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Life Care Center of Puyallup 511 10th Avenue Southeast
Puyallup, WA 98372

F 0656

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to create a comprehensive care plan for 2 of 3 residents 
(Residents 1 and 2) reviewed for urinary incontinence. This failure placed the residents at risk for unmet 
needs, skin impairments, feelings of discomfort and a decreased quality of life.Findings included.Resident 
1Review of the admission minimum data set (MDS, a required assessment tool), dated 06/18/2025, showed 
Resident 1 admitted on [DATE] with diagnoses to include hip fracture with surgical repair, weakness, 
difficulty walking, and need for assistance with personal care. The MDS showed Resident 1 was always 
incontinent (had lack of voluntary control) of bowel and bladder.Review of the comprehensive care plan, last 
reviewed 07/09/2025, showed incontinence was not listed, nor were goals or interventions in the care plan to 
address Resident 1's incontinence. Resident 2Review of the admission MDS, dated [DATE], showed 
Resident 2 admitted on [DATE] with diagnoses to include dementia (a group of thinking and social symptoms 
that interferes with daily functioning), overactive bladder, and need for assistance with personal care. The 
MDS showed Resident 2 was frequently incontinent of bladder.Review of a facility document titled, 
Admission/readmission Collection Tool - V 6, dated 05/20/2025, showed Resident 2 was incontinent of 
bladder.Review of the discharge MDS, dated [DATE], showed Resident 2 discharged from the facility on 
06/02/2025.Review of the comprehensive care plan, last reviewed 07/09/2025, showed that Resident 2's 
incontinence was not included in their care plan until 06/02/2025, the date that Resident 2 discharged .
During interview on 07/09/2025 at 3:36 PM, Staff A, Director of Nursing Services (DNS), stated that 
Residents 1 and 2 should have had care plans in place for incontinence as soon as the need for care in that 
area was identified - via the admission nursing assessment and/or the MDS.Reference WAC 
388-97-1020(1), (2)(a)(b).
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Life Care Center of Puyallup 511 10th Avenue Southeast
Puyallup, WA 98372

F 0686

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to routinely monitor and assess the status of skin impairments 
for 2 of 3 residents (Residents 1 and 2) reviewed for pressure injuries. This failure placed the residents at 
risk for worsening of pressure wounds, lack of appropriate treatment, medical complications and a decreased 
quality of life.Findings included.Resident 1Review of the admission minimum data set (MDS, a required 
assessment tool), dated 06/18/2025, showed that Resident 1 admitted on [DATE] with diagnoses to include 
hip fracture with surgical repair, weakness, difficulty walking, and need for assistance with personal care. 
The MDS further showed that Resident 1 had a stage 1 pressure injury (the initial stage of a pressure ulcer, 
characterized by non-blanchable [does not fade or turn white when pressure is applied] redness of intact 
skin, usually over a bony prominence) over the sacrum (large triangular bone at the bottom of the spine).
Review of the care plan, dated 06/16/2025, showed that Resident 1 was at risk for pressure related skin 
injury related to impaired mobility and incontinence (poor bladder and bowel control).Review of the facility 
document titled, Admission/readmission Collection Tool - V 6, dated 06/16/2025, showed that Resident 1 had 
non-blanchable redness to sacrum. There were no measurements documented.Review of the active and 
discontinued physician orders, on 07/09/2025, showed Resident 1 did not have a treatment or monitoring 
order for the stage 1 pressure injury over the sacrum.Review of the medical record showed no additional 
documentation, after Resident 1's admission date, to show that the stage 1 pressure injury had been 
monitored, and no documentation of it's worsening or improvement.Resident 2Review of the admission 
minimum data set (MDS, a required assessment tool), dated 05/23/2025, showed that Resident 2 was 
admitted on [DATE] with diagnoses to include dementia (a group of thinking and social symptoms that 
interferes with daily functioning), generalized muscle weakness, and need for assistance with personal care. 
The MDS further showed that Resident 2 had moisture-associated skin damage (MASD, skin inflammation 
and erosion caused by prolonged exposure to moisture such as urine) to the gluteal folds (the crease that 
separates the buttocks from the thighs).Review of the care plan, dated 05/20/2025, showed that Resident 2 
was at risk for pressure related skin injury related to impaired mobility and incontinence.Review of a facility 
document titled, Admission/readmission Collection Tool - V 6, dated 05/20/2025, showed Resident 2 also 
had a small open area to their gluteal cleft (the deep [NAME] located between the buttocks).Review of a 
facility document titled, Wound Observation Tool - V 4, dated 05/21/2025, showed Resident 2's gluteal cleft 
open area measured 1.5 centimeters (cm) long by 1 cm wide.Review of the facility document titled, Weekly 
Skin Integrity Data Collection - V 2, dated 05/23/2025, showed Resident 2 had a Small size opening on the 
left gluteal cleft. There were no measurements documented.Review of the medical record showed no 
additional documentation, after 05/23/2025, to show that Resident 2's gluteal cleft open area had been 
monitored, and no documentation of it's worsening or improvement.During interview on 07/09/2025 at 3:36 
PM, Staff A, Director of Nursing Services (DNS), stated there should have been orders for monitoring 
Resident 1 and 2's skin impairments, and there should have been assessments completed weekly, to include 
documentation of measurements and description of wound appearance. Staff A, DNS, further stated that it 
was their expectation that weekly assessments be completed until open areas heal, at which point there 
should be documentation that the areas were resolved. Reference WAC 388-97-1060 (3)(b).
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