
STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Olympia Special Care LLC

GARDEN COURTE ALZHEIMER COMMUNITY
626 LILLY RD NE
OLYMPIA, WA 98506

RE: GARDEN COURTE ALZHEIMER COMMUNITY License # 1111

Dear Administrator:

This letter addresses Compliance Determination(s) 45270 (Completion Date 08/06/2024) and
43293 (Completion Date 07/02/2024).

The Department completed a follow-up inspection of your Assisted Living Facility on 08/06/2024
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements.

The Department found that deficiencies for the following licensing laws and regulations were
corrected:
WAC 388-78A-2040-1, WAC 388-78A-2040-2, WAC 388-78A-2040

The Department staff who did the on-site verification:
Anissa Bearden, Licensor
Emily Boniface, Community Program Nurse Licensor
Celeste Vashey, ALF LTC Licensor

If you have any questions, please contact me at (253)442-3013.

Sincerely,

Manfay Chan, Field Manager
Region 3, Unit E
Residential Care Services
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STAlE OF WASHIINGlON 

DEPARTMENT OF SOCIIAIL AIND HEAL TH SERVICES 
AGIING AND LONG-TERM SUPPORT ADMINISTRAT ION 

100' NE U6th Ave Ste WO, Vancouver, WA 91684 

Olympia Special Care LlC 

GARDEN COURllE ALZHEIMER COMM lJINllY 
626 U LY RD NIE 
OLYMPIA, WA 98506 

RE GARDEN COURTE ALZHIEIMIER COMMUNITY License# 11 11 

Dea Administrator 

T-n is letter addresses Compliance Determination(s) 45270 (Completion Date 08106"2024) and 
43293 (Comp etion Date 07/0212024). 

The Department completed a fol lov,,r-up ·nspection of your Assisted Liv ing Facility on 08/06/2024 
and found no defi ciencies. Your facility meets the Assisted Living Facility lice nsing 
requirements. 

T-ne Department found dhat deficiencies fo r the fol lowing licensing laws and regulaUons were 
corrected: 
WAC 38B-78A-2040-1 , WAC 388-78A-2040-2, WAC 388-78A-2040 

T~ e Department staff who did the on-site verification: 
An issa Bearden, Licensor 
Emilly Boniface , Community Program Nurse Licensor 
Celeste Vashey, ALF LTC Licensor 

If you have any questions, please co ntact me at (253)442-3013 . 

Sincerely, 

Manfay Chan, Field Manager 
Region 3, Unit E 
Residential Care Services 
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07.16.2024 10:59:02 State of ~ashlngton 

STI\TE OF WASHiNGTON 

DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AGING AND LONG-TERM SUPPORT ADMINISTRATION 
800 NE 136th Ave Ste 200, Vancouver, WA 98684 

Statement of Deficiencies 
Plan of Correc\lon 

··· ···· ······· Ucei'ise #: 1jff ····· compliiiiice oeteriiimatii:iii#<13203 
GARD!=N COURTEALZHEIMER COMMUNITY Completitm .Date 

Page 1 of4 Licensee: Olympia Special Care LLC 07/02/2024 

You are required to be in compliance at all limes with all licensing laws and regulations to 
maintain your Assisted Living Facility license. 

The department completed data collection for an unannounced on-site follow-up on 06/27/2024 
and 07/02/2024 of: 

GARDEN COURTE ALZHEIMER COMMUNITY 
626 LILLY RD NE 
OLYMPIA, WA 98506 

This document references the following SOD dated: 07/02/2024 

The following sample was selected for review during the unannounced on-site visit: 88 of 88 
current residents and O former residents. 

The department staff that inspected the Assisted Living Facility: 

Anissa Bearden, Licensor 
Celeste Vashey, ALF LTC Licensor 
Emily Boniface, Community Program Nurse Licensor 

From: 
DSHS, Aging and Long-Term Support Administration 
Residential Care Services, Region 3 , Unit E 
800 NE 136th Ave Ste 200 
Vancouver, WA 98684 

As a result of the 011-s;ite viait(s) the department found that you are not in compliance with the 
licensing laws and regulations as stated in the cited deficiencies in the enclosed report. 

07/.15/2024 . 
Date 

I understanc:I that to maintain an Assisted Living Facility license, the facility must be in 
compliance with all the licensing laws and regulations at all times. 
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Statement of Deficiencies 
Plan of Correction 
Page2 014 

State of Washington 

License#: 1111 Compliance .Dete.rmination # 43293 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee.: Olympia Special Care LLC 07i02l2024 

Date 

WAC 388-7SA-2040 Other requirements. 

(1) The assisted living facility must comply with all other applicable federal, state, county and 
municipal statutes, rules, codes and ordinances, including without limitations those that prohibit 
discrimination. 

(2) The assisted living facility must have its building approved by the Washington state fire marshal 
in order to be licensed. 

This requirement was not met as evidenced by: 

Based on observation, interview, and record review, the facility failed to ensure fire safety doors 
were not propped open for 1 of 1 facility reviewed. These failures placed 88 of 88 residents, staff, 
and visitors' lives and safety at risk in the event of a fire or natural disaster. 

Findings Included ... 

'Code IFC 705.2 2018: Opening protectives in fire-resistance-rated assemblies shall be inspected 
and maintained in accordance with NFPA 80. Opening protectives in smoke barriers shall be 
inspected and maintained in accordance with NDPA 80 and NFPA 105. Openings in smoke 
partitions shall be inspected and maintained in accordance with NFPA 105. Fire doors and smoke 
and draft control doors shall not be blocked, obstructed, or otherwise made inoperable. Fusible links 
shall be replaced promptly whenever fused or damaged. Opening protectives and smoke and draft 
control doors shall not be modified." 

Record review of the "Department of Social And Health Services" document, Completion date 
05/13/2024, showed "As a result of the on-site vlsit(s) the department found that you are not In 
compliance with the licensing laws and regulations [including WAC 388-78A-2040] as stated in the 
Cited deficiencies in the enclosed report. I understand that to maintain an Assisted Living Facility 
license, the facility must be in compliance with ail. the licensing laws and regulations at all times.'' 
The administrator section showed Staff A, Executive Director, signed the qocument on 05/28/2024. 
Staff A signed the "Pian/Attestation Statement" for all citations cited that read "I hereby c.ertify that I 
have reviewed this report and have taken or will take active measures to correct this deficiency. By 
taking this action, [the facility] is or will be in compliance with this lew and/or regulation on 
06/05/2024." 

Review of the facility policy, titled, "Fire and Smoke Barrier Doors", undated, showed " ... Fire and 
smoke barrier doors must be closed at all times, except those that are held 
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Statement of Deficiencies 
Plan of Correction 
Page3 of4 

State of Washington 

.License#: 1111 Compliance Determination # 43293 
GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee.: Olympia Special Care LLC 0710212024 

open by an electric built-in magnetic device that will automatically close when the fire alarm system 
is activat.ed .or power failurE! occurs ... Fire and smoke barrier doors are not lo be blocked at any time 
or be held open by any means other than the automatic holding device built into the door." 

Record review of the facility's "Plan of Correction" dated ''05/09/2024 and 05/13/2024", under section 
titled, "doors propped", showed medication technicians and resident care managers and all staff 
were aware that d.oors were not to be propped open. M edicatlon technicians and resident care 
managers understood that lt)ey were not to prop the doors open to the office and medication room 
even if they were in the rooms. 

Record review of the facility's document titled, ''medication techni.cian meeting", dated 04/1712024, 
showed "we can not prop the medication room, or any doors open. This is per the Fire Marshall. The 
only time the doors is propped open is if you are putting or taking the cart in the med room. If you 
need to talk to staff, please step outside of the medication room and speak with them. If you need 
.Privacy, you are more than welcome to use the resident care manager office or go to a private 
area. 

Record review of the facility's document tilled, "medication technician meeting", dated 05/15/2024, 
showed "reminder, do not prop the medication room or any doors open. This is per the Fire Marshall. 
The only time the doors is propped open is if you are putting or taking the cart in the med room. If 
you need. to talk to staff, please step outside of the medication room and speak with them. If you 
need privacy, please go to the resident care manager office. 

In an observation on 06/27/2024 at 11:20 AM, the South Side medication technician and charting 
room's door was propped open with a brown rubber stopper that was wedged under the bottom of 
the door. Staff C, Delegated Medication Tectmician, was observed to be inside of the room. 

In an interview on 06/27/2024 at 11 :·30 AM, Staff B, Maintenance Assistant, said they had to make 
daily rounds to ensure facility doors were not propped open throughout the day. 

In an observation on 06/27/2024 at 11 :44 AM, Resident 1's door was propped open with a wooden 
wedge witl1 a long handle. In front of the door was the housekeeping cart. Staff D, Housekeeping 
was observed inside of the. room. 

In an observation and interview on 06/27/2024 at 12:40 PM, Staff A, E.xecutive Director, office door 
showed it was propped open with a wooden stopper that was wedged under the bottom oflhe door. 
Staff A said Maintenance staff collected all door stoppers through out the facility. Staff A said rubber 
stoppers should have been removed from the medication technician offices. Staff A said 
housekeeping staff used tall wedges wit11 sticks to prop open resident room doors when they were 
inside cleaning resident rooms. Staff A said the medication technicians in the facility were in serviced 
and educated 
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State of Washington 

License #: 1111 Compliance Determination # 43293 
GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee: Olympia Special care LLC 07/0212024 

about not using rubber stoppers and keeping all facility doors closed. 

This is an uncorrected and recurring deficiency previously cited on 05/13/2024, 03/20/2024, 
0111112024, and 03/22/2022, for S\Jpsection 388-78a-2040(1). 

Plan/Attestation Statement 
I hereby certify that I have reviewed !his report and have taken or will take active 
measures to correct this deficiency. By taking this acilon, GARDEN COURTE 
ALZHEIMER COMMUNITY is or will be in compliance with this law and I or regulation on 
(Date) ·7\Sw\ SL\ . . 

\ \ 

In addition, i will implement a system to monitor and ensure continued compliance with 
this requirement. 

............... 71~/e>,U 
Date 
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05.23.2024 15:53:26 State of Washington 

ST1\TE OF WASHiNGTON 

DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AG!NG AND LONG-T~RM SUPPORT .A,DMINISTRATION 
800 NE 136th Ave Ste 200, Vancouver, WA 98684 

sfate.riieii.t. of befide.iicies 
Pl~n of Coirection 

................................... . License#: 1111 ............... C6ri1i.)Uaii.Ce··nete:rrriiri8tl0ri.~f4fdfd" 

GARDEN COURTE ALZHEIMER COMMUNITY Cotnpletlon Date 
Page1 of11 Licensee: Olympia Special Care LLC 05/13/2024 

You are required to be in compliance at all times with all licensing laws and regulations to 
maintain your Assisted Living Facility license. 

The department completed data collection for an unannounced on-site follow-up on 05/09/2024 
and 05/13/2024 of: 

GARDEN COURTE ALZHEIMER COMMUNITY 
626 LILLY RD NE 
OLYMPIA, WA 98506 

This document references the following SOD dated: 05/13/2024 

The following sample was selected for review during the unannounced on~site visit 4 of 81 
current residents and 0 forrner residents. 

The department staff that inspected the Assisted Living Facility: 

Anissa Bearden, Licensor 
Celeste Vashey, ALF L TC Licensor 

From: 
DSHS, Aging and Long-Term Support Administration 
Residential Care Services, Region 3 , Unit E 
800 NC;__1~§_th Ave Ste 200 _______________ _ 
Vancouver, WA 98684 

As a result of the. on-site visit(s) the c:lepartment found that you are not in compliance with tile 
licensing laws and regulations as stated in the cited deficiencies in the enclosed report. 

05/23/2024 ........... ············· .... --- .. , ........... . 

Date 

I understand that to maintain an Assisted Living Facility license, the facility must be in 
compliance with all the licensing laws and rElglllaUor,s at all times. 
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State of Washington 

License#: ·1111 Compliance Determination# 41010 

GARDEN COURTE ALZHEIMER COMMUNITY C.ompletion Date 

Licensee: Olyn:ipia Special Care LLC 05113/2024 

WAC 388-78A-2040 Other requirements, 

(1) The assisted living facility must comply with all other applicable federal, state, county and 
municipal stat1..1tes, rules, codes anc,t ordinances, including without limitations tt1ose that prohibit 
discrimination. 

(2) The assisted living facility must have its building approved by the Washington state fire marshal 
in order to be licensed. 

This requirement was not met as evidenced by: 

Based on observatlon. interview, and record review, the facility failed to ensure fire safety doors 
were not propped open for 1 of 1 facility reviewed. These failures placed 81 of 81 residents, staff, 
and visitors life and safety at risk in the event of a fire or natural disaster. 

Findings included ... 

Review of the state Fire Marshall regulatio11 codes showed the facility was o~it of compliance with, 
"Code IFC 705.2 2018: Opening protectives in fire-resistance-rated assemblies shall be inspected 
and maintained in accordance with NFPA 80. Opening protectives in smoke barriers shall be 
inspected and maintained in accordance with NDPA 80 and NFPA 105. Openings in smoke 
partitions shall be inspected and maintained in accordance with NFPA 105. Fire do.ors and smoke 
and draft control doors shall not be blocked, obstructed, or otherwise made inoperable. Fusibte. links 
shall be replaced promptly whenever fused or damaged. Opening protectives and smoke and draft 
control doors shall not be modified.'' 

Record review of the ''Department of Social And Health Services" document, Completion date 
03/20/2024, showed (•As a result of the on-site visit(s) the department found that you are not in 
compliance with the licensing laws and regulations [including WAC 388-?BA-2040] as stated in the 

---cited-defi ciencies-in-the-enclosed-repor:t-+understand thaMo-mai ntain-an-Ass i sted-1:ivi ng-F acility-- -
license, the facility must be in compli~nce with all the lice11$ing laws and regulations at all. times." 
The administrator section showed Staff A, Executive Director, signed the document on 04/09/2024. 
Staff A signed the "Plan/Attestation Statement" for all citations cited that read "I hereby certify that I 
have reviewed this r~port and have taken or will take active measures to correct this deficiency. By 
taking this action, [the facility] is or will be in compliance with this law and/or regulation on 
05/03/2024," 

Review of the facility policy, titled, ''Fire and Smoke Barrier Doors", undated, showed'·' ... Fire and 
smoke barrier doors must be cl.osed at all times, except those tt1at are held open by an electric built­
rn magnetic device t11at wilt a.utomatically close when t11e fire alarm system is a.ctivated or power 
failure occurs ... Fire and smoke barrier doors are not to be blocked at any time or be held open by 
any means other than the automatic holding device built into the door.'' 
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Statement of Deficiencies 

Plan of Correction 

Page 3 of 11 

State of Washington 

License#: ·1 ·111 Compliance Determination# 41010 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee: Olyn:ipia Special Care LLC 0S/t Si.2O24 

Record review of the facility's ''Plan of Correction" dater.I ''04/01/2024 and 02/02/2024", showed staff 
were trained on the need to remove door props when they saw that the doors were propped open. 
All door wedges were removed. Signs were placed on the medication room doors which informed 
staff ta keep the door shut 

In an observation on 05/09/2024 at 11 :40 AM, the bathroom located in the reception area showed 
the door was propped open with a grey rubber stopper. 

In an observatioi1 on 05/09/2024 at 11 :43 AM, the Northside RCM (Resident Care Manager) office 
door was propped open witl1 a rubber stopper. 

In an observation on 05/09/2024 at 11 :44 AM, tile North Medication and Charting room's door was 
propped open with a gray r1.1bber stopper that was wedged under the bottom of the door, Hung 1.ip on 
the medication and charting room door; was a sign that showed "Per the Fire Marshall THIS DOOR 
MUST REMAIN CLOSED AT ALL TIMES." 

In an interview on 05/09/2024 at 11 :47 J>,M, Staff D1 Caregiver, stated doors within the facility were 
not supposed to be propped open. Staff D stated they had reviewed this information during their 
orientation when they were recently hired .. 

In an interview on 05/09/2024 at 11 :52 AM, Staff E, Housekeeping, stated at times the facility staff 
members propped open facility doors. 

In an observation on 05/09i2024 at 4: 10 PM, the North .medication and charting room door was 
observed to be propped open with a gray rubber stopper thcit was wedged ~mder the bottom of the 
door. 

In an interview on 05/09/2024 at 4:08 PM, Staff A., Executive Director, stated the staff were equcated 
to not prop the doors open and all rubber stoppers were rem.oved to prevent this fron, happening. 

This is an u11corrected and recurring deficiency previously cited on 03/20/2024, 01/11/2024 and 
03/22/2022 for subsection 388-78a-2040(1 ). 

----- - - --

Planf Attestaticm Staternent 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER COMMUNITY is or will be in compliance with this law and / or regulation on 
(Date) UIS/BY . 
·1n addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

Date 
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Statement of Deficiencies 

Plan of Correction 
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State of Washington 

License#: ·1111 Compliance Determination # 41010 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee: OlylTipia Special Care LLC 05113/2024 

WAC 388-78A-2305 Food sanitation. The assisted living facility must: 

(1) Manage food, and maintain any 011-site food service facilities in compliance with chapter 246-215 
WAC, Food service; 

(2) Ensure employees working as food .service workers obtain a food worker card according to 
chapter 246-217 WAC; and 

This requirement was not met as evidenced by: 

Based 011 observation, interview, and record review, the facility failed to ensure proper storage and 
labefing of food and failed to ensure proper hand hygiene was performed with food preparation for 1 
of 1 kitchen reviewed, These failures placed all 81 of 81 residents at risk for potential foodborne 
illness and decreased quality of life. 

Findings included ... 

WAC 246-.215-035.26 
11Temperature and time control-Ready-to-eat, time/temperature control for safety food, dale 
marking (FDA Food Code 3#501.17). 
(1) Except when packaging food Ltsing a redLIced oxygen packaging method as specified under 
WAC 246-215-03540, and except as specified in subsections (5) and (6} of this section, refrigerated, 
ready-to-eat, time/temperature control for safety food prepared and held in a food establishment for 
more than twenty-four hours must be clearly marked to indicate the date or day by which the food 
must be consumed on the premises., sold, or discarded when held at a temperature of 4·l°F (5°C) or 
less for a maximum of seven days. The day of preparation must be counted as day one, 
(2) Except as specified in subsections (5) through (7) of this section, refrigerated, ready-to-eat, 
time/temperature control for safety food prepared and packaged by a food processing plant must be 
clearly markeq, at the time the original container is opened in a food establishment and if the food is 
held for rnore than twenty-four hours, to indicate the date or day by which the food mL,1st be 
consumed on the premises, sold, or discarded, based on the temperature and time requirements 
specified in subsection (1) ofthis section and: 
(a) The day t11e original container is opened in the food establishment is counted as day one; and 
(b) The day or date marked by the food esta:blishment may not exceed a manufacture1,s use-by date 

______ __ if the mariufact1..1rer determined the use-by date based on food safety, ----(3) A refrigerated, ready-to-eat, time/temperature control for $afety food ingredienfor-a portion of a 
refrigerated, ready-to-eat, time/temperature control for safety food that is combined with additional 
ingredients or portions of food must retain the date marking of the earliest-prepared or first-prepared 
ingredient. 
(4) A date marking system that meets the criteria stated in subsections ( 1) and (2) of this section 
may include: 
(a) Using a rnethod approved by the regulatory authority for refrigerated, ready~to-eat, 
time/temperature contra.I for safety food that is frequently rewrapped, such as lunchmeat or a roast, 
or for which date marking is impractical; such as soft-serve mix or milk in a dispensing machi11e; 
(b) Marking the date or day of preparation, with a procedure to discard t11e food on or before the last 
date or day by which the foocl must be consumed on the premises, sold, or discarded as specified 
under subsection ( 1) of this section; 
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Statement of Detici en.Gies 

Plan of Correction 
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State of Washington 

License#: ·1 ·111 Compliance Determination # 41010 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee: Olyrnpia Special Care LLC 05/1 '.3/.2024 

{c) Marking the date or day the original container i.s opened in a food establishment, With a 
procedure to discard the food on or before the last date or day by which the food must be cons1 .. m1ed 
on the premises, sold, or discarded as specified under subsection (2) of this section; or 
(d) Using calendar dates, days of the week, color-coded rnarks, or other effective marking methods, 
provided tl1at tl1.e marking system is disclosed to the regulatory authority upon reqwest," 

WAC 246-215-03300 "Preventing contamination by employees-Preventing contamination from 
hands (FDA Food Code 3-301.11). (1) FOOD EMPLOYEES shall wash their hands as specified 
under WAC 246~215--02305." 

WAC 246-215-03333 '1Preventing contamination from equipment, utensils, and linens-In-use 
utensils, between-Lise storage (FDA Food Code 3-304.12) During pauses in FOOD preparation or 
dispensing, FOOD preparation and dispensing utensils must be stored: (1) Except as specified 
under subsection (2) of this section, ih the FOOD with their handles above the top of FOOD and the 
container; (2) In FOOD that is not TIME/TEMPERATURE CONTROL FOR SAFETY FOOD with their 
handles above the top of the FOOD within containers or EQUIPMENT that can be closed, such as 
bins of sugar; flour, or cinnamon; (3) On a clean portion of the FOOD preparation table. or cooking 
EQUIPMENT only if the in-use UTENSIL and the FOOD-CONTACT SURFACE of the FOOD 
preparation table or cooking EQUIPMENT are cleaned and SANITIZED at a frequency specif/eel 
under 04605 and 04705; (4) In running water of sufficient velocity to flush particulates to the drain, if 
used with moist FOOD such as ice cream or m(:lshed potatoes; (5) In a clean, protected location if 
the UTENSILS, such as ice scoops, are used only with a FOOD that is not a TIME./TEMPERATURE 
CONTROL FOR SAFETY FOOD; ... " 

WAC 246-215-03342 "Preventing contamination from equipment, utensils, and linens-Gloves, use 
limitation (FDA Food Code 3-304.15), (1) If used, SINGLE-USE gloves must be used for only one 
tas.k such as working with READY~TO-EAT FOOD qr with raw animal FOOD, used for nq other 
purpose, and discarded when damaged or soiled, or when interruptions occur in the operation.'' 

Record review of the facility's policy, titled, "Food Services-Preparation, Serving, Sanitation" 
undated, showed food would be covered an,i stored in containers with tightly fitting covers with metal 
plastic, plastic wrap or alumim1m foll. Food woL1ld be stored above the floor level to prevent 
contamination and permit easy deaning. Food would be labeled when removed from the original 

7/14 

-·~·~·· ~ntaine.rs. ~mless icientify.JJliMJood was unmistakable EmRlo:y_e.e..bandhY.giene..mustin.ci11da... ~~-~~ . 
washing hands for at least 20 seconds and include a '10-15 second scrubbing, a thorough rinsing 
and complete drying. Gloves must be thrown away after each task or when they get damaged or 
dirty. 

Record review of the facility's policy titled, ''Food Services- Food Storage and. Handling", undated, 
showed "food whetherraw or prepared, if removed from .its original container,. shall be stored in a 
clean, labeled, covered contairier except during necessary period of preparation or serviced. Once 
opened, any product remaining in the original container shall be covered." 

Rl,lcord review of the "Department of Social And Health Services" document, Completion date 
03/20/2024, showed "As a result of the on-site visit(s) the department found that you 
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State of Washington 

License#: ·1111 Compliance Determination # 41010 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee: Olympia Special Care LLC 05tt~i2024 

are not in compliance with the licensing laws and regulations [including WAC 388-78A-2305] as 
stated in the cited deficiencies in the enclosed report I understand that to maintain an Assisted 
Living Facility license, the facility must be In compliance with all the licensing laws and regulations at 
all times." Tl1e administtator section showed Staff A, Executive Director, signed the documerit on 
04/08/2024. Staff A signed the "Plan/Attestation Statement" for all citations cited that read "I hereby 
certify that I have reviewed this report and have taken or will take active measures to correct this 
deficiency. By taking this action, [the facility] ,s or will be in compliance with this law and/or regulation 
on 05/03/2024." 

Record review of the facility's "Plan of Correction'' dated ''04/01/2024 and 02/02/2024", showed the 
kitchen fridge and dry storage would be audited two times a week to ensure that foods were labeled 
and discarded when expired or passed three day hold time frame. The kitchen staff were trained on 
proper hand washing practices. 

Storage and Labeling 

In an observation on 05/09/2024 at 1:10 PM, the kitchen refrigerator located next to the 
handwashing sink showed a sign attached to the outside of the refrigerator door that read "residents 
food only date & label each item!!!" Inside of the refrigerator had a white Styrofoam container that 
was labeled "boss ladY'' there was no date available to review, There were 10 clear containers with 
lids that had a light green substance that filled the cup. There were 10 clear containers with lids that 
had dark brown substance that filled the cup. There were 14 clear containers with lids that had a 
light brown substance that filled tl1e cup. None of the containers wi.th lids were labeled or dated. 
There was a pitcher of orange liquid that had saran wrap covering the top. The pitcher was not 
labeled or dated. 

In an observatton on 05/09/2024 at 1: 14 PM, inside the kitchen's walk-in refrigerator was a brown 
.box with 1 0 cucumbers and 3 zucchinis, 7 of ·10 cumbers were observed to have white fuzzy areas 
tl')at resembled mold on t.hem and were soft to touch. There was a brown box with multiple small 
tomatoas Multiple of the tomatoas had black and fuzzy white areas on them that resembled mold. 
There was brown cardboard box with multiple green peppers inside. On one of the green peppers 
had a dark brown substance on it. There was a syrL1p container on the shelf above the green 
peppers that was labeled chocolate syrup that had chocolate syrup down the side of the container. 
On a metal rack on the top was a sheet of pink and yellow cake like substance. The sheet was not 
covered. There was no label or date on the sheet of cake substance for review. Oil the second shelf 

_________________ of _the metal rack was a sheet with 6 dishes of red substance with white whip cream on top tl1at were 
open to air. There was no date or label on the dishes for review. 

In an interview on 05/0~/2024 at 1 :24 PM, Staff A state.d the box. of tomatoes that were in the 
kltchen'.s walk-in refrigerator were seen out on the counter yesterday. Staff A stated they would not 
serve the tomatoes and cucumbers to the residents. Staff A stated the chocolate sauce had not 
been accurately put away and had dripped onto the green peppers on the shelf below. 

In an interview on 05/09/2024 at 3:47 PM, Staff F, Dietary Cook, said the food in the refrigerator was 
checl<ed every three days. St~ff F said they determined tl1eir produce Wc\S good to e<:lt by cl1eck/ng 
the label on the box. Staff F said if a food item was opened, they would label what the item was and 
would include the month, day, and year when it was opened. 
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111 an observation on 05/09/2024 at 3:57 PM in the dry pantry there was an open bag labeled "Oreo 
mediLJm cookie pieces'·' inside a large zip lock bag. Tl1ere was no date on the zip lock bag or the 
Oreo bag for review. There was an open bag of elbow noodles that did not have a date for review. 

In an interview 011 05/09/2024 at 3:S0 PM, Staff J, Dietary Cook, said if an item had been opened 
then they woL1lq label it with the qate Staff J stated all items would be discarded after three days if 
they were unused. 

Hand Hygiene 

In an observation on 05/09/2024 at 1:06 PM, the entrance to the kitchen door showed two hand 
sanitizer devices attached to either side ofthe wall. The hand sanitizer on the right side. had a 
blinking red light which indicated there was no product in the device. When the hand sanitizer on the 
left side of the walls handle was pumped no product came out of the device. 

In an observation and interview on 05/09/20.24 at 1 :28 PM, Staff A, Executive Director, exited the 
kitchen door and acknowledged the hand sanitizers attached to the right and left side of the wall did 
not have hand sanitizer to use. 

In an observation on 05/09/2024 at 1:08 PM, Staff B, Kitchen Aid, had entered the walk-in 
refrigerator and came out with a purple cabbage. Staff B put on blL1e disposable gloves and began 
cutting the purple cabbage. Staff B removed their blue disposable gloves and discarded them in the 
trash. Staff B entered back into the walk-in refrigerator and came out with a zip lock bag with 
shredded white particles that resembled shredded cheese and placed ft on the counter. Staff B was 
not observed to wash their hands with soap and water or use of hand sanitizer prior to putting the 
disposable gloves on, removing the disposable gloves, and with the chijn9e of task. 

In ari observation on 05/09/2024 at 1: 14 PM, Staff I. Caregiver, entered the kitchen and had gloves 
on their hands while they rolled two carts throughout the kitchen. Staff I did not perfon:n hand 
hygiene when inside the kitchen. Staff I was observed to touch the kitchen counters. 

In an interview on 05/09/2024 at 3:50 PM, Staff J stated they were supposed to perform hand 
hygiene wl1en they entered the kitchen and if they left the kitchen and retumed. Staff J stated they 
were supposed to perform hand hygiene before they put on gloves to complete a task. Staff J stated 
if they switched tasks then they would perform hand hygiene and put on another pair of gloves. 
--- -------------- ----------------------------------- ----------

This is an uncorrected and recurring deficiency previously cited on 03/20/2024 and 01/11/2024 for 
subsections WAC 388-78A-2305 (1). 

Plan/Attestation Statement 
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I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER COMMUNITY is or will be in compliance with this law and I or regulation on 
(Date) \J\\0\<dL\ . 

\ 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

A~~;~;························· 
5ld8la-,, --------------------------------- ·······--·:i ................ . 

Date 

RCW 70.129,070 Examin"tion of survey or inspection res1,dts-- Contact witJ, client advocates. 
A resident has the right to: 

(1) Exatnine the results of the most recent survey or inspection of the facility conducted by federal or 
state surveyors or inspectors and plans of correction in effect with respect to the facility. A notice 
that the results .are available must be publicly posted with the facility's state license, and the results 
must be made available for examination by the facility in .a place readily accessible to residents; and 

This requirement was not met as evidenced by: 

Based on observation, interview, and record review, the facility failed to have the most recent sL1rvey 
or inspection results publicly posted and easily available for 1 of 1 inspection binders. This failure 
resulted in aH 81 of 81 residents and visitors being without access to and being uninformed of the 
facility's inspections results. 

Findings inc.luded ... 

Record review of the ''Department of Soc.ia.1 And Health Services·· document, Completion date 
03/20/2024, showeq ''As. a result of the on-site visit(s) the department found that you are not in 
compliance with the licensing laws and regulations [including RCW 70.1290.070] as stated in the 
cited deficiencies in the enc.lased report. I underst~nd that ta maintain an Assisted Living Facility 
lieense,tne-faeility-rnust-ee-iA-eomplianeewith-all-tl-ie-lieensing-!9ws-and regulatiens-at-all:-times-c"­
The administrator section showed Staff A, Executive Director, signed the document on 04/08/2024. 
Staff A signed the "Plan/Attestation Statement" for all citations cited that read "I hereby certify that I 
.have rev1ewec:J thts report. and have taken or will take active measures to correct this deficiency. By 
taking this action, Lthe facility] is or will be ir1 compliance with this law and/or regulation on 
05/03/2024." 

Re.cord review of the facility's ''Plan af Correction" dated "04/01/2024 and 02/02/2024", showed the 
survey binder was updated with the statement of deficiencies. 

In an observation on 05/09/2024 at 12: 15 PM, the licensing survey binder showed the oniy 
inspection in the binder for review was the inspection dated 01/24/2024, There were no other 
inspections results in the binder for review. 

In an interview on 05/09/2024 at 12:16 PM, StaffG, Receptionist, stated Staff A, Executive Director, 
had been responsible to keep the survey binder updated. 
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In an interview and observation on 05/09/2024 at 12: 17 PM, Staff A statecl they had been 
responsible for the upkeep of the survey binder. Staff A reviewed the contents of the survey bind.er 
and confirmed only one inspection dated 01/24/2024 was in the binder for review. Staff A stated they 
were unaware t:111 inspections needecl to be kept in the survey binder for review. 

This is an uncorrected and recurring deficiency previously cited on 03/20/2024 and 01/11/2024. 

Plan/Attestation Statement 
! hereby certify that I hcwe reviewed thii; report and have taken or w111 take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER COMMUNITY is or wi.11 be in compliance with this law and I or regulation on 
(Date) U\ \'\,')\ &)\...\ · . , . 

<. \ 

In addition. I will implement a system to monitor and ensure continued compliance with 
this requirement. 

.. JS /dJ6 /& lf .................. . 

WAC 388-78A-3090 Maintenance and housekeeping. 

(1) The assisted living facility must: 

Date 

(a) Provide a safe, sanitary and well:.rnaintained environment for residents: 

(b) Keep exterior grounds, assisted liVing facility structure, and component paris safe, sanitary and in 
good repair; 

- -- ------TIJisrequirement-was-not-metas-evictencedby:----- - ------- -------------

Based on observations, interviews, and record review, the facility failed to ensure the facility was 
maintained in a safe, sanitary, and in good repair for 1 of 1 facility reviewed. These faiiures placed 
81 of 81 residents at risk for a diminished quality of life due to unsafe, unsanitary, and unmaintained 
living conditions for all residents .. 

Findings included ... 

Record review of the "Department of Social And t➔ealth Services·'' document, Completion date 
03/20/2024, s11owed "As a result of the 011-slte visit(s) the deparirnent found tl1at you are not in 
compliancf:;! with th.e licensing laws and regulations [including WAC :388-78A-3090) as stated in the 
cited deficiencies in the enclosed report. I understand that to maintain an Assisted Living Facility 
license, the facility must be in compliemce with all the licensing laws and regulations at all times," 
The administrator section showed Stc:1ff A, Execqtive Dir~ctor, signE:id the document on 04i08/20.24. 
Staff A signed the 
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"Plan/Attestation Statement'' for all citations cited that read "I hereby certify that l have reviewed this 
report and have taken or will take active measures to correct this deficiency. By taking this action, 
[the fc:tcllity] is or wUI be in compliance. with this law and/or regulation on 05/03/2024:'' 

Review of the facility policy, titled, 11Safe Storage and Handling of Supplies and Equipment", undated, 
showed t.he facility would ensure that all supplies c;1.nd equipment, dirty and clean, were handled and 
stored in a safe manner, protecting residents frorn exposure and risk. 

Record .review of the facilfty's policy, titled, "Maintenance- Safety and Upkeep of Community", 
undated, showed it was the facility's policy to assure that maintenance was conducted in a safe 
manner that would encompass tt1e services that were contracted with o.utside contractors or service 
providers to keep the building in good repair and safe for all residents. The maintenance director's 
responsibility was to en.sure the facility's building was pr-operly maintained at all times. The executive 
director should ma.ke routine, weekly building inspections and report deficiencies to appropriate 
personnel. 

Record review of the facility's "Plan of Correction", dated ''04/01/2024 and 02/02/2024", showed all 
housekeeping staff were educated about deep cleaning schedules and to ensure to complete routine 
rounds in maln living areas and public bathrooms througl1out the shift. All employees needed to 
assist with communication and paying attention to areas of the building that required the need to be 
deaned. 

North Side 

In an observation on 05/09/2024 at 12:32 PM, upon entering the bathroom NB5, there was a 
pungent smell that resembled urine, Inside the shower stall on top of the shower bench was a 
cream-colored rubber mat that had brown and bl.ack colors on it around the suction cup parts of the 
.bathroom mat. Under the shower bench was a orange and brown outline on the floor of the shower 
that was the shape of the shower mat. 

In an interview and observation on 05/09/2024 at 1 :24 PM, Staff A, Executive. Director, entered the 
batt,room NB5 and .said that the bathroom rubber mat on the shower bench was not the facility's. 
Staff A stated the bathroom mat needed to be thrown away. When Staff A was asked wI1at the 
dis.coloratioi1 was on the bathroom mat, Staff A stated that it was mildew. Staff A stated there was an 
odor to t11e bathroom and tt1at the facility was working on getting new air fresheners installed. The 
hathmQffiJ'-l.8_5_did_notbfil/U_IN_Qiking_aiut_esbe_mi_r_and_S_taff_A_state_d_the_batb.wom._1Jaeded_a_11ew __ _ 
one installed. 

South Side 

In an observation on 05/09/2024 at 11 :56 AM, at the top of the south stair "B thru 11
' exit door on t11e 

left side of the wall halfway up was a large hole that had exposed copper colored pipe. 

In an observation on 05/09/2024 at 12;57 PM, the bathroom and shower room located next to room 
S (Soutt1) 22 showed a crumpled-up napkin iii the corner of the shower under the shower bench. 
The white sl1ower floor had unknown brown particles near the drain. 

!nan interview and observation on 05/09/2024 at 1.:00 PM, Staff C, Maintenance Manager, stated 
t11e bole in the wall or, the top of the south stair exit door, had not been fixed. Staff C stated they 
needed to order new sheet rock for the project. Staff C could not provide an 
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estimated date on When the hole was supposed to be fixed. Staff C entered the bathroom next to 
room 822 and looked at the shower floor. Staff C stated they did not know what the brown stuff on 
the bottom of the shower was, 

In an observation on 05/09/2024 at 3:38 PM, i.n th.e South dining room near .the door to the kitchen, 
there was a piece of the brown flooring that had been torn and was missing. The floor was uneven 
and had black paper and brown raw wood exposed. 

This is an uncorrected and recurring deficiency previously cited on 03/20/2024 and 01/11/2024. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER CO MUNITY is or will be in compliance With tl1is law and/ or regulation on 
(Date) 1 ,\ 'd . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement 

.9li.BJ~.~1 .... 
Date 
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STAT,E OF WASHINGTON 

DEPARTMENT OF SOCIAL AI\JD HEALTH SERVICES 
AG,ING AND LONG-TERM SUPPORT ADMINISTRATION 
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Statement of Deficiencies 
Plan of Correction 

Ucerise #-. ·1111 Compliance Determination #38292 
GAADEN COURTE ALZHEIMER COMMUNITY Completion Date 

Page 1 of 31 Licensee: Olympia Special Care LLC 03120/2024 

You are required ta be in compliance at all times with all 1licensin:g 1laws and regulations to 
maintain your Assisted Uving Facillty liicense. 

1:he department compfeted data collection for an unannounced on-site follow-up on 03/'1412024 
and 03/20/2024 of: 
GARDEN COURTiE ALZHEIMER COMMUNITY 
626 LILLY 1RO NE 
OLYMPIA, WA 98506 

This document references the following SOD dated: 03/20/2024 

The far:lowing sample was selected for review during the unannounced on-site visit: 4 of 77 
currentresid:ents and O farmer residents. 

The department staff that .inspected ~he Assisted Living Facility: 

Anissa Be.arden, Uc:ensor 
Cory Cisneros, Field Manager 

From: 
OSHS, Aging and Long-Term Support Administration 
Residential Care Services, Region 3 , Unit Z 
800 NE '136th Ave Ste 200 
Vancouver,. WA 98684 

As a result of the on-stte viS1it(s) the department found that you are not rin compliance with the 
licensing laws and r,egulations as stated in the cited deficiencies rin the endosed report.. 

21;27:IC S · 
04/01/2023 

11:1. are . ervrces Date 

I understand that to malntain an Assisted living Facility license, the facility must be in 
compliance with aH the licensing laws and regulations at al'I times. 
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Date 

WAC 388-78A-2040 Other requ.irem ents. 

{1) The assisted living facillty must complywith all other applicable f,ede.ralt state, co,unty and 
municipal statutes, rules, codes and ordinances, inclL1ding \Al'ithout limitations those that prohibit 
discritliination. 

(2) The assisted Irving faciUty must have its building approved by the Washington state fire marshal 
in order to be licensed. 

This requlrem ent was not met as evidenced by: 

Based un observatro,n" lntervlew, and record review, the fadlity failed to ensure oxygen tank 
cylinders were stored safefy and secured and the facility failed to ensure fire safety doors were not 
propped open for ·1 of 1 facility reviewed. These failures placed 77 of 77 residents,. staff, and visitors 
lffe and safety at risk in the event of a fire o:r natural diisaster. 

Findings included ... 

Review of the .stat,e Fire Marshall regullatio.n codes showed the facility was out nf compliance with, 
"Cade IFC 705.2 2018: Opening protectives in fire-res,istance-rated assemblies shall be inspected 
and maintained in accordance with NFPA BO. Opening protectives in smol<e barriers shall be 
inspected and maintained in accordance with NDPA 80 and NFPA ·105. Openings ir, smoke 
partitions shall be Inspected and malntained in accordance with NFPA 105. Fire doors and smol<e 
and draft control doors shall not be blocked, obstructed, or· othetwi.se made inopierable. Fusible /links 
shall be replaced promptly whenever fused or dam1;1,ged. Opening protectives and smoke and draft 
control doors shall not be modified .ti 

"Gode IFC 5303.5.3 2018: compressed gas containers, cylinders and tanks sl1all be secured to 
prevent falling caused by contact, vibration or seismic activity. Securing of compressed gas 
containers, cylinders and tanks shall be by one of the fol[ow1ng methods: 1. Securing containers, 
cyl:inders and tanks to a fixed object with one or more restraints. 2. Securing containers, cylinders 
and tanks on a catt or other mobile device designed for the movement of compressed gas 
containers, cylinders or tanks. 3. Nesting of compress.ed gas containers, cyUnders and tainks at 
container fining or servicing facilities or in sellers' warehouses: not open to the public. Nesting shall 
be allowed provided that the nested containers, cylinders or tanks, if dislodged, do not obstruct t11e 
required means of egres.s. 4. Securing of compressed gas containers, cylinders and tanks to or 
within a rack, framework, cabinet or similar assembly des'igned for such use. Exception: 
Compressed gas. containers, cylinders and tanks in the process of examination, filling, transport or 
servicing. 11 
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R,ecord review of the ''Department of Social And Health Setvices" document, Compiletion date 
01/'11/2024, showed "As a result of the on-site visit(s)the depa.1tmentfound that you are not in 
comprliance with the licensing laws and regufatiions [including WAC388-78A-2040] as stated in the 
dt,ed deficiencies in the endosed repmt. !I understand that to ma:intain an Assisted Living Facility 
license, the fa dirty must be in compliance \Nith all the licensing laws and regulations at all times." 
The admlnrstrator section showed Staff A, Executive Dlrectar, signed the document on 02/01/2024. 
Staff A signed the ~Plan/Attestation Statement" for all citations cited that read 11 1 hereby certify that ii 
have reviewed this report and have taken or will tal<e active measures to correct this deficiency. By 
taking this action, [the facf'lity] is or will be in comp!liance wlth this law and!or regulation on 
02/25/2024.11 

Record review of the facility's written "Plan of Correction", dated 02/0112024, showed oxygen tanl< 
rncks were purchased and secured to thew.all fortanks to be stored upright and secured position. 
Staff were in-serviced on the need to remove door props \l\lhen they saw that the doors were 
propped open. 

Review of the facrlity poltcy, titled, !'Oxygen Use"., undated, showed," ... The community also 
recognized oxygen presents a potential risk for fire, explosion, and injury from unsafe handling. The 
community will work closely with the resident, resident representative, and/or ca1se manager if 
appropriate, the Office of the State Fire Marshall and local fire orticials to pn:imote safe use and 
storage ofo.xygen inthe community. The comrnL.mlty will a:ssist residents to store and use oxyg.en in 
a safe mann,e:r." 

R•eview ofthe tactlity polfcy, titled, ~Fire and Smoke Barrier Doors", undated, showed 11 
... Fire and 

smoke barrrer doors must be closed at all times, except those ~hat are held open by an electric built­
in magnetic device that wm automatically close when the fire alarm system :is activated or power 
falrure occurs .... Fire and smoke barrier doors are not to be blocked at any t1me or be held open by 
any means other than tt,e automatic holding devic,e built iinto the door." 

Doors 

In an observatlon on 03/14/2024 at 11 :01 AM, room N24 was obseNed propped open with a brown 
rubber door wedge. Room N25 was propped open with a black mbber door wedge. Room N28 was 
observed propped open with a brawn rubber door wedge. 

In an observation on 03/14/2024 at 11 :05 AM, ro,om N t 9 was obseNed propped open with a brown 
rubber door wedge. 

In an observatlon on 03/1412024 at 11: 06 AM, room N "15 was obseNed propped open with a gray 
rubber door wedge. 

In an obseNation on 03/14/2024 at 11:08 AM, the medicatio,n/charting room's door was 
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propp,ed open with a brown rubber door wedge. Tap,ed up on the door was a sign that showed 11per 
fire Marshall THIS DOOR MUST REMAIN CLOSED ALL TIMES". 

In an observation on 03/14/2024 at 11: 14 AM, room N 1 i was obseNed propped open with a wood,en 
block. 

In an observation on 03/14/2024 at 11 :32 AM, the medicaUon and charting room door on the South 
side of the building's was propped open with a rubber wedge underneath. 

In an interview on 03/14/2024 at 11 :37 AM 1 Staff C, Medication Technician, stated they were not to 
prop the medication/cl1arting room door open. 

In an obmmtatiion and inteNiew on 03/14/2024 at 1 :26 PM, the North side of the facility's 
medicabon/charting room door was propped open with a brown rubber wedge. \Nhen asked if the 
door was to be propped open, Staff D, Medicatron Technician, stated they were not supposed to 
prop the door open, but it wou:ia get so hot in the room that they do. 

In an interview on 03/14/2024 at 2:30 PM, Staff A, Executive Director, stated_thefadlity in-serviced 
the staff that if they obseived any resident do,oi:Fs td be .propped open they were to remove th,e item 
or the rubber wedge that held the door open out of the way and ensure the door shut. 

In an observation on 03/1412024 at 5 PM., Staff A unlocked and opened the door to mom N27. Upon 
opening the door Staff A kid<ed the rubber wedge and shoved it under the door with their foot to 
prop the door open. 

In an interview on 03/14/2024 at. 2:27 PM, Staff B, Maintenance Director, stated there was no 
resolution as to how to safely keep the doors open wi~hout using items or rubber stoppers. Staff B 
stated they educated and informed the medication technicians mutinely they were not allowed to 
have the medkation/charting room door propped open. 

Oxygen Cylinder tanks 

In an observation on 03/14/2024 at 11 :44 AM I the storage room in the hallway by the kitchen was 
obseNed with three oxygen tanks lying on their sides on the :top shelf of a four-shelf unit. One of the 
three oxygen tanks was full. On the floor in an unsecured orange 'basket was six full oxygen tan.Im 
that were not secured to the wall. 

In an interview and obseNation on 03/14/2024 at 2:041 PM, the supply room by the kitchen that 
stored oxygen tanks was observed with Staff 8, Maintenance Manager. Wien asked if the three 
oxygen tanks lying on their sides was the proper way to store the oxygen tanks, Staff B stated they 
were not to lie oxygen tanks on their side. When asked about the 
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unsecured orange basket with six oxygen tanks:, Staff B stated the oxygen tanks needed to be 
secured to the wall and ackno'V\lledged they were not secured to the wall. 

This is a uncorrected and recurring deficiency previously cited on 01/11/2024 and 03/22/2022. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and ihave taken or will take active 
measures to correct this deficiency. Ely taking this action, GARDEN COURTE 
ALZHEIME;f\~!v(MUN:ITY is or will be in compliance wm1 this law and I or regulation on 
{Date)_y_f . c9Y . 

In addition, I will implement a system to monitor and ensure continued compfh.mce with 
this requirement. _ .. __ 

Date 

WAC 388-78A-2130 Service agreemen,t planningr. The assisted living facility must: 

{2) Complet,e the negotiated service agre,ement for each resident using the resident's pre admission 
assessment, initial resident servk:e plan, ,and full assessment information, within thirty days of the 
resident moving in; 

This requirement was not met as evidenced by: 

Based on intervlew and record review, the facility faif.ed to c-omplet.e a 30-day SetVice P.lan 
Agreement (facility's version of Negotiated Service Agreement) for 3 of 3 newly admitted residents 
(Resident ·1 [Rt], Resident 2 [R2], and Resident 3[R:3]). This failure resufted in staff not having 
pertinent information for care services far ail 3 residents placing them at risl< for unmet care needs. 

Findings included ... 

Record review of the ll □epartment of Social And Health Services" document, Campiletion date 
01/11/2024, showed "As a result ofthe on-site visit{s) the department found that you are not in 
compliance with the licensing laws and regula,tions [including WAC 388-78A-2130] as stated 1n the 
cited deficienoies in tl1e enclosed report I understand that to maintain an Assisted Uving Facility 
license, the facility must be in compllance with all the licens.ing laws and regulations at aill times. 11 

The administrator section showed Staff A1 Executive Director, signed the document on 02/0112024. 
Staff A signed the uPlan/Attestation Statement" for all citations cited that read 11 1 hereby certify that !I 
have reviewed this report and have taken or will take active measures to correct this deficiency. By 
taking this action, [the fadHty] ls or wHI be In compliance. wlth this law and/or regul.atlon on 
02/24/2024 .11 
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Record review of the facility's policy titled, "Negotiated Service Agreement", undated, showed the 
initial resident service plan (facility's version of the Negotiated Service Agreement) was based on 
discussions with the resident and the information gathered by the qualified assessor prior to 
admisston. The negotiated service agreement would be compl:eted within 30 days of the resident 
moving fnto the facility. The negotiated sewice agreement woLlld b,e developed on building on the 
restdent's strength and uslng the preadmission assessment, resident ;initial service plan, and the fult 
assessment information. 

Record review of the facility's written "Plan of Correction", dated 02/01/2024, showed nursing staff 
would complete tl1e assessments and were re-ln-setviced on the schedule for the assessments and 
frequency to, ensure tf1ey were done in the required time frames. The resident care managers and 
the nurses would use the assessment due report in their electronic computer system that would be 
printed out monthly to ensure care conferences were herld to review the se1vice agreements within 
the requirements. 

R1 

Record review of R1 's face sheet, dated 031'1812024, showed R1 moved into the facility on 
/2024, with multtple rnedical diagnoses that included ,  

 

Record review of R1's Master Assessment,, dated 02/29/2024, showed the assessment wasR1 1s :30-
day assessment - · 

Record review of R1's Service Plan Agreement showed it was completed on 02/06l21J24. The.re 
were no other service plan agreements provided that had been completed by 02/29/2024 for review. 

R2 

Record review of R2's face sheet, date cl 03/1812024, showed R2 moved into the facility on 
12024, with multiple medlcal diagnoses that included  

 

 and  ancl  .. 

Record review of R21s Master Assessment 1 dated 02/29/2024, showed th,e assessment was R2's 30~ 
day assessment. 

Record review of R2's Service Plan Agreement showed it was completed on 02/06/2024. There 
were no other service plan agreements provided that had !been completed by 02/29/2024 for review. 

R3 

Record review of R3's face sheet, dated 03/18/2024, showed R3 moved into the facility on 
/2024 with multiple medical: d,iagnoses that included . 
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Record review of R3's Master Assessment, dated 02/27/2024, showed it was R3's 30-day 
assessment. 

Record review of R3's Service Plan Agreement showed it was comp.leted on 02/06/2024. There 
were no other service plan agreements provided that had been completed by 02/29/2024 for review. 

In an interview on 03/20/2024 at 9.: 10 AM, Staff A, Executive Director, stated the resident care 
man.agers and the licensed nurses work together to ensure the service plan agreements were 
can1pleted by the required dates. 

This ls an uncorrected deficiency previous.ly cited on 01/i '1/2024. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken (U wiU take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER~\a'UNITY is or will be fn compliance with this law and I or regulation on 
(Oate)-5.\_ ' .· ~ . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirememt. 

---...._ 

\..~\.; ~ \. t Q.\) 
Date 

WAC 388-78A~2305 Food sanitation. The assisted living facUity must: 

(1} M image food, and maintain any on-site food service facillties 'in compliance with chapter 246-:215 
WAC, Food service; 

(2) Ensure employees working as food service workers obtain a f0rod worker card according to 
chapte.r 246-2 ·17 WAC; and 

This requirement was .not met as evidenced by: 

Based m1 observatfon, interview, and record review, the facility failed to ensure proper storage and 
labeling of food and failed to ensure proper hand hygiene was performed vvith food preparation for 1 
of 1 kitchen reviewed. These fallures pl.aced au 77 of 77 residents at risk for potential food borne 
illness and decreased quality of life. 

F1indings included ... 

WAC 246-215-03610 
11 Labeling._Food labels (FDA Food Code 3-602.11 ). (1) FOOD PACKAGED in a FOOD 
ESTABLISHMENT must be labeled as specified in 'LAW, lnduding chapters 69.04 and '15.130 RCW, 
21 C.F .R. 101 - Food Labeling; and 9 C.F.R. 317 - Labeling, Marking Devices, and Containers. (2) 
Label information must include: {a) The common name of the FOOD or, 
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absent a common name, an adequately descriptive .identity statement; (b) If made from bNo or more 
ingredients, a list of ingredients in descending order of predominance by vveight, including a 
declaration of artificial color or flavor and chemical preservatives, if contained in the FOOD; (c) An 
accurate declaration of the quantity of contents; {d) The name and place of business of the 
manufacturer, packer, 01r d1stributor; (e) The name of the FOOD source for each MAJOR FOOD 
Al.LE1RGEN contained in the FOOD unless the FOOD source is already part: of the common or 
unusual name of the respective ingredient; (3) Bulk FOOD that is available for CONSUMER self­
dispensing mu:st be prominently labeled with the following informatr.on In plain v,iew of the 
CONSUMER {a) The manufacturerrs or processor's label that was provided with the FOOD; or (b) A 
card, sign, or other method of notification that includes the information specified under subsection 
{2)(a)., (b} 1 and (f) ofthis section." 

WAC 246-215-03300 uPreventing contamination by employees-Preventing contarninatlon from 
hands (FDA Food Cade 3-301.n). (1) FOOD EMPLOYEES shaU wash their hands as specified 
under WAC 246-215-02305 . ." 

WAC 246-215-03333. '"Preventing contamination from equipment, utensils, and linens,-in-use 
utensils, between-use storage {FDA Food Cade 3-304:12) During pauses: rn FOOD preparation or 
dispensing, FOOD preparation and dispens.ing utensills must be stored: ('1) Except as specified 
under subs,ection (2) of thfs section, in the FOOD with their handles above the top of FOOD and the 
container; (2) In FOOD that is nofTlME/17EMPiER.ATURE CONTROL FOR SAFETY FOOD with thek 
handles above the top of the FOOD within containers or EQUIPMENT that can be dosed, such as 
bins of sugar, flour, or cinnamon; (3) On a die an portion of the FOOD preparation tabl,e. or cgoking 
EQLJJPMENTon!yifthe in-use UTENSIL and the FOQ:rJ:;CONTACT SURFJ\CE-offhe FOOD 
preparation table or cooking EQUIPMENT are cleaned and SANITIZED at a frequency sp,ecified 
under 04605 and 04705; (4) In running water of sufficient v,e!locity to flush particulates to the drain, if 
used with moist FOOD such .as ice cream or mashed potatoes; (5) In a clean, protected location if 
the UTENSILS, such as ice scoops, are used only with :a :FOOD that is not a TIME/TEMPERATURE 
CONTROL FOR SAFETY FOOD; ... 11 

WAC 246~215-0:3342 1'Preventing contamination from equipment, utensils, and linens-Gloves, use 
limitation (FDA Food Code 3-304.15). ('1) If used, SINGLE-USE gloves rnust be used for only one 
task such as working with READY-TO-EAT FOOD or with l'aw animal FOOD, used forno other 
purpose, and discarded when damaged or soiled, or when internuptions occur in the operation." 

Record review of the facility's. policy titled 1 "Food Setvices-Preparatfon, SetVing, Sanitation" undated, 
showed food would be covered and stored in contalners with tightly fitting covers with metal plastic, 
plastic wrap or aluminum foil. Foad would be stored above the ~Joor level to prevent contamination 
and permit easy cleaning. Foad would be labeled when: removed from the original containers unless 
identify of the food ls unmistakable. Employee hand hygiene must include washing hands for at least 
20 seconds and include a 10-15 second scrubbing, a thorough rinsing and complete drying. Gloves 
must be thrown away after each task or when they get damaged or dirty. 

Record review of the "Department of Social And Health Services" document, Completion date 
01111/2024, showed "As a result of the on-site visit(s) the depa,.rtment found that you are not in 
camp:liance with the Ucensing laws and regulations [including WAC 388-78A-2305] as stated in the 
cited deficiencles in the enclosed report .. :1 understand that to maintafn an Assisted Living Facility 
license, the facility must be in compliance with all the licenslng laws and regulations at all times." 
The administrator section showed Staff A, 
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Executive Director, signed the document on 02/01/2024. Staff A signed the 11 P,lan/Attestation 
Statement" for all citations cited that read "I hereby certify that I have reviewed this report and have 
taken or I.Nill take active measures to correct this deficiency. By taking this action, [the facil.ity] is or 
V\lill b,e in compliance with this law and/or regulation on 02/2512024." 

Record review of the facility's v,;ritten ''Plan of Correction~, dated 02/01/2024, showed the walk-in 
fridge was cleaned and all the food storage boxes were removed off the floor and put on shelves. 
The Kitchen fridge and diy storage was audited two time a week to ensure that foods were labeled 
and discarded when exp:ired or passed three day hold time frame. Kitchen staff were in-seiviced on 
proper storage and cleaning ,expectations. The administrator would audit the kitchen no less than 
quarterly for compltance March, June, September, and December. Staff were re-in-serviced 
throughout the month of February and would be continuously educated. 

Storage and Labeling 

In an observation on 03/'14/2024 at 11 :57 AM, inside the focirity kitchen showed three ice scoops in a 
bin touching, with no means to drain. ObseNed inside the ice machine was white matter on the back 
walls and in the metal ice trays at the back of the machine. Brown food debris and matter was 
obseived on the interior of the machine where the door sliides. 

In an observation on 03114/2024 at 12:01 PM,the back of the col.d holding machine in the kitchen, 
was observed to have a air flow vent grill! covered in thick dust The dust was observed moving V\llth 
flaw of air. 

In an observation on 03/14/2024 at 12:03 PM, inside the facility kitchen, showed three large white 
bins with bags and items inside. One lbin had flour open ta a1ir with a scoop inside the bag touching 
the flour, and there was no date or label. Next to the flour was an open bag of salt op,en to air witli no 
label or date, and an open bag of bread crumbs \Aiith no dates or labels. One bin had brown SL1gar 
open to air with no .label or date. 

In an observation on 031'1412024 at 12:06 PM, the wa!H{-in freezer in the kitchen, showed boxes 
stored on the ground. Tb,e boxes stored on the floor were two boxes of Amorosos sliced Italian rolls 
and a box of meringue pies on the floor. There was a chicken piece on the floor along with debris 
and dirt. 011 the rack in the freezer was a bag of chicken strips, open to air, with no date or label, and 
ob sewed to be covered in ice with freezer burn. 

In an observation on 03/'14l2024 at 12: 10 PM, on the multi-level rack shelves there was a bag of 
tortillas that had been opened. The bag was not dated when it had been opened. 

Hand Hygiene 

In an observation on 03/14/2024 at 12:04 PM, Staff K, Dietary Cook, removed ,gray disposable 
gloves from their black apron pocl<et. Staff K put the gray disposable gloves on. Staff K did not wash 
their hands prior to putting the gloves on. Staff I< removed the foil off of a large rectangle pan with 
ready to eat food. Staff I{ grabbed a black marlrnr that was by the Styrofoam containers and used 
the marker. At 12:08 PM, Staff K placed the black marker :into the poc.ket of their black apron w.ith 
thetr gloved hands .. Staff K grabbed cl.ean plates and began to plate ready to eat food for the 
resident's food orders. Staff K was not observed to chang,e out their disposable gloves or wash their 
hands durin_g the entire observation .. 
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In an interview on 03/14/2024 at 4:30 PM, Staff A, Executive Director, stated staff were not to store 
or carry disposable gloves in their pockets and then use them for resident care or services. Staff A 
stated staff's clothing was not considered dean and should be grabbing gloves from the box of 
disposable gloves. 

This is an uncorrected defici.ency previously cited o:n O 1 n 1 /2024 for subsections WAC 388-78A-
2305 (1). 

Plan/Attestation Statement 
I hereby certlfy that I have reviewed this report and have ta!l~en or will take active 
meaisures to correct this defidency. By taking this action, GARDEN COURT'E 
ALZHEIMEF.:9MMUNffY ls or will be in compHance With this law and I or regulation on 
(Date) 5 ~£)~ . 

In addition, I wlll implement a system to monitor anci ensure continued compliance with 
this requirement. 

Date-

RCW 70.12.9.070 Examination of survey or inspection resul.ts -· Co,nta:ct with client advocates. 
A resident has the right to: 
(f) Examine the results of the mom recent suNey or inspection of the facility conducted by federal o.r 
state suNeyors or inspectors and plans of correction in effect with respect to the facility. A notice 
U1at the results are available must be publicly posted wlth the facitity's state license, and the results 
must be made available for examination by the fadllly in a plaGe readity accessible to residents; and 

This requlrem ent was not met as evidenced by: 

Based o,n obseNation, interview, and record review, the facility failed to have the most recent suivey 
or inspection results publidy posted and eaSHy available for 1 of 1 inspection binders. This failure 
resulted in all 77 residents and vis'itors being without access to and being uninformed of the facil;ity's 
inspections results. 

Findings included ... 

Record review of the "Department of Social And Health Seivices" document, Completion date 
01/11/2024, showed "As a result of the on-site visit(s) the dep:artrnent found that you are not in 
compliance with the licensing laws and regulat1ions [including RCW 70.1290.070] as stated in the 
cft.ed deficiencies in the enclosed report. l und,erstand that to rnBintarn an Assisted Llving Facility 
license, the facilfty must be in compliance \1\/ith all the ncen:sing laws and regulations at all times." 
The administrator section showed Staff A, Executlve Director, s.igned the do,cument on 02/01/2024. 
Staff A signed the "Plan/Attestation Statement" for .an citations cited that read "I hereby certify that I 
have reviewed this repo.rt and have taken 
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or \Nill take active measures to correct this dericienc.y. Sy taking this action, [the facility] is or will be 
in compliance with this law and/or regulation an 02/25/2024." 

R,ecard review of the facility's "Plan of Correction", dab:i d 02/0112024, showed tbe facillty was in the 
process of updating the survey inspection binder with all dtations. 

In an observation on 03/14/2024 at 10:50 AM, upon entering the facility, the facility's inspection 
binder was not observed to be available. There was no iinspectlan binder in the cabinet drawers in 
u,e lobby, was not an the counter or anywhere visible. Further orrneirvati;un of the :lobby area showed 
there were no, signs visible lnstructing anyone on the existence -of the inspection binder, nor where it 
was located. 

In an observation and interview on 03/14/2024 at 4:28 PM,, Staff I, Rec,eptionist, stated they were 
unsure where the survey inspection binder was stored and that it was either in Staff A, Executive 
director's office, or at the receptionist desk. Staff I reached under the receptionist d,esl< and grabbed 
the survey binder for the Department to review. The location of the binder was not available for any 
resident or public visitor to access or see. 

Record review on 031'1412024 of the fadlity's state survey binder, showed the only inspection in the 
binder for review was the inspection dated 05/3t/2019. There \.Vere no other inspections results in 
the binder for rev]ew. 

In an inteiview on 03/14/2024 at 4.:28 PM, Staff A stated the facllity'!3 survey binder was incomplete 
and was a work in progress. Staff A stated ~ney fiad nofpuf the-last annual inspectlon that occurred 
on 0'1111/2024 in the binder for residents and vtsitors to review .. Staff A stated the binder was kept at 
the receptionist desk. Staff A stated the receptionist only worked du.ring business hours. Staff A 
stated the survey binder was to be left on the counter when the receptfonlst was not avallable or 
after hours. 

This ls an uncorrected defldency previously cited on 01/"I '1/2024. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taiken or will take active 
me·asures to correct this deficiency. By taking th.is action, GARDEN COURT'E 
ALZ.HEIM:R CIOM. MUNITY is or will be in compliance with this law and I or regulation on 
(Date) 5_\ 2) c:9\.\ . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

Date 

WAC 388-78A-2484 Tuberculosis Two step skin testing. Unless the staff person meets the 
r:equlrem ent for having no skin testing or only one test, the assisted living facllity choosing 
to do skin testing, must ensure that each staff person has the follow Ing two-step skin testing: 
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(1) An initial skin test wlthin three days of employment; and 

(2} A second test done one ta three weeks after the first test. 

This requlrem ent was not met as evidenced by: 

Based on inte111iew and record review, the facility fail.ed to ensure 3 of 3 sampled new staff members 
(Staff E, Staff F, and Staff G) were screened for tuberculosis {TB, a communicable disease) with the 
required one or two step skin testing. Thiis failure placed a!JI 77 of 77 residents and staff at risk of TB 
infection. 

Fiindings included ... 

Record review of the Centers for Olsease Control and Prevention web site artide titled, ~TB 
Screening and Testing of Health Care Personnel", dated 08/30/2022, under the section, 'I baseline 
testing: Two-step testing", showed "if ~he M antoux tuberculin skin test (TST) is used to test health 
care personnel upon hire (pre placement), two-step testing should be used. This is because some 
people with latent TB infection have a negative reaction wt1en tested years after being infected. The 
first TST may stimulate or boost a reaction. Pos1itfve reactions to subsequent TSTs could be 
misinterpret,ed as .a recent infection". The seeond TST test was to be administered one to three 
weeks after the first test 

Record review ofa-8ear Provrder letter;:-titled, "Rernstatemem of tuberculosisfesfing requirements · 
Jury 1 r 2022," dated 05/17/2022 and amended on 05126/2022, stated 11Currently, tuberculosis (TB) 
testing requirements are suspended by the Department ,of Social and Health Services user WSR 22-
07-004, w!1ich will expire July 1, 2022 .. To be prepared to meet the TB testing requirements cm July 
1 , 2022, RCS (Residential Care Services); encourages all facilities and providers to immediately 
beglri staff testing. This will allow time to, meet the requirements o:nce the emergency rules have 
expired and the permanent rules are reimplemented. The folfowing rules will be rnlmplemented on 
July 1, 2022: For ALF (Assisted living Faci!lity}-WACs 388-78A-2484r -2480(1 ), and 2485(1 )." 

Record review of the ~Department of Social And Health Services11 document, CompJetion date 
0 1 /1 '112024, showed "As a result of the on-site visit(s) the dlepa1rtment found that you are not in 
comp,liance with the Hcensing laws and re.gul'aUons (including WAC 388-78A-2484] as stated ln the 
cited deficiencies in the enclosed report. I understand that to maintatn an Assisted 'living Facility 
license, the facllity must '.be in c.omplJance \Nith afl the licensing laws and regulations at all tlmes. 11 

The administrator section showed Staff A, Executive Director, signed the document on 02/01/2024. 
Staff A signed the '"Plan/Attestation Statement" for all citations cited that read" I hereby certify that ii 
have reviewed this report and have taken or will take active measures to correct this deficiency. By 
taking thfs action, [the facility] is or will be fn compliance wlth this law and/or regulation on 
02/25/2024 ." 

Record review of the facilitts written "Plan of Correction\ dated 02/01/2024, showed all staff's TB 
testing and results were kept on a tracking form that the f1uman resources (HR) assistance created. 
The HR assistant has regular communication with the nursing team and staff to keep compliant. The 
tracking was monitored weekly for compliance. 

R•ecord review of the facility's policy, "TB testlng'", undated, showed all staff were screed for TB. All 
staff must have a baseline two-step skin test initiated within three days of being 
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hired unless the staff person had a documented history ot a negative results from a previous two­
step or there was :a documented negative result from a one-step skin testing in the previous twelve 
months. The skin tests must be given no less than one or no more than three weeks apart and read 
between forty-eight and seventy-two hours following administration .. 

Record review of an email sent to the Department on 03tl 9/2024 at 3:23 PM, showed Staff E, 
Kitchen Aid, first day of employment was 02/0·1 /2024. 

Record review of Staff E's "[the facility] Employee Tuberculos'is Screening"' dated 02/28/2024, 
showed Staff :E received their first step on 02/28/2024. The TB skin test was admlnistered three days 
after the faciJlty attested to be back in compliance with the regulation and 25 days after the required 
time frame it was to be completed. 

Record review of an email sent to the Department on 03/'19/2024 at 3:23 PM, showed Staff F, 
Caregiver, first day of employment was o·t /22/20.24. 

Record review of the facility provide untiled document, dated 07/03/2023, showed Staff F had a 
QuantiFERON gcdd blood test (a blood test that detects if a pers.on was infected with TB) on 
06/29/2023 that was negative for TB. The facility was. unable to provide any further documentation 
that showed Staff F had a one-step TB skin test complleted three days aft.er they were hired. 

Record review of an email sent to the Department on 03/'1912024 at 3: 23 PM, showed Staff G, 
Dietary Cook~ first day o_f elilpl9yment was 12/22/:2023. 

Record review of Staff G's "[the facility] Emp:loyee Tuberculosis Screening" dated 02/27/2024, 
showed Staff G recelved their first step on 02/.27/2024. The TB sl,in test was administered tvvo days 
after the fac:illty attested to be back in compliance with the regulation and 33 days after the required 
time frame rt was to be completed. 

In an interview on 03/20/2024 at 9: 10 AM, Staff A, Executive Director, stated the human resources 
ass:isf:ance was responsible to communicate with the ilicensed nurses when staff's TB tests were 
needing to b,e given or read to stay ln comptiance. 

This is an uncorrected defidiency previously cited 0111 011'1112024. 

Plan/Attestation Statement 
I hereby certlfy that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIM:'·l;';g. J!£f'IUNITY is or will be rn compliance with this law and I or regulation on 
(Date)_:?J_f r ~. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 
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WAC 388-78A-309Q: Maintenanc,e and housekeeping. 

p) The assisted living facility must: 

'C 

Date 

{a) Provide a safe, sanitary and well-maintained environment for residents; 

(b} Keep exterior grounds, assisted living facillty structure, and component parts safe, sanitary and in 
good repair; 

This requirement was not met as evidenced by: 

Based on obseNatrons, interviews, aind record review, U1e facility failed to ensure the facHity was 
maintained in a safe, sanitary, and in good rep,air for 1 of 1 facility reviewed. These failures placed 
77 of 77 resfdents at risk for a drmlnished quality of life due to unsafe, unsanitary, and unmainta:ined 
IMng ccmd1tions for all re·sldents. 

Flndings included ... 

Record review of the "'Department of Social And Health Seivices" document, Completion date 
01/1 t/2024, showed "As a result ofthe on~site visit(s) the deparrtment found that you are· not it, 
comprliance w,ith th,e licensing laws and regulat1ons [including WAC 388-78A-3090] as stated in the 
cited deficiencies in the enclosed report I understand that to maintain an Assisted L.Mng Facility 
license, the facility must be in compliance \l\fith all the licensing laws and regulatrons at all times." 
The administrator section showed Staff A, Executive Director, signed the document on 02/01/2024. 
Staff A signed the 11 Plan/Attestation Statement11 for all citations cited that read "I hereby certify th;at I 
have reviewed this l'eport and have taken or will take active measures fr.1 correctthls def.iciency. !By 
taking this action, [the faciHty] :is or will be in compliance with this law and/or regulatlon on 
02/25/2024, II 

Review of the facility poltcy, tifleol, ~safe Storage and Handling of Supplres and Equipment", undated, 
showed the facility WCluM ensure that all supplies: and equipment, dirty and dean, wern :handled and 
stared in a safe manner, protecting residents from exposure and risk. 

Record review of the facility's policy titled, "Malntenance- Safety and Upkeep of Community\ 
undated, showed it was the facility's policy to assure that maintenance was conducted in a safe 
manner That would encompass tihe servkes that were contracted with outside contractors or service 
providers to keep the buflding in good repair and safe for all residents. The maintenance directors 
responsibility was to ensure the faciliity's building was properly maintained at all items -that includ,ed, 
paint should be free of peeling and fading. The executive director should make routine, weekly 
building inspections and report deficiendes to appropriate personnel. 

Record review of the facifity's written "Plan of Correction\ dated 02/01/2024, showed all 
housekeeping staff were educated about deep cleaning schedu'les and to ensure to complete routine 
rounds in maln living areas and public bathrooms throughout the shift. 
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All employees needed ta assist with communication and payfng attention to areas of the building that 
required the need to be cleaned. The facility replaced the cei11ing tile in the northing dining room and 
staff were educated to not have residents sitting near the ceiling leak during meal times. The faC!ility 
was to have another company out to assess and r,epair the ceiling leak. 

In an observation on 03/14/2024 at 11: 02 AM, inside the pub!lic bathroom NB4 at the base of the 
toif,et there i.vas white calking that was all the way around the base of the tollet and floor. Some of the 
\Aihite calking was missing and some of the cal.king was brown. 

In an observation on 03/14/2024 at 11: 04 AM, inside the public bathroom N22 at the base of the 
toifet there was white calking that was all the way around the base of the tollet and floor. Some of the 
\l\lhite calking was missing and some of the calklng was brown and yellow in color. The double do,or 
cabinet under the counter top of the sink, the cabinet door to the rlght, the hinge on the bottom of the 
cabinet doo,r was broke. The c:ab1inet door was unstable and wobbled when 'it was opened. 

In an observation on 03114/2024 at 11: 24 AM, inside the bathroom by room S2 '1, there was a 
pungent smell that resembiled urine inside. Inside the trash by the toilet was a blue soiled disposable 
brief that had been discarded .. In the shower staH was a white square shower bench that was 
observed to have brown splattered areas on the front and back legs of the bench. 

In an observation on 03/14/2024 at 11: 28 AM, inside the ba~hroom by room 58 under the countertop 
of the sink, the cabinet door to the left when opened wobbled and was unstable. The bottom hinge of 
the cabinet door was broken. 

In an observation on 03/14/2024 at 11 :28 AM, the fire extingulsher by room 816 was observed to 
have a cracked plastic cover held together with tape. 

1 n an observation on 03/14/2024 at 11: 31 AM, underneath the beauty salon's window, the handrail 
on the vval'I was observed to have paint 1rniss,lng and e):posed the wood. 

In an observation on 03/'14/2024 at 11 :50 AM, at the top of the south stair 11 8 thru 1~ exit door on the 
left side of the wall halfway up was a larg,e hole that had exposed copper colored pipe and could see 
the sunlight shining in from the outside and could feel the cold outside air coming in. At 11 :52 AM 
from the outside of the building, the copper pipe was connected to outs:lde water faucet On the 
ledge of the buildings siding ab ave tile hole and the water handle was a cigarette. 

In an observation on 03/'14/2024 at 1:40 PM I the clear plastic cover an the door of the box that 
housed a fire extinguisher that hung on the w.aill by room N30 was cracked .. 

In an interview on 03/1412024 at 1 :57 PM, Staff 8, Maintenance Manager, stated there was still a 
f1ole in the roof in the North unit Dining room, but the faciliity placed a ceiling tile to cover the hole. 
Staff B stated they were supposed to have a company out in a week to work on fixing 1t. Staff B 
stated he could provide an estimate by the roof repafr company. Staff 8 stated they also identified an 
issue wlth the fireplace expressing propane smelf into the dinfng room and they had ta shut the valve 
to the fireplace off in the dining room to prevent the smell from coming into the room. 

Record review of the roof repair estimate provided by Staff B, dated 03/08/2024, showed 
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the estimate was not obtained unt11 03/08/2024, eight days alter the fadlity's attestation to have the 
item corrected. The estimate report showed there were five identifred holes or leaks located in 
various parts of the facility structure that need to be fixed, including the roof, walls, and chimney. 
Review of the estimate showed Staff A, Executive Director, did not sign off for approval until 
03/13/2024. 

In an interview on 03/1412024 at 2: 27 PM, Staff 8 stated they had not cut the new clear plastic to 
replace Into the fire extinguisher clear plastic door covers. 

In an interview on 03/14/2024 at 4:28 PM, Staff A. stated in the north drning mom the ceiling tiles 
were replaced, but the leak had not been repaired. Staff A stated the permanent fix was still. 
pending. 

This is an uncorrected deficiency previously cited on O 1 rt ·1 /2024. 

Plan/Attestation Statement 
I. hereby certify that I have reviewed this report and have taken m will take active 
measures to correct this deficiency. By taking this action, GARDEN COURT'E 
ALZHEIMl R COMMUNlTY is or will be in compliance with this law and I or reg1.il:atlon on 
(Date)5 '.'.:·~- . 

1n addition~ I wTII implement a system to monitor and ensure continued compliance with 
this requirement. 

\~.\. , -"\J .. ~ lCUJ 

WAC 388-78A~2320 Intermittent n,urslng services syst.ems. 

{1) \M1en an assisted living faci:lity provides intermittent nursing servlces to any resident, either 
directly or indirectly, the assisted llvlng facility must: 

(a} Develop and Implement systems that support and promote the safe practice of nursing for each 
resident; and 

(b) Ensure the requirements of chapters 18.79 RCWand 246-840 WAC are met 

(3) The assisted li.vlng facillty must ensure that all nursing servkes, including nursing supervision, 
assessments, and delegation, are provided in accordance with appliicable statutes and rules, 
including, but not limited to: 

{c) Chapter 246-840 WAC, Practical and registered nursing; 

This requirement was not met as evidenced by: 

Based on interview, and record review, the faciJlity failed to have Registered Nurse (R~~} Delegation 
'VVl'itten consent for 1 of 2 sampled new residents{Resident 1 [R1]). The facility also failed to have 
documentation that new medication technicians were eveluated for the 
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first four weeks for insulin administration for 1 of 1 sampled resiclents (Resident 6 [R6]). Thes,e 
failures placed all residents receiving RN delegated services at risk for receiving care and services 
by untrained staff. 

Findings included ... 

Record review of the "Department of Social And Heal,~h Se1Vlces11 document, Comp!etfon date 
01 J-1 '1/2024, showed "As a result of U1e on-site visit(s) the department found that you are not in 
compiliance with th,e licensing laws andl regulatfons [including WAC 388--78A-2320] as stated in the 
cited deficiencies in the enclosed report. !I understand that to ma,lntain an Assisted Uving Facility 
license, the facility must be in compliance \Nith all the licensing laws and regulations at aill times." 
The administrator section showed Staff A, Executive Director, signed the document on 02/01/2024. 
Staff A signed the "Plan/Attestation Statement" for all citations cited that mad "I f1ereby certify that 11 

have reviewed this report and h.ave taken or will tal,:e active measures to carrectth:is deficiency .. !By 
taking this action, [the fad:Jity] ,is or will be in compliance wlth this law and/or regulation on 
02/2512024." 

"RCW 18.898.070 Nurse deilegated tasks. {3) The home care aide is accountabl.e for his or her awn 
individual actions in the delegatlon process., Home care aiides accurately following written delegation 
instructions from a registered nurse are immune from Uabiility iregarding the performance of the 
delegated dutie~:-

"WAC 246-840~910 Purpose. This rnle d,efines a consistent standard of nursing care with the 
delegation of nursing tasl<s to nursing assistants or home care a:ides. The registered nurse delegator 
makes 1ndepend,e:nt professional decisions of the delegatlo,n of a nursing task. A. licensed registered 
nurse may delegate spedfic nursing care tasl<s to nursing assistants or home care aides meeting 
certain requirements and providing care to :indiv:iduals in a comn11.mityphased care setting1 defined by 
RCW 18.791.260 (3)(e){i) and to indlviduals in an in-home care setting defined by RCW ·t 8.79.260 
{3)(e)(ii}. Before d1elegating a task, the registered nurse delegator determlnes that spedflc criteria 
are met and the patient Is in a stable and predictable condition. Registered nurses delegating tasks 
are accountable to the Washington state nursing care quality assurance commission. The registered 
nurse deleg.ator, home care aide and nursing assistant are each accountable for thefr own individual 
actions in the d1elegation process. Na person may coerce a reg1ijstered nurse into compromising 
patient safety by requirfng the registered nurse to, delegate. Registered nurse delegators shall not 
delegate the foll<lwrng care tasks: (1) Administration of medkations by injection (by intramuscular, 
lntraderrnal, subcutaneous, intraosseous, intrnvenous1 or otherwise) V\lith the exception of insulin 
injections". 

WAC 246-840-920 Definitions. (7) "l.ndirect supeNision" means the registered nurse de:legator is not 
an the premises. The registered nurse delegator previously provided written lnstructions for the care 
and trea1tment of the patient The registered nurse delegator documents in the patient record the 
instructton to the nursing assistant or home care aide, obseNation of the delegated task, and 
confirmation of the nursing assistant's or home care aide's understandlng the directions. 

WAC 246p840-930 Criteria for delegation. (10) If the registered nurse delegator determines 
delegation is appropriate, the nurse: (b) Obtains written consent. The patient, or authorized 
representative, must give written, consentto the delegation process under 
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chapter 7 .70 RCW. Documented verbal consent of patient or authorized representative may be 
acceptable if written consent is obtained vvithin 30 days; electronic consent is an acceptable format. 
Written consent is only necessary at the initial use of the nurse delegation process for each patient 
and is not necessary fOrtask additions or changes or if a different nurse, nursing asslstant, or home 
care aide will be participating in the process. {19) Tlhe registered nurse must supervise and evaluate 
the performance of the nursing assistant or home care aide \l\lith delegated insulin injection author1ity 
at least weekly for the first four weeks. After the first four weeks the supervision shat! occur at least 
every 90 days. 

Record review of the Department of Sodal and Health Servkes document titled, ''Community Nurse 
Delegation Orientatron 2024~··, undated, under the section tit:led, "co,nsentfor delegation'\ showed the 
RN delegator was to obtain client or the clients authorized representative consent for delegat1011. 
The consent was to be o,btained prior to initiating delegation. The RN delegator must t,ave tt,e form 
signed. Verba! consent was ga,od for 30 days. After 30 days of the verbal consent the form must be 
signed. 

Record review of the facifit:/s policy llDeleg.a~ion of Nurslng Tasks11
, undated, showed upon 

determining the resident's need for nursing services,, the registered nurse would discuss the option 
of nurse delegation with the resident and/or the resident's representative. Delegation wou:ld be in 
accor1dance with current nurse delegation regulations, assisted living facility regulations, and the 
nurse practice act of Washington State. 

Record review of the "Nurse delegation: Consent for Delegation Process", dated 0912021, showed "if 
verbal consent ts obtained, written ccfnseint rs re-quired within 30 da~is ofverbafcoffsenc - - - --

Record review of the facitity's "Assisted Living1 Facility Resident Characteristic Roster and Sample 
Seilection", undated, sh awed R1 and R6 required Registe:red Nurse (RN) delegated services. 

Record review of U1e f.acility provided document titled "Medication Administrati:on Competency 
Assessment Tool,. dated 02/ll1/2024., far Staff L, Delegated Medication Technidan, and Staff M, 
Delegated Medication Technician. The farms were not resident specific. 

R1 

Record review of R1's face sheet, dated 03/18/2024, showed R1 moved into the facility on 
12024 with multiple medical: dlagnosesfhat included  

 
. 

Record review of R1's ~Nurse Delegation: Consent for Delegation Process" form, dated /2023 
showed there was verbal consent obtained from R1 's power of attorney. There was no signature 
from R1 's power attorney on tl1e form for review. 

R6 

Record review of R6's ·face sheet, dated 03/'IB/2024, showed RB moved into the facility on 
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/2022 with mu!Uple medical diagnoses that included 
 

  
, and  

 

R,ecord review of R6's Nurse Delegation: Nursing Vi,sit form, undated, showed Staff Land Staff M 
were newer medication technicians. Under the section tftled, lllong term care worker 
training/competency" showed both Staff M and Staff iL needed training. Tl1ere was no documentatlon 
on the nursing visit form the weekly supe,1vision and evaluation of insulin .injection for Staff M and 
Staff L. The.re were no other documents for RS in the RN delegation binder to show that Staff M and 
Staff L had 4 weeks of supervision and evaluation for insulin injection. 

Record review of R6's Medication Administration Rec:ord, dated 03/01/2024through 031'14/2024 
showed RB had an order for Humu!lin N insulin (h:mg-acting insulin to help lower h,jgh blood sugar 
levels and maintain blood sugar levels in a normal range) to fnject every morning. Review of the 
administrations showed Staff L administered R6's insulin '6 of 14 administrations. R6 had an order 
for lispro [nsulin (fast acting lnsulln to help lower high blood sugar levels quickly} to inject three times 
daily based upon blood sugar reading. Rev1iew of the administrations showed Staff L administered 
the insutin to R6 on 6 of 14 days. 

In an interview on 031'19/2024 at 12:59 PM, Staff J, Registered Nurse (RN) Delegator, stated they 
obtained verbal consent for RN delegation from the resident's power of attorney Cl_Lth@ resid~nt'_s 
resrfonsible party: Start J sfafed-thatupon atlmrssion o(a new res@e-nt to the facility I the resident's 
power of attorney or the resident's responsible party wouJd sign a RN delegation consent form. Staff 
J stated the RN delegation consent form was not inc:luded in the new resident admission move in 
packet and was not completed. Staff J stated they f.ill out a medkation competency administration 

. tool' for all new medica1tion technicians prior to !being delegated. Staff J stated once that form ms 
fiUed out the medication technician's weekly supervision and training started. Staff J stated they do 
not document the day they complete thear weekly supervision and evaluation on Insulin injedion:s 
VIJith the medication technician. Staff J stated Staff Land Staff M were stm in training. 

In an interview on 03/1912024 at 2: 30 PM, Staff L, stated they were administering R6's nurse 
del'egated task of insulin injections independently \l\lithout .any supe.rvislon from another delegated 
medication technician or licensed nurse. 

This is an uncorrected deficiency previously cited om 011'11/2024. 

Plan/Attestation Statement 
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I hereby certify that I have reviewed this report and have taken nrwtll take active 
measures to correct this defidency. By taking this action, GARDEN COURTE 
ALZHEl~~~~~AUNffY is or will be in compliance writh this law and I or regulation on 
(Date}-b.\.?":) , \.,\ . 

In addition, I will. impl;ement a system to monitor and ensure continued compliance with 
this requirement. 

Date 

WAC 388-78A-2140 Negotiated service agreement cont,ents .. The assisted living facility .must 
develop, and document In the resident's r·ecord, the agreed upon plan to address and support 
each residen:t's asussed c.apabilities, needs and prefer,ences, including the foH,owing: 

(1) The care and services necessary to meet the resid1ent's needs, induding: 

(a) The plan to monitor the resident and address interventions for current risks to the resident's 
health and safety that were Identified in one or more of the following: 

... {W) Qn--gofng~s_s~ssf!1ents of th~J~~ident;. 

{b) The plan to provide assistance with activities of daily living, if provided by the assisted living 
facility; 

(c) The plan to pmvide necessary intermittent nursing services, if provided by the assisb:Hi living 
faci'lity; 

This requirement was not met as evidenced by: 

Based on interview, and record review the facility failed to have the residents serviere plan 
agreement (faci1i~1's version of the negotiated service plan) updated with the most accurate 
information for 2 of 5 residents (Resident 1 [R1] and !Resident 2 i[R2]). This 'fallure placed R1 and R2 
at risk of unmet care needs and care staff uneducated and unable to pmvide the care and services 
that the residents required. 

Findings included ... 

Record review of the "Department of Social And Health Services 11 document, Camplet[on date 
01/'l 1/2024, showed "As a result of the on-site visit(s) the departmentfound that:you are not in 
camp11iance with the lic,ensing laws and regulations as stated in the cited deficiencies in the enclosed 
report. I understa1nd that to maintain an Assisted Living Facility license, the facility must be in 
compiliance with all the licensing laws and regulations ~ncluding WAC 388-78A-2140] at all times." 
The administrator section showed Staff A, Executive Director, signed the document on 02/01/2024. 
Staff A signed the 11Plan/Attestation Statement' for all citations cited that read "I hereby certify that I 
have reviewed this report and have taken or will take active measures to correct th'is def.iciency. By 
taking this action, [the faciHty] ls or will be 1n comp!liance with this law and/or regulation an 
02/25/2024 .11 
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Record review of the facil.ity's policy, 11 Negotiated Service Agreements", undated, showed 
agreements would be based 0111 the resident's assessed needs and would be developed \l\lith the 
input, participation, and agreement of the resident, responsible parties, case manager, community 
staff and others as approprfate and to the extent possible. The negotiated service plan would be 
completed within 30 days of the resident moving into the community. The negotiated s,e,vice plan 
would be developed with using the resident preadmission assessment, residents initial service pflan, 
and the residents fuH assessment information. The negotiated service plan would be updated to be 
consistent with the residents needs When there has been an observed change in the resident's 
physical, mental, or emotional function, and ·when it no longer addressed the residents needs and/or 
preferences. The negotiated seNice plan would address the residents all reasonable risks and how 
the risks would be managed. 

Record review of the facHity's written ''Plan of Correction", dated 02/01/2024, showed the resident's 
service plans for the community were reviewed by the nursing staff and resldent care managers to 
assure that a'II elements of Ule care plan were reflective of residents need. The Nursing team created 
an audit tool to assist with ensuring documenta~ion was completed timely and accurate. 

R1 

Record review of R1's face sheet, dated 03/1812024, showed R1 moved into the facility on 
/2024, with multiple medical dlagnosesthat included ,  

. Record review of the 
.facilities 0Assisted·Uving-FaeHityRes1dentCharacteristicRostera:m:f-sampleSelection;unclated, 
showed R1 required nurse delegation services and their medications administered to them. 

Record review of R1's Nurse Delegation: !Instructions for Nursing Task, dated 02/20/2024, showed 
R1 required all oral (by mouth) medications to be nurse delegated tasks. 

Record review of R1's Master Assiessment, dated 02/29/2024, showed the assessment was R1 's 30-
day assessment. RI required medications ass:istance for medication by mouth and applf ed on theiir 
skin. R1 was oriented to themselves only. R'I had moderate cognition imp,airment. R1 had difficulty, 
with communi.catian that resulted in word salad (words and phrases that were out of order or 
context). R1 us,ed a manual wheelchair and !.\No 11\!heeled walker far assistive equipment. 

Record review of U1e R1 rs Service !Plan Agreement (facilities version of Negotiated Seivice 
Agreement}, dated 02/06/2024, showed R1 required medication set up for administration. There was 
no documentation that R·1 required all their medications to be nurse delegated tasks .. R1 was 
Independent with mobrlity and did not use any assistive devices. R1 had a history of using a walker 
but did not use one at present time. 

R2, 

Record review of R2's face sheetr dated 03/18/2024, showed R2 moved into the facility on 
/2024, with multiple medical diagnoses that included  

 and 
 

and  
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 and . 

Record review of tt1e facilities 1'Assisted Living Facility Resident Characteristic Roster and Sample 
Selection, undated, showed R2 was independent b'\lith their medications and had cognitive 
impairments. R2 had history of falls and used ambulation devices. 

Record review of R2's Master Assessment, dated 02/29/2024, showed R2 used a four wheeled 
walker for ambulation. R2 required one person .assistance for transfers. R2 required one person 
assistance witl1 shaving W'ith an electric razor. !R2 was incontinent (loss of contro.l of urine and/or 
feces) of bowel, and bladder. 

Record review of R2's Service Plan Agreement, dated 02/08/2024, showed R2 used a wheelchair for 
ambulation. R2 was iindependent with getting in and out of bed. R2 required minimal assistance with 
shaving. R2 was continent(abmty to contro:I urine and feces) urine and stool. 

In an interviev,,1 on 03/14/2024 at 9.: 10 AM, Staff A, Execµtive Director, stated the seNice plan 
agreements were updated by tbe licensed nurses. Tile lic1ensed nurses collaborate with the 
caregivers, all the nursing assess,ments, and previous service plan agreements to update the new 
service plan agreements. 

This is an uncorrected defici:ency previously cited on 01/1 '112024. 

Plan/Attestation Sta.tem ent 
I ller,eby certify that I have reviewed this report and have tail~.en or will take active 
meaisures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZH.EIM~~~MMUMTY is orwili be in compliance wlth this law and I or regulation on 
(Date} 5\J Q~. 

ln addition, I will impt,ement a system to monitor and ensure continued compliance with 
this requirement 

e 

Date 

WAC 388-78A-2950 Water sup,ply. The assisted living facility must: 

(6) Provide all sinks in resident rooms, toilet roo1ms and bathrooms, and bathing fixtures used by 
residents with hot water between 105 F and 120 F at all times; and 

This requirement was not met as evidenced by: 

Based on obsewation, interview, and record review the facility failed to maintain safe hot water 
temperatures an 2 of 2 unlts (North unit and South Unfit) reviewed. This failure placed all 77 
residents, vlsitors, and staff at risk of injury from unsafe water temperatures. 
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Record review of the ,t□ epartment of Sod al And Heal~h Services" document, Comp'letion date 
0111 '1/2024, showed "As a result of the on-site visit(s) the department found that you are not in 
compHance wjth the !licensing laws and regulations [inclurJing WAC 388-78.A-2950] as stated ln the 
cited deficiencies in the enclosed report ii understand that to maintain an Assisted Living Facility 
llcense, the facility must be in compliance V\li~h all the licensing laws and regulations at aU times. 11 

The administrator section showed Staff A, Executive Director, signed the document on 02/01/2024. 
Staff A signed the '"Plan/Attestation Statement" for all citations cited that read 11 1 hereby certify that ii 
have reviewed this report and have taken or will take active measures to correct this deficiency. By 
taking this action, [the fad:lity] is or will be in comp11iance with this law and/or regulation on 
02/25/2024.11 

Record review of the facility's written "Plan of Correction~ 1 dated 02/01/2024, showed water 
temperatures were checked. The facility used theirr"TELS" system schedule to ensure the hot water 
temperatures were checked regularly to ensure the hot water temperatures did not go out of range. 

Record review of the facility provided document titled, "logbook documentation", dated 03/05/2024, 
showed it was guldance on how to t,est and log the hot water temperatures for the fadlity. For burn 
prevention, federal guidelines advise that the facility kept domestic water temperatures below 120 
degrees Fahrenheit {F}. The facility was to check the hot water temperature In shower areas, 
resident rooms at each end of the wing on a rotating basis, common area bathrooms, publ.ic 
ba-'tj1rno_ms,~n_rJ any__~rn_as l1ayi11_g sink_i; shoulclp,e ct,eck~cl_ and r~i:grded §swell. Tll§ b__ot w~ter 
temperatures results were to be recorded on the water temperature log. Any discrepancies were to 
be noted, hot water heater settings. woulld be adjusted as required and retest the water as needed. 

Record review of the facility provided document for U1elr hot water policy titled., 11F-689 Accidents­
Water Temperatures", undated, showed the facility must ensure that the residents environment 
remains free of accident hazards .. The purpose of recording1 the fadlities water temperatures was to 
assure, that the facility was remaining fr,ee from accidental bums and scalds as possible and that 
any issues are addressed in a prompt and consistent manner. The Surveyor's often test the water 
temperatures at hand s,inks and b.athing tubs with a thermometer under the water and f,ee! if it is too 
hot. Under the section State Reg:ulatroris 1 showed it was enforced by the State Department of 
Health. Each state has their own regulation on maximum water temperature allowed, but typically 
would fall between 105 to 115 degrees F. Faciility was to check with their Surveyor for the maximum 
hot water temperature. 

Record review of tile facility's untitled document, dated 03/1212024, showed it was a list of hot water 
temperatures. On 02/2612024 the basement mop sink's hot water temperature was ·122.2 degrees F 
and the kitchen sink was 123. 1 degrees F. Under ~he comments section, there was nothlng 
documented. The facility's hot water was: checked on 03/04/2024, the basement mop slink's water 
tempera,ture was 122 .6 degrees F and the kitchen sin k's hot water temperature was 123 .5 degrees 
F. Under the comments section snowed (tN/A" {not appllcabile). 

In an observation on 03/14/2024 at l:32 PM, the hot water in the pub.lie bathroom NB2's temperature 
was 125.2degreesF. 
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In an observation on 03/'1412024 at 1:23 PM, the water temperature in the North activity room sink 
was 121.4 F. Residents were obseNed in the activity room and the sink was accessible to 
residents. 

In an observation on 03/'14/2024 at 1: 25 PM, room N M's bathroom sink water temperature was 
122.7F. 

In an observatlon on 03/14/2024 at 1: 35 PM, room S1 B's bathroom sink water temperature was 
127.0F. 

In an interview and observation on 03/14/2024 at 2:04 PM .. room S18's water temperature was 'I 25.7 
F Vvhen test.ed with Staff B's, Maintenance Manager, thermometer. Staff 8 acknowledged that the 
temperature was too high and beyond the requirements. Staff B stated the maintenance asslstant 
checked water temperatures weekly on Sunday. 

In an observation on 031'14/2024 at 2: 16 PM, the North activity mom sink water temperature was 
124.7 f when tested with Staff B's thermometer. 

i1his ls an uncorrected deficrency previously cited on O 1/1 '112024. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this .r;eport and !have taken 01· will take active 
measures to correct this defidiency. gly takingJhis action, GARDEN COURT~ .. - -

-:A;LZHE.rMERCprviMUNITY ls or wln be In compliance with this law and I or regulation on 
(Date} 6\::") \d\..\ · . 

In addition, I will implement a sy·stem to monitor and ensure continued compliance with 
this requirement. 

Administr ' Date 

WAC 388-78A-2381 General design requ'lr,ements for m,e.mory care. 

Cf) V\ihen planning for new construction, renovations or change of service to include memory care 
services, the fadlfty must document design conslderations appropriate to residents with dementia, 
mental health issues, or c.agnitive and developmental disahllltles within its .functional. program 
conslst.ent \t\~th WAC 388-78A-2380 . 

(2) The facility must provide common :areas, inclLJding at least one resident accessible common area 
outdoors. Such common areas should accommodate and offer the opportunity of social interaction, 
stimulate activity, contain areas with activity supplies and props ta encourage engagement, and 
have safe outdoor paths to encourage e:xerc:lse arid movement 

(a} These areas must have a res,idential atmosphere and must accommodate and offer opportunibes 
for individual or group activity including: 

(.iv) Ensuring residents have access to their own rooms at all times without staff assistance. 
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This requlrem ent was not nt et as evidenced by: 

Based on observation, interview, and record review the facility failed to allow residents access to 
their rooms without staff assistance for 2 of 2 units (North unit and South unit) reviewed .. This failure 
placed all 77 of 77 residents at risk of decreased quality of life and independence of not having free 
will to go in their room at any given time. 

Findings included ... 

Washington Administr.ative Code (WAC), 11 388-110-220 Enhanced adult residential care service 
standards. (3) In an assisted living facility with an enhanced adult residential care-specialized 
dernentia care services contract1 for res:idents served under that contract, the contractor must (n) 
Ensure resident:s have access to their own rooms at aill times without staff assistance 11

• 

Record review of the ~Department of Social And Health Services" document, Comp1letion date 
O 1 /1 ·1 /2024 1 sh owe cl 11 As a result of ~he on-site visit(s) the department found that you are not in 
con1pliance with th,e licensrng laws and regulatiions [inclucling WAC 388-78A-2380 as stated in t11e 
cited deficiendes in the em::tosed report. ii understand that to maintain at, Assisted Living Facility 
license, the facility must be in compllam::e vvith all the licens.ing laws and regtulations at aill times." 
T!he administrator section showed Staff A, Executive Director, signed the document on 0210112024. 
Staff A signed the 11Plan/Attestetion Statement" for .all citations cited that read II I hereby certify that II 
have .reviewed this report and have taken or wlll take active measures to correct thls deficiency. By 
taking this action, [the facMity] ls or will be rn complliance with this law and/or regulation 011 
02/25l202tr."- -- - - ... - -- - - -- - ---- - --- - -- -

Record review of the facility':s wri.Uen "Plan of Correctio11~ 1 dated 02/01/2024, showed the fociiity had 
to replace the self-lacking mechanism on each resident's doior. The facility arleged to hav,e the south 
side resident's door lacks changed out and completed by 03/31/2024. The resident's door locks on 
U1e south side were to be completed by 04130/2024. 

In an interview on 03/14/2024 at 12:29 PM, Staff A., Executive Director, stated the facility had to 
replace all the door handles to all the resident bedroom doors to allow the dams to be unlocked. 
Staff A stated Staff 8, Maintenance Manager, was responsible to get 32 door handles ordered to 
replace the door handles. Staff A was unsure if the door handles were ordered. 

In an observation on 03/14/2024 at 11: 27 AM, R5's handle to their bedroom was lacked. 

I 11 an observation on 03/1412024 at 11: 30 AM, R4's handle to the'ir bedroom wais locked. 

In an interview on 03.11412024 at 2: 27 PM, Staff 8 stated the door handles were not ordered yet and 
there was no date to get the door handles changed. Staff 8 stated there were 64 total door handles 
that needed to be replaced for the North and South unit's of the facility. 

This is an uncorrected deficiency previously cited on O 1 /1112024. 
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Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have talken or will take active 
measures to correct this defidency. By taking this action, GARDEN COURTE 
ALZHEIMER C\OMMUNITY is or will be in compliance wlth this law and/ or regulation on 
(Date} ~\ ~ \.J\ . 

h1 addition, I will implement :a system to monitor and ensure continued compllance with 
this requirement. 

Date 

WAC 388-78A-2474 Training and home. care aid,e certification requirements. 

(2) The assisted living facility must ensure all assisted Hv:lng facllity administrators, or their 
designees., and caregivers hired on or after JanuaIy 7, 2012 meet the long-term earn worker training 
requirements of chapter 388- ·112A WAC, includtng but not limited ta: 

(a} Orientation and safety; 

(e) Continuing education. 
--- - --- -- --- --

(3} The assisted living facility must ensure that all staff rece1ve appropriate training and orientation to 
perform the:lr specific job duties and responsibilities. 

This requlrem ent was not met as evidenced by: 

Based on interview and record review the facility failed to ensure 3 of 3 sampled new Staff members 
{Staff E, staff F, and Staff G) had completed their faciUty ortentatian tra:ining .. The facility failed to 
have 1 of 1 sampled staff (Staff H) complete the Department of Health and Soclal Services (DSHS} 
5-hour Orientation and Safety. These fai:lures placed 77 of 77 residents at Misk for staff being 
unaware of the facility's expectations and not having the required education and training. 

Flndings included ... 

WAC 3138-112A-0200 1'What is orientation training, who should complete it 1 and when should it be 
comp1leted? There are two types of orientation training: Facility orientation training and long-term 
care worker orientation training. (1) Facllity orientatian. lndividuals who are exempt from certifkation 
as described in RCW 18.888.041 and volunte,ers are required ta complete facility orientation training 
before having routine interaction with residents. This training provides basi.c introductmy :information 
appropriate to the residential care setting and popu:lation served. The department does not approve 
U1is specific orientation program, materials, or train em. No test is required for this orientation.~ 

WAC 388-112A-0210 '1What content must be included in facility and long-term care worker 
orientation? ('1) For those individuals identified fn WAC 388-112A-0200( 1) who must complete facility 
orientation training: (a) Orientation training may include the use of videos, audio recordings, and 
atlier media if tlie person overseeing tlie orientation is 
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availabl'e to answer questions or concerns for the person(s) receiving the orienta,tion. Facility 
orientation must include 'introductory information in the following are.as: (i) The care setting; (ii) The 
characteristics and spec.ial needs of the population served; (iii) Fire and life safety, inclL1ding: (A) 
Emergency communication (including phone system if one exists);. (8) Evacuation planning 
(.including fire alarms and fire extinguishers where rhey exist); (C) Ways to handle resident injuries 
and falls or other accidents; ( □) Potential rislrn to residents ar staff (for instance, challenging resident 
behaviors and how to handle them); and (E) The ilocation al home policies and procedures; (iv) 
Communfcation skills and information, Including: (A) Methods for supporting effective communication 
among the residentlg1uardian, staff, and fami'.ly members; (B} Use of verbal and nonverbal 
communication; (C) Review of written communications and documentation required for the job, 
inducltng the resident's service plan; {D) Expectations .about communication \/1/itt, other home staff; 
and (E) Who to contact about problems and concerns; (v) Standard precautions and infection 
contml, inc:fud[ng: (A) Proper hand washing techniques; (B} Protection from exposure to blood and 
other body fluids; (C) Appropri.ate disposal of contaminated/haz.ardous articles; (D) Repotting 
exposure to contaminated articles, blood, or other body fluids; and (E) What staff should do if they 
are ill; (vi) Resident rights, including: (A) The resldent's 1rlght to canfidentramy of information about 
the resident; (B) The resident's right to partidpate in making decisions about the resident's care and 
to refuse care; (C} Staff's duty to protect and promote the ri.ghts of each resident and assist the 
re.sident to exercise these rights.; (D) How staff should report concerns they may have about a 
resident's d,ecision pertaining to their care and who they should report these concerns to; {E) Staff's 
duty to report any suspected abuse, abandonment, neglect, or exploitatton of a resident; (F) 
Advocates that are availab'ie to help res1idents (such as long-term care ombudsmen and 
organizations}; and (G) Comj'.)_laint lln_es,_boUines, i.:i_nd_re:sLdenLgrievance p:rocedures such as.-butc­
noTiimit,ed fo: (1) The DSHS complaint hotline at l-800-562-6078; (II) The Washington state long­
term care ombudsman ;program; (Ill) The Washington state department of health and local public 
health departments; Certified on 2120/2023 WAC 388-·I 12A-n2·1 0 Page ·1 (lV) The local pollce; (V) 
Facility grievance procedure; and (b) In adu!t family homes, safe fo,od handling information must be 
provided to au staff, priorto handling food for residents, (2) For long-term care worker orientation 
required of those individuals identified in WAC 38H-112A-0200(2),. long-term care worker orientation 
is a tv,.ro hour training that must Include introductory information in the following areas: (a}, The care 
setting and the characteristics and special ne1eds afthe population served; (b} Baste jab 
responsibilltles and petformance expectations; (c) The care plan or negotiated se.rvice agreement, 
including what it is and how to use it; (d} The care team; (e) Process, poUde.s., and procedures.for 
obse11vation, documentation, and reporting; (f) !Res1ident 1rights pil'otected by law, including the rlghtto 
confidentiality and the right to participate in care decisions or to refuse care and how the long-term 
care worker will protect and promote these rights; (g) M a1ndatory reporter law and worker 
responsibilitres as required under chapter 74.34 RCW; and (h) Comm1mication methods and 
techniques. that may be used while working with a resident or gu:ardlan and other care team 
members. (3) One hour of completed classroom instruction or other form of tralning (such as a v;ldeo 
or online course) in long-term care orientation training equals one hour of training,. The training entity 
must establlsh a way for the long-term care worker to receive feedback from an approved instructor 
or a proctor trained by an approved instructor.~ 

Record review of the State of Washington document titled, Procl.amatlon by the Governor 20-'10, 
dated 02/09/2020, showed the requirement for the facility's to have staff completed their training 
requirements in relation to orientation and s.afety, continued education, and all the training 
requirements in chapter 388-112A Washington Administrative Code. 
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Record review of the Department of Social and Health Services 1letter 2023-017, dated 04/28/2023, 
showed the required long-term care workers basic training deadline dates they needed to complete 
by. 

Record review of the "Department of Social And Health Services" document, Cornplletion date 
011'11/2024, showed 11 As a result of the on-site visit(s) the department found that you are not in 
compliance w1th the !licensing laws and regula~ions as stated in the cited deficiencies in the enclosed 
report. I understand that to maintain an As.si:sted Living Facility license, the facility must be in 
comp1liance with all the licensing laws and regulations at a11l times."' The administrator section showed 
Staff A, Executive Director, signed the document on 02/0'1/2024. Staff A signed the "Plan/Attestation 
Statemenfl for all citations dted that read ul hereby certify that I have reviewed this report and have 
tal<en or \Nill take actlve measures to correct this deficiency. By taking this action, [the facflJtyJ is or 
'V\lill be in compliance with this law and/or regulation on 02/25/2024." 

Record review of the facility's policy It Staff Training .and Educatlon 11
, undated, showed all staff wouk'I 

have an orientation to the facility prk1,:r to routine interaction with residents. 

Record review of the facility's written irPlan of Correction~, dated 02/01/2024 1 showed the facility's: 
previous human resource employee was tmable to retrieve the missing documents for staff 
members. The facility hired a new human resources employee that created an audit tool to ensure 
al! the requir,ed documents were completed and placed in the emp:loyee's me. The fadlity alleged 
that all missing documents for the staff rriem'ber~vV9Uld be_J.1pdated_and completed byApriL15th, 
2024.. ---- - -- --

Record review of the facHity provided untitled and undated document that had a Hst of employees, 
showed Staff E, Kitchen Aid, was 1·11:red at th,e facHity and first day of employment was on 
02/01/2024. 

Record review on 03/1412024 of Staff E's personnel file showed they had an orientation and skills 
checklist for new employee's form. Tf1e form was incomplete and blank with nothing documented on 
the form. 

Record review of the facility provided untitf,ed and undated document that had a l,ist of employees, 
showed Staff F, Care glv,er, was hired at the fadlity cm 0'1 /16/2024 and first day of employment was 
on 01/22/2024. 

Record review on 03/'14/2024 of Staff F's personnel file showed they had an orientation and skills 
checklist for new employee's form. The form was incomplete and blank with nothing documented on 
the form. 

Record review of the facility provided untitled and undated document that had a list of employees, 
showed Staff G, Dietary Cook, was hired at the facility and first day of employment was on 
12/22/2023. 

Record review on 03/'14/2024 of Staff G's personnel fiile showed Staff G had an orientation and skills 
ched<fist for new employee 1s that was undated .. The form was incomplete other than the employee's 
signature and date of 12/23/2023, There was no signature of whom the trainer was or signature. from 
tf1e final review/approval. 

Record review of the facility provided untitled and undated document that had a list of 
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employees, showed Starff H, Defegated Medication Technician, was hired at the facility on 
05/29/2023 and first day of employment was on 06/02/2023. 

Record review on 03/14/2024 of Staff H's personnel file showed there was no certificate of the 
DSHS orientation and safety for review. 

In an interview on 03/1412024 at 4: 30 PM, Staff .A, Executive Director, stated the facllity's orlentation 
and safety was the document that was ti~led ~orientation ahd skills checkl.ist for new employeesn. 
Staff A stated they were to be compl,eted on the staff members first day of employment Staff A 
stated they were aware that there was not a system in place to ensure that staff had the facHify" 
orientation and all required trainings and certificates. 

This is an uncorrected deficiency pr,evious.ly cited on O 111·112024 far subsections WAC 388-78A-
2474 (2}(a)(3}. 

Plan/A ttestatlon Statement 
I. hereby cert1fy that I have reviewed this report and have taken o,r will take active 
measures to correct this defidency. 8y taking this action, GARDEN COURTE 
ALZHEIME.H\C~MMUN!ITY is oir will be in compliance with this law and I or regulation on 
(Date) 5 .;)._)gL\ . 

• 
In addition, I will implement a system ta monitor :and ensure continued compl,iance with 
this requirement. 

Admln:istr 

WAC 388-78A-3100 Safe storage of suppJles ,and ,equipment. The assisted living facility must 
secure potentially hazardous supplies and equipment commen,surate with the a.ssessed 
needs of residents and their functional and cognltlve abilit]es. In determining what supplies 
and equipment may be, accesslb'le to residents, the ,assisted living facility must consider at a 
minimum: 
(1} The residents' character,istics .and needs; 

(2) The degriee of t1azardousness or toxicity posed by the suppUes or equipment; 

(4) How resldents with special needs are Individually protected without unnecessary restrictions on 
the general population. 

This requlrem ent was not met as evidenced by: 

Based on obseivation, interview, and record review, the facWty failed to secure potentially hazardous 
supplies accessible to memory care residents for 2 of 2 locat1ons within the facil,ity (North side a.nd 
South side units). This failure placed 77 of 77 residents at risk for ingesting potentially toxk 
materials. 

Findings included ... 
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Record review of the facility's ".Assisted Living Facility Resident Characteristic Roster and Sampl'e 
Se,lection", undated, showed the facility primarily served residents with dementia (the loss of 
cognitive functioning - thinking, remembering, and reasoning -to such an extent that it interferes 
\l\lith a person's daily life ancl activities.) 

Record review of the "'Department of Social And Health Services" document, Comp'letton date 
01/'1 '1/2024, showed "As a result of the on-site visit(s) the department found that you are not in 
compliance with the Hcensing laws and regul.at1ians (including WAC 388-78A-3100) as stated ln the 
cited deficiencies in the endosed report. i understand that to ma!intain an Assisted Uving Facility 
license, the facility must ,be in compliance with all the licensing laws and regulations at all times." 
The administrator se.ctian showed Staff A, Executive Director, signed the document on 02/01/2024. 
Staff A signed the "Plan/Attestation Statement" for an citations cited th:atread 11 1 hereby certify that ii 
have reviewed thls report and have taken or will take active measures to correct th1s deficiency. IBy 
tal<ing this action, [the faciHty] :is or will be in compliance with this law and/or regulation on 
02/25/2024." 

Record review of the facility's policy "Chemical/Hazardous Chemicals", undated, showed extra 
chemlcals not on the housekeeping cart would be secured away from resident areas and kept 
lacked. They may be stored in locked housekeeping closets wlth carts when not .in use. The 

__ m§il}1]:nancedir~ctor_wa_s resp0:.nsibie far directing the storage of hazardouschemica:1s1chemi:cais for -
the community. 

Record review of the facility's written ''Plan of Correction", dated 02/01/2024, showed all sup:plles 
were kept behind locked doors ,in designated closet spaces. No supp:Jies such as deaning products 
or hair products wou:id be left out iin an unsecur-ed area. 

In an observation on 03/14/2024 at 11: 07 AM, U1e NB 1 bathroom was observed unlocked and open 
to residents. On the counter in bathroom was soothe and cool barrier moisture barrier ointment, and 
the label showed 11 keep out of reach of children." Inside the shower was "Clean on me" body wash, 
"Head and Shou:lders" shampoo, two bottles of "Dennacen" shampoo and body wash. 

In an observation on 03/14/2024 at 11: 1 ·t AM, the hallway cabiinet by room N 11 had II Soothe and 
cool cleanse", a total body cleanser and intensive skin therapy dimethicone cream to protect skin., 
accessible to residents in the unlocked cabinet The label of the items in the cabinet stated, 11 1<eep 
out of reach of children." 

In an observation on 03/14/2024 at 11: 23 AM, the restroom by ruom S21 showed iit was unilacked 
and accessible to residents. Inside the bathroom, in the unlocked cabinet, were clean1ng disinfectant 
wi;pes. 

In an interview on 03/2012024 at 9: 10 AM, Staff A, Executive Director, stated all staff members were 
responsible to ensure all chemicals, shampoos, solutions, or so,aps were locked up and out of 
access to the memory care residents. 

This is an uncorrected deficiency previously cited on O 1 /1112024. 
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PlantA ttestatlo n Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this defic!iency. By taking this action, GARDEN COURTE 
ALZHEIMEf1 CQMMUNlTY ls or will be in compliance W:ith this law and/ or regulation on 
(Date) ~:)\?.)\d~\ . 

\ ~ 

In addition, I will impl,,ement a system to monitor and ensure continued compllance with 
this requirement 

\ ,,., - c· 1-- \\ \J_j\; . ~ \..,· _\.; '\_ (_ t)\. .. / 
Date 
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Residential Care Services
Investigation Summary Report

Provider/Facility: GARDEN COURTE
ALZHEIMER COMMUNITY
License/Cert.#: 1111

Provider Type: Assisted Living Facility

Compliance Determination #: 33985
Intake ID: 109787

Investigator: Anissa Bearden
Region/Unit #: RCS Region 3 / Unit E

Investigation Date(s): 12/12/2023 through 01/11/2024
Complainant Contact Date(s):

allegation that a medication technician administered a resident medication that was prescribed
in another residents name.

Allegation(s):

Total residents: 81
Resident sample size: 11
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Resident care equipment
Staff to resident interactions
Medication/chart rooms.
Medication administration

Observations:

Identified resident
Identified staff
Nursing staff
Management

Interviews:

Medical records
Facility policies
Personnel files
Staff training records

Record Reviews:

After observation, interview, and record review the medication technician did administer another
residents medication to different resident. Failed practice identified for safe management of
medication services.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

I&] 

□ 
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Residential Care Services
Investigation Summary Report

Provider/Facility: GARDEN COURTE
ALZHEIMER COMMUNITY
License/Cert.#: 1111

Provider Type: Assisted Living Facility

Compliance Determination #: 33985
Intake ID: 109547

Investigator: Anissa Bearden
Region/Unit #: RCS Region 3 / Unit E

Investigation Date(s): 12/12/2023 through 01/11/2024
Complainant Contact Date(s):

Resident was administered medication that was another residents supply, that resulted in the
resident that took the medication had a change of condition with ER visit.

Allegation(s):

Total residents: 81
Resident sample size: 11
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident care equipment
Resident rooms
Medication administration
Staff to resident interactions

Observations:

Family members
Residents
Nursing staff
Identified resident
Identified staff

Interviews:

Medical records
Hospital records
Personnel files
Staff training records
Incident investigation
Facility policies

Record Reviews:

After interview and record review the resident was identified to have been administered
medication that was prescribed for another resident. unable to substantiate the medication
resulted in the resident's change of condition and visit to the emergency department. The facility
had failed practice with a system in place to ensure residents have their medications available
when needed to administer and failed to have safe medication services administered for the
residents.

Investigation Summary:

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

01/24/2024

Licensee: Olympia Special Care LLC
GARDEN COURTE ALZHEIMER COMMUNITY
626 LILLY RD NE
OLYMPIA, WA 98506

RE: GARDEN COURTE ALZHEIMER COMMUNITY License # 1111

Dear Administrator:

The Department completed a full inspection and a complaint investigation of your Assisted
Living Facility on 01/11/2024 and found that your facility does not meet the Assisted Living
Facility licensing requirements.

The Department:
• Wrote the enclosed Statement of Deficiencies (SOD) report; and
• May take licensing enforcement action based on any deficiency listed on the enclosed report;
and
• May inspect the facility to determine if you have corrected all deficiencies.

You Must:
• Begin the process of correcting the deficiency or deficiencies immediately;
• Contact the Field Manager for clarifications related to the Statement of Deficiencies (SOD);

• Within 10 calendar days after you receive this letter, complete and return the enclosed
'Plan/Attestation Statement';

o Sign and date the enclosed report;
o For each deficiency, indicate the date you have or will correct each deficiency;
o Next to each deficiency, sign and date certifying that you have or will correct each cited

deficiency; and
o Mail the Plan/Attestation Statement and report with original signatures to:

STAlE OIF WASIHINGlO N 

DEPARTMENT OF SOCIIAIL AIND HEAL TH SERVICES 
AGIING AND LONG-TERM SUPPORT ADM INISTRATION 

100' NE 06th Ave Ste WO, Vancouver, WA 98'684 

01/24/2024 

Licensee: Olympia Special Care LLC 
GARDEN COURTE ALZHEI MER COMM UN TY 
626 LI LL Y RD NE 
OLYMPIA, WA 98:506 

RE: GARDEN COURTE ALZHEIMER COMMUNITY Licen se# 11 11 

Dear Administrator: 

T~ e Department completed a full ·nspection and a complaint investigation of your Assisted 
Living Faci lity on 01/1 1/2024 and found that your fa ci lity does not meet tile Assisted Living 
Facility licensing requirements. 

The De:partmie:nt 
• Wrote the enclosed Statement of Defi ciencies (SOD) report; and 
• May take licensing enforcement action based on any defi ciency listed on tile enclosed repo 
and 
• May inspect the fa ci lity to detenmine if you have corrected all defi ciencies. 

You !Must: 
• Begin the prncess of correctling the deficiency or deficiencies immediately; 
• Contact dhe Field Manager fo r clar1fications related to til e Statement of Deficiencies (SOD); 

• \Nitll in 10 calendar days after you receive tll is letter, complete and return the enclosed 
'Plan/Attesta· 1ion Statement'; 

o Sign and date tile enclosed report; 
o For each defici ency , indicate tile date you have or wm cor ect each deficiency; 
o Next to each defi c· ency, sign and date certifying that you llave or wi ll correct eacll cited 

deficiency; and 
o Ma· I tll e Plan/ A tte stalli on Staterne nt and report w itll origin a I signatures to: 
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Olympia Special Care LLC
GARDEN COURTE ALZHEIMER COMMUNITY # 1111
01/11/2024
Page 2 of 66

Jody Just, Field Manager
Residential Care Services
Region 3, Unit Z
800 NE 136th Ave Ste 200
Vancouver, WA 98684

• Complete correction(s) within 45 days, or sooner if directed by the Department, after review of
your proposed correction dates.
• Have your plan approved by the Department.

You May:
• Receive a letter of enforcement action based on any deficiency listed on the enclosed report.

In Addition, You May:
• Request an Informal Dispute Resolution (IDR) review within 10 working days after you
receive this letter. Your IDR request must include:

o What specific deficiency or deficiencies you disagree with;
o Why you disagree with each deficiency; and
o Whether you want an IDR to occur in-person, by telephone or as a paper review.
o Send your request to:

IDR Program Manager
Department of Social and Health Services
Aging and Long-Term Support Administration
Residential Care Services
PO Box 45600
Olympia, WA 98504-5600

If You Have Any Questions:
• Please contact me at (360)397-9556.

Sincerely,

Jody Just, Field Manager
Region 3, Unit Z
Residential Care Services

Enclosure

Olympia Special Care LlC 
GARD EN COURTE .AJLZHEI MER COMMUNITY # 1111 

01/1 1/2024 
Page 2 ofi66 

Jody Just, Field Manager 

Residential Care Seivices 

Region 3, Unil: Z 

800 NE 136th Ave Sl:e 200 
Vancouver, WA 98684 

• Complete correcb·on(s) w ithin 45 days, or sooner i di recl:ed by 1:he Departmenl:, after review of 
your p 01posed correction dates. 
• Have your plan approved by the Department 

You May: 
• Receive a lletter of enfo rcement acl:ion based on any defi ciency listed on l:he end osed report. 

In Adldliition1, Y,ou Mlay: 
• Requesl: an Informal Diispute. Re•sollutfo1n (IIDR) reviewwith in 10 working days after you 
receive th is letter. Your I DR request must include: 

o What specifi c defi ciency or deficiencies you disagree with; 

o Why you disagree witjh each deficiency; and 

o Whether you want an IDIR to occur in-person, byte ephone or as a paper revi ew. 

o Send your request to : 

IDR Program Manager 
Department o Social and Health Services 

Aging and Lon!r Term Support Administration 
Residential Care Seivices 
PO Box 45,soo 
Olympia, WA 918504-5600 

If You Have A1ny Ques.tions.: 
• Please contact me at (360)397-9556 . 

Sincerely , 

~1;1-~~ 
Jody Just , Fielld Manager 

Region 3, Unit Z 
Residential Care Services 

Enclosme 
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STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
AGING AND LONG-TERM SUPPORT ADMII\IISTRATION 
800 NE 136tl1 Ave Ste 200, Va11co11ver, WA 98684 

DSJ-tS RCS REG. 3 
VANCOUVER 

f Lt, 0 " L024 

RECBVED 

Statement of Deficiencies 
Plan of Correction 

License#. 1111 Compliance Delerrrnnation #33985 
GAROtN COURTE ALZHEIMER COMMUMITY Complelton Date 

Page 3 of 66 Licensee: Olympia Special Care LLC 01 /1112024 

You are required to be in compliance at all times with all licensing laws and regulations to 
maintain your Assisted Living Facility license. 

The department completed data collection for the unannounced on-site full inspection and 
complaint inve-stigation on 12/12/2023 and 01/11/2024 of: 
GARDEN COURTE ALZHEIMER GOMMUMITY 
626 LILLY RD NE 
OLYMPIA, WA 98506 

This document references the following complaint numbers: 109787, 10954 7, 108 216, 108112, 
107833. 

The following sample was selected for review during the unannounced on-site visit: 11 of 81 
current residents and O former residents . 

The department staff that inspected the Assisted Living Facility: 

Anissa Bearden, Licensor 
Anissa Bearden, licensor 
Coty Cisneros, Field Manager 

From 
DSHS, Aging and Long-Term Support Administration 
Residential Care Services, Region 3 , Unit Z 
800 NE ·f 36th Ave Ste 200 
Vancouver, WA 98684 

As a result of the on-site visit(s) the department found that you are not in compliance with the 
licensing laws and regulations as stated in the cited deficiencies in the enclosed report. 

01/24/2024 

Date 
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Statement of Deficiencies 
Plan of Correction 
Page 4 of66 

License#: 1 ·1·11 Compliance Determination# 33985 
GARbEN COURTE ALZHEIMER COMMUMITY Completion Dat-e 

Licensee: Olympia Special Care LLC 01/11/2024 

I understand that to maintain an Assisted Living Facility license, the facility must be in 
compliance with all the licensing laws and regulations at all times. 

WAC 388-78A-2040 Other requirements. 

(1) The assisted living facility must comply with all other applicable federal, state, county and 
municipal statutes, rules, codes and ordinances, including without lirnitations those that prohibit 
discrimination. 

(2) The assisted living facility must have its building approved by tl1e Washington state fire marshal 
in order to be licensed. 

This requirement was not met as evidenced by: 

Based on obse,vation, interview, and record review, the facility failed to ensure fire extinguishers 
were serviced timely and doors were not propped open for 1 of 1 facility reviewed. These failures 
placed 81 of 8 ·1 residents, staff, and visitors life and safety at risk in the event of a fire. 

Findings included ... 

Review of the state Fire Marshall regulation codes showed the facility was out of compliance with, 
"Code IFC 705.2 2018: Opening protectives in fire-resistance-rated assemblies shall be insp-ected 
and maintained in accordance with NFPA 80. Opening protectives in srnol<e barriers shall be 
inspected and maintained in accordance with NDPA 80 and NFPA 105. Openings in smoke 
pattitions shall be inspected and maintained in accordance with NFPA 105. Fire doors and smoke 
and draft control doors shall not be blocked, obstructed, or otherwise made inoperable. Fusible links 
shall be replaced promptly whenever fused or damaged. Opening protectives and smoke and draft 
contrnl doors shall not be modified." 

"Code 906.2 General Requirements. 906.2 General requirements. 
Portable fire extinguishers shall be selected, installed and maintained in accordance with this section 
and NFPA '10. 

Exceptions: 
·J .The distance of travel to reach an extinguisher shall not apply to the spectator seating portions of 
Group A-5 occupancies. 
2.Thirty-day inspections shall not be required and maintenance shall be allowed to be once every 3 
years for dry-chemical or halogenated agent portable fire extinguishers that are supervised by a 
listed and approved electronic monitoring device, provided that all of the following conditions are 
met: 
2.'1.Electronic monitoring shall confirm that extinguishers are properly positioned, properly charged 
and unobstructed. 
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Statement of Deficiencies
Plan of Correction
Page 5 of 66

License #: 1111 Compliance Determination # 33985
GARDEN COURTE ALZHEIMER COMMUNITY Completion Date

Licensee: Olympia Special Care LLC 01/11/2024

2.2.Loss of power or circuit continuity to the electronic monitoring device shall initiate a trouble
signal.
2.3.The extinguishers shall be installed inside of a building or cabinet in a noncorrosive
environment.
2.4.Electronic monitoring devices and supervisory circuits shall be tested every 3 years when
extinguisher maintenance is performed.
2.5.A written log of required hydrostatic test dates for extinguishers shall be maintained by the owner
to verify that hydrostatic tests are conducted at the frequency required by NFPA 10.
3.In Group I-3, portable fire extinguishers shall be permitted to be located at staff locations.”

"Code IFC 5303.5.3 2018: compressed gas containers, cylinders and tanks shall be secured to
prevent falling caused by contact, vibration or seismic activity. Securing of compressed gas
containers, cylinders and tanks shall be by one of the following methods: 1. Securing containers,
cylinders and tanks to a fixed object with one or more restraints. 2. Securing containers, cylinders
and tanks on a cart or other mobile device designed for the movement of compressed gas
containers, cylinders or tanks. 3. Nesting of compressed gas containers, cylinders and tanks at
container filling or servicing facilities or in sellers' warehouses not open to the public. Nesting shall
be allowed provided that the nested containers, cylinders or tanks, if dislodged, do not obstruct the
required means of egress. 4. Securing of compressed gas containers, cylinders and tanks to or
within a rack, framework, cabinet or similar assembly designed for such use. Exception:
Compressed gas containers, cylinders and tanks in the process of examination, filling, transport or
servicing. "

Review of the facility policy, titled, “Oxygen Use”, undated, showed, “... The community also
recognized oxygen presents a potential risk for fire, explosion, and injury from unsafe handling. The
community will work closely with the resident, resident representative, and/or case manager if
appropriate, the Office of the State Fire Marshall and local fire officials to promote safe use and
storage of oxygen in the community. The community will assist residents to store and use oxygen in
a safe manner.”

Review of the facility policy, titled, “Fire and Smoke Barrier Doors”, undated, showed “...Fire and
smoke barrier doors must be closed at all times, except those that are held open by an electric built-
in magnetic device that will automatically close when the fire alarm system is activated or power
failure occurs...Fire and smoke barrier doors are not to be blocked at any time or be held open by
any means other than the automatic holding device built into the door.”

Doors

In an observation on 12/12/2023 at 2:10 PM, on the northside of the facility, the medication/charting
room door was propped open with the medication cart. On the door of the medication/charting room
was a sign that showed they were not to prop the door open per the state Fire Marshall.

In an observation on 12/13/2023 at 9:52 AM, Resident 6 was observed sitting in his living room with
the door to his room observed to be propped open with a small object under the door.

In observations made on 12/14/2023 at 12:11 PM, resident rooms N25 and N27 were

Statement of Deficiencies 

Plan of C on ection 

Page 5 of '66 

!License #::. 1111 Compliance Det.ermination # 33985 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 
Licensee: Olympia Specia l Care LLC 01/11 /2024 

2 .2 .Loss of power or circuit continuity to the electronic monitoring device shall initiate a IJrouble 
signal. 
2 .3 .The extinguishers shal l be installled inside of a building or cab inet in a noncorrnsive 
environment 
2 .4 .Electronic monito 1ing devices and superv1isory circuits s!hall be tested every 3 years when 
extinguisher maintenance is performed. 
2 .5 .A Wfiitte11 log of required hydrostatic test dates fo r exlJinguishers shal l be maintained by IJhe owner 
to verify that hydrostatic tests are conducted at the requency required by NFPA 10. 
3 .I n Group 1-3, portable fi re extinguishers sh al l e permitted to be located at staff locations_~ 

"Code IFC 5303.5.3 20 18: comp essed gas containers, cylinders an tanks shalll be secured to 
prevent fa lling caused by contact, v ibration or seismic acllivity. Securing of compressed gas 
containers, cyl inders and tanks sha ll be by one of the fo llowing methods: 1 _ Securing conta iners, 
cylinders and tanks to a fixed object w ith one or more restraints . 2. Securing containers, cyl inders 
and tanks on a cart o other mobi le device des1igned for the movement of compressed gas 
containers, cyl inders or tanks. 3. Nesting of compressed gas conta iners, cylinders and tanks at 
container fi ll ing or servicing facil ities or in sel le s' wa ehouses not open to the publ1ic. Nesting sha ll 
be allowed provided that the nested containers, cylinders or tanks, if dislodged, do 11ot obstruct the 
required means of egress. 4 . Securing of compressed gas conta iners, cylinders and tanks to or 
vvi1Jhi11 a rack , framework, cabinet or similar assembly designed fo r such use. Exception: 
Compressed gas containers, cyl inders and tanks in ~he process of examination, fi ll ing, IJransport or 
servicing_ " 

Review ofthe faci lity policy, titl ed , ~Oxygen Use", undated, showed, " .. . The community also 
recognized oxygen presents a pote11tiall ri sk fo r fi re, exp I osion, and injury from unsafe ha11 dl i11g _ The 
community wi I work closely w·th the residen t , resident representative , and/or case manager if 
appropriate , the Office of the State Fire Marshall and local fi re officials to promote sa e use and 
storage of oxygen in th e commun·ty_ The community willl assist residents to store and use oxygen i11 
a saf e ma 11 ner." 

Review ofthe faci lity policy, titl ed , ~Fire and Smoke Ba rier Doors" , undated, showed " .. .Fire and 
smoike barrier doors must be closed at al times, except those that are held open by an eleclJric bui lt­
in magnetic device that vvill automatically close when the fi re alarm system 1is activated or power 
fa ilure occurs .. .Fire and smoke barri er doors are not to be blocked at any time or be held open by 
any means other than the automatic hold-ng device bui lt into the door." 

Doors 

In an observation on 12/12:/2023 at 2:10 PM , on the northside of the facility , the medication/charting 
room door was propped open w ith ~he medication cart. 011 the door of the medication/charting room 
was a sign that showed they were notto prop the door open per the state Fire Marshall. 

In a11 observation on 12/13:/2023 at 9: 52 AM , Resident 6 was observed sitting in his living room widh 
th e door to his room obseived to be propped op,en with a small object under the door. 

In observations made 011 12/14/2023 at 12:11 PM , resident rooms N25 and N27 were 
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Statement of Deficiencies
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License #: 1111 Compliance Determination # 33985
GARDEN COURTE ALZHEIMER COMMUNITY Completion Date

Licensee: Olympia Special Care LLC 01/11/2024

propped open with a small statue or object, preventing the door from closing. Room N19 was
observed to be propped open with a wedge.

In an interview on 12/14/2023 at 5:13 PM, Staff A, Executive Director, stated that the resident doors
should not be propped open.

In an interview on 12/19/2023 at 4:50 PM, Collateral Contact 4, State Fire Marshal, stated that
wedges or items in front of a door to prevent doors from closing were not allowed in the facility and
that the facility had been made aware of this concern previously.

Oxygen tanks

In an interview and observation on 12/12/2023 at 9:52 AM, the storage closet behind the kitchen
showed there was one red and white sharps containers sitting on the bottom shelf and the second
shelf, and a large empty red sharps disposal trash can on the floor with a red biohazard bag inside.
The sharps containers were observed to have used needles and blood products observed inside and
the white lid showed in red lettering “FULL”. When asked if full sharps containers should be sitting
on the shelves where they could be knocked over, Staff L, Maintenance Manager, stated they were
not sure why the full sharps containers were sitting on the shelves. Staff K, Maintenance Assistant,
stated the full sharps containers were to be stored in the red round biohazard trash can. Down the
hall was another storage closet identified to have oxygen inside. Inside the closet were five oxygen
tanks lying on their side on the bottom shelf that was labeled “empty”. On the shelf above were five
more oxygen tanks lying on their side with a label that showed “full”. All the oxygen tanks on the
shelves were unsecured. On the floor next to the shelves were 10 oxygen cylinders in racks that
were not secured to the wall. There was one oxygen cylinder that was free standing next to the
oxygen tank crates. On top of the tanks on the floor, pressing down on the valve lever on top of one
of the oxygen tanks, was an oxygen tank cart (fits a single oxygen tank into a metal sleeve with 2
wheels and a handle). Staff L stated that he was unsure about oxygen storage requirements, and
stated he thought if the oxygen tank was full it was not okay to be on the shelf, if it was empty, it
could be stored on the shelf. Staff L stated he knew it was “110% not supposed to stack on top of
the cylinders.”

Fire Extinguishers

In an observation on 12/12/2023 at 8:05 AM, in the basement of the facility there was a fire
extinguisher that had a tag that showed it was last checked on 08/2023 (no day listed).

In an observation on 12/12/2023 at 8:18 AM, inside the laundry room there were two fire
extinguishers with tags that showed they were last checked on 08/2023 (no day listed).

In an interview on 12/12/2023 at 9:39 AM, Staff K, Maintenance Assistant, stated the fire
extinguishers were checked every month and serviced yearly.

This is a recurring deficiency previously cited on 03/22/2022.
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!License #::. 1111 Compliance Det.ermination # 33985 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 
Licensee: Olympia Specia l Care LLC 01/11 /2024 

propped open with a small sta ue or object , preventing the door from d osing . Room N 19 was 
observed to be prnpped open with a wedge. 

In a11 intell'View on 12/14/2023 at 5: 13 PM , Staff A , Executive Director, stated that the resident doors 
should not be prnpped open. 

In a11 intell'View on 12/191/2023 at 4: 50 PM , Collateral Contact 4 , State Fire Marshal, stated that 
wedges or items in frn11t of a door to prevent doors rom closing were not al lowed i11 the facil ity and 
th at the facil ity had been made aware of thi s concern previously. 

Oxygen tanks 

In a11 intell'View and observation on 12/12/2023 at 9:52 AM, the storage closet behind the kitchen 
showed there wa1s 011e red and w hite sharps containers sitting on the bottom shelf and the second 
shel , and a large empty red sharps disposal orash can on the fl oor with a red biohazard bag inside. 
The sharps containers were observed to have used needles and blood products observed inside and 
the white lid showed i11 red lettering "FULL"_ When asked if full sharps containers should be sitting 
on the shelves where they cou ld be knocked over, Staff L, Maintenance Manage , stated they were 
not sure why the ~ulll sharps containers were sitting on the shelves. Staff K , Maintenance Assistant, 
stated the full sharps containers were to be stored in th e red round biohazard orash can . Down th e 
hall was another storage closet identified to have oxygen inside. Inside the closet were five oxygen 
tanks lying on the ir side 0111 the bottom shelf that was abe led "empty'" . On the shelf above were five 
more oxygen tanks lying on their side wth a label that showed "full". A ll dhe oxygen tanks on th e 
shelves were unsecu ed . On the floor next to the shelves were 10 01xygen cylinders in rnclks that 
were not secured to the wa ll. There was 011e oxygen cyll inder dhat was free standing next to the 
oxygen tank crntes. On top of the tanks 011 the fl oor, pressing down on ohe vallve lever on top of one 
of the oxygen tanks, was an oxygen tank cart (fits a single oxygen tank into a metal sleeve w·th 2 
whee ls and a handle). Staff IL stated that he was unsure about oxygen storage requirements, and 
stated he thought if dhe oxygen tank was ful l it was not okay to be 011 the shelf, if it was empty, it 
could be stored on the shelf. Staff IL stated he knew it was "110% no supposed to stack 0111 to1p of 
th e cylinders." 

F're Extinguishers 

In a11 observation on 12/12/2023 at 8:05 AM , in the basement of the facility there was a fire 
extinguisher that had a tag that showed it was last checked 011 08/2023 (no day l' sted). 

In a11 obse,vati o11 on 12/12:/2023 at 8:18 AM, inside dhe laundry room there were tvvo fi re 
extinguishers w ith tags that showed they were last checked on 08/2023 (no day listed}. 

In a11 intell'View on 12/12:12023 at 9:39 AM , Staff IK, Maintenance Assistant , stated the fire 
extinguishers were checked every month and serviced yearly. 

Th is is a recurr·ng de iciency previously cited on 03/22/2022 . 
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License#. 1 ·111 Compliance Determination #33985 Statement of Deficiencies 
Plan of Correction GARDEN COURTE ALZHEIMER COMMUNffY Completion Date 
Page 7 of 66 Licensee: Olympia Special Garn LLC 01/1112024 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHE~~¥~ll!Y is or will be in compliance with this law and I or regulation on 
(Date) r- ~. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2660 Resident rights. The assisted living faclllty must: 

(2) Ensure all staff persons provide care and services to each resident consistent witl1 chapter 
70.129 RCW; 

This requirement was not met as evidenced bv: 

Based on observation and interview the facility failed to provide privacy when they walked into 
resident rooms unannounced for 3 of 3 residents {Resident 2 [R2], Resident 3 [R3], Resident 8 [RB]). 
The facilrty failed to allow family and visitors to accompany and visit 1 of ·1 residents {Resident 7 
[R7]) during a mealtime. These failures placed all 81 of 81 residents at risl< for not feellng 
comfortable in their home and decreased quality of life. 

Findings included ... 

RCW 70.129.'l40 Quality of life-Rights. (1) The facility must promote care for residents in a manner 
and in an environment that maintains or enhances each resident's dignity and respect in full 
recognition of his or her individuality. 

Dignity 

In an observation on 12/12/2023 at 5:40 AM, Staff F, Medication Technician, walked to R2 bedroom 
door. Staff F unlocl<ed the door and walked inside. Staff F did not knock on the door or announce 
whom they were prior to entering R2's room. 

In an observation on 12/12/2023 at 5:45 AM, Staff F walked to R3's bedroorn door. Staff F unlocked· 
R3's door and wall<ed inside. Staff F did not l<nock on the door or announce whom they were prior to 
entering R3's bedroom door. 

In an observation on 12/12/2023 at 9:54 AM I Licensor was in R8's room, when the door was heard 
to unlock and ope 11. Once the door was already opening, there was a lite knocl< and Staff P, 
Caregiver, walked in. Staff P did not knock on the door prior to unlocking and opening the door to 
enter R81s room. 

Visitation 
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In an observation on i 2/12/2023 at 5:32 AM, on the entry door to the south side of the facility was a 
sign posted on the door that showed, "families as a reminder, we are still not allowing family 
members in the dining room with the residents during mealtimes. We will let you know as soon as 
this changes. We appreciate your understanding. 
Thank you." 

In an observation on 12/12/2023 at 6: 06 AM, on the entry door to the north side of the facility was a 
sign posted on the door that showed, llfamilies as a reminder, we are still not allowing family 
members in the dining room with the residents during mealtimes. We will let you know as soon as 
this changes. We appreciate your understanding. Thank you." 

In an interview on 'I 2/19/2023 at 12:4 7 PM, Collateral Contact 1 (CC·1 ), Daughter of R7, stated they 
were turned away to visit with R7 when it was mealtirne. CCl stated they were told they could not sit 
with R7 when they were eating and had to wait in the hallway until R7 was done. 

In an interview on 01/08/2024 at 12:37 PM, Staff A, Executive Director, stated families are allowed to 
visit. Staff A stated that family are not allowed to eat ln the dining room with the resident as there 
was not enough seating. Staff A stated they would not turn a residents family member away if they 
came to visit during mealtimes. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have tal<en or will take active 
measures to correct this deficiency. By taking thls action, GARDEN COURTE 
ALZHEIM~ f p_rv11M~~TY is or will be in compliance with tf1is law and/ or regulation on 
(Date)dJd!:i\D("_ . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2930 Communication system. 

(1) The assisted living facllity must: 

Date 

(a) Provide residents and staff persons with the means to summon on-duty staff assistance from all 
resident-accessible areas including: 

(ii) Resident living rooms and resident sleeping rooms; and 

(iii) Corridors, as well as common and outdoor areas accessible to residents. 

This requirement was not met as evidenced by: 

Basecl on obse1vation and interview, the facility failed to have a communication system 
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License #: 1111 Compliance Determination # 33985
GARDEN COURTE ALZHEIMER COMMUNITY Completion Date

Licensee: Olympia Special Care LLC 01/11/2024

available for 3 of 3 sampled residents (Resident 8 [R8], Resident 6 [R6], and Resident 11 [R11]) in
their living area of their apartment to call for staff if they required assistance. This failure resulted in
all three residents not having a means to summon on-duty staff, and placed the residents at risk for
a delay of care and assistance, and unmet care needs.

Findings included...

R8

Record review of R8’s face sheet, showed R8 moved into the facility on /2023.

Record review of R8’s “Master Assessment”, dated /2023, under the section titled, “safety and
evacuation”, showed R8 was independent with the call system operation.

Record review of R8’s Service Plan Agreement (facility’s version of the negotiated service
agreement), dated 09/20/2023, showed R8 was able to communicate and make their needs known.
Under the section, “call light use”, showed R8 understood the purpose and the use of the call light
system. R8 was able to notify staff with the call light if they needed to.

In an observation and interview on 12/13/2023 at 9:54 AM, inside the apartment in the living area of
R8’s room, R8 sat in their reclining chair watching television. In the living room area around R8’s
reclining chair was observed to not have a call light or pull cord available for R8 to use to call for
assistance from staff. R8 stated they walk and use the pull cord in bathroom if they needed staff
assistance. R8 stated there was not a call light or pull cord to use if they were unable to walk to the
bathroom to call for assistance. When R8 was asked how they would call for assistance if they were
unable to get up from their recliner, R8 stated “I don’t know, something I did not consider.”

R6

Record review of R6’s face sheet, undated, showed R6 admitted to the facility on 2023.

Record review of R6’s “Master Assessment”, dated 11/30/2023, showed R6 was independent with
the call system operations. R6 was able to communicate and make their needs known.

Record review of R6’s, Service Plan Agreement, dated /2023, showed R6 was independent
with the use of a call light. R6 was oriented to person, place, and situation.
R6 was able to make their needs known.

In an observation and interview on 12/13/2023 at 9:52 AM, in R6’s apartment, R6 was sitting in their
chair. There was no call light or pull cord observed in the living area that R6 was sitting in for use. R6
stated there was a call button in the bedroom that had a string they could use, but not in the living
area.

R11

Record review of R11’s Face Sheet, showed R11 moved into the facility on /2022.
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available fo r 3 of 3: sampled residents (IResiident 8 [RB], Resident 6 [R,6] , and IRes,ident 11 [R11]) in 
th ei r living area of ttle ir apartment to cal l or staff if they required assistance. Th is fai lure resu!ted in 
all three residents not having a means to summon on-duty staff , and placed the residents at ri sk for 
a delay of care and assistance, and unmet care needs. 

F·ndings included ... 

RB 

Record review of RB's face sheet , showed IR8 moved into the fa cil ity on /2023 . 

Record review of RB's "Master Assessment", dated 12023 , under the section titled," safety and 
evacuation~, showed RB was independent with the call system operation. 

Record review of RB's Service Plan Agreement (facility's version of the nego~iated service 
agreement), dated 09/20/2023, showed RB was able to communicate and make thei r needs known. 
Under the section, "call ligh use", showed RB understood the purpose and ~he use of the ca ll r ght 
system. RB was able to notify staff w ith dhe call light if tlhey needed to. 

In an observation and interview on 12/13/2023 at 9:54 AM , inside the apartment ·n the living area1 o 
R8's room, IR8 sat in thei r recl ining chair watching television. In the living room area around RB's 
recl in ing chai r was obse11Ved to not have a cal l light or pu ll cord avai lab le for IRS to use to call fo r 
assistance from staff. RB stated they walk and use the pull cord in bathroom if ttley needed staff 
assistance. RB stated thee was not a call light or pul l cord to use if ttley were unable to wa lk to the 
bathroom to ca I fo r assistance. Wlen RB was asked how they would call fo r ass;istance if dhey were 
unable to get up from the ir re cliner, RB sta· ed "I don't know, something I did not consider. " 

R6, 

Record review of R6!s face sheet , undated , showed R6, admitted to the fa cility on 12023 . 

Record review of R6,'s "Master Assessment", dated 11 /3012023 , showed R6 was in ependent widh 
the call system operations. R6 was able to communicate and make their needs known . 

Record review of R6!s, Service Plan Agreement , dated /2023, showed R6 was 1independent 
I.Nidh the use of a cal l ight. R6, was ori ented to person, place, and situation. 
R6 was able to make thei r needs known . 

In an observation and interview on 12/13/2023 at 9:52 AM, in RB's apartment, R6, was sitting in their 
cha ir. There was no cal l light or pull cord observed in the living area ~hat R'6 was sitting in fo r use. R'6 
stated there was a call button in the bedroom dhat had a string they co uld use , but not in the living 
area . 

R11 

Record review of Rt 1 's Face Sheet , showed R11 moved into the faci lity on /2022 . 
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Record review of R11 's ''Master Assessment", dated ·10/'12/2023, under the section" safety and 
evacuation", showed R ·11 had some difficulty using the call system and needs were met by the 
service plan. R1 ·1 was able to communicate and make their needs known. 

Record review of R11 's Setvice Plan Agreement, dated 10/'I 2/2023, showed R11 was oriented to 
self and location. R11 could speak clearly and could communicate their needs. Under the section 
titled "safety check", showed there was no documentation about R 11 's capability to use the call 
system. Staff were to ensure R11 had a fall mat next to their bed and an !Alert bed alarm. Staff were 
to provide frequent safety checks related to R 11 's history of falls and high risk for further falls. R11 
prefered to sleep in their chair rather than her bed. 

In an observation and inte1view on 12/13/2023 at 10:37 AM, inside R11 's room, R11 was sitting in 
their chair. There was no call light system available for use around R1 ·I's chair. R11 stated that they 
enjoyed sitting in their chair this tlme of the year to watch the hallmarl< movies. R11 stated they 
spent most of the time in their chair rather than their bed. R11 stated the call light system was beside 
their bed and not accessible from their chair. R'l 1 stated the call light cord was "not in a very good 
spot". 

In an intetview on 12/'I 3/2023 at 1:05 PM, Staff E, Medication Technician, stated R'l 1 sat in their 
chair most of the time. Staff Estated R11 had bad days ,,.,,hen R1 ·1 was unable to get up out of their 
chair. RI 1 would then scream out for help. 

In an interview and observation on 12/14/2023 at 5: ·13 PM, Staff A, Executive Director, was 
obse1ved ta look for a call light system in RB's living room area of their apartment. Staff A stated that 
there was no call light system for use in the living room area of R6's room. Staff A stated R8's living 
room area of their apartment did not have a call light system for use in the area. 

PlanJAttestatlon Statement 
I hereby certify that I have reviewed this report and have taken or will tal<e active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZH~J~~tUNITY is or will be in compliance with this law and/ or regulation on 
(Date) ~!.::)_. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2130 Service agreement planning. The assisted living facility must: 

(2) Complete the negotiated service agreement for each resident using the resident's preadrnission 
assessment, initial resident seivice plan, and full assessment information, within thirty days of the 
resident moving in; 
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This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to complete a 30-day assessment for 1 of 3
newly admitted residents (Resident 8 [R8]). This failure placed R8 at risk of unmet care needs and
staff being uneducated to R8’s needed care and services.

Findings included...

Record review of the facility’s policy titled, “Negotiated Service Agreement”, undated, showed the
initial resident service plan (facilities version of was based on discussions with the resident and the
information gathered by the qualified assessor prior to admission. The negotiated service agreement
would be completed within 30 days of the resident moving into the facility. The negotiated service
agreement would be developed on building on the resident’s strength and using the preadmission
assessment, resident service plan, and the full assessment information.

Record review of R8’s face sheet, showed R8 moved into the facility on /2023.

Record review of R8’s “Master Assessment”, dated /2023, under the section titled, “safety and
evacuation”, showed R8 was independent with the call system operation.

Record review of R8’s Service Plan Agreement, dated 09/20/2023, showed all the effective dates for
the service types that were on the service plan had a date of 09/15/2023 and 09/18/2023. The
service plan was signed by the R8’s daughter on 09/20/2023.

On 12/13/2023 at 9:35 AM, the Department requested R8’s 30-day service plan for review.

On 12/14/2023 at 11:50 AM, the Department requested R8’s 30-day service plan for review. The
department received R8’s Service Plan Agreement dated 12/14/2023.

In an interview on 12/14/2023 at 4:15 PM, Staff A, Executive Director, stated the Service Agreement
Plan dated 12/14/2023 was the 30-day assessment for R8. Staff A stated the date on the service
agreement plan is the day that it was printed not when it was completed. Staff A pulled up R8’s
service plans that had been done on the facility’s computer system. The system showed R8 had only
one completed service plan agreement that was dated 09/20/2023. There were no other service plan
agreements that had been completed since R8 admitted to the facility. Staff A showed that the 30-
day assessment was completed on 10/04/2023, but no 30-day service plan agreement had been
completed.
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Thiis requirement was 1not m1et as evid,e'nced by: 

Based on interviiew and record review, the facil ity fa iled to complete a 30-day assessment for 1 of 3 
newly admitted residents (Resident B [RS]). Th is fai lure placed RS at ri sk of unmet care needs and 
staff being uneducated to RB's needed care and services. 

F"ndings included ... 

Record review ofthe facility's pol icy titl ed , "Negotiated Service Agreement", undated , showed th e 
initial resident service plan (facil ities verS!i on of was based on discussions with the resident and the 
informa ion gathered by the qualified assessor pri or to admission. The negotiated service agreement 
would be completed w ith in 30 days of dhe resident moving into the fa cil ity . The negotiated service 
agreement wou ld be deve oped on bu ilding on th e reS!ident's strength and using th e p eadmission 
assessment, resident service plan, and the fu ll assessment information. 

Record review of RB's face sheet , showed IRB moved into the facil ity on /2023 . 

Record review of RB's "Master Assessment", dated /2023 , under the section titled ," safety and 
evacuationD, showed RS was independent with the call system operation. 

Record review of RB's Service Plan Agreement, dated 091/20/2023, showed all the effective dates for 
th e service types that were on dhe service plan had a date of 091/15/2023 and 091/18/2023:. The 
service plan was signed by tile RB 's daughter on 09/2012023. 

011 12/1312023 at 9:35 AM , the Department requested RS 's 30-day service plan fo r review. 

011 12/14/2023 at 11: 50 AM, tile Department requested RB 's 30-day se rvice plan for review. The 
department received RB's Service Pan Agreement dated 12/"14/2023 . 

In an interview on 12/14/2023 at 4: 15 PM, Staff A , Executive Director, stated the Service Agreement 
Plan dat ed 12/1412023 was the 30-day assessment for RB. Staff A stated dhe date on tile service 
agreement plan ·s the day fuat it was pr1nted not when it was completed. Staff A pul led up RS 's 
service plans that had been done on the acil ity's computer system . The system showed RB had only 
one completed serviice plan agreement dhat was dated 09/20/2023 . There were no other service plan 
agreements that had been completed since RB admitted to dhe fa ci lity. Staff A showed ~hat the 30-
day assessment was completed on 10/04/2023, but 110 30-day service plan agreement had been 
completed _ 
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I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEt\J COURTE 
ALZHEIM~~ yrvr t,JNIT.Y is or will be in compliance with this law and/ or regulation on 
(Oatek:2_(-<:9- _J?'--_L-1_. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2305 Food sanitation. The assisted living facility must: 

(1) Manage food, and maintain any on-site food service facilities in compliance with chapter 246-215 
WAC, Food seNice; 

(2) Ensure employees working as food service workers obtain a food worker card according to 
d1apter 246-217 \NAC; and 

This requirement was not met as evidenced by: 

Based on observation, interview, and record review, the facility failed to ensure proper storage and 
labeling of food, failed to ensure proper hand hygiene was performed with food preparation, and 
failed to ensure food preparation and storage areas were cleaned and maintained for 1 of 1 kitchen 
reviewed. The facility also failed to ensure staff received and maintained tlieir food handlers' cards 
for 3 of 7 Staff reviewed (Staff A, Staff H, and Staff I). Tf1ese failures placed 8·1 of 8'1 residents at risk 
for potential food borne illness and receiving food prepared by unqualified staff. 

Findings included ... 

WAC 246-217-015 (1) 
"(1) All food seNice workers must obtain a food worlrnr card within fourteen calendar days from the 
beginning of employment at a food se1vice establishment, except as provided in subsection (4) of 
this section." 
WAC 246-217-025 {1 }(8){9) 
"(1} In order to qualify for issuance of an initial or renewal food worker card, an applicant must· 
demonstrate his/her knowledge of safe food handling practices by satisfactorily completing an 
examination conducted by the local health officer or designee. 
(8) Copies of food worker cards for all employed food service workers must be kept on file by the 
employer or kept by tile employee on his or her person and open for inspection at all times by 
authorized public health officials." 

WAC 246-217-035 (1) (5)(c) 
" ( 1) All initial cards are valid for two years from the date of issuance. 
(5) The card shall be approximately three inches by five inches in size and contain the following 
information: (c) Printed (or typed written) name and signature of the food setvice worker 
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WAC 246-215-03610
“Labeling—Food labels (FDA Food Code 3-602.11). (1) FOOD PACKAGED in a FOOD
ESTABLISHMENT must be labeled as specified in LAW, including chapters 69.04 and 15.130 RCW;
21 C.F.R. 101 - Food Labeling; and 9 C.F.R. 317 - Labeling, Marking Devices, and Containers. (2)
Label information must include: (a) The common name of the FOOD or, absent a common name, an
adequately descriptive identity statement; (b) If made from two or more ingredients, a list of
ingredients in descending order of predominance by weight, including a declaration of artificial color
or flavor and chemical preservatives, if contained in the FOOD; (c) An accurate declaration of the
quantity of contents; (d) The name and place of business of the manufacturer, packer, or distributor;
(e) The name of the FOOD source for each MAJOR FOOD ALLERGEN contained in the FOOD
unless the FOOD source is already part of the common or unusual name of the respective
ingredient; (3) Bulk FOOD that is available for CONSUMER self-dispensing must be prominently
labeled with the following information in plain view of the CONSUMER: (a) The manufacturer's or
processor's label that was provided with the FOOD; or (b) A card, sign, or other method of
notification that includes the information specified under subsection (2)(a), (b), and (f) of this
section.”

WAC 246-215-03300 “Preventing contamination by employees—Preventing contamination from
hands (FDA Food Code 3-301.11). (1) FOOD EMPLOYEES shall wash their hands as specified
under WAC 246-215-02305.”
WAC 246-215-03342 “Preventing contamination from equipment, utensils, and linens—Gloves, use
limitation (FDA Food Code 3-304.15). (1) If used, SINGLE-USE gloves must be used for only one
task such as working with READY-TO-EAT FOOD or with raw animal FOOD, used for no other
purpose, and discarded when damaged or soiled, or when interruptions occur in the operation.”

Storage and Labeling

In an observation on 12/12/2023 at 7:00 AM, the dry storage area of the kitchen was observed with
boxes of instant food thickener, foam plates, foam cups, and a box of large cans of pinto beans were
stored on the ground. There was dirt and debris observed on the floor between the racks and the
boxes on the floor of the dry storage. There was an open bag of walnut halves and pieces observed
to be open, loosing wrapped with plastic wrap with no date or label. In the corner of the dry storage
by the door, was a 50 pound bag of Quaker Oats oatmeal sitting on the ground.

In an observation on 12/12/2023 at 7:04 AM, the walk in refrigerator was observed to have half a
tomato wrapped in plastic wrap with no label or date. The tomato was noted to feel soggy and
squishy when touched. A large chunk of white cheese was wrapped in plastic wrap with no label or
date. Half an onion wrapped in plastic wrap with no date or label was sitting on a shelf. A cup of
yellow mustard was observed to have spilled onto the floor between the racks in the walk in
refrigerator, along with dirt and debris.

In an observation on 12/12/2023 at 7:06 AM, on the outside door of the walk in refrigerator, was a
temperature log with no month or year noted. Days 1 through 12, and 17 through 31 were blank with
no recorded temperatures. There was a second log, for the walk in Freezer, dated August with no
year, and the form was completely blank with no documented temperatures.

In an observation on 12/12/2023 at 7:08 AM, the walk in freezer was observed to have boxes of pork
sausage patties on the floor. The floor was noted to have dirt , frozen French fries, and debris
between the boxes and under the shelves.
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"Label'ng- Food labels (FDA Food Code 3-,602.11). (1) FOOD PACKAGED in a FOOD 
ESTABLI SHMENT must be labeled as specif1ied in l.AW, including chapters 69.04 and 15.1 30 RCW; 
21 C.F .R. 10 1 - Food Label ing; and 9 C.F .R. 317 - Labeling , Marking Devices, and Containers. (2) 
Label info rmation must include: (a) The common name of dhe FOOD or, absent a common name, an 
adequa· ely descriptive iidentity statement; (b) If made from two or more ingredients , a list of 
ingred·ents in descending order o predominance by weight, incll uding a declaration of arti kial colo r 
or fl avor and chemica l preservatives, if conta ined ·n the FOOD; (c) An accurate declarati on o th e 
quantity of contents; (d) The name and place of business of the manu acturer , p,acker, or distributo r; 
(e) llhe nam e of the FOOD source fo r each MAJOR FOOD ALLERGEN conta ined in ttle FOOD 
unless the FOOD sou rce is al ready part of the common or unusual nam e of the respecoive 
ingred·ent; (3) Bulk FOOD that is available fo r CONSUMER se lf-dispenS1ing must be prominently 
labeled with the fo llowing information in plain view of the CONSUMER: (a) The m.anufacoure r's or 
processor's label that was provided with dhe FOOD; or (b) A card , sign, or ottler method of 
notification that includes the information sped ied under subsectli on (2)(a), (b) , and (f) of this 
sec~i on. " 

WAC 246-215-03300 '"Preventing contamination by employees- Preven~ing contamination from 
hands ( DA Food Code 3-301.11). (1) FOOD EMPLOYEES shall wash the1ir hands as specifi.ed 
under WAC 246-215:..02305 ." 
WAC 246-215-03342 "Preventing contamination from equipment , uten sils , and linens-Gloves , use 
limitation (FDA Food Code 3-304 .15). (1) If used, SINGLJE-USE gloves must be used for only one 
task such as working w ith RIEADY-TO-EAT FOOD or with raw animal FOOD, used for no other 
purpose, and d·scarded when damaged or soi led , or when inte rruptions occur in the operatli on." 

Storage and Labe ling 

In an obsenvation on 12/12/2023 at 7:00 AM , the dry storage area of the kitchen was observed with 
boxes of instant food th ickener, fo am pllates, foam cups, and a box of large cans of pinto beans were 
stored on the ground. Thee was dirt and debris observed on the floor between the racks and the 
boxes on the fl oor o the dry storage. There was an open bag of wa lnut halves and pieces observed 
to be open, loosing wrapped with plastic wrap wittl no date or label . In the corner of the dry storage 
by the door, was a 50 pound bag of Quaker Oats oatmeal s·tting on the ground. 

In an obsenvation on 12/12/2023 at 7:04 AM , the walk in refoigerator was observed to have half a 
tomato wrapped in plastic wrap w·th no abel o date. The tomato was noted to feel soggy and 
squishy when touched . A large chunk of white cheese was wrapped in p lasbic wrap w ith no label or 
date . Half an on ion wrapped in plasbic wrap w ith no date or abel was sitting on a she lf_ A cup of 
yellow mustard was observed to have S:P illed onto dhe fl oor between the racks in the walk in 
refri gerato , along with dirt and debris. 

In an obsenvation on 12/1212023 at 7:06 AM , on ~he outside door of the walk in refrigerator , was a 
tempe ature log with no monttl or year noted . Days 1 through 12 , and 17 through 31 were blank with 
no recorded temperatu res. There was a second log , for the wa lk 1in Freezer, dated August w ith no 
year , and the fornm was comp letely blank w itlh no documented temperatures. 

In an observation on 12/12/2023 at 7:08 AM , the wallk in free zer was observed to have boxes of pork 
sausage patit!ies on the flo or . The fl oor was noted to have dirt , frozen French fri es, and debris 
between the boxes and under the shelves. 
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In an observation on 12/12/2023 at 7:12 AM, there was an open half gallon jug of orange juice, with
a manufacturers expiration date of 11/21/2023.

In an observation on 12/12/2023 at 12:15 PM, there were three full sized hams in a metal bowls
thawing above ready to eat bread. Above the hams, there were two full size roasts observed to be
thawing above ready to eat dessert cups.

In an interview on 12/12/2023 at 12:31 PM, Staff O, Culinary Services Director, stated the walk-in
refrigerator and freezer temperature logs were not being completed, but should have been. Staff O
stated the hams and roasts should not be thawing above ready to eat foods.

Hand Hygiene

In an observation on 12/12/2023 at 12:07 PM, Staff J, Cook, was observed to be plating food for the
lunch meal. Staff J was observed to grab a plate, reach into the container with meat loaf patties,
grab a meat loaf patty with his gloved hand and place it on the plate. It was noted there was a pair of
tongs sitting next to the container of cooked meat loaf patties. Staff J then walked away from the
plate, across the kitchen, grabbed a bag of bread, opened the bag and reached in with his gloved
hand that had just touched the meat loaf patty. Staff J then walked back to the plate, and placed the
bread onto the plate with the meat loaf patty. Staff J continued to plate meat loaf patties with his
gloved hands, and then walk over to the bread and grab slices of bread, and place on the plates,
then continue to grab more plates and place the meat loaf patties on the plates with the same gloved
hands. At 12:11 PM, Staff J was observed to change his gloves. He did not perform hand hygiene.
At 12:12 PM, Staff J was observed to continue to grab meat loaf patties and place them on plates for
residents with his gloved hands.

In an interview on 12/12/2023 at 12:36 PM, Staff O stated he observed Staff J grabbing food with his
gloved hands as well. Staff O stated Staff J should not be grabbing food with gloved hands and
should use the tongs provided. Staff O stated Staff J should have performed hand hygiene between
tasks and glove changes.

Food Handlers

Record review of Staff A’s, Executive Director, personnel file showed a hire date of 11/16/2020.
There was no food handlers card available for review for Staff A.

Record review of Staff H’s, Dietary Aide, personnel file showed a hire date of 07/07/2023. Review of
Staff H’s food handler card showed it expired on 12/02/2023.

Record review of Staff I’s, Caregiver, personnel file showed a hire date of 07/14/2020. Review of
Staff I’s food handler card showed it expired on 02/07/2023.
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In an obsenvation on 12/12J2023 at 7:12 AM , there was an op,en half gal lon jug o orange juice, with 
a manu acturers expi ation date of 11 /2112023 . 

In an obsenvation on 12/12/2023 at 12: 15 PM , there were three fu I sized hams in a metal bowls 
th awing above ready to eat bread. Above the hams, there were two ful l size roasts observed to be 
th awing above ready to eat dessert cups. 

In an interview on 12/1212023 at 12:31 PM , Staff 0 , Culinary Services Director, stated the walk-in 
refri gerato and freezer tempe allure logs were not be·ng completed, but should have been . Staff 0 
stated the hams and roasts should not be th awing above ready to eat foods. 

Hand Hyg iene 

In an obse,vation on 12/12/2023 at 12:07 PM , Staff J, Cook, was observed to be plating food fo r the 
lunch meal. Staff J was observed to gra a plate , reach ·nto the conta iner with meat loaf patties, 
grab a meat loaf patty V>li~h his gloved hand and place it on the plate . It was noted there was a pair of 
tongs sitting next to the container of cooked meat loaf patties. Staff J then wallked away from the 
plate, across the kitchen, grabbed a bag of bread, opened the bag and reached in vvith his gloved 
hand that had just touched the meat loaf patty . St:a J then walked back to the plate, and placed the 
bread on· o the plate with the meat oaf patty. Staff J conllinued to plat e meat loaf patlli es with his 
gloved hands, and then walk over to the bread and grab slices of bread , and place on the plat es, 
th en continue to grab more plates and place the meat loaf patties on the plates w ith the same gloved 
hands. At 12: 11 PM , Staff J was observed to change h·s gloves. He did not perform hand hygiene . 
At 12: 12 PM , Staff J was obsenved to continue · o grab meat loa patties and place them on plates fo r 
residents with hli s gloved hands. 

In an interview on 12/12/2023 at 12:36 PM , Staff O stated he observed Staff J grabbing food with his 
gloved hands as we ll. Staff O stated Staff J should not be grabbing food with gloved hands and 
should use the tongs provided. Staff O stated Staff J should have performed hand hygiene between 
tasks and glove changes. 

Food Handlers 

Record review of Staff A's , xecutive Director, personnel fille showed a hire date of 11/16/2020 . 
There was no food handlers card avail ab e for review fo r Staff A 

Record review of Staff H's, Dieta1ry Aide , personnel fi le showed a hire dat e of 07/07/2023:. Revi ew of 
Staff H's food handler card showed it expired on 12/02/2023:. 

Record review of Staff I's , Caregiver, personnel fi le showed a hire date of 07/14/2020. Review of 
Staff l 's food handler card showed it expi red on 02/07/2023 . 

PI antA ttestati on Statem ent 
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I hereby certify that I have reviewed this report and have taken or will tal<e active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMqR CS~¼.V~TY is or will be in compliance with this law and/ or regulation on 
{Date )s:2~61 ::> ~ . 

In addition, I will implement a -system to monitor and ensure continued compliance with 
this require rnent. 

l.CW 

WAC 388-78A-2630 Reporting abuse and neglect. 

(2) The assisted l'lving facility must prominently post so it is readily visible to staff, residents and 
visitors, the department's toll-free telephone number for reporting resident abuse and neglect. 

This requirement was not met as evidenced by: 

Based on observation and interview1 the facility failed to have the required state agency and state 
ombudsman's contact information posted within the facility for 81 of 91 residents, staff members, and 
visitors for review. This placed all B·l residents, visitors, and staff members at risk of not having the 
contact information to report to the Department of any abuse, neglect, or violation of the resident's 
rights. 

Findings included ... 

"RCW 70 .129.030 Notice of rights and se1vices-Admission of individuals. (b) A posting of names, 
addresses, and telephone numbers of the state survey and certification agency, the state licensure 
office, the state ombuds program, and the protection and advocacy systems; and (c) A statement 
that the resident may fife a complaint with the appropriate state licensing agency concerning alleged 
resident abuse, neglect, and misappropriation of resident property in the facility." 

In an observation on 12/'12/2023 at 5: 30 AM, of the lobby area of the facility showed there were no 
posted information about the Department's hotline phone number and ombudsman's contact 
information for review. 

In an observation on 12/12/2023 at 6:05 AM, general tour of the south side of the facility showed 
there were no posted information about the Department's hotline phone number and ombudsman1s 
contact information for review. 

In an observation on 121'12/2023 at 6:55 AM, general tour of the north side of the facility showed 
there were no posted information ab out the Department's botline phone number and ombudsman1s 
contact information for review. 

In an intetview on ·J 2/'I 2/2023 at 7: 14 AM, Staff 0, M edica!ion Technician, stated there were no 
posters of the Departments and the state ombudsman's contact information 

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



License#. ·1 ·111 Compliance Determination #33985 Statement of Deficiencies 
Plan of Correction GARDl::N COURTE ALZHEIMER COMMUNITY Comple1ion Date 
Page 16 of66 Licensee: Olympia Special Care LLC 01/1'1/2024 

posted within the facility for review that t11ey have seen. 

In an observation and inte,view on ·12/14/2023 at 5: 15 PM, Staff A, Executive Director, wall<ed on 
the north side of the facility and was unable to show tl1e Oepartrnent the ombudsman's and the 
Departments contact information for the residents, public, and visitors to access for review. Staff A 
stated the information was posted in the employee breal<rooms and not ·,n the hallways of tf,e facility 

Plan/Attestation Statement 
I hereby certify that I have reviewed this repoIt and have taken or will take active 
measures to correct this deficiency. By taking this action, GAR□Ef\J COURTE ALZHE;-fk.9pj~tu~IT'( is or will be in compliance with this law and I or regulation on 
{Date) ' _ -1-~_L_~'l. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

Date 

RCW 70.129.070 Examination of survey or inspection results -- Contact with cUent advocates. 
A resident has the right to: 
(1) Examine the results of the most recent swvey or inspection of the facility conducted by federal or 
state surveyors or inspectors and plans of correction in effect with respect to the facility. A notice 
that the results are available must be publicly posted with the facility's state license, and the results 
must be made available for examination by the facility in a place readily accessible to residents; and 

This requirement was not met as evidenced by: 

Based on obsetvation, interview, and record review, the facility failed to have the most recent swvey 
or inspection results publicly posted and easily available for 1 of 1 inspection binders. This failure 
resulted iii all residents and visitors being without access to and being uninformed of the facility's 
inspections results. 

Findings included ... 

In an observation on 12/12/2023 at 5:30 AM, just inside the entrance of the facility in the lobby there 
were no pasted signs for the public and visitors to know where to view the inspection binder. Inside 
the top drawer of the table near the south side doors underneath papers and pamphlets was a 
binder that was titled ttsuNey binder". Inside the binder was tt1e last inspection dated 05/28/20·19. 
The binder did not have any cornplaint inspections that resulted in citations available to review. 
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Record review of the Department records showed the facilitl/ had received numerous citations and 
inspection repotts since the last annual full inspection on 05/28/20'19. 

In an interview on 12/13/2023 at B: ·13 AM, Staff A, Executive Director, stated there was no posted 
sign to indicate where the inspection binder was located for the residents, visitors, and public to 
view. Staff A state if anyone wanted to review the inspection binder content they were to as!<. Staff A 
stated they were responsible to update the inspection binder with all inspections. 

Plan/Attestation Statement 
l hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking· this action, GARDEN COURTE 
ALZH~\d~{MUNlTY is or will be in compliance with this law and/ or regulation on 
(Date) d.J::_I . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2466 Background checks Washington state name and date of birth 
background check Valid for two years National fingerprint background check Valid 
indefinitely. 
(1) A Washington state name and date of bir_th background r::heck is valid for two years from the 
initial date it is conducted. The assisted living facility must ensure: 

(a) A new DSHS bacl<ground authorization form is submitted to the department's background check 
central unit every two years for all administrators, caregivers, staff persons, volunteers and students; 
and 

This requirement was not met as evidenced by: 

Based on interview and record review, the facility failed to ensure 3 of 4 sampled staff (Staff A, Staff 
I, and Staff J) had submitted a new \1\/ashington State (WA) name and date of birth background 
check evety two years. This failure placed 81 of 81 reSidents at risk for being cared for by a staff 
member with a potentially disqualifying histoty. 

Findings inr::luded ... 

Record review of the facility's policy, "background checks", undated, showed "to safeguard all 
resident in our community each employee will have a completed background check in accordance 
vvith state regulations." 

Record review of the facility's provided undated and untitled document with a list of 
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employees showed Staff A, Executive Director, was hired at the facility on 11/07/2020 and first day 
of employment was on 11/16/2020. 

Record review of Staff A's WA state name and date of birth background check upon hire was dated 
1'1110/2020, that expired on 11/10/2022. 

Record review of Staff A's most updated 'vVA state name and date of birth background check was 
dated O 1/24/2023. The background check was completed 75 days after the prior bacl<graund check 
expired. 

Record review of the facility's provided undated and untitled document with a list of employees 
showed Staft I, Caregiver, was hired at the facility on 07/'14/2020. 

Record review of Staff l's WA state name and date of birth background ched{ upon hire was dated 
06/25/2020, that expired an 06/25/2022. 

Record review of Staff l's most updated WA state name and date of birtf1 background check was 
dated 01/23/2023. The background check was completed 213 days after the prior background check 
expired. 

Record review of the facility's provided undated and untitled document with a list of employees 
showed Staff J, Cool<, ·was hired at the facility on 05/04/2021. 

Record review of Staff J's WA state narne and date of birth background check upon hire was dated 
05/30/2021 that expired on 05/30/2023. 

Record review of Staff J's most updated WA state name and date of birth background check was 
dated 06/15/2023. Tf1e background check was completed ·t 6 days after the prior background checl< 
expired. 

In an interview on 121'14/2023 at 3:27 PM, Staff R, Human Resources Assistant, stated they audit 
the bacl<graund checks and ensure that all employees have a WA state name and date of birth 
background check completed every two years. 

PlanJAttestation Statement 
I hBreby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZH~IJ~\E~q~tuNITY is or will be in compliance with this law and/ or regulation on 
(Date)~...2tczLl . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement 
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WAC 388-78A-24701 Background checks Employment Nondisqualifying information.

(1) If the background check results show that an employee or prospective employee has a criminal
conviction or pending charge for a crime that is not a disqualifying crime under chapter 388-113
WAC, then the assisted living facility must determine whether the person has the character,
competence and suitability to work with vulnerable adults in long-term care.

This requirement was not met as evidenced by:

Based on interview and record review the facility failed to complete a character, competence, and
suitability for 5 of 5 staff members (Staff A, Staff I, Staff J, Staff F, and Staff D) before they were
determined they were cleared to work with vulnerable adults. This placed 81 of 81 residents at risk
for potentially being cared for by an unauthorized staff member.

Findings included...

“WAC 388-113-0060 How and when must a character, competence, and suitability [CCS]
determination be conducted by the department or an authorized entity? (1) The department or an
authorized entity must conduct a character, competence, and suitability determination of an
employee, prospective employee, or other individual who is required to undergo a background check
when the applicant has received a "review required" result as defined in WAC 388-113-0101(b). (3)
If an applicant is required to have a character, competence, and suitability determination under this
section, the applicant may not have unsupervised access to minors or vulnerable adults unless the
character, competence, and suitability determination has: (a) Been completed and documented in
writing. applicant may have unsupervised access to minors or vulnerable adults.”

Record review of the facility’s policy, “background checks”, undated, showed “to safeguard all
resident in our community each employee will have a completed background check in accordance
with state regulations.”

Record review of the facility’s provided undated and untitled document with a list of employees
showed Staff I, Caregiver, was hired and started employment at the facility on 07/14/2020. Record
review of Staff I’s 2 year WA state name and date of birth background check was dated
01/23/2023.

Record review of Staff I’s CCS showed it was reviewed, completed, and signed on 02/02/2023. That
was 10 days after results were released to the facility.

Record review of the facility’s provided undated and untitled document with a list of employees
showed Staff J, Cook, was hired at the facility on 04/30/2021 and first day of employment on
05/04/2021.

Record review of Staff J’s 2 year WA state name and date of birth background check was dated
06/15/2023.

Record review of Staff J’s CCS showed it was reviewed, completed, and signed on 09/23/2023. That
was 106 days after results were released to the facility.
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WAC 388-78A-247011 Baclkground checks Emplo:ym1ent INondis,q1ualiifyii1ng info1rm1atio·n. 

(1) If the background check resul'ts show that an emp oyee or prosp,ectiv e employee has a cr·minal 
conV1iction or pending charge for a crime 1:hat is not a d. squalifyii ng crime under chapter 388-1 13 
WAC, then 1:he assisted living aci lity must determ ine wl7etlher th e person has the character, 
competence and suitab il ity · o work with vulnerable adull:s in llong-term care. 

Thiis requirement was 1not mi et as evide1nced by: 

Based on interV1iew and record review the fa cil ity fa iled to complete a character , competence , and 
su itab i I ity fo r 5 of 5 staff members ( Staff A , Staff I , Staff J , Staff IF , and Staff ID) before they we re 
determined they were cleared to work w ith v ulnerable adults. This p,laced 81 of 81 residents at risk 
fo r poten· ially be ing cared for by an unaudhori zed staff member. 

F"ndings included ... 

"WAC 388-11 3-0060 How and when must a character, competence , and su itability [CCS] 
determination be conducted by the department or an authorized entity? ( 1) Th e depa1rtm,ent or an 
authorized enl:ity must conduct a character, competence, and su itability del:enminatJion of an 
employee , prospectiive employee , or odher individua l w o is required to undergo a backgrnund check 
when the applicant has received a "review required" result as defined in WAC 388-1 13-0101 (b). (3) 
If an applicant is requi red to have a character, competence , and suitabi lity determination under th is 
sectlion , the applicant may not have unsupervised access to minors or vulnerable adults unless tlhe 
character , competence , and suitab ility determination has: (a) Been completed and documented in 
'I.Nriting. applicant may have unsupervised access l:o minors or vulnerable adults ." 

Record review of the facility's pol icy , ~background checks", undated, showed ~to safeguard al l 
resident in our community ea ch employee w ill have a completed background check in accordance 
W'idh state regulatlions .D 

Record review of the facility's provided undated and untitled document with a list of employees 
showed Staff , Careg iver , was hired and started employment at the · aci l1ity on 07/14/2020. Record 
review of Staff I's 2 year WA state name and date of birth background check waIs dated 
01123/2023. 

Record review of Staff l's CCS showed ·t was reviewed, completed, and S!igned on 02/02/2023 . That 
was 1 0 days after results were released to dhe fa cility. 

Record review of the facility's provided undated and untitl ed document with a list of emp oyees 
showed Staff J, Cook, was hired at bhe fa ci lity on 04/30/2021 and fi st day of emplloyment on 
05/04/202 1 . 

Record review of Staff J's 2 year WA state name and date of b irth background check was dated 
06/15/2023. 

Record review of Staff J's CCS showed it was reviewed , completed , and signed on 091/23/2023:. That 
was 106 days after results were released to the facility. 
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Record review of the facility's provided undated and untitled document with a list of employees 
showed Staff A, Executive Director, was hired at the facility on 11/07/2020 and first day of 
employrnent on 11/16/2020. 

-Record review of Staff A's every 2 year WA state name and date of birth background check was 
dated 01/24/2023. 

Record review of Staff A's CCS showed it was reviewed, completed, and signed on 02/02/2023. 
That was 9 days after results were released to the facility. 

Record review of the facility's provided undated and untitled document with a list of employees 
showed Staff F, Medication Technician, was hired at the facility on 05/29/2023 and first day of 
employment on 06/02/2023. 

Record review of Staff F's every WA state name and date of birth background checl< was dated 
05/25/2023. 

Record review of Staff F's GCS showed it was reviewed., completed, and signed on0 6/08/2023. That 
was 8 days after results were released to the facility. 

Record review of the facility's provided undated and untitled document with a list of employees 
showed Staff D, Medication Technician, was hired at the facility on 04/12/2022 and first day of 
employment on 04/'17/2022. 

Record review of Staff F's WA state name and date of birth fingerprint background check was dated 
04/'I 312023. 

Record review of Staff D's CCS showed it was reviewed, completed, and signed an 04/12/2022. 
There was no updated CCS that was completed for the chargers that were resulted on the WA state 
name and date of birth fingerprint background check dated 04/13/2023 for review. 

In an interview on ·J 2/14/2023 at 3:27 PM, Staff R, Human Resources Assistant, stated they fill out a 
CCS form and meet with the employee to discuss and review the results of tf1e background check 
and ensure they were approved to be employed at the facility. Staff R stated they complete a CCS 
for any new background check that was completed. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By tal<lng this action, GARDEN COURTE 
ALZHElj'J.!{JlS~Uf\JITY is or will be in compliance witl1 this law and/ or regulation on 
{Date).dJ_ U-. 
In addition, I will implement a system to monitor and ensure continued cornpliance with 
this requirement. 
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WAC 388-78A-2484 Tuberculosis Two step skin testing. Unless the staff person meets the 
requirement for having no skin testing or only one test, the assisted living facility choosing 
to do skin testing, must ensure that each staff person has the following two-step skin testing: 

(1) An initial skin test within three days of employment; and 

(2) A second test done one to three weeks after the first test. 

This requirement was not met as evidenced by: 

Based on record review and interview, the Assisted Living Facility (ALF) failed to develop and 
implement a system to ensure 4 of 7 sampled staff members (Staff A, Staff F, Staff G, and Staff l) 
were screened for tuberculosis (TB, a communicable disease} with the required two set skin testing. 
This failure placed all 81 of 81 residents and staff at risl< of TB infection. 

Findings included ... 

Record review of the Centers for Disease Control and Prevention web site article titled, "TB 
Screening and Testing of Health Care Personnel", dated 08/30/2022, under the section, ~baseline 
testing: Two-step testing", showed "if the M antoux tuberculin sl<in test (TST) is used ta test health 
care personnel upon hire {preplacement), two-step testing should be used. This is because some 
people \Nith latent TB infection have a negative reaction when tested years after be[ng infected. The 
first TST may stimulate or boost a reaction. Positive reactions to subsequent TSTs could be 
misinterpreted as a recent infection". The second TST test was to be administered one to three 
weeks after the first test. 

Record review of a Dear Provider Letter, titled, "Reinstatement of tuberculosis testing requirements 
July 1, 2022/' dated 05/17/2022 and amended on 05/26/2022, stated "Currently, tuberculosis (TB) 
testing requirements are suspended by the Department of Sodal and Health Services user VVSR 22-
07-0041 which will expire July 1, 2022. To be prepared to meet the TB testing requirements on July 
·1, 2022, RCS (Residential: Care Services} encourages all facilities and providers ta immediately 
begin staff test[ng. This will allow time to meet the requirements once the emergency rules have 
expired and the permanent rules are reimplemented. The following rules will be reimplemented on 
July 1, 2022: For ALF (Assisted Living Facility}- WA Cs 38B-78A-2484, -2480(1 ), and 2485('1 )." 

Record review of the facility's policy, ttTB testingN, undated, showed all staff must have a baseline 
two-step skin test initiated within three days of being hired unless the staff person has a documented 
history of a negative results from a previous two-step or there was a documented negative result 
from a one-step sl<in testing in the previous twelve months. The skin tests must.be given no less 
than one or no more than three weeks apart and read between forty-eight and seventy-two hours 
fallowing administration. 

Record review of Staff A's, Executive Director, personnel file showed they were hired at the 
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facility on 11/07/2020. 

Record review of Staff A's, "Employee Tuberculosis Screening", dated 0'1/22/202·1, showed Staff A 
received their first step on O'l/22/202'1. Staff A's second step skin test was completed on 02/10/2023. 
The second step was read on Of)/13/2021. The second step skin test was read more than 72 hours 
when the first step was administered to Staff A. 

Record review of Staff F's, Medication Technician, employee file showed they were hired at the 
facility on 05/29/2023. 

Record review of Staff F's employee file showed Staff F was administered their first TB skin test on 
08/'I 2/2023. The first step was administered 72 days after the required time. Staff F's second step 
skin test was administered on 09/04/2023. The second step skin test was completed more than 3 
weel<S after the first skin test administration. 

Record review of Staff G1's, Caregiver, employee file showed they were hired at the facility on 
09/01/2023. 

Record review of Staff G's employee file showed Staff G was administered their first TB skin test on 
04/07/2022. There was no second step administration record for Staff G for review. There were no 
prior TB skin testing results in Staff G's employee file for review that would exempt Staff G received 
a two-step TB skin test. 

Record review of Staff l's, Caregiver, employee file showed they were hired at the facility on 
07 /'14/2020. 

Record review of Staff l's employee file showed Staff I was administered their first TB skin test on 
07/'14/2020. Staff l's second step skin test·was administered on 08/08/2020. The second step skln 
test was completed more than 3 weeks after the first sl~in test administration. 

In an interview on O 1/08/2023 at 12: 27 PM, Staff A, Executive Director, stated the nurses of the 
facility were responsible to administer employees TB testing as required. Staff A stated the licensed 
nurses keep track when the tests were to be read and when the second step was to be 
adrninistere d. 

Plan/Attestation State1nent 
I hereby certify !hat I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZH~~R ~l~YTY is or will be in cornpliance with tf1is law and/ or regulation on 
(Date) '.-{~ . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 
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WAC 388-78A-3090 Maintenance and housekeeping.

(1) The assisted living facility must:

(a) Provide a safe, sanitary and well-maintained environment for residents;

(b) Keep exterior grounds, assisted living facility structure, and component parts safe, sanitary and in
good repair;

This requirement was not met as evidenced by:

Based on observation interviews , and record review, the facility failed to ensure the facility was
maintained in a safe, sanitary, and in good repair for 1 of 1 facility reviewed. These failures placed
81 of 81 residents at risk for a diminished quality of life due to unsafe, unsanitary, and unmaintained
living conditions for all residents.

Findings included…

Review of the facility policy, titled, “Safe Storage and Handling of Supplies and Equipment”, undated,
showed the facility would ensure that all supplies and equipment, dirty and clean, were handled and
stored in a safe manner, protecting residents from exposure and risk.

In an observation on 12/12/2023 at 6:01 AM, on the floor by the south dining room double doors and
the main door to the south side of the facility was a here was a 12-inch-long dried sticky substance.

In an observation on 12/12/2023 at 6:26 AM, on the north side of the facility inside the bathroom
NB4 had multiple white particles scattered all over the floor. There was brown substance on the toilet
seat and inside the white toilet bowl. The floor had a sticky substance that made your shoe’s make a
tacky noise when walked on the floor.

In an observation on 12/12/2023 at 6:27 AM, the fire extinguisher box outside room N30 (accessible
to residents) had a cracked plastic covering exposing sharp edges.

In an observation 12/12/2023 at 6:30 AM, on the north side of the facility inside the bathroom NB5
was a white shower bench inside the shower stall. There were brown smears and stains in the
middle of the white shower bench seat., that resembled feces.

In an observation and interview on 12/12/2023 at 6:45 AM, in the north side dining room closest to
the kitchen under the resident dining tables was a panel of the ceiling tile was missing. There was a
hole in the ceiling’s drywall. The drywall was noted to be a darker color black and had dried dark
lines that resembled water lines. Underneath
the hole was a white blanket with a beige trash can with an empty trash bag. Staff Q, Medication
Technician, stated the ceiling has been leaking for a while. Staff Q stated when it rained the water
would drip onto the ground. Staff Q stated that is why the white blanket and the trash can was under
the hole to help contain the water that dripped. There were three dining room tables that were placed
around the trash can. Staff Q stated the residents sat at the tables for meals.

In an interview on 12/13/2023 at 3:13 PM, Staff L, Maintenance Supervisor, stated the facility was
aware of the hole in the north unit dining room ceiling and that they had
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WAC 388-78A-30901 Maintenance a1nd housekeeping. 

(1) Tlhe assisted living facility must: 

(a) Provide a safe , sanitary and we lll-mainta ined envi ronment for residents; 

(lb) Keep exterfor grounds, assisted living faci lity structure , and component parts safe, sanitary and in 
good repair; 

Thiis require:rn ent was 1not m1 et as evid,ejnced by: 

Based on observation interviiews , and record review, the facility fa iled to ensure the fa ci ity was 
maintained in a safe, sanitary , and in good repair fo r 1 of 1 fa ci lity reviewed. These failures placed 
81 of 81 residents at 1isk fo r a diminished quality of life due to unsafe, unsanitary , and unmaintained 
living conditi ons for a I residents. 

F"ndings included .. . 

Review of the faci l ity po licy, titl ed , ~Safe Storage and Handling of Supplies and Equipmen , undated, 
showed the facil ity would ensure that all su1ppl ies and equipment , dirty and clean, were handled and 
stored in a safe manner, protecting residents from exposure and ri sk. 

In an obsenvation on 12/12/2023 at '6:01 AM , on ~he floo r by the south dining room double doors and 
th e main door to the south s1ide of ~he facility was a here was a 12-inch-long dri ed sti cky substance. 

In an obsenvation on 12/12:/2023 at '6: 26 AM , on ~he north side of the facility inside dhe bathroom 
NB4 had mum pie white particles scattered al l over the loor. There was brown substance on the to ile· 
seat and inside the white toilet bowl . The floor had a sf cky substance that made your shoe's make a 
tacky noise when walked on the fl oor. 

In an obsenvation on 12/12/2023 at '6:27 AM , the fire extinguisher box outside room N30 (accessible 
to residents ) had a cracked plasoic covering exp,osing sharp edges. 

In an obsenvation 12/12/2023 at 6:30 AM , on the north side of tlle fa ci lity inside the bathroom INB5 
was a wh ite shower bench inside the shower stall. There were brown smears and sta ins in tl7e 
middle of the vvhite shower bench seat. , that resembled feces . 

In an obsenvation and interview on 12/12/2023 at 6:45 AM, in the north side dining room closest to 
th e kitchen under the resident din·ng tables was a panel of tl7e cei ling tile was missing. There was a 
hole in tl7e ce iling's drywall. The dry,.,va ll was noted to be a darker color black and had dried dark 
lines that resembled water lines. Underneath 
the 170 e was a w hite blanket with a beige trash can w,~h an empty trash bag. Staff Q , Medication 
Tecnn·cian, stated the ce iling has been leaking for a while. Staff Q stated when it rained tl7e water 
would drip onto the ground . Staff Q stated that is wl7y the wh ite blanket and the trash can was under 
th e 170 e to hep contain the water that dripped . There were three dining room tables that were placed 
around the trash can . Staff Q stated the residents sat at the tables fo r meals. 

In an inteNiew on 12/13/2023 at 3: 13 PM , Staff IL, Maintenance Supervisor, stated the · aci lity was 
awa e of t17e hole in the north unit dining room ceiling and that they had 
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contacted the roofing company. Staff L stated there was a bud,et under the hole in the ceiling 
because due to water leaking through the hale. 

Garbage 

In an observation on 12/'I 2/2023 at 7:57 AM, on the wooden ramp by the dumpster outside behind 
the facility, were two tied up bags of trash. There were multiple blue disposable gloves on the ground 
and other various items on the ground around the dumpster. The dumpster lid was open and there 
were multiple bags of trash that were overflowing out of the dumpster. 

In an observation on 12/12/2023 at 8:02 Atvl, in the back hallway of the facility was a blue round 
trash can. Inside the trash can were disposed surgical masks and blue disposable gloves tf1at were 
inside out. There was no trash can liner inside the trash can. 

In an intetview on 12/1212023 at 9:52 AM, Staff l<, Maintenance Assistant, stated the facility's 
dumpster was emptied by the trash company every Monday and Friday. Staff K stated due to cars 
that were parked by the dumpster the trash company was unable to empty the dumpster on Monday 
12/11/2023. 

In an interview and observation on ·12/13/2023 at 3: 13 PM, there was trash and debris observed 
outside the back door of the facility leading to the garbage dumpster. In the dumpster area, there 
was a broken toilet againstthe wall, a broken mini fridge, numerous cans of paint\l\~th substances 
inside, and other various trash and debris. Tf1ere was an empty propane tan!< sitting against the half 
wall by the dumpster, on the other side of the wall was the facility staff smoking area. There was 
building siding material and other debris around the garb age dumpster. Staff L, Maintenance 
Supervisor, stated he was unsure how long the paint had been sitting by the dumpster, but stated it 
had been awhile. Staff L stated the broken toilet, mini fridge, and empty propane tank had been 
sitting by the dumpster for about 2 to 3 months. 

PI an/A ttes tati on Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER COll'},_MUNITY is or will be in compliance with this law and I or regulation on 
(Date)=1~c"':::, ;)\:\_. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement 

WAC 388-78A-2400 Protection of resident records. The assisted living facility must: 

(1) Maintain a systematic and secure method of identifying and filing resident records for easy 
access; 
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(2) Maintain resident records and preserve their confidentiality in accordance vvith applicable state 
and federal statutes and rules, including chapters 70.02 and 70:129 RCW; 

This requirement was not met as evidenced by: 

Based on observation, interview, and record review, the facility failed to ensure confidentiality of 
resident records, maintain records for easy access, and provide the department with access to 
resident records for 2 of 2 units reviewed (North and South Units). These failures placed 81 of 8 ·1 
residents at risk for exposure of confidential records and resulted in delays of information to 
authorized representatives of the Department. 

Findings included ... 

In an observation on 12/12/2023 at 5:35 AM, there were a stack of papers on a table in the hallway 
accessible to air by the medication room on the south wing of the building. The paper was titled, "6 
Way Run Sheer', and contained information about all 41 residents residing on the South side of the 
facility. The information included residents first and last names, toileting status such as "I wear a pull 
up- toilet before/after meals", bed alarm status, fall matt status, caregiver gender preferences, room 
numbers, and various otf1er resident care needs. There were multiple copies of the tonn on the 
table. 

In an observation on 12/14/2023 at 12:46 PM, the medication cart in the North dining room was 
parked with the laptop open to resident information. Resident 15's information was open on the 
screen. Staff D, Medication Technician, was observed across the dining room with their back to the 
cart providing a resident with medication. Staff D returned to the medication cart, and clicl<ed on a 
new resident on the screen of the computer. At 12:47 PM, Staff D was observed to walk to the 
middle of the dining room; with their back to the cart, to provide a resident with medications. The 
computer screen remained open and visible to 'Resident 16 information. Throughout the observation 
residents were noted walking into the dining room to be seated, walkfng past the open computer 
screen on the medication cart. 

In an interview on 01/11/2024 at 11 :06 AM, Staff A, Executive Director, stated if the medication 
technician walks away from the medication cart computer, they 1Nere to secure it so no resident 
identified information was visible. 

Plan/Attestation Statement 
I hereb\' certify that I have revievved this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIM~~ COMMt~$TY is or will be in compliance with this law and I or regulation on 
(Date )_d-1-'~ l,\ 
In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 
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WAC 388-78A-2610 Infection control. 

(1) The assisted living facility must institute appropriate infection control practices in the assisted 
living facility to prevent and limit the spread of infections. 

(2) The assisted living fadlity must: 

(d) Provide all resident care and services according to current acceptable standards for infection 
control; 

This requirement was not met as evidenced by: 

Based on observation, interviews, and record review, the facility failed to implement infection control 
practices by staff not performing hand hygiene and dragging soiled linen and trash bags on the 
ground through the facility for 3 of 3 areas (north unit, south unit, and kitchen) reviewed. These 
failures placed 81 of 8·1 residents at risl< for cross contamination and infection when care and 
services were provided and when food was prepared by the facility staff. 

Findings included ... 

Record review of the facility1s policy, ~Handwashing\ undated, showed "the purpose of good 
handwashing is to be the front-line protection of spread of infections. Handwashing is the single 
most important measure for preventing the spread of infection and disease. All staff will be 
responsible for carrying out the hand washing policy." Staff were to wash their hands after handling 
soiled laundry or items with body fluids and housekeeping tasks, before handling medication, before 
and after hel'ping residents with personal care tasl<s of daily living, before handling of any food, 
wt1enever a person changes from a doing a "dirty" task to a "clean" task 1 and whenever hands are 
obviously soiled. «The use of gloves does notr-eplace hand washing." 

Record review of the Centers of Disease Contrnl and Prevention (CDC) web site attide titled, "hand 
hygiene in healthcare settings", dated 01/30/2020, showed "the Core Infection Prevention and 
Control Practices for Safe Care Delivery in All Healthcare Settings recommendations of the 
Healthcare Infection Control Practices Advisory Committee {HICPAC} include the following strong 
recommendations for hand hygiene in healthcare settings. Healthcare personnel should use an 
alcohol-based hand rub or wash with soap and water for the following clinical indications: 
Immediately before touching a patient Before performing an aseptic task (e.g.; placing an indwelling 
device) or handling invasive medical devices, before moving from work on a soiled body site to a 
clean body site on the same patient, after touching a patient or tt1e patient's immediate environment, 
after contact with blood, body fluids, or contaminated surfaces lrnmediately after glove removal. 
Health care facilities should require healthcare personnel to perforrn hand hygiene in accordance 
with CDC recommendations. Ensure that healthcare personnel perform hand hygiene with soap and 
water when hands are visibly soiled. Ensure that supplies necessary 
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for adherence to hand hygiene are readily accessible in all areas where patient care is being
delivered. Unless hands are visibly soiled, an alcohol-based hand rub is preferred over soap and
water in most clinical situations due to evidence of better compliance compared to soap and water.
Hand rubs are generally less irritating to hands and, in the absence of a sink, are an effective
method of cleaning hands.”

In an observation and interview on 12/12/2023 at 5:37 AM, in the south side medication and charting
room, Staff F, Medication Technician, reviewed the medication administration record (MAR) on the
computer. Staff F went to the medication cart and pulled Resident 2’s medication levothyroxine (a
prescribed medication to help replace the thyroid hormone) bubble pack. Staff F popped the
medication out of the bubble pack into the medication cup. Staff F crushed the pill and mixed with
chocolate pudding. Staff was not observed to wash her hands or use hand sanitizer. Staff F walked
to R2’s apartment room. Staff F pulled their keys out and unlocked R2’s bedroom door. Staff F
administered R2 the mixed medication with pudding. Staff F left R2’s room and returned to the
medication/charting room. Staff F signed out the medication on the computer on R2’s MAR. Staff F
then pulled up Resident 3’s MAR. Staff F returned to the medication cart and pulled R3’s bubble
pack and popped the medication into the medication cup. Staff F then closed the medication/charting
room left to go to R3’s room. Staff F was not observed to wash their hands or use hand sanitizer
prior to popping R3’s medication out into the medication cup or before leaving the
medication/charting room. Staff F entered R3’s room. R3 was lying in bed and noted to be sleeping.
Staff F touched R3’s arm and attempted to wake R3 up to take their medications. R3 did not want to
take the medication. Staff F left R3’s room and returned to the medication/charting room and used
the computer to sign out the medication they administered. Staff F stated they were to wash their
hands with any change in task. Staff F stated they used the hand sanitizer that was on top of the
medication cart. Staff F did not have any hand sanitizer with them or observed to use the hand
sanitizer that was on the medication cart that Staff F picked up and showed.

In an observation on 12/12/2023 at 6:31 AM, just outside of the north side dining room, there was a
door with a keypad. A dietary staff member was in the dining room passing out clean utensils out on
the table with blue disposable gloves on each hand. The unknown staff member came over to the
door and typed in the code to the keypad with their gloved hand. The staff member then left and
returned to pass out the clean utensils with the same gloves without changing them or washing their
hands after touching the keypad.

In an observation and interview on 12/12/2023 at 6:21 AM, Staff X, Caregiver, was observed to exit
a resident room on the north side hallway with a clear bag of soiled clothing items. Staff X walked
down the hallway into the medication room and leaned against the door frame while still holding the
bag of soiled clothing in her hands. Staff X then walked over to the table outside of the medication
room, and began flipping through the shower book, while the bag of soiled clothing remained in her
hands. Staff X was then observed to walk down the hallway, running her hands along the railing in
the hallway, with the bag of soiled items in her hands. Staff X was observed to pick something up off
the floor and dispose of it in a nearby trashcan. Staff X then reached into her pocket, removed the
key to open the door to the closet where Staff X dropped off the bag of soiled clothing. Staff X then
left the room and continued to walk down the hallway. Staff X was not observed to perform hand
hygiene at any point since exiting the resident’s room with the soiled items and after dropping off the
soiled items. Staff X was asked when they should do hand hygiene, and they stated before and after
each task. Staff X stated they had hand sanitizer they could use or they could wash their hands in
the bathroom.
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fo r adher ence to hand hyg iene are read illy accessible in all areas V\lhere patient care 1is being 
delivered . Unless hainds are v isibly soi led , an alcohol-based hand rub is preferred over soap and 
wat er in most d inica l situations due l:o evidence of better compl iance compared to soap and wal:e r. 
Hand rubs are generally less irr1tati ng1 l:o hands and , in the absence of a sink, are an effective 
method of d eaning hands." 

In an observation and interview on 12/12/2023 at 5: 37 AM, in the south side medication and charting 
room, Staff F , Medication Technician, reviewed the medication administral:ion record (MAR) on the 
computer. Staff F went to the medication cart and pul led Resident 2's med·catiion levothyroxine (a 
prescri bed medicalJion to help rep ace dhe thyroid hormone) bubble pack. Staff F popped the 
medication out oHhe bubble pa clk inl:o the medica ion cup . Staff F crushed ohe pil l and m ixed 'INil:h 
choco late pudding. Sl:aff was not observed to wash her hands or use hand sanitizer. Staff F walked 
to R2's apartment room. Staff F pu led fueir keys out and unlocked R2's bedroom door. Staff F 
administered R2 dhe mixed medica~ion w ith pudding_ Staff F left IR2's room and returned to the 
medication/charting room. Staff F signed out fue medication on the computer on R2 's MAR. Staff F 
th en pulled up Resident 3's MAR. Staff F returned to th e medicaoion cart and pul led R3 's bubble 
pack and popped the medication into fue med· cation cup, . Sl:aff F then closed the medication/charting 
room left: to go l:o R3 's room. Staff F was not observed to wash thei r hands or use hand san·ti zer 
prior to popping R3 's medication out into the medication cup, o befo re leaving the 
medication/charting room. Staff F entered R3 's room. R3 was lying in bed and nol:ed to be sleeping1. 
Staff F touched R3 's anm an attempted to wake IR3 up, to take thei r medications. R3 did not want to 
take dh e medication. Staff F left R3's room and returned to the medication/charting room and used 
th e computer to sign out the m edication fuey administered . Staff F stated they were to wash their 
hands 'INitlh any change in task. Staff IF stated they used the hand saniti zer that was on top of the 
medication cart . Staff IF did not have any hand sanit izer widh th em or observed to use the hand 
sani~izer that was on dhe medication cart Uhat Staff F picked up and showed . 

In an observation on 12/12)2023 at 16: 31 AM , just outside of the nordh side dining room, there was a 
door w ith a keypad . A dietary staff member was in the dining room passing out clean utensils out on 
th e table with blue disposable gloves on each hand. The unknown staff member came over to the 
door and typed 1in the code to the keypad with their glove hand. The staff m ember then left and 
returned to pass. out the clean utensils widh the same gloves wifuout changing them or wash ing the ill' 
hands aftell' touching 1:he keypad. 

In an observation and interview on 12/12/2023 at 6: 21 AM, Staff X, Caregiver, was observed to exit 
a resident rnom on the north side hallway with a c ear ba1g of soiled clothing items. Staff X walked 
down the hal lway into the medication room and lleaned against the door frame whi le still holding dhe 
bag of soi led clol:hing 1i n her hands. Staff X dhen wa lked over l:o the table outside o the medicaoion 
room, and began flipping through the shower book, vv11·1e the bag of soi led clothing rem ained in her 
hands. Staff X was then observed to walk down the hallway, runn ing her hands along the rn il ing in 
the ha lway, w ith the bag of soi led items in her hands. Staff X was observed to pick something up off 
the floo r and dispose of it in a nearby trashcan . Staff X then reached into her pocket, removed the 
key to open dhe door to the closet where Staff X dropped off the bag of so iled clodh ing _ Staff X fuen 
left the room and con~inued to wa k down the hal lway. Staff X was not observed to perfonm hand 
hyg iene at any point since exiting the resident' s room wifu the so iled items and after dropping off the 
soiled items. Staff X was asked V\lhen they should do hand hyg1iene, and they stal:ed before and after 
each l:ask. Staff X stated they had hand sanil:izer dhey could use or Uhey could wash dh eir hands in 
the ba· h room. 
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In an observation and intetview on ·12113/2023 at 9:49 AM, Staff M, Caregiver, was observed 
dragging a large dear bag of soiled laundry on the floor down the north side hallway. Staff M was 
obse1ved to drag, on the carpeted floor, the lar9e bag of soiled laundty down the length of the 
hallway and around the corner into the locked room for soiled items. Staff M was obse1ved to 
dispose of the items into the room, turn around and begin walking down the hallway. Staff M did not 
perform hand fiygiene. VvJ1en asked about handling soiled laund1y and hand hygiene, Staff M stated 
they put on gloves, put the items in a bag, and put it in the soiled launclty bin. Staff M stated she had 
hand sanitizer in her pocket to pe1fonn hand hygiene, pulled the bottle out to show, and then put it 
back in her pocl<et. Staff M did not perform hand hygiene. 

In an observation on 12/12/2023 at 12:07 PM, inside the kitchen at the steam table, Staff J, Cook, 
was wearing clear disposable gloves while plating ready tn eat food. Staff J walked away from the 
steam table and grabbed a ·serving utensil from a bin on a different counter. Staff J returned to the 
steam table and picl<ed up a piece of ready to eat meatloaf and placed it on a plate. Staff J then 
touched their apron with their gloved hands, walked away from the stearn table, returned to the 
steam table with two pieces of ready to eat bread. Staff J cut the bread in half and placed it on a 
plate for a resident. Staff J was not obse1ved to wash their hands or change their gloves after they 
had changed task or touched their apron. At ·12: 1 ·1 PM, Staff J was obsetved to remove their 
disposable gloves, and put on a new pair. Staff J was not obseNed to wash their t1ands after 
removing the prior pair of disposable gloves. 

In an observation on 12/13/2023 at 10 AM, inside R8's apartment, Staff P, Caregiver, came into R8's 
room. Staff P pulled out a pair of disposable gloves from their pants pocket. Staff P was not 
obsetved to wasl1 their hands or use hand sanitizer prior to putting gloves on. Staff P entered RB's 
bedroom area and made the bed. Staff P approached RB's spouse, touched their wall<er, and helped 
the spouse stand up with the same disposable gloves on. Staff P walked to the bathroom with the 
spouse and shut the bathroom door. Staff P assisted the spouse with toileting needs all with the 
same disposable gloves that they put on first entering the room. Staff P was not obsetved to change 
their gloves, wash their hands, or use hand sanitizer during the entire observation and change in 
tasks. 

In an interview on '12/13/2023 at 5:30 PM, Staff A, Executive Director, stated all staff were ta have 
hand sanitizer with them. Staff A stated all staff were to wash their hands with any change in activity 
or task, removal of gloves, or any if they are soiled. Staff A stated they should be cariying dirty linen 
and trash bags to tfle sotled linen room not dragging them on the ground. 

This is a recurring deficiency previously cited on 0'1/05/2023 and 04/11/2023. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEWf~~~NITY is or will be in compliance with tflis law and/ or regulation on 
(Dateh::J_ 9_. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



Statement of Deficiencies 
Plan of Correction 

Page 29 of 66 

License#. 1111 Compliance Determination #33985 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 
Licensee: Olympia Special Care LLC 01/1112024 

WAC 388-78A-2320 Intermittent nursing services systems. 

(1) When an assisted living facility provides intermittent nursing services to any resident, either 
directly or indirectly, the assisted living facility must: 

(a) Develop and implement systems that SLipport and promote the safe practice of nursing for each 
resident; and 

(b) Ensure the requirements of chapters '18.79 RCWand 246-840 VVAC are met. 

(3) The assisted living facility must ensure that all nursing services, including nursing supeivision, 
assessments, and delegation, are prnvlded in accordance with applicable statutes and rules, 
including, but not limited to: 

(c:) Chapter 246-840 WAC, Practical and registered nursing; 

This requirement was not met as evidenced by: 

Based on interview, and record review, the facility failed ta have Registered Nurse (RN) Delegation 
seivices and documentation in place for 3 of 3 sampled residents (Resident 7 [R7], Resident 11 
[R11 ], and Resident 5 [R5]}. This failure placed all residents receiving RN delegated setvices at risk 
for receiving care and seivices by untrained staff. 

Findings included ... 

"RCW 18.88B.070 Nurse delegated tasks. (3) The home care aide is accountable for his or her own 
individual actions in the delegation process. Home care aides accurately following written delegation 
instructions from a registered nurse are immune from liability regarding the performance of the 
delegated duties". 

"WAC 246-840-91 0 Purpose. This rule defines a consistent standard of nursing care with the 
delegation of nursing tasl<s to nursing assistants or home care aides. The registered nurse delegator 
rnakes independent professional decisions of the delegation of a nursing task. A licensed registered 
nurse may delegate specific nursing care tasks to nursing assistants or home care aides meeting 
certain requirements and providing care to individuals in a community-based care setting defined by 
RCW 18.79.260 {3)(e)(i) and to individuals in an in-home care setting defined by RCW 18.79.260 
(3)(e)(ii). Before delegating a task, the registered nurse delegator determines that specific criteria 
are met and the patient is in a stable and predictable condition. Registered nurses delegating tasks 
are accountable to the Washington state nursing care quality assurance commission. The registered 
nurse delegator, home care aide and nursing assistant are each accountable for their own individual 
actions in the delegation process. No person may coerce a registered nurse into cornprornising 
patient safety by requiring the registered nurse to delegate. Registered nurse delegators shall not 
delegate the following care tasks: ( 1) Administration of medications by injection (by intramuscular, 
intraderrnal, subcutaneous, intraosseous, intravenous, or otherwise) with the exception of insulin 
injections". 

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



Statement of Deficiencies
Plan of Correction
Page 30 of 66

License #: 1111 Compliance Determination # 33985
GARDEN COURTE ALZHEIMER COMMUNITY Completion Date

Licensee: Olympia Special Care LLC 01/11/2024

WAC 246-840-920 Definitions. (7) "Indirect supervision" means the registered nurse delegator is not
on the premises. The registered nurse delegator previously provided written instructions for the care
and treatment of the patient. The registered nurse delegator documents in the patient record the
instruction to the nursing assistant or home care aide, observation of the delegated task, and
confirmation of the nursing assistant's or home care aide's understanding the directions.

WAC 246-840-930 Criteria for delegation. (1) Before delegating a nursing task, the registered nurse
delegator decides the task is appropriate to delegate based on the elements of the nursing process:
ASSESS, PLAN, IMPLEMENT, EVALUATE. ASSESS (3) Assess the patient's nursing care needs
and determine the patient's condition is stable and predictable. A patient may be stable and
predictable with an order for sliding scale insulin or terminal condition. (4) Determine the task to be
delegated is within the delegating nurse's area of responsibility. (11) Document in the patient's
record the rationale for delegating or not delegating nursing tasks. (12) Provide specific, written
delegation instructions to the nursing assistant or home care aide with a copy maintained in the
patient's record that includes: (a) The rationale for delegating the nursing task; (b) The delegated
nursing task is specific to one patient and is not transferable to another patient; (c) The delegated
nursing task is specific to one nursing assistant or one home care aide and is not transferable to
another nursing assistant or home care aide; (d) The nature of the condition requiring treatment and
purpose of the delegated nursing task; (e) A clear description of the procedure or steps to follow to
perform the task; (f) The predictable outcomes of the nursing task and how to effectively deal with
them; (g) The risks of the treatment; (h) The interactions of prescribed medications; (i) How to
observe and report side effects, complications, or un[1]expected outcomes and appropriate actions
to deal with them, including specific parameters for notifying the registered nurse delegator, health
care provider, or emergency services; (j) The action to take in situations where medications and/or
treatments and/or procedures are altered by health care provider orders, including: (i) How to notify
the registered nurse delegator of the change; (ii) The process the registered nurse delegator uses to
obtain verification from the health care provider of the change in the medical order; and (iii) The
process to notify the nursing assistant or home care aide of whether administration of the medication
or performance of the procedure and/or treatment is delegated or not; (k) How to document the task
in the patient's record; (l) Document teaching done and a return demonstration, or other method for
verification of competency; and (m) Supervision shall occur at least every 90 days. With delegation
of insulin injections, the supervision occurs at least weekly for the first four weeks, and may be more
frequent. (13) The administration of medications may be delegated at the discretion of the registered
nurse delegator, including insulin injections. Any other injection (intramuscular, intradermal,
subcutaneous, intraosseous, intravenous, or otherwise) is prohibited. The registered nurse delegator
provides to the nursing assistant or home care aide written directions specific to an individual
patient. IMPLEMENT (14) Delegation requires the registered nurse delegator teach the nursing
assistant or home care aide how to perform the task, including return demonstration or other method
of verification of competency as determined by the registered nurse delegator. (15) The registered
nurse delegator is accountable and responsible for the delegated nursing task. The registered nurse
delegator monitors the performance of the task(s) to assure compliance with established standards
of practice, policies and procedures and appropriate documentation of the task(s). EVALUATE (16)
The registered nurse delegator evaluates the patient's responses to the delegated nursing care and
to any modification of the nursing components of the patient's plan of care. (17) The registered nurse
delegator supervises and evaluates the performance of the nursing assistant or home care aide,
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WAC 246-840-920 Definiti ons_ (7) "Indirect supe1Vision• means the registered nurse delegator is not 
on the [premises. The reg istered nurse delegator previously prnvided wr1tten instructions for the care 
and treatment of dhe patient The registered nurse deleg1ator documents 1in the patient record the 
ins~ruction to the nursing assistant or home care aide, observation of the delegated task, and 
confinmation of the nursing assistant's or home care aide's understanding the directions_ 

WAC 246-840-930 Crite ria · or delegation_ (1) Be ore delegating a nurning tas!k, the registered nurse 
delegator decides dhe task is appropriate to delegate based on the elements of the nursing process: 
ASSESS, PLAN, IMPLEMENT, EV ALUA TIE. ASSESS (3) Assess the patient's nursing care needs 
and determ ine dhe patient's condition is stable and p edictab le. A pal:iient may be stable and 
predictable with an order for sliding scale 1i nsulin or terminal cond ition. (4) Determine the task to be 
delegated is within the delegating nurse 's area of responsibility. ( 11) Document in the pao-ent's 
record the rationale for delegating or nol: delegating nursing tasks. ( 12) Provide specific, written 
delegati on instructions to the nursing assistant or home care aide with a copy mainta ined in fue 
patient's record dhat includes: (a) The ra ionale for delegating the nursing task; (b) The delegated 
nursing task is spedic to one patient and is not transferable to another patient; (c) The delegated 
nursing task is spedic to one nursing assistant or one home care aide and is not transfe rable to 
another nursing ass-stant or home care aide; (d) The nature of the conditi on requiring treatment and 
purpose of the delegated nursing task; (e) A d ea r description of the procedure or steps to fol low to 
perform the task; (f) The predictable outcomes of th e nursing task and how to effectively deal with 
th em; (g) The r·sks of the treatment; (h) Th e interactions of prescrib ed mediicatJions; (1i) How to 
observe and report side effects, complications, or unl[1)expected outcomes and appropriate acoions 
to dea with them, including spec1ifi c parameters for notifying th e registe red nurse delegator, health 
care p avider, or emergency services; (j) The action to take in situations where medications and/or 
treatmen· sand/or procedures are altered by health care provider orders, including: (i) How to nol:iify 
the registered nurse elegator of th e change; (ii ) The process dhe registered nurse delegator uses to 
obta in ve rification from the healdh care provider of the change in the medical order; and (iii) The 
process to notify dhe nursing assistant or home care aide of whether adminisoration of the medication 
or performance of dhe procedure and/or treatment is delegated or not; (k) How to document the t ask 
in the patient's record; ( ) Document teaching done and a return demonstration, or other method or 
verification of competency; and (m) Superv1ision shalll occur at least every 90 days_ With delegation 
of insul in injections , the supervision occurs at least weekly for the fi rst four weeks, and may be more 
frequent_ (13) Th e administration of medications may be elegated at the discretion or th e registered 
nurse delegator, inc uding insulin injecoions_ Any othe · injection (intramuscular, intradermal , 
subcutaneous, inoraosseous, intravenous, or otherwise) is prohibited _ The registered nurse delegator 
provides to fue nurs·ng assisl:ant or home care aide written directions specific to an individual 
patient. IMPLEMENT (14) Delegation requires the registered nurse delegator teach dhe nurning 
assistant or home care aide how to perform the task, including return demonstration or other method 
of veri ication of competency as determ ined by the registered nurse delegator. ( 15) The registered 
nurse delegator -s accountable and respo nsible fo r the delegated nu sing task_ The registered nurse 
delegator monitors the [performance of the task(s) to assure compliance with establlislhed standards 
of practice , polic-es and procedures and appro1priate do cu men· ation of the task(s)_ EV Al li ATE ( 16,) 
The registered nurse delegator evaluates the patient's responses to the delegated nursing care and 
to any modification of the nursing components of the patient's plan of care_ (17) The registered nurse 
delegator supe1Vises and evaluates dhe performance ofl:he nursing assistant or home care aide, 
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including direct observation or other method of verification of competency of the nursing assistant or
home care aide. The registered nurse delegator reevaluates the patient's condition, the care
provided to the patient, the capability of the nursing assistant or home care aide, the outcome of the
task, and any problems. (18) The registered nurse delegator ensures safe and effective services are
provided. Reevaluation and documentation occur at least every 90 days. Frequency of supervision is
at the discretion of the registered nurse delegator and may be more often based upon nursing
assessment. (19) The registered nurse must supervise and evaluate the performance of the nursing
assistant or home care aide with delegated insulin injection authority at least weekly for the first four
weeks. After the first four weeks the supervision shall occur at least every 90 days.

Record review of the facility's policy titled, “Medication Services”, undated, showed “medication
administration means a resident is not able to physically able to ingest or apply a medication
independently or with assistance, so must have the medication administered by a person legally
authorized to do so. If the resident cannot safely self-administer or self-administer with assistance
and/or cannot indicate awareness that she or he is taking a medication, then the medication must be
administered to the resident by a person legally authorized to do so.” Under the section titled
“medication administration”, showed “residents that cannot indicate understanding that they are
taking medications and/or do not have the ability to place the medications in their eyes, ears, or skin
will receive medication administration services”.

Record review of the facility’s policy, “Delegation of Nursing Tasks”, undated showed the registered
nurse (RN) delegating the task retains the responsibility and accountability for the nursing care of the
resident. The RN was responsible for evaluating the nursing needs of the residents, and the ability of
the current staff to perform these tasks within the realm of the nurse delegation. Delegation would be
in accordance with current nurse delegation regulations, boarding home regulations, and the nurse
practice act of WA state.

Record review of the Department of Social and Health Services document titled, “Community Nure
Delegation Orientation 2023”, undated, under the section titled, “Planning”, showed delegation was
specific and focused to the client and their condition. A clear description of nursing task with step-by-
step instructions, expected outcomes of the delegated nursing task, possible side effects of the
medications prescribed, and how to document the nursing tasks as complete or omitted. Under the
section titled “what is medication administration”, showed “when a client is not functionally able
and/or not cognitively aware they are receiving medications, the LTCW [long term care worker] is
authorized to do so with delegation of the medication”. Under the section titled, “nursing task sheet”
showed the RN delegator was to be specific when giving examples of side effects and steps to
perform tasks. There was to be a task sheet for each individual task, must have clear description of
the procedure or steps to follow to perform the task, and instruct on how to document tasks in
patient’s record. The documentation must be client specific and include predictable outcomes of the
nursing tasks and how to effectively deal with them, how to observe and report potential side effects
or unexpected outcomes including when to notify the RN, primary care provider. The RN and the
primary care provider contact information must be provided. Under the section titled, “nursing visit
form”, showed the form was used for assessment, supervisory 90-day visits, change of condition
evaluations, change in a delegated task, delegation to a new LTCW or new task, and was essentially
used as the RN delegators progress note. All delegation forms must be left where residents reside
for compliance with the rules.

Record review of the Department of Social and Health Services document 13-678B titled,

Statement of Deficiencies 

Plan of C on ection 

Page 31 of66 

!License #::. 1111 Compliance Det.ermination # 33985 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 

Licensee: Olympia Specia l Care LLC 01/11 /2024 

including direct observation or other medhod of ve rifi cation of competency of the nursing assistant or 
home care aide . The registered nurse de egator reevaluates the patient's condition, the care 
provided to the patient , the capabil ity of the nursing assistant or home care aide, the outcome of the 
task, and any problems. (18) The registered nu se delegator ensures safe and effective services are 
provided . Reevaluation and documentation occur at least every 90 days. Frequency of supervision is 
at the disc etiion of ~e registered nurse delegator and may be more often based upon nursing 
assessment. ( 19) The registered nurse must supervise and evaluate the performance of dhe nursing 
assistant or home care aide with delegated insul in injection author1ty at least weeklry or th e first four 
weeks. After ~e fi rst fo ur weeks the supervision shall occur at least every 90 days. 

Record review ofthe facil ity's policy titled, " Medication Services", un ated , showed " medication 
administration means a resident is not able to physical ly able to ingest or apply a medical.iion 
independently or with assistance, so must have the medication administered by a pe son legally 
authorized to do so . I the reS!ident cannot safely self- administer or self-administer with assistance 
and/or cannot indicate awareness that she or he is taking a medication, then the medication must be 
administered to the residen· by a person legal ly author·zed to do so." Under the section titl ed 
"medicati on administration", showed "residents that cannot indicate understanding that they are 
taking me ications and/or do not have llhe abil ity to place tile medications in their eyes, ears, or sk1i n 
wil l receive medication administration serviices". 

Record review of the facility's pol icy , ~Delegation of Nursing Tasks\ undated showed the regist ered 
nurse (RN ) delegatiing the task retains the responsibility and accountabil ity fo r the nursing care of the 
resident. The RN was responsible for evaluating the nursing needs of the residents, and ~e abil ity of 
th e current staff to perform these tasks within the realm of tile nurse delegation . Delegation would be 
in accordance with cunrent nurse delegation regulations, boarding home regulations, and the nurse 
practice ad of WA state . 

Record review ofthe Department of Social and Health Serv·ces documenttitled , ~Community Nure 
Delegation Orientation 2023~, undated, under tile section titl ed , ~Planning", showed delegation was 
specific and focused to the client and their condition. A clear description of nursing task with step-by­
step instructions, expected outcomes of the delegated nursing1 task, possible side effects of the 
medications prescribed, and how to document the nursing tasks as complete or omitted . Under the 
secllion ti iled ~what is medication adminis~rati on", showed "when a d ent is not functionally able 
and/or not cogniitively aware they are receiYling medica~ions, dh e LTCW[long tenm care worker] is 
authorized to do so with delegation of the medication". IJ nder the section tidied , tt nursing task sheer 
showed the RN delegator was to be specific when giving examples of side effects and steps to 
perform tasks. There was to be a task sheet fo r each individual task, must have clear description of 
th e procedure or steps to follow to perform the task, and instruct on how to document tasks in 
patient's record. The documentation must be client specific and include predictable outcomes of the 
nursing tasks and how to effectively deal with them, how to observe and report potential side effects 
or unexpected outcomes including when to notify the RN , primary care provider. The RN and llhe 
primary care provider contact ·nfo rmalli on must be provided . Under the section titled , "nursing v1isit 
fo rm", showed the form was used fo r assessment , supervisory 90-day visits , change of condition 
evaluations, change in a delegated task, delegation to a new L TCWo new task, and was essentia lly 
used as the RN delegators progress note. Al l delegation forms must be left where residents reside 
fo r compliance w ith the nu les. 

Record review of the Department of Social and Health Serv·ces document 13:--6788 titled, 
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“Instructions for Completing Nurse Delegation: Assumption of Delegation”, dated 04/2013, showed
all fields were required unless indicated optional. Under the section “reason/dates for assuming
delegation”, showed the RN delegator was to enter a reason other RN delegator rescinded and the
day you assume responsibility for the delegation.

Record review of the Department of Social and Health Services document 13-678 titled, “Instructions
for Completing Nurse Delegation: Instructions for Nursing Task”, dated 09/2021, showed all fields
were required unless indicated optional. Delegated task and expected outcome, showed the RN
delegator was to enter the name of the task and what outcome was anticipated. Separate task sheet
is required for each task. Steps to perform the tasks were to be written in simple language with
individualized detail. Individualized side effects or unexpected outcomes were to be listed for when
to report to the RN delegator. The health care providers name and telephone number were to be
listed. Individualized side effects and unexpected outcome were to be listed for when to report to the
health care provider. A list of signs and symptoms were to be listed for when to call 9-1-1 services.
The RN delegated was to sign and date their signature.

Record review of the Department of Social and Health Services document 14-484 titled, “Instructions
for Completing Nurse Delegation: Nursing Visit”, dated 04/2013, showed all fields were required
unless indicated optional. For the section “client requires nurse delegation for these delegated tasks”
showed all tasks that the RN delegator was delegating were to be listed and a reason why the client
needed to have tasks delegated documented. For the section Caregiver Training Competency
showed the names of the caregivers being evaluated at that visit were to be listed. The RN delegator
was to sign and date their signature on the form.

Record review of the facility’s, “Assisted Living Facility Resident Characteristic Roster and Sample
Selections” undated, showed there were 10 residents that were identified to have RN delegated
services.

R7

Record review of R7’s face sheet showed R7 moved into the facility on /2023 with multiple
medical diagnoses that included

and 

Record review of R7’s “Master Assessment”, dated 10/26/2023, showed R7 recently had a decline in
cognitive condition required hospice services. Under the section titled “medication assistance”
showed the facility was to assist R7 with all medication management. R7 were prescribed
medication to be taken orally on the skin, and eye drops.

Record review of R7’s “home health/hospice visit report”, dated 11/09/2023, showed R7’s ferrous
sulfate (supplement vitamin to help build iron in the body), folic acid (supplement vitamin to help low
blood count), magnesium oxide (vitamin to increase magnesium levels), Pradaxa (medication to help
thin the blood), rosuvastatin (medication to help reduce cholesterol levels), and vitamin B12 (vitamin
to replace B12 in body) were discontinued. R7’s carvedilol (medication to help lower high blood
pressure) was decreased down to take
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"lnstrudfonsfor Completing Nurse Delegation: Assumpbion oif Delegation", dated 04/2013, showed 
all fi elds were required unless ind· cated optional. Under the sedion ~reason/dates fo r assuming 
delegati on", showed the RN delegator was to enter a reason other RN delegator rescinded and the 
day you assume responsibi lity for the delegation . 

Record review ofthe Department of Social and Health Se~/ces document 13~678 titled, "Instructions 
fo r Completing Nurse Delegation: Instructions or Nursing Task", dated 09/2021 , showed all fi"elds 
were required unless indicated optional. Delegated task and expected outcome, showed the RN 
delegator was to enter the name of the task and what outcome was anticipated . Separate task sheet 
is required for each task. Steps to perform the tasks were to be written in simple language with 
individualized deta ill. Individualized side effects or unexpected outcomes were to be listed fo r when 
to report to the RN delega· or. llhe health care providers name and telephone number were to be 
listed. Individua lized side effects and unexpected outcome were to be list ed for when to report to the 
health care provider. A list of signs and symptoms were to be Ii sted fo when to call 9- 1- 1 services. 
The RN delegated was to sign and date their signature. 

Record review ofthe Department of Social and Health Serv·ces document 14-484 titled, "Instructions 
fo r Completing Nurse Delegation: Nursing Visit", dated 04/2013, showed all fi elds were required 
unless indicated optional . For IJhe section '"clien· requires nurse delegal:ii on for dhese delegated tasks" 
showed al l tasks that the RN delegator was delegating were to be listed and a reason why the client 
needed to have tasks delegated documented . For the section Caregive r Training Comp,etency 
showed the names of the careg ivers being evaluated at that visit were to be listed. The IRN delegator 
was to s1ign and date their signature on the form. 

Record review of the facility's, "Assisted Living acility Resident Characte1n" stic Roster and Sample 
Selections" undated , showed there were 10 residents that were iden· iified to have RN delegated 
services. 

R7 

Record review of R7's face sheet showed R7 moved ·nto the facil ity on /2023 w ith multip e 
medical diagnoses that included  

and 

. 

Record review of R7's ~Master Assessment", dated 10/26,/2023 , sh owed R7 recently had a decl ine in 
cognitive conditi on required hospice servi ces. Under the section titled "medication asS!istance" 
showed the fad lity was to assist IR7 with all medication management. R7 were prescribed 
medication to be taken oral ly on the s!kin, and eye drops. 

Record review of R7 's tt home health/hospice v isit report", dated 11/09/2023 , showed R7's fe r ous 
sulfate (suppllement vitamin to help build iron in the body}, fol ic acid (supplement vitamin to help low 
blood count). magnesium oxide (vitamin to increase magnesium levels) , Pradaxa (medication to help 
thin the blood), rosuvastatin (medication to help reduce cho esterol levels) , and vitamin B12 (vitamin 
to replace B 12 in body) were discontinued. R7's carve di ol (medica· 1ion to help lower high blood 
pressure) was decreased down to take 
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only once a day for 4 days and then discontinued with the stop date on 11/12/2023.

Record review of R7’s, untitled document, dated 11/29/2023, showed R7 had experienced vaginal
pain, swelling, and bleeding. R7’s physician ordered a new prescribed medication lidocaine
oropharyngeal viscous to apply two times daily and as needed.

Record review of R7’s “Nurse Delegation: Assumption of Delegation”, dated 10/27/2023, showed the
form was electronically signed and dated by Staff W, on 10/27/2023. In the section titled
“Reason/dates for assuming delegation”, showed on 10/27/2023, assumption of delegation for new
delegating RN, on 10/17/2023 new delegating RN, and on 06/28/2023 resident has a change in
condition and now requires delegation was documented for review. There was no reason
documented why a new RN assuming delegation for review.

Record review of R7’s “Nurse Delegation: Instructions for Nursing Task”, dated 10/27/2023, showed
R7 required delegated task for medications and treatments. Under the section titled, “list specific
medications, dosages, and frequency of medications delegated on this date”, showed R7s
medications that included some but not all, carvedilol to be taken two times daily, folic acid, ferrous
sulfate, magnesium oxide, Pradaxa, rosuvastatin, Orencia injection, aspercreme lotion, timolo
maleate eye drops, preparation H gel, and multiple oral medication listed on the one nursing task
form. Under the section titled, “steps to perform the task”, showed “administer medications per the 5
rights of medication administration. Perform 3 safety checks prior to administration. Wear gloves
when administering topical and eye drops. Wash hands/use sanitizer between care”. Under the
section titled, “health care provider name”, showed there was no name of R7’s healthcare provider
documented. Under the section titled, “what to report to 9-1-1”, showed “per policy, per PCP [primary
care provider], per POA [power of attorney]”. Under the section titled, “what to report to the health
care provider”, showed adverse effects and need for evaluation by PCP. There were no specific
adverse effects listed for R7 specific medication.

Record review of R7’s “Nurse Delegation: Nursing Visit”, undated, showed a new delegating RN was
evaluating. The form showed R7 required nurse delegation for tasks “medication administration and
treatment management”. There were no specific tasks listed. The form was unsigned and undated
by the RN Delegator. There was no documentation on the nursing visit form to show what RN
delegator completed the visit for R7’s delegation. There were no other nurse delegation visit forms
for R7 that showed and reflected the medication changes written on 11/09/2023 for review.

R11

Record review of R11’s face sheet showed R11 moved into the facility on 2022 with multiple
medical diagnoses that included

, 
, and 

Record review of R11’s untitled document, dated 11/13/2023, showed R11’s Humulin NPH was
changed. R11 was to receive 45 units of insulin every morning and 27 units every evening per the
physician.
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onliy once a day fo r 4 days and then disconoinued with the stop date on 11/12/2023:. 

Record review ol' R7's, untitled document , dated 11/29/2023:, showed R7 had experience vaginal 
pain, swelling, and bleeding. R7's physician ordered a new p escribed mediication lidocaine 
oropha1ryngeal v iscous to apply two times daily and as needed . 

Record review of R7's "Nurse Delegation: Assumpl.Jion of Delegation", dated 10/27/2023, showed the 
form was electronical ly signed and dated by Staff W, on 10/27/2023. In th e section titled 
"!Reason/dates for assuming delegation", showed on 10/2712023 , assumption of delegati on · or new 
delegating RN, on 10/1 712023 new delegating RN , and on 06/28/2023 resident has a change in 
con iti on and now requires delegation was documented fo r review. There was no reason 
documented why a new RN assuming delegation fo r review. 

Record review of R7's "Nurse Deleg1ation: lnstrucbons or Nu s ing Task~, dated 10/27/2023 , showed 
R7 required delegated task for mediications and treatments. Under the section titl ed, "li st specific 
medications, dosages, and frequency of medications delegated on thi s date11

, showed R7s 
medications that included some but not alll, carvedi loll to be taken two bmes daily, fol ic aciid , ferrous 
sul'fate , magnesium oxide , Pradaxa, rosuvastat"n, Orencia injection, aspercreme lot1ion, timolo 
maleate eye drops, p e1paration H gel, and mul'tip le ora medication listed on dhe one nursing task 
fo rm. Under the sect"on titl ed , "steps to perform the task", showed "administer medications per the 5 
r1ghts of medication administraoi on . Perform 3 safety checks prior to administration . Wear gloves 
when administening topica l and eye drops. Wash hands/use sanitizer between care"_ Under the 
secoi on ti" led , "health care provider name11

, showed the e was no name of R7's healthcare provider 
documented. Under the section oitled, "what to report to 9-1-1 ", showed ·"per policy, per PCP [primary 
care p ovider] , per POA [power of attonneyr . Under the section ti led , "whatto report to the health 
care p ovider~, showed adverse effects and need for evaluation by PCP. T""h ere were no specif c 
adverse effects listed fo r R7 spec"fic medication. 

Record review of R7's "Nurse Deleg1ation: !Nursing Visit", unda ed , showed a new delegating RN was 
evaluating_ llhe fo rm showed R7 required nurse delegat:iion for tasks "medication administration and 
treatmen· management'. There were no specific tasks l1isted. The fo rm was unsigned and undated 
by the RN Delegator. llhere was no documentation on the nursing visit form to show what RN 
delegator completed the v · sit for IR7's delegation . There were no other nurse delegation v isit fo rms 
for R7 that showed and re lected th e medicaoion changes written on 11 /09/2023 fo r review. 

R11 

Record review of R11 's face sheet showed R11 moved into fue faci lity on 2022 wi~h muloiple 
medical diagnoses that included 

,
 an  

. 

Record review of R11 's untitled document, dated 11/13/2023, showed R 11 's Humul in NPH was 
changed. R 11 was to receive 45 uniits o ·nsul in every morning and 27 units every evening per the 
physlician . 
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Record review of R11’s MAR, dated 12/01/2023 through 12/31/2023, R11’s current physician order
for Humulin NPH (long-acting insulin) showed for R11 to have 27 units injected every evening and
45 units injected every morning.

Record review of R11’s “Nurse Delegation: Assumption of Delegation”, dated 10/27/2023, showed
the form was electronically signed and dated by Staff W, on 10/27/2023. In the section titled
“Reason/dates for assuming delegation”, showed on 10/27/2023, assumption of delegation for new
delegating RN and on 10/16/2023 new delegating RN. There was no reason documented why a new
RN assuming delegation for review.

Record review of R11’s “Nurse Delegation: Instructions for Nursing Task”, dated 10/27/2023,
showed R711 required nurse delegated task for blood glucose (test that shows how much sugar is in
the blood) and administering insulin per the primary care physician (PCP) orders on one nursing task
form. There was no expected outcome documented for the nurse delegated tasks. Under the
section titled, “list specific medications, dosages, and frequency of medications delegated on this
date”, showed R11’s nightly blood sugar check with the direction to call the PCP if R11’s blood sugar
was less than 110 or greater than 260, Humulin N (long-acting insulin to help prevent blood sugars
from being to high) 30 units every evening, and Humulin N 42 units every morning. The dose of the
insulin to inject did not reflect the most updated physician order or MAR for R11. Under the section
“what to report to the RN Delegator”, showed any and all medication errors, side effects, and
changes to delegated medications. There were no listed specific side effects related to R11’s insulin
that were documented for the medication technicians for review. The second page of the nursing
task form was dated 10/27/2023 but was unsigned by the RN delegator. There were no other
nursing task forms provided for R11 that reflected the change in R11’s insulin doses that were
ordered by the physician.

Record review of R11’s “Nurse Delegation: Nursing Visit”, undated, showed the visit was completed
because of the new delegating RN. The form showed R11 required nurse delegation for tasks
“capillary [superficial access to blood] blood glucose checks, insulin administration”. The form was
unsigned and undated by the RN Delegator. There was no documentation on the nursing visit form
to show what RN delegator completed the visit for R11’s delegation. There were no other nursing
visit forms for R11’s delegated services provided by the facility for the Department for review.

In an observation and interview on 12/13/2023 at 11:06 AM, R11’s Lispro (short acting insulin)
insulin pen was noted to have been dated open on 11/14/2023. Staff E stated they were not aware
how long an insulin pen was good for once it had been opened. At 11:09 AM, Staff E stated they had
asked the nurse and stated an insulin expires after 28 days of being opened. Staff E stated the
Lispro insulin pen was expired and that they had administered that insulin to R11 that day,
12/13/2023.

R5

Record review of R5’s face sheet, undated, showed R5 re-admitted to the facility on /2023 with
diagnoses to include .

Record review of R5’s Service Plan Agreement, dated 10/09/2023, showed R5 spoke in word salad
(words and phrases out of order or context), and to have short- and long-term memory loss.
Received medication set-up. The service plan showed, “[R5] requires medication administration by
staff. She can swallow medications whole without any
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Record review of R11 's MAR , dated 12/01/2023 through 12/31/2023, R11 's cur-rent physician order 
fo r Humulin NPH (long-acting insulin) showed fo r R11 to have 27 un·ts injected every evening and 
45 units injected every morning. 

Record review of R11 's "Nurse Delegation: Assumption of Delegation", dated 10/27/2023 , showed 
the form was electronical ly signed and dated by Staff W, on 10/27/2023 . In the sedion tiUed 
"Reason/dates for assuming delegation", showed on 10/27/2023 , assumption of delegation or new 
delegating RN and on 10/16/2023 new delegating RN . There was no reaso n documented why a new 
RN assuming delegation fo r review. 

Record review of R11 's "Nurse Delegation: Instructions fo r Nursing Task\ dated 10/27/2023 , 
showed R71 1 required nurse delegated task fo r blood gluco se (test that shows how much sugar is in 
the blood) and admin·stering insulin per the primary care physician (PCP) orders on one nursing task 
fo rm. There was no expected outcome docu mented fo r the nurse delegated tasks. Under the 
secoi on ti 1led , "li st specific medications, dosages, and frequency of medications delegated on th is 
date ~, sh owed R11 's nightly blood sugar check with the direction to ca ll dhe PCP if IR11's blood sugar 
was less than 110 or greater than 2160, Humulin N (long-acoing insulin to hellp prevent blood sugars 
from being to h"gh) 30 units every evening, and Humul in N 42 units every morin ing. The dose of the 
insulin to inject did not reflect the most updated 1phys1ician order or MAR fo r R11 . Under the section 
"what to report to the RIN Delegator", showed any and all medication errnrs, side effects, and 
changes to delegated medications. There wer e no listed sped 1ic Slide effects relate to R11 's insuliin 
th at were documented for the medication technicians fo r reV1iew. Th e second page of the nursing 
task fo rm was dated 10/27/2023 but was unsigned by the RN delegator. There were no other 
nursing task fo rms provided for R11 that reflected the change in R11 's insul in doses fuat were 
ordered by the physician. 

Record review of R11 's "Nurse Delegation Nursing Visit", unda· ed , showed the visit was completed 
because of dhe new delegating RN. The fo m showed R11 required nurse delegation fo r tasks 
"capil lary [superficial access to blood] blood glucose ch ecks, insul in admini stration". The form was 
unsigned and undated by dhe RN Delegator. There was no documentation on dhe nurs1ing visit fonm 
to show what RN delegator completed fue visit for IR1 1 's de egation . There were no oth er nurs,ing 
visit fo rms fo r R11 's delega· ed services provided by the facility fo r the Department fo review. 

In an obsenvation and interview on 12/13/2023 at 11 :06 AM, R11 's Lispro (short actling insulin) 
insulin p,en was noted to have been dated open on 11/14/2023 . Staff E stated they were not aware 
how long an insulin pen was good for once it had been opened. At 11: 09 AM, Staff E stated they had 
asked the nurse and stated an insulin expires after 28 days of being opened . Staff IE stated the 
Lispro insulin pen was expired and that they had adminiistered that insulin to R 11 that day, 
12/13/2023. 

R5 

Record review of R5's face sheet , undated , showed R5 re-admitted to the facil ity on /2023 w ith 
diagnoses to ind ude . 

Record review of R5's Senvice Plan Agreement , dated 10/09/2023 , showed R5 spoke in word sa lad 
(words and phrases out of order or context) , and to have short- and long-term memory loss. 
Received medication set-up. The service plan showed , "[RS] requi es medkation a ministrati on by 
staff. She can swallow medications whole wi~hout any 
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difficulty at this time. [R5’s] medications will be set up for administration in accord with the
physician’s medication/treatment orders. Community to provide medication set-up services to
support safe and effective medications administration practices.”

Record review of R5’s “Master Assessment”, dated 11/13/2023, showed R5 had short term and
long-term memory impairment. R5 was noted to be unable to use a call system and their needs were
met by the service plan. R5 was noted to need community assistance with all medication
management. R5 received oral medications and was noted to have no eye or ear drops.

Record review of a provider fax for R5, dated 09/06/2023, showed R5 was started on a prenatal
vitamin for a diagnosis of 

.

Record review of R5’s physician’s orders, dated 11/08/2023, showed, “May crush all medications
together and mix with food/drink.” R5 was prescribed medicated eye drops, two drops in both eyes
four times a day, with an order date of 11/01/2023.

Record review of R5’s MAR, dated November 2023, showed R5 received medicated eye drops on
11/03/2023 through 11/09/2023.

In an interview on 12/14/2023 at 12:32 PM, Staff E, Medication Technician, stated that R5 received
medicated eye drops for a period and that staff were the ones to administer the eye drops into R5’s
eyes as R5 was unable to do it herself. Staff E stated that R5 sometimes took her medications
whole, other times they had to be spoon feed medications into her mouth as she would not know
what to do with the medications, and other times the medications had to be crushed. When asked if
Staff E was nurse delegated for R5, Staff E stated she was not, but was not sure how the facility did
their nurse delegation process.

In an interview on 12/14/2023 at 3:59 PM, Staff C, Licensed Practical Nurse, was asked if R5 should
have her medications delegated, and Staff C did not provide a response. Staff C did confirm R5
received crushed medications.

Record review on 12/12/2023 at 11:30 AM, of the RN Delegation binder provided by Staff A, showed
there were resident consent forms for RN delegation and some staff credential verification and
certificate forms for review. There were no resident nurse visits, nursing assessments, or nurse
delegated tasks forms for review for any residents.

On 12/12/2023 at 11:35 AM, Staff W, RN Delegator stated all resident nurse delegation forms were
saved electronically. The facility denied the Department to access all the residents electronic nurse
delegated forms. Staff W stated there were only seven residents that required nurse delegated
services. The Department requested all the current delegated resident’s documents and the last 90-
day evaluations be sent for review.

On 12/12/2023 at 2:20 PM, the Department received RN delegation forms that were current for
seven residents. There were no prior RN delegation form provided for review to evaluate dates of
prior RN evaluations.

On 12/12/2023 at 2:23 PM, the Department requested from Staff A, all resident that were on RN
delegated services, their 90 days prior nurse visits be provided to the Department for review. Staff A
stated they would have Staff W and Staff T get those records for review.
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difficulty at th is time. [R5's] medications wil l be set up fo r administration in accord with th e 
physician's medication/oreatment orders. Community to provide medication set -u seivices to 
support safe and effective medications administration practices." 

Record review of R5's "Master Assessment", dated 11/13/2023 , showed R5 had short term and 
long-term memo1ry impairm ent. R5 was noted to be unable to use a ca ll system and their needs were 
met by th e service plan. R5 was noted to need community assistance wioh al l medication 
management. R5 rece ived oral medicabions and was noted to have no eye or ear drops. 

Record review of a provii der fa x fo r R5, dated 09/06/2023 , showed R5 was started on a prenatal 
vitamin for a diagnosis of 

 

Record review of R5's physic ian 's orders, dated 11/08/2023 , showed, "M ay cnush all medicatio ns 
together and mix with food/d rink." R5 was prescribed medicated eye drops, two drops in both eyes 
fou r times a day, w ith an order date of 11 /01/2023 . 

Record review of R5's MAR , dated November 2023 , showed R5 eceived medicated eye drops on 
11/03/2023 through 11109/2023 . 

In an interview on 12/14/2023 at 12:32 PM, Staff IE, Medication Technician, stated that R5 received 
medicate d eye drops fo r a peri od and that staff were the ones to administer the eye drops into R5's 
eyes as R5 was unable to do it hersel'f. Staff E stated that RS sometimes took her medicabons 
whole, other times they had to be spoion feed medications into her mouth as she wou ld not know 
what to do with ohe medications, and other bimes the mediications had to be crushed . When asked if 
Staff E was nurse delegated for R5 , Staff IE stated she was no· , but was not sure how the fa ci lity did 
their nurse delegation process. 

In an interview on 12/14/2023 at 3:59 PM , Staff C, Licensed Practical Nurse , was asked if RS should 
have her medications delegated, and Staff C did not provide a response. Staff C did confi rm R5 
rece ived crushed medications. 

Record review on 12/-1 2/2023 at 11: 30 AM , of the RN Delegation binder provided by Staff A, showed 
there were resident consen· fo rms fo r RN delegation and some staff credential verification and 
certificate onms for eview. There were no resident nurse visits, nursing assessments, or nurse 
delegated tasks fonms for review fo r any resi ents. 

On 12/1212023 at 11: 35 AM, Staff W , RN Delegator stated al resident nurse delegation fo rms were 
saved electroni ca lly. The fac ility denied the Dep,artment to access al the residen· s electronic nurse 
delegated forms. Staff W stated there were only seven residents that requ ired nurse delegated 
services. The [)epartment requested all the current delegated residen s documen· s and the last 90-
day evaluations be sent fo r review. 

On 12/1212023 at: 2:20 PM, the Department received RN delegation · onms that were current for 
seven residents. There were no prior IRN delegation fo rm prnVli ded for review to eva lua e dates of 
prior RN evaluatiions. 

On 12/12/2023 at 2:23 PM , the Department reque sted from Staff A , all re sident that were on RN 
delegated se1rvices, their 90 days prior nurse visi s be provided to the Department for review. Staff A 
stated they would have Staff Wand Staff T get those records for review. 
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In an observation 12/12/2023 at 5:37 AM, Staff F, Medication Technician, crushed R14’s
levothyroxine and mixed with chocolate pudding. Staff F mixed the medication with the pudding.
Staff F came to R14’s room and stated R14’s name. Staff F then scooped the medication mixed
pudding onto the spoon and spoon fed R14 the mixture. R14 did not say anything during the entire
interaction with Staff F.

In an interview on 12/12/2023 at 11:35 AM, Staff W, stated they were the RN delegator for the
facility. Staff W stated there were only seven residents that required nursing tasks to be RN
delegated.

In an interview on 12/12/2023 at 6:57 AM, Staff Q, Medication Technician, stated the facility just got
a new RN delegator Staff W. Staff Q stated they were unaware where Staff W’s contact information
was located.

In an interview on 12/12/2023 at 12:51 PM, Staff E, Medication Technician, stated they would look in
the blue RN delegation binder, that was stored in the south resident care managers office, to review
what residents required nurse delegated tasks. Staff E stated they were not aware or how to access
any electronic RN delegation forms for delegated residents for review.

In an interview on 12/12/2023 at 1:21 PM, Staff Q stated they did not know where to look to see if a
resident required any nursing tasks to be RN delegated. Staff Q stated they were not taught to look
anywhere in the facility’s electronic records.

In an interview on 12/14/2023 at 1:05 PM, Staff E stated any resident that received eye drops and
blood sugar checks would be RN Delegated. Staff E stated R11 was RN Delegated for their insulin
and blood sugar checks. Staff E stated they were unaware when to call the RN Delegator or where
to find the RN delegators contact information.

In an interview on 01/08/2024 at 12:08 PM, Staff Z, RN Delegator (former), stated they delegated 15
to 20 residents for delegated tasks prior to last day of employment as the RN delegator for the
facility on 10/16/2023. Staff Z stated the nurse delegation forms were not printed and in written form
for medication technician's or other staff for review. Staff Z stated all delegation forms were
electronic. Staff Z stated when they delegated a new medication technician they would add on to
their prior nurse visit form and not update to reflect the date they made the visit.

In an interview on 01/08/2024 at 1:59 PM, Staff W stated they were delegating any resident that
required insulin administration or blood sugar checks and was provide a list of residents that were
previously delegated. Staff W stated any resident that required the medication technicians to crush
their oral medications and administer eye drops and the resident was unable to understand how to
would require delegation for those tasks. Staff W stated the complete a new nurse visit form when a
new medication technician was newly delegated. Staff W stated they had put all resident’s
medication that were delegated all on one task sheet as she was trained.
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In an obsenvation 12/12/2023 at 5:37 AM, Staff F , Medica~ion Tech nician , crushed R 14's 
levotlhyroxine and mixed with chocolate pudding. Staff F m ixed the medica~ion w ith the pudding. 
Staff F came to R 14's room and stated R14's name. Staff F then scooped the medicati on mixed 
pudding onto ~he spoon and spoon fod R14 the m ixture. R"14 did not say anytlhli ng durfng the entire 
interacti on with Staff F . 

In an intenview on 12/ 12:12023 at 11 :35 AM , Staff W, stated they were the RN delegator fo bhe 
facil ity . Staff W stated th ere were only seven residents that required nursing tasks to be RN 
delegated. 

In an intenview on 12/ 12:12023 at 16: 57 AM , Staff Q, M edlicati on Techn ician , stated the facility just got 
a new RN delegator Staff W . Staff Q stated they were unaware where Staff Ws contact information 
was located. 

In an intenview on 12/12:/2023 at 12:51 PM, Staff E , Medication Technician, stated they would look in 
th e blue RN delegation binder, that was stored in the south resident care managers office , to review 
V\lhat residents required nurse delegated tasks. Staff E stated they were not aware or how to access 
any electronic RN delegabon forms fo r delegated esidents for review. 

In an intenview on 12/ 1212023 at 1: 21 PM , Staff Q stated they did not know w here to llook to see if a 
resi ent required any nursing tasks to be RN delegated. Staff Q stated they were not taught to look 
anywhere in the facility's electronic records . 

In an intenview on 12/ 14/2023 at 1: 05 PM , Staff Estated any resident that received eye drops and 
blood sugar checks wo uld be RN Delegated. Staff E sil:ated R 11 was RN Delegated fo r thei r insulin 
and blood suga r checks. Staff E stated they were unaware when to ca ll the RN Delega· or or where 
to fi nd the RN delegators contact information. 

In an intenview on 0 1 /0812024 at 12: 08 PM, Staff Z , RN Delegator ( ormer) , stated they delegated 15 
to 20 residents fo r de egated tasks prior to llast day of employment as the IRN delegator fo r the 
facil ity on 10116"2023 _ Sta Z stated the nurse delegation fo rms were not printed and in written fo rm 
fo r medication technician's or o,tlhe r staff fo r review. Staff Z stated all delegation fo rms we e 
eledronic. Staff Z stated wh en they delegated a new m edicati on technician they wou ld add on to 
thei r prior nurse v isit fo rm and not update to re ect the date they made the v isit. 

In an intenview on 0 1 /0812024 at 1: 59 PM , Staff W stated they were delegating any resident that 
required insul in administrati on or b lood sugar checks and was provide a l" st of residen ts that were 
previously delegated . Staff W stated any resident that required the medication technicians to crush 
th ei r o a l medications and administer eye drops and the re sident was unable to understand how to 
would require delegati on fo r those tasks. Staff W sil:ated the complete a new nurse vi sit fo rm w en a 
new medication techniician was newly delegated. Staff W stated they had put al resi ent's 
medicati on that were delegated all on one task sh eet as she was trained. 
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I hereby certify that I have reviewed this report and have tal<en or will take active 
measures to correct this deficiency. By taking this action, GARDEI\J COURTE 
ALZHEIMqR,fQMfA~f\llTY is or will be in compliance with this law and/ or regulation on 
(Oate)d-k)_b_ia-Ji . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2410 Content of resident records. The assisted living facility must organi:ze and 
maintain resident records In a format that the assisted living facility determines to be useful 
and functional to enable the effective provision of care and services to each resident. Active 
resident records must include the following: 

(B) Medical and nursing services provided by the assisted living facility for a resident, including: 

(a) A record of providing medication assistance and medication administration, which contains: 

(iii) The signature or initials ·of the person providing any medication assistance or administration; and 

(b) A record of any nursing treatments, including the signature or initials of the person providing 
them. 

This requirement was not met as evidenced by: 

Based on record review and inteNiew the facility failed to have the licensed practical nurse 
document that they administered 1 of 1 resident's injection (Resident 7 [R7]) on the medication 
administration record (MAR). This failure placed the R7's record to not have the most accurate 
documentation far review. 

Findings included ... 

"WAC 246-840-700 Standards of nursing conduct or practice. (3) The following standards apply to 
registered nurses and licensed practical nurses: {b} The registered nurse and licensed practical 
nurse shall document, on essential client records, t11e nursing care given and the client's response to 
that care". 

Record review of the facility's document titled, «documentation", undated, showed "if it was not 
documented, it did not happen . ." 

l~ecord review of R7's face sheet showed R7 moved into the facility on /2023 with multiple 
medical diagnoses that included 

and 
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.

Record review of R7’s MAR, dated 11/01/2023 through 11/30/2023, showed R7 had an order for
Orencia injection (prescribed medicated injection to help treat the symptoms from rheumatoid
arthritis) administered weekly. Review of the administration on 11/03/2023, 11/10/2023, 11/17/2023,
and 11/24/2023, showed Staff U, Medication Technician, was documented to have administered the
medication on those dates. There was no documentation of the site of administration the injection
was administered at on R7.

Record review of R7’s MAR, dated 12/01/2023 through 12/13/2023, showed R7’s Orencia injection
was administered on 12/01/2023 by Staff U, and on 12/08/2023, Staff V, Medication Technician.
There was no documentation that showed a licensed nurse had administered the medication.

Record review of R7’s progress note dated 11/03/2023 at 3:46 PM, documented by Staff C, showed
“Orencia injection 125 mg/ml [milligrams per milliliter] left upper abdomen”. The progress noted only
showed the location of where the injection was administered. The note did not indicate that the
injection was administered by Staff C.

Record review of R7’s progress note dated 11/10/2023 at 5:59 PM, documented by Staff C, showed
“Orencia injection 125 mg/ml [milligrams per milliliter] right upper abdomen”. The progress noted
only showed the location of where the injection was administered. The note did not indicate that the
injection was administered by Staff C.

Record review of R7’s progress note dated 11/17/2023 at 4:26 PM, documented by Staff C, showed
“Orencia injection 125 mg/ml [milligrams per milliliter] right lower abdomen”. The progress noted only
showed the location of where the injection was administered. The note did not indicate that the
injection was administered by Staff C.

Record review of R7’s progress note dated 11/24/2023 at 4:24 PM, documented by Staff C, showed
“Orencia injection 125 mg/ml [milligrams per milliliter] left lower abdomen”. The progress noted only
showed the location of where the injection was administered. The note did not indicate that the
injection was administered by Staff C.

Record review of R7’s progress note dated 12/01/2023 at 4:17 PM, documented by Staff C, showed
“Orencia injection 125 mg/ml [milligrams per milliliter] left upper abdomen”. The progress noted only
showed the location of where the injection was administered. The note did not indicate that the
injection was administered by Staff C.

Record review of R7’s progress note dated 12/08/2023 at 3:38 PM, documented by Staff C, showed
“Orencia injection 125 mg/ml [milligrams per milliliter] left lower abdomen”. The progress noted only
showed the location of where the injection was administered. The note did not indicate that the
injection was administered by Staff C.

In an interview and observation on 12/14/2023 at 3:14 PM, Staff E, Medication Technician, pulled up
R7’s MAR on their computer for review. The MAR showed R7’s Orencia injection was administered
by Staff C, Licensed Practical Nurse, on 10/13/2023 and 10/27/2023 that was documented in the
comment section. Staff E stated the nurse administers the injection, but then the medication
technician will document the administration on the MAR and then write that the LPN administered it.
Review of the notes for November and December 2023 showed there were no other documented
comments for the four
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Record review ol' R7's MAR , dated 11 /0 "1/2023 through 11/30/2023, showed R7 had an order for 
Orencia injection (prescr1bed medicated injection to hep treat ~he symptoms from rheumatoid 
arth ritis) ad min· stered weekly. Review of the administration on 11/03/2023, 11/10/2023 , 11/17/2023 , 
and 11/24/2023, showed Staff U , Medication Technician , was documented to have administere tihe 
medication on tl'wse dates. The re was no documentation of the site of administration the injection 
was administered at on IR7 . 

Record review of R7's MAR, dated 12/0 '1/2023 through 12/13/2023, showed R7 's Orencia injection 
was administered on ·12/01/2023 by Staff U, and on 12/08/2023, Staff V, Medication Technician. 
T~ ere was no documentation that showed a licensed nurse had administered tlle medication. 

Record review of R7 's progress note dated 11/03:/2023 at 3:46 PM , documented by Staff C, showed 
"Orenciia injection 125 mg/ml [milligrams per mi ll ilite r] left upper abdomen". The progress noted only 
showed the location of where the injection was administered. The note did not indicate that ~he 
injection was administered by Staff C. 

Record review of R7's progress note dated 11/1 0/2023 at 5: 59 PM , documented by Staff C, showed 
"Orenciia injection 125 mg/ml [mill" grams per mi ll ilite r] ri ght upper abdomen". The 1progress noted 
onlry showed the location of where the injection was administered. The note did not indicate that lhe 
injection was administered by Staff C. 

Record review of R7's progress note dated 11 /17/2023 at 4:26 PM , documented by Staff C, showed 
"Oren ci a i nj e cti on 1 2 5 mg/ml [mi Ir grams per mi II i I ite r] ri g ht II ower abdomen". The progress noted only 
showed the location of whe e the injection was administered. The note did not indicate that ~he 
injection was administered by Staff C. 

Record review of R7 's progress note dated 11/24/2023 at 4:24 PM , documented by Staff C, showed 
"Orenc1ia injection 125 mg/ml [milligrams per mi ll ilite r] left I owe abdomen". The progress noted only 
showed the location of where the injection was administered. The note did not indicate that ~he 
injection was administered by Staff C. 

Record review of R7's progress note dated 12/01/2023 at 4: 17 PM , documented by Staff C, showed 
"Orenciia injection 125 mg/ml [mill"grams per mi ll ilite r] left upper abdomen". The progress noted only 
showed the location of where the injection was administered. The note did not indicate that ~h e 
injection was administered by Staff C. 

Record review of R7's progress note dated 12/0B/2023 at 3:38 PM , documented by Staff C, showed 
"Orencia injection 125 mg/ml [mill"grams per mi ll ilite r] left lowe abdomen" . The progress noted only 
showed the location of whe e the injection was administered. The note did not indicate that ~he 
injection was administered by Staff C. 

In an inteirview and observation on 12/14/2023 at 3: 14 PM , Staff E , Medication Technician, pulled up 
R7's MAR on thei r computer fo r reV1iew. The MAR showed R7's Ore111c1ia injection was administered 
by Staff C, Licensed Practical Nurse, on 10/13/2023 and 10/27/2023 that was documented in the 
comment sect ion. Staff E stat ed the nurse administers the 1injection, but then tlle medication 
technician willl document the administration on the MAR and ~h en wr"te that the LPN administered it. 
Review of the notes fo r November and December 2023 showed there were no other documented 
comments for till e four 
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adrninistrations of the Orencia injection in f\lovember 2023 and the two administrations far December 
2023 that showed an LPN administered the injection. 

In an inteNiew on 12/'14/2023 at 3:23 PM, Staff C stated they administer the Orencia injection to R7. 
Staff C stated they notify the medication technician after they administer the injection so they could 
document the injection on the MAR. Staff C stated they do not sign the injection out on the MAR 
thernselves. Staff C stated they make a progress note in R7's progress notes, that they administered 
the injection. Staft C stated they did not know how to sign a medication out on the MAR. Staff C 
stated they should be signing on the MAR for the administration of the injection for R7 and not the 
rnedication technicians. 

PlanlA ttestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this defic1ency. By taking this action, GARDE~J COURTE 
ALZHEIME~OM~tl.ll'lJT)' is or will be in compliance wlth tl1is law and/ or regulation on 
(Date)_;;}_ S -\:Of-~-
In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

Administrato Date 

WAC 388-78A-2140 Negotiated service agreement contents. The assisted living facility must 
develop, and rlocument in the resident's record, the agreed upon plan to address and support 
each resident's assessed capabilities, needs and preferences, including the following: 

( 1) The care and services necessary to meet the resident's needs, including: 

(a) The plan to monltor the resident and address inteNentions for current risks to the resident's 
health and safety that were identified in one or more of the following: 

(iii} On-going assessments of the resident; 

(b) The plan to provide assistance with activities of daily living, if provided by the assisted living 
facility; 

(c) The plan to provide necessary intermittent nursing seNices, if provided by the assisted living 
facility; 

This requirement was not met as evidenced by: 

Based on observation, interview, and record review the facility failed to have the residents service 
plan agreement (facility's version of the negotiated service plan) updated with the most accurate 
information for 5 of 5 residents (Resident 13 [R'l3], Resident 10 [R10], Resident 9 [R9], Resident 1 ·1 
[R11], and Resident 5 [R5]). This failure placed all 4 residents to have unmet care needs and care 
staff uneducated and unable to provide the care and 
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services that the residents required.

Findings included...

Record review of the facility's policy, “Negotiated Service Agreements”, undated, showed
agreements would be based on the resident’s assessed needs and would be developed with the
input, participation, and agreement of the resident, responsible parties, case manager, community
staff and others as appropriate and to the extent possible. The negotiated service plan would be
updated to be consistent with the residents needs and when there has been an observed change in
resident’s physical, mental, or emotional function. The negotiated service plan would address all
reasonable risk and how those risk would be managed. The negotiated service plan would be
updated when it no longer addressed the residents needs and/or preferences.

R13

Record review of R13’s face sheet showed R13 moved into the facility on /2023.

Record review of R13’s progress note, dated 09/10/2023 at 4:13 PM, showed R13 attempted to
brush their teeth with a razor that had toothpaste on it. The caregiver removed all razors with blades
from R13’s room.

Record review of R13’s Master Assessment (nurses assessment), dated 08/30/2023, showed R13
required one-person physical assistance with grooming that included shaving. Facility staff were to
use an electric razor and not to shave with safety razors. R13’ fall risk evaluation showed R13 was a
high fall risk. R13 had a history of falling out of bed. R13’s nightstand was removed from their room
and R13’s bed was moved against the wall. R13 required medication assistance for oral
medications.

Record review of R13’s Service Plan Agreement (facility’s version of negotiated service plan), dated
10/01/2023, showed R13 was able to speak clearly with some word salad. For grooming services
R13 was able to brush teeth independently with reminder. R13 required physical assistance with
shaving. The service plan did not indicate the R13 was not to use safety razors for shaving and only
an electric razor as indicated on the nursing assessment. The service plan did not show that R13
had a history of attempting to brush their teeth with a razor and that razors were not to be stored in
R13’s room. R13 was shown to be a low fall risk. There was no documentation that R13’s had
history of falls and recently R13’s bed was moved up against the wall related to them falling out of
bed at night. The service plan showed R13 required medication administration by the facility staff.
This was not that same as the nurse’s assessment.

In an interview on 12/13/2023 at 11 AM, Staff D, Medication Technician, stated R13’s typically tired
all day.

R10

Record review of R10’s face sheet showed R10 moved into the facility on /2023.

Record review of R10’s, Master Assessment, dated /2023, showed R10’s medical history
included a history of non-injury falls. R10’s fall risk evaluation under history of falls, showed “n/a [not
applicable]”.
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seivices ~hat the residents required. 

F'ndings included .. . 

Record review of the facility's policy, "Negotiated Service Agreements" , unda· ed, showed 
agreements would be based on the resident's assessed needs and would be developed with the 
input, participation , and agreement of the resident, responsible parties, case manager, community 
staff and others as appropriate and to dhe extent possible. The negotia· ed service plan would be 
updated to be consistent with the reS!idents needs and w hen dhere has been an observed change in 
resident's phys·ca l, mental, or emouional function. The negotia· ed service plan would address all 
reasonab le risk and how those ri sk wou d be managed. The negotiated service plan would be 
updated when it no longer addressed the residen ts needs and/or preferences. 

R13 

Record review of R13's face sheet showed R13 moved into dhe faci lity on /2023:. 

Record review of R13's progress note, dated 09/10/2023 at 4: 13 PM , showed R13 attempted to 
brush dheir teeth wifu a razor that had toothpaste on it. The caregiver removed al l razors with blades 
from R13 's room. 

Record review of R13's Master Assessment (nurses assessment), dated 08/30/2023, showed R13 
required one-person physical assistance w ith g ooming dhat included shaving. Faci lity staff were to 
use an electnic razor and not to shave w ith safety razors. IR1 3:' fall ri sk evaluation showed R13 was a 
high fa ll ri sk. R13 had a history of fa lling out of bed . R13 's nightstand was removed from their rnom 
and R13 's bed was moved againstthe wall . R13 required medication ass·stance fo r oral 
medications. 

Record review of R13's Service Plan Agreement (aci lity's version of negotiated service plan), dated 
10/0 1/2023 , sh owed R13 was able to speak clearly wifu some word sa lad . For grnoming services 
R13 was able to brush teeth independently with reminder. R13 required physical asS!istance w ith 
shaVling. The service plan did not indicate the R 13 was not to use safety razors for shaving and onlly 
an electric razor as indicated on the nursing assessment The service plan dlid not show that R13 
had a history of attempting · o brush thei r teeth with a razor and that razors were not to be stored in 
R 13's room. R13 was shown to be a lowfalll risk. Thee was no documentation that R13's had 
history of falls and recently R 13's bed was moved up aga1inst the wa ll related to them fal ing out of 
bed at night. The service plan showed R13 required medication administration by dhe fac1ility staff. 
Th is was not that same as the nurse 's assessment. 

In an interview on 12/13/2023 at 11 AM, Staff D, Med·cation Technician, stated R13 's typ ically tired 
all day. 

R 10 

Record review of R1 O's face sheet showed R10 moved into dhe faci lity on /2023. 

Record review of R1 O's, Master Assessment , dated /2023 , showed R 1 O's medical history 
included a history of non-iinjury fa lls. R10's fa ll risk evaluation under history of fal ls, showed "n/a [not 
applicab le]". 
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Record review of R10’s Service Plan Agreement, dated 11/28/2023, showed R10 has a history of
non-injury falls and required safety checks. There were no other fall interventions in place to help
reduce the risk of falls for R10.

Record review of R10’s progress note, dated 11/29/2023 at 9:53 AM, showed R10 was found on the
ground in their room.

Record review of R10’s progress note, dated 11/30/2023 at 4:08 PM, showed R10 was found lying
on their back with legs extended out in their room. R10 reported they fell.

R9

Record review of R9’s face sheet showed R9 moved into the facility on /2023 with multiple
medical diagnoses that included  , , and 

.

Record review of R9’s Master Assessment, dated 09/06/2023, was R9’s pre-admission assessment
for evaluation for possible facility placement. The assessment showed R9 had slipped in the shower
two months prior. Under the section titled, “fall risk evaluation”, for the question of history of falls,
showed there was nothing marked for the R9’s slip in the shower two months prior. R9 required
verbal and set up assistance with their TED hose

Record review of R9’s progress note dated 09/19/2023 at 11:11 AM, showed caregivers reported
that R9 was incontinent of urine and urinated on the bathroom floor. R9’s spouse was called at 1:53
PM, for a request that briefs were brought in for R9 to use at night.

Record review of R9’s progress note, dated 09/20/2023 at 8:34 AM, showed R9 was mainly
incontinent of urine at night and required the use of briefs.

Record review of R9’s progress note, dated 10/19/2023 at 8:10 PM, showed R9 grabbed the
caregiver’s buttocks very tightly. The caregiver told R9 that was inappropriate and R9 smiled at the
caregiver.

Record review of R9’s Master Assessment, dated 10/12/2023, under the section, medical history,
showed R9 had a slipped during a shower two months prior. R9 required verbal and standby
assisting with putting on and taking off their TED hose (tight socks that compress the legs to help
blood and fluid flow). R9’s fall risk evaluation section showed “n/a” for history of falls.

Record review of R9’s Service Plan Agreement, dated 10/31/2023, showed R9 required safety
checks during each shift as R9 adjusted to new placement to the facility. R9’s service plan did not
indicate that R9 required assistance from the staff to help put on and take of their TED hose. The
service plan did not show that R9 had a fall two months prior or that R9 was a fall risk. R9 required
one person assistance as they were incontinent of urine. There was no documentation that showed
R9 was incontinent of urine at night and required to use disposable undergarments. R9 had a
history of delusions about the government or people after them. There was no documentation that
R9 had a history of in appropriately touching caregivers during care.

R11

Record review of R11’s face sheet showed R11 moved into the facility on 2022, with
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Record review of R10's Seivice Plan Agreement, dated ·11 128/2023 , showed IR10 has a histol'Y of 
non-injury falls and required safety checks_ There were no other fal l -nterventions in place to help 
reduce ttle risk of fa Is for R1 O_ 

Record review of R1 O's progress note, daited 11 129/2023 at 9: 53 AM , showed R 10 was found on the 
ground in their room. 

Record review of R10's progress note, dated 11 /30/2023 at 4:08 PM, showed R10 was found lryii ng 
on the-r back \Nlth legs extended out in their room _ R10 reported they felL 

RB 

Record review of RB's face sheet showed IR9 moved -nto the facil ity on 12023 w ith multip e 
medical diagnoses that ind uded , , , and 

_ 

Record review of RB's Master Assessment, dated 09/06/2023 , was R9's pre-admission assessment 
for evaluation fo r possible faci lity placement The assessment showed RB had slipped in the shower 
two months prior. Under the section titl ed , "fall risk eva uation", fo r the question of history of fal ls, 
showed there was nothing marked for the RB's sl ip in the shower two months pnior. R9 required 
verbal and set up assistance with their TED hose 

Record review of R81's progress note dated 09/19/2023 at 11 : 11 AM , showed caregivers reported 
th at R9 was incontinent of urine and urinated on the bathroom fl oor_ R9 's spouse was ca lled at 1 :53: 
PM, fo r a request that briefs were brought in fo r R9 to use at night. 

Record review of R81's progress note, dated 09/20/2023 at 8:34 AM , showed R9 was mainly 
incontinent of urine at night and required the use o briefs_ 

Record review of R81's progress note, dated 1 0/181/2023 at 8: 10 PM, showed R9 grabbed 1:he 
caregiver's butto cks very tightly _ The ca eg1iver told R9 that was 1inappropriate and R9 smi led at the 
caregiver. 

Record review of R81's Master Assessment, dated 10/12/2023 , under the section, medical history, 
showed R9 had a sr pped dur1ng a shower two months prior_ R9 required verba l and standby 
assisting V\111:h putting on and taking off the ir TED hose (t ight socks th at compress the legs to help 
blood and f lU1id flow). R9 's fa ll ri sk evaluation section showed "n/a" fo r history of fa lls_ 

Record review of R81's Service Plan Agreement , dated 10/31/2023, showed R9 required safety 
checks duning each shift as R9 adjusted to new placement to the facil ity_ R81's service plan diid not 
indicate that RB equire assistance from the staff to help put on and ta ke of their TED hose. The 
service plan did not show tlh at R9 had a fa ll two months prior or that R9 was a fa ll ri sk_ R9 reqU1i red 
one person assistance as they were incontinen· of urine_ There was no documentation that showed 
R91 was incontinent of urine at night and requ ired to use diisposable undergarments. R9 had a 
history of delusions about the government or people after them_ There was no documentation that 
RB had a history of in approp riate y touching caregivers dur1ng care. 

R11 

Record review of R11 's face sheet showed R11 moved into the faci lity on 2022, \Nlth 
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multiple medical diagnoses that included   
, and

Record review of R11’s MAR, dated 12/01/2023 through 12/13/2023, showed R11 required their
blood sugar checked four times daily and insulin administered from two to four times daily.

Review of R11’s Master Assessment, dated 10/12/2023, showed R11 was on a low concentrated
sweets diet. R9 required insulin administration and fasting blood sugar checks two times daily. R9
had a history of multiple falls from rolling off of the couch or bed while sleeping. R9’s required
frequent safety checks and apartment to be checked for safety hazards were in place to help reduce
R9’s risk of falls. R11 had a history of a skin rash and no other skin care needs.

Record review of R11’s Service Plan Agreement, dated 10/12/2023, showed R11 was independent
with all eating. There was nothing document that showed R11 was non complaint with eating on a
low concentrated sweets diet and interventions in place for the caregivers to follow if observed R11
to make poor diet choices. Under the section titled, diabetes mellitus, showed R9 required insulin
administration by the medication technicians two times daily and blood sugars. R9 preferred to sleep
in their chair as it was uncomfortable to lay flat on their back. R9 had a history of falls at night that
required R9 to use a fall mat next to their bed to help prevent injuries. There was nothing
documented that R9’s bed was up against the wall. There were no interventions in place when the
resident slept in their recliner and past falls from their recliner.

Record review of R11’s progress note, dated 09/11/2023 at 4:34 PM, showed R11 had a wound to
be coccyx area that was open and required a dressing.

Record review of R11’s progress note, dated 10/17/2023 at 6:33 AM, showed R11 was heard yelling
for help, when caregivers found R11 on the floor in front of R11’s recliner face down on the carpet.

Record review of R11’s progress note, dated 10/23/2023 at 1:50 PM, showed R11 was heard
calling. R11 was anxious when caregivers arrived. R11 was observed lying on the floor in front of
their personal recliner.

In an interview on 12/14/2023 at 1 PM, Staff E, Medication Technician, stated R11 sat in their
recliner chair most of the time when they were in their room. Staff E stated they do random safety
checks to help prevent and reduce R11 from falling.

R5

Record review of R5’s face sheet, undated, showed R5 re-admitted to the facility on /2023 with
diagnoses to include .

Record review of a provider fax for R5, dated 09/06/2023, showed R5 was started on a prenatal
vitamin for a diagnosis of 

.

Review of R5’s MAR, dated November 2023, showed R5 received medicated eye drops on
11/03/2023 through 11/09/2023.
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multip le medical diagnoses that included ,  , 
, and  

Record review oif R11 's MAR , dat ed 12/01 12023 through 12/13/2023, showed R 11 required the1ir 
blood sugar checked four times daily and insulin administered from mo to four times daily . 

Review of R11 's Master Assessment, dated 10/12/2023, showed R1 1 was on a low concentrated 
sweets diet R9 requi ed insulin administration and asting blood suga checks two times daily . lR9 
had a history of multiple fa lls from ro lling oifif of the couch or bed whi le sleeping. R9's required 
frequent safety checks and apartment to e checked .· or safety hazards were in place to help reduce 
R91's risk of fa Is. IR1 1 had a history of a skin rash and no other s!kin care needs. 

Record review oif R11 's Service Plan Agreement, dated ·1 0/12/2023, showed IR1 1 was independent 
V\li~h al l eating_ There was no h ing document that showed R11 was non complaint with eating on a 
low concentrated sweets diet and interventions in place for the careg ivers to follow if observed R1 ·1 
to make poor diet choices. Under the section titled , diabetes mel litus, showed R9 required insulin 
administration by the medication technicians two times dailiy and blood sugars. R9 prefe red to sleep 
in their chair as it was uncomfortab le to lay flat on their back. IR9 had a history of fa lls at night that 
required R9 to use a all mat next to the·r bed to help p event injuries. There was noth ing 
documented that R9 's bed was up against the wall . There were no intervenbions ·n place when the 
resi ent slept in ~eir recl iner and past fa lls from their recliner. 

Record review oif R11 's progress note, dated 09/11/2023 al: 4:34 PM , showed R11 had a wound ta1 
be coccyx area that was open and required a dressing . 

Record review oif R11 's progress note, dated 10/17/2023 al: 6:33 AM , showed R11 was heard ye llling 
fo r help, when caregivers found R11 on the floor in fronl: of R11 's recl iner face down on the carpet. 

Record review of R11 's progress note, dated 10/23/2023 at 1 :50 PM , showed R1 1 was heard 
call ing . R 11 was anxious when caregivers arrived . R11 was observed lying on the fl oor in front of 
th ei r personal recl iner. 

In an interview on 12/14/2023 at 1 PM, Staff E, Medication Technician, stated R11 sat in the1ir 
recl iner chair most of the time when they were in their room. Sta E stated they do random safety 
checks to help prevent and reduce R11 from falling. 

R5 

Record review of R5's face sheet , undated , showed R5 re-admitted to the facil ity on /2023 with 
diagnoses to include . 

Record review of a prnVli der fax fo r R5, dated 09/06/2023 , showed R5 was started on a prenatal 
vitamin for a diagnosis of 

. 

Review of R5's MAIR, dated November 2023:, showed R5 received medicated eye drops on 
11 /03/2023 through 11/09/2023 . 
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Record review of R5’s physician’s orders, dated 11/08/2023, showed, “May crush all medications
together and mix with food/drink.” R5 was prescribed medicated eye drops, 2 drops in both eyes 4
times a day, with an order date of 11/01/2023.

Record review of R5’s “Master Assessment”, dated 11/13/2023, showed R5 had short term and
long-term memory impairment. R5 was noted to be unable to use a call system and her needs were
met by the service plan. R5 was noted to need community assistance with all medication
management. R5 received oral medications and was noted to have no eye or ear drops.

Record review of R5’s Service Plan Agreement, dated 10/09/2023, showed R5 spoke in word salad
(words and phrases out of order or context), and to have short- and long-term memory loss. received
medication set-up. The Service plan showed, “[R5] requires medication administration by staff. She
can swallow medications whole without any difficulty at this time. [R5’s] medications will be set up for
administration in accord with the physician’s medication/treatment orders. Community to provide
medication set-up services to support safe and effective medications administration practices.” The
service plan did not indicate that R5’s medication required to be crushed for administration and that
R5 had a history of eating nonedible items with a diagnosis of .

In an interview on 12/14/2023 at 12:32 PM, Staff E, Medication Technician, stated that R5 received
medicated eye drops for a period and that staff were the ones to administer the eye drops into R5’s
eyes as R5 was unable to do it herself. Staff E stated that R5 sometimes took her medications
whole, other times they had to be spoon feed medications into her mouth as she would not know
what to do with the medications, and other times the medications had to be crushed. When asked if
Staff E was nurse delegated for R5, Staff E stated she was not, but was not sure how the facility did
their nurse delegation process.

In an interview on 12/14/2023 at 3:59 PM, Staff C, Licensed Practical Nurse, was asked if R5 should
have her medications delegated, and Staff C did not provide a response. Staff C did confirm R5
received crushed medications.

In an interview on 12/14/2023 at 1:13 PM, Staff B, Resident Care Manager/Licensed Practical
Nurse, stated they placed every new resident on safety checks. Staff B stated if a resident had a
history of slipping out of bed they would not be identified as a high fall risk. Staff B stated only care
related services from the nursing assessment was transcribed to the residents service plan. Staff B
stated they do not document on the service plan when a resident’s bed was up against the wall. Staff
B stated the beds position would be related to care services. Staff B stated they did put R10’s bed
up against the wall after they had a fall and got their feet tangled with the bed linens. Staff B stated
R10 does not sleep at night and that increase R10’s risk for falls.

In an interview on 12/14/2023 at 2: 16 PM, Staff B stated either Staff C, Licensed Practical Nurse, or
themselves complete the resident assessment and then develop and update the resident’s service
plans. Staff B stated the service plan contents was to have all the care and services that the care
staff needed to know to care for the resident. Staff B stated if a resident took their medications
crushed, how they get their care provided with number of staff, any grooming needs or precautions,
things to observed with the residents' skin and whom to report to that were some of the things that
would be documented on the service plan. Staff B stated a bed up against the wall would be a care
need that care staff would need to know.
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Record review of R5's physician 's orders, dated 11/08/2023 , showed, "M ay cru sh all medications 
together and mix with food/d rink_" R5 was prescribed medicated eye drops, 2 drops in both eyes 4 
times a day, wil:h an order date of 11/01/2023. 

Record review of R5's "Master Assessment", dated 11/13/2023, showed R5 had short term and 
long-term memo1ry impairm ent R5 was noted to be unable to use a ca ll system and her needs were 
met by th e service plan_ R5 was noted to need community assistance wi~h al l medication 
management R5 rece ived oral medicabions and was nol:ed to have no eye or ear drops_ 

Record review of R5's Service Plan Agreement, dated 10/09/2023, showed R5 spoke in word sa lad 
(words and phrases out of order or context), and to have short~ and long-1:erm memory loss. rece ived 
medication set-up_ The Service plan showed, "[R5] requires medicafon administration by staff . She 
can swallow medications whole without any difficulty at this time . [R5's] medications will be set up fo r 
administration in accord with the physician's medicationh:reatment orders_ Community to provide 
medication set-up services to support safe and effective medications adminis~ration practices." The 
service plan did not indiicate that R5 's medication require to be crushed fo r adminiistration and tllat 
R5 had a history of eating nonediible items witll a diagnosis of _ 

In an interview on 12/1412023 at 12:32 PM, Staff IE, Medication Technician, stated that R5 received 
medicated eye drops fo r a p,eriod and that staff were the ones to administer the eye drops into R5's 
eyes as R5 was unable to do it herself _ Staff E stated that R5 sometimes took her medications 
whole, other times they had to be spoon feed medications into her mouth as she would not know 
what to do with ~he medications, and other ~imes the mediications had to be crushed . When asked 1if 
Staff E was nurse delegated for R5 , Staff IE stated she was not, but was not sure how the fac-lity did 
their nurse delegation process. 

In an interview on 12/1412023 at 3:59 PM , Staff C, Licensed Practica l Nurse, was asked if R5 should 
have her medications delegated, and Staff C did not provide a response. Staff C did confi rm R5 
received crushed medications_ 

In an interview on 12/14/2023 at t: 13 PM, Staff IB, Res,ident Care Manager/Licensed Practical 
Nurse, stated they placed every new resident on safety checks _ Staff B stated if a resident had a 
history of sl ipping out of bed they wo uld not be identifi"ed as a high fal l risk_ St.aft B stated only care 
related services from the nursing assessment was transcribed to the residents seirvice plan _ Staff 1B 
stated they do not document on the service plan when a resident's bed was up against the wall_ Staff 
B stated ttle beds positi on would be related to care services. Staff B stated they did put R 1 O's bed 
up against the wall after they had a falll and got their feet tang led with ttle bed linens. Staff B stated 
R10 does not sleep at night and that increase R1 O's risk for fa lls_ 

In an interview on 12/14/2023 at 2: 16 PM , Staff B stated either Staff C, Licensed Practical Nurse , or 
themselves complete the resident assessment and then develop and update the resident's serviice 
plans. Staff B stated the service plan contents was to have all the care and services that the care 
staff needed to know to care fo r the resident. Staff B stated if a resident took their medications 
crushed, how they get their care provided with number of staff , any grooming needs or precautions, 
things to observed wi~h the residents' skin and whom to report to that were some of the things that 
would be documented oin the service plan_ Sta B stated a bed up against the wall would be a care 
need that care staff would need to know. 
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In an interview on ·12t14/2023 at 3:23 Plv1, Staff C, Licensed Practical Nurse, stated they do not adci 
on the resident's setvice plan if one side of the resident's bed was up against the wall. Staff C stated 
they would put if a resident used a fall mat or any other device. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this repott and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMl~~M,YNITY is or will be in compliance with this law and/ or regulation on 
(Oate)il. ~ d~. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2720 Timing of disclosure. 

( 1) The assisted living facility must provide the disclosure forrn cornpleted by the assisted living 
facility: 

(a) In response to a request by a prospective resident or his or her representative, if any, for written 
information about the assisted living facility's services and capabilities; or 

(b) At the time the assiste(l living facility provides an application for residency, an admission 
agreement or contract, if not previously received by the prospective resident or his or her 
representative, if any. 

This requirement was not met as evidenced by: 

Based on interview and record review the facility failed to provide a copy of the disclosure of 
services and fiave the family or residents representative sign that they received it for 4 of 9 sampled 
residents (Resident 8 [R8], Resident 5 [R5]1 Resident 6 [RB], and Resident 1 0 [R1 0]). This failure 
placed all 4 residents, resident representatives, and any visitor at the facility from having knowtedge 
of what services tl1e facility provided. 

Fjndings included ... 

Record review of R1 O's face sheet, s.howed R6 moved into the facility on /2023. 

Record review of R10's,«Acknowledgement of Disclosure of Service", was signed and dated by the 
representative for R10 and the facility's representative on 12/13/2023. 
There was no disclosure of se1vices provided that was dated prior 12/13/2023 for review. 

Record review of R5's face sheet, showed R6 moved into the facility on 9/2023. 

Record review of R5 's "Acknowledgement of Disclosure of Service", was signed and dated 
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by the power of attorney for R5 and the facility's rnpresentative on 12/13/2023. 
There was no disclosure of se,vices provided that was dated prior 12/13/2023 for review. 

In an intetview on 12/'I 3/2023 at 2:31 PM, Staff S, Receptionist/Marketing Assistant, stated R1 O's 
disclosure of services was signed that day. Staff S stated the facility did not have a signed disclosure 
of services for the Department to review for R6 and R8. Staff S stated the facility was waiting for the 
family and/or resident representative to come into the facility to sign the document today 
'12/13/2023. 

Recorcl review of R6'sface sheet, showed R6 moved into the facility on /2023. 
On ·12/'13/2023 at 3: 13 PM, Staff S provided the Department a copy of R6's "Acknowledgement of 
Disclosure of Se,vice", that was signed and dated by the representative for R6 and the facilib/s 
representative on 12/13/2023. There was no disclosure of servlces provided that was dated prior 
·12/'13/2023 for review. 

Record review of R8's face sheet, showed R8 moved into the facility on /2023. 

On ·I 2/13/2023 at 3:45 PM, Staff S prov1ded the Department a copy of RB's "Acknowledgement of 
Disclosure of Se1vlce", that was signed and dated by the representative for RB and the facility's 
representative on 12/13/2023. There was no disclosure of :services provided that was dated prior 
·12/13/2023 for review. 

In an intetview on 12/'l 4/2023 at 9: 13 AM, Collateral Contact 2 (CC2}, Son and Power of Attorney for 
R8, stated the facility provided a list of disclosure of services to them to review a fe\N days prior from 
today 12/1412023. CC2 stated the facility requested that they signed a document that they received it 
on 12/13/2023. CC2 stated they had not been provided a disclosure of setvices upon R8's 
admission to the facility. 

In an intetview on 0'1/08/2024 at 12:27 PM I Staff A, Executive Director, stated Staff Y, Marketing 
Director, was responsible to ensure all p-otential and new residents and/or their responsible party 
sign that they have reeeived the dfsclasure of services before U1ey move In. Staff A stated then 
marketing assistant would review tf1e resident file for all the required signatures needed and if there 
were any missing, Staff Y would be notified to obtain the signature. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIM1fF ~g_~{~~~JNITY is or will be in compliance with this law and/ or regulation on 
(Date) ~-\d-~':L. 
In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 
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WAC 388-78A-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and timely manner.

This requirement was not met as evidenced by:

Based on observation, interview, and record review the facility failed to have 1 of 1 resident’s
(Resident 10 [R10]) medication at the facility and available to be administered when the resident was
experiencing behaviors. This failure placed the resident at risk for unmet care needs and decreased
quality of life.

Findings included...

Record review of the facility’s policy “unavailable medications”, undated showed “it is the policy of
the community to provide medications to residents in a timeframe and in a manner that promotes
health and welfare.” When the resident and/or the responsible party was responsible to obtain the
medications for the resident, the designated staff would contact the resident/responsible party and
explain concerns regarding medications being unavailable. After talked with the resident/responsible
party if the medications would not be available to the resident in the timeframe needed, the
designated staff person would contact the prescriber of the medication and the incident would be
documented in the resident's health file, and the administration would take proper steps to ensure
that medications were delivered in a timely manner.

Record review of R10’s face sheet showed R10 moved into the facility on /2023.

Record review of R10’s, Service Plan Agreement, dated /2023, showed R10 the facility
managed their medications. R10 received their medications from their own pharmacy. R10 was
diabetic (bodies inability to regulate high blood sugar levels within the blood) but did not require
medications or blood sugar checks. The service plan did not show that R10 had any history of
behaviors for care staff to know of.

Record review of R10’s “Master Assessment”, dated /2023, showed R10 had dementia
(progressive brain disorder that effects one's ability to think, remember, and can affect one's ability
to perform daily life tasks and activities). R10 required occasional redirection when disoriented to
person, place or time. Staff were to collaborate with family that were heavily involved with physical
and emotional needs. R10 used an outside pharmacy for their medication. The facility was to assist
with all R10’s medication management. Under the section titled, “nurse case management services”,
showed R10 was pleasant with a good sense of humor. R10 spoke clearly and was able to
communicate their needs with some forgetfulness. R10 was recently admitted to the facility from
home and could present with some challenges with adjustment away from spouse. There were no
other documented behaviors for R10.

Record review of R10’s Medication Administration Record, dated 12/01/2023 through 12/13/2023,
showed R10 had an order for olanzepine (precribed medication to help treat mental health
conditions or behaviors) 5 milligrams (mg) take one tablet every 12 hours as needed for agitation.

Record review of R10’s “Receipt of Medication”, dated /2023, showed R10 did not have a
supply of olanzepine that was delivered to the facility that day R10 admitted.
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WAC 388-78A-22401 INonavaiillability o•f m edlic a~io1ns. When the assisted living fac ility has 
assumed responsilbilliity foir ,obtai1ni1ng a r,esident's. 1presc1ribed medications, the assisted liviing 
facility must obtain them min a correct and timely ma1nneir. 

Tihiis requirement was 1not m1et as evid,e'nced by: 

Based on observation, interview, and record review the fa cil ity fa iled to have 1 of 1 resident's 
(!Resident 10 [R1 O]) me ication at the facil ity and available to be administered when the resident was 
experiencing beharviors. Th is fai lure placed the reSiident al: r1sk fo r unmet care needs and decreased 
quality of life . 

F'ndings included ... 

Record review of the facility's pol icy '"unavailable medical:ions", undated showed '"it is the pol icy of 
th e community to provide medications to residents in a bmeframe and in a manner that promotes 
health and welfare." 'v\!lhen the residenl: andlo the responsib e party was responsible to obtain the 
medications fo r the resident , the designated staff would contacl: the reSiident/responsible 1party and 
explain concerns regard ing medications being unavai lab le. After 1:a lked w,oh the res ident/responsible 
party if th e medicaliions would not be ava·lab le to the esident in the timeframe needed , the 
designated staff person would contact the prescriber of the medication and the incident would be 
documented in the resident's healuh fi le, and the administration would 1:ake proper steps to en sure 
th at medicabons were delivered in a timely manner. 

Record review of R10's face sheet showed R10 moved into l:he faci lity on /2023:_ 

Record review of R10 's, Service Plan Agreemen·, dated /2023, showed R10 the faci lity 
managed their medications. R10 received their medications from thei r own pharm acy. R10 was 
diabe~ic (bodlies inabil ity to regulate high blood sugar leve ls with in l:he blood) but did not require 
medications or blood sugar checks. The service pan d'd not show th at R10 had any history of 
behaviors for care staff to know of. 

Record review of R1 O's '"Master Assessment", dated /2023 , showed R10 ha dementia 
(progresSiive brain diso rder that effects one's abi liity to th ink, remember, and can affect one 's ability 
to perform daily life tasks and activities). R10 required occasional redirection when disoriented to 
person, place or time. Staff were to co llaborate wjth famil¥ that were heavily involved wittl physical! 
and emotiona needs. R10 used an outside pharmacy fo r their medication . The facility was to assist 
w,l:h al l R1 O's medicabon management. Under the section titl ed, "nurse case management services", 
showed R10 was plleasant with a good sense of humor. R10 spoke clearly and was able to 
communical:e their needs wil:h some fo rgetfulness. R10 was recently admitted to the faci lity from 
home and could present with some cha llenges with adjustment away from spouse . There were no 
oth er documenl:ed behav iors fo r R10 . 

Record review of R1 O's Medication Adminisliration Recaird, dated 12/0112023 through 12/13/2023 , 
showed R10 had an order fo r olanzepine (precribed medication to help treat mental health 
conditi ons or behaviors) 5 milligrams (mg) take one tab let every 12 hours a1s needed for agitation. 

Record review of R10's '"Receipt of Medical:ion", dal:ed /2023 , showed R10 did not have a 
supply of olanzepine ~hat was delivered to the faci lity that day IR10 admitted. 
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Record review of R10's progress note, dated 12/07/2023 at 3:20 PM, showed R10 experienced 
aggressive behaviors towards staff that required an olanzepine. 

Record review of R1 O's progress note, dated 12/07/2023 at 3: 20 PM, showed the facility contacted 
the power at attorney of R1 Oto order R'I O's olanzepine for the facility to have on hand. There were 
no other progress notes since adrnission on /2023, that showed R10's responsible party was 
notified that R1 O did not have this medication at the facility and available for administration as 
needed. 

In an observation on 12/12/2023 at 6:50 AM, in the not1h medication cart, R1 O had seven bottles of 
prescribed medications. There was not a bottled of olanzepine supply for R1 O in the medication 
cart. 

In an interview on 12/14/23 at 1 :48 PM, Staff D, Medication Technician, stated R10 did not have a 
supply of olanzepine from the facility in their name. Staff D stated R1 O received their medications 
from an outside pharmacy and R 1 O's responsible party were to bring them, to the facility. Staff D 
stated as of 12/14/2023 R10 olanzepine was still not at the facility and available for administration if 
needed. 

In an interview on 12/14/2023 at 2: 16 PM, Staff B, Resident Care Manager/Licensed Practical 
r~urse, stated R10 did not have a supply of olanzepine prescribed in their name available at the 
facility for use. 

Plan/Attestation Statement 
I hereby certify that I f1ave reviewed U1is report and have taken or will tal<e active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEl~f~SOMMUNITY is or will be in compliance with this law and/ or regulation on 
(Date)~-l:2~. 

In addition, I wlll implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2220 Prescribed medication authorizations. 

(1) Before the assisted living facility may provide medication assistance or medication administration 
to a resident for prescribed medications, the assisted living facility must have one of the following: 

(a) A prescription label completed by a licensed pharmacy; 

(2) The documentation rnquired above in subseetion ( 1) of this section must include the following 
information: 

(a) The name of the resident; 
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(b) The name of the medication;

(c) The dosage and dosage frequency of the medication; and

This requirement was not met as evidenced by:

Based on observation, interview, and record review the facility failed to administer medications as
they were ordered by the prescribed physician for 2 of 2 residents (Resident 10 [R10] and Resident
11 [R11]. This failure placed the residents at risk for medical complications and unmet care needs.

Findings included...

RCW 69.41.050 Labeling requirements—Penalty. (1) To every box, bottle, jar, tube or other
container of a legend drug, which is dispensed by a practitioner authorized to prescribe legend
drugs, there shall be affixed a label bearing the name of the prescriber, complete directions for use,
the name of the drug either by the brand or generic name and strength per unit dose, name of
patient and date: PROVIDED, That the practitioner may omit the name and dosage of the drug if he
or she determines that his or her patient should not have this information and that, if the drug
dispensed is a trial sample in its original package and which is labeled in accordance with federal
law or regulation, there need be set forth additionally only the name of the issuing practitioner and
the name of the patient.

Record review of the National Library of Medicine website article titled, Nursing Rights of Medication
Administration, dated 09/04/2023, showed “it is standard during
nursing education to receive instruction on a guide to clinical medication administration and
upholding patient safety known as the ‘five rights’ or ‘five R’s’ of medication administration. These
‘rights’ came into being during an era in medicine in which the precedent was that an error
committed by a provider was that provider’s sole responsibility and patients did not have as much
involvement in their own care.” The five traditional rights included the right patient, right drug, right
route, right time, and right dose.

R10

Record review of R10’s face sheet showed R10 moved into the facility on /2023.

Record review of R10’s, Service Plan Agreement, dated /2023, showed R10 the facility
managed their medications. R10 received their medications from their own pharmacy. R10 was
diabetic (bodies inability to regulate high blood sugar levels within the blood) but did not require
medications or blood sugar checks. The service plan did not show that R10 had any history of
behaviors for care staff to know of.

Record review of R10’s “Master Assessment”, dated /2023, showed R10 had dementia
(progressive brain disorder that effects one's ability to think, remember, and can affect one's ability
to perform daily life tasks and activities). R10 required occasional redirection when disoriented to
person, place or time. Staff were to collaborate with family that were heavily involved with physical
and emotional needs. R10 used an outside pharmacy for their medication. The facility was to assist
with all R10’s medication management. Under the section titled, “nurse case management services”,
showed R10 was
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(b) Tlhe name of the medication; 

(c) The dosage and dosage frequency of the medication; and 

Thiis requirern ent was 1not mi et as evid,enced by: 

Based on observation, interview, and record review the facil ity fa iled to administer medications as 
they were ordered by tlhe prescribed phys1i cian fo r 2 of 2 residents (Resident 10 [R1 O] and Resident 
11 [R 11]. This fa ilure placed the residents at r1sk fo r medical complications and unmet care needs_ 

F"ndings included .. . 

RCW 69.41 _050 Labeling requirements-Penally. (1) To every box , bottle , jar, tu · e or other 
container of a legend drug, which is diispensed by a practitioner authorized to prescribe legend 
dru gs, t ere shal l be affixed a label bearing the name of the prescriber, complete directions fo r use , 
th e name of the drug eidher by the brand or generic name and strength per unit dose, name of 
patient and date: PROVIDED, That the practitii oner may omjt the name and dosag1e of the drug if he 
or she determines that his or her patient should not have this information and that, if the drug 
dispensed is a tinia l sample in its original package and which is labeled in accordance with federa l 
law or regulation , there need be set fo rth additi onal ly on ly dhe name of the issuiing practitioner and 
the name of the patien· . 

Record review ofthe Nationa l Library of Medicine website artid e titled , Nursing Rights of Medication 
Administration, dated 09/04/2023, showed "it is standard during 
nursing education to receive instruction on a gui e to dinica l medication adminis~rati on and 
upholding patient safety known as the 'five rights' or 'five R's' of medication administration. These 
'rights' came into being during an era in medicine in which dhe precedent was dhat an erro 
committed by a provider was that provider' s sole responsibi lity and patients did not have as much 
involvement in dheir own care_" The five traditional ri ghts included the ri ght patient, right drug, iri ght 
route, right time, and right dose_ 

R10 

Record review of R10's face sheet showed R10 moved into fue faci lity on /2023:_ 

Record review of R10's, Service Plan Agreemen·, dated /2023, showed R10 the faci lity 
managed their medications. R10 received their medications from thei r own pharm acy. R10 was 
diabetlic (bodlies inabi ity to regulate high blood sugar leve ls with in fue blood) but did not require 
medications or blood sugar checks_ The seirvice pan did not show th at R10 had any history of 
behaviors for care staff to know of. 

Record review of R1 O's "Master Assessme nt", dated /2023 , showed R10 had dementia 
(progressive brain diso rder that effects one's abi liity to dh ink, remember, and can affect one 's ability 
to perform daily life tasks and activities)_ R10 required occasional redirection when disoriented to 
person, place or time_ Staff were to co llaborate wjth famil¥ that were heavily involved wittl physical! 
and emotiona needs. R10 used an outside pharmacy fo r their medication . The facility was to assist 
I.Nifu al l R1 O's medicabon management. Under the section titl ed, "nurse case management services", 
showed R10 was 
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pleasant with a good sense of humor. R10 spoke clearly and was able to communicate their needs
with some forgetfulness. R10 was recently admitted to the facility from home and could present with
some challenges with adjustment away from spouse. There were no other documented behaviors for
R10.

Record review of R10’s Medication Administration Record (MAR), dated 12/01/2023 through
12/13/2023, showed R10 had an order for olanzepine 5 milligrams (mg) take one tablet every 12
hours as needed for agitation. R10 was administered a dose of olanzepine on 12/07/2023 at 12:23
PM.

Record review of R10’s “Receipt of Medication”, dated 2023, showed R10 did not have a
supply of olanzepine that was delivered to the facility the day R10 admitted on /2023.

In an observation on 12/12/2023 at 6:50 AM, in the north medication cart, R10 had seven bottles of
prescribed medications. There was no bottled supply of olanzepine (prescribed medication to help
treat mental health and behaviors) for R10 in the medication cart.

Record review of R10’s progress note, dated 12/07/2023 at 3:20 PM, showed R10 experienced
aggressive behaviors towards staff that required an olanzepine. R10 that morning had not come to
the dining room for breakfast and slept.

Record review of R10’s progress note, dated 12/07/2023 at 3:20 PM, showed the facility contacted
the power of attorney of R10 to order R10’s olanzepine for the facility to have on hand.

In an interview on 12/12/2023 at 5:45 AM, Staff F, Medication Technician, stated they were not
allowed to administer another resident’s medication and administer it to another resident. Staff F
stated the medication had to be prescribed to the resident for the medication technician to administer
the medication.

In an interview on 12/14/2023 at 1 PM, Staff E, Medication Technician, stated they could not
administer medication from another resident to administer to a resident that did not have a supply in
their name.

In an interview on 12/14/2023 at 1:48 PM, Staff D, Medication Technician, stated they did not have
R10’s olanzepine to administer. Staff D stated they administered another residents supply of
olanzepine to R10. Staff D stated the other resident that had the olanzepine supply, no longer
resided at the facility. Staff D was unable to show the Department the medication that Staff D used
to administer to R10.

In an interview on 12/14/2023 at 2:16 PM, Staff B, Resident Care Manager/Licensed Practical
Nurse, stated they were aware that Staff D administered another resident’s supply of onlanzepine to
R10. Staff B stated they gave Staff D permission to use a dose of Resident 9’s supply of
olanzepine.

In an interview on 12/14/2023 at 3:14 PM, Staff A, Executive Director, stated the medication
technician’s and the nurses were only to administer medications that were prescribed and labeled by
the pharmacy in the resident’s name. The medication technician’s and the nurses were not allowed
to administer a resident’s medication to another resident if the medication supply was not available
for the intended resident.
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pleasant w ith a good sense of humor. R10 spoke clearily and was able to communicate their needs 
vvibh some forgetfulness. R10 was recently admitted to the facility firom home and cou ld present w ith 
some challenges vvith adjustment away from spouse . Th ere were no other documented behaviors fo r 
R10_ 

Record review of R1 O's M edication Adminisoration Record (MAIR) , dated 12/01/2023: th ough 
12/13/2023 , sh owed R10 had an order fo r oilanzepine 5 m ilr grams (mg) take one tablet every 12 
hours as needed fo r agitation. R10 was administered a dose of olanzepine on 12107 /2023 at 12: 23 
PM . 

Record review of R10's "Receipt of Medication~, dated /2023 , showed R10 did not have a 
supply of olanzepine that was delivered to the faci lity the day IR10 admitted on /2023. 

In an obsenvation on 12/12)2023 at 16: 50 AM , in the north m edication cart , R 10 had seven bottles of 
prescribed medicaoions. There was no bottled supply of olanzepine (prescribed medication to help 
treat mental health and behaviors) for R 10 in the medicati on cart. 

Record review of R10's progress note, dated 12/07/2023 at 3:20 PM , showed R10 experi enced 
aggressive behaviors towards staff bhat required an o anzep ine . R10 that morning had not come to 
the din ing room for breakfast and slept. 

Record review of R10's progress note, dated 12/07/2023 at 3:20 PM , showed the faci lity contacted 
th e power of attorney of R10 to order IR1 O's olanzepine fo r the facil ity to have on hand. 

In an intenview on 12/12:/2023 at 5:45 AM , Staff IF , Medication Technician, stated they were not 
allowed to administer another resident's medicatio n and adminiister it to ano~her resident. Staff IF 
stated the medicaoion had to be p escribed to the resident fo r the medication technician to administer 
the medication. 

In an intenview on 12/1412023 at 1 PM, Staff E , Medication Technician, stated they could not 
administer medication ~rom anothe resident to administer to a resident that did not have a supply in 
thei r name. 

In an intenview on 12/14/2023 at 1 :48 PM , Staff ID, M edicabion T echn ician , stated they did not have 
R 10's olanzepine to administer. Staff ID stated they administered anooher residents supply of 
olanzepine to R10. Staff ID stated the other resident that had the olanzepine supplly , no longer 
resided at the fa cillity . Staff D was unable to show the Department the medication that Staff D used 
to administer to R10. 

In an intenview on 12/14/2023 at 2: 16 PM , Staff IB, Resident Care Manager/Licensed Practical 
Nurse, stated they were aware that Staff ID administered ano~her resident's supp y of onlanzepine to 
R-10. Staff B stat ed they gave Staff D perm ission to use a dose of Resident 9's supply of 
olanzepine. 

In an intenview on 12/1412023 at 3: 14 PM , Staff A , Executive Director, state the medication 
technician's and the nurses were only to administer medications that were prescribed and labeled by 
the pha m acy in the resident' s name. The m edicati on technician's and the nurses were not allowed 
to administer a resident 's medication to ano~her resident if ohe medication supply was not availablle 
for the intended esident. 
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R11 

Record review of R11 1s, MAR's, dated 09/0112023 through 12/13/2023, showed R 11 had an order 
for acetarninophen (APAP) 325rng take two tablets by mouth four times daily as needed for pain. 
R1 ·1 had been administer the APAP routinely four times daily except for the times they were out of 
the facility every day. 

Record review of R11 's, Cycle Review Worl<sheet, dated 06/14/2023, from the local pharmar::y that 
R1 I used, showed on 06/'14/2023 the order acetaminophen 325mg tablets take two tablets four 
times daily was handwritten. There was a typed note dated 06/18/2023, showed "the order we have 
on file for the APAP [acetaminophen] is a PRN [as 
needed] order and will not be included in the cycle. Please request when needed." 

In an inte1View and observation on ·12/14/2023 at 1 PM, Staff C, Licensed Practical Nurse, read 
RI ·1 1s APAP order on the electronic MAR on the computer. Staff C stated the order was an as 
needed medication and would be administered upon request. Staff C stated that was the current 
order the medication technicians were to administer. The order on the electronic record showed the 
APAP order was started on 01/3·1/2023. Staff C was unaware as to why R11 was administered the 
APAP four times a day routinely. ' 

In an inte1View on 12/14/2023 at 3:23 PM, Staff C stated the current order that the pharmacy had on 
filed for R11 1s APAP was to only be administered as needed dated from 06/18/2023. Staff C stated 
the pharmacy was going to correct the MAR to reflect the as needed order. 

Plan/Attestation Statement 
I hereby certifY that I have reviewed this report and have taken or will take active 
measures to correct this defi.ciency. By taking this action, GARDEN COURTE 
ALZHEIMsR___CO~f\JITY is or will be in compliance with this law and/ or regulation on 
(Date )~--Jd-:'.::> ~ . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

dl 1 l;;> u\ 
Date 

WAC 388-78A-2210 Medication services. 

( 1) An assisted living facility providing medication service, either directly or indirectly, must: 

(a) Meet the requirements of chapter 69.41 RCW Legend drugs Prescription drugs, and other 
applicable statutes and administrative rules; and 

(b) Develop and implement systems that support and promote safe medication service for each 
resident. 

(2) The assisted living facility must ensure the following residents receive their medications 
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as prescribed, except as provided for in WAC 388-78A-2230 and 388-78A-2250 :

(a) Each resident who requires medication assistance and his or her negotiated service agreement
indicates the assisted living facility will provide medication assistance; and

(b) If the assisted living facility provides medication administration services, each resident who
requires medication administration and his or her negotiated service agreement indicates the
assisted living facility will provide medication administration.

This requirement was not met as evidenced by:

Based on observation, interview, and record review the facility failed to dispose of medications for
residents that no longer resided at the facility for 1 of 1 medication/charting rooms observed. The
facility failed to ensure residents medications orders were followed as prescribed for 2 of 2 sampled
residents (Resident 6 [R6], and Resident 10 [R10]) per the physicians prescribed orders and
parameters. The facility failed to ensure 1 of 1 residents (Resident 11 [R11]) insulin was not
administered after it was expired. The facility failed to ensure 2 of 2 residents (Resident 10 [R10] and
Resident 9 [R9]) medications were only administered to themselves as labeled per the prescribed
physician and pharmacy. These failures contributed to R10 experiencing side effects to receiving
non prescribed medications and being hospitalized, and placed all residents at risk for improper
handling, disposal, storage, and administration of medications and placed residents at risk for harm,
medication errors, and misuse of medication.

Findings included...

Record review of the facility’s policy, “disposal of medications’, undated, showed “it is the policy of
the community to ensure that all residents medications are disposed of in such a way as it cost
saving and efficient for the resident, and within the boarding home and pharmacy regulations”. The
facility was to dispose medications when a medication was expired or outdated, medication was
discontinued, medication that was left after a resident moved out of the facility or had passed away.
Medications that were expired or left at the facility, were to be destroyed by a licensed nurse or
administrator and witnessed by another employee. If a resident leaves a community and the
medications were declined to be taken by the responsible party or family, the medications would be
retained and disposed of after 30 days or at the time of the expiration which every was sooner.
Disposal would be documented in the residents record on and on the community disposal sheet and
co-signed by two staff members, one of which is a licensed staff or the administrator. All expired,
outdated, or discontinued medications shall be removed from the boarding home premises within 90
days of discontinuation of use.

Record review of the American Diabetes Association website article, “Diabetes Disaster Response
Coalition, Safe Storage of Insulin”, undated showed “people with diabetes who use it, insulin is a
vital need. It’s important to store insulin as directed so that it remains usable by those who need it.
Follow these tips to ensure effective insulin storage.” Under the section titled “know its expiration
date”, showed “insulin products contained in vials or cartridges supplied by the manufacturers
(opened or unopened) may be left unrefrigerated at a temperature between 59°F and 86°F for up to
28 days and continue to work”.

"RCW 69.41.050 Labeling requirements—Penalty. (1) To every box, bottle, jar, tube or other
container of a legend drug, which is dispensed by a practitioner authorized to prescribe legend
drugs, there shall be affixed a label bearing the name of the prescriber, complete
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as prescribed , except as provided fo r in WAC 388-78A-2230 and 388-78A-2250 : 

(a) Each resident who requires medication assistance and hiis or her negotiated service agreement 
indicates the assisted living faci lity w ill provide medication assistance; and 

(lb) If the assisted living facility provides medication adminiS!brati on services, each resident who 
requires medication administration and his or her negooiated service ag reement indicates the 
assisted living faci lity wi ll provide medication ad mini strati on . 

Thiis requirement was 1not m1et as evid,e'nced by: 

Based on observation, interview, and record review the fa cil ity fa iled to dispose of medications for 
residents that no longer resided at dhe fa c1i lity fo r 1 of 1 medication/charting rooms observed. The 
facil ity fa iled to ensure residents medications orders were folllowed as prescriibed for 2 of 2 sampled 
residents (Resident 6 [R6] , and Resident 1 0 [R 101) per the physicians prescribed orders and 
parameters. The facility failed to ensure 1 of 1 residents (Resident 11 [R 11]) insulin was not 
administered after it was expired. The facil ity failed to ensure 2 of 2 residents (Residen· 10 [R 1 O] and 
Resident 9 [R9]) medications were only administered to themselves as labeled per the prescribed 
physician and pharmacy. These fa ilures contributed to R10 experi enc·ng side effects to receiving 
non prescribed medications and being hospita lized , and placed al l residents at ri sk fo r improp,er 
handling, disposal, storage , and administraoion of medications and placed residents at ri sk for harm, 
medication erro rs, and misuse of medication. 

F"ndings included ... 

Record review of the facility's pol icy , tt disposal of medications', undated , showed "it is the poll icy of 
th e community to ensure that all residents medicaoions are disposed of in such a way as it cost 
saving and effic1ient for dhe resident , and vvithin the boarding home and pharmacy regulaoions". The 
facil ity was to dispose medications when a medicaoion was expired or outdated, medication was 
discontinued , medicaoion tha· was left after a resident moved out of the facillity or had passed away. 
Medications that were ex pi red or left at the faci lity, were to be destroyed by a licensed nurse or 
administrator and wnnessed by another employee . If a resident leaves a community and the 
medications were decll ined · o be taken by th e responsible party or fami ly , dhe medications would be 
retained and disposed of after 30 days or at the time of the expiration which every was sooner. 
Disposal would be documented in the residents record on and on the community disposal sheet and 
co-signed by two staff members, one of which is a licensed staff or the administrator. AH expired, 
outdated, or discontinued medications shall be removed from the boarding home premises wth in 90 
days of discontiinuation of use. 

Record review of the American Diabetes Associaoi on website article , tt Diabetes Disaster Response 
Coalition, Safe Storage of Insulin~, undated showed "people with diabetes who use it, insulin ·s a 
vital need. It 's important to store insul in as di rected so that it emains usable by those who need it 
Follow these tip,s to ensure effective insu lin storage ." Under fue section oitl e '"know its expi raoi on 
date~, showed "insulin products conta1ined in vials or cartri dges supp ied by the manufactu rers 
(opened or unopened) may be lefi unrefrigerated at a tempera~ure between 59°F and 86,°F for up to 
28 days and continue to workD. 

"RCW 69 .41.050 Labeling requirem ents-Penalty. (1) To every box, boWle , jar, oube or odher 
container of a legend drug, which is dli spensed by a practitione r authorized to prescribe legend 
drugs, fue re shal l be affixed a label bearing the name of the prescribe , complete 
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directions for use, the name of the drug either by the brand or generic name and strength per unit
dose, name of patient and date: PROVIDED, That the practitioner may omit the name and dosage of
the drug if he or she determines that his or her patient should not have this information and that, if
the drug dispensed is a trial sample in its original package and which is labeled in accordance with
federal law or regulation, there need be set forth additionally only the name of the issuing practitioner
and the name of the patient.

Record review of the National Library of Medicine website article titled, Nursing Rights of Medication
Administration, dated 09/04/2023, showed “it is standard during nursing education to receive
instruction on a guide to clinical medication administration and upholding patient safety known as the
‘five rights’ or ‘five R’s’ of medication administration. These ‘rights’ came into being during an era in
medicine in which the precedent was that an error committed by a provider was that provider’s sole
responsibility and patients did not have as much involvement in their own care.” The five traditional
rights included the right patient, right drug, right route, right time, and right dose".

Administering Resident Prescribed Medications

Record review of R10’s face sheet showed R10 moved into the facility on /2023.

Record review of R10’s “Master Assessment”, dated /2023, showed R10 had dementia
(progressive brain disorder that effects one's ability to think, remember, and can affect one's ability
to perform daily life tasks and activities). R10 required occasional redirection when disoriented to
person, place or time. Staff were to collaborate with family that were heavily involved with physical
and emotional needs. R10 used an outside pharmacy for their medication. The facility was to assist
with all R10’s medication management. Under the section titled, “nurse case management services”,
showed R10 was pleasant with a good sense of humor. R10 spoke clearly and was able to
communicate their needs with some forgetfulness. R10 was recently admitted to the facility from
home and could present with some challenges with adjustment away from spouse. There were no
other documented behaviors for R10.

Record review of R10’s, Service Plan Agreement, dated /2023, showed R10 the facility
managed their medications. R10 received their medications from their own pharmacy.

Record review of R10’s Medication Administration Record, dated 12/01/2023 through 12/13/2023,
showed R10 had an order for Olanzepine (prescribed medication to help treat mental illness and/or
behaviors) 5 milligrams (mg) take one tablet every 12 hours as needed for agitation. On 12/07/2023
at 12:23 PM, R10 was administered a dose of Olanzepine for aggression.

Record review of R10’s “Receipt of Medication”, dated /2023, showed R10 did not have a
supply of Olanzepine that was delivered to the facility the day R10 admitted on /2023.

Record review of R10’s progress note, dated 12/07/2023 at 3:20 PM, showed R10 experienced
aggressive behaviors towards staff that required an Olanzepine. R10 that morning had not come to
the dining room for breakfast and slept.
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direclfons or use, the name of the drug either by the brand air gene1ric name and strength per unit 
dose, name o patient and date: PROVIIDED, That the practib·oner may omit the name and dosage of 
th e drug if he or she determ ines that his or her patient shou d not have thi s info rmati on and that , if 
th e drug dispense d ·s a tlria l sample in its ori ginal package and which ·s labeled in acco1rdance with 
federal law or regulafon, there need be set fo rth additi onal ly on ly the name of the issuing practiti oner 
and the name of the pabient. 

Record 1review of the National Library of M edic1ine website article titled , Nursing Rights of Medication 
Administrati on, dated 09/04/2023, showed "iit is standard during nursing education to receive 
ins~ruction on a guide to clinical medication administration and upholding patient safety known as ~h e 
'five ri ghts' or 'five R's' of medication administration. These '1n" ghts' came into being dur·ng an era in 
medicine in which dhe precedent was that an error committed by a provider was that provider's sole 
responsibil ity and patients did not have as much involvement in thei r own care." The five trad"tiona1II 
rights included the r1glht patient , ri ght drug, ri ght route, ri ght oime, and ri ght dose ■. 

Administering Res,ident Prescribed Medications 

Record review of R1 O's face sheet showed R10 moved into the faci lity on /2023. 

Record 1review of R1 O's "Master Assessment", dated /2023 , showed R10 ha dementia 
(progresSiive brain diso rder that effects one's abi l1ity to th ink, remember, and can affect one 's ability 
to perform daily life tasks and activities). R10 required occasional redi rection when disoriented to 
person , place or time. Staff were to co llaborate with familiy that were heavily involved with physical! 
and emotiona needs. R10 used an outside pharmacy fo r the·r medication . The facility was to assist 
wi~h al l R1 O's medicatlion management. Under the section titl ed , "nurse case management services", 
showed R10 was pleasant with a good sense of humor. R 10 spoke clearly and was able to 
communicate their needs wil:h some fo rgetfulness. R10 was recently admitted to the facility from 
home and could present with some challenges with adjusbnent away from spouse. There were no 
oth er documented behav iors fo r R10. 

Record review of R10's, Service Plan Agreemen·, dated /2023, showed IR10 1:he faci lity 
managed their medications. R10 received their medications from thei r own pharm acy. 

Record review of R1 O's M edical:ion Adminisbration Record, dated 12/01 12023 through 12/13/2023 , 
showed R10 had an order fo r Olanzepine (prescnibed medication to help breat menl:al illness andlor 
behaviors) 5 milligrams (mg) take one tablet every 12 hours as needed fo r agi tation. On 12107/2023: 
at 12:23 PM, R10 was administered a dose a1f Olanzepine fo r aggression . 

Record review of R10's "Receipt of Medication", dal:ed /2023 , showed R 10 did not have a 
supply of Olanzepine that was delivered to the fa cil ity bhe daiy R10 admitted on /2023 . 

Record review of R10's progress note, dal:ed 12/07/2023 al: 3:20 PM, showed R 10 experi enced 
aggressive behaviors towards staff ~hat required an Olanzepine. R10 1:hat morning had not come to 
th e dining room fo r breakfast and slept. 
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Record review of R10’s progress note, dated 12/07/2023 at 3:20 PM, showed the facility contacted
the power of attorney of R10 to order R10’s Olanzepine for the facility to have on hand.

In an interview on 12/14/2023 at 1:48 PM, Staff D, Medication Technician, stated they did not have
R10’s Olanzepine to administer. Staff D stated they administered another resident’s olanzapine
supply to R10. Staff D stated the other resident no longer resided at the facility. Staff D stated they
were unable to remember who the other resident was that they used the olanzapine from. Staff D
stated the other residents supply of Olanzepine was in a bin waiting to be destroyed. Staff D was
unable to show the Department the other residents supply of olanzapine as it had been destroyed
since the administration to R10 and unable to show the Department the medication used. Staff D
was unable to provide the name of the prior resident that the Olanzepine was prescribed for. Staff D
stated Staff B, Resident Care Manager/Licensed Practical Nurse, gave them permission to use the
prior residents Olanzepine for R10 to treat their behavior.

In an interview on 12/14/2023 at 2:16 PM, Staff B stated Staff D had come to her about R10 not
having their medication Olanzepine available to administer when R10 was having behaviors on
12/07/2023. Staff B stated they gave Staff D permission to use R9’s dose of Olanzepine. Staff B
stated Staff D told them that the dose was the correct amount. Staff B stated they did not verify the
medication was correct dose as R10’s prescribed order. Staff B stated Staff D was only given
permission to administer that one dose of R9’s medication to R10. Staff B stated R9 had not used
their as needed supply of Olanzepine since September 2023.

Record review of R9’s medication bubble pack for Olanzepine tablet 10 mg, fill date 09/18/2023,
showed there were two half tablets missing from bubble number 29 and bubble number 28. The half
tablet in bubble 30 had been popped out then replaced and taped shut.

Record review of R9’s MAR’s dated 09/16/2023 through 12/13/2023 showed R9 had not
experienced any agitation and showed R9 had not been administered their as needed Olanzepine.

Record review of R10’s progress note, dated 12/08/2023 at 10:44 AM, was a late chart note for
12/07/2023, showed R10 at the beginning of the shift was in a deep sleep and care staff had a
difficult time waking R10 up. R10 had gotten up and was noted to slur their words, unable to form
sentences, and had a hard time keeping themselves upright and leaned to the side. At 8:30 PM,
emergency medical services evaluated and transported R10 to the hospital for further evaluation.

Disposal of medications

Record review of the facility’s, untitled document, dated 12/12/2023, showed a list of residents that
moved into and out of the facility in the last three months. Review of the document showed R12
passed away on /2023.

In an observation and interview on 12/12/2023 at 6:57 AM, in the north medication/charting room
were five plastic bins full of cards with bubbles filled with medications for multiple residents. Staff F,
Medication Technician, stated the medications were either expired, medication that were
discontinued, or resident that no longer resided at the facility. Staff Q stated the resident care
manager was to destroy the medications.
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Record review of R10 's progress note, dated 12/07/2023 at 3:20 PM , showed the facility contacted 
th e power of attorney of R10 to order IR1 O's Olanzep1ine for the fa d lity to have 011 hand. 

In an intell'View on 12/14/2023 at 1 :48 PM , Staff ID, M edicaoion Techn ician , stated they did not have 
R1 O's Olanzepi11e to administer. Staff D stated they administered another resident' s olanzapine 
supply to IR1 O_ Staff D stated the other resident no longer resided at the facil ity_ Staff D stated they 
were unable to remember who the ooher resi ent was that they used the olanzapine from _ Staff ID 
stated the other esidents supplr:,, of Olanzepine was in a bin waiting to be destroyed _ Staff D was 
unable to show the Department dhe other residents supply of olanzapine as it had been destroyed 
since the administration to R 10 and unable to show the Department the medication used . Staff ID 
was unable to provide tlhe name of the prfo r resident that the Olanzepi111e was prescribed fo r. Staff ID 
stated Staff B , Resident Care M a111ager/licensed Pracf cal Nurse , gave them permission to use the 
pri or resiide111ts Olanzepine for R10 to treat their behavior. 

In a111 intell'View on 12/14/2023 at 2: 16 PM , Staff 1B stated StafflD had come to her about R 10 not 
having their medication Olanzepine ava·lab le to administer V\lhen R10 was having behaviors on 
12/0712023. Staff 1B stated tlhey gave Staff D permission to use R9 's dose of Olanzepine . Staff B 
stated Staff D to ld them that 1:lhe dose was the correct amount Staff B stated they did not verify the 
medication was correct dose as R1 O's prescnibed order. Staff B stated Staff D was 0111lr:,, given 
permission to administer that one dose of R9's medication to IR10 _ Staff B stated R9 had not used 
th ei r as nee ded supp y of Olanzepine since September 2023_ 

Record review of R91's medicallion bubble pack for Olanzepine tab let 1 0 mg, fil l date 091/1 8/2023, 
showed there were two half tablets missing from bubble number 29 and bubble number 28 . The ha f 
tablet in bubble 30 had been popped out then replaced and taped shut 

Record review of R91's MAR's dated 091/16/2023 th rough 12/13/2023 showed IR91 had not 
experienced any agitation and showed R9 had not been administered thei r as needed Olanzepine. 

Record review of R1 O's progress note, dated 12/08/2023 at 10:44 AM , was a late chart note fo r 
12/07/2023 , sh owed R10 at the beginniing oif the shift was in a deep sleep and care staff had a 
difficult tlime waking R10 up_ R 10 had gotten up and was noted to slur their words, unable to form 
sentences, and had a hard tlime keeping themselves upright and leaned to the s1ide. At 8:30 PM , 
emergency medical services evaluated and transported R10 to the hospita l fo r fu rther eva lu aoio111. 

Disposal of medicaoi o111s 

Record review of the facility's, untitl ed document, dated 12/12/2023 , showed a list of residents that 
moved into and out o the facility in the last three months_ Review of the document showed R12 
passed away on /2023. 

In a111 obse1rVatio111 and interview on 12/12/2023 at 6:57 AM, i111 the north medication/charting room 
were five plastic bins full of cards w ith bubbles fi lled with mediicatlions for multip le residents. Staff F , 
Medication Technician, stated the medicaoions were eith er exp ired , medicati on that were 
discontinued , or resident that 111 0 longer resided at the facility. Staff Q stated the resident care 
manager was to destroy the medications. 
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Staff Q stated the medications typically just stack up in the medication room. Observation of one of
the bins showed there were multiple cards of prescribed medications labeled with R12’s name.
There were medication bubble pack cards for R13.

Record review of an email sent to the Department on 01/02/2024 at 9:13 AM, by Staff A, Executive
Director, showed Collateral Contact 3 (CC3), Resident at another facility, showed they never resided
at the facility.

In an interview on 12/14/2023 at 1:13 PM, Staff B, Licensed Practical Nurse/Resident Care
Manager, stated medications that were discontinued, expired, or the resident had passed away were
to be destroyed and mixed with cat litter. Staff B stated a licensed nurse and a medication technician
were to destroy the medication expect for narcotics (medications that are regulated and need to be
accounted for). Staff B stated the medications were to be destroyed when it was necessary. Staff B
stated they were aware there were multiple medications that had been expired, discontinued, or
resident no longer resided at the facility that needed to be destroyed in the north medication/charting
room.

Expired medication administration

In an observation and interview on 12/13/2023 at 11:06 AM, R11’s Lispro insulin pen was noted to
have been dated open on 11/14/2023. Staff E stated they were not aware how long an insulin pen
was good for once it had been opened. At 11:09 AM, Staff E stated they had asked the nurse and
stated an insulin expires after 28 days of being opened. Staff E stated the Lispro insulin pen was
expired and that they had administered that insulin to R11 that day, 12/13/2023.

Medication Parameters

R6

Record review of R6’s face sheet, undated, showed R6 admitted to the facility on /2023 with
, 

, , and
 and 

.

Record review of R6’s “Master Assessment”, dated 11/30/2023, showed R6 was to receive
assistance with all medication management from the facility.

Record review of R6’s Service Plan Agreement (facility’s version of the Negotiated Service
Agreement), dated 12/01/2023, showed R6 received medication management. R6 had oral
medication, eye drops, and topical cream that were prescribed and administered to them.

Record review of R6’s, Medication Administration Record (MAR), dated December 2023, showed R6
was prescribed Amlodipine (prescribed medication to help lower high blood pressure) tab by mouth
for hypertension. The instructions informed staff to hold the medication if the systolic blood pressure
((SBP) top number of the blood pressure reading) was less than 100 or if the diastolic (bottom
number of the blood pressure reading) was less than 60. Staff were to notify the physician if the
medication was held more than 3 times in a 7-day period. The instructions continued with, “IF
RESIDENT’S SBP IS GREATER THAN 165 ADMINISTRER PRN [as needed] HYDRALAZINE.”
The MAR showed that the staff were to record R6’s blood pressure results on the mar in the AM and
the PM. For
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Sl:aff Q stated ~he medications typ ical ly just stack up in ~he medication room. Observation of one of 
th e bins showed there were multiple cards of prescribed medications labeled w ith R12 's name. 
There were medication bubble pack cards fo r R13. 

Record review of an email sent to the Department on O 1/02/20 24 a· 9: 13 AM , by Staff A , Executive 
Director , showed Col lateral Contact 3 (CC3), Resident at anol:her fad lity, showed l:hey never resided 
at the aci lity . 

In an intenview on 12/14/2023 at t: 13 PM , Staff IB , Licensed Practical Nurse/Resident Care 
Manager, stated medications that were discontinued, expired , or the resident had passed away were 
to be destroyed and mixed with cat litter. Staff 1B stated a licensed nurse and a medication teclhnic·an 
were l:o des~roy the medication expecl: fo r narcotics (medications that are regulal:ed and need to be 
accounted for). Staff 8 stated the medica~ions were to be destroyed wlien it was necessary. Staff 1B 
stated they were aware there were multiple medical:ions 1:hat had been expired , discontinued , or 
resident no longer resided at the facility that needed to be destroyed in the north medication/charting 
room. 

Expi red medication administration 

In an obsenvation and interview on 12/13/2023 at 11 :06 AM, R-11 's Lispro insu l1i n pen was noted to 
have been dal:ed open on 11/14/2023. Sl:aff E stated th ey were not aware how long an insulin pen 
was good or once it had been opened. At 11:09 AM , Staff IE stated they had asked the nurse and 
stated an insulin expi es after 28 days of being opened. Staff IE stated the Lispro insulin pen was 
expired and that they had administered that insulin to R11 that day, 12/13/2023. 

Medication Parameters 

R6, 

Record review of R6!s face sheet , undated, showed R6, admitted to the fa cil ity on 12023 with 
diagnoses to include   

, , and 
, and  

. 

Record review of R6,'s "Master Assessment", dated 11/30/2023 , showed R6, was to rece·ve 
assistance with alll me ication managemenl: from the · acility . 

Record review of R6's Senvice Plan Agreement (facility's version of the Negotiated Service 
Agreement) , dated 12/0 1/2023, showed R6 received medication management. R6 had oral 
medication, eye drops, and top ical cream that were prescribed and administered l:o them. 

Record review of R6,'s, M edicatfon Administrati on Record (MAR) , dated December 2023 , showed R16 
was prescr1bed Amlodipine (prescr·be d medicati on to help llower high blood pressure) tab by mouth 
fo r hypertension. The instrucoions informed staff to hold 1:he medicatlion if ~he systolic blood pressure 
((SBP) top number of the blood pressure reading) was less than 100 or if th e d·astolic (bottom 
number of the blood pressure reading) was less than 60. Staff were to notify the physician if the 
medication was held more than 3 times in a 7-day peri od . The ins.bructions continued wi~h, "IF 
RESIDENT'S SBIP IS GREATEIR THAN 1165 ADMINI STRIER PRN [as needed] HYDIRALAZI NIE." 
The MAR showed that tile staff were to record R16's b ood p essure results on the mar in the AM and 
th e PM. For 
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12/0·l/2023 through 12/09/2023 the section to record R6's blood pressures ~•\/ere blank, and the 
medication was noted as given daily. On ·I 2/13/2023 R6's blood pressure results were 110 systolic 
over 45 diastolic blood pressure, and R6 received the medication even though R6's blood pressure 
was out of parameters. 

R10 

Record review of R1 O's face sheet showed R1 0 moved into the facility on /2023. 

Record review of Rt O's «Master Assessment", dated /2023, sl1owed R10 had dementia 
(progressive brain disorder that effects one's ability to think, remember, and can affect one's ability 
to perform daily life tasks and activities). R1 0 required occasional redirection when disoriented to 
person, place or time. Facility was to assist with all medication management. Under the section titled 
"health monitoring", showed R1 O did not required vital sign monitoring needs. 

Record review of R1 O's, Seivice Plan Agreement, dated /2023, showed the facility managed 
R10's medications. R10 received their medications from their own pharmacy. 

Record review of R1 P's MAR, dated ·12/01/2023 through 12/13/2023, showed R1 0 had an order for 
lisinopril (prescribed medication to help lower high blood pressure) tal<e one tablet every morning 
hold for systolic (top number of the blood pressure reading) less than 100 or diastolic (bottom 
number of the blood pressure) blood pressure less than 60. Review of the administrations showed 
on 12/04/2023 through 12/09/2023 there was no documented blood pressure reading for tf1e 
administered medicatron. 

In an interview on 12/22/2023 at 1 :58 PM, Staff T, Regional Support Specialist/Licensed Practical 
Nurse, stated if there was a specific parameter on the medication order, the parameter should be 
followed as it was listed. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER CO.MfvtQNITY is or will be in compliance with this law and/ or regulation on 
(Date)_g1-l.~ld~. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement 

Date 

WAC 388-78A-2120 Monitoring residents' well-being. The assisted livlng facility must: 

(4) Take appropriate action in response to each resident's changing needs. 
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This requirement was not met as evidenced by:

Based on interview and record review the facility failed to notify the physician for 1 of 1 sampled
residents (Resident 11 [R11]) when their blood sugar reading was out of parameter per the physician
medication order.

Findings included...

R11

Record review of R11’s face sheet showed R11 moved into the facility on /2022 with multiple
medical diagnoses that included

,
, and 

Record review of R11’s Service Plan Agreement, dated 10/12/2023, showed R11’s blood sugar
checks were administered by the medication technicians. R11’s medication would be set up for
administration in accord with the physician’s medication/treatment orders.

Record review of R11’s MAR, dated 11/01/2023 through 11/30/2023, showed R11 had an order for
their blood sugar to be checked every night. The primary care physician (PCP) was to be notified if
R11’s blood sugar was less than 110 or greater than 260. R11’s blood sugars were outside of those
parameters 7 of 29 administered times.

On 12/22/2023 at 2:47 PM, the Department was sent by the facility, all of R11’s physician
notifications about the out of parameter blood sugars for November 2023.

Record review of R11’s untitled document, dated 11/11/2023, showed the physician was notified
about R11’s out of range blood sugar readings for dates 11/01/2023, 11/02/2023, 11/07/2023, and
11/08/2023.

As of 12/22/2023 at 5 PM, the Department had not received any further physician notifications for
R11’s out of parameter blood sugar readings for dates 11/14/2023, 11/25/2023, and 11/30/2023.
The Department was unable to review the residents electronic record for any further physician
notifications as access was not provided.

In an interview on 12/22/2023 at 1:58 PM, Staff T, Regional Support Specialist/Licensed Practical
Nurse, stated if there was a specific parameter on the medication order, the parameter should be
followed as it was listed. Staff T stated the facility will input own parameter for medications. Staff T
stated the parameters for R11’s blood sugars were not provided by the physician. Staff T stated the
physician needed to be contacted for parameter clarification for R11’s blood sugars.
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Thiis requirement was 1not m1et as evid,e'nced by: 

Based on int:erviiew and record review the fa cil ity fa iled to notify 1!:he physician fo r 1 of 1 samp ed 
residents (Resident 11 [IR11]) when !:hei r blood sugar read ing was out of param:e· er per the physician 
medication order. 

F'ndings included ... 

R11 

Record review of R11 's face sheet showed R11 moved into the faci lity on /2022 wi h mul~i ple 
medica l diagnoses that included 

,
, and 

 
. 

Record review of R11 's Service Plan Agreement, dated '10/12/2023, sh owe IR11's blood sugar 
checks we re administered by the medical:ion technicians. R11 's medication would be set up for 
administration in accord with the physician's medication/1:re atment orders. 

Record review of R11 's MAR , dat ed 11 /0'1/2023 through 1 '1/30/2023, showed R 11 had an order fo r 
th ei r b ood sugar to be checked every n·ght The pr~mary care physician (PCIP) wa s to be notified if 
R11's blood sugar was less than 11 0 or greater than 260. R 11 's blood sugars were outside of those 
parameters 7 of 29 administered times. 

On 12/22/2023 at 2:47 PM, the Department was sent by dhe facii lity, all of R11 's 1phys1ician 
notifications about the out of parameter blood sugars for November 2023 . 

Record review of R11 's untitled document , dated 11/1112023, showed the phys!ician was noti ied 
about R 11 's out of range blood sugar readings for dates 11/0 1/2023 , 11/02/2023 , 11 /0712023, and 
11 /08/2023. 

As of 12/22/2023: at 5 PM, the Department had not eceived any fu rther physician notifi cations fo r 
R 1 ·1's ou· of parameter blood sugar eadings fo r dates 11/14/2023, 11/25/2023 , and 11 /30/2023 . 
The Department was unable to revi ew the reS!idents electronic record for any further physician 
notifications as access was not provided. 

In an inteNiew on 12/22:/2023 at t:58 PM , Staff T, IReg·onal Support Specialist/Licensed Practi cal 
Nurse , stated if there was a specific parameter on the medication order, the parameter shoulld be 
followed as it was listed. Staff T stated the facil ity wil l in1put own parameter fo r medications. Staff T 
stated the parametern for R11 's blood sugars were not 1provided by the physician. Staff T stated dhe 
physician needed to be contacted for parameter clarification fo r R11 's blood sugars. 

PI anlA ttestati on Starte:m ent 
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I herehy certify that I have reviewed this report and t1ave tal<en or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIM ~R ~.9~~tv!,UNITY is or will be in compliance with tf1is law and I or regulation on 
{Date )~~~d l!\ . . · 
In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

Date 

WAC 388R78A"2950 Water supply. The assisted living facility must: 

(6) Provide all sinks in resident rooms, toilet rooms and bathrooms, and bathing fixtures used by 
residents with hot water between 105 F and 120 F at all times; and 

This requirement was not met as evidenced by: 

Based on observation and interview, the facility failed to maintain safe water temperatures on 2 of 2 
units (North unit and South Unit} reviewed. This failure placed residents, visitors, and staff at risk of 
injury from unsafe water temperatures. 

Findings included ... 

In an observation on 121'1312023 at 10: ·15 AM, resident Room N23A, located on the north ~ide unit, 
bathroom sink hot water temperature measured at 127 .5 degrees Fahrenheit (F). 

In an observation on 12/13/2023 at 10:3·1 AM, resident Room N·I O, located on the north side unit, 
bathroom sink hot water temperature measured at ·129 .9 degrees F. 

In an observatlon on 12/13/2023 at 1 O: 36 AM, resident room 82, located on the soutll side unit, 
bathroom sink hot water temperature measured at 121 degrees F. 

In an observation on 12/13/2023 at 10:43 AM, resident Room N218, located on the north side unit, 
bathroom sink hot water temperature measured at ·12·1.5 degrees F. 

In an interview on 12/13/2023 at 11 :33 AM, Staff L, Maintenance Manager, stated they did not have 
a thermometer to check hot water temperatures. Staff L stated they would go purchase a 
thermometer to test the hot water temperatures. 

In an intetview on 121'12/2023 at 8:20 AM, Staff A, Executive Director, stated the facility just had the 
water heater replaced the day prior. 

In an inteNiew and observation on ·12/13/2023 at 3:00 PM, Staff L, checked the hot water 
temperature in room S2 \Nith tile facility's thermometer, and the bathroom sink hot water temperature 
measured at 122 .9 degrees,F. Staff L stated the hot water temperatures should be checked weekly. 
Staff L was asked what the required hot water temperature 
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requirements were. Staff L stated they were unaware of the hot water temperature range 
requirement. At 3: 05 PM:, Staff L took tt,e temperature of the bathroom sink hot water temperature in 
room t'-l 10 and the temperature was 122.1 degrees F. At 3:09 PM, Staff L took the temperature of the 
bathroom sink hot water temperature in room N23 and the temperature was 122 degrees F. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIM~R g_O{Vl~U11TY is or will be in compliance with U1is [aw and/ or regulation on 
(Date )c;Q_~~~ . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

Date 

WAC 388-78A-2381 General design requirements for memory care. 

(1) 1/Vhen planning for new construction, renovations or change of service to include memory care 
services, the facility must document de sign considerations appropriate to residents with dementia, 
mental health issues, or cognitive and developmental disabilities within its functional program 
consistent with WAC 388-78A-2380 . 

(2) The facility must provide common areas, including at least one resident accessible common area 
outdoors. Such common areas should accommodate and offer the opportunity of social interaction, 
stimulate activity, contain areas with activity supplies and props to encourage engagement, and 
have safe outdoor paths to encourage exercise and movement. 

(a) These areas must have a residential atmosphere and must accommodate and offer opportunities 
for indivf dual or group activity including: 

· (iv) Ensuring residents have access to their own rooms at all times without staff assistance. 

This requirement was not met as evidenced by: 

Based on observation and intetviei,,,1, the facility failed allow residents access to their rooms without 
staff assistance f'or 2 of 2 units (Notth unit and South unit) reviewed. This failure placed all 81 of 81 
residents at risk of decreased quality of life and independence of not having free will to go in their 
room at any given time. 

Findings included ... 

Washington Administrntive Code (WAC), "388- ·1·10-220 Enhanced adult resklential care service 
standards. (3} In an assisted living facility with an enhanced adult residential care-
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specialized dementia care services contract, for residents served under that contract., the contractor 
must (n) Ensure residents have access to their own rooms at all times without staff assistance". 

In an observation on 12/12/2023 at 5:40 AM, Staff F, Medication Technician, walked to Resident 2 
bedroom door. Staff F unlocked the door with a key as the door was locl<ed, and wall<ed inside. 

In an observation on 12/12/2023 at 5:45 AM, Staff F wall<ed to Resident 3's bedroom door. Staff F 
unlocl<ed R3's door with a key as the door was locked, and walked inside. 

In an observation on 12/13/2023 at ·10:36 AM, Staff E, Medication technician, used a key to unlock 
Resident 4's (R4) door, located on the south unit, as the door was locl<ed. R4 was observed sitting in 
his reclined in the far corner of the room in the dark. 

In an interview on '12/14/2023 at 1 ·1 :56 AM, Collateral Contact 5 (CC5), daughter to Resident 6 (R6}, 
stated that R61s door, located on the notth unit, automatically lod<ed when closed, and that R6 had 
been asking for a key to their door. 

In an interview on 12/13/2023 at 3:00 PM, Staff L, Maintenance Manager, stated all resident's doors 
locl<ed automatically from the outside . 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking thls action, GARDEN COURTE 
ALZHEIM ~R £.0¥~f\llTY is or will be in compliance with this law and I or regulation on 
(Date~J_g?~_g__ . 

In addition, I wiH implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2474 Training and home care aide certification requirements. 

(2) The assisted living facility must ensure all assisted living facility administrators, or their 
designees, and caregivers hired on or alter Janua1y 7, 20·12 meet the long-term care worker training 
requirements of chapter 388-112A WAC, including but not limited to: 

(a) Orientation and safety; 

(e) Continuing education. 

(3) The assisted living facility must ensure that all staff receive appropriate training and orientation to 
perform their specific job duties and responsibilities. 
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This requirement was not met as evidenced by:

Based on interview and record review the facility failed to ensure 7 of 7 sampled Staff (Staff A, Staff
F, Staff G, Staff H, Staff D, Staff I, and Staff J) had completed their facility orientation training. The
facility failed to have 4 of 6 sampled staff (Staff A, Staff F, Staff H, and Staff D) complete the
Department of Health and Social Services 5-hour Orientation and Safety. The facility failed to have 3
of 4 sampled staff (Staff A, Staff F, and Staff D) complete their required continued education. These
failures placed 81 of 81 residents at risk for staff being unaware of the facility’s expectations and not
having the required education and training.

Findings included…

WAC 388-112A-0200 “What is orientation training, who should complete it, and when should it be
completed? There are two types of orientation training: Facility orientation training and long-term
care worker orientation training. (1) Facility orientation. Individuals who are exempt from certification
as described in RCW 18.88B.041 and volunteers are required to complete facility orientation training
before having routine interaction with residents. This training provides basic introductory information
appropriate to the residential care setting and population served. The department does not approve
this specific orientation program, materials, or trainers. No test is required for this orientation.”

WAC 388-112A-0210 “What content must be included in facility and long-term care worker
orientation? (1) For those individuals identified in WAC 388-112A-0200(1) who must complete facility
orientation training: (a) Orientation training may include the use of videos, audio recordings, and
other media if the person overseeing the orientation is available to answer questions or concerns for
the person(s) receiving the orientation. Facility orientation must include introductory information in
the following areas: (i) The care setting; (ii) The characteristics and special needs of the population
served; (iii) Fire and life safety, including: (A) Emergency communication (including phone system if
one exists); (B) Evacuation planning (including fire alarms and fire extinguishers where they exist);
(C) Ways to handle resident injuries and falls or other accidents; (D) Potential risks to residents or
staff (for instance, challenging resident behaviors and how to handle them); and (E) The location of
home policies and procedures; (iv) Communication skills and information, including: (A) Methods for
supporting effective communication among the resident/guardian, staff, and family members; (B)
Use of verbal and nonverbal communication; (C) Review of written communications and
documentation required for the job, including the resident's service plan; (D) Expectations about
communication with other home staff; and (E) Who to contact about problems and concerns; (v)
Standard precautions and infection control, including: (A) Proper hand washing techniques; (B)
Protection from exposure to blood and other body fluids; (C) Appropriate disposal of
contaminated/hazardous articles; (D) Reporting exposure to contaminated articles, blood, or other
body fluids; and (E) What staff should do if they are ill; (vi) Resident rights, including: (A) The
resident's right to confidentiality of information about the resident; (B) The resident's right to
participate in making decisions about the resident's care and to refuse care; (C) Staff's duty to
protect and promote the rights of each resident and assist the resident to exercise these rights; (D)
How staff should report concerns they may have about a resident's decision pertaining to their care
and who they should report these concerns to; (E) Staff's duty to report any suspected abuse,
abandonment, neglect, or exploitation of a resident; (F) Advocates that are available to help
residents (such as long-
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Thiis requirement was 1not m1et as evid,e'nced by: 

Based on int:erviiew and record review the fa cil ity fa iled to ensure 7 of 7 sampled St:aff (S1!:aff A , Staiff 
F, Staff G, Staff H, Staff D, Staff I , and Staff J) had completed tlheir faci lity orientati on training_ The 
facil ity fa iled to have 4 of 6 sampled staff (Staff A , Staff F , Staff H, and Staff D) complete the 
Department o Health and Social Services 5-hour Ori entaoion and Safety_ The fac1i lity fai led to have 3 
of 4 sampled staff (Staff A, Staff F , and Staff D) complete their required continued educat:ion_ These 
fa ilures placed 81 of 81 residents at: risk for staff being unaware of th e facil ity's expectat:ions an not 
having the required education and ora1ining_ 

F'ndings included .. . 

WAC 388-112A-0200 "V\Jhat is orientation ora ining, \Nho shou d complete it , and \Nhen should it be 
completed? There are tvvo types of onientatlion training: Facility orientation training and long-1!:erm 
care worker ori entation training. ( 1) Faci lity orientation_ llndiv1i duals who are exempt: from certiflication 
as described in RCW 18.888.041 and vo untee s are requi red 1!:o complete fa ci lity ori enta~i on train ing 
before having routine interadion w ith residents. This training provides basic introductory info rmatiion 
appropriate 1!:o the residential care setting and populat:ion served . The department does not approve 
thi s specifi c or1entation program, materi als, o trainers_ No test is required fo r th is orien· ati on." 

WAC 388-112A-0210 "V\Jhat content must be included in fac1ility and long-term care worker 
ori entation? ( 1) For tihose individuals iden tified in WAC 388- 11 2A-0200(1) who must complete fa ci lity 
ori entafon train ing: (a) Ori enta~ion train ing may include the use of videos, audio recordings, and 
oth er media if the person overseeing the orientation is avai lable to answer questions or concerns fo r 
th e person(s) rece iving the orientation. Facility ori entafon must include introductory information in 
the following areas: (i) The care setting; (ii ) The characteri stics and spe cial needs o the population 
served; (iii) Fire and rte safety , includ ing: (A) Emergency communication (including phone system i 
one exists); (IB) Evacuation planning (includ ing fi re alarms and f1ire extinguishers where they exiist); 
(C) Ways to handle resident injuries and alls or other accidents; (D) Potential risks to residents or 
staff (for instance , clhallenging resident behaviors and how to handle them); and (IE) The locaoion of 
home policies and procedures; (iv) Communication ski lls and in ormation, including: (A) Met:hods for 
supporting effective communication among tihe resident/guardian , staff , and fami y members; (B) 
Use of verba l and nonverb al communicat:ion; (C) Rev-ew of written communications and 
documentation required fo r the j ob , includling the resident's service plan; (D} Expectati ons abou 
communication with other l'lome staff; and (E) Who to contact about problems and concerns; (v) 
Standard precautions and infecti on control , including: (A) Proper hand wash ing techniques; (B) 
Protection from exposure to blood and otiher body flu ids; (C) Appropriate disposal of 
contaminated/hazardous artlicles; (D) Reporting exposure to contaminat ed arti cles, blood, or oth er 
body fl uids; and (E) V\Jlnat staff should do if they are illl; (vi) Residen· ri ghts, including: (A) The 
resident' s right to confidentia lity of info rmation about the resident:; (B) The resident's r1ght to 
particiipate in making decisiions about the resident' s care and to refuse care; (C) Staff's duty to 
protect and promote the ri ghts of each resident and assist the residen to ex ercise these ri ghts ; (ID) 
How staff should report concenns they may have about a resident' s deciision perta ining to thei r care 
and w ho they should report these concerns to; (IE) Staff's duty t o report any suspected abuse , 
abandonment , neglect , or exploit ation o a resident; (F) Advocates · hat are avai lable to help 
residents (such as long-
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term care ombudsmen and organizations); and (G) Complaint lines, hot lines, and resident grievance
procedures such as, but not limited to: (I) The DSHS complaint hotline at 1-800-562-6078; (II) The
Washington state long-term care ombudsman program; (III) The Washington state department of
health and local public health departments; Certified on 2/20/2023 WAC 388-112A-0210 Page 1 (IV)
The local police; (V) Facility grievance procedure; and (b) In adult family homes, safe food handling
information must be provided to all staff, prior to handling food for residents. (2) For long-term care
worker orientation required of those individuals identified in WAC 388-112A-0200(2), long-term care
worker orientation is a two hour training that must include introductory information in the following
areas: (a) The care setting and the characteristics and special needs of the population served; (b)
Basic job responsibilities and performance expectations; (c) The care plan or negotiated service
agreement, including what it is and how to use it; (d) The care team; (e) Process, policies, and
procedures for observation, documentation, and reporting; (f) Resident rights protected by law,
including the right to confidentiality and the right to participate in care decisions or to refuse care and
how the long-term care worker will protect and promote these rights; (g) Mandatory reporter law and
worker responsibilities as required under chapter 74.34 RCW; and (h) Communication methods and
techniques that may be used while working with a resident or guardian and other care team
members. (3) One hour of completed classroom instruction or other form of training (such as a video
or online course) in long-term care orientation training equals one hour of training. The training entity
must establish a way for the long-term care worker to receive feedback from an approved instructor
or a proctor trained by an approved instructor.”
Record review of the State of Washington document titled, Proclamation by the Governor 20-10,
dated 02/09/2020, showed the requirement for the facility’s to have staff completed their training
requirements in relation to orientation and safety, continued education, and all the training
requirements in chapter 388-112A Washington Administrative Code.

Record review of the Department of Social and Health Services letter 2023-017, dated 04/28/2023,
showed the required long-term care workers basic training deadline dates they needed to complete
by

Record review of the Department of Social and Health Services letter 2023-025, dated 10/13/2023,
showed the deadline remained as 08/31/2023, for continued education (CE) that was due while
training waivers were in place, as well as for CE cycles between and included 10/28/2022 and
8/31/2023.

Facility Orientation

Record review of the facility provided untitled and undated document that had a list of employees,
showed Staff A, Executive Director, was hired at the facility on 11/07/2020 and first day of
employment was on 11/16/2020.

Record review on 12/12/2023 of Staff A’s personnel file showed there was no facility orientation
training, no certificate of the DSHS orientation and safety, and CE records for review.

Record review of the facility provided untitled and undated document that had a list of employees,
showed Staff F, Medication Technician, was hired at the facility on 05/29/2023 and first day of
employment was on 06/02/2023.

Record review on 12/12/2023 of Staff F’s personnel file showed there was no facility
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term care ombudsmen and organ·zati ons); and (G) Complaint lines, hot lines, and resident grievance 
procedures such as, but no· limited to: () Tlhe DSHS complaint hotl ine at 1-800-5162-6078; ( I) The 
Washington state long-term care ombudsman Iprogram; (I II ) The Washington state deparibment of 
health and local public heal h departments; Certifi ed on 2/20/2023 WAC 388-112A-0210 Page 1 (IV) 
T--"h e local pol ice; (V) Facility grievance procedure; and (b) In adult amity homes, safe food handling 
informati on must be provided to all staff, prior to handl ing food fo r residents . (2 ) For long-term care 
worker ori entation reqU1i red of lihose indivi d1Ua ls identified in WAC 388- 112A-0200(2), long-term care 
worker ori entafon is a tvvo hour lira·ning that must include intrnductory info rmation in the fo llowing 
areas: (a) The care setting and the characterisfcs and special needs of the population served; (b) 
Basic job responsibili' ies and performance expectati ons; (c) The care plan or negotiated service 
agreement , inc l1Uding what it is and how to use it; (d) The care team; (e) Process, policies, and 
procedures for obseivaliion , documentation, and reporting; (f) Resident rights protected by law, 
including the right to confidential ity and ~he right to participate in ca e decisions or to refose care and 
how the long-term ca e worker wil l protect and promote ~hese rights; (g) Mandatory reporter law and 
worker responsibil it ies as required under chapter 74 .34 RCW; and (h) Communicati on methods and 
techniques that may be used while working with a resident or guardian and other care team 
members. (3) One hour of completed classroom instruction or other arm of tra 1i ning (such as a Vlideo 
or onl ine course) in ong-term care orientation training equa s one ham of training. The training enllity 
must establish a way for the long-term care worker to receive feedback from an aIpIproved instructor 
or a proctor trained by an apprnved insliructor ." 
Record review of the State of Washington document titl ed, Proclamation by the Gover-nor 20-10, 
dated O 2/09/2020, sh owed the requirement for · he fa ci I ity' s to have staff co mp I ete d their training 
requirements in relation to ori entation and safety, continued educatio n, and all the training 
requirements in chapter 388-112A Washington Administrative Code . 

Record review of the Department of Sociial and Health Serv·ces letter 2023-01 7, dated 04/28/2023 , 
showed the required ong-term care workers basic trai niing deadline dates they needed to complete 
by 

Record review of the Department of Sociial and Health Serv·ces letter 2023-025 , dated 10/13/2023 , 
showed the deadl1ine remained as 08/31/2023, or conbnued educatlion (CIE) that was due while 
training waivers were in place , as wel l as fo r CIE cycles between and included 10/28/2022 and 
8/3 112023. 

Facility Ori enta~ion 

Record review of the facility proVlided untitled and undated document that had a list of employees, 
showed Staff A , !Executive Director, was hired at the facility on 11/07/2020 and irst day of 
employment was on 11/16/2020. 

Record review on 12/-12/2023 of Staff A's personnel fi le showed there was no facility orientation 
tra ining, no certifi cate of dhe DSHS ori enta'1ion and safety , and CE records fo r review. 

Record review of the facility proV1ided untitled and undated document that had a list of employees, 
showed Staff F, M edication Technician, was hired at the facility on 05/29/2023 and fi rst day of 
employment was on 06/02/2023. 

Record review on 12/-12/2023 of Staff F's Ipersonnel fi le showed dhere was rw faci lity 
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orientation training no certificate of the DSHS orientation and safety, and CE records for review.

Record review of the facility provided untitled and undated document that had a list of employees,
showed Staff G, Caregiver, was hired at the facility on 09/01/2023 and first day of employment was
on 09/02/2023.

Record review on 12/12/2023 of Staff G’s personnel file showed there was no facility orientation
training, no certificate of the DSHS orientation and safety, and CE records for review.

Record review of the facility provided untitled and undated document that had a list of employees,
showed Staff H, Dietary Aide, was hired at the facility on 06/29/2023 and first day of employment
was on 07/07/2023.

Record review on 12/12/2023 of Staff H’s personnel file showed there was no facility orientation
training record for review.

Record review of the facility provided untitled and undated document that had a list of employees,
showed Staff D, Medication Technician, was hired at the facility on 04/12/2022 and first day of
employment was on 04/17/2022.

Record review on 12/12/2023 of Staff D’s personnel file showed there was a “orientation and skills
checklist for new employees”, dated 04/12/2022, that showed Staff D signed that they were reviewed
all of the required orientation task. There was no documentation of whom the trainer was that
showed the orientation tasks to STaff D or signature that it was completed by the trainer for review.
There was no certificate of the DSHS orientation and safety, and CE records for review.

Record review of the facility provided untitled and undated document that had a list of employees,
showed Staff I, Caregiver, was hired at the facility on 07/14/2020 and first day of employment was
on 07/14/2020.

Record review on 12/12/2023 of Staff I’s personnel file showed there was no facility orientation
training and CE records for review.

Record review of the facility provided untitled and undated document that had a list of employees,
showed Staff J, Cook, was hired at the facility on 04/30/2021 and first day of employment was on
05/04/2021.

Record review on 12/12/2023 of Staff J’s personnel file showed there was a document titled,
“Orientation & skills checklist for new employees”, dated 05/01/2021, that Staff J had initial some of
the orientation tasks as reviewed. There were some trainer initials documented for some of the
orientation tasks. The document was unsigned and
undated by the trainer.

In an interview on 12/12/2023 at 2:35 PM, Staff A stated all employee’s facility orientation and safety
was documented on the facility’s document titled “Orientation & skills checklist for new employees”.
Staff A stated the form would be in the employee’s file if had been completed. Staff A stated all
certificates, if the employee had them would have been filed in the employee’s file. Staff A stated all
CE records were electronic and would provide those for Staff A, Staff F, and Staff D.
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ori entafon train ing no certificate of the DSHS oirientation and safety, and CE records fo r review. 

Record review ol' the facility proVlided untitled and undated document that had a list of employees, 
showed Staff G , Caregiver, was hired at tlhe faci lity on 09/01/2023 and first day of em ployment was 
on 09/02/2023. 

Record review on 121'1 2/2023 of Staff G's personnel fi'le showed there was no faci lity ori entation 
tra ining, no certifi cate of dhe DSHS ori enta'1ion and safety, and CE records fo r reV'iew. 

Record review of the facility proVlided untitled and undated document that had a list of employees, 
showed Staff H, Dietairy Aide , was hired at dhe faci lity on 06/29/2023 and first day of employment 
was on 07/07/2023 . 

Record review on 12/12/2023 of Staff H's personne l file showed there was no facility orientation 
training record fo r review. 

Record review of the facility proV1ided untitled and undated document that had a list of employees, 
showed Staff D, Medicati on Technician , was hired at dhe fad lity on 04/12/2022 and first day of 
employment was on 04/17/2022. 

Record review on 12/12/2023 of Staff D's personne l file showed there was a "orientation and ski lls 
checkl ist fo r new employees", dat ed 04J-12/2022 , dhat showed Staff D signed that they were reviewed 
all o the requ·red orientation task. T-nere was no documentation of whom the trainer was that 
showed the ori entabion tasks to STaff D or signature that it was completed by the trainer fo r review. 
T-nere was no certificate of th e DSHS orientation and safety, and CE records for review. 

Record review of the facility proV1ided untitled and undated document that had a list of employees, 
showed Staff , Careg iver, was hired at the faci lity on 07/14/2020 and first day of employment was 
on 07/14/2020. 

Record review on 12/12/2023 of Staff I's personnel file sho1wed fuere was no faci lity orientation 
training and CE records fo r review. 

Record review of the facility proV1ided untitled and undated document that had a list of employees, 
showed Staff J, Cook, was hired at bhe faci lity on 04/30/2021 and first day of empll oyment was on 
05/04/2021 . 

Record review on 12/12/2023 of Staff J's personnel fi le showed there was a document t i~led , 
"Orientation & skills checklist for new employees", dated 05/0 112021, that Staff J had initi al some of 
the ori entation tasks as reviewed . There were some bra iner iniitials documented fo r some of the 
ori entation tasks. The document was unsigned and 
undated by the trainer. 

In an inteirview on 12/12/2023 at 2:35 PM , Staff A stated al l employee 's faci lity orientation and safety 
was documented on tlhe faci lity's document tJitl ed ~OnientatJion & ski lls checkl ist for new employees". 
Staff A stated the forrn would be in the emplo1yee 's file if had been completed . Staff A stated all 
certificates, if the employee had them would have been filed in the employee 's fi le. Staff A stated all 
CE records were electronic and would provide those fo r Staff A , Staff F, and Staff D. 
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On ·12/14/2023 at 11 :50 AM, the- Department requested for review Staff A, Staff F, Staff l's DSHS 
orientation and safety, Staff A, Staff F, Staff D, and Staff l's facility orientation, and Staff A, Staff F, 
Staff G, Staff H, and Staff l's orientation & sl<ills checklist for new employees for review. 

In an email sent to the Department on ·12/15/2023 at 12:55 PM, Staff A only provided official 
continued education transcripts for 2 of 4 request staff members (Staff F and Staff D). 

Record review of Staff F's "Official Transcript" undated showed Staff F had completed 2.75 hours of 
12 required hours of continued education credits. 

Record review of Staff D's llOfficial Transcript», undated, showed Staff O completed 5.75 hours of ·12 
hour required of continued education credits prior to the entrance of the full inspection. 

As of 12/15/2023 at 5 PM, did not provide Staff A, Staff F, Staff l's DSHS orientation and safety, 
Staff A, Staff F, Staff D, and Staff l's facility orientation, and Staff A, Staff F, Staff G, Staff H, and 
Staff l's orientation & skills checklist for new employees, and Staff A, Staff F, Staff D, and Staff l's 
completed CE completed for review. 

The Department was unable to review the facility's electronic record for the requested employee 
documents. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have tal<en or will take active 
measures to correct this deficiency. By taking this action, GARDEN COVRTE 
ALZHEIMEf,99~MUNITY is or will be in compliance with this law and/ or regulation on 
(Date) cJ f_d5-I_21L . 

rn addition, I wlll implement a system to monitor and ensure continued compliance with 
this requirement. 

Date 

WAC 388-78A-3100 Safe storage of supplies and equipment. The assisted living facility must 
secure potentially hazardous supplies and equipment commensurate with the assessed 
needs of residents and their functional and cognitive abilities. In determining what supplies 
and equipment may be accessible to residents, the assisted llving facility must consider at a 
minimum: 
( 1) The residents' characteristics and needs; 

(2) The degree of hazardousness or toxicity posed by the supplies or equipment; 

(4) How residents with special needs are individually protected without unnecessary 
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restrictions on the general population.

This requirement was not met as evidenced by:

Based on observation, interview, and record review, the facility failed to secure potentially hazardous
supplies accessible to memory care residents for 2 of 2 locations within the facility (North side
cabinets and North side resident public restroom). This failure placed 81 of 81 residents at risk for
ingesting potentially toxic materials.

Findings included...

Record review of the facility’s policy “Chemical/Hazardous Chemicals”, undated, showed extra
chemicals not on the housekeeping cart would be secured away from resident areas and kept
locked. They may be stored in locked housekeeping closets with carts when not in use.

In an observation on 12/12/2023 at 6:11 AM on the North side of the facility by the medication room
was an unlocked cabinet. Inside the unlocked cabinet were two tubs of micro-kill bleach germicide
bleach wipes. The tubs showed on the label, “keep out of reach of children CAUTION”. The was a
seven-ounce tube of soothe and cool barrier moisture barrier ointment, two cans of shaving cream
all in the cabinet unlocked. Resident 1 (R1) was wander and walking by the near the unlocked
cabinet.

In an interview on 12/12/2023 at 6:15 AM, Staff M, Caregiver, stated they did not lock up the shaving
cream, barrier creams, and bleed wipes. When Staff M was asked how they were trained to store
chemicals in the unlocked cabinets, Staff M stated, “just what we do.”

In an observation on 12/12/2023 at 6:18 AM, at the end of the North hallway near NB2 and N11 was
an unlocked cabinet. Inside the unlocked cabinet was a tube of intensive skin therapy lotion and a
tube of soothe and cool total body cleanser.

In an observation on 12/12/2023 at 6:20 AM, inside the NB2 resident public bathroom on the counter
by the sink, unsecured was one bottle of “Pantene miracle moisture boost sulfate free conditioner”,
one bottle of “soap & glory clean on me body wash”, and one bottle of “miracle moisture boost
sulfate free shampoo”. All three bottles were sitting on the top of the counter and accessible to
residents.

In an observation on 12/13/2023 at 10:17 AM, by the North side NS2 bathroom room the cabinet up
against the wall was unlocked. Inside the unlocked cabinet the bleach wipes, shaving creams, and
barrier creams that were observed on 12/12/2023 remained unsecured. There were multiple un-
named residents wander and walking around the unlocked cabinet.

In an interview on 12/13/2023 at 8:13 AM, Staff A, Executive Director, stated that all chemicals,
shaving creams, cleaning wipes, or any solution with chemicals were always to be locked up.
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restrictions on tile general population . 

Thiis requirern ent was 1not m1 et as eviid,ejnced by: 

Based on observation, interview, and record review, the facility fai led to secure potential y hazardous 
suppl ies accessible to memory care residents or 2 of 2 ocations with·n the facility (North side 
cab inets and North side resident publ ic estroom). Th·s failure placed 81 of 81 residen ts at ri sk for 
ingesting potentially toxic materi als. 

F·ndings included ... 

Record review of the facility's pol icy "ChemicalJHazardous Chemicals", undated , showed extra 
chemica ls not on the housekeeping cart would e secured away from resident areas and kept 
locked. They may be stored in locked housekeeping closets with carts when not ·n use . 

In an observation on 12/12/2023 at '6:11 AM on the North side of the facil ity by tile medication room 
was an unlocked cab·net. nsi e the unlocked cabinet were two tubs of micro-ki ll bleacl7 germicide 
bleach wipes. The tubs showed on the label, "keep out of reach of children CAUTION". The was a 
seven-ounce tu be o soothe and cool barri er moisture barrier 01intment, two cans of shaving cream 
all in tile cabinet unlocked. Resiident 1 (R1) was wa nder and walking by the near the unlocked 
cab inet. 

In an interview on 12/12/2023 at '6: 15 AM , Staff 1M, Caregiver, stated they diid not llock up tile shav·ng 
cream, barnier creams, and bleed 'IN'ipes. When Staff M was asked how they were trained to store 
chemica ls in ~he unlocked cab inets, Sta M sta· ed , "just what we do." 

In an observation on 12/12)2023 at 16:1 8 AM , at the end of the Nortl7 hal lway nea · INB2 and N11 was 
an unlocked cabinet Inside the unlocked cabinet was a ~ube of intensive skin therapy lotion and a 
tube o soothe and coo l to al body cleanser. 

In an observation on 12/12/2023 at '6:20 AM , inside the NIB2 resident public bathroom on the counter 
by the sink, unsecured was one boWle of "Pan· ene miracle moisture boost sul'fate free conditi oner", 
one bottle or soap & glory clean on me body wash\ and one bome of "miracle moisture boost 
sul'fate free shampoo". All tl7 ree bottles were sittli ng on ~he top o the counter and accessible to 
residents. 

In an obse,vation on 12/13:/2023 at 10: 17 AM , by tile North side NS2 bathroom room the cab·net up, 
against tile wa l was unlocked . Inside tile unlocked cabinet the bleacl7 wipes, shaving creams, and 
barri er creams that were observed on 12/1212023 remained unsecured. Th ere were multiple un­
named residents wander and walking around the unlocked cabinet. 

In an interview on 12/1312023 at 8: 13 AM , Staff A, Executive Director, stated that all chemicals, 
sl1aV1i ng creams, cleaning wipes, or any solution w ith chemicals were always to be locked up. 
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Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will take active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEIMER COMfA_l:!_NITY is or will be in compliance with this law and I or regulation on 
{Date)c,Q~~-5..~11. 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

WAC 388-78A-2600 Policies and procedures. 

(2) The assisted living facility must develop, implement and train staff persons on policies and 
procedures to address what staff persons must do: 

(h) In the event of an internal or external disaster, consistent with WAC 388-78A-2700; 

This requirement was not met as evidenced by: 

Based on observation, interview, and record review, the facility failed to ensure implementation of 
their disaster policy when there was a gas leak for one of one facility reviewed. This failure placed all 
81 of81 residents, staff, and visitors at risk of harm during an emergency. 

Findings included ... 

Record review of the facility's policy, titled, "Utility Emergency Procedure", undated, showed in the 
event of a gas line break the facility was to notify the fire department via 911; notify the Maintenance 
Director and Administrator immediately; notify the gas company; if a gas leak was evident, shut off 
main gas valve to the building; evacuate residents from the immediate area of the gas leak (out of 
fire zone); open doors and windows to ventilate; do not use matches, candles, or any open flame 
devices; and do not activate any light switches or electrical appliances in the area of the gas leak. 

In an observation on 12/'12/2023 at 8:03 AM, there was a strong gas odor {sulfur/rotten eggs smell) 
present upan entering the basement door to the laundry room, storage area, and the water heater 
room. The smell was observed to be strong smelling of gas coming from the water heater room. 

In an observation and interview on ·J 2/12/2023 at 8:08 AM, Staff I~, Housekeeping, stated that the 
gas smell was really strong. Staff N stated, "I'm afraid those fumes can get to me". Staff N was then 
observed to proceed to the laundry room and begin loading the washer to start a new cycle, despite 
the strong gas odor present. 
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In an inteNiew on 12/12/2023 at 8:20 AM, Staff A, Executive Director, stated she was aware of the 
gas smell. Staff A stated that they had their water heater replaced the day before, and they left a gap 
in the vent, and that a back flow draft of air was carrying the gas smell into the water heater room. 

In an interview on ·121'12/2023 at B: 09 AM, Staff I-<, Maintenance Assistance, stated they smelled gas 
that morning when they entered tf1e basement area. Staff K stated a company was to come out 
today to fix the gas leak smell. Staff I-< was unsure what time that was scheduled for. 

In an inteNiew on 12/'13/2023 at 8:40 AM, Staff A, stated they were still waiting on a company to 
come out and check an the gas leak smell. 

In an interview on 121'13/2023 at 3:00 PM, Staff L, Maintenance Manager, stated there was gas 
leaking from the propane gas vent to the water heater room yesterday but that it was now fixed .. 
When asl<ed what staff were supposed to do if they smelled gas, Staff L stated they should evacuate 
the area, call the utility company, let the Executive Director know, and to call a company out to fix it 
Staff L stated they did not evacuate the area, notify the utility company, or implement their policy 
related to gas leaks. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken or will tal<e active 
measures to correct this deficiency. By taking this action, GARDEN COURTE 
ALZHEUvt~R COM~UNITY is or will be in compliance with this law and I or regulation on 
(Date )dJE.9--6_~ . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. 

Administrat 
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