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STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AGING AND LONG-TERM SUPPORT ADMINISTRATION 

800 NE 136th Ave Ste 200, Vancouver, WA 98684 

11/27/2024 

Olympia Special Care LLC 

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

RE: GARDEN COURTE ALZHEIMER COMMUNITY# 1111 

Dear Administrator: 

This letter addresses deficiencies occurring in the report(s) for: Compliance Determination(s) 
51065 (Completion Date 11/27/2024) and 31252 (Completion Date 01/05/2024). 

The Department completed a follow-up inspection of your Assisted Living Facility on 11/27/2024 
and found no deficiencies. 

The Department found that deficiencies for the following licensing laws and regulations were 
corrected: 
WAC 388-78A-2600 Policies and procedures. 

(1) The assisted living facility must develop and implement policies and procedures in support of 
services that are provided and are necessary to: 

(a) Maintain or enhance the quality of life for residents including resident decision-making rights ; 

(2) The assisted living facility must develop, implement and train staff persons on policies and 
procedures to address what staff persons must do: 

(a) Related to suspected abandonment, abuse, neglect, exploitation, or financial exploitation of any 
resident; 

WAC 388-78A-2450 Staff. 

(2) The assisted living facility must: 

(b) Verify staff persons' work references prior to hiring; 

(3) The assisted living facility must: 

(d) Maintain the following documentation on the assisted living facility premises, during employment, 
and at least two years following termination of employment: 
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(ii) Disclosure statements and background checks as required in WAC 388-78A-2461 through 388-
78A-2471 ; and 

(iii) Documentation of contacting work references and professional licensing and certification boards 
as required by subsection (2) of this section. 

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

(7) Not allow any staff person to abuse or neglect any resident. 

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

(3) Not use restraints on any resident; 

WAC 388-78A-2510 Specialized training for dementia. The assisted living facility must ensure 
completion of specialized training, consistent with chapter 388-112A WAC, to serve residents 
with dementia, whenever at least one of the residents in the assisted living facility has a 
dementia that is the resident's primary special need and has symptoms consistent with 
dementia as assessed per WAC 388-78A-2090 (7). 

The Department staff who did the On Site verification: 
Maria Salas, ALF Complaint Investigator 

If you have any questions, please contact me at (253)254-3190. 

Sincerely, 

~-:?~~ 
Cory Cisneros, Field Manager 
Region 3, Unit E 
Residential Care Services 
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Residential Care Services 
Investigation Summary Report 

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

Provider Type: Assisted Living Facility 

Intake ID: 101047 
Compliance Determination#: 31252 Region/Unit#: RCS Region 3 J Unit E 
Investigator: Maria Salas 
Investigation Date(s ): 10/18/2023 through O 1/05/2024 
Complainant Contact Date(s): 

Allegation(s): 
Allegations of physical and phycological abuse towards residents. 

Investigation Methods: 

Sample: 

Observations: 

Interviews: 

Record Reviews: 

Investigation Summary: 

Total residents: 80 
Resident sample size: 4 
Closed records sample size: 1 

Residents 
Resident rooms 
Staff to resident interactions 
Resident to resident interactions 
Identified resident 

Identified staff 
Nursing staff 
Residents 
Family members 

Medical records 
Grievance log 
State reporting log 
Incident investigation 
Facility policies 
Personnel files 
Staff training records 
Staff patterns 

Based on record review and interview the facility failed to follow stated and facility policy and 
procedures for suspected and alleged abuse. The facility failed to verify staff references prior to 
employment. The facility failed to ensure required training for staff working in a dementia care 
unit. The facility failed to ensure resident right to be free from abuse. Failed practice identified. 
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Conclusion/ Action: 

~ Failed Provider Practice Identified/ Citation(s) Written 

D Failed Provider Practice Not Identified / No Citation Written 

□ N/A 
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Residential Care Services 
Investigation Summary Report 

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

Provider Type: Assisted Living Facility 

Intake ID: 101823 
Compliance Determination#: 31252 Region/Unit#: RCS Region 3 J Unit E 
Investigator: Maria Salas 
Investigation Date(s ): 10/18/2023 through O 1/05/2024 
Complainant Contact Date(s): 

Allegation(s): 
Allegations of physical and phycological abuse towards residents. 

Investigation Methods: 

Sample: 

Observations: 

Interviews: 

Record Reviews: 

Investigation Summary: 

Total residents: 80 
Resident sample size: 4 
Closed records sample size: 1 

Residents 
Resident rooms 
Staff to resident interactions 
Resident to resident interactions 
Identified resident 

Identified staff 
Nursing staff 
Residents 
Family members 

Medical records 
Grievance log 
State reporting log 
Incident investigation 
Facility policies 
Personnel files 
Staff training records 
Staff patterns 

Based on record review and interview the facility failed to follow stated and facility policy and 
procedures for suspected and alleged abuse. The facility failed to verify staff references prior to 
employment. The facility failed to ensure required training for staff working in a dementia care 
unit. The facility failed to ensure resident right to be free from abuse. Failed practice identified. 
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Conclusion/ Action: 

~ Failed Provider Practice Identified/ Citation(s) Written 

D Failed Provider Practice Not Identified / No Citation Written 

□ N/A 
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Residential Care Services 
Investigation Summary Report 

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

Provider Type: Assisted Living Facility 

Intake ID: 104783 
Compliance Determination#: 31252 Region/Unit#: RCS Region 3 J Unit E 
Investigator: Maria Salas 
Investigation Date(s ): 10/18/2023 through O 1/05/2024 
Complainant Contact Date(s): 

Allegation(s): 
Allegations of physical abuse and restraining of resident. 

Investigation Methods: 

Sample: 

Observations: 

Interviews: 

Record Reviews: 

Investigation Summary: 

Total residents: 80 
Resident sample size: 4 
Closed records sample size: 1 

Residents 
Resident rooms 
Staff to resident interactions 
Resident to resident interactions 
Identified resident 

Identified staff 
Nursing staff 
Residents 
Family members 

Medical records 
Grievance log 
State reporting log 
Incident investigation 
Facility policies 
Personnel files 
Staff training records 
Staff patterns 

Based on record review and interview the facility failed to follow stated and facility policy and 
procedures for suspected and alleged abuse. The facility failed to verify staff references prior to 
employment. The facility failed to ensure required training for staff working in a dementia care 
unit. The facility failed to ensure resident right to be free from abuse. Failed practice identified. 
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Conclusion/ Action: 

~ Failed Provider Practice Identified/ Citation(s) Written 

D Failed Provider Practice Not Identified / No Citation Written 

□ N/A 



This docum
ent w

as prepared by R
esidential C

are Services for the Locator w
ebsite.

STATE or WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

AGING AND LONG-TERM SUPPORT ADMINISTRATION 
BOO NE 136th Ave Ste 200, Va11co11ver1 WA 91684 

Statement of Deficiencies 

Plan of Correction 
License.#; 1111 Compl.ian•ce Oe.te.rmit1ation #31252 

GARDEN COURTE ALZHEIMER COMMUNITY Completion Date 
Page 1 or 13 licensee: Olympia Special Ca.re LLC 0UJ5/2024 

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

The department completed data collection far an unannounced on-site c.omplaint investigation 
on to/ 18/2023 and 12.t 13/202.lrof: - - - - -

GARDEN COURTE ALZHEIMER COMMUNITY 
626 ULLY RD NE 
OLYMPIA 1 WA 98506 

This document references the fol.lowing complaint number{s): 101047, 99320, 99595; 101823, 
99931, 102395, 104783 

The following sampt,e 'INtls selected for review during the unannounced on-site visit 4 otBO 
cu.rr.eint residents and. 1 former res1dents .. 

The department staff that investigited the As.sistBd Living Facility: 

Maria Satas, ALF Compl'aint lnvemigator 

From: 
OSHS, Aging and long-Term Support Administration 
Residential Care Services., Region :3 1 Unit E 
8()0 NE 136th Ave Ste 200 
Vam.:ouverr 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. 

0 ~~ 
Rel.ntial Care Services 

01/17/2024 
Date 

I understand U1at to matntain an .Assisted Living Facrl:ity l1icense 1 the facility must be Jn 
compliance with all the l.icensJng raws and regulations at all tfmes. 



STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page 1

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 complaint investigation
on 10/18/2023 and 12/13/2023 of:

626 LILLY RD NE
OLYMPIA, WA 98506

GARDEN COURTE ALZHEIMER COMMUNITY

This document references the following complaint number(s): 101047, 99320, 99595, 101823,
99931, 102395, 104783

The following sample was selected for review during the unannounced on-site visit: 4 of 80
current residents and 1 former residents.

The department staff that investigated the Assisted Living Facility:

Maria Salas, ALF Complaint Investigator

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 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.

Residential Care Services Date

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.
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Statement o.f Deficiencies 

Piao of Correction 

Page 2 of 13 

License#. 1111 Gomplian,ce• Determination #31252 

GARDEN COURTEALZHEIMER COMMUNITY Completion Date 
Licehse:e: Olympia Spe•cial Care LLC 01AJ5/2024 

Date 

WAC 388-78A-2600 Policies and procedures. 

(1) The assisted living facmty must develop and implement policies and p,rm;edurns in support of 
services that are provided and are necessary to: 

(a) Maintain or enhance the quality of life for residents lnduding resident decision-making rights; 

(2)_ The assisted living facility must develop, .implement and traln staff p@rnons on policies and 
procedures to address what staff persons must do: 

(a) Related to suspected abandonment, abuse, neglect1 exp]oitation, or fiinaridal exploitation of any 
resident; 

This requirement was not m.et as evidenced by: 

Based on record review and inte,view, the facility faired to implement f~ci!lity policies and procedures 
V\ihen suspected abuse was reported for 2 of 2 residents (Resident 2 and Resident 3); These failures 
contributed to Resident 2 bei:ng placed at risk for on going har.m and placed all 80 of 80 residents at 
risk of harm due to staff not followlng facUity and state policies \lvhen suspected abus.e had been 
reported. 

Findings included ... 

WAC 388-78A-2020 
"DetiniUons. 
"Abuse" means the willful action or inaction that infllcts injury, unreasonable carifinement, 
intimidation I or punishment an a vulnerable adult In Instances of abuse of a vulnerable adult who is 
unable to express or demonstrate physical harm, pain, or menta1I anguJsh, the abuse is presumed ta 
cause physical harm, pain, o.r mental anguish, Abuse inc:ludes sexual abuse, mental abuse. physical 
abuse, and personal exploitation of a vulnerable adult, and improper use of restraint against a 
vulnerable adulL. "f;>;J egl!ect" means: {'I) A pattarn of conduct or fnaction resulting in the failure to 
provide the goods and services that maintain physical or mental health of a resident, or that fails ta 
avoid or prevent physical or mental harm or pat.n to a resJdent: or (,2) An act or omis'Slon by a person 
or entity with a duty of care that demonstrates a serrious disregard of consequences ot such a 
magnitude as ta constitute a clear and p1·esent danger to the resident's health, welfare, or safety, 
including but not limited to conduct prohibited under RCW 9A,42J 00,,, 11 lmproper use of restralnt" 
means the inappropriate use of chemleail, pl1ysical 1 or mechanicat restraints for convenience or 
discipline or.." "Physical restraint" means the application of physical force without use of any device 
for the purpose of restraining the free movement of a vulnerable adult's body.,;'' 



Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page 2

DateAdministrator (or Representative)

WAC 388-78A-2600 Policies and procedures.

(1) The assisted living facility must develop and implement policies and procedures in support of
services that are provided and are necessary to:

(a) Maintain or enhance the quality of life for residents including resident decision-making rights;

(2) The assisted living facility must develop, implement and train staff persons on policies and
procedures to address what staff persons must do:

(a) Related to suspected abandonment, abuse, neglect, exploitation, or financial exploitation of any
resident;

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to implement facility policies and procedures
when suspected abuse was reported for 2 of 2 residents (Resident 2 and Resident 3). These failures
contributed to Resident 2 being placed at risk for on going harm and placed all 80 of 80 residents at
risk of harm due to staff not following facility and state policies when suspected abuse had been
reported. 

Findings included…

WAC 388-78A-2020
“Definitions.
"Abuse" means the willful action or inaction that inflicts injury, unreasonable confinement,
intimidation, or punishment on a vulnerable adult. In instances of abuse of a vulnerable adult who is
unable to express or demonstrate physical harm, pain, or mental anguish, the abuse is presumed to
cause physical harm, pain, or mental anguish. Abuse includes sexual abuse, mental abuse, physical
abuse, and personal exploitation of a vulnerable adult, and improper use of restraint against a
vulnerable adult… "Neglect" means: (1) A pattern of conduct or inaction resulting in the failure to
provide the goods and services that maintain physical or mental health of a resident, or that fails to
avoid or prevent physical or mental harm or pain to a resident; or (2) An act or omission by a person
or entity with a duty of care that demonstrates a serious disregard of consequences of such a
magnitude as to constitute a clear and present danger to the resident's health, welfare, or safety,
including but not limited to conduct prohibited under RCW 9A.42.100..."Improper use of restraint"
means the inappropriate use of chemical, physical, or mechanical restraints for convenience or
discipline or... ”Physical restraint" means the application of physical force without use of any device
for the purpose of restraining the free movement of a vulnerable adult's body..."
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Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page 3

Record review of the facility’s Abuse Policy and Procedure, undated, showed that the purpose of the
Abuse Policy and Procedure was to ensure that all residents were treated with respect, dignity and
lived in a community that was free of verbal, sexual or physical abuse. To establish a procedure for
investigating and documenting suspected or alleged abuse. To delineate state specific definitions
and reporting requirements for alleged or suspected abuse. The policy stated that all allegations of
abuse would be treated as serious and would be investigated, documented and reported per the
standards set forth in the policy and procedure or per State or Federal regulations. Physical Abuse
as defined in the Abuse Policy and Procedure was any physical injury to a resident caused by other
than an accident. Physical injuries included injuries that a reasonable and prudent person would be
able to prevent such as hitting, pinching or striking, or injuries resulting from rough handling or
corporal punishment. Verbal or Emotional Abuse as defined in the Abuse Policy and Procedure was
any oral, written or gestures communicated to a resident or to a visitor or staff about a resident within
that resident’s presence, that described that resident in a disparaging or derogatory terms,
humiliation, harassment threats of punishment or deprivation directed towards the resident.  Per the
Abuse Policy and Procedure, the Administrator was to complete the investigation portion of the
Incident/Accident report is abuse was suspected.

Review of the facility policy, titled, "Restraints and Enablers", undated, showed, "The use of
restraints will not be used on any resident."

Record review of the facility Abuse Investigation and Reporting Aggressive & Assaultive Resident
Policy, undated, showed that the facility had a zero-tolerance policy towards resident abuse, neglect,
or mistreatment. Abuse or Neglect was defined in the policy as non-accidental physical injury or
condition, sexual abuse, or neglect treatment of a resident under circumstances which indicate the
resident’s health, welfare, and safety is harmed. In addition to reporting suspected abuse or neglect
to the DSHS (Department of Social and Health Services) Hotline, employees were also to report the
situation to a Designated Person (the Administrator, the Assistant or the Health Service Coordinator)

Record review of the facility’s policy Reporting Abuse, Neglect and Exploitation, undated, showed
under section 1a, that any staff member who had a reasonable cause to believe that an incident of
abuse, abandonment, neglect, or financial exploitation had occurred would notify the DSHS
Complaint Resolution Unit (CRU) hotline. The staff member should have also reported concerns
immediately to someone within management so that immediate interventions could take place.
Section 1e, showed that any staff member who was suspected of abuse, neglect, or exploitation
would not have access to any resident until the community investigated the incident and took action
to assume the safety of the residents. Section 2 showed that an incident report would be prepared
for any abuse, neglect, or exploitation to determine the circumstances of the event and to determine
appropriate measures to prevent similar future situations. Section 6, showed it was the responsibility
of each staff member to immediately contact the department directly regarding suspected or alleged
abuse or other improprieties. 

Record review of the facility’s Abuse Allegation and Investigation Policy, undated, showed that in an
investigation of abuse the resident would be interviewed. 
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Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page 4

Record review of department document Assisted Living Facility Guidebook, dated 02/2018, showed
in Appendix F that in general there was a presumption that abuse had occurred whenever there has
been some type of impermissible, unjustifiable, harmful, offensive, or unwanted contact with a
resident. This presumes that instances of abuse of any resident causes physical harm, pain, or
mental anguish. 

In an interview on 10/18/2023 at 11:33am, Staff A, Caregiver, stated that she witnessed Staff B,
Caregiver, taunting and yelling at a male resident to hit her. Staff A stated that the resident was
visibly upset with his emotions escalating. Staff A stated that she deescalated the situation, taking
the resident for a walk around the unit until he was calmed down and able to return to his meal. Staff
A stated that she reported the incident to Staff F, Executive Director (ED). Staff A stated that she
witnessed Staff B working with residents the next day after she had made her report to Staff E,
Resident Care Manager South (RCMS). Staff A stated that on multiple occasions, she had
witnessed Staff B taunting Resident 2 (R2). Staff A stated that on one occurrence she heard loud
voices coming from R2’s room, she entered the room to investigate what was happening and could
tell R2 was angry with Staff B. R2 was yelling at Staff B stating that Staff B was a horrible person.
Staff A stated that she witnessed Staff B yelling back at R2 that she (R2) was a horrible person. Staff
A stated that she immediately reported the incident to Staff E, RCMS. Staff A stated that she had
went to Staff E multiple times with concerns related to how Staff B and Staff C, Caregiver, were
aggressive and abusive to the residents. Staff A stated that around October 5, 2023, she had gone
to Staff F and reported her concerns about Staff B and Staff C abusing residents. Staff A stated that
she had voiced her concerns for abuse related to the incident where Resident 3 (R3) was injured
while care was being performed by Staff B and Staff C. Staff A stated that Staff F reported to her that
there were no concerns for abuse since R2’s story and the story of the caregivers matched. Staff A
stated that she was told by Staff F that proof was needed of the caregivers abusing residents and
that Staff A needed to report incidents immediately before any actions could take place.   

Record review of R2’s Face Sheet, undated, showed R2 admitted on /2022 with a history of
Dementia (a loss of cognitive function thinking, remembering, and reasoning) and Anxiety disorder
(a mental health disorder characterized by feelings of worry, anxiety, or fear that are strong enough
to interfere with one's daily activities).

Record review of R3’s Face Sheet, undated, showed R3 admitted on /2020 with a history of
Dementia, Chronic Pain (Persistent pain that lasts weeks to years), Anxiety disorder. R3 had a
history of resisting care. R3 required staff assistance for all daily living needs. 

Record review of Incident Report for R3, dated 10/04/2023, showed R3 sustained a fracture to his
right femur while peri care was being provided by Staff B, Staff C, and Staff D. Staff C reported that
R3 did not want peri care provided and had become combative with the care staff and that they
continued to provide resident care despite this. Staff D reported that R3 was punching and kicking at
Staff C and Staff D while they continued to perform the care so she restrained R3’s hands so that he
would not be able to punch them. Staff D reported that while she was restraining R3 he kicked out,
they heard a loud pop sound and
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Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page 5

R3 yelled out in pain. Staff D reported after she heard the pop sound, she released R3’s hands and
went and notified Staff G of the incident. 

In an interview on 10/18/2023 at 2:29pm, Staff E stated that it had been reported to her by Staff A
that Staff B and Staff C were taunting residents. Staff E stated that she had reported the allegation to
Staff F. Staff E stated that Staff A had also voiced concern to her that Staff B and Staff C had been
too rough with their care to residents. Staff E stated that when she had asked Staff A to elaborate
and provide examples Staff A was unable to do so. Staff E stated that she was unaware of a formal
internal investigation completed related to the allegations of Staff B and Staff C being too rough with
the residents. Staff E stated that on 10/04/2023, she had taken statements from Staff B, Staff C, and
Staff D related to the incident that happened on 10/04/2023 where R3 sustained injuries while care
was being provided to him by Staff B, Staff C, and Staff D. Staff E stated she did not interview R3
after the incident on 10/04/2023 to rule out abuse, that Staff G, Licensed Practical Nurse (LPN), had
interviewed him.

In an interview on 10/19/2023 at 3:16pm, Staff G, stated that on 10/04/2023 Staff B, Staff C, and
Staff D entered her office stating that R3 had been injured while they were performing care. Staff G
stated that Staff E took statements from all three caregivers. Staff G stated that she went to R3’s
room to assess his injuries. Staff G stated that she interviewed R3 while in his room and that Staff B,
Staff C and Staff D were present in R3’s room while she interviewed R3. Staff G stated that she did
not ask any questions to rule out abuse or mistreatment because she was more concerned with his
injuries since he was in severe pain. 

In an interview on 10/19/2023 at 4:18pm, Staff F stated that Staff A had come to her with concerns
of Staff B and Staff C being too “rough” with the residents. Staff F stated that when she asked Staff
A for examples or details of how Staff B and Staff C were being too rough all Staff A would say is
“they are too rough”. Staff F stated she had told Staff A that without details there was nothing she
could do about the concerns of abuse. Staff F stated multiple times that the staff do not bring
concerns up to her but will talk to other people about their concerns when they come into the
building such as state investigators. Staff F stated that if the staff would bring concerns or report
situations immediately then she would be able to do something about it. Staff F stated that she
needed proof before she could do something about a suspicion or allegation of abuse. Staff F stated
in the incident with R3, she did not feel that the staff members giving care at the time meant to harm.
Staff F stated that she had a conversation with Staff B, Staff C and Staff D and had concluded that
R3’s injury had been caused by how rough their care was due to them forcing him to be cleaned up
due to the feces all over him despite his refusal. Staff F stated that Staff B, Staff C and Staff D were
interviewed, and that R3 had also been interviewed to rule out abuse. Staff F stated that R3 had
been interviewed alone by Staff G. 

This was a recurring deficiency for 388-78A-2600 (1)(a), previously cited on 04/11/2023.

Plan/Attestation Statement
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License#: 1'11'1 Compliance- !Determination #3'1252 Statement of Deficiencies 
Plani of Correction GARDEN COURTE ALZHEH,1ER COMMUNITY Completion Date 
Page 6 of 13 Licensee: Olympia Special Care LLC 0H:1512024 

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 }OMMU~llTY is or will be in compliarn:e with this law and I or regulation on 
(Date) dJ lQ\Q~. 

In addition, I will irnplement a system to monitor and ensure continued compl.iance with 
this requirement. 

WAC 388-78A-2450 Staff. 
-- - -

(2) The assisted living facil:lty must: 

{ib) Verity staff persons' work refere,nces prior to hiring; 

(3) The assisted living facmty must: 

(d) Maintain the fallowing dm::uri1entation on the assisted living facil'ity premises, during employment, 
and at least t\i\ro years following termination of empl.oyment 

(li) Disclosure statements and background d1ecks as required In WAC 388-78A-2461 through 388-
78A-247'1 ; and 

(iii) Documentation of contacting warkreforences and professional, licensing and certification boards 
as required by subsection (2) of this: sectiort 

This requirement was not met as evidenced by: 

Based on record review and interview, the facility failed to ver,ify and mal;ntain reference ciheck 
qocumentation for 2 of 2 staff membern (Staff B and Staff C} in each of their personnel files. This 
failure placed 80 of 80 residents at risk of receiving care from unqualified staff members. 

Findings included ... 

11 RCW 18 .. 20.125 fnspedions-Enforcement remedies-Screenlng-Umitatians on unsupervised 
access to vulnerable adults ... (3)(a) ... Employees may be provrs\onalily hired pending the results af 
the background check if they have been gtven three positive references ... ;,; 

Record review of Staff B's, caregiver, personnel file on 101'19/2023, s'.!1owed Staff 8 had been hired 
on '11/19/2019.Three references were provided on Staff B's appficatton for employment One 
reference check form was partfal1y compl:eted In Staff B's personnel titer dated 11/'19/2019. 
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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 / or regulation on
(Date)________________ .

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

Administrator (or Representative) Date

WAC 388-78A-2450 Staff.

(2) The assisted living facility must:

(b) Verify staff persons' work references prior to hiring;

(3) The assisted living facility must:

(d) Maintain the following documentation on the assisted living facility premises, during employment,
and at least two years following termination of employment:

(ii) Disclosure statements and background checks as required in WAC 388-78A-2461 through 388-
78A-2471 ; and

(iii) Documentation of contacting work references and professional licensing and certification boards
as required by subsection (2) of this section.

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to verify and maintain reference check
documentation for 2 of 2 staff members (Staff B and Staff C) in each of their personnel files. This
failure placed 80 of 80 residents at risk of receiving care from unqualified staff members. 

Findings included…

“RCW 18.20.125 Inspections—Enforcement remedies—Screening—Limitations on unsupervised
access to vulnerable adults…(3)(a)…Employees may be provisionally hired pending the results of
the background check if they have been given three positive references…”

Record review of Staff B’s, caregiver, personnel file on 10/19/2023, showed Staff B had been hired
on 11/19/2019. Three references were provided on Staff B’s application for employment. One
reference check form was partially completed in Staff B’s personnel file, dated 11/19/2019. 
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Rscord review of Staff C's, caregiver, personnel file on 10/'19/2023, showed Staff C was hired on 
08/0312022. One of three requested references had been provided on Staff C's application for 
employment. Na reference checkfarm was found in Staff C's personnel fife. 

In an interview with Staff H, Human Resources (HR), an 10/19/2023 at 4:05pm, Staff C stated that if 
any reference checks had been completed, they would have been 1n the employee's personnel fire. 
Staff H stated that she had been employed IA'ith the company rn her role as HR since January 2023. 
Staff H stated that she was responsible tor employee files and :keepiing them updated wlth required 
documentations .. Staff H stated that since starting as HR she does not compltete reference checks. 
Staff H stated that she had not been taught to complete reterence checks prior to hire of potential 
new employees. Staff H stated that the one incomplete relerence ciheck that was found in Staff B's 
employee file was completed prior to Staff H being employed as HR 

PlanlAtt.estation Statement 
I hereby ce.rtify that I have reviewed this teport and have taken or will take active 
measures to correct.this deficiency. By taking this action, GARDEN COURTE 
ALZHB~R COMMUNITY is or will be in compliance vvith this law and I or regulation on 
(Date)~ ID)c;)V\ . 

In addition, I will: impfement a system to monitor and ensure continued compl:lance with 
this requirement. 

lc\j \\~ {c:9-l~ 
Date 

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

(7) Nutall.ow ;;;my staffpersan to a.buse or neglect any resident. 

WAC 38S..;78A-2660 Resident rights. The assisted living facflity must: 

(3) Not use restraints on any resident; 

This requlrem ent was not met as evidenced by: 

Based on record review and interview, the facility failed to ensure staff had not abused or res:trnined 
residents for 3: of 3 residents (Resident 1, Resident 2, and Resident 3) reviewed. This failure 
contributed to Resident 3 beling restrained, injured, and hospitalized, p~aced Resident 1 and 2 at rlsl< 
of psychosocial harm, and placed all 80 of 80 res1dents at rfsl( of: abuse. 

Findings included, .. 



Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page 7

Record review of Staff C’s, caregiver, personnel file on 10/19/2023, showed Staff C was hired on
08/03/2022. One of three requested references had been provided on Staff C’s application for
employment. No reference check form was found in Staff C’s personnel file. 

In an interview with Staff H, Human Resources (HR), on 10/19/2023 at 4:05pm, Staff C stated that if
any reference checks had been completed, they would have been in the employee’s personnel file.
Staff H stated that she had been employed with the company in her role as HR since January 2023.
Staff H stated that she was responsible for employee files and keeping them updated with required
documentations. Staff H stated that since starting as HR she does not complete reference checks.
Staff H stated that she had not been taught to complete reference checks prior to hire of potential
new employees. Staff H stated that the one incomplete reference check that was found in Staff B’s
employee file was completed prior to Staff H being employed as HR. 

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 COMMUNITY 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.

Administrator (or Representative) Date

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

(7) Not allow any staff person to abuse or neglect any resident.

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

(3) Not use restraints on any resident;

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to ensure staff had not abused or restrained
residents for 3 of 3 residents (Resident 1, Resident 2, and Resident 3) reviewed. This failure
contributed to Resident 3 being restrained, injured, and hospitalized, placed Resident 1 and 2 at risk
of psychosocial harm, and placed all 80 of 80 residents at risk of abuse. 

Findings included…

This docum
ent w

as prepared by R
esidential C

are Services for the Locator w
ebsite.



Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page 8

WAC 388-78A-2020 “Definitions... "Abuse" means the willful action or inaction that inflicts injury,
unreasonable confinement, intimidation, or punishment on a vulnerable adult. In instances of abuse
of a vulnerable adult who is unable to express or demonstrate physical harm, pain, or mental
anguish, the abuse is presumed to cause physical harm, pain, or mental anguish. Abuse includes
sexual abuse, mental abuse, physical abuse, and personal exploitation of a vulnerable adult, and
improper use of restraint against a vulnerable adult… "Mental abuse" means a willful verbal or
nonverbal action that threatens, humiliates, harasses, coerces, intimidates, isolates, unreasonably
confines, or punishes a vulnerable adult. Mental abuse may include ridiculing, yelling, or swearing...
"Improper use of restraint" means the inappropriate use of chemical, physical, or mechanical
restraints for convenience or discipline or... ”Physical restraint" means the application of physical
force without use of any device for the purpose of restraining the free movement of a vulnerable
adult's body..."

Review of the facility policy, titled, "Restraints and Enablers", undated, showed, "The use of
restraints will not be used on any resident."

Record review of the facility’s Resident Incident/Accident log, dated 07/01/2023 through 10/18/2023,
showed no incidents of staff to resident altercations. 

In an interview on 10/18/2023 at 11:33am, Staff A, Caregiver, stated that she witnessed Staff B,
Caregiver, taunting and yelling at Resident 1 (R1) to hit her. Staff A stated that the R1 was visibly
upset with his emotions escalating. Staff A stated that she deescalated the situation, taking the
resident for a walk around the unit until he was calmed down and able to return to his meal. Staff A
stated that she reported the incident to Staff F, Executive Director (ED). Staff A stated that she
witnessed Staff B working with residents the next day after she had made her report to Staff E. Staff
A stated that she had witnessed Staff B taunting Resident 2 (R2) on multiple occasions. Staff A
stated that on one occurrence she heard loud voices coming from R2’s room, she entered the room
to investigate what was happening and could tell R2 was angry with Staff B. R2 was yelling at Staff
B stating that Staff B was a horrible person. Staff A stated that she witnessed Staff B yelling back at
R2 that R2 was a horrible person. Staff A stated that she immediately reported the incident to Staff
E, Resident Care Manager South (RCMS). Staff A stated that she had went to Staff E multiple times
with concerns related to how Staff B and Staff C, Caregiver, were aggressive and abusive to the
residents. Staff A stated that around October 5, 2023, she had gone to Staff F and reported her
concerns about Staff B and Staff C abusing residents. Staff A stated that she had voiced her
concerns for abuse related to the incident where Resident 3 (R3) was injured while care was being
performed by Staff B and Staff C. Staff A stated that Staff F reported to her that there were no
concerns for abuse since R3’s story and the story of the caregivers matched. Staff A stated that she
was told by Staff F that proof was needed of the caregivers abusing residents and that Staff A
needed to report incidents immediately before any actions could take place.   

Record review of R1’s Face Sheet, undated, showed R1 admitted to the facility on /2021 with a
history of Dementia (a loss of cognitive function thinking, remembering, and reasoning) and
increased confusion. 
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Record review of R1’s Service Plan, dated 07/01/2023, showed R1 was hard of hearing and required
glasses to see adequately. R1 required one person assist for bathing. R1 suffered confusion and
required reorientation to person and place. R1 required one person assist for dressing and
grooming. R1 had clear speech and was able to make his needs known.

Record review of R2’s Face Sheet, undated, showed R2 admitted on /2022 with a history of
Dementia and Anxiety Disorder (a mental health disorder characterized by feelings of worry, anxiety,
or fear that are strong enough to interfere with one's daily activities).

Record review R2’s Service Plan, dated 04/05/2023, showed R2 required one person assist for
mobility in a wheelchair. R2 was able to speak and understand English. R2 was able to
communicate clearly and make her needs known. R2 suffered mild confusion requiring frequent
reorientation. R2 required one person assist for dressing and grooming. R2 suffered anxiety and
would become very anxious with behaviors. 

Record review of R3’s Face Sheet, undated, showed R3 admitted on /2020 with a history of
Dementia, Chronic Pain (Persistent pain that lasts weeks to years), and Anxiety Disorder.

Record review of R3’s Service Plan, dated 09/27/2023, showed R3 had a history of skin tears due to
thinning skin. R3 had a history of a right below the knee amputation. R3 required one person assist
with bathing. R3 was able to understand English, able to follow simple directions, able to
communicate clearly and be understood. R3 was orientated to self and location but suffered
moderate short-term memory loss. R3 requited one person assist for dressing and grooming. R3 had
a history of having bowel movements while in bed and then putting his hands in the feces. R3 had a
history of becoming combative and resistive to care. R3 suffered chronic pain due to his below the
knee amputation.

Record review of Incident Report for R3, dated 10/04/2023, showed R3 sustained a fracture to his
right femur while peri care was being provided by Staff B, Staff C, and Staff D. Staff C reported that
R3 did not want peri care provided and had become combative with the care staff and that they
continued to provide resident care despite R3’s refusal. Staff D reported that R3 was punching and
kicking at Staff C and Staff D while they continued to perform the care so she restrained R3’s hands
so that he would not be able to punch them. Staff D reported that while she was restraining R3, he
kicked out, they heard a loud pop sound and R3 yelled out in pain. Staff D reported after she heard
the “pop” sound she released R3’s hands and went and notified Staff G of the incident. The incident
report showed the resident was sent to the emergency department and had surgery on /2023.

In an interview on 10/18/2023 at 2:29pm, Staff E, RCMS, stated that it had been reported to her by
Staff A that Staff B and Staff C were taunting residents. Staff E stated that she had reported the
allegation to Staff F. Staff E stated that Staff A had previously voiced concerns
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ta r,er that Staff B and Staff C had been too rough with their care ta residents. Staff E stated that 
when she had asked Staff A to elaborate and provide examp,les Staff A was unable to do so. Staff E 
stated that she was unaware of a formal intema·I investigation completed related to the al:legaticms of 
Staff B and Staff C being too rough with the residents. Staff Estated that on 10/04/2023, she had 
taken statements from Staff 8, Staff C, and Staff D related to the incident that happened on 
10/04/2023 where R3 sustained injuries while care was being provided ta him by Staff B, Staff C, 
and Staff· 0. Staff .E stated she did not Interview R3 after the incident on ·10104/2023 to rule out 
abuse, but that Staff G, Licensed Practical Nurse (LPN), had Interviewed him. 

I t1 an interview on 1 0l'I 9/2023 at 3: 16pm, Staff G stated that on 10/04/2023 Staff B, Staff C, and 
staff D entered her office stating ti'lat R3 had been injured while they were performing care. Staff G 
stated that Staff E took statements from all three· caregivers. Staff G stated that she went to R3's 
room to assess his injuries. Staff G stated that she interviewed R3 '\Aihile in his room and that Staff B, 

-staff 'C ancrsnm o were-presemln R3'sfoorn ,~hile she interviewaa-R;3--.-S1affG sfatedtnarsne dra-- -
riot a.sk any questions ta rule out abuse or mistreatment because she was more concerned with his 
injuries since he was in severe pai:n. 

In an interview on 10/19/2023 at 4: 1 Spm, Staff F, ED, stated that Staff A had came to her with 
concerns: of Staff B and Staff C being tao "mugh1r with the residents. Staff F stated that when she 
asked Staff A for examples or details of how Staff 8 and Staff C were be,ing too rough all Staff A 
would say is ~they are too rough". Staff F stated she had told Staff A that ,without d-etaHs there was 
nothing she could do about the concems of abuse, Staff F stated multiple times that the -staff do not 
bring concerns up to her but wm talk to other people about their concerns when they come Into the 
bullding s,uch as state investigators. Staff F stated that If the staff would bring concerns or report 
situations lmmediatetv- then she.would be able to do something about it .. Staff F stated that she 
needed proof before she could do Bomething about a ~Kmplcion or alleg;:ition of a:buse. Staff F stated 
ir.1 the incident with R3, s:he dtd :not fee1l that the staff members gMng care at the time meant to harrn. 
Staff F stated that slie had a conversation with Staff B, Sta:ff-C and Staff D and had conduded that 
R3's rnjury had been caused by how rough theiir care was due to them forcing him to be cleaned up 
due to the feces all over him despite hls refusaL Sta:f:f F stated that Staff B, Staff C and Staff D were 
interviewed, and tJrnt R3 had a:lso been interviewed to rule out abuse, Staff F stated that Ra had 
been interviewed alone by Staff G. 

This was a recurring defi:ciency previously cited on 10/2812021 for 388-78A-2660 (7). 

PlanlA.ttest1tion 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 
ALZHEIMER,, COMMl)NITY Is or will be in complf:arice with this law and/ or regulation on 
(Date) s;;;J _ \ ::D fc;? l.,\ . 
In addition, I will implement a system to monitor and ensure continued compHance with 
this requirement. 
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to her that Staff B and Staff C had been too rough with their care to residents. Staff E stated that
when she had asked Staff A to elaborate and provide examples Staff A was unable to do so. Staff E
stated that she was unaware of a formal internal investigation completed related to the allegations of
Staff B and Staff C being too rough with the residents. Staff E stated that on 10/04/2023, she had
taken statements from Staff B, Staff C, and Staff D related to the incident that happened on
10/04/2023 where R3 sustained injuries while care was being provided to him by Staff B, Staff C,
and Staff D. Staff E stated she did not interview R3 after the incident on 10/04/2023 to rule out
abuse, but that Staff G, Licensed Practical Nurse (LPN), had interviewed him.

In an interview on 10/19/2023 at 3:16pm, Staff G stated that on 10/04/2023 Staff B, Staff C, and
Staff D entered her office stating that R3 had been injured while they were performing care. Staff G
stated that Staff E took statements from all three caregivers. Staff G stated that she went to R3’s
room to assess his injuries. Staff G stated that she interviewed R3 while in his room and that Staff B,
Staff C and Staff D were present in R3’s room while she interviewed R3. Staff G stated that she did
not ask any questions to rule out abuse or mistreatment because she was more concerned with his
injuries since he was in severe pain. 

In an interview on 10/19/2023 at 4:18pm, Staff F, ED, stated that Staff A had come to her with
concerns of Staff B and Staff C being too “rough” with the residents. Staff F stated that when she
asked Staff A for examples or details of how Staff B and Staff C were being too rough all Staff A
would say is “they are too rough”. Staff F stated she had told Staff A that without details there was
nothing she could do about the concerns of abuse. Staff F stated multiple times that the staff do not
bring concerns up to her but will talk to other people about their concerns when they come into the
building such as state investigators. Staff F stated that if the staff would bring concerns or report
situations immediately then she would be able to do something about it. Staff F stated that she
needed proof before she could do something about a suspicion or allegation of abuse. Staff F stated
in the incident with R3, she did not feel that the staff members giving care at the time meant to harm.
Staff F stated that she had a conversation with Staff B, Staff C and Staff D and had concluded that
R3’s injury had been caused by how rough their care was due to them forcing him to be cleaned up
due to the feces all over him despite his refusal. Staff F stated that Staff B, Staff C and Staff D were
interviewed, and that R3 had also been interviewed to rule out abuse. Staff F stated that R3 had
been interviewed alone by Staff G. 

This was a recurring deficiency previously cited on 10/29/2021 for 388-78A-2660 (7).

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 COMMUNITY 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.
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WAC 388-78A-2510 Speeiallzed training for dementia. The assisted living facility must ensure 
completion of specialized: tra.ining1 consistent with chapter 388-112A WAC, to serve residentis 
with dementia, whenever at )east one of the residents In tile assisted living facility has a 
dementia that is ·the .resident's primary spe.cial need and has symptoms ,consistent with 
dementia as assessed per WAC 388-78A-2090 (1). 

This requirement was ,not met as evidenced by: 

Based on intervlew and record review fa.lied to ensure specialized dementia training for 2 of 3 staff 
(Staff A and Staff 8),. This faiilure resulted in Resident 1 (R1) sustaining a fra!'.:turei:i femur and placed 
all! 8□ of 80 residents at risk of 1harrn due to receMng care from untrained staff. 

Findings included ... 

WAC 388-i 12A-0495 "What are the speciatlty training and sup,etvision requlrements: for long-term 
care workers in adult family hom€ls, assisted living faclli;ties, and enhanced s.etvices facilities? ... 
Assisted IMng facilities.(4) If an assisted lhting fac:lllty serves one or mare resldents with special 
needs, the assisted riving far.:;Hity must ensure that a h:mg-term care- wor,ker employed by the facillty 
demonstrates completion of, or compbetes and demonstrates competency in SiPeciatlt:f training within 
one hundred menty days of hlre. However, if speciaUy training is not if1tegrateci \i\lith basic training, 
the speciat!ty training must be comp,1eted within rllinety days of completion of bas:ic training. (5) Until a 
lorig-term care worker completes the specialty training and demonstrates competency as required 
under subsection ~4) of thfs: section, the home must not allow the longi-term care worker to provide 
personal care to a resident wi.th special needs without direct supervision, unles.s .indirect supe1vis:ion 
is allowed under subsection (6) of thls section. (6} The l:ong-term care worker may provide personal 
care with indirect supervision lf one or more of the following requirements am met: 
(a) The long-tenr1 care worker is a nursing assistant certified (NA-C) under chapter 18,88A RCW; 
(b) The long~ten-r1 care worker i:s a certified home care aide (HCA} under chapter 18.888 RCVV, 
(c) The long-term care worker is a licensed practical nurse (lPf;,.J) under chapter 'I 8.79 RCW; 
{d) The long-term care worker is a registered nurse (iRN) under chapter 18.79 RGI/It, or 
(e) The t,ong:..term caire worker is exempt from the seventy-hour basJc training under WAC 388- ·1 'I 2A-
0090 ... ,11 

Record review of Staff D, Caregiver, empl.oyee f:ile showed Staff D was. hired on 03/14/2023. Review 
of-Staff D's employee file showed no certificate of compl,etion of state 
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WAC 388-78A-2510 Specialized training for dementia. The assisted living facility must ensure
completion of specialized training, consistent with chapter 388-112A WAC, to serve residents
with dementia, whenever at least one of the residents in the assisted living facility has a
dementia that is the resident's primary special need and has symptoms consistent with
dementia as assessed per WAC 388-78A-2090 (7).

This requirement was not met as evidenced by:

Based on interview and record review failed to ensure specialized dementia training for 2 of 3 staff
(Staff A and Staff B). This failure resulted in Resident 1 (R1) sustaining a fractured femur and placed
all 80 of 80 residents at risk of harm due to receiving care from untrained staff.

Findings included…

WAC 388-112A-0495 “What are the specialty training and supervision requirements for long-term
care workers in adult family homes, assisted living facilities, and enhanced services facilities?...
Assisted living facilities.(4) If an assisted living facility serves one or more residents with special
needs, the assisted living facility must ensure that a long-term care worker employed by the facility
demonstrates completion of, or completes and demonstrates competency in specialty training within
one hundred twenty days of hire. However, if specialty training is not integrated with basic training,
the specialty training must be completed within ninety days of completion of basic training. (5) Until a
long-term care worker completes the specialty training and demonstrates competency as required
under subsection (4) of this section, the home must not allow the long-term care worker to provide
personal care to a resident with special needs without direct supervision, unless indirect supervision
is allowed under subsection (6) of this section. (6) The long-term care worker may provide personal
care with indirect supervision if one or more of the following requirements are met:
(a) The long-term care worker is a nursing assistant certified (NA-C) under chapter 18.88A RCW;
(b) The long-term care worker is a certified home care aide (HCA) under chapter 18.88B RCW;
(c) The long-term care worker is a licensed practical nurse (LPN) under chapter 18.79 RCW;
(d) The long-term care worker is a registered nurse (RN) under chapter 18.79 RCW; or
(e) The long-term care worker is exempt from the seventy-hour basic training under WAC 388-112A-
0090….”

Record review of Staff D, Caregiver, employee file showed Staff D was hired on 03/14/2023. Review
of Staff D’s employee file showed no certificate of completion of state
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approved Dementia Specialty Training.

Record review of Staff C, Caregiver, employee file showed Staff C was hired on 08/03/2022. Review
of Staff C’s employee file showed no certificate of completion of state approved Dementia Specialty
Training.

Record review of Washington State Department of Health Provider Credential Search, dated
11/28/2023, showed no records were found for Staff D. 

Record review of Washington State Department of Health Provider Credential Search, dated
11/28/2023, showed Nursing Assistant Registration first issued to Staff C on 08-17-2022, status
active.

Record review of an email received by the Department on 11/28/2023 at 9:11am, showed Staff F,
Executive Director (ED), replied that Staff D and Staff C had not completed the DSHS approved
Dementia Specialty Training prior to their termination on 11-02-2023.

Record review of R3’s Face Sheet, undated, showed R3 admitted on /2020 with a history of
Dementia, Chronic Pain (Persistent pain that lasts weeks to years), Anxiety Disorder (a mental
health disorder characterized by feelings of worry, anxiety, or fear that are strong enough to interfere
with one's daily activities). 

Record review of R3’s Service Plan, dated 09/27/2023, showed R3 had a history of skin tears due to
thinning skin. R3 had a history of a right below the knee amputation. R3 required one person assist
with bathing. R3 was able to understand English, able to follow simple directions, able to
communicate clearly and be understood. R3 was orientated to self and location but suffered
moderate short-term memory loss. R3 requited one person assist for dressing and grooming. R3 had
a history of having bowel movements while in bed and then putting his hands in the feces. R3 had a
history of becoming combative and resistive to care. R3 suffered chronic pain due to his below the
knee amputation. 

Record review of an Incident Report for R3, dated 10/04/2023, showed R3 sustained a fracture to
his right femur while peri care was being provided by Staff D and Staff C. Staff C reported that R3
did not want peri care provided and had become combative with them. Staff C stated they continued
to provide resident care despite R3’s refusal. Staff D reported that R3 was punching and kicking at
her and Staff C while they continued to perform the care so she restrained R3’s hands so that he
would not be able to punch them. Staff D reported that while she was restraining R3 he kicked out,
they heard a loud pop sound and R3 yelled out in pain. Staff D reported after she heard the pop
sound, she released R3’s hands and went and notified the Licensed Practical Nurse on duty.

In an interview on 10/19/2023 at 4:18pm, Staff F, ED, stated that she had a verbal conversation with
Staff D and Staff C about sometimes what they may believe is joking with a resident may in fact be
taunting a resident or may be upsetting a resident and that it was
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not acceptable. In the fnddent with R3, Staff F stated that she did nat feel that the staff members 
giving care at the time meant to harm. Staff F stated that she had a conversation with Staff D and 
Staff C and had concluded that R3's injury had been caused by haw rough their care was due to 
them forcing him to be cleaned up due to the feces all over him despite his refusal. 

In an inteiview on 10/19/2023 at 4:05pm, Staff H, Human Reso~1rce (HR), stated that the facil[ly in 
the past had a certified person to teach the OSHS approved special fucus classe.s ln house. That 
staff member no longer worked for the facility. Staff H stated that sfnce she has been in HR they 
have not hosted any DSHS approved training in house or had the employees attend! outsourced 
classes .. Staff H stated that she is not certified to teach any of the DSHS approved training classes. 

-----

Plan/Attestation Statement 
I hereby certify that I have reviewed this report and have taken orwiH t~ke active 
measures to correct this deficiency. By taking thJs action, GARDEN COURTE 
(ci":t~Q~[D\~~N1n:_ Js or will be 1n compli:alf1ce with this faw and/ or regulation on 

ln addition, I will irnplement a syste.m to monitor and ensure cm1tinued compHance with 
this requirement 

\J\ 



Statement of Deficiencies License #: 1111
Completion Date

01/05/2024
GARDEN COURTE ALZHEIMER COMMUNITYPlan of Correction

Licensee: Olympia Special Care LLC

Compliance Determination # 31252

of 13Page

not acceptable. In the incident with R3, Staff F stated that she did not feel that the staff members
giving care at the time meant to harm. Staff F stated that she had a conversation with Staff D and
Staff C and had concluded that R3’s injury had been caused by how rough their care was due to
them forcing him to be cleaned up due to the feces all over him despite his refusal. 

In an interview on 10/19/2023 at 4:05pm, Staff H, Human Resource (HR), stated that the facility in
the past had a certified person to teach the DSHS approved special focus classes in house. That
staff member no longer worked for the facility. Staff H stated that since she has been in HR they
have not hosted any DSHS approved training in house or had the employees attend outsourced
classes. Staff H stated that she is not certified to teach any of the DSHS approved training classes. 

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 COMMUNITY 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.

Administrator (or Representative) Date
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