
STATE OF WASHINGTON 

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

20425 72nd Avenue S, Suite 400, Kent, WA 98032 

RED OAK MANAGEMENT AND DEVELOPMENT 

RED OAK RESIDENCE OF NORTH BEND 
650 E NORTH BEND WAY 
NORTH BEND, WA 98045 

RE: RED OAK RESIDENCE OF NORTH BEND License# 1158 

Dear Administrator: 

This letter addresses Compliance Determination(s) 45713 (Completion Date 08/15/2024) and 
41954 (Completion Date 06/18/2024). 

The Department completed a follow-up inspection of your Assisted Living Facility on 08/15/2024 
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-2140-1-a-ii, WAC 388-78A-2140-1-a-iii, WAC 388-78A-3040-5, WAC 388-78A-
2950-6, WAC 388-78A-2630-2, WAC 388-78A-2660-1, WAC 388-78A-2090-2-b, WAC 388-78A-
2480-1 , WAC 388-78A-2474-2-a, WAC 388-78A-2474-3, WAC 388-78A-2240, WAC 388-78A-
2410-8-a-iii, WAC 388-78A-2410-8-b 

The Department staff who did the on-site verification: 
Thomas Forkgen, ALF Licensor 
Steven Garrett, L TC Licensor 

If you have any questions, please contact me at (253)234-6020. 

Sincerely, 

Laurie Anderson , Field Manager 
Region 2, Unit D 
Residential Care Services 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AI\JD HEALTH SERVICES 

AGING AND LONG-TERM SUPPORT ADMINISTRATION 
2.042.5 72.nd Avenue S, Suite 400, Kent, WA 98032 

Statement of Deficiencies 
Plan of Correction 

License#. 1158 Compliance Determination# 41954 
RED OAK RESIDENCE OF NORTH BEND Completion Date 

Page 1 of.13 Licensee: RED OAK MANAGEMENT AND 06/18/2024 

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

The department completed data collection for the unannounced on-site full inspection on 
06/04/2024 and 06/06/2024 ot 
RED OAK RESIDENCE OF NORTH BEND 
650 E NORTH BEND WAY 
NORTH BEND, WA 98045 

The following sample was selected for review during the unannounced on-site visit 4 of 9 
current residents and O former residents. 

The department staff that inspected the Assisted Living Facility: 

Thomas Forkgen, ALF Licensor 
Steven Garrett, L TC Licensor 

From: 
DSHS, Aging and Long-Term Support Administration 
Residential Care Services, Region 2 , Unit D 
20425 72nd Avenue S, Suite 400 
Kent; WA 98032 

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. 

06/25/2024 
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 of Deficiencies 
Plan of Correction 
Page 2 of 13 

s2 

License#. 1158 Compliance Determination #41954 
RED OAI< RESIDENCE OF NORTH BEND Completion Date 
Licensee: RED OAK MANAGt:MENT AND 06/1812024 

WAC 388-78A-2140 Negotiated service agreement contents. The ass·lsted llvlng facility must 
develop, and document 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 seNices necessary to meet the resident's needs, including: 

(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: 

(ii) The resident's full assessments; 

(iii} On-going assessments of the residen~ 

This requlrem ent was not met as evidenced by: 

Based on observation, Interview, and record review, the faciltty failed to update the Individual 
Service Plan (ISP) for 1 of 4 sampled residents (Resident 2). This failure placed the residents at risl< 
for unmet care needs and potential for worsening of medically diagnosed conditions. 

Findings included ... 

Review of Resident 2's records showed that the facility admitted Resident 2 in  2022. 

Review of Resident 2's undated current medication list showed an order for Glucophage XR 
(medication for lowering blood sugar levels), 500 milligrams daily. 

Review on 06/05/2024 of Resident 2's Assessment and Service Plan, dated 03/02/2021, showed 
there were '10 pages total. Review showed that pages 4, 5, 6, 7, and B were missing. There was no 
documentation in the service plan that showed Resident 2 was a diabetic, that identified the signs 
and symptoms of ldw or high blood sugar, or provided caregivers with instructions on what to do 
should Resident 2 exhibit any diabetic symptoms. 

Review of Resident 2's Assessment and Service Plan, dated 03/02/2024, received on 06/17/2024 at 
11:58 AM via email, showed that there was no documentation in the service plan that showed 
Resident 2 was a diabetic, that identified the signs and symptoms of low or high blood sugar, or 
provided caregivers with Instructions on what to do should Resident 2 exhibit any diabetic 
symptoms. 
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License#. 1158 Compliance Determination# 41954 Statement of Defic1enc1es 
Plan of Correction RED OAK RESIDENCE OF NORTH BEND Completion Date 
Page 3 of 13 Licensee: RED OAK MANAGEMENT AND 06/18/2024 

During an interview on 06/05/2024 at 2: 30 PM I Staff 0 1 Activity Director and Administrator Designee 1 

stated that there were pages missing from the service plan and therefore Staff D was unable show 
whether the service plan identified Resident 2 as a diabetic and what staff were to do should 
Resident 2 exhibit any diabetic symptoms. 

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, RED OAK RESIDENCE OF 
NORTH B,

7
ND Is or will be in compliance with this law and/ or regulation on 

(Date) T.f-2-1.\2o2c.( . 

In addition, I will implement a system to monitor and ensure continued compliance w)t.tl 
this requirement. .,11 . ..t.l r,>~ ~s~ k'I~ ~ w/5~c...s- ~J.+.J 

WAC 388-78A-3040 Laundry. 

(5) The assisted living facility must ventilate laundry rooms and areas to the outside of the assisted 
living facllity 1 including areas or rooms where soiled laundry is held for processing by off site 
commercial laundry services. 

This requlrem ent was not met as evidenced by: 

Based on observation and interview1 the facility failed to ensure 2 of 2 laundry rooms (first and third 
floor laundry rooms) were operational and provided proper air flow and ventilation to the outside of 
the facility. This failure placed all nine residents at risk of diminished quality of lite and potential 
respiratory illnesses from poor air circulation in the building. 

Findings included ... 

During the environmental tour on 06/04/2024 between ·12: 26 PM and 2: 15 PM, observation of the 
first and third floor laundry rooms showed non-functioning ventilation systems. 

Observation on 06/05/2024 at 3:00 PM, showed Staff G1 Administrative Assistant 1 placed a paper 
towel directly over the vent cover to test the first, second 1 and third floor laundry room ventilation. 
The ventilations systems in the first and second floor laundry rooms failed to draw In air to pull the 
paper towel towards the ventilation fans. 

During an interview on 06/05/2024 at 3: 00 PM I Staff G stated t.hat they were unaware the two 
ventilation fans on the first and third floor were not operational. 
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Statement of Deficiencies • 
Plan of Correction 
Page 4 of 13 

License#: 11 s·s Compliance Determination# 41954 

RED OAK RESIDENCE OF NORTH BEND Completion Date 
Licensee: RED OAK MANAGEMENT AND 06/18/2024 

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, RED OAI< RESIDENCE OF 
NORTH BE D is or will be in compliance with this law and/ or regulation on 
(Date) -r 2.. 

In addition, I will implement a system to monitor and ensure continued complian~ with r✓-10 
this requirement. ~ F-«~ ~--, 'Of' ( (f) 4'/o~/'2.02..tt_) B-1 ~c.6- ff'(Z.0\/L \JU,--1 

~ ~ Q~ 13'( -S\.t.,:)\~ 

. '-( (2> \wl>-( 
Date 

WAC 388-78A-2950 Water supply. The assisted living facility must: 

(6) Provide all sinks in resldent 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 requlrem ent was not met as evidenced by: 

Based on observation and interview, the facillly failed to ensure hot temperatures were maintained 
no higher than 120 degrees Fahrenheit in 5 of 5 sampled sinl<s (second floor laundry room sink, third 
floor laundry room sink, first floor men's bathroom sink, first floor women's bathroom sink, and third 
floor library). This failure placed all nine residents at risk for burns from scalding water. 

Findings included ... 

Observations on 06/04/2024 showed: at 12:30 PM, the second-floor laundry room sink hot water 
temperature measured 135 .7 degrees Fahrenheit (F). At '12:39 PM, the third-floor laundry room sink 
hot water temperature measured 130 .6 degrees F. At ·t: 06 PM, the men's first floor common 
bathroom sink hot water temperature measured 125.6 degrees F. At 1 :08 PM, the women's first floor 
common bathroom sink hot water temperature measured 126 .6 degrees F. At 1 :22 PM, the third­
floor library sink hot water temperature measured ·124 .3 degrees F. 

Review of the hot water temperature log showed the last water temperatures were checked on 
01/09/2024 and 02/08/2024. 

During an interview on 06/05/2024 at 3:00 PM, Staff G, Administrative Assistant, accompanied by an 
unidentified contractor, stated that they adjusted the water tank thermostat to a lower temperature. 
Staff G stated that a few months ago, the facility replaced a faulty hot water thermostat 

Observations on 06/06/2024 at 8:35 AM and 9:59 AM showed three of the previously tested sinks 
water temperatures were rechecked and the water temperatures measured 
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Statement of Deficiencies 
Plan of Correction 

License#: 1158 Compliance Determination# 41954 
RED OAK RESIDENCE OF NORTH BEND Completion Date 

Page 5 of 13 Licensee: RED OAK MANAGEMENT ANO 06/18/2024 

within the required range: both the men's and women's first floor common bathroom sinks hot water 
temperatures each measured 112.6 degrees F and the third-floor library sink hot water temperature 
measured 105 .2 degrees F. 

ObseNations on 06/06/2024 at 9:35 AM and 9:57 AM showed two previously tested sinks still 
measured outside of the required temperature range. The second-floor laundry room sink hot water 
temperature measured 131 degrees F and the third-floor laundry room sink hot water temperature 
measured 128.2 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, RED OAK RESIDENCE OF 
NORTH BE~ITTs or will be In compliance with this law and/ or regulation on 
(Date) 0-C~ l2oz..4 . 
In addition, I will implement a system to monitor and ensure continued compliance with / 
this requirement.-~ F,')(et:> ~'-t 5eP-Vlt...E! ?~"'-~ "t:>~y O .ff ( b Is-~ lo/~,~ 'Z.tfJ 

\ - I p,c;presentative) · Date 

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

(2) The assisted living 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 obseNation and inteNiew the facility failed to post the state and local long-term ombuds 
information in a conspicuous place for 9 of 9 residents (Resident 1 through Resident 9) to access 
easily. This failure violated the nine residents' rights to contact state agencies acting as client 
advocates. 

Finding included ... 

ObseNation on 06/06/2024 at 8:40 AM, showed an Ombuds hotline Complaint resolution sign was 
posted Inside the health center office. At 1 O: 15 AM, observation showed an Ombuds hotline 
complaint resolution sign was posted inside the front office. ObseNation throughout the rest of the 
facility showed there was no Ombuds hotline poster, In a conspicuous place, in any public common 
area within the facility. 

During an interview on 06/05/2024 at 2: 00 PM, Staff G, Administrative Assistant, stated that the 
Ombuds hotline CRU sign was posted next to the Assisted Living License located In the front lobby 
area, next to the resident's mailboxes. Upon observation of the front 
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Statement of Deficiencies 
Plan of Correction 
Page 6 of 13 

License#. 1158 Compliance Determination# 41954 
RED OAK RESIDENCE OF NORTH SEND Completion Date 
Licensee: RED OAK MANAGEMENT AND 06/18/2.024 

lobby, Staff G stated that the ombuds hotline poster used to be posted there. Staff G stated that they 
were unaware the poster was no longer posted in the front lobby. · 

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, RED OAK RESIDENCE OF 
NORTH BE.Np~ or Will be in compliance with this law and/ or regulation on 
(Date) 01., (2B \2tJZ~ 

In addition, I will implement a system to monitor and ensure continued compliance with ~ / 
this requirement. x: ~o~•• NOT\L&:- ~~oJ~ g"'( PA-i~$1)1D.J·r ~ 1/ 
p,.,pv \Se 51'4.-M nte-1' ·tv o ~ , .,- :DO~ , .-Pt.9r re,~ up l,,/, I ZJ.?2>1 

1 Is \ Zo'.L'::( 
Date 

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

(1) Comply with chapter 70.129 RCW, Long-tenn care resident rights; 

This requirement was not met as evidenced by: 

Based on observation and interview the facility failed to ensure 9 of 9 residents (Resident 1 through 
Resident 9) were able to review the last Department of Social and Health Services (DSHS) 
inspection report by posting a copy of the document in an easily accessible place Within the facility. 
This failure violated the residents' rights to access and review the last Inspection report. 

Findings included .. . 

Observation on 06/04/2024 at ·10:30 AM, showed a sign posted on top of a cabinet, Inside the front 
office, that showed the last DSHS report was available upon request 

Obsetvations on 06/04/2024, 06/06/2024, and 06/07/2024 between 10:00 AM and 3:00 PM showed 
the door to the front office was periodically closed, at random times throughout the day, which 
obscured the notification of how to access the last OSHS inspection report. 

During an interview on 06/04/2024 at 2:00 PM, and on 06/07/2024 at 1:00 PM Staff D, Activity 
Director and Administrator Designee, stated that the last DSHS report was not available for review. 
Staff D stated that they were unable to locate the last DSHS inspection report. 

Plan/A ttestatlon Statement 
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Statement of Deficiencies 

Plan of Corre ct ion 

Page 7 of 13 

License#: 1158 Compliance Determination# 41954 

RED OAK RESIDENCE Of NORTH BEND Completion Date 

Licensee: RED OAK MANAGEMENT AND 06/18'2024 

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, RED OAK RESIDENCE OF 
NORTH BE Dis or will be in compliance with this law and/ or regulation on 
(Date) 7 2o . 

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement. -Jf 1).:,\-'c-S, 5~fY'( 'R,e-.pcu.:r ~ '"'~'_-P~ _ l'l'}~~IC>:-,tV'llo 

Tf>.P s~ 'f!J--L- R£&u1CW, ~Go()~ t.JJA-S ~ <f'O .Ls 
l_A-0~ f½er-A-L- -g~~et"' ~ _:,~ ~ ~e,.,icu,, .. :-; ;:J~ IN 

7(3 .lzo~'1 
Date 

WAC 388-78A-2090 Full assessment topics. The assisted living facility must obtain sufficient 
Information to be able to assess the capabilities, needs, and preferences for each resident, 
and must complete a full assessment addressing the following, within fourteen days of the 
resident's move-in date, unless extended by the department for good cause: 

(2) Currently necessary and contraindicated medications and treatments for the individual, including: 

(b) Any prescribed medications, and over-the-counter medications commonly taken by the individual, 
that the Individual Is able to self-administer when he/she has the assistance of a caregiver; and 

This requirement was not met as evidenced by: 

Based on observation, Interview, and record review, the facility failed to assess the ability of 1 of 1 
resident (Resident 2) to self-administer their own medications. This failure place Resldent 2 at risk 
for medication errors and Incorrectly administering their medications. 

Findings included ... 

Revi.ew of Resident 2's records showed that the facility admitted Resident 2 in  2022. 

Observation of Resident 2's apartment on 06/05/2024 at 2:43 PM I showed there were no 
medications visible in the apartment. 

During an interview on 06/05/2024 at 2:43 PM, Resident 2 stated that their family member was 
concerned that Resident 2 forgot to take their medications or took them incorrectly. R~sident 2 
stated that the facility tool< over management of their medications. 

Review of Resident 2's Resident Assessment and Ser.vice Plan, dated 03/02/2024, showed Resident 
2 self-managed their own medications. 
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Statement of Deficiencies 
Plan of Correction 
Page 8 of 13 

License #. 1158 Compliance Determination # 41954 

RED OAK RES.IOENCE OF NORTH BEND Completion Date 
Licensee: RED OAK MANAGEMENT AND 06/18/2024 

Review of Resident 2's record found no electronic Medication Administration Record (eMAR). The 
records showed a list of prescribed medications. There was no documentation of a resident self­
administration assessment. 

During an interview on 06/05/2024 at 2: 30 PM, Staff D, Activity Director and Administrator Designee, 
stated that Resident 2's famlly member expressed concerns that Resident 2 had forgotten to take 
th.eir medications and there may have been Incidences where Resident 2 mixed up their 
medications. Staff D stated that Resident 2's family member requested the facility take over 
Resident 2's medication management. Staff D stated the facility was in the process of entering 
Resident 2's medication orders into the eMAR system so the facility could take over Resident 2's 
medication management that evening. Staff D stated that the facility did not complete a self­
medication assessment for Resident 2 when they admitted to the facility. 

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, RED OAK RESIDENCE OF 
NORTH BEND ils or will be in compliance with this law and I or regulation on 
(Date) 7 J-i,q 20.2.~ . 

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

WAC 388-78A-2480 Tuberculosls Testing Required. 

(1) The assisted living facility must develop and implement a system to ensure each staff person is. 
screened for tuberculosis within three days of employment. 

This requirement was not met as evidenced by: 

Based on interview and record review the facility failed to ensure 1 of 5 sampled staff (Staff 8) was 
screened for Tuberculosis (TB) as required. This failure placed all residents at risk of exposure to 
TB, an infectious disease. 

Findings included ... 

Review of the facility's personnel records showed that the facility hired Staff B, Caregiver, on 
02/0'1/2023. Review of Staff B's records showed no documentation that Staff 8 completed any 
testing to be screened for TR 

During an interview on 06/06/2024 at 1: 1 O PM, Staff D, Activity Director, stated that they were the 
designee while the Administrator was out of the facility. Staff D stated that they 
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Statement of Deficiencies 
Plan of Correction 
Page 9 of 13 

License #. 115B Compliance Determination # 41954 

RED OAI< RESIDENCE OF NORTH BEND Completion Date 
Licensee: RED OAK MANAGEMENT AND 06/1B/2024 

were aware of the TB screening requirements. Staff D stated that they were unaware that Staff B did 
not complete the required TB testing. 

Plan/A ttestatlon 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, RED OAK RESIDENCE OF ~~~~1H1,i~Dl~II be _in compliance with this law and/ or regulation on /~.,----

In addition, I will implement a system to monitor and ensure continued compliance with 
this requirement.* ~l~eL kA.cl X(tl~ 6\tt~v•tt ~ "113, ~ 
WlLI- ~~ 2.. s~ ·r6 'f'l%71"'1t;: ~~-

7{.ei li02.H 
Date 

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 after January 7, 2012 meet the long-term care worker tralni ng 
requirements of chapter 388-1 ·12A WAC, including but not limited to: 

(a) Orientation and safety; 

(3) The assisted living facility must ensure that all staff receive appropriate training and orientation to 
pe·rtorm their 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 2 of 5 staff (Staff A and Staff C) 
completed facility orientation to perform their job duties and responsibilities. This failure placed all 
residents at risl< of unmet care needs from staff with incomplete training. 

Findings included ... 

Review of facility's personnel records showed the facility hired Staff A, Caregiver, on 01/09/2023; 
and Staff C, Caregiver, on ·12/28/2023, 

Review of facility's Red Oak Residence of North Bend Caregiver (Long Term Care Worker) 
Orientation Training 2023 document, showed the facility provided orientation to their care staff in 
areas covering client rights, basic job responsibilities, communication, documentation, and their role 
as mandated reporters. Review showed the facility provided this orientation to give caregivers an 
overview of what Is needed to know and do their job .. 
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Statement of Deficiencies 
Plan of G-orreclion · 
Page :of 1_3 

License #.1158 Compliance Determination #-41954 
:RED OAK RESIDENCE Of NORTH SEN-0 Completion Date 
Licensee: REO OAK MANAGEMl::NT ANO 06/1812024 

Review of the facility's personnel records showed no documentation that Staff A completed any 
Facility Orientation, as required. · 

Review af the facility's person11ef records showed no documentation that Staff C completed any 
F'acflity Orlentatlon, as required. · 

Dunng an Interview on 06/06/2024 at 1: 10 PM, Staff D, Activ!iy Directarr stated 1ttat they were the 
designee while the Adrninlsirator was out of the faclltly. Staff D stated that t;hey were aware of the 
Faef~ity orientation requireme$. Staff C) st:ated that they wer~ unaware that Staff A and Staff C did 
net complete the required Facility orientation or that the documentation was missing from the 
personnel records. 

PlanJAttestation Statement 
I hereby certify that I have reviewed this report and have taken orwm take active 
measures to correct this deficiency. By taking this action, RED OAK RESIDENCE. OF 

~E$/;1;;~ ;t;~~~;;;:;;;;~4~ on . 

!n addi.tion, I wlll implement a system to monitor and ensure c:o~nued compliance witlT.f 
this requirement.~~ ~vs~ l.u(u_~ 1~.._.~ l'i)ont'. 

i::1\'\..~ * e ~ 7 z. tf • 

07 /<JJalci-erJ.~ 
ate 

WAC 388..7,SA:4240 Nonavaffablllty ·of medlicatlo~s. When the ~ssisted living facility has 
assumed responsibility for obtaining a resident's p.resc;ribed m edicaiions, th,e ass.lsted Uvm.g 
t:a,cility must obtain them. in a correct arid timely manner. 

This requirement was not met as evidenced by: 

Based on observation, interview, and record review the facility failed to ensure 1 of 4 sampled 
· ~skf ents {Resident 3) prescribed medicatlp-ns were av.aJlable ln the .facility and admirnstered as 
ord.ered. This t.;l_iiure placed Resident 3 at rlsk f,or a potential decline in t.helr heal.th for not receiving 
t.heir medications~ as .ordered. 

Flntfings included .. , 

Review of Resident 3's Resid.entAsses;sment and Service Plan 1 dated 09/30/2023, showed the 
fa~mty provtded Re-slrlem: 3 with medication manageme11t assl.st:ance. 

R.evlew ot Resident 3's March 2024, April 2024 1 and May 2024 electronic M edicatlon Adminfstratlon 
Records (eMARs}, showed an origin.al physician order, dated 02/11/2024, 
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Statement of Deficiencies 

Pfan of Correction 
Page of 13 

License#: 1158 Compliance Determination #41954 

RED OAK RE:SIOl:NCE OF NORTH BENO Completion Datti 

Licensee: R.ED OAk MANAGEMEN't ANO 06/1~/1024 

for Asper creme patch lidocatne 4%, (pain relieving patch), one patch appHed to Resident 3's back 
e~ry morning. The eMARs showed Staff C, contracted care,glver, and Staff F, nighttime caregiver, 

· initialed that Resident 3 received the application of the patch 19 times in March 2024, 11 ~Imes [n 
April 2024, and 16 times in May 2024. 

Dt.ning an interview on 06/05/2024 at· 11: 22 AM, Resident 3 stated that the asper ere ma li~ocaine 
patch was not applfed that momlng. Resident 3 stated that the staff had not ap.plled the pafn patd1 
fur months. 

During an interview on 06/0512024 at 3::00 FM, Staff C, Contrat."1:ed Caraglv:er1 stated that they had 
never administered or applied the asper crerne tidoc:aine patch to Resident 9 even though Staff C's 
Initial~ on the eMAR showed they had. 

During an inteiview on 06106/2024 at 8:40 AM, Staff F) nfghttime Oaregtver, stated that when the 
madlcatloo \1\/.aS orlginatry ordered, Sta-ff F apptled the patch one tim!:!, Staff F stated that Resident 3 
frequently refuse.d the pain patch, Staff F stated ~hat since Resident 3 refused so often, .they s~pped 
applying the patch, Staff f stated t;hat trte~ were no boxes of asper crem.e Jidocalne patches 
available ln ~he facility f-or Resident .3, until 1-ast night Staff F stated t_tiat 1.ast night, on 06105/2024, the , 
fa;cility re:ordered the patches. Staff F stated thet they were unsure how long Resident 3 was out of · · 
pain .patches. ;t 

Observation an 06/08/2024 at 8:40 AM, showed three boxes af asper creme fidocaine patches in the 
bottom-of the medication cart. The pharmacy labels on all three boxes showed the order was fflled 
on 06105/2024, 

Pla_nJAttestation Statement 
I hereby ce:~fy t;hat I have ~viewed this report and have taken or wilUake active 
measures to co:rr-e t.hls deficiency. By taking this acticn, RED OAK RESIDENCE OF 

~~~ BE~ . ~ WUI b~n •:\:~~:~:t:;~-:~ on 

In addition, I wm implement a system ta monitor and ensure continued compliance with 
this r_e-quirement.:1(-~ 1'0~ '1?~et> p~ f)'l1\;;10..e.n·y tP F 'T1m6- P~~"" .. 

WAC 388-78A-2410 Content of resident records. The assisted Jiving facility must organize- and 
m_alntain resfdentrecords 'rn a forniatthatthe asststed-llving fa~mty determines to be .useful 
and functional to en~bfe 1fle .effective pro.vis.ion of care and services to each resident. Actlve 
resident reciords must inc.lude the foUowing: 

(8) Merlicat and nursmg servlces·prnvided by the assisted living facility for a restdent, including: . ' 

(a) A record of pr-oviding me.dication assistance and medlcatfon administration, which 
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RED OAK RESIDENCE OF NORTH BEND Completion Date 
Licensee: RED OAK MANAGEMENT AND 06/18/2024 

(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 requlrem ent was not met as evidenced by: 

Based on Interview and record review, the facility staff failed to correctly document when a 
medication was administered or was unavailable in the facility for 1 of 1 sampled resident (Resident 
3). This failure placed Resident 3 at risl< for medication errors and a potential decline of medical 
condition by not receiving medications as prescribed. 

Findings included ... 

Review of Resident 3's March 2024 1 April 2024 ., and May 2024 electronic Medication Administration 
Records ( eMARs), showed an original physician order, dated 02111/2024, for Asper creme patch 
lidocaine 4%, (pain relieving patch)i one patch applied to Resident 3's back every morning. The 
eMARs showed that In March 2024 1 Facility care staff which Included Staff C, Contracted Caregiver, 
and Staff F, Nightshift Caregiver, initialed that the patch was applied 19 times, 11 times In April 
2024, and 16 times in May 2024. 

During an interview on 06/05/2024 at 11 :22 AM, Resident 3 stated that the asper creme lidocaine 
patch was not applied that morning. Resident 3 stated that the staff had not applied the pain patch 
for months. 

During an interview on 06/05/2024 at 3:00 PM, Staff C, Contracted Caregiver, stated that they had 
never administered or applied the asper creme lidocaine patch to Resident 3 even though Staff C's 
initials on the eMAR showed they had. Staff C stated that the patch was applied by nighttime 
caregivers. Staff C stated they were unsure why their initials were present on the eMAR. 

During an interview on 06/06/2024 at 8:40 AM I Staff F stated that when Resident 3's asper creme 
medication .was originally ordered, Staff F applied the patch once. Staff F stated that Resident 3 
often refused the pain patch. Staff F stated that since Resident 3 refused so often, Staff F stopped 
asking Resident 3 if they wanted the patch and stopped applying the patch. Staff F stated that there 
were no boxes of asper creme lidocaine patches for Resident 3 available In the facility. Staff F stated 
that they were unsure how long Resident 3 was out of pain patches. Staff F stated that they realized 
they documented incorrectly that Resident 3 received the asper creme lldocalne patches multiple 
times over the past three months. Staff F stated that they had just stopped applying the patch 
altogether. 

During an interview on 06/06/2024 at 10:4 7 AM, Collateral Contact 1 (CC·t, Resident 
Representative) stated that they understood Resident 3's primary physician discontinued 
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:RED OAK RES/Ot:~JCE OF NOR'rH BEND Completion Date 

Lice-nsee: RED OAK MANAGEMi::Ni ANO OS/1 El/2024 

the asper creme lidocalne ;patch several months ago. CC1 stated that Resioent 3 no longer received 
the pat•ch. 

Plan/Attestation Statement 
I h-e-.re-by certify that I have reviewed this r,eport and have taken orwiill take a.ct.we 
measures to correct this deficiency. By taking this action, RED OAK :Rl::SIOENCE OF 
NORTH BE I or wm be ln compliance with this law and I or regµlamn on 

(Date) __ 4, \~l\,,'¥~a,~ {,\J 
In addition I I m implement a •system to mo nit~~ \nd ensure c-ontinued compliance with 
this req1-,1lreme=n.::t:..-------

mirnstrator (or Representative} 
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