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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TEEM SUPPORT ADMINISTRATION
20425 72nd Avenue S, Suite 400, Kent, WA 98032

Agegis Senior Communities LLC

AEGIS SENIOR INN OF REDMOND
7480 W LAKE SAMMAMISH PKWY NE
REDMOND, WA 98052

RE: AEGIS SENIOR INN OF REDMOND License # 1804

Dear Administrator:

This letter addresses Compliance Determination(s) 61427 (Completion Date 06/23/2025) and
58612 (Completion Date 05/07/2025).

The Department completed a follow-up inspection of your Assisted Living Facility on 06/23/2025
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
caorrected:

WAC 388-78A-2210-2-a, WAC 388-78A-2130-3, WAC 388-78A-2130-3-a, WAC 388-78A-2130-
3-b, WAC 388-78A-2120-1, WAC 388-78A-2120-2-a, WAC 388-78A-2120-3, WAC 388-78A-
2120-3-a, WAC 388-78A-2120-3-b, WAC 388-7BA-2120-4, WAC 388-78A-2120-2-b, WAC 388-
T8A-2120-2, WAC 388-78A-2120, WAC 388-7BA-2703-4-a

The Department staff whao did the on-site verification:
Kathy Young, Licensor

Michelle Yip, ALF Licensor
Thomas Farkgen, ALF Licensor

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

L awnce Anleraon

Laurie Anderson, Community Field Manager

Region 2, Unit D
Residential Care Services
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05.08.2025 15:50:22 State of Hashington

STATE OF W_Si-:zmmn

DEPARTMENT OF SQCIAL AND HEALTH SERVICES
AGIMG AND LONG-TERM SUPPORT ADMMNi STRATION
20425 I2nd Avenue S, Suite 408, Kent, WA 98032

Sitatament of Ceficencias Lizense = 1504 Comgphance Lialermination #580612
Plar of Carrection AEGIS SENICR NN OF REDMOND Campisiion Dats
Pagel of i1 Licenses: A2gis Senior Conwmunities LLC $507 /2028

You are reguired to be iy cornpliance at alf times with all ficensing laws and regulations &
raaininin your Assisted Living Faciiity Scenss,

The degartment completed data wolisetion for the snanmounced or-ade full inspection on
04/29/2528 and 0473012028 of

AEGIS SENIOR INN OF REDMCND

7480 W LAFE SAMMAMISH PRAY NE

REDMOND, WA 800862

The following sarmple was sefected for review duning the unannouncad oa-site visit 7 of 48
cusrant residents and & former residents.

The degatment staff that inz{nectesﬁ the Assisted Uiving Faciity.

Thunas Forgen, ALF Licenser
Kathy Youny, Ueensor
Mtichaile Yip, ALF Licensar

Fromy

O8HS, Aging and Long-Term Suppart Adsrinistation
Rasidential Carg Services, Reglon 2, Unit O

20428 Tind Avenue B, Suita 490

Kent, Wia 98033
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20425 72nd Avenue S, Suite 400, Kent, WA 98032

Statement of Deficiencies License #: 1804 Compliance Determination # 58612
Plan of Correction AEGIS SENIOR INN OF REDMOND Completion Date
Page 1 of 11 Licensee: Aegis Senior Communities LLC 05/07/2025

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

The department completed data collection for the unannounced on-site full inspection on
04/28/2025 and 04/30/2025 of:

AEGIS SENIOR INN OF REDMOND

7480 W LAKE SAMMAMISH PKWY NE

REDMOND, WA 98052

The following sample was selected for review during the unannounced on-site visit: 7 of 40
current residents and 0 former residents.

The department staff that inspected the Assisted Living Facility:

Thomas Forkgen, ALF Licensor
Kathy Young, Licensor
Michelle Yip, ALF 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
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65.08.2025 15:50:22 State of Hashington

Statamant of Defiencies Eicensa ¥ 100 Compliance Daterminathicn ¥ 58012
Plan of Corraction AEGIS SENIGR INN OF REDMCND Gampletion Date
Page2 of 4 Livanses: Aegis Sepiov Coramuntiss LEC §807R028

As a result of the on-site visit{s), the department found that you are hotin complancs with the
Yoensing Jaws and ragulations as stated in the cifed deficiensiss in the enciossd raport.

Lzcecrce Anclereorn 05/08/2026

Remdentiai Care Senvicas Pate

¥ understand Nat 1o meinigin an Assisted Lving Faciity cense, We facibty Thust 52 1N
corrpliance witlh all the licenaing faws and raguiations at alf times.

A Clhapal

Z
vniSirdtor (or Representative} Date

WAC 388-78A-2210 Medication services.

(3) The assisted living facifity rust ansure the following residents receme their medicafions as
presartbed, axcent as pravided forin WAC 38R-T34-2238 srvd 338-78A-2280 ¢

() Each rzsident who requires medication ssssstance and hus or her negotiated sarvics agresmant
indicates the assisted iiving faciity will provide medication assistancs; and

This requirement was not met as svidenced by:

Basad on sbssivation, intavview, and record review, the tacility failed to adeinister oral and tapicat
M dications as preseribed for § of 1 rasident {Hegident 4], This fallurs placed Resident 4 at rigk far
safripramised heath.

Fingings ncluded. ..
&

Review of the facility's policy Ytled, "Asaisting Resulunt with Medication Pratocol®, dated 120812017,
shawaed all tagsal madieatione we e adrnictared acserding ts the fazibty'e prae aduras and State
r2guistions.

~

Review of the facility's pahcy tited, "Administration of Topical mesdications”, dated Q3301281 o
showed that staff wery expacted to check the Medication Adrrinistratinon Recard {or medicatio
instructions.

Review of tha facilty's undated Lha. acterigtics R‘ostﬁr showed that ihe faclity admitted Resident 4 i

§/21
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Statement of Deficiencies License #: 1804 Compliance Determination # 58612
Plan of Correction AEGIS SENIOR INN OF REDMOND Completion Date
Page2 of11 Licensee: Aegis Senior Communities LLC 05/07/2025

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

| 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.

Administrator (or Representative) Date

WAC 388-78A-2210 Medication services.

(2) The assisted living facility must ensure the following residents receive their medications as
prescribed, except as provided for in WAC 388-78A-2230 and 388-78A-2250 :

(a) Each resident who requires medication assistance and his or her negotiated service agreement
indicates the assisted living facility will provide medication assistance; and

This requirement was not met as evidenced by:

Based on observation, interview, and record review, the facility failed to administer oral and topical
medications as prescribed for 1 of 1 resident (Resident 4). This failure placed Resident 4 at risk for
compromised health.

Findings included...

Review of the facility’s policy titled, “Assisting Resident with Medication Protocol”, dated 12/04/2017,
showed all topical medications were administered according to the facility’s procedures and State
regulations.

Review of the facility’s policy titled, “Administration of Topical medications”, dated 03/20/2015,
showed that staff were expected to check the Medication Administration Record for medication
instructions.

Review of the facility’s undated Characteristics Roster showed that the facility admitted Resident 4 in

I 2023 with the diagnosis of || N

(e
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85.08.2075 15:50:22 State of Washington
Statzmant of Deficiancies Licanga # 1804 Corapliancs Daterminabon #5862
Pian of Coreaction AEGIS SENIGR INN GF REDMOND Cumpletion Date
Paga3 of it Licanses: Aegis Senior Coramunities LLT 050772028

I - ocioc shoned that Resident 4 resided

N B8 secursd Mammy care anit,

Review of Resident 4's “individual Sevace Plan” (18P), dated 04¢14/2025, showed that Resigent 4

rsuired “traine d roedication staf’ to administer oral medications and medicated Wwpical roedications,

ORAL MEDICATIONM

Review of Resident 4's Febrisary 2038, March 2025, and Aprif 2028 sisctronic Medication
Adrinistration Record {eMAR} showed 1 reutine arder far Meataprsie] {megication used ta raat high
blaad presgure, 25 miligrams {my} administered by moultt twice a day. The order siowed o hald
tha Matoprolal if Resident 4's Systulic blood pressure [[8BP) the fop number in a bleod pyassuse
reading that rapresents the prassure i yaur autsies when yaur heant beats and pumps biced] was
less thay 110 and to hobd if the pulse rats (PR} was below 80 baate a yunuta,

Review of the February 2028 eMAR showed that Resident 4's SEP on 082/01/2028 was 108, PR on
02/04/2025 was 59, PR on 0241072025 was 58, and PR on 12/24/2025 was 34, The February 2823
eMAR showed that Resident 3's Metopealol was adinisterer on each of thess dates and not heid
as sydared, :

Review of Reddent 4's areh 2025 eMAR showed that on 038372028, Resident £ SBP at 8:99
AM was 88 and at 795 PR, it was 181, On 030473025, the SBP was 102, Cn 63073028, the PR
was &8 On 037 15/2025 at 800 AM, the PRwas 53 and at 7:00 Py, the PR was 58 On 0371 82028
at 899 AM the SEP was 108 and at 7.00 P4, the PR was 58. On 03172025, at 708 P, the S8P
was 191 and the PR was §8. On U323/2025 the PR was §3. On D324/2028_ the PR was 58. On
0302743028, the PRwas 58 Review of the March 2025 sMAR showed that Resisent 4's Metaprofof
was administered and sot held as ordered, :

Review of Resident4's April 2025 eMAR showed on 04/08/2025, the PR was §8. On 047132028,
the PR was &8, O 04/ 13/2028 3{ &:00 A, he FRwas §1 and at 7.0 PN, the PRowas §8§, On
0472072028 at B0 AM. the PRwas 55 and at 700 PM, tha PR was 58, O D4423/2025, the PR was
§2. On C4/28/2025, tha PR was 87, On 04727120028, the PR was 45. On 04/28720925 , the PR was §52.
Review of the Apdl 2028 eMAR showed that Rendent 4's Metopiol was administered and not heid
as ovdaresd,

Dunng an intenview on D4S2G35 at 1.47 P, Staft |, Licensed Practical Nurse, Haalth Sesvaces
Ciractor, was unawara the stalf failed o hold the medication as ardered,

TOPICAL FMEDICATION

Review of Resident 4's Fepruany 2025, Mavch 2025, and Apni 2028 electronie Medication
Auministration Record (eMAR} showed a rottine grder far Diclafenas gel 1% {ant-nflarmmatory
medication;] faur grams o be applied tupically to bath of Rasident 4°s Knzeg, threa times daily for
pain.

[zA
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Statement of Deficiencies License #: 1804 Compliance Determination # 58612
Plan of Correction AEGIS SENIOR INN OF REDMOND Completion Date
Page3 of 11 Licensee: Aegis Senior Communities LLC 05/07/2025

) The roster showed that Resident 4 resided

in the secured memory care unit.

Review of Resident 4's “Individual Service Plan” (ISP), dated 04/14/2025, showed that Resident 4

required "trained medication staff’ to administer oral medications and medicated topical medications.

ORAL MEDICATION

Review of Resident 4's February 2025, March 2025, and April 2025 electronic Medication
Administration Record (eMAR) showed a routine order for Metoprolol (medication used to treat high
blood pressure), 25 milligrams (mg) administered by mouth twice a day. The order showed to hold
the Metoprolol if Resident 4’s Systolic blood pressure [(SBP) the top number in a blood pressure
reading that represents the pressure in your arteries when your heart beats and pumps blood] was
less than 110 and to hold if the pulse rate (PR) was below 60 beats a minute.

Review of the February 2025 eMAR showed that Resident 4’s SBP on 02/01/2025 was 108, PR on
02/04/2025 was 59, PR on 02/10/2025 was 59, and PR on 02/21/2025 was 54. The February 2025
eMAR showed that Resident 4’s Metoprolol was administered on each of these dates and not held
as ordered.

Review of Resident 4’s March 2025 eMAR showed that on 03/03/2025, Resident 4’s SBP at 8:00
AM was 88 and at 7:00 PM, it was 101. On 03/04/2025, the SBP was 102. On 03/07/2025, the PR
was 58. On 03/15/2025 at 8:00 AM, the PR was 53 and at 7:00 PM, the PR was 56. On 03/16/2025
at 8:00 AM, the SBP was 108 and at 7:00 PM, the PR was 58. On 03/17/2025, at 7:00 PM, the SBP
was 101 and the PR was 56. On 03/23/2025, the PR was 53. On 03/24/2025, the PR was 59. On
03/27/2025, the PR was 58. Review of the March 2025 eMAR showed that Resident 4’s Metoprolol
was administered and not held as ordered.

Review of Resident 4’s April 2025 eMAR showed on 04/08/2025, the PR was 50. On 04/13/2025,
the PR was 59. On 04/19/2025 at 8:00 AM, the PR was 51 and at 7:00 PM, the PR was 56. On
04/20/2025 at 8:00 AM, the PR was 56 and at 7:00 PM, the PR was 58. On 04/23/2025, the PR was
52. On 04/26/2025, the PR was 57. On 04/27/2025, the PR was 45. On 04/28/2025, the PR was 52.
Review of the April 2025 eMAR showed that Resident 4’'s Metoprolol was administered and not held
as ordered.

During an interview on 04/29/2025 at 1:47 PM, Staff |, Licensed Practical Nurse, Health Services
Director, was unaware the staff failed to hold the medication as ordered.

TOPICAL MEDICATION

Review of Resident 4's February 2025, March 2025, and April 2025 electronic Medication
Administration Record (eMAR) showed a routine order for Diclofenac gel 1% (anti-inflammatory
medication) four grams to be applied topically to both of Resident 4’s knees, three times daily for
pain.
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85.88,2025 15:50:22 _ State of Washingtan

Statermant of Deficisncies License # 1804 Compliance Datermination #58612
Plan of Corraction AEGIS SENIGR JNN OF REDMOGND Campletion Date

Pagad of 1% Licanses: Aegis Senior Cormmunities LLC G5M7202%

Observation un S4i30/2025 at 7.38 AN, showerd Stalf F |, Medicabun Care Manager, {uolicenisss staff
wha dispense sind administer medications) remaved a tube of Diclofenag gel and sgueezed sut an
unknowen guantity ints their gloved hand. Dbsearvation showed Staff & applied the gel to tioth of
Resgident 4's knees Chservstion shawed that Sta# F did not measure the amaunt of Diciofenac to
bz applied, as ardered.

Durning an interview on D4/I2035 at 740 AM, Staff F stated that "l always do t that way’ taff F
stated that #e eMAR chowed an order for Resident 4 to receive 18 grams of Diclolenac gei, Staff F
stated that they were unclear about the armount of Diclofenac fo be administered. Staff ¥ stated that
there was no maasurament device to measure the Dhclofenas gl

During an intervisw ore B4/3012628 at 2.0C PM, Btaff | stated that they wers unaware hers was no
meaasuring devics tnr the Medication Care Managers to use for the prover appiication of the
Ciclofenac ged,

Plan/Attestation Statement
i hereby carfify that | have reviswed this repnrt and have taken or will tale active
medsurss {o corect this geficiency. By taking this adtivn, AEGIS SENMICR INN OF

REOMOND s or will berf somplianss with this faw and / or regulatisn on
{Date) 3§ -

In adaition, | willimplement 3 systemto monitor anid ensure continued complianca with
this requiretnient,

O $hafs

Admisdstrator {or Representativa) Date

WAC 388-78A-2130 Service agreem ent planning. The assisted Hving facility mast:

(3) Review and update sach resident's negatiated sarvica agregrmant consistent with WAC 335-78A-

2120

(8) Within a reasanable fime consistent with the neads of e rasideat folfowany any change inthe
recigdant’s physical, mental, ar amotional functioning; and

(b} Whenever the negoliated service agrapment o langer adequately addresse s the resident's
current assessed needs and praferences.

This requirement was not met as evidenced by:

Baser an abservation, imtesview, and record review e facdity failed to update the service plan fos 2
of 7 sanipled residents {Resdent 4 and Resident §). This fadure

&2
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Statement of Deficiencies License #: 1804 Compliance Determination # 58612
Plan of Correction AEGIS SENIOR INN OF REDMOND Completion Date
Page4 of 11 Licensee: Aegis Senior Communities LLC 05/07/2025

Observation on 04/30/2025 at 7:38 AM, showed Staff F, Medication Care Manager, (unlicensed staff
who dispense and administer medications) removed a tube of Diclofenac gel and squeezed out an
unknown quantity into their gloved hand. Observation showed Staff F applied the gel to both of
Resident 4’s knees. Observation showed that Staff F did not measure the amount of Diclofenac to
be applied, as ordered.

During an interview on 04/30/2025 at 7:40 AM, Staff F stated that “| always do it that way”. Staff F
stated that the eMAR showed an order for Resident 4 to receive 16 grams of Diclofenac gel. Staff F
stated that they were unclear about the amount of Diclofenac to be administered. Staff F stated that
there was no measurement device to measure the Diclofenac gel.

During an interview on 04/30/2025 at 2:00 PM, Staff | stated that they were unaware there was no
measuring device for the Medication Care Managers to use for the proper application of the
Diclofenac gel.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, AEGIS SENIOR INN OF
REDMOND is or will be in compliance with this law and / or regulation on
(Date)

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

Administrator (or Representative) Date

WAC 388-78A-2130 Service agreement planning. The assisted living facility must:
(3) Review and update each resident's negotiated service agreement consistent with WAC 388-78A-
2120 :

(a) Within a reasonable time consistent with the needs of the resident following any change in the
resident's physical, mental, or emotional functioning; and

(b) Whenever the negotiated service agreement no longer adequately addresses the resident's
current assessed needs and preferences.

This requirement was not met as evidenced by:

Based on observation, interview, and record review the facility failed to update the service plan for 2
of 7 sampled residents (Resident 4 and Resident 6). This failure
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85.08,2025 15:50:22 State of Hashington

Statamant of Deflciancies Eicanss # 1804 Cempliance Datermination # ooR 2
Plan of Coreaction AEGIS SENIGR INN TF REDWIND Campletion Dats
Page& of 11 Livanses. Aegis Senior Cormmunitias LLC G807 2025

placed Resident 4 and Resident § at isk for unimet care needs and a diminishzd gualiy of fife,

Findings included.

RESIDENT 4

Review of tha facillty's undsted Charasteristice Ruster showsd that the favility admitted Recident 4 in

333 with the diagnasis of

The Characteristics Roster shawed that Rasident £ resided in the secured mamary osge ung.

Chsersations my Resident 4's apartment on 047352025 at 7:38 AM, showed Resident 4 seatsgd i a
tit-in-space wheelchair (a wheelchaly that keaps posture the same white the entire seat of tha
wheelchair titts backward to adow for redistribiution of pressure away fiom the hips and anto a lasger
body surfase area). Qbservation showed Resident 4's{aft arm was placed on an arm rest,
Observatiors showed a wrist brace on Resident 4's nigbistand.

Curing an interviesw on B4/307028 at 7:45 AM, Staft H, Asscoiate Care Dinsotar, stated that Resident
4 had & straike that affactad their loft side so staff placed the left arm on tha wheelchair arm rest.
Staff H stated that during the night, Reshiient 4 ware a bracs on thelr jeft wrist Staff H stated that tha
svening shift catrgive! placed the trace on Resident 4's iaft wyist at night when they put Resident 4
to bad. Stalf H stated that when the dayshift caregiver assisted Resident 4 to gat up in the marning,
the caregivar ramaved the brace, Staft 1 otated that the infsamwation and instructions about the §ltin-
space wheelchale and the left handdwrist brace would be daocumsstzd in Resident 475 {nafividual
[ervice Pian (1SP).

Revigw of a “Home Healih Care Vist Commmunication Formy” dated 1171372024, showed an
Qeeupativnal Therapy Note that documented Resident 4 was to wear a mght sglet on the feft hand.

Review of Resident 4'c | 5F dated 8471442835, showed no information that Resident 4 uesd a Glt-in-
spaca wheslahair, Thaes wee no cavegiver ingtructinng about whey and haw oftay the whesivhsty
needed adpstment to redistribute Resident’s 4's kody weight to prevent pressure waiungs {lacalizad
injury o the skin and underlying tissue caused by prolonged pressure). There wae na infasmation
that showenl Residant 4 wore a braca un thair |28 wiist at psdhme.

Curinig an intenviews on BE/INIEEE at 108 PM, Stalt | Health Bervices Dirsctar and Staft J, Regional
Comorats Nurse, Hoth statad that they wers unable to jocads any

2
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Statement of Deficiencies License #: 1804 Compliance Determination # 58612
Plan of Correction AEGIS SENIOR INN OF REDMOND Completion Date
Page5 of 11 Licensee: Aegis Senior Communities LLC 05/07/2025

placed Resident 4 and Resident 6 at risk for unmet care needs and a diminished quality of life.

Findings included...

RESIDENT 4

Review of the facility’s undated Characteristics Roster showed that the facility admitted Resident 4 in
2023 with the diagnosis of |
), and K
< )

The Characteristics Roster showed that Resident 4 resided in the secured memory care unit.

Observations in Resident 4’s apartment on 04/30/2025 at 7:38 AM, showed Resident 4 seated in a
tilt-in-space wheelchair (a wheelchair that keeps posture the same while the entire seat of the
wheelchair tilts backward to allow for redistribution of pressure away from the hips and onto a larger
body surface area). Observation showed Resident 4’s left arm was placed on an arm rest.
Observation showed a wrist brace on Resident 4’s nightstand.

During an interview on 04/30/2025 at 7:45 AM, Staff H, Associate Care Director, stated that Resident
4 had a stroke that affected their left side so staff placed the left arm on the wheelchair arm rest.
Staff H stated that during the night, Resident 4 wore a brace on their left wrist. Staff H stated that the
evening shift caregiver placed the brace on Resident 4’s left wrist at night when they put Resident 4
to bed. Staff H stated that when the dayshift caregiver assisted Resident 4 to get up in the morning,
the caregiver removed the brace. Staff H stated that the information and instructions about the tilt-in-
space wheelchair and the left hand/wrist brace would be documented in Resident 4’s Individual
Service Plan (ISP).

Review of a “Home Health Care Visit Communication Form” dated 11/13/2024, showed an
Occupational Therapy Note that documented Resident 4 was to wear a night splint on the left hand.

Review of Resident 4’s ISP dated 04/14/2025, showed no information that Resident 4 used a tilt-in-
space wheelchair. There were no caregiver instructions about when and how often the wheelchair
needed adjustment to redistribute Resident’s 4’s body weight to prevent pressure wounds (localized
injury to the skin and underlying tissue caused by prolonged pressure). There was no information
that showed Resident 4 wore a brace on their left wrist at bedtime.

During an interview on 04/30/2025 at 1:05 PM, Staff |, Health Services Director and Staff J, Regional
Corporate Nurse, both stated that they were unable to locate any
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Statemaat of Deficiancies Eicanss # 1804 Complianca Daterminaton #E8612
Plan of Corastion AEGIS SENIGR INM OF REDMOND CGampletion Dats
Page& of 11 Licansea: Aegis Senior Coramunities L1 45072025

information iy Reaident 4's |SP absut the tlt-in-space wheelchair and $he | wristhand brace. Staff
[ and Sta¥ J stated that they wers unaware there was na infasmation in Residant 4's 189 atiout the
tilt-in-space wheelchair and 2 wristthamd brace with instructions on the use af 2ach madical
desics. '

RESIDENT &
Revisw of the facility’s undated Charactengiics Roster showed that the facility admitted Resident § in

I : 24 with e diagnosis of [

Chservatian of Residerit §'s apartment on 04/30/2025 at 1150 AM, showed Resident § seated iv &

reclinar with 3 walker in frond of them, Ciservation showed a quarter length bed rai aftached on one
side of at the head of a hospital bau, The other shif: of the bsd was pushed up aganst the wail. The
guarter langth rail was secunsd to the bed and sovared with 3 mesh netting material.

Review of Regident 8's medical records showed 2 sidz radifenabler assessment, dated -jij'ﬁ-ﬁ.
was slgned on 1211072024 by Resident 8's vepresentative and Seaft |

Revisw of Resident §'¢ |SF. dated (4/28/2028, showed ni documsntation that Resident § usad the
guarize izagth dedrail.

During an interview on (/3372025 at 1150 AM, Rasident § stated that they ussd the guaner l2ngin
Bz rall tor bed mobidity and to getin and out of bed.

Buring an interview on §4/38/2025 at 1.08 PM, Staff | and Staff K Resident Divector, statad that thay
wede ynsuve why the guarier fength badral was not documanted on Resident 89 188,

PlaniAttestation Statement
| haraby cartify St | have reviswed this report and have taken o will take active
measures o caect this d=ficiency. By taking this action. AEGIS SENIDR INN OF
REDMOND js or swill b'—C camplianss with the faw and / or reguilation n
{Date) .

In addition, | will implement 3 systamyto monitor and ensure continusd sompiizncs with
this rauiraent,

s5haps”

Dlate
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information in Resident 4’s ISP about the tilt-in-space wheelchair and the left wrist/hand brace. Staff
| and Staff J stated that they were unaware there was no information in Resident 4’s ISP about the
tilt-in-space wheelchair and left wrist/hand brace with instructions on the use of each medical
device.

RESIDENT 6
Review of the facility’s undated Characteristics Roster showed that the facility admitted Resident 6 in

I 2024 with the diagnosis of |G-

Observation of Resident 6’s apartment on 04/30/2025 at 11:50 AM, showed Resident 6 seated in a
recliner with a walker in front of them. Observation showed a quarter length bed rail attached on one
side of at the head of a hospital bed. The other side of the bed was pushed up against the wall. The
quarter length rail was secured to the bed and covered with a mesh netting material.

Review of Resident 6’s medical records showed a side rail/enabler assessment, dated [Jjjjj/2024,
was signed on 12/10/2024 by Resident 6’s representative and Staff |.

Review of Resident 6's ISP, dated 04/28/2025, showed no documentation that Resident 6 used the
quarter length bedrail.

During an interview on 04/30/2025 at 11:50 AM, Resident 6 stated that they used the quarter length
bed rail for bed mobility and to get in and out of bed.

During an interview on 04/30/2025 at 1:05 PM, Staff | and Staff K, Resident Director, stated that they
were unsure why the quarter length bedrail was not documented on Resident 6’s ISP.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, AEGIS SENIOR INN OF
REDMOND is or will be in compliance with this law and / or regulation on
(Date)

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

Administrator (or Representative) Date
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WAGC 388-78A-2120 Monitoring residents’ well-being. The assisted living facility must:
{1} Obhserve each resdent consistent with his or her assessed nesds and negotiated sawvice
ggregment

(2} ldengly any changes i the resident’s physical, emodenal, arid mental functioning that are 2

(&} Departure from the resident's customary rangs of funchoning; or

(b} Recurring condition in 3 resident's physical. emotions!, or mental functioning that has previocusly
ranuived intesvantion by others,

(2} Evaluate, in grdir to daterming ¢ there is a nagd for fusther action.
(8} The changes Wentihed in the resident per subisection {21 of this sechan, and

lis) Each vesident whas an accident or incident Gt is likely ta adveesely affect e resident's wefl
being, is shearved by or reponad to staff persons.

{4) Take appropriata actiornin vagponies to each resident’s changing needs.

This requirement was not mat az evidenced by:

Baged on obsarvation, intaréiew, and record review, the facility faied to monitar 1 of 1 samplad
resident’s (Resident 3} blood sugar levels, idsntify changes of conditions, and take appropriste
acton tu regident’s changa of conditon. This fallure placed Residant 3 at risk of merfinal
compications and unmel care iteeds

Findings includad...

}. The recorde showed that o B1/2012028, tha facility cormpletad Resident
s ansagsment. The raoords showed that Rasident 3 requires assistancs with blaod glucose
monitaring and insuiin asministration.

Review of the February 2025, March 2025, and Apni 2028 Medication Adnunistration Records
(MARS) shovveri a raedical ordar to Make and record blood sugar vaiuss four times a day, notify
nursa if undar 76 or aver 4007, The MARs showed that Resident ¥'s blond glucose lavels were below
70 ¢ight timesin February 2028 and five timasin April 2628, There was no documentation that
shawed the medication carz managess (MCW ) nabfied the nurse of the luw boad glucoss lavels in
accordane with the medical order.

Revisw of Resident 3's Febuary 2028, March 2025 and Aprd 2025 progress notes shavesd no
documenitation thal the nurse was nobfiad of any nw binod glucass levels. There was na
documentation that shawed tie nurse asesssad the resident and providsd any raatmenisin
respanses & tha low blond glucose levels.

12
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WAC 388-78A-2120 Monitoring residents’ well-being. The assisted living facility must:

(1) Observe each resident consistent with his or her assessed needs and negotiated service
agreement;

(2) Identify any changes in the resident's physical, emotional, and mental functioning that are a:

(a) Departure from the resident's customary range of functioning; or

(b) Recurring condition in a resident's physical, emotional, or mental functioning that has previously
required intervention by others.

(3) Evaluate, in order to determine if there is a need for further action:
(a) The changes identified in the resident per subsection (2) of this section; and

(b) Each resident when an accident or incident that is likely to adversely affect the resident's well-
being, is observed by or reported to staff persons.

(4) Take appropriate action in response to each resident's changing needs.

This requirement was not met as evidenced by:

Based on observation, interview, and record review, the facility failed to monitor 1 of 1 sampled
resident’s (Resident 3) blood sugar levels, identify changes of conditions, and take appropriate
action to resident’s change of condition. This failure placed Resident 3 at risk of medical
complications and unmet care needs.

Findings included...

Review of Resident 3’s records showed that the facility admitted Resident 3 in 2024. The
records showed Resident 3's medical diagnoses included

)- The records showed that on 01/30/2025, the facility completed Resident
3's assessment. The records showed that Resident 3 required assistance with blood glucose
monitoring and insulin administration.

Review of the February 2025, March 2025, and April 2025 Medication Administration Records
(MARs) showed a medical order to “take and record blood sugar values four times a day, notify
nurse if under 70 or over 400”. The MARs showed that Resident 3’s blood glucose levels were below
70 eight times in February 2025 and five times in April 2025. There was no documentation that
showed the medication care managers (MCMs) notified the nurse of the low blood glucose levels in
accordance with the medical order.

Review of Resident 3's February 2025, March 2025 and April 2025 progress notes showed no
documentation that the nurse was notified of any low blood glucose levels. There was no
documentation that showed the nurse assessed the resident and provided any treatments in
responses to the low blood glucose levels.

"9}ISJOM J0}1BD07 Y} J0J SBIIAIDS dJe)) |elnuapIsay Aq pasedald sem Juawndop siy |



@5.08.2025 15:50:22 State of Hashington

Statemant of Deficizncies Licenss # 1004 Compliancs Determinaton # 58612
Fian of Coreantion AEGIS BEMIOR INN OF REDMOND Complation Date
Page 8 of 11 Licanses: Aegis Senior Cornmunitias LLC 4510772025

Observaticn an 842042028 at 7.35 AN, showad Ras:dent 3 ussd a FreaSivie Librs 2 {2 conbausus
slusase manitoring system} (o monitor plaod glucese fevets. Duning an interview at this time,
Resident 3 stated that they had diabetes for :‘iB years, Resident 3 stated that in the recent vears,
their binod glucoes contrnd was unstable. Resident 3 stated that in the past, tey experistiesd loss of
ronsciousness ane ime due to fow dinud giucsse lavel

Obsearvation an §4/30/2025 st 9:09 A, shawed Staff N, Madication Care ManagesAssociate Cave
Divector, chevked Resident 3's blogd glucoss feval The results showed the glucose leve| wig $8
Chsenrvatian showed Stsff M notified the narse by phone of Resident ¥'s fow blood gluenze lavel,
Daririg anintanview at this imie, Staff N stated that the glucase reading of was fower fhan Resident
a's normal range. Staff N statad that whan they actified Stoff |, Licensed Fracheal Nurse

(LPMYH 2alir Senvices Directar, Sta¥f § gave Staff N a verbal order to withhiold e insulin
admunistraten and provide Resident 3 with a cup of orange juice. Observation showsd Stafi N
documented the blood glucoss level and the actions faken in the MARS.

Curiryg an interview on B4/30¢ 2028 at 1345 AM., Staff | stated that e MCls were reguarad to fallow
the medical order and natify the nurse whensver the resident’s biosd glucose jevels wera outside the
racommended parameters. Staff | stated $hat the MOMa wers required to docuivent in the slectronic
KMARs whan thay natified the rwirse, Staff | stated that they wers unaware that Resident ¥'s blood
glucose fevels were low saveral braes in Februasy 3078 and April 2025, Staff | statad thatthe MUMs
did not notify thewm

During an sntetview an G4/38720238 at 16:59 AM, Siaff C, {PNMeliness Nurse, slated that they were
unaware Reaident 3's bload alucose levels were loyw ssy sral fhmes in February 2028 and Apnl 202§,
Staff O stated that the MCie did not natify tham

Daring an interview on 0HOB/2028 at 830 PM, Staff O, Medication Care Manager, stated that they
were Regident ¥'s assigned Medication Tachnician, Staff O stated that thay checked Resiient 'y
blood glucsse af night. Staif O stated Mat they were awats Resident 3's blood glucsse levels were
lsw on saveral days in April 2826, Staff D statand that when Regident 3's tlood glucazge level was low,
they provided the resident with nrange juice. Staff D stated that the procedures for blood glucase
monstaring in the night shifts were different fram the morging and aftsrnaon shifts. Staft 5 statsd that
they wers unaware wha the facility’s an call nusse was. Staff O stated that they did not niotify the
nurse of Resident 3's iow blood Blucese levels,
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Observation on 04/30/2025 at 7:45 AM, showed Resident 3 used a FreeStyle Libre 2 (a continuous
glucose monitoring system) to monitor blood glucose levels. During an interview at this time,
Resident 3 stated that they had diabetes for 30 years. Resident 3 stated that in the recent years,
their blood glucose control was unstable. Resident 3 stated that in the past, they experienced loss of
consciousness one time due to low blood glucose level.

Observation on 04/30/2025 at 8:09 AM, showed Staff N, Medication Care Manager/Associate Care
Director, checked Resident 3’s blood glucose level. The results showed the glucose level was 60.
Observation showed Staff N notified the nurse by phone of Resident 3’s low blood glucose level.
During an interview at this time, Staff N stated that the glucose reading of was lower than Resident
3’s normal range. Staff N stated that when they notified Staff |, Licensed Practical Nurse
(LPN)/Health Services Director, Staff | gave Staff N a verbal order to withhold the insulin
administration and provide Resident 3 with a cup of orange juice. Observation showed Staff N
documented the blood glucose level and the actions taken in the MARs.

During an interview on 04/30/2025 at 10:45 AM, Staff | stated that the MCMs were required to follow
the medical order and notify the nurse whenever the resident’s blood glucose levels were outside the
recommended parameters. Staff | stated that the MCMs were required to document in the electronic
MARs when they notified the nurse. Staff | stated that they were unaware that Resident 3’s blood
glucose levels were low several times in February 2025 and April 2025. Staff | stated that the MCMs
did not notify them.

During an interview on 04/30/2025 at 10:50 AM, Staff O, LPN/Wellness Nurse, stated that they were
unaware Resident 3’s blood glucose levels were low several times in February 2025 and April 2025.
Staff O stated that the MCMs did not notify them.

During an interview on 05/06/2025 at 5:30 PM, Staff D, Medication Care Manager, stated that they
were Resident 3’s assigned Medication Technician. Staff D stated that they checked Resident 3’s
blood glucose at night. Staff D stated that they were aware Resident 3’s blood glucose levels were
low on several days in April 2025. Staff D stated that when Resident 3’s blood glucose level was low,
they provided the resident with orange juice. Staff D stated that the procedures for blood glucose
monitoring in the night shifts were different from the morning and afternoon shifts. Staff D stated that
they were unaware who the facility’s on call nurse was. Staff D stated that they did not notify the
nurse of Resident 3’s low blood glucose levels.
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Plan/Attestation Statem ent
| hareby cartify that | have reviswed this regart and have faken or will take actve
measurss to corect this deficiency, By taiing this action, AEGIS SEMICR INK OF
REDMON 17 or will be incompliance with this faw and 7 or regulatios on

(Date) 2O/

In addition, | will implement 8 system to monitor and engure continuad cormpliance with
this requisament.

Al sl S

i‘-‘sd,';ﬁi?_‘&istf"a?&f {ar Representative) Date

WAC 388-78A-2703 Safety of the built environment. The assisted living faeility must provide a
safe environment and promote the safely of each resident whenaver the resident is on tha
premises or under the supervision of staff persons consistent with the resident’s negotiated
service agreement, and must maintain the premises and squipment used in resident care so
as 1o be free of hazards, including:

(4} Praviding ducy hardware to ensure’

(a) Residents cannot fack thermsaives in, or out of, roures or ateas accessible (o them and

Th'is'requir;ement was not met 35 evidenced by

Based on abservatian, interview, and record review, the facily failed to ensure that 1 of 1 door
{Daar {3, that ypened fo e secured mamony care outdoor coustyard, was Uniliscked to afiow
rasidents free access fo and from the courtyard, This fallurs placed all 12 menwey care residents at
rigk of being locked out of the facility and a diminishad quality of iife,

Finshnas iacluded. .

Observation an §4/28/3024 ot 10.90 A%t showed 3 secure nutdoor area for the residents o the
seaured memary oare gnit, Observation shawed one aocees glass doar (Door 1} belwesn the dining
rearfactivity ros and the outdoar ciurtyard The daar was equipped with a push bar that allowed
residents to independently anter the auldogr space fram inside the facilty without staff asdistanse.
Chservation shawed the door was focked from the nutsicly, which pravented rasidents from
independenty ra-entering the facdity. There was no sign posted anywhere that instructed people
howi b3 pe-ehier the facility from the coustyard.

Chservation on O¢/282025 at 2:30 PM showed Door 1 allowsd memory care residants and staff
unresiricted access to e cecurad autdony arsa. Observatian shawed Saor

13/21
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Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, AEGIS SENIOR INN OF
REDMOND is or will be in compliance with this law and / or regulation on
(Date)

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

Administrator (or Representative) Date

WAC 388-78A-2703 Safety of the built environment. The assisted living facility must provide a
safe environment and promote the safety of each resident whenever the resident is on the
premises or under the supervision of staff persons consistent with the resident’'s negotiated
service agreement, and must maintain the premises and equipment used in resident care so
as to be free of hazards, including:

(4) Providing door hardware to ensure:

(a) Residents cannot lock themselves in, or out of, rooms or areas accessible to them; and

This requirement was not met as evidenced by:

Based on observation, interview, and record review, the facility failed to ensure that 1 of 1 door
(Door 1), that opened to the secured memory care outdoor courtyard, was unlocked to allow
residents free access to and from the courtyard. This failure placed all 12 memory care residents at
risk of being locked out of the facility and a diminished quality of life.

Findings included...

Observation on 04/28/2024 at 10:00 AM showed a secure outdoor area for the residents in the
secured memory care unit. Observation showed one access glass door (Door 1) between the dining
room/activity room and the outdoor courtyard. The door was equipped with a push bar that allowed
residents to independently enter the outdoor space from inside the facility without staff assistance.
Observation showed the door was locked from the outside, which prevented residents from
independently re-entering the facility. There was no sign posted anywhere that instructed people
how to re-enter the facility from the courtyard.

Observation on 04/28/2025 at 2:30 PM showed Door 1 allowed memory care residents and staff
unrestricted access to the secured outdoor area. Observation showed Door 1
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remained locked fram the outeiie. Observation showed an unidentified staff was outside in the
sacured courtyard and attampied to ve-snter ths faaiity, Obssrvation showed staff ware unable to
open Doay 1t re-enter the taclity without assistance from samenns inside opening the door tor
thern. Observation shawed the unidentifiad staff knocked on the glass donr that aiested Staff L,
Medzation Carg Managst, in the dining roomfactivity room, Cbservation shawead Staff L opened the
glass dasor o let tite unidentifted sta¥f back inta the facility.

Daring an intsrview on B47287 1028 at .38 PM, Stalf L stated that access ta the autdodr area in the
secured maey care Lhit was sasity available from the dining rogiwactivity room, Stalf L stated that
accrss to the courtyard enly required e release bar on the doorto be pushed . Staft L stated that
fromithe qutside, the door was lockad, Staff L stated that any resident, vistor. and staff person who
were gutside 1n the cowtyard required someotie inside the facility to open the door for them, Staff L
stated that the assigned memory care staff were responsibie to pay attantion to snyane that
attempted to re-anter the building through Doar t. Staff L stated that the memory care residunts
were not alfowed ta 9o out 19 the courtyard on their owat and thay must be sccompanizd by a stafi
persan Siaff L stated that when a resident wantad to ga sut to the caurtyard, the vesldent nesdad m
ask sta¥f for asslstanee.

Duninty an interview on DERII/2G2E al 440 PM, b‘mﬁéteral Contact 1 {CC 1, Resident {'s family),
stated that Residant 1 waliked independently and emoyed walking sutdaars CL 1 stated $hat thay
took Resident § out for & waik in the sseursd sourtyasd, OO 1 stated when they attempted to re-enter

tha building, thay seere Jocked aut in the courtyard. CC 1 stated that they walted untll sormeanse

openaif the doorto let hem back into the building.

Revisw of an email from Staff ¥, Executive Direator, dated GS/Q8028, showad that tne facdity siid
not have a written policy spacific to courtyard tse. St M otatad that Doar | provided the memory
care residents with access to the secured outdoor courtyard The email showed that the area was
securad with contralled acsess. The emal showed that in the event of an aceidantal lockout,
rasidents or staff could ring a bell lacated nzar the door for assistance,

During an intenaeiw an GEA5ME25 at 158 PM, Staf af stated that the memory care rasidents wera
rot affowed t go out to the courtyard, by themselves, without staff supervision. Staff M ctated that
rasifents must be accampanied by 3 st wermbaer white in S coustyard, Stalf M stated that the
facility scheduled supervised walks for residents, twice & day. Siaff M stated that thera was a
doarbell near the door in the courtyard. Staft M stated there wers no posted signs that instructed
peapie how i re-enter the facility,

14/21
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remained locked from the outside. Observation showed an unidentified staff was outside in the
secured courtyard and attempted to re-enter the facility. Observation showed staff were unable to
open Door 1 to re-enter the facility without assistance from someone inside opening the door for
them. Observation showed the unidentified staff knocked on the glass door that alerted Staff L,
Medication Care Manager, in the dining room/activity room. Observation showed Staff L opened the
glass door to let the unidentified staff back into the facility.

During an interview on 04/28/2025 at 2:35 PM, Staff L stated that access to the outdoor area in the
secured memory care unit was easily available from the dining room/activity room. Staff L stated that
access to the courtyard only required the release bar on the door to be pushed. Staff L stated that
from the outside, the door was locked. Staff L stated that any resident, visitor, and staff person who
were outside in the courtyard required someone inside the facility to open the door for them. Staff L
stated that the assigned memory care staff were responsible to pay attention to anyone that
attempted to re-enter the building through Door 1. Staff L stated that the memory care residents
were not allowed to go out to the courtyard on their own and they must be accompanied by a staff
person. Staff L stated that when a resident wanted to go out to the courtyard, the resident needed to
ask staff for assistance.

During an interview on 05/01/2025 at 4:40 PM, Collateral Contact 1 (CC 1, Resident 1’s family),
stated that Resident 1 walked independently and enjoyed walking outdoors. CC 1 stated that they
took Resident 1 out for a walk in the secured courtyard. CC 1 stated when they attempted to re-enter
the building, they were locked out in the courtyard. CC 1 stated that they waited until someone
opened the door to let them back into the building.

Review of an email from Staff M, Executive Director, dated 05/05/2025, showed that the facility did
not have a written policy specific to courtyard use. Staff M stated that Door 1 provided the memory
care residents with access to the secured outdoor courtyard. The email showed that the area was
secured with controlled access. The email showed that in the event of an accidental lockout,
residents or staff could ring a bell located near the door for assistance.

During an interview on 05/05/2025 at 1:58 PM, Staff M stated that the memory care residents were
not allowed to go out to the courtyard, by themselves, without staff supervision. Staff M stated that
residents must be accompanied by a staff member while in the courtyard. Staff M stated that the
facility scheduled supervised walks for residents, twice a day. Staff M stated that there was a
doorbell near the door in the courtyard. Staff M stated there were no posted signs that instructed
people how to re-enter the facility.
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Plan/Attestation Statem ent

this requiresnent.

| harely cartify that | have reviswed thie reoort and have taken or it take actve
measurss to corract this geficiency. By taking this action, AEGIS SEMIOR INN OF

REDOMON of will bs incompliance with this iaw and # ar regulation on
{Date) za:]@ {]:]‘S

In adaition, | will implement 3 systemto monitor and ensure continued cormpliznce with

Slishy”

Administratur {or Representativs)

ate
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Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, AEGIS SENIOR INN OF
REDMOND is or will be in compliance with this law and / or regulation on
(Date)

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

Administrator (or Representative) Date
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