








Residential Care Services
Investigation Summary Report

Provider/Facility: NORTH CREEK
RETIREMENT & ASSISTED LIVING
COMMUNITY
License/Cert.#: 1995

Provider Type: Assisted Living Facility

Compliance Determination #: 21648

Intake ID: 72128

Investigator: Jamie Singer

Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 03/27/2023 through 03/29/2023
Complainant Contact Date(s):

1.  The Assisted Living Facility (ALF) assisted with medications for 6 days, that the Named
Resident (NR) was supposed to self-administer.
2.  The ALF staff failed to remove existing medications from the NR's possession prior to
managing medications.
3.  The NR missed medications due to ALF staff being unprepared for a group outing.
4.  The NR did not receive showers as agreed upon in the Resident Service Plan (RSP).
5. The ALF Medication Technicians did not make notes of resident concerns in the medical
record.

Allegation(s):

Total residents: 56
Resident sample size: 1
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Nursing staff
Residents
Executive Director
Family members

Interviews:

Resident recordsRecord Reviews:

1. Observation, interview, and record review showed the ALF failed to provide clear instructions
on the NR's Medication Administration Record (MAR), which resulted in the NR receiving a
double dose of insulin.
2. Record review showed the NR was assessed as being able to self-administer his bedtime
insulin. Observation and interview showed the NR had their own supply of insulin and were self-
administering. Record review showed the ALF staff were
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delivering insulin to the NR to inject at bedtime causing a double dose of insulin.
3. In an interview, the NR's family member stated that the resident received a medication prior
to leaving for an outing. The Executive Director (ED) stated that a list was provided to the bus
driver of all residents that required medications, before leaving for an outing.
4. Record review of the NR's RSP showed the resident was independent with showers. The ED
stated she had a meeting scheduled with the NR and family to resolve any confusion with care.
5. Interview and record review showed the staff wrote notes in the NR's chart notes as needed.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: NORTH CREEK
RETIREMENT & ASSISTED LIVING
COMMUNITY
License/Cert.#: 1995

Provider Type: Assisted Living Facility

Compliance Determination #: 21648

Intake ID: 74774

Investigator: Jamie Singer

Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 03/27/2023 through 03/29/2023
Complainant Contact Date(s):

1. The Assisted Living Facility had a combination lock on the inside gate of the Memory Care
Unit's (MCU) courtyard.

Allegation(s):

Total residents: 56
Resident sample size: 1
Closed records sample size: 0

Investigation Methods:

Sample:

Residents
Resident to resident interactions
Staff to resident interactions
Combination lock on the inside gate of MCU no combination code
near lock

Observations:

Nursing staff
Assistant Executive Director
Memory Care Director

Interviews:

Characteristic RosterRecord Reviews:

1. Observation showed the ALF failed to use the appropriate and safe lock for the inside gate in
the courtyard on the MCU.  The ALF failed to post a combination code near the gate's exit. The
ALF staff reported they did not know the combination code to the lock or where to locate the
combination code.  In interview, a Fire Marshal stated this form of lock was not acceptable due
to risk of egress during a fire. This failure placed residents, staff, and visitors at risk for harm in
the care of an emergency.
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

This docum
ent w

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



N/A
This docum

ent w
as prepared by Residential Care Services for the Locator w

ebsite. 














