


Residential Care Services
Investigation Summary Report

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

Provider Type: Assisted Living Facility

Compliance Determination #: 27471

Intake ID: 89203

Investigator: Michelle Mcglon

Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 08/01/2023 through 08/22/2023
Complainant Contact Date(s):

1. The Named Resident (NR) missed a prescribed medications for 3 days due to non availability
at the Assisted Living Facility (ALF).
2. The ALF staff were not following a physician order to weigh the NR twice per week.
3. The ALF staff were notifying Named Resident 2 (NR2) when they were close to running out of
medications.
4. NR2 had inconsistencies on their care plan

Allegation(s):

Total residents: 58
Resident sample size: 2
Closed records sample size:

Investigation Methods:

Sample:

Identified resident
Residents
Staff to resident interactions

Observations:

Identified resident
Nursing staff
Family members

Interviews:

Resident Records
Incident Reports

Record Reviews:

1. Based on interview and record review the ALF failed to notify the pharmacy and physician
prior to the NR running out of a prescribed medication to manage chest pain. In an interview,
the Assisted Living Director stated that the ALF staff did not notify the physician until after the
NR had missed five doses of the medication. The ALF nurse stated that the NR should not have
ran out of the medication.
2. Record review of the Medication Administration Record (MAR) showed the AFL staff had
documented the weights and when the NR refused weights. The ALF staff did not notify the
physician when the NR had a weight gain over the physician ordered parameters. Citation for
Coordination of Care issued on 06/26/2023 and uncorrected during a follow-up visit 08/14/2023.
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3. The ALF nurse stated that NR2 and their family representative were previously reordering
injectable medications. The ALF nurse stated that the staff were now in charge of ordering all
medications for NR2.
4. In an interview, NR2's family member stated that they were working with the ALF on resolving
the inconsistencies. The ALF nurse stated they were continuing to work with the resident and
family on the care plan.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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