




the ALF does not provide thickened liquids and requested the family provide.  The Executive
Director stated that the NR's family was to provide the nectar thick liquids. Record review
showed the ALF failed to complete an updated assessment to include a change in diet. See
Statement of Deficiencies dated 04/24/2024.
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staff stated the third party provider did not notify the staff assistance was needed. In interview,
sampled residents denied staff ever refusing to assist them. The ALF failed to complete an
updated assessment and Negotiated Care Agreement to include the NR's transfer assistance
needs. See Statement of Deficiencies dated 04/24/2024.
3. In an interview, the NR's family representative stated that they were in the apartment at the
time of incident and called 911. In an interview, the ALF staff reported 911 had been called prior
to the staff responding to the NR's apartment. Record review showed the facility had appropriate
policies in place for responding to medical emergencies. No failed practice identified.
4. Observation showed the NR was living in the Memory Care Unit along with ambulatory
residents with cognitive deficits. Interview and record review showed some resident would
wander and could enter the NR's room. Record review showed the staff monitored, did safety
checks and re-directed resident appropriate to the setting. No failed practice identified.
5. Interview and record review showed that the NR's family representative was often with the
resident and had declined care when staff would check on the NR. In interview, the ALF staff
had reported checking on the resident frequently. Observation showed the NR was clean, well
kept and comfortable in her apartment. No failed practice identified.
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identified.
2. NR 2 declined observation of their left arm. In an interview, the ALF nurse stated the resident
often runs into walls, etc that caused bruising and that she was monitored NR2's bruises.
Record review showed the ALF had interventions in place to prevent reoccurrence. NR2's family
representative denied any concerns with abuse or neglect. No failed practice identified.
3. In interview, NS1 and NS2 denied kicking NR3's wheelchair or abusing residents.
Observation showed NR3 near NS1 and NS2 , showing no fear. In interview, Nurse Manager
was unaware any incident close to the allegation had occurred. In interview, sampled residents
and resident representatives denied any concerns of abuse. No failed practice identified.
4. Observation showed all memory care residents were clean and dry with clean beds. In
interview, care staff stated they provided incontinent care as needed and kept residents clean
and dry. No failed practice identified.
5. Record review of showed a staffing schedule where names matched time sheets. In
interview, the Executive Director denied any false names on the schedule. No failed practice
identified.
6. In interview, the Memory Care Director denied covering up incidents. The ALF failed to
complete investigations for incidents that occurred in the Memory Care unit to rule out abuse
and neglect. See Statement of Deficiencies dated 04/24/2024.
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concerns with care. The ALF failed to complete an updated assessment to include the NR's
current care needs. See Statement of Deficiencies dated 04/24/2024.
2. Record review showed the NR had a new diagnosis affecting the resident's cognition and
function including right-sided weakness causing their hand to drop. In interview, the Nurse
Manager stated the NR did get a skin tear that could have been caused by the wheelchair, first
aid was applied. The NR was no longer using the wheelchair and was bed bound. The ALF
failed to complete an updated assessment to include the NR's  current care needs and skin
issues. See Statement of Deficiencies dated 04/24/2024.
3. Interview and record review showed the NR had orders for turning and repositioning. In
interview the staff stated the NR's family often refused turning and repositioning care. Record
review showed no order for an air loss wafer for the mattress. A third-party provider was
monitoring and treating skin issues. The ALF failed to complete an updated assessment to
include the NR's  current care needs and skin issues. See Statement of Deficiencies dated
04/24/2024.
4. Observation showed the NR was clean and dry. Record review showed an order to provide
incontinence care and repositioning a specific times. Record review showed the ALF were not to
change or reposition the NR from midnight to 6:00 AM. The ALF staff reported offering
incontinence care and repositioning for the NR that was refused by the NR's representative. The
ALF failed to complete an updated assessment to include the NR's current care needs and
incontinence issues. See Statement of Deficiencies dated 04/24/2024.
5. Record review and interview showed the aggressive resident had a history of incidents.
Record review showed the MCD failed to complete an investigation to determine the
circumstances surrounding disruptive behaviors or implement interventions to re-direct and
monitor the NR. Failed practice identified WAC 388-78A-2371(1)(2)(3)(4).  See Statement of
Deficiencies dated 04/24/2024.
6. Record review showed appropriate staffing ratios in the Memory Care Unit. Observation
showed the staff re-directing residents as needed. The ALF did not provide "guarding" and the
NR's records do not indicate a need for one-on-one care. No failed practice identified.
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