STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

08/05/2025

NORTH CREEK RETIREMENT & ASSISTED LIVING COMMUNITY LLC
NORTH CREEK RETIREMENT & ASSISTED LIVING COMMUNITY
3425 Boone Road SE

Salem, OR 97317

RE: NORTH CREEK RETIREMENT & ASSISTED LIVING COMMUNITY # 1995

Dear Administrator:

This letter addresses deficiencies occurring in the report(s) for: Compliance Determination(s)
62524 (Completion Date 08/05/2025) and 58868 (Completion Date 06/09/2025).

The Department completed a follow-up inspection of your Assisted Living Facility on 08/05/2025
and found no deficiencies.

The Department found that deficiencies for the following licensing laws and regulations were
corrected:
WAC 388-78A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(a) Meet the requirements of chapter 69.41 RCW Legend drugs Prescription drugs, and other
applicable statutes and administrative rules; and

(b) Develop and implement systems that support and promote safe medication service for each
resident.

(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

WAC 388-78A-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and timely manner.
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The Department staff who did the On Site verification:
Michelle Mcglon, Nursing Consultant Institutional

If you have any questions, please contact me at (253)312-1446.

Sincerely,

Jamie Singer, Field znager

Region 2, Unit J
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: NORTH CREEK Provider Type: Assisted Living Facility
RETIREMENT & ASSISTED LIVING
COMMUNITY Intake ID: 147010

License/Cert.#: 1995

Compliance Determination #: 47703

Investigator: Michelle Mcglon

Investigation Date(s): 09/24/2024 through 11/06/2024
Complainant Contact Date(s):

Region/Unit #: RCS Region 2 / Unit J

Allegation(s):
1. The Named Staff (NS) did not know how to transcribe new physician's orders, resulting in
Named Resident (NR) not receiving the correct medications.

Investigation Methods:

Sample: Total residents: 57
Resident sample size: 2
Closed records sample size: 1

Observations: Residents
Resident rooms
Staff to resident interactions

Interviews: Nursing staff
Executive Director
Family members

Record Reviews: State reporting log
Resident Records

Investigation Summary:

1. Interview and record review showed the ALF failed to administer medications as ordered. In
an interview, the NS stated that the orders were confusing. The NS did not seek clarification
resulting in new physician's orders not being implemented. See Statement of Deficiency WAC
388-78A-2210.

Conclusion / Action:
[X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

L1 N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: NORTH CREEK Provider Type: Assisted Living Facility
RETIREMENT & ASSISTED LIVING
COMMUNITY Intake ID: 149368

License/Cert.#: 1995

Compliance Determination #: 47703

Investigator: Michelle Mcglon

Investigation Date(s): 09/24/2024 through 11/06/2024
Complainant Contact Date(s):

Region/Unit #: RCS Region 2 / Unit J

Allegation(s):

1. An unknown resident was roaming the halls and trying to leave the Assisted Living Facility
(ALF).

2. Named Resident (NR) received a double dose of medication at the ALF.

3. Named Resident 1 (NR1) was not receiving their insulin as ordered.

4. The ALF Medication Technician (MT) were poorly trained

5. The ALF was understaffed.

Investigation Methods:

Sample: Total residents: 57
Resident sample size: 2
Closed records sample size: 1

Observations: Residents
Staff to resident interactions
Resident to resident interactions
Medications

Interviews: Residents
Nursing staff

Record Reviews: State reporting log
Resident Records

Investigation Summary:

1. The ALF staff were not aware of an unknown resident roaming the halls and trying to elope,
unable to substantiate. No failed practice identified.

2. Interview and record review showed the NR was receiving the correct doses of medications.

In an interview, the Assisted Living Director (ALD) stated that the NR was receiving a different
doses of medication while in skilled nursing. No failed practice identified.

3. Interview and record review showed the ALF failed to ensure insulin was available resulting in
missed doses. Failed practice identified. See Statement of Deficiency WAC 388-78A-2240 and

WAC 388-78A-2350.
4. Record review and interview showed the ALF MT was trained to pass medications.
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Observation showed the MT passing the appropriate medications at the correct time. No failed
practice identified.

5. Observation showed the ALF had staff and the ALD was providing care. In an interview, the
ALD stated that they filled open shifts. No failed practice.

Conclusion / Action:
[X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

L1 N/A
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

Statement of Deficiencies License #: 1995 Compliance Determination # 58868
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date
Page1 of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 06/09/2025

COMMUNITY LLC
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 an unannounced on-site follow-up on 05/14/2025,
05/29/2025, 06/02/2025 and 04/30/2025 of:

NORTH CREEK RETIREMENT & ASSISTED LIVING COMMUNITY
1907 201ST PLACE SE
BOTHELL, WA 98012

This document references the following SOD dated: 06/09/2025

The following sample was selected for review during the unannounced on-site visit: 4 of 59
current residents and 0 former residents.

The department staff that inspected the Assisted Living Facility:

Michelle Mcglon, Nursing Consultant Institutional

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 2 , Unit J

20311 52nd Ave W, Suite 100

Lynnwood, WA 98036
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1. 24,7025 10:12:087 State of Hashington

Staterment of Deficiencios License #: 1895 Complinnce Determination # 588468

Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Gompletion Date

Page2 of6 Licénses: NORTH CREEK RETIREMENT & ASSISTED LIVING 060872025
—COMMONITY LG

As aresult of the on-site visit(s) the department found thatyou are notin compliance with the
licensing laws and regulations as stated in-the clted deficlencies in the enclosed report,

Olapmer. Su 06/24/2025
MResidential Céi"é%ervices Date

| understand that to maintain an Assisted Living Facility license, the facility must bein
complignce with all the licensing laws and regulalions at all times,

/Wagu/\ Ll 2§

Administrator (or Repregentative) Date

WACG 388-78A-2210 Medication services,
(1) An assisted living facility providing medication service, either directly or indirectly, must:

(a) Meet the. requirements of chapter 68,41 RCW Legend drugs Prestription drugs, and other
applicable statutes and administrative rules; and

(b) Develop-and implenient systems that support and promote safe medication service for each
resident,

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

(a) Each resident who reduites medication assistance and his or her negotiated service agreemerit
Indicates the assisted living facility will pravide medication assistance; and

This requirement was not met as evidenced by:

Based on interview and recerd review, the Assisted Living Facility (ALF) failed ta ensure safe
medication services were implemented for 1 of 4 samipled residents (Resident 1) when they did not
receive. medications as prescribed by a physician, This failure resulted in Resldent 1 not receiving a
physician’s ordered medication and place them at risk for medical complications.

Findings included...

Review of the Dapartments Secured Tracking and Reporting Systen (STARS) database, on
08/02/2025, showed the ALF had been cited under this regulation on 03/26/2023, 06/26/2023,
03/14/2024, 14/06/2024 and 03/05/2026. The Statement of Deficiencies (SOD} issued by the
Department on 03/05/2025, included Plan of Carrection (PQC) with

r
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Statement of Deficiencies License #: 1995 Compliance Determination # 58868
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Page2 of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 06/09/2025
COMMUNITY LLC

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.

Y 06/24/2025
ﬂesidential Care%ervices 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.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(a) Meet the requirements of chapter 69.41 RCW Legend drugs Prescription drugs, and other
applicable statutes and administrative rules; and

(b) Develop and implement systems that support and promote safe medication service for each
resident.

(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 interview and record review, the Assisted Living Facility (ALF) failed to ensure safe
medication services were implemented for 1 of 4 sampled residents (Resident 1) when they did not
receive medications as prescribed by a physician. This failure resulted in Resident 1 not receiving a
physician’s ordered medication and place them at risk for medical complications.

Findings included...

Review of the Departments Secured Tracking and Reporting System (STARS) database, on
06/02/2025, showed the ALF had been cited under this regulation on 03/29/2023, 06/26/2023,
03/14/2024, 11/06/2024 and 03/05/2025. The Statement of Deficiencies (SOD) issued by the
Department on 03/05/2025, included Plan of Correction (POC) with
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Statement of Deficiencies License #: 1995 Compliance Determination # 58868
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Page3 of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 06/09/2025
COMMUNITY LLC

a Plan/Attestations Statement stating, “I hereby certify that | have reviewed this report and have
taken or will take active measures to correct this deficiency. By taking this action, (ALF) 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.” The POC was signed by the ALF’s
representative stating they would be in compliance with this regulation by 04/19/2025.

Review of STARS showed the Department imposed conditions on the ALFs license with the SOD
issued on 03/05/2025.

* The licensee must hire, at their own expense, a Registered Nurse Consultant (RNC) not currently
or previously associated with the facility no later than April 3rd, 2025, who is familiar with assisted
living facility regulations, to assist with the following:

Assess the current medication system and if necessary, develop a new system or modify the
existing system to comply with all applicable medication regulations for assisted living facilities to
include but not limited to WAC 388-78A-2210.

o Train all current staff performing as medication technicians in the new or updated medication
system to ensure a clear understanding of safe medication delivery and to ensure residents receive
medications as prescribed.

o Audit the medication delivery system weekly until such a time as the facility can demonstrate
sustained compliance with WAC 388-78A-2210.

NOTE: According to mayoclinic.org a urinary tract infection (UTI) is an infection in any part of the
urinary system. The urinary system includes the kidneys, ureters, bladder and urethra. Most
infections involve the lower urinary tract — the bladder and the urethra. But left untreated, UTls can
cause serious health problems. Some of the complications may include repeated infections,
permanent kidney damage from an untreated UTI, and sepsis (a potentially life-threatening
complication of an infection).

NOTE: According to medicalnewstoday.com, the effectiveness of antibiotic treatment depends on a
person taking the medication correctly. Missing several doses of antibiotic can result in ineffective
treatment and potentially contribute to antimicrobial resistance. Antibiotics are essential medications
that doctors prescribe to help prevent and treat bacterial infections. When a doctor prescribes a
course antibiotic, it is essential that they try to take the course as the doctor advises.

Record review of a Resident Service Plan (RSP-equivalent to a Negotiated Service Plan), dated
04/15/2025, showed the ALF admitted Resident 1 on 2025 with multiple medical diagnoses.
Record review of a signed physician’s order, dated J(/)ZS, showed that Resident 1 could not
manage or self-administer as needed (PRN), prescription, and over the counter medications.
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W24,7078 1041207 ' : ‘ State of Hashington

Statement of Deflciencies License #: 1995 Compliance Determination # 58868

Plan of Correction NORTIH CREEK RETIREMENT & ASSISTED LIVING Completion Dale

Page 4 of6 Licénses: NORTH CREEK RETIREMENT & ASSISTED LIVING 060972025
COMRINITYLCS

Recordreview of a hospital After Visit Sumimary (AVS), dated 04/14/2025, showed that Resident -
was evaluated for a urinary fract infection and a chranic eye infection. The AVS showed Resident 1
had new physician’s arders for cephalexin (an anfibiotic used to treat urinary tract infections) 500

milligrams (mg), take one capsuls by mouth thrés times daily for five days; tobramycin (Used in the
eye to reat bacterial infections of the eye) 0.3% ophthalmic solution, administer ene drop into both

ayes evely four hours for seven days.
/

Record review of an April 2025 MAR: showed Resident 1 only received one dose of the cephalexin

oh 04/17/2025, missed all three. doses 04/19/2025 and 04/20/2025, and only received one dose on
04/24/2026. Review of the April 2025 MAR showed the tobramycin was never {ranscribed on fo the
MAR or administered as ordered to Resident 1 for the chronic eye infaction.

in an interview, o 04/30/2025 at 2:50 M, Staff A (Assisted Living Director) confirmed rmegdication
was pot administered to Resident 1 as prascribed.

in an interview, ory 080972025 at 12:35 PM, Collateral Contact 1 (CC {-Registerad Nurse (RN)
Consultant) stated that the ALF staff were not monitoring residents. for missed medications. CG1
stated that {he ALF had not added parameters for as needed (PRN) medications given to haspice
residents. CC1 stated that the facility continued to require RN consultant oversight.

This is an uncorrected deficiency previpusly cited on 03/05/2025 and 11/06/2024 and a recurring
deficiency previously ciled on 03/20/2023, 06/26/2023, 08/14/2024,

Plan/Attestation Staterent.

[ hereby certify that [ have reviewed this report and have taken. or will take active
measures o correct this deficiency. By taking this action, NORTH CREEK RETIREMENT

& ASSISTED LIVING COMMUNITY is ar will be in compliance with this law and / or
regulation on (Date -1 } 24 / a5

Iin addition, | wiil impletent a system te monitor and ensure colitinuéd compliance with
this requirement.

,,Wn%»m t/30] 2 v~
e seftative)

Administrator (or Repre Date

WAC 388-7BA-2240 Nonavailability of medications. When the assisted living facility has
assumed responsipility for obtaining a resident's prescribed medicafions, the assisted living
Tacility must obtain them in a correct and
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Statement of Deficiencies License #: 1995 Compliance Determination # 58868
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Page4 of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 06/09/2025
COMMUNITY LLC

Record review of a hospital After Visit Summary (AVS), dated 04/14/2025, showed that Resident 1
was evaluated for a urinary tract infection and a chronic eye infection. The AVS showed Resident 1
had new physician’s orders for cephalexin (an antibiotic used to treat urinary tract infections) 500
milligrams (mg), take one capsule by mouth three times daily for five days; tobramycin (used in the
eye to treat bacterial infections of the eye) 0.3% ophthalmic solution, administer one drop into both
eyes every four hours for seven days.

Record review of an April 2025 MAR showed Resident 1 only received one dose of the cephalexin
on 04/17/2025, missed all three doses 04/19/2025 and 04/20/2025, and only received one dose on
04/21/2025. Review of the April 2025 MAR showed the tobramycin was never transcribed on to the
MAR or administered as ordered to Resident 1 for the chronic eye infection.

In an interview, on 04/30/2025 at 2:50 PM, Staff A (Assisted Living Director) confirmed medication
was not administered to Resident 1 as prescribed.

In an interview, on 06/09/2025 at 12:35 PM, Collateral Contact 1 (CC1-Registered Nurse (RN)
Consultant) stated that the ALF staff were not monitoring residents for missed medications. CC1
stated that the ALF had not added parameters for as needed (PRN) medications given to hospice
residents. CC1 stated that the facility continued to require RN consultant oversight.

This is an uncorrected deficiency previously cited on 03/05/2025 and 11/06/2024 and a recurring
deficiency previously cited on 03/29/2023, 06/26/2023, 03/14/2024.

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, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY 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-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and
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Statement of Deficiencies License #: 1995 Compliance Determination # 58868
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Page5 of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 06/09/2025
COMMUNITY LLC

timely manner.

This requirement was not met as evidenced by:

Based on interview and record review, the Assisted Living Facility (ALF) failed to ensure 2 of 4
sampled residents (Resident 1 and 2) had physician’s prescribed medications available in the
facility. This failure placed Resident 1 and 2 at risk for health complications.

Findings included...

Record review of the ALF’s policy, Ordering and Re-Ordering Medications, revised on 05/01/2023,
showed the staff shall seek to always have all resident medications available. The staff should order
non-cycle fill medications before the medication was down to a seven-day supply.

Record review of a Resident Service Plan, dated 04/15/2025, showed the ALF admitted Resident 1
on 2025 with multiple medical diagnoses. Record review of a signed physician’s order, dated
/2025, showed that Resident 1 could not manage or self-administer as needed (PRN),
prescription, and over the counter medications. Record review of a hospital After Visit Summary
(AVS), dated 04/14/2025, showed that Resident 1 was evaluated for a chronic eye infection.

Record review of an April 2025 Medication Administration Record (MAR) showed a physician’s order
for Refresh Tears (used to treat dry eyes and temporary relief of irritation) in each eye every four
hours. The MAR showed Resident 1 did not receive Refresh Tears on 04/23/2025 and 04/24/2025.
The ALF staff documented the medication had not arrived from the pharmacy and was not available.

Record review of an April 2025 MAR showed a physician’s order for Senna 8.6 mg (used to treat
constipation). The MAR showed Resident 1 did not receive Senna on 04/25/2025 and 04/26/2025.
The ALF staff documented the medication had not arrived from the pharmacy and was not
available.

RESIDENT 2

Record review of a Resident Service Plan, dated 03/23/2025, showed the ALF admitted Resident 2
on [JilJ/2023 with multiple medical diagnoses. The RSP showed the ALF staff were to prepare and
deliver medication per physician’s orders.

Record review of an April 2025 MAR showed a physician’s order for citalopram (used to
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1, 70,2075 16:12:07 State of Hashington

Staternent of Deficiencles License # 1898 Compliance Dietermination # 53868
Pian of Corraction NORTH CREFK RETIREMENT & ASSISTED LIVING Completion Dale
Paged off Licensae: NORTH CREEK RETIREMENT & ASSISTED LIVING 06/09/2025

COMMTIITY G
freat depression) 20 mg by mouth daily. The MAR showed Resident 2 did not receive citalopram on
04/19/2025 and 04/2012025. The ALF staff documented the medication had not arrived from the
pharmacy,

In an interview, on 04/30/2025 at 2:30 PM, Staff A (Assisted Living Director) stated that Medication
Technician (MT) don't always look for the medications. The MTs will document the. medication was

not available instead of looking for it.

This is an uncarrected cilation previously cited on 03/05/2025 and 11/06/2024 and recunitg
praviously cited on 08/22/2023,

Plan/Attestation Statement

| hereby cerlify that | have reviewed this report and have taken or will take aclive
mieasures to gorert this deficlency. By taking this action, NORTH CREEK RETIREMENT -
& ASSISTED LIVING C'DMM NITY is or will be in compliance with this law and / or
regulation on (Date‘)ﬁ;]ﬁ&& _.'\ 7 ql < ‘

Ivi addition, | will implement a systam to monitor and ensure continued compliance wilh
this reguirement.

540 TNasg | b[%0)25

Adminigtrator (or Representative) Date
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Statement of Deficiencies License #: 1995 Compliance Determination # 58868
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Page6 of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 06/09/2025
COMMUNITY LLC

treat depression) 20 mg by mouth daily. The MAR showed Resident 2 did not receive citalopram on
04/19/2025 and 04/20/2025. The ALF staff documented the medication had not arrived from the
pharmacy.

In an interview, on 04/30/2025 at 2:30 PM, Staff A (Assisted Living Director) stated that Medication
Technician (MT) don’t always look for the medications. The MTs will document the medication was
not available instead of looking for it.

This is an uncorrected citation previously cited on 03/05/2025 and 11/06/2024 and recurring
previously cited on 08/22/2023.

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, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY 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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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LOMG-TERM SUPPORT ADMIMISTRATION
20311 52nd Ave W, Suite 7100, Lynnwood, WA 98036

Statement of Deficiencies License # 1995 Compliance Determination #52547
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date
Page1 ofb Licenses: NORTH CREEK RETIREMENT & ASSISTED LIVING 03/05/2025

SO T =C
You are required to be in compliance at all imes with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site follow-up on 01/28/2025,
02/12/2025 and 01/03/2025 of.

NORTH CREEK RETIREMENT & ASSISTED LIVING COMMUNITY
1907 201ST PLACE SE
BOTHELL, WA 98012

This document references the following SOD dated: 03/05/2025

The following sample was selected for review during the unannounced on-site visit 3 of 57
current residents and 0 former residents.

The department staff that inspected the Assisted Living Facility:

Michelle Mcglon, Mursing Consultant Institutional

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 2 , Unit J

20311 52nd Ave W, Suite 100

Lynnwood, WA 98036
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Statement of Deficiencies License # 1935 Compliance Determination #52547
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIMNG Completion Date
Page 2 ofE Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 03/05/2025

COMMONTY =C

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.

Qamee Singen 03/18/2025

Hesidential Car# 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-T8A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(a) Meet the requirements of chapter 69.41 RCW Legend drugs FPrescription drugs, and other
applicable statutes and administrative rules, and

(b) Develop and implement systems that suppart and promote safe medication service far each
resident.

(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 whao requires medication assistance and his or her negatiated service agreement
indicates the assisted living facility will provide medication assistance; and

This requirement was not met as evidenced by:

Based on interview and record review, the Assisted Living Facility (ALF) failed to ensure 1 of 4
sampled residents (Resident 1) received their medications as prescribed by a physician. This failure
resulted in Resident 1 not receiving a physician's ordered medications to treat an infection.

Findings included. ..

Recard review of a Resident Service Plan (RSP), dated 11/26/2024, showed the ALF admitted
Resident 1 on 2024 wath multiple medical diagnoses. Record review of Resident 1's Hospice
IDG Comprehensive Assessment showed the resident was admitted to hospice (end of life care)
services on 12/12/2024.
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Statement of Deficiencies License # 1935 Compliance Determination #52547
Flan of Correction NORTH CREEK RETIREMENT & ASSISTED LIMNG Completion Date
Page3 of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 03/05/2025

— -
COMMONTY =C

Record review of a Physician Order (FQO), dated 12/31/2024, showed Resident 1 was to receive
Cipro (an antibiotic) 500 milligram (mg) twice a day for three days, for a urinary tract infection (UTI).

Record review of a December 2024 and January 2025 Medication Administration Recards (MAR) did
not refiect that the Cipro was transcribed or administered as ordered to Resident 1 for the UTI.

In an interview, on 01/28/2025 at 4.50 PM, Staff A (Executive Director) confirmed Resident 1 did not
receive the Cipro as ardered and stated that she does not know how it was missed.

This is an uncaorrected deficiency previously cited on 11/06/2024 and a recurring deficiency
previously cited on 03/298/2023, 06/26/2023, 03/14/2024.

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, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY is or will be in compliance with this law and / ar
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-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and timely manner.

This requirement was not met as evidenced by:
Based on interview and record review, the Assisted Living Facility (ALF) failed to ensure 3 of 4

sampled residents (Resident 1, 2, and 3) had medications available in the facility. This failure placed
Resident 1, 2, and 3 at risk for health complications.

Findings included...
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Statement of Deficiencies License # 1995 Compliance Determination #52547
Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIMNG Completion Date
Page 4 ofB Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 03/05/2025

CONMMONTY =C

Record review of the ALF's policy, Ordering and Re-Ordering Medications, revised on 05/01/2023,
showed the staff shall seek to always have all resident medications available. The staff should order
non-cycle fill medications before the medication was down to a seven-day supply.

RESIDENT 1

Record review of a Resident Service Plan (RSP), dated 11/26/2024, showed the ALF admitted
Resident 1 on [JJy2024 with multiple medical diagnoses including
- Record review of the RSP showed the
ALF was to provide medication administration and Resident 1 did not have a good understanding of
their medications.

Record review of a January 2025 Medication Administration Recard (MAR) showed a physician's
order for Humalog (an insulin that contrals blood sugar levels in a person with diabetes) to be
administered three times a day. The MAR showed Resident 1 did not receive their insulin from
01/20/2025 through 01/23/2025_ Resident 1 missed 10 doses of Humalog. The ALF staff
documented the medication had not arrived from the pharmacy and was not available.

Record review of a January 2025 MAR showed a physician's order for metoprolol 25 milligrams (mg)
(used to high blood pressure). The MAR showed Resident 1 did not receive metoprolol from
01/04/2025 through 01/16/2025. The ALF staff documented the medication had not arrived from the
pharmacy and was not available.

Record review of a January 2025 MAR showed a physician's arder for levothyraxine 88 micrograms
(used to treat hypothyroidism). The MAR showed Resident 1 did not receive levothyroxine on
01/03/2025. The ALF staff documented the medication had not arrived from the pharmacy and was
not available.

Record review of a January 2025 MAR showed a physician’'s arder for Januvia 50 mg (used to treat
diabetes) ta be given daily. The MAR showed Resident 1 did not receive Januvia from 01/03/2025
through 01/12/2025. The ALF staff documented the medication had naot arrived from the pharmacy
and was not available.

Record review of a January 2025 MAR showed a physician's arder for citalopram 10 mg (used to
treat depression) to be given daily. The MAR showed Resident 1 did not receive citalopram from
01/24/2025 through 01/28/2025_ The ALF staff documented the medication had not arrived from the
pharmacy and was not available.

In an interview, on 02/20/2025 at 3:57 PM, Caollateral Contact 1 (Family Representative) stated that
the ALF had not notified them when medications were not available from the pharmacy.
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Statement of Deficiencies License # 1935 Compliance Determination #52547
Flan of Correction NORTH CREEK RETIREMENT & ASSISTED LIMNG Completion Date
Page5 «of6 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 03/05/2025
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RESIDENT 2

Record review of an Assessment, dated 09/17/2024, showed the ALF admitted Resident 2 an
2023 with multiple medical diagnoses. The Assessment showed that Resident 2 was on
hospice (end of life) for comfort care and pain management.

Record review of a January 2025 MAR showed a physician's order for acetaminophen 500 mg (used
treat minor aches and pain) two tablets twice a day. The MAR showed Resident 2 did not receive
acetaminophen from 01/02/2025 through 01/14/2025. The ALF staff documented the medication had
not arrived from the pharmacy and was not available.

Record review of a January 2025 MAR shawed a physician's order for omeprazole 40 mg (used to
treat heartburn). The MAR showed Resident 2 did not receive omeprazole from 01/01/2025 through
01/07/2025. The ALF staff documented the medication had not arrived from the pharmacy and was
not available.

RESIDENT 3

Record review of an undated Face sheet, showed the ALF admitted Resident 3 on 2025 with
multiple medical diagnoses. Record review of Charting Notes, dated /2025, showed resident 3
was admitted to hospice.

Record review of a January 2025 MAR showed a physician's arder for Sotalol 20 mg (used ta treat
heart problems) twice a day. The MAR showed Resident 3 did not receive Sotalol from 01/07/2025
through 01/09/2025. The ALF staff documented the medication had not arrived from the pharmacy
and was not available.

In an interview, on 01/28/2025 at 12.57 PM, Staff A (Executive Director) confirmed the ALF did not
obtain medications in a timely manner for Residents 1, 2, and 3 and the medications were not
available.

This is an uncorrected citation previously cited on 11/06/2024 and recurnng previously cited on
08/22/2023.
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Statement of Deficiencies License # 1935 Compliance Determination #52547
Flan of Correction NORTH CREEK RETIREMENT & ASSISTED LIMNG Completion Date
Page6 ofb Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 03/05/2025
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Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to carrect this deficiency. By taking this action, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY is or will be in compliance with this law and / or
regulation on (Date)

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

Administrator (or Representative) Date
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

Statement of Deficiencies License #: 1995 Compliance Determination # 47703

Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Page1 of7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 11/06/2024
COMMUNITY LLC

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 an unannounced on-site complaint investigation
on 09/24/2024, 09/27/2024, 10/21/2024, 10/22/2024, 11/04/2024 and 11/04/2024 of:

NORTH CREEK RETIREMENT & ASSISTED LIVING COMMUNITY
1907 201ST PLACE SE
BOTHELL, WA 98012

This document references the following complaint number(s): 147010, 149368

The following sample was selected for review during the unannounced on-site visit: 2 of 57
current residents and 1 former residents.

The department staff that investigated the Assisted Living Facility:

Michelle Mcglon, Nursing Consultant Institutional

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 2 , Unit J

20311 52nd Ave W, Suite 100

Lynnwood, WA 98036

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.

11/13/2024
Date

Residential Care S

| 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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‘Staternent of Deficiencies License #: 1945 Gompliance Determination # 47703
Pian of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Fage2 of7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 11/06/2024
COMMUNITY LLG

I [Llﬂi (2/014-
dministrator (or Rephgsentative) ate

WAC 388-78A-2210 Madication services.
{1y An assisted living facility providing medicafion serviee, either directly or indirectly, must:

(8) Mest the requirements of chapter 88.41 RCW Legend drugs Prascription drugs, and other
applicable statutes-and administrative rules,; and

() Develop and implement systems that support and promote safe medication service for each
rasident.

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

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

This requirement was not met as evidenced by:

Rased on interview and record review, the Assisted Living Facility (ALF) failed to ensure 1 of 3
sampled residents (Resident 1) received their medications as prescribed hy a physician. This failure
resulted in Resident 1 missing scheduled medications at the end of life.

Findings included. ..

Record review of an Assessment, dated 08/04/2024, showed the ALF admitted Resident 1 on
2024 with multiple medical diaghoses. Record review of Resident 1's Progress Notes showed
the resident was admitted to hospice (end of life care) services on 08/30/2024.

Riscord review of a Physician Order (PQ), dated 08/30/2024, showed Resident 1 was fo receive
acetaminophen 1,000 milligrams (mg) every eight hours for pain management.

Record review af an August 2024 and September 2024 Medication Administration Record (MAR) dict
not reflect that the acetaminophen was transeribed {o administer to Restdent 1 for pain
managermant.

Record review of a PO, dated 08/30/2024, showad Resident 1 was {o receive senna 8.6 mg, two
tablets by mouth twice a tday as needed for constipation.
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Statement of Deficiencies License #: 1995 Compliance Determination # 47703

Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date
Page2 of7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 11/06/2024
COMMUNITY LLC
Administrator (or Representative) Date

WAC 388-78A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(a) Meet the requirements of chapter 69.41 RCW Legend drugs Prescription drugs, and other
applicable statutes and administrative rules; and

(b) Develop and implement systems that support and promote safe medication service for each
resident.

(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 interview and record review, the Assisted Living Facility (ALF) failed to ensure 1 of 3
sampled residents (Resident 1) received their medications as prescribed by a physician. This failure
resulted in Resident 1 missing scheduled medications at the end of life.

Findings included...

Record review of an Assessment, dated 09/04/2024, showed the ALF admitted Resident 1 on
2024 with multiple medical diagnoses. Record review of Resident 1's Progress Notes showed
the resident was admitted to hospice (end of life care) services on 08/30/2024.

Record review of a Physician Order (PO), dated 08/30/2024, showed Resident 1 was to receive
acetaminophen 1,000 milligrams (mg) every eight hours for pain management.

Record review of an August 2024 and September 2024 Medication Administration Record (MAR) did
not reflect that the acetaminophen was transcribed to administer to Resident 1 for pain
management.

Record review of a PO, dated 08/30/2024, showed Resident 1 was to receive senna 8.6 mg, two
tablets by mouth twice a day as needed for constipation.
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‘Btatement of Deficiencies Licensa #; 1845 Gompliance Determination # 47703

Plan of Cofrection NORTH CREEK RETIREMENT & ASSISTED LIVING Cormyletion Date

Page3 df7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 14/06/2024
COMMUNITY LLG

Record review of an August 2024 and Septarnber 2024 MAR did not reflect that the senna was
transcribed to administer to Resident 1 as neaded for constipation until 09/05/2024.

Record review of a PQ, dated 09/07/2024, showed Resident 1 was to receive oxycodone b mg avery
four haurs to he given with Haldol 1mg for pain management.

Record review of a Septerber 2024 MAR showed the ALF did not transcribe to administer the
Haldol untit 08/09/2024.

in an inferview, on 09/24/2024 at 8:44 AM, Collateral Contact 1 (CC1- Hospice Nurse) stated the
ALF was not transcribing medications correctly an the MARS resulling in Resident 1 not recsiving
needed end of life medication.

In an interview, on 09/24/2024 at 12:55 PM, Staff B stated that multiple orders were received for
Resident 1. Staff B stated that the ordars were confusing. Staff B denied she contacted the hospice
team at any time to clarify the ordars,

This is a recurring citation previously cited on Q1/14/2022, 03/29/2023, 08/26/2023, 03/14/2024.

Plan/Attestation Statement
| heraby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this asction, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY is or will be in compliance with this law and / or
ragulation on (Date) .

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

istrator {or Represent ivéi I Y Date

WAL 388-78A-2350 Coordination of health care serviges.

(1) The assisted living facility must coardinate services with. extefnal health care providérs to ineet
the residents’ needs, consistent with the resident's negotiated service agrearnent.

(7) When coordinating care or sérvices, the assisted living faclity must:

(b} Respond appropriately wheh there are observable or répotted changes inthe
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Statement of Deficiencies License #: 1995 Compliance Determination # 47703

Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date
Page 3 of7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 11/06/2024
COMMUNITY LLC

Record review of an August 2024 and September 2024 MAR did not reflect that the senna was
transcribed to administer to Resident 1 as needed for constipation until 09/05/2024.

Record review of a PO, dated 09/07/2024, showed Resident 1 was to receive oxycodone 5 mg every
four hours to be given with Haldol 1mg for pain management.

Record review of a September 2024 MAR showed the ALF did not transcribe to administer the
Haldol until 09/09/2024.

In an interview, on 09/24/2024 at 8:44 AM, Collateral Contact 1 (CC1- Hospice Nurse) stated the
ALF was not transcribing medications correctly on the MARSs resulting in Resident 1 not receiving
needed end of life medication.

In an interview, on 09/24/2024 at 12:55 PM, Staff B stated that multiple orders were received for
Resident 1. Staff B stated that the orders were confusing. Staff B denied she contacted the hospice
team at any time to clarify the orders.

This is a recurring citation previously cited on 01/14/2022, 03/29/2023, 06/26/2023, 03/14/2024.

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, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY 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-2350 Coordination of health care services.

(1) The assisted living facility must coordinate services with external health care providers to meet
the residents' needs, consistent with the resident's negotiated service agreement.

(7) When coordinating care or services, the assisted living facility must:

(b) Respond appropriately when there are observable or reported changes in the
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Statement of Deficiencies License #: 1995 Compliance Determination # 47703

Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date
Page 4 of7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 11/06/2024
COMMUNITY LLC

resident's physical, mental, or emotional functioning.

This requirement was not met as evidenced by:
Based on interview and record review, the Assisted Living Facility (ALF) failed to follow orders and

notify the physician when 1 of 3 sampled resident’s (Resident 2) blood sugars were outside the
parameters. This failure placed Resident 2 at risk of a decline in health status.

Findings included...

Record review of a Resident Service Plan (RSP — equivalent to a Negotiated Service Agreement),

dated 10/09/2024, showed the ALF admitted Resident 2 on 2023 with multiple medical
diagnoses including

. Record review of the RSP showed the ALF was to provide medication
administration due to short term memory loss.

Record review of an August 2024 Medication Administration Record (MAR) showed a physician’s
order that the ALF was to notify the physician if Resident 2’s blood sugar (BS) was less than 70
mg/dl (milligrams per deciliter) or greater than 300 mg/dl.

Record review of Resident 2's August 2024 MAR showed the resident had a BS of 310 mg/dl on
08/13/2024, a BS of 308 mg/dl on 08/17/2024, and a BS of 340mg/dl on 08/23/2024. The ALF staff
documented “N”, abbreviated for “No”, showing the physician was not notified.

Record review of Resident 2's September 2024 MAR showed the resident had a BS of 39mg/dl on
09/18/2024, a BS of 51 mg/dl on 09/23/2024, a BS of 306 mg/dl on 09/25/2024 at 9:00 AM, and a
BS of 427 mg/dl on 09/25/2024 at 6:00 PM. The ALF staff documented “N”, abbreviated for “No”,
showing the physician was not notified.

Record review of Resident 2’s October 2024 MAR showed the resident had a BS of 316 mg/dl and a
BS of 443mg/dl on 10/15/2024. The ALF staff documented “N”, abbreviated for “No”, showing the
physician was not notified.

Review of records showed no documented communication Resident 2’s physician was notified
regarding the BS that were outside of the parameters and requiring notification.

In an interview, on 11/04/2024 at 11:50 AM, Staff C (Assisted Living Director) stated that the ALF
staff should have notified Resident 2’s physician. Staff C stated that Resident 2’s blood sugars were
all over the place.
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‘Staterment of Deficiencles License #: 1885 Gompliance Determination # 47703

Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date

Page.§ of 7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 11/06/2024
COMMUNITY LLG

This citation was previously cited on 08/26/2023.

Plan/Attestation Statement:
| hereby certify that | have reviewed this report and have taken or will take active
measuras (o correct this deficiency. By taking this action, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMURNITY is or will be ih compliance with this law and / or
regulation on (Date) Jﬂ"lf\ |24

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

WAC 388-78A-2240 Nonavailability of medications, When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted jiving
facility must obtain them in a correct and timely manner,

This requirement was not met as evidenced by:

Based oninterview and record review, the Assisted Living Facility (ALF) failed to ensure 1of2
sampled residerits (Resident 2) had insulin (a medication used to lower blood sugar) available in the
facitity. This faiture placed Resident 2 at risk for health complicafions.

Findings included, ..

Recard review of the ALF's policy, Ordering and Re-Ordering Medications, revised on 05/'01[2623,
showed the staff shall seek to always have all resident medications available. The staff should order
non-eycle fill medications before the inedication was down to a seven-day supply.

Recaord review of a Resident Service Plan (RSP - equivalent to d Negotiated Service Agreerient),
dated 10/09/2024, showed the ALF admitted Resident 2 on 2028 with multiple medical

diagnoses including
h. Record review of the RSP showed the ALF was to provide medication

administration due t& short term memeory loss.

Record réview of an August 2024 Medication Adminisiration Record. (MAR) showed a physiciar's
arder for Novolin f (an insulin that controls blood sugar levels in & person
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Statement of Deficiencies License #: 1995 Compliance Determination # 47703

Plan of Correction NORTH CREEK RETIREMENT & ASSISTED LIVING Completion Date
Page5 of7 Licensee: NORTH CREEK RETIREMENT & ASSISTED LIVING 11/06/2024
COMMUNITY LLC

This citation was previously cited on 06/26/2023.

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, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY 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-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and timely manner.

This requirement was not met as evidenced by:

Based on interview and record review, the Assisted Living Facility (ALF) failed to ensure 1 of 2
sampled residents (Resident 2) had insulin (a medication used to lower blood sugar) available in the
facility. This failure placed Resident 2 at risk for health complications.

Findings included...

Record review of the ALF’s policy, Ordering and Re-Ordering Medications, revised on 05/01/2023,
showed the staff shall seek to always have all resident medications available. The staff should order
non-cycle fill medications before the medication was down to a seven-day supply.

Record review of a Resident Service Plan (RSP — equivalent to a Negotiated Service Agreement),

dated 10/09/2024, showed the ALF admitted Resident 2 on 2023 with multiple medical
diagnoses including
I

. Record review of the RSP showed the ALF was to provide medication
administration due to short term memory loss.

Record review of an August 2024 Medication Administration Record (MAR) showed a physician’s
order for Novolin N (an insulin that controls blood sugar levels in a person
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with diabetes). The MAR showed Resident 2 did ot receive their insulin from 08/10/2024 thiough
08/13/2024. The ALF staff documented the medication had not arvived from the pharmacy.

In an interview, on 11/04/2024 at 1 1:50 AM, Staff C {Assisted Living Director) stated that the insulin
and other non-cycle fill medications should have been ordered seven days prior to running out,

This citation was previousty citet on 08/22/2023.

Plan/Attestation Statement
| Hereby certify that | have reviewad this report and have taken or will take actlive
measures to correct this deficiency. By taking this action, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY is or will be in compliance with this law and / or
regulation on (Date) l?,l\?,\ \\')1—\—

In addition, 1 will implement a system to monitor and snsure continued campliance with
this reguirement.

!\mpﬂr

Date

WAC 388-78A-2140 Negotiated service agreement contents. The assisted living facility must
develop, and document in the resident's record, the agreed upon plan to address and support
gach resident's assessed capabilities, needs and preferences, including the following:

(2) Clearly defined respective roles and responsibilities of the resident, the assisted living facility
staff, and resident's family or other significant persons in meeting the resident's needs and
preferences, Except as specified in WAC 388-78A-2290 and 388-78A-2340 (5), if a person other
than a caregiver is {o be responsible for providing care or services to the resident in the assisted
living facility, the assisted lving facility must specify in the negotiated service agreement an alternate
plan for providing care or service to the resident in the event the nacessary services are not
provided. The assisted living facility may develop an alternate plan:

This requirement wWas not met as evidenced by:
Based on interview and recerd review, ths Assisted Living Facility (ALF) falled to include hospice

(end of life care) information in lhe Negofiated Service Agreement (NSA) for 1 of 1 sampled resident
(Resident 1). This failure placed Resident 1 at risk for not having end of life care needs met,

Findings included...
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with diabetes). The MAR showed Resident 2 did not receive their insulin from 08/10/2024 through
08/13/2024. The ALF staff documented the medication had not arrived from the pharmacy.

In an interview, on 11/04/2024 at 11:50 AM, Staff C (Assisted Living Director) stated that the insulin
and other non-cycle fill medications should have been ordered seven days prior to running out.

This citation was previously cited on 08/22/2023.

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, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY 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-2140 Negotiated service agreement contents. The assisted living 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:

(2) Clearly defined respective roles and responsibilities of the resident, the assisted living facility
staff, and resident's family or other significant persons in meeting the resident's needs and
preferences. Except as specified in WAC 388-78A-2290 and 388-78A-2340 (5), if a person other
than a caregiver is to be responsible for providing care or services to the resident in the assisted
living facility, the assisted living facility must specify in the negotiated service agreement an alternate
plan for providing care or service to the resident in the event the necessary services are not
provided. The assisted living facility may develop an alternate plan:

This requirement was not met as evidenced by:
Based on interview and record review, the Assisted Living Facility (ALF) failed to include hospice

(end of life care) information in the Negotiated Service Agreement (NSA) for 1 of 1 sampled resident
(Resident 1). This failure placed Resident 1 at risk for not having end of life care needs met.

Findings included...
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Record review of an Assassment, dated 09/04/2024, showed the ALF admitted Resident 1 with
multiple medical diagnoses on [Jjjjj/2024.

in an interview, on 09/24/2024 at 12:45 PM, Staff A (Registered Nurse) Resident 1 started hospice
services an 08/30/2024. :

Record review of a Resident Service Plan (RSP — equivalent to NSA), dated 06/27/2024, did not
reflact that Resident 1 was receiving home health or hospice services.

Record review of a Temporary Service Plan (TSP), dated 09/13/2024, showed Rasident 1 was
nearing the and of life. The TSP did not reflect hospice information or the care they provided.

In an interview, on 09723/2024 at 12:05 PM, Staff D {Medication Technician) stated she did not know
how to contact Resident 1's hospice provider,

This citation was previously cited 09/08/2022.

Plan/Attestation Statement
| hereby cerlify that | have reviewad this report and have taken or will take active
measures to correct this dediciency. By taking this action, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY is or will be in campliance with this law and / or
regulation on (Date), 17/\‘7—\ \\2‘* :

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

i

( _Admihistrator (or Representa{ve) Date
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Record review of an Assessment, dated 09/04/2024, showed the ALF admitted Resident 1 with
multiple medical diagnoses on [Jjjjj/2024.

In an interview, on 09/24/2024 at 12:45 PM, Staff A (Registered Nurse) Resident 1 started hospice
services on 08/30/2024.

Record review of a Resident Service Plan (RSP — equivalent to NSA), dated 06/27/2024, did not
reflect that Resident 1 was receiving home health or hospice services.

Record review of a Temporary Service Plan (TSP), dated 09/13/2024, showed Resident 1 was
nearing the end of life. The TSP did not reflect hospice information or the care they provided.

In an interview, on 09/23/2024 at 12:05 PM, Staff D (Medication Technician) stated she did not know
how to contact Resident 1’s hospice provider.

This citation was previously cited 09/08/2022.

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, NORTH CREEK RETIREMENT
& ASSISTED LIVING COMMUNITY 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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