STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Cascade Living Group - Shelton, LLC

Alpine Way Retirement Apartments
900 W Alpine Way
Shelton, WA 98584

RE: Alpine Way Retirement Apartments License # 2141

Dear Administrator:

This letter addresses Compliance Determination(s) 46701 (Completion Date 09/05/2024) and
40253 (Completion Date 04/25/2024).

The Department completed a follow-up inspection of your Assisted Living Facility on 09/05/2024
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
corrected:

WAC 388-78A-2120, WAC 388-78A-2120-2, WAC 388-78A-2120-2-a, WAC 388-78A-2120-3,
WAC 388-78A-2120-3-a, WAC 388-78A-2120-4, WAC 388-78A-2660, WAC 388-78A-2660-1,
WAC 388-78A-2660-2, WAC 388-78A-2660-3, WAC 388-78A-2660-4

The Department staff who did the on-site verification:
Paul Aube, ALF NCI

If you have any questions, please contact me at (253)442-3013.
Sincerely,

Mgt
Manfay Chan, Field Manager

Region 3, Unit E
Residential Care Services

'91ISqOM 01807 Y3 JOJ SIIAIDS BJe)) |eluapIsay Aq pasedald sem Juawndop siy |



Residential Care Services
Investigation Summary Report

Provider/Facility: Alpine Way Retirement Provider Type: Assisted Living Facility
Apartments

LlcenSQ/Cert.#: 2141. . Intake ID: 128055

Compliance Determination #: 40253 Region/Unit #: RCS Region 3 / Unit E

Investigator: Paul Aube
Investigation Date(s): 04/24/2024 through 04/25/2024
Complainant Contact Date(s):

Allegation(s):
Restraints/Seclusion - General: Facility report of a resident allegation of abuse from staff,
including physically restraining the resident.

Investigation Methods:

Sample: Total residents: 80
Resident sample size: 1
Closed records sample size: 0

Observations: Identified resident
Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions

Dining
Interviews: Identified resident

Nursing staff

Management
Record Reviews: Facility policies

Staff Personnel Files

Staff Training Records

Incident Report and Investigation
Care Plans

Progress Notes/Alert Charting
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Investigation Summary:

Restraints/Seclusion - General: Facility suspended employee pending investigation. Facility
investigated incident, and unsubstantiated claims of abuse made by resident. However, review
of multiple staff statements, and review of progress notes showed resident was physically
restrained by staff during care. Facility also failed to monitor the resident for psychological harm
and document monitoring in the resident record after incident. Failed Practice Identified.




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

L1 NA
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Statement of Deficiencies License # 2141 Compliance Determination # 40253
Plan of Correction Alpine Way Retirement Apartments Completion Date
Page 1 of8 Licensee: Cascade Living Group - Shelton, LLC 04/25/2024

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 04/24/2024 and 04/24/2024 of:

Alpine Way Retirement Apartments
900 W Alpine Way
Shelton, WA 98584

This document references the following complaint number(s): 128055

The following sample was selected for review during the unannounced on-site visit 1 of 80
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Paul Aube, ALF NCI

From:

DSHS, Aging and Long-Term Suppart Administration
Residential Care Services, Region 3 , Unit E

800 NE 136th Ave Ste 200

Vancouver, WA 98684

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.

Cory Ceaneroa 05/08/2024

Re&dential 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.

*9}ISqOM 101BJ07 3Y] JO4 SAIIAIDS Je) |ernuapisay Ag pasedald sem juawndop syl



#5.08.7024 15:18:49 State of Washington
Statemesit of Deficiencies Eivgnse & 2147 ToRiphance DetEmnaten ¥ tugus
Pian of Corragtion - Adpime Way Hetiremam Agashmants Compistion Date
Pags, 68 inensae: Cadcatle Living Srodp - Shelton LLE DARES 028

ol

WA J8878A-2120 Monltoring residents’ wall-being. The assisted iiving taclity must:
(E; | dﬁnmy atty changes in thl& renident's physival, errgfendl, s rrlamm’-func‘tim’smg that are a:

(ﬁs‘; Pegafuré feoim de rEsigeTs ‘dligtarnsey ranige af furnefianirag, o
(3] Bvakiate, in ander fo determing § thers is need forfiather astion
(a] The changesidentified i the resident per subsectier {3) of this seotior; and

(4) Take appropriate action in responss fo gach resient's changing neesds.

This requirswent was yiot mstas evidenced by

Bazed e interview and secord review, the. ’r‘acsmy falieci to uiemify changes i canshiion ol evaluats
this - meed for fusttier action after @ rgsident’ experianced abuss for Tof 1 regigent: {Residant 1 [R1)])
réviswed . This failune segulted in.RY hat deing monitosed for s gmotional gistreds after s incident,
arid ghated W1 ot risk oy furthey thstess, Unidentified care negds, ang decrease guakity of fitg,

Findings ncluded

Riviews of o Sliity paiidy fitked " Abuss L Heglecl deted 02/2M T, datad, " The Bxacutive Diractor
or desighrae investigates aif cases of anegmﬁs‘mwed’aﬁ shuse Gr rmegiwmls aesociates are
edumwd orsabuse and peglect Any gesaciat hearing orwithessing any abandanment, abyse o
neglect in e tomemunlly, and haﬁ reasunaile sauseto belsmra e incigent is reportabls, FrLet:
rEpeit, withsul fear of reprigal.

Reviaw of a facility poliey tited, “IncidéhtAseidant Management'; dated U2201T, stated, CFar
Reidelt Bvers To-assass the resdent staties, Wallneds Nates Wil biewiitisn as mdlwt&d !

In-an intepdew sn DAIEEI0 3t S BIAN, Staff A the Executive. Disector, was asked what types of
Hiltigs reshdenis were placed on alert {Weiinma Mutes) bor. SiathA etated, ' Resident to-rogident
inciderits, new mova-ng, falls, ether furies such a9 8kin tears, new B atang, IOEM MAVES,
Heates i by, other mgmf;r awet lite, ehents.” Stalf A st agked i rasidents werg) ‘placey an alar
after 5 sllegation of shusa. Siaff A stated, *Yis & ragigent would be placed on slen fopal satens,
of abuse. " Staff A was asked inbiat ﬁtﬁftw&r& irstragied to rmustor the fesidens for st Scicusmiert fay
altegations ot abusd. Stalf A stated, “Verhal gnd viareverbal sighis avid syrptoms of disgttess, change
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This document was prepared by Residential Care Services for the Locator website.



Statement of Deficiencies License # 2141 Compliance Determination # 40253
Plan of Correction Alpine Way Retirement Apartments Completion Date
Page 3 of 8 Licensee: Cascade Living Group - Shelton, LLC 04/25/2024

in behavior.” Staff A was asked how long residents were placed on alert, and how often staff were
required to document in the resident record. Staff A stated, “A minimum of 72-hours or until resolved.
Staff are required to document every shift."

In an interview on 04/24/2024 at 11:39AM, Staff E, the facility Nurse, was asked what they would do
if a resident reported to them an allegation of abuse from staff. Staff E stated, “If resident reports
abuse, first | go to resident and see what happened. Talk to them. Make a chart note about it. Inform
the DON [Director of Nursing] and the ED [Executive Director]. We have an incident report that we fill
out. We fax the doctor and call the family. We do a head-to-toe assessment and put the resident on
alert for 72 hours.” Staff E was asked how long, and often the alert charting would be completed.
Staff D stated, “It is @ minimum of 72-hours, and it is charted on every shift.”

Review of R1's Face Sheet shawed that R1 was admitted to the facility on “/2024.

Review of an Incident/Accident Report for R1, dated 04/23/2024 at 7:00AM, stated, "Resident
reported to AM caregiver that, That guy was pulling and ripping on my underwear, so | kicked at
him, and he started hitting me.' Resident reported to AM caregiver that he wanted a shower but | am
waorried that guy will come back.™

Review of the “Alleged Abuse Investigation Summary” for R1 for the incident on 04/23/2024, stated,
"After the 2 staff went into the room to change [R1] who had been incontinent. Everything was fine
while they removed [their] bedding and pants. When they started removing [R1's] brief, [R1] started
kicking. [R1] was soaked with urine so one [caregiver] held onto [R1's] legs while the other removed
the soiled brief. When they tried to place a dry one, [R1] punched one staff in the shoulder, at which
point a staff held [R1°s] arms only long enough to secure the brief and they left the room." Under the
section titled, “Summarize interviews, investigation, and preventative measures’” it stated, "Nightshift
aide called, placed on suspension, and interview appointment set up. Nightshift aide came in for
interview, entire event was witnessed by a second aide (Caregiver). Wrote a statement. Interview
scheduled with second aide "

Review of an undated witness statement for Staff C, a Caregiver, it stated, "Apnl 23 about 0430.
While trying to change [R1] me and [Staff D, another Caregiver] told [R1] [they] were wet, and we
needed to change [them)]. [Staff D] grabbed [R1's] supplies while | removed [their] pants. There were
no issues while taking off [R1's] pants. When [R1's] brief on once side was torn, [R1] became
aggressive and tried to kick me. [Staff D] came over to start putting the new brief on, while |

controlled [R1's] legs. | moved closer towards [R1's] upper body so [Staff D] could get [R1's] brief on.

When | moved up, [R1] attempted to punch me. | grabbed [R1's] arm by his wrist and held it above
[their] head and grabbed [their] other arm as well. [R1] squeezed [their] legs together to prevent
[Staff D] from getting [their] brief all the way on. After a minute or so, [R1] calmed down. [R1] asked
me to get off [them)]. | replied, ‘| will let you go if you do not try to hit me.' [R1] never answered that.
[R1] just asked me to get off [them)]. | slowly moved back and let go of both [of R1's] wrists.”
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Statement of Deficiencies License # 2141 Compliance Determination # 40253

Plan of Correction Alpine Way Retirement Apartments Completion Date
Page 5 of 8 Licensee: Cascade Living Group - Shelton, LLC 04/25/2024
RCW:

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to ensure staff did not restrain a resident for
1 of 1 resident (Resident 1, [R1]) reviewed. This failure resulted in R1 experiencing fear and distress
due to being restrained, and placed the resident at risk for injury, and decreased quality of life.

Findings included...

WAC 388-78A-2020 Definitions. "Abuse’ means the willful action or inaction that inflicts injury,
unreasonable confinement, intimidation, or punishment on a vulnerable adult. In instances of abuse
of a vulnerable adult who is unable to express or demonstrate physical harm, pain, or mental
anguish, the abuse is presumed to cause physical harm, pain, or mental anguish. Abuse includes
sexual abuse, mental abuse, physical abuse, and personal exploitation of a vulnerable adult, and
improper use of restraint against a vulnerable adult, which have the following meanings... ‘Restraint’
means any method or device used to prevent or limit free body movement..."

RCW 70.129.120 Restraints-Physical or chemical. “The resident has the right to be free from
physical restraint or chemical restraint. This section does not require or prohibit facility staff from
reviewing the judgment of the resident's physician in prescribing psychopharmacologic medications.

n

Review of a facility policy titled, "Abuse & Neglect", last reviewed on 09/2017, stated, “ABUSE is the
willful action or inaction that inflicts injury, unreasonable confinement, intimidation, or punishment on
a resident. In instances of abuse of a resident who is unable to express or demonstrate physical
harm, pain or mental anguish, the abuse is presumed to cause physical harm, pain, or mental
anguish. Abuse includes sexual abuse, mental abuse, physical abuse, and exploitation of a resident,
which has the following meanings... PHYSICAL ABUSE is the willful act of inflicting bodily injury or
physical mistreatment. This includes but is not limited to striking with or without an object, slapping,
pinching, choking, kicking, shoving, prodding, or the use of chemical restraints or physical restraints
unless the restraints are consistent with licensing requirements.”

Review of R1's Face Sheet showed that R1 was admitted to the facility on "/2024.

Review of R1's Negotiated Service Agreement, which was signed by a facility representative on
03/28/2024, and R1's representative on 04/05/2024, showed under the "Cognitive/Behavioral
Support/Mental Health” section, “Resident can make decisions about needs, preferences, and
routine but requires assistance with formal decision making... Resident has episodes of resisting
ADL’s [Activities of Daily Living], asking resident questions, crowded areas. Redirect, distract, or
validate using the following interventions: 2 Staff assist with all care, offer snacks, offer to call
[family] to talk to [them]
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