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During the entrance conference with Staff A, Manager, on 09/18/2023 at 10:20 AM, they stated that
the ALF closed for repairs in November 2022 and all residents in the home were moved to an
affiliated facility. Staff A stated that the ALF had reopened after construction was completed, and
moved residents back into the facility on 07/01/2023. 

On 09/18/2023 at 11:19 AM during the environmental tour with Staff A, the flooring that was replaced
was observed in the kitchen, dining room, and TV room. In the kitchen, a third sink and wood cabinet
panel where the dishwasher had been observed. 

On 09/18/2023 at 11:30 AM, the area where the jacuzzi tub had been and the new remodeled
shower was observed. The left rear corner of the shower floor appeared a light rusty brown color on
the gray tile work, appearing as if water had pooled there. Staff A stated that they would ensure the
shower was deep cleaned. 

On 09/19/2023 at 10:58 AM, Staff F, Administrator/Owner, stated that for months prior to November
2022 the ALF had developed a strong foul odor throughout the home. The maintenance person had
used drain cleaner several times and thought it was something in the plumbing lines. A contractor
was called to inspect under the home and found water in the Heating Ventilation And Cooling
(HVAC) duct work under the house. It was discovered that the dishwasher had been leaking under
the house. Additional leaks were found so the Staff F decided to move the residents out and make
the numerous repairs in November 2022. 

On 09/19/2019 at 11:15 AM, Staff F stated that the repair work involved replacement of the sub-
flooring underneath all areas where the flooring had been replaced. Staff F stated that main HVAC
unit was falling through the floor due to leaks under the laundry room and had to be replaced. 

On 09/19/2023 at 11:20 AM, Staff F stated that upon further inspection under the house in March
2023, additional leakage and damage was found under the common shower room. The jacuzzi tub
was removed due to leaks as well, the shower subflooring was replaced, and the shower was
modified to create more room.  The flooring in the apartment adjacent to the shower room was also
affected. Staff F stated that the HVAC work and bathroom work was done by contractors, but that all
other repairs and modifications had been done by family and maintenance staff from the facility, so
there was no documentation of the work done. 

On 09/19/2023 at 11: 30 AM, Staff F stated that they had not notified CRS of the repairs and
modification that had been done at the ALF. Staff F stated that they did not initially know the extent
of the work that was going to be done, and that they thought since it was just maintenance and
repair work, CRS notification was not required. 

In an interview on 09/20/2021 at 10:02 AM with a Collateral Contact (CC1), the CRS Program
Manager, they stated that due to the sub-flooring being a physical structure of the ALF, the work
done required notification to and review by CRS. Additionally, the
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WAC 388-78A-2320 Intermittent nursing services systems.

(2) The assisted living facility providing nursing services, either directly or indirectly, must ensure that
the nursing services systems include:

(d) Development of, and necessary amendments to, the nursing component of the negotiated
service agreement for each resident;

This requirement was not met as evidenced by:

Based on observation, interview and record review, the Assisted Living Facility (ALF) failed to
develop the nursing components of the Negotiated Service Agreement (NSA) for 4 of 4 residents
(Residents 1, 2, 3, 4) who received intermittent nursing services at the ALF. This failure placed
residents at risk of their needs not being met due to care staff not being informed of the residents’
diagnoses and care concerns.  

Findings included…

In the entrance conference on 09/18/2023 at 10:20 AM with Staff A, Manager, they stated that the
ALF provided nursing services to residents.

On 09/20/2023 at 11:12 AM, Staff B, Medication Technician, stated that they would go to a resident’s
care plan/NSA to get information on how to care for a resident. 

Resident 1

On 09/18/2023 at 2:30 PM, Resident 1 stated that the staff helped them with their daily care needs,
checked their blood sugars, and administered their insulin (an injected medication to regulate blood
sugars).

Review of a doctor’s visit summary for Resident 1 dated 09/04/2023 showed that the resident had
diagnoses which included 

 and 
The summary also showed that Resident 1 required blood sugar testing, was on insulin, a blood
thinner medication (to prevent blood clots which increases the risk for bleeding and bruising) and an
anti-seizure medication. 

Resident 1’s 07/07/2023 facility nurse assessment showed that the resident had a history of
seizures, was diabetic, and required oral medication administration as well as staff assistance for
blood sugar tests and insulin injections. 

Resident 1’s 07/01/2023 NSA identified that the resident had the above listed diagnoses
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and showed that they required nurse delegation for their insulin and blood sugar testing. The NSA
did not direct staff on where their injection and blood sugar testing supplies were obtained from, nor
did it identify the roles and responsibilities for obtaining supplies. The NSA did not show what
seizure activity Resident 1 experienced or what to do if they had a seizure. Additionally, Resident 1’s
NSA did not provide direction for staff on what to watch for regarding the resident’s risk for blood
clots and blood thinner medication. Resident 1’s NSA did not provide information for staff on the
signs and symptoms, what to watch for when to notify the nurse or doctor, or the special care needs
for the resident with significant diagnoses.

Resident 2

In an interview on 09/19/2023 at 10:09 AM, Resident 2 stated that the staff assisted them with their
daily care needs which included their medication, oxygen use, and application of a cream on their
skin. The resident was observed lying in bed, their oxygen machine was turned on and the tubing
was in place under their nose.  Their feet, ankles and right upper arm had a scaly red rash covering
the skin. 

On 09/19/2023 at 3:05 PM, Staff B stated that they applied medicated cream to Resident 2’s feet
and arms. 

Review of Resident 2’s 08/09/2023 nursing assessment showed that the resident required two liters
oxygen continuously and had psoriasis (a condition in which skin cells build up and form a scaly
itchy dry rash in patches on the skin) to their feet. 

Resident 2’s 09/09/2023 NSA showed that the resident had diagnoses which included  and

 The NSA showed that Resident 2 required nurse delegation for blood sugar testing and
used oxygen continuously. 

The NSA did not address Resident 2’s skin condition, who applied the cream, or what to watch for
and when to notify the nurse. The NSA did not direct staff on where their oxygen and blood sugar
testing supplies was obtained from, nor did it identify the roles and responsibilities for managing and
obtaining supplies. Additionally, the NSA did not provide direction for the staff regarding the
resident’s signs and symptoms of their diabetes and COPD and when to notify the nurse or doctor. 

Resident 3

On 09/20/2023 at 1:00 PM, Resident 3 was observed lying in bed on a medical air mattress. Their
right hand was contracted (the fingers were pulled into the palm and rigid). There was an oxygen
concentrator machine present in the room but not in use. Resident 3 stated that the staff helped
them with all of their daily care and medication, and that they preferred to stay in bed most of the
time. 
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On 09/20/2023 at 1:08 PM, Staff B was observed administering medication mixed in yogurt on a
spoon into Resident 3’s mouth. Staff B told the resident it was their pain medication. 

Review of 07/27/2023 physician's orders in Resident 3’s record showed that the resident had
diagnoses which included 

 and 
 The orders

showed Resident 3 was on Warfarin (a blood thinner medication that required frequent blood testing
to monitor levels) and three pain medications. 

Resident 3’s 07/01/2023 facility nursing assessment showed that the resident had paralysis and left
side weakness and was bed bound. 

Resident 3’s 07/01/2023 NSA showed that they had diagnoses of  and 
 The NSA showed that Resident 3 required medication administration, used oxygen at night

and as needed, and needed routine blood draws to monitor their Warfarin levels. 

Resident 3’s NSA did not show direction for the staff on the signs and symptoms to watch for
regarding their diagnoses and when to notify the nurse or doctor. The NSA did not direct staff on
where their oxygen supplies were obtained from, nor did it identify the roles and responsibilities for
managing and obtaining supplies. Additionally, Resident 1’s NSA did not provide direction for staff
on what to watch for regarding the resident’s risk for blood clots and blood thinner medication.

Resident 4

On 09/19/2023 at 3:27 PM, Resident 4 stated that they took care of their daily care needs
themselves and could perform their blood sugar testing, but that they needed staff to administer their
insulin injections. 

Review of Resident 4’s 08/26/2023 physician visit summary showed that the resident had diagnoses
which included . The summary showed that Resident 4 required blood sugar testing four
times daily and was on two different insulin injections.

Resident 4’s 07/01/2023 facility nurse assessment showed that the resident was diabetic and
required assistance with blood sugar tests and insulin injection.

Resident 4’s 08/01/2023 NSA showed that the resident had diabetes and required nurse
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Resident 1’s /2023 nursing assessment showed that the resident had a history of seizures
(uncontrollable jerking movements). The resident was assessed due to being sent to the hospital. 

Review of a /2023 progress note in Resident 1’s record showed, “Resident still in the hospital.”
There was not any note prior to that date to show that the resident had been sent to the hospital, or
for why they were sent. A /2023 progress note showed that Resident 1 had returned from the
hospital. The note did not show what the outcome was of the hospital visit. There were no
subsequent notes in the residents record to show that they had been monitored upon returning from
the hospital on /2023.

Resident 1’s record included a hospital discharge summary dated /2023. The summary
showed that Resident 1 had been admitted on /2023 for complaints of stomach pain and
confusion. The resident was diagnosed with  and 

 Upon discharge, changes were made to their
seizure and blood thinner medications. 

Resident 1’s record did not show that they were monitored upon return from the hospital, for
seizures, UTI, or the medication changes. 

A /2023 progress note in Resident 1’s record showed that the resident was sent to the hospital
due to uncontrollable jerking movements.  A note on /2023 showed that Resident 1 was still in
the hospital, and that the staff were told that the resident needed a pacemaker (a surgically
implanted device that regulates the heart rate) and had a seizure. The next note in Resident 1’s
record on 07/18/2023 showed that the staff gave the resident two units of their medication to
regulate blood sugars. There was no documentation in Resident 1’s record of when they returned
from the hospital, what the diagnosis or outcome was, or that they had been monitored upon return.
There was no documentation if the resident had received a pacemaker or not.  

A 07/27/2023 doctor’s visit summary note in Resident 1’s record showed that the resident had been
in the hospital from - /2023 for confusion and UTI. The note showed that the resident had
a seizure disorder and a diagnosis of 

 and that they had medications changed for those conditions. 

Resident 1’s record did not show that they were monitored for return from the hospital, their UTI, or
the medication changes.

On 09/18/2023 at 3:18 PM, Staff A, Manager, stated that they had only been working as the
manager at the ALF for a few weeks. Staff A stated that they did not think Resident 1 had seizures. 
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