STATE OF WASHINGTON

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

Highland Court Operating Company LLC
Highland Court Memory Care

1704 Melody Ln

Port Angeles, WA 98362

RE: Highland Court Memory Care License # 2378
Dear Administrator:

This letter addresses Compliance Determination(s) 35463 (Completion Date 01/17/2024) and
32264 (Completion Date 11/07/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 01/17/2024
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-2703

The Department staff who did the on-site verification:
Phan Pham, Nurse Surveyor

If you have any questions, please contact me at (253)254-3190.
Sincerely,

Co;,, Ceanersa

Cory Cisneros, Field Manager

Region 3, Unit E
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Highland Court Memory Provider Type: Assisted Living Facility
Care
License/Cert.#: 2378 Intake ID: 103295

Compliance Determination #: 32264 Region/Unit #: RCS Region 3 / Unit E
Investigator: Phan Pham
Investigation Date(s): 11/06/2023 through 11/07/2023

Complainant Contact Date(s):

Allegation(s):
Quality of care - Named resident was found on the floor with an injury to her head.

Investigation Methods:

Sample: Total residents: 33
Resident sample size: 2
Closed records sample size: 1

Observations: Named resident, residents, environment, staff interactions with
residents, staff members providing care and services, infection
control practice, and safety measures.

Interviews: Named resident, residents, and interdisciplinary team members.

Record Reviews: Sampled residents and incident reports.

Investigation Summary:

An investigation was conducted, and allegation identified in the intake related to fall with injury,
and quality of care and services were reviewed. The facility failed to ensure a staff member
locked the wheels on the resident’s wheelchair during a transfer to prevent avoidable injuries.
Additional residents reviewed for care, services and safety had no concerns.

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

[1 N/A
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WAL 388-78A-2703 Safety of the built environment. The assisted living facility must provide a
safe environment and promote the safety of each resident whenever the resident is on the
premises or under the supervision of staff persons censistent with the resident’s negotisted
service agreement, and must maintain the premises and equipment used in resident care so
as to be free of hazards, including:
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