STATE OF WASHINGTON

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

Santé Shoreline ALF Op Co LLC

Laurel Cove Community
17201 15th Ave NE
Shoreline, WA 98155

RE: Laurel Cove Community License # 2389
Dear Administrator:

This letter addresses Compliance Determination(s) 45153 (Completion Date 08/05/2024) and
40587 (Completion Date 06/13/2024).

The Department completed a follow-up inspection of your Assisted Living Facility on 08/05/2024
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-2660-1, WAC 388-78A-2660-4, WAC 388-78A-2100-2-a, WAC 388-78A-2100-2-
b-ii, WAC 388-78A-2140-1-a-iii, WAC 388-78A-2140-5

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.

Jamie Singer, Field Manager

Region 2, Unit J
Residential Care Services

Sincerely,
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Residential Care Services
Investigation Summary Report

Provider/Facility: Laurel Cove Community Provider Type: Assisted Living Facility
License/Cert.#: 2389

Compliance Determination #: 40587 Intake ID: 128134

Investigator: Michelle Mcglon Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 04/30/2024 through 06/13/2024

Complainant Contact Date(s):

Allegation(s):
1. Named Resident 1 (NR1) was found in Named Resident (NR2) ‘s bed with them, indecently
exposed.

Investigation Methods:

Sample: Total residents: 65
Resident sample size: 4
Closed records sample size: 1

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

Interviews: Identified resident
Nursing staff
Residents

Record Reviews: Incident investigation

State reporting log
Resident Records

Investigation Summary:

1. In an interview, NR1 nor NR2 recalled the events surrounding the incident. The ALF
completed an investigation. NR1 and NR2's family representatives reported not being notified
by the ALF staff about the incident. Record review showed the ALF failed to assess and care

plan for NR1's sexual behaviors placing the resident and other memory care residents at risk for

sexual assault. Failed practice identified. See Statement of Deficiency dated 06/13/2024.

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

(] NA
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Residential Care Services
Investigation Summary Report

Provider/Facility: Laurel Cove Community Provider Type: Assisted Living Facility
License/Cert.#: 2389

Compliance Determination #: 40587 Intake ID: 126614

Investigator: Michelle Mcglon Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 04/30/2024 through 06/13/2024

Complainant Contact Date(s):

Allegation(s):

1. The Named Resident (NR) was startled by staff, slipped and fell back, resulting in injuries .

Investigation Methods:

Sample: Total residents: 65
Resident sample size: 4
Closed records sample size: 1

Observations: Residents
Resident to resident interactions
Staff to resident interactions

Interviews: Nursing staff
Family members
Social services staff

Record Reviews: State reporting log
Incident investigation
Resident Records

Investigation Summary:

1. Interview and record review showed the NR had no initial injuries. Later in the same morning
the NR began to experience pain, the ALF called 911 and the resident was transported to the

emergency department. The NR was hospitalized for fractures. The ALF discharged the NR,

while hospitalized, due to the physical aggression on the memory care unit. The ALF failed to
ensure a written discharge notice was given to the resident or resident representative explaining
the reason for discharge and the location where the resident would move. This caused the NR
to be displaced and remain in the hospital for additional days due to being discharged from the

ALF. Failed practice identified. See Statement of Deficiency dated 06/13/2024.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written

[1] Failed Provider Practice Not Identified / No Citation Written
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N/A

This document was prepared by Residential Care Services for the Locator website.



06.18,2024 08:37:52 State of Hashington

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

Statement of Deficiencles License # 238¢ " "Compliance Delérmination # 40587
Plan of Gorraction Laurel Cove Community Complation Date
Page 1 of 8 Licensee: Santé Shoreline ALF Op Co LLG 06/13/2024

You are required to be in compliance at all times with all licensing laws and regutations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
oh 04/30/2024, 04/30/2024, 05/16/2024 and 05/16/2024 of.

Laurel Cove Community
17201 15th Ave NE
Shoreling, WA 98155

This document referenoes the following complaint number(s): 128134, 127688, 1274683,
126701, 125587, 126614

The following sample was selected for review during the unannounced on-site visit: 4 of 65
current residents and 1 former residents.

The department staff that investigated the Assisted Living Facility:

Michelle Meglon, Nursing Consultant Institutional

From:

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

20311 582nd Ave W, Suite 100

Lynnwoaod, WA 98036

As aresult 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 deficlencies in the enclosed report.

W

. -
(W S e S EAELREA G 8/20e4
y"? Rasidential Care Services {"J Date

4
I understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all timas,

LAY/
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06,18,2029 08:37:52 State of Washington

Statement of Deficlencles License #; 2389 Compliance Determination # 40587
Flan of Correction Laurel Cove Cammunity Completion Date
Page 2 of 8 Licensee: Santé Shoreline ALF Op Co LLC 06/183/2024
Administrator (or Representative) Date
L~2S ) 2~
s S

WAC 388-78A-2660 Resident rights, The assisted living facility must:
(1) Comply with chapter 70,128 RCW, Long-term care resident rights;

- (4) Promote and protect the residents' exercise of all rights granted under chapter 70,128 RCW,

This requirement was not met as evidenced by:

Based on Interview and recard review, the Assisted Living Facility (ALF) violated 1 of 1 resident's
(Residant 3) rights when they discharged him without documented cause or a written notice. This
failure caused Resident 3 to be unable to return ta his home, remain hospltalized for an extended
period of time, and violated his rights,

Findings included...

NOTE: Revised Code of Washington 70.129.110 - Disclosure, transfer, and discharge requirements.
(3) Before a long-term care facility transfers or discharges a resident, the facility must: (a) First
attempt through reasonable accommodations to avoid the transfer or discharge, unless agreed to by
the resident; (b) Notify the resident and resident representative of the transfer or discharge and the
reasons for the move in writing and In a language and manner they understand; (c) Record the
reasons in the resident's record; and (d) Include in the notice the items deseribed in subsection (5) of
this section. (4)(a) Except when specified in this subsaction, the notice of transfer or discharge
required under subsection (3) of this section must be made by the facility at least thirty days before
the resldent is transferred or discharged, (b) Notice may be made as soon as practicable before
transfer or discharge when; (i) The safety of individuals in the facility would be endangered; (li) The
health of individuals In the facility would be endangered; (ilf) An immedlate transfer or discharge Is
required by the resident's urgent medical needs; or (iv) A resident has not resided in the facility for
thirty days. (6) The written notice specified in subsection (3) of this section must include the
following: (a) The reason for transfer or discharge; (b) The effective date of transfer or discharge; (c)
The location ta which the resident is transferred or discharged; (d) The name, address, and
telephone number of the state long-term care ormbuds.

Record review of an undated Face Sheet, showed the ALF admitted Resident 3 on 2024 with
multiple medical diagnoeses including
m. Review of an Assessment, dated 03/01/2024, showed Resident 3 had

ehaviors that placed himself or others at risk but did not list what behaviors they ware. Review of an
Individual Service Cars Plan (equivalent to Negotiated Service Agreement ((NSA)), undated,
showed no listed behavioral disturbances that required interventions or would be a risk to himself or
other residents. The

9/12
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To: 2069716791 From: 12063640059 6/25/2024 12:11:20 EM p. 8 of 14

b6, 18.7024 08:37:52 Stata of Washtington 6712
Statement of Defigiencles License # 2389 . Compliance Determination # 40587
Plan of Corraction Laurel Cove Community Completion Date
Page d of 8 Licansee: Santé Shoreline ALF Op Go LLG ) 06/1372024

Assassment and NSA showed Resldent 3 was independant or minimum assist with all activities of
daily living.

Record review of an Incident Report and Investigation, daled 2024, showed that Resident 3

had a fall, resulting in increased pain later inthe day. The ALF staff callad 911 and Resident 3 was
transported o the emergancy dapartment, Rasident 3 was admilled to the hospital and diagnosed
with _

In an intarview, on 06/23/2024 at 1:41 PN, Collateral Contac 1 - Hospital Secial Warker)
stated that Resldent 3 was sohaduled to relurn to the ALF on 2024 and was at baséline
functioning and care level. CC1 stated she had not spoken to anyone at the ALF and thal no one
from the ALF came to assess Regi 3 for discharge, CC1 stated Residant 3's Family
Representative informed her, on 024, that the ALF would not allow the resident to return and
the family would need to find placement. CC1 reporied that the ALF did not send a discharge notice
to Resident 3 while in the hasplial, CC1 stated that bacause the ALF would not let him retum, he
remained madically stable in the hospital for an additional five days. CC1 stated Resident 3 was not
experiencing behavior issues and was easily re-directable at the time of bis hospital discharge. CC1
stated Resident 3 was hot aggressive and was safe to return o the ALF.

In an interview, on 05/21/2024 at 10:30 AM, Collateral Contact 2 (CC2- Resident 3's Family
Representative) stated that tha ALF told the family on 04/16/2024 that Residant 3 could return, CC2
stated that she was notified by the ALF, on [JJJ#2024, that Resident 3 could not retum because he
was aggressive without one-to-one care. CC2 staied that Resident 3 lived at the ALF for less than a
month and they had not been notifled about aggressive behaviors bafore his hospifalization, CG2
stated that she had not receivad a writteh discharge/transfer notice that Resident 3 could hot retuin.

Review of Resident 3's ALF records showed ne deccumentation, pragress notes, incideot reports,
care plans, etc,, that showed combative or aggressive behaviars, Review of Resident 3's Bedside
Indlividual Care Service Plan (& condensed varsion equivalent to the Negotiated Service Agreerment-
NSA), dated from 03/21/2024, showed ne documentation of any behavior Issues that would place
himseif or other residents at risk or require one on one care. There was no other docurnentation, that
showad the safety of the individuals in the ALF wers at risk, The records showed the ALF made no
attarnpts to reasonably accommodate, if Resident 8 was having combative and aggressive
bahaviors, to avold disecharge such as communication with physician, behavioral health, ar other
non-pharmaceutical re-direction, There was no discharge/transtar letler far Rosident 3, detalling the
reasaon for the ALF not allowing Resident 3 lo return in his records,

In an Interview, on 06/22/2024 at 10:50 AM, Staff B (Director of Nurses) stated that Resident 3 could
not return to facility because he was combative and aggrassaive towards other residents, Staff B
confirmed she had not re-assessed or visitec! Resident 3 at tha hospital. When asked if there wasz
any documentation regarding Resldent 3's behaviors. Staff B referced only to the Bedside
Indlividualized Service Plan which did not have any Information or detalls showing Resident 3 had
behavior issuas. Staff B stated a discharge notice had not been issuad to Resident 3 or their
representative.
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To: 2069716791 From: 12063640059 6/25/2024 12:11:20 EM p. 9 of 14

6.18.2024 @8:37:52 State of Mashington
Staterment of Deficlencies License #. 2589 Compllance Determination # 40587
Plan of Corraetion Lauret Cove Communhily Completion Date
Page 4 of § Licansas: Santé Shoreline ALF Op Co LLC 061872024

In an interview, an 05/22/2024 at 2:36 PM, Staff D (Business QOffice Manager) stated that Resident 3
did not hava digcharge notice in their file.

" Plan/Attestation Statement
| heraby certify that | have reviewed this report and have taken or wiil take active
maasures to correct this deficiency. By taking this actlon, Laurel Cove Gommunity s or
will be in compliance with this law and / or regulation on (Date) FHz ﬂ)”-fﬂ .

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

Date

WAQG 388-78A-2100 Dngoing assessments,
(2) Theassistad living facility must:

(a) Complete a.full assessment addressing the elements set forth in WAC 888-78A-2080 for each
resident at least annually;

(by Complete an assessment specifically focused on a resident's identified problems and relatac
issues: :

(i) When the resident's negotiated service agreement no longer addresses the regident's current
needs and preferances;

This requiremant was not met as evidenced by:

Basaed on Interview and record reyiew, the Assisted Living

Facility {ALF) falled to complete an Assessment that identified behavior lasues,

when a sampled resident (Resident 1) exhibited inappropriate sexual behaviors

towards other rasidents, This failure placed Resident 1 at risk of not recalving care spacific to
behavioral needs and placed 7 of 7 male rasidents at risk of sexual assault.

Firelings included. .,

Note:

Washington Administrative Code 388-78A-2090 Full assessment topics, (6)
Significant known behaviers or symptoms of the individual causing concern or
requiring special care, including: (a) History of substance ahuse; (b) Mistory

of harming self, others, or propady; or (c) Qther conditions that may require

12
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06.18.2024 98:37:52 State of Washington
Statement of Deficlencies License #. 2389 Compliance Determinatidn # 40587
Plan of Corractlon Laurgl Cove Gommunity Completion Date
Page 5 of 8 Llcensee: Sante Shoreline ALF Op Co LLC 06/13/2024

behavioral Intervention strategies.

Record review of an Event Report,

dated 06/02/2024, showed Resident 1 was found by the ALF staff indecently exposed
in bed with another resident, The Event Report showed that the staff reported
Resident 1 had a pattern of continued inappropriate sexual behaviors with a

history of making sexual advances toward other male residents in the Memory Care
Unit (MCU). Resident 1's Individualize Care Service Plan (equivalent to a

Negotiated Service Agreement), undated, did not show documentation or
interventions for Resident 1's inappropriate sexual behaviors.

Record review of an undated Face Shest, showed the ALF
admitted Resident 1 to the MCU on 2023 with multiple medical diagnoses

Record review of an Assessment under
ehavior Intervention Record, dated 04/23/2024, showed Resident 1 had two

episodes of wandering into other resident’s roams. The Assassment showad Resldent

1 required monitoring for aggressive or abusive behavior towards other

residents or self, Individual '

Care Service Plan, undated, showed no listed behavioral disturbances that

required interventions or would be a risk to Resident 1 or other residents.

Record review of an Event Report, dated 05/02/2024, .

showed Resident 1 was found on 04/22/2024, by the ALF staff indecently exposed,
undressed from the waist up, in bed with Resident 2. The Event Report showed
that the staff reported to ALF management that Resident 1 had continued to
exhibit inappropriate sexual behaviors and made sexual advances towards other
male residents in the MCU,

In an interview, on

056/21/2024 at 9:54 AM, Collateral Contact 3 (CC3 — Resldent 1's Family
Representative) stated that he had not been notified by the ALF that Resident 1
was found in Resident 2's bed indecently exposed on 04/22/2024, However, CC3
stated that this was not the first time Resident 1 had exhibited sexual behaviors
toward other male residents in the unit. CC3 stated the ALF had ensured him
that interventions were in place to prevent Resident 1's sexual behaviors from
happening, however it continues to be a problem.

Record review showed the

Assessment did not identify problem behaviors. Review of the NSA showed it no
longer addressed the resident's current needs regarding sexual behaviors
therefore requiring a new assessment.

812
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06,18.2024 08:37:52 State of Washington 9/12

Statement of Deficlencies License #: 2389 Compliance Determination # 40587
Plan of Correction Laurel Cove Cammunity Comptetion Date
Page 6 of 8 Licensee: Santé Shoreline ALF Op Co LLC 06/13/2024

In an interview, 06/07/2024

at 11:31 AM, Staff A

(Executive Director) stated that it was previously reported that Resident 1 had
madea sexual advances towards other rasidents. Staff A confirmed Resident 1's
Assessment was not updated to reflect identified behaviors,

This deficiency was prewously glted on
02/01/2023.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will ake active
measures to corract this deficiency. By taking this action, Laurel Cove Community is or
will be in compliance with this law and / or regulation on (Date) ’?—l ]

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

s S .. bl zery

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:

(1) The care and services necessary to meet the resident's needs, including:

(&) The plan to monitor the resident and address interventions for current risks to the resident's
health and safety that were identified in one or more of the following:

(ifi) On-going assessments of the resident;

(8) Appropriate behavioral Interventions, if needed;

This requirement was not met as evidenced by:

Based on interview and record review, the Assisted Living Facllity (ALF) falled to ensure the
Negotlated Service Agreement included a plan to monitor and address interventions for identifled
behavior Issues, when a sampled resident (Resident 1) exhibited inappropriate sexual behaviors
towards Resident 2. This fallure placed Resident 1 at risk of not receiving
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* 06.18,2624 08:37:52 State of Washington 10/12

Statement of Deficlencles License #, 2389 Compliance Determination # 40587
Plan of Correction Laurel Cove Community Campletion Date
Page 7 of 8 Licensee; Santgé Shoreline ALF Op Co LLC 06/18/12024

care specific to behavioral neads and placed 7 of 7 male residents at risk of sexual abuse.
Findings Included...

Record review of an undated Face Sheet, showed the ALF admitled Resident 1 to the MCU on
2023 with multiple medical dlagnoses Including

Record review of an Event Report, dated 05/02/2024, showed Resident 1 was found on 04/23/2024,
by the ALF staff indecently exposed, undressed from the waist up, in bed with Rasident 2. The Event
Report showed that the staff reportad to ALF management that Resident 1 had continued to exhibit
inappropriate sexual behaviors and made sexual advances towards other male residents in the
MCU.

In an interview, on 056/21/2024 at 9:54 AM, Collateral Contact 3 (CC3 ~ Resident 1's Family
Representative) stated that he had not been notified by the ALF that Resident 1 was found in
Resicent 2's bed indecently exposed on 04/22/2024. However, CC3 stated that this was not the first
time Resident 1 had exhibited sexual behaviors toward other male residents on the unit. CC3 stated
the ALF had ensured him that interventions were in place to prevent Resident 1's sexual behaviors
from happening, however it continues ta be a problem.

In an interview, 06/07/2024 at 11:31 AM, Staff A (Executive Director) stated that it was previously
reported that Resident 1 had made sexual advances towards other resldents.

Resident 1's Individualize Service Care Plan (equivalent to a Negotiated Service Agreement),
undated, did not include any information regarding Resident 1's pattern of inappropriate sexual
behaviors. The Care plan did not includeé how to monitor, address or interventions related to
inappropriate sexual behaviors.

This deficiency was previously cited on 02/01/2023.

Plan/Attestation Statement ,
| hereby certify that | have reviewed this report and have taken or'will take active
measures to corract this deficiency. By taking this action, Laurel Cove Comipunity is or
will be in compllance with this law and / or regulation on (Date) "3~ 2~ ‘A™2

In addition, | will implement a system fo monitor and ensure continued compliance with
this requirement.
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06,18.2029 @8:37:52

State of Washington

Statement of Deficlencies
Plan of Corraction

License #: 2389
Laurel Cove Community

Compliance Determination # 40587
Completlon Date

Page 8 of § Licensee; Sante Shorellne ALF Op Co LLC 06/1312024

Jndd 3 S

Admiistrator (or Represantative)

625 ]ro2Y
Date

1712
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