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Residential Care Services
Investigation Summary Report

Provider/Facility: Rose Pointe Assisted Living Provider Type: Assisted Living Facility

Licensg/Cert.#: 2452 . Intake ID: 204271

Compliance Determination #: 69505 Region/Unit #: RCS Region 1/ Unit B
Investigator: Carla Rose

Investigation Date(s): 12/01/2025 through 12/10/2025

Complainant Contact Date(s):

Allegation(s):
Narcotic patch not removed when new patch applied.

Investigation Methods:

Sample: Total residents: 89
Resident sample size: 18
Closed records sample size: 0

Observations: Alleged victim (AV)
Sampled residents
Medication cart

Interviews: Residents
Medication technicians
Nurse manager

Record Reviews: Medication administration records
Investigations
Medications policies
Delegation records
Progress notes

Investigation Summary:

A narcotic patch was left on the alleged victim (AV) when it should have been removed when
the new patch was applied. The nurse manager was unaware of the process to safely remove,
dispose of, and apply new patch. Nurse manager said they were not responsible for training
staff on the proper procedure and that it was the responsibility of the nurse delegator. The order
for patch stated that the old patch must be removed when the new patch was applied. A
medication technician discovered that the previous medication technician had not removed the
old patch when they applied the new patch. The nurse manager did not put interventions in
place, investigate, or document the medication error. Failed practice identified under WAC 388-
78A-2210 (1)(b)(2)(b) for Medication Services.

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

N/A
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
8517 E Trent Ave, Ste 102, Spokane Valley, WA 99212

Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Pagel of19 Licensee: RP Operations, LLC 12/10/2025

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 the unannounced on-site full inspection and
complaint investigation on 12/01/2025, 12/02/2025, 12/03/2025, 12/04/2025 and 12/09/2025 of:

Rose Pointe Assisted Living
13013 E Mission Ave
Spokane Valley, WA 99216

This document references the following complaint numbers: 202375, 201020, 204271.

The following sample was selected for review during the unannounced on-site visit: 18 of 89
current residents and O former residents.

The department staff that inspected the Assisted Living Facility:

Brian Zbylski, ALF Licensor
Carla Rose, NCI Community Licensor
Joy Pipgras, LTC Surveyor

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 1, Unit B

8517 E Trent Ave, Ste 102

Spokane Valley, WA 99212
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Statement of Deficiencies Licenge # 2452 Compitance Determination #5308
Plan +f Correction Rose Paime Assisted Livieyg Gompiation Date
Paga2 of 19 Licawrsea: RP JGparafians, LLC 122025

As a result of the on-sie visit(s) the department fwm} that yau are natin \:;rr‘prame wth i
Hrensing laws and regulafions as stated in the oisd dafiviencies in the snciased 200

95'2%% 12/24/2025

Residential Care Services Dare

§undarstand Mat i mansain an Assisted Lying Tacity Scenge, the Taciity must B2 in
compliance wih alt the feensing laws and regidations at alf times,

/2-30-3
As msmstmtomr Regpresentative } Date

RCW 70.129.140 Quality of life - Rights.

(1) The facility must pramate care for vesiderds in a rmantey and in an environment that maintades o
enhances ¢ach resident's dignsty antd respestin full racogmition of 18 or hey individualty

WAC 388-TBA-2660 Resident rights. The assisted living facility must
(1) Compgly with chapter 70,128 ROW, Lang-tern cave rex:dent rights;

This requirement was not met as evidenced by:

Based gn chservation and indervizw, tha Taclity failed o ensurs that cars wias providad with digmty
for 7 of 18 samipled ragidents (Renidert 7,9, 14 15, 18, 17 and 1R} and failad {0 ensure that fnod
was nat sarved on disposshie dinnenvarez in 2 of 2 living areas {Maemory Care and Assisted Living}
This faliure resuited in Resident 14 feeling insulted v have to use disposabie dincervars and
Resident 8 not being atie ta use their swn bathroam.

Findnrgs dnnluded..

<Tigaity=

Chzarvation on TUE1202E at 830 AN showed 1 residents i the memoty care (Inehg area
desigriate:d or residents with srgnmam cogitive deficits that hadt an increased need fay assstance)
achivity room with no stalf present. Resident 15 wos observed sithng three feet away from the
telavision and sleeping. Chservation shawed that Reaident 16 sai direclly betund Resident 15, and
their knges wens foyching the back of Resident 15'g recliung wheaichayr, with no view of the
televigio,

LYy
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page2 of 19 Licensee: RP Operations, LLC 12/10/2025

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.

Residential 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.

Administrator (or Representative) Date

RCW 70.129.140 Quality of life -- Rights.

(1) The facility must promote care for residents in a manner and in an environment that maintains or
enhances each resident's dignity and respect in full recognition of his or her individuality.

WAC 388-78A-2660 Resident rights. The assisted living facility must:
(1) Comply with chapter 70.129 RCW, Long-term care resident rights;

This requirement was not met as evidenced by:

Based on observation and interview, the facility failed to ensure that care was provided with dignity
for 7 of 18 sampled residents (Resident 7, 9, 14, 15, 16, 17 and 18) and failed to ensure that food
was not served on disposable dinnerware in 2 of 2 living areas (Memory Care and Assisted Living).
This failure resulted in Resident 14 feeling insulted to have to use disposable dinnerware and
Resident 9 not being able to use their own bathroom.

Findings included...

<Dignity>

Observation on 12/01/2025 at 9:20 AM showed 10 residents in the memory care (living area
designated for residents with significant cognitive deficits that had an increased need for assistance)
activity room with no staff present. Resident 15 was observed sitting three feet away from the
television and sleeping. Observation showed that Resident 18 sat directly behind Resident 15, and
their knees were touching the back of Resident 15’s reclining wheelchair, with no view of the
television.
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 3 of 19 Licensee: RP Operations, LLC 12/10/2025

Observation on 12/01/2025 at 12:08 PM, during the memory care unit’s lunch service, showed that
Resident 15 had scrambled eggs on their clothing.

Review of the facility menu showed eggs were served for breakfast on 12/01/2025.

Observation on 12/03/2025 at 11:50 PM, showed Resident 7, Resident 15 and Resident 16 were
served lunch. Resident 15 was observed to eat mashed potatoes and gravy using their

fingers. Observation showed Residents 7 and Resident 16 did not start eating and were not assisted
or cued by staff to eat.

In an interview on 12/04/2025 at 12:40 PM, Resident 9 stated that they had put in multiple requests
for a new roommate because their roommate urinated on the floor in the bathroom daily. Resident 9
further stated that they frequently had to use the bathroom in the lobby to avoid stepping into the
urine.

Observation on 12/04/2025 at 1:05 PM, showed a large puddle on the floor at the base of the toilet in
Resident 9's bathroom. The room had an odor of urine.

<Dinnerware>

Observation on 12/01/2025 at 11:45 AM, showed the memory care dining room was set up with
disposable dinnerware.

In an interview on 12/01/2025 at 11:47 AM, Staff N, Server, stated they did not have enough time to
set up traditional dinnerware.

In an interview on 12/02/2025 at 11:10 AM, Resident 17 stated that they had eaten off disposable
plates and silverware for breakfast that morning in the assisted living dining room.

In an interview on 12/02/2025 at 1:00 PM, Resident 14 stated that when they were served food on
disposable dinnerware, it felt “insulting.”

In an interview on 12/02/2025 at 4:00 PM, Staff F, Executive Director, stated that kitchen staff were
aware they were not supposed to serve meals on disposable dinnerware, and that they should have
been serving on glassware.

In an interview on 12/03/2025 at 12:05 PM, Staff L, Cook, stated that the facility used disposable
dinnerware when they were short staffed.
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Statemaat of Deficiancies Liconse & 2452 Compliance Determingtion #8506
Flan af Coreaction Raga Pointe Assisled Living Corapletion Date
Paged of 19 Linensee: RP Jparafians LLE 1ANBR028

This is @ recuning deficency previsusly cited oo 1N2FL024 for WA T 388-TEBA-ZBAQ, on DBI1RF2024,
Frry 2

and on $OFES{2GEE

Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates,
the BIC date has been changed to 01/24/2026. ME

PlaniAftestation Statement
f heredy setify that | have revigwed this report ang ivave taien o will take active
measuras ts comact this defisiency. By taking this aotion, Fosa Pointe Assister Lving s
ar will be in compliance with this [aw and § or reguiation on {Date).Gbl-/o

01/24/2026

In addibon, | will irmpisrsent a system to montor and ensare condinued complizncs wath
thig reguiremant,

Adminstraty /iyt Representative)

WAC 388-78A-309¢ Maintenance and housekeeping.
(1) The assisted living faclity must,

{3} Provide 3 safe, sanitary and wel-maintained snviTanment far residents;

() Keep extencs grounds, assisted Rving faciity structurs, and componant perts sabe, sanitary and
goad eepair;

(o) Berp facilibes, equipment and furishengs clzan and in goad repslr; and
This reguirement was not met as evidenced by:
Based o observation and intervizv the faciity falled to #nsurs the emvirasment was wel

maintained safe and samtany i 2 of 2 faciity araas {Inferior ang Extenord This fallure placed
residents a8 Hek of injury and a decwased quaiity of e

Finskngs includad,

Chservatians on 13012025 at 8:20 AM and 130328728 at 1132 A€M, ahowed the foilowing:

intanne>

-Air vents fuld of debeds throughout the facility

6/21
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 4 of 19 Licensee: RP Operations, LLC 12/10/2025

This is a recurring deficiency previously cited on 12/27/2024 for WAC 388-78A-2660, on 06/18/2024,
and on 10/26/2023.

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, Rose Pointe Assisted Living 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-3090 Maintenance and housekeeping.

(1) The assisted living facility must:
(a) Provide a safe, sanitary and well-maintained environment for residents;

(b) Keep exterior grounds, assisted living facility structure, and component parts safe, sanitary and in
good repair;

(c) Keep facilities, equipment and furnishings clean and in good repair; and
This requirement was not met as evidenced by:
Based on observation and interview, the facility failed to ensure the environment was well

maintained, safe and sanitary in 2 of 2 facility areas (Interior and Exterior). This failure placed
residents at risk of injury and a decreased quality of life.

Findings included...

Observations on 12/01/2025 at 9:20 AM and 12/03/2025 at 11:32 AM, showed the following:

<Interior>

-Air vents full of debris throughout the facility.
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page5 of 19 Licensee: RP Operations, LLC 12/10/2025

-Strong odor of urine in the Memory Care Unit (MCU) bathroom, adjacent to the activity room.

-Maintenance staff stated in an interview during the environmental tour that the MCU bathroom
shower was not in working order. Observation showed the shower had a torn sheet as a shower
curtain.

-MCU activity room contained three chairs that had faux leather covers with numerous rips, cracks,
and peeling surfaces and a broken plastic laundry basket with jagged points and sharp edges.

-MCU freezer had spilled food and debris.

-MCU dining room steam tables were covered in food and debris, prior to lunch service and following
the breakfast service.

-MCU dining room door frame had rough surfaces that could not be cleaned, and shredded wood
that could cause potential harm.

-Assisted living carpets in all halls had numerous black spills and stains.

-Assisted living doorways into resident rooms had numerus corners that were damaged and
baseboards that were unattached.

-Multiple doors and kick plates were damaged with residual adhesive on them.

-Room 40's shower/tub did not drain properly, leaving standing water in the base, the bathroom
flooring was buckled with black stains that appeared to be seeping through the underside, and a
stained toilet bowl.

-Room 9 had leaking water around the toilet with a black substance surrounding the base of the
toilet.

-Room 29's heater was not producing heat, and the resident was observed wearing a coat in bed.

<Exterior>
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 6 of 19 Licensee: RP Operations, LLC 12/10/2025

-The far northwest door onto the assisted living courtyard was broken and swung into the exterior
siding leaving an eight inch by 10-inch hole.

-Cigarette butts littered the ground behind and surrounding the covered smoking area.

-There were two broken chairs, two hoses, numerous five-gallon buckets, a rake, a shovel, an empty
animal cage and other debris on the grounds between the covered smoking area and the MCU.

-Numerous cable television cords were strung over the building on the east side of the building
outside of room 27.

-Seven hoses, five rakes and three shovels were observed in resident accessible areas of the
building’s exterior.

-There were cigarette butts and ashes three feet from the southeast exit door, a non-smoking area.

-Fuel stabilizer was observed on the ground and leaning on the covered smoking area entrance.

-There was garbage and piles of branches on the east side grassy area.

-The plumbing access cover in the front of the building was broken with unattached hinges.

-Loose landscaping bricks were out of place and on the ground around the west side of the building.

-MCU courtyard exhibited multiple spills and visible staining on the pavement. Cigarette butts and
ashes were also noted on the ground.

In an interview on 12/02/2025 at 9:55 AM, Resident 5 stated that maintenance requests were not
handled in a timely manner. Resident 5 further stated there was no maintenance request book or
forms to fill out, and that they had to report maintenance issues to a staff member who would then
notify maintenance.

In an interview on 12/02/2025 at 2:22 PM, Staff C, Resident Care Coordinator, stated that
maintenance request notifications were sent by text to the maintenance director.
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Statemesnt of Deficiancies License # 3462 Compliancs Latexminaten 8 Han0s
Pian of Corraction Russ Pointe Assisted Livisy Completien Date
Page7? of 19 Liensee: RP Gpargtions, LLT 12HR02X

In an interview an 12032028 a1 4°0C PM, Staff 3, Haalth and Weliness DirsctorReqistersy Nurse,
stated that meintenance repairs were an area of concern they needyd 1o work en. Stalf & stated the
fazility did not bave a tracking system 1o identify maintananse requests that wars compietad or stilt
pending.

In an interview an 12004/20258 ot 12:40 PM, Resxdent § stated that martenance reguests ware not
handied & 8 tmely maaner, ang that they felt that thelr maidsrance concems were not addressad.

This is a recuiring deficiency previously cited on U8/ 772025 for subssctions {1i{ai¢e) 1202782024
for subsectivns {1} {a} {b), and 6/18/2024.
Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates,

the BIC date has been changed to 01/24/2026. ME
Per FM Stephanie Jenks on 1/23/2026, an extension for this WAC has been granted to be changed to 2/6/2026. -R

“PlaniAttestation Statem ent
| herehy carbfy that | hawve reviewed this report ang have taken oy will take active
measures o cusract this deficiency. By taking this action, Ruse Peinte Assisiad Living is
or will be i compliance wit this law and ¢ o1 regulation on (Date’ Dot E2 S — L

02/06/2026
in addition, | walf impizrment a system (o monitoy amd ensure continued cuompliance with
this requirgment,

/12-300-2.%5°

prasentaive) Ciate

WAC 388-78A-2850 Water supply. The assisted living facility must:

(&} Frovide hot and coid watar under adsguate pressure readily avadabla tfiroughast the assistad
livedng facifity

(3} Frovide ail sinks in r2sident roams, toilat raome ana bathroanss, and bathing fixturss used by
recidents with ot water between 105 F and 120 F at all times, and

This requirentent was not met as evidenced by:

Based an abservation and mtenviaw, the faodity iled to matatam shower/bathing water
temperafures betwesn {05 degress Fahvenbert and 128 degres Fahrenheit for ¢ of 11 residents
(Rewwdent 13}, to ensure cold water was accessibia in fiie kitchenzaite of 1 of 11 residents {Resident
43, ang o ensure that weater temperatures were maintained betwesen 107 degrees Fahvenher and
120 degreas Fahvenneit in 3 of 3 recident accessible arsas of o facility (Lobby Bathrmom, Resident
Laundhy, and Memory Care Commion Bathosom), Thess infures resulted in cold showers far

esident 13, a fack of nold water for Resident 8, and placed ressdents at risk of burn injuses dus
watey termperatures above 126 degress Fahrenheit.
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 7 of 19 Licensee: RP Operations, LLC 12/10/2025

In an interview on 12/02/2025 at 4:00 PM, Staff G, Health and Wellness Director/Registered Nurse,
stated that maintenance repairs were an area of concern they needed to work on. Staff G stated the
facility did not have a tracking system to identify maintenance requests that were completed or still
pending.

In an interview on 12/04/2025 at 12:40 PM, Resident 9 stated that maintenance requests were not
handled in a timely manner, and that they felt that their maintenance concerns were not addressed.

This is a recurring deficiency previously cited on 06/17/2025 for subsections (1) (a) (c), 12/27/2024
for subsections (1) (a) (b), and 6/18/2024.

Plan/Attestation Statement
I hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Rose Pointe Assisted Living 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-2950 Water supply. The assisted living facility must:

(5) Provide hot and cold water under adequate pressure readily available throughout the assisted
living facility;

(6) Provide all sinks in resident rooms, toilet rooms and bathrooms, and bathing fixtures used by
residents with hot water between 105 F and 120 F at all times; and

This requirement was not met as evidenced by:

Based on observation and interview, the facility failed to maintain shower/bathing water
temperatures between 105 degrees Fahrenheit and 120 degrees Fahrenheit for 1 of 11 residents
(Resident 13), to ensure cold water was accessible in the kitchenette of 1 of 11 residents (Resident
9), and to ensure that water temperatures were maintained between 105 degrees Fahrenheit and
120 degrees Fahrenheit in 3 of 3 resident accessible areas of the facility (Lobby Bathroom, Resident
Laundry, and Memory Care Common Bathroom). These failures resulted in cold showers for
Resident 13, a lack of cold water for Resident 9, and placed residents at risk of burn injuries due to
water temperatures above 120 degrees Fahrenheit.
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Statemast of Deficiencies Licenge # 2452 Compitasca Oatermination # 59a05
Piar of Corraction Rase Pointe Assisied Lving Cormplatizn Date
Page& of 19 Lirensee: RP Operatiang, LLE 12MB202¢

Findings dwchuded. .

Chyervation on 12012025 a1 9.20 AM, showed the walar teraperaiure in e conwvon bathream
located i fhe emvance fably measured 1873 dagress Fahwanhe [F} the resident aundry tub
meaturad 137 2 F, and #1e mamoty o common bathrogra measurad 138 1 F

It &n intervigw an 12042025 a1 1290 PV, Rasident 8 stated that e cold water g nal ok in their
kifchenaile

Chaervatiss on 12704/ 2028 at 108 M, shawed that the sold-water Knob i Regidant §'s kitehenstts
sivie g ant werk,

In an intescew on 1202028 at 18010 AM | Resident 13 stated that the kot water di nat wiotk
their shower. Resident {8 further stated that they notified care sta®* 8 "few weeks age” but
maistenance had not rapaitest it Qbservation ot that tme showad i water n Reswient 13's showsr
disd not measure higherthan 82 S F.

This i pravious consultation on FXCT2824 for subsecton 0}, .
Per te?lep one canersahon on b1702/282§W|?h acting Administrator, Teresa Yates,

the BIC date has been changed to 01/24/2026. ME

FPlaniAttestation Statement
| herayy cenlify tat| have reviewed this repart and Rave faken ot will take aclive

maasures to cosract this deficiensy, By taking this action, Rose Point2 Asgisted Living 8
ar wilf e @ compiiance with this [aw and { or regulation on {Date) e - &g

01/24/2026
i agniticny, | will implement @ ystan to monitor sl ensure continued coMphancy with
thig reguirament.

Addrinisteatar {of Representativa) Dste
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WAC 388-78A-3100 Safe storage of supplies and equipment. The assisted living facility must
secure potentialy hazardous supplies and sguipment comm ensurate with the assessed
needs of residents and their functional and cognitive abifities. In determining what supplies
and equipment may be accessible to residents, the assisted living facility must consider at a
minimum:

(1) The rassgents’ charactenstics and needs;



Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 8 of 19 Licensee: RP Operations, LLC 12/10/2025

Findings included...

Observation on 12/01/2025 at 9:20 AM, showed the water temperature in the common bathroom
located in the entrance lobby measured 137.3 degrees Fahrenheit (F), the resident laundry tub
measured 137.2 F, and the memory care common bathroom measured 136.1 F.

In an interview on 12/04/2025 at 12:40 PM, Resident 9 stated that the cold water did not work in their
kitchenette.

Observation on 12/04/2025 at 1:05 PM, showed that the cold-water knob in Resident 9's kitchenette
sink did not work.

In an interview on 12/09/2025 at 10:10 AM, Resident 13 stated that the hot water did not work in
their shower. Resident 13 further stated that they notified care staff a “few weeks ago” but
maintenance had not repaired it. Observation at that time showed the water in Resident 13's shower
did not measure higher than 82.5 F.

This is previous consultation on 12/27/2024 for subsection (6).

Plan/Attestation Statement
I hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Rose Pointe Assisted Living 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-3100 Safe storage of supplies and equipment. The assisted living facility must
secure potentially hazardous supplies and equipment commensurate with the assessed
needs of residents and their functional and cognitive abilities. In determining what supplies
and equipment may be accessible to residents, the assisted living facility must consider at a
minimum:

(1) The residents' characteristics and needs;
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page9 of 19 Licensee: RP Operations, LLC 12/10/2025

(2) The degree of hazardousness or toxicity posed by the supplies or equipment;

This requirement was not met as evidenced by:

Based on observation and interview, the facility failed to ensure that hazardous supplies and
materials were locked and secured in 2 of 2 locations (Industrial Laundry Room and Covered
Smoking Area). This failure placed residents at risk of harm.

Findings included...

Review of the most recent facility Characteristic Roster showed that 19 assisted living residents

were diagnosed witn

Observation on 12/01/2025 at 9:20 AM and on 12/04/2025 at 11:32 AM, showed the industrial
laundry room to be unlocked. Further observation showed the room contained disinfecting acid
bathroom cleaner, enzymatic odor eliminator, multi-surface disinfectant cleaner, carpet shampoo,
stain remover, universal primer (base coat applied before painting), and a bag of snow removal
pellets.

Observation on 12/01/2025 at 9:30 AM showed an unattended and unsecured bottle of fuel stabilizer
(chemical additive that preserves fuel quality) leaning against the outside wall of the covered
smoking area.

In an interview on 12/01/2025 at 10:12 AM, Staff |, Maintenance Director, stated that the industrial
laundry room door should always remain locked.

This is a recurring deficiency previously cited on 6/18/2024.
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PlanvAttestation Statement
| hareby cetify that | have reviswed thie regart and have taken or will take actve
raeasurss o sonract this geficiency. By taking this action, Poss Pojpis A isted Livin
ar wilf be in compliance with this lavw and / of reguiation an {Date) Zf;)b_é
01/24/2026

in additien, | will implement @ system to monitor and ensure condinued comphiance with
this requirement.

/

Adniirsistrator {¢

|2 /30)20.25~

Representative) Cate

Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates,
the BIC date has been changed to 01/24/2026. ME

WAC 388-78A-2210 Medication services.,
(11 An 2ssisted ving facility praviding medication ssrvics, adiher diseotiy ar indissatly, must

(&) Devedag and wnpdemant systems that support and pramate safe medication saivicy fur each
resigent.

{2) The assisted living faciity must ensure the following residents receive thelr madicatisng
prescibed, except as provided for in WAT 3RE-THA-2U38 and 388-TRA-2251

(0} If the assisted Eang fasdity provides medication administration services, each resident who
requive s madication admassiration and his or her negotated service agresrment indicates the
assisted ivivg Facihiy will pravide needioation admivistrabian

This requirement was not met 35 evidenced by:

Based on interview and retord review the faciity failad to inplement a safe meadication delvery
system and to snsurs that medication was administersd as prasendedto 1 o¢ 11 residents {Resident
113 This faded practics placed the res:dent atrisk of harm fram a meadication stror that resuited in a
potendal overdoss of narcotic medication.
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Findings includad..

Reayview of the faciliv's policy itled, "Transdermat Medication,” dated 08/201%, showed that bafore
applying & new transdenmal patch {dalivery of medication thr :mgh the gkin) to 8 reswdent’'s skiny, the
previous pateh needsd is be rernaved snd sispossd of approprintely

Review of Resident 1 Vs Servine Plan Regort {the facidy's ttled necoliated senvice agreement),
cate§ §812/2028  showed that Resident 1§ was diagnased with
and
acslity was ragpongiieg for Resigant 17 s metication

ustiter review shiowed {he



Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 10 of 19 Licensee: RP Operations, LLC 12/10/2025

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, Rose Pointe Assisted Living 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-2210 Medication services.

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

(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 :

(b) If the assisted living facility provides medication administration services, each resident who
requires medication administration and his or her negotiated service agreement indicates the
assisted living facility will provide medication administration.

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to implement a safe medication delivery
system and to ensure that medication was administered as prescribed to 1 of 11 residents (Resident
11). This failed practice placed the resident at risk of harm from a medication error that resulted in a
potential overdose of narcotic medication.

Findings included...

Review of the facility’s policy titled, “Transdermal Medication,” dated 08/2015, showed that before
applying a new transdermal patch (delivery of medication through the skin) to a resident’s skin, the
previous patch needed to be removed and disposed of appropriately.

Review of Resident 11's Service Plan Report (the facility’s titled negotiated service agreement),

dated 09/12/2025, showed that Resident 11 was diagnosed with
- - Further review showed the

facility was responsible for Resident 11’s medication
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adrmnistration and that the resident required nurse delegation {process in which a resident is
agssessad by 8 registerad nurse allowing medication schaicians o perform cerloin nursing tasgks
after raceivang appropniate traning .

Reviews of Resident 11's pravider order, sated 0B/28202%, shawesd an order for a fentanyt pateh
(mdicatz patoh agghed to the skin fiat contains a narcatic pain refipvear) to be adimnistersd evary
72 haurs. The provider arder showed that staffwere to ramove and dispage of s used patoh before
appiyIng e new patch,

5

Review of Resident 11's hurse defegation racords, dated 1H/012EES, showed insiructions to "locate
and remove previous fentanyl patsh fivst "

In av intepdew an 1290812028 at 810 &M, Staff 3, Medicatien Fechnician, stated that when they
apphed the fentanyd pateh on §26472025 thay discovered that Ressdent 1§ had two pathes an thair
back. Siaff . stated that they immediately brought it £o the attention of Siaff G, Heaith ang Wailness
Cirector/ Registersd Nurse.

[ an wterview os 13RGIR025 a1 818 AR, Staff § was asked about the process of apehing and
remavirg fentanyt patehes, Staff 8 stated that they were unsurs what the process was and that
training for fentaryt patches was the resporsibility of the registered nurse delagator {veg:stered
nurse that oversess caragivers peiforming sursing taske,

In an terview o 1270872028 at 1120 AWM, Sta¥ G stated that they were awara of incident that
involved 2 fertanyl patch being left on Resident 11 when it should have been remavad. Staff &
stated they did not docusment or rapant the medication esror

Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates,
the BIC date has been changed to 01/24/2026. ME
PlaniAttestation Statement
i haraby cerify tat | have reviwead this raport and Rave ke o wii Lake xetive
meaasures o corredt this deficiency. By taking s action, Rase Pointe Assisted Living is
or will be i compiance with this law and | or seguiation on {Date) O5/R B

01/24/2026

in agditicn, | will impleresnt 3 system to manitor and ensure continuad complizgnce with
this regquirament,

1D-320-O5

of Representative] Cate

13721
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 11 of 19 Licensee: RP Operations, LLC 12/10/2025

administration and that the resident required nurse delegation (process in which a resident is
assessed by a registered nurse allowing medication technicians to perform certain nursing tasks
after receiving appropriate training).

Review of Resident 11’s provider order, dated 08/26/2025, showed an order for a fentanyl patch
(medicated patch applied to the skin that contains a narcotic pain reliever) to be administered every
72 hours. The provider order showed that staff were to remove and dispose of the used patch before
applying the new patch.

Review of Resident 11’s nurse delegation records, dated 10/01/2025, showed instructions to “locate
and remove previous fentanyl patch first.”

In an interview on 12/09/2025 at 9:10 AM, Staff J, Medication Technician, stated that when they
applied the fentanyl patch on 12/04/2025, they discovered that Resident 11 had two patches on their
back. Staff J stated that they immediately brought it to the attention of Staff G, Health and Wellness
Director/ Registered Nurse.

In an interview on 12/09/2025 at 9:15 AM, Staff G was asked about the process of applying and
removing fentanyl patches. Staff G stated that they were unsure what the process was and that
training for fentanyl patches was the responsibility of the registered nurse delegator (registered
nurse that oversees caregivers performing nursing tasks).

In an interview on 12/09/2025 at 11:20 AM, Staff G stated that they were aware of incident that
involved a fentanyl patch being left on Resident 11 when it should have been removed. Staff G
stated they did not document or report the medication error.

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, Rose Pointe Assisted Living 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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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 12 of 19 Licensee: RP Operations, LLC 12/10/2025

WAC 388-78A-2320 Intermittent nursing services systems.

(1) When an assisted living facility provides intermittent nursing services to any resident, either
directly or indirectly, the assisted living facility must:

(b) Ensure the requirements of chapters 18.79 RCW and 246-840 WAC are met.

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to implement nurse delegation requirements
for 1 of 3 residents (Resident 1) who received blood sugar checks and insulin injections from facility
staff. This failed practice placed the resident at risk for medication errors and harm due to receiving
nurse delated tasks from untrained staff.

Findings included...

Per WAC 246-840-930, Criteria for nurse delegation, before delegating a nursing task, the registered
nurse delegator:

- Assesses the patient's nursing care needs and determines whether the patient's condition is stable
and predictable.

- Ensures the nursing assistant (NA) or home care aid (HCA) has completed the core delegation
training and insulin delegation training.

- Assesses the ability of the NA or HCA to competently perform the delegated nursing task in the
absence of direct or immediate nurse supervision.

- Ensures safe and effective services are provided.

Review of the facility’s policy titled, “RN [Registered Nurse] Delegation,” dated 05/01/2025, showed
that a Registered Nurse Delegator (RND) would determine the competency and qualifications of staff
who performed a nurse delegated task (a task performed by a medication technician that has
received additional training and oversight) and would evaluate residents’ appropriateness for nurse
delegation. The policy showed that the RND was required to instruct individuals (caregivers) on how
to properly inject insulin (medication used to lower sugar in the blood) and that the RND was
required to supervise caregivers who performed nurse delegation.

Review of Resident 1's Service Plan Report (the facility’s titled negotiated service agreement), dated
06/02/2025, showed the resident was diagnosed with

and that the facility was responsible for administering (requiring nurse delegation)
Resident 1's medications.
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Review of Resdant 1's Qotober 2025 Medicationy Admimshrabion Record (MAR] showerd e following
orgdsrs

Insulin {injectagle medicaion used to iowes Bleod sugar}, dated TFIS202], to be sdministered st

Dadly Blood sugars chipcks (insasinimeant of sugar in fhe bload}, dated 18/132028

Review of the nurse delegation resonds binder showed ao docimantation of Residant 1 having been
assessad or that staff qualifications ard competency had been revizwed by 3w RND.

In &n intenvieyy an 2033028 3t 1208 P, Sia¥ H, Medication Technician, stated that staf
performed Blood sugay shecks and insulin administratian {nurse delegated tasks] cally for Resigeat
1.

[n an interview a1 30412025 gt $2.00 PR, SafF G, Health and Wallnass DergotoriRegistered dlurss,
stated that Reatdent t had nat been nures deleqated for their instlin ins sthons and bluwd sugar
cheoks,
Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates, the
BIC date has been changed to 01/24/2026. ME

Plan/Attestation Statement
i hereby ceify that | have ressived this report and have taken or i taks actve
rizasures to correct this gefisiency . By taking this action, Rasa Painte Assisied Living is
arwil be in compiiance wath this (aw and / or renulation an [Date) et/ Zz o,

01/24/2026
in addition, | will implement 3 systert to monitor and enswrs condinued comphanca with
this requaremsnt,

T UYpt 12-3/-85

Admisxis@tw lay Representative) Diate
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WAC 388 -78A-2230 Medication refusal

(1) When 3 ressdent whia 1g receiving medication assistance oy medication adrmivdatration sentes
frany tha aesisted fiving facity chaoses Lo net {ake bis or hey medicatons, the aswisted Bving faclity
muyst

(=3 Notify e physician of the refusat and foliow any ingtrusiong prosded, unlzse thees is 3 wtaff

peresn gvaiable whe, acting within his @ her scapa of practics e alde 0 sveluats the sinfcance
of tha residsnt not gething hig o her madication, and sush staff persan:



Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 13 of 19 Licensee: RP Operations, LLC 12/10/2025

Review of Resident 1's October 2025 Medication Administration Record (MAR) showed the following
orders:

Insulin (injectable medication used to lower blood sugar), dated 10/06/2025, to be administered at
bedtime

Daily blood sugar checks (measurement of sugar in the blood), dated 10/10/2025.

Review of the nurse delegation records binder showed no documentation of Resident 1 having been
assessed or that staff qualifications and competency had been reviewed by the RND.

In an interview on 12/03/2025 at 12:08 PM, Staff H, Medication Technician, stated that staff
performed blood sugar checks and insulin administration (nurse delegated tasks) daily for Resident
1.

In an interview on 12/04/2025 at 12:00 PM, Staff G, Health and Wellness Director/Registered Nurse,
stated that Resident 1 had not been nurse delegated for their insulin injections and blood sugar
checks.

Plan/Attestation Statement
I hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Rose Pointe Assisted Living 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-2230 Medication refusal.

(1) When a resident who is receiving medication assistance or medication administration services
from the assisted living facility chooses to not take his or her medications, the assisted living facility
must:

(c) Notify the physician of the refusal and follow any instructions provided, unless there is a staff
person available who, acting within his or her scope of practice, is able to evaluate the significance
of the resident not getting his or her medication, and such staff person;
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 14 of 19 Licensee: RP Operations, LLC 12/10/2025

(i) Conducts an evaluation; and

(il) Takes the appropriate action, including notifying the prescriber or primary care practitioner when
there is a consistent pattern of the resident choosing to not take his or her medications.

This requirement was not met as evidenced by:
Based on interview and record review, the facility failed to ensure that outside health care providers
were notified in a timely manner of medication refusals by 2 of 11 sampled residents (Resident 9 and

10). This failure resulted in the provider being unaware that residents were not taking their
medications as prescribed and placed the residents at risk for health complications.

Findings included...

<Resident 9>

Review of Resident 9’s Service Plan Report ( SPR, the facility’s titled negotiated service agreement),
dated 8/26/2025, showed the resident was diagnosed with

. The SPR showed that Resident 9 experienced
complications related to diabetes, resulting in a non-healing foot wound and subsequent below the
knee amputation in June 2025. Further review showed the facility was responsible for administering
and overseeing Resident 9's medication administration.

Review of Resident 9's Medication Administration Records (MARS) for September 2025 thru
November 2025 showed the resident was prescribed atorvastatin (medication used to lower
cholesterol, a fat like substance found in both blood and cells, at bedtime, gabapentin (medication to
decrease nerve pain) two times a day, trazodone (medication to help with sleep) at bedtime, aspirin
(for heart health) two times a day, and insulin lispro (medication used to control blood sugar) twice a
day.

Review of Resident 9’s Medication Administration Record (MAR) for September 2025, showed the
resident refused atorvastatin 12 times, gabapentin 12 times, trazadone 16 times, aspirin 12 times,
and insulin lispro 29 times.

Review of Resident 9's October 2025 MAR showed the resident refused atorvastatin 10 times,
gabapentin six times, trazadone 23 times, aspirin 11 times, and insulin lispro 37 times.

Review of Resident 9's November 2025 MAR showed the resident refused atorvastatin 13 times,
gabapentin 13 times, trazadone 25 times, aspirin 13 times, and insulin lispro
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Plan of Correction Rose Pointe Assisted Living Completion Date
Page 15 of 19 Licensee: RP Operations, LLC 12/10/2025
37 times.

Review of Resident 9's provider visit note, dated 10/09/2025, showed Resident 9's cholesterol levels
were elevated, and that the health care provider increased the dose of atorvastatin from 10
milligrams (mg) and to 20 mg. Further review showed that the provider had not been notified of
Resident 9's refusals of the atorvastatin.

Review of Resident 9's undated medical chart showed no documentation reflecting that the
resident’s health care provider had been notified of the resident’s refusals.

In an interview on 12/04/2025 at 2:45 PM, Staff B, Medication Technician, stated that Resident 9
refused their medications frequently. Staff B stated the process was to document the medication
refusal in the resident’s progress notes and notify Staff G, Health and Wellness Director/Registered
Nurse , verbally of the refusals. Staff B said that Staff G was aware of Resident 9's refusals.

In an interview on 12/04/2025 at 3:10 PM, Staff G stated that the refusals for Resident 9 were not
addressed prior to the department’s inquiry, and that they would notify the provider.

<Resident 10>

Review of Resident 10’s SPR, dated 04/08/2025, showed the resident was diagnosed with ||| l|
and that
Resident 10 took a diuretic (medication to reduce fluid accumulation) for swelling. Further review
showed the facility was responsible for administering and overseeing Resident 10’s medication
administration.

Review of Resident 10’'s MARs for September 2025 thru November 2025 showed the resident was
prescribed furosemide (medication to reduce swelling) daily, potassium chloride (supplement
administered with furosemide), adult multivitamins daily, and vitamin D3 daily.

Review of the September 2025 MAR showed Resident 10 refused furosemide 13 times, potassium
13 times, multivitamin 29 times, and vitamin D3 29 times.

Review of the October 2025 MAR showed Resident 10 refused furosemide 19 times, potassium 17
times, multivitamin 28 times, and vitamin D3 30 times.

Review of the November 2025 MAR showed Resident 10 refused furosemide six times, potassium
six times, multivitamin 11 times, and vitamin D3 11 times.
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In an inteswiew an 120982020 at 515 AM, Staff G stated thal the meshcaton refusal pratacal vas o
notify the fravider  there was a pattemn of three days of refusale. Staff S ctated they were suppased
to read the 24.hour report which showed resinent medication retusals. Saff G further statad that
they nesded to work on aotifying the providers of refusals in & Smeler manner.

Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates,
the BIC date has been changed to 01/24/2026. ME
Plan/Attestation Statem ent
| hereby certify that | have reviswed this report and have taken ae Wil take active
measures 1o corract this deficiency. By taking this action, Ruse Feinte Agsisizd Living ss
gr will be in compliance with this law and J or regulation on {Date) o2 p-

01/24/2026

in agadifien, | will fmpiemant a system to manitor and ensure continued compliznce with
this requirement,

T U 12/2//208 ¢

desrtistsm@(sr Repreasentative) Cate

WAC 388-78A-2400 Protection of resident recovrds, The assisted Bving facility must

(2} Mamtain recident recosds and pressrve their confideniiality in ascordance with apgiicable state
and fedaral statutes and rules, including chapters 76 .02 and 70123 ROW!

This requirement was not met s evidenced by:

Baaed an ahservation and intarview, the facdity failed to ansare that confidential keaith infavmaton
wias secured in 1 of 3 medication carts {Cart 3 and in 1 o 1 laundry roam hist {industeist lauedhy
rocmy). This faiiure pleced residents at risk of naving thew confidential personal heaity infarmation
gxpased.
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Findgings included. .

Chservation on Y2ENR2T at 213 PM showed the medication cart gutside of the memory care unit
to be unattanded with the Medication Contrailed Subistarice book javing on top. Further sbiservation
showed i was unattended far six minutes befrs being secursd by Sta¥t G Health and Weliness
DractosiRegistzred Nurse.

[rv ar intepview on { HANA025 ot 350 FM, Staft i, Madication Technician, stated that it was their
fault it had been lef on fve cant by accident,
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Plan of Correction Rose Pointe Assisted Living Completion Date
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In an interview on 12/09/2025 at 9:15 AM, Staff G stated that the medication refusal protocol was to
notify the provider if there was a pattern of three days of refusals. Staff G stated they were supposed
to read the 24-hour report which showed resident medication refusals. Staff G further stated that
they needed to work on notifying the providers of refusals in a timelier manner.

Plan/Attestation Statement
I hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Rose Pointe Assisted Living 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-2400 Protection of resident records. The assisted living facility must:

(2) Maintain resident records and preserve their confidentiality in accordance with applicable state
and federal statutes and rules, including chapters 70.02 and 70.129 RCW;

This requirement was not met as evidenced by:

Based on observation and interview, the facility failed to ensure that confidential health information
was secured in 1 of 3 medication carts (Cart 3) and in 1 of 1 laundry room list (Industrial laundry
room). This failure placed residents at risk of having their confidential personal health information
exposed.

Findings included...

Observation on 12/02/2025 at 2:13 PM showed the medication cart outside of the memory care unit
to be unattended with the Medication Controlled Substance book laying on top. Further observation
showed it was unattended for six minutes before being secured by Staff G, Health and Wellness
Director/Registered Nurse.

In an interview on 12/02/2025 at 3:30 PM, Staff H, Medication Technician, stated that it was their
fault it had been left on the cart by accident.
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Chservation on Y2542025 at 11,32 A3 shawad the laundry raam was unlocksa Insids was &
confidential kst af remdants that wore ncorginent buefs and wirat sizes they wore.,

In anintendew on § 2R U028 at 1312 AM, St Mamntenance Carscior, statzd that the industiial
launisay rodm door shauid always remain loched.

Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates, the
BIC date has been changed to 01/24/2026. ME

Plan/Attestation Statement
| hereby cedtify that | have reviswed this regart and i faken ar will take achve
reasures 1t corect this geficiency. By taking this actiug, Ross Peint;?ssi&te i Eving i
__QS.TZ

srwil be in compliance with this law and 7 or regulation an {‘E}ate}g_a-

01/24/2026

in addibon, | will implement a system to monitor and 2nsure cantinued comphance with
this regusrsment,

| B -3t20 §—

Cate

WAC 388-78A-3040 Laundry.

{33 The ascsisied living faciity mnist use washing machines that have a continucus supply of hot
water with & tempsrature of 140 F measured ot the washiy maching intake that automativally
disgenses a cheruc santizer ag specified by the manufactsrer, or that employs atemate
sanlization methods recommended by the manufacturer

This requirement was not met as evidenced by:

Based on observation and intandew, the facdity failed to ensare that washing machines had a
canBnuuts supply of hot water of atfeast 140 degraes Faheenheit or usad automateally dispenssd
cherecat sanitizer far 2 of ¥ washing machines {(Machines | and 2} This fadurs placed residents at
risk of communicable disease exposure due o soiied inens bising improperly laundered,

‘9}ISgoM 101e207 9yl 10} SaJIAISS a.4e)) |elluapIisay /\q pal edaud sem juswindop siy |

Fingings scludsd...

Observatian on $23 12025 at 9:20 AM showed an industrial washing machine with an “Dut of Order”
sign on i
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Observation on 12/04/2025 at 11:32 AM showed the laundry room was unlocked. Inside was a
confidential list of residents that wore incontinent briefs and what sizes they wore.

In an interview on 12/01/2025 at 10:12 AM, Staff |, Maintenance Director, stated that the industrial
laundry room door should always remain locked.

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, Rose Pointe Assisted Living 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-3040 Laundry.

(3) The assisted living facility must use washing machines that have a continuous supply of hot
water with a temperature of 140 F measured at the washing machine intake, that automatically
dispenses a chemical sanitizer as specified by the manufacturer, or that employs alternate
sanitization methods recommended by the manufacturer.

This requirement was not met as evidenced by:

Based on observation and interview, the facility failed to ensure that washing machines had a
continuous supply of hot water of at least 140 degrees Fahrenheit or used automatically dispensed
chemical sanitizer for 2 of 2 washing machines (Machines 1 and 2). This failure placed residents at
risk of communicable disease exposure due to soiled linens being improperly laundered.

Findings included...

Observation on 12/01/2025 at 9:20 AM showed an industrial washing machine with an “Out of Order”
sign on it.
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In an ntervew an 1EY 028 af 822 AM, Staff |, Mantenance Director, gtated that the ndustiad
washing machine had seen noperable “fur sbout six moniths” and that alt faundry had been washed
ir the resident laundry raom

Cheervation ob FM312025 ot 925 AV showed the resident laundry raum W have two washing
machireyg, Further observation shawe d N automatic sanibizing dispanssars,

In an intenview and obsesvation on 12/82/2028 at 2:30 P, Staff | stated they couid nat sbtain 2
water termpearaturs fromtha main source . but that the water eaperaturs was the same as e tub
sirk in Hre 1aGndry roam. The tub sink water temperature measured 117.1 degrees Fahrenheit,

In an interview on { FAXEEES at 4,00 PM, Staft 7. Exscutive Direttar, confirmed st ths industial
washer had not besr warking sinse June 2028, Slaff F confirmead thas all iaundyy including solied
linens, was washed in the ressdent laundiy room.

Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates,
the BIC date has been changed to 01/24/2026. ME

PlanfAttestation Statement
P herely codify that | have reviewas this report ang Bave faken o witi take active
measures S correct thig defisiency. By taking this aotion, Rose Poinlg Assisisj Living is
o will be it compdiance with this law and 7 or requialion on {Sate}@o?- S$/4

01/24/2026

in addiborn, | will implament 3 system to monitor and enswre continued comphiznse with
this requirement.

~{or Hepresentabva] Date

WAC 388-78A-204¢ Other reguirements.

(1) The assisted lving facity must comply wath all other appiicatie federal, state, county and
mun:cipal statutes, wules, codes and mrdinance x, icluding witheut Emitations those that prohibit
dissriminaiian.

This requirement was not met as evidenced by:

Based on interview and record review, the faciity faited to oblain & medical testing site waiver
[icanse iy perform an-cite binsd sugar chiacks and COVIE tests for recidents in 2 of ¥ Iving areas
(Memory Cave and Assisted Living), This failure restited in e faclily petfurming medical testing
without oversite, wiuch placed the residenty at risk of resendng inaccourate test results.

2021
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Statement of Deficiencies License #: 2452 Compliance Determination # 69505
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 18 of 19 Licensee: RP Operations, LLC 12/10/2025

In an interview on 12/01/2025 at 9:22 AM, Staff |, Maintenance Director, stated that the industrial
washing machine had been inoperable “for about six months” and that all laundry had been washed
in the resident laundry room.

Observation on 12/01/2025 at 9:25 AM showed the resident laundry room to have two washing
machines. Further observation showed no automatic sanitizing dispensers.

In an interview and observation on 12/02/2025 at 2:30 PM, Staff | stated they could not obtain a
water temperature from the main source, but that the water temperature was the same as the tub
sink in the laundry room. The tub sink water temperature measured 117.1 degrees Fahrenheit.

In an interview on 12/02/2025 at 4:00 PM, Staff F, Executive Director, confirmed that the industrial
washer had not been working since June 2025. Staff F confirmed that all laundry including soiled
linens, was washed in the resident laundry room.

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, Rose Pointe Assisted Living 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-2040 Other requirements.

(1) The assisted living facility must comply with all other applicable federal, state, county and
municipal statutes, rules, codes and ordinances, including without limitations those that prohibit
discrimination.

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to obtain a medical testing site waiver
license to perform on-site blood sugar checks and COVID tests for residents in 2 of 2 living areas
(Memory Care and Assisted Living). This failure resulted in the facility performing medical testing
without oversite, which placed the residents at risk of receiving inaccurate test results.
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Findings included..

Kevisw of the Dapariment of Hagith's Faclity Search webete on 11242025 showed hat the
facdity's Madwat Test Site Cartficate of Wakver Licsnse {TLIA) had expived on D305,

In an intervisw on 12042028 at 8°0C AM, Staff 8, Health and Wetiness Director/Reigisterad Nurse,
stated that te fasdiby did biood sugar checks and COVID teshng on-site.

In an interview on 13 U029 3t §.3C AM, Staff M, Regionai Divector, stated $at a new management
camgpany had assarment duties on 13412025 Saff M stated that the aid management company had
nit rensad the facllity's CLIA wamer. Staft M fusther stafed that the new managerasnt campasy
had applied for a new CLIA wativer an $B/08/2028 but that the approval had not been sompleted by
the depariment of health

PlaniAttestation Statement
| heraby contify that | have reviewed this report ang iave taken ot will take active
raeasures o corrsct this deficiency. By taking this actian, Ross Fointe Agsisted Living is
ar wilf be in compiiance with this [aw and / or regubation o [Date )OSR LS /R GR LY

01/24/2026
in asdition, | will impigment a system to monitar and ensure cansnued compliance with
this requirament.

(e o3

{or Regressntatve) Cafe

Per telephone conversation on 01/02/2026 with acting Administrator, Teresa Yates,
the BIC date has been changed to 01/24/2026. ME

21/
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Findings included...

Review of the Department of Health’s Facility Search website on 11/21/2025, showed that the
facility’s Medical Test Site Certificate of Waiver License (CLIA) had expired on 09/30/2025.

In an interview on 12/01/2025 at 9:00 AM, Staff G, Health and Wellness Director/Registered Nurse,
stated that the facility did blood sugar checks and COVID testing on-site.

In an interview on 12/01/2025 at 9:30 AM, Staff M, Regional Director, stated that a new management
company had assumed duties on 10/01/2025. Staff M stated that the old management company had
not renewed the facility’s CLIA waiver. Staff M further stated that the new management company
had applied for a new CLIA waiver on 10/08/2025 but that the approval had not been completed by
the department of health.

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, Rose Pointe Assisted Living 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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