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

RP Operations, LLC

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

RE: Rose Pointe Assisted Living License # 2452
Dear Administrator:

This letter addresses Compliance Determination(s) 58363 (Completion Date 04/23/2025) and
55591 (Completion Date 03/05/2025).

The Department completed a follow-up inspection of your Assisted Living Facility on 04/23/2025
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-2300-1-c-ii, WAC 388-78A-2300-1-c-iv, WAC 388-78A-2300-1-c-v, WAC 388-
78A-2300-1-f, WAC 388-78A-2300-1-g, WAC 388-78A-2140-7, WAC 388-78A-2630-1-a

The Department staff who did the on-site verification:
Amy Wright, NCI Complain Investigator

If you have any questions, please contact me at (509)323-7315.

Sincerely,

? 5@%&@1’

Jessica Salquist, Regional Administrator
Region 1, Unit B
Residential Care Services
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Residential Care Services
Investigation Summary Report

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

License/Cert.#: 2452 Intake ID: 165886

Compliance Determination #: 55591 Region/Unit #: RCS Region 1 / Unit B
Investigator: Amy Wright

Investigation Date(s): 02/28/2025 through 03/05/2025

Complainant Contact Date(s): 02/28/2025, 03/05/2025

Allegation(s):
Resident note being fed properly.

Investigation Methods:

Sample: Total residents: 93
Resident sample size: 5
Closed records sample size: 0

Observations: Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Interviews: Executive Director
Residents
Reporter
Resident Representative

Record Reviews: *Disclosure of Services
*Characteristic roster
*Staff roster
*Resident face sheets
*Resident care plans
*Progress notes
*Facility fee scale
*Resident billing statements
*Weekly menus
*Menu Change Policy
*Resident care assessment

Investigation Summary:

Interviews and record reviews showed that the facility failed to ensure their weekly menus were
dated appropriately, that the menus were maintained for six months, that residents were served
a variety of foods, that menu substitutions had equal
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nutrient value, and that alternative choices were provided. Failed practice identified and cited
under WAC 388-78A-2300 Food and nutrition services (1)(c)(ii)(iv)(v)(f)(g).

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

L] N/A
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Residential Care Services
Investigation Summary Report

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

License/Cert.#: 2452 Intake ID: 167717
Compliance Determination #: 55591 Region/Unit #: RCS Region 1 / Unit B
Investigator: Amy Wright

Investigation Date(s): 02/28/2025 through 03/05/2025

Complainant Contact Date(s): 02/28/2025, 03/10/2025

Allegation(s):
Resident with memory deficits sent to appointment alone with inadequate clothing.

Investigation Methods:

Sample: Total residents: 93
Resident sample size: 5
Closed records sample size: 0

Observations: Alleged Victim
Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Interviews: Executive Director
Reporter
Alleged Victim
Alleged Victim's Representative
Residents

Record Reviews: *Disclosure of Services
*Characteristic roster
*Staff roster
*Resident face sheets
*Resident care plans
*Progress notes
*Facility fee scale
*Resident billing statements
*Weekly menus
*Menu Change Policy
*Resident care assessment

Investigation Summary:
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Review of the Alleged Victim's care plan showed that it failed to identify whether or not the
resident was able to safely leave the facility unsupervised. The Alleged Victim's Representative
was interviewed, and they stated that the resident needed supervision when leaving the facility
due to memory deficits. Review of the department's reporting database showed no facility
reports for the abandonment of the Alleged Victim. Failed practice identified and cited under
WAC 388-78A-2140 Negotiated service agreement contents (7) and WAC 388-78A-2630
Reporting abuse and neglect (1)(a).

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

L] 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 # 55591
Plan of Correction Rose Pointe Assisted Living Completion Date
Pagel of7 Licensee: RP Operations, LLC 03/05/2025

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 an unannounced on-site complaint investigation
on 02/28/2025 of:

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

This document references the following complaint number(s): 165886, 167556, 167717

The following sample was selected for review during the unannounced on-site visit: 5 of 93
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Amy Wright, NCI Complain Investigator

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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83.17.2025 13:13:47 State of Washington n

Statemant of Deficiencies Eicgnse # 245 Commpliancs Determination # 55551
Plan of Corsaction Rase Fointe Agsisted Living Cerapletion Date
Page2 of¥ Licengee: R Gperafions, LLO Q3052025

Ag z resull of the on-sife visit({s), the departmant found Hhat you are notin compliance with the
Rransing laws and regulations as stated i the ciled deficencias in the snciased rapont.

O) Sabpecat 03/17/2025

Redfentisi Fare Services Date

{ understand that @ maindain an Assisted Living Facility Hoenge, the facility must b2in
somplanca with all the heensing laws and reguiations at al times.

%1% 25

Adatinistrator (or Regrasentative} Data

WAC 388-78A-2300 Feod and nutrition sarvices.
(1) The assisted living facdily must

o) Envsurs ail menus

(i} Indicate the date, day of week, manth ang year;
(iv] Are kept at feast six manths:

1 Fravide 3 vansty of fnods. and

v

ify Substitide foods of #aual nutnent vaiuve, when changss i the curent day's menu ara neceysary,
and record changes on the anginal imeny;

{3 Make avallable and give residents alternats chotesin endrses foy midday and evening meals
that are of comnparable sually and nutritonal valus, The assisted living facilty is nat requiras to post
altarnats choices in srdress on the manu one weak in advance, buf must recard on the menus the
alternate chaices in endrees that are saeved
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This requirersent was not met as avidenced by:

Bazed oninterview and record raview, the faciiity failad to ensure that thely weekly menus wers
dated sppropriately, that the manus were maintained far six months, that residents werg served a
variely of foode, that mena substitutions had squal nuttient value, and that aemative chaives wer
provided for 3 of 3 residents (Resident 2. Resigent 3, and Resident 4}, This failed practice plased
rasigents at sisk far inadequate nutrition and decreases guality of §ife.

Findings ncludad.



Statement of Deficiencies License #: 2452 Compliance Determination # 55591
Plan of Correction Rose Pointe Assisted Living Completion Date
Page2 of7 Licensee: RP Operations, LLC 03/05/2025

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

WAC 388-78A-2300 Food and nutrition services.

(1) The assisted living facility must:

(c) Ensure all menus:

(i) Indicate the date, day of week, month and year,;
(iv) Are kept at least six months;

(v) Provide a variety of foods; and

(f) Substitute foods of equal nutrient value, when changes in the current day's menu are necessary,
and record changes on the original menu;

(g) Make available and give residents alternate choices in entrees for midday and evening meals
that are of comparable quality and nutritional value. The assisted living facility is not required to post
alternate choices in entrees on the menu one week in advance, but must record on the menus the
alternate choices in entrees that are served;

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to ensure that their weekly menus were
dated appropriately, that the menus were maintained for six months, that residents were served a
variety of foods, that menu substitutions had equal nutrient value, and that alternative choices were
provided for 3 of 3 residents (Resident 2, Resident 3, and Resident 4). This failed practice placed
residents at risk for inadequate nutrition and decreased quality of life.

Findings included...
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Statement of Deficiencies License #: 2452 Compliance Determination # 55591
Plan of Correction Rose Pointe Assisted Living Completion Date
Page3 of7 Licensee: RP Operations, LLC 03/05/2025

Review of the facility’s weekly menus, dated for January, showed there was no documentation to
show which year the menus were for. Review of the weekly menus showed there was no menu for
the week of January the 12th. Review of the weekly menus showed there was no record of the
alternative choices that were served. Review of the weekly menus showed that on 01/26, the
breakfast, lunch, and dinner menu options were scribbled out but there was no documentation to
show what was served instead. Review of the weekly menus showed that on 01/27 and 01/28, there
was no propane, so the residents were served cereal, applesauce, yogurt, fruit and granola for
breakfast both days. The menu showed that pizza and a brownie was served for lunch on 01/27, and
ham and a cookie was served for lunch on 01/28.

Review of the facility’s weekly menus, dated for February, showed there was no documentation to
show which year the menus were for. Review of the weekly menus showed there was no record of
the alternative choices that were served. Review of the weekly menus showed that on 02/14, the
kitchen was frozen so cereal was served for breakfast and pizza was served for lunch. Review of the
weekly menus showed that on 2/17, cereal was served for breakfast and pizza was served for

lunch.

In an interview on 02/28/2025 at 8:01 AM, Staff B, Medication Technician, stated

there was no back-up plan when the portable kitchen trailer went out. Staff B stated there was a two
week period when the residents had cereal for every breakfast, pizza for every lunch, and
sandwiches for every dinner.

In an interview on 02/28/2025 at 9:06 AM, Staff A, Executive Director, reported that about two to
three weeks prior, the facility went through a whole week of frozen pipes in the mobile kitchen so
they served cold cereal and pizza as they had no heat or power in the mobile kitchen. Staff A stated
they were sure the residents were sick of pizza and cereal.

In an interview on 03/05/2025 at 10:09 AM, Resident 2 stated there were several times over the last
two months in which a peanut butter and jelly sandwich and the salad bar were the only options for
lunch. Resident 2 stated they were served a lot of pizza and cold cereal in the last two months.
Resident 2 stated they did not feel they were getting adequate nutrition.

In an email communication sent on 03/05/2025 at 10:58 AM, Staff A stated they did not have the
facility menu for the week of January 12, 2025.

In an interview on 03/05/2025 at 3:20 PM, Staff B stated that the facility’s menus were not updated
with what was actually served for part of January of 2025 because the kitchen director walked off the
job and quit. Staff B stated that residents complained to them daily about the food when they were
being served cereal, pizza, and sandwiches daily in January. Staff B stated that the only time the
facility offers an alternative besides peanut butter and jelly is when they are serving fish. Staff B
stated that two memory care residents, Resident 3 and Resident 4, were put on “no meat” diets
about a
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83.17.2025 13:13:47 State of Washington m

Statemanat of Deliciancies License # 2452 Compliance Determination # 55551
Fian of Coreacting Rase Poinis Assisted Living Campletion Date
Pagad of7 Licensee: RP Operations, LLT 8305202

week angd @ haif age Stalf B stated Sat meat is typically served willt every lunch and vath most
umnsiers sa e residents were st givent peanut butter and @iy sandwiches instead,

PlaniAttestation Statement
| heraly vertify that | have reviewsd this report and have aken of wili take active
rneRsures o soract this deficiency. By ta'ﬁaing s astion, Ross Foirdg A as fad i s
oy will 2 1 compiiance with this law and § or regulatian an {Oata) - 259

T

in addition | wili impiament a sysiem to monifor and ensurs cannoed compiiancs with
this requirenent.

L — %825

Adrainistratar [or Representative) Ciate

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 rasident's assessad capabifities, needs and preferences, inctuding the following:

7) The resident’s ability o ieave the assisted bving {anility previges uhsupervised, and

This requiremant was not met as evidenced by:

Based an interview and record review, the faciity faited to identify, in the resident’'s negatisted
senvisce agresment, the re derits’ abilify to lsave e asxisted iiving facilty pramises unsupetvisad for
1 of T ragident (Resdent 13, This failed practioe piaced residents who requirsd supenvision whan
leaving the factity at risi for harm and increased confusian.

Findings included .
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Raview of an undated negotiated sarvice agresment far Rasigent 1, showed that the reaident had
modarate demeantia (a group of conditions characterized by impairmant of memory and dgement)
withy significant shori-term mamory 1ass sndg possibile ong-tenm memaory loss,

heurb cause Qc&lde o i'g §r§=:i='ty & tmgzs} tuth-nt me- i al srwmtmunt dlo!‘ amf i‘ad ¥ af
arraned & return ride for the residant COY



Statement of Deficiencies License #: 2452 Compliance Determination # 55591
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 4 of7 Licensee: RP Operations, LLC 03/05/2025

week and a half ago. Staff B stated that meat is typically served with every lunch and with most
dinners so the residents were just given peanut butter and jelly sandwiches instead.

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-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:

(7) The resident's ability to leave the assisted living facility premises unsupervised; and

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to identify, in the resident’s negotiated
service agreement, the residents' ability to leave the assisted living facility premises unsupervised for
1 of 1 resident (Resident 1). This failed practice placed residents who required supervision when
leaving the facility at risk for harm and increased confusion.

Findings included...

Review of an undated negotiated service agreement for Resident 1, showed that the resident had
moderate dementia (a group of conditions characterized by impairment of memory and judgement)
with significant short-term memory loss and possible long-term memory loss.

In an interview on 02/28/2025 at 8:08 AM, Collateral Contact 1 (CC1), Spokane Cardiology Staff,
stated that on 02/17/2025, the office staff where CC1 worked had to watch Resident 1 for nearly an
hour because Resident 1's facility sent them to their medical appointment alone and had not
arranged a return ride for the resident. CC1
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83.17.2025 13:13:47 State of Washington 8/1

Statemaat of Deficiencies License # 2452 Cempliance Detesmination # 55551
Fian of Corraction Ress Poinje Assisted Living Complation Date
Page & of ¥ Licengea: RP Tparations, LLD §305/2025

ktatad that Reside t 1 oyl not aven remember that they already had thair sppoindment when CCH
it 1o find the rasident in the clinic, OO stated that € was very apparant that Resident 1 hag
m«:rmry impanments.

In an interveew on 027283024 8 808 AWM, Staf & Everutive Director, stated that sending Residsat ¢
to their doctar's appantment atane had been a big mistake m the farility's part St A siated Swy
had 3 newy rasident care coordinatar who hed nst realkzad that Resigdent | needed an escort whan
leaving B faciity.

Iy ar intesveew on DIDLE02E gt 1118 AM |, Coliateral Contact 2 {CC2), Resdant Hepresentative,
stated that Resident 1 was placsd in the faN ify's Memry care aft fhe resigent’s hospial and
rehadditation stay in [N of 2624 e« h of 2018, OC2 statt-d that Resident 1 called
them ot the day of e resdent’'s medical appaintment and asked CCE why ey were thees, 07
stated that someane from the faciiity callad CO2 apologizing and stading they had not realized
Resident 1 had gone & their sppoiniroant alene. CC2 stated that it had been determinad while
Resident § was i rmemoy care thad the cesidant should not ave e facdity alans. S0 stated that
Resident { had ginhal amnesa {a seuralogical disorder that causes a sudden, temmparary inabilty to
form naw memoriss and recal recent and past events) in addition 5 demantia, and that ther
memoty issues had gotlen much worse since their h;:osmtai and rehabilkston »tey

Plan/Attestation Statement
{ herglny centify that | have revigyeed this report and have taken of vl take achive
ragasures o cowrect this deficirncy. By taking this action, Ross Paints Avereled Li g%vs
ar will he in compliancs with this law and / or regulation ay {Date) 4O

in Jdtﬁltl»‘;"i. | wilf smpiernent 3 system to monitor and ansure continuad complizance with
this requirerment.

JU— 3 1B-LS

. 7 N
Administrator {ov Representativa) Date

¥
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WACT 388-78A-2630 Reporting abuse and naglect.
i The assisted living faciity must snsure that sach staff person:

(a} Makes a reparnt {o the aaparimas{s Aging and Disabiity Senvices Administration Cﬁmptu nt
Fesolutian Uait hatiine consistentwith chapter 74 34 ROWiIn alf casss where S staff pergon bas
reasonaile cause o bellews that ab'mu ohiment, abuse, financial expicitaiion, or negiect ﬁf a
vudterable adult has aocurrad: and



Statement of Deficiencies License #: 2452 Compliance Determination # 55591
Plan of Correction Rose Pointe Assisted Living Completion Date
Page5 of7 Licensee: RP Operations, LLC 03/05/2025

stated that Resident 1 could not even remember that they already had their appointment when CC1
went to find the resident in the clinic. CC1 stated that it was very apparent that Resident 1 had
memory impairments.

In an interview on 02/28/2024 at 9:06 AM, Staff A, Executive Director, stated that sending Resident 1
to their doctor’s appointment alone had been a big mistake on the facility’s part. Staff A stated they
had a new resident care coordinator who had not realized that Resident 1 needed an escort when
leaving the facility.

In an interview on 03/04/2025 at 11:15 AM, Collateral Contact 2 (CC2), Resident Representative,
stated that Resident 1 was placed in the facility’s memory care after the resident’s hospital and
rehabilitation stay in || ll] of 2024 and ] of 2025. CC2 stated that Resident 1 called
them on the day of the resident’s medical appointment and asked CC2 why they were there. CC2
stated that someone from the facility called CC2 apologizing and stating they had not realized
Resident 1 had gone to their appointment alone. CC2 stated that it had been determined while
Resident 1 was in memory care that the resident should not leave the facility alone. CC2 stated that
Resident 1 had global amnesia (a neurological disorder that causes a sudden, temporary inability to
form new memories and recall recent and past events) in addition to dementia, and that their
memory issues had gotten much worse since their hospital and rehabilitation stay.

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-2630 Reporting abuse and neglect.

(1) The assisted living facility must ensure that each staff person:

(a) Makes a report to the department's Aging and Disability Services Administration Complaint
Resolution Unit hotline consistent with chapter 74.34 RCW in all cases where the staff person has
reasonable cause to believe that abandonment, abuse, financial exploitation, or neglect of a
vulnerable adult has occurred; and
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Statement of Deficiencies License #: 2452 Compliance Determination # 55591
Plan of Correction Rose Pointe Assisted Living Completion Date
Page 6 of7 Licensee: RP Operations, LLC 03/05/2025

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to report potential neglect to the
department’s Complaint Resolution Unit hotline for 1 of 1 resident (Resident 1). This failed practice
inhibited the department’s ability to investigate the concern promptly and placed Resident 1 with
cognitive impairment, who was transported to an appointment unattended with no return ride
scheduled at risk.

Findings included...

Review of an undated negotiated service agreement for Resident 1 showed that the resident had
moderate dementia (a group of conditions characterized by impairment of memory and judgement)
with significant short-term memory loss and possible long-term memory loss.

In an interview on 02/28/2025 at 8:08 AM, Collateral Contact 1 (CC1), Spokane Cardiology Staff,
stated that on 02/17/2025, the office staff where CC1 worked had to watch Resident 1 for nearly an
hour because Resident 1's facility sent them to their medical appointment unattended and had not
arranged a return ride for the resident. CC1 stated that Resident 1 could not even remember that
they already had their appointment when CC1 went to find the resident in the clinic. CC1 stated that
it was very apparent that Resident 1 had memory impairments.

In an interview on 02/28/2024 at 9:06 AM, Staff A, Executive Director, stated that sending Resident 1
to their doctor’s appointment alone had been a big mistake on the facility’s part. Staff A stated they
had a new resident care coordinator who had not realized that Resident 1 needed an escort when
leaving the facility.

In an interview on 03/04/2025 at 11:15 AM, Collateral Contact 2 (CC2), Resident Representative,
stated that Resident 1 was placed in the facility’s memory care after the resident’s hospital and
rehabilitation stay in || l] of 2024 and ] of 2025. CC2 stated that Resident 1 called
them on the day of the resident’s medical appointment and asked CC2 why they were at their
appointment. CC2 stated that someone from the facility called CC2 apologizing and stating they had
not realized Resident 1 had gone to their appointment alone. CC2 stated that it had been determined
while Resident 1 was in memory care that the resident should not leave the facility alone. CC2
stated that Resident 1 had global amnesia (a neurological disorder that causes a sudden, temporary
inability to form new memories and recall recent and past events) in addition to dementia, and that
their memory issues had gotten much worse since their hospital and rehabilitation stay.

Review of the department’s complaint intakes for February of 2025 showed that no facility reports
were made for Resident 1 regarding the incident.
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63.17.2025 13:13:47 State of Washington
Staterpant of Deficiencies Licansa # 3492 Comphance Datermination # 55551
Flan of Corractinn Rasgs Poinie Assisted Living Completion Date
Page ¥ of¢ Licengae: R¥ Jperations LLD 8305/2028

PlanjAttestation Statement
| heratsy serlify that | have reviewsd this report and have faken or will take aclive
messurss 1o coivect thig deficiency. By taking thiis action, Ross Pcirgg A?"sis-tecj Livirg i
avwill be in compiance with this law and 7 or regulation gy {Sate) ~]0 Y/W

in addiben, | will impleavent a system to wnitor snd snsurs condnusd complianse with
this requirement.

L 3-1% 28

Admivistratar {oy Representabve) DCate

10/11
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Statement of Deficiencies License #: 2452 Compliance Determination # 55591
Completion Date

Plan of Correction Rose Pointe Assisted Living
Page7 of7 Licensee: RP Operations, LLC

03/05/2025

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
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