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

11/26/2024

PSL Associates, LLC

North Point Village, Assisted Living & Memory Care
1110 E Westview Ct

Spokane, WA 99218

RE: North Point Village, Assisted Living & Memory Care # 2479

Dear Administrator:

This letter addresses deficiencies occurring in the report(s) for: Compliance Determination(s)
50923 (Completion Date 11/26/2024) and 46419 (Completion Date 10/04/2024).

The Department completed a follow-up inspection of your Assisted Living Facility on 11/26/2024
and found no deficiencies.

The Department found that deficiencies for the following licensing laws and regulations were
corrected:

WAC 388-78A-2160 Implementation of negotiated service agreement. The assisted living
facility must provide the care and services as agreed upon in the negotiated service
agreement to each resident unless a deviation from the negotiated service agreement is
mutually agreed upon between the assisted living facility and the resident or the resident's
representative at the time the care or services are scheduled.

WAC 388-78A-2930 Communication system.

(1) The assisted living facility must:

(c) Provide residents, families, and other visitors with a means to contact a staff person inside the
building from outside the building after hours.

(2) The assisted living facility must provide one or more nonpay telephones:
(a) In each building located for ready access for staff persons; and

(b) On the premises with reasonable access and privacy by residents.

The Department staff who did the On Site verification:
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Carla Rose, NCI Community Licensor

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

Sincerely,

Jessica Salquist, Field Manager
Region 1, Unit B
Residential Care Services
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
8517 E Tramt Ave, Ste 102, Spokane Valiley, WA 93212

Statement of Deficiencies License # 247¢ Compliance Determination # 46419
Plan of Correclion North Point Village, Assistad Living & Memory Care Completion Date
Fage 1 of & Licensee: PSL Associates, LLC 10/Q4/2024

You are required to be in compliance at all imes with all licensing faws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site follow-up on 08/26/2024,
Q8/27/2024, 0B/28/2024, 08/20/2024, 08/307/2024, 09/04/2024, 09/05/2024, 08/06/2024,
09/09/2024, 09/18/2024, and 0%/0%/2024 of:

North Point Village, Assisted Living & Memory Care

1110 E Westview Ct

Spokane, WA 98218

This document refergnces the following SQD dated: 1(/04/2024

The following sample was selected for review during the unannounced on-site visit: 20 of 98
current residents and O former residents.

The department staff that inspected the Assisted Living Facility:

Tethra Wales, Assisted Living Facility Licensor
Veronica Jackson, Assisted Living Facility Licensor
Joy Pipgras, LTC Surveyer

From:

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

8517 E Trent Ave, Ste 102

Spokane Valley, WA 998212

As a result of the on-site visit(s) the departmeant found that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.
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Residential Care Services Date
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Statement of Deficiencies License #: 2479 Compliance Determination # 46419
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 2 of 5 Licensee: PSL Associates, LLC 10/04/2024

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 times.

Administrator (or Representative) Date

WAC 388-78A-2160 Implementation of negotiated service agreement. The assisted living
facility must provide the care and services as agreed upon in the negotiated service
agreement to each resident unless a deviation from the negotiated service agreement is
mutually agreed upon between the assisted living facility and the resident or the resident's
representative at the time the care or services are scheduled.

This requirement was not met as evidenced by:

Based on observation, interview and record review, the facility failed to ensure care and services,
listed in the negotiated services agreement, were implemented for 1 of 2 residents (Resident 1). This
failure resulted in decreased showers and contributed to skin break down for the resident and placed
the resident at increased risk for compromised skin integrity and infection.

Findings included...
Review of a Negotiated Service Plan, (the facility’s titled negotiated service agreement, NSA) for
Resident 1, dated 12024, showed the resident was admitted on /2024 and had diagnoses

). Further review of the NSA showed that Resident 1 required physical
assistance of two staff during showers twice a week, with one staff to assist to shampoo and dry the
resident’s hair. The NSA showed staff were to use pillows to float/position the resident’s heels off of
the mattress when the resident was laid in bed to prevent pressure sores to the heels.

<Showers>

In an interview on 08/27/2024 at 11:21 AM, Staff E, Medication Aide, stated that they had been
concerned about Resident 1 not getting showered as scheduled since their admission on

I/ 2024.

Review of Resident 1's shower flow sheet for August 2024 showed that the resident received a
shower twice in the month of August, on 08/11/2024 and 08/18/2024.
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Statement of Deficiencies License #: 2479 Compliance Determination # 46419

Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 3 of 5 Licensee: PSL Associates, LLC 10/04/2024
<Heels>

Observation on 08/28/2024 at 2:45 PM, showed Resident 1 laid in bed. Resident 1's right heel laid
directly on the mattress as the resident laid on their left side. Further observation showed Staff D,
Care Partner, removed the resident’s sock and a quarter sized reddened area was noted to be on
the resident’s inner left side of the right heel (the area that had laid directly on the mattress).

In an interview on 08/29/2024 at 11:45 AM, Staff B, Health and Wellness Specialist, stated they had
observed Resident 1's pressure sore on their heel.

Observation on 08/29/2024 at 2:00 PM showed Resident 1 laid in their bed on their left side with
both feet laying directly on the mattress with no pillow underneath their feet or either heel.

This is an uncorrected deficiency previously cited on 06/14/2024 and recurring deficiency previously
cited on 02/09/2024.

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, North Point Village, Assisted
Living & Memory Care 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-2930 Communication system.

(1) The assisted living facility must:

(c) Provide residents, families, and other visitors with a means to contact a staff person inside the
building from outside the building after hours.

(2) The assisted living facility must provide one or more nonpay telephones:

(a) In each building located for ready access for staff persons; and
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Statement of Deficiencies License #: 2479 Compliance Determination # 46419
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 4 of 5 Licensee: PSL Associates, LLC 10/04/2024

(b) On the premises with reasonable access and privacy by residents.

This requirement was not met as evidenced by:

Based on observation, interview and record review, the facility failed to ensure there was a
consistently operational telephone available for communication between residents, family, and staff
for 12 of 12 residents (Residents 2, 3, 5, 6, 11, 12, 13, 14, 15, 16, 17, 18). This failure inhibited
communication between residents, families, and staff, and placed A cottage residents at risk for
psychosocial harm, delay in treatment, and decreased quality of life.

Findings included...

Review of an undated facility characteristic roster showed that Residents 2, 3, 5, 6, 11, 12, 13, 14,
15, 16, 17, 18 resided in the facility's A Cottage.

In an interview on 08/26/2024 at 4:00 PM, Staff A, Executive Director, stated the facility had
purchased phones for staff to use in the cottages that were not internet service based. Staff A stated
when a resident received a phone call at the main building, then call staff in the cottages on the
staff's phone to notify them a phone call had come in for a resident, and then transferred the call.
Staff A stated that when the staff member received the call, they would then transfer it to the
resident’s portable phone. Staff A further stated that the residents’ portable phone in each cottage
was still internet based and the quality of the call was dependent on the internet connectivity. When
asked if any resident family members had complained recently about phone service to residents,
Staff A, stated yes, and identified that Resident 2’s family had.

In an interview on 08/26/2024 at 12:55 PM, Resident 2 stated the resident portable phone had never
worked well, it would cut off or hang up during phone calls, and that they hadn't talked to family on
the resident portable phone for many months. Resident 2 stated that the resident portable phone
worked so poorly that their friend bought them a phone to use, but at that time the resident didn’t
know where it was located.

In an interview on 08/27/2024 at 1:40 PM, Collateral Contact 1 (CC1), Resident Representative,
stated they could not call Resident 2's cottage to speak to Resident 2 or the staff. CC1 stated they
had not been able to reach Resident 2 on the phone for over seven months. CC1 stated they had
recently encouraged a family member to call Resident 2 due to the resident feeling ill. CC1 reported
that after five unsuccessful attempts, neither they or Resident 2's family member were able to reach
the resident on the phone.

Observation on 08/27/2024 at 1:06 PM, showed when a call was placed by the department licensor
to the main facility phone number, the call was answered and when the department licensor
requested to speak with Resident 2, in A Cottage, the phone
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Statement of Deficiencies License #: 2479 Compliance Determination # 46419
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 5 of 5 Licensee: PSL Associates, LLC 10/04/2024

call was placed on hold, then transferred and there was a busy signal until the line disconnected.
The call was not completed.

In an observation on 08/27/2024 at 1:34 PM, showed when a call was placed to the main facility
phone number, the call was answered and when the department licensor requested to speak with
Resident 2 in A Cottage, the phone call was placed on hold, then transferred and there was a busy
signal until the line disconnected. The call was not completed.

In an interview on 08/27/2024 at 2:20 PM, Staff J, Care Partner, stated they have had issues with
resident phone calls in A Cottage frequently, and B Cottage at times intermittently. Observation at
that time, of A Cottage phone, showed it displayed a red circle with a black line and it was set to “do
not disturb.” Further observation showed 54 missed calls.

In an interview on 08/28/2024 at 2:50 PM, Staff VV, Care Partner, stated that the cottages continued
to have issues with phone calls: the calls drop, cut out or they can’t hear what is being said. Staff V
further stated whenever they need to call a family member or the pharmacy, they use a landline
phone in the cottage office (a room not accessible to residents due to confidential information being
visible) because they were the only reliable phones available to use for important calls.

This is an uncorrected deficiency previously cited on 06/14/2024.

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, North Point Village, Assisted
Living & Memory Care 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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Residential Care Services
Investigation Summary Report

Provider/Facility: North Point Village, Assisted Provider Type: Assisted Living Facility
Living & Memory Care
License/Cert.#: 2479 Intake ID: 124909

Compliance Determination #: 39636 Region/Unit #: RCS Region 1 / Unit B
Investigator: Amy Wright
Investigation Date(s): 04/11/2024 through 06/14/2024

Complainant Contact Date(s):

Allegation(s):
Physician's orders not being followed.

Investigation Methods:

Sample: Total residents: 103
Resident sample size: 2
Closed records sample size: 1

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

Interviews: Executive Director
Health and Wellness Specialist
Alleged Victim
Care Partner
Resident Representative
Resident
Alleged Victim's Representative

Record Reviews: -Disclosure of Services
-Characteristic roster
-Staff roster
-Resident face sheets
-Resident care plans
-Medication administration records
-Provider orders
-Communication System Policy
-Incident investigation
-Progress notes
-Medication Assistance Policy
-Staff schedule
-After visit summary
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Investigation Summary:

The Alleged Victim's care plan indicated that staff were to apply compression wraps to the
resident's legs daily. Document review showed the wraps were not initiated at the time they
were added to the resident's plan of care. Failed practice identified and cited under WAC 388-
78A-2160 Implementation of negotiated service agreement.

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

0 N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: North Point Village, Assisted Provider Type: Assisted Living Facility
Living & Memory Care
License/Cert.#: 2479 Intake ID: 124907

Compliance Determination #: 39636 Region/Unit #: RCS Region 1 / Unit B
Investigator: Amy Wright
Investigation Date(s): 04/11/2024 through 06/14/2024

Complainant Contact Date(s):

Allegation(s):

1. Staffing.

2. Insufficient cleaning and care supplies.

3. Unreliable communication system for memory care cottages.

Investigation Methods:

Sample: Total residents: 103
Resident sample size: 2
Closed records sample size: 1

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

Interviews: Executive Director
Health and Wellness Specialist
Residents
Care Partner
Resident Representatives

Record Reviews: -Disclosure of Services
-Characteristic roster
-Staff roster
-Resident face sheets
-Resident care plans
-Medication administration records
-Provider orders
-Communication System Policy
-Incident investigation
-Progress notes
-Medication Assistance Policy
-Staff schedule
-After visit summary
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Investigation Summary:

1. Interviews with facility staff and residents showed there continued to be shifts where only one
care staff was available to assist with resident care in the memory care cottages. Failed facility
practice identified under WAC 388-78A-2450 Staff (1)(a). Facility already out of compliance as
of 06/11/2024.

2. Staff interviewed reported that care and cleaning supplies were available when needed.
Residents interviewed voiced no concerns related to inadequate facility-supplied care and
cleaning products. Observation of facility bathrooms and laundry areas showed supplies were
available. No failed facility practice.

3. The facility failed to ensure that consistently functioning telephones were available for
resident, staff, and family communication. Failed practice identified and cited under WAC 388-
78A-2930 Communication system (1)(c)(2)(a)(b).

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

[1 N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: North Point Village, Assisted Provider Type: Assisted Living Facility
Living & Memory Care
License/Cert.#: 2479 Intake ID: 123857

Compliance Determination #: 39636 Region/Unit #: RCS Region 1 / Unit B
Investigator: Amy Wright
Investigation Date(s): 04/11/2024 through 06/14/2024

Complainant Contact Date(s):

Allegation(s):
Injuries of unknown origin.

Investigation Methods:

Sample: Total residents: 103
Resident sample size: 2
Closed records sample size: 1

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

Interviews: Executive Director
Health and Wellness Specialist
Residents
Care Partner
Alleged Victim's Representative
Resident Representative

Record Reviews: -Disclosure of Services
-Characteristic roster
-Staff roster
-Resident face sheets
-Resident care plans
-Medication administration records
-Provider orders
-Communication System Policy
-Incident investigation
-Progress notes
-Medication Assistance Policy
-Staff schedule
-After visit summary
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Investigation Summary:

The Alleged Victim's Representative reported that the resident's injuries were due to a fall. The
facility was requested to provide a fall investigation for the Alleged Victim and no investigation
was provided. The Alleged Victim's injuries were observed prior to the facility's stated time of
occurrence. Failed practice identified under WAC 388-78A-2371 Investigations (1)(2)(3). Facility
already out of compliance as of 06/11/2024.

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

0 N/A

"91ISJ9M 1018207 33 J0} SIJIAISS 2Je) [elluapIsay Aq patedasd sem Juswindop siyL



07/01/2024 MON 8:08 FAX 50% N. Point village Zoo1/004

96.25.2024 14:14:34 State of Hashington

STATE OF WATRINGTON
CERPARTMENT OF SOCIAL AND HEALTH SERVIZES
BEING AND LONG-TERM SUPPORT ADMIETRATICN
8317 E Trent Ave, Ste 162, Spokane Valley, WA 93212

Statameat of Leficienging Dicarse # 240D Corppianes Beteiminaten &3y
Fiar of Comaction Nerth Point Vilage, Azsisted Living & Memsry Care Compiaiien Date
Fage | of'4 Licgnsea PSL Agsatiates, LLC GEA 40024

Yo are required ta be in compliance at all Sres vith sl licensing lavws and regulasans ia
reaintain your Ageisted Living Faclily Hoenge

The depariment campletad dats colizcion for an eanngunesd sreale complaint e stigation
on G420 412004 ang GRAIGIGEE of

Morth Fant Vilage, Assisted Living & Mamaty Cars
110 & Washvimy Ot
Spokang, WA B8218

This dorument references the folowing complEnt numbseris) 124900 124887 123387

The foiowing sample wag selsctad & review dusing the urannounsed -site visio 2 of 163
cusrant ragidends and ¥ Pavrmey resdants.

The department stalf that invastigsted the Avsinted Living Facility:

Ay Whight, MO Careplam Investigatsr

Frary

O8HS Aqing and Long-Termn Suppodt Adrministration
Regidential Gare Services Region |, 1nit8

8547 E Trant fvy, B 102

Spokene Valieyw, Wi Q8212

"91ISJ9M 1018207 33 J0} SIJIAISS 2Je) [elluapIsay Aq patedasd sem Juswindop siyL

&g 5 resull of the or-sde wisilis), the depamtment found that vou ave nabin camplisnce with the
Heensing Iaws and requlafions as stated In the Tited deficiencles in the sneigsed repan

= W\, 06/25/2024

mmidentizl Lare Services {rate

§ understand that o makntain an Assisted Living Facilty frenss. the facdity rouet e dn
comvplance with all the hesnsing faws gnd reguistions at ai tmes.



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 #: 2479 Compliance Determination # 39636
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 1 of 4 Licensee: PSL Associates, LLC 06/14/2024

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 04/11/2024, 04/11/2024 and 05/06/2024 of:

North Point Village, Assisted Living & Memory Care
1110 E Westview Ct
Spokane, WA 99218

This document references the following complaint number(s): 124909, 124907, 123857

The following sample was selected for review during the unannounced on-site visit: 2 of 103
current residents and 1 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

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

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 times.
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Statement of Deficiencies License #: 2479 Compliance Determination # 39636

Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 2 of 4 Licensee: PSL Associates, LLC 06/14/2024
Administrator (or Representative) Date

WAC 388-78A-2160 Implementation of negotiated service agreement. The assisted living
facility must provide the care and services as agreed upon in the negotiated service
agreement to each resident unless a deviation from the negotiated service agreement is
mutually agreed upon between the assisted living facility and the resident or the resident's
representative at the time the care or services are scheduled.

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to ensure physician ordered treatments,
listed in the resident’s negotiated service agreement, were implemented for 1 of 1 resident (Resident
1). This failure resulted in swelling, difficulty with activities of daily living, and a decreased quality of
life and placed the resident at increased risk for compromised skin integrity, infection, and other
health complications.

Findings included...

Review of a negotiated service agreement (NSA) for Resident 1, dated 12/21/2023, showed the
resident had congestive heart failure (a chronic disease that causes swelling in the legs, ankles, and
feet). Further review of the care plan identified that Resident 1 was to wear compression wraps daily,
and they were to be applied and removed by the medication technician.

Review of a medication administration record (MAR) for Resident 1, dated January 2024, showed
that the physician’s order for bilateral lower extremity wraps was not added to the resident’'s MAR, to
instruct care staff to apply them, until 01/19/2024, nearly one month after they were added to
Resident 1's NSA.

In an interview on 04/11/2024 at 12:39 pm, Resident 1 stated it took them a year to get the facility to
wrap their legs. Resident 1 stated they usually asked the medication technician to wrap their legs,
and they usually sent a care staff to do it or said they would come back but did not. Resident 1
stated they only got their legs wrapped two to three times a week. Resident 1 stated that staff always
blamed the other shifts.

In an interview on 06/13/2024 at 9:05 AM, Collateral Contact 1 (CC1), Resident Representative,
stated staff did not begin wrapping Resident 1's legs until January of 2024. CC1 stated that Resident
1’s legs were very swollen and painful when not wrapped. CC1 stated that Resident 1 was often
unable to get their shoes on because of the swelling in their feet, and that Resident 1 had a hard
enough time walking even with shoes on.
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Living & Bernory Lars & o will be i compBarse with this law and § or regilaban on

(Datel__ ) 24)24 .

le: aafdfifion, | will implernent § systermyio monitor and enmas continued compliance with
this requirasent.

Qﬁﬂ/ 7'//D/M

Adn‘iésﬂsﬁa’&m jor Represantative]

- WAD 3887842930 Communication sy stem.
(1) The assisted living €aclity must

(2§ Frovide residents, famiies, and nthar visifors with a means o cantact 3 statt person Bigiks the
buifding from ouiside the building sfter hours,

ia} In 2ach busiding located for ready aocsss far stad persone; and

{B) On the premises with featonagble accsas antl privasy by residents.
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This requirement was sot met as evidenced by:

Based an obssrvation, inteswisw and record review, the faclity faifed o ensure thers wWas a
congistently operattional telaphane availzble for communisstion betwesn resstents, farmiby, and staff
far 12 of 12 ressdents [Residerds 1, 2, 3.4, 5,8, 7, 8. 8, 118, 11, 123 This faliure inbubits:]
comwvninication hebae er residents. families, and staf, and placed A coltage restdents &t fsk far
peychosecial harm, deday & treatrmant, angd decrassed quality of [ife.

Findigs dwluged, .

Revisw of an undated faciiity charactershc roster showed that Regidents 1,2, 3. 4 5.8, 7.9, %, 10,
11, e 12 resided in the fecily's A Tottage.
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In an interview on 06/21/2024 at 1:45 PM, Staff B, Health and Wellness Specialist, stated that upon
admittance to the facility, Resident 1's care plan included instructions for caregivers to apply wraps
to the resident's legs. Staff B further stated they had observed swelling to the resident's lower legs.

This is a recurring deficiency previously cited on 02/09/2024.

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, North Point Village, Assisted
Living & Memory Care 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-2930 Communication system.

(1) The assisted living facility must:

(c) Provide residents, families, and other visitors with a means to contact a staff person inside the
building from outside the building after hours.

(2) The assisted living facility must provide one or more nonpay telephones:
(a) In each building located for ready access for staff persons; and

(b) On the premises with reasonable access and privacy by residents.

This requirement was not met as evidenced by:

Based on observation, interview and record review, the facility failed to ensure there was a
consistently operational telephone available for communication between residents, family, and staff
for 12 of 12 residents (Residents 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12). This failure inhibited
communication between residents, families, and staff, and placed A cottage residents at risk for
psychosocial harm, delay in treatment, and decreased quality of life.

Findings included...

Review of an undated facility characteristic roster showed that Residents 1, 2, 3, 4, 5, 6, 7, 8, 9, 10,
11, and 12 resided in the facility's A Cottage.
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07/01/2024 MON 8:10 FAX 50% N. Point village Zoo4a/004

06.25.2024 14:14:34 State of Hashington
Statemant of Daficiencies Ltcense & o419 Corphanca Deternmnahen ¥ J06J0
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In anm bstessdawe on 0401 12624 gt 31 98 AN, Steff & Bxecutive Direstor, stated the faciily ugad
intemeat phones and that oails dropped semetimes. Stalf A stated the igsue had been golng an for at
legst seven months of lonoer SLaft A fwther stated that the staf radios ware staticky at timss.

I an iterview on B8 2024 a8 08 AN Coksters! Contact 1 (OO, Regfdent Reprasemative,
statad they could not ool Restident T's cottage to taik o Resident 1 or the staff. CO07 stated that
wdan they calied the rrann building ang the staff tried o transhe the cali to Resdent Vs vottage, the
lise was akvsys pither Husy of wy oot a "deadiine sigasl.’ O stated Sy had o oal back muitiple
tirnes, atid that tha anly sy Sy werg abde o islh o Fesident 1 or the cottage staft was by eaving &
tosmamge 3ed having e stal call OO back from e pavsonal oulk phones, ©CT steled thare was
Mo pioene nusmer that they could use to reach Hesident 178 coftage without legving & msssagy and
ygiting for samenne to opll them hack.

In an observalion om SBM14F2024 a1 2568 B, g calbwas plased o e main facily shots nurmber.
The call was unanswered | option nuember nine was anterad (for 12 concierge], and g recorded voe
chated the cwmhar had regohad the Exacuthes Dirertor s woaosmad.

I an sheervation o DEA 412034 af 338 PM, & cali was placed & the mamn faciily phone nurber.
The sall veas wiawered by  sfal metbsr who stated Bwy would iransfar the oug ta A Cottage a3
requasted. The ghone rang unid 337 PM, then a “beeg, haep, beep, beep,” was hearg far
approamately ten geconds, then the call was disconnected. This investigaiar was unabie fa reach
amy A Ooltage regidenls or gtaf,

Plan/Afrestation Statem ent
| haraby certily thar | have reviswad this report and havs taken oF Wi take achive
reasures o curact this geficienoy, By takirg this action, Narth Foint Vitlage, Assisted
Living & Sfaraory Carg is or will be in compdiznee wilh this law and £ of ragulaban on

(Date:i____j_/_ 2.4 j e %[ .

Ire addition, | will impiement 2 sysiern to s0rtor and ensure consinued complshos waths
this regquirammsnt.

rL— 2/1/24

effatar (o Repreasentativej ' Cate
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In an interview on 04/11/2024 at 11:40 AM, Staff A, Executive Director, stated the facility used
internet phones and that calls dropped sometimes. Staff A stated the issue had been going on for at
least seven months or longer. Staff A further stated that the staff radios were staticky at times.

In an interview on 06/13/2024 at 9:05 AM, Collateral Contact 1 (CC1), Resident Representative,
stated they could not call Resident 1's cottage to talk to Resident 1 or the staff. CC1 stated that
when they called the main building and the staff tried to transfer the call to Resident 1's cottage, the
line was always either busy or they got a “deadline signal.” CC1 stated they had to call back multiple
times, and that the only way they were able to talk to Resident 1 or the cottage staff was by leaving a
message and having the staff call CC1 back from their personal cell phones. CC1 stated there was
no phone number that they could use to reach Resident 1's cottage without leaving a message and
waiting for someone to call them back.

In an observation on 06/14/2024 at 2:56 PM, a call was placed to the main facility phone number.
The call was unanswered, option number nine was entered (for the concierge), and a recorded voice
stated the caller had reached the Executive Director’s voicemail.

In an observation on 06/14/2024 at 3:36 PM, a call was placed to the main facility phone number.
The call was answered by a staff member who stated they would transfer the call to A Cottage as
requested. The phone rang until 3:37 PM, then a “beep, beep, beep, beep,” was heard for
approximately ten seconds, then the call was disconnected. This Investigator was unable to reach
any A Cottage residents or staff.

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, North Point Village, Assisted
Living & Memory Care 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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