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)
50968 (Completion Date 11/26/2024) and 46420 (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-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:

(5) Appropriate behavioral interventions, if needed;

WAC 388-78A-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and timely manner.

WAC 388-78A-3140 Responsibilities during inspections. The assisted living facility must:

(2) Provide requested records to the representatives of the department; and

The Department staff who did the On Site verification:
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Brian Zbylski, ALF Licensor
Jennifer Lee, Assisted Living Facility Licensor

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

Sincerely,

9 5@%«&%‘

Jessica Salquist, Field Manager
Region 1, Unit B

Residential Care Services
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STATE OF WASHINGTON
CEPARTHENT OF S0CIAL AND HEALTH SERVIGES
AGING AMD EONG- TERK SUPPORT ADMIKISTRATION
E59T F Treni Ave, Sta 182, Spokate Vaflay, WA 99212

wiztament af Leficrencias Eicense # 7Y womphants Belerminstion # 45420
Plag af Corection Nasth Point Village, Assistad Living & Memery Uate Completion Dats
Page 1 off Licensaa: PSL Aszociates, LLEG 1042024

Yoo are raquired t be in compliance at a0 @mes with all licensng laws and regulations o
rnaintain your Assisted Living Faciity Seanse, -

The daparbment completed dats colipction for an unanngunssd on-aile follow-up an SR
QBTS04 OB2R/2028  0%0G/2024 | SH/3012824 (040024 H40R2024, USR0S,
NG DSR2 and 08/09/2424 of:

Motk Paint Village, Assisted Living 8 Memary Care

1140 & Wagtview Ot

Spalcarse, WA SH218

Thsls srgemant mferences e following SO0 dated: 1042024

Trw fotlwing sample wag selectad for review dunng the unarnounced on-site visil 20 of 88
current regiderss andt § farrer residents.

The deparirnent staff that inspented the Aosiated Living Faciiiy.

Teihra Wales, Assisted Living Faclily Leansor
Wammnica Jackson, Assisted Living Facilty Livensor
Juy Pingras, UT0 Surveyoer

From:

DEHE, Aging and Long-Tann Suppot Adminisiration
Resldential Care Senvices, Reglant Unit B

AEET E Trant Ave, Ste 132

Spokare Valley WA 93212
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As & resuit of the or-site visit's) the department founs that you are notin cemplianie with #2
fnensing faws and regulations py sisted in the cited deficienzies in the enclosad raport.

o ..
Ww*ﬁ e 10/16/2024

Remdenbal Care Services Diata




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 # 46420
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 1 of 8 Licensee: PSL Associates, LLC 10/04/2024

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 follow-up on 08/26/2024,
08/27/2024, 08/28/2024, 08/29/2024, 08/30/2024, 09/04/2024, 09/05/2024, 09/06/2024,
09/09/2024, 09/18/2024, and 09/09/2024 of:

North Point Village, Assisted Living & Memory Care

1110 E Westview Ct
Spokane, WA 99218

This document references the following SOD dated: 10/04/2024

The following sample was selected for review during the unannounced on-site visit: 20 of 98
current residents and 0 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 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

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
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19/21/2024 MON 8:29 FAX 509 N. Point village @o05/014

10.17.2024 09:17:20 State of Washington 4/13
Stafermsat of Ceficisncies License & 2479 Corpliance Betermingtion # §5420
Fian of Qorraction Nogth Paikd Villsge, Assisted Living & Memory Qave Compietion Date
Page 2 of B Licensey:; FEL Asspcistes, LLO 0042034

Funderstand that th mamtain on Assisted Living Faoility cenge the faclity raust bain
compance with alf the koensing laws and reguiations at ai tsres.

) nrl— /ﬂ//f/Z‘/

JEUNISUS0r [OF Rep e ouralve | T e

WAC 388.79A-2140 Negotiated service agreement contents, The asgisted living faciiity must
develop, and docum ent in the resldent's racord, the agreed uporn plan te addrass and suppornt
sach resident's sssessed capabilities, needs and preferaric es, including the following:

(5) Appropriats Babaviaral teneantiong, f nesded,

This requirement was sot met as evidenced by:

Basad oy obssivation, intsview and recors revisw, e facdity failed to ensure that tehavioral
Intesventrans wiers nd ud»d i e ;segmmted servics agreement for 1 of § resident (Regident 4), This
falire placed Resident 4 at incve avad rigy for foou borne diness and sn unhyaienic snvironroent.

Findings inclugsd

Chzervation on 88/ 2972024 at 10043 AN, showed Rasident £ was in ive Uining room saling el
hreakfast with sik bananas siting on the (abiy and fwo bananas in Resident 4's walker bagker txed
to carsy persovsd ferns, Ohservation showed ail the bananas wers very brown: aeud wrirkled. n an
ety 3t that e, Rasiden 4 stated they dad receiesd the bananas fram the kitchan staff,
Resident 4 stated they had reguested to take tha bananas singe the staff stated they had been ved
aside 13 ba Hrown away. Residsnt 4 stated] st the hananas would last much longes in ey
rehigaratar and dikhivt need 1o be Mrown away.

In an intensevs on 0BAIGIZG24 at 1500 AN, Staf C, Resident Care Coordinatar, stated they had
heard Srom taedity staff st Rosident 4 wae o & maniz stde, as Sy had been ohyaved with food
that was ot ediie in their refvigerator and ey had bean dware the resident often rafusad to et
staff cloan out sxpived fosd fram their refrigarator,
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hawew of Resident 4's Negohm&u S&I‘v’::ij Flan {he faciby's fed pagotistad seveie agreemsnt,

Farthet review showed hio behawiaral intervenions for Ragidant 4's bahavioy of refusing
sta¥ agsistanae with shesking for ana thrawing out expired faod.



Statement of Deficiencies License #: 2479 Compliance Determination # 46420
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 2 of 8 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-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:

(5) Appropriate behavioral interventions, if needed;

This requirement was not met as evidenced by:

Based on observation, interview and record review, the facility failed to ensure that behavioral
interventions were included in the negotiated service agreement for 1 of 1 resident (Resident 4). This
failure placed Resident 4 at increased risk for food borne illness and an unhygienic environment.

Findings included...

Observation on 08/29/2024 at 10:42 AM, showed Resident 4 was in the dining room eating their
breakfast with six bananas sitting on the table and two bananas in Resident 4’s walker basket used
to carry personal items. Observation showed all the bananas were very brown and wrinkled. In an
interview at that time, Resident 4 stated they had received the bananas from the kitchen staff.
Resident 4 stated they had requested to take the bananas since the staff stated they had been set
aside to be thrown away. Resident 4 stated that the bananas would last much longer in their
refrigerator and didn’t need to be thrown away.

In an interview on 08/30/2024 at 10:00 AM, Staff C, Resident Care Coordinator, stated they had
heard from facility staff that Resident 4 was in a manic state, as they had been observed with food
that was not edible in their refrigerator and they had been aware the resident often refused to let
staff clean out expired food from their refrigerator.

Review of Resident 4's Negotiated Service Plan (the facility’s titled negotiated service agreement,
NSA), dated 06/23/2024, showed a diagnosis of

). Further review showed no behavioral interventions for Resident 4's behavior of refusing
staff assistance with checking for and throwing out expired food.
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19/21/2024 MON 8:29 FAX 509 N. Point Village go06/014

19.17.2024 89:17:28 state of Washington 5713
Stgtamaat of Deficienties Eicansa # 2475 Compliascs Catarminatisn # 40440
Fian sf Corraction Notth Po Village, Assigied Livieg & Marsery Cave Cumpiatinn Date
Page 3 of8 Licensos: PSL Associates, LD 10/0472024

It an istanaews on DOJFR/R0EES at 130 PN, Stal 8, Health angd Visilnass Specialist, stated Resident 4
had been keaping expiesd food i thelr rafrigerator and refusing to BT ste¥ clean it owl for three
four mantie and acknowleaged that the behavior was not listed on Resdent &' DISA

This is an unnorrectad defcigncy peaviously cited on 07/33/2024,

PlaniAttastation Statement
| haredsy sertify that | have revievead this repart and have {aken of wi taks sctive
reasures to coresct this deficizncy. By tahing #nig astion, Nosth Pont Village, Agsistes
Living & Memory Care i 60 wall b in ampliance with this taw and / or regalagion o

(Date)__ /7 7/1{ _’[2;1_ ;

It asiditfon , | wilf imyplesnient 2 sysiemto monitor and ensws cantiued corspliance with
this requirenent.

e 10/1¢ [24_

Avrogdferratar lor Reprasentative) O Diate

WAC 388-T9A 2240 Nonavailability of medications, When the assisted llving facility has
assum od responsibility for sbtaining a resident's prescribed medications, the assisted lving
facliity must obrain them in a corract and timely manner.

Tils requirement was not mer a5 evidenced by:

Hasaa on interview and record reviaw, the fackity faited to angure prescribed medivations were
shtaned i a timely manner for 2 of ¥ residents {(Resident ¥ and 20} sanspled for medication
garvica® This Bsluse sesuffed In the residants nat receiving their madications as prescribesd and
placed the residents at risk ¥or & heakh complications,

Findings included...

"9}ISJOM J0}1BD07 Y} J0J SBIIAIDS dJe)) |elnuapIsay Aq pasedald sem Juawndop siy |

<Resdent i

Review of a Negstated Service Plan, (e Sackny's tied negotieled servive agreerent, N3Ajfor
Hasidsnt 1 dated 2024, showed the residlent was admited on 2024 and was diagnosed
Wit T For e showed st Resident |

ily assstance with medicabons,

Review of Residant 1°s August 2024 ang Septemmber 2024 madication adrainictration recurds
(ARSE shavesd ar arder for an ayve wdamin, Forther review showed that fram



Statement of Deficiencies License #: 2479 Compliance Determination # 46420
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 3 of 8 Licensee: PSL Associates, LLC 10/04/2024

In an interview on 09/18/2024 at 1:30 PM, Staff B, Health and Wellness Specialist, stated Resident 4
had been keeping expired food in their refrigerator and refusing to let staff clean it out for three to
four months and acknowledged that the behavior was not listed on Resident 4's NSA.

This is an uncorrected deficiency previously cited on 07/03/2024.

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

WAC 388-78A-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and timely manner.

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to ensure prescribed medications were
obtained in a timely manner for 2 of 9 residents (Resident 1 and 20) sampled for medication
services. This failure resulted in the residents not receiving their medications as prescribed and
placed the residents at risk for a health complications.

Findings included...
<Resident 1>

Review of a Negotiated Service Plan, (the facility’s titled negotiated service agreement, NSA) for
Resident 1, dated /2024, showed the resident was admitted on [Jjjjjj/2024 and was diagnosed

with () Further review showed that Resident 1

required facility assistance with medications.

Review of Resident 1's August 2024 and September 2024 medication administration records
(MARs) showed an order for an eye vitamin. Further review showed that from
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10/21/2024 MON 8:29 FAX 509 N. Point village @oo?/014

10.17.2024 99:17:20 State of Washington 6/13
Statamanl of Deficiencies Licensa # 2409 Torophaace Deterrmination ¥ 50420
Piar of Corraction Notth Powt Village, Assistes Living & Mersory Cave Compietiat Date
Pagzd of B Licenses: PSL Associates, LLO TOX472024

OR/1 87094 rough the marning dose on URMSIG24 AN the resident's #ye vitamins were nat
administersd,

1y an intenvev an QRZAIIEG at 245 P Staff V. Care Patier stated when Resident § was
admited to e tacdity, they had a order for the eye vitarmin, Scaff V ctatad the ey vidamin wad 1t
availabie in tha favitty. so the Resdents famby brought in sedleation, but it 4 not match the
dsctor’s prosorption, Staff ¥ further stated Srat there were still /e ey VIEaMINg o8 hand that could be
givern as ardered.

iy an interveews 081872824 Staff B, Health and Welness Speciatist, stated they obtained an ondee on
B 36 daye after the residant admitted) to give the eys medication that the family had
Braught in on SRMA2024 . 86 the resident sould receive their eye viamins that were supplied.

cklogidant 28>

Review of an N3A for Resigent 20, dated GEO8/222 | showed the resident had diagnoses of [N

!
rnedicafion SdmEESaion AseIstanty ¥

Review of Resident 20°s August 76074 MAR showed an order for guetiapine {an antipsychatic
medication used te treat misjor depressve disordes and other mental iinesses) o be gven daiy.
Further review showed i€ was nut given on BRI2IEE24.

15 & interview ont DUES024 9t 1730 PM, Staf B, stated Rasident 20 had not recaived queliaging
as andered on 25024 because ithad nal bean ordared iy ime from the pharrracy,

This i an uneorrssted descieny previoysly cited on §7/03/2024 and 8 reciwning deficienty
previsuely cied 1 728N
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Statement of Deficiencies License #: 2479 Compliance Determination # 46420
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 4 of 8 Licensee: PSL Associates, LLC 10/04/2024

08/16/2024 through the morning dose on 09/06/2024 AM, the resident's eye vitamins were not
administered.

In an interview on 08/28/2024 at 2:45 PM, Staff V, Care Partner, stated when Resident 1 was
admitted to the facility, they had a order for the eye vitamin. Staff V stated the eye vitamin was not
available in the facility, so the Resident's family brought in medication, but it did not match the
doctor's prescription. Staff V further stated that there were still no eye vitamins on hand that could be
given as ordered.

In an interview 09/18/2024, Staff B, Health and Wellness Specialist, stated they obtained an order on
/2024 (36 days after the resident admitted) to give the eye medication that the family had
brought in on 08/03/2024, so the resident could receive their eye vitamins that were supplied.

<Resident 20>

Review of an NSA for Resident 20, dated 06/08/2024, showed the resident had diagnoses of
),

) and required
medication administration assistance from the facility.

Review of Resident 20’s August 2024 MAR showed an order for quetiapine (an antipsychotic
medication used to treat major depressive disorder and other mental illnesses) to be given daily.
Further review showed it was not given on 08/23/2024.

In an interview on 09/18/2024 at 1:30 PM, Staff B, stated Resident 20 had not received quetiapine
as ordered on 08/23/2024 because it had not been ordered in time from the pharmacy.

This is an uncorrected deficiency previously cited on 07/03/2024 and a recurring deficiency
previously cited 12/28/2022.

Plan/Attestation Statement
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19/721/2024 MON §:30) FARX 509 N. Point village gloog/014

10.17.2024 @9:17:28 State of Nashington 713
Staternant of Deficancies License # 2479 Tompliance Letarminagon # §84.20
Pian of Corpaatiti Nasth Point Yillage, Assisied Livieg & Mamory Care Coempletien Data
Page & of 8 Liconses RS, Associatae, LLE 00X 472024

| heorsly certify that | have reviewed this repart and have taen or ol takie active
rieasures io corrsct this deficisncy, By taking s acllon, NMorth Paint Viliage, Assictad
Living & Memony Care b or will B in compiance with this faw and £ or regulation on
(Dt} jzlhgrj ZYy

In addition, | will impiament a system to monitor snd ensurs conginued complianss with
this requirament.

/)7/:/1/ /47/// v/2Y

AdmishgdQer lor Representalive) Cate

WAC 388.78A-3140 Responsibilities during inspections. The asslsted Hving facility must

(2 Pravide reguested recoiss to the reprasentatives of the departsnet, and

This requirement was not met as avidenced by:

Bassd an inderview and revord review, the fagiity faiied to provide ghievanee forms requested by the
depariment fram § of 1 adasnistrator {Staff A This fafiure delayed and impeged the Hapanments
absity ta investigate concerns raivted ¥ abuss and negiect in the facibty.

Findmas dacluded

Ravigw of tha facillty's grisvance bouk shaveed a grevance bog for the year 2024 and containad
forme tabakes *Regidant or Famiy Grisvance/Complant/Cancerns " All of the complatad grizvancss
reviewad appeared to be submited by residents or family membears of pesidents,

I 2t e g QUERTIZ0E o 110 PM vath Stad A, Evecative Dirgelor, the department reguestas
arcess $6 the binder sontaining grievances frorn stalf related to resident carge, Stalt A stated that al
grievanes wers Kept in the bindsr that was pravieusly provided i the deparimant for review, Statf A
staled that 2% other grievances not i the binder providad, wers refated to parsonist Isstss, and
wers Kept in employes files. When asked about siafl grievances luened in reganiing the care of
treatment of & resident by snother staf member, Staft A etated that &l gnevances related (0 care of
treabrant of @ resident ware Iocated In 8 bindsr previously provided, When the irmestigator shared
that the grisvance fonms n the binder difered fram tne forms that smployzes grated they had fillad
out, Staf A stated that f staf¥ tumed in an Emplayee StaternentfConcenn farm, thay wauld have
been asked i complete me of e Rasident or Family GrevaneslTamplantCuncess farms in the
kinder hap the investigatar sharad iat none of the forms Iy the binder appesred tn be rompigtat
sr suberitted by sia# members, Stalf A stated they would ge through the staff fles ta clieck for stalf
QFigYBNCes 3Qain.
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Statement of Deficiencies License #: 2479 Compliance Determination # 46420
Plan of Correction North Point Village, Assisted Living & Memory Care Completion Date
Page 5 of 8 Licensee: PSL Associates, LLC 10/04/2024

| 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-3140 Responsibilities during inspections. The assisted living facility must:

(2) Provide requested records to the representatives of the department; and

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to provide grievance forms requested by the
department from 1 of 1 administrator (Staff A). This failure delayed and impeded the department’s
ability to investigate concerns related to abuse and neglect in the facility.

Findings included...

Review of the facility’s grievance book showed a grievance log for the year 2024 and contained
forms labeled “Resident or Family Grievance/Complaint/Concerns.” All of the completed grievances
reviewed appeared to be submitted by residents or family members of residents.

In an interview on 08/27/2024 at 1:10 PM with Staff A, Executive Director, the department requested
access to the binder containing grievances from staff related to resident care. Staff A stated that all
grievances were kept in the binder that was previously provided to the department for review. Staff A
stated that all other grievances not in the binder provided, were related to personnel issues, and
were kept in employee files. When asked about staff grievances turned in regarding the care or
treatment of a resident by another staff member, Staff A stated that all grievances related to care or
treatment of a resident were located in the binder previously provided. When the investigator shared
that the grievance forms in the binder differed from the forms that employees stated they had filled
out, Staff A stated that if staff turned in an Employee Statement/Concern form, they would have
been asked to complete one of the Resident or Family Grievance/Complaint/Concerns forms in the
binder. When the investigator shared that none of the forms in the binder appeared to be completed
or submitted by staff members, Staff A stated they would go through the staff files to check for staff
grievances again.
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10/21/2024 MON §8:30 FAX 50% N. Point village gloos/o14d

10.17.2024 @9:17:20 State of Washingtoh N3
¥
Stetemant of Deficiancies Ercanse 3 2479 Coraphants Delermination ¥ so4.2U
Plai of Corraation Moith Poiid Willage, Assisted Livisy & Memsory Lave Compistian Date
Page & off Liransew: PSL Azsocistes, LLD 00472024

I7 ah irtesdew on DEAIT034 at 2:07 PN with Staf A and Staff B, Haalh and Waliness Spachdig,
Stalf A stated prigwances weiten by a siafl mermisr sbout ansther ataff mamtser were Iernat
docurents s that they wers nob required fo provide those ta (he departnent. A sscond request
was mads by the depasement for gievances weitten by stsif emiders abowl concems redaled to &
resident of resident care. Stalf A stated thote types of prievances would be i the bindar previnusyy
provided, Whan e investigator shared that staff hag mekoated that thay had subitied Empioyss
StatermentCaoncern Fasms sbout e care of recidents and thay ware not presant in the bindar
provigad, Staf A stated ghay would ok again.

In an interview on 0SS TS0 3t 237 PM with Staff A andg Staif B, Staft A stated ghat they had
located twi qrigvances related to residents. YWien asked ¥ theve wery any arievances received that
namzd Staff G, Care Pastner, Sta¥ A stated they did not have sny grievanees reiated to sl O,
Staff '

£ $isither stavad that an incident kad securred on BRO M2, rvolving Staff O and Realdant 3, snd
had been communicatad & them verbally. Staff & stated no sther grievances had been fumed in.

Review of the grievances provided on 82711024 by Stalf & showed twi documents:

Employee StaterrentCancern Fae, dated OT/0T/2024, suimittad by Sirafé i, Cavre Pastner, about
Staff P, Cwre Fartner,

-mployes StatemestiUoncarm Foem, dated (7111334, submitted by Stalf £, Mded Aide, ahout Staf
M, Care Pasver

I an inters e on DEFSAGE4 ot 145 PM . Stal A provided copies of ivestigations, inchsding copies
ot thres Randwntten statemants, St Staff A identifiad as pant of thasr irvestigation ko tha
D 203 incident invoiving Staft .

Review of tha statements provided on I8232024 shawed thise documents:

& nandwentten nemative covariig tws pages with Stalf ¥Cs, Care Partner pame an the buttom of
hoth gages and datey of 072403024 and 071262024 on tha g e of the duruments.

A handagitten narrative civering tao pages with Staff L's, Care Fartner, name o the battor of both
pages. The narative included referanves (o BPRAF00E ang GTF2GRGH an the first page, and
07262024 an the gecunc pags.

- An unated, Unsigned hantwrittan sarralive coveritg half the page, regacding an Wreractan
betivaen Staff O and Resident 3. "
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I an itesview on DRSS ot 3,28 P Stad ), was shown the handwilten statamenis provided 1o
the departend by Staff A, Sfter reviewing the docurment, SEK K stated that they wrets the
hancdwrittan staterment dated 072572024 but (nat e documentation was mcompiste. Higft 8 fiher
statest that thay and Staff L each wrate out & staterment alung vath grisvance forms related fo
roncerng dal amse gn



Statement of Deficiencies License #: 2479 Compliance Determination # 46420
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In an interview on 08/27/2024 at 2:01 PM with Staff A and Staff B, Health and Wellness Specialist,
Staff A stated grievances written by a staff member about another staff member were internal
documents and that they were not required to provide those to the department. A second request
was made by the department for grievances written by staff members about concerns related to a
resident or resident care. Staff A stated those types of grievances would be in the binder previously
provided. When the investigator shared that staff had indicated that they had submitted Employee
Statement/Concern Forms about the care of residents and they were not present in the binder
provided, Staff A stated they would look again.

In an interview on 08/27/2024 at 2:37 PM with Staff A and Staff B, Staff A stated that they had
located two grievances related to residents. When asked if there were any grievances received that
named Staff O, Care Partner, Staff A stated they did not have any grievances related to Staff O.
Staff
A further stated that an incident had occurred on 08/10/2024, involving Staff O and Resident 3, and
had been communicated to them verbally. Staff A stated no other grievances had been turned in.

Review of the grievances provided on 08/27/2024 by Staff A showed two documents:

-Employee Statement/Concern Form, dated 07/07/2024, submitted by Staff U, Care Partner, about
Staff P, Care Partner.

-Employee Statement/Concern Form, dated 07/11/2024, submitted by Staff E, Med Aide, about Staff
N, Care Partner.

In an interview on 08/29/2024 at 1:45 PM, Staff A provided copies of investigations, including copies
of three handwritten statements, that Staff A identified as part of their investigation into the
08/10/2024 incident involving Staff O.

Review of the statements provided on 08/29/2024 showed three documents:

-A handwritten narrative covering two pages with Staff K's, Care Partner, name on the bottom of
both pages and dates of 07/24/2024 and 07/25/2024 on the top line of the documents.

-A handwritten narrative covering two pages with Staff L’s, Care Partner, name on the bottom of both
pages. The narrative included references to 07/24/2024 and 07/25/2024 on the first page, and
07/25/2024 on the second page.

- An undated, unsigned handwritten narrative covering half the page, regarding an interaction
between Staff O and Resident 3.

In an interview on 09/06/2024 at 3:26 PM Staff K, was shown the handwritten statements provided to
the department by Staff A. After reviewing the document, Staff K stated that they wrote the
handwritten statement dated 07/25/2024 but that the documentation was incomplete. Staff K further
stated that they and Staff L each wrote out a statement along with grievance forms related to
concerns that arose on
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07/24/2024 and 07/25/2024 while training Staff O. Staff K stated that they also sent a text with
photos of all the pages included and left the original documents (hard copies) under Staff A’s door.
Staff K confirmed that the grievance forms they and Staff L filled out were Employee
Statement/Concern Forms.

Review of a text sent to a group chat that consisted of Staff A, Staff B, Staff C, Resident Care
Coordinator, and Staff D, Resident Care Coordinator, on July 27, 2024 at 12:02 PM by Staff K,
showed documentation that read “We (Staff K and Staff L) filled out two grievance forms. We slipped
them under [Staff A]'s door but we wanted to send you all copies.” Further review showed photos of
the grievance forms, and the handwritten statements mentioned above, attached to the text.

In an interview on 09/06/2024 at 12:25 PM, Staff M, Care Partner, stated they filled out a grievance
form and wrote a statement on the back side of the form on 08/10/2024. When presented with the
copy of the unsigned, undated handwritten statement provided to the department about Staff O, Staff
M confirmed that it was the statement they wrote on the back of the grievance form they submitted.

In an interview on 09/06/2024 at 1:42 PM, Staff G, Business Office Director, stated that they had
received grievances from staff. Staff G confirmed that the grievance forms that they were referring to
were the Employee Statement/Concern Forms. Staff G stated that they received three grievances
regarding Staff P, Care Partner, and one grievance regarding Staff O. Staff G pulled out a binder
and flipped through multiple grievance forms. Staff G confirmed all of the grievance forms they were
in possession of were kept in the binder.

Review of the grievances provided in response to the department’s request showed three Employee
Statement/Concern Forms:

- An Employee Statement/Concern Form dated 08/10/2024 and filled out by Staff M regarding Staff
O (department previously provided with only the backside of the form containing a written
statement).

- An Employee Statement/Concern Form dated 08/06/2024 and filled out by Staff U, Care Partner,
regarding Staff P (no portion of which had been provided previously).

- An Employee Statement/Concern Form dated 08/11/2024 and filled out by Staff J, Care Partner,
regarding Staff O (no portion of which had been provided previously).

Review of the documents did not show the grievance forms submitted by Staff K and L.

This is an uncorrected deficiency previously cited on 07/03/2024.
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Completion Date

10/04/2024

Plan/Attestation Statement

(Date)

this requirement.

| 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

In addition, | will implement a system to monitor and ensure continued compliance with

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: 127477

Compliance Determination #: 40847 Region/Unit #: RCS Region 1 / Unit B
Investigator: Amy Wright

Investigation Date(s): 05/06/2024 through 07/03/2024

Complainant Contact Date(s):

Allegation(s):
Resident to resident altercation.

Investigation Methods:

Sample: Total residents: 105
Resident sample size: 3
Closed records sample size: 0

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

Interviews: Alleged Perpetrator
Executive Director
Health and Wellness Specialist
Resident
Hospice Nurse

Record Reviews: -Disclosure of Services
-Characteristic roster
-Staff roster
-Resident face sheet
-Resident care plans
-Progress notes
-Incident reports
-Medication Services Policy
-Temporary service plans
-Medication administration records
-Provider orders
-Hospice plan of care
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Investigation Summary:

Facility management was interviewed, and they reported that no investigation was done
following the resident-to-resident altercation. Review of the Alleged Victim's care plan, showed
that it failed to reflect their history of known behaviors that triggered aggression from other
residents. Failed facility practice identified under WAC 388-78A-2371 Investigations (1)(2)(3)(4).
Facility already out of compliance as of 06/11/2024. Failed facility practice identified under WAC
388-78A-2120 Monitoring residents' well-being (3)(b)(4). Facility already out of compliance as of
06/11/2024. Failed facility practice identified and cited under WAC 388-78A-2140 Negotiated
service agreement contents (5).

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: North Point Village, Assisted Provider Type: Assisted Living Facility
Living & Memory Care
License/Cert.#: 2479 Intake ID: 126436

Compliance Determination #: 40847 Region/Unit #: RCS Region 1 / Unit B
Investigator: Amy Wright

Investigation Date(s): 05/06/2024 through 07/03/2024

Complainant Contact Date(s): 05/10/2024, 06/28/2024

Allegation(s):
New medication orders not processed timely.

Investigation Methods:

Sample: Total residents: 105
Resident sample size: 3
Closed records sample size: 0

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

Interviews: Alleged Victim
Executive Director
Health and Wellness Specialist
Hospice Nurse
Reporter

Record Reviews: -Disclosure of Services
-Characteristic roster
-Staff roster
-Resident face sheet
-Resident care plans
-Progress notes
-Incident reports
-Medication Services Policy
-Temporary service plans
-Medication administration records
-Provider orders
-Hospice plan of care

Investigation Summary:
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Record review showed that medication orders written for the Alleged Victim were not added to
the resident's medication administration record in a timely manner, resulting in a delay in
medication availability for the resident. Documents requested as part of the complaint
investigation were not provided by the facility after multiple requests. Failed facility practice
identified and cited under WAC 388-78A-2240 Nonavailability of medications. This is a recurring
deficiency previously cited on 12/28/2022. Failed facility practice identified and cited under WAC
388-78A-3140 Responsibility during inspections (2).

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
ACING AND LONG-TERM SUPPORT ADMINISTRATION
8517 E Trent Ave, Ste 102, Spokane Valley, WA 89212

Statement of Deficiencies ) ' License # 2479 Compiiance Delermination # 40847
Flan of Correction Narh Point Village, Assisted Living & Memory Care Completian Date
Fage1 of9 Licensee: PSL Associates, LLC 07/03/202

......................................................................................................................................................................................................................

maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
on 05/06/2024, 05/06/2024 and 05/08/2024 of.

North Point Village, Assisted Living & Memory Care
1110 E Westview Ot
Spokans, Wh 25218

This documant references the following complaint number(s): 127477, 126436

The foliowing sample was selected for review during the unannouncad on-site visit: 3 of 105
current residents and 0 former residents.

The department staff that investigated the Assistad Living Facility:

Army 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 98212

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

As a result of the on-site visit(s), the department faund that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.

= 07M6/2024

Residential Gare Services Date

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and ragulations at all times.
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Lty — -7/24/27

ministrator (or Reprasentative) 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:

(5) Appropriate behavioral interventions, if needed,

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to ensure that behavioral interventions used
to decrease or prevent physical altercations betwesn residents were included in the negotiated
service agraement of 1 of 2 residents (Resident 1). This failure placed Residents 1 at increased risk
for ongoing physical altercations with other residents, and placed facility residents at increased risk

for injury, psychosacial harm, and decreased quality of life.

Findings included...

Review of a face sheet for Resident 1, dated 1 1/22/2023, showed that the resident had diagnoses
inciuding [N (N I — -

03/09/2024 at 6:51 PM, showed that Resident 1

Review of an incident report for Resident 1, dated
went to grab a piece of food off Resident2's plate, Resident 2 waved their hand at Rasident 1, then

Resident 2 pulled their arm back with & closed fist but did not swing it toward Resident 1. The

incident repart showed that Resident 1, with both hands open. went toward Residant 2's neck, but

did not make contact because Resident 1 lost their balance.
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Review of a progress rote for Resident 1, with an effective date of 03/09/2024 at 7.33 PM, showed
that Resident 1 was observed making a closed fist and “pushing [their] arm out” toward Resident 2,

making contact with Resident 2's right arm.

Review of a pragress note for Resident 1, with an effective date of 03/24/2024 at 9:54 PM, showed
that Resident 1 atternpted to grab Resident 2's nagkin repeatedly, Resident 2 appeared very
annoyed, and staff attempted to redirect Resident 1 multiple times, unsuccessfully. The nota shawed
that Resident 2 "retaliated” by smacking Resident 1's hand away and Resident 1 responded by

attempting to get “aggressive.”
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Review of a negotiated service agreament (NSA) for Resident 1, dated 05/08/2024, showed that il
failed to indicate Resident 1 had a history of physical aggression toward other residents. Further
review of the NSA showed that it failed to identify intervantions to be used by staff to decrease or
prevent physical altercations between Resident 1 and other residents.

In an interview on 05/06/2024 at 11:13 AM, Staff B, Health and Wellness Specialist, statad that
Rasident 1 and Residant 2 had an altercation during mealtime recently, that Resident 1 took
somathing from Resident 2, and that Resident 2 swatted Resident 1 away. Staff B stated that staff
witnessed the incident but had not thought much of it because Resident 2 made no cantact with

Resident 1. Staff B stated no care plan changes were made.

Plan/Attestation Statement

| heraby certify that | have reviewed this report and have taken or witl take active
measures to corect this deficiency. By taking this action, North Point Village, Assisted
Living & Memory Care is or will be in compliance with this jaw and / or regulation on

(Date) _F/le [z

In addition, | will implement a system to monitor and ensure continued compliance with
this requiremant.

’ DO 232 ...
stfator (or Representative)

Ad Date

WAC 388-78A-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's préscribed medications, the assisted living

facility must obtain them in a correct and timely manner.

This requirement was not met as evidenced by:
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Based on interview and record review, the facility failed to ensure prescribed medications were

obtainad from a resident's comfort kit in a timely manner for 1 of 1 resident (Resident 1), This failure
resulted i Resident 1 not receiving their end of life medications as prescribed, which contributed to
unmanaged nausea, pain, and signs and symptomns of anxiety and agitation, and placed Resident 1

at increased risk for health complications ralated to an untreated infection.

Findings included. ..

In an interview on 05/10/2024 at 10:23 AM, Collateral Contact 2 (C2), Hospice Medical
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Social Worker, stated they requested Resident 1's Medication Administration Record (MAR) from the
facllity so they could reconcile it with the resident's hospice arders, and had found they did not
match. CC2 stated that Resident 1's medication orders were faxed to the Facility. but they were not
entered onto the residents MAR in a timely manner. CC2 stated that a hospice medical assistant
hand delivered Resident 1's medication orders to the facility on 04/03/2024, CC2 stated the medical
assistant handed the orders directly to Staff £, Councierge. CC2 stated that Staff E told the medical
assistant they had not received Resident 1's orders because the facility was having a hard time with
their fax machine. CC2 stated that when the medical assistant handed Staff E Residert 1's orders,
they showed Staff E the fax confirmations showing the facility's fax machine had received the orders

sent on prior attempts.

<Pgychoactive Medication=>

Review of a skilled nursing visit note written by Collateral Contact 3 (CC3), Hospice Registered
Nurse, dated 02/18/2024 at 8:16 PM, showed that Resident 1 was scheduled for a skilled nursing
visit om 02/17/2024 80 the nursa could assess the effectiveness of Raesident 1's prescribed
quetiapine (a medication used {0 halance levels of hormones in the brain that help regulate mood,
pehaviors, and thoughts). The note showsd that Resident 1 was to take the quetiapine daily at

hedtimea.

Review of a skilled nursing visit note, dated 02/17/2024 at 2:48 PM and written by Collateral Contact
4 (CC4), Hospice Registerad Nurse, showed that Staff C, Medication Technician, told them Resident
1 did not recaive their quetiapine the night prior hecause the facility never raceived the order for it.
The visit note showed that CC4 was having the order refaxed.

Review of a progress note for Resident 1, dated 03/09/2024 at 7:33 PM and written by Staff C,
showed that Resident 1 was involved in a physical altercation witn Resident 2 that day. The progress
note showed that Resident 1's hospice provider was naotified, and the hospice provider was faxing
over an order for “as neaded” gustiapine (in addition to the scheduled dose at night).

Review of a skillad nursing visit note for Resident 1, dated D3/28/2024 at 2:20 PM and written by
Collateral Contact 5 (CC5). Hospice Registered Nurse, showed that facility care siaff requestad a
medication order to manage Resident 1's agitation and anxiety. Review of the vigit note showed that
Resident 1 was “constantly pacing and unable to sit.” CC5 documented that Resident 1 already had

an order for scheduled and “as needed” quetiapine for anxiety and agitation.
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Review of a skilled nursing visit note for Resident 1, datad 04/03/2024 at 11:03 AM and written by
CC1, Hospice Registered Nurse, shawed that CC1 identified a medication discrapancy during their
nursing visit with Resident 1 that day. The visit note showed that the orders for Resident i's
quetiaping wera not on their medication administration record (MAR), so all their medication orders
were being refaxed to the facility again. The visit note showed that CC1 spoke with Staff B, Health

and Wellness Specialist, that day.

b/
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The vigit note showed that Staff B stated the Facility had not received the orders for Resident 1's “as
needed” or scheduled quetiapine twice weekly before showers, which was ordered the day prior s
the hospice aids could assist Resident 1 with showering. Review of the visit note showed that Staff B
gave CC1 a dirsct fax number so Rasident 1's orders could be sent diractly to Staff B by the hospice
intake worker. The visit note showad that all Resident 1's orders were refaxed that day and that CC1

asked Staff B to notify them if the orders were not received.

Review of a skilled nursing visit note for Resident 1, dated 04/07/2024 at 10:20 PM and written by
CC1, showed that CC1 Identified a medication discrepancy that day. The visit note showed that
Resident 1's orders for "as needed’ quetiapine and scheduled quetiapine twice weaeakly with showers
were still not on Resident 1's MAR, even though the orders were physically brought to the facility the

week prior.

Review of 3 MAR for Resident 1, dated May of 2024, showed that the resident’s order for scheduled
guetiapine two times weekly prior to showers for agitation was not added to their MAR until
04/12/2024. Further review of the MAR showed that the resident’s order for quetiapine every four
hours “as needed” for agitation was not added to their MAR until D5/08/2024.

In an interview on 05/08/2024 at 12:21 PM, CC1stated that it took weaks for the facility to gst
Resident 1's medication orders entered into their MAR, so the resident's medications were not
available right away. CC1 stated that the facility did not like to give Resident 1's quetiapine “as
needad"” before showers as ordered, so the hospice provider added the scheduled dose of
guetiapine. CC1 stated that the quetiapine was heipful for showering Resident 1 (who became

agitated and combative during showers).

In an interview on §5/10/2024 at 10:23 AM, CC2 stated that Resident 1's quetiapine ordars still had
not bean entered onto the resident's MAR by 04/10/2024 CC2 stated they thought the quetiapine
would have been beneficial for Rasident 1's cares because Resident 1 had “stranger danger” and
that the hospice aids, who Resident 1 was not familiar with, ware the ones who were to shower

Resident 1.

Review of Resident 1's hospice plan of care, for certification period 05/16/2024 through 08/13/2024,
showed that Resident 1's scheduled, nightly quetiapine was initially orderad on 02/16/2024. The plan
of care showed that Resident 1 was ordered quetiapine “as needed” every 4 hours for agitation on

02/16/2024.
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On 068/21/2024 at 4:48 PM, an email was sent, by the department. to Staff A and Staff B requesting
Resident 1's MARSs for February of 2024 through April of 2024, There was no response to the email
and no MARs were received. The facility failed to provide documentation to show that Resident 1

received thair prescribed quetiapine in a timaly manner.
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<Antibiotic Medication>

Review of a skilled nursing visit note. dated 03/04/2024 at 10:54 AM and written by CC1, showed
that Resident 1 began showing symptoms of a urinary tract infection on 03/02/2024, including
urinary frequency, dark, cloudy urine, and visual hallucinations. The visit note showed that antiblolics

were prascribed on 03/03/2024, they arrived at the facility on [JIll2024. though they were not
administerad because the order had not been entered into Resident 1's MAR yet. The visit note
shawed that Staff D, Madication Technician, asked $taff B to put the antihiotic order an Resident 1's

MAR that day so they could be started “ASAP."

Review of a skilled nursing visit note for Resident 1, dated 03/068/2024 at 10:05 AM and written by
CC1, showed that Resident 1 still had not raceived the antibiotic prescribed for their urinary tract
infection. The visit note showed that CC1 spoke with Staff B that day, CC1 asked Staff B to enter
Resident 1's antibiotic order, and Staff B told CC1 that they needed the antibiotic order faxed again.
The visit note showed that the antibictic order was refaxed to the facility again that day.

On 06/21/2024 at 4:49 PM. an email was sent, by the department. to Staff A and Staff B requesting
Raesident 1's MARs for February of 2024 through April of 2024, There was no response to the email
and no MARSs were received. The facility failed to provide documentation to show that Resident 1

received their prescribed antibiotic in a timely manner.

<Naussa Medication>

Review of a hospice plan of care for Resident 1, dated 02/16/2024, showed ihat on that day,
Resident 1 was prescribed prochlorperazine (a medication used to treat nausea), every six hours “as

needed” for nausea and vomiting

In an interview on 05/06/2024 at 12:21 PM, CC1 stated that on 05/05/2024, they asked g medication
technician 1o give Resident 1 some prochlorperazine because the resident was nauseous, CC1

stated they were told the medication was not available.

Review of a pragress note for Resident 1, with an effective date of 05/06/2024 at 1;17 PM and
written by Staff F. Medication Technician, showad that Staff F called Resident 1's hospice nurse
because the resident was coughing and “spitting up,” but the resident did not have any “as needed’
medications for nausea on their MAR. The note showed that the hospice nurse came out and
administered Resident 1 prochlorperazine for nausea thermnselves.

Review of Resident 1's MAR, dated May of 2024, showad thera was no order for prachlorperazine
on Resident 1's MAR.
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On 06/21/2024 at 4:49 PM, an emall was sent, by the department. o Staff A and Staff B requesting
Residert 1's MARS for February of 2024 through April of 2024, There was no response to the email
and no MARs were received. The facility provided documentation to show that Resident 1 received

their prochlorperazine as orderad.

<Fain Medication=

Review of a skilled nursing visit note for Resident 1, dated 04/03/2024 at 11:03 PM and written by
G4, showed that Resident 1 was assessed to be in pain as evidenced by frowning, fldgeting, and
distressed pacing. The note showed that CC1 spoke with Staff B that day, that Staff B stated the
facility had not received orders for Resident 1's comfort medications, and that Staff B provided CC1
with a Fax number that went direclly to Staff B. The note showed that a hospice intake worker
refaxed all of Resident 1's orders to the fax number provided.

Review of a skilled nursing visit note for Resident 1, dated 04/23/2024 at 11:26 PM and written by
CC1, showed that Resident 1 was assessad to be in pain as evidenced by grimacing and
withdrawal.

Review of a progress note for Resident 1, with an effective date of 05/06/2024 at 8:28 PM and
written by Staff D, showed that Resident 1 was “very uncomfortable.” The note shawed that Rasident
1 appeared to be in pain as evidenced by facial grimacing, constant body movements, moving their
arms up and down, and moving their legs back and forth. The note showed that Resident 1's
daughter asked Staff D to give the resident more morphine (a medication used to treat pain)
because it had been effective when given by the hospice nurse garlier that day. The note showed
that Staff D told Resident 1's daughter they would have to talk to Staff B about it. The note showed
that Staff B finally entered the morphine arder onte Resident 1's MAR and gave Staff D “permission’

to give it that day.

Raview of a progress note for Resident 1, with an effective date of 05/07/2024 at 6:33 AM and
written by Staff G, Medication Technician, showed that Resident 1 took their first twa doses of
morphine that shift with no problems and slept through the night.

Review of a resident monthly assignment raport for Resident 1, dated May of 2024, showed that the
resident's order for schaduled and “as needed” morphine for severa pain were received on
05/07/22024.
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Review of a hospice plan of care for Resident 1, for certification period 05/16/2024 through
08/13/2024. showed that Resident 1's order for morphine every two hours a2 needed for severe pain

was initially orderad on 04/25/2024.

in an interview on 07/03/2024 at 12:00 PM, CC1 stated that hospice provided the facility with comfort
{end of life) medications in a "comfort kit" for Resident 1. CC1 stated that
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the facility did not utilize (obtain from the comfart kit) the medications provided.

This is a recurring deficiency previously cited on 12/28/2022.

Plan/Attestation Statement

| hareby certify that | have reviewed this report and have taken or will take active
measures to corract this deficiency. By taking this action, North Paint 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 reguirement.

B -t S 7/23 /2y . |
Adm' (or Representative) / Date 4

WAC 388-78A-3140 Responsibilities during inspections. The assisted living facility must:

(2) Provide requested records to the repraesentatives of the departmant; and

This requirement was not mat as evidenced by:

Based on interview and recard review, the facility failed to provide records requestad by the
departrent during a complaint investigation for 1 of 1 resident (Resident 1). This failure delayed the
investigation process and limited the departrnent’s ability to investigate concerns related to the
availability of prescribed medications for Rasident 1, and placed facility residents wha reguired
assistance with medications at increased risk for detayed medication order processing and

administration.

Findings included.
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Ih an interview on 05/06/2024 at 12:21 PM, Collateral Contact 1{CC1). Hospice Nurse Case
Manager, stated that it took weeks for the facility to get Resident 1's medication orders entared into
their medication administration record (MAR), so the resident’s medications were not available right

away.

In an interview on 05/10/2024 at 10:23 AM, Collateral Contact 2 (CC2). Hospice Medical Social
Worker, stated they requested Resident 1's MAR from the facility so they could reconcile it with the
resident's hospice orders, but they did not match. CC2 stated that Resident 1's medication arders
ware faxed to the facility but they were not entered onto the rasident's MAR in a timely manner.
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On 05/06/2024, an email was sent to Staff A, Executive Director, and Staff B, Health and Wellness
Specialist, reguesting Resident 1's MARs for February 2024 through May of 2024. Only the MARs

for May of 2024 were received.

On 0B8/21/2024 at 4:49 PM, an amail was sent to Staff A and Staff B requesting Resident 1’s MARS
for February of 2024 through April of 2024. There was no response to the email and no MARs were

received.

Plan/Attestation Statement
| hareby certify that | have reviewed this report and have taken or will take active
measures to carrect this deficiency. By taking this action, North Point Village, Assisted
Living & Mamory Cara is or will be in compliance with this |aw ahd / or requlation on

(Date) /2L [24

In addition, | will implement a systern to monitor and ensure continued compliance with
this requirement,

Date

e
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