STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
1200 Alder Street, Union Gap, WA 98903

Callaway Gardens OpCo LLC

Callaway Gardens Alzheimers Special Care Center
5505 W Skagit Ct
Kennewick, WA 99336

RE: Callaway Gardens Alzheimers Special Care Center License # 2511
Dear Administrator:

This letter addresses Compliance Determination(s) 35045 (Completion Date 01/11/2024) and
31588 (Completion Date 12/04/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 01/11/2024
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements.

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

corrected:
WAC 388-78A-2210-1-b, WAC 388-78A-2300-3-a

The Department staff who did the on-site verification:
Sarah Clark, Community Complaint Investigator

If you have any questions, please contact me at (509)208-5231.
Sincerely,

%M ARzerchen

Gwin Kaercher, Field Manager

Region 1, Unit G
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Callaway Gardens Provider Type: Assisted Living Facility
Alzheimers Special Care Center

LlcenSQ/Cert.#: 2511. . Intake ID: 102367

Compliance Determination #: 31588 Region/Unit #: RCS Region 1 / Unit G

Investigator: Sarah Clark
Investigation Date(s): 10/25/2023 through 12/04/2023
Complainant Contact Date(s):

Allegation(s):
A Named Resident (NR) aspirated at an appointment when they were to have had nothing by
mouth.

Investigation Methods:

Sample: Total residents: 47
Resident sample size: 3
Closed records sample size: 0

Observations: Identified resident, Residents, Dining, Resident rooms, Staff to
resident interactions, Resident to resident interactions

Interviews: Identified resident, Residents, Facility Staff, Family members, others
not associated with the facility

Record Reviews: Resident Records, Facility policies, Incident investigation

Investigation Summary:

Interviews and record reviews showed that a NR was to not be fed after a documented time for
a dental appointment. The NR did have food that caused them to have negative outcome at the
appointment. Failed practice identified at 388-78A-2210 and 388-78A-2300. Reference
Statement of Deficiencies dated 12/04/2023.

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

O N/A
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agbec 22,2023 3:350M

State of Hashington No. 4191 P
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM BUPPORT ADMINIETRATION
1200 Rider Siraat, LUnion Gap. WA 380R3
Statement of Deficiencias License # 2511 Corapliancs Determination #371588
Plas of Correction: Caliaway Gardeng Alrhaiviers Special Carg Catlar Conpietion Date
Page 1 ofE Licengse: Calfaway Gardens Oplo LLC 138042023

Yeu are raguired to be in comphancs &t all §mes with it licensing laws and regulations to
maintain your Assigted Living Faulity hcanse.

The departiment sonpieted dote colfectian for an unannouncad an-site compiaing investigation
o HHESA2023 and 142572028 of:

Cuslaway Gardens Alzhewers Special Care Center
S5I5 W Skagit Tt
lagnnewick, Vb 88338

This documeat refersnoes fe folowing complaint number{s): 102387
The talfovany sample was selectad fur ceview during the unanpoureed srsibs visit 3 of 47

rurrent residents and 1 former residents.

Tha depariment staff that investigated Be Assisted Living Faiidy:

Sarad Clavk, Cormmunity Complaint investigator

From:

DSHY, Aning and Long-Ter Suppost Admsinistrabon
Residentiali Care Sarvices, Region t Unit G

1200 Alder Slreat

Union Quap, VWA 388063

As g result of the on-site visit{s), e deparbment found that you are notin compliznce with the

censing laws ang regulaons as stated in the cited deficiensias in the endosed reput,

Q) Sabpucst: 121212023

Resyfentisi Cdk Ssivices Dhate

{ undershend that o maintain an Aseistad Liing Facility icence, the facility must be in
complisnce with all the Scensing kawe sivd reguiations af 2l times.

4

8
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1.120ec

202005 3:350 e — lo. 4191 P. 5
Sistemneal of Ceficendes Liceass # 2511 Thinpliance Detemunaion # 31968
Plan of Corweclion Callaway Gardans Alxbeiners Spacis Cais Genter Contpieiion Cate
Page 2 of B _ Licansee: Callaway Cardens OpCa 10 128452023

Adr¥histrator (or Represamaing} Tata

WAC 388-T8A-2210 Medication services.
(1) An assisted iiving facility providing medication servicn, aithier direcy o indivectly, must

{53 Develop and implernent systems that suppart and promute safe medication service far 2ach
reskient.

This requiremeant was not met as evidenced by:

Based on obsanvation, interview, and yecord raview the faciity failed to irmplement safe medicatian
services when & resdent was not supposed in racelve any food or medication pror to 3 dental
procedure for 1 of 1 resident {Reskdant 1}, This faliure coniributad o Resident 1 aspiraling (When
focd, liquid or safiva entering fhe lungs) duning the dental procedurs.

Findinas naloded. .

Review of ALF paficy titfad, "Congniumeation of Resident Inforrnatian,” dated 1 101/2044, showsd
that thie caregvers are responsibie to read and be aware of each change on the Resident Suvice
Flans fknown as the Negotiated Service Agraement, NRA] AR Rasidant service pians widl be pisced
i @ 3y vinger notedook, The noteboocks will be platad in a central focatinn that s easidy
aceesgible ta 2l staft meaters, Each time there is 8 change i a Resident care approach or
intervention, the changs will by noted on a temporary service plan [Care In-ServiceiChange in Plan
af Care Recond} by a ficenssd nurse.

Ravigw of Rexst

F8is0 showed hat esideat T nesdus maday
Resigent 1 woild raceive Hheir medicationg eafely,

Review of a 248-hour repot sheet {documentation to nott
Resident 1 was going att to dental appantment on
Ne meds fmedications].”

stalf), datad $0/1 12023, showed that
2022 with pick op a2t 3:00 AM. *No faod,

Review of ¥ Resident Care In-Service/Change in Plaw of Care Recerd {temparary service pland,
dated $0/11/2023, was flled out by Stalf A, Medication Techrician, to showthat Residernt 1 was to
be nathing by moth (RPO) after 7:00 PM the night of [JJIF023 untit atter their appointment on

Rl

4/8
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Dec. 22. 2023 3:35PM No. 4191 P. 6

1212, wven wwoevowm State of Mashington 5/9
Ststeneal o] Dehinensies License # 25%1 Chnmplianse Dote(minaten # 31908
Plat: of Lortactios Cansway Gardens Aziminers Spesiad Cats Genter Curapietion Dule
Pags 3 ofb Licgnises: Callsvay Gortens Ople £LT 128042023

Review of Resident 1's medication adiinistration record on [JJJJJF2023 showed that Resident | was
givan they morning medications in a small portien of pudding.

Reviaw of Residant ['s hospital records showed that Rasidesnt | was admitted o the hospita irom

and frgated wall itravenous (v he yain)

antixotics.

Dhuring an snfesview on 10/28/2823 at 11:54 AM, Staff A, stated they were notified by Colisteral
Contact § {C01), rexident mpeaxentative, 04 the alsrnocn of 1861 1/2023, that Resident t had 3
schedufed gental appomtment oo 2023 2na Resident 1 needed to ba NPO that night. Staff A
said they wrote Hi2 cormprunication on a bright orange Resident Care in-Sevice/Change in Plan of
Care Recond form and huang it at e nurse’s statior on the affermoon of 1071172323, Staff A stated
they worked the day of Regident Vs dents] aggointment and they administered Resident 1
meshcations in & "spoeniul” of pudding. Staff A alse stated that staff are expected ko do a change of
shift repart and 1 read the communieation took/alert charting book defure they start their shit,

Dharing an intenview on 12/4/2023 at 10:29 AM, Ceifateral Contact 2, Clinde Staff af dental office,
stated they had called CCl to renind them of Resiiant 1 sfatus was to natrecaive foad ar
roesfication (rothing by reoulh) and CC1 had told them that they had let the ALF kriow, twice, of
Residers § NPO status for the derdal procedure,

-

FlaniAttestation Statement
i heraby caitify that | have reviewed this repart and have taken or will take active
measutes to coerest this daficiency. By taking s action, Callavway Gardens Alzhsimers
Spedial Care Conter is or wil Be in camplisnte with this Jaw and / er regulaban en
Darey 1220 14 | 2033

in addgition, | will implement 2 systern tr manikor and ensture tontinuad comphance with
this requivement.

e Rups oo 98 . 2093

Administrator {or Representaé(-‘e) Date

WAL 388-78A-2300 Faod and nutritton services.

{3} The assistad lving facifity inay provide to a resident at ke or her request and as agreed opon in
the resident's negatiated service agreament, nonprescenbed:

i3) Motfied or therapeutic diets;

This requiremant was not met as evidenced by:
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Statement of Deficiencies License #: 2511 Compliance Determination # 31588
Plan of Correction Callaway Gardens Alzheimers Special Care Center Completion Date
Page 4 of 6 Licensee: Callaway Gardens OpCo LLC 12/04/2023

Based on observation, interview, and record review the facility failed to provide a modified diet of
nothing by mouth (NPO) as per the Resident Care In-Service/Change in Plan of Care Record
(temporary service plan) prior to a dental appointment for 1 of 1 resident (Resident 1). This failure
contributed to Resident 1 aspirating (when food, liquid or saliva entering the lungs) during the dental
procedure.

Findings included...

Review of Assisted Living Facility (ALF) policy titled, Communication of Resident Information dated,
11/01/2014, showed that the caregivers are responsible to read and be aware of each change on the
Resident Service Plans [known as the Negotiated Service Agreement, NSA]. The notebooks will be
placed in a central location that is easily accessible to all staff members. Each time there is a change
in a Resident care approach or intervention, the change will be noted on a temporary service plan
[Care In-Service/Change in Plan of Care Record] by a licensed nurse.

Review of Resident 1's Individual Service Plan (NSA), dated 07/14/2023, showed Resident 1 had a

diagnosis of
It also showed that Resident 1 was ambulatory without an assistive device

and that during meals, Resident 1 needed cueing from staff to eat.

Review of a Resident Care In-Service/Change in Plan of Care Record (temporary service plan),
dated 10/11/2023, was filled out by Staff A, Medication Technician, to show that Resident 1 was to
be NPO after 7:00 PM the night of [Jjjj/2023 until after their appointment on [Jjjjjj/2023.

Review of a 24-hour report sheet (documentation to notify staff), dated 10/11/2023, showed that
Resident 1 was going out to dental appointment on [JjjjjJj/2023 with pick up at 8:00 AM. “No food,
No meds [medications].”

Review of Resident 1's meal attendance record for [JJjjj/2023 showed that breakfast intake was
one hundred percent.

Per ALF’s investigative document dated 10/17/2023 by Staff H, Caregiver, showed they were not
aware that Resident 1 was not to have any food on [Jjjj/2023.

Per ALF’s investigative document dated 10/17/2023 by Staff |, Caregiver, showed on |Jjjjj/2023
they saw Resident 1 in the dining room and was also not aware that Resident 1 was not supposed to
eat anything that morning.

Review of Resident 1's hospital records showed that Resident 1 was admitted to the hospital from

/2023 through |Jjli}/2023, with a diagnosis of |||z
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Statement of Deficiencies License #: 2511 Compliance Determination # 31588
Plan of Correction Callaway Gardens Alzheimers Special Care Center Completion Date
Page 5 of 6 Licensee: Callaway Gardens OpCo LLC 12/04/2023

and treated with
intravenous (in the vein) antibiotics.

During an interview on 10/25/2023 at 11:08 AM, Staff B, Registered Nurse (RN) stated that staff are
expected to read the 24-hour communication book and the Care In-Service/Change in Plan of Care
Record before starting their shifts. Staff B also stated it was concerning to management to the lack

of caregiver signatures on the Care In-Service/Change in Plan of Care Record form alerting staff of
the temporary care plan changes for Resident 1.

During an interview on 10/25/2023 at 11:54 AM, Staff A, stated they were notified by Collateral
Contact 1 (CC1), resident representative, on the afternoon of 10/11/2023, that Resident 1 had a
scheduled dental appointment on |Jjjjj}/2023 and Resident 1 needed to be NPO that night. Staff A
said they wrote the communication on a bright orange Care In-Service/Change in Plan of Care
Record form and hung it at the nurse’s station on the afternoon of 10/11/2023. Staff A stated they
worked the day of Resident 1's dental appointment and they administered Resident 1 medications in
a “spoonful” of pudding. Staff A also stated that staff are expected to do a change of shift report and
to read the communication book/alert charting book before they start their shift.

During an interview on 10/25/2023 at 11:57 AM, Staff C, Caregiver stated that they were the
caregiver for Resident 1 on the day Resident 1 was to be NPO. Staff A also denied seeing any
communication posted about Resident 1 being NPO and they did not receive a verbal report from
the night shift staff.

During an interview on 10/25/2023 at 11:01 AM, Staff D, Health Services Director, stated that it was
every caregiver's responsibility to be aware of the changes with all of the ALF residents, regardless if
those residents are assigned to that staff member or not. Staff D also stated that caregivers do not
serve plates up for meals, only dietary staff do that.

During an interview on 10/25/2023 at 12:36 PM, Staff F, Dietary Manager, they stated that they had
received an NPO slip for Resident 1, hung it up in the kitchen and made their dietary staff aware of
the communication.

During an interview on 11/08/2023 at 11:25 AM Staff E, Caregiver, confirmed they saw the resident
eating. Staff E was not aware of who served Resident 1 a plate, as kitchen staff are the only ones
who are to plate the food.

During an interview on 11/08/2023 at 4:05 PM, Collateral Contact (CC1), stated that when they went
to pick up Resident 1, for the dentist appointment, they were told by an unnamed staff member that
Resident 1 had not eaten anything. CC1 also stated that during the event CC1 was “frustrated and
angry” that this happened to Resident 1 and “there was nothing | could do about it.” CC1 stated they
felt the facility had a breakdown or lack of communication, and that staff should be told of resident
changes the first thing when they come onto their shift. CC1 also indicated that Resident 1 laid in the
hospital for
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1000 22 2003 1 36fM Stata of Haehington No. 4191 P, ¢ o

Stotemanl of Dehcsnsiasg Liconse # 511 CRmgiange Detayminatan # 31508
Flak of Correclion Caswsy Gardans Alzkeimers Sperix Care Center Cempisiion Cale
Page b ofb ticenses: Callaway Gaidens Lpls LLO 13RBAFXI23

siv days and fust have inhouge Merspy b gel them Lo frprove their sirength (o order to walk
s,

Dring anntenvievs on 12/472023 at 10028 AM, Coliateral Contact 2, Clise Staft at dental office,
stated they had cailed CCT o remindg them of Resident 1 NPD status and OO had told them that
they nad ist the ALF kaow, twice, of Resident 18 NPC statis foy Ihe dental procedivee.

Plan/Attestation Statement
{ heralsy sertify that | bave reviavad this report and have taken or will lake active
measures to correst thls deficiency. By taking this action, Callaway Cardens Alrheimers
Spaciai Care (T-e?tzrf i i\rﬁl’;‘ in complance with this law and { ar regulation on
]

ats)_ (O ()

fn sddition, | Wit inpiement 2 system to monitor and enswe condnued sarmpiianes wih
s requirenert.

%OM/)&/ Y\)JW]W Q«QQQQJ AP

Ademisisteatar {er Regrasentative) v
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