
STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AGING AND LONG-TERM SUPPORT ADMINISTRATION 

800 NE 136th Ave Ste 200, Vancouver, WA 98684 

Van Vista Plaza LLLP 

Van Vista Assisted Living 
410 W 13th St 
Vancouver, WA 98660 

RE: Van Vista Assisted Living License# 2529 

Dear Administrator: 

This letter addresses Compliance Determination(s) 59691 (Completion Date 05/21/2025) and 
55089 (Completion Date 03/21/2025) . 

The Department completed a follow-up inspection of your Assisted Living Facility on 05/21/2025 
and found no deficiencies. Your facility meets the Assisted Living Facility licensing 
requirements. 

The Department found that deficiencies for the following licensing laws and regulations were 
corrected : 
WAC 388-78A-2210-1-b, WAC 388-78A-2210-2-a, WAC 388-78A-2210-2-b, WAC 388-78A-
2240 

The Department staff who did the on-site verification: 
Jacob Ubl , ALF NCI Cl 

If you have any questions, please contact me at (360)450-1218. 

Sincerely, 

~~r~,_ 
Clinton Fridley, Adult Family Home 4.e Field Manager 
Region 3, Unit I 
Residential Care Services 

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



Residential Care Services
Investigation Summary Report

Provider/Facility: Van Vista Assisted Living

License/Cert.#: 2529

Provider Type: Assisted Living Facility

Compliance Determination #: 55089
Intake ID: 167301

Investigator: Jacob Ubl
Region/Unit #: RCS Region 3 / Unit I

Investigation Date(s): 02/18/2025 through 03/21/2025
Complainant Contact Date(s):

1. Admission, Transfer, & Discharge Rights: Allegations that Facility is inappropriately
discharging Resident Alleged Victim.

2. Quality of Care/Treatment: Allegations that Facility is not giving Resident Alleged Victim their
medications on time.

Allegation(s):

Total residents: 90
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Observations:

Identified resident
staff

Interviews:

Medical records
Incident investigation
Facility policies

Record Reviews:

1. Admission, Transfer, & Discharge Rights: No failed practice identified. Resident Alleged
Victim voluntarily transitioning to another living setting.

2. Quality of Care/Treatment: Failed practice identified. The Facility failed to deliver residents
medications on time.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

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

N/A

□ 

□ 
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Residential Care Services
Investigation Summary Report

Provider/Facility: Van Vista Assisted Living

License/Cert.#: 2529

Provider Type: Assisted Living Facility

Compliance Determination #: 55089
Intake ID: 167212

Investigator: Jacob Ubl
Region/Unit #: RCS Region 3 / Unit I

Investigation Date(s): 02/18/2025 through 03/21/2025
Complainant Contact Date(s):

1. Dietary Services: Allegations that Facility was not appropriately accommodating Resident
Alleged Victim's dietary needs.

2. Resident/Patient/Client Rights: Allegations that Facility staff were not treating Resident
Alleged Victim with dignity and respect.

3. Administration/Personnel:  Allegations that Facility staff were not providing care and services
appropriately.

4. Quality of Care/Treatment: Allegations that Facility was not appropriately responding to
Resident Alleged Victim's fall.

Allegation(s):

Total residents: 90
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Observations:

Identified resident
staff

Interviews:

Medical records
Incident investigation
Facility policies

Record Reviews:

1. Dietary Services: The on-site investigation was conducted in relation to all allegations and
incidents identified in the intake. Based on interviews, observations and records review, no
failed facility practice was substantiated during the

Investigation Summary:

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



investigation. Additional residents reviewed for care, safety and services with no concerns.

2. Resident/Patient/Client Rights: The on-site investigation was conducted in relation to all
allegations and incidents identified in the intake. Based on interviews, observations and records
review, no failed facility practice was substantiated during the investigation. Additional residents
reviewed for care, safety and services with no concerns.

3. Administration/Personnel: Failed practice identified. The Facility failed to deliver residents
medications on time.

4. Quality of Care/Treatment: The on-site investigation was conducted in relation to all
allegations and incidents identified in the intake. Based on interviews, observations and records
review, no failed facility practice was substantiated during the investigation. Additional residents
reviewed for care, safety and services with no concerns.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

Ii 

□ 

□ 
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Residential Care Services
Investigation Summary Report

Provider/Facility: Van Vista Assisted Living

License/Cert.#: 2529

Provider Type: Assisted Living Facility

Compliance Determination #: 55089
Intake ID: 167213

Investigator: Jacob Ubl
Region/Unit #: RCS Region 3 / Unit I

Investigation Date(s): 02/18/2025 through 03/21/2025
Complainant Contact Date(s):

1. Quality of Care/Treatment: Allegations that Facility is not appropriately addressing Resident
Alleged Victims weight loss.

2. Pharmaceutical Services: Allegations that Facility is not giving Resident Alleged Victim their
medications on time.

Allegation(s):

Total residents: 90
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
staff

Interviews:

Medical records
Incident investigation
Facility policies

Record Reviews:

1. Quality of Care/Treatment: The on-site investigation was conducted in relation to all
allegations and incidents identified in the intake. Based on interviews, observations and records
review, no failed facility practice was substantiated during the investigation. Additional residents
reviewed for care, safety and services with no concerns.

2. Pharmaceutical Services: Failed practice identified. The Facility failed to deliver residents
medications on time.

Investigation Summary:
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

I&] 

□ 

□ 
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Residential Care Services
Investigation Summary Report

Provider/Facility: Van Vista Assisted Living

License/Cert.#: 2529

Provider Type: Assisted Living Facility

Compliance Determination #: 55089
Intake ID: 166770

Investigator: Jacob Ubl
Region/Unit #: RCS Region 3 / Unit I

Investigation Date(s): 02/18/2025 through 03/21/2025
Complainant Contact Date(s):

1. Quality of Care/Treatment: Allegations that Facility is not giving Resident Alleged Victim their
medications on time.

2. Nursing services: Allegations that Facility is not giving Resident Alleged Victim their
medications.

Allegation(s):

Total residents: 90
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Observations:

Identified resident
staff

Interviews:

Medical records
State reporting log
Incident investigation
Facility policies

Record Reviews:

1. Quality of Care/Treatment: Failed practice identified. The Facility failed to deliver residents
medications on time.

2. Nursing services: Failed practice identified. The Facility failed to make residents medication
available.

Investigation Summary:
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

I&] 

□ 

□ 
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Residential Care Services
Investigation Summary Report

Provider/Facility: Van Vista Assisted Living

License/Cert.#: 2529

Provider Type: Assisted Living Facility

Compliance Determination #: 55089
Intake ID: 168169

Investigator: Jacob Ubl
Region/Unit #: RCS Region 3 / Unit I

Investigation Date(s): 02/18/2025 through 03/21/2025
Complainant Contact Date(s):

1. Pharmaceutical services: Allegations that Facility is not giving Resident Alleged Victim their
medications on time.

2. Nursing services: Allegations that Facility is not giving Resident Alleged Victim their
medications.

Allegation(s):

Total residents: 90
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Observations:

Identified resident
staff

Interviews:

Medical records
Incident investigation
Facility policies

Record Reviews:

1. Pharmaceutical services: Failed practice identified. The Facility failed to deliver residents
medications on time.

2. Nursing services: Failed practice identified. The Facility failed to make residents medication
available.

Investigation Summary:

Conclusion / Action:
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

N/A

I&] 

□ 

□ 
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Residential Care Services
Investigation Summary Report

Provider/Facility: Van Vista Assisted Living

License/Cert.#: 2529

Provider Type: Assisted Living Facility

Compliance Determination #: 55089
Intake ID: 168235

Investigator: Jacob Ubl
Region/Unit #: RCS Region 3 / Unit I

Investigation Date(s): 02/18/2025 through 03/21/2025
Complainant Contact Date(s):

1. Pharmaceutical services: Allegations that Facility is not giving Resident Alleged Victim their
medications on time.

2. Quality of Care/Treatment: Allegations that Facility is not giving Resident Alleged Victim their
medications.

3. Resident/Patient/Client Abuse: Allegations that Facility staff were not treating Resident
Alleged Victim with dignity and respect.

Allegation(s):

Total residents: 90
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
staff

Interviews:

Medical records
Incident investigation
Facility policies

Record Reviews:

1. Pharmaceutical services: Failed practice identified. The Facility failed to deliver residents
medications on time.

2. Quality of Care/Treatment:  Failed practice identified. The Facility failed to make residents
medication available.

3. Resident/Patient/Client Abuse: The on-site investigation was conducted in relation

Investigation Summary:
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to all allegations and incidents identified in the intake. Based on interviews, observations and
records review, no failed facility practice was substantiated during the investigation. Additional
residents reviewed for care, safety and services with no concerns.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

Ii 

□ 

□ 

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Statement of Deficiencies
Plan of Correction
Page 1 of 11

License #: 2529 Compliance Determination # 55089
Van Vista Assisted Living Completion Date
Licensee: Van Vista Plaza LLLP 03/21/2025

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

The department completed data collection for an unannounced on-site complaint investigation
on 02/18/2025 and 03/11/2025 of:

Van Vista Assisted Living
410 W 13th St
Vancouver, WA 98660

This document references the following complaint number(s): 167795, 167301, 167213,
167212, 166770, 168169, 168235

The following sample was selected for review during the unannounced on-site visit: 4 of 90
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Jacob Ubl, ALF NCI CI

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 3 , Unit I
800 NE 136th Ave Ste 200
Vancouver, WA 98684

41 
:.l ~ 
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it" ~~ 

STATIE OF WASHIINGTO fNI 

DEPARTIMEINT OF SOCIAL AND HEAL THI SERVII CES 
AGING AND l Ol'NIG-TERM SUPPORT ADMINISTRATION 
8100 NE 136th Ave Ste 200, Vancouver, WA ·98 1684 

Statement of Defmenc1es 
Plan of Co rrectio n 
Page 1 of 11 

License ff. 2529 Co mp lia nce Dete rmmat1on # 55089 
Van Vista Assisted Livin g Completio n Date 

Ucensee·: Van Vista Plaza LLLP 03/21/2025 

You are required to be in compl iance at all ~imes wi~ all licensing laws and regulations to 
maintain your Assisted Living Facirty license. 

T~ e dep,a1rtment completed data collection fo r an unannounced on-site complaint invesbgation 
on 02118/2025 and 03:/11 /2025 of: 

Van Vista Assisted Living 
41 0 W 13th St 
Vancouver, WA 98660 

T~ is document references the fo llowing complaint number(s): 1677915, 167301, 167213, 
167212, 166770, 168 °1'69, 168235 

T~ e fo llowing sample was selected for review during the unannounced on-site visit 4 of 910 
current residents and O former reS!idents . 

The department staff that investigated the Assisted Livi ng Facility: 

Jacob Ubl, AILJF NCI Cl 

From: 
DSHS, Ag ing and Long-Term Support Administration 
Residential Care Serviices, Reg ion 3 , Unit I 
800 NE 136dh Ave Ste 200 
Vancouver, WA 986,84 
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Statement of Deficiencies
Plan of Correction
Page 2 of 11

License #: 2529 Compliance Determination # 55089
Van Vista Assisted Living Completion Date
Licensee: Van Vista Plaza LLLP 03/21/2025

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

Residential Care Services Date

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-2210 Medication services.
(1) An assisted living facility providing medication service, either directly or indirectly, must:

(b) Develop and implement systems that support and promote safe medication service for each
resident.

(2) The assisted living facility must ensure the following residents receive their medications as
prescribed, except as provided for in WAC 388-78A-2230 and 388-78A-2250 :

(a) Each resident who requires medication assistance and his or her negotiated service agreement
indicates the assisted living facility will provide medication assistance; and

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

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to provide medication services as
prescribed, and within the allowable time frames, for 2 of 4 residents (Resident 3 and Resident 4)
reviewed for implementation of medication services. This failure resulted in residents not receiving
ordered medications on time and placed the residents at risk for harm and health complications.

Findings included…

Record review of a facility policy, titled, “Policy: 420 MEDICATION SERVICES”, Revised 07/2009,
regarding the facility’s responsibility, showed that the facility will assure medications are taken in
accordance with the health practitioner’s instructions and that

04/01/2025

Statement of Deficiencies 

Plan of C on ect ion 

ILicen s e #::. 2529 Compliance Dete rmination # 55089 

Page 2 of 11 

Van Vista Assisled Living 

U censee•: Van Vista Plaza LLLP 

Co mp letio n Date 

03/21/2025 

As a result of the on-site v isiit(s) , the departmen· found that you are not in compliance w ith ~he 
licen sing llaws and regu lations as stat ed in the cited deficienc ies ·n the enclosed rep101rt 

Date 

I understand that to maintain an Assisted Living IF aci lity license , the facirty must be iin 
compliance wi h all bhe licens1ing laws and regulati ons at al t imes. 

Adminisbrator (or Representative) Date 

WAC 388-18.A-221I0 IMedicationi se:rviices. 

(1) An assisted living fa ci lity prnviding medication service, either di redly or iindirectly , must 

(b) Develop and implement systems that support and promote safe medication service for each 
resident. 

(2) Tlhe assisted living faci lity must ensure the fo llowing residen s rece ive the ir medications as 
prescribed , except as provide or ·n WAC 388-78A-2230 and 388-7BA-2250: 

(a} Each resident who requires medication assistance and hli s or her negotiated service agreement 
indicates the assisted liv ing faci lity w ill provide medication assistance; and 

(b) If the assisted living fa cil ity provides medication adminisbrati on services, each reS1ident who 
requi res medication administration and his or her nego~iated service agreement indicates the 
assisted l iving fa c1ility w1i ll provide medication ad mini strati on . 

Thiis requirement was 1not mi et as evide·nced by: 

Based on interviiew and record review, the fa cil ity fa iled to proVlide medication services as 
prescribed , and within tlhe allowable time frames , fo r 2 of 4 residents (Resident 3 and Resident 4) 
reviewed for implementatii on of m edication services. This failure resulted ·n residents not receiving 
ordered medicabions on time and placed the resiidents at risk fo r harm and health compl ications. 

F'ndings included .. . 

Record review of a fa c1ility pol icy , titl ed, '"Pol icy: 420 MIEDICATION SERVICES", Revised 07/2009, 
regarding the fac ility's responsibi lity , showed tha· the fac ility wi ll assure medications are taken in 
accordance with the health practitioner's instrndions and that 
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Statement of Deficiencies
Plan of Correction
Page 3 of 11

License #: 2529 Compliance Determination # 55089
Van Vista Assisted Living Completion Date
Licensee: Van Vista Plaza LLLP 03/21/2025

medications must be provided for client within one hour prior or one hour after scheduled time per
prescriber order.

<Resident 3>

Review of resident records showed that Resident 3 (R3) was admitted to the facility on 2021
with diagnoses including

.

Record review of R3‘s Service Agreement, dated 09/21/2024, showed that staff are to store, reorder,
and assist resident with medications as prescribed by the prescriber.

On 02/18/2025, at 2:14 PM, during an interview, R3 stated that the facility was failing to deliver their
Parkinson’s medications on time.

Record review of R3‘s medication administration record (MAR), for January 2025 and February
2025, showed a medication used to treat the symptoms of Parkinson’s was scheduled four times
daily at 7:30 AM, 12:00 PM, 3:30 PM, and 7:30 PM.

Record review of R3's document, titled "Med Pass Details", dated 01/01/2025 through 02/20/2025,
documented a medication used to treat the symptoms of Parkinson’s disease was scheduled for
3:30 PM, and was given on the following dates and times:

• 5:35 PM on 01/10/2025.
• 5:24 PM on 01/11/2025.
• 6:06 PM on 01/12/2025.
• 4:39 PM on 01/13/2025.
• 5:21 PM on 01/14/2025.
• 5:44 PM on 01/18/2025.
• 5:10 PM on 01/23/2025.
• 4:42 PM on 01/24/2025.
• 4:46 PM on 01/25/2025.
• 5:29 PM on 01/29/2025.
• 6:24 PM on 01/31/2025.
• 5:14 PM on 02/03/2025.
• 4:55 PM on 02/13/2025.

Record review of R3's document, titled "Med Pass Details", dated 01/01/2025 through 02/20/2025,
documented a medication used to treat the symptoms of Parkinson's disease was scheduled for
7:30 PM, and was given on the following dates and times:

Statement of Deficiencies 

Plan of C on ect ion 

ILicen s e #::. 2529 Compliance Det.ermination # 55089 

Page 3 of 11 

Van Vista Assisted Living 

Ucensee•: V an Vista Pla za LLLP 
Co mp letio n Date 

03/21/2025 

medications must be provided fo r cl ient within one hour pnior or one hour after scheduled ~]me per 
prescribe r order. 

<Resident 3:> 

Review of resident records showed that Resident 3 (IR3) was admitted to the faci lity on 202 1 
vvibh diagnoses including

. 

Record review of R3 's Service Agreement , dated 09/21/2024 , showed that staff are to sto e, eorder, 
and assist resident wjth medications as prescribed by the prescriber. 

On 02/1812025, at 2: 14 PM , during an interview, R3 stated that ttle facility was fa il ing to del iver thei 
Parkinson's medications on time. 

Record review of R3 's medication administration record (MAR), fo r January 2025 and February 
2025 , showed a medication used to breat the symptoms of Park inson's was scheduled our times 
daily at 7: 30 AM , 12:00 PM, 3: 30 PM , and 7: 30 PM. 

Record review of R3 's document , titled •Med Pass Details" , dated O 1/01/2025 through 02120/2025, 
documented a medication used to treat the symptoms of Parkinson 's disease was scheduled fo r 
3:30 PM , and was given on the following dates and times: 

• 5:35 PM on 01/1012025 . 
• 5:24 PM on 01/11 12025 . 
• 6,:06 PM on 01/12/2025. 
• 4:39 PM on 01/13/2025 . 
• 5:21 PM on 01/14/2025 . 
• 5:44 PM on 01/18/2025 . 
• 5:10 PM on 01/23/2025 . 
• 4:42 PM on 01/24/2025 . 
• 4:4-6 PM on 01/25/2025 . 
• 5:29 PM on 01/29/2025 . 
• 6,:24 PM on 01/3 1/2025 . 
• 5: 14 PM on 02/03/2025. 
• 4:55 PM on 02/13/2025 . 

Record review of R3"s document , titled •Med Pass Details", dated O 1/01/2025 through 02120/2025, 
documented a medication used to treat the symptoms of Parkinson 's d·sease was scheduled fo r 
7: 30 PM , and was given on the following dates and times: 
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• 8:37 PM on 01/02/2025.
• 9:11 PM on 01/07/2025.
• 9:32 PM on 01/11/2025.
• 9:08 PM on 01/14/2025.
• 8:47 PM on 01/17/2025.
• 8:50 PM on 01/24/2025.
• 9:01 PM on 01/26/2025.
• 9:00 PM on 01/28/2025.
• 9:28 PM on 01/29/2025.
• 9:04 PM on 02/01/2025.

<Resident 4>

Review of an undated face sheet showed Resident 4 (R4) was admitted to the facility on /2024.

On 02/24/2025 at 1:32 PM, during an interview, R4 reported that the facility was failing to deliver
their medications on time.

Record review of R4‘s Service Agreement, dated 01/17/2025, showed that staff are to store and
provide medication assistance per prescribers orders.

Record review of R4‘s MAR, for January 2025 and February 2025, showed a medication to decrease
blood pressure was scheduled for 8:00 AM and 5:00 PM.

Record review of R3's document, titled "Med Pass Details", dated 01/01/2025 through 02/20/2025,
documented a medication to decrease blood pressure was scheduled for 8:00 AM, and was given on
the following dates and times:

• 10:12 AM on 01/26/2025.
• 9:31 AM on 02/01/2025.
• 9:42 AM on 02/08/2025.
• 10:17 AM on 02/15/2025.

On 02/18/2025 at 12:50 PM, during an interview, Staff A, Health Service Director and Licensed
Practical Nurse, reported that the facility was failing to provide medications on time and the records
showed that several resident’s medications were being delivered over an hour later than their
scheduled time for the month of January and beginning of February.
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• 8:37 PM on 01/02/2025 . 
• 9:11 PM on 01/07/2025 . 
• 9:32 PM on 01/11/2025 . 
• 9:08 PM on 01/14/2025. 
• 8::47 PM on 01/17/2025. 
• 8::50 PM on 01/24/2025. 
• 9:01 PM on 01/26/2025 . 
• 9:00 PM on 01/28/2025 . 
• 9:28 PM on 01/29/2025 . 
• 9:04 PM on 02/0 112025 . 

<Resident 4> 
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Co mp letio n Date 

03/21/2025 

Review of an undated face sheet showed Resident 4 (R4) was admitted to1 the faci lity on /2024_ 

On 02/24/2025 at 1 :32 PM, dming an interview, R4 reported that the facility was fa iling to deliver 
thei r medicalii ons on time . 

Record review ol' R4's Sell'Vice Agreement , dated 01 /17/2025 , showed that staff are to store and 
provide medication assistance per prescribe rs orders_ 

Record review of R4's MAR, for January 2025 and February 2025 , showed a medication to decrease 
blood pressure was scheduled fo r 8:00 AM and 5:00 PM . 

Record review of R3"s document , titled •M ed Pass Deta ils'\ dated 01/01/2025 through 02/20/2025, 
documented a medication to decrease blood pressure was scheduled fo r 8:00 AM , and was given on 
th e following dates and times: 

• 10: 12 AM on 01/26/2025 . 
• 9: 31 AM on 02/0 112025 . 
• 9:42 AM on 02/08/2025. 
• 10: 17 AM on 02/15/2025 . 

On 02/18/2025 at 12:50 PM, during an interview, Staff A , Health Service Director and Licensed 
P acti cal Nurse , reported that ohe fa ci lity was fai ling to provide medications on bime and th e records 
showed that several resiident' s mediications were being delivered over an hour la· er than their 
scheduled time for the monttl of J anuary and beginning of February_ 
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On 02/18/2025 at 01:20 PM, during an interview, Staff B, Health Services Coordinator, reported that
the facility was failing to provide medications on time to several residents as medications were being
delivered over an hour later than their scheduled time.

On 02/18/2025 at 01:31 PM, during an interview, Staff C, medication technician, reported that the
facility was failing to provide medications on time to several residents as medications were being
delivered over an hour later than their scheduled time.

On 02/18/2025 at 01:52 PM, during an interview, Staff D, medication technician, reported that the
facility was failing to provide medications on time to several residents as medications were being
delivered over an hour later than their scheduled time.

On 02/18/2025 at 01:57 PM, during an interview, Staff E, Residential Care Coordinator, reported that
the facility was failing to provide medications on time to several residents as medications were being
delivered over an hour later than their scheduled time.

On 02/20/2025 at 02:50 PM, during an interview, Staff F, Executive Director, reported that the facility
was failing to provide medications on time to several residents as medications were being delivered
over an hour later than their scheduled time.

This is a recurring deficiency previously cited on 08/16/2023, 01/20/2023, 09/07/2022, and
03/22/2022 for subsections (1)(b), (2)(a), and (2)(b).

Plan/Attestation Statement
I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Van Vista Assisted Living is or
will be in compliance with this law and / or regulation on (Date)________________ .

In addition, I 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.
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03/21/2025 

On 02/1812025 at 01:20 PM, during an interview, Staff B , Heal h Services Coordinator, reported that 
the facility was failing to provide medications on time to several residents as medications were being 
delivered over an hour llater than their scheduled time. 

On 02/1812025 at O 1: 31 PM, during an interview, Staff C, medicabon technician , reported that the 
facility was failing to prov ide medications on time to several residents as medications were being 
delivered over an hour llater than their scheduled time. 

On 02/1812025 at O 1: 52 PM, during an interview, Staff ID , medica~i on technician , reported that the 
facil ity was failing to prov ide medications on time to several residents as medications were being 
delivered over an hour llater than their scheduled time . 

On 02/1812025 at O 1: 57 PM, during an interview, Staff IE, !Residential Care Coordinator, reported that 
th e facility was fail ing to provide medications on time to several residents as medications were being 
delivered over an hour llater than their scheduled time. 

On 02/20/2025 at 02:50 PM, during an interview, Staff F, Executive Directo r, reported that the l'acil1ity 
was fa iling to provide medications on time to seve al residents as med ications were being delivered 
over an hour later than their scheduled time_ 

T--"h is is a recurf ng de iciency previously cited on 08/1'5/2023, 01120/2023 , 09/07/2022, and 
03122/2022 for subsections ( 1 )(b), (2)(a) , and (2)(b)_ 

PI an/Attestation State:m ent 
I hereby certify that I have reviewed this report and have taken or wi ll take active 
measures to correct thi s defici ency . By tak ing this action, Van V1ista Assisted LiVling is or 
will be in compliance with th is law and/ or regulation on (Date) ______ _ 

In additi on, I will implement a system to monitor and ensure continued compliance with 
th is requirement. 

Ad mini strator ( or Representative) Date 

WAC 388-78.A-2240, INonavaiillability o,f medlicatfo1ns. When the assisted living fac"lity has 
assumed responsilbilliity foir ,obtai1ni1ng a r,e-sident's. 1presc1ribed medications, the assisted livi1ng 
facility must obtain them min a correct and timely ma1n1ne-r. 
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This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to obtain prescribed medications for 4 of 4
residents (Resident 1, Resident 2, Resident 3, and Resident 4) reviewed for availability of
medications. This failure resulted in residents not receiving medications as ordered and placed the
residents at risk for health complications due to not receiving their prescribed medications.

Findings included…

Record review of a facility policy, titled, “Policy: 420 MEDICATION SERVICES”, revised 07/2009,
regarding the facility’s responsibility, showed that the facility will assure medications are taken in
accordance with the health practitioner’s instructions.

<Resident 1>

Review of resident records showed that Resident 1 (R1) was admitted to the facility on 2020
with diagnoses including .

Record review of R1’s Service Agreement, dated 01/25/2025, showed that staff are to store, reorder
and assist with medication management as prescribed by the prescriber

On 02/18/2025 at 2:31 PM, during an interview, R1 stated that the facility would run out of some of
their medications at times and that they wouldn’t receive the medications when it happened.

Record review of R1‘s medication administration record (MAR), for January 2025, documented a
medication to reduce stroke and blood clots was scheduled for 6:00 AM to 10:00 AM.

Record review of R1‘s MAR showed R1 was scheduled for 31 doses a medication to reduce stroke
and blood clots and documented that two of the 31 doses were not given due to “Medication
Unavailable” and “will call pharmacy”, dates reviewed ranged from 01/01/2025 through 01/31/2025.

Record review of R1‘s MAR, for January 2025, documented that a medication to reduce allergies
was scheduled for 6:00 AM to 10:00 AM.

Record review of R1‘s MAR, for January 2025, showed that a medication to reduce allergies was
scheduled for 31 and documented that seven of the 31 doses were not
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Ucensee•: V an Vista Plaza LLLP 

Thiis requirement was 1not m1et as evid,ejnted by: 

Co mp letio n Date 

03/21/2025 

Based on intel'Vliew and record review, the facil ity failed to obtaiin prescribed medications fo r 4 of 4 
residents (Resident 1, Res1ident 2, Resident 3, and ReS!ident4) reviewed for avai labi lity of 
medications. Th is fai lure resulted in residents no" receiving medications as ordered and placed the 
resi ents at ri sk fo r health complicabions due to not receiving thei r p,rescribed medications. 

F"ndings included .. . 

Record review of a faci lity pol icy , titl ed, '"Pol icy: 420 MIEDICATION SERVICES", revised 07/2009 , 
regarding the fac ility's responsibi lity , showed tha the faci lity will assure medications are taken in 
accordance with the health practiti oner's instructions. 

<Resident 1 > 

Rev iew of resident records showed that IRes,ident 1 (IR1) was admitted to the facility on /2020 
wiUh diagnoses including . 

Record review of R1's Service Agreement , dated 01 /25:/2025 , showed that staff are to sto e, reorder 
and assist with med·cation management as prescribed by the presc1riber 

On 02118/2025 at 2:31 PM, during an inteNiew , R1 stated that ~ e faci lity would run out of some of 
thei r medicatiions at times and Uhat they wouldn't receive the medications when it happened . 

Record review of R1 's medica ion administration record (MAR), fo r January 2025 , documented a 
medication to reduce stroke and blood clots was scheduled fo r 6:00 AM to 10:00 AM . 

Record review of R1's MAR showed IR1 was scheduled for 31 doses a medication to reduce stroke 
and blood clots and documented th at two of dhe 31 doses were not given due to "Medication 
Unavai lab le~ and "wil l cal l pharmacy" , dates reviewed ranged from 01/0 112025 thrnugh O 1/31/2025. 

Record review of R1's MAR , for January 2025 , documented tlhat a medication to reduce al lergies 
was scheduled fo r 6: 00 AM to 10:00 AM . 

Record review of R1's MAR , for January 2025 , showed th at a medication to reduce allergies was 
scheduled fo r 31 and documented ~ at seven oUhe 31 doses were not 
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given due to “Pending Pharmacy Delivery”, dates reviewed ranged from 01/01/2025 through
01/31/2025.

Record review of R1‘s MAR, for February 2025, documented that a medication to reduce allergies
was scheduled for 6:00AM to 10:00AM.

Record review of R1‘s MAR, for February 2025, showed a medication to reduce allergies was
scheduled for 20 doses and documented that five of the 20 doses were not given due to “Pending
Pharmacy Delivery”, dates reviewed ranged from 02/01/2025 through 02/20/2025.

<Resident 2>

Review of resident record showed that Resident 2 (R2) was admitted to the facility on /2020
with diagnoses including

Record review of R2‘s Service Agreement, dated 01/30/2025, showed “Staff to order, store and
supply medications according to doctor orders.”

On 02/18/2025, at 2:47 PM, during an interview, R2 stated that the facility would run out of some of
their medications at times and that they wouldn’t receive the medications when it happened.

Record review of R2‘s MAR, for January 2025, documented the following a supplement to increase
calcium and vitamin D in the body was scheduled for 6:00 AM to 10:00 AM.

Record review of R2‘s MAR, for January 2025, showed that a supplement to increase calcium and
vitamin D was scheduled for 31 doses and documented that two of the 31 doses were not given due
to “Medication Unavailable”, dates reviewed ranged from 01/01/2025 through 01/31/2025.

Record review of R2‘s MAR, for February 2025, documented a medication to help a person sleep
was scheduled for 7:00 PM to 10:00 PM.

Record review of R2‘s MAR, for February 2025, showed a medication to help a person sleep was
scheduled for 17 doses and documented that one of the 17 doses were not given due to “Medication
Unavailable” and “Resident is completely out of this medication. Faxed pharmacy for more
Trazodone”, dates reviewed ranged from 01/01/2025 through 01/17/2025.
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03/21/2025 

given due to "Pending Pharmacy Delivery", dates reviewed ranged from 01/0 1/2025 th rough 
01 /3112025. 

Record review of R1's MAR, for February 2025, documented that a medicaoion to reduce al lergies 
was scheduled for 6: OOAM . o 1 0:OOAM . 

Record review of R1's MAR , for February 2025, showed a medication to reduce allergies was 
scheduled fo r 20 doses and documented that five of the 20 doses were not given due to ;, Pending 
Phanrnacy De iverry" , dates reviewed ranged from 02/0 1/2025 through 02/20/2025 . 

<Resident 2> 

Rev iew of resident record showed that Resident 2 (R2) was a mitte to the facility on /2020 
with diagnoses including  

Record review of R2's Sell'Vice Agreement , dated 01/30/2025 , showed "Staff ta1 oder, store and 
supply medications according to doctor airders ." 

On 02/1812025, at 2:47 PIM, during an interview, R2 stated that the faci lity would run out of some of 
th ei r medicaoions at times and ~hat they wouldn't receive the medications when it happened . 

Record review of R2's MAR , fo r J anuary 2025 , documented the following a supp emen· to increase 
calcium and vitamin D in the body was scheduled for 6:00 AM to 10: 00 AM. 

Record review of R2's MAR , fo r J anuary 2025 , showed that a supplement to increase ca lcium and 
vitamin D was scheduled fo r 31 doses and documented that two of the 31 doses were not given due 
to "Medication Unava ilable", dates reviewed ranged from 01/0 1/2025 th rough O 1 /3112025. 

Record review of R2's MAR , fo r February 2025, documented a medication to help a person sleep 
was scheduled for 7: 00 1PM to 10:00 PIM . 

Record review of R2's MAR , for February 2025, showed a medication to help a person sleep was 
scheduled fo r 17 doses and documented that one of the 17 doses were not given due to '"Medication 
Unavai lable~ and "Resident is complete ly out of thi s medricatlion. Faxed pharmacy fo r more 
Trazodone", dates reviewed ranged from 01/0 112025 through 01117/2025. 
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Review of resident records showed that Resident 3 (R3) was admitted to the facility on 2021
with diagnoses including

.

Record review of R3‘s Service Agreement, dated 09/21/2024, showed that staff are to store, reorder,
and assist with medications as prescribed by the prescriber and that staff are to communicate with
prescriber when a medication refill is needed.

On 02/18/2025, at 2:14 PM, during an interview, R3 stated that the facility would run out of some of
their medications at times and that they wouldn’t receive the medications when it happened.

Record review of R3‘s MAR, for January 2025, documented that a medication to help with digestion
was scheduled for 8:00 AM.

Record review of R3‘s MAR, for January 2025, showed a medication to help with digestion was
scheduled for 27 doses and documented that 13 of the 27 doses were not given due to “WAITING
ON PHARMACY”, “Medication Unavailable”, “Pending Pharmacy Delivery”, and “Other”, dates
reviewed ranged from 01/01/2025 through 01/27/2025.

Record review of R3‘s MAR, for February 2025, documented a supplement to increase vitamin B12
in the body was scheduled for 6:00 AM to 10:00 AM.

Record review of R3‘s MAR, for February 2025, showed that a supplement to increase vitamin B12
in the body was scheduled for 18 doses and documented that five of the 18 doses were not given
due to “Pending Pharmacy Delivery”, dates reviewed ranged from 02/01/2025 through 02/18/2025.

<Resident 4>

Review of resident records showed that Resident 4 (R4) was admitted to the facility on 2024
with diagnoses including

Record review of R4‘s Service Agreement, dated 01/17/2025, showed that staff are to store and
provide medication assistance per prescriber orders.
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Review of resident records showed that Resident 3 (IR3) was admitted to the faci lity on 2021 
V\litih diagnoses including

. 

Record review of R3 's Service Agreement , dated 09/21/2024 , showed that staff are to store, reorder, 
and assist V\lith med·cations as prescr~bed by the prescriber and that staff are to communicate with 
prescribe r when a medica· ion refil l is needed . 

On 02/18/2025, at 2:1 4 PM, during an interview, R3 stated that tihe faci lity would run out of some of 
thei r medicatiions at times and that they wouldn't receive the medications wlhen it happened . 

Record review of R3 's MAR , for January 2025 , documented that a medication to help V\lith digestion 
was scheduled fo r 8: 00 AM_ 

Record review of R3 's MAR , for January 2025 , showed a medication to help with digestion was 
scheduled fo r 27 doses and documented that 13 of the 27 doses were not given due to ~WAITI NG 
ON PHARMACY", "Medication Unavai lable~, 'Pending Pharmacy Delivery~, and "Othe , dates 
reviewed ranged from O 1/01/2025 through O 1/27/2025 _ 

Record review of R3 's MAR, for February 2025, documented a supplement to increase v itamin B 12 
in the body was scheduled or 6: 00 AM to 10: 00 AM_ 

Record review of R3 ' s MAR , for February 2 0 25, showed th at a supp I e mentto in ere a se vitamin B 1 2 
in the body was scheduled fo r 18 doses and documented that five of the 18 doses were not given 
due to "Pending Pharmacy Del ivery~, dates reviewed ranged from 02/0 112025 th ro ugh 02/18/2025 . 

<Resident 4> 

Review of resident records showed that Res1ident 4 (IR4) was admitted to the faci lity on 2024 
V\lith diagnoses including  

Record review of R4's Service Agreement , dat ed 01/17/2025 , showed that staff are to store and 
provide medication assistance per prescriber orders_ 
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On 02/24/2025, at 1:32 PM, during an interview, R4 reported that the facility was failing to provide
them some of their medications, some days, as the facility did not have the medications available.

Record review of R4‘s MAR, for January 2025, documented that a medication to decrease
cholesterol levels in the blood was scheduled for 7:00 PM to 10:00 PM.

Record review of R4‘s MAR, for January 2025, showed that a medication to decrease cholesterol
levels in the blood was scheduled for 31 doses and documented that 10 of the 27 doses were not
given due to waiting on the medication from the pharmacy, dates reviewed ranged from 1/01/2025
through 1/31/2025.

Record review of R4‘s MAR, for January 2025, documented that a medication to aid in sleep was
scheduled for 7:00 PM to 10:00 PM.

Record review of R4‘s MAR, for January 2025, showed that a medication to aid in sleep was
scheduled for 31 doses and documented that 10 of the 27 doses were not given due to waiting on
the medication from the pharmacy, dates reviewed ranged from 1/01/2025 through 1/31/2025.

Record review of R4‘s MAR, for January 2025, documented that a medication to decrease blood
pressure was scheduled for 6:00AM to 10:00AM and 7:00PM to 10:00PM.

Record review of R4‘s MAR, for January 2025, showed that a medication to decrease blood
pressure was scheduled for 62 doses and documented that 7 of the 62 doses were not given due to
waiting on the medication from the pharmacy, dates reviewed ranged from 1/01/2025 through
1/31/2025.

Record review of R4‘s MAR, for February 2025, documented that a medication to decrease
cholesterol levels in the blood was scheduled for 7:00PM to 10:00PM.

Record review of R4‘s MAR, for February 2025, showed that a medication to decrease cholesterol
levels in the blood was scheduled for 19 doses and documented that four of the 27 doses were not
given due to waiting on the medication from the pharmacy, dates reviewed ranged from 2/01/2025
through 1/19/2025.

Record review of R4‘s MAR, February 2025, documented that a medication to decrease blood
pressure was scheduled for 6:00AM to 10:00AM and 7:00PM to 10:00PM.
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On 02/24/2025, at 1 :3:2 PIM, during an interview, R4 reported that the facil ity was fa iling to p ovide 
them some of thei r medicafons, some days, as the facility did not have dhe mediications avai lab le. 

Record review of R4's MAR , for January 2025 , documented that a medication to decrease 
cho lesterol levels in the blood was scheduled for 7:00 PM to 10: 00 PM _ 

Record review of R4's MAR , for January 2025 , showed that a medication to decrease cho lesterol 
levels in the blood was scheduled for 31 doses and documented that 10 of the 27 doses were not 
given due to waiting on the medica~ion from the pharmacy, dates reviewed ranged from 1/0112025 
th rough 1/31/2025 . 

Record review of R4's MAR , for January 2025 , documented that a medication to ai in sleep was 
scheduled fo r 7: 00 PM to 10: 00 PM _ 

Record review of R4's MAR , for January 2025 , showed th at a medication to aid in sleep was 
scheduled fo r 31 doses and documented that 10 of the 27 doses were not given due to waiting on 
th e medication from the pharmacy, dates reviewed ranged from 1/01/2025 th rough 1 /3 112025 . 

Record review of R4's MAR , for January 2025 , documented that a medication to decrease bllood 
pressure was scheduled for 6:00AM to 1 O:OOAIM and 7:00PM to 1 O:OOPM. 

Record review of R4's MAR , for January 2025 , showed th at a medication to decrease blood 
pressure was scheduled fo r 62 doses and documented that 7 of the 62 doses were not given due to 
waiting on the medication from the pharmacy , dates reviewed ranged from 1/0 112025 through 
1/3 1/2025 . 

Record review of R4's MAR , for February 2025, documented bhat a medicabion to decrease 
cho lesterol levells in the blood was scheduled for 7 :OOPM to 10: OOPM. 

Record review of R4's MAR , for February 2025, showed that a medication to decrease cholesterol 
levells in the blood was scheduled for 19 doses and documented that four of ~he 27 doses were not 
given due to waiting on the medicabion from the pharmacy, dates reviewed ranged from 2/01/2025 
th rough 1/19/2025. 

Record review of R4's MAR , February 2025 , documented that a medication to decrease blood 
pressure was scheduled fo r 6:00AM to 1 O:OOAM and 7:00PM to 1 O:OOPM. 
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Record review of R4‘s MAR, for February 2025, showed that a medication to decrease blood
pressure was scheduled for 40 doses and documented that four of the 40 doses were not given due
to waiting on the medication from the pharmacy, dates reviewed ranged from 2/01/2025 through
2/20/2025.

On 02/18/2025 at 12:50 PM, during an interview, Staff A, Health Service Director and Licensed
Practical Nurse, reported that the facility was failing to provide some medications that were
unavailable in the facility, to residents, partially due to issues with staff failing to order refills from the
pharmacy on time.

On 02/18/2025 at 01:20 PM, during an interview, Staff B, Health Services Coordinator, reported that
the facility was failing to provide some medications, that were unavailable in the facility, to residents,
partially due to issues with staff failing to order refills from the pharmacy on time.

On 02/18/2025 at 01:31 PM, during an interview, Staff C, Medication Technician, reported that the
facility was failing to provide some medications, that were unavailable in the facility, to residents,
partially due to issues with staff failing to order refills from the pharmacy on time.

On 02/18/2025 at 01:52 PM, during an interview, Staff D, Medication Technician, reported that the
facility was failing to provide some medications, that were unavailable in the facility, to residents,
partially due to issues with staff failing to order refills from the pharmacy on time.

On 02/18/2025 at 01:57 PM, during an interview, Staff E, Residential Care Coordinator, reported that
the facility was failing to provide some medications, that were unavailable in the facility, to residents,
partially due to issues with staff failing to order refills from the pharmacy on time.

On 02/20/2025 at 02:50 PM, during an interview, Staff F, Executive Director, reported that the facility
was failing to provide some medications, that were unavailable in the facility, to residents, partially
due to issues with staff failing to order refills from the pharmacy on time.

This is a recurring deficiency previously cited on 11/10/2022.
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Record review of R4's MAR, for February 2025, showed that a medication to decrease blood 
pressure was scheduled for 40 doses and documented that four of the 40 doses were not given due 
to waiting on the medication rom the pharmacy, dates reviewed ranged from 2/0'112025 through 
2/2012025. 

On 02/1812025 at 12:50 PM, during an interview, Staff A, Heal h Service Director and Licensed 
P acti cal Nurse , reported that the faci lity was fai ling to provide some medications that were 
unavailable in the fac.lity, to residents, partial ly due to issues with staff fai ling to order refi lls from the 
pharmacy on time . 

On 0211812025 at O 1: 20 PM, during an interview, Staff 18 , Heal h Services Coordinator, reported that 
the facility was fail ing to provide some medications, that were unava·lable in dhe fa cii lity, to reS!i dents, 
partially due to issues vvith staff fa irng too der refi lls from dhe pharmacy on time. 

On 02/1812025 at O 1: 31 PM, during an interview, Staff C, M edicabon Technic1ian, reported that the 
facility was failing to provide some medications, that were unavailable in the facirty , to residents, 
partially due to issues vvith staff fai ling to 01 der refi lls from dhe pharmacy on time. 

On 02/18/2025 at O 1: 52 PM , during an interview, Staff ID , Medication Technic1ian , reported that the 
facility was fa iling to prnvide some medications, that were unavailable in the faci l'ty , to residents, 
partially ue to issues vvith staff fa irng to order refi lls from the pharmacy on time. 

On 0211812025 at O 1: 57 PM, during an interview, Staff IE , IRes;identia l Care Coordinator, reported that 
the facility was fail ing to provide some medications, that were unava·lable in dhe fa cii lity, to reS!i dents, 
partially due to issues vvith staff fa iling too der refi lls from dhe pharmacy on time. 

On 02/2012025 at 02: 50 PM, during an interview, Staff F, IExecutiive Directo r, reported that the facil1ity 
was fai ling to provide some medications, that were unavailable in the facil ity , to residents, parti ally 
due to issues w ith staff fail ing to order refil ls from the phanmacy on time . 

Th is is a recurr·ng de iciency previously cited on 11/10/2022. 
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Plan/Attestation Statement
I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Van Vista Assisted Living is or
will be in compliance with this law and / or regulation on (Date)________________ .

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

Administrator (or Representative) Date
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PI an/Attestation Startem ent 

I hereby certify that I have reviewed th is report and have taken or wi ll take active 
measures to correct thi s deficiency . By taking this action, Van Vista Assist ed LiVling is or 
wi ll be in compliance with th is law and / or regulation on (Date) _______ _ 

In addition, I will implement a system to monitor and ensure continued compliance with 
th is requirement 

Ad mini strator ( or Representative) Date 
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