




STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
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Plan of Correction

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 06/26/2025
of:

828 McPhee Rd SW
Olympia, WA 98502

Artesian Place

This document references the following SOD dated: 07/01/2025

The following sample was selected for review during the unannounced on-site visit: 5 of 60
current residents and 0 former residents.

The department staff that inspected the Assisted Living Facility:

Anissa Bearden, Licensor

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

DateAdministrator (or Representative)

WAC 388-78A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(a) Meet the requirements of chapter 69.41 RCW Legend drugs   Prescription drugs, and other
applicable statutes and administrative rules; and

(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

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to ensure residents received medications as
ordered and failed to document medications correctly for 2 of 3 residents (Resident 2 [R2] and
Resident 3 [R3]). This failure resulted in both residents not receiving medications as ordered and
placed them at risk of medical complications.

Findings included…

Record review of the facility’s policy and procedure document titled, “Medication Administration,”
undated, showed staff would assist residents who were on medication services by obtaining
medications, reminding, coaching, or helping to prepare their medications for administration. The
staff who were responsible for supervision of the medication service must always sign a medication
log indicating that mediation was
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taken appropriately. If the medication was refused the medication log must show the refusal.

Record review of the Washington State Department of Social and Health Services document titled,
“Fundamentals of Caregiving 3rd edition,” dated, “2011,” under the section titled, “Medication
Assistance and Medication Administration,” showed medications were substances that change a
chemical activity in the human body. Medication could have a positive effect or negative side effects.
Home care aides must learn how to safely assist residents with their medications. The
responsibilities for the home care aide while providing medication assistance included preparing the
dose of medication, assisting the client with taking the medication, observing and documenting.
There were five “rights” of medication that guides the home care aide’s actions anytime they were to
help a resident with their medications that included checking the five rights three times, the three
checks help to minimize medication errors. The five rights included right medication, right resident,
right dose, right route, and right time. Under the section, “right medication,” the home care aide,
every time they were assisting or administering a residents medications, were to check the label of
the medication to make sure the residents name was on their for prescription medication only and to
verify the correct time , dosage, route, and that they were aware of any special instruction for the
medications were followed. Under the section “right time,” showed the regular schedule for
medication would be determined by the resident, the doctor, a nurse, or the facility/agency’s policy.
The schedule should be clear, so the residents were assisted with their medications at the right time.
Check the medication record or the medication container for the correct time. Under the section
titled, “documentation and reporting,” showed the rule for documenting medication assistance and
medication administration have been set in law for assisted livings. The home care aid must
document every medication taken and refused. It was considered an error when the medication was
not given according to the directions. That would include any of the five rights of medication. Home
care aides were to follow medication labels to administer or assist a resident with their medications
appropriately.

Record review of the “Department of Social and Health Services” document, completion date
04/29/2025, showed, “As a result of the on-site visit(s) the department found that you are not in
compliance with the licensing laws and regulations [including WAC 388-78A-2210] as stated in the
cited deficiencies in the enclosed report. 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.”
The administrator section showed Staff A, Administrator, signed the document on 05/21/2025. Staff
A signed the “Plan/Attestation Statement” for all citations cited that read “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, [the facility] is or will be in compliance with this law and/or regulation on 06/13/2025.”

Record review of the facility’s document titled, “Plan of Correction (POC),” undated, showed it was
the plan of correction for the annual survey citations listed on 05/12/2025. Review of the POC for
Washington Administrative Code (WAC), 388-78A-2210 medication services, showed a completed
audit of every Medication Administration Record (MAR) withhold parameters. Information on vitals to
be monitored were added to the MAR. One to one education was provided to the
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medication aides on the importance of following primary care providers written orders as written,
ensure to check the six rights of medication assistance, and triple checking MAR before giving the
medication. Staff would fax the primary care physician and attach the confirmation page to the
original fax that was sent.

<Resident 2>

Record review of R2’s untitled and undated face sheet showed R2 was moved into the facility on
/2024.

Record review of R2’s Service Agreement quarterly update, dated 05/07/2025, under the section
titled, “Medical Care Management” showed R2 was aware that they took medications, but was not
always able to remember to take them and when they were supposed to take medications. Staff
would store R2’s medication on the locked medication cart, would assist and administer R2 their
medications per physician orders. R2 had a history of myocardial infarction (medical condition when
blood flow to the heart muscle was blocked, causing tissue damage and death, also known as a
heart attack), and NSTEMI (non-ST segment elevation myocardial infection also known as a heart
attack that occurs when blood supply to the heart is reduced and causing damage).

Record review of R2’s MAR dated 06/01/2025 through 06/26/2025 showed R2 had an order for
carvedilol (medication for high blood pressure and heart failure) to take two times daily with meals
and to hold and notify the physician if the systolic blood pressure (SBP) was less than 100 or if the
pulse (heart rate in a minute) was less than 60. Review of R2’s carvedilol administration after
attestation date of 06/13/2025 showed on 06/14/2025 at 5:00 PM R2’s pulse was 56, on 06/19/2025
at 5:00 PM, R2’s pulse was 52, and on 06/21/2025 at 5:00 PM, R2’s pulse was 57. All three
medication aide’s administration initials were not circled on the MAR. On 06/14/2025 and 06/19/2025
at 5:00 PM, R2’s carvedilol doses showed the nurse and physician were notified and R2’s pulse and
or blood pressure were out of range. On 06/21/2025 at 5:00 PM, R2’s carvedilol dose showed nurse
and physician were not notified and R2’s pulse and blood pressure were not out of range. Review of
the back of the MAR under the section titled, “exceptions for [R2’s name],” showed R2’s carvedilol
doses for 06/14/2025 at 5:00 PM, 06/19/2025 at 5:00 PM, and 06/21/2025 at 5:00 PM were not listed
as not given or withheld per physician or registered nurse orders.

Record review of R2’s “Fax” dated 06/14/2025 showed R2’s carvedilol was withheld that evening
due to heart rate being below 60.

Record review of R2’s “Fax” dated 06/19/2025 showed R2’s blood pressure medication was held
that day due to R2’s low heart rate of 52. There were no other physician fax notifications provided for
R2’s carvedilol being withheld.

<Resident 3>
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Record review of the facility’s “Assisted Living Facility Resident Characteristic Roster and Sample
Selection,” dated 06/26/2025, showed R3 was moved into the facility on /2025.

Record review of R3’s “Service Agreement 30-day Evaluation,” dated 06/23/2025, that was provided
as the working service agreement, under the section titled, “Medical Care Management,” showed R3
had multiple medical diagnoses that included 

. Staff were to assist R3 with their medications per primary care
providers’ orders. Staff were to hold medication per parameter and communicate with the primary
care provider and other health care providers.

Record review of R3’s MAR, dated 06/01/2025 through 06/26/2025, showed R3 had an order for
insulin glargine (long-acting injectable insulin to help lower blood sugar levels over a longer period of
time) to administer under the skin every morning and to hold if blood sugar level was less than 100
and notify the provider. Review of administrations after attestation date of 06/13/2025, showed at
8:00 AM, R3 was administered their glargine. Review of the R3’s blood sugar readings showed on
06/16/2025 at 8:00 AM, R3’s blood sugar reading was 89. Review of the back of R3’s MAR under
the section titled, “exceptions for [R3’s name],” showed there was no withheld doses of glargine
documented.

On 07/01/2025 at 1:00 PM, R3’s physician notification for 06/16/2025 at 8:00 AM, the insulin glargine
being held related to R3’s blood sugar level being 89 was requested for review.

Record review of an email sent to the Department on 07/01/2025 at 1:40 PM showed Staff A was
unable to locate a physician notification for R3’s insulin glargine being held related to their blood
sugar level being below 100 at 89.

Record review of an email sent to the Department on 06/27/2025 at 4:20 PM showed the residents’
medication dose would automatically be circled through the electronic medication administration
record (eMAR) and then the person administering the resident’s medications would have a drop-
down list of reasons for why the medication was withheld. Staff A documented that the medication
aides were trained that if a medication had parameters, they would follow the parameters and if the
medication needed to be held for being outside of the parameters, the medication aide would notify
the residents physician via fax communication, when Staff A was asked how a withheld medication
was documented on the MAR.

In an interview on 06/26/2025 at 1:49 PM, Staff C, Medication Aide, stated if a resident’s medication
was withheld or not administered, the medications aide’s initials would come up circled on the
electronic MAR. Staff C stated they would have a drop-down box that makes the medication aide
pick a reason why the resident’s medication was not
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administered. Staff C stated they were always to notify the resident’s physician that a medication
was not administered and of course not give the medication to the resident. Staff C stated on the
back of the MAR it would list the resident medication name and reason why it was withheld or not
administered.

In an interview on 07/01/2025 at 2:04 PM, Staff A stated, when a residents medication was withheld
by the medication aide, the medication aides initials would be circled on the MAR, then on the back
of the MAR under exceptions it would be documented withheld out of parameters and then the
medication aide had a drop-down box with options listed that they have to choose as to why the
medication was not being given. It would then be listed under the exceptions area of the MAR. Staff
A acknowledged that R2’s carvedilol on 06/14/2025 at 5:00 PM, 06/19/2025 at 5:00 PM, and
06/21/2025 at 5:00 PM were not circled on the MAR as not provided.

This is an uncorrected deficiency previously citated on 04/29/2025 for subsection 388-78a-2210
(1)(a)(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, Artesian Place 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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