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

Sycamore Glen At Quail Hollow LLC

Sycamore Glen at Quail Hollow
506 N Ehorn Lane
Chewelah, WA 99109

RE: Sycamore Glen at Quail Hollow License # 2556
Dear Administrator:

This letter addresses Compliance Determination(s) 33967 (Completion Date 12/14/2023) and
31857 (Completion Date 11/08/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 12/14/2023
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-2950-6, WAC 388-78A-2210-1-a, WAC 388-78A-2210-1-b, WAC 388-78A-2210-
1, WAC 388-78A-2210-2-a, WAC 388-78A-2240

The Department staff who did the on-site verification:
Sylvia Shauvin, Complaint Investigator

If you have any questions, please contact me at (509)993-7821.

Sincerely,

S YN

Stephanie Jenks, Field Manager
Region 1, Unit B
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Sycamore Glen at Quail Provider Type: Assisted Living Facility
Hollow

LlcenSQ/Cert.#: 255§ . Intake ID: 102803

Compliance Determination #: 31857 Region/Unit #: RCS Region 1 / Unit B

Investigator: Sylvia Shauvin
Investigation Date(s): 10/30/2023 through 11/08/2023
Complainant Contact Date(s): 10/30/2023

Allegation(s):

1 - Lack of hot water for showers

2 - Staff restrained resident, resident had injury
3 - Medication omissions

4 - No assistance with dentures

Investigation Methods:

Sample: Total residents: 19
Resident sample size: 8
Closed records sample size: 1

Observations: Residents' safety and well-being
Any injuries
Medication passes
Hygiene
Residents' use of dentures
Water temperatures

Interviews: Seven residents, including named resident
Representative of named resident
Medication aide/caregiver
Caregiver
Hospice staff
Facility nurse
Case Manager
Behavior Support Specialist
Administrator

Record Reviews: Sample residents' Face Sheets, assessments, care plans, and
medication records
Prescriber orders for named resident
Facility's incident investigation documents
Facility policy and procedures - Management of Aggression
Staffing schedule - Aug - Oct 2023
Facility's water temperature logs
Sample five staff's credentials
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Investigation Summary:

1- As observed, water temperatures at sinks and showers in four apartments measured 64 - 92
degrees Fahrenheit (acceptable range was 105 - 120 degrees Fahrenheit). Five residents
interviewed stated the water temperatures for showers were not hot enough. These residents
stated they skipped or took showers outside their preferred times because of it. Failed facility
practice was found, and cited under Washington Administrative Code (WAC) 388-78a-2950(6)
Water supply.

2 - As observed, staff provided care to and interacted with residents in a calm, reassuring
manner. Staff were also observed readily available to address residents' anxiety and did so
effectively. Complainant did not furnish details about allegation. Information from interviews with
residents did not support allegation. Staff interviewed showed the facility responded to
aggression with interventions that were outlined in facility's policy and care plans. Per interview
with facility staff and review of named resident's care plan, resident had history of inflicting self-
injuries, and facility had interventions in place to address the behavior. Facility's behavioral
interventions did not violate assisted-living rules. No failed facility practices were found.

3 - Interviews with named resident and facility nurse, and observation of the named resident's
medication record showed facility omitted resident's medication over eight days. Per the named
resident and nurse, the omission resulted in discomfort/frustration for the resident. Per
interviews with facility staff, the error happened as the result of facility's recent change in how it
communicated with the prescriber and pharmacy. Failed facility practice was found and cited
under WAC 388-78a-2240 Non availability of medications. The facility also failed to ensure that
medications were administered by the same staff who prepared the medications. Failed facility
practice was found and cited under WAC 388-78a-2210(1)(a)(b),(2)(a) Medication services.

4 - As observed, named resident was wearing dentures and had no difficulty eating their meal.
The resident stated there were no further issues since the issue was discussed with the facility.
A sampled resident stated they needed dentures, and they were getting assistance to obtain
them. This resident had no concerns about the care facility provided to them. No failed facility
practices were found.

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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Residential Care Services
Investigation Summary Report

Provider/Facility: Sycamore Glen at Quail Provider Type: Assisted Living Facility
Hollow

LlcenSQ/Cert.#: 255§ . Intake ID: 103601

Compliance Determination #: 31857 Region/Unit #: RCS Region 1 / Unit B

Investigator: Sylvia Shauvin
Investigation Date(s): 10/30/2023 through 11/08/2023
Complainant Contact Date(s): 10/27/2023, 10/31/2023

Allegation(s):

1 - Lack of hot water for showers

2 - No assistance with dentures

3 - Medication omissions

4 - Staff doesn't understand residents' needs
5 - Facility doesn't address grievances

Investigation Methods:

Sample: Total residents: 19
Resident sample size: 8
Closed records sample size: 1

Observations: Residents' safety and well-being
Any injuries
Medication passes
Hygiene
Residents' use of dentures
Water temperatures
Posted Resident Council minutes, advocacy contact information

Interviews: Seven residents, including named resident
Representative of named resident
Medication aide/caregiver
Caregiver
Facility nurse
Hospice staff
Case Manager
Behavior Support Specialist
Administrator

Record Reviews: Sample residents' Face Sheets, assessments, care plans, and
medication records
Prescriber orders for named resident
Facility's incident investigation documents
Staffing schedule - Aug - Oct 2023
Facility's water temperature logs

*9}ISaM J01B207 3Y3 10} SAVIAISS aJe) [eluapisay Aq pasedald sem Jusawndop syl



Sample five staff's credentials

Investigation Summary:

1 - As observed, water temperatures at sinks and showers in four apartments measured 64 - 92
degrees Fahrenheit (acceptable range was 105 - 120 degrees Fahrenheit). Five residents
interviewed stated the water temperatures for showers were not hot enough. These residents
stated they skipped or took showers outside their preferred times because of it. Failed facility
practice was found, and cited under Washington Administrative Code (WAC) 388-78a-2950(6)
Water supply.

2 - As observed, named resident was wearing dentures and had no difficulty eating their meal.
The resident stated there were no further issues since the issue was discussed with the facility.
A sampled resident stated they needed dentures, and they were getting assistance to obtain
them. This resident had no concerns about the care facility provided to them. No failed facility
practices were found.

3 - Interviews with named resident and facility nurse, and named resident's medication record
showed facility omitted resident's medication over eight days. Per the named resident and
nurse, the omission resulted in discomfort/frustration for the resident. Per interviews with staff,
the error happened as the result of facility's recent change in how it communicated with the
prescriber and pharmacy. Failed facility practice was found and cited under WAC 388-78a-2240
Non availability of medications. The facility also failed to ensure that medications were
administered by the same staff who prepared the medications. Failed facility practice was found
and cited under WAC 388-78a-2210(1)(a)(b),(2)(a) Medication services.

4 - As observed, staff responded promptly to residents' needs/concerns. Residents, including
named resident, were observed without unmet needs. Per interviews with residents, including
named resident, and staff; if residents and staff had difficulty understanding each other, other
staff were available to assist. Reviews of sample staff's files showed they had the required
credentials to provide care to vulnerable adults. No failed facility practices were found.

5 - As observed, staff were readily available to respond to residents' needs/concerns, and did so
in a respectful, concerned manner. Residents interviewed, including named resident, and staff
interviews did not support allegation. Facility had an active Resident Council, access to
advocates, and information about the abuse/neglect hot-line. No failed facility practices were
found.

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

[ NA
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