


Residential Care Services
Investigation Summary Report

Provider/Facility: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 125373
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s):

1) Kitchen Staff are not handwashing or changing gloves after touching dirty dishes and are
serving residents.
2) There is moldy fruit and food items.
3) There are undated and outdated dry-storage food items, undated items in the refrigerator and
freezers.
4) Care staff enter the dry storage despite signs on the door that state Kitchen Staff Only.
5) The resident snack refrigerator in the staff lounge is outdated, moldy, dirty and not cleaned.
6) The facility fired Named Staff in retaliation for claiming a work injury.

Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Kitchen, handwashing, meals and food preparation, dining, residents
in dining room, resident rooms, identified resident, sample resident,
medication cart, elevator signage

Observations:

Executive Director, Regional Registered Nurse, Director of Food
Services, Dietary Staff, identified resident, sample residents, Nursing
Staff

Interviews:

meal temperature logs from January 2024 to April 2024, medical
records, facility medication policy and procedure, staff training
records, state reporting log

Record Reviews:

1) Kitchen Staff were observed handwashing and changing gloves between tasks. Kitchen Staff
stated that they wash their hands and apply clean gloves after washing dishes and serving the
residents in the dining room. Review of Dietary Staff Food Handler credentials showed that one
of six dietary staff did not have the required Washington State Food Handler's card. Failed
practice was identified. Citation was issued for Food Sanitation WAC 388-78A-2305 (1) and
refer to Food Service WAC 246-215-02120 (1).
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2, 3) The dry storage area of the Assisted Living Facility was observed and had moldy oranges
and brown, rotten apples. A refrigerator had brown colored lettuce with brown liquid in the bag
of lettuce. A package of meat was open to air and had ice crystals and a dried meat texture. A
box of crepes were left open to air in a freezer. Multiple food items in freezers, refrigerators and
the resident snack refrigerator were not dated or labeled and packages were loosely rolled
closed with a paper clamp type clip. Failed practice was identified. Citations were issued for
Food Sanitation WAC 388-78A-2305 (1), refer to Food Service WAC 246-215-03526 (4)(a)(c).
4) A sign on the kitchen dry storage door showed "employees only." No employees other than
dietary staff were observed entering the ALFs dry-storage areas. No failed practice was
identified.
5) A resident snack refrigerator located in the ALF staff lounge was observed to have freezer
burned crepes opened to air in the freezer, unlabeled and undated take-out containers of food.
Staff stated that the items should be labeled and not open to air. Failed practice was identified.
Citations were issued for Food Sanitation WAC 388-78A-2305 (1) and refer to Food Service
WAC 246-215-03526 (4)(a)(c).
6) Not able to substantiate. Facility Staff reported no Staff were terminated for retaliation.
Named Staff did not respond to call attempts. No failed practice identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 125677
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s): 05/22/2024

1) There is a large turnover of staff and care is being done by Agency Staff who are not given
orientation.
2) The Named Resident (NR) insulin was two hours late, not being given before meals or is
being skipped.
3) An Unnamed Staff or Agency person had a short acting instead of a long-acting insulin for a
NR and the NR stopped them from providing the wrong insulin.
4) The NR was given another residents medication.
5) The facility suggested the NR self-administer medications when the NR had not been allowed
to self-administer a Tylenol.

Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Kitchen, handwashing, meals and food preparation, dining, residents
in dining room, resident rooms, identified resident, NR and sample
resident, resident rooms, medication cart, elevator signage, resident
common areas

Observations:

Executive Director, Regional Registered Nurse, Director of Food
Services, Dietary Staff, identified resident, sample residents, Nursing
Staff

Interviews:

Identified Resident and sample resident medical records including
medication administration records from February 2024 through April
2024, facility medication policy and procedure, meal temperature
logs from January 2024 to April 2024, medical records, staff training
records, state reporting log

Record Reviews:

1)  Agency staff stated that they had received orientation and training to the medication cart and
ALF prior to passing medication. Facility records dated 05/28/2024 showed orientation training
was provided. The ALF recently hired a Registered Nurse. No failed practice identified.

Investigation Summary:
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2) Records reviewed showed the NR and a sample resident had insulin medications that were
documented with time-ranges of being late from 2.5 hours to 6 hours late. Both residents stated
that they did not receive their insulin as prescribed. Failed practice was identified. A citation was
issued for non-compliance with WAC 388-78A-2210 (1)(b) Medication Services.
3) Not able to substantiate. Unable to identify staff or agency staff or verify allegation. No failed
practice identified.
4) Electronic medication administration records were reviewed for the Named Resident and a
second Resident. Medications audit reports were reviewed for medication administration. ALF
staff stated that they were not aware of any residents being provided with someone else’s
medication. Unable to substantiate with staff. No failed practice was identified.
5) Record review showed the NR had a completed medication assessment and was assessed
by a Registered Nurse to be capable to complete a partial self-administration of diabetic
medication. The NR stated that they could self-inject their own insulin. Failed practice identified.
Citations were issued for non-compliance to WAC 388-78A-2310 (2)(c)(f) Intermittent Nursing
Services and WAC 388-78A-2130 (3)(b) Service Agreement Planning relating to medications.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 128410
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s):

The facility elevator had not been working eight days from 04/17/2024 until 04/25/2024.
Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

front door entrance and elevator signage, resident dining room,
stairwells, resident living quarters,

Observations:

Executive DirectorInterviews:

No facility documentation availableRecord Reviews:

When entering the Assisted Living Facility, the entrance door was observed to have a sign
informing visitors that the elevator was out of service until further notice. The ALF Staff stated
the elevator stopped working the previous day on 04/17/2024. Dietary staff were observed
serving some residents in the dining room and were preparing take-out containers to deliver to
residents who were unable to attend the dining room for meals. Dietary Staff stated that some
residents were unable to walk down the stairs to go to the dining room. A resident stated that
they couldn't go downstairs when they wanted to because they were unable to use the steps
because they needed to use their walker for balance and were afraid that they would fall. The
elevator was reported by the ALF's management that the elevator had not been working from
04/17/2024 until 04/25/2024. Review of the Department's Secure Tracking and Reporting
System on 04/18/2024 showed a report was not made to the State Hotline related to the
elevator outage. Failed practice was identified. A citation was issued for non-compliance with
WAC 388-78A-2650 (3) Reporting fires and incidents.

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: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 128635
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s):

A Named Resident (NR) was not receiving medication on time.
Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Named Resident and sampled Residents and their living quarters,
medication cart,

Observations:

Executive Director, Regional Registered Nurse, Named Resident,
sample residents, Medication Technician, Resident Care
Coordinators

Interviews:

NR's medical records including negotiated service agreement,
medication administration records and administration report from
March 2024 through May 2024, facility medication policy and
procedure, treatment records from March 2024 through May 2024

Record Reviews:

Record review showed the NR's medicated treatments were provided late multiple times. The
NR's scheduled administration time reports showed treatments were provided in a timeframe
ranging from one hour 45 minutes up to four hours and one minute late. Failed practice was
identified. A citation was issued for non-compliance with WAC 388-78A- 2210 (1)(b)
Medications Services.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 131401
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s):

1) The Named Resident was missing a Fentanyl patch that was reported to the Named Staff.
2) Medication Technicians were unaware of how to apply Fentanyl patches and use liquid
oxycodone medication.
3) There was no Registered Nurse working on the weekends to administer as needed
medications.

Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Named Resident and sampled Residents and their living quarters,
medication carts, narcotics, staff response to resident care needs

Observations:

Executive Director, Regional Registered Nurse, Named Resident,
sample residents, Medication Technician, Resident Care
Coordinators

Interviews:

Named Resident and sample residents medical records including
negotiated service agreement, medication administration records
and administration report from March 2024 through May 2024,
facility medication policy and procedure, treatment records from
March 2024 through May 2024

Record Reviews:

1) Records reviewed showed the NR's Fentanyl medication was signed as given. The ALF
Administration and Staff stated they were unaware of any reported missing medications. Family
stated the Named Resident received all medications and was only aware of medications
provided late. Records showed multiple medications were provided late with timeframes that
ranged from one hour 31 minutes to five hours and 57 minutes late. A citation was issued for
non-compliance with WAC 388-78A-2210 (1)(b) Medication Services.
2)  Records reviewed showed medication was provided to the Named Resident. Facility

Investigation Summary:
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Staff stated they were unaware of any difficulties in providing Fentanyl patches and liquid
oxycodone medication. No failed practice was identified.
3)  A Registered Nurse was hired, worked on the weekends, and provided assistance on the
medication cart. Medication Technicians stated the Nurse would come in on the weekends to
work and be available for staff. No failed practice was identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A This docum
ent w
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Residential Care Services
Investigation Summary Report

Provider/Facility: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 131007
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s): 06/06/2024

1) The Named Resident (NR) was not receiving their thyroid medication on multiple occasions.
2) The bathroom floor in the NR's room had mold growing on the floor.

Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Named Resident and sampled Residents and their living quarters,
medication cart, NR's bathroom flooring

Observations:

Executive Director, Regional Registered Nurse, Named Resident,
sample residents, Medication Technician, Resident Care
Coordinators, Family

Interviews:

NR and sample Resident's medical records including negotiated
service agreements, medication administration records and
administration time reports from March 2024 through May 2024,
facility medication policy and procedure, treatment records from
March 2024 through May 2024

Record Reviews:

1) Record review showed the NR's medications were provided late multiple times. The NR's
medication administration time reports showed medications were provided in a timeframe
ranging from one hour 50 minutes up to four hours and 52 minutes late. Failed practice was
identified. A citation was issued for non-compliance with WAC 388-78A- 2210 (1)(b)
Medications Services.
2) The NR's bathroom floor showed a dark colored stain on the linoleum floor near the shower
stall. The linoleum floor area was smooth, had no type of growth or odor and appeared like a
dye or liquid type stain. No black mold was observed. No failed practice was identified.

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
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Residential Care Services
Investigation Summary Report

Provider/Facility: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 131539
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s): 06/06/2024

1) The Named Staff (NS) was neglecting care of a Named Resident (NR). When the NR was not
feeling well the NS refused to call 911 and told the NR to call 911 themself.
2) The NS had yelled at a NR.
3) The NR had a fall with injury prior to move in, complained of pain and the nurse never
followed up on the NR.
4) The NR was left in their room for five days without a way to leave their room because of not
having any portable oxygen tanks and the room was warm.

Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Named Residents and Named Resident's living quarters, staff
response to resident care needs

Observations:

Executive Director, Regional Registered Nurse, Named Resident,
sample residents, Medication Technician, Resident Care
Coordinators

Interviews:

NR's medical records including negotiated service agreement,
medication administration records and administration report from
March 2024 through May 2024, facility medication policy and
procedure, treatment records from March 2024 through May 2024,
negotiated service agreements and assessments, progress notes,
facility grievance report, outside agency email

Record Reviews:

1) The NR denied any knowledge of not feeling well or not having 911 notified. The NR denied
any neglect of care or abuse by staff. The NR stated that all the staff are good, and the NR
receives whatever they need. No failed was practice identified.
2) Record review showed the NR was to use a wheelchair for mobility for long distances. The
NR notified ALF Staff that a NS had yelled at them because the NR had used a wheelchair
provided by nursing staff. Record review showed facility staff documented that the NR had
reported that a NS yelled at them, and that the NS had apologized. The facility staff denied
notifying the State Hotline to report the incident.

Investigation Summary:
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Failed practice was identified. A citation was issued for non-compliance with WAC 388-78A2630
(1)(a) Reporting Abuse and Neglect.
3) Record review showed the NR had a fall prior to moving into the facility. The NR stated that
they had self-notified 911, had some pain while they were at their prior residence and then had
returned to the Assisted Living Facility (ALF). The NR stated that they continued to have
ongoing pain, was unsure of who to talk to in the ALF and notified an outside agency on what
they should do. The outside agency provided information to the NR and notified the ALF Staff.
The NR then self-notified 911 and self-transferred to the emergency room for further evaluation.
Record review showed a diagnosis of a . The facility updated a plan of care. No
failed practice was identified.
4) The NR denied any concerns related to not having portable oxygen tanks, not being able to
leave their room or that the room was hot. The NR was observed wearing oxygen with an
oxygen concentrator (machine to help breathe oxygen) in their apartment and had several
portable oxygen tanks available. No Failed practice was identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Woodway Senior Living
License/Cert.#: 2563

Provider Type: Assisted Living Facility

Compliance Determination #: 39933 Intake ID: 131749
Investigator: Judith Mellon Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/18/2024 through 07/09/2024
Complainant Contact Date(s): 06/06/2024

1) The Named Resident (NR) had medications missed or given late.
2) The Named Resident's (NR) Tylenol medication was late and the NR requested the
medication and never received it.

Allegation(s):

Total residents: 68
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Named Resident and sampled Residents and their living quarters,
medication cart

Observations:

Executive Director, Regional Registered Nurse, Named Resident,
sample residents, Medication Technician, Resident Care
Coordinators, outside agency

Interviews:

NR and sample Resident's medical records including negotiated
service agreements, medication administration records and
medication administration time reports from March 2024 through
May 2024, facility medication policy and procedure, treatment
records from March 2024 through May 2024

Record Reviews:

1 & 2) Records showed the NR's medications were provided late multiple times. The NR's
scheduled administration time reports showed medication timeframes ranged from one hour 54
minutes up to four hours and 52 minutes late. Failed practice was identified. A citation was
issued for non-compliance with WAC 388-78A- 2210 (1)(b) Medications Services.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:
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This docum

ent w
as prepared by Residential Care Services for the Locator w

ebsite. 
 





This docum
ent w

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

   

   

       

   

       

  

 

 

         
         

                  
  

            
               

                 

                 
                    

               

         

               
   

        

              
                 

                  
          

   

                  
                     
               

                 

                  
             

                  
                   

              



This docum
ent w

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

   

   

    

       

   

     

  

 

                
                 

      

                   
       

                  
    

              
 

                 
                  

                 
  

               
       

                  
             
                 
               

                   
                  
 

                 
                   

              

  



This docum
ent w

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

   

   

   

   

    

  

        

                
               

             

              
  

     
 

           
          

             
   

        

                
              

                
    

   

                
       

                  
                

          

                  
       

             
            

                  
 



This docum
ent w

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

   

   

      

   

         

  

 

                  
                  
        

                 
         

                  
                    

     

                   
 

                 
         

                 
   

                  
               

  
                

               
                

              
  

     

               
              

        

         



This docum
ent w

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

   

   

       

   

         

  

 

               
   

        

                 
                

          

   

              
                
                  

           

                   
                 

                
            

         

                   
                 

      

  
                

                
            

              
  

    
  

    

            

















This docum
ent w

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

   

   

   

   

    

        

  

 

              
                  

            

             
              

                
       

                  
                 

        

  
                

               
              

              
  

 
   

 

     

               
              

            
       

   

        

        

               
                

            
               

   









This docum
ent w

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

   

   

   

       

   

     

  

 

                
             

                    
                  

                 
                    

                 
                 

                 
                 

                  
 

                  
                   

              

                   
             

                 
                  

    

               
                

               
    

  
                

               
              

              
  

 




