STATE OF WASHINGTON

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

- Greenlake Management Prosser, LLC
Amber Hills Assisted Living
125 N Wamba Rd
Prosser, WA 99350

RE: Amber Hills Assisted Living License # 2616
Dear Administrator:

This letter addresses Compliance Determination(s) 24376 (Completion Date 05/09/2023) and
18461 (Completion Date 03/14/2023)

The Department completed a follow-up inspection of your Assisted Living Facility on 05/09/2023
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements.

The Department found that deflmenmes for the following licensing laws and regulations were
corrected:
WAC 388-78A-2630-1-a, WAC 388-78A-2600-1, WAC 388-78A-2600-1-a, WAC 388-78A-2600-
1-b, WAC 388-78A-2600-1-c, WAC 388-78A-2600-2-a, WAC 388-78A-2600-2-f, WAC 388-78A-
2600-2-i, WAC 388-78A-2600-2-j, WAC 388-78A- 2600—2-1 i, WAC 388-78A-2600-2 -j ii, WAC
388-78A-2600-2-j-iii /
The Department staff who did the on-site verification:

Felicia Cantu, Community Complaint Investigator

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

Sincerely,

%&UW chm

Gwin Kaercher, Field Manager
Region 1, Unit G
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Amber Hills Assisted Living Provider Type: Assisted Living Facility

Licens.eICert.#: 261§ . Intake ID: 64556

Compliance Determination #: 18461 Region/Unit #: RCS Region 1/ Unit G
Investigator: Felicia Cantu

Investigation Date(s): 01/12/2023 through 03/14/2023

Complainant Contact Date(s): 01/09/2023, 03/16/2023

Allegation(s):

1. Decline in condition

2. Lack of notifications

3. Falls with injuries

4. Lack of NSA and Assessments

Investigation Methods:

Sample: Total residents: 35
Resident sample size: 2
Closed records sample size:

Observations: Residents
Resident rooms
Staff to resident interactions
Facility environment

Interviews: Residents
Facility staff
Others not associated with the facility

Record Reviews: Characteristic roster
Facility polices
Resident records( face sheet, care plan, assessments, chart notes,
doctor orders)
Hospital records

Investigation Summary:

1. Record reviews and interviews showed that the Named Resident had a decline in appetite,
more frequent falls, and increased confusion.

2. The facility failed to monitor and notify doctor and family of the Named Resident's change of

condition and failed to report various injuries and bruises of unknown source to the Department.

The facility failed to report various injuries and bruises of unknown source to the Department.
3. The Named Resident was sent to the hospital.

4. Lack of notification of changes and lack assessments. Facility records showed named
resident had a decline.
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WAC 388-78A-2630 (1)(a) and WAC 388-78A-2600 (1)(a)(b)(c)(d) (2)(@)(f)) (i i, ii, i)

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written
[] NA
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Residential Care Services
Investigation Summary Report

Provider/Facility: Amber Hills Assisted Living Provider Type: Assisted Living Facility

Licens.eICert.#: 261§ . Intake ID: 64858

Compliance Determination #: 18461 Region/Unit #: RCS Region 1/ Unit G
Investigator: Felicia Cantu

Investigation Date(s): 01/12/2023 through 03/14/2023

Complainant Contact Date(s): 01/09/2023, 03/16/2023

Allegation(s):

1. Decline in condition

2. Lack of notifications

3. Falls with injuries

4. Lack of NSA and Assessments

Investigation Methods:

Sample: Total residents: 35
Resident sample size: 2
Closed records sample size:

Observations: Residents
Resident rooms
Staff to resident interactions
Resident to resident interactions
Facility environment

Interviews: Residents
Facility staff
Others not associate with the facility

Record Reviews: Characteristic roster
Facility polices

Resident records( face sheet, care plan, assessments, chart notes,

doctor orders)
Hospital records

Investigation Summary:

1. Record reviews and interviews showed that the Named Resident had a decline in appetite,

more frequent falls, and increased confusion.

2. The facility failed to monitor and notify doctor and family of the Named Resident's change of
condition and failed to report various injuries and bruises of unknown source to the Department.
The facility failed to report various injuries and bruises of unknown source to the Department.

3. The Named Resident was sent to the hospital.
4. Lack of notification of changes and lack assessments. Facility records showed
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named resident had a decline.
Failed Practice found for WAC 388-78A-2630 (1)(a) and WAC 388-78A-2600 (1)(a)(b)(c)(d)

(2)(@)(F)() G 1, i, iii)

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written
[] NA
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APR/11/2023/TUE 09:01 AM FAX No, P. 005

RECEIVED
APR 11 2023

B i Tt

STATE OF WABHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LONG-TERM SUPPORT ADMINISTRATION
1200 Alder Street, Union Gap, WA 9693

Statement of Deficiencies License # 2616 Compliance Determination #1846T
Plan of Correction Amber Hills Assisted Living Completien Date
Page 1 of 11 Licenses: Graenlake Manzgement Progser, LEC 03/1402023

You are required ta be in campliance at all imes with all licensing laws and regutations to
maintain your Assisted Living Facility license.

The department completed data calleclion for an unannounced an-site complaint investigation
an 01/12/2023 and 01/12/2023 of:

Amber Hills Assisted Living
125 N Wamba Rd
Prosser, WA 89350

This document references the following complaint number(s). 54556, 64658

The follewing sample was selected for review during the upannounced on-site visit 2 of 35
currentresidants and DB formar residents.

The department staff that investigated the Assisted Living Facility:

Felicia Cantu, Comrmunity Camplaint Investigatar

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Regian 1 , Unit &

1200 Alder Street

Union Gap, VWA 88803

As a result of the on-site visit(s), the department found that you are not in compliance with the
ficensing laws and ragulations as stated in the cited deficiencles in the enclnsed report.

Guvin Kaerchon | 03/27/2023

Residential Care Services Date

| understand that to mairitain an Assisted Living Facility licanse, the facility must be in
campliance with all the licensing laws and reguiations at all times.
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APR/11/2023/TUE 09:01 AM ' FAX No, : - P.006

Statement of Deficiencies License #:261E Compliance Determination # 18467

Plan af Corraction Amkar Hills Assisted Living Completien Date
Page 2 of 11 Licensee: Greentake Management Prosser, LLC 031472023

“4-7-A S

WAC m-raf.-zeau Reporting abuse and naglect.
(1) The assisted living facility must ensure that each staff person:

(&) Makes a raport to the department's Aging and Disability Services Adrministration Complaint
Resolutian Unit hatline consistent with chapter 74.34 RCWin all cases where the staff person has
reasanable cause to believe that abandonment, abuse, financial exptortamn ar neglect of a
vulnerable adult hag accurred; and

This requirement was not met as evidenced by:

Based on Interview and recard review, the Assisted Living Facility (ALF) failed to immediately report
significant incidents and injuries of unknown source ta the Department's Complaint Resolution Unit
(CRU) for 2 of 2 residents (Residents 1 and 2). This falled praciice placed the residents at rsk of
neglect,

Findings included..,

Per RCW 74.34 020 {15) Neglect means (a) a pattern of conduct or inaction by a person or entity
with a duty of care that fails to provide the goods and services that maintain physical or mental
health of 2 vulnerable adult, ar that fails to avoid or prevent physical or mental harm or pain to a
vuinerable adult; or {b} an act or omission by 3 persan or entity with a duty of care that demonstrates
a serious disregard of consequences of such 8 magnitude as e constitute a clear and present
danger fo the vulnerable aduit's heaith, welfare, ar safety, including buf not limited to conduct
prohibited under RCW 9A 42.100 ' ’

Review of Department of Social and Health Services "Assisted Living Facility Guidebook” dated
February 2018, showed guidelines far reparting to CRU incidents inciuding injurles of unknown
saurce and that repeated injuries "may become abuse or neglect if preventative measures are not
taken

Recerd review of the facility's palicy titled *Internal Incident Report and State Incident Report” dated
08/10/2021, showed that injuries and unusual incidents will be reported in compliance with state
regulatory requirement. An intemal incident repert was campleted by staff for alt unusual
occurrences, injury, and incidents, and are reparted immediately to family and physician. The ALF
must immediately report to the Dapartment any circumstances which threaten the ALF's ability ta
ensure continuation of services ta regidents, All incidents related ta physical abuse or neglect must
he reparted.

Record review of the facility's policy titled, “Elder Abuse, Neglect, and Explaitation" dated
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APR/11/2023/TUE 09:02 AN FAY No. P, 007

Statement of Deficiencies Ligense # 26710 Compliance Determination # 18467
Plan of Correction Amber Hills Assisted Living " Completion Date
Page 3 of 11 Licensea: Greenlake Management Prosser, LEC 031472023

08/10/202, showed that facility staff is to immediately repart any form of pozsible symptams of abuse

or neglect to the Department according to state requirements.

Record review of facility’s palicy titied, “Fall Response Pracedures” dated 08/10/2021 showed that if -

a resident should fall, resident care staff are instructed ta call for jmmediate assistance fromthe
Weliness Director or Med Technieian an duty. The physician is contacted immediately for further
instructions, resident is placed on forty-eight-haur charting after any fall, update the Megotiated
Service Agreement with intervention, and complete an internal incident report and state incident
report, if required per stafe regulations.

. Resident 1

Resident 1 was admitted to the ALF on [JJJi}#2022. Review of an Assessment dated 06/30/2022
showed that Resident had severe mamory impainment, was able to eat independently, and was at
risk far patential falls.

Collateral Contact 3 (CC3), Representative and Durable Power of Attarney (DPQA), stated an

2023 she walked inta the ALF and observed Resident 1 shimped aver in chair, screaming [n
pain, appeared malnourished, caverad in bruises, ane large hruise that covered erire upper left leg
that praceeded to their backside. “Laoked like they were dragged by a car, | had no idea how bad
the fafls were, there were 80 many unexplained injuries” DPOA stated she called 811 and demanded
that Resident 1 would not retum from the haspital to the ALF.

Record review of Resident 1's hospital admission record dated [JJf2022, showed that Resident t
was assessed by a Physician and Reglistered Nurse, bruises were noted in varigus locations, which
included right hand and left lower leg, with various stages of healing, including a large bruise that
cavers their entire right hip with what appears to be covered with a dressing, large skin tear to left
knee, Jarge scab on nose that is red and dried due to previous falls and unknown causes. Resident 1
was aiso treated for dehydration (a dangerous loss of water in the kody).

On 02/08/2023 at 11:03 AM, CC3, DPDA, stated that Resident 1 had numerous falls, unknawn
injuries, was unkept, and had a significant change of condition many months pricr ta her taking
Resldent 1 to the haspital on 2023. CC2 stated Resldent 1 was continugusly covered in
bruises.

Revlew of the depanfnents’ reparting data based showed no facility report was received. No
documentation ar inyesligations to rule out abuse and neglect were provided.

On 04/12/2023 at 10:20 AM Staff A, Administrator, stated that he was not aware of Resident 1's
bruising to left hip and gther areas of their body. The usual process is to notify the Administrator and
Facility Nurse of any significant injuries, and that they did not report to Departient, and was not sure
whiy they did not report the injuries.

Resident 2
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APR/11/2023/TUE 09:02 AM FAX Yo, | P, 008

Statamant of Deficiencies Ucense # 2616 Complince Determination # 18467
Plan of Comraction Amber Hills Assisted Living Completion Data
Page 4 of 11 Licensee: Greenlake Management Prosser, LLC ‘ 03/1412023

Record review of Resident 2's chart notes showed that they were admitted ta the ALF on {2022
and had no contems, incidents, or complaints. Resident 2°s initial assessment and care plan dated

2022 showed that Resident 2 had history of frequent urinary infections and needed fo be
monitor for changed behaviors. Assessment also shawed that Resident 2 had no behaviors, frequent
falls, suicidal thoughts, or exit seeking behaviars. :

Record review of Resident 2's ehart notes showed that on 11/17/2022 a caregiver found Resident 2
outside of the faciiity halfway into a ditch and stated that they wanted to die and be left alone.
Resident 2 was hrought back to facllity by care staff,

Record review of haspital record dated 12/03/2022 showed that Resident 2 went ta the Emergency
Raom (ER) for pain to right hand with significant bruise, injury to head, abraslons to feet, clearly
depressed, and tired of living.

Recard review of Resident 2's chart nates dated 12/04/2022 showed that Resident was found on
fiaar, had sweliing, and bruising te left hand. Resident 2 was taken to ER and retured to the ALF on
12/05/2022.

Record review of Resident Z's chart notes dated f2022, showed that Resident 1 was yelling for
help, and was found on floor in apartment. Regident 2 stated that they fell one day prior, and no ane
came to help. Resident 2 was helped up to recliner chair. Caregiver later found Resident 2 on flear
again in same spot. Caregiver was unable to get Resldent 2 back up and called 811,

On D2/13/2023 at 11:02 AM Staff A, stated on 12/04/2022 Resident 2 was seni te hospital when
found on floor and had swelling and bruising ta left hand. On 12022 Resident 2 was found on
floor and Resident 2 called 911 themselves because they were not feeling well and found out Jater,
they had surgery for hip fracture. Staff A stated be did not know how the fracture oceurred. S’caffA
also stated that Resident 2 had many incldents leading to hip fracture and was not aware that
injuries and incidents of unknown sources should have been reparted to the Depariment.

Record review of hospitat record dated 2022, showed that Resident 2 had sustained a hip
fracture. The Emergency Room Doctor spoke to Staff A and Staff D. Staff A and D tald the Docter
that Resident 2 was wheelchajr baund, and it was commeon to find Resident 2 on the floor, facility
staff was not sure If Resident 2 had been falling or iavwering self to the floor.

Review of the departments' reporting data based showed no facility report was received. No
documentation or investigations ta rule aut abuse and neglect were provided.

| PlanifAttestation Statement
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Statement of Deficiencies Ueense #2616 Compliznce Determination # 18467
Plan af Corraction Amber Hills Assisted Living » Campletion Date
Page 5 of 11 Licansee: Greenlake Management Prosser, L1LC 0311472023

| hereby certify that | have reviewed this report and have taken or will take active
measures ta correct this deficiency. By taking this action, Amber Hjils Assisted Living is ar
will be It cumpliance with this law and { or regulaiion an (Date} 4 ~ 2- a \39

[n addition, | will implement a system ta monf ensure continued compliance with

=11 4.7.3%

Administratdr {or Representative) Date

Fal

WAC 388-78A-2600 Policles and procedures.

{1) The assisted living facility must develop and }mplemeht policias and procedures In suppart of
services that are provided and are necessary to:

(a) Maintain or enhance the quality of life for residents including resident decision-making rights;
(k) Provide the necessary care and seétvices far residents, including those with special needs;

{c) Safely operate the assisted living facility, and

{2) The assicted living facility must develop, implament and train staff persons on pelicies and
procedures to address what staff persons must do:

{a) Relzted to suspected abandanment, abuse, negleet, expioitation, or financial exploitation of any
" resident

() In response to medical emergencies; .

(i) To supervise and manitar residents, including accounting for residernts who leave the premises;
(i) To apprapriately respond tp agoressive or assaultive residents, including, hui not lirited to:

(i) Actions to take if a resident becomes violent:
(i} Actions ta take to proteck other residents; and
(i} ¥When and how to seek outside Interventian,

This requiremant was not met as evidenced by:

Based on interview and record review the Assisted Living Facility {ALF) failed to implement their
policies and procedures for residents who experienced unusual occurrences, Injury, incidents or
changes in conditiort for 2 of 2 residents {Residents 1 and 2). These failures contributed to bruises to
one resident's right hand and left lower leg, a large bruise that covered their entire right hip, a large
skin tear to left knee, a Jarge scab on nose, dehydration {a dangerous loss of water In the bady) and
a 21-day hospitalization for Resident 1 and for Resident 2, untreated suicidal thoughts and actions,
repeated falls with
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Statamant of Deficiencies ~Ticense % 2818 Compliance Datermination 16467

Plan of Catrection Amber Hills Assistad Living Completion Date

Page B of 11  Licenses: Greenlake Managemant Prosser, LLG D341 472023

hbspitalizatinn with pain to right hand and & signifizant brujse, a head injury, abrasiors to their feet,
and a fractured hip. ‘ ; :

Findings included...

Record review of the facility's policy titled “internal (ncident Report and State Inddent Report* dated
08/10/2021 showed that an internal incident report is campleted by staff for all unusual accurrences,
injury, incidents, and are reported immediately to fammily and physician. The ALF mustimmediately
report ta the Department any cireumstances which threaten the ALF‘ s abilfty to ensure continuation
of sefvices to residents.

Recard review of facility’s policy tited, "Alert Charting®, dated G8/10/2021 showed that alert charting
will be implemented for residents wha had a recent change in their expected function or other reasan
that needed closer monftaring such as a change in condition, had a fall, eleped the facility, exhibited
a change in emational, behavioral, or mental fundien. Care taff will nmmedtately notify the Health
and Wellness Diractar {HWD) fLicensed Nurse {LN) ar designee if the resident exhibited 2 change In
conditian or other reason for concern, and changes in Negotiated Service Agreement (NSA) would -
be made.

Recard review of faellity's palicy titled, "Change in Resident Status”, dated §8/10/2021 showed that
ALF staff have the responsibility to provide care to each resident and summon medical attention
when the resident had a change in status. The HWD or Medication Technician were respansible to
tmeke notifications when there was a change in resident status such as, decline in cognitive {process
of thinking and reasaning} function, increased agitation, unusual behavior, weight loss, depressive
behaviors, exit seeking behaviors, and if there is a change in status or ability to function, the
resident's physician should be immediately notified. The resident's respansible person should also
be notified of the chanye in status, The facility shall take appropriaie action in response to each
resident's changing needs, and consult with the resident's physician, resident’s representative, and
other individuals designated by the resident wheneverthere is a significant'change.

Record review of the facility's palicy tifled, “Elder Abuse, Neglect, and Expleitation” dated 067102021
shawed that facility staff is to Immedjately report any form of possible symptams of abuse or neglect

to the Depariment according to state requtrements A thorough investigation will be conducted by the
HWD or Executive Director.

Recuord review of facility’s policy titled, "Suicidal Action ar [deation” dated 12/15/2021 showed that
any resident exhibiting suicldal actions or expressing suicidal thoughts will be assessed by a doctor
or mental health professional. Additional instructions included, do notleave resident alane, and
notify the HWDO ar nurse on duty. Anytime a staff member s in doubt of the situatian, 811 should be
called immediately and remove all shaip objects. A detriled note of all ebservations and actions
taken should be documented in Resident chart nates.

Resident 1

Resident 1 was admitted to the ALF on 2{122. An gssessment dated 06/30/2022 shawed that
Resident 1 had severe memary impairment, was able to eat independently, :
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Statemsnt of Deficiancies Licenza # 2616 C‘ompliance Datarmingtion #18467

Plan of Correction Amber Hills Assisted Living Complation Date
Page 7 of 11 Licensge: Greenlake Management Prosser, LLG 034452023

and wag at risk for potential falls. No behaviors were dacumented in the assessment.

On 04/09/2023 at 3:56 PM Callateral Contact (CC1), & Sovial Service Specialist from an outside
agency, stated that Resident 1's Representative and Durable Power of Attomey (DPOA}, CC3 had
voiced concern about the ALF not responding to the resident's repeated falls, injuries and outhitirsts
and felt the Facility was unable to meet Resident 1's needs for a few monthe, GCH was informed by
£C3 that they {CG3) had told the faeility Resident 1 needed to be sent to the hospital far an
evaluation and ta optain social service assistance ta assist with alternate placement. GC1 stated that
their department did not receive nofification fromt the ALF that Resident {1 was experlencing changes
in behaviar including outbursts, frequent falls as CCY indicated,

Review of Re_sident 1’s record showed:

= 0971712022, and an 09/20/20622 Resident 1 was aggressive, leaving the main daors, and fighting
staff when staff ffied assist Resident 1 back inio the ALF.

» 11/2f2022 2t 9:13 PM showed that Resident 1 pulled off guard rail from the wall,

» 12/16/2022 showed that Resident 1 was trying to leave the facility and became cambative with
staff.

« 12/20/2022 at 9:37 AM showed Resldent 1 was found on floor in front entrance of the ALF

» 1212372022 &t 1:22 PM showed that Resident was aggressive to care staff and twisted care staff's
arm.

« 12126f2022 at 7:50 AM showed that Resident 1 was found in their apartment by caregiver and the
resident was fllppmg over mattress on bed and end tables, because a Jittle boy was trymg to wake
them uip.

= 1242002022 at 12:55 P shawed that caregiver faund Resident 1 asleep hut found television on
floor and twe end tables on top of television with clathes thrown everywhere.

» 12/28/2022 at 12:57 PM showed Resident 1 was agitated and disrupted other residents. .

* 121292022 at 2:00 PM showed that Resident 1 was anxious, walking around facility with chairs.
= 12/31/2022 at 9:16 AM showed the caregiver fount Resident’s television on floor in apariment;
Resident 1 could not recall what had happened. Incident repart dated 12431#2022 shawed that
Resident 1 was found ot floor with red mark ta knee.

« 0140172022 at 1:01 PM showed that Resident 1 had an unwtnessed fall and was found on floar,
dragging seif on the ground.

»11/04/2023, showed that Resldent 1 ssved foad in mouth and could not swallow food.

On 02/08/2023 at 11:03 AM, CC3 stated that an 11/23/2022 faclity staff called ta natify them of a fall
but told har Resident 1 was net injured. Jn December 2022 facility staff called CC3 “at least three
times a week® ta natify her of falls with “no injuries, | feli thiswas a lie ” CC3 stated Resident 1 was
"continupusly cavered in bruises.” On 1211712022 facility staff called to notify CC3 of Resident 1's
increased behaviors. “| told [Staff A] that [Resident 1] needed to be evaluated, taken to the hospitat
and ta hopefully the ALF wauld refuse aceeptance back into the facllity” Staff A stated that there
was nathing he could do; "ER keeps bringing [Resident 1] back." On 12/31/2022 facility staff called
£C3 to notify of angiher fall and was toid that Resident 1 was not mjured *they kept telling me
[Resident 1] was ak.”

CC3 stated that early December 2022 facility staff told her that Resident 1 cauld no longer eat,
‘swallow, or walk on their own, Staff had stated the Resident 1 had changes in behavior and was
falling mare frequently. Resident 1 needed more monitoring and needed

Y

*91ISAM 1018207 3Y] JOJ S9IIAIDS 2B)) [eljuapIsay Aq paJedald sem juawnodop siyL



APR/11/2023/TUE 09:03 AM ' FAX No, P. 012

Statement of Deficiencies License # 2616 Compliance Determination #18461
Plzn of Cosrection Ambar Hills Assisted Living Completion Date
Page § of 11 Licensee: Greenlake Management Prosser, LLC 03/14/2023

" to be fed by facility staff. CC3 stated that manthe prior she asked Staff A, Administrator, if they could
have a meeting ta discuss Resident 1’s needs and condition. Staff A asked her if she {CC3) could
wait @ month unti] a facility nurse was hired. Staff A assured CC3 that the facility was zble to meet
Resident 1's needs and that Resident 1 was "fine”. CC3 stated that she had repeatediy tald Staff A
that they were cancerned about Resident 1°s safaty.

During the interview CC3 stated that an 2023 she walked inta the ALF and ebserved Resndent
1 slumped over in a chair, screaming in pain. The resident appeared malnourished, cavered in
bruises, with one |arge bruise that covered entire upper left l2g which wrapped around to the

resident's back, "looked like they were dragged by a car, | had no idea how bad the falls were, there '

were 86 many unaxplained injuries." CC3 stated they called 911 and demanded that Resident 1 be
admitted to the haspital and not return to the ALF.

Review of Resident 1’s hospital record dated #2023 showed that Resident 1 was braught to the
hospital far evaluation of muliiple falls, with multiple areas of bruises of varying ages and zbrasions
{(an area damaged by scraping or weating away} on legs and face, Resident | discharged back to
the ALF on 023.

Review of Resident 1’s haspltal record dated [JJJ§#2023 shewed that Resident § was admitted to
the hospital due to bruises which were noted i various lacations including the right hand and feft
lower leg, in various stages of healing and a large hruise that cevered their entire right hip. The
record showed the Resident 1 also had a large skin tear to left knee, a large scab an nose which
was red and drled due ta previous falls and unknown causes, F?es'ldent 1 was also treated for
dehydration.

On 0471262023 at 4:30 PM Collateral Contact {CC2), Social Worker fram a local hospital, stated that

“she was frying 1o find altemate placement for Resident 1 due to the need for a higher tevel of care,
CC2 stated that Resident 1 had been to the haspital several times in the month of December 2022,
had several fallg, and felt like Resident 1 was not appropriate to live at the ALF., CC2 stated she was
cancerned about the wellbeing of the regidents that live in the ALF.

On 01/12/2023 at 10:20 AM Staff A, stated that Resident 1 had a decline in their canditian ahaut six-
weeks ago and that their dementia {impaired ability to remember, think or make decisions, that
interfere with dally activities), was getting worse. Staff A stated that he had not natified Remdent 1’s
physician and did net seek assistance to find alternate placement for Resident 1's higher level of
care needs. *| probably should have dane that.” Staff A alsc stated that he was not aware of
Resident 1's bruising ta left hip and ather areas of their bady and was nat sure why the ALF did not
report the injuries to the Department; an investigation was not completad,

On (+1/12/2023 ét 1:18 PM Staff Member D, Medication Teehnician, stated that she knew about
bruising to Resident 1°s left hip, and was unsure haw the brulse accurmed.

Records were requested from 12/01/2022 through 01/04/2023 of Resident 1's frequent falls, Injuries,
incidents, alert charting, investigations, physician natifications and reports to the Depariment. The
facility was unable to provide documentation that the investigations had been campleted.

'3)1SqaM 10318207 Y3} 10} SIIIAIDS B1e)) |[RlIUBPISaY Aq paledald sem Juawndop siyL



APR/11/2023/TUE 09:03 AM FAX No. P. 013

Statement of Deficiancies Tigenss % 2616 Compliance Determination #1846T

Plan of Comrection Amber Hills Assisted Living Completion Data
Page 9 of 11 Licensee: Greenlake Management Prosser, LLC 03#14/2023

On 02/21/2023 at4:15 PM, CC3 stated that she felt like Resident 1 was not monitored by the ALF
and that the ALF did not recognize that Resident 1 needed more care, and that the resident 1's
cendifion was warsening, “1 had to facilitate emergency room visits, Resident. 1 was severely
dehydrated, and was unsafe In the facility." Resident 1 spent twenty-one days in the hospital and
wis eventually placed at another ALF. -

Resldent 2 _
Reeord review of Resicent 2's recard showed that they were admitted fa the ALF an [JJl2022.

Recard review of Resident 2's jnitial assessment and care plan dated 022 showed that
Resident 2 had a history of frequent bladder infections and needed to be monitared for changed
behzviors. The asgessment aiso showed that Resndent 2 had na behaviors, suicidal thoughts, or exit
seeking hehaviors.

Recard review of Resident 2's record showed:

* {1/17/2022 & caregiver found Resident 2 autside of the facility. The regident was halfway into a
ditch and stated that they wanted to die and be left alone. The record did not shew documentation
on an incident repaort, assessment, alert charting, physician netification, or notificatien to the
Department.

« 11/19/2022 Resident 2 made remarks about wanting to die and wanted to be left alane. The record
did not shaw documentation of an incldent repart, alert charting, or physician notification.

» 1112772022 showed that thelr Emergancy Respansea teamwere called by the facility because
Resident 2 was attacking staff and had a fall.

» 11§27/2022 hospital record showed that Resldent weant to haspital feeltng like "nobody cares” and
behavioral changes. Resident was diagnosed a

Prescription for Infection was sent back with Resident o the ALF.

= 11/28/2022, Regidetit 2 was found outside by caregiver. The resident was brought back tq the
facility. it was revealed that Resident 2 had cut off their wander guard bracelet (a2 monitoring device
which alarms ta help protect residents fram elopement).

= 11728/2022 showed that Resident 2 became cambative and aggressive, kicking, screaming, and
attempted to throw an object st another resident in the ALF.

» 12/001/2022 showed that Resident 2 was agitated and tried to escape the facility twice,

» 12/+1/2023 hospital recard showed that Rasident 2 went back ta the hagpital for altered mental
status. It was determined by hospital staff that Resident 2’s prescription was not filled or started by
the ALF on 11/27/2023.

« 12/04/2022 showed that Resident was found an floor, with swelling, and bruising ta left hand.
Resident 2 was taken ta ER. Hospital record showed that Residant 2 had pain to right hand with
significant bruise, Injury ta head, abrasions to feet, clearly depressed, and tired of living. Resident
was discharged back ta the ALF. Resident instructed to follow-up with hospital in three days even |f
feeling well. Na documentation of follow-up visit found,

« 12{18/2022 showed that Resident 2 wanted to call 911 and go to hospital. No documentation of
wﬁ Resident 2 wanted to go ta hospital. Resident was not sent to hospital by care staff.

2022, showed that Resident 1 was yelling for help, and was found on floar in apartment,
Resident 2 stated that they fell ane day prior, and ne one came ta help. Resident 2 was helped up te
recliner chair. Careglver later found Resident 2 an floor again, in same spot. Caregiver was unable
ta get Resident 2 back up and called 8114,
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2022, hospital record showed that Resident 2 had sustained a hip fracture. The Emergency
oam Doctor spoke ta Staff A and Staff D. Staff A and D told the Doctor that Resident 2 was
_wheelchair bound, and it was common to find Resident 2 an the flaar, facility staff was not sure if
Resident 2 had been falling or fowering self to the flaor.

Record review of the Resident 1’s current care plan dated 11/25/2022 showed na interventions
related to the residents change of condition which included suleidal remarks and increased
behaviors. :

Review of the resident's case manager (designated to coordinate care and services with the ALF),
Cormmunication Nates, dated Navember 2022 thraugh December 2022, showed no notifications to
the case manager regarrdmg the tesuﬂent’s change of conditian which mcluded suicidal remarks, falls
and increased behaviars.

Record review of Resident 2's facllity's assessment dated 01/20/2023 shawed that Resident 2 may

not leave the ALF unassisted, had no history of aggressive behaviors, elopement, and nie history of
harming salf ar others. The record showed the resident was hospitalized on 20122 and did not
return to the ALF, .

On 02/13£2023 st 11:02 AM, Staff A stated that he was aware of the incident when Resident 2 was
found halfway inte ditch and were stating that they wanted to dig. Staff A stated that he was nat
aware of Resident's second cornment of wanding to “die® and should have followed the ALF's suicide
ideation policy and netified their doctor.

Staff A stated that an 12/04/2022 Resident 2 was sent to hospital when found an floar and had
swelling and bruising ta left hand. On [JJJ#2022 Resident 2 was found on flocr and Resident 2
called 811 themsalves because they were not feeling well, Staff A stated that Resident 2 had many
incidents, and their mental status was declining four to five weelks prior, *1 did net think of reporting at
the time" and was not aware that injuries of unknown sources shauld have beenreported to the
Department. An investigation was not completed by the facility.

Qn 03{14/2023 at 1:12 PM, Collateral Contact4 (CC4), Resident's Representative and DPOA stated

they were nat natified by the facility abeut Resident 2's suielde ideation ar cammants af "wanting to
die” that accurred on 11/17/2022 and 11/19/2022. “[Resident 2] Kad so many incidents while ilwng
gtthe ALF o .

Records were requested from 11/17/2022 through -‘2022 of Resident 2's frequent falls, injuries,
incidents, alert charting, investigations, and physician notifications and reports te the Department.
The facility was unable to provide complete records and stated that the requested documents were
not found. .

| Plan/Attestation Statement
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| hereby certify that | have reviewed this report and have taken or will take active
measures {o carreét this deficiency. By taking this action, Amber Hllls isted Living is ar
will be in campliance wiih this law and / or regulation on (Date) %’ €

In addition, | will implernent @ system to monitor and ensure continued comphance with

e MDD 9.7-23

Administratar (ar Representative) Date
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