
STATE OF WASHINGTON 

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

20311 52nd Ave W, Suite 100, Lynnwood, WA 98036 

Greenlake Senior Services LLC 

Greenlake Emerald City 
9001 Lake City Way NE 
Seattle, WA 98115 

RE: Greenlake Emerald City License# 2696 

Dear Administrator: 

This letter addresses Compliance Determination(s) 70215 (Completion Date 12/17/2025) and 
65114 (Completion Date 10/31/2025). 

The Department completed a follow-up inspection of your Assisted Living Facility on 12/17/2025 
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-2600-1-a, WAC 388-78A-2600-2-f, WAC 388-78A-2600-2-g, WAC 388-78A-
2600-2-p, WAC 388-78A-2600-1-b, WAC 388-78A-2660-1 , WAC 388-78A-2660-4 

The Department staff who did the on-site verification: 
Cathy Prentice, Complaint Investigator 

If you have any questions, please contact me at (253)312-1446. 

Sincerely, 

• 

Jamie Singer, Field Manager 
Region 2, Unit J 
Residential Care Services 

• 
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Residential Care Services 
Investigation Summary Report 

Provider/Facility: Greenlake Emerald City 

License/Cert.#: 2696 

Provider Type: Assisted Living Facility 

Intake ID: 194164 
Compliance Determination#: 65114 
Investigator: Cathy Prentice 

Region/Unit#: RCS Region 2 / Unit J 

Investigation Date(s): 09/04/2025 through 10/31/2025 
Complainant Contact Date(s): 

Allegation(s): 
1. The Named Resident (NR) made a homicidal threat to the Administrator. 
2. The NR screamed at a resident, pulled the fire alarm, and displayed erratic and aggressive 
behaviors. 
3. The NR was given an eviction notice by the facility for being a danger to others. 

Investigation Methods: 

Sample: 

Observations: 

Interviews: 

Record Reviews: 

Investigation Summary: 

Total residents: 99 
Resident sample size: 14 
Closed records sample size: 4 

Observed ALF residents, delivery of care and services; staff 
interactions with residents; residents' appearance; environment. 

Named Resident not available: closed record review, other residents, 
staff, administration, collateral contacts. 

Resident care records, Assessment, Negotiated Service Agreement 
(NSA), investigations, grievances, facility policies, other pertinent 
records. 

According to interview and record review: 
1. The facility investigation showed the NR had  diagnoses and unsafe behaviors 
toward other residents as well as staff. The NR discharged to a different care setting on 

/2025. No failed practice identified. 
2. The facility investigation showed the NR had  diagnoses and unsafe behaviors 
toward other residents as well as staff. The NR discharged to a different care setting on 

/2025.No failed practice identified. 
3. The facility gave the NR a discharge notice that did not meet the requirements: Failed to 
record information regarding the notice and the discharge in the medical record and the notice 
did not include mental health advocacy information as required. See Statement of Deficiencies 
dated 10/29/2025. 
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Conclusion/ Action: 

~ Failed Provider Practice Identified/ Citation(s) Written 

D Failed Provider Practice Not Identified / No Citation Written 

D N/A 
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Residential Care Services 
Investigation Summary Report 

Provider/Facility: Greenlake Emerald City 

License/Cert.#: 2696 

Provider Type: Assisted Living Facility 

Intake ID: 193217 
Compliance Determination#: 65114 
Investigator: Cathy Prentice 

Region/Unit#: RCS Region 2 / Unit J 

Investigation Date(s): 09/04/2025 through 10/31/2025 
Complainant Contact Date(s): 

Allegation(s): 
1. The Named Resident (NR) had a bruise on the forehead that was self inflicted with a hammer 
in an attempt to harm self. 
2. The NR was found on the floor with a self inflicted injury to the head with an axe. 
3. The NR had stopped eating, gave away possessions before harming himself. 

Investigation Methods: 

Sample: 

Observations: 

Interviews: 

Record Reviews: 

Investigation Summary: 

Total residents: 99 
Resident sample size: 14 
Closed records sample size: 4 

Observed ALF residents, delivery of care and services; staff 
interactions with residents; residents' appearance; environment. 

Named Resident not available: closed record review, other residents, 
staff, administration, collateral contacts. 

Resident care records, Assessment, Negotiated Service Agreement 
(NSA), investigations, grievances, facility policies, other pertinent 
records. 

According to interview and record review: 
1. The NR hit his head with a hammer in a suicide attempt. The facility failed to implement their 
Accidents, Incidents, and Unusual Occurrences, Ambulance (Emergency) Transport, 
Emergencies-Major Medical Emergency and Documentation, Mental Health Deterioration, 
Mental Health/Psychiatric Crisis, and Suicide Precautions policies. See Statement of Deficiency 
dated 10/31/2025. 
2. The NR had suicidal ideation and plans from 10/27/2025 to /2025 when he self inflicted 
injuries in a suicide attempt with an axe. The facility failed to implement their Accidents, 
Incidents, and Unusual Occurrences, Ambulance (Emergency) Transport, Emergencies-Major 
Medical Emergency and Documentation, Mental Health Deterioration, Mental Health/Psychiatric 
Crisis, and Suicide Precautions policies. See Statement of Deficiency dated 10/31/2025. 
3. The NR had suicidal ideation with behaviors and plans from 10/27/2025 to 
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/2025 including a suicide attempt on 09/02/2025. The facility failed to implement their 
Accidents, Incidents, and Unusual Occurrences, Ambulance (Emergency) Transport, 
Emergencies-Major Medical Emergency and Documentation, Mental Health Deterioration, 
Mental Health/Psychiatric Crisis, and Suicide Precautions policies. See Statement of Deficiency 
dated 10/31/2025. 

Conclusion/ Action: 

Ii Failed Provider Practice Identified/ Citation(s) Written 

D Failed Provider Practice Not Identified / No Citation Written 

0 N/A This docum
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STATE OF WASl-!J!NG,TON 

DEPARTMENT OF SOCIAL AND HEALTH SERV!ICES 
AGING AND LONG-TERM' SUPPORT ADMINISTRATION 

16311 51.ndAve W, Si,he 10,(JI, Lynnwood, WA 9'1036 

Statement of Def1c1enc1es 

Plan of Correction 
license #. 2696 

Green!ake Emerald City 

Compliance, Determ1n-atmn # 65114 
Completion Date 

Page 1 of 10 Lice nsee: Greenla!ke Semior Services LLC 10/31 f2025 

'r ou are required to be in compl'.iance at aH fones with aH licensing jaws and rng.ulatJons to 
maintain your Assisted Living Fadlity license _ 

Tlle department completed data collection for an unannounced on-site c0mplaint investigati,on 
on 09/04/2025 of: 

Greenlake Emerald City 
9001 Lake City \Nay rN 'E 
Seattle , WA 98 15 

This document references the fo llowing complaint number(s): 193217, 19 '165 7, 194 64, 
194321, 195584, 196668 

The fo llowing sample was selected for review during the unannounced on-site v isit 14 of 99 
current residents an 4 fo rmer residents. 

Toe department staff that investigated the Assisted Living Facil ity: 

Cathy Pren ti ce, Complaint Investigator 

From: 
DSHS, Aging and Long-T erm Support Administration 
R,esi ential Care Serviices, Region 2 , Unit J 
203:1 t 52nd Ave W, Suite 100 
Lynnwood , WA 98036 
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01/30/2013 22:45 2057292700 GREENLAKE EMERALD PAGE 07/18 

S'fa.ttmentof Deficiencies 
Plan of-CorrectiQn 

License'#: 2696 CQmpllance Detarminat,on #~114 
Gn~enlak~ Emerald Git¥ 

P;9e.2 • cf10 Licans0a: Gref¼nla!k.e Seniof Services LLC . . . 

Completi(rn D-at.e 
10/3112025 

As a result of the on-site v1sit(s) 1 the department found that you· are not in compliance with the 
hcensing'faws· and regulations as stated in the cited..defitiendes in the ,enclosed repo.rt 

~s.· • 
esidential cbrvic.es 

11/13/2025 
Date 

I under:stand ttiat to maintain an Assisted Living Facility license, tne facility must be in 
compliance. '1-Jith alt the lkensjng ·1aws and. r·egulationi at all times·. • • • • • 

I D'ate 

W.AC 388-18A-2600 P.oltc1es a.nd procedures. 

(1) The assisted living facillty. must develop and implement policies and p.rocequres in support.of . 
services t11at are-provfd.ed a_nd are necessary.to: • • • • 

(a) ~aint~in or 1.nhence tht• quality of life for r1s1dents including r:eside.nt 'deai~ion-m~king righ~; 

(2) The ~s~isted living faciliLY must d@velop, impleme.nt-and train sta1'1' p~rsons on pqlii:ie-sand 
prac~dures to address what staff persons must do: • 

(f) In response to medical emergencies; 
. . 

(g) 1/'V'hen there are urgent situations in the assisted.living facility requlring addition31.staff s.upport; 

(p) To coordinate-services and share resident information with outside·resources, con:sistent with 
WAC 388-76.A:-2350; • 

WAC·388•78Aoo2600 Policie~ and p"'cedurt1s. 

( 1) The assJsted living facility must develop and implement policies-and procedure,s in support of 
services that are pfovided and are n_ecessary to; 

(_b) Provide the netessary care and services for residents, including those with special needs; 

Thi5 r■quirament wa$· not met as eviden11:ed by; 

Based on intervii:w and reC□rd review, the Assi:sted Living Facility {ALF) failed to irnpleri1ent their 
,Atclcte.nt!i, lncld~nts, and Unusµ:al occurrences, .An1lulance (Em~rgenty) Transprirtr Emerge_hctes-: 
M~jor Medical Emergency .and Documentation, Meneal Health t)eter/oranon, Mem~I : • • 
Health/Psychiatric Crisis, arrd Suicide Pre'.calltions policies for 1 of 1 resident (ReSident 1 ~ who 
exhibited suitidat ideations and plansi and a·suic;ide a~mpt. This failure resulted in Resident t .not 
receiving iie.cessaty mental • • • • 
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Statement of Deficiencies 

Plan of Correction 
License#:. 2696 Compliance Determination # 65114 

Gre enlake Emerald City C!lmpletion Date 

Page 2 of 10 Licensee: Greenlake Senior Se rvices LLC 10/31 ll025 

As a result of the on-site v isit(s) , tne department found that you are not in compliance with tlle 
licensing laws and regu lations as stated in the cited deficienc ies in the enclosed report_ 

~ s· 
~ ial cArvices 

11/13/2025 

I understand that to maintain an Assisted Living Facility license, the facility must be n 
compliance with all the licensjng laws and regulations at all times. 

Administrator {or Repre5en.ative) 

WAC 388-1.SA-2600 P10Hcies and procedures. 

(1} The assisted living fadlity must develop and fmp lement policies and procedures 111 support of 
services that are provided and are necessary to: 

(a) Mainta in or enhance the qua~ity of lite for residents includ ing resident decision-making rights; 

(2} The assisted Hving facllity must develop , implement and train staff pe1 sons on policies and 
procedures to address what staff ersons must do: 

(f) In response · o medica l emergenc;ies; 

(g} \f\ihen there are urgent situations in the assisted living facility requiring additional staff support; 

(p} To coordinate services and shaire ,resident information wi,th outside resources, consistent wil:h 
WAC 388~7BA-2350 ~ 

W.AC 388-78A-2600 1P10Hcies and procedures. 

(1) The assisted liv ing facility must develop and implement pol'lcies and procedures in support ot 
seNJees that are provided and are necessary to: 

(b) Pr-ovide bhe necessary care and services for residents, including those wroh special needs; 

This requirement was not m-et as evidenced by: 

Based on intervii ew and record review, tlhe Assisted Living Faci1lity (ALF~ failed to implement their 
Acddents, Incidents, and Unusual Occurrences, Ambulance (Eme:rgency) Transport, Eme.rgencies­
M ajor Medical Emergency and Oo,cumentation, Mental Health Deterioration, Menta l. 
Health/Psychiatric Cri sis, an Suicide !Precautions pol lc1es for 1 of 1 residen (Resident 'I ~ who 
exhibited suiddal ideations and plans, and a suicide attempt. This fai lure resulted in Resident 1 not 
receiving necessary mental 

This docum
ent w

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



Statement of Heficienc ies 

Plan of Correction 
Page 3 o{ 10 

License#_ 2696 Compliance- Determination # 65114 

Grnenlake Emerald City Ciimpletion Date 

Licensee: Greenlaike-Se-ni<tr Services LLC 10131 f2025 

hea(th servie:es and interventions which eontt1ibuted to a second :suicide attempt reqrnrmg 
hospitalization. 

F·indings included .. . 

NOTE. Washington Administrative Code 388-78A-2120-Monitoring residents' welt-being _ The 
assiste living faci lity must (3) Evaluate , in order to d€:te:rmine if there is a 0€ed for further action: b} 
Each resident when an accident or incident fhat is likely to adversely affect the resident's well-being , 
is observed by or reported to staff persons_ (4) Take appropriate- actron in response to each 
resident's changing needs.. 

Review cf the ALF policy,. "Accjdents, Incidents, and Unusual Occurrences~, dated 02/15/2024, 
sta. e,d on page 22 , for r~sident acc1idents or unusual occurrences e facility were o immediately 
prnvide for safety and administer ffrst aide or call 91 1 if indicated . 

Review of the ALF policy, "'Ambulance (Emergency) Transport', dated 02/15/2024, stated on page 
28 , ''When a res1dent dis-p lays symptoms of a p1otentiaJly serious or lite-tihreatemng illness or sustains 
a potentially senous or lifo-thre.atening injury, the supervisor or designee will ca I 911. 

Review of the ALIF poli{;y, "Emerge des-Major Medical Er"llergem::y and Documentation•, dated 
02/15/2024 , stated on p:age 55, ''V\llhen a resident shows any si-gns or Bymptoms of a riledk al crisis , 
91 must b€ summoned immediately_ !Psychiatric crisis especially if accompanied by Vi·.olent or 
dar-1gerous b-ehavior. Any change in .stability or appearance of serious threatto health and well being1 
do not hesttate to summon emergency medicall services. ~fotify a licensed nurse jf available to 
determine if emergency rnedncal services are ava1 able, if a la censed nurse 1s not -available 
immediately and you are unsure o • ex enil: of 1s·sue or injury call 911 . For fracture or head trnuma do 
not move resident." The olicy rsts examples of 'When to call 911 \l\ih1ch 111cluded -#1 0, ~psych fatr1c 
crisis especially if accompanied l:ly violent o dangerous behavior." The po llcy concluded the 
directive under section A, "'anytime there is a change in the stabi.lity of the resident and there 
appears to be a serious threat to thei health or well-being, do not hesitate to summon emergency 
medical services." 

Review of the ALF pcliey r "Mental Health Deterioration", dated 02/15/2024, sta~ed on page 158, 
"Each res1ident will receive care and intervention V\l'hen there is concern with mental health. Contact 
MD or other mental health professional1 regarding tihe change in status. Update servrce plan to refl'ect 
any change in care needs.. If the resid€nt is a threat · o himself, the MD or a psychraitrlc evaluation 
team 1s immedf ate~y eontacted for placement or the residen may be sent to a local: hospita l for 
psychi.atric evaluation ." 

Review of the ALIF polfcy, "Mental Heat.th/Psychiatric Crisis·, dated 02115/2024, stated on page 159. 
''Appropriate- care will be arranged should a r:esiden be in psycHatric 
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Statement of Heficienc ies 

Plan of Correction 
Page 4 o{ 10 

License#_ 2696 Compliance- Determination # 65114 

Grnenlake Emerald City Ciimpletion Date 

Licensee: Greenlaike-Se-ni<tr Services LLC 10131 f2025 

erisis-Any verbalization of su1ddal i eation must be take seriously by staff arid reported to ~he 
manager-any resiident verbalizing suicidal ideation is to be sent out for psychi:atric evaluation." 

Review of the ALF policy, '"Suicide Precautions", dated 02/1512024, sta ed on page 193, i'AII resident 
suicide tihreats or related comments (ideations) wil l be taken s..erious,1y and addressed promptly-. Staff 
IA!il l immediately report any such comments to a nurse or su·pe:rv isoir-the nurse wi ll assess the 
resident and implement a p!an for safety moni. o,ring." The po licy defined, ~suicide · hr-eat A 
state ent made by bhe resident that directly rndicates an mtenbon to kill themselves e_g_ I am going 
to km myself or I am going to stit my wrists,. Suicide ldeatfon or Related Comment A statement tha,t 
indicates a des·ire to be dead, but not specifically to kill themselves e_g_ I wish I were dead or I have 
no reason tc live _" The policy stetted the procedure to b-€ -a llowed to initiate suie1de prec.autians 
included , ''Upon learning ot a suicidal threat or related eomment made by a resfdent, the nurse or 
supervisor win initiate suicide precautions, complete a suieide risk assessment1 dccu ; ent the 
reported threat or comment, lihe risk assessment results and the pn~cautions t!hat were implemented 
in the- chart Notify th-e MD and document Suicide precautions will consist of: conducting a sweep of 
the residen s mom, ensure no hazards, aeeessible, If th-e rresident verbalized a suicidal thought or 
ideation monito,r every 15, mjnutes. If the resident made a direct suicide ttl reat 1: 1 continuous 
monitoring will be initiated_ If the suicide ri·sk assessment indicates that the residen is actively 
suicidal, arrangement w,111 be made for transfer to an acute care or psychiatric care setting . The 
resident will remain on canbnuous monitonng 1:1 until the transfer occurs." 

Re,cord review of a face Sheet showed the ALF admitted ,Resident 1 on /2024. Review of -an 
Assessment, dated ,04/03/2025 , showed Resident 1 had no  on1 history of 
suic idal ide.ations oir attempts. Review ofthe Negotiated Service Agreement f SA) , dated 
04/03/2025 , showed Resident 1 was able to communicate effective ly , had no mood or depression 
issues 

Review of an email, sen on 08/27/2025 at 9:47 PM, mm Staff D (Activ11ty Direc or) to Staff A 
(Admir:ll'strator), showed Resident 1 had a meeting on 08/27/2025 with Sil:aff D INh-ere he diseusse 
''he wanted to take his own life on September 2nd and he was Inviting me to the funera.l on 
September 6th, He wanted me to call a number and die ate to-a coffin tompany for him, that he 
wanted them to come -an ick up his body. I -asl-; ed i there was anything I could say to change his 
mind. I asked him how he planned to do it and he gestured to his head . He was describing the 
funeral details ." 

In an interview, om 0910412025 at 0: 30 AM , Staff A stated that on -08/2712025 ALF staff had rep-01rte.d 
that that Resident 1, "wanted to take his life and asked for a coffi n_ Resident I was giving b-elongings 
to staff and planned to k1~l himself_" S aff Asta ed that Resident 1 was place on "Alert. Status'' vvhk:h 
meant safety checks were being conducted every 2 hours by care staff: Staff A confi rmed that w en 
he and other ALF staff became aware of Res:fde.nt 1 's suicidal 1deati·on and plan tn-e ALF did no · cal l 
911 , did not contact mental heall:h or crisis care professionals, did not nohfy Resident 1 's physician, 
did not pl·ace Resfdent 1 on suicide precautfons, did not initiate 1 :.1 
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License#_ 2696 Compliance- Determination # 65114 Statement of Heficienc ies 

Plan of Correction Grnenlake Emerald City Ciimpletion Date 
Page 5 o{ 10 Licensee: Greenlaike-Se-ni<tr Services LLC 10131 f2025 

monitoring , and dtd not update the NSA. 

Record review of an email!, sent on 08/30/2025 -at 6: 18 PM , from Staff 8 (Activity Ass1stan .) to Staff 
A, showed Resident 1 was giving away his money. Staff A stated ,t may be related to the suic idal 
ideation. • 

In an interview, on 09104/2025 at 1: 50 AM , Staff A stated that on -08/30/2025 he became aware that 
Resident 1 conit!inued to communicate to1 staff h€ had su1c1dal ideations with pl,ains and was givmg his 
things away to staff_ Staff A confirmed, from 08/27/2025 throug1h 08/30/2025 , with continued suicida l 
ideations and plans ALF drd not ca ll 9i"11 j di n t'lt co tact mental health or crisis car.e professionals, 
did not nottfy Resi ent 11s phys1cian, di not place Resident 1 on ~u1e:ide precautions, did not inihate 
1: 1 monitoring, and did riot update the NSA . 

Recor'd review of an email , sent on 09/02/2025 at 5:53 PM , from S aff 8 to Staff A ,. stated that Staff B 
went to check on Resident 1 in his aparitment on at 12:45 PM because he not. shown up tor lunch. 
The email stated that Staff 8 found Res:ldent 1 lying in his bed in the dark . The email stated ·s taff 8 
observed Resl ent 1 had a bruise on his toe , ead. The email stated Resident 1 told Staff B he had 
not eaten smce the day before -a nd v,;as not hungry. The emall stated that Resident 1 ointed to the 
bruise on his hea and told Staff 8 , '' it • idn1t work .JJ 

In an interview. om 0910412025 at 1:50 AM , Staff A state he became aware , from Staff B's email , 
that Re.sident 1 'shad a bruise on his forehead and was ·,efusing to eat. Staff A stated he went t0r 

Resident 1 's apartment, on 09/02/2025, and saw a blruise on Resident 1 's ore head that was, ~Red 
and thre•e inches long and oval shaped ." Staff A stated it.lool<ed llike Re:siide 1-t 1's head was "'bashed 11 

into a wait. Staff A stated Resident '1 tolld h, that his h€ ad hurt. Staff A stated that Resi ent 1 told 
him he hit h1mseff on his forehead with a hammer 1111 a su.icrde attempt Staff A stated Resi ent 1 had 
been refusing meals for mo days_ Staff A confi rmed, from 08/30/2025 through 09/0212025, with 
continued suicidal 1deations and now an actual suicide -attempt the ALF did no · call 911 , did not 
con tact mental health or crisis ca re professionals-, did not notify Resident ·1 •s physician, did not pjace 
Resident 1 on suicide precautions, d[ not initia e 1: 1 monitoring, did not update the N SA, and did 
not search his apartm ent for a hammer or any other harmful objects_ 

Record review of Formal lnve51tJigstion Report (FIR) documented by Staff A , dated 09105/2025 , 
stated tllston /2025 l•between 8:30 and 9:30 AM " Staff IE (Front Desi\< Concierge} ass~sted 
Resident 1 to ca1II a taxi to go to a hardware store_ 

Review of an email sentifrom Staff E to Staff A on 09Jo-3/2025 at 5:09 PM , stated that Staff E had 
assisted Re~dent 1 in ,getting a taxi to a hardware sto re . The email showed Staff E printed out 
di rections to the hardv,,rare store_ for Resident 1 and observed him leave "for the !hardware s.tore and 
return to the ALF_ 
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Statement of Heficienc ies 

Plan of Correction 
Page 6 o{ 10 

License#_ 2696 Compliance- Determination # 65114 

Grnenlake Emerald City Ciimpletion Date 
Licensee: Greenlaike-Se-ni<tr Services LLC 10131 f2025 

In an interview. 0111 10/28/2025 ·at 1: 25 AM , Staff E cenfirrned that on the morning of /2025 s!he 
assiste Resident 1 to get a taxi and provided him printed directions to a hardware- store. Staff E 
stated she had not been notified hat Resi • ent 1 had attempted suicide via a hammer the  

_ 

Recor'd review of the FIR, dated 09/05/2025 , stated hat at 10:45 on /2025 1 when Resi er.it 'I 
return ed from the hardware store h€ had arranged a meeting with Sta , F (Business Office !Manage ) 
to discuss funernj arrangements_ 

Review of an ur1d ::ited w ltten state men dor:umented by Staff F, stated that on /2025 at -10:4.5 
AM ," [Resident 1] came to my office ft ms 10:45 am. He again tried to give me his keys and ,explain 
that his wa llet was in his drawer. He would not be here, and I Sihould give everything in the drawer to 
[Resident 1 's son] . I asked him where he would be and his reply 'with my wife. ' My reply to [Resident 
1] was Ne need him o be here, that we all have loved ones that we miss and that God l"ias plans for 
him -and that he is very special pe-rson. t-1 e then ask.e·d me. to come to his apartment at 1 i .30 AM . I 
told him l will come to your apartment I go busy with my work, and it was a little after 12 pm that I 
remembered I needed to go to [Resident 1 s] :apartment." 

Re,cord review of the FIR, dated 09/05/2025, stated that at 12~15 PM on /2025 , Staff A 
received , "Urgent ca ll: [ReS!tdent 1] in apartment with axe and head injury , found facedown t b:leeding; 
[Staff 8] applying pressufe; EMS (emergency medical staff) and por ce contacted_" 

Review of a Progress Note (PN), dated /2025,.Staff A documented that Resident 1 purchased 
an axe that morning wi thout staff knowledg·e. The PN stated that at noon , Resident 1 was found by 
Staff B in his :apall'itment, "' rn a pool of- blood with the- axe nearby". 

Review of a PN, d-ated 09103/2025, Staff C (Wellness Director) documented that Res1<len1i: 'I was, 
"Found face down witn Staff B applying pressure to a bleeding wound on the back of the head. A 
bloodied axe was discovered neall'by ." 

In an interview_ 0111 09104/2025 a 1 :50 AM , Staff A confirmed that after R-esident ·1 's surdde attempt 
on 09102/2025 . the ALF did not ca lt 9-1 1, di not co tact mental health or eris.is care professionals, 
did not notify Resrdent 11s physk ian, did not place.Resident 1' on su icide precautions. did not initiate 
1 :1 monitoring, did not update the N-SA and did not search his apartment or put in erve.ntf.ons in 
plaee to prevent Res1(ient 1 from accessing harmfu l obJects. 

Review of the Wasfl fn gton State Heall:h Care Authortty website, on 09/09/2025, showed Desi_gnated 
CrisiirResponders (DCR)swere .available and dispatched through 9-1- 1. DCR's· can deter enine it a 
person presents a liarrn o self/others/property , s at imminent 
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Statement of Heficienc ies 

Plan of Correction 
Page 7 o{ 10 

License#_ 2696 Compliance- Determination # 65114 

Grnenlake Emerald City Ciimpletion Date 

Licensee: Greenlaike-Se-ni<tr Services LLC 10131 f2025 

risk, or is m ne€ of assi~ted outpatient behavmral health treatment The OCR would eo duct an 
eva1uat[,on and investigation_ 

Review of the website VIIIM.v.seattl·e ,gov, on 09/09/2025 showed Community Crisis Responders were 
-ava.1lable forfacilit1,es to contact vvhen a resident had a mental health status change/crisis. The 
website stated, ~wnen a person catls 9-1- 1 for help,, tihe City of Seattle aims to send resources 
immediately and intervene effectively, to meet · he needs identified and achieve optimal outcomes for 
all parties involved _ Community Crisis Responders ( CCR) assist Seattle ?olice Department (SPD) 
officers in responding to 9-1-1 call events invofviing peirsons experiencing criSJs or behaviora l h€alth 
eh al enges. CCRs are qualrfied behavi:airal health professi,onalis, trained to provide support and 
resources to peop[e exp€riem:ing eriseg and behavioral flea lth challenges_" 

Review cf the website KingCounty.gov, on 09/09/202.5, showed, "I f you or someone you know is 
experiencing a mental health related crisis, help is available for everyone in King County, 24 hour!5 a 
day, 365 days a year. CCIR.s are dispatched I y the Seattle 9J..1-1 Communications Center or directly 
radioed to assist by Seattle Police Department patrol officers, who ensure the situation ls.sate -and 
CCRs can spend sufficient l:iime.co-facihtating community members to lihe appropriate service 
providers." 

In an interview. om 09109/2025 at 2: 00 PM , Coll-ateral Contact 2 (CC2- Social Worker from 
Harborview Me ical Center Psychiatric Unit) stated that Resident 1 had been admitted to the 

 at tihe hospital1 on 2025 _ CC2 stated Resident 1 was 
rece iving psychi;atric tre,atment far ·suidde attempts and medica l care for seilf inHicted injuries to his 
head and neck CC2 state Resident 1 arrived through the hos:pital e nergency room unresponsfve ,. 
CC2 stated she wondered why the ALF di not call mental health professionals sooner, vvith all tihat 
Resident 1 was going through at the faci lity . CC2 stated that DCRs were available around the dock. 
CC2-stated Resident 'I communicated to the hospital that he tried to k1 I h1 self but 1t did not work . 

In an interview on .Q9I0912025 at 2: 05 PM , CC3 (Social Worker H arbmview Medfcai Center 
Emergency Room) stated tl1a if a residen was in a mental' crisis, an ALF can call 911 anytime ·tor 
transport to the emergency room for -an assessment o.r for ITA hospitalrzatlon_ CC3 stated after 
seeing Resident i rn the em ergency rnom, she was surpr1sed lihe ALF h.3d not contacted mental 
health and heal"l:h professionals sooner. CC3 stated mental hea lth professional's, DCR's were 
availabl1e 24 hours seven days pe:r week and would g:o to the facility if called . 

In an interwew, on 09109/2025 at : 50 PM , CC 1 (9.11 Dispatcher tor the City of Seattle) stated ALFs 
can ca ll 911 at 2417 i.f they n€ed OCRs for resident \Nffh mental health problems. CC1 stated DCR1s 
would Visit ALFs on site along with medllcs_ 

In a phone 1ntetvie-w, on 09/08/2025 at 11: 50 AM Staff A stated, "I see now that we s.hou ld have 
followed our policy for suid de precautions, but we did monitor and ch.eek 
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on hi a l:ot, but we did net eall for medicm attentfofl and we did not eall the doctor and we did not 
call 911 or the other things ttrnt it says in the policy because we didn • know aboutthe policies until 
[Department !Representative] pulle lihem f,rom tihe policy boo!< and table of contents and asked me 
to send them to you." 

T1lis is a recurring deficiency reviously cited under subsection 1 ( } on 021 12/2025 and 06J05/2025_ 

PI an/A ttes tati on State:m ent 
l hereby certify that I have reviewed this report and have taken or w i1II take active 
measures to correct this deficiency. By taking .this action, Greenlake Emera1d City is or 
wm be in compliance \Ni h this law and/ or regulation on (Date) ______ _ 

111 addition, I w ll mptement a.system to monitor and ensure continued compl:1ance witll 
this requirement. 

Administrator tor Representative) Date 

W.AC 388-78A-2660 ,Resident rights. The assist,e,d' Uving facility mu,st 

(1) Comply with chapter 70. 'I 29 RCW, Long-te:rm care res1dent rights-

(4) Promote and protect the res~dents.' exercise of all rights gr.anted under chapter 70 .1291 RCW; 

Th'is requirement was 1no,t met as evidenced by: 

Based o intervlew and record review, tlhe Assisted Living Facility (ALF~ failed to document reasons 
for the discharge or include- required advocacy information for 1 of 3 residents (Resident 2) when a 
discharg.e noti(;e ·ms given . i hi.s fail'ure led to a lack of information in lihe me ical record for 
Resident 2's discharge and placed him arid his leg-al representative at risk tor not kntJwin_g advocacy 
resource information_ 

Findings included .. . 
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NOTE. Revise Code of Washington (RCW) 70 .129_·1 0 Disclosure , transfer, and di,scharge 
requirements. (3) Before a long-term care facility transfers or discharges -a resident, the faci!lity 
must (c} Record the reasons in the resident's rece ot1d: (f) For residents wi th mental illness, the 
malling address and tel-ephone number of the agency responsible for the protection and Certified on 
711212024 RCYI/ 70.129-110 Pa_ge 1 advocacy of individuals v1ilth mental il lness established under 
the pro e-ction and eidvoeacy for mentally m individuals act 

Record review of a Face Sheet: showed the AlF admitted Re'Sident 2 on 12024 wlth diagnoses 
of  and  

. 

In, an inter1iew, on 0911 1/2025 a . 2: 17 PM, Staff A (Admini!strator) sta ed the ALF gave Resident 2 
a discharge notice on 09/09/2025 or behaviors unsafe to the health -and safety of others, after 
accommodations and earlier warnings did not work ·s taff A stated he did not enter any chart notes 
regardin9 the d1s:cha -g-e notice or the- reasons for the discharge noitlce in Resi ent 2's medical 
record_ 

Review of Resident 2's reco d showed no info rmation was documented rega1r mg Resident 2's· 
dischmrg.e notice and discharge. 

Review of the Disch • g,e Notice, dated 09/09/2025 and issued to Res[ ent 2 t sihowed there was no 
information fortihe mamng address and tellephone number of the agency responsible fo r the 
protection -and advocacy of rnd1v1duals with mental illness. as ,required. 
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PlanlAttes:tation St,ate,ment 
I h€reby certify that I have reviewed this :report arid have taken or will take active 
measures to correct this deficiency . By taking this aetion, Green lake Emera]d City is or 
wm be in compli ance wfth this law and/ or regulation on (Date) ______ _ 

In addition, I will Implement a system to mo itc r and ensuire continued compl:iance with 
th is requirement 

Ad mini st ·ator ( or Representative) Date 
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