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Residential Care Services
Investigation Summary Report

Provider/Facility: THE COTTAGES AT MILL
CREEK
License/Cert.#: 1977

Provider Type: Assisted Living Facility

Compliance Determination #: 21573
Intake ID: 74394

Investigator: Wesler Dumecquias
Region/Unit #: RCS Region 2 / Unit A

Investigation Date(s): 03/24/2023 through 04/26/2023
Complainant Contact Date(s): 03/22/2023

It was alleged...
1. The Named Resident (NR) left the locked memory care unit two times.
2. There was medication confusion and the NR had been out of medication for three to four
days.
3. There was no one that was doing the activities for the residents.
4. The facility was short staffed and as a result, NR was not getting the care they needed.

Allegation(s):

Total residents: 40
Resident sample size: 3
Closed records sample size: 1

Investigation Methods:

Sample:

Identified resident
Residents
Activities
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Nursing staff
Residents
Family members
Administrator

Interviews:

Incident investigation
Facility policies
Physician order summary
Physician order
Assessment
Progress notes
Care plan
Medication administration records
Admission agreement

Record Reviews:
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It was determined...
1.  The facility investigated the incidents and all parties were notified. The facility called 911 and
together with law enforcement they looked for the NR. The NR's POA was notified and went to
the facility. The police found and brought NR to the facility. The ALF removed a table in the
courtyard the NR used to climb over the fence. No failed practice was found.
2. The facility ran out of NR's medications while waiting for a new physician order for their
medication change. The facility failed to obtain the medication in a timely manner resulting to
the NR not getting the prescribed medications. Failed practice was identified. WAC 388-78A-
2240 Nonavailability of medications.
3. The facility had a calendar for activities in place that showed activities were being offered.
Observation showed residents were given activities by the caregivers. The NR was provided
with football CD's and videos at the NR's request. The NR was provided with options and
encouraged to participate in activities. No failed practice.
4. Observation, interview, and record review showed the facility was providing the care identified
in the NR's Individualized Service Plan. The facility was following the NR's care plan at the time
of the incidents. The facility had been coordinating  and communicating with the NR's family and
primary care doctor regarding NR's behavior. No failed practice.

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: THE COTTAGES AT MILL
CREEK
License/Cert.#: 1977

Provider Type: Assisted Living Facility

Compliance Determination #: 21573
Intake ID: 72684

Investigator: Wesler Dumecquias
Region/Unit #: RCS Region 2 / Unit A

Investigation Date(s): 03/24/2023 through 04/26/2023
Complainant Contact Date(s):

It was alleged...
The Named Resident (NR) eloped.

Allegation(s):

Total residents: 40
Resident sample size: 3
Closed records sample size: 1

Investigation Methods:

Sample:

Identified resident
Residents
Activities
Resident rooms
Staff to resident interactions
Resident to resident interaction

Observations:

Identified resident
Nursing staff
Residents
Family members
Administrator

Interviews:

Incident investigation
Facility policies
Physician order summary
Physician order
Assessment
Progress notes
Care plan
Medication administration records
Admission agreement

Record Reviews:

It was determined:
The facility investigated the incident and stated that the NR had been agitated prior to leaving
the ALF. The facility found out that the NR may have climbed over the fence at

Investigation Summary:

This docum
ent w

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



the back of the cottage and left. NR was found wet on a rainy evening and brought back by the
police.  The ALF placed the NR on alert charting and increased check-ins. The ALF moved the
table that was used to climb over the fence.

Interview and review of records showed that the NR had missed medications for agitation due to
the ALF not ensuring the reorders were obtained. Failed practice identified. WAC 388-78A-2240
Nonavailability of medications.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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