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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 #: 22658
Intake ID: 77193

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

Investigation Date(s): 04/18/2023 through 05/23/2023
Complainant Contact Date(s): 04/12/2023

1. The Named Resident (NR) had blood in their brief. Staff failed to monitor, did not get a urine
test, or notified the primary care doctor for more than a week.
2. There were no staff available for over 45 minutes.
3. The facility continued to give the NR dairy/lactose containing foods despite NR being lactose
intolerant.
4. The NR’s room was soiled on multiple occasions.
5. The NR lost approximately 20 pounds since they moved in in  2022.
6. The rent was increased in November or December about 300 dollars a month, but they were
not made aware.
7. The NR was always sleepy and doing nothing. They were all gathered where the TV was but
were all doing nothing.
8. During an unannounced visit, the facility had a COVID-19 outbreak.

Allegation(s):

Total residents: 38
Resident sample size: 5
Closed records sample size: 1

Investigation Methods:

Sample:

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

Observations:

Identified resident
Nursing staff
Residents
Administrator
Family members

Interviews:

Facility policies
Incident investigation
Care Plan
MAR
Charting notes

Record Reviews:
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1. Interview and Record review showed the facility faxed the PCP for the collection of urine
sample to rule out a urinary tract infection (UTI). The facility obtained an order and started the
NR on antibiotic treatment. The NR was placed on alert charting and monitoring. No failed
practice.
2. During an unannounced visit staff were observed to be available for residents' care.  Each of
the cottages had a caregiver and there was a Med Tech assigned. The facility had a
communication system in place to ensure staff was present to keep an eye on residents.
3. The facility had resident's dietary requirements on signs in the kitchen by the fridge and on
the bulletin board. The staff had a communication in place to ensure compliance with the diet
order. The NR's care plan was being followed.
4. During an unannounced visit the NR’s and the Sampled Residents’ rooms were observed to
be clean and organized. The bedding was clean. No similar findings during unannounced visit.
5. Record review showed that the facility began to address the NR's weight loss and notified the
Primary care physician (PCP)  regarding the NR's weight loss as early as 01/27/2023. The
facility monitored and documented the NR's weight as ordered. The NR was ordered Lactaid as
well as Lactose free supplement.
6. Record review showed that the NR was on  services. The facility does not process
increases or changes in the rent for  Residents. Home and Community Services Social
Services Supervisor stated that all correspondence about NR's financial responsibility has been
sent to NR and POA. The increase in rent was based on the NR's monthly income.
7. The facility failed to provide independent or self-directed activities consistent with sampled
residents' interest and the negotiated service agreement. Failed practice identified. WAC 388-
78A-2180 Activities.
8. The facility failed to follow the Communicable Diseases Center's (CDC) recommended
infection control practices. Failed practice identified. WAC 388-78A-2610 Infection Control.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

This docum
ent w

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

 

 

 



Residential Care Services
Investigation Summary Report

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

Provider Type: Assisted Living Facility

Compliance Determination #: 22658
Intake ID: 78507

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

Investigation Date(s): 04/18/2023 through 05/23/2023
Complainant Contact Date(s): 04/17/2023, 05/19/2023

It was alleged:
1. The facility was discharging Named Resident (NR) immediately.
2. The facility was unable to meet the needs of NR. The facility was not doing any
activity and residents were just sitting.
3.     During unannounced visit, facility had a COVID-19 outbreak.

Allegation(s):

Total residents: 38
Resident sample size: 5
Closed records sample size: 1

Investigation Methods:

Sample:

Residents
Resident to resident interactions
Staff to resident interactions

Observations:

Family members
Residents
Nursing staff
Administrator

Interviews:

Incident investigation
Facility policies
Charting notes
Care Plan
MAR

Record Reviews:

1. The facility issued a discharged notice to the NR due to the facility being unable to meet the
NR needs. The NR has urgent medical needs that the facility cannot meet and the health and
safety of other residents were endangered. Records show that the NR had previous behavioral
issues that the facility communicated with the primary care physician and the family. The facility
called 911 due to the NR breaking doors, boxes, forcibly entering into other residents room and
throwing a cup of water to staff. The facility was not able to redirect NR to keep NR and other
residents safe. The facility called 911 and NR was taken to the emergency room (ER). NR was
transferred to a

Investigation Summary:
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geropsych unit and on restraint for further management of behavior. The facility stated that it will
not be taking back the NR. The NR was given discharge notice on 4/12/2023. The discharged
notice did not identify a location for placement once the NR becomes stable and predictable.
The NR was admitted on the PACE program on 04/01/2023.  In an interview and an email,
PACE accepted full responsibility to locate for housing. Consultation done.
2. Interview and record showed that the facility was in contact with the primary care physician
and the family regarding NR behavioral management. The facility made arrangement with the
family for NR to transition with a new PCP for closer and better communication under the PACE
(Program of All-inclusive Care for the Elderly) program. The facility were monitoring residents'
behavior and safety. The facility failed to provide independent or self-directed activities
consistent with sampled residents' interest and the negotiated service agreement. Failed
practice identified. WAC 388-78A-2180 (1)(a)(b)(2), Activities.
3. The facility failed to follow the Washington State Department of Health’s (DOH)
recommended infection control practices. Failed practice identified.  WAC 388-78A-2610 (1) ,
Infection Control.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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