




Care plan
Hospital Records
EMS transcript and medical records.
911 audio recording

1. The Named Resident had a fall on 11/21/2023. The NR sustained a bump on their forehead
and a skin tear on their arm. The NR stated that they were reaching for candies on a nightstand
and slipped onto the floor. The ALF staff called 911 and the NR was transported to the
Emergency room for evaluation and treatment. Record show that a family member was notified
on 11/21/2023 at 23:12 PM.
2. Interview and review of records indicated that the NR had been eating their meals 50% to
100%. The ALF served water during meals and brought water to them, which was placed on
their table by their bed before bedtime. The NR requests and was served sugar free hot coco
per their request. The family supplies the NR with soda drinks. Record review of hospital
records (hospital records) showed the NR was admitted with Acute Kidney disease- AKD ( a
condition when an abrupt reduction in kidneys' ability to filter waste products occurs within a few
hours or a few days). The hospital records showed the NR AKI was suspected to be due to
"chronically (persisting for a long time or constantly recurring) poor oral intake and chronic
treatment with diuretics ( is any substance that promotes diuresis, the increased production of
urine) for the Chronic Heart Failure (A progressive heart disease that affects pumping action of
the heart muscles. This causes fatigue, shortness of breath).  The hospital records showed the
hospitalist doctor suspected the use of contrast dye to have contributed to the kidney problem.
The Hospital records showed the NR reported they had good oral intake.
3. Records reviewed showed the NR had 3 prior falls on 02/27/2023, 04/24/2023, and
06/10/2023. The Incidents were investigated and abuse and neglect were ruled out.
4. The ALF said the alarms were turned off. The NR’s room call button located by the wall was
operation and functioning when tested during the unannounced visit. On interview, the ALF staff
determined that the volume of the alarm was turned to low volume. The ALF double checked
the alarm volume and ensured that it was in full volume.
5. Record review of the Department of Social Health Services Home Community and Services
dated 11.20.2023, Palliative Care plan Assessment dated 11/15/2023, Service plan dated
07/27/2023, and hospital records dated 11/21/2023 showed the NR's skin was clean, dry and
intact.  Interview and record review showed the NR had a rash on their groin area which were
treated with Antifungal medications. The ALF's progress Notes  dated 11/19/2023 showed the
rashes in their groin area were resolved and the antifungal medications. There was no
documentation of a completed ongoing weekly rounds as required by the ALF's policy.
Sampled residents were assessed as having compromised skin integrity and wounds. The ALF
policy showed the Licensed Nurse was to complete ongoing wound rounds on residents with
wounds/compromised skin integrity no less than one time per week until resolved.  Results will
be documented in resident record. There was no documentation showing  weekly rounds were
completed for the sampled residents records. Failed practice was identified for the ALF in not
following their protocol  of documenting in the resident records an ongoing weekly rounds and
documentation. A citation was issued for non compliance with WAC 388-78A-2410 Content of
resident records.
6. The ALF serves water during meals and brings water by their table before bedtime. The NR
requested and was served sugar free hot coco and was able to communicate their needs. The
family supplied the NR with soda drinks and chocolate candies. The NR was able to verbalize
food preference.
7. The ALF made changes in their menu starting 01/01/2024 and were serving fruits daily, on a
weekly basis for breakfast, 2 x for lunch, and Residents had the options to
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request if they wanted more. Review of the Menu showed varieties of foods were served based
on the weekly menu. Observation at mealtime showed the ALF were following the Menu as
posted. Interview indicated the family brought bananas and were offered to the NR. The NR
would refuse at times and the banana were thrown away due to spoilage.
8. Record review showed the ALF coordinated podiatry services and the NR was seen by a
provider on 12/01/2023. Debridement and trimming of nails was done by the provider. The NR’s
care plan provided for the nail services to be done either by the ALF’s licensed nurse or a
podiatrists.
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corroborated the NR's claim of having a fall. The ALF staff were informed but did not
investigated the incident to identify the circumstances surrounding the incident , identify
preventative measures, as well as to rule out abuse and neglect. Failed practice was identified
and a citation was issued for noncompliance with WAC 388-78A-2371 Investigations.
2. The NR had a phone in their room beside their bed and was accessible for them. The NR
was able to call 911 through the phone in their room.
3. Interview and review of records indicated that the NR had been eating their meals 50% to
100%. The ALF served water during meals and brought water to them, which was placed on
their table by their bed before bedtime. The NR requests and would be served with sugar free
hot coco per their request. The Family supplied the NR with soda drinks. The NR had creatinine
level above baseline which was suspected due to poor fluid intake and used of water pills. The
NR’s creatinine level increased which could be what was termed as Contrast Nephropathy (is
worsening of renal function after IV administration of radiocontrast and is usually temporary.
Diagnosis is based on a progressive rise in serum creatinine 24 to 48 hours after contrast is
given. Treatment is supportive). The NR had a contrast used on 11/22/23 for CT scan of the
head and neck.
3. Record review of the Department of Social Health Services Home Community and Services
dated 11.20.2023, Palliative Care plan Assessment dated 11/15/2023, Service plan dated
07/27/2023, and hospital records dated 11/21/2023 showed the NR's skin was clean, dry and
intact. Sampled residents were assessed as having compromised skin integrity and wounds.
The ALF policy showed the Licensed Nurse was to complete ongoing wound rounds on
residents with wounds/compromised skin integrity no less than one time per week until resolved.
Results would be documented in resident record. There was no documentation showing weekly
rounds were completed for the sampled residents records. Failed practice was identified for the
ALF in not following their protocol  of documenting in the resident records an ongoing weekly
rounds and documentation. A citation was issued for non compliance with WAC 388-78A-2410
Content of resident records.
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EMS transcript and medical records.
911 audio recording

1. Interview and record review showed the NR sustained a new injury which corroborated the
NR's claim of having a fall. The ALF staff were informed but did not investigated the incident to
identify the circumstances surrounding the incident , identify preventative measures, as well as
to rule out abuse and neglect. Failed practice was identified and a citation was issued for
noncompliance with WAC 388-78A-2371 Investigations.
2. Interview and record review showed the family were aware and were the ones who called 911
for the NR to be brought to the hospital.
3. Record review of the Department of Social Health Services Home Community and Services
dated 11/20/2023, Palliative Care plan Assessment dated 11/15/2023, Service plan dated
07/27/2023, and hospital records dated 11/21/2023 showed the skin were clean, dry and intact.
Sampled residents were assessed as having compromised skin integrity and wounds. The ALF
policy showed the Licensed Nurse were to complete ongoing wound rounds on residents with
wounds/compromised skin integrity no less than one time per week until resolved.  Results will
be documented in resident record. There was no showing of weekly  documentation  in the
sampled residents records. Failed practice was identified for the ALF in not following their
protocol  of documenting in the resident records an ongoing weekly rounds and documentation.
A citation was issued for non compliance with WAC 388-78A-2410 Content of resident records.
4. Interview and review of records indicated that the NR had been eating their meals 50% to
100%. The ALF serves water during meals and brings water by their table before bedtime. The
NR requests and would be served with sugar free hot coco per their request. The Family
supplies the NR with SODA drinks. The NR had creatinine level above baseline which was
suspected due to poor fluid intake and used of water pills.
5. The NR was on hospice services and had a hospital bed equipped with a bed rail. Interview
showed the ALF staff were to raise the bed rails only when the NR were to go to bed and sleep.
The NR was no longer in the ALF for observation at the time of the unannounced visit.
6. 1. Interview and record review showed the NR sustained a new injury which corroborated the
NR's claim of having a fall. The ALF staff were informed but did not investigated the incident to
rule out abuse and neglect as well as the circumstances surrounding the allegation. Failed
practice was identified and a citation was issued for non compliance with WAC 388-78A-2371
Investigations.
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Review of Progress notes dated 11/29/2023 showed Resident 1 had a hematoma on the right side of
their forehead that was open to air, skin tear to the top of their right hand and a small open area in
their sacrum. The progress notes did not mention any injury on their left forehead. 

Review of an incident report (IR) dated 12/02/2023 showed the family reported Resident 1 stated
that they had a fall. The IR showed an ALF staff asked Resident 1 if they had a fall and Resident 1
stated they fell 2 times and hit both sides of their forehead. The IR showed Resident 1’s family called
911 and Resident 1 was sent to the hospital. 

Review of South Snohomish County Fire and Rescue Patient Care Record (Patient record) dated
12/02/2023 showed Resident 1 reported pain from where they had fallen 2 days prior. Resident 1's
record showed the family observed a new abrasion on Resident 1’s head and they were complaining
of having a headache. 

Review of Hospital records dated 12/03/2023 showed Resident 1 was seen at the emergency
hospital for a fall. The Hospital records showed Resident 1 had "Hematoma on their right forehead
with some bruising that looks older. Pressure looking abrasion type injury to left forehead".

On 02/12/2024 at 10:32 AM, Staff B, Executive Director, stated that the Director of Nursing Services
(DNS), did an investigation.

On 02/12/2024 at 1:34 PM, Staff C, Director of Nursing Services (DNS), stated that they do not
believe they investigated the incident because Resident 1’s family were saying they fell but the ALF
staff stated they were not aware Resident 1 had a fall. Staff C was unable to provide a copy of an
incident report or an investigation during the unannounced visits on 12/07/2023, 12/21/2023, and
01/05/2024.

On 01/05/2024 at 3:00 PM, Staff D, Resident Care Coordinator stated that on 12/02/2023, Resident
1 informed them they hit their head on the side rail in their bed when they allegedly had the fall on
12/02/2023. Staff D stated that Resident 1 had a new bruising in their left forehead at the time of the
alleged fall on 12/02/2023. 

This is a recurring citation previously cited on 12/15/2021.
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Resident 3 was admitted on /2022 with multiple diagnoses including .

Review of a NSA dated 11/26/2023 showed Resident 2 had compromised skin and could be dry/thin
and bruise easily. Resident 3 requires total assist for the application of lotion and or protect the skin.
Staff were required to notify the Licensed Nurse for any red, raised, discolored or open areas. The
NSA showed that wound care (refers to specific types of treatment for wounds that break the skin)
was initiated on 11/20/2023 but did not provide any details about the location or type of wound. 

Review of Hospital Emergency Record dated /2023 showed Resident 3 was seen and was
admitted at the hospital due to unwitnessed fall with a head laceration on their scalp from the fall.
Resident 3 returned to the ALF on /2023.

On 01/18/2024 at 10:42 AM, Collateral Contact 2 (CC2) stated that they visited Resident 3 every
other week and they observed Resident 3 with couple minor injuries on their nose and their
Forehead. CC2 stated that they saw Resident 3 with a bandage on their forehead. 

Review of Resident 3’s Progress Notes for November 2023 did not show any documentation of an
ongoing weekly rounds for Resident 2’s compromised skin or wounds. 

Plan/Attestation Statement
I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, THE COTTAGES AT MILL
CREEK is or will be in compliance with this law and / or regulation on
(Date)________________ .

In addition, I will implement a system to monitor and ensure continued compliance with
this requirement.

Administrator (or Representative) Date
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