STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

EMERITUS CORPORATION

Brookdale Olympia East
616 LILLY RD NE
OLYMPIA, WA 98506

RE: Brookdale Olympia East License # 2275
Dear Administrator:

This letter addresses Compliance Determination(s) 35715 (Completion Date 01/24/2024) and
29837 (Completion Date 09/21/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 01/24/2024
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-2160

The Department staff who did the on-site verification:
Paul Aube, ALF NCI

If you have any questions, please contact me at (253)254-3190.
Sincerely,

Co? Claneroa

Cory Cisneros, Field Manager

Region 3, Unit E
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Brookdale Olympia East Provider Type: Assisted Living Facility
License/Cert.#: 2275

Compliance Determination #: 29837 Intake ID: 98953

Investigator: Paul Aube Region/Unit #: RCS Region 3/ Unit E
Investigation Date(s): 09/20/2023 through 09/21/2023

Complainant Contact Date(s):

Allegation(s):
Resident/Patient/Client Neglect: Report of resident falling on the floor and not being checked on
by staff throughout the night.

Investigation Methods:

Sample: Total residents: 65
Resident sample size: 4
Closed records sample size: 0

Observations: Residents
Activities
Dining
Resident rooms
Staff to resident interactions
Resident to resident interactions
Emergency Water Supply

Interviews: Residents
Nursing staff
Management

Record Reviews: Facility policies

Emergency Preparedness Manual
Letters/Notification to Residents
Incident Reports

Progress Notes and Alert Charting

Investigation Summary:

Resident/Patient/Client Neglect: Facility failed to provide resident their call-light pendant to
summon staff help after they slid out of their chair and was unable to get up on their own.
Facility did not follow care plan as written. Failed practice identified.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written

[l Failed Provider Practice Not Identified / No Citation Written
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N/A

This document was prepared by Residential Care Services for the Locator website.



18.04.2023 14:54:38 State of Washington

STATE OF WARHINGTON

DERPARTAMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMIESTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Statsment of Deficiencies Licanse ¥ 2275 Comghanca Datermination # 29837
Plar of Correction Brookdale Olympsa East Completion Date
Page 1 of 4§ ticensze. EMERIYUS CORPORATION GRR2I2623

You are fequired 1o b2 n camphance st sl Grres wath all ikeneing lawe and regulasbons ta
rramtain your Asssted Laving Faolity icense.

The dapactment compietad data callection for an wnarmounced sa-ste Compiaint mvestigation
on AR25/2923 and 087242023 of

5¢

roordaie Oymma Sast
£18 ULLY RO NE
OLYMPIA, WA G518

This document references e toliovang complant numder{sy 85324 38953

o

The folicvang sample was selected for review duving the ynannaunced on-site vist 4 of 3%
curremt residents and § formes rewdenis,

The depariment staff that investigated the Sssisted Living Facibty.

Faui Aube, ALF NG

Fram

DSHS, Aging and Long- Yerm Suppart Adrmsnistration
Reqdenta: Cace Senvices. Repion 3 Ust £

800 NE 138th Ave Ste 240

Vancauver, Wh 92884

As a resull of the sresde visil{s], the departmen found that yau are natin comphance with the
treaaing laws and regulatons as stated m the cdeg deficiencias in the enciased report,

C)M} ' 2 10/04/2023

ReMenta! Jare Services Date

P ungersiand that to mantam an Assisted Living Faolity beense, the faciiity must Be in
complance wah al the hrensing laws and regudstions 3t 36 nmes
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Statement of Deficiencies License #: 2275 Compliance Determination # 29837
Plan of Correction Brookdale Olympia East Completion Date
Page 1 of 4 Licensee: EMERITUS CORPORATION 09/21/2023

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
on 09/20/2023 and 09/21/2023 of:

Brookdale Olympia East
616 LILLY RD NE
OLYMPIA, WA 98506

This document references the following complaint number(s): 95324, 98953

The following sample was selected for review during the unannounced on-site visit: 4 of 65
current residents and O former residents.

The department staff that investigated the Assisted Living Facility:

Paul Aube, ALF NCI

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 3, Unit E

800 NE 136th Ave Ste 200

Vancouver, WA 98684

As a result of the on-site visit(s), the department found that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.

Residential Care Services Date

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all times.
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18.04.2023 14:54:30 State of Washington

Statsmest of Cehiciencies License # 2270 Comvpliance Determinalion # 23837
Plan of Correction Brockdals Ciympa East Compistion Date
Pages 2 ofd Livensee. EMERITUS CORPORATION 082172023

oty for 2

_sa's/

T TOr IRERTE GENTative

WAC 388-78A-2160 Implementation of negotiated service agreement, The assisted living
facility must provide the care and services as agreed upon in the negotiated service
agreement to each resident untess a deviation from the negotiated service agreament is
mutually agreed upon between the assisted living faciiity and the resident or the resident's
representative at the time the care or services are scheduled.

This requirement was not met as evidenced by:

Based on recond review and intenvisw, tha faciity faded to provids ~..':e tare and serwvices as agread
upan i tha negabiated senvine agreemeant for 1 uf 4 rasidents {Resident 1 [R1}), reviewed. This
faiiure prevented the rasident from summanwy staff far J:;SiS!’?m“-‘ vmes: they fodl during the night
and contniouted to the resigent bang on e groung all night and havang 1o sieep on the ground, ang
placed the resident at risk of uamet oare needs

Findings included..
Review of R1'sJaca eheat shawed that R1 was admitte d to the fauilty s'z-J“ZB

Review of R1's Persona! Service Flan (PSP}, [ast reviswed on -"t’J 3. under the category litled,
"Umversal Fali Frecaubans for Brookgale Residents”, stated “Farvliarize rasident with call s gystem
and have himyher dernonglrale yse Be Slertte olacing resident’s parsonal items wathin reach ™

Curing an intarvewe with Staf A ths Health and Velinese Dvector, on G872 L2123 at { 46PA Staff &

was asked what ivpe of traming was provided to staff reqarding <all lights. \?af* A stated that staff

pere ainad about calt Sghts during sn-bearding. and hat staff were transd 1 nad laave any
r»stu rits without thayr call ight pendant Stalf A statad sta¥f were trained 2o ensuie the call kght
peﬁ:ia wag eithar an the resident, or 3t e very teast vathin reach of the resident

Feview of R1's incident R‘epor-’: dated 08/15/2023 shawed that R§ was fourd o the foor ot
approomately 18 35AM by faciity staff. "Regdent was found on kving room fisor by ther Physicat
T?‘Prspsst at avout 10 30AM u EJ‘.&G for ing _wy'tom..‘. nane.” Undey the "Foliow Up infermatian’
gsection of the Incident Repont it stated, "Spake with [Stalf B a caregiver) wha reported ftheyl put
[Riito beci that ;mght. Expizined that (R1] was tound without ithens] pendant by therapy. Educaton
was verbally done with {Stat 81 about making sure that [theid sendant and anyone glse fresidents
always has t on o Aanthit rsach
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Statement of Deficiencies License #: 2275 Compliance Determination # 29837

Plan of Correction Brookdale Olympia East Completion Date
Page 2 of 4 Licensee: EMERITUS CORPORATION 09/21/2023
Administrator (or Representative) Date

WAC 388-78A-2160 Implementation of negotiated service agreement. The assisted living
facility must provide the care and services as agreed upon in the negotiated service
agreement to each resident unless a deviation from the negotiated service agreement is
mutually agreed upon between the assisted living facility and the resident or the resident's
representative at the time the care or services are scheduled.

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to provide the care and services as agreed
upon in the negotiated service agreement for 1 of 4 residents (Resident 1 [R1]), reviewed. This
failure prevented the resident from summoning staff for assistance when they fell during the night
and contributed to the resident being on the ground all night and having to sleep on the ground, and
placed the resident at risk of unmet care needs.

Findings included...
Review of R1’s face sheet showed that R1 was admitted to the facility on [Jjjjjj/2023.

Review of R1's Personal Service Plan (PSP), last reviewed on [JJjjj/2023, under the category titled,
“Universal Fall Precautions for Brookdale Residents”, stated, “Familiarize resident with call system
and have him/her demonstrate use. Be Alert to placing resident’s personal items within reach.”

During an interview with Staff A, the Health and Wellness Director, on 09/21/2023 at 1:46PM, Staff A
was asked what type of training was provided to staff regarding call lights. Staff A stated that staff
were trained about call lights during on-boarding, and that staff were trained to not leave any
residents without their call light pendant. Staff A stated staff were trained to ensure the call light
pendant was either on the resident, or at the very least, within reach of the resident.

Review of R1’s Incident Report, dated 09/15/2023, showed that R1 was found on the floor at
approximately 10:30AM by facility staff. “Resident was found on living room floor by their Physical
Therapist at about 10:30AM. Checked for Injury found none.” Under the “Follow Up Information”
section of the Incident Report, it stated, “Spoke with [Staff B, a caregiver] who reported [they] put
[R1] to bed that night. Explained that [R1] was found without [their] pendant by therapy. Education
was verbally done with [Staff B] about making sure that [their] pendant and anyone else [residents]
always has it on or within reach.”
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10.84.2023 14:54:30 State of Washington

Statemezat of Deficiancizs Licepse # 22750 Curapliance Deternunahkon # 28937
Plan of Corection Breockdale Qlympia East Campisticn Dats
Pags 3 of 4 Licensee EMERITUS CORPORATION 082172023

Durinig a phone interview with Staff 8, on 03/2 1720273 at 15470 . when asked i the resident was
given a shower on thie svemng shff of D9718/2023 they stated, "Yes, [R Y got 3 shower. After the
shower | put [Kilin the chay § put [Ri} back in {ther] seat besaose {theyl wated t3 sitin {thend
szat " Sa¥f D was asked i thay remembered where they put the call light peadant "I gave the oatl
ight back to [R1) and | put i§ arcund ]iseir] nechk *

Review af 3 facility provided wirnten vatness staterment from Staff B, dated BW21/2623, stated, "On
September the 151 | showerad {R1] ang put themj fo bed. | forgot and put [R1] to bed. | forgol to
put [R1 s pendant on and 188 4 ip the bathroor. [Staff A] spoke with me about izaving e pendam
in e bathroor and Hat | should naver leave 3 resident alone wathaut a pendant.”

Duang an intenview with Configential Collateral Contact 3 {CCH), on 8%/2172823 at 18 B5AM, CCt
gtated that upon anteting RY's yvoomto provide services on BE1E2023 at approxmately § 30AM,
they faund the resident on e flogr. CCF glated. "The meght before from what 812 patient told me s
that #hey] gof 3 shower. and tha staff member undressed fihem}. and took jthewr] sak iight pendant
off ang set 4 an a cabimet aexd o the shower. After the shower fiheyl got IR1] ready and got [R1] up
to the ineng room and put {R11 w the <har tat [they] usually sit 1 and fargot ta pat the [all ight)
pendars back an K1) The resdent stated that approremately 11pm ftheyd slid cut of fthew] cnar
onta the flogr arut was not able fo get any [staff 81 attenticn untid § arrived the foliowang rooming
around 8 30am.” CT1 stated that they ivcked for RY's gl kght pendant and found it i the baltwoen
on the caunter, right where R1 stated i wauid be

Curinng an ntervsw with R1 are GU2172523 at 1107AM, R was asked if they recatieg faliing

recaatly. R statad, "t siid down the chair and § could ot get back up ” K1 was not able to Setermine
the tirne thay fell put stated that they shid out of ther chay sarmetime dunng the mght “The next
marning. physical therapy faund me | did not kave my pendant 10 <all anyone " R stated that the
cai ight persiany wag isft in the pathroom on the counter after they recerved thair shawer the
previous sght. "They brought me back o my char, alters sy shower, bt did nat give me back my
pendant That was the problene. i was on the graund ail night | slept an the floor There was nothing
I coutd do 1§ just sat there and hoped somebody wauld comre ™

This was a previsus consgitatisn on G5/04/2022

Plan/Atrestation Statement
{ herely cenify that | have reviewes this renort ang have iaken of will take active
measuras to carect this deficiency. By taking this action, Brookdaie Phyrrgha Eastis or
will be i complianae with thic iaw and 7 of regulation on (Date}

in gdoiben, | wili impierment a system te rhonitos and ensure Condinusd comphanse with
this regusrenent,
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Statement of Deficiencies License #: 2275 Compliance Determination # 29837
Plan of Correction Brookdale Olympia East Completion Date
Page 3 of 4 Licensee: EMERITUS CORPORATION 09/21/2023

During a phone interview with Staff B, on 09/21/2023 at 10:47AM, when asked if the resident was
given a shower on the evening shift of 09/14/2023, they stated, “Yes, [R1] got a shower. After the
shower | put [R1] in the chair. | put [R1] back in [their] seat because [they] wanted to sit in [their]
seat.” Staff D was asked if they remembered where they put the call light pendant. “I gave the call
light back to [R1] and | put it around [their] neck.”

Review of a facility provided written witness statement from Staff B, dated 09/21/2023, stated, “On
September the 15th | showered [R1] and put [them] to bed. | forgot and put [R1] to bed. | forgot to
put [R1's] pendant on and left it in the bathroom. [Staff A] spoke with me about leaving the pendant
in the bathroom and that | should never leave a resident alone without a pendant.”

During an interview with Confidential Collateral Contact 1 (CC1), on 09/21/2023 at 10:05AM, CC1
stated that upon entering R1’s room to provide services on 09/15/2023 at approximately 9:30AM,
they found the resident on the floor. CC1 stated, “The night before from what the patient told me is
that [they] got a shower, and the staff member undressed [them], and took [their] call light pendant
off and set it on a cabinet next to the shower. After the shower, [they] got [R1] ready and got [R1] up
to the living room and put [R1] in the chair that [they] usually sit in and forgot to put the [call light]
pendant back on [R1]. The resident stated that approximately 11pm [they] slid out of [their] chair,
onto the floor and was not able to get any [staff's] attention until | arrived the following morning
around 9:30am.” CC1 stated that they looked for R1’s call light pendant, and found it in the bathroom
on the counter, right where R1 stated it would be.

During an interview with R1 on 09/21/2023 at 11:07AM, R1 was asked if they recalled falling
recently. R1 stated, “I slid down the chair, and | could not get back up.” R1 was not able to determine
the time they fell but stated that they slid out of their chair sometime during the night. “The next
morning, physical therapy found me. | did not have my pendant to call anyone.” R1 stated that the
call light pendant was left in the bathroom on the counter after they received their shower the
previous night. “They brought me back to my chair, after my shower, but did not give me back my
pendant. That was the problem. | was on the ground all night. | slept on the floor. There was nothing
| could do, I just sat there and hoped somebody would come.”

This was a previous consultation on 05/04/2022.

Plan/Attestation Statement
I hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Brookdale Olympia East is or
will be in compliance with this law and / or regulation on (Date)

In addition, | will implement a system to monitor and ensure continued compliance with
this requirement.
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10.84.2023 14:54:30 State of Hashington
Statemeat of Deficiencies License # 2270 Cuorapliance Deternunaton # 23937
Plan of Correction Brockdals Ciympia East Compisticn Date
Pags 4 2¥4 4 Livenses: EMERITUS CORPORATION 0872172027

/I /u /zlﬁ
[ Date

istratar {5

spresentatve)

*2)ISAM J01BI07 BY) 10} SIIIAISS 3Je) |elnuapisay Aq paJedald sem Juawndop sty



Statement of Deficiencies License #: 2275 Compliance Determination # 29837

Plan of Correction Brookdale Olympia East Completion Date
Page 4 of 4 Licensee: EMERITUS CORPORATION 09/21/2023
Administrator (or Representative) Date
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