
 
 

 

   

      
     

  

   
   

   

       

      

  

          
    

             
            

 

             
 

    

        
      

          

 

    
    

   

This docum
ent w

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



Residential Care Services
Investigation Summary Report

Provider/Facility: Brookdale Meadow Springs

License/Cert.#: 2311

Provider Type: Assisted Living Facility

Compliance Determination #: 23878
Intake ID: 81646

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 05/12/2023 through 05/17/2023
Complainant Contact Date(s): 05/12/2023, 05/17/2023, 05/24/2023

1.   Identified resident was told by identified staff that they could not have their briefs changed
because it had not been long enough.
2.   Identified resident was not receiving care and services in a timely manner.

Allegation(s):

Total residents: 56
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Resident care equipment
Resident rooms
Staff to resident interactions

Observations:

Identified resident
Identified staff
Nursing staff
Corporate staff
Residents
Family members

Interviews:

Medical records
Negotiated service agreement
notes
Incident investigation
Call light logs

Record Reviews:

1.  Interview with the identified resident and their representative confirmed the resident was told
they could not be changed because it had not been enough time in between despite the
negotiated service agreements direction to change on request.  The identified resident was left
with a wet brief and were uncomfortable sitting in the brief.  Facility investigation record review
showed the resident was told they could not be  changed because it had not been two hours
and more than two hours had passed between care being provided.  Deficient practice was
identified, please see the
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Statement of Deficiency dated 05/17/2023 for failing to ensure resident care and services were
provided per resident choice WAC 388-78a-2660.
2.   Interview with the identified resident confirmed the resident did not have their call light
answered in under 30 minutes and that sometimes despite putting the light on they had to make
a telephone call to the front desk to actually receive help.  Facility staff interview confirmed there
were multiple times the resident had to wait for more than 30 minutes for help.  Facility call light
log review showed wait times greater than 30 minutes.  Deficient practice was identified, please
see the Statement of Deficiency dated 05/17/2023 for failing to ensure resident care and
services were provided per resident choice WAC 388-78a-2660.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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