STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 99250, Lakewood, WA 98496

10/24/2024

Milton Meridian LLC

The Meridian at Stone Creek
1111 S 376th St

Milton, WA 98354

RE: The Meridian at Stone Creek # 2365

Dear Administrator:

This letter addresses deficiencies occurring in the report(s) for. Compliance Determination(s)
49380 (Completion Date 10/24/2024) and 44313 (Completion Date 08/09/2024).

The Department completed a follow-up inspection of your Assisted Living Facility on 10/24/2024
and found no deficiencies.

The Department found that deficiencies for the following licensing laws and regulations were

corrected:
WAC 388-78A-2480 Tuberculosis Testing Required.

(1) The assisted living facility must develop and implement a system to ensure each staff person is
screened for tuberculosis within three days of employment.

WAC 388-112A-0720 What are the CPR and first-aid training requirements?
(2) Assisted living facilities.

(a) Assisted living facility administrators who provide direct care and long-term care workers must

have and maintain a valid CPR and first-aid card or certificate within thirty days of their date of hire.

WAC 388-78A-2462 Background checks Who is required to have.

(2) The assisted living facility must ensure that the administrator and all caregivers employed directly

or by contract after January 7, 2012 have the following background checks:

(a) A Washington state name and date of birth background check; and

(b) A national fingerprint background check.
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WAC 388-78A-24681 Background checks Employment Provisional hire Pending results of
national fingerprint background check. The assisted living facility may provisionally employ a
caregiver and an administrator hired after January 7, 2012 for one hundred and twenty-days
and allow the caregiver or administrator to have unsupervised access to residents when:

(1) The caregiver or administrator is not disqualified based on the results of the Washington state
name and date of birth background check; and

WAC 388-78A-2500 Specialized training for mental iliness. The assisted living facility must
ensure completion of specialized training, consistent with chapter 388-112A WAC, to serve
residents with mental iliness, whenever at least one of the residents in the assisted living
facility has a mental illness that is the resident's primary special need and is a person who
has been diagnosed with or treated for an Axis | or Axis Il diagnosis, as described in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision, and:

WAC 388-78A-2510 Specialized training for dementia. The assisted living facility must ensure
completion of specialized training, consistent with chapter 388-112A WAC, to serve residents
with dementia, whenever at least one of the residents in the assisted living facility has a
dementia that is the resident's primary special need and has symptoms consistent with
dementia as assessed per WAC 388-78A-2090 (7).

WAC 388-112A-0611 Who in an assisted living facility is required to complete continuing
education training each year, how many hours of continuing education are required, and
when must they be completed?

(1) The continuing education training requirements that apply to certain individuals working in
assisted living facilities are described below.

(a) The following long-term care workers must complete twelve hours of continuing education by
their birthday each year:

(i) A certified nursing assistant;

WAC 388-78A-2450 Staff.

(2) The assisted living facility must:

(c) Verify prior to hiring that staff persons have the required licenses, certification, registrations, or
other credentials for the position, and that such licenses, certifications, registrations, and credentials
are current and in good standing;

WAC 388-112A-0200 What is orientation training, who should complete it, and when should it
be completed? There are two types of orientation training: Facility orientation training and
long-term care worker orientation training.

(1) Facility orientation. Individuals who are exempt from certification as described in RCW
18.88B.041 and volunteers are required to complete facility orientation training before having routine
interaction with residents. This training provides basic introductory information appropriate to the
residential care setting and population served. The department does not approve this specific
orientation program, materials, or trainers. No test is required for this orientation.
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WAC 388-78A-2305 Food sanitation. The assisted living facility must:

(1) Manage food, and maintain any on-site food service facilities in compliance with chapter 246-215
WAC, Food service;

WAC 388-78A-2150 Signing negotiated service agreement. The assisted living facility must
ensure that the negotiated service agreement is agreed to and signed at least annually by:

(1) The resident, or the resident's representative if the resident has one and is unable to sign or
chooses not to sign;

(2) A representative of the assisted living facility duly authorized by the assisted living facility to sign
on its behalf, and

(3) Any public or private case manager for the resident, if available.

WAC 388-78A-2130 Service agreement planning. The assisted living facility must:

(1) Develop an initial resident service plan, based upon discussions with the resident and the
resident's representative if the resident has one, and the preadmission assessment of a qualified
assessor, upon admitting a resident into an assisted living facility. The assisted living facility must
ensure the initial resident service plan:

(a) Integrates the assessment information provided by the department's case manager for each
resident whose care is partially or wholly funded by the department or the health care authority;
(b) Identifies the resident's immediate needs; and

(c) Provides direction to staff and caregivers relating to the resident's immediate needs, capabilities,
and preferences.

WAC 388-78A-2120 Monitoring residents' well-being. The assisted living facility must:

(4) Take appropriate action in response to each resident's changing needs.

The Department staff who did the On Site verification:

Kathy Heinz, Long Term Care Surveyor
Shirley Grew, LTC Surveyor
Woodetta Maulana,

If you have any questions, please contact me at (253)442-3013.

Sincerely,
}M‘:;?D-%»i:;l
Manfay Chan, Field Manager

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

Provider/Facility: The Meridian at Stone CreekProvider Type: Assisted Living Facility

License/Cert.#: 2365 Intake ID: 133687

Compliance Determination #: 44313 Region/Unit #: RCS Region 3 / Unit D
Investigator: Kathy Heinz
Investigation Date(s): 07/17/2024 through 08/09/2024

Complainant Contact Date(s):

Allegation(s):
House keeping and maintenance services are not being provided

Investigation Methods:

Sample: Total residents: 60
Resident sample size: 12
Closed records sample size: 1

Observations: Resident rooms
Resident to resident interactions
Staff to resident interactions
Food preparation

Interviews: Maintenance staff
Kitchen staff
caregivers
Executive Director
Administrative Staff

Record Reviews: Incident investigation
Personnel files
Staff training records
Staff patterns
care plans
progress notes
medication administration records

Investigation Summary:

Based on observation, and interview a citation was written under WAC 388-78A -3090 for failure
to maintain a safe and sanitary environment.

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

X] 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.



Residential Care Services
Investigation Summary Report

Provider/Facility: The Meridian at Stone CreekProvider Type: Assisted Living Facility

License/Cert.#: 2365 Intake ID: 136844

Compliance Determination #: 44313 Region/Unit #: RCS Region 3 / Unit D
Investigator: Kathy Heinz
Investigation Date(s): 07/17/2024 through 08/09/2024

Complainant Contact Date(s):

Allegation(s):
Financial exploitation
Care and services were not provided

Investigation Methods:

Sample: Total residents: 60
Resident sample size: 12
Closed records sample size: 1

Observations: Residents
Dining
Resident rooms
Staff to resident interactions
Activities
Identified resident

Interviews: complainant
Executive Director
Resident Services Director

Record Reviews: care plans
progress notes
task sheets

Investigation Summary:
1. There was not enough evidence to support the allegation of financial exploitation

2. Based on interview and record review failed practice was identified and a citation was written
under 388- 78A - 2130 (1) ( a) (b) (c) when the facility failed to develop an initial service plan.

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

X] 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.



Residential Care Services
Investigation Summary Report

Provider/Facility: The Meridian at Stone CreekProvider Type: Assisted Living Facility

License/Cert.#: 2365 Intake ID: 136776

Compliance Determination #: 44313 Region/Unit #: RCS Region 3 / Unit D
Investigator: Kathy Heinz
Investigation Date(s): 07/17/2024 through 08/09/2024

Complainant Contact Date(s):

Allegation(s):

1. Residents admitted with out a proper documents

2. Care and services not provided/ pendant call times are over fifteen minutes
3. Staff are not following policies and procedures for medication administration
4. Residents wait for long periods of time in the dining room

5. Housekeeping Services are not provided.

6. Staff lack training.

Investigation Methods:

Sample: Total residents: 60
Resident sample size: 12
Closed records sample size: 1

Observations: Residents
Dining
Activities
Resident rooms
Staff to resident interactions
Resident to resident interactions

Interviews: Executive Director
Family members
Residents
Staff

Record Reviews: Medical records

Incident investigation
Personnel files
care plans

Investigation Summary:

1. There was no evidence to support the allegation

2. A citation was written for failing to develop a care plan and failing to have to care plans
signed by the resident or their representative

3. A consultation was written for failing to secure an order prior to the administration of a
topical.
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4. Dining observations failed to show Resident's waited for long periods of time.

5. A citation was written for failing to provide a safe and sanitary environment. The citation was
written under a separate intake.

6. Citations were written for staff who failed to have required training documents.

Conclusion / Action:
[X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

L1 N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: The Meridian at Stone CreekProvider Type: Assisted Living Facility

License/Cert.#: 2365 Intake ID: 137436

Compliance Determination #: 44313 Region/Unit #: RCS Region 3 / Unit D
Investigator: Kathy Heinz
Investigation Date(s): 07/17/2024 through 08/09/2024

Complainant Contact Date(s):

Allegation(s):
Food safety

Investigation Methods:

Sample: Total residents: 60
Resident sample size: 12
Closed records sample size: 1

Observations: Kitchen

Interviews: Food Services Director
Executive Director

Record Reviews: None

Investigation Summary:

Investigation Summary: Based on observations and interviews a citation was written under
WAC 388-78A-2305 (1) for failure to maintain a sanitary environment in the kitchen.

Conclusion / Action:
X Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

[] NA
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Residential Care Services
Investigation Summary Report

Provider/Facility: The Meridian at Stone CreekProvider Type: Assisted Living Facility

License/Cert.#: 2365

Intake ID: 139797

Compliance Determination #: 44313 Region/Unit #: RCS Region 3 / Unit D

Investigator: Kathy Heinz

Investigation Date(s): 07/17/2024 through 08/09/2024
Complainant Contact Date(s):

Allegation(s):

Care and services not being provided for Identified Resident 1 and Identified resident 2.

Investigation Methods:

Sample:

Observations:

Interviews:

Record Reviews:

Total residents: 60
Resident sample size: 12
Closed records sample size: 1

Residents

Activities

Dining

Resident care equipment
Resident rooms

Staff to resident interactions

Nursing staff
Residents
Family members
complainant

investigation of incident involving the identified resident 2

Investigation Summary:

Based on observation and interview, failed practice was identified and a citation was written
under 388-78A-3090 (1) (a, ¢ and d) maintenance and housekeeping. The facility conducted an

investigation of the incident involving identified resident 2.

Conclusion / Action:

[] Failed Provider Practice Identified / Citation(s) Written

X Failed Provider Practice Not Identified / No Citation Written

L] N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: The Meridian at Stone CreekProvider Type: Assisted Living Facility

License/Cert.#: 2365 Intake ID: 127335

Compliance Determination #: 44313 Region/Unit #: RCS Region 3 / Unit D
Investigator: Kathy Heinz
Investigation Date(s): 07/17/2024 through 08/09/2024

Complainant Contact Date(s):

Allegation(s):
1) Resident 10 had Norovirus while living in the facility
2) Resident 10 sustained an open wound while living in the facility

Investigation Methods:

Sample: Total residents: 60
Resident sample size: 12
Closed records sample size: 1

Observations: staff to resident interaction
residents
general observation of the facility

Interviews: staff
others not associated with the facility

Record Reviews: resident records

Investigation Summary:

1) Unable to substantiate failed facility practice

2) Based on interview and record review the Assisted Living Facility failed to take appropriate
action when Resident 10 sustained an open area to their buttocks. Citation was written under
388-78A-2120-4

Conclusion / Action:
[X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

L1 N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: The Meridian at Stone CreekProvider Type: Assisted Living Facility

License/Cert.#: 2365 Intake ID: 125269

Compliance Determination #: 44313 Region/Unit #: RCS Region 3 / Unit D
Investigator: Kathy Heinz
Investigation Date(s): 07/17/2024 through 08/09/2024

Complainant Contact Date(s):

Allegation(s):
1) Resident 10 sustained an open area while living in the facility

Investigation Methods:

Sample: Total residents: 60
Resident sample size: 12
Closed records sample size: 1

Observations: staff to resident interaction
residents
general observation of the facility

Interviews: Staff
others not associated with the facility

Record Reviews: Resident records

Investigation Summary:

1) Based on interview and record review the Assisted Living Facility failed to take appropriate
action when Resident 10 sustained an open area to their buttocks. Citation was written under
388-78A-2120-4

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

L] N/A
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 99250, Lakewood, WA 98496

AMENDED
08/22/2024

Milton Meridian LLC

The Meridian at Stone Creek
1111 S 376th St

Milton, WA 98354

RE: The Meridian at Stone Creek # 2365

Dear Administrator:

This document references the following complaint numbers 133687, 134368, 136844, 136776,
137436, 139797, 127335, 125269.

The Department completed a full inspection of your Assisted Living Facility on 08/09/2024 and
found that your facility does not meet the Assisted Living Facility requirements.

The Department:
» Wrote the enclosed report; and

» May take licensing enforcement action based on many deficiency listed on the enclosed
report; and
» May inspect your program to determine if you have corrected all deficiencies; and

» Expects all deficiencies to be corrected within the timeframe accepted by the department.

You Must:
* Begin the process of correcting the deficiency or deficiencies immediately;
 Contact the Field Manager for clarifications related to the Statement of Deficiencies (SOD);

* Within 10 calendar days after you receive this letter, complete and return the enclosed
'Plan/Attestation Statement’;
o Sign and date the enclosed report;

o For each deficiency, indicate the date you have or will correct each deficiency;
o Mail the Plan/Attestation Statement and report with original signatures to:

Cory Cisneros, Field Manager
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The Meridian at Stone Creek # 2365
08/09/2024
Page 2 of 3

Residential Care Services
Region 3, Unit D

PO Box 99250
Lakewood, WA 98496

» Complete correction(s) within 45 days, or sooner if directed by the Department, after review of
your proposed correction dates.
» Have your plan approved by the Department.

Consultation(s):

In addition, the Department provided consultation on the following deficiency or deficiencies not
listed on the enclosed report.

WAC 388-78A-2220 Prescribed medication authorizations.

(1) Before the assisted living facility may provide medication assistance or medication administration
to a resident for prescribed medications, the assisted living facility must have one of the following:

(b) A written order from the prescriber;

The facility failed to ensure a topical medication for a resident with a skin condition was ordered by
their physician. Staff purchased an over-the-counter topical medication and applied the medication.
The resident's physician wrote an order for a similar topical medication to be applied to the resident's
skin.

You Are Not:

» Required to submit a plan of correction for the consultation deficiency or deficiencies stated in
this letter and not listed on the enclosed report.

You May:
» Contact me for clarification of the deficiency or deficiencies found.

In Addition, You May:

* Request an Informal Dispute Resolution (IDR) review within 10 working days after you
receive this letter. Your IDR request must include:
o What specific deficiency or deficiencies you disagree with;

o0 Why you disagree with each deficiency; and
0 Whether you want an IDR to occur in-person, by telephone or as a paper review.
0 Send your request to:

IDR Program Manager

Department of Social and Health Services
Aging and Long-Term Support Administration
Residential Care Services

PO Box 45600
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The Meridian at Stone Creek # 2365
08/09/2024
Page 3 of 3

Olympia, WA 98504-5600

If You Have Any Questions:

- Please contact me at (253)254-3190.

Sincerely,
Cory Cisneros, Field Manager

Region 3, Unit D
Residential Care Services

Enclosure
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(8.22.2024 16:13:51 State of Hashington

STATE OF WASHINGTON
DEPARTMENT QF .,OCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPGRT ADIAISTRATION

PC Box 93250, Lokewood, WA 28436

Statement of Dedciencies Liconse # 2365 Compitance Determination # 44312
FPan of Correchion The Rerdian 2t Sione Creek Complelion Dais
Face § of 18 Licenses: Milton Mendian LLC 08002024

You are required (o
5

be in compliance at all times with all licensing laws and regulations 16
niaintain your Assiste

ted '._-. niy Facility license

Tre ¢epariment completed data coilection for the unannouncead on-site full inspection and

complzint investigation or Q7/17/2024, 07/18/2024, 07/18/2024, 07/22/2024, 07/25/2024 2nd

;//9— g.;24 of:

Tris documeant references the follewing complaint numbers: 133587, 134368, 136244 136776
137428 128797, 1273830, 125288

Tha following sampie was selected for review during the unannounced on-site visit: 12 of 86
currsnt residents and 1 former residents.

The department siaff that inspected the Assisted Living Faclity:

Shirfey Grew, LTC ‘.Lmreym
Katiy Heinz, Long Term Care Surveyor
Woodetta Mauiana,

From:

DSHS, Aging and Long-Tarm Support Administration
Residential Care Sarvicss, Region 2, Unit D

O Box 99250

Lakewood, WA §8458

As aresult of ihe an-site visit(s) the department found that you are not in comphance with the
licensing laws and regulalions as stzted in the cited deficiencies in the enclosad report,

/_'A’;»_/g, {ezizene 08/22/12024
Resfdentizl Care Services Date

6/24
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 99250, Lakewood, WA 98496

Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 4 of 19 Licensee: Milton Meridian LLC 08/09/2024

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 the unannounced on-site full inspection and
complaint investigation on 07/17/2024, 07/18/2024, 07/19/2024, 07/22/2024, 07/25/2024 and
07/25/2024 of:

The Meridian at Stone Creek

1111 S 376th St
Milton, WA 98354

This document references the following complaint numbers: 133687, 134368, 136844, 136776,
137436, 139797, 127335, 125269.

The following sample was selected for review during the unannounced on-site visit: 12 of 60
current residents and 1 former residents.

The department staff that inspected the Assisted Living Facility:

Shirley Grew, LTC Surveyor
Kathy Heinz, Long Term Care Surveyor
Woodetta Maulana,

From:

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

PO Box 99250

Lakewood, WA 98496

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
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(8.27.7024 16:13:51 State of Hashington
Sialerment of Deficiencies T License # 2385 Compliance Delermination # 44313
Eian of Correction The Meridian at Stone Creek Completion Date
Page 5 of 19 Licensee: Rifton Meridgian LLC 08/09:2024

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing lews and regulaticns at all times,

............... Y2t vay

“aministrator {or Representative) Date

WAC 3838-784-2480 Tuberculesis Testing Required.

(1) The zssisted iiving facility must develop and implemeant a system 10 ensure ezch siaff personis
screenad for tubgicuiosis within three days of empleyment.

This rzguircinent was not met as evidenced by:

Bzsed o0 raco
and D) were s
fatlure placed

ord reviews and interview, the facility faiizd to ensure 2 of 4 sampled staff (Staff 4, C
e

!
ali 59 of 59 residents at risk for potential exposure cornmunicable disease.
Findings included. ..

Review of (he facility staff roster, dated 07/16/2024, showed:

Staff 4 (Executve Director) was hired on 05/13/2024. Review of her parsennel file on 07/22/202
failed to show documentation she had been screened for TB.

Stdff (Memory Care Director) was hired on 03/25/2024 Rev iew of her cersonnel file on
2/2024 failed to show documeniation she had been screened for TE.

Staff D (Res/dent Services Coordinater) was hired on 02/21/2024. Reviaw of her personnel file on
07/22/2024 failed to show documeniation she had ceen screened for TE.

During an interview en 07/25/2024 at 2:00 PM, Staif A said that she, and Staff C and D, had not
been screened for TE within three days of hie.

This is a recurring deficiency previously cited on 09/08/2022.

resnad for {uberculosis (TB, & communicable dise se) within three days of hire. This
i da

/74

*31ISqaM J01BI07 3y} 10} SAIIAIDS aJe) |ernuapisay Aq pasedaid sem Juawndop siyL



Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 5 of 19 Licensee: Milton Meridian LLC 08/09/2024

I 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.

Administrator (or Representative) Date

WAC 388-78A-2480 Tuberculosis Testing Required.

(1) The assisted living facility must develop and implement a system to ensure each staff person is
screened for tuberculosis within three days of employment.

This requirement was not met as evidenced by:
Based on record reviews and interview, the facility failed to ensure 3 of 4 sampled staff (Staff A, C

and D) were screened for tuberculosis (TB, a communicable disease), within three days of hire. This
failure placed all 59 of 59 residents at risk for potential exposure to a communicable disease.

Findings included...

Review of the facility staff roster, dated 07/16/2024, showed:

Staff A (Executive Director) was hired on 05/13/2024. Review of her personnel file on 07/22/2024
failed to show documentation she had been screened for TB.

Staff C (Memory Care Director) was hired on 03/25/2024. Review of her personnel file on
07/22/2024 failed to show documentation she had been screened for TB.

Staff D (Resident Services Coordinator) was hired on 02/21/2024. Review of her personnel file on
07/22/2024 failed to show documentation she had been screened for TB.

During an interview on 07/25/2024 at 3:00 PM, Staff A said that she, and Staff C and D, had not
been screened for TB within three days of hire.

This is a recurring deficiency previously cited on 09/08/2022.
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(18.22.2024 16:13:51 State of Hashington
Staternent of Deficiencies License # 2365 " Compiiance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Cate
Paged of 1@ Licensee: Ul!tbn Meridian LLC 08/09/2024
Pian/Aitestation Statement : ]

. . . . |
| hereby certify that | have reviewed Lhis report and have teken or will take a ‘1"&
at <

mezsures to correct this ceficiency. By iaking this ecticn, The Meridian a
or will be in compliance with this law and / or regulation on (Date)_7O+~LE4—

in zcdition. | will implement a system to moniter and ensure centinued compiiance with
this reguirement

©
AN

Lafirisirator (or Representative) Date

WAC 388-1124-0720 What are the CPR and first-aid training requirements?
(2) Assigtad living facilities.

(@) Aseisted living 1z Ity admirnstrators who providz dirzct czre and jong-term care workars must
have and maintain a valid CPR and firsi-zid caid or certficate within thiry days of therr date of hire

This requirement was not met as evidenced by:

Rased onresord review and inlervizw, the facility failed to ensure 3 of 3 samipled stalf (Staff B. C
and D) obtainzd a CPR {C qmopu.monarv Resuscitetiony/first-zid card within thirty Jdays cf hire This
failure piacad all 52 of 53 residents at risk of potential cecling of their heaith status during a medical
emergency.

Findings included..

Ay

Review of the faciiity staff roster, dated 07/16/2024. showzd:

Staff B (Medication Technician) was hired on 06/1

S 18/2023 Review of her nersonnel file on
Q7/22/2024 failed ta show she had omamem a CPR/first-gid ¢

t-gid card within thirty days of hire.

Staff C (Mr: ory Care Director) was hired on 03/25/2024. Review of her personnel fle on
07/22i2024 fa'led to show she had obtained a CPR/Mfirst-aid card within thirty days of hire,

Staff D (Resident Services Coordinator) was hired on 02/27/2024. Review of her personnel file on
07/22/2024, failed to show she had ottzined a CPR/first aid card within ity days of hire.

8/24
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Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 6 of 19 Licensee: Milton Meridian LLC 08/09/2024

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-112A-0720 What are the CPR and first-aid training requirements?
(2) Assisted living facilities.

(a) Assisted living facility administrators who provide direct care and long-term care workers must
have and maintain a valid CPR and first-aid card or certificate within thirty days of their date of hire.

This requirement was not met as evidenced by:
Based on record review and interview, the facility failed to ensure 3 of 3 sampled staff (Staff B, C
and D) obtained a CPR (Cardiopulmonary Resuscitation)/first-aid card within thirty days of hire. This

failure placed all 59 of 59 residents at risk of potential decline of their health status during a medical
emergency.

Findings included...

Review of the facility staff roster, dated 07/16/2024, showed:

Staff B (Medication Technician) was hired on 06/16/2023. Review of her personnel file on
07/22/2024 failed to show she had obtained a CPR/first-aid card within thirty days of hire.

Staff C (Memory Care Director) was hired on 03/25/2024. Review of her personnel file on
07/22/2024 failed to show she had obtained a CPR/first-aid card within thirty days of hire.

Staff D (Resident Services Coordinator) was hired on 02/21/2024. Review of her personnel file on
07/22/2024, failed to show she had obtained a CPR/first-aid card within thirty days of hire.
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Siaternent of Deficiencies ' License # 2365  Compliance Determinalion # 44313
Flan of Correction The Meridian at Stene Creek Comptetion Date
Fage 7 of 19 Licensee: Milton Meridian LLC 08:09/2024

During an int2rview on 07/25/2024 at 2:00 PM, Staff A (Executive Cirector) said Staff B, C and D, did
not pessess CPR/Mfirst-aid cards.

Pian/Altestation Statement ]
| hereby certify that | have reviewed this report and have taken or will take active

measures to correct this deficiency. By taking this action, The Meridian at &to.’k Creekis
or will be in comphance with this law and / or regulation on {Dale)_ 7 .
G/23)8059 >
(%
- o
in addition. | vwill implenent a system to manitor and ensure continued comphance with =
this requirement. s
3
(0]
3
L
________ Y/IRTBoRY :
R Q
tatl Vel Date n
°
=
i N ™
°
=
WAC 388-72A-2462 Background checks Wio is required to have -4
{2} The zssisred living tacility must ensure that the adm nm ator znd &ll caregivers empicyed direclly g
or by vontract aiter January 7. 2012 have the foliowing hackground chacks: -3
(%]
o
- ) _ o
{z) A Washingicn stete name and dete of buth background check; and g
Q
(b} A naticnal fingerprnnt backgriund check. o
,
™
&
This requizcimont was not met as evidenced Dy: P,
é.
Pzsed on record reviaws and interviaw, the facility fatled (o ensure o’ 4 sempled staff (Staff D) “
completed a Vashington state name and date of birth eriiminal background check. hla fzilure may =)
have rasulted in staff with a criminal history providing care (o 5€ of 58 rasidents. =
o
—
=}
‘ . . 8
Findings incluced, . g
o
=
5
acility staff roster, dated 07/15/2024, showed Staff D (Resident Services Coordinator) -4
.?/“1 (2024, Review rf Staff D's parsonnel file failed to show she Fad comgletad a =4

R ;
;v‘ashingicn .ate name and date of birth criminal backoround check.

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Directer) said Staff D had not
completed a Washington state name znd date of birth criminal background check.

Plan/ :\ttt_“qduo“ S‘tG‘EefﬂEn‘t‘ st — —|



Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 7 of 19 Licensee: Milton Meridian LLC 08/09/2024

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Director) said Staff B, C and D, did
not possess CPR/first-aid cards.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-2462 Background checks Who is required to have.

(2) The assisted living facility must ensure that the administrator and all caregivers employed directly
or by contract after January 7, 2012 have the following background checks:

(a) A Washington state name and date of birth background check; and

(b) A national fingerprint background check.

This requirement was not met as evidenced by:

Based on record reviews and interview, the facility failed to ensure 1 of 4 sampled staff (Staff D)
completed a Washington state name and date of birth criminal background check. This failure may
have resulted in staff with a criminal history providing care to 59 of 59 residents.

Findings included...

Review of the facility staff roster, dated 07/16/2024, showed Staff D (Resident Services Coordinator)
was hired on 02/21/2024. Review of Staff D's personnel file failed to show she had completed a
Washington state name and date of birth criminal background check.

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Director) said Staff D had not
completed a Washington state name and date of birth criminal background check.

Plan/Attestation Statement
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| hereby certify that | have reviewed this repont a
measures to correct this deficiency. By taking this action, "h
or will be in compliance witn this law and / or regulaton en 1D 1e

In addition. I will impiement a system to moniter and ensure continued compiiance with
this reguirement,

B/RE /202y

Administrator (or Reprasentative)

WAC 383-76A-24881 Backaround checks ECmployment Frevisional ire Pending resuits of
raational fingerprint backgretind check. The sssisted living facility may provisionaily amploy a
caregiver and an adiministi ator hired after fanuary 7, 2012 for one hundred and bwenty-says
and aliow the caregiver or administrator to have unsupervisad access to resideats when:

slified baszd on the resuits of the Washington stale

{1) The caregiver or adminisirator ig not disqu
= Ak ko and

[
szorground chec
This (equiraimant wos pot mat as evicdenced by:

Besed on ;f"ﬁm revicws and inlarview, the faciity f2dled to ensure 1 of 4 sa2n r:-.’en,.‘ siaif (S1af D) had
bl f (
\

“4

sinptstiad g a2l inn

rerprint criming! print background check. This failura

resids: .1\ at risk of receiving care from a staff with a criminal background.
Findings includzad

Rev wv uf the aac,nn 3tf ‘oster. daled 07/1{‘.:"02 QI&O‘ g Staff D (Resident Services Coordinator)
fledt to >ho~ she had completad a
ofh

(3]

& fa
na ICJfa] fir n;r-rr_'nnt criming ’backowi nd hwk W nhm .LO days

uring an intendsw on 07/25:2024 at 3:.060 P

A Staff A (Executive Direcier) said that Staif D had net
compglcted a national fingerprint ciminal backgre

und check.

FPlanfAtestation Siztement
| hereby ce:lify that | have reviewed his report and have taken or will take active
reasures to correct this deficizncy. By faking this action, The Meridian at Sleng Creek is
il
‘H

or will be in cemplanae with this law and / or reguization on (Date)
|
|
in addition. | will impiemant a system {o monidor and ensure continuzd camphance with
&l
L

this requirament,

18/24
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Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 8 of 19 Licensee: Milton Meridian LLC 08/09/2024

I hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-24681 Background checks Employment Provisional hire Pending results of
national fingerprint background check. The assisted living facility may provisionally employ a
caregiver and an administrator hired after January 7, 2012 for one hundred and twenty-days
and allow the caregiver or administrator to have unsupervised access to residents when:

(1) The caregiver or administrator is not disqualified based on the results of the Washington state
name and date of birth background check; and

This requirement was not met as evidenced by:

Based on record reviews and interview, the facility failed to ensure 1 of 4 sampled staff (Staff D) had
completed a national fingerprint criminal print background check. This failure placed 59 of 59
residents at risk of receiving care from a staff with a criminal background.

Findings included...

Review of the facility staff roster, dated 07/16/2024, showed Staff D (Resident Services Coordinator)
was hired on 02/21/2024. Review of Staff D's personnel file failed to show she had completed a
national fingerprint criminal background check within 120 days of hire.

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Director) said that Staff D had not
completed a national fingerprint criminal background check.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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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Page 9 of 1@

State of Hashington

License #: 2365 Compliance Determinetion # 44313
Completion Date

08/098/2024

The Meridian at Stone Creek
Licensee: Millon Merndian Li.C

T/RF/ 22y
]

WAQC 388-7RA,-2500 Specialized training for mental iliness. The assisted living Tacility must
ensure ccmplztion of specialized training, consistent with chapter 388-112A WAC, to serve
residents with mental iliness, whenever at least one of the residents in the assisted living
facility has a mental iilnass tiwat is the resident's primary special nead and is a person who

has heen dzagnosed with or treated for an Axis | or Axis Il diagnosis, as descrived in the
Diagnostic and Statistical Manual of Mental Diserders, Fourth Edition, Text Revision, and:

Aanminstrator (or Representative) Dale

This reguirement was not iv.et as evidenced by:
Staff C} hed

tr* fac 'I- y failed tc enswre 1ot 4 s

uaiity of iife

Findings included..

rteview of the faciity slalf rosier. dated 07/158/2024, showed Staff D (Resident Sarvices '? ordinator)
was hired on 02/21/2024. Review cf Staff O's persaninal file failed to show sha had completed
mental health specizlty training witnin 120 days of nire.

During an intersiew on 07/25/2024 at 3:00 PM, Staif A (Executive Director) said Staff D had not

‘

provided verificztion she had completad the training

FlaniAttesiation Staicment
i hereby certify that | have reviewed thlc report and have taken orw |l|1 kc acii
"‘.::at(:z; w0 ceiret Ll.:v agficiency. By iaking this actien, The Meridian at Sto

or will IIRTAT A o -an—ins ol
9 /23/208Y

2 in compiiance with ‘lns lavw ana / or regulation m‘ (Dawe)_-
tem o moniicr and ensure contnied comphance with

L

JE
e
-

3

q

neddition, | wllhimplement a
this requiremernt

Ma

Adaministrator {or Reprasentativa) Dats

WAC 388-78A-2510 Swecialized training for dementia. The assisted Hivin

with dementia, whenever at least

s faiiurz piaced regidents ci risk of receiving cave and

q izcility must ensure
compietion of spf-‘malueu training, consistent with chapter 388-112A WAC, to seive residents

11724
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Statement of Deficiencies License #: 2365 Compliance Determination # 44313

Plan of Correction The Meridian at Stone Creek Completion Date
Page 9 of 19 Licensee: Milton Meridian LLC 08/09/2024
Administrator (or Representative) Date

WAC 388-78A-2500 Specialized training for mental illness. The assisted living facility must
ensure completion of specialized training, consistent with chapter 388-112A WAC, to serve
residents with mental illness, whenever at least one of the residents in the assisted living
facility has a mental illness that is the resident’'s primary special need and is a person who
has been diagnosed with or treated for an Axis | or Axis Il diagnosis, as described in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision, and:

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to ensure 1 of 4 staff (Staff D) had
completed mental health specialty training. This failure placed residents at risk of receiving care and
services from untrained staff and at risk of a decreased quality of life.

Findings included...

Review of the facility staff roster, dated 07/16/2024, showed Staff D (Resident Services Coordinator)
was hired on 02/21/2024. Review of Staff D's personnel file failed to show she had completed
mental health specialty training within 120 days of hire.

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Director) said Staff D had not
provided verification she had completed the training.

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, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-2510 Specialized training for dementia. The assisted living facility must ensure
completion of specialized training, consistent with chapter 388-112A WAC, to serve residents
with dementia, whenever at least
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Slaternent of Deficiencies License # 2385 Compiance Delenmination # 44313
Fian of Correqlicn The Meridian at Stone Creck Completion Date
Fage 10 of 19 Licensee: Milton Meridian L1L.C 08/09/2024

one of the residents in the assisted living facility has a dementia thatis the resident’'s primary
special 1eed and has symptoms consistent with dementia as assessed per WAC 338-72A-
2090 (7).

This requirement was not et as evidenced by:

EBased on iecord review and interview. the facility faiied to ensure 1 of 4 sigff (Qta‘f D) had

completed dementia specialty training. This failure pizced resicents at risk of receiving cars and
services from uniraned staff anc at risk for ccus:gseo quality cf life.

Findings incluczd...

Reviguw of the facility sialf oster. dated 07/15/2024, showed Statf O (F?.CS =, t\,r ~ices Coordinator)

Y =]
w28 hired on 02i271/2024. Ravisw of Staff ['s parsonnat fle falsc to show she had completed
tdementiz speciglty Iraining

During an inisrview on 07/25/2024 at 3:00 PM, Staif A (Executive Director) said Siaff D had not
i icn «Fat had <_on‘x;3éeteo dc.ne..tu speua-iy t'a-mng.

Plan/Alicstation Siatement [
[

[ hereby cedify hat] have o e iewed this report and have tzken or will iaks active
measuras {0 ccirect .‘ s ce cr\cv By iaking this action, Tha Meridian at Stone Cresk s
cr will bt comliance \»x:'tl this law and / or regulation on (Datej_

7/23/204¢

in acdition, Lwill implement a system 1o mornitor and ensure centinued compliance with
ihis requirement

Laministrator {or Reprasentztive) Date

WAQ “2B-T12/-0671 Who in an assisted living facility is rerrired to complete continuing
cducaiion training each year, how niany hours of coniinuing education are required, and
wien must they be completed?
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Y The centinuing education training requirements that apply to certain ndividuals working in
assisted living facilities are descrived below,

——

(a) Tha folicwaig lon
ci

g-lerm care workers must complate twelve hours of continuing education by
ieir binihday ea e

year.

(i) A certified nursing assistant;

This requirameat was not met as evidencad by:



Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 10 of 19 Licensee: Milton Meridian LLC 08/09/2024

one of the residents in the assisted living facility has a dementia that is the resident's primary
special need and has symptoms consistent with dementia as assessed per WAC 388-78A-
2090 (7).

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to ensure 1 of 4 staff (Staff D) had
completed dementia specialty training. This failure placed residents at risk of receiving care and
services from untrained staff and at risk for decreased quality of life.

Findings included...

Review of the facility staff roster, dated 07/16/2024, showed Staff D (Resident Services Coordinator)
was hired on 02/21/2024. Review of Staff D's personnel file failed to show she had completed
dementia specialty training.

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Director) said Staff D had not
provided documentation that she had completed dementia specialty training.

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-112A-0611 Who in an assisted living facility is required to complete continuing
education training each year, how many hours of continuing education are required, and
when must they be completed?

(1) The continuing education training requirements that apply to certain individuals working in
assisted living facilities are described below.

(a) The following long-term care workers must complete twelve hours of continuing education by
their birthday each year:

(i) A certified nursing assistant;

This requirement was not met as evidenced by:
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Staternent of Deficiencies C T Lirense #: 2365 Compliance Delenmination # 44213
Flan of Correction The hMeridian at Sione Cregk Completion Cate
Faoge 11 of 18 Llc,emr:e Iilion Meridian LLC 08'69/7()“4

Rased on record review and interview, the facility failzd to ensure 2 of 2 sampied staff (Staff B and
Cj had taken continuing education classes as required. This failure placed residents at risk of being
carved for by untrained staff

.

Findings incluged..
Review of the facility staff roster dated 07/16:2024 showed:

Staff B (Medication Techiician) was hired on 06/16/2023 and her aate of birth was 04720 0. Review of
her personnel fle on 07/22/2024 faied to show documentation of continuing educalion classes taken
batwean 042002023 and 04/20/2024.

Staif C (Wemory Care Cirector) was hil e on 02/25/2024 and her date of birth wes 0831, Ra avw of
Iar ;,ur\om el Ele on 07/22/2024 failed 10 show documentation of continuing egucation c'asses taken
baotvezn 02/371/2022 and 08/31/2023.

Ouring an intarvicw on 07/25/2024 at 2:00 i Siaff A (Executive Director), said Staff C had not
proviced documentation of epproved contnuing education curricuium
SlanfAiteststion Statement
anort and have i”-.ken or will iake activa
king this action, The Meridian at Stene Creckis
/or reguletion on (Dale),

9/a3/R034

n zadition, wiltimptement 2 systam to monilor and ensure continued comphiance with
tis requiiement

—= T/ ary

Adminvetrator {or Represeniativa) Date
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WAC 78R8-72A-2150 Siaif.
(2} The assizted living faclity must

(c) Verify pricr te hir rnj thet staif persons have the reg 'j"-d licenses, certification, registrations, or
other credent ais for the positicn. and that such licenses, cerufications, registrations. and credeniials
dir

are cunert and in good zianding;

This raquirement was not met as evidenced by:

Sasad on cFC|d eviews and interviews, the facility failed to ensure 1 of 4 sampled staff (Staff D)
rtial in goed standing. This failure placed all 59 residents at risk of receiing care fron

l
(e 3
ately tlalr d staff



Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 11 of 19 Licensee: Milton Meridian LLC 08/09/2024

Based on record review and interview, the facility failed to ensure 2 of 2 sampled staff (Staff B and
C) had taken continuing education classes as required. This failure placed residents at risk of being
cared for by untrained staff.

Findings included...

Review of the facility staff roster dated 07/16/2024 showed:

Staff B (Medication Technician) was hired on 06/16/2023 and her date of birth was 04/20. Review of
her personnel file on 07/22/2024 failed to show documentation of continuing education classes taken
between 04/20/2023 and 04/20/2024.

Staff C (Memory Care Director) was hired on 03/25/2024 and her date of birth was 08/31. Review of
her personnel file on 07/22/2024 failed to show documentation of continuing education classes taken
between 08/31/2022 and 08/31/2023.

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Director), said Staff C had not
provided documentation of approved continuing education curriculum.

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, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-2450 Staff.

(2) The assisted living facility must:

(c) Verify prior to hiring that staff persons have the required licenses, certification, registrations, or
other credentials for the position, and that such licenses, certifications, registrations, and credentials
are current and in good standing;

This requirement was not met as evidenced by:

Based on record reviews and interviews, the facility failed to ensure 1 of 4 sampled staff (Staff D)
had a credential in good standing. This failure placed all 59 residents at risk of receiving care from
inadequately trained staff.
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Sictement of Deficiencies  License # 2365 Compliance Delermination # 44313
Fian of Correction The ieridian at Slone Creek Campletion Cate
Faage 12 of 18 Licensee: Miton Reridian LLC 05/C8/2024

Findings incluced. ..

Review of the rac;lu, staff roster, dated 07/16/2024, showed Staff D (Reside f.t Services Coordinator}
was hired on O". 212024 Review of Staff O's perzonne! file showed th hey co piet ed 75 hours of
Department of Sociel and Health Services Long Term Care worker trainin g n 05:‘ 2017, Stali D
personnst fiie fail ed to show she had bzen cetifed as a long-term care werker fohc-wmb. her tndmmg
in 2017

Curing an intarview on 07/24/2024 2t 2:00 FM Slaff A (Executive Direclor), said Staff D told her she
wes "grandfathered in" (not reguired o obtain certification).

Record reviaw of the onling Yiashington S ate Dapartiment of Heeith (DOR) credsntial venfication
website on 03:058/2024 showed no ective credential by the ceparlimant for Stafi O

SlaniAdiestation S atement

l | hf—'f»’\',-' celtly that | have reviewed this repurt and have teken or will take active
neasures (o currect this deficiency. By ieking this action, The Meridian 4t Sione Creek is
\

vill b in cempliance with this 2w and / or requlation on (Dafe)__-fé;lmfj
7 /23 /2089

in acdition, Dwdll Tooplarrent @ systam o moniter and ensue continuee compiiaace with
ihis reguiremsnt 1

__________ THay/sezy

Adrthisirator (or Represealative) Datz

|

WAC 282-112A4-0200 VWiat is oricniation training, wito should compiete it, and when shouid it
be compl fed? Thare e two types of aricatation tiaining: Facility ciientation training and

tong-term e vorkor viantation tainiong.

(n [ actity origniation. Individuals who are exa m;\l frem rertification s desnrib2a in RTW
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13 883 041 and volunieers are required to cor & faciity crientation training zefere having routine
in‘eraction with residents. This raiming provid :‘S ’)ac. ¢ introductory inforimation apprepnate to the
idential care selting and pepulation served. The dapariment does not approve this speciiic
N program, meatznals, or bainers. No testis required for dis wrigntation.

This reauirciment was not mct as avidanesd y:

Based on record review and interview, the facility failed te ensure = of 3 sampled staff (Staff 2, C,
and D) compieted faciiity orientation. This failure placed 59 of 58 residents atyisk of receiving care
and services freny unirained staif.



Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 12 of 19 Licensee: Milton Meridian LLC 08/09/2024

Findings included...

Review of the facility staff roster, dated 07/16/2024, showed Staff D (Resident Services Coordinator)
was hired on 02/21/2024. Review of Staff D’s personnel file showed they completed 75 hours of
Department of Social and Health Services Long Term Care worker training on 05/24/2017. Staff D’s
personnel file failed to show she had been certified as a long-term care worker following her training
in 2017.

During an interview on 07/24/2024 at 2:00 PM, Staff A (Executive Director), said Staff D told her she
was "grandfathered in" (not required to obtain certification).

Record review of the online Washington State Department of Health (DOH) credential verification
website on 08/06/2024 showed no active credential by the department for Staff D.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-112A-0200 What is orientation training, who should complete it, and when should it
be completed? There are two types of orientation training: Facility orientation training and
long-term care worker orientation training.

(1) Facility orientation. Individuals who are exempt from certification as described in RCW
18.88B.041 and volunteers are required to complete facility orientation training before having routine
interaction with residents. This training provides basic introductory information appropriate to the
residential care setting and population served. The department does not approve this specific
orientation program, materials, or trainers. No test is required for this orientation.

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to ensure 3 of 3 sampled staff (Staff B, C,
and D) completed facility orientation. This failure placed 59 of 59 residents at risk of receiving care
and services from untrained staff.
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Findings incluted. ..

-

Review of the fzcility staff roster. datec 07/16/2024, showed:

Staff B (Madication Tc—chnif?f 1) was hired on 06/16/2023. Review of her personnel file on
Q7:i22i2024 fali2d o show 4 -:meniaton she had completad facity cr.umaticn,

- b

Staif C (Memory Care Cirecior) was Bired on 03/

25.!?. 224 Rzview of her personnei file on
07/22i2024 {ail2d Lo show documei ccC

compieted facility crizntztion.

Staff O (Resident Services Coordinator) was hired on 02/21/2024. Revisw of her personne! file failed
o show shie had camoeleled facitity orientation.

During an intesvizw on 07:25/2024 a1 3:00 PM Etaff A (Exsaulive Direclor) said Staff B, C.and D
had ot compirted facility cnzntation.

Plan/Aitestation Siztemant
hareby certiy that | have reviewed (his report and have taken or wil {ake aClive
mezsuras o C"l(cfl ihis deficiency. By taking this ecticn, The Meridian at Stong Creekis

ar will b2 in compliance vath this law and / or regulation on (Date W
7/83 /402 Y

In addition, el implement a system to moniter and ensure continued comphance wilh
s I’h.ql.!lh:"l’m?ﬂf.
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A C, Food sen a:e;
il ement was oot et as =videnced dy:
Baszd on chservations and nterviews, the Assisted Living £ ("ii:y {ALF) failled to ensurz {ood was

stored prep u.y and failed to mzintain cle 3n|r 2SS for 2 uf 2 vitchen areas reviewed (main ALF

) P mne Kt heimsttzh TR I 4 o datn mark foo d’f'ﬁ',-. “1'|L| 1of 2

dohenetts) and failsd to control insects in 1 of 2 kitchen arzas tm;in
Il 59 residants at risk for expesure to food-berng ilinesses.

Ailcnan aress N"l‘u

gIr K e
ALF kitchen) These fallures placed a
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Findings included...

Review of the facility staff roster, dated 07/16/2024, showed:

Staff B (Medication Technician) was hired on 06/16/2023. Review of her personnel file on
07/22/2024 failed to show documentation she had completed facility orientation.

Staff C (Memory Care Director) was hired on 03/25/2024. Review of her personnel file on
07/22/2024 failed to show documentation she had completed facility orientation.

Staff D (Resident Services Coordinator) was hired on 02/21/2024. Review of her personnel file failed
to show she had completed facility orientation.

During an interview on 07/25/2024 at 3:00 PM, Staff A (Executive Director) said Staff B, C, and D
had not completed facility orientation.

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-2305 Food sanitation. The assisted living facility must:

(1) Manage food, and maintain any on-site food service facilities in compliance with chapter 246-215
WAC, Food service;

This requirement was not met as evidenced by:

Based on observations and interviews, the Assisted Living Facility (ALF) failed to ensure food was
stored properly and failed to maintain cleanliness for 2 of 2 kitchen areas reviewed (main ALF
kitchen and memory care kitchenette). The ALF also failed to date mark food properly for 1 of 2
kitchen areas (memory care kitchenette) and failed to control insects in 1 of 2 kitchen areas (main
ALF kitchen). These failures placed all 59 residents at risk for exposure to food-borne illnesses.
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Findings incluced

Preventing contamination from the premiszs—F cod storege (FOA Food Code 3-302 17).

(1) Exzept as gpec fied in subsections (2) and (3) of ihis secticn, food must be protedted from
contzmination 'J oring the food: (a) in & clean. dry location; (b) Vihers itis not 2x rcse ic eplash,
aust. or ciher cont nw‘.auon znd () At east six inches (15 e above the floor

WAC 248-215-D3826
Temperature and time contrel—Ready-(o-2at. time/temperaiure control for safety food, date Mareing
(FOA Food Code 3-501 17)
(1) Except when pachaging food using & reducad oxyeen pack2ging method as specificd under
WAC 248-215-035340 and except 25 spacified in subsections (8) and (8) of this section refigerated,
ready-te-eat, timetemearature condrzl ’ﬁu saizty fopd preparead and held in a focd estal |<hm-m for
mere than twenty-four hours must be cigarly marked to indicate e gate o day by which ths foed

Al

0
L=
must be consurned on ihe premises, s-:’d or discarced wher, held at a temperature of 41°F (5°C) of
lees for @2 maximum of seven “aye. Thz dav of pregaration inust Ee counted as day one.

WAC 243-215-06550

lVethods—Controling pests (FDA Foad Code 6-501 111)

The premis s Ir ust be mairtained free of infestations of insects, rodents, and cther pests such that
here is net & reading poputetion of pasts in the facility. The presance of insicts, roden\a and other
nests must be co“u clled to minimize their presence on the premises by: (1) Routinely inspacting
incorming shipmerits of food and supplies: ( )y Routingly inspecting the premiseas for evidencs of
pests: (3) Using metheds, if pasts are found, such gs ragping devices or olher mzans of pest control
as spacified under WAC 246-215-07210, 2 046-215-07250, and 246-215-07255: and { {4) Eiiminating
harberage conditions

WAC 246-215-06505

Vethods—Cleaning. frequency and restrictions (FDA Feod Code 6-501.12).

(1) physical faciities must be cleaned as cften as necsssary to keep them clean.

{2y Except for clzaning that is necassary due to & spill or other acudﬂn+ cleaning must be done
durmg periods wihen the least amount of foed is expesed such as after closing.
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iMemcery Care (MC) Kitchenetle

In an chsenvation and interviaw on 07/17/2024 st 12:30 P, in the WiC kitchenette, Statf G, Server,

sulled plates out of a plate holder and coffee cups off a shelf and examined them. Staff G wiped
it inle plates, fistware, and coifze cups with a cloth napkin and vinegar. Staff G said pieces of food
seitle on the dishes when ihey weare being cleansd in the dishwasher. He said the dishas never
appeared clean and vinegar will clean them. Qbservation of the MC kitchenette refrigeralor showed
the vents in the front of the refrigeraler were splattered with matier. Matter covered the refrigeratar
shelves and
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Findings included...

WAC 246-215-03351

Preventing contamination from the premises—Food storage (FDA Food Code 3-305.11).

(1) Except as specified in subsections (2) and (3) of this section, food must be protected from
contamination by storing the food: (a) In a clean, dry location; (b) Where it is not exposed to splash,
dust, or other contamination; and (c) At least six inches (15 cm) above the floor.

WAC 246-215-03526

Temperature and time control—Ready-to-eat, time/temperature control for safety food, date marking
(FDA Food Code 3-501.17).

(1) Except when packaging food using a reduced oxygen packaging method as specified under
WAC 246-215-03540, and except as specified in subsections (5) and (6) of this section, refrigerated,
ready-to-eat, time/temperature control for safety food prepared and held in a food establishment for
more than twenty-four hours must be clearly marked to indicate the date or day by which the food
must be consumed on the premises, sold, or discarded when held at a temperature of 41°F (5°C) or
less for a maximum of seven days. The day of preparation must be counted as day one.

WAC 246-215-06550

Methods—Controlling pests (FDA Food Code 6-501.111).

The premises must be maintained free of infestations of insects, rodents, and other pests such that
there is not a breeding population of pests in the facility. The presence of insects, rodents, and other
pests must be controlled to minimize their presence on the premises by: (1) Routinely inspecting
incoming shipments of food and supplies; (2) Routinely inspecting the premises for evidence of
pests; (3) Using methods, if pests are found, such as trapping devices or other means of pest control
as specified under WAC 246-215-07210, 246-215-07250, and 246-215-07255; and (4) Eliminating
harborage conditions.

WAC 246-215-06505

Methods—Cleaning, frequency and restrictions (FDA Food Code 6-501.12).

(1) physical facilities must be cleaned as often as necessary to keep them clean.

(2) Except for cleaning that is necessary due to a spill or other accident, cleaning must be done
during periods when the least amount of food is exposed such as after closing.

Memory Care (MC) Kitchenette

In an observation and interview on 07/17/2024 at 12:30 PM, in the MC kitchenette, Staff G, Server,
pulled plates out of a plate holder and coffee cups off a shelf and examined them. Staff G wiped
multiple plates, flatware, and coffee cups with a cloth napkin and vinegar. Staff G said pieces of food
settle on the dishes when they were being cleaned in the dishwasher. He said the dishes never
appeared clean and vinegar will clean them. Observation of the MC kitchenette refrigerator showed
the vents in the front of the refrigerator were splattered with matter. Matter covered the refrigerator
shelves and
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wal's. The refrigerator centainad undated macaroni saled.
During an interview on 07:25/2024 at 1:00 PM, Staif A, Executive Director said the "main kitehen”

staf was responsible for eaning the tefrigeraior in the MC unit

Mam ALF Kitchan

An chaareation u"l 07/12:2024 at 11.25 A/, and an eheenvation on 07/19/2024 at 1:20 FiM, showed
ons largs carcboard box of 3:L yham srumps cpen to air on a lew shalfin the dry storage area of the
kiichen. G ml am crumbs were vis ble on s lop flaps of the cardboard box as well as on the inner

plastic

An ohsereation on 0771872024 at 1128 AM and an olsencation on 077122024 at 1:20 FM, showed
four wnged insects flying in @ contnuous circuiar pallern in the Cry storage area. On both atc—S,
licenser observed kitchen staff walking in and out of the dry storage area multiple limes.

An ciservation an 07/18/2024 at 113 FM. and an obsenveticn on 07/12:2024 at 1:28 PM, snowed
muitple boxas of frozen food prodiicts sitting directly on thz floor of the wa'k-in freezer.

E d
unaware tiat the box with graham crumbs was cpen. Staff E acknowiedged the presence of flies in
thn dry sterage room anc said thay “\,uoh! ility's mainiznance deparimant was responsibie
or adaressing his cencemn.

During an interview on 07/1€/2024 at 1:18 P, Staff E. Food Services Director, said she was
C
e fac a

Staff £ slated that on 07152024 and 071872024 they receivad large o‘cli’-'erfm of frozen food items.
They said that the Kilchen staff had bee N oo busy to mrva ine boxed frozen items off the ficor of the
walk-in freezer,

- o

In an choervation and int r\r,w on 07/252024 3t 115 FM. licensors showed the flying insects

il
dry siurag\, arca lo Staff A, The insects had multiplied in number gince the previous cbservation, and
awar

several INsects were Jl)semcd ilying through the main kitchen. Staff A said she had not been aware
of the inzects.

i en ciservation en d i c ew on 07/25/2024 at 1:20 FiM. a thick black substanca showed r-:-ve—.ring
multics ceiling tiles and venis directly above the main conking area. Stafl A acknowiedged thet the
dirty ceiling tifes ana 'ts in {ne kitchen were an issue.

This is a recuiring deficiency previously cited on C8/68/2022.

17/24
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walls. The refrigerator contained undated macaroni salad.

During an interview on 07/25/2024 at 1:00 PM, Staff A, Executive Director, said the “main kitchen”
staff was responsible for cleaning the refrigerator in the MC unit.

Main ALF Kitchen

An observation on 07/18/2024 at 11:35 AM, and an observation on 07/19/2024 at 1:20 PM, showed
one large cardboard box of graham crumbs open to air on a low shelf in the dry storage area of the
kitchen. Graham crumbs were visible on the top flaps of the cardboard box as well as on the inner
plastic.

An observation on 07/18/2024 at 11:39 AM, and an observation on 07/19/2024 at 1:20 PM, showed
four winged insects flying in a continuous circular pattern in the dry storage area. On both dates,
licensor observed kitchen staff walking in and out of the dry storage area multiple times.

An observation on 07/18/2024 at 1:13 PM, and an observation on 07/19/2024 at 1:25 PM, showed
multiple boxes of frozen food products sitting directly on the floor of the walk-in freezer.

During an interview on 07/19/2024 at 1:15 PM, Staff E, Food Services Director, said she was
unaware that the box with graham crumbs was open. Staff E acknowledged the presence of flies in
the dry storage room and said they thought the facility’s maintenance department was responsible
for addressing this concern.

Staff E stated that on 07/18/2024 and 07/19/2024 they received large deliveries of frozen food items.
They said that the kitchen staff had been too busy to move the boxed frozen items off the floor of the
walk-in freezer.

In an observation and interview on 07/25/2024 at 1:15 PM, licensors showed the flying insects in the
dry storage area to Staff A. The insects had multiplied in number since the previous observation, and
several insects were observed flying through the main kitchen. Staff A said she had not been aware
of the insects.

In an observation and interview on 07/25/2024 at 1:20 PM, a thick black substance showed covering
multiple ceiling tiles and vents directly above the main cooking area. Staff A acknowledged that the
dirty ceiling tiles and vents in the kitchen were an issue.

This is a recurring deficiency previously cited on 09/08/2022.
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Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-2150 Signing negotiated service agreement. The assisted living facility must
ensure that the negotiated service agreement is agreed to and signed at least annually by:

(1) The resident, or the resident's representative if the resident has one and is unable to sign or
chooses not to sign;

(2) A representative of the assisted living facility duly authorized by the assisted living facility to sign
on its behalf; and

(3) Any public or private case manager for the resident, if available.

This requirement was not met as evidenced by:

Based on record reviews and interviews, the Assisted Living Facility (ALF) failed to ensure that the
negotiated service agreement (NSA) for 4 of 8 sampled residents (Residents 3, 5, 6, and 7 [R3, R5,
R6, and R7]) was signed annually by the resident or their representative, and a representative of the
assisted living facility. This failure placed the residents and their responsible party at risk for not
being involved in their care decisions and the services being provided.

Findings included...

Resident 3 (R3)

Record review of the facility's "Assisted Living Facility Resident Characteristic Roster and Sample
Selection (Assisted Living)," undated, showed that R3 was admitted to the ALF on [Jjjjj/2024.
Review of R3’'s NSA, dated 04/03/2024, showed no signature from R3 or R3’s representative, and
no facility representative signature.

Resident 5 (R5)

Record review of the facility's "Assisted Living Facility Resident Characteristic Roster and Sample
Selection (Memory Care),” undated, showed that R5 was admitted to the ALF on [Jjjjj/2023.
Review of R5's NSA, dated [Jjjjij/2023, showed no signature from R5 or R5's representative, and
no facility representative signature.
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Resident 6 (R6)

Record review of the facility's "Assisted Living Facility Resident Characteristic Roster and Sample
Selection (Memory Care)," undated, showed that R6 was admitted to the ALF on [Jjjjj/2019.
Review of R6’s NSA, dated 10/02/2020, showed no signature from R6 or R6’s representative, and
no facility representative signature.

Resident 7 (R7)

Record review of the facility's "Assisted Living Facility Resident Characteristic Roster and Sample
Selection (Memory Care)," undated, showed that R7 was admitted to the ALF on |Jjjjj/2020.
Review of R7’s NSA, dated 10/22/2020, showed no signature from R7 or R7’s representative, and
no facility representative signature.

During an interview on 07/22/2024 at 3:00 PM, Staff F, Resident Care Director, said the NSAs for
R5, R6, and R7 were not signed. During an interview on 07/23/2024 at 9:30 AM, Staff A, Executive
Director, said the NSA for R3 was not signed.

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-2130 Service agreement planning. The assisted living facility must:

(1) Develop an initial resident service plan, based upon discussions with the resident and the
resident's representative if the resident has one, and the preadmission assessment of a qualified
assessor, upon admitting a resident into an assisted living facility. The assisted living facility must
ensure the initial resident service plan:

(a) Integrates the assessment information provided by the department's case manager for each
resident whose care is partially or wholly funded by the department or the health care authority;

(b) Identifies the resident's immediate needs; and

(c) Provides direction to staff and caregivers relating to the resident's immediate needs, capabilities,
and preferences.

This requirement was not met as evidenced by:
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Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 18 of 19 Licensee: Milton Meridian LLC 08/09/2024

Based on interview and record reviews, the facility failed to develop an initial service plan for 1 of 1
newly admitted sampled residents (Resident 8 [R8]). This failure place residents at risk of having
their care needs go unmet and a diminished quality of life.

Findings included...

Review of the facility’s Characteristic Roster (undated) showed R8 admitted to the facility on

I/ 2023.

During interviews on 07/18/2024 at 9:00 AM and on 07/26/2024 at 2:30 PM, Collateral Contact 1
(CC1) said the facility conducted an assessment of R8's care needs immediately following a tour of
the facility prior to moving in. CC1 told the staff present at the assessment, he wanted staff to assist
R8 with dressing every morning and standby assistance with showers a few days a week. CC1 said
he never saw, or signed a care plan until [ 2024. CC1 said on multiple occasions staff did not
come and assist R8 with dressing in the morning and he had to help R8 get dressed.

Review of R8's Needs and Services Plan (care plan) showed an initial care plan was developed on
/2024, 29 days after R8 admitted. The plan was signed by CC1 on [Jjjjj/2024, 125 days after
the plan developed.

During an interview on 07/23/2024 at 9:30 AM, Staff A, Executive Director, said she cannot explain
why care plans were not developed.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date

WAC 388-78A-2120 Monitoring residents' well-being. The assisted living facility must:

(4) Take appropriate action in response to each resident's changing needs.

This requirement was not met as evidenced by:
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Statement of Deficiencies License #: 2365 Compliance Determination # 44313
Plan of Correction The Meridian at Stone Creek Completion Date
Page 19 of 19 Licensee: Milton Meridian LLC 08/09/2024

Based on interview and record review the Assisted Living Facility (ALF) failed to take appropriate
action when one sample resident (Resident 10 [R10]) sustained an open area to their buttocks. This
failure placed the resident at risk for further harm.

Findings included...

Review of R10's progress notes, dated 06/07/2023, showed the facility first identified R10 to have a
wound to their buttocks on 06/07/2023, and the first entry of wound care by a nurse was noted on
06/23/2023, sixteen days after the wound was first identified.

Review of R10's progress notes documented the following:

06/07/2023- “CS noted an open wound on residents’ buttocks. She also complained of pain.”
06/19/2023- “...Staff also charted that her bottom is getting worse.”

06/20/2023- “Staff noted the time resident was changed, that she received peri-care and barrier
cream, and that her sore is getting worse.”

06/20/2023- Care staff reported that resident’s open area on her coccyx is getting bigger, notified LN
[licensed nurse] who is supposed to follow up on it.”

06/23/2023- “The RN [Registered Nurse] from home health came and applied a bandage on the
buttocks wound.”

08/01/2023- “The nurse had called 911 for the resident to be taken to the hospital for wound care.”

In an interview on 08/09/2024 at 10:18 AM, Staff A, Executive Director, stated she had no
documentation to show that R10’s wound was evaluated and treated prior to 06/23/2023.

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Meridian at Stone Creek 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.

Administrator (or Representative) Date
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