STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
HOME AND COMMUNITY LIVING ADMINISTRATION
PO Box 99250, Lakewood, WA 98496

09/10/2026

EMERITUS CORPORATION

Brookdale Courtyard Puyallup
4610 6TH STREET PLACE SE
PUYALLUP, WA 98374

RE: Brookdale Courtyard Puyallup # 2366

Dear Administrator:

This letter addresses deficiencies occurring in the report(s) for. Compliance Determination(s)
81435 (Completion Date 09/10/2026) and 76427 (Completion Date 06/16/2026).

The Department completed a follow-up inspection of your Assisted Living Facility on 09/10/2026
and found no deficiencies.

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

corrected:
RCW 70.129.140 Quality of life -- Rights.

(1) The facility must promote care for residents in a manner and in an environment that maintains or
enhances each resident's dignity and respect in full recognition of his or her individuality.

(5) A resident has the right to:

(a) Reside and receive services in the facility with reasonable accommodation of individual needs
and preferences, except when the health or safety of the individual or other residents would be
endangered; and

WAC 388-78A-2660 Resident rights. The assisted living facility must:
(1) Comply with chapter 70.129 RCW, Long-term care resident rights;

(2) Ensure all staff persons provide care and services to each resident consistent with chapter
70.129 RCW,

WAC 388-78A-2371 Investigations. The assisted living facility must:

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial exploitation; or accident or incident jeopardizing or affecting a resident health or
life;
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(2) Determine the circumstances of the event;

(3) When necessary, institute and document appropriate measures to prevent similar future
situations if the alleged incident is substantiated; and

WAC 388-78A-2640 Reporting significant change in a resident's condition.

(1) The assisted living facility must consult with the resident's representative, the resident's
physician, and other individual(s) designated by the resident as soon as possible whenever:
(a) There is a significant change in the resident's condition;

(3) Whenever the conditions in subsection (1) or (2) of this section occur, the assisted living facility
must document in the resident's records:

(a) The date and time each individual was contacted; and

(b) The individual's relationship to the resident.

The Department staff who did the On Site verification:
Carol Gijima, Community Compaint Investigator (NCI)

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

Sincerely,
Cory Cisneros, Nursing Home Allied Health Field Manager

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

Provider/Facility: Brookdale Courtyard Provider Type: Assisted Living Facility
Puyallup

LlcenSQ/Cert.#: 236§ . Intake ID: 220721

Compliance Determination #: 76427 Region/Unit # RCS Region 3/ Unit D

Investigator: Carol Gijima
Investigation Date(s): 04/24/2026 through 06/16/2026
Complainant Contact Date(s): 06/16/2026

Allegation(s):
1. Resident rights

Investigation Methods:

Sample: Total residents:
Resident sample size: 3
Closed records sample size: 2

Observations: General environment
Residents in their rooms, in common areas and dining room
Staff-to-resident interactions
Resident behaviors

Interviews: Residents including named resident
Residents
Resident representatives
Collateral Contacts
Staff

Record Reviews: Resident Characteristic Roster
List of discharged residents
Resident assessments and negotiated service agreements including
the records of the named resident
Staff progress notes
Incident log / reports
Grievance logs
Disclosure services
Financial ledger
Weight logs

Investigation Summary:

1. Per record review and interviews with named resident, residents in the facility, residents'
representatives, collateral contacts and staff, the Assisted Living Facility denied residents the
ability to eat in the dining room with staff assistance. The ALF demonstrated failed provider
practice as documented in a Statement of Deficiencies
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cited on 06/16/2026.

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: Brookdale Courtyard Provider Type: Assisted Living Facility
Puyallup

LlcenSQ/Cert.#: 236§ . Intake ID: 223183

Compliance Determination #: 76427 Region/Unit # RCS Region 3/ Unit D

Investigator: Carol Gijima
Investigation Date(s): 04/24/2026 through 06/16/2026
Complainant Contact Date(s): 06/16/2026

Allegation(s):

1. Allegations of financial exploitation
2. Allegation of neglect

3. Quality of care

Investigation Methods:

Sample: Total residents:
Resident sample size: 3
Closed records sample size: 2

Observations: General environment
Residents in their rooms, in common areas and dining room
Staff-to-resident interactions
Resident behaviors

Interviews: Residents including named resident
Residents
Resident representatives
Collateral Contacts
Staff

Record Reviews: Resident Characteristic Roster
List of discharged residents

Resident assessments and negotiated service agreements including

the records of the named resident
Staff progress notes

Incident log / reports

Grievance logs

Disclosure services

Financial ledger

Weight logs

Investigation Summary:

1. Per record review of resident's records including financial ledger, interviews with resident's
representative and staff, the facility credited the resident for services not provided and days

resident was not in the facility. There was not sufficient
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information to support failed practice.

2. Perrecord review of resident's records, interviews with resident's representative, collateral
contacts, and staff, care and services were not provided as agreed upon. There was not
sufficient information to support resident neglect. The investigation did not determine failed
provider practice.

3. Perrecord review and interviews with residents in the facility, residents' representatives,
collateral contacts and staff, the Assisted Living Facility failed to investigate circumstances
surrounding resident's multiple falls, denied residents the ability to eat in the dining room with
staff assistance and failed to take appropriate action when resident experienced a significant
weight loss. The ALF demonstrated failed provider practice as documented in a Statement of
Deficiencies cited on 06/16/2026.

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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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

HOME AND COMMUNITY LIVING ADMINISTRATION
PO Box 99250, Lakewood, WA 98496

Statement of Deficiencies License # 2366 Compliance Determination #76427
Plan of Correction Brookdale Courtyard Puyallup Completion Date
Page1 of9 Licensee: EMERITUS CORPORATION 06/16/2026

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 callection for an unannounced an-site complaint investigation
an 04/24/2026 and 05/27/2026 of.

Brookdale Courtyard Puyallup
4610 6TH STREET PLACE SE
PUYALLUP, WA 98374

This document references the following camplaint number(s): 220721, 223183

The following sample was selected for review during the unannaounced an-site visit 3 of 0
current residents and 2 former residents.

The department staff that investigated the Assisted Living Facility:

Carol Gijima, Community Compaint Investigatar (NCI)

From:

DSHS, Home and Community Living Administration
Residential Care Services, Regian 3 , Unit D

PO Box 99250

Lakewood, WA 98496
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96.18.2026 89:53:39 State of Washington 6/16

Statemesnt of Deficiencies License # 2366 Compliance Determination # 78427
Fian of Covesction Brookdade Courtyard Fuyolisp Cempletinn Date
Page2 of9 Licansse: EMERITUS CORPORATION 081 &R0

As aresult of the oresie visitls], the departmaent found that you are aabin coraplaies et the
fcansing faws and regulations as sinted i the cited deficiencias in the enclased rapon.

L awnce Anctoresn 06-18-2026

Rexdential Dars Sendoes Date

>

sumplancs with all the censing fawe and reguiations at & times.

W Sl /2126

Adsinistyator (or Represeaniative ) Date

{ understang that oy maireain an Assisted Living Facifity tcanse, the facidty must bein
L0

RCW 70.129.140 Quality of life -- Rights.

} The facility must promate care for residents i 3 manney and in sh envirsnmeat that aintains
enhances each resident's dignity and respect in full recognition of M oy hey individuatity.
(&) A rasident has the night to:

{8} Reside and receive services o the facility vath reasonabiz accommodation of individual nesds
and prefersnces, except whan the haaigh or safely of *% 3 indvidus! oy other residsnts wmzh he
endavtgared, av

WAC 388-78A-2660 Resident rights, The assisted living facility must:

(1} Comply with chapter ?G.IQ?; ROW, Long-tenm care vesitlars nghts,

(2} Ensure afl sta¥f persons provide sare and servioes 1o sach resident consistant with chagter
70128 RCW

This requirement was not met as evidenced by:

Sased oy recard review and iterviews, the Assisted i_iv'mq F a;:a’h“‘y (ALF} gemed 2 of 2 xanpis
residents (Resident 1 and Residant 2) the abildy to eatin e ¢ dining rco*nw*“‘ staff assistance. This
fature resuied in decraased guality o of I$2 and 1solagen f iy Resdent 1 and Resident 2.
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Revigw of Residart 18 undated recards showed the ALF adwitted Hnmdm* } un-ﬁf}”'
Revisw of Regid rnt T8 negotiated service agreament, dated QXI5 showed Bt Residernt |
needaid total direct physival assistance to aat



Statement of Deficiencies License # 2366 Compliance Determination #76427
Plan of Correction Brookdale Courtyard Puyallup Completion Date
Page2 of9 Licensee: EMERITUS CORPORATION 06/16/2026

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

L awnce Qnterasn 06-18-2026

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.

Administrator (or Representative) Date

RCW 70.129.140 Quality of life -- Rights.

(1) The facility must promote care far residents in a manner and in an environment that maintains ar
enhances each resident’s dignity and respect in full recognition of his ar her individuality.

(5) A resident has the right to:

(a) Reside and receive services in the facility with reasonable accommaodation of individual needs
and preferences, except when the health ar safety of the individual or ather residents would be
endangered; and

WAC 388-78A-2660 Resident rights. The assisted living facility must:
(1) Comply with chapter 70.129 RCW, Long-term care resident rights;

(2) Ensure all staff persons pravide care and services to each resident cansistent with chapter
70.128 RCW,

This requirement was not met as evidenced by:

Based on recaord review and interviews, the Assisted Living Facility (ALF) denied 2 of 2 sample
residents (Resident 1 and Resident 2) the ability to eat in the dining room with staff assistance. This
failure resulted in decreased quality of life and isolation far Resident 1 and Resident 2.

Findings included...

RESIDENT 1

Review of Resident 1's undated records showed the ALF admitted Resident 1 on-2024.
Review of Resident 1's negotiated service agreement, dated 03/19/2025, showed that Resident 1
needed total direct physical assistance to eat.
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Statement of Deficiencies License # 2366 Compliance Determination #76427
Plan of Correction Brookdale Courtyard Puyallup Completion Date
Page3 of9 Licensee: EMERITUS CORPORATION 06/16/2026

Review of Resident 1’s progress notes dated 04/13/2026 at 9:51 AM showed that Resident 1
reported “having mental health stress” after they were informed that they cannot eat meals in the
dining room.

During an interview on 04/23/2026 at 5:00 PM, Resident 1 stated that they needed physical help with
eating. Resident 1 stated that staff were aware they needed physical feeding assistance from staff.
Resident 1 stated that they always received the needed help since they transferred from another
sister community. Resident 1 stated "staff spoon fed me in the dining rcom since admission ta this
facility two years ago." Resident 1 stated that recently Staff A, Administrator, informed Resident 1
they were no longer allowed to be fed in the dining room and had ta be fed in their raom. Resident 1
stated that Staff A told them that being fed in the dining recom “was demeaning ta ather residents”.

During an interview on 04/24/2026 at 11:20 AM, Resident 1 stated that Staff A informed them they
were restricted to eating meals in their room alone. Resident 1 stated that the restriction prevented
them from sacializing and eating with my friends. Resident 1 stated that they informed Staff A this
caused them to have psychaological issues.

During an interview on 04/24/2026 at 11:30 AM, Collateral Contact 1 (CC1), Long term care
Ombudsman, stated that Staff A informed them that the ALF policy did not allow staff ta feed
residents in the dining raom. CC1 stated that Resident 1 was being fed in the dining raom for over
two years. CC1 stated that Staff A informed them there were camplaints brought up about staff
feeding Resident 1 in the dining rcam. CC1 stated that food was brought en paper plates and
sometimes it was not hot. CC1 stated “this is a dignity and rights issue... [Resident 1] wants ta be
down there with others and [their] friends”.

RESIDENT 2
Review of Resident 2’'s undated records showed the ALF admitted Resident 2 on -12026.

Record review of Resident 2's pre-mave in assessment, dated 02/26/2026, shawed that Resident 2
needed staff physical assistance help with eating.

Review of Resident 2's negotiated service agreement, dated 03/19/2026, showed that Resident 2
needed direct physical assistance to eat.

Review of the facility’s progress naotes showed that Resident 2 received staff assistance with feeding
at mealtimes.
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Statement of Deficiencies License # 2366 Compliance Determination # 76427

Plan of Correction Brookdale Courtyard Puyallup Completion Date
Paged4 of9 Licensee: EMERITUS CORPORATION 06/16/2026

During an interview on 05/19/2026 at 4.07 PM, Collateral Contact 2 (CC2), Resident 2's
representative, stated that Staff A informed them prior to Resident 2's admission that staff would
feed Resident 2 in the dining room because they were already doing it for someone else (Resident
1). CC2 stated that Staff A told them that Resident 2 could not be fed in the dining room because of
the dignity of other residents. CC2 stated that Staff A offered to have staff feed Resident 2 in the
dining room after everyone else left. CC2 stated that when Resident 2 was restricted to being fed in
their room, Resident 2 lost aver 14 pounds in six weeks. CC2 stated that they refused ta allow
Resident 2 to be secluded. CC2 stated that they were farced to come into the buillding to feed
Resident 2 in the dining room to ensure that Resident 2 socialized with athers.

RESIDENT 3

During an interview on 05/27/2026 at 10:35 AM, Resident 3 stated that they were very upset and
very angry when they were notified that Resident 1 was nat allowed to eat meals in the dining room.
Resident 3 stated that staff fed Resident 1 in the dining roam ever since Resident 1 moved into the
facility. Resident 3 stated that meals were the times they socialized with Resident 1 and everybody
else. Resident 3 stated that Resident 1's absence was felt by many residents.

RESIDENT 4

During an interview on 05/27/2026 at 10:50 AM , Resident 4 stated that they were bothered that
Resident 1 was confined to their room for meals. Resident 4 stated that they never see Resident 1 at
mealtimes anymore. Resident 4 stated that mealtmes were when they socialized and they were sad
nat to see Resident 1 at their table for meals. Resident 4 stated that they tried ta visit Resident 1 in
their raom and they were not the same.

During an interview on 04/24/2026 at 10:30 AM, Staff B, Health and Wellness Directar, stated that
both Resident 1 and Resident 2 were admitted to the facility needing staff assistance with feeding.
Staff B stated that Resident 1 was happy around peaple and liked to sacialize. Staff B stated that
until recently, both Resident 1 and Resident 2 received physical assistance from staff with eating in
the dining raom. Staff B stated that they were informed by their corparate management that Resident
1 could no longer be fed in the dining room because aof dignity and resident privacy. Staff B stated
that they were informed by their corporate office that it was against state regulation and that the
facility would be cited if residents were fed in the dining room.

During an interview on 04/24/2026 at 11:50 AM, Staff A, Administrator, stated that Resident 1 was
always spoon fed by staff. Staff A stated that they informed Resident 1 last summer that "our internal
audits with supervisors did not meet the internal standards of care.. feeding residents in the dining
room." Staff A stated that they had a long delay to get this going. Staff A stated that they informed
Resident 1 last month of the change for staff assistance with feeding. Staff A stated that other
residents complained of Resident 1 being fed in the dining raom, that it had a nursing haome feel.
Staff A stated that Resident 1 was upset that they could no longer be fed in the dining raom. Staff A
stated there was no facility policy regarding feeding residents.
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06.18.2026 89:53:39 State of Washington
Statement of Deficencies Licensa # 2460 Corpliancs Deteymination # 75427
Pian of Corraction Braokdale Coustyavd Puyaliup Complatian Date
Page & of 8 Lecansse: EMERITUS CORPORATION 861 642026

a8 Coardinatsr, stated
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Curivyg an ntenasiy m BRATIAE20 st 11158 M CSta® O Heath and W&é n

hat e p a" was to alow otaff W feaed Rea 2 the dining rogns sincs s?sce ,;ta wars wady
esading Rasidant 1 there Staff C stated ma.staﬁ from e corparats am B cams into the butiding
orie day and then the Scilty was informed the residents cowld not ke fed in I’m rﬁ QNG FOWN
AMETIIrE.

On G842772528, patwezan 1255 P and 3:01 P gaven ananymous staff {CC3, CC4, CCE, CC3,
CCT, CTR, snd C0H; veare interviseved . Several of the anomyraous staff s:ated that t*‘ev were
Lnaware of any complawnts from other residents regarding Regident 1 and Regident 2 baingfed in
the dinting raorn, Several shalf stated that Resident 1 and Resident 2 were normatly fed by staff o the
dirinsg room. Tite stal stated that they ware unawars of why this changed.

PlanfAttestation Statement
f haretyy cadify that | have reviewad this regort and have taken g el take gotive
reasures 1o corect this deficiency. By{amm fhus action, Brookdale Cpurtyard Pu\,ailn
or will be it compiiance with thie law and § ar reguiation o [Dats) 7 /Z

i additien, [ will implasment a systemto montor and 2nsurs cungnoed comglianse with
this requirerment,

%4%4’ &/2Y/7.&

Lg

Admimstrator oy Represantatve) Date

WAC 388-78A-2371 Investigations. The assisted living facility must

(1} Investigate and docurnent invet tigasve sotisns and indings for any alisged or suspectad sbuss
negiest, oy financial exploration, o acoident ar newdent jeopardizing oy affecting a remdent heslth ar

life, :

s 3

{#) Defennine the ciroumatances of the event,

(3} When necessary, fashitute and dacument approgeiate measures 1o prevent siwilay future
situations if e alleged moident is subetantisted: and

This requirenmrent was net met as evidencad by:

Based arrecord review and nterviaws, the Assisted Living Facility [ALF) faited fo investigate,
detesmine the sicumstances, or implemant intsnventions surrounsheyg 1 of

9716
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Statement of Deficiencies License # 2366 Compliance Determination #76427
Plan of Correction Brookdale Courtyard Puyallup Completion Date
Page5 of9 Licensee: EMERITUS CORPORATION 06/16/2026

During an interview on 05/27/2026 at 11:15 AM, Staff C, Health and Wellness Coordinator, stated
that the plan was to allow staff to feed Resident 2 in the dining room since the staff were already
feeding Resident 1 there. Staff C stated that staff from the corporate office came into the building
one day and then the facility was informed the residents could not be fed in the dining room
anymore.

On 05/27/2026, between 12:55 PM and 3:01 PM, seven ananymous staff (CC3, CC4, CC5, CC8,
CC7, CC8, and CC9) were interviewed. Several of the ananymous staff stated that they were
unaware of any complaints from other residents regarding Resident 1 and Resident 2 being fed in
the dining room. Several staff stated that Resident 1 and Resident 2 were narmally fed by staff in the
dining room. The staff stated that they were unaware of why this changed.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken ar will take active
measures to correct this deficiency. By taking this action, Brookdale Courtyard Puyallup is
ar will be in compliance with this law and / or regulatian an {Date)

In addition, | will implement a system to monitar and ensure cantinued compliance with
this requirement.

Administrator (or Representative) Date

WAC 388-78A-2371 Investigations. The assisted living facility must:

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial exploitation; or accident ar incident jeopardizing or affecting a resident health ar
life;

(2) Determine the circumstances of the event;
(3) When necessary, institute and document appropriate measures to prevent similar future
situations if the alleged incident is substantiated; and

This requirement was not met as evidenced by:

Based on record review and interviews, the Assisted Living Facility (ALF) failed to investigate,
determine the circumstances, ar implement interventions surrounding 1 of
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Statement of Deficiencies License # 2366 Compliance Determination # 76427

Plan of Correction Brookdale Courtyard Puyallup Completion Date
Page6 of9 Licensee: EMERITUS CORPORATION 06/16/2026

2 sample residents (Resident 2) falls. This failure placed Resident 2 at risk of a2 decrease in quality of
life and the potential for serious injury.

Findings included...

Review of the facility’s incident reports for Resident 2 shawed the following:

On 04/21/2026 at4:15 AM, Resident 2 was found an the floar. The report showed[LA1.1] that
Resident 2 slid out of bed. There was no documentation that showed any interventions were put in
place to prevent recurrence.

On 04/24/2026 at 1:25 AM, Resident 2 was found an the floar. The report showed that Resident 2
slid out of the bed and sustained a skin tear to left shin. There was no documentation that showed
an investigation was completed and no documentatian that showed any interventions were put in
place to prevent recurrence.

On 04/29/2026 at 4:00 AM, Resident 2 was found an the floar. The report showed Resident 2 last 2
tooth and had bruising on their face. The report showed that this fall was due ta Resident 2's attempt
to try and find their phone that was likely inging. There was no documentation that showed an
investigation was completed and no dacumentation that shawed any interventions were put in place
to prevent recurrence.

On 04/30/2026 at 4:30 AM, Resident 2 was found an the floar with a skin tear to right elbow. The
report showed Resident 2 was placed back into bed. There was na documentation that showed an
investigation was campleted and no dacumentation that shawed any interventions were put in place
to prevent recurrence.

Review of the facility’s progress nates for Resident 2 showed the follawing:

On 03/29/2026 at 3:30 PM, Resident 2 had a fall while trying ta self-transfer. There was no
documentation of a completed incident repart, no documentation that showed an investigation was
completed, and no documentation that showed any interventions were put in place to prevent
recurrence.

During an interview on 05/19/2026 at 4:07 PM, Collateral Contact 2 (CC2), Resident 2's
representative, stated that Resident 2 sustained multiple falls at night. CC2 stated that they were
unaware of any interventions put in place by the staff. CC2 stated that facility staff failed to call 911
when Resident 2 fell, hit their head, and knocked their front tooth out. CC2 stated that staff reported
that Resident 2 was “fine".

During an interview on 05/27/2026 at 11:30 AM, Staff B, Health and Wellness Directar, stated that
upan admissian to facility, Resident 2 was assessed as a fall risk and was placed on frequent
checks. Staff B stated that an 04/21/2026, Resident 2 fell because someone was talking to them on
the camera. Staff B stated that when asked about the fall on 04/29/2026, Resident 2 was unsure if
they ralled out of bed. Staff B stated that related to the fall on 04/30/2026, Resident 2 was speaking
to someone on video. Staff B stated that the interventions put in place included an increase in mare
frequent checks. Staff B stated that they were unsure of the frequency of the checks. Staff B stated
that it was Staff A's responsibility to investigate Resident 2's falls.
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06.18.2026 09:53:39 State of Washington 11716

Statemant of Deficiencies Eicense # 2366 Compliance Detexminahon # 78427
Plan of Corraction Brookdale Couttyard Fuyailup Completian Date
Paga? of@ Lizansse: EMERITUS CORPORATION apM&RuE

Curiig an intenaeiw an BHQTIIR2E a8 1140 AM, Sta¥f & Administrator, stabed that Resident 2 had
four falls in Iess thaw fve days. BIaF A statad that Resident 2¢ famiiy called in s mudale of the
nighy, and Staf & belivved Resident 2 thed to goswe! the phone and feil. Staff A statzd that other
falie occuwrred when Resident 2 aliempts (o get up or do something for thamsed Staff A states that
their investigation ruled nut abuse aned neglect. Staff & did not state haw thay rulad sut abuse oy
neglect, Staf & did not grovide interventions put it placs to prevent reciyenee .

On O827/2028 batweazn 113 PM and 1.88 PM. Sve anonymisus staff {TC4, CCE, CC8, CCT and
A

N
CCRY wers interviewed. Al five staff statad that they were awave of Resident 2's falis. All fyre statf
shaled that they wers unawars of any ntenventinns put intg place fo pravant any requirences.

PlaniAttestation Statem ant
i araby certify Wat | have reviewad this report and have faken of wili taks ackive
reasurss 1o comract this ceficiency. By taking this actiow, Broshdale Couwtyard Puyallup s
o will be in copiance wth this law and § or regulation on Date) /) 7/2&

in addiben, | will impplament a system 1o yontor snd ansuwrs cantinusd compdisnee with
this raquirement.

e Gty é/z?i{éﬁ

Admivastrator {or Represantatye)

~

WAC 388.78A-2640 Reporting significant change in a resident's condition.

N

{1} Thw assisted living facility must consult wth the resident's represeniative | the resident's
physioan, and ather odvidual{s; designated by the res:dent as saon as possible whenever:

(#) Thers 1s 2 significant change in the rasident's covdibion,

(3} Whenaver e conditions i subisaction (1) er {2} of fus ssction conwy, the assisted fving faclity
must docwrent i e rasdent's recards:
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(a) The date and time 2ach indivdaal was contacted: and
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During an interview on 05/27/2026 at 11:40 AM, Staff A, Administrator, stated that Resident 2 had
four falls in less than five days. Staff A stated that Resident 2’s family calied in the middle of the
night, and Staff A believed Resident 2 tried to answer the phone and fell. Staff A stated that other
falls occurred when Resident 2 attempts to get up or do something far themself. Staff A stated that
their investigation ruled out abuse and neglect. Staff A did not state how they ruled out abuse ar
neglect. Staff A did not provide interventions put in place to prevent recurrence.

On 05/27/2026, between 1:13 PM and 1:56 PM, five anonymous staff (CC4, CC5, CC6, CCT7, and
CCB) were interviewed. All five staff stated that they were aware of Resident 2's falls. All five staff
stated that they were unaware of any interventions put into place to prevent any recurrences.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken ar will take active
measures to carrect this deficiency. By taking this action, Brookdale Caurtyard Puyallup is
or will be in compliance with this law and / or regulation an {Date) :

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

Administrator (or Representative) Date

WAC 388-78A-2640 Reporting significant change in a resident’s condition.

(1) The assisted living facility must cansult with the resident’s representative, the resident’s
physician, and other individual(s) designated by the resident as soon as possible whenever:
(a) There is a significant change in the resident's condition;,

(3) Whenever the canditions in subsection (1) or (2) of this sectian accur, the assisted living facility
must document in the resident's records:

(a) The date and time each individual was contacted; and

(b) The individual's relationship to the resident.

This requirement was not met as evidenced by:

Based on recard review and interviews, the Assisted Living Facility (ALF) failed to notify the primary
care provider and document in the recard when 2 af 5§ sample residents (Resident 2 and Resident §)
experienced significant weight loss. This failure placed
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Resident 2 and Resident § at risk of delayed medical services and a decline in their quality of life.
Findings included...

Review of the ALF's "Nutrition at Risk Program: Weight loss guideline,” dated March 2019, showed
that significant weight loss was defined as at least 5% loss in 30 days, 7.5% in 90 days and 10% in
180 days. The guideline showed that staff were to notify the resident’s primary care provider,
institute weekly weight checks, record percentage of food eaten at each meal, and file the
documentation in the residents’ record.

Resident 2

Review of Resident 2's undated records showed the ALF admitted Resident 2 on -2026_
Review of Resident 2's weight log showed that Resident 2 weighed 108 pounds at admission. The
weight log showed that Resident 2 weighed 94 .6 pounds on 04/03/2026. Resident 2 lost 13 4
pounds, a 12.6% weight loss within five weeks.

Review of Resident 2's progress note, dated 04/17/2026, showed that Resident 2 was placed on a
meal consumptian tracking plan. The progress naote showed that staff were to encourage Resident 2
to drink mare. There was no documentation that showed Resident 2's primary care provider was
notified of the weight loss. There was na documentation in the records that showed the percentage
of Resident 2's food intake.

RESIDENT &

Review of Resident §'s recards showed the ALF admitted Resident 5 on -2025. Review of
Resident 5's weight log showed that Resident § weighed 114 pounds at admissian. The weight log
showed that Resident § weighed 94 .3 pounds on 03/08/2026. Resident 5 lost 1.7 pounds, a
17.28% weight loss within 180 days. There was no documentation of Resident §'s weight lass in the
progress naotes. There was no documentation that Resident 5's representative ar primary care
provider were notified of the weight loss. There was na documentation in the records that showed
the percentage of Resident 5's food intake.

During an interview on 05/19/2026 at 4:.07 PM, Collateral Contact 2 (CC2), Resident 2's
representative stated that Resident 2 was suppased to be fed in the dining room by staff. CC2 stated
that Staff A directed staff to feed Resident 2 in their room. CC2 stated that staff were nat feeding
Resident 2 in their room and "they dropped 14 paunds in six weeks." CC2 stated that Resident 2's
family decided to go into the facility during meals and feed Resident 2. CC2 stated that Resident 2
was nat getting enough nutrition, had multiple falls which led to hospitalization, and subsequent
death within days of being released from the hospital.

During an interview on 05/27/2026 at 11:30 AM, Staff B, Health and Wellness Directar stated that
Resident 5 was not eating and last a lot of weight. Staff B stated that they were unsure of when
Resident 5 started losing weight. When asked if the primary care
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provider was notfied. Stalf B stated that they beleve ey asked Resident 8% amah, i bring Ensure
(8 nutnfisnat supplanmniat drinkd into the facility Maf B siated trut hisy utiated & mas attendancs
and censumution plan. Thers was ng documentation in Resdent &'s reoond témt ashawed Readant
S's primary care provder was noffisd of the signficant weight loss.

Curivsgg an intenasw on GEDEERE a8 1113 AM, Stalf B stated that stalf were to noldy the residenty’
pn Mary care providess, mpras&s}"‘tw& and inivate wee Ky welghts when there was sigrificant
weight uvs parthe nuition guidelines. Siaf B otated that Resigent s primavy cars privider was
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provider was notified, Staff B stated that they believe they asked Resident 5's family to bring Ensure
(a nutritional supplemental drink) into the facility. Staff B stated that they initiated a meal attendance
and consumption plan. There was na documentation in Resident 5's record that showed Resident
5's primary care provider was notified of the significant weight loss.

During an interview on 06/10/2026 at 11:13 AM, Staff B stated that staff were to naotify the residents’
primary care praviders, representatives, and iniiate weekly weights when there was significant
weight loss, per the nutrition guidelines. Staff B stated that Resident 2’s primary care provider was
notified of the weight loss. Staff B stated that the fax that was sent to the pnimary care provider was
not retained in the records. Staff B stated that the facility initiated daily meal trackers. Staff B stated
that the nutrition guideline "was definitely not followed ”

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken ar will take active

measures to carrect this deficiency. By taking this action, Brookdale Courtyard Puyallup Is
or will be in compliance with this law and / or regulation an {Date)

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

Administrator (or Representative) Date
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