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Residential Care Services
Investigation Summary Report

Provider/Facility: Willow Grove
License/Cert.#: 2399

Provider Type: Assisted Living Facility

Compliance Determination #: 78824 Intake ID: 226325
Investigator: Amy Wright Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 06/10/2026 through 06/29/2026
Complainant Contact Date(s): 06/01/2026, 06/08/2026, 06/25/2026

1. Inadequate showers.
2. Inadequate nutrition services.
3. Resident weight loss.
4. Laundry is mixed up with other residents' laundry.
5. Untrained staff.
6. Facility does not have a bedside commode.
7. Resident's catheter came out two times resulting in bleeding and a trip to the hospital.
8. Inadequate urinary catheter care resulting in frequent urinary tract infections.
9. Resident being discharged out of retaliation for complaints (added concern based on initial
complainant interview).

Allegation(s):

Total residents: 22
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Alleged Victim
Residents
Activities
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Alleged Victim's Representative
Director of Care
Resident
Resident Representatives
Kitchen Manager

Interviews:

*Disclosure of Services
*Characteristic roster
*Staff roster
*Email communication
*Resident behavior intervention crisis plan

Record Reviews:
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*Resident face sheets
*Resident discharge notice
*Shower documentation
*Menus
*Weight documentation
*Resident care plans
*Weight Policy
*Progress notes
*Medication administration records
*Termination by the Home and Discharge or Transfer Requirements
Policy
*Activities calendar
*Provider orders
*Staff training records
*Staff credentials

1. Record review showed that showers had not occurred according to a resident's negotiated
service agreement. Failed facility practice identified and cited under WAC 388-78A-2160
Implementation of negotiated service agreement. Additionally, record review showed that a
resident's care plan failed to identify the frequency and approximate time of day showers were
to be provided. Failed facility practice identified and cited under WAC 388-78A-2140 Negotiated
service agreement contents (3).
2. Record review showed there was no documentation of the alternative entrees that were
offered to residents for midday and evening meals. The facility was able to provide updated
menus prior to the exit date. Failed facility practice identified and consulted under WAC 388-
78A-2300 Food and nutrition services (1)(g).
3. Record review and interview showed that the facility failed to follow their weight loss policy
when significant weight loss occurred. Failed facility practice identified and cited under WAC
388-78A-2600 Policies and procedures (1)(a)(b).
4. Interview with facility management showed that the facility had a system for managing the
residents' laundry and for ensuring that items were returned to the proper owner. Interview with
the Alleged Victim's Representative verified that the resident's clothing items had been labeled
with the resident's identifying information. A resident was interviewed, and they confirmed that
their laundered items were typically returned to them. No failed facility practice.
5. Interview with the Alleged Victim's Representative showed that their concern was primarily
with new facility staff. Record review showed that the new staff reviewed had completed facility
orientation and the required long-term care worker training. Interview with facility management
showed that the facility added designated trainers to improve their on-the-job training. The
facility had plans for all-staff specialty training refreshers. A resident was interviewed, and they
reported staff were knowledgeable about their job tasks. Staff observed providing resident care,
appeared competent. No failed facility practice.
6. Interview with facility management showed there were no current facility residents who
required the use of a bedside commode. Facility management reported that if a resident needed
a bedside commode, they had the means to obtain one. The Alleged Victim's Representative
was interviewed, and they explained that the resident's need for a bedside commode had been
temporary. Resident and resident representative interviews were conducted and no concerns
were voiced about nonavailability of durable medical equipment. No failed facility practice.
7. Interview and record review showed that the facility failed to document, in the Alleged Victim's
negotiated service agreement, interventions to prevent urinary

Investigation Summary:
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catheter displacement. Failed facility practice was identified and cited under WAC 288-78A-
2140 Negotiated service agreement contents (1)(a)(iii).
8. Interview and record review showed that the facility failed to ensure that urinary catheter care
was provided in accordance with current acceptable infection control standards. Failed facility
practice identified under WAC 388-78A-2610 Infection control (2)(d). Facility already out of
compliance as of 06/01/2026.
9. Record review confirmed that the facility provided the Alleged Victim with a discharge notice.
Interview with facility management showed that that the discharge notice was issued due to the
facility's belief that the resident needed a higher level of care. The Alleged Victim's
Representative was interviewed, and they agreed that a higher level of care was needed for the
resident. The facility had a policy to guide facility staff when resident discharges were
necessary. No failed facility practice.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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