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Residential Care Services
Investigation Summary Report

Provider/Facility: Rose Pointe Assisted Living

License/Cert.#: 2452

Provider Type: Assisted Living Facility

Compliance Determination #: 78484
Intake ID: 226800

Investigator: Sandra Fast
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 06/04/2026 through 07/14/2026
Complainant Contact Date(s): 06/04/2026, 06/30/2026

1. A resident was allowed to be in severe pain without intervention.

2. A resident experienced unsanitary living conditions.

Allegation(s):

Total residents: 93
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions
Medication administration

Observations:

Identified resident
Identified staff
Nursing staff
Residents
Family members
Housekeeping staff

Interviews:

Medical records
Incident investigation
Facility policies
Personnel files
Staff training records
Staff patterns

Record Reviews:

1. The identified resident’s medication administration records reviewed showed that the
identified resident was not administered pain medication on a consistent basis. The identified
resident observed showed signs of severe distress and pain. The medication technician
observed did not administer medications to alleviate the resident’s distress. A citation was
issued regarding Washington Administrative Code
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(WAC) 388-78a-2210(1)(b)(2)(a)(b).

2. The identified resident’s records reviewed showed that they needed assistance with
maintaining sanitary living quarters. The resident’s quarters observed showed unsanitary living
conditions. Citations were issued regarding WAC 388-78a-2610(2)(e) and WAC 388-78a-
3090(1)(a)(d). T

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Rose Pointe Assisted Living

License/Cert.#: 2452

Provider Type: Assisted Living Facility

Compliance Determination #: 78484
Intake ID: 227019

Investigator: Sandra Fast
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 06/04/2026 through 07/14/2026
Complainant Contact Date(s): 06/04/2026

1. The identified resident was unable to call for staff assistance.

2. The identified resident’s pain was not adequately addressed.

3. The identified resident was exposed to unsanitary living conditions.

Allegation(s):

Total residents: 93
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Activities
Resident rooms
Staff to resident interactions
Medication administration

Observations:

Identified resident
Identified staff
Nursing staff
Residents
Family members
Housekeeping staff

Interviews:

Medical records
Incident investigation
Facility policies
Personnel files
Staff training records
Staff patterns

Record Reviews:

1. The identified resident’s records reviewed showed that there were interventions in place to
check on the resident in their room frequently. The facility staff observed
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were rounding on residents and assisting them as needed. The sampled residents observed
were able to summon staff physically or verbally and showed no signs of distress. No failed
facility practice was identified.

2. The identified resident’s medication administration records reviewed showed that the
identified resident was not administered as needed pain medication on a consistent basis. The
identified resident observed showed signs of severe distress and pain. The medication
technician observed did not administer medications to alleviate the resident’s distress. A citation
was issued regarding WAC 388-78a-2210(1)(b)(2)(a)(b).

3. The identified resident’s records reviewed showed that they needed assistance with
maintaining sanitary living quarters and laundry. The resident’s quarters observed showed
unsanitary living conditions. Citations were issued regarding WAC 388-78a-3090(1)(a)(d), and
WAC 388-78a-2610(2)(e).

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Statement of Deficiencies License #: 2452

Completion Date

07/14/2026

Rose Pointe Assisted Living

Licensee: RP Operations, LLC

Compliance Determination # 78484

of 7Page 3

Plan of Correction

Review of Resident 1’s Negotiated Service Plan (NSP, the facility’s titled negotiated service
agreement) showed that the resident had diagnoses of 

, and 
. The NSP showed that Resident 1

was on hospice (end of life care).The NSP showed that the Resident 1 had long term pain and could
not determine their own need for as needed (PRN) medications and that medications were to be
given as ordered (prescribed). The NSP further showed that staff would maintain Resident 1's
comfort at the "end of life."

In an interview on 06/04/2026 at 8:22 AM, Collateral Contact 1 (CC1), Hospice Social Worker, stated
that on 06/02/2026, they visited Resident 1 at the facility. CC1 stated that Resident 1 was observed,
“writhing in pain.” CC1 stated that they alerted Staff B, Medication Technician (MT), at 10:15 AM on
06/02/2026, that the resident reported and showed signs of significant pain. CC1 stated that Staff B
told them that Resident 1’s PRN Morphine Sulfate (MS, controlled narcotic pain medication) was
ordered to be given every 12 hours. CC1 stated that the resident’s MS was not ordered every 12
hours and was ordered for every two hours PRN for pain. CC1 stated that at 10:35 AM Staff B had
not yet provided Resident 1 with any pain medication.

In an interview on 06/04/2026 at 9:36 AM, Collateral Contact 2 (CC2), Hospice Registered Nurse,
stated that Resident 1 was observed in a huge amount of pain on 06/03/2026 and that they alerted
Staff B of the pain. CC2 stated that Staff B did not medicate the resident with their PRN pain
medication. 

Review of Resident 1’s MAR for June of 2026, showed that the resident had PRN MS ordered every
two hours for verbal and non-verbal indications of pain. The MAR documented the non-verbal signs
of pain as groaning, crying, or rigidity in position. The MAR documented that when non-verbal signs
and symptoms of pain were noted, the staff were to medicate per orders to ensure the resident's
comfort. The MAR showed only one administration of the resident’s PRN MS, on 06/02/2026, at 1:46
AM. Further review of the MAR showed that Resident 1 was not provided their ordered MS
medication when notified by hospice of the resident's pain on 06/02/2026 and 06/03/2026.

In an interview on 06/04/2026 at 1:46 PM, Staff B stated that part of their role as an MT was to
assess residents for pain, including non-verbal pain. Staff B further stated that there was an
medication error regarding Resident 1's MS pain medication. Staff B stated they believed the MS
was scheduled as routine and not as a PRN.

Observation on 06/04/2026 at 10:48 AM showed that Resident 1 spoke in a strained manner, was
grimacing and moaning. Further observation showed that the resident was restless and held their
muscles in a tensed (stretched tight and rigid) manner. The resident was unable to verbally state
whether they were in pain. Further observation
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Statement of Deficiencies License #: 2452

Completion Date

07/14/2026

Rose Pointe Assisted Living

Licensee: RP Operations, LLC

Compliance Determination # 78484

of 7Page 5

Plan of Correction

<Resident 1>

Review of Resident 1’s Negotiated Service Plan (NSP, the facility’s titled negotiated service
agreement), dated 04/23/2026, showed that staff were to provide the resident with a safe
environment. Further review showed staff were to anticipate the resident’s wants and needs to
maintain their dignity, safety and comfort. 

Observation on 06/04/2026 at 11:05 AM showed that urine soaked linen and a urine soaked brief
were left in Resident 1’s apartment. A strong lingering odor of urine was detected. Further
observation showed an unfastened clear trash bag containing soaked sheets and bedding on the
floor of Resident 1's closet area.

Observation on 06/04/2026 at 11:08 AM, showed a pillow without a pillowcase sitting on Resident
1's closet floor area. A yellow stain with brown edges covered half the pillow.

In an interview on 06/04/2026 at 8:22 AM, Collateral Contact 1 (CC1), Hospice Social Worker, stated
that Resident 1’s room smelled of urine and there was a soiled brief on the floor, next to the
resident’s bed.  CC1 further stated that they notified Staff B, Medication Technician, and they were
told that the resident did that.

In an interview on 06/04/2026 at 9:17 AM, Collateral Contact 2 (CC2), Hospice Registered Nurse,
stated that on 06/03/2026 at 1:30 PM, they observed Resident 1 in a bed and that their bedding was
soaked in urine. CC2 further stated they observed urine running off the resident’s bed onto the floor.
CC2 stated that a soiled brief was observed on the floor next to the resident’s bed. CC2 stated that
this was the second time they had observed these things in two days. CC2 stated that when Staff B
was notified, they did not intervene. CC2 stated that the decision was made to relocate the resident
to a hospice (end of life) facility due to concerns for the resident’s comfort and safety.

In an interview on 06/24/2026 at 1:57 PM, Collateral Contact 3, Representative, stated that they had
come to the facility unannounced two times and both times the resident's room was filthy and,
"looked like a hurricane had come through."

<Resident 2>

Review of Resident 2’s NSP, dated 12/23/2026, showed that the resident had diagnoses of 

. Further review showed that staff were to maintain the resident’s room in
an acceptable manner, bagging soiled linen and transporting it from the resident’s apartment. 
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Statement of Deficiencies License #: 2452

Completion Date

07/14/2026

Rose Pointe Assisted Living

Licensee: RP Operations, LLC

Compliance Determination # 78484

of 7Page 6

Plan of Correction

Observation on 06/04/2026 at 11:56 AM showed a strong lingering odor of urine detected in
Resident 2’s apartment. 

Observation on 06/04/2026, at 11:59 AM showed a brownish, wet liquid on the right sided base of
Resident 2’s toilet, and sticky matter covering the surface of their bathroom’s flooring tiles.
Observation of the resident’s closet space showed unfolded clothing overflowing the resident’s
laundry basket. A soiled bedding pad was observed on the floor of the resident’s closet area. 

<Resident 3>

Review of Resident 3’s NSP, dated 12/29/2025, showed a diagnosis of a 
. The NSP further showed that staff

were to assist the resident to keep their laundry clean and free of odor/soiling. The NSP showed that
soiled laundry, when found, was to be bagged and transported from the apartment.

Observation on 06/04/2026 at 12:04 PM showed  that the flooring tiles at the front of Resident 3's
toilet were separated from each other. A brown substance was observed in the spaces between the
separated tiles and between the front of the toilet base and the tiles.

Observation on 06/04/2026 at 12:08 PM of Resident 3’s apartment, showed an overflowing dirty
laundry basket. An unbagged soiled bed pad was observed in the basket. 

This is a recurring deficiency previously cited on 12/10/2025 for subsection (1) (a), 08/19/2025 for
subsection (1) (d), 06/17/2025 for subsection (1) (a), 12/27/2024 for subsection (1) (a), and
06/18/2024 for subsection (1) (a).
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