STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

AMENDED

BKD Clare Bridge of Olympia LLC
Brookdale Olympia West

420 YAUGER WAY SW
OLYMPIA, WA 985028660

RE: Brookdale Olympia West License # 2497
Dear Administrator:

This letter addresses Compliance Determination(s) 39738 (Completion Date 04/15/2024) and
36948 (Completion Date 02/21/2024).

The Department completed a follow-up inspection of your Assisted Living Facility on 04/15/2024
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements.

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

WAC 388-78A-2450, WAC 388-78A-2450-1, WAC 388-78A-2450-1-a, WAC 388-78A-2450-1-b,
WAC 388-78A-2450-1-c, WAC 388-78A-2450-2, WAC 388-78A-2450-2-e, WAC 388-78A-2450-
2-h, WAC 388-78A-2450-2-h-vi, WAC 388-78A-2450-2-h-vii

The Department staff who did the on-site verification:

Anissa Bearden, Licensor
Cory Cisneros, Field Manager

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

Ca% Ceanersa

Cory Cisneros, Field Manager

Region 3, Unit E
Residential Care Services

"91ISJ9M 1018207 33 J0} SIJIAISS 2Je) [elluapIsay Aq patedasd sem Juswindop siyL



Residential Care Services
Investigation Summary Report

Provider/Facility: Brookdale Olympia West Provider Type: Assisted Living Facility
License/Cert.#: 2497

Compliance Determination #: 36948 Intake ID: 117217

Investigator: Anissa Bearden Region/Unit #: RCS Region 3/ Unit E
Investigation Date(s): 02/02/2024 through 02/21/2024

Complainant Contact Date(s):

Allegation(s):
1) allegation that there are not enough staff that is placing the residents safety at risk.

Investigation Methods:

Sample: Total residents: 47
Resident sample size: 8
Closed records sample size: 0

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

Interviews: Nursing staff
Residents
Family members
Housekeeping staff
Business office manager

Record Reviews: Medical records
Grievance log
Facility policies
Personnel files
Staff training records
Staff patterns
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Investigation Summary:

1) after observation, interview, and record review the facility did not have adequate staff to
ensure the residents care and services were being provided that contributed to residents not
getting showers that cause skin impairments, laundry services not being provided, rooms
unkept, and residents that required nurse delegated task were administered by unqualified care
staff. Failed Practice.

Conclusion / Action:



[x]
H
[

Failed Provider Practice Identified / Citation(s) Written
Failed Provider Practice Not Identified / No Citation Written
N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Brookdale Olympia West Provider Type: Assisted Living Facility
License/Cert.#: 2497

Compliance Determination #: 36948 Intake ID: 118883

Investigator: Anissa Bearden Region/Unit #: RCS Region 3/ Unit E
Investigation Date(s): 02/02/2024 through 02/21/2024

Complainant Contact Date(s):

Allegation(s):
1) allegation that there are not enough staff working to meet the residents care needs
2) facility continues to admit new residents with the staff challenges.

Investigation Methods:

Sample: Total residents: 47
Resident sample size: 8
Closed records sample size: 0

Observations: Residents
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Interviews: Nursing staff
Residents
Family members
Housekeeping staff
Business office manager
Human resources
Laundry staff

Record Reviews: Medical records
Grievance log
State reporting log
Incident investigation
Facility policies
Personnel files
Staff training records
Staff patterns
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Investigation Summary:

1) after observation, interview, and record review the facility failed to have adequate staff to
provide the care and services to the residents that resulted in laundry not being completed,
showers not being done and contributed to residents to develop skin impairments, and
unqualified staff passing nurse delegated tasks to the residents.



Failed practice identified
2) facility did admit one new resident to the facility despite the facility having staff challenges
and meeting and full filling the current residents care and services. failed practice.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written
[] NA
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STATE OF WASHINGTON
CEPARTMENT OF SQCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
) . 800 NE 136th Ave Ste 200, Vancouver, WA 98634

Staternest of Delicencies Licavse # 2457 Sermplignos Dateuninalion #5048
Plan of Corvaction Brookdale Clympa West Campistion Date.
Fags1 of 18 Licenses: BKE Clae Brigge of Olyegia LLC GR212024

You ars required to be in camphiante atall Grmes wathoalt live nsing faws and regulations to
rmaintain your Assisted Uiving Fanility Hoenge .

The degartment campietad data collection for sy tnariouhcad on-site compdaint vestigation
art 2022024 and D2/572024 of.

Braokdate Olympia West

428 ¥YAUSER WAY-8W

OLYMFIA, WA 985328569

This document references the foliswing complaint number(st 117217, 118883

The fodowing sample was selected far revisw during the unsnnounced aa-site visit 8 of 47
current residents and §formes residents, ’

The depatimernt staff that investigated the Assisted Living Faciify

Anissa Begrden, Licenssy

Fror

DSHS, Agirig and LovupTerm Suppost Adstsnistration
Residential Cave Services, Regiond | Unit £

808 NE 138 Ave St 200

Vancouver, W 98884

As a result of the sr-site visitls], the department found that you are not in sompliarics with the

Heeading Iaws and regulations as stated i the olag dehiciencies inthe enclased report

6",’// Ceanerse | 03/04/2024

Redgdential Care Senvices Oate

f understand that to maintain sy Assisted Living Faoity kcense, the facility must be in

complianse wah all the Roenaing faws and reguistions at ol tmes.

3/20

3/
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Statement of Deficiencies License # 2497 Compliance Determination # 36948
Plan of Correction Brookdale Olympia West Completion Date
Page 1 of 18 Licensee: BKD Clare Bridge of Olympia LLC 0272172024

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 an unannounced on-site complaint investigation
on 02/02/2024 and 02/15/2024 of:

Brookdale Olympia West
420 YAUGER WAY SW

OLYMPIA, WA 985028660

This document references the following complaint number(s): 117217, 118883

The following sample was selected for review during the unannounced on-site visit: 8 of 47
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Anissa Bearden, Licensor

From:

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

800 NE 136th Ave Ste 200

Vancouver, WA 98684

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.

C"‘,’? Craneroa 03/04/2024

Redrdential 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.
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Statemnt of Deficiencies License # 2487 Compliance Deternminaton # 30348
Fian of Corastion Bronkdale Clympia West Cempisticn Date
Paga 2 of 1& Licensen: BKD Clars Bridgs of Qlympia LLC 02411 20238

2o/

[T

Aol alos

WAC 383 78A2480-Seaft:
{1} Each-assisted fving facility must provide sufficient, trained staff pereons o)

{&) Furnish the services and care needed by gach residant consistent wath hig or bas negotiated
service agraement

{is} Maintain the aesisted fiving facility free of safely hazands and:

(&} lrrpiervent fire and sdisaster plans

(::E_}.Thei assisted living faciity must

(&) Ensure ¥ resident care and services are provided only by staff persans who fave e training,
credantials, experience and ather qualficatiung necessary 1o provide the care and services, '

(i} Provide staff asentation and apgropriate trainiag for sxpected duties, indluding:

{vi) Needs-and service preferences igentified in te negotiated service agreements of resdents wi
whantthe staff persons will be workivgy:. and

{vii] Resident nghts. nchuding without imitation those spiecifigd in shaptér TO 128 RCW.

This requirement was not met as evidenced by:

Based on obssnations intenvisws, and record raviews, ths facility fatied to ensure they had
sufficient and qualified staffio maat resident needs for 2.of 2 memary care unts {Clarg and Bridge:
uniss} reviewed. This fmlure resultes in residants not receiving cave and services per their Megotiated
Senvice Agreements, and placed alt 47 of 47 residants at nsk for unmet care needs and decréased
quality of fife.

Findings weluded..

In-an absstvation on BT ot B340 AM , up sy entering this secured memory sare faslity
entrance, thave was a 1arge apen avea with multiple dining tabie and chairs anid officas. The faciity
spiits off to wi separate haliways, one straight ahead to the felt of e front deor to the Clare side,
and-a hallway to the dght that #2d to he Bridge side of the budding. Each separatest side of the
building has a secursd door for entrylexi requiring @ sode ta unfock the doors to sxit. Between the
naltvways there was gharved office space for staff, and a tan square ugsd for activiies, by arderta
access the Bridge sids frotirthe Clare sids, one would sxit e seeured doovs of Clare side in the
front entryway, go dows the hatiway and enter through the secured doors of Brldge; and vice versa.
Orice inade -sither side of the buiding {Bridge or Clare), there was ar allemative way to eater the
ather side theegh a locked doar that entered the empluyes breakvaom, down e halkway past

4/
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Statement of Deficiencies License # 2497 Compliance Determination # 36948

Flan of Correction Brookdale Olympia West Completion Date
Page 2 of 18 Licensee: BKD Clare Bridge of Olympia LLC 0221/2024
Administrator (or Representative) Date

WAC 388-7T8A-2450 Staff.

(1) Each assisted living facility must provide sufficient, trained staff persons to:

(a) Furnish the services and care needed by each resident consistent with his or her negotiated
service agreement,

(b) Maintain the assisted living facility free of safety hazards, and
(c) Implement fire and disaster plans.
(2) The assisted living facility must:

(e) Ensure all resident care and services are provided only by staff persons wha have the training,
credentials, experience and other qualifications necessary to provide the care and services;

(h) Provide staff orientation and appropriate training for expected duties, including:

(vi) Needs and service preferences identified in the negotiated service agreements of residents with
whom the staff persons will be working; and

(vii) Resident rights, including without limitation, those specified in chapter 70.129 RCW.

This requirement was not met as evidenced by:

Based on observations, interviews, and record reviews, the facility failed to ensure they had
sufficient and qualified staff to meet resident needs faor 2 of 2 memory care units (Clare and Bridge
units) reviewed. This failure resulted in residents not receiving care and services per their Negotiated
Service Agreements, and placed all 47 of 47 residents at risk for unmet care needs and decreased
quality of life.

Findings included...

In an observation on 02/02/2024 at 8:40 AM, upon entering this secured memory care facility
entrance, there was a large open area with multiple dining table and chairs and offices. The facility
splits off to two separate hallways, one straight ahead to the left of the front door to the Clare side,
and a hallway to the right that led to the Bridge side of the building. Each separated side of the
building has a secured door for entry/exit requiring a code to unlock the doors to exit. Between the
hallways there was shared office space for staff, and a town square used for activities. In order to
access the Bridge side from the Clare side, one would exit the secured doors of Clare side in the
front entryway, go down the hallway and enter through the secured doors of Bridge, and vice versa.
Once inside either side of the building (Bridge or Clare), there was an alternative way to enter the
other side through a locked doar that entered the employee breakraom, down the hallway past
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Statemeat of Deficiencies Liense # 2487 Compliance Detesninaton # 3504t
Plan of Correction- Bronkdale MMympis West Coamplaticn Date
Page 3 of 18 Licensee: BKD Clare Bridgs of Glympia LLC D202 2024

the kitchan's i‘mtry ther urned 1o go vg another halliay tat passed the other side of e kiteher to
the door of the other side of the buidding, and vice versa.

Ree md revigw of the facility's document Blied, “Assisied Living Facility Resident Charsoteristic
Roster and Sample Seiection”, undated, showed there wers 24 memary vare residents that resged
on iare side af the facility. Ot of the 24 memory case residents on Clave, Bere were 5 residents
that wers identified ta exit seek {attempts & find 2 way aut of the buliding) o wander, 9 residants
that superenced bebaviors, 13 residents tna* required moderate {rasident assessed needs that may
requive assistance with such ag guiding, standhy assistance for transfers, ot arbulasion, Hathing and-
t'o.iiaﬁngj‘*a n axiun {resident assesssd medv tat ray requive assistance with ADU'S {Activities of
Daily Living} such as heeding s ane person of fwa a persin transfer, requared statf {0 assist with care,
l'éSldr‘ﬁt ne erjed assistance with mmng sitting up os faying dawrs, staff must chy“ssca\iy fwn the

esident while in bed} asmstamc with activities of daily lsing £ADL} $§ residents that were

peantinent (:nabmw o sontrol fass of yiine or st}wez msu!tmu iy accdents) of bowel and urins; and
1.« regidents that were mwrtuﬂea as atall riek and used an agsistive device. Review of the Bridge
aige of the building showed there: were 23 residents that resided o that side of the faciity. Thers
wese 7 residents fat were identhied to exit seek or wander, 8 residents that expesienced behavs'}rs
7 residents that required moderate to madinum assistance with their ADLU's, 13 residents fhat wers
incantingnize of bowed and uiine, and 12 residents that used an assistive device or was at risk for
falbs: - h

Record review of the facilty’s documant titled, “Assisted Living Facility Resident Charastenstic
Faster and Sample Ssiection’, undated, that veas provided to the Departrminit an 02415 ,:*}.3 :
showied the faciity nad a new rasident admit t the $aciity oo [JRoza.

Fecurd reviaw of the Yacilly's disclosurs of servives, undated, shoveed the facilty must pravide
launigdey senvices to F\PEQ thi regidents clothes clean and i ﬁmd repalr, and pravide them with clean
towels, wash claths, and bed dnens at least ance par week. The weekly linen service was included in
the manthly fees. The fa sty must maintn the sexident’s Beivg quarters and otfer areas the
resicisnts may use in & sate, Slean and canfortable conaition. The maont Wy fag included tight
hoUSekseping SSvice s ance par week '

Recuord revigw of the facility's docutnent tled, “Fresh Impressions: Regional, Disti t&i‘:m*xmuniiy'
viaH mrn&m*o Operatianal Excelence’, dated 1202 023, under e section titled, R sident
L‘xpanente showed the residents apazvnrrste and costevioh areac were 10 Jive a fresh mpression
that appearest clean adorfres - and comiwtable. Residents personal itens wers taunidsred
separately from othez esiderts Taundty, soiled incontinence of contamivated ferns ware washed
imenge diatedy. '

Recurd review of the facilty's document tled, Fresh Impzen&nom- Resident and *\.umam*nat»d
Laungry”, dated DRIN23, shigwed e laus G'v worklo ads werg to be balanced 85ross seven days”
The first J‘ﬁt were 1o cotect the dinty lausdry, the cart wasto be used to collect and retwn laundey,
and rerove the clothes from the doyer promphly to avoid wnni\ms The second shift was fo put the
laundny away. and the third shift wiks to wash, dry, and fold the laundry.
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Statement of Deficiencies License # 2497 Compliance Determination # 36948
Plan of Correction Brookdale Olympia West Completion Date
Page 3 of 18 Licensee: BKD Clare Bridge of Olympia LLC 022172024

the kitchen's pantry then turned to go up another hallway that passed the other side of the kitchen to
the door of the other side of the building, and vice versa.

Record review of the facility's document titled, “Assisted Living Facility Resident Characteristic
Roster and Sample Selection’, undated, showed there were 24 memory care residents that resided
on Clare side of the facility. Out of the 24 memory care residents on Clare, there were 5 residents
that were identified to exit seek (attempts to find a way out of the building) or wander, 9 residents
that experienced behaviors, 13 residents that required moderate (resident assessed needs that may
require assistance with such as guiding, standby assistance for transfers, or ambulation, bathing and
toilleting) to maximum (resident assessed needs that may require assistance with ADL'S (Activities of
Daily Living) such as needing a one person or two person transfer, required staff to assist with care,
resident needed assistance with turning, sitting up or laying down, staff must physically turn the
resident while in bed) assistance with activities of daily living (ADL), 18 residents that were
incontinent (inability to control loss of urine or bowel resulting in accidents) of bowel and urine, and
17 residents that were identified as a fall risk and used an assistive device. Review of the Bridge
side of the building showed there were 23 residents that resided on that side of the facility. There
were 7 residents that were identified to exit seek or wander, 8 residents that experienced behaviors,
7 residents that required moderate to maximum assistance with their ADL’s, 13 residents that were
incontinence of bowel and urine, and 12 residents that used an assistive device ar was at risk for
falls.

Record review of the facility's document titled, “Assisted Living Facility Resident Characteristic
Roster and Sample Selection”, undated, that was provided to the Department on 02/15/2024,
showed the facility had a new resident admit to the facility on [JJjjj/2024.

Record review of the facility's disclosure of services, undated, showed the facility must provide
laundry services to keep the residents clothes clean and in good repair, and provide them with clean
towels, wash cloths, and bed linens at least once per week. The weekly linen service was included in
the monthly fees. The facility must maintain the resident’s living quarters and other areas the
residents may use in a safe, clean, and comfortable condition. The monthly fee included light
housekeeping services ance per week.

Record review of the facility's document titled, “Fresh Impressions: Regional, District & Community
commitment to Operational Excellence”, dated 12/2023, under the section titled, Resident
Experience, showed the residents apartments and common areas were to give a fresh impression
that appeared clean, odor-free, and comfortable. Residents personal items were laundered
separately from other residents laundry, soiled incontinence or contaminated items were washed
immediately.

Record review of the facility's document titled, “Fresh Impressions- Resident and Contaminated
Laundry”, dated 06/2023, showed the laundry workloads were to be balanced across seven days.
The first shift were to collect the dirty laundry, the cart was to be used to collect and return laundry,
and remove the clothes from the dryer promptly to avoid wrinkles. The second shift was to put the
laundry away, and the third shift was to wash, dry, and fold the laundry.
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Statemant of Deficiencies License # 2487 Compliance Detesminabon # 3534k
Fian sf Corvaction Bronkdale Qlympis West Cempleticn Date
Page 4 of 18 Licensas: BKD Clara Biidys of Olyrpia LLC D221 72024

Record review of the fadilty's poficy titfed, Service Plan Process, dated 032020, shawed individual
rasident Seavice plans were develaped ‘?‘tuz.igh the evaluation provess or otheridentified Sy'stens
and provide nformatien abaut resident needs to the care associates {Car staffl. Service plans were
pnpiemented and mantained far gach resident s address these needs.

Recurd review of the facilly's docwment Bled, "Morming Shift 5-2", undated showed twas a timstine
of what the day shift caps staff wess exp»;.ted to do. The eApcm&hons inclured routine rounds of the
residents o ensure residents were toiteted and clean, sat up the dining room for breakfast and

lunch. assist e residents with getting up forthe day rrat moluded bmsmng their testh, washing fheir
fate  cumbing hair and pulting on clean clothes. The cave stalf were to remove the trash, dirty
laum}ry and make the residenits bed befare si.»y Jeett tha oo, Care staff were to assist e
residents o te dining vaor fur breavfavt and [unch. Care staff wars to Felp serve residents their
faod wates and danks Care staff were to agsist with r*&amng up the dining raem with clearing all the.
dush;ss and the dirty nens. The Kitthen hngns were to be washed and dishes returned to the ditchen.
Assist resident with shawers, sscurts 1o towey square for ashviies, sasure resident sooms ave tidied,
arid residents were toileted multiple times throughowt the shift Residents were tn ba provided
sriacks to both sides of the facility in between breaifast and hunch. Care siaff were to double check
all the. res:s&ntv fooms, showers resms and teke out thie Niuwnette ¢ trash befove & hiey anded theiw
shift.

Record raview of the fadlity's doawrnent titled, Eva ings 2-10", undated, showed  was a timealine of
what the svening shift care staff wers expected 1o d5. The expactations meluded making rautng
rounds hat ensured residents beds wers made, vaoms had the reduirad sugpls-o. and residents had
night clathes sof out. Snacks warets be passed aut and showers started for the rasidents. Laundry
was tn ba chesked and switehed nvsr put sway, and fold the residents Iaussdty are staff ware to
Brsure tie dining soorvwas setup for dinner anik residents were taileted . Care staff to assist the
residants fron b square activities-ang inta the dining room for dinner. Care staff were ta help
pass nut dinner plates assistany resident that re ut:l‘fl—'d assistance for eating, and then heiped clean
up after the meal. Cars staf wees {0 gasist ing down the: rﬁsz_den 5for _be_s that tncluded chacking
for trelr ronm t e clean, launcn was put-Sway, and wingow plinds were closed Care stalf were 1o
srisure the k tehaneties ¢ ef'agwaw was stocked with resad:—n* sna g anu they were to compiete a
first round sheck sn the residente td ensure ail trasty was aut of the resident’s rooms and sundry
rooms Tate staff were t swiich aver any jaundry that nested to be and then teport off and
comgiete walling wunids with the night care staff at e énd of the s bt There was i neght shft {10
PM-§ AR care staff expectationg task list for review

F\mord reviews of the Tacility's docurment ttled, “what does the fiat go?, undated. shnwed the floal
was an aid 1o the associates {vare stalf on the: fanr and they-do “what i neaded” in e moment.
Thie float should complets vithout regquest o be five stiesparier o ad daor & arms, answer cal lights,
set up dining rooam foreach meal, podr drinks,. evtgage the residents intha dar‘mq £OO, FLR TSI
for bott sitles of e facility, agsist with feeding and balancs the distng room Ne dinia 1y faoin shsuld
have dnly srie adde present, the medisation tectinivian shoutd always be opposite the Hoat and the
nurse: Assist the
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Statement of Deficiencies License # 2497 Compliance Determination # 36948
Flan of Correction Brookdale Olympia West Completion Date
Page 4 of 18 Licensee: BKD Clare Bridge of Olympia LLC 0221/2024

Record review of the facility's policy titled, Service Plan Process, dated 03/2020, showed individual
resident service plans were developed through the evaluation process or other identified systems
and provide information about resident needs to the care associates (care staff). Service plans were
implemented and maintained for each resident to address these needs.

Record review of the facility's document titled, "M orning Shift 6-2", undated showed it was a timeline
of what the day shift care staff were expected to do. The expectations included routine rounds of the
residents to ensure residents were taileted and clean, set up the dining room for breakfast and
lunch, assist the residents with getting up for the day that included brushing their teeth, washing their
face, combing hair, and putting on clean clothes. The care staff were to remove the trash, dirty
laundry, and make the residents bed before they left the room. Care staff were to assist the
residents to the dining room for breakfast and lunch. Care staff were to help serve residents their
food plates and drinks. Care staff were to assist with cleaning up the dining room with clearing all the
dishes and the dirty linens. The kitchen linens were to be washed and dishes returned to the kitchen.
Assist resident with showers, escorts to town square for activities, ensure resident rooms are tidied,
and residents were toileted multiple times throughout the shift. Residents were to be provided
snacks to both sides of the facility in between breakfast and lunch. Care staff were to double check
all the resident's rooms, showers rooms and take out the kitchenette’s trash before they ended their
shift.

Record review of the facility's document titled, "Evenings 2-10", undated, showed it was a timeline of
what the evening shift care staff were expected to do. The expectations included making routine
rounds that ensured residents beds were made, rooms had the required supplies, and residents had
night clothes set out. Snacks were to be passed out and showers started for the residents. Laundry
was to be checked and switched over, put away, and fold the residents laundry. Care staff were to
ensure the dining room was set up for dinner and residents were toileted. Care staff to assist the
residents from town square activities and into the dining room for dinner. Care staff were to help
pass out dinner plates, assist any resident that required assistance for eating, and then helped clean
up after the meal. Care staff were to assist lying down the residents for bed that included checking
for their room to be clean, laundry was put away, and window blinds were closed. Care staff were to
ensure the kitchenettes refrigerator was stocked with resident snacks and they were to complete a
final round check on the residents to ensure all trash was out of the resident’s rooms and laundry
rooms. Care staff were to switch over any laundry that needed to be and then report off and
complete walking rounds with the night care staff at the end of the shift. There was no night shift (10
FM-6 AM) care staff expectations task list for review.

Record review of the facility's document titled, “what does the float do?", undated, showed the float
was an aid to the associates (care staff) on the floor and they do “what is needed"” in the moment.
The float should complete without request to be first respander to all door alarms, answer call lights
set up dining room for each meal, pour drinks, engage the residents in the dining room, run meals
for both sides of the facility, assist with feeding and balance the dining room. Mo dining room should
have only one aide present, the medication technician should always be oppaosite the float and the
nurse. Assist the
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residants with geting wp and movivg after meals and ints town square for acliviies. They were to
sweep the dinag fuoins and wips the tables after each wmeal, ciear e kitchenette(s) of dishes,
drinks, and garbage, They were to wash: fold, dry, and return tabig linens and resident faundiy Y
faunsiny belonged to all shifts to complete. The Roat was to asaist with t\m person fransfars and
cares Afl surfaces of the tatle fops, coffee tabies, handraily, desks, window sifis, baby dolis, ani
small televisian fmm tabiles were ta be wiged down and ail common spaces weré 1o b2 vacturned
and trash picked ; g The flost veas also o help religve the ather care staff for linches d@nd breaks

Record review of the facilly’s docirment tiled, "Clare Side Showers®, undated, shoved on day shift
thera werk four rasident shawers and Iawaw‘ sarvices schedufed every § unday hrough Thursday
and.an Friday and Saturday thers was thres residents that were scheduled for showers and taundry
services. The Evening shift was scheduled to complete threa resident shawers and faundry servizas
eviery Sunday through Wednesday and o resident showers and faundfy services daily on
Thursday througlt Samrday The' fozm shawed “beds must iz cranged and laundry pulied by the RA
[resident assistanticars <taff] assgned to that resitient svery shower dayi No bed baths unless
directed by Heath and Wellness: Dil’cf‘i\}l

Record review of the taciity's document tiled, “‘Bridge Side Showers® undated, showed for day shift

“there were faur residernds schedoted far showeérs and laundry gevices on Sunday t’hrsu g Tuesday,

Thursday, and Satiroay. T*me N&r@ three resident showers and faundry ssrvices acheduled svery
Wednesday ang Friday Far evening shift there weré three residents scheduled for stmwas ansd
latngdry seivicas avary Friday trn\ugh Tuesday and an Wadnesday and Thursday thave wers two
resigent showers and [aundry services scheduled.

ecard review of the faciity’s documant §fted, * Clintcal Schedute™, dated (XUB/2024 through
D"H HIO, showed for day shift § AM uvdl 2 ©M, the Janil lity was to have one medication techritian
schetuled for each side of Clare and Ba dge . Tnﬁr-‘ wars to be twa care staff for each Clare and
Bs\t,ge side of the. fauh'y Forthe gvering sh F 2 PV ouatl 1388, shawsd theve wouid be one
redis atuﬂ tectrdnian for each side of the building, vne cavegiver foreach side of the butiding, and 3
carsgiver that floateditrained . Revisw of night séift, 19 PM, untit § AM . showad there wouli be ons
redicanon techascian to cover both sides of the faclity and une carsgiver for each side of e
Building on shift. The g scheduled showed that are B0 12024 on day shift there were bwa medication
techriciars and four Care stalf tatwere scheduled to work for $he entive shift and far evening shigt
there were byo medicadon tachnicians and two carggivers schedulad 16 woik,

Fecard raview of the Tacilly's docurent, Hted. " Condensed Employee Vime Detad [lirve card
punches]’, dated 017382024 tru\ugrl 21“‘"’ {24, showead o QA 120234 for day shift showedthere
veas hwo medication techusisians and three caregivers that warked. On 3271 112024 far avening shift
showed thers were dwd medications t»s-“hmwnr and one care staff frony 2 £ antik 318 P when
anotier nare stalf clocked on shift. AL4-30 PM one care staft ended theiv shift leaving twa
mgdication terhmoians avd « gne.care sta¥f for 47 residents across the twa separate units antit § P,
'T}ze tisnie detalis-showed from § P& until 3 P theee was only one unaiabfied rme dicaton technician

Staff C) that worked aad covered both sides of e faciity. On S301/2324, 10 PM- § AW shawed
ther» were paly

1
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residents with getting up and moving after meals and into town square for activities. They were to
sweep the dining rooms and wipe the tables after each meal, clear the kitchenette(s) of dishes,
drinks, and garbage. They were to wash, fold, dry, and return table linens and resident laundry. The
laundry belonged to all shifts to complete. The float was ta assist with two-persan transfers and
cares. All surfaces of the table tops, coffee tables, handrails, desks, window sills, baby dolls, and
small television room tables were to be wiped down and all common spaces were to be vacuumed
and trash picked up. The float was also to help relieve the other care staff for lunches and breaks.

Record review of the facility's document titled, “Clare Side Showers", undated, showed on day shift
there were four resident shaowers and laundry services scheduled every Sunday through Thursday
and on Friday and Saturday there was three residents that were scheduled for showers and laundry
services. The Evening shift was scheduled to complete three resident showers and laundry services
every Sunday through Wednesday and two resident showers and laundry services daily on
Thursday through Saturday. The form showed "beds must be changed and laundry pulled by the RA
[resident assistant/care staff] assigned to that resident every shower dayll No bed baths unless
directed by Health and Wellness Director”.

Record review of the facility's document titled, “Bridge Side Showers", undated, showed for day shift
there were four residents scheduled for showers and laundry services on Sunday through Tuesday,
Thursday, and Saturday. There were three resident showers and laundry services scheduled every
Wednesday and Friday. For evening shift there were three residents scheduled for showers and
laundry services every Friday through Tuesday and on Wednesday and Thursday there were two
resident showers and laundry services scheduled.

Record review of the facility's document titled, “Clinical Schedule”, dated 02/06/2024 through
02/13/2024, showed for day shift 6 AM until 2 PM, the facility was to have one medication technician
scheduled for each side of Clare and Bridge. There was to be two care staff far each Clare and
Bridge side of the facility. For the evening shift 2 PM until 10 PM, showed there would be one
medication technician for each side of the building, one caregiver for each side of the building, and a
caregiver that floated/trained. Review of night shift, 10 PM, until 6 AM, showed there would be one
medication technician to cover bath sides of the facility and one caregiver far each side of the
building on shift. The scheduled showed that on 02/11/2024 on day shift there were two medication
technicians and four care staff that were scheduled to work for the entire shift and for evening shift
there were two medication technicians and two caregivers scheduled to work.

Record review of the facility's document, titled, "Condensed Employee Time Detail [time card
punches]”, dated 01/19/2024 through 02/05/2024, showed on 02/11/2024 for day shift showed there
was two medication technicians and three caregivers that worked. On 02/11/2024 for evening shift
showed there were two medications technicians and one care staff from 2 PM until 3:15 PM when
another care staff clocked on shift. At 4:30 PM one care staff ended their shift leaving two
medication technicians and one care staff for 47 residents across the two separate units until 6 PM.
The time details showed from 6 PM until 9 PM there was only one unqualified medication technician
(Staff C) that worked and covered both sides of the facility. On 02/01/2024, 10 PM- 6 AM showed
there were anly
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i are staff that worked and noomedication techuiciens. Comparison of the fve cand punclses to
the clinical sshedile, shiowed the facifity did not sva ff ta e deveds they hdicated were nece ssary and
gdocumeritad,

In an interview ob D2AIRMEGIS at 347 PM, Staft A, Executive Director, and Staff H, Distnet Directer of

Dpgrations, Stalf A stafed they warked night shiff from 15PM wntil & AM on 02/31/2024 . Staff A
statad they held the two medication carts keys. Staff A stated they completad the narcatic caunt for
the medicatiun carts with the off going medication techwician, Staff A stated there wasngt 3
defegated medication technisian ov adicensed nurse Mat worked 020172024 Fram 10 P8 until § AM.
Staff & stated they stafi the facility based on the resident's asuity of care that was generated fram ail
thi residents. service plans. Staff A was unaware how many rasidents that resided at the Facility
Faquiresd tws persan staff asmsianu— Saff H stated the ressdent’s assessiments were broken ug into
tirne. Staff H stated the time then equates to the number ot staff that were fequived to work fof each
shift. Staff H stated they would staff the facilty to meet the residerite care and s&vicd's needs.

Recurd revtew of the Tacilly's safaly plan sent te the department an 02/03/2024 a1 5:50 PM  Htled,
*Safety Plan - Brookdale Olympta West 0211202024 RE: Satety plan re: med tech coversge " Fdated
02i0242029, si*ow-*d “The conymunity Execs o raintain gate and appropriate medication disirbution
by using Mgfd Tech'sand Lisensed Nurse.”

Recurd raview of the fazilty's safaly plan sentio the Jepaftmem O E8/2029 a1 5:23 PM, titfad,
fCnical Schegdwd™, dated OIS 13024 through € 3”!23}"0% showed tha factity was wamnatm wathy
stafiing ageny o have caregivers and licenssd nurses (in ey of midization technivians) staff to fil
the shifts ey didbnot ave staff to work. There were 3% stufls that ware. mﬂm flled by ageney stalf
and wers heading Yo e filed by agency staff an the schedule for day, evening, and night shift.

Record review of the Washington Siate [WAY ie;;ag‘tme_nr:a}“ Sacial and Healh Senvices da -umen'
titled, * *‘w\re\unaty Nurse Delegation {")r,cm& winy 202487 sifmwed it was mandatory fur delegaton to a
long termy care watker that e Registared Nurse (RN mu tansure the ong tenm care worker was
L.UF'“-‘N?\[ a *eg wctered oF Cartified 88 3 NUNSING assistant o homa cate aide iy WA state withaut
rastrictions, they comgieted e hurss delsgati 1 far uar.rqwer core traiing, sne i ey viesre to
administer ysulin, the speaial focus un disbetes frdining was somplsted.

Recard review ﬂf the facilty poliey, titled, “Nurse Delegation Poficy”, dated 042023 showed “Beforz
perfarmisg :my elegated fask, the KN st a. YVerify that the nursing asssstant or howe cars aidis
cuErendy registered iz Washin _;tun state withoul restriction: b, Venify that the nursing assistant oy
harme cars aide has mm@irted im’h basic caregiver trainiug and cere detegation raining before
pen‘agmmg any delegated task; ¢ Venfy that the netramg assistant ar home care aid et evidence as
raguired By the deparimes tor sox jat and health services of qu.fzssfu‘ cormpletion of mirse
daiegatic"s core akEng and nurse uele\xatmn special forus on siabetes tratning when providing
isulin snjectionsia a d eeh; hent.. De regatian may onby be darw through writters instructisns to
the nursing sesistant se home cate aide with a copy maistained in fe resdent recodd. - Rarsing

8/
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two care staff that worked and no medication technicians. Comparison of the time card punches to
the clinical schedule, showed the facility did not staff to the levels they indicated were necessary and
documented.

In an interview an 02/02/2024 at 3:47 PM, Staff A, Executive Director, and Staff H, District Director of
Operations, Staff A stated they worked night shift from 10 PM until 8 AM on 02/01/2024 . Staff A
stated they held the two medication carts keys. Staff A stated they completed the narcotic count for
the medication carts with the off going medication technician. Staff A stated there was nota
delegated medication technician or a licensed nurse that worked 02/01/2024 from 10 PM until 6 AM.
Staff A stated they staff the facility based on the resident's acuity of care that was generated fram all
the residents service plans. Staff A was unaware how many residents that resided at the facility
required two person staff assistance. Staff H stated the resident's assessments were broken up into
time. Staff H stated the time then equates to the number of staff that were required to work for each
shift. Staff H stated they would staff the facility to meet the residents care and service's needs.

Record review of the facility's safety plan sent to the department on 02/02/2024 at 5:50 PM, titled,
"Safety Plan — Brookdale Olympia West 02/02/2024 RE: Safety plan re: med tech coverage," dated
02/02/2024, showed "The community execs to maintain safe and appropriate medication distribution
by using Med Tech's and Licensed Nurse."

Record review of the facility's safety plan sent to the Department 02/16/2024 at 5:23 PM |, titled,
"Clinical Schedule", dated 02/16/2024 through 02/23/2024, shawed the facility was coordinating with
staffing agency to have caregivers and licensed nurses (in lieu of medication technicians) staff to fill
the shifts they did not have staff to work. There were 38 shifts that were either filled by agency staff
and were needing to be filled by agency staff on the schedule for day, evening, and night shift.

Record review of the Washington State (WA) Department of Social and Health Services document
titled, " Community Nurse Delegation Orientation 2024", showed it was mandatory for delegationto a
lang term care warker that the Registered Nurse (RN) must ensure the long term care worker was
currently a registered or certified as a nursing assistant ar hame care aide in WA state without
restrictions, they completed the nurse delegation for caregiver's core training, and if they were to
administer insulin, the special focus on diabetes training was completed.

Record review of the facility policy, titled, "Nurse Delegation Paolicy”, dated 01/2023, showed "Before
perfarming any delegated task, the RN must a. Verify that the nursing assistant or hame care aid is
currently registered in Washington state without restriction; b. Verify that the nursing assistant ar
home care aide has completed both basic caregiver training and core delegation training before
perfarming any delegated task; c. Venfy that the nursing assistant or home care aid has evidence as
required by the department of social and health services of successful completion of nurse
delegation core training; and nurse delegation special focus on diabetes training when providing
insulin injections to a diabetic client... Delegation may only be done through written instructions to
the nursing assistant or home care aide with a copy maintained in the resident record... Nursing
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assistants or havne cave sids’ s must show the certificate of completion of both the basic caregiver
training and dore delegativn training (thiss a0 be abtaned fromany approvad tramer) to the
registered nusse deéfegator. b \Who iy be cosrpletinid insilin injections, must give o centiicate of

campistionof- diacett‘ trainisig from the departinent of sucial and fealth services 1o the registérsd
r:urse.t}ele.gam .

soard review on 02/02/3024 of the RN Dategation binder shawed thers were ne credertial and
tmtm.:g-vm seation, Washington stated Deparirent of Health {DOH) credentials, nurse delegation
certificate, or diatisles specigity daie Byation w:ﬁﬁua‘e for Staff &, Executive Dlirector. Staff I
hﬁedmatw} Technicias Staff O, Medication Techridian; and Staff P, Medication Technician for
review. W e binder for Staft €. Medicaton Technician, $iere was a credential and wairing
verification foren that had only Staff £'s nane and as other informiation dusurvientsd for revisiv. Staff
E's WA DOH cradential vevifisation, dated 1200402023, showed Staff E had a Surss ng Assistamt
Rv—gzstva wnncredential that expired on D328/2018. 4 of 5 (Staff £, Stafe ¥, Staff Grand Staff P) listed
rzdization techviziang an e faslity pmsmie ernplovee gt wers rut q\xaimw and dgid nothave the
requirsd documentation ta pravide sres detegated tasks, and ofid not have ol the required
credentals, venfications and traimng, and required u,.emtu:.atmns.

Record review *tr Fages iaw provided documents on 302024 st 1:003 PV, showed Staff Oy

9720

crsdentals and Waming verfication was completad on 02/93/3024 . Sta¥ & did nat bave 3 certifination.

fiir thew WA honte care aide cure basic taiing for review. Revisw of Staff F's cradentials and
training verficatien fuem showed i was campieted on U2RI212024 - Sta¥ £'s WA DOH credestial
verificatimyand certificates far nurse delegation core and f;'_é;'abetes wese not pravided fir revigw.

In an intervew on DRAISI3N2S a8 145 PM, Stalff £ Medication Technizian stated they were waiiing
tu be delegatead by the nurse so thay souid p;awde nurse delsgated task to the rasidents.

i an interneweon D2EEES 91 1144 AM, Sta¥ §stated on B3/ 112824 Staff O was the anly
medination fechamisn on shift from & P34 unti 8 PR to pass medications fur all the regidents in the
faclity. ‘ ' ' ' ‘

I an interview on D211 52024 2t 103 PM, Sta¥ C stated an 531112024 they did not have a et af-
staff trhat day far evaning: shift 2 PR antil 10 M. Staff O stated. it WS just raf | and thamseil on
shift far to cover hnth-separated urits - Staff & s{ateﬁ tn_,“y caiiad staff th Belp with staffing and
earliest thay coudd come in was at 8 PM. Stalf © stated Stalt§ was tmm~ ag.a naw empdoyae when
they got avenshistmed and quit after being on shuft iy a1 Rowr. Staft © stated the naw smpioyvee toid
them shat thM, cauld nothandte .&.Qtaff O stated they wers the n’cwfcat:an technicran for Clave side
and Staff O wag e medication techuician fo o Hridge side only untit & P and then Staff & wasthe
onty medivatior techvucian for boty sides of e buil ung until Wi might. :,hl** readication techaician
CAME G0N du<: to Staff ['s shift ending & 1B FM. Stalt O atated Stalf O was the midication \er.hmrraﬂ
and e care. staff for Sridge sde on J2004. Staff © stated {z\wv have been working s 3
madication tetheticisn and pasaing medications fo residents. Staft C stated they weére to be
delegated by the BN taday {83/152024] far all the resigents nursy. '

9/
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assistants or home care aids: a. must show the certificate of completion of both the basic caregiver
training and core delegation training (this can be obtained fram any approved trainer) to the
registered nurse delegator. b. VWho may be completing insulin injections, must give a certificate of
completion of diabetic training fram the department of social and health services to the registered
nurse delegator.”

Record review on 02/02/2024 of the RN Delegation binder showed there were no credential and
training verification, Washington stated Department of Health (DOH) credentials, nurse delegation
certificate, or diabetes specialty delegation certificate far Staff A, Executive Director; Staff F,
Medication Technician; Staff O, Medication Technician; and Staff P, Medication Technician for
review. In the binder for Staff E, Medication Technician, there was a credential and training
verification form that had only Staff E's name and no other information documented for review. Staff
E's WA DOH credential verification, dated 12/04/2023, showed Staff E had a Nursing Assistant
Registration credential that expired on 03/26/2019. 4 of 5 (Staff E, Staff F, Staff O and Staff P) listed
medication technicians on the facility provided employee list were not qualified and did not have the
required documentation to provide nurse delegated tasks, and did not have all the required
credentials, verifications and training, and required certifications.

Record review of facility provided documents on 02/05/2024 at 1:00 PM, showed Staff C's
credentials and training verification was completed on 02/03/2024 . Staff C did not have a certification
for their WA home care aide core basic training for review. Review of Staff F's credentials and
training verification form showed it was completed on 02/02/2024 . Staff F's WA DOH credential
verification and certificates for nurse delegation core and diabetes were not provided for review.

In an interview on 02/05/2024 at 1:45 PM, Staff E, Medication Technician, stated they were waiting
to be delegated by the nurse so they could provide nurse delegated task to the residents.

In an interview on 02/15/2024 at 11:44 AM | Staff J stated on 02/11/2024 Staff C was the only
medication technician on shift fram 6 PM until 9 PM to pass medications for all the residents in the
facility.

In an interview on 02/15/2024 at 1:03 PM, Staff C stated on 02/11/2024 they did not have a lot of
staff that day for evening shift 2 PM until 10 PM . Staff C stated it was just Staff | and themself on
shift for to cover both separated units. Staff C stated they called staff to help with staffing and
earliest they could come in was at 6 PM. Staff C stated Staff | was training a new employee when
they got averwhelmed and quit after being on shift far an hour. Staff C stated the new employee tald
them that they could not handle it. Staff C stated they were the medication technician for Clare side
and Staff D was the medication technician for Bridge side only until 6 PM and then Staff C was the
only medication technician for both sides of the building until the night shift medication technician
came on due to Staff D's shift ending at 6 PM. Staff C stated Staff D was the medication technician
and the care staff for Bridge side on 02/11/2024 . Staff C stated they have been working as a
medication technician and passing medications to residents. Staff C stated they were to be
delegated by the RN today (02/15/2024) far all the residents nurse
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defegeted tasks. Staff O stated i Staff D was not warking ther they worked aluse as e only
redisation techamian for both sides of the builtings.

I an intervieww on 020273024 31 347 PM, Staff A stated sy were unsure f Staff C and Staff F had
compietad the delegation trmm yas avud receivesd thair defsgation catificates

ety
St

Resident § {{

Record review of B1's Admession Record | dated 9211812024 showed R1 maved into the sty oy
OQF2T2H13 with sl tm* redical dagneses that includsd [

Record review of R1's Fersomal Service Plan {Tacility version of the Negotiated Sevvic Aqa‘e ement
and nurses assessmant), dated: 1011872023, showesd R1 hat Alzeimer's {3 progressive biain
disgvder that slowdy destroys ones.memory, thinking skills, and eventually ones ability to cavry out
simple dady Sving tasks). R1 was not oriented to plgcs or five. RY was unable to verbahze their
needs and prafersnces. RY would talkm word salad {speech that consiel of & ik of. ‘r; ntelligiths
randusy wu*ds together that often do not carrefate wath each othet}. R required asgistance from
St with- pating, hands on assistance Wity dressing, grooming, and two showsrs per week &1
rauived BN Stalf merabars o assist K1 4o stand hut had 3 history of geting red ansd frequently
requived R1 1o bie transierred with two staff members an HL\)N B {a device thet cradies the
resident's entire body and lis themup in 2 secured J\t‘a to move e fram one area B anathar).
1 was contined to a wheelchair that they were not ableta seif-praps! or move: R1 was wnnontinent
of uring: and bowet and redquired R to wear ds:,po atile protective undenwvear. Staft were (¢ assist R
four tines & shift ta checy and changs RUs disposable undewear. B required the staff to escont Ry
to-and fronethe dining roam and activities i theirwheelchair.

Record raview of R1's Nurse Dele gation Nursing Visit fonm. dated 10/3072023, snawed K1 was
detegated for msdication 3iit*sin*strati.'m. Review of the section §isd, Nong-term care wasrker {LTCW)
TrainmgiCompetercy”, showed Staff &, Staff ©, Staff E, Staff £ Staff O, and Staff P were not #sted
to have been raviewed ¥ained, and observed cm,u apg;rwed to administer R 1's RN delegated tagks.

Record raview of Rt's Medication Administration Recond (MAR], dated 012024 Wrough
Q324G ’-’i showed Staff F adrsnystered R1's medications 1 of 3* dayv Staff P agministered R Y
medications 3 of 31 days, and 56 E admiistered RY's medications 7 of 31 days.

Resord review of R1's MAR, dated U
R¥fsma

218d3024  shawed Staff Coadrreénisiersd
dcations 2 of 18 days and § ta‘r adminigtersd R1's medications
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delegated tasks. Staff C stated if Staff D was not warking then they worked alone as the only
medication technician for both sides of the buildings.

In an interview on 02/02/2024 at 3:47 PM, Staff A stated they were unsure if Staff C and Staff F had
completed the delegation trainings and received their delegation certificates.

Resident 1 (R1)

Record review of R1's Admission Record, dated 02/18/2024, showed R1 moved into the facility on
/2013 with multiple medical diagnoses that included

Record review of R1's Personal Service Plan (facility version of the Negotiated Service Agreement
and nurses assessment), dated 10/18/2023, showed R1 had Alzheimer's (a progressive brain
disorder that slowly destroys ones memory, thinking skills, and eventually ones ability to carry out
simple daily living tasks). R1 was not oriented to place or ime. R1 was unable to verbalize their
needs and preferences. R1 would talk in word salad (speech that consist of a mix of unintelligible,
random words together that often do not carrelate with each other). R1 required assistance from
staff with eating, hands on assistance with dressing, grooming, and two showers per week. R1
required two staff members to assist R1 to stand but had a history of getting tired and frequently
required R1 to be transferred with two staff members and a Hoyer lift (a device that cradles the
resident's entire body and lifts them up in a secured sling to move them from one area to another).
R1 was confined to a wheelchair that they were not able to self-propel or move. R1 was incontinent
of urine and bowel and required R1 to wear disposable protective underwear. Staff were to assist R1
four times a shift to check and change R1’s disposable underwear. R1 required the staff to escort R1
to and from the dining room and activities in their wheelchair.

Record review of R1's Nurse Delegation: Nursing Visit form, dated 10/30/2023, showed R1 was
delegated for medication administration. Review of the section titled, “long-term care worker (LTCW)
Training/Competency”, showed Staff A, Staff C, Staff E, Staff F, Staff O, and Staff P were not listed
to have been reviewed, trained, and observed and approved to administer R1's RN delegated tasks.

Record review of R1's Medication Administration Record (MAR), dated 01/01/2024 through
01/31/2024, showed Staff F administered R1's medications 1 of 31 days, Staff P administered R1's
medications 3 of 31 days, and Staff E administered R1’s medications 7 of 31 days.

Record review of R1's MAR, dated 02/01/2024 through 02/18/2024, showed Staff C administered
R1’s medications 2 of 18 days and Staff E administered R1's medications
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once with thel WA DOH wredentials expired,

Record review of RE's Admission Record dated 102772004 shawed K8 moved into the facitty an
FEG1E, with mwultiple medical dlagnoses that ;~-n*lu§v>

Record review of R9's Personal Servics Plav dated 1172972023 showed RS was onented to gelf
only . K8 was unabie to use the call systeny appropriataly and res ;q:rcd frequent checks for safsty. §
requiced ot tiy nes, full assistanee from otaff with eating, as RE had s history of unakile 16 feed self. ¥ b
raguived tvg Stuﬂ'\ 2rsons assistance with transfzring by and oid of the shiswer-ahd gne persary
physical assist fam ong stafl memiser for v?*wm\:‘u needs two bimas a week, Twg staff mambers
wers renuired to physically assist RS to the net for safety. RE was mmmtm-;nt of bowes! and ghne
that required RB o uge disposable. ur:}etwa“r Sta¥f were tutodiet the rasident upun neing and
frequestly during the day and evening aies a \.oupse fimes during the night KR8 has a history of
attempling to toifel s2ff that had resulled in falls. Twa staff members were in use a Hoyeriifton RS,
far al tranafere

>

In an mterview on D211 82054 a2 247 PM, Stal O stated RE requyed sta¥f by provide total care. Staff
G stated R required a boyer 1ift and tea § m members to ransfer RB.

i

Record review of R4's Admission Record, dated 19352023, showed R4 moved @io the faciiity on

B3 with wasitinle medical ’*‘dq*‘i}bes that inclode s [ TGN . G

} F\A rEguired sne person
5 HWE imes g week . RY had

Resord review of R4's Personal Service Plan, dated 2oz
sta¥f assist it tar ssf'&:\ R4 requiired gland bya sistanice far ai
a diagnosis of '
and - Stafl were to monitor RYs skivswath aach shawer and as neacded with
care. (e stalf warse o review the Medication Adrainistration Record for spaciic instrussons.

Record review of R4’s Nurse Delegation Nursing Visit, dated 107302023 . showed R4 requiresl nurse
deleaation for {asks that )llktuu:"»d medication administration, insalin admimstration, and bleod sugar
checks. Review of the section ttied, “long-term cars warker {(LTCW] Train imq,‘{fon*p?*rmy shawed
Staff A Staff ©, Staff £, Staff ¥ Stalt O and Staff P were not listed to have been reviswed, trained.
angd obiserved any appeoved W admenister R4's RY deleqgated tasks.

1/
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once with their WA DOH credentials expired.
Resident 6 (R6)

Record review of R6's Admission Record, dated 12/27/2024, showed R6 moved into the facility on

.2018: with multiple medical diagnoses that included- and F

Record review of R6's Personal Service Plan, dated 11/29/2023, showed R6 was oriented to self
only. R6 was unable to use the call system appropriately and required frequent checks for safety. R6
required at times, full assistance from staff with eating, as R6 had a history of unable to feed self. R6
required two staff persons assistance with transferring in and out of the shower and one person
physical assist from one staff member for showering needs two times a week. Two staff members
were required to physically assist R6 to the toilet for safety. R6 was incontinent of bowel and urine
that required R6 to use disposable underwear. Staff were to toilet the resident upon rising and
frequently during the day and evening also a couple times during the night. R6 has a history of
attempting to toilet self that had resulted in falls. Two staff members were to use a Haoyer lift on R6
for all transfers.

In an interview on 02/15/2024 at 2:47 PM, Staff Q stated R6 required staff to provide total care. Staff
Q stated R6 required a hoyer lift and two staff members to transfer R6.

Resident 4 (R4)

Record review of R4's Admission Record, dated 10/30/2023, showed R4 moved into the facility on

I 2023 with multiple medical diagnoses that included |||l . IR =< I

Record review of R4's Personal Service Plan, dated -/2023, showed R4 required one person
staff assist with transfers. R4 required stand by assistance for all showers two times a week. R4 had
a diagnosis of |||
and . Staff were to monitor R4's skin with each shower and as needed with
care. The staff were to review the Medication Administration Record for specific instructions.

Record review of R4's Nurse Delegation Nursing Visit, dated 10/30/2023, showed R4 required nurse
delegation for tasks that included medication administration, insulin administration, and blood sugar

checks. Review of the section titled, “long-term care worker (LTCW) Training/Competency”, showed
Staff A, Staff C, Staff E, Staff F, Staff O, and Staff P were not listed to have been reviewed, trained,

and observed and approved to administer R4's RN delegated tasks.
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Recurd review of Ré's MAR, dates DIAIYZ0E4 twough 01/3 12024, showeed R had an order for
ry'statin powdsr {medicated powder t hwlp. dry Up and resa*vea.yeas& rash on the skin)to apgly 10
affscted areas twi times daily. The MAR showed the powder was applied undsr 84's breasts and
griin area. The MAR showed Staff F admsnistersd R&'s meiications 8 of 31 days, Saff ©
administered Ré's medications § of 31 daye Staff E administered R¥'s meshications 3 of 31 days,
and Staff O adwinistered R4's medications 5 of 3¢ days.

Record review of R4's MAR;, dated 02/0 H2024 twabgh 0271872024, shawed R4 had an order for
dasycysine manobydrate {presciibed antitiotic medications ta kalp treat infestion) take one tablet
by time g datly for inflaned redness and rash on skivt for 10 days, mupirocn ointrient {presaribed
medivated antment that wests skin wfections) to apply ty affected skin three fimes datly for skin
irritation’ and tiameinolone acetonide mntmem {presenbed medicatad s%emid gintment that heips
reduce vweihﬂ'; discarnfort, redniess cause by skin coruditions] to apply to sffected 3\in areas tho
tires daity foy skin imtation, and nystalin poweder o5 reeded far yeastinedness that was admiistered
on 2SS fﬂ 24 at 193240 The MAR shawwed Staff C administered R4's medioations 8 of 18 days
and Sta¥ £ adminssterad R4's redication one wath their WA D0H credential expived .

I an sbeervation and interview on A3/85/2924 at 10:25 AM, Staff D wentto R4's rosmito apply Rd's
msdicated pawder tx their skin. v‘fhen k-taﬁ Thogenag RY's daer ta Meir apatment thers was a
atrong odor that was presént inthe room. Ywhen Staff [ was askad whiat the smek was, Staff D
stawa twas from Rd's yaast rash, 3taff £ S’E:K'cﬁ R4's rasm smielisd ke that every day R4 was,
compiizd with aliswing Steff D) o fook at tairsiin and apply tha powder. R3 was rabed thair
disposaliie undenvear was soiled wath faces and urine . Sta¥ O bhad iRed upiboth of R4's braast and
tha siin was shinny, red and hiad white matias Siaff D cleansed the area wath 3 wet rag and dviad it

off. Staff I then spphed the reedicated powdar. AY over Ré4's stomach and rriddle body ares, whene
thers were tm‘tlpio tiny rau pinpont aress Some of the sreag were scabbed over and others fiast
red. Staff O stated those areas were 2 new rash Mat had developed inthe last few weeks and
recentty saw feir doctar. Staff B then sssisted R4 ta remove their pants. Under R4's stormach folg,
the skin was bright red with white matter. The redness continued inte R4's grown area between thaid
thigh and fower stomach area. When Staff D was cleansing the areas in the groin and tha lowar
stamnach &ea, a swong foul sdur was present. The smelf was the same aeor “that was nated when
Staff [ entered R4s raom.

Resident & tf?{*

w/

Record ravew of RE&'s Admission Becard, dated a911 33 {23 shawed R msv»d into the faciity ve
‘5.21 with wisitiple medical diagnoses that noluded

Fecord raview of Rd's P&f'sas}al,‘&?et‘s"* e Plan, dated 1H2V2023, showed & delegated medication
techvuian or hoenised nurse was o check R¥'s blogd sugar check and asminister RFs insufin two
firnes daily. RE was nut shvays phented o ime

12
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Record review of R4's MAR, dated 01/01/2024 through 01/31/2024, showed R4 had an order for
nystatin powder (medicated powder to help dry up and resolve a yeast rash on the skin) to apply to
affected areas two times daily. The MAR showed the powder was applied under R4's breasts and
groin area. The MAR showed Staff F administered R4's medications 8 of 31 days, Staff C
administered R4's medications 1 of 31 days, Staff E administered R4’s medications 3 of 31 days,
and Staff O administered R4's medications 5 of 31 days.

Record review of R4's MAR, dated 02/01/2024 through 02/18/2024, showed R4 had an order for
doxycycline monohydrate (prescribed antibiotic medications to help treat infection) take one tablet
two times daily for inflamed redness and rash on skin for 10 days, mupirocin ointment (prescribed
medicated ointment that treats skin infections) to apply to affected skin three times daily for skin
irritation, and triamcinolone acetonide ointment (prescribed medicated steroid ointment that helps
reduce swelling, discomfort, redness cause by skin conditions) to apply to affected skin areas two
times daily for skin irritation, and nystatin powder as needed for yeast/redness that was administered
on 02/05/2024 at 10:32 AM. The MAR showed Staff C administered R4's medications 8 of 18 days
and Staff E administered R4's medication once with their WA DOH credential expired.

In an observation and interview on 02/05/2024 at 10:25 AM, Staff D went to R4's roomto apply R4’s
medicated powder to their skin. When Staff D opened R4's door to their apartment there was a
strong odor that was present in the room. When Staff D was asked what the smell was, Staff D
stated it was from R4’s yeast rash. Staff D stated R4’s room smelled like that every day. R4 was
compliant with allowing Staff D to look at their skin and apply the powder. R4 was noted their
disposable underwear was soiled with feces and urine. Staff D had lifted up both of R4's breast and
the skin was shinny, red, and had white matter. Staff D cleansed the area with a wet rag and dried if
off. Staff D then applied the medicated powder. All over R4’s stomach and middle body area, where
there were multiple tiny red pinpoint areas. Some of the areas were scabbed over and others just
red. Staff D stated those areas were a new rash that had developed in the last few weeks and
recently saw their doctor. Staff D then assisted R4 to remove their pants. Under R4's stomach fold,
the skin was bright red with white matter. The redness continued into R4’s groin area between their
thigh and lower stomach area. When Staff D was cleansing the areas in the groin and the lower
stomach area, a strong foul odor was present. The smell was the same ador that was noted when
Staff D entered R4's room.

Resident 8 (R8)

Record review of R8's Admission Record, dated 09/13/2023, showed R8 moved into the facility on

I /2021 with multiple medical diagnoses that included ||| G-

Record review of R8's Personal Service Plan, dated 11/21/2023, showed a delegated medication
technician or licensed nurse was to check R8's blood sugar check and administer R8's insulin two
times daily. RB was not always oriented to time.
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Recard review of RE's Nurse Delegaticrr Nursing Vit farm, dated 10730/2024 | showed RY reqiired
nurse gelegation for medication administration, insuliy administration and hiaod sbgdr Chid, hs‘.
Review of tha secton tlled. “fong-term care warlier (LTCW] Traiwin FOnmpetency, showed Stalf &,
Staff ¢ Siaff £, Staff F, Staff O, and Staff P were not listed tohave bean raviewsd, traisied, and
ohgerved and approved to adrinister RE's RN felegated tagks.

Review of R§'s Murse Delegatinn: Instructions for Nursing Task for, dated 1003072024, showed RE
way delenated forail gval (in the mouth) medication administrations.

Recurd review of K8's MAR  dated D102 1}24 t%x-misgh 0143372024, shaw»—d Sitaff & had
admitistersd RY's m«‘:a&&ua wans 12 .af 31 na Siaff F hag checked PR blood sugarang
admirsstered insudin o K83 of 31 days. Stal O had. admnistered RE's sedicatons £ of 31 days.
Staft G chesken RB'S dlood sugar 4 of 31 davo and administerad RY's insulin 3 of 31 days. Staff F
had gdministered R their medications 3 of 31 days, cheched R8's bload sugar'4 times m 31 days
and asministered RE's insulin 4 times in 31 savs. Staff C administered RY's meshcations 2 ot ©4
days and adeinistered RE s insuiin 1 ime w31 days.

Record review of RE's MAR, dated D2/0173004 the \-s-isgh-a“k-s BI2U24 . showed Staff O administered
R8s ineudin and shecked F’B  blood sugar 8 -of 18 days.

Resident & {RE}

Recurd review of RE's Adnission Record . dated U2/182024 showed RE mwcd it the faciity an

SHFY with muitipls madical ﬁag\‘ms;eo that meludad

Record review of BS's Person Service Flan, dated 0718512023, showed RS requived one-gerson
physical assist with drassing and greuming needs. RE had a b sts*y of refusing to pet dressed and
raquired the. suaff 1o make n‘uitlph: Bttempts to changs RE's chithes and prav,de care. RS requirad
physit& ot gesistance. with Twio imies a week shawers with @ hIS‘iS(y afs °quirmg fwo to three staff
memie rula s to RE's ngyressive bebiaviars. RS was incantnent of Bowe] and windder and was
re qu:w} to use disposabie undeswEar. Staff wers 10 physically asaist RE wém changing disposabile
underwead amnd praper cleaning RS tsed a wieelchair and reguired staff to escort to and &om the
dinirg room and activities: RS had a histoty of falling and rermained at risk to have fudther falle o
sta¥f were to keep a closs visual eye on RS RE had 3 mgtory of refusing care and riedications,
exhibited behaviers of Xisking, hitting, and scratehing, expetienced AIBUSILSS, haliuciations, and
absessive be haviors fowards evening ﬁme RE required rrrsitipks sts fand s aes-n' evstn assist RA
walis redivection . The service plan di nat indicate how many staff were 'E*"Gl:t‘d o assist RS waith
transfeys. '

Record review of RE's alerf chanirg note, dated DU 272024 at 508 AM, showed RE was an alert for
an iviury a8 ang a nan-injury . F\\ had fresented tired amd drlamud ii.l:i.‘tg the shift ang was not
piit to bed unti night shift stavted even ‘jmugr“ the migdication technician (Staff § N} instructed care
sta¥ o lay RS dows beratise RE was sleeping i their
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Record review of R8's Nurse Delegation: Nursing Visit form, dated 10/30/2024, showed R8 required
nurse delegation for medication administration, insulin administration and blood sugar checks.
Review of the section titled, “long-term care worker (LTCW) Training/Competency”, showed Staff A,
Staff C, Staff E, Staff F, Staff O, and Staff P were not listed to have been reviewed, trained, and
observed and approved to administer R8's RN delegated tasks.

Review of R8's Nurse Delegation: Instructions for Nursing Task form, dated 10/30/2023, showed R8
was delegated for all oral (in the mouth) medication administrations.

Record review of R8's MAR, dated 01/01/2024 through 01/31/2024, showed Staff F had
administered R8's medications 12 of 31 days. Staff F had checked R8's blood sugar and
administered insulin to R8 3 of 31 days. Staff O had administered R8’s medications 4 of 31 days.
Staff O checked R8's blood sugar 4 of 31 days and administered R8's insulin 3 of 31 days. Staff F
had administered R8 their medications 3 of 31 days, checked R8's blood sugar 4 times in 31 days,
and administered R8's insulin 4 times in 31 days. Staff C administered R8's medications 2 of 31
days and administered R8's insulin 1 time in 31 days.

Record review of R8's MAR, dated 02/01/2024 through 02/18/2024, showed Staff C administered
R8’s insulin and checked R8's blood sugar 8 of 18 days.

Resident 5 (R5)

Record review of R5's Admission Record, dated 02/18/2024, showed R5 moved into the facility on

I 2022 with multiple medical diagnoses that included [

Record review of R5's Person Service Plan, dated 07/05/2023, showed R5 required one-person
physical assist with dressing and grooming needs. R5 had a history of refusing to get dressed and
required the staff to make multiple attempts to change R5’s clothes and provide care. R5 required
physical staff assistance with two times a week showers with a history of requiring two to three staff
members related to R5's aggressive behaviors. R5 was incontinent of bowel and bladder and was
required to use disposable underwear. Staff were to physically assist RS with changing disposable
underwear and proper cleaning. R5 used a wheelchair and required staff to escort to and from the
dining room and activities. RS had a history of falling and remained at risk to have further falls so
staff were to keep a close visual eye on R5. R5 had a history of refusing care and medications,
exhibited behaviors of kicking, hitting, and scratching, experienced anxiousness, hallucinations, and
obsessive behaviors towards evening time. RS required multiple staff and caregivers to assist RS
with redirection. The service plan did not indicate how many staff were required to assist R5 with
transfers.

Record review of R5's alert charting note, dated 01/12/2024 at 5:05 AM, showed RS was on alert for
an injury fall and a non-injury fall. RS had presented tired and drained during the shift and was not
put to bed until night shift started even though the medication technician (Staff N) instructed care
staff to lay RS down because R5 was sleeping in their
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wheelchair RS had sot beay changed eitfrer causing a complete change and cleanup of RS wha

=

was comnbative and drowsy from nal beinig put to bed sagier inthe day.

Irran intervieyy on UM:‘:: 3t 44 FM Sta¥ O stated RS requived total care with ioilsting,
dreszing. and showers i".sf? ':.* z.iutoz} RE reguired to bé transfenred W\d‘ bm. sta¥ members, Staff Q
stated they were ;uy.vude the information about RY's transter status Trom Seir su pervisor. Stalf Q

had a paper tha! showsd RS was written as 2 person assist’.

333'"”'] -*u__ shawed R movad into the fagility on

Resord review of R¥'s Perao Service Plan, dated 197132023 shawed B3 had & cat: R rsquired
assistam w,th ranaging the cat's dtter box, Staft were to ensure the IRter box was cleaned dady
and Bral excess litter was regularly swept off of the fiaor. Staff veere to assist and ensure the cat had
faod am wa er during all wterastions in RY's oo

In an shservation and intendsw on Q2RS2024 &t T35 AM, upon opening Resident 3's{R3) nuorm

dagr v the grount was multiple white partcies that resambled cat ktter, that covered th antire floor.
Therewas a stronig srell that resermbliad ammornia {3 coloriess gas that releasas a strang Foul edar)..

Giaff £, Medication Techmctay, watked towards R3 that was fying i bed ta check on them Staff E's
shaes rade a crunch noise when § they walked on the white pavbsles o tha floor, The foor i front of
the cat box had targe amounts of the whits particies and an area of krowe substanze that reasmbied
cat feves on the ground. Under R3's window was a black miniature reffigarator. On top of the black
mmwture raftigeratar was an ernpty plastic container of wet cat fsod. There WS & s gasony empty
plastic sontawer of wat oat food that was on the ground. There ware two bow s g tha graund to the

r ght of the black miniateres refrigerator that were STy Staff £ was i.bwwes ta gperea plastic
containgrof wet cat fdad and poures: it wito ane of the powis and filfed ti‘e ather bawd with water.
Staff B cfated rase staff were responabie faf feeding and cleaning after 8¥'s oat.

The L:cpartm&sat raqua-st«d an SH0E/5024 at 3:58 P, an §314/2824 at 531 AM . and on
220N al K109 &AM, for the Tacilly to send the aigonthm that was generated t‘y the residents
AySEssIIeNtE 3nd sevice plans to shaw hiow many stafting heurs the 'Psuer‘r.& wiele requred fay
care and servines. Thisa Ign“et%;m was explamed by Staff H District Sirector of Dperations, was how
they knew how n"any staff ware needad to W % on each s it to- ee*z-su o rhﬂaem\jents tara and
services nesds were being met. As of 8202172024 at § PM, the Ucpar\m«nr did notrecsive any
algasdiim ov 49 -um-"*‘stluh that stmwad *\aw marty bt ows ai! the residents assessmenis and service
plans showest the facility wers to sta¥f far réview.

Resi dent 2 R2}

14/
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wheelchair. RS had not been changed either causing a complete change and cleanup of RS who
was combative and drowsy from not being put to bed earlier in the day.

In an interview on 02/15/2024 at 2:.44 PM, Staff Q stated R5 required total care with toileting,
dressing, and showers. Staff Q stated R5 required to be transferred with two staff members. Staff Q
stated they were provided the information about R5’s transfer status from their supervisor. Staff Q
had a paper that showed R5 was written as "2 person assist”.

Resident 3 (R3)

Record review of R3's Admission Record, dated 09/13/2024, showed R3 moved into the facility on

.2023, with multiile medical diainoses that included [[||||NNEGEGEGE =< T B

Record review of R3's Person Service Plan, dated 10/13/2023, showed R3 had a cat. R3 required
assistance with managing the cat's litter box. Staff were to ensure the litter box was cleaned daily
and that excess litter was regularly swept off of the floor. Staff were to assist and ensure the cat had
food and water during all interactions in R3’s room.

In an observation and interview on 02/05/2024 at 7:35 AM, upon opening Resident 3's (R3) room

door on the ground was multiple white particles that resembled cat litter, that covered the entire floor.

There was a strong smell that resembled ammonia (a colorless gas that releases a strong foul odar).
Staff E, Medication Technician, walked towards R3 that was lying in bed to check on them. Staff E's
shoes made a crunch noise when they walked on the white particles on the floor. The floor in front of
the cat box had large amounts of the white particles and an area of brown substance that resembled
cat feces on the ground. Under R3's window was a black miniature refrigerator. On top of the black
miniature refrigerator was an empty plastic container of wet cat food. There was a second empty
plastic container of wet cat food that was on the ground. There were two bowls on the ground to the
right of the black miniature refrigerator that were empty. Staff E was observed to open a plastic
container of wet cat food and poured it into one of the bowls and filled the other bowl with water.
Staff E stated care staff were responsible for feeding and cleaning after R3's cat.

The Department requested on 02/05/2024 at 3:58 PM, on 02/14/2024 at 5:31 AM, and on
02/29/2024 at 6:09 AM, for the facility to send the algorithm that was generated by the residents
assessments and service plans to show how many staffing hours the residents were required for
care and services. This algorithm was explained by Staff H, District Director of Operations, was how
they knew how many staff were needed to work on each shift to ensure the residents care and
services needs were being met. As of 02/21/2024 at 5 PM, the Department did not receive any
algorithm or documentation that showed how many hours all the residents assessments and service
plans showed the facility were to staff for review.

Resident 2 (R2)
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[ri-any intervieye on 0172472024 a1 5:31 P Coltateral Cortact 1 {QC 1), Daughter of RY, stuted they
had to hire an sdditonal personal caragiver ta ensure that RY's roomiwas getling cleandd ang R2
receved showers and shaved as they had came tuasit R2 on muliplz occasions and found fetesn
R¥sbathroom, bed was unmade, and laundry was soied. CO1 stated they had to hirg the personal
caregiver because the facilty s\af‘ were not-sitaving or shawsring R2 per their swgonam. Senvite
agresment. ©C1 stated they hag to 3o 10 the fildy's faundry room and abiserved multipis la'gc
plastic bags of soiled tausiry. TCH stated during thair visit € was rare to ses a care staffin ¢

buiiding and would wait a-ionhg t;i'me 0 IRk with them,

I an sdsservation on 02M 22034 at 248 PM, walking through the tovet'esquare ares theve we
multiple residents engagad invan i cream soual R2 was oas:waﬁ o be enjoying thewr ire cream
2 ywas hoted to have an excessive .amourd of fasial hair and was unshaved.

I an-obssivation and interview on O205/2088 at 7:21 AM, R2 was sksavad ta be lnshaved with
tantad hay . R2 stated they wers hot ampfeqs»d witi the facilty and that their tsilet needed to be
cleaned. Observation of the tndet si"ewerj fhare was browe maatter thet resemblad feces on the
inside Hp of the toilet bowd. Inside on the bottorn of He toilet bowd had a filn of brawn substance. O,
the grab bar on te-wall to e right of the gail Night systerw's pudl cord was a iarge brown- smuaged ;
area that resembiad feces. RY atated they did notalways get their clothes back from the faun dry. R2
stated the staff just leave thege bags in their room and paintsdl §o 2 big clear bag that sat an e
ground just biside tha roem. The farge clear bag had R¥s saime witts i black marker on the bag.
The bag had rmed knens and clothes msids . RE stated they were unsuse if the clathes were clean
or ity

The Depattrnent regue sted an SH0S2024 at 3 58 PR, an §3 1612334 at .81 AM _and on
0223253 a0 HEAM, for (e faoiity to-send alf the reswdents ekin check shower sheets for revisw of
the reswiznts shawvers had been compieted As of 024212024 9t § PM, the Department did nat
reEmeive any restdent skin eheck shower shsets for révisw.

In ar intenview an 02013024 at 15:09 &M, the Department received a putth call from an
Ammyr:tmss. Cnliateral Dontact 1 {ACTT) that slated thiey had sdncerns Tar the fac iy, ACCT stated
not atf medication technicians wets nurse detegatad bul were administening nuvse delegated tasks to
re stﬂents ridltiple residents gevet inped skist ;"sshasimm Rt yecsivi g their snowerv a¢ schedaied,
resisients family members had expressed concems that resident’s andy was not get“r*

compieted, and multiple employees that included the head nurse (Health avd Wiline ss Oiregtary,
business «gﬁr o2 marager, and care staif had gt warking fhere, making unsate stating levels for the
resigdants.

In an wterview on 0XOE024 at 8.40 AM, Staff A, Exed utive Directar, stated: xrwt hen Heglth and
Wr;lt:}vy Oirector Registered Nurse (Bt taff G an fd lheir business affice matiager had qut the day
befare s D2A0V2804
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In an interview on 01/24/2024 at 5:31 PM, Collateral Contact 1 (CC1), Daughter of R2, stated they
had to hire an additional personal caregiver to ensure that R2's room was getting cleaned and R2
received showers and shaved as they had come to visit R2 an multiple accasions and found feces in
R2’'s bathroom, bed was unmade, and laundry was soiled. CC1 stated they had to hire the persanal
caregiver because the facility staff were not shaving or showering R2 per their negotiated service
agreement. CC1 stated they had to go to the facility's laundry room and observed multiple large
plastic bags of soiled laundry. CC1 stated during their visit it was rare to see a care staff in the
building and would wait a long time to talk with them.

In an observation on 02/02/2024 at 2:45 PM , walking through the town square area there were
multiple residents engaged in an ice cream social. R2 was observed to be enjoying their ice cream.
K2 was noted to have an excessive amount of facial hair and was unshaved.

In an observation and interview on 02/05/2024 at 7:21 AM, R2 was observed to be unshaved with
facial hair. R2 stated they were not impressed with the facility and that their toilet needed to be
cleaned. Observation of the toilet showed there was brown matter that resembled feces on the
inside lip of the toilet bowl. Inside an the battom of the toilet bowl had a film of brown substance. On
the grab bar on the wall to the right of the call light system’s pull cord was a large brown smudged
area that resembled feces. R2 stated they did not always get their clothes back from the laundry. R2
stated the staff just leave these bags in their room and pointed to a big clear bag that sat on the
ground just inside their room. The large clear bag had R2's name written in black marker on the bag.
The bag had folded linens and clothes inside. R2 stated they were unsure if the clothes were clean

ar dirty.

The Department requested on 02/05/2024 at 3:58 PM, on 02/16/2024 at 6:01 AM, and on
02/20/2024 at 10 AM, for the facility to send all the residents skin check shower sheets for review of
the residents showers had been completed. As of 02/21/2024 at & PM, the Department did not
receive any resident skin check shower sheets for review.

In an interview an 02/01/2024 at 10:09 AM , the Department received a public call fram an
Anonymous Collateral Contact 1 (ACC1) that stated they had concerns for the facility. ACC1 stated
not all medication technicians were nurse delegated but were administering nurse delegated tasks to
residents, multiple residents developed skin rashes from not receiving their showers as scheduled,
residents family members had expressed concerns that resident’s laundry was not getting
completed, and multiple employees that included the head nurse (Health and Wellness Director),
business office manager, and care staff had quit working there, making unsafe staffing levels far the
residents.

In an interview an 02/02/2024 at 8:45 AM, Staff A, Executive Director, stated that their Health and
Wellness Director Registered Nurse (Staff G) and their business office manager had quit the day
before on 02/01/2024.
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I an nteniew on 0222024 2 3 47 P, Sta®t A stated Staff &, Fovmer Hesllh and Weilness
DegctoriReqisigred Mures, hag expressed concems pyier io qwmrc; about staffing and reaidents
,a:-: ax‘:s s»'w.cs nls‘;’d‘a We 5 t‘at bew:a pr:lvaded Stalf A was unawars haw many residents. tat

[n an sbservation an. 200202024 from S50 AM undil 10 84 AM | the door alarmi to the emergéncy exit
door feading to the extarioraf the buiidng was nn:g;rg ty atert staff the door had been opened. At
1008 arvan entdentified staff member was shesrved to walk dows the opposgits hall and ignere the
daor alarming. The main lacked dogr to the towa Squarne afea at the front of e buiia‘ing WA
prispped open. Sta# A and an unidentifisd sales and marketing casedinatar were both smmg i el
offices whils the aidrm was ringing withowt responaing. Residants ware sbeerved to be waking tiwe
Faliways neay the hall with the dooralasming and residents’ rﬂ:gam coming ot uf their rooros and
inquiring abaut the darm nms-—* At 303 AM Stalf F, Medication Technaician, was walkivg thiough
the town square area inty the Clare side of the tutmmq At 104 AM, Staff ¥ was chsenved to caime:
chesk the glarmng dodr and ook o see if any residents had sloped: No staff came and checked the
door fisr slopement of residents fror 356 AM-10:04 AM. Fuither observation shiswed that at no fiine
during or alter the incident that stafalid a head count to ensure o memeory cave resident had
elaped.

tri an obessvation av GHIEROY a8 238 PM, the doar alarm was tiggerad any alarmed near the ¢
wu“ {&*rcshmem stax* n The*e Was an un-named z»—ss"'ent € :mng 8ut «3§ the I- cms* ru‘fr-shmavt

e

C‘z, {‘Z-are, ‘Sta}‘f; waé‘ c:ibse'wed 6 .th at *.he. wall v# ale}sm ngms and “&twh and then Walk-n; awav
Siaff Q statad dey wers notsurewhere W alam wastggered from. Staff 0 was obsetved o
walkad 1o the end of a hallway and look arourd. Staff ( stated they theught the alanm was Figgered
at thi2 end of the hatway Staff O was shown by the licensor where the afarm was tigaered. Sta¥f Q
silenced the atanm at 281 P,

[ri feterview on 920212024 at 237 PM. Stalt ©, Madicatinn Techrdcian, stated she worked the 2 PM-
10 P sivift. Staff C stated there were not encugh staf schedulesd to meetall of the residents nseds,
Eapatialy mss;» FSOUINNG DAD-DRTSAN askistante . Staff C stated § “1«—\;: had approximatedy fouy
rasigents re quaring twa-persin assistance in the building. Staff O statéd in the case of 3 fire or
.ézr_réefge-'m;y they would not be able fo safely evatuate oy abust *es\den:s as there wag not enaugh
ataff 1o stay waith Tesidents for supevision, assist two- mc-ssw assistance résidenis, and alsc agsist
other residents .

ln erviaw on d,_!UJ,‘_‘i}E-i at 333 P, when asked where the facity evacuation meeting place was,
taff A staled, she “did not know and: mm:r' get from the fire dagertrent.”

In an wnterview oy 03022024 at 232 PM, Ansymrous Staff 1 {AS1], cace staft, stated that they
were niot able tomeet ali fhe residents needs due to nol ensugh staff 481 stated that the staff were
respaheinie for ruow.hru ssidenis with ADL {Activities of Daily Living} cave, showers, lsunddy, and
all other care needs: AGT stated it was impassible o meet ail the residerts nesds with thair cutrent
staffing. AST stated they veere unabile to provide showers

"91ISCaM 101807 dY3 104 S3IIAIDS 1) |eljuapisay Aq paledatd sem yuawndop siy|



Statement of Deficiencies License # 2497 Compliance Determination # 36948
Flan of Correction Brookdale Olympia West Completion Date
Page of18 Licensee: BKD Clare Bridge of Olympia LLC 0221/2024

In an interview on 02/02/2024 at 3:.47 PM, Staff A stated Staff G, Farmer Health and Wellness
Director/Reqgistered Nurse, had expressed concerns prior to quitting about staffing and residents
care and services needs were not being pravided. Staff A was unaware how many residents that
resided at the facility required two person staff assistance.

In an observation on 02/02/2024 from 9:50 AM until 10:04 AM, the door alarm to the emergency exit
door leading to the exteriar of the building was ringing to alert staff the door had been opened. At
10:00 am an unidentified staff member was observed to walk down the opposite hall and ignore the
door alarming. The main locked door to the town square area at the front of the building was
propped open. Staff A and an unidentified sales and marketing coordinator were both sitting in their
offices while the alarm was ringing without responding. Residents were observed to be walking the
hallways near the hall with the door alarming and residents began coming out of their rooms and
inquiring about the alarm noise. At 10:03 AM Staff F, Medication Technician, was walking through
the town square area into the Clare side of the building. At 10:04 AM, Staff F was observed to come
check the alarming door and look to see if any residents had eloped. Mo staff came and checked the
door for elopement of residents from 9:50 AM-10:04 AM . Further observation showed that at no time
during or after the incident that staff did a head count ta ensure no memory care resident had
eloped.

In an observation on 02/15/2024 at 2:35 PM, the door alarm was triggered and alarmed near the °F
court refreshrment station”. There was an un-named resident coming out of the F court refreshment
station that was near the call system pull cord with the light illuminated red and alarm ringing. Staff
Q, Care Staff, was observed to look at the wall of alarm lights and location and then walked away.
Staff Q stated they were not sure where the alarm was triggered from. Staff Q was observed to
walked to the end of a hallway and look around. Staff Q stated they thought the alarm was triggered
at the end of the hallway. Staff Q was shown by the licensor where the alarm was triggered. Staff Q
silenced the alarm at 2:41 PM.

In interview on 02/02/2024 at 2:17 PM, Staff C, Medication Technician, stated she worked the 2 PM-
10 PM shift. Staff C stated there were not enough staff scheduled to meet all of the residents needs,
especially thase requiring two-person assistance. Staff C stated they had approximately four
residents requiring two-person assistance in the building. Staff C stated in the case of a fire or
emergency, they would not be able to safely evacuate or assist residents as there was not enough
staff to stay with residents for supervision, assist two-person assistance residents, and also assist all
other residents.

In interview on 02/02/2024 at 3:33 PM, when asked where the facility evacuation meeting place was
Staff A stated, she “did not know and would get it from the fire department.”

¥

In an interview on 02/02/2024 at 2:32 PM, Anonymous Staff 1 (AS1), care staff, stated that they
were not able to meet all the residents needs due to not enough staff. AS1 stated that the staff were
responsible for providing residents with ADL (Activities of Daily Living) care, shawers, laundry, and
all other care needs. AS1 stated it was impossible to meet all the residents needs with their current
staffing. AS1 stated they were unable to pravide showers
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due W not envsugh staff; and that R4 and srother female resident fad daveloped skin issues that

had worsened frorm lack of shiowers. AS1 stated Whey dig not Befieve the facilty had éno ugk‘ staff o
safely gvacuald of mest residenis needs ivean emeatgency, including on day shift. ASE stated Jauridry
tasks hiad fallen to the caregivers and they were not able ta kesp up. AS stated fan n‘!ies hao been
vaicing iste of frustratians anid compiaints. ASY \*tau‘u that because they wark in memary $are, theve
ténds to be snin sreass in resisent ,‘sahm«m; nthe evemings as they susdawt,

[n an terview on O3UZRE3 at 2 e A8 F’l‘ﬁ Staff 4, Care Staff, stated they tvpivally worked evenings,
arig smrfmq cansisted of ong caragiver on sach side of the buiiding {Clarg and Bridys}, and sne
medication teciwician shared bebamen the twe sides of te building. Stad J stated sametimas thare
was only hergelf anid & medication techncizs i §ie bulding. Sta¥ J stated that fast night she was an
shift vt a e dicabion techinician and themself. Staff J stated residents did not recaive showars dus
to short staffing, and that ey had te pnaﬂt ze wnmediste care needs for residents: Staff J stated
they falt they couid nat safsly evacuats of meet rasidents heeds in an smargency dus to not enough
sta®.

Ih an slsservation on B0 22024 3t $:28 AM . the Bridge side laundry rooriy was observed to have no
soap inthe disgenser, e soap insde had curdied and hardened and would not dispanse. The

Tandwashing sink was fisll of mop heads, residens clathung, soiled clothes, a red bucket, and &
rubligr door geal. The paper tawe! dispenssr did nat dispenss towsis. The doarto the lsundny room
was brtotked and actessibds 18 the memory vars residents. I the unlocked cabinet abave the
washer was sciig ;aund'y detergsnt. Thare were no staff abgervad in the area.

In an sbservadion on DRAI2/2034 at 8.98 AN, e shawer room by the F court wing had 3 shower
chaiy epeekisd wath brovet matter. Th ,,cr» was an sdult swontinent brief sitting 'rr-sida the bathiub. .
Tiiere weare 2 farg ge Bags of lnens and residents clottuing an the fioor by the wall with brawn matter
splattersd across. The doar to tie todiet roons was bla cked with bags of soded clathing and sinens
siftireg on Hi fmr i front of the daor. There were Kems stored in the. bathraom sink and in frant of
the tadet making the talet ronm inaccessible.

In an __Ub&e'rv:}tiuﬁ on G2M2024 at 341 AM the E court shower ragmwas abserved to have dlathes
on thie fiogr blocking e Seor from s}m;rii'f\g‘ msm& five roam there were:.t{}wajls-.sami:’re_i:ide‘z}ifs
clothing sfiewn abowt withe § Soor-and iy bags piled agawist Bz wall,

In an interview and nbservaticn an aysz;*{m at 244 AN, Dtaif K, Housekeeper, stated they did not

narmaily do laundey but was deing € today . Staff K stated tn«-y sty 1ﬁ} at the fasility asmmi*narcly
three weeks prior. Ataff K schnicwiedged that there was slean and soiled Taundty intssmixed ot the
lausvdry room. VWhen asked wiere staff could waeh their hands, Staff K stated they were unsure a8
the sink in the faundry vonr thay were in had piles of clathes ¢ and basksts blosking atcess tothe
sink, the w ate‘s did et e on, there WS 1o soap_. arvd No trash bag &y the wash can

Ir an intérview ahd b vatx on on §5BE2924 at 10:28 4, of the laundy roam by the 8 caurt,
Anonymous Sta¥ 2 {A52) stated ey were niatworking the Soor tiday, and that they

17/

"91ISqOM 101207 dY] 40} SIIAIS aJe) |eljuapisay Aq pasedasd sem juawniop siyl



Statement of Deficiencies License # 2497 Compliance Determination # 36948
Flan of Correction Brookdale Olympia West Completion Date
Page of18 Licensee: BKD Clare Bridge of Olympia LLC 0221/2024

due to not enough staff, and that R4 and another female resident had developed skin issues that
had warsened from lack of showers. AS1 stated they did not believe the facility had enough staff to
safely evacuate or meet residents needs in an emergency, including on day shift. AS1 stated laundry
tasks had fallen to the caregivers and they were not able to keep up. AS1 stated families had been
voicing lots of frustrations and complaints. AS1 stated that because they work in memory care, there
tends to be an increase in resident behaviors in the evenings as they sundown.

In an interview on 02/02/2024 at 2:48 PM, Staff J, Care Staff, stated they typically worked evenings,
and staffing consisted of one caregiver on each side of the building (Clare and Bridge), and ane
medication technician shared between the two sides of the building. Staff J stated sometimes there
was only herself and a medication technician in the building. Staff J stated that last night she was on
shift with a medication technician and themself. Staff J stated residents did not receive showers due
to short staffing, and that they had to prioritize immediate care needs for residents. Staff J stated
they felt they could not safely evacuate or meet residents needs in an emergency due to not enough
staff.

In an observation on 02/02/2024 at 9:26 AM, the Bridge side laundry room was observed to have no
soap in the dispenser, the soap inside had curdled and hardened and would not dispense. The
handwashing sink was full of mop heads, resident clothing, soiled clothes, a red bucket, and a
rubber door seal. The paper towel dispenser did not dispense towels. The door to the laundry room
was unlocked and accessible to the memaory care residents. In the unlocked cabinet above the
washer was solid laundry detergent. There were no staff abserved in the area.

In an observation on 02/02/2024 at 9:36 AM, the shower room by the F court wing had a shower
chair speckled with brown matter. There was an adult incontinent brief sitting inside the bathtub.
There were 2 large bags of linens and residents clothing on the floor by the wall with brown matter
splattered across. The door to the toilet room was blocked with bags of soiled clothing and linens
sitting on the floor in front of the door. There were items stored in the bathroom sink and in front of
the toilet making the toilet room inaccessible.

In an observation on 02/02/2024 at 3:41 AM  the E court shower room was observed to have clothes
on the floor blocking the door from opening. Inside the room there were towels and residents
clothing strewn about on the floor and in bags piled against the wall.

In an interview and observation on 02/02/2024 at 9:44 AM | Staff K, Housekeeper, stated they did not
normally do laundry but was doing it today. Staff K stated they started at the facility approximately
three weeks prior. Staff K acknowledged that there was clean and soiled laundry intermixed in the
laundry room. When asked where staff could wash their hands, Staff K stated they were unsure as
the sink in the laundry room they were in had piles of clothes and baskets blocking access to the
sink, the water did not turn on, there was no soap, and no trash bag in the trash can.

In an interview and observation on 02/02/2024 at 10:23 AM, of the laundry room by the B court,
Anonymous Staff 2 (AS2) stated they were not working the floar taday, and that they
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were just Siere to du daundny. The sink was obeerved to have 3 giant grey blanket deit, blacking
access and use of the sink. The floors of the laundiy rovim were covered in plastic bags of linens,
resident clothing. and towsls, _creatirig a nanpw pathway thraugh the ceriter of the narrwy pivom. The
bagged items on the flaas were :t..ukcd from the flaas to past the handle on We door (hathway up the
waah l n» stﬂr to me h‘sthmm Eal?d from i a Ia;mx}ry u.o*n WIg bl Ji‘:i\&d w bag»« of smle\.z saun*i;y
th» uver*laimng §msh San. When ;le»ed Nw AS> wuqu wa&h *hesr mr‘ds A&O stated she \_ﬁuld 1wt
currently access the sink 1o wash her hands as it was full of clathing items and blocked fsam use.
There was no hand sanifizer avatlable i the roam. AS2 stated she had not been able to provide fow
residents (eir shiowers she was aesigned due to other tasks and assignments taking priority. AS2
stated the care “staff sihdduled. on day and evening shift were to provide thrae to four scheds §ed
resident showers. AS2 stated thisy would oftén be asﬁcd to complete maove ragident’s showers as
they weve not pravided on their scheduled day. ASY stated it was oftan thay wo ufd not be abisto
provide the fesidents thely showers. AS2 stated rhvxy dacumented the residents shower that were
sympisted on a skin check show#r s‘wet AB?2 stated the skin check shower shests wera furned into
the heaith-and wallness director. AS2 stated they were not abis ta pravide. ghowers for the residents
on their-scheduled day skift on 0171373024 and 12/01/2024_ AS2 stated they typicall Y workad the

day shift § AM untit 2 Pid, AST stated they had taken cave of 29 residents with just 8 medication
technician to-heip assistwith resident cace needs. AR stated: they would rut be able to ghysﬂ"a\iy
get K1 aray of the residents out of the facilty indepensdently vathout a SECor 13 stal member i they:
heeded to wwacuate the residents outof the faciity in an emergency. ARZ giated the care staff wire
respansibie ta w“s*piate the resident's Faundry duting they shift. AS2 atated they would nothave.
enougit tirme 0 privvide the care and Senvices {0 their residents and conpiete the residart’'s lsundry
beture the end of thair shift at 2 PM.

I an ntedasw on Q200273024 41 318 PR, Staff C, Menication ";”aihni*ian stated they were the only
medication tecm cian.on avening shift betwaen the finves € P und 8:30 HM or 2130 PM when Staft
L, Health and Weliness Coardinstor, came ov shift. Staff O stated during the timas that they were the
nul:y medication technician there wers only one care staff for £ach side withiout a care Staff to faat

I an wterview on D2A12/20394 a8 347 Py Stalt A stated whan a resident’s shower was completad. a
rafe sraff wbuiﬁ Bl aut a shim *3‘eu< mow»r sheet Staff & stated the shower sé\eets were tumed i
to Staff & Staff & stuted since Sta¥ & el &mploymefs; at the facility an 20172022, Staff & had not .
ramdived zmy‘ skin chack showasr sheatg for review . Staff A stated they had not sees the faundry
roany 6 conditions, Staff A stated family membiers had axpressed concems sbout rasidents launary
not biging ,er. leted or im\g ppm;}v of them being not rétumed to S re 5»:}ent: andwas aweye of
the concerns: Staft A stated thay were sware care staff were staying over or coming in an-their day
off to compiets rsident Baundry. B

In an intervieve on QA2 at 1023 AM A2 stated they were the only caregiver that worked
fromn & am until 2 PR st 012372024 AS: 5 stated they were urable to complete al of the resident's.
shawers that were scheduled. ASS stafai there weire four sesidests that raquined Swo-persan
assistance for care related to transfers avd behaviors. AS2 slated trey had 1o pravide sare (o
residents tiat required two-person asgstance ndependenily
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were just there to do laundry. The sink was observed to have a giant grey blanket in it, blocking
access and use of the sink. The floors of the laundry room were covered in plastic bags of linens,
resident clothing, and towels, creating a narrow pathway thraugh the center of the narrow room. The
bagged items on the floor were stacked from the floar to past the handle on the door (halfway up the
wall). The door to the bathroom area from the laundry room was blocked by bags of soiled laundry
stacked in front of the door. The trash can was observed to have a full trash bag stacked on top of
the averflowing trash can. When asked how AS2 would wash their hands, AS2 stated she could not
currently access the sink to wash her hands as it was full of clothing items and blocked from use.
There was no hand sanitizer available in the room. AS2 stated she had not been able to provide four
residents their showers she was assigned due to other tasks and assignments taking priority. AS2
stated the care staff scheduled on day and evening shift were to provide three to four scheduled
resident showers. AS2 stated they would often be asked to complete maore resident's showers as
they were not provided on their scheduled day. AS2 stated it was often they would not be able to
provide the residents their showers. AS2 stated they documented the residents shower that were
completed on a skin check shower sheet. AS2 stated the skin check shower sheets were turned into
the health and wellness director. AS2 stated they were not able to provide showers for the residents
on their scheduled day shift on 01/13/2024 and 02/01/2024. AS2 stated they typically worked the
day shift 68 AM until 2 PM. AS2 stated they had taken care of 23 residents with just a medication
technician to help assist with resident care needs. AS2 stated they would not be able to physically
get K1 or all of the residents out of the facility independently without a second staff member if they
needed to evacuate the residents out of the facility in an emergency. AS2 stated the care staff were
responsible to complete the resident’s laundry during their shift. AS2 stated they would not have
enough time to provide the care and services to their residents and complete the resident’s laundry
befare the end of their shift at 2 PM.

In an interview on 02/02/2024 at 3:18 PM, Staff C, Medication Technician, stated they were the only

medication technician on evening shift between the times 6 PM until 8:30 PM or 89:30 PM when Staff
L, Health and Weliness Coordinator, came on shift. Staff C stated during the times that they were the
only medication technician there were anly ane care staff for each side without a care staff to float.

In an interview on 02/02/2024 at 3:47 PM, Staff A stated when a resident's shower was completed, a
care staff would fill out a skin check shower sheet. Staff A stated the shower sheets were turned in
to Staff G. Staff A stated since Staff G left employment at the facility on 02/01/2023, Staff A had not
received any skin check shower sheets for review. Staff A stated they had not seen the laundry
room's conditions. Staff A stated family members had expressed concerns about residents laundry
not being completed or long periods of them being not returned to the resident, and was aware of
the concerns. Staff A stated they were aware care staff were staying over ar coming in an their day
off to complete resident laundry.

In an interview on 02/02/2023 at 10:23 AM, AS2 stated they were the only caregiver that worked
from 6 amuntil 2 PM on 01/23/2024. AS2 stated they were unable to complete all of the resident's
showers that were scheduled. AS2 stated there were four residents that required two-person
assistance for care related to transfers and behaviors. AS2 stated they had to provide care to
residents that required two-person assistance independently.
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In an wterview on D2R1IZ/2034 at 145 PV, Staff B, Medication Techniciag, statéd for one side of the
Buitding the faciity staffed ane me\iu«-s* o t&rhnr\wn and one caregiver. Stalf B stated thw wauld
nat safely be abie fo gatall the resigents out of the facility iy an gvent of emergancy and evacuation
with the conent staffing ratio.

In an interview on D2AI2I3024 a8 328 PM, Anonyimous Staff 3 TASS), Care Staff, stated they often

worked orone sids of the faslity dunng averiivg shift, as they were the only scheduled care stalf.
AQK stated they “absolutely tot® be able tu safely evasuate residents if they needed 10 i an '
armer *cqm‘*y A83 sated three residents rdquirad two staff meEmbers assistane with ‘?ansfem and
becauseaf behaviors for ail care.

In an inténvisw on 02/00/2024 at 232 PM, A1 stated they often worked with one care staff and one
migdination techmizian for ane side of the *ax*wt; AST gtatad Rwas @ lat wark far tm. two staft
menmvs..ASﬁ stated they wers ;espantzibie to pass medications for zll of the rest dents on the sids
they were schieduled on and for any delegated tasks on the other side.of the facility ag B‘ey wete the
orily nurse delegated medication techmician. AS1 stated it was often that they wers tnabie to provide
residents Heir scheduled showers-and laundry AS1 stated R4 had a red rash that had an odar
under bath of fedr breasts and groin. AS1 stated the area continued 1o get worse when ¢ CAre staft
were unatle to provide R theyr schedulad shower. AS1 stated they wowid not be abile to safy or
had snough staff on shift to evasuate the residents in an emergéncy. AST stated the rexidents
exparienced more behaviors onthe eveninys that required the care staff to redirs ot and abserve the
residents clossly. '

In an intereew on 0271573028 a8 1 3T AWM, Staft D Medication Technician, stated on 021812024 £
day-shift 8 &M unti! 2 PM, they v\tﬁﬂ\cd with the maheation technician, Staff O stated st 2 PN, fhey
yrked as the medhio aimn weshnician for Bridge. Staff D stated a care staff watked off the job i#awnq
Staff [ warking slane for Hridge side of the Building. Staf T siatzd there waas ana medication
techacian and one cave stafl that worked on Clare side Staft'D stated they were told Staif M, Cave
Staff hzich stayed dver from day shiff fo werictor gvening shift & heip . Staff O statﬁﬁ witen thev valiad
far heyp ar wauld asx wiere Stalf ¥ was at, Stalf M would not answer 0r was nat where tn be found
ot Bridge sige of the building. Staff £ stated staff M had eft the Facility withiout tefiing anvone
sametims 'x'm h» gvening shift, S{aff [ stated they weére urable o transfer and pmwde cave to RS
and KR8 from 2 PRLGntE 6 PM [ as Staff u was aciing as both the madication techwician and careaiver
by themseit Staff D stated they 3id not provige any shawers or compiete any faundry forany
re: sidents Hat day. Staff D stated they wers passing medivations and providing parsenal sare for ail
I3 residents on Bridge side of the buiiding. Staff O stated "itwas se unsafe® lor themte be the only
care staff: Staft O stated Rd's daughter by eught i neyy medication that they stated was for R4's siin.
Staff [ stated. they J;d not have lime {9 review the *nedwa HOR Y thé bag and had placad the bag o
the medication cat. Staff D stated Residens ‘, (RT} was ext-se r:-h*ng R7 had activated the furnace
door aianrithat *ﬁqwred Staff Dtsredirect RY amﬁ ensure they did notieave the facilty, leaving all
other residents unattended s the gining roont Staft U sated thete w eré WO 3**‘;#( yesidents tat

wite experigsing ah mue@ff n behavisrs dumq fhat time that regquired more of Sta¥ O's attention.

Staff O stated they had to feave the residents snaftended in fw dissni roara s get the residerity
dinner piates. Staff D stated they had ta feave fesidents i the dining room while 2ating unattendes
ta 9o $o the kitchex to: gt tha residents desserts,
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In an interview on 02/02/2024 at 1:45 PM, Staff E, Medication Technician, stated for one side of the
building the facility staffed one medication technician and one caregiver. Staff E stated they would
naot safely be able to get all the residents out of the facility in an event of emergency and evacuation
with the current staffing ratio.

In an interview on 02/02/2024 at 2:28 PM, Anonymous Staff 3 (AS3), Care Staff, stated they often
worked on one side of the facility during evening shift, as they were the only scheduled care staff.
AS3 stated they "absolutely not" be able to safely evacuate residents if they needed to in an
emergency. AS3 stated three residents required two staff members assistance with transfers and
because of behaviors for all care.

In an interview on 02/02/2024 at 2:32 PM, AS1 stated they often worked with one care staff and one
medication technician for one side of the facility. AS1 stated it was a lot work for the two staff
members. AS1 stated they were respaonsible to pass medications for all of the residents on the side
they were scheduled on and for any delegated tasks on the other side of the facility as they were the
only nurse delegated medication technician. AS1 stated it was often that they were unable to provide
residents their scheduled showers and laundry. AS1 stated R4 had a red rash that had an odor
under both of their breasts and groin. AS1 stated the area continued to get worse when care staff
were unable to provide R4 their scheduled shower. AS1 stated they would not be able to safely or
had enough staff on shift to evacuate the residents in an emergency. AS1 stated the residents
experienced more behaviors on the evenings that required the care staff to redirect and observe the
residents closely.

In an interview an 02/15/2024 at 11:27 AM , Staff D, Medication Technician, stated on 02/11/2024 for
day shift 6 AM until 2 PM, they worked with the medication technician. Staff D stated at 2 PM, they
worked as the medication technician for Bridge. Staff D stated a care staff walked off the job leaving
Staff D working alone for Bridge side of the building. Staff D stated there was one medication
technician and one care staff that worked on Clare side. Staff D stated they were told Staff M, Care
Staff, had stayed over from day shift to work far evening shift to help. Staff D stated when they called
for help or would ask where Staff M was at, Staff M would not answer or was not where to be found
on Bridge side of the building. Staff D stated staff M had left the facility without telling anyone
sometime on the evening shift. Staff D stated they were unable to transfer and provide care to RS
and R6 from 2 PM until 6 PM, as Staff D was acting as both the medication technician and caregiver
by themself. Staff D stated they did not provide any showers or complete any laundry for any
residents that day. Staff D stated they were passing medications and providing personal care for all
23 residents on Bridge side of the building. Staff D stated "it was so unsafe" far them to be the only
care staff. Staff D stated R4's daughter brought in new medication that they stated was for R4’s skin.
Staff D stated they did not have time to review the medication in the bag and had placed the bag into
the medication cart. Staff D stated Resident 7 (R7) was exit-seeking. R7 had activated the furnace
door alarm that required Staff D to redirect R7 and ensure they did not leave the facility, leaving all
other residents unattended in the dining room. Staff D stated there were two other residents that
were experiencing an increase in behaviors during that time that required more of Staff D's attention.
Staff D stated they had to leave the residents unattended in the dining room to get the residents
dinner plates. Staff D stated they had to leave residents in the dining room while eating unattended
to go to the kitchen to get the residents desserts.
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In an istesvipw oy 03/16/2024 at 1144 AM | Staf v Care Stafl, stated they had came intd the facility
ari 0”:‘3 122024 3t 3 PM to. see i the residents wese getting ready fof the super bow! panty . Staff J
stated a new staff member was having a panic attm K being on the Hoor by temsaif. Staff J stated
Staff C'éh‘fd:médt’hem St the new staff ember left the facikty and did not return. Staff J stated
thay wese asked {6 come in at B PM ta help as they did nat have ensugh staffing. Staff J stated they
were unsure who sy relived whan thay came ir at § PM that day ‘

In an sntedviesy on 0282024 a8 1248 PM "Stalf {, Care Staff, stated un 6211172024 they were the
only care staff during the time perod, 2 P ustil 1 P, and was training a hew staff member | Staff |
stated the trainge and themselfware the only care stalf scheduled far thay shift. Staff | stated the
few sta¥ member hat gotten overwhelmed and left e faciity around 2 PN Stoff | stated at 7 £M
they had gone ta Bridge side of the facilty and halped Staff I tay RE down forbed and sut of Ml
»«ﬁzwl“mﬁ Staff | stated RE's briet was haawviy soiled and had lzaked causing RY's dothes ti be.

ey with urma Stafl | stated RS had & strony ader of usite when they provided care to thern. Staff |
sta%ed they also had assisted Staft.) iving RE down for bad fromthelr wheeichair. Staff | stated RE's
Brief was heavily solled with urine. Sta# | stated there was no tnanagement that had comg irito the
buiding to help witt the stafling shortage that day. Staff | stated they did not have the time o provide:
any showers or faunthy services forany residents that day.

Recurd review of the facilty's documant, ¥led, " Condansed Ermployes Tims Detad [tire card
punches]’, dated 0182024 through & 2 R4, showed on U248 H2024 far evening shift thers
wers two medications technicians sad am:— care staff frim 2 BM untit 3716 PM when anothir care

staff clocked on shift. At4:30-PM ane care staff ended teir shift leaving dwd madication technistans
and ane care staff fay 47 residents as ross fie WO separats units undl§ M. Companisaet of the ame
card punchies to tha climical set wu%e;_. shawed the faclty did not otaff to the fovels they indizated
wers necsssary and docimentad

Plan/Attestation Statement
| hereby cartfy hat | have reviswed this repart and have taken or will take active
measures to comrect this deficiency, By taking this action, Braokdalg Olynipia West is'or
will be in compliance with this Jaw and 7 ar regulation on {Date__ ‘L% %

tn additen, | will inplement a system to monitor and snsure congnued compliancs with

S /29

Admisustratel {ar Represantative) Diate
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In an interview on 02/15/2024 at 11:44 AM, Staff J, Care Staff, stated they had come inta the facility
on 02/11/2024 at 3 PM to see if the residents were getting ready for the super bowl party. Staff J
stated a new staff member was having a panic attack being on the floor by themself. Staff J stated
Staff C informed them that the new staff member left the facility and did not return. Staff J stated
they were asked to come in at 6 PM to help as they did not have enough staffing. Staff J stated they
were unsure who they relived when they came in at 6 PM that day.

In an interview on 02/15/2024 at 12:45 PM, Staff |, Care Staff, stated on 02/11/2024 they were the
only care staff during the time period, 2 PM until 10 PM, and was training a new staff member. Staff |
stated the trainee and themself were the only care staff scheduled for that shift. Staff | stated the
new staff member had gotten overwhelmed and left the facility around 3 PM. Staff | stated at 7 PM
they had gone to Bridge side of the facility and helped Staff J lay R6 down for bed and out of their
wheelchair. Staff | stated R6's brief was heavily soiled and had leaked causing R&’s clothes to be
wet with urine_ Staff | stated R6 had a strong odor of urine when they provided care to them. Staff |
stated they also had assisted Staff J lying RS down for bed from their wheelchair. Staff | stated R5's
brief was heavily soiled with urine . Staff | stated there was no management that had come inta the
building to help with the staffing shortage that day. Staff | stated they did not have the time to provide
any showers or laundry services for any residents that day.

Record review of the facility's document, titled, “Condensed Employee Time Detail [time card
punches]”, dated 01/19/2024 through 02/05/2024, showed on 02/11/2024 for evening shift there
were two medications technicians and one care staff from 2 PM until 3:15 PM when another care
staff clocked on shift. At4:30 PM one care staff ended their shift leaving two medication technicians
and one care staff for 47 residents across the two separate units until 8 PM . Comparison of the time
card punches to the clinical schedule, showed the facility did not staff to the levels they indicated
were necessary and documented.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to carrect this deficiency. By taking this action, Brookdale Olympia West is or
will be in compliance with this law and / or regulation on (Date)

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

Administrator (or Representative) Date
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