




1) Based on observation, there was no indication of a lack of staffing or a lack of care and
services.

Based on interviews and record review, the named resident was receiving wound care services
from a home health agency for leg wounds. The home health nurse noted a new wound (a
diabetic ulcer) on the bottom of the named resident’s right foot on 04/24/2026 and bandaged the
wound.

Facility staff did not become aware of the named resident’s pressure ulcer until 2026,
when the named resident exhibited symptoms of an infection, and the home health nurse
contacted emergency services to have the named resident sent to the hospital for evaluation
and treatment. The facility was informed by hospital staff that the named resident required a
partial  of his right foot. The facility failed to identify the named resident's new skin
issue and did not monitor or treat the named resident’s wound. This failure placed the named
resident at risk for unmet care needs and harm.

The facility did not meet regulatory requirements as outlined in WAC 388-78A-
2120(1)(2)(a)(3)(a)(4).

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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