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Residential Care Services
Investigation Summary Report

Provider/Facility: Blossom Creek Senior Provider Type: Assisted Living Facility
Alzheimer Community

Llcens.eICert.#: 2721. . Intake ID: 227697

Compliance Determination #: 80105 Region/Unit #: RCS Region 1/ Unit G

Investigator: Nicole Mcgraw
Investigation Date(s): 07/08/2026 through 08/18/2026
Complainant Contact Date(s):

Allegation(s):
A named resident left the facility unaccompanied.

Investigation Methods:

Sample: Total residents: 47
Resident sample size: 1
Closed records sample size: 0

Observations: Environment, Cares, Residents, Egress Doors
Interviews: Residents, Staff and others not associated with the facility.
Record Reviews: Characteristic roster, Resident records, Facility policies, Facility

incident report and investigation.

Investigation Summary:

Observation, interview and record review showed the facility did not allow freedom of movement
through front entrance egress doors and did not keep unit egress doors locked and the named
resident left the facility unaccompanied. Failed Practice Identified, Washington Administrative
Code (WAC) 388-78A-2380 and WAC 388-78A-2600 reference Statement of Deficiencies dated
08/18/2026.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written
0 NA
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
HOME AND COMMUNITY LIVING ADMINISTRATION
1200 Alder Street, Union Gap, WA 98903

Statement of Deficiencies License # 2721 Compliance Defermination #80105
Plan of Correction Blossom Creek Senior Alzheimer Community Completion Date
Page1 ofB Licensee: AHR Wenatchee WAMC TRS Sub, LLC 08/18/2026

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license,

The department completed data collection for an unannounced on-site complaint inve stigation
on 07/08/2026 of:

Blossom Creek Senior Alzheimer Community
1740 Madison St
Wenatchee, WA 98801-4700

This document references the following complaint number(s). 227697

The following sample was selected for review during the unannounced on-site visit: 1 of 47
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Nicole Mcgraw, Community Complaint Investigator

From:

DSHS, Home and Community Living Administration
Residential Care Services, Region 1 , Unit Z

1200 Alder Street

Union Gap, WA 88903
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Slatemeant of Defisencias Liganse # 2721 Coenphancs Detarminahon #80105
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As 3 result af the an-site visitig), the s‘cpartm*"tt ung et you are nad in carapliancs with the
ticen S and B0 ated in the ciled deficiencies in the enclosed s2port,
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WAC 388-78A-2380 Fresdom of movement. An assisted living facility must ensure all of the
following conditions are present before moving residents into units or bufldings with axits
that may restrict a resident’s egress:

{31 The assisted lving facility must have a systent in glace to inform and peant visitors . staff persons
and agpropriate racidents how thay may exit withsut ssunding the alarm.

(4} The instaliation of acceas and 2qr2as cantrale et da2e nat restrict the mavement of recidznts
Wi are cagnitively and physically abie o safely leave the fatidity independently,

(7} Buildings fromwhich 2gress igresirictad have

{3} A systemin place to informand pecrmit wisitors, stalf persons, and appropriate residents freedam
of mavement; and

This requirement was not met as evidenced by:

Based on ohisarvation, inteiview and recarg revieww M2 faciity faled o 2nsure there was a gystam
place ta iform and 2t Visners, stalf (eisons aig approp"i;.\ir- re suf2nts’ freedom of moyvEment
and how they may exit independently without sousding the slagn e { of 1 endrancefent door (Door
1). This failure cesulted iIn cestricted fre sdom of movemest and m.al..lt'sty to =xit §ie building
indegendendy and without socundiag an alarm,

Findiesys incliged.

Feview of facility podcy, titled, "Memary Care Nelghbarhoas Contrulied Egreses ” dated, 11682025,
showed 81t anyone axting the faciligy ha1: nofify & staf rnerntier wha wouid assist them o exit the
facsiity a'!(‘ any reswent that dived at the faciity that did act require secwred placement in e MEmary
nare would only e able to entar and v*«t
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Statement of Deficiencies Licanse # 2721 Compliance Determination # 80105
Flan of Correction Blossom Creek Senior Alzheimer Community Completion Date
Page2 off Licensee: AHR Wenatchee WA MC TRS Sub, LLC 08182026

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.

Residential Care Services Date

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all times.

Administrator (or Representative) Date

WA C 388-T8A-2380 Freedom of movement. An assisted living facility must ensure all of the
following conditions are present before moving residents into units or buildings with exits
that may restrict a resident's egress:

(3) The assisted living facility must have a system in place to infarm and permit visitars, staff persons
and appropriate residents how they may exit without sounding the alarm.

(4) The installation of access and egress caontrols that does not restrict the movement of residents
wha are cognitively and physically able ta safely leave the facility independentiy,;

(7) Buildings fraom which egress is restricted have:

(a) & system in place to inform and permit visitors, staff persans, and appropriate residents freedom
of movement, and

This requirement was not met as evidenced by:

Based on observation, interview and record review, the facility failed to ensure there was a systemin
place to inform and permit visitors, staff persons and appropriate residents' freedom of movement
and how they may exit independently without sounding the alarm for 1 of 1 entrance/exit door (Door
1). This failure resulted in restricted freedom of movement and inability to exit the building
independently and without sounding an alarm.

Findings included...

Rewiew of facility palicy, titled, "Memary Care Neighbaorhood Cantrolled Egress,” dated, 12/05/2025,
showed that anyone exiting the facility had to notify a staff member who would assist them to exit the
facility and any resident that lived at the facility that did not require secured placement in the memary
care would only be able to enter and exit
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Statement of Deficiencies License # 2721 Compliance Determination #80105
Plar of Correction Blossom Creek Senior Alzheimer Community Completion Date
Page3 off Licensee: AHR Wenatchee WA MC TRS Sub, LLC 08182026

the facility with assistance from staff.

Chservations on 07/08/2026 at 10:45 AM showed a vendor required staff assistance to enter and
exit the Front Entrance Doars (Doar 1), at which time, the staff entered a code into the coded keypad
and an alarm sounded.

Chservation on 07/08/2026 at 12:18 PM, showed Door 1 had a restricted egress doors and had a
coded keypad. Door 1 did not have any type of direction to staff, visitors ar residents on how they
cauld exit independently. The sign posted abiove the coded keypad, stated, "You may exit by
pushing the blue button to notify staff that yvou are ready ta leave without sounding the alarm.” There
was na sign posted ta infarm and permit visitars, staff persons, and appropriate residents, ta allow
thern to exit the frant door independently, without requinng staff assistance.

Observation an 07/08/2026 at 12:41 PM, a visitor required facility staff to apen the front door with a
code, and when the doar was opened, the alarm sounded and the visitor was allowed to exit the
facility.

In an interview on 07/08/2026 at 12:38 PM, Staff B, Health and Wellness Director, stated every time
Daar 1 was apened, the alarm sounds, and it alarms whether it is opened with the code or the
egress is pushed until the 15 second alarm goes off and the door opens. They stated the code was
not to be given aut to anyane other than staff and all ather persans had to wait far staff ta input the
code inta the keypad to open the door for them to exit out the front door. | had been tald by families
that they had to wait far at least 15 minutes for staff to assist them out the front door because the
staff were busy caring for residents.

In an interview on 07/08/2026 at 12:52 PM, Staff C, Medication Technician, stated the front door
alarm goes off all of the ime, night and day, when it was opened. Staff C stated that wisitors require
staff assistance with entering the code into the coded keypad ta apen frant door and that every time
the front door was opened, the alarm sounded.

In an interview on 07/08/2026 at 12:52 PM, Staff D, Medication Technician, stated family members
coming in and out of the facility all of the time and every time, the staff have to let therm in and out
and the staff were not allowed to give the code out to visitars.

Fewiew of an electronic communication an 07/28/2026 at 1:05 PM, Staff &4, Executive Directar stated
that the front doar (Doar 1) entrance alarms when opened with the coded keypad. They stated that
all wisitors and residents required staff assistance to get in and out and they could not exit
independentiy as they did not give out the code ar instructian to the coded keypad.
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In an intendew on 08712028 at 10.00AM, Coliateral Contact 1 {CO1 ) Remaent represenialive,
stated they could not exit qut Sy § *Fjwe:‘dwr-*‘y wathawt sla® assistance and §at |f were aiter

hours, Bysy would have o vaalt far o staff member to be availsbiz to put the code ints the keypad
Allowy tam to et Thiey stated it was incanveniant having e wail for stal to laf ti‘an‘ i

PlaniAttestation Statement
b hereby centify that | have reviewsd this repon ang have aken or will take active
measurss m Q’Fvﬁmla defimency. By taking this action, Blossam Creek Samar
&lzheim .s T n.u(‘)lg % 9y alt ke wi compliancs with thes law and { or regulation on
{Datr) n]

in aoditian, | welir
this r»qu‘w ni.
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irnplement 2 gysten to manitar and ensure condauad cormpliance with

WAC 388-78A-2600 Policies and procedures.

{13 The assisted lving faaility ovist develap and inplement polfcies and gracadugss in aupport of
services that ave grovided and ars necessany

(i) Safely oparate the assisted ving facilihg and

This reguirement was notmet as evidenced by:

Eaged or ohssrvation, intendaw and resurd review, the Tacdity faled te ivplament the facity's policy
to cordirm restricted sgress doars wera ralockad in @ secured memay cass unit far 1 of 1 resident
Rasidand 1) and the aciity failad ta de svalap and implernant a facdity policy an the procadure thal
stalf wera W follow when ey responded to an alarmung, restricted eqgvass dow. This faslure vasulted
in Restdant 1 isaving the faality um«.cxﬂf**panm. fromthe secwred memory care unt withowt sta#
otowledae, placing the resrdant 8 nek of harm

Findsga inchided .

Review of facilty palicy ttled "Mernany Cave Neighbarhaad Conteailesd Faraas * sigted 19882025,
showed e facliity's contralied egrese dooes included aiamms and moatoning systems that akent stall
to unathodzed attermpls (5 exit. After vigilors feave | the staff ware to confirm daars ware fully clased
and securedivelockad to maintain agress contral. The sahey did not provide a procedurs for staff to
follow when they responded o the restnoted egress doay alamm.
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Plar of Correction Blossom Creek Senior Alzheimer Community Completion Date
Paged off Licensee: AHR Wenatchee WA MC TRS Sub, LLC 08182026

In an interview on 08/18/2026 at 10:00AM, Collateral Cantact 1 (CC1), Resident representative,
stated they could not exit out Door 1 independently, without staff assistance and that if it were after
hours, they would have to wait for a staff member to be available to put the code into the keypad to
allow them to exit. They stated it was incanvenient having to wait for staff ta let them aut.

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, Blossam Creek Seniar
Alzheimer Community is or will be in caompliance with this law and / or regulation on
(Date)

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

Administrator (or Representative) Date

WA C 388-T8A-2600 Policies and procedures.

(1) The assisted living facility must develop and implement policies and procedures in suppart of
services that are provided and are necessary to:

(c) Safely operate the assisted living facility; and

This requirement was not met as evidenced by:

Based on observation, inferview and record review, the facility failed to implement the facility's policy
to confirm restricted egress doars were relocked in a secured memory care unit far 1 of 1 resident
(Resident 1) and the facility failed to develop and implement a facility policy on the procedure that
staff were to follow when they responded to an alarming, restricted egress door. This failure resulted
in Resident 1 feaving the facility unaccompanied from the secured memaory care unit without staff
knowledge, placing the resident at nsk of harm.

Findings included. ..

Rewiew of facility palicy titled, "Memary Care Meighborhoad Controlled Egress,” dated 12/05/2025,
showed the facility’s controlled egress doors included alarms and monitoring systems that alert staff
to unauthorized attempts to exit. After visitors leave, the staff were to confirm doors were fully closed
and secured/relocked to maintain egress control. The policy did not pravide a procedure for staff to
follow when they responded to the restricted eqgress door alarm.
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Statement of Deficiencies Licanse # 2721 Compliance Determination #80105
Plan of Correction Blossom Creek Senior Alzheimer Community Completion Date
Page5 ofb Licensee: AHR Wenatchee WA MC TRS Sub, LLC 08/18/2026

Review of Resident 1's Face Sheet showed the resident was admitted to the facility on 12026
with diagnoses of :

Review of Resident 1's Elopement Risk Assessment and Care plan, dated 06/08/2026, showed the
resident had delusions, paranoia and short-term memory loss and was at risk of eloping from the
facility.

Review of Resident 1's facility incident report, dated 06/05/2026 at 6:00PM, showed the resident left
the facility unaccompanied, through two restricted egress doors. The neighborhood egress door was
not locked and did nct alarm. The incident re port showed Resident 1 had exited through Door 1
(Front entrance/exit doar at the front of the building). This door alarm was going off. Staff responded
to Door 1 alarm, turned the alarm off and had not checked outside to see who had set the alarm off.
Resident 1 was then found by a neighbor, off facility premises, confused and wandering. The
neighbor assisted the resident back to the facility.

In an interview on 07/08/2026 at 12:52 PM, Staff C, Medication Technician, stated Resident 1 had
eloped because the neighborhaood restricted egress door mechanism was not engaged and the light
on the door was red. When the resident went out that door, it was not locked and did not alarm.
During the interview, Staff C demonstrated how the neighborhood egress doors were to be relocked.
Observation showed the light on the door was red when not locked and turned green when the daor
was relocked and closed. Staff C stated they thought a staff member had triggered the front door
alarm when they left for the evening. They stated they had responded to Door 1, that was closed and
alarming, and they had not seen Resident 1 outside the facility doors.

In an interview on 07/08/2026 at 1:15 PM, Staff A, Executive Director stated they reviewed the video
clips of Door 1 for the evening of 06/05/2026 at 6:05 PM . They stated they could see Resident 1
walk out Door 1 and there were no staff observed going out the door to check and see if there were
any residents outside in front of the building.

In an interview on 07/08/2026 at 1:16 PM, Staff A stated that Staff C failed to go out Door 1 and
check outside and look around to make sure no residents had gone outside when Door 1's alarm
sounded.

Review of an electronic communication dated 08/17/2026 from Staff A, showed if Door 1 is alarming
after it is closed, it is because the door alarm was activated by the egress door being pushed open
and was not opened using the code on the keypad.
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PlaniAtrestation Statestent
Fhersty cerbfy that | have reviewed this report and fiave taken or vl take achve
measures & comrect this deficiensy. By taking thie action, Blossans Craeh Semar

A

Alzieimes Cammunity 3 ar will be &1 compliancs wath s law and ¢ or regulation on
{Date) _JDJ .

b additise, | wall implement 2 system to memitor and enswre contnued compiiance wilh
s requa >'s*er".

L/v\uaw{ (519817030
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Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures ta carrect this deficiency. By taking this action, Blossom Creek Senior

Alzheimer Community is or will be in compliance with this law and / or regulation on
(Date)

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

Administrator (or Representative) Date
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