


Residential Care Services
Investigation Summary Report

Provider/Facility: JUDSON PARK
RETIREMENT COMMUNITY
License/Cert.#: 681

Provider Type: Assisted Living Facility

Compliance Determination #: 38852
Intake ID: 122691

Investigator: Kailash Sharma
Region/Unit #: RCS Region 2 / Unit D

Investigation Date(s): 03/25/2024 through 04/24/2024
Complainant Contact Date(s): 03/25/2024, 04/23/2024, 04/24/2024

Medication Management: Medication Error:
A medication was increased per family request. Dose of medication was increased form 50 mg
to 150 mg mistakenly.
Medication increase lead to overt sedation, missing of eating meals, change in condition
prompted Hospice services. Facility failed to recognize sudden changes.

Allegation(s):

Total residents: 26
Resident sample size: 1
Closed records sample size: 0

Investigation Methods:

Sample:

General tour of the facility, lobby, common areas, general activities,
staff resident interaction.

Observations:

Reporter, family member, Director of Wellness.Interviews:

Incident report. characteristic roster, medication records, physician's
orders, medication history, progress notes, service plan.

Record Reviews:

Facility cooperated with investigation. Record review and interview showed NR admitted to
Independent Living (IL) in  2021 with order of Seroquel 25 milligrams (mg), twice a day.
In  2023, NR went to Skilled Facility. In  2023, NR moved to Assisted Living with
order for Seroquel, 100 mg daily. On 01/27/2024, the medication was abruptly decreased from
100 mg a day to 25 mg a day. On 02/14/2024, the medication suddenly increased from 25 mg a
day to 75 mg, twice daily. From 02/15/2024 to 02/18/2024 NR received 75 mg twice daily. There
was no documentation that showed the facility contacted NR’s physician to validate the
medication changes. On 02/19/2024, NR was admitted to Hospice for decline in cognitive
functioning. On 02/21/2024, the medication was discontinued. After few days of discontinuation
of the medication, NR’s mentation and activities improved. Failed practice identified. Citation
issued for WAC 388-78A-2210 (1)(b).

Investigation Summary:
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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