STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20425 72nd Avenue S, Suite 400, Kent, WA 98032

Humangood Washington

JUDSON PARK RETIREMENT COMMUNITY
23600 MARINE VIEWDR S
DES MOINES, WA 98198

RE: JUDSON PARK RETIREMENT COMMUMITY License # 681
Dear Administrator:

This letter addresses Compliance Determination(s) 41990 (Completion Date 05/29/2024) and
38852 (Campletion Date 04/24/2024).

The Department completed a follow-up inspection of vour Assisted Living Facility on 05/29/2024
and found no deficiencies. Yaur facility meets the Assisted Living Facility licensing
requirements.

The Department found that deficiencies for the following licensing laws and regulatians were
corrected:
WAC 388-78A-2210-1-b

The Department staff who did the on-site verification:
Kailash Sharma, ALF Licensar

If you have any questions, please contact me at (253)234-6020.

Sincerely,

L gence Anlerasn

Laurie Anderson, Field Manager
Region 2, Unit D
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: JUDSON PARK Provider Type: Assisted Living Facility
RETIREMENT COMMUNITY

LlcenSQ/Cert.#: 681. . Intake ID: 122691

Compliance Determination #: 38852 Region/Unit #: RCS Region 2 / Unit D

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

Allegation(s):

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.

Investigation Methods:

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

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

Interviews: Reporter, family member, Director of Wellness.

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

Investigation Summary:

Facility cooperated with investigation. Record review and interview showed NR admitted to
Independent Living (IL) in [Jilij 2021 with order of Seroquel 25 milligrams (mg), twice a day.
In Il 2023, NR went to Skilled Facility. In Jj 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).
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Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

L1 NA

"91ISqaM 101207 3Y3 JO} SIIAISS dJe) |elIuapIsay Ag pasedasd sem Jusawndop siyl



94.25.2024 10:94:39 Coe ' ~ State of Mashington i 5/8

- STATE OF WASHINGTON
DEPARTHMENT OF SQCIAL &AND HEALTH SERVITES
AGIHG AND LONG-TERM SUPPORT ADMHISTRATION
20415 Pind Avenue 5, Snite 400, Kent, WA 08032

Statamant of Deficienzies Licenss % oot Comphaace Dotesrain siton # 38053
Flan of Corresfion.  JUDSON BARK RETIREMENT COMMUNT Y Compiafian Date
Faga { ofd | Licersea: Humangasd Wadhington EEAT TR

Yoo are reguirad 1o be o cemplianee 2% alt Srres walh alf Yosnsing e snd regulatians
mainiaite your Aswisted Uiving Facsily Sieavese.

The deparbvant sompiztad data calizating fde at wmaniounted sn-aite compiaint vvestigation
G GH2EZ04 SIS0 and S3282024 of

JUDBON PARGS RETTREMENT COMMUNTY

DGO MARINE VIBWER 8

DES MOHES, WA G198

This danunent refarences e hstigsteg complaiot number{sy 12263

The fatioveng aéss'npﬁe was selprted for review during the unamnaunced an-site vt 1 of 38

curraitt residenta atig 3 former resilunis,

The desartment staff that investigated the Ssslsied Living Facily.
- fatavh Sharve, ALF Licensay

From

DRHE, Aging sad Long-Terr Support Advnistration

Resdential Cave Sorvess, Reglun 2, Usit D

2948 Tt Avenua 8, Sinste 400
Went, WA 98432

A s result of the sve-ule visil{s), the department found st vals sk netin surmplisnce with the
fiensing lows and segulations aa stabed ) e ofed deficienies iy the enclosed repoert.

L gence dndlerasn 04/25/2024

" Residential Care Senvices Dtz
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20425 72nd Avenue S, Suite 400, Kent, WA 98032

Statement of Deficiencies License # 681 Compliance Determination # 38852
Plan of Correction JUDSON PARK RETIREMENT COMMUNITY Completion Date
Page 1 of 3 Licensee: Humangood Washington 04/24/2024

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 03/25/2024, 03/25/2024 and 03/25/2024 of.

JUDSON PARK RETIREMENT COMMUNITY
23600 MARINEVIEWDR S
DES MOINES, WA 98198

This document references the following complaint number(s): 122691

The following sample was selected for review during the unannounced on-site visit 1 of 26
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Kailash Sharma, ALF Licensor

From:

DSHS, Aging and Long-Term Suppart Administration
Residential Care Services, Region 2 , Unit D

20425 72nd Avenue S, Suite 400

Kent, WA 98032

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.

L zence Qnlerasn 04/25/2024

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.
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Siafemsst of Deficancies Licorze # 651 Cenplinnee Detesndnaion # 38953
Plan of Cosmation S FIBGON PARK RETIREMENT COMMLRGTY ~ Gwinpletivn Date
Pags 2 of 3 Lisenses: Humangood Washingtan 4028
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Cate

WAD 3887842210 Madication services.
() An,ass}smd Tty Tasdity provising medication sewvice, eftrer directy ov ndirestly, saust

{} [}e’czlg;, a1 wnp!&mem systems that suppost avad promste sale medication servize foar sach
resigant.

This requirement was net met as evidenced by

AT 388-TRA-ZMO Medication saviees.

(1) An assinked Iviyg fanility proviiing medication servive, aithar directy or indireotly, st

() Devalap and fnplement sys(u*m*» hat suppast s pmmv s gt voedi e..man garyics for @sth
residant,

Ezed s nsanvisw, and recard reses, ths faciiity fadsd to validate snd folley the physician's ondars
for the, admjmstiation of meshoaiing for { of 1 remdent [Resident 1), This falluve Mased Residant §
ab rigk of hans related o withdrawal o sverdoze from desstio sharges v medieostion sesage.

Findus inchided

gdaterd QA2G2024, shaged & Niaqm sig of
Tha ISP ohaw»d Rasjnent 1

presoibed Savague usag fo manage and tnest anxiety and babaviay wﬁth.‘b&f‘ﬂ.ﬁ!ﬁ} s
treat e anviety sad behavion pradium. Fusther review of i ISP showend we facllily aesested
Resident 1 wath rsdicatian masagemeant.

Fraview of the recommended guidelings far the use of Sereguel showsd the msdontion shauld be
taken a3 srected By the physician, Recormmandations staled the mediation should be vo-titrated or
duysn-tirated the [rOcess ¢ s of increasing or decrsasivky e duzage slawdy aver timed. A sudden
inceease g decrease it the dasage of Beracued roay lead b possibie overdese o withdvaagd,
Possitde symptons incjude prafound drwvsine sy ar sedatian, orop in ows pressure, loss of
conscisuaness, ceiva, and svan dzath.

Revigww uf Rachdert 1'e January 2 3"& ez?ex.tsnma\ Medisstion Adminisiration Recant ’e\fAFx} ahivat
Resident 1 receivad 100 rrifligroms img) of Ssroguel Saily, from 0170120024 threugh $H2T72824.
Review of Rasident 1°s January 1534 eMAR showed hat on DH2812024  there was a suddan
dacraase ofthe Beroguel dose. fron 100 ny W0 25 myg.
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Statement of Deficiencies License # 681 Compliance Determination # 38852

Plan of Correction JUDSON PARK RETIREMENT COMMUNITY Completion Date
Page 2 of 3 Licensee: Humangood Washington 0472472024
Administrator (or Representative) Date

WAC 388-78A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(b) Develop and implement systems that support and promote safe medication service for each
resident.

This requirement was not met as evidenced by:

WAC 388-78A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(b) Develop and implement systems that support and promote safe medication service far each
resident.

Based on interview, and record review, the facility failed to validate and follow the physician's orders
for the administration of medications for 1 of 1 resident (Resident 1). This failure placed Resident 1
at risk of harm related to withdrawal or overdose from drastic changes in medication dosage.

Findings included...

' ervice Plan (ISP) dated 03/20/2024, showed a diagnaosis of
and The ISP showed Resident 1 was
prescribed Seroquel (medication used to manage and treat anxiety and behavior disturbances) to

treat their anxiety and behavior problem. Further review of the ISP showed the facility assisted
Resident 1 with medication management.

Review of the recommended guidelines for the use of Seroquel showed the medication should be
taken as directed by the physician. Recommendations stated the medication should be up-titrated or
down-titrated (the process of increasing or decreasing the dosage slowly over time). A sudden
increase or decrease in the dosage of Seroquel may lead to possible overdose or withdrawal.
Possible symptoms include profound drowsiness or sedation, drop in blood pressure, loss of
consciousness, coma, and even death.

Review of Resident 1's January 2024 electronic Medication Administration Record (eMAR) showed
Resident 1 received 100 milligrams (mg) of Seroquel daily, from 01/01/2024 through 01/27/2024.
Review of Resident 1’'s January 2024 eMAR showed that on 01/28/2024, there was a sudden
decrease of the Seroquel dose, from 100 mg to 25 mg.
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S&merﬁeﬁt of Deficancigs Licossy ¥ GHY Tonypliaaces Datesntinslion ¥ 3eHne
Bian of Coromstionr JURSAK BARK RETIRENERT COMMUNTY Camplatian Dats
Paga3 i3 Licensee: Husangsod Washingtan B4/24iX038

‘i‘her@_‘wm o gocuirizrtation that showed the faciity staff vanfiagd tve Josage change with Rewitent
i phyesician, .

Review of Resident 1'5.] BiEry 24 e Febrasry 2004 aMAR shawed Restdant $ recelved

Seroguel B8 myg Gom 0120 through 02042024,

Review of Resident 17s Febiary eMAR showed Bzt on 02652024, Bwre was & sudden increase i
the Seraquel doze, fram 25 mig ta $50 g The eMAR showed Resident 1 resaived Servyuel 15 mg
tyice daily, fram D00 8200 s 0072024, There was no documentation tal showad the faslity
staff verified the dosage change with Resident 1's physician,

Revieov of Resident 1's Febiuary 2024 oWAR showed that an Q2182024 and 0220I0M, e
Seroquel was held due te Resident ©'s letivargy. The eMAR showed that on QAUIHN4 ihe
Geroguel ardet was decontinued due to detine in Restdént 1's cognitive dlealine refated o the
drasifc changs In madication dusage. Revievs of Renident 19 prograss notes shovd that Resident
s cogndivs function retumeid a few days after the medication was stappett,

Dsinn an intervdew on D3I 2t 245 P Steff &, Direcior Weliness Frogram (DVR ] stated [hat
on D4/UTIEI4, one of e Med-Techs received an arder tor Resident 1 b seceive I8 mg of Seraquet
at bagtime, Sie§ A stated ihat the Med-Tech placed the vew prdsr into Reswient ¥ AR, Sl &
shated that tie MediTech discontinued e adrninistration of the Seroquef 100 my dosage. Staff A
ctates that there was no recond that shuwed the physicken ordered the Saraguel 100 mg Sosage be
drscontivwed, Staff A stated that thay were araware of off the dissrepancies it the changes of tha

P dicativy dissges.

: . Plan/A ttestations Statement
" rerety cartify that | have reviewed this repart and have taiven of vl take aclve
| . messures te corrsot this seficiency. By taking this gohion. JUDSON PARK RETIREMENT
L CCM&@UE%JY is o Will be, 0y sompliance with this lay and £ or regulation on
(D), D 2 %}4 .

I asiedifions, | will vpleant 3 systen to monltor and ehsurs continued sonsphancs with

s requrrgment.
ALAA AN 5 ?) i aq

o o
{or Representativa) Daia
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Statement of Deficiencies License # G811 Compliance Determination # 38852
Plan of Correction JUDSOM PARK RETIREMENT COMMUMNITY Completion Date
Page 3 of 3 Licensee: Humangood Washington 042472024

There was no documentation that showed the facility staff verified the dosage change with Resident
1's physician.

Review of Resident 1's January 2024 and February 2024 eMAR showed Resident 1 received
Seroquel 25 mg from 01/28/2024 through 02/14/2024.

Review of Resident 1's February eMAR shawed that on 02/15/2024 , there was a sudden increase in
the Seraquel dase, from 25 mg to 150 mg. The eMAR showed Resident 1 received Seraquel 75 mg
twice daily, from 02/15/2024 to 02/20/2024 . There was no documentation that showed the facility
staff verified the dosage change with Resident 1's physician.

Review of Resident 1's February 2024 eMAR showed that on 02/19/2024 and 02/20/2024  the
Seroquel was held due to Resident 1's lethargy. The eMAR showed that on 02/20/2024 | the
Seroquel order was discantinued due ta decline in Resident 1's cognitive decline related to the
drastic change in medication dosage. Review of Resident 1's pragress notes showed that Resident
1's cognitive function returned a few days after the medication was stopped.

Dwuring an interview on 03/25/2024 at 2:45 PM Staff A, Director Wellness Program (DWF) stated that
on 01/27/2024, one of the Med-Techs received an order for Resident 1 to receive 25 mg of Seroquel
at bedtime. Staff A stated that the Med-Tech placed the new arder inta Resident 1's eMAR . Staff A
stated that the Med-Tech discontinued the administration aof the Seroquel 100 mg dosage. Staff A
stated that there was no record that showed the physician ardered the Seroquel 100 mg dosage be
discontinued . Staff A stated that they were unaware of all the discrepancies in the changes of the
medication dosages.

Plan/Attestation Statement

| hereby certify that | have reviewed this repart and have taken or will take active
measures to carrect this deficiency. By taking this action, JUDSOMN PARK RETIREMENT
COMMUNITY is ar will be in compliance with this law and / ar regulation an

(Date)

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

Administrator (or Representative) Date
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