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Residential Care Services
Investigation Summary Report

Provider/Facility: FAIRFIELD CARE
License/Cert.#: 2128

Provider Type: Assisted Living Facility

Compliance Determination #: 45640 Intake ID: 141324
Investigator: Sandra Fast Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 08/14/2024 through 12/04/2024
Complainant Contact Date(s):

A resident alleged that their medication assistance had been late or not given at all.
Allegation(s):

Total residents: 37
Resident sample size: 15
Closed records sample size: 0

Investigation Methods:

Sample:

Medication technician
Medication administrations
Medication room
Named resident
Sampled residents
Named resident's apartment
Sampled residents' apartments
Meal service
Activities

Observations:

Administrator
Director of Nursing
Named resident
Sampled residents
Sampled resident's representative
Facility and agency medication technicians

Interviews:

Disclosure of services
Characteristic roster
House policies
Staff list
Staff schedules
Named resident's face sheet
Named resident's negotiated service agreement
Named resident's call light log
Named resident's medication administration records
Named resident's progress notes
Sampled residents' face sheets
Sampled residents' negotiated service agreements

Record Reviews:
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Sampled residents' call light logs
Sampled residents' medication administration records
Sampled residents' progress notes
Sampled residents' physical therapy notes
Sampled residents'

The named resident stated that their medications had been late several times and missed two
times. The named resident stated that their symptoms would worsen if they were not given their
medications in a timely manner. The named resident stated that they had addressed the issue
with staff and the administrator, and no improvements were made. The named resident's
medication administration record showed several instances of missed medications.  The
sampled residents' medication administration records showed several instances of missed
medications. A sampled resident's representative stated that they had witnessed a medication
technician attempt to give a wrong dosage (too high) of a blood thinning medication to their
family member. Failed facility practice was identified based on WAC 388-78a-2210(2)(a)(b)

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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Residential Care Services
Investigation Summary Report

Provider/Facility: FAIRFIELD CARE
License/Cert.#: 2128

Provider Type: Assisted Living Facility

Compliance Determination #: 45640 Intake ID: 142257
Investigator: Sandra Fast Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 08/14/2024 through 12/04/2024
Complainant Contact Date(s):

1. A resident eloped and fell outside of facility.
2. A resident was physically restrained in a specialized wheelchair.

Allegation(s):

Total residents: 37
Resident sample size: 15
Closed records sample size: 0

Investigation Methods:

Sample:

Medication technician
Medication administrations
Medication room
Named resident
Sampled residents
Named resident's apartment
Sampled residents' apartments
Meal service
Activities

Observations:

Administrator
Director of Nursing
Named resident
Sampled residents
Sampled resident's representative
Facility and agency medication technicians

Interviews:

Disclosure of services
Characteristic roster
House policies
Staff list
Staff schedules
Named resident's face sheet
Named resident's negotiated service agreement
Named resident's call light log
Named resident's medication administration records
Named resident's progress notes
Sampled residents' face sheets
Sampled residents' negotiated service agreements

Record Reviews:
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Sampled residents' call light logs
Sampled residents' medication administration records
Sampled residents' progress notes
Sampled residents' physical therapy notes
Sampled residents'

1. The facility reported the incident. The resident wore a proximity alarm for the facility's outer
doors that had not alerted staff. The named resident was assessed and found to have no
serious injury. The facility notified the appropriate parties and implemented additional
interventions to further alert staff and safeguard the resident. No failed facility practice was
identified.
2. The named resident was placed in a wheelchair that restricted the resident's movements. The
named resident had not been assessed for appropriateness of the restrictive wheelchair. The
wheelchair was being used to restrain the named resident's free movement. Failed facility
practice was identified according to WAC 377-78a-2660(1)(2)(3) and RCW 70.129.120.

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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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION

8517 E Trent Ave, Ste 102, Spokane Valley, WA 99212

Statement of Deficiencies License #: 2128

Completion Date

12/04/2024

FAIRFIELD CAREPlan of Correction

Licensee: FAIRFIELD CARE

Compliance Determination # 45640

of 13Page 1

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 08/14/2024 and 09/17/2024 of:

503 SOUTH HILLTOP LANE
FAIRFIELD, WA 99012

FAIRFIELD CARE

This document references the following complaint number(s): 141324, 142257

The following sample was selected for review during the unannounced on-site visit: 15 of 37
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Sandra Fast, Community Complaint Investigator

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 1 , Unit B
8517 E Trent Ave, Ste 102
Spokane Valley, WA 99212

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

I 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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DateAdministrator (or Representative)

WAC 388-78A-2210 Medication services.

(2) The assisted living facility must ensure the following residents receive their medications as
prescribed, except as provided for in WAC 388-78A-2230 and 388-78A-2250 :

(a) Each resident who requires medication assistance and his or her negotiated service agreement
indicates the assisted living facility will provide medication assistance; and

(b) If the assisted living facility provides medication administration services, each resident who
requires medication administration and his or her negotiated service agreement indicates the
assisted living facility will provide medication administration.

This requirement was not met as evidenced by:

Based on observation, interview, and record review, the
facility failed to implement a safe medication delivery system to ensure
residents received their medications as prescribed for 7 of 7 residents,
(Residents 1, 2, 3, 4, 5, 6, and 7). This failure resulted in late and missed
medication administration, feelings of anxiety and worry, and placed residents
at risk of lack of symptom management and health complications.

Findings included…

The facility’s policy titled, “Procedure for Medication Service,” undated, showed staff responsible for
supervision of medication assistance must sign medication log/MAR (medication administration
record) indicating medication was taken appropriately. If medication is refused, the medication log
must show the refusal.

<Resident 1>

Review of Resident 1’s Negotiated Service Agreement (NSA) dated 02/01/2024, showed the
resident was diagnosed with  (

),  ( ),  (
),  (

), and  (
). The NSA showed the resident required medication assistance from the facility staff.

Review of Resident 1’s July 2024 Medication Administration Record (MAR) showed the following:
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The MAR showed that a PRN (as needed) administrations of baclofen 10 milligram (mg) (used to
treat muscle spasms) was given on 07/01/2024, and 07/02/2024. The back of the MAR page
showed no date, name of medication, hour of administration, reason for administration, results of the
administration, and did not have a signature of the administering medication technician.  

The MAR showed that at 7:00 PM on 07/04/2024, the resident’s acetaminophen (APAP) 500 mg, 2
tablets (used to treat pain), was not initialed as given. 

The MAR showed that at 1:00 PM on 07/05/2024, the resident’s venlafaxine (used to treat
depression), APAP, amantadine (used to treat symptoms of Parkinson’s disease (a progressive
brain disorder that causes tremors, stiffness, and difficulty with balance and coordination)), was not
initialed as given. 

The MAR showed that at 1:00 PM on 07/06/2024, the resident’s venlafaxine, APAP, amantadine,
and buspirone (a medication used for anxiety and nervousness)), were not initialed as given.
 
The MAR showed that at 3:00 PM and 5:00 PM and 7:00 PM on 07/11/2024, the resident’s
carbidopa- levodopa (C-L) 25 mg-100 mg, 2 tablets (used for symptoms of Parkinson's disease) was
not initialed as given. 

The MAR showed that at 3:00 PM and 7:00 PM on 07/11/2024, the resident’s entacapone 200 mg,
half tablet (used to treat symptoms of Parkinson's disease) was not initialed as given.  The MAR
showed that at 7:00 PM on 7/11/2024, the residents APAP, buspirone, dextromethorphan-quinidine
20mg-10mg (used to treat sudden on sets of laughing and or tearfulness), hydroxyzine HCL 25 mg
(used to treat anxiety and nervousness), pregabalin 225 mg (used to treat nerve pain), meloxicam
15 mg (used to treat arthritis pain) atorvastatin 20 mg (used to lower blood cholesterol (a fat that can
increase risk of heart disease and stroke)), C-L 50 mg-200 mg, clonazepam 2 mg (used to treat
anxiety and nervousness) latanoprost 0.005% ophthalmic solution (eye drops) (used to treat
glaucoma (high pressure in the eye), and melatonin 3 mg, 3 tablets (used to regulate sleep) all were
not initialed as given.

Review of Resident 1’s August 2024 MAR showed the following:

The MAR showed that at 7:00 AM on 08/02/2024, and 08/03/2024, the resident’s Timolol 0.5% eye
drops (used to treat glaucoma by lowering pressure in the eye) was initialed by the medication
technician (MT) and circled (not given). There were no comments shown on the back of the MAR
page explaining why the medication was not given.  There was no documentation in the resident’s
progress note stating that the resident’s primary care provider (PCP) had been notified. 
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The MAR showed that at 7:00 AM on 08/04/2024, the residents timolol 0.5% eye drops we're not
initialed as given. The MAR showed that at 7:00 AM on 08/03/2024, and 08/04/2024, the resident’s
dextromethorphan- quinidine 20-10 mg capsule (used to treat uncontrollable laughing or crying) was
not initialed as given. 

The MAR showed that at 7:00 AM on 08/06/2024, the residents calcium carbonate 1250 mg (used to
treat or prevent low calcium), cholecalciferol (vitamin D 3 ) 1000 unit, 4 tablets (used to treat or
prevent low vitamin D), cyanocobalamin tablet (vitamin B 12 ) 1000 microgram (mcg) (used to treat
or prevent low B12), doxycycline hyclate tablet 100 mg (used to treat bacterial infection), C-L, 25
mg- 100 mg, 1 1/2 tablets, all were not initialed as given. The MAR showed that at 9:00 AM on
08/04/2024, the resident’s C-L 25 mg-100 mg, 1 1/2 tablets, was not initialed as given. The MAR
showed that at 1:00 PM on 08/04/2024 the resident’s C-L, 25 mg-100 mg, 2 tablets, was not initialed
as given. There was no comment on the back of the MAR indicating a reason the medications were
not given.

The MAR showed that at 11:00 AM on 08/04/2024, the residents entacapone, 200 mg, ½ tablet was
not initialed as given. The MAR showed that at 1:00 PM on 08/06/2024, the resident’s amantadine
HCL 100 mg, was not initialed as given. 

The MAR showed that at 7:00 PM on 08/09/2024, and 08/10/2024, the resident’s entacapone 200
mg, ½ tablet, was not initialed as given. 

The MAR showed that at 7:00 AM on 08/15/2024 residence C-L, 25 milligram dash 100 milligram, 1
½ tablets was not initialed as given. The MAR showed that at 7:00 PM on 08/19/2024, the residents
entacapone 200 mg, and C-L 50 mg-200 mg were not initialed as given. 

The MAR showed that at 7:00 AM on 08/20/2024, and 08/21/2024, the resident’s C-L 25 mg- 100
mg, 1 1/2 tablets, and dextromethorphan-quinidine 20-10 mg were not initialed as given. 

The MAR showed that at 3:00 PM on 08/20/2024, at 5:00 AM and 3:00 PM on 08/21/2024, and at
5:00 AM on 08/22/2024, the residents pregabalin 225 milligram was initialed and circled. Comments
on the back of the MAR page from 08/20/2024, 08/21/2024, and 08/22/2024 showed that the
medication was not in the cart and was not given but had been ordered. 

The MAR showed that at 3:00 PM, 5:00 PM, and 7:00 PM on 08/22/2024 the resident’s C-L 25 mg-
100 mg, 2 tablets, was not initialed as given. 

The MAR showed that at 3:00 PM on 08/22/2024, the resident’s entacapone 200 mg, was not
initialed as given. 
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The MAR showed that at 5:00 PM on 08/22/2024, the resident’s hydroxyzine HCL 25 mg, was not
initialed as given. The MAR showed that at 7:00 PM on 08/22/2024 the resident’s APAP 500 mg, 2
tablets, baclofen 20 mg, buspirone HCL 10 mg, dextromethorphan-quinidine 20-10 mg, entacapone
200 mg, ½ tablet, pregabalin 225 mg, and meloxicam 15 mg, all were not initialed as given. 

The MAR showed that at 9:00 PM on 08/23/2024, the resident’s clonazepam 2 milligram, 2 tablets,
latanoprost 0.005% ophthalmic solution (eye drops), and melatonin 3 milligram, 3 tablets, all were
not initialed as given. 

The MAR showed that the resident was to be assessed for anxiety each day at 10:00 AM and if they
were complaining of increased anxiety, offer a PRN (as needed) lorazepam (used to treat anxiety). 

The MAR showed that at 10:00 AM on 08/03/2024, 08/05/2024, 08/06/2024, 08/15/2024, and
08/19/2024, this was not initialed as done.

In an interview on 08/15/2024, at 2:24 PM, Resident 1 stated that there were many issues around
staff not providing medications on time, stating that several times their 7:00 PM medications had not
come until 9:00 PM, and that their medications had been missed all together at least twice. Resident
1 stated that their symptoms worsened significantly if their medications were not given in a timely
manner. The resident stated that they had spoken to the administrator about the issue and no
improvements had happened.

<Resident 2>

Review of Resident 2’s NSA dated 05/22/2024, showed that resident was diagnosed with 
, ,  ( ), ,

 ( ), , ,
,  ( ), 

 ( ), and  (
). The NSA showed that the resident required medication assistance from the facility staff.

Review of Resident 2’s July 2024 MAR showed the following:

The MAR showed that at 7:00 AM on 07/19/2024, the resident’s multiple vitamin (used to treat or
prevent vitamin deficiency) was initialed and circled (as not given). There were no comments located
on the back of the MAR page showing why the medication was not given. There was no
documentation in the resident’s progress notes that the resident’s PCP was notified. 
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The MAR showed that at 7:00 AM on 07/27/2024, the resident’s Carvedilol 12.5 mg (used to treat
high blood pressure) was initialed and circled. There were no comments of the back of the MAR
page and no documentation in the resident’s progress notes indicating that the resident’s PCP had
been notified. 

The MAR showed that the resident’s weight was to be recorded daily in the morning. The MAR
showed no weight entry on 07/25/2024, and 07/26/2024. There were no entries on the back of the
resident’s MAR page or in the resident’s progress notes related to the missing entries. 

Review of Resident 2’s August 2024 MAR showed the following:

Th MAR showed that the resident’s weight was to be taken one time per day. On 08/04/2024, and
08/09/2024 there were no weights recorded. There were no entries on the back of the resident’s
MAR page or in the resident’s progress notes related to the missing entries. 
The MAR showed that at 8:00 AM and 8:00 PM on 08/01/2024, and at 8:00 AM on 08/02/2024 the
resident’s olanzapine 5 mg (used to treat several mental health conditions), was initialed and circled
as not given. 
The MAR showed comments on the back of the page that showed, “medicine not in cart,” and
“waiting for pharmacy to get the orders, RN aware.” The medication was not new for the resident. 
The MAR showed that at 8:00 PM on 08/03/2024, and 08/10/2024, the resident’s Carvedilol 12.5 mg
was not initialed as given. 
The MAR showed that at 8:00 PM on 08/10/2024, the resident’s simvastatin, 10 mg (used to treat
high cholesterol), and tamsulosin (used to treat symptoms of an enlarged prostate), were not
initialed as given. 
The MAR showed that on 08/05/2024, the resident received an “as needed” (PRN) dose of APAP.
The back of the resident’s MAR page was missing the date, medication and strength, hour of
administration, reason for administration, results, and signature of the person who administered the
medication.

<Resident 3>

Review of Resident 3’s NSA dated showed that the resident was diagnosed with ,
, , , , , 

, , , and .  The NSA
showed that the resident required medication assistance from the facility staff.

Resident 3’s July MAR 2024 showed the following:

The MAR showed that at 7:00 AM on 07/06/2024, the resident’s polyethylene glycol (PEG) 17 gm
(used as a laxative) was not initialed as given. The MAR showed that at 4:
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00 PM on 07/06/2024, the resident’s azithromycin 250 mg (used to treat bacterial infections) had no
initials but had been circled (as not given). The comment on the back of the MAR page stated the
medication was not in the cart. There was no documentation in the resident’s progress notes
showing that the resident’s PCP had been notified of the missed (circled) administration. 

The MAR showed that at 7:00 PM on 07/11/2024, the resident’s bupropion 100 mg ER tab (used to
treat depression), docusate sodium 100 mg (used to treat constipation), Eliquis 5 mg (used to
prevent and treat blood clots), pantoprazole 40 mg (used to treat heartburn, acid reflux and astro-
esophageal reflux disease), pramipexole 1 mg (used to treat the symptoms of Parkinson’s disease),
Pregabalin 200 mg (used to treat nerve pain), and Senna 8.6 mg (used to treat constipation),
atorvastatin 40 mg (used to treat high cholesterol), were all not initialed as given. The resident’s
MAR showed that at 7:00 PM on 07/19/2024, the resident’s pramipexole 1 mg was not given. There
were no comments shown on the back of the MAR page explaining why the medications were not
given.  

Resident 3’s August 2024 showed the following:

The MAR showed that at 7:00 AM on 08/07/2024, and 08/08/2024, the resident’s PEG 17 Grams
was not initialed as given. The MAR showed at 7:00 AM on 08/08/2024, all the resident’s
medications had been initialed and circled with the comment that the resident was out at a doctor
appointment. The resident’s progress notes did not reflect that the resident’s PCP was notified
and/or that orders had been received regarding the missing medication dosages. 

The MAR showed that at 8:00 AM on 08/08/2024, at 8:00 PM on 08/10/2024, at 8:00 PM on
08/16/2024, at 8:00 AM and 8:00 PM on 08/17/2024, and at 8:00 AM on 08/18/2024 the resident’s
amoxicillin/claviculate 875/125 mg (used to treat bacterial infections), was not initialed as given. The
antibiotic treatment was to be started at 8:00 AM on 08/08/2024 and finish on 08/18/2024 at 8:00
AM. 

The MAR showed that at 8:00 PM on 08/10/2024 the resident’s Azithromycin 250 mg (used to treat
bacterial infections) was not initialed as given. There was no documentation on the back of the MAR
stating why the antibiotic doses were missed. 

The MAR showed that at 7:00 PM on 08/10/2024 the resident’s Bupropion HCL 100 mg ER, and
Docusate sodium 100 mg, Eliquis 5 milligrams, pantoprazole 40 milligrams, pregabalin 200
milligrams, senna 8.6 milligrams, atorvastatin calcium 40 milligrams, and pramipexole 1 milligram
were not initialed as given. 

The MAR showed that the resident’s daily blood pressure (B/P) was to be taken prior to
administering Metoprolol succinate ER 50 mg (used to treat high blood pressure). There was no B/P
recorded prior the medication being administered on 08/12/2024. 
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The MAR showed that at 7:00 PM on 08/22/2024 the resident’s Bupropion HCL 100 mg ER, and
Docusate sodium 100 mg, Eliquis 5 milligrams, pantoprazole 40 milligrams, pregabalin 200
milligrams, senna 8.6 milligrams, atorvastatin calcium 40 milligrams, and pramipexole 1 milligram
were not initialed as given. The MAR showed that at 7:00 PM on 08/23/2022 the resident’s nystatin
topical powder (used to treat fungal or yeast infections of the skin) was not given.

<Resident 4>

Review of resident 4’s NSA dated 06/20/2024, showed the resident was diagnosed with 
, , ,  (

), ,  ( ), , 
,  (

). The NSA showed that the resident required
medication assistance from the facility.

Resident 4’s July 2024 MAR showed the following:

The MAR showed that at 8:00 AM on 07/05/2024, the resident’s calcium carbonate 1,200 mg,
cholecalciferol-mineral-vitamin D3 50 mcg, multivitamin plus minerals, vitamin B12 500 mg,
escitalopram 5 mg (used to treat depression), lisinopril 5 mg (used to treat high blood pressure), and
omeprazole 40 mg all were not initialed as given. 

The MAR showed that at 4:00 Pm on 07/11/2024, and 07/27/2024 the resident’s omeprazole 40 mg
was not initialed as given. 

The MAR showed that at 6:00 PM on 07/28/2024 the resident’s warfarin 2.5 mg (used to prevent and
treat blood clots) was not initialed as given.

Review of Resident 4’s August 2024 MAR showed the following:

The MAR showed that at 12:00 PM on 08/06/2024 and on 08/08/2024, the resident’s Cephalexin
500 mg (used to treat bacterial infections) was not initialed as given. 

The MAR showed that at 8:00 AM on 08/15/2024, 08/20/2024, and 08/21/2024 and that at 8:00 PM
on 08/18/2024 and 8/22/2024 the resident’s Mucous relief (used for temporary relief of cough) was
not initialed as given. 

The MAR showed that at 6:00 PM on 08/22/2024 the resident’s Warfarin 2.5 mg was not initialed as
given.
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The MAR showed that at 4:00 PM on 08/22/2024 the resident’s omeprazole 40 mg, was not initialed
as given. 

The MAR showed that at HS (hour of sleep) on 08/22/2024, the resident’s trazadone 100 mg (used
for treating symptoms of depression, anxiety, or both) was not initialed as given.

In an interview on 08/14/2024 at 5:14 PM, Collateral Contact 1 (CC1) stated that they had witnessed
an agency medication technician (MT) attempt to give Resident 4 the wrong dose (too much) of
Resident 4’s warfarin (used to treat and prevent blood clots). CC1 stated that the MT was from an
outside agency and that they had argued with them regarding the dose. CC1 stated that the MT
went and double checked the order and came back with the correct dosage.

<Resident 5>

Review of Resident 5’s NSA dated 07/24/2024 showed that the resident was diagnosed with 
 ( ), 
 ( , , ,

,  ( ),  (
), , , , 

, , , , , and . ).
The NSA showed that the resident required medication assistance from the facility.

Review of Resident 5’s July 2024 MAR showed the following:

The MAR showed that at 8:00 PM on 07/24/2024, and at 8:00 PM on 07/26/2024 the resident’s
lorazepam 0.5 mg (used to relieve anxiety) was not initialed as given. 
The MAR showed that at HS on 07/26/2024 the resident’s Melatonin initialed and circled as not
given. The MAR showed no comments on the back of the page documenting why the medication
was not given. The residents progress notes showed no documentation that the residents primary
care provider was notified of the missed medication.

Review of Resident 5’s August 2024 MAR showed the following:

The MAR showed that on 08/02/2024 the resident spit out all their morning medications. Review of
the back of the resident’s MAR sheet and the resident’s progress notes showed that the resident’s
PCP had not been notified of the missed medications. 

The MAR showed that at HS on 08/09/2024 the resident’s trazadone 50 mg, 2 tablets

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 





Statement of Deficiencies License #: 2128

Completion Date

12/04/2024

FAIRFIELD CAREPlan of Correction

Licensee: FAIRFIELD CARE

Compliance Determination # 45640

of 13Page 10

(used for treating symptoms of depression, anxiety, or both), was not initialed as given. The MAR
showed that at 7:00 AM on 08/12/2024 all the resident’s medications were initialed and circled as not
given. The comments on the back of the MAR showed that the resident had spit them out.  The
residents progress notes showed that the resident’s PCP had not been notified. 

The MAR showed that the resident was to receive one Ensure drink (a calorie supplement) two
times a day at 7:00 AM and 7:00 PM. The MAR showed that at 7:00 AM on 08/15/2024, and at 7:00
PM on 08/22/2024, the supplement was not initialed as given. The MAR showed that at HS on
08/19/2024 and 08/22/2024, the resident’s melatonin 3 mg was not initialed as given. 

The MAR showed that at HS on 08/20/2024, and 08/21/2024, the resident’s melatonin 3 mg was
initialed and circled as not given. Review of the back of the MAR page dated 08/21/2024 showed a
comment of, “not in cart” and “not given,” and no comments on 08/20/2024.  Review of the resident’s
progress notes showed that the resident’s PCP was not notified. 

The MAR showed that on 08/22/2023 the resident’s 6:00 PM Xarelto 20 mg (used for treatment and
prevention of blood clots), 7:00 pm rosuvastatin (used to lower high blood cholesterol), and 8:00 pm
melatonin was not given.

<Resident 6>

Review of resident 6’s NSA dated 12/01/2023 showed that the resident was diagnosed with
 ( ), , ,

 ( ),  (
),  (

), , ,  (
),  ( ),  and

 ( ) ( ).
The NSA showed that the resident required medication assistance from the facility.

Review of the resident’s July 2024 MAR showed the following:

The MAR showed that at 8:00 PM on 07/11/2024 the resident’s quetiapine 50 mg (used to treat
schizophrenia and bipolar disorder), at HS the resident’s melatonin 3 milligrams at HS and
rosuvastatin 10 milligrams at 08:00 PM, were not initialed as given. 

The MAR showed that at 12:00 PM on 07/14/2024 the resident’s quetiapine 50 mg was not given.
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<Resident 7>

Review of resident 7’s NSA dated 06/15/2024 showed that the resident was diagnosed with 
 (

), ,  (
), , and . The NSA showed that the resident

required medication assistance from the facility.

Review of Resident 7’s July 2024 MAR showed the following:

The MAR showed that the resident’s blood sugar (the amount of glucose in the blood) was to be
taken and recorded twice per day. On 07/05/2024 and 07/28/2024 no morning blood sugars were
recorded in the MAR. On 07/06/2024, 07/07/2024, 07/08/2024, 07/10/2024, 07/18/2024, 07/24/2024,
07/26/2024, and 07/30/2024 the resident’s evening blood sugars were not recorded in the MAR. 

The resident’s MAR showed that the resident’s blood pressure (B/P) and pulse (P) were ordered to
be recorded twice per day.  On 07/12/20245, 07/13/2024, 07/27/2024, and 07/28/2024 no B/P or P
were recorded in the morning. On 07/04/2024, 07/07/2024, 07/08/2024, 07/11,2024, 07/13/2024,
07/16/2024, 07/18/2024, 07/19/2024, 07/22/2024, 07/23/2024, 07/24/2024, 07/25/2024, 07/26/2024,
and 07/31/2024 no B/P or P were recorded in the evening. 

The MAR showed that at 7:00 PM on 07/11/2024, the resident’s atorvastatin 40 mg, clopidogrel 75
mg (used to treat and prevent blood clots), quetiapine 50 mg, and brexpiprazole 1 mg (used to treat
schizophrenia and very low mood) were not initialed as given.

Review of Resident 7’s August 2024 MAR showed the following:

The MAR showed that the resident’s blood sugar was to be taken and recorded twice per day. On
08/01/2024, and 08/02/2024 no blood sugars were not recorded in the evening. 

The MAR showed that the resident’s B/P and P were to be taken twice per day. On 08/06/2024, and
08/12/2024 no B/P or P was recorded in the morning. On 08/02/2024, 08/07/2024, 08/09/2024, and
08/10/2024 no B/P or P was recorded in the evening. 

The MAR showed that at 7:00 PM on 08/02/2024, and 08/22/2024 the resident’s insulin glargine 12
units (lowers sugar levels in the blood) was not initialed as given. 
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The MAR showed that at 7:00 PM on 08/17/2024, and 08/22/2024, the resident’s brexpiprazole 1 mg
was not initialed as given. The MAR showed that at 7:00 PM on 08/22/2024, the resident’s
atorvastatin 40 mg and divalproex 125 mg (used to treat and prevent psychotic (loss of touch with
reality) disorders), was not initialed as given.

Plan/Attestation Statement
I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, FAIRFIELD CARE is or will be
in compliance with this law and / or regulation on (Date)________________ .

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

Administrator (or Representative) Date

WAC 388-78A-2660 Resident rights. The assisted living facility must:

(1) Comply with chapter 70.129 RCW, Long-term care resident rights;

(2) Ensure all staff persons provide care and services to each resident consistent with chapter
70.129 RCW;

(3) Not use restraints on any resident;

This requirement was not met as evidenced by:

Based on observation and record review, the facility failed to protect resident rights to be free from
restraints for 1 out of 1 resident (Resident 5). This placed residents at risk of having their rights
violated.

RCW 70.129.120, Restraints—Physical or chemical
The resident has the right to be free from physical restraint or chemical restraint. This section does
not require or prohibit facility staff from reviewing the judgment of the resident's physician in
prescribing psychopharmacologic medications. 

Review of Resident 5’s negotiated service agreement dated 07/24/2024, showed that the resident
was independent with ambulation but could use a standard wheelchair without leg supports when
needed. A review of Resident 5’s orders and progress notes on 11/22/2024, showed that Resident 5
did not have a physical therapy order for the resident to use a tilt-in-space wheelchair.

In an interview on 08/14/2024, Staff C, Nursing Assistant Certified, stated that all the “Wanderers,”
(residents who wandered in the facility) were kept in the medication room with the Medication
Technician (MT) so staff could keep an eye on them. Staff C was not
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aware that Resident 5 did not have an order for a tilt-in space wheelchair. 

In an interview on 08/14/2024, Staff B, Director of Nursing Services (DNS), stated that they had
observed residents in tilt-in-space wheelchairs, many times for over 2 hours. Staff B stated that the
facility staff had used the device as a restraint for residents who wander. 

In an observation on 09/17/2024 at 2:46 PM showed that resident 5 was in a reclined tilt-in-space
wheelchair with leg attachments in place. The resident was observed attempting to climb up into the
seat of the wheelchair by putting their left foot into the wheelchair seat with the right foot following.
There were no staff in the room at that time.

Plan/Attestation Statement
I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, FAIRFIELD CARE is or will be
in compliance with this law and / or regulation on (Date)________________ .

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

Administrator (or Representative) Date
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