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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide medically related social services and to advocate for 
1 of 2 cognitively impaired residents (Resident 1) reviewed for advanced directives. The facility failed to 
advocate, educate, and obtain appropriate legal assistance in the development of an advanced directive and 
placed residents at risk of not having their rights and wishes honored. Findings included. Review of a facility 
policy titled, Advanced Directives and Advanced Care Planning (ACP) last reviewed 09/26/2025 documented 
each time a resident was admitted to the facility, quarterly, and when a change in condition was noted in the 
resident's condition, the facility reviewed the advance directive and advance care planning information. The 
review focused on if the existing advanced directives and ACP matched the current goals of care for the 
resident. The social services director or designee documented conversations in the medical record and 
assisted as needed with updating the documents that need revision in accordance with state and federal 
requirements. Review of the facility job description titled, Social Services Assistant revised 05/11/2026 
documented in the position summary, that the Social Services Assistant provided assistance to the Social 
Services department to ensure all medically related emotional and social needs of patients are met in 
accordance with all applicable laws, regulations, and Life Care standards and must be able to assist social 
worker(s) in supporting patients and families through education, financial planning assistance, liaison with 
community agencies, etc.Resident 1 admitted to the facility on [DATE] with diagnoses to include 
developmental/intellectual disability, anxiety, depression, and obstructive and reflux uropathy (urinary 
blockage causing urine backup). Review of Resident 1's Brief Interview for Mental Status (BIMS-cognitive 
screening tool) documented on 05/07/2025 and 03/26/2025 a score of 2 out 15 indicating severe cognitive 
impairment , on 11/04/2025 and 07/02/2025 a score of 3 out of 15 indicating severe cognitive impairment, 
and on11/28/2025 a score of 15 out of 15 indicating no cognitive impairment. Review of Resident 1's 
Physician Order for Life Sustaining Treatment (POLST) dated 03/24/2025 documented the resident 
(Indicated by signature) wanted Cardiopulmonary Resuscitation (CPR) done as a life sustaining measure; no 
other medical interventions were marked. Review of Resident 1's progress notes from 03/24/2025 through 
11/28/2025 documented the following:- On 10/03/2025 at 10:31 PM the nurse notified the provider that 
resident had appeared to be less interactive and decreased appetite and noted resident was a full code (all 
life sustaining measure to be taken) and refused some of their medications.- On 10/05/2025 at 3:51 PM the 
nurse obtained new orders for Resident 1 from the provider and notified the Power of Attorney (POA).- On 
10/05/2025 4:03 PM Resident1 was noted to refuse their oral and intravenous (IV) medications and pulled 
out their IV access but allowed blood glucose check.-On 10/06/2025 at 8:30 AM Resident 1 was seen by the 
psychiatric provider with noted refusals to eat or drink and non-communicative behavior. Resident 1 was 
noted to be hospitalized and presented with severely altered mental status and declining physical health. The 
provider noted nursing staff reported that their mental functioning was now comparable to that of a 
3-4-year-old child, had become increasingly withdrawn, and often maintaining a statue-like posture with 
limited eye contact. Additionally noted that Resident 1's presentation represented a decline from their 
condition a month ago when they were still able to communicate to some degree and they were now largely 
non-verbal and unresponsive to attempts at interaction.- On 10/06/2025 at 5:56 PM Resident 1 was noted to 
return from the hospital and to be apathetic towards others and self, and unwillingness to interact with most 
providers or support staff. Resident 1's emergency contact was notified and information provided about their 
recent changes and concerns noting the contact was with Collateral Contact 3 (CC 3 -Resident 1's family 
member) who voiced concern and planned to visit tomorrow evening and speak with resident. -On 
10/06/2025[SW3] a provider note documented that Resident 1 had worsening medical status starting 
10/2/2025, they had been refusing care, oral medications and interactions with a noted change in her mental 
status, presented as staring in space on our interaction which was unusual to them as at their baseline as 
they had been able to communicate basic needs.-On 10/07/2025 at 8:33 PM CC 3 was noted to be in the 
facility visiting Resident 1 and reported to nursing they were trying to become Resident 1's POA and 
responsible party. CC 3 reported that they would bring a Notary Public for Resident 1 to sign papers to grant 
them POA. Resident 1 was noted to be confused about who CC 3 was and could not recall their name only 
stated that were their very good friend. -On 10/14/2025 at 10:34 AM Staff C, Social Services Assistant called 
CC 3 and asked if they were able to attend Resident 1's procedure scheduled for 10/20. CC 3 stated they 
would meet Resident 1 at the office. Staff C provided location and time.- On 10/20/2025 7:22 PM A written 
order was received from the physician for the Social Worker to evaluate Resident 1 for POA paperwork for 
their friend. -On 10/21/2025 at 9:43 AM Staff C, Social Services, documented they left a voicemail to CC 3 
asking if they were interested in receiving information on obtaining POA.-On 10/28/2025 at 4:04 PM noted 
care conference with Resident 1's POA, Resident 1 documented as present.-On 11/21/2025 at 11:39 AM 
documented POA called and asked for Resident 1's POLST to be changed from Full Code (use of all life 
sustaining measures) to Do Not resuscitate (DNR) with comfort care. There were no care conference notes 
that included a discussion with Resident 1 regarding their advanced directives, wishes, or their rights. There 
were no documented conversations with CC 3 by social services regarding Resident 1's status, advanced 
directives, rights, or wishes, information of other family members, outside of one voicemail and request to 
attend an appointment. Review of Resident 1's care plan dated 04/04/2025 documented that they had a 
communication problem and impaired cognitive ability related to their developmental delay with a goal of 
maintaining current level of communication function by using appropriate gestures and responding to yes/no 
questions appropriately through the review date. Interventions included allowing adequate time for Resident 
1 to respond, repeat information as necessary, not to rush, ask for clarification from the resident to ensure 
understanding, face when speaking, make eye contact, turn off TV/radio to reduce environmental noise, ask 
yes/no questions if appropriate, use of simple, brief, consistent words/cues, and use alternative 
communication tools as needed. In an interview on 12/11/2025 at 12:11 PM CC 1, Community Support 
Service, stated they had known Resident 1 prior to their admission to the facility and had provided life 
coaching services prior to and during their stay at the facility. CC 1 stated Resident 1 had passed away on 
12/05/2025. CC 1 stated Resident 1's cognition fluctuated and had difficulty determinizing what was real and 
not at baseline and they had altered perceptions and when they became ill was confused, not making any 
sense. CC 1stated when Resident 1 obtained a POA it was suddenly. In an interview on 12/15/2025 at 3:00 
PM CC 2, Transition Case Manager, stated they had been working with Resident 1 to transition to an Adult 
Family Home while at the facility. CC 2 stated Resident 1 had been refusing care and surgery and there was 
nothing medical that could be done for them. CC 2 stated in an assessment completed in March 2025 
documented Resident 1 as making poor decisions and they were unaware of consequences of decisions. CC 
2 stated Resident 1 did not have a guardian however required the help of informal supports to make 
decisions. CC 2 stated they participated in a care conference, that was held in Resident 1's room, October 
28, 2025, to discuss the goal to move to the community. CC 2 stated Resident 1 seemed interested in 
moving to an Adult Family Home, they talked about what it was like at the Adult Family Home. CC 2 
described Resident 1 as silent during the care conference. CC2 stated Resident 1 would not give consent for 
a surgery, so that is why they got a POA to make that decision. In an interview on 12/18/2025 at 11:48 AM 
CC 3, they stated they visited Resident 1 every other week while they resided in the facility. CC 3 stated they 
attempted numerous times to contact Staff C by phone to coordinate getting POA documents signed and 
their advanced directives but did not receive any return calls. CC 3 stated the only conversation, by phone, 
they had with Staff C was to accompany Resident 1 to an appointment. CC 3 stated they came to the facility 
in the evening to obtain assistance with getting POA signed and provide Resident 1's advanced directives 
and were told by the nursing staff they could not assist and would not take the paperwork being provided. CC 
3 stated they were not invited to care conferences for Resident 1 and therefore did not attend any. When 
asked about Resident 1's other family members, CC 3 stated Resident 1 had a brother who resided out of 
state. When asked about Resident 1's advanced directives, CC 3 stated when Resident 1 was in the hospital 
in January 2025 they went through their preferences and wrote down their wishes and everything. CC 3 
stated Resident 1 wanted their life to be prolonged if feasible and not to withdraw water and other life 
sustaining measures. In an interview on 12/23/2025 at 1:35 PM Staff B, Registered Nurse/Unit Manager, 
stated they were familiar with Resident 1. Staff B stated Resident 1 had complicated medical conditions 
related to their urinary tract. Staff B stated they were their own decision maker POA and their mentality was 
one of a five-year-old. Staff B stated Resident 1 would say no to a lot of things and had a pattern of rejecting 
medications, food, water and not interact or speak when they started showing symptoms of a urinary tract 
infection. Staff B stated they were saying Resident 1 needed a POA because they could not make decisions 
for themselves. Staff B stated the physician reached out to a friend of Resident 1 and they became POA, 
placed them on hospice and moved to an Adult Family Home. In an interview on 12/23/2025 at 2:10 PM Staff 
C stated they had spoken to Staff B, Administrator, a few times about Resident 1's cognition when they were 
admitted to the facility. Staff C stated it was difficult to obtain a baseline for Resident 1's cognition due to 
them being in/out of the facility for hospitalizations. Staff C stated Resident 1 cognition fluctuated with 
changes in their medical condition. Staff C stated Resident 1 had an obvious developmental disability and 
they often played possum (pretended they were asleep) and would not talk for days. Staff C stated Resident 
1 had a POA in the past, CC 3, who decided they would not be willing to act as POA, when Resident 1 was 
in the hospital prior to their admission in March 2025. Staff C stated CC 3 remained Resident 1's emergency 
contact. CC 3 stated they were only able to connect with CC 3 once and reached out to them quite a few 
times. Staff C stated it was passed along to them through physician direction to start the POA process for 
Resident 1's friend as Resident 1's family had not completed POA paperwork. When asked about discussion 
with Resident 1 about the physician's request to have their friend be their POA, Staff C stated there was 
some conversation in passing, had not documented any conversations, and only witnessed a conversation 
between Resident 1 and their friend about being the POA. Staff C stated Resident 1 POLST was full code at 
admission. Staff C stated there was some discussion about potential guardianship for Resident 1 but did not 
know if the process had started. Reference WAC 388-97-0960
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