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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to implement their abuse prohibition policy for 2 of 2 residents 
(Residents 2 & 3) reviewed for abuse and/or neglect. The facility failed to completely and thoroughly 
investigate Resident 2's unexpected death and failed to conduct through investigations to identify the root 
cause(s) and contributing factors related to Resident 2 & 3's falls. Failure to conduct a thorough investigation 
placed residents at risk for further injuries, potential abuse/neglect, and other negative health outcomes.
Findings included .Review of the facility Abuse, Neglect and Exploitation Policy revised 05/01/2025, showed 
Neglect means the failure of the facility, its employees, or service providers to provide good and services to a 
resident that are necessary to avoid physical harm, pain, mental anguish, or emotional distress. According to 
the policy the facility would investigate suspicion and/or reports of abuse, neglect, identifying and 
interviewing all involved persons, including the alleged victim, alleged perpetrator, witnesses, and others who 
might have knowledge of the allegations. In addition, all alleged violation would be reported as required.
RESIDENT 2FALL INVESTIGATIONDuring an interview on 09/18/2025 at 3:20 PM a collateral contact 
stated Resident 2 fell on [DATE], hit their head, broke their arm and hip and had to have surgery the 
following day.According to 07/31/2025 5-day scheduled Minimum Data Set (MDS - an assessment tool) 
Resident 2 had a fall in the facility which resulted in a major injury.Review of the 07/31/2025 1:30 PM 
incident report and investigation showed that a student told Staff D, Resident Care Manager (RCM), that 
Resident 2 had fallen. Upon entering the room, the resident was found in a prone position (flat on their 
stomach) on the floor with their right arm extended to their side. Visible blood was observed on the floor and 
an open area to the resident's right wrist. Resident 2 complained of severe discomfort to their right shoulder 
and wrist. Right wrist observed with swelling and suspected hematoma (localized collection of blood in 
tissue), possible deviation or dislocation. The investigative root cause analysis was that Resident 2 stated 
they were attempting to self-transfer to the wheelchair to use the restroom. Call light was not on at the time 
of the fall. Resident was impulsive and non-compliant with asking for assistance. Resident recommended to 
not self-transfer. Abuse and Neglect was unsubstantiated as Resident stated they attempted to transfer to 
the bathroom without assistance, forgetting to lock their wheelchair and fell.Further review of the 
investigative documents showed Resident 2 was found on the floor at 1:00 PM with 02 running at 2 Liters per 
Minute (lpm). The resident was last attended at 11:45 AM, when their briefs were wet and they voided urine, 
they were last seen at 12:04 PM when a nurse administered as needed pain medication.The investigation 
did not address what may have occurred between 12:04 PM and 1:00 PM. For example, did the resident eat 
lunch, and did the nurse follow up to determine if the pain medication was effective.On 09/19/2025 at 1:48 
PM the posted lunch meal time for Resident 2's hallway was 12:15 PM, with a note that times may vary up to 
15 minutes before or after.In an interview on 09/19/2025 at 2:31 PM Staff C, Assistant Director of Nursing, 
stated they would expect the nurse to follow up regarding the pain medications in 30 minutes to one hour 
after administered. Staff C stated Resident 2 was toileted at 11:45 AM, came back from the bathroom, asked 
for pain medication, which was administered at 12:04 PM. Staff C stated Resident 2 was impulsive and 
would get up, but could not go to the bathroom by themselves.The investigation did not include statements 
from the staff who delivered the resident's lunch, picked up the resident's lunch tray, or the nursing assistant 
assigned to Resident 2's care or from the student who found the resident on the floor.In an interview on 
09/19/2025 at 2:31 PM Staff C confirmed as part of the investigation they would expect to find out from staff 
what they were doing at that time.Review of the July Medication Administration Record (MAR) showed 
07/28/2025 orders for Oxygen at 6 lpm per Nasal Cannula (NC) continuously, to maintain the SpO2 (blood 
oxygen saturation level) at 90% or greater. Therefore, the resident was not receiving oxygen at the physician 
ordered rate when they fell.The resident was sent to the emergency room and diagnosed with a right distal 
radius (wrist) and a right intertrochaneteric femur (hip) fracture.Review of July 2025 and August 2025 Abuse 
Reporting Logs showed the fall with significant injury was not reported. In an interview on 09/19/2025 at 2:44 
PM, Staff B, Director of Nursing, confirmed the incident was not, but should have been reported on the log as 
a substantial injury reasonably related to the fall.DEATH INVESTIGATIONDuring an interview on 09/08/2025 
at 12:04 PM Resident 4 stated the night before a resident next door to them had choked and died at the 
facility.During an interview on 09/08/2025 at 12:44 PM when asked, Staff C stated Resident 2 passed 
unexpectedly, after having been provided a lunch meal. When asked if the resident choked, Staff C stated, 
no.During an interview on 09/10/2025 at 12:22 PM Staff C stated they were waiting for the results of the 
Medical Examiner. Staff C stated again they were unaware of any choking. The facility was within the 
five-day investigation period, so Staff C was encouraged to investigate the possibility of the resident choking 
as there was food involved.Review of the 09/07/2025 1:00 PM facility incident investigation showed that at 
approximately 12:45 PM, a CNA delivered a lunch tray to Resident 2 in their room. Resident was responsive 
and answered appropriately. At 12:55 PM, the CNA returned to the room noted the resident was 
unresponsive and they called out for help. Staff J Licensed Practical Nurse (LPN), checked on the resident 
and Code Blue was announced. CPR was initiated, 911 was called and EMTs (Emergency Medical 
Technicians), pronounced the resident dead at 2:00 PM.Review of the investigation on 09/16/2025 showed 
staff did not consider the possibility of Resident 2 choking as a cause of death.Review of the 09/07/2025 
police incident report showed the officer was dispatched to the facility around 1:56 PM. Upon arrival the 
officer spoke to the fire department and was told Resident 2 possibly choked on their food and was 
pronounced deceased at 1:50 PM. According to the report, the officer interviewed Staff M, Nursing Assistant, 
who stated they delivered Resident 2's tray, cut up the food when the resident requested and left to deliver 
more trays. Staff M said when they returned around 12:50 PM, Resident 2 was unresponsive, and the food 
tray was on Resident 2's stomach.During an interview on 09/24/2025 at 12:06 PM Staff J, stated when the 
nursing assistant called out, they went into the room. Resident 2 was on the bed, supine (laying on their 
back), with the head of bed elevated, leaning forward. When asked where the lunch tray was, Staff J stated it 
was on the bedside table, then recalled no, the aid said it was falling on the ground. Unsure, Staff J stated 
they did not pay much attention to the room as they were assessing the resident, noted no pulse, pale, chest 
not rising, so they proceeded with the calling the code. During an interview on 10/02/2025 at 2:46 PM, 
Resident 2's representative stated when they entered the room on 09/07/2025 there were items from the 
food tray all over the room, so clearly, the resident made a commotion. There was food, napkins, cups by the 
door, a meal tray on the opposite side of the room, with nothing on the tray. The medics tried to trach them, 
but something was blocking their airway, which they had since found out was food stuck in the trach.During 
an interview on 10/03/2025 at 10:56 AM Staff K, Housekeeping, stated they cleaned Resident 2's room later 
that day. Staff K stated they noted it had been hectic earlier, but they did not really understand what had 
happened. Staff K stated earlier the staff had to move the roommate and took the bed out of the room too. 
Staff K stated by the time they went to clean the room the meal tray, cups, dishes had already been picked 
up but there was blood, peas and carrots all over the floor. There was food on the ground.During an 
interview on 09/19/2025 at 11:07 AM Resident 4 stated (on 09/07/2025) they had gone outside on and found 
two people who were upset that their dad had just passed away, saying that he choked on lunch. Resident 4 
stated the people asked them what was served for lunch, but Resident 4 did not know as they had not eaten 
it. Resident 4 stated they had not heard Resident 2 choke but heard banging around from the room.During 
an interview on 09/19/2025 at 11:07 AM Resident 5 said lunch had been roast beef, mashed potatoes, green 
beans or peas. Resident 5 stated the roast beef was tender and easy to chew.Review of the 09/07/2025 
police incident report showed Resident 2's representative told the officer that Resident 2 had a choking 
hazard before they were at the facility.During an interview on 10/02/2025 at 2:46 PM, Resident 2's 
representative stated Resident 2 had been a choking hazard for years, was a very loud person, choked 
loudly, and could be heard outside the room. Resident 2's representative stated when they visited, they 
found Resident 2 laying down multiple times, even eating laying down. I asked them, and they said it was his 
choice. I asked how it was his choice, as it's a choking hazard.Review of 09/02/2025 11:09 AM Therapy Note 
showed Resident 2 did not report any dysphagia at that time. They had a raspy voice and was on 6 lpm of 
oxygen, required cues to sit upright for meals and taking rest breaks to coordinate breathing and swallowing.
During an interview on 09/19/2025 Staff I, Director of Rehabilitation, stated Resident 2 was seen by Speech 
Therapy from 09/01-09/06/2025, but not for swallowing. The resident was readmitted three times and each 
time received another evaluation, and each time the resident remained on regular texture foods, with thin 
liquids. During an interview on 09/19/2025 at 1:50 PM, Resident 10 (Resident 2's roommate) recalled the 
incident. Resident 10 stated that Resident 2 ate meals in bed, usually sat up with the head of bed elevated. 
Resident 10 denied hearing Resident 2 cough that date but noted that Resident 2 frequently coughed 
because they had COPD and in the middle of the night the resident had a horrible, weird sounding cough.
During an interview on 09/18/2025 at 3:20 PM a collateral contact stated Resident 2 was very loud, not quiet 
and would throw things around the room. The collateral contact stated Resident 2 choked on lunch since, 
according to the death certificate, the autopsy found a food bolus.Review of the certificate of death dated 
09/12/2025 showed that autopsy findings were available to complete cause of death, which was choked on 
food bolus (meat).RESIDENT 3According to the 09/12/2025 Quarterly MDS Resident 3 had severely 
impaired vision, had one non injury fall since the prior MDS.Review of the 06/09/2025 Activities of Daily 
Living Care Plan (CP) showed Resident 3 required extensive assistance by two staff to turn and reposition in 
bed. Review of the 06/18/2025 Risk for Falls CP showed an intervention to Follow facility fall protocol.The 
CP also noted that Resident 3 had an unwitnessed fall on 09/06/2025.Review of the Incident report showed 
on 09/06/2025 at approximately 7:20 PM, Resident 3 was found on the floor, next to their bed, with their 
head nearest the foot of the bed. Resident 3 stated they did not know how they slid off the bed. According to 
the incident investigation the resident was last seen by staff at 5:00 PM. The investigation did not question 
why the resident was not seen from 5:00 to 7:20 PM.During an interview on 09/19/2025 at 1:38 PM Staff B 
stated Resident 3 ate between 75-100% of the dinner meal, which was scheduled for delivery on Resident 
3's hall at 5:00 PM, and Staff C stated the resident required one on one staff to eat because they were blind. 
Review of the September 2025 MAR showed a 07/07/2025 order to encourage the resident to be up out of 
bed and in wheelchair for all meals: document acceptance vs refusal before meals. On 09/06/2025 5:30 PM 
staff documented refusal.During an interview on 09/19/2025 at 2:59 PM Staff H, LPN, stated Resident 3 was 
diagnosed with COVID-19, so they were in the room with the door closed, on a bariatric size (for plus sized 
residents) mattress. Staff H stated they had never seen Resident 3 kick their feet off the bed, or sit up on the 
edge of the bed, and they had no idea how the resident got out of bed.During an interview on 09/19/2025 at 
1:38 PM, Staff B acknowledged the investigation was incomplete.REFER TO: WAC 388-97-640(2)(5)(6)
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review the facility failed to ensure respiratory care and services were 
provided in accordance with Physician's orders and accepted professional standards of practice for 4 of 5 
residents (Resident 2, 7, 8 & 9) reviewed for respiratory services. This failure placed the residents at risk for 
respiratory complications, unmet needs and diminished quality of life.Findings included .Review of the facility 
Oxygen Administration policy revised 07/03/2024 showed oxygen was administered to residents who needed 
it, consistent with professional standards of practice, the comprehensive person-centered care plans, and the 
resident's goals and preferences. According to the policy Oxygen would be administered under orders of a 
physician, staff shall change oxygen tubing and mask/cannula weekly and as needed, change humidifier 
bottle when empty, weekly or per facility policy, or as recommended by the manufacturer. Oxygen delivery by 
Nasal Cannula (NC) requires humidification at flow rates greater than 4 Liters per Minute (lpm).RESIDENT 
2Review of the 06/15/2025 History and Physical showed Resident 2 had multiple diagnoses including 
chronic hypoxic respiratory failure, Chronic Obstructive Pulmonary Disease (COPD), Obstructive Sleep 
Apnea, used a Continuous Positive Airway Pressure (CPAP) at night, but the machine broke two weeks prior 
and the resident was unable to replace it. The resident was on 6 lpm NC at baseline. Resident arrived at the 
Emergency Department on 10 lpm delivered through a non-rebreather mask (delivers high concentrations of 
oxygen, using one-way valves to prevent rebreathing exhaled air).Resident 2 was discharged from the 
hospital to the facility on [DATE]. Review of the Post Acute & Transition of Care Orders showed Resident 2 
needed to be on Bi-level Positive Airway Pressure (BiPAP) while sleeping, at nighttime and as needed for 
SOB. Review of 06/23/2025 hospital records showed the BiPAP needed to be set up prior to discharge.
Review of the June 2025 Treatment Administration Record (TAR) showed 06/23/2025 order for oxygen at 6 
lpm per NC continuously, which staff documented as done.A 06/24/2025 7:00 PM Nurses Note showed they 
titrated the oxygen (O2) down to 4 lpm. An 8:41 PM Nurse's Note showed the resident had shortness of 
breath (SOB) on exertion and when lies flat, gets easily SOB, SpO2 (blood oxygen saturation level) 94% at 4 
lpm via NC continuous. A 06/25/2025 9:47 PM Nurse's Note showed Resident 2 was on 4 lpm via NC.
Review of the 06/24/2025 Provider Admit Visit Encounter Note showed Resident 2 was admitted for acute 
respiratory failure related to not using CPAP for two weeks due to equipment malfunction. Baseline 
Supplemental 6lpm NC, with a goal of Sa02 88-92%, and instructions to staff to monitor and call Provider for 
evidence of acute exacerbation, wheezing, SOB, increased O2 requirement.A 06/28/2025 2:30 PM Nurse's 
Note showed Resident 2 had SOB on exertion, SOB when lied flat, mild SOB at rest and was on 02 at 4 lpm 
via NC.Review of the June 2025 TAR showed a 06/28/2025 order for oxygen at 2-4 lpm per NC continuously 
every shift. Staff initialed indicating the order was followed but did not note the oxygen rate delivered.A 
06/29/2025 10:22 PM, Nurse's Note showed 02 at 6 lpm via NC was maintained. A 06/30/2025 10:09 PM, 
Nurse's Note showed Resident 2 was on 02 at 6 lpm via NC. Similarly, on 07/01/2025 at 9:32 PM, and 
07/03/2025 at 9:32 PM.According to a 07/06/2025 7:56 PM Nurse's Note, when Resident 2's oxygen was 
decreased to 3 lpm, the resident insisted they needed oxygen at 6 lpm, stated, my doctor told me I need 6 
Liters. When they were instructed about why they did not need 6 lpm the resident got upset, defensive, and 
accusatory.A 07/20/2025 2:47 PM Nurse's Note showed Resident 2 had labored breathing, complained of 
SOB, cough and chest pain. Resident 2 was sent out to the hospital for further evaluation.Review of the After 
Visit Summary showed Resident 2 was hospitalized from [DATE]-[DATE] with a primary diagnosis of COPD 
Exacerbation.Review of the facility census showed Resident 2 was readmitted to the facility on [DATE].A 
07/23/2025 4:47 PM Infection Control note showed Resident 2 was unable to sustain a saturation of above 
90% on 10 liters of oxygen. Notifications were completed and the resident was sent back to the hospital.
Review of the 07/28/2028 hospital discharge records showed a discharge diagnosis of acute on chronic 
hypoxic hypercapnic respiratory failure (a condition in which the body fails to remove carbon dioxide CO2 
from the blood) secondary to COPD and Interstitial Lung Disease - ILD exacerbation (lung damage with 
inflammation and scaring, making it difficult for lungs to exchange oxygen and CO2). The resident was 
discharged on baseline oxygen of 6 liters.Review of the July Medication Administration Record (MAR) 
showed 07/28/2025 orders for oxygen at 6 lpm per NC continuously - Maintain SpO2 90% or greater.Record 
review showed Resident 2 was hospitalized from [DATE] - 08/08/2025 following a fall with fractures.Review 
of 08/08/2025 hospital discharge orders showed orders for continuous oxygen at 4-6 liters via NC, with a 
target SaO2 of 88-92% and BIPAP at night.Review of the August 2025 MAR showed the 07/28/2025 oxygen 
orders of 6 lpm remained in place.A 08/09/2025 7:26 PM eMAR Administration Note showed the nurse 
increased the oxygen rate to 8 lpm via NC.The 08/08/2025 hospital discharge orders were started on 
08/10/2025 at 6:00 AM, with an O2 flow rate of 4-6 lpm.Review of the August MAR showed a 08/14/2025 
order for Oxygen at 6-8 lpm via mask continuously to maintain SpO2 at 88-92%. The order was clarified on 
08/20/2025 to add May use NC during meals. If patient refused to use mask inform provider.Review of the 
census showed Resident 2 was sent to a higher level of care on 08/26/2025 and readmitted [DATE]. Review 
of the 09/01/2025 after visit summary showed the primary diagnosis was Acute Hypoxic on Chronic 
Hypercapnic Respiratory Failure. Review of the 09/01/2025 Nursing Home provider transfer orders showed 
that Resident 2 was switched from a BiPap to a CPAP.During an interview on 10/02/2025 at 2:46 PM, 
Resident 2's representative stated the resident was released from the hospital with instructions to be on a 
CPAP during naps and when sleeping, that their life depended on it and the facility did not have one for three 
days.Review of an 09/02/2025 9:54 PM EMAR Administration note showed the CPAP was not available yet.
Review of the facility fax to the medical equipment supplier, showed the facility faxed the CPAP orders on 
09/02/2025 at 10:37 PM and a face sheet at 11:49 PM. Review of supplier's documents showed the CPAP 
was delivered to the facility on [DATE] at 10:00 AM.RESIDENT 7According to the 07/07/2025 Quarterly MDS 
Resident 7's diagnosis included COPD, the resident used oxygen therapy, and experienced SOB when lying 
flat.Review of the COPD Care Plan (CP) revised 10/24/2023 showed the oxygen was to be delivered by 
nasal prongs/mask per MD (Medical Doctor) order. Review of the resident is on oxygen therapy care CP 
revised 07/07/2025 showed the oxygen was delivered by nasal prongs, and staff were directed to titrate to 
maintain Sp02 at 88% or greater.On 09/19/2025 at 11:45 AM Resident 7 was observed with oxygen running 
by NC at 2. 5 lpm. The oxygen concentrator had a humidifier and the oxygen tubing was dated 09/15/2025.In 
an interview at that time Resident 7 stated they were breathing okay and denied shortness of breath.Review 
of the September 2025 TAR showed an order dated 02/27/2023 for 02 at a rate of 0 to 4 liters, unless 
otherwise ordered. Titrate up to maintain and keep sats greater than 90% every shift. Staff initialed the order, 
indicating it was done, but did not document the oxygen flow rate or the corresponding Sa02.In an interview 
on 09/24/2025 at 3:37 PM, Staff E, Resident Care Manager, reviewed the TAR and stated the staff were not, 
but should be documenting the flow rate.Review of the September 2025 TAR showed an order dated 
11/18/2022 to change the nasal canula weekly every night shift every Friday for oxygen management. Staff 
documented it was done 09/05/2025, and 09/12/2025. In addition, an order dated 03/06/2023 to change O2 
tubing and clean filter every week and as needed, every night shift every Sunday. Staff documented it was 
done on 09/07/2025 and 09/14/2025.In an interview on 09/24/2025 at 3:37 PM, Staff E, stated only one of 
the orders was necessary to change the canula weekly.RESIDENT 8According to the 07/28/2025 Annual 
MDS Resident 8 was diagnosed with COPD, used oxygen therapy, experienced shortness of breath with 
exertion and when lying flat.Review of the 03/11/2025 COPD CP showed the resident was using O2 at 2 lpm 
via NC, had a CPAP at night, and increased nasal saline gel for dry nares related to O2 with humidifier.On 
09/19/2025 at 11:45 AM Resident 8 was observed with O2 running at 2.5 lpm through a NC from an O2 
concentrator. The tubing was dated 09/15/2025. The humidifier was dated 09/08/2025 and empty. In an 
interview at this time, Resident 8 stated that COPD was a new diagnosis for them, they were having trouble 
keeping the CPAP on at night, but when it was able to stay on, they woke up feeling great.Review of the 
September 2025 TAR showed 01/19/2025 orders to change O2 tubing, concentrator bottle (if needed) and 
clean filter every week every night shift every Sunday which was documented as done night shift of 
09/07/2025 and 09/14/2025.Further review of the September 2025 TAR showed a 03/02/2025 order to 
change NC every 14 days every night shift every 14 days, which was documented as done the night of 
09/14/2025.A 02/26/2025 physician's order directed staff to check Sp02 every shift in a range from 90-98%. 
Staff documented the sats measured every shift, but did not indicate if the resident's oxygen saturation level 
was measured with or without O2.During an interview on 09/24/2025 at 3:37 PM, Staff E reviewed the 
documentation and stated they were sure the nurses changed the tubing, and not the bottle. Staff F stated 
the tasks needed to be separated into different orders.RESIDENT 9According to the 08/11/2025 Quarterly 
MDS Resident 9 had a diagnosis of COPD, used oxygen therapy and experienced SOB when lying flat.
Review of the 08/14/2025 COPD CP showed staff were directed to administer O2 as ordered.On 09/19/2025 
at 12:29 PM Resident 9 was observed seated in a wheelchair looking out the window in their room, not 
wearing O2. On their wheelchair was a small 02 tank was with attached NC tubing. Next to their bed was a 
02 concentrator running at 4 lpm, without a humidified bottle. The 02 tubing was dated 09/14/2025.On 
09/24/2025 at 11:24 AM Resident 9 was observed seated in their wheelchair at bedside watching television. 
Resident 9 was observed wearing 02 at 4 lpm by NC with tubing dated 09/21/2025. There was no humidified 
bottle on the 02 concentrator.Review of the September 2025 TAR showed orders dated 02/10/2025 for 
oxygen at 2 lpm per NC routine; keep sats greater than 90% every shift. Staff documented the orders were 
followed.Review of the August and September 2025 TARs showed orders dated 02/11/2025 to change 
humidifier bottle every 28 days every day shift, which staff documented as done 08/26/2025.Review of the 
September 2025 TAR showed an order dated 02/11/2025 to change nasal canula every 14 days which was 
documented as done 09/09/2025.Further review of the September 2025 TAR showed a 02/16/2025 order to 
change oxygen tubing, concentrator bottle (if needed) and clean filter every week, every night shift, every 
Sunday, which was documented as done on 09/07/2025, 09/14/2025 and 09/21/2025.During an interview on 
09/24/2025 at 11:38 PM, Staff B, Director of Nursing, stated they needed to change how the orders were 
written.During an interview on 09/24/2025 at 11:27 AM Staff G, Licensed Practical Nurse (LPN), observed 
Resident 9 and the 02 setting and stated they 02 was running at 4.5 lpm, and was supposed to be at 2 lpm.
During an interview on 09/24/2025 at 11:31 AM, Staff F, Resident Care Manager, stated oxygen tubing and 
humidifiers should be changed weekly, and residents should receive oxygen at a rate ordered by the 
provider.REFER TO: WAC 388-97-1060(3)(j)(vi)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review the facility failed to ensure medically-related social services were 
provided for 1 of 4 residents (Resident 2) reviewed for respiratory services. The failure to involve facility 
social workers for residents demonstrating behaviors of rejection of care placed residents at risk for unmet 
health needs and other negative health outcomes.Findings included .RESIDENT 2Review of Minimum Data 
Sets (MDS - an assessment tool), dated 07/31/2025, 08/14/2025 and 09/03/2025 showed Resident 2 was 
cognitively intact and did not reject care that was necessary to achieve the resident's goals for health and 
well-being.Review of a 07/07/2025 8:41 PM Nurse's Note showed Resident 2 continued removing oxygen 
tubing on and off, kept bed in flat position, when encouraged to have head of bed up to ease breathing, 
became upset. Resident 2 was resistant to care, declined shower offered, encouraged to have shower, kept 
refusing.Review of a 07/08/2025 11:39 AM note written by Staff D, Resident Care Manager, showed 
Resident 2 was non compliant with diet, aware of risks and benefits and risks for complications related to 
diabetes and other conditions. Daughter also aware of this and stated she will help with resident's non 
compliance with over all care and medical recommendations.Review of a 07/08/2025 6:00 PM Nurse's Note 
showed Resident 2 refused to have head of bed elevated, lied flat and got angry at staff when encouraged.
During an interview on 10/03/2025 at 11:25 AM, Staff D, stated it was up to Resident 2 if they wanted to sit 
up in bed or not, and they were able to use the remote control.Review of a 07/28/2025 4:15 PM Nurse's Note 
documented by Staff D, showed that Resident 2's representative was notified Resident 2 was noncompliant 
with BIPAP, care and treatment. A 07/30/2025 Nurse's Note showed Resident 2 refused to use the PAP 
machine. Review of the August 2025 Medication Administration Record (MAR) showed 08/21/2025 orders 
for Oxygen (02) at 6-8 Liters Per Minute (lpm) via mask continuously to maintain SpO2 (blood oxygen 
saturation level) at 88-92%. May use NC (nasal cannula) during meals. If patient refuses to use mask inform 
provider.Review of an 08/20/2025 Nurse's Note showed Resident 2 breathed better with mask on, but kept 
removing mask. When encouraged to keep it on, yelled out no and requested to be put back on NC.During 
an interview on 10/03/2025 at 11:25 AM, Staff D stated Resident 2 had a lot of noncompliance. Staff D 
referred to a 08/24/2025 8:20 AM Administration Note that showed Resident 2 was on 7 lpm 02 and refused 
to have the mask on. Staff D stated they would encourage Resident 2 to keep it on and Resident 2 would 
keep removing it and request to be put back on NC. Staff D stated Resident 2 was non-compliant with fluid 
restrictions also.Review of Administration Notes showed Resident 2 refused to use the CPAP on 09/04/2025, 
and 09/06/2025. Review of a written notification to the provider (SBAR) dated 09/06/2025 at 9:00 PM 
showed the nurse documented the situation as Resident 2 continuously refusing CPAP, complained the 
setting was too strong for them and wanted to readjust the setting. The provider did not acknowledge the 
notification until 09/09/2025, after the resident passed away on 09/07/2025.During an interview on 
10/02/2025 at 2:46 PM, Resident 2's representative stated they had been in the facility months prior 
(beginning of July 2025) and explained their concerns regarding Resident 2 refusing the Bi-level Positive 
Airway Pressure (BiPAP), laying in bed, and not being showered. Resident 2's representative said they told 
the six people in the room, if there were any problems to call them. Resident 2's representative stated the 
facility staff were going to communicate with them anytime Resident 2 refused Continuous Positive Airway 
Pressure (CPAP), BIPAP, and anytime he refused from that point forward they would call so they could go 
into the facility and talk to Resident 2. Resident 2's representative stated they did not receive a call from that 
point on.During an interview on 10/03/2025 at 11:25 AM, Staff D Resident Care Manager (RCM) stated when 
Resident 2's representative was in the facility they were talking about Resident 2 refusing showers, and they 
told Resident 2's representative that they would call if Resident 2 refused showers.Review of the 09/01/2025 
Care Plan Report showed no behavior care planned interventions to address Resident 2's refusals of care.
During an interview on 10/03/2025 at 12:02 PM, Staff N, Social Services Director, stated they were unaware 
of Resident 2's refusals. Staff N stated they would expect nursing to notify family, and for social services to 
be notified to explore potential reasons for the refusals, and if necessary to discuss refusals in care 
conferences, code the MDS and develop a plan of care.REFER TO: WAC 388-97-0960(1)
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