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Residential Care Services
Investigation Summary Report

Provider/Facility: Parkview Estates
License/Cert.#: 2025

Provider Type: Assisted Living Facility

Compliance Determination #: 25034 Intake ID: 83025
Investigator: Melissa Milanez Region/Unit #: RCS Region 1 / Unit G
Investigation Date(s): 06/08/2023 through 07/05/2023
Complainant Contact Date(s): 07/04/2023

1) The named resident was never checked on by the nurse after returning from the hospital.
2) The named resident lost 50 lbs. in the last six months.
3) The named resident had three falls in the last three months and were not reported to the
POA.
4) The named resident had four hospital visits that were not reported to the POA.
5) Physical therapy was not started for the resident.
6) The named resident was denied ten baths and did not receive a bath for at least two and half
months.
7) The named resident was left in their wheelchair, fell, and was never checked on by the nurse.
8) The named resident went months where the facility did not order their incontinent supplies.
9) The named resident had money missing from their locked drawer.

Allegation(s):

Total residents: 107
Resident sample size: 3
Closed records sample size: 1

Investigation Methods:

Sample:

Environment, cares, residents, resident rooms, staff to resident
interactions, resident to resident interactions, facility common areas,
staff availability and response to resident's needs, med pass.

Observations:

Facility staff, Residents, and others not associated with the facility.Interviews:

Characteristic roster, facility policies, resident records (face sheet,
assessments, care plan, progress notes, physician orders), facility
incident report and investigations, shower schedule, weight
monitoring schedule, staff phone list.

Record Reviews:

1) Identified resident no longer lived at the facility. The identified resident's representative stated
that they moved the resident due to the resident not having
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proper care and services. Interviews and record review showed that the named resident was
assessed and placed on alert charting. Record review showed that a change in condition care
plan was completed, and resident was put on a two-hour safety check. No deficient practice
rising to the level of citation was identified.
2) Interview and record review showed that the named resident had a weight loss of forty
pounds in the last six months.  The facility was unable to provide documentation of weights for
the last 6 months. Deficient practice was identified related to failure to follow the NSA and weigh
resident monthly per policy, please see the statement of deficiency for WAC 388-78A-2160
dated 07/05/2023.
3,4) Interviews with facility staff confirmed the resident had one fall at the facility since
admission, and three hospital visits, with the last visit, resident not retuning back to the facility.
Record review showed the named resident was assessed after the fall and sent to the ER for
further evaluation. Interview and record review showed that the facility followed their policy, and
all notifications were made, no deficient practice rising to the level of citation was identified.
5) Interviews and record reviewed showed that the resident received physical therapy services
upon receiving the primary care provider referral. Record reviewed showed documentation of all
physical therapy visits by an outside agency.  No deficient practice rising to the level of citation
was identified.
6) The facility staff confirmed that the resident refused a shower several times but were unable
to confirm when the resident last had a shower. There were facility records noting that the
resident did not receive a shower in the last two months. Deficient practice identified, see the
statement of deficiency for failure to follow the negotiated care plan, WAC 388-78A-2160 dated
07/05/2023.
7) Interviews and record reviewed showed that the named resident was placed on frequent
safety checks and was last checked on one hour prior to the fall. Fall precautions were in place
prior to the fall, facility staff followed their policy, sent the resident to the ER, and made all
notifications. No failed practice found.
8) Interviews and record review showed that there was a delay in ordering incontinent supplies
for the named resident due to waiting on a provider’s signature, but facility staff provided
supplies to the resident as needed. No deficient practice rising to the level of citation was
identified.
9) Observations showed the named resident had a lock box available. Interviews and record
review showed that the resident's representative reported the missing money to the facility.
Facility staff responded immediately, initiated an investigation, but were unable to find the
missing money. The staff made all notifications and reimbursed the named resident's
representative for the missing money. The facility’s response and investigation into the missing
money met minimum regulatory standards. No deficient practice rising to the level of citation
was identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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