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Residential Care Services
Investigation Summary Report

Provider/Facility: THE CANNON HOUSE
License/Cert.#: 2056

Provider Type: Assisted Living Facility

Compliance Determination #: 38703 Intake ID: 120733
Investigator: Lisa Hauk Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 03/21/2024 through 04/11/2024
Complainant Contact Date(s): 03/01/2024

Named Staff (NS) at the Assisted Living Facility (ALF) made a medication error.
Allegation(s):

Total residents: 61
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Administration
Identified resident
Identified staff
Nursing staff
Residents

Interviews:

Medical records
Hospital records
Grievance log
Incident investigation
Facility policies
Staff training records

Record Reviews:

Interview showed there was a medication error at the ALF. Record review showed no
documentation of the medication error. Staff at the ALF were aware of the medication error and
took corrective action. Staff did not follow the ALF's medication policy or physician's orders. See
citation WAC 388-78-2210(1)(a)(b)(2).

Investigation Summary:

Conclusion / Action:
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Residential Care Services
Investigation Summary Report

Provider/Facility: THE CANNON HOUSE
License/Cert.#: 2056

Provider Type: Assisted Living Facility

Compliance Determination #: 38703 Intake ID: 123985
Investigator: Lisa Hauk Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 03/21/2024 through 04/11/2024
Complainant Contact Date(s):

1. The Named Resident (NR) was found on the floor at the Assisted Living Facility (ALF) and
staff delayed a 911 call.
2. The NR had multiple seizures due to a medication error at the ALF.

Allegation(s):

Total residents: 61
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Administration
Identified resident
Identified staff
Nursing staff
Residents

Interviews:

Medical records
Hospital records
Grievance log
Incident investigation
Facility policies
Staff training records

Record Reviews:

1. Interview and record review showed the NR laid on the floor for over 3 hours before staff at
the ALF called 911. The ALF did not follow their policy or obtain medical attention for the NR in
a timely manner during a health crisis. See citation WAC 388-78-2600(2)(f)(3).
2. Interview and record review showed the ALF gave the NR incorrect doses of a medication.
The ALF did not follow their policy or physician's orders. See citation WAC

Investigation Summary:
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388-87-2210(1)(a)(b)(2).
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Conclusion / Action:
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