


Residential Care Services
Investigation Summary Report

Provider/Facility: COVENTRY HOUSE
License/Cert.#: 2334

Provider Type: Assisted Living Facility

Compliance Determination #: 45849 Intake ID: 142985
Investigator: Amy Wright Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 08/19/2024 through 08/29/2024
Complainant Contact Date(s): 08/19/2024, 09/03/2024

1. Frequent falls.
2. Resident to resident altercation.
3. Facility serving meals late.
4. Improper transfers.

Allegation(s):

Total residents: 41
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Alleged Victim
Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Observations:

Alleged Victim's Representatives
Resident Representatives
Administrator

Interviews:

*Disclosure of Services
*Characteristic roster
*Staff roster
*Resident face sheets
*Resident care plans
*Food Service Policy & Procedure
*Fall Policy
*Shower documentation
*Progress notes
*Incident report
*Abuse and Misappropriation Policy
*Managing Aggressive and Assaultive Residents Policy

Record Reviews:
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1. Review of progress notes for the Alleged Victim showed they had multiple falls. The facility
was unable to provide documentation of fall investigations. Failed facility practice was identified
and cited under WAC 388-78A-2371 Investigations (1)(2)(3)(4).
2. The Alleged Victim exhibited disruptive behaviors in the dining room resulting in a resident-to-
resident altercation. The Alleged Victim's care plan failed to identify the resident's disruptive
behaviors at mealtime or interventions to be used by staff to prevent the disruptive behaviors.
The facility was unable to provide a documented investigation for the altercation. Failed facility
practice was identified and cited under WAC 388-78A-2140 Negotiated service agreements
contents (5) and WAC 388-78A-2371 Investigations (1)(2)(3)(4).
3. The Alleged Victim exhibited disruptive behaviors in the dining room during mealtime. The
facility and the Alleged Victim's Representative had a plan to stagger mealtime service for the
Alleged Victim who preferred not to visit with others at meals. The Alleged Victim was observed
napping during routine lunch service and the facility was prepared to serve them lunch upon
awakening. No failed facility practice.
4. Interview with facility staff showed that the Alleged Victim was being transferred according to
their care plan. The Alleged Victim was observed with care planned mobility devices within
reach. Interview with a Resident Representative showed they had no concerns about the care
their loved one received at the facility. Staff were observed available to assist with resident care
needs. No failed facility practice.

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: COVENTRY HOUSE
License/Cert.#: 2334

Provider Type: Assisted Living Facility

Compliance Determination #: 45849 Intake ID: 142106
Investigator: Amy Wright Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 08/19/2024 through 08/29/2024
Complainant Contact Date(s): 08/16/2024, 09/03/2024

1. Resident eating without other residents in dining room.
2. Resident to resident altercations.
3. Inadequate personal care.
4. Repeated falls.

Allegation(s):

Total residents: 41
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Alleged Victim
Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Observations:

Alleged Victim's Representatives
Resident Representatives
Administrator

Interviews:

*Disclosure of Services
*Characteristic roster
*Staff roster
*Resident face sheets
*Resident care plans
*Food Service Policy & Procedure
*Fall Policy
*Shower documentation
*Progress notes
*Incident report
*Abuse and Misappropriation Policy
*Managing Aggressive and Assaultive Residents Policy

Record Reviews:
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1. The Alleged Victim exhibited disruptive behaviors in the dining room during mealtime. The
facility and the Alleged Victim's Representative had a plan to stagger mealtime service for the
Alleged Victim who preferred not to visit with others at meals. The Alleged Victim was observed
napping during routine lunch service and the facility was prepared to serve them lunch upon
awakening. No failed facility practice.
2. The Alleged Victim exhibited disruptive behaviors in the dining room resulting in resident-to-
resident altercations. The Alleged Victim's care plan failed to identify the resident's disruptive
behaviors at mealtime or interventions to be used by staff to prevent the disruptive behaviors.
The facility was unable to provide documented investigations for the altercations. Failed facility
practice was identified and cited under WAC 388-78A-2140 Negotiated service agreements
contents (5) and WAC 388-78A-2371 Investigations (1)(2)(3)(4).
3. Facility documentation showed that the Alleged Victim was offered routine showers. Interview
with a Resident Representative showed they had no concerns about their loved one's care at
the facility. The Alleged Victim was observed, and no unmet needs were identified. Staff were
observed available to assist with resident care needs. No failed facility practice.
4. Review of progress notes for the Alleged Victim showed they had multiple falls. The facility
was unable to provide documentation of fall investigations. Failed facility practice was identified
and cited under WAC 388-78A-2371 Investigations (1)(2)(3)(4).

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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