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Residential Care Services
Investigation Summary Report

Provider/Facility: Columbia Crossing of
Grandridge
License/Cert.#: 2449

Provider Type: Assisted Living Facility

Compliance Determination #: 26916
Intake ID: 89564

Investigator: Gwin Kaercher
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 07/20/2023 through 08/07/2023
Complainant Contact Date(s):

1) A named resident received double dosage of  medication that thins their blood.
Allegation(s):

Total residents: 97
Resident sample size: 3
Closed records sample size:

Investigation Methods:

Sample:

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

Observations:

Identified resident
Residents
Others not associated with the facility
Facility staff

Interviews:

Characteristic roster
Incident investigation
Facility policies
Resident records(face sheet, care plans, assessments, chart notes,
doctor orders)
Pharmacy records

Record Reviews:

Interviews and record review showed that facility staff discovered that the medication was
discontinued and that a duplicate order was generated by pharmacy. Resident received double
the dose for several days. Facility staff made all notifications, sent named resident to doctor's
office for evaluation, and investigated the med error. The named resident was not hospitalized
and not injured or harmed. Facility staff also conducted an investigation on pharmacy re-order
systems, and their medication administration online system. It was found that the pharmacy
ignored the manual discontinue date that was entered by the facility. The facility came to
conclusion that

Investigation Summary:
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they are in process of changing medication administration systems to prevent further medication
error. Staff was re-trained on verifying medications orders, and checking medication
administration records for other shifts. Consultation was provided on the importance of
reviewing all high risk medication orders for all residents to prevent any potential harm. WAC
388-78A-2210

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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