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Residential Care Services
Investigation Summary Report

Provider/Facility: Rose Pointe Assisted Living

License/Cert.#: 2452

Provider Type: Assisted Living Facility

Compliance Determination #: 29127
Intake ID: 95936

Investigator: Amy Wright
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 09/07/2023 through 10/26/2023
Complainant Contact Date(s):

1. Multiple falls with injury.
2. Failure to document every resident fall.
3. Failing to notify family of resident falls.
4. Improper transfers.
5. Insufficient showers.

Allegation(s):

Total residents: 96
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

Observations:

Executive Director
Wellness Director
Alleged Victim's Family
Residents
Medication Technician

Interviews:

Disclosure of Services
Characteristic roster
Staff roster
Resident face sheets
Resident care plans
Fall Protocol Policy
Hospital after-visit summaries
Resident incident reports
Resident assessments
Resident medication administration records
Progress notes

Record Reviews:
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Provider notes
Therapy notes
Hospital discharge summary
Shower documentation
Resident discharge notice

1. The named resident, who had a history of falls, was admitted to the facility without a
preadmission assessment. A care plan to alert staff of their fall risk or of interventions to prevent
falls had not been established. Review of facility documentation showed that the named
resident's incident reports lacked root cause analysis or implementation of measures to prevent
reoccurrence. Failed facility practice was cited under WAC 388-78A-2060 Preadmission
assessment, WAC 388-78A-2130 Service agreement planning, and WAC 388-78A-2371
Investigations.
2. The named resident had repeated falls at the facility. Review of facility documentation
showed that six falls had been documented for the named resident. While interviewing the
named resident’s representative, they suggested more falls may have occurred, this could not
be substantiated. Facility staff were aware that incident reports were to be completed for all
resident falls. No failed facility practice.
3. Review of facility documentation showed that the named resident's representative had been
notified following each of their falls. In an interview with facility management, they reported that
the named resident's representative had been notified of every fall. Staff interviewed were
knowledgeable about the required family notification following resident falls. No failed facility
practice.
4. Facility documentation showed that the named resident required assistance with transfers. In
an interview with facility management, they indicated that the care plan is what staff would have
used for guidance in caring for the named resident but had never been developed. Failed facility
practice was cited under WAC 388-78A-2130 Service agreement planning.
5. Facility documentation showed that the named resident resided at the facility for 18 days.
Review of the resident's shower documentation showed that they received one shower during
that time. Failed facility practice was cited under WAC 388-78A-2660 Resident rights.

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: Rose Pointe Assisted Living

License/Cert.#: 2452

Provider Type: Assisted Living Facility

Compliance Determination #: 29127
Intake ID: 95553

Investigator: Amy Wright
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 09/07/2023 through 10/26/2023
Complainant Contact Date(s):

1. Multiple falls.
2. Resident refused readmission to facility.

Allegation(s):

Total residents: 96
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

Observations:

Executive Director
Wellness Director
Alleged Victim's Family
Residents
Medication Technician

Interviews:

Disclosure of Services
Characteristic roster
Staff roster
Resident face sheets
Resident care plans
Fall Protocol Policy
Hospital after-visit summaries
Resident incident reports
Resident assessments
Resident medication administration records
Progress notes
Provider notes
Therapy notes
Hospital discharge summary

Record Reviews:
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Shower documentation
Resident discharge notice

1.  The named resident, who had a history of falls, was admitted to the facility without a
preadmission assessment. A care plan to alert staff of their fall risk or of interventions to prevent
falls had not been established. Review of facility documentation showed that the named
resident's fall investigations lacked root cause analysis or implementation of measures to
prevent reoccurrence. Failed facility practice was cited under WAC 388-78A-2060 Preadmission
assessment, WAC 388-78A-2130 Service agreement planning, and WAC 388-78A-2371
Investigations.
2. Facility management felt they could not meet the needs of the named resident. The named
resident's representative was notified of the facility's intent to discharge them. The facility
decided to readmit the named resident until alternative placement could be found for them. The
named resident was readmitted and was observed present in the facility. 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: Rose Pointe Assisted Living

License/Cert.#: 2452

Provider Type: Assisted Living Facility

Compliance Determination #: 29127
Intake ID: 95173

Investigator: Amy Wright
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 09/07/2023 through 10/26/2023
Complainant Contact Date(s):

1. Inadequate wound care.
2. Inadequate skin care.

Allegation(s):

Total residents: 96
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

Observations:

Executive Director
Wellness Director
Alleged Victim
Resident
Medication Technician
Family

Interviews:

Disclosure of Services
Characteristic roster
Staff roster
Resident face sheets
Resident care plans
Fall Protocol Policy
Hospital after-visit summaries
Resident incident reports
Resident assessments
Resident medication administration records
Progress notes
Provider notes
Therapy notes

Record Reviews:
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Hospital discharge summary
Shower documentation
Resident discharge notice

1. The facility noted the named resident's wound and notified their provider. The provider
assessed the wound and provided treatment orders. Facility documentation showed that the
treatment orders had been followed. The named resident was sent to the hospital for medical
care the same day. Upon their return to the facility the provider assessed the named resident
and their wound had resolved. The named resident was observed to have no open wounds. No
failed facility practice.
2. The named resident had a medical condition that compromised their lower extremity skin
integrity. Review of facility documentation showed there were no treatment orders in place to
prevent lower extremity swelling or to improve the integrity of their skin. The named resident
was observed to have dry, flaking skin on their lower extremities. Failed facility practice was
cited under WAC 388-78A-2130 Service agreement planning.

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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