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Residential Care Services
Investigation Summary Report

Provider/Facility: Avamere at South Hill
License/Cert.#: 2461

Provider Type: Assisted Living Facility

Compliance Determination #: 41495 Intake ID: 129934
Investigator: Sylvia Shauvin Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 05/10/2024 through 06/13/2024
Complainant Contact Date(s): 05/10/2024, 05/23/2024

Staff left a resident soaked in urine.
Allegation(s):

Total residents: 65
Resident sample size: 10
Closed records sample size: 1

Investigation Methods:

Sample:

Residents' well-being
Any unmet residents' needs
Hygiene
Staff's response to residents' needs/concerns

Observations:

Twelve residents, including alleged victim (AV)
Three resident representatives
Three facility caregivers, with two that were also medication aides
Two facility nurses
Business Office Manager
Administrator

Interviews:

Sampled residents' Face Sheets, assessments, care plans, and
Progress Notes
Seven sampled staff's credentials, included for the alleged
perpetrator (AP)
Staffing schedules - April and May 2024
Facility's investigation documents

Record Reviews:

Residents, including the AV, were observed clean and without lingering, objectionable odors. In
interviews with the AV, facility nurse, and administrator, they stated a caregiver did not provide
proper incontinence care to the AV and another resident. The facility investigated allegations
related to the issue, and terminated the AP's employment with the facility however, the facility
failed to report the alleged issue to the department abuse/neglect hotline, as required. The
facility also failed to complete a national fingerprint background check for the AP. Failed facility
practices were found
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and documented in a Statement of Deficiencies under Washington Administrative Code(WAC)
388-78a-2630(1)(a) Reporting abuse and neglect, and WAC 388-78a-2466(2) Background
checks-Washington state name and date of birth background check-Valid for two years-National
fingerprint background check-Valid indefinitely.

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: Avamere at South Hill
License/Cert.#: 2461

Provider Type: Assisted Living Facility

Compliance Determination #: 41495 Intake ID: 131389
Investigator: Sylvia Shauvin Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 05/10/2024 through 06/13/2024
Complainant Contact Date(s): 05/21/2024, 06/13/2024

1 - A staff made obscene gesture and derogatory remarks about resident(s), and would not
assist a resident with mobility
2 - Nurse is not doing monthly skin assessments
3 - Staff is administering insulin without the proper credentials

Allegation(s):

Total residents: 65
Resident sample size: 10
Closed records sample size: 1

Investigation Methods:

Sample:

Residents' safety and well-being
Any signs of harm and unmet needs
Medication passes
Staff's care of and interactions with residents
Any unmet needs e.g. interventions for skin issues

Observations:

Twelve residents, including alleged victims (AVs)
Three resident representatives
Three facility caregivers, with two that were also medication aides
Two facility nurses
Business Office Manager
Administrator

Interviews:

Sampled residents' Face Sheets, assessments, care plans, and
Progress Notes
Seven sampled staff's credentials, including that of named staff
persons
Facility's investigation documents
Facility policy and procedures - abuse and neglect
Staffing schedules - April and May 2024

Record Reviews:

1 - Staff was observed caring for and interacting with residents with respect. Residents
interviewed had no concerns about the manner in which the named staff provided
care/assistance. Interviews with the Business Office Manager and Administrator,
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showed they conducted an internal investigation, determined the named staff conducted
themselves in a manner that could adversely affect residents, and addressed residents' ongoing
safety and well-being. Interviews with a resident, another resident's representative, and staff
showed they had concerns related to another caregiver not providing residents with proper
incontinence care. Interviews with staff showed the facility did not report an allegation of this
caregiver's failure to properly provide a resident with proper incontinence care. Failed facility
practice was found and documented in a Statement of Deficiencies (SOD) under Washington
Administrative Code (WAC) 388-78a-2630(1) Reporting abuse and neglect. Reviews of sampled
staff's credentials showed the facility failed to complete a fingerprint check on one caregiver.
Failed facility practice was found and documented in the SOD under WAC 388-78a-2466(2)
Background checks-Washington name and date of birth background check-Valid for two years-
National fingerprint background check-Valid indefinitely.
2 - Residents interviewed, including sampled residents with skin issues, had no concerns about
the care facility provided. Interviews with nurses and review of facility's system for addressing
skin issues showed the facility addressed skin problems, as needed. No failed facility practices
were found related to allegation.
3 - Medication passes were observed done properly. Residents and representatives interviewed
had no concerns about medication services, including diabetic care. Reviews of sampled
resident diabetics' medication records and sampled staff's credentials showed qualified staff
provided delegated tasks, such as insulin and blood sugar checks. No failed facility practices
were found.

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: Avamere at South Hill
License/Cert.#: 2461

Provider Type: Assisted Living Facility

Compliance Determination #: 41495 Intake ID: 131405
Investigator: Sylvia Shauvin Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 05/10/2024 through 06/13/2024
Complainant Contact Date(s):

Staff stated a resident needed to die because the resident was in a lot of pain.
Allegation(s):

Total residents: 65
Resident sample size: 10
Closed records sample size: 1

Investigation Methods:

Sample:

Residents' safety and well-being
Any signs of harm and unmet needs of residents
Staff's care of and interactions with residents

Observations:

Twelve residents, including alleged victim (AV)
Three resident representatives
Three facility caregivers, with two that were also medication aides
Two facility nurses
Business Office Manager
Administrator

Interviews:

Sampled residents' Face Sheets, assessments, care plans, and
Progress Notes
Seven sampled staff's credentials
Staffing schedules - April and May 2024

Record Reviews:

Staff was observed caring for and interacting with residents with respect. Residents interviewed
had no concerns about the manner in which the named staff provided care/assistance.
Interviews with the Business Office Manager and Administrator, showed they conducted an
internal investigation, determined the named staff conducted themselves in a manner that could
adversely affect residents, and addressed residents' ongoing safety and well-being. Interviews
with a resident, another resident's representative, and staff showed they had concerns related
to another caregiver not providing residents with incontinence care. Interviews with staff showed
the facility did not report an allegation of this caregiver's failure to properly provide a resident
with incontinence care. Failed facility practice was found and
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documented in a Statement of Deficiencies (SOD) under Washington Administrative Code
(WAC) 388-78a-2630(1) Reporting abuse and neglect. Reviews of sampled staff's credentials
showed the facility failed to complete a fingerprint check on one caregiver. Failed facility
practice was found and documented in the SOD under WAC 388-78a-2466(2) Background
checks-Washington name and date of birth background check-Valid for two years-National
fingerprint background check-Valid indefinitely.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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