STATE GF WASBHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SURPPORT ADMINISTRATION
1200 Alder Street, Union Gag, WA 88303

Grandview WA Managament LLG

The Orchards at Grandview
2001 W 5th St
Grandview, WA 98930

RE: The Orchards at Grandview License # 2503
Dear Administrator:

This lstter addresses Compliance Determination(s) 35157 {Completion Date 01/12/2024) and
30660 (Completion Date 12/04/2023).

The Department completed a foliow-up inspection of your Assisted Living Facility on 01/12/2024
and found no deficiencies. Your facility maats the Assisted Living Facility licensing
reguiraments.

The Department found that deficiencies for the following licensing laws and reguiations were

correctad:
WAC 388-78A-2120-1, WAC 3B8-7T8A-2120-2-b, WAC 388-78A-2120-3-b, WAC 388-Y8A-2120-
3, WAC 388-78A-2120-3-a, WAC 388-78A-2120-4

The Departmert staff who did the on-site verification;
Felicia Cantu, Community Complaint investigator

If you have any guestions, please contact me at (509)208-5231.
Sincerely,

%M Azerchon

Gwin Kaercher, Field Manager

Region 1, Unit G
Residential Carg Sejvices
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Residential Care Services
Investigation Summary Report

Provider/Facility: The Orchards at Grandview Provider Type: Assisted Living Facility

License/Cert.#: 2503 Intake ID: 100727

Compliance Determination #: 30660 Region/Unit #: RCS Region 1/ Unit G
Investigator: Felicia Cantu

Investigation Date(s): 10/06/2023 through 12/04/2023

Complainant Contact Date(s):

Allegation(s):
A named resident has a significant wound and was not being treated.

Investigation Methods:

Sample: Total residents: 37
Resident sample size: 4
Closed records sample size:

Observations: Residents
Resident rooms
Staff to resident interactions
Wound care

Interviews: Identified resident
Residents
Facility staff
Others not associated with the facility

Record Reviews: Characteristic roster
Facility policies
Resident records(face sheet, care plans, assessments, chart notes,
doctor orders)

Investigation Summary:

Observations showed that the named resident had a significant pressure injury. Interviews and
record review showed that the facility failed to place named resident on alert charting, and take
appropriate actions to prevent worsening pressure injury. Failed practice identified. WAC 388-

78A-2120 reference statement of deficiencies dated 12/04/2023.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written

] Failed Provider Practice Not Identified / No Citation Written
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N/A

This document was prepared by Residential Care Services for the Locator website.



Residential Care Services
Investigation Summary Report

Provider/Facility: The Orchards at Grandview Provider Type: Assisted Living Facility

Licens.eICert.#: 250:? . Intake ID: 100799

Compliance Determination #: 30660 Region/Unit #: RCS Region 1/ Unit G
Investigator: Felicia Cantu

Investigation Date(s): 10/06/2023 through 12/04/2023

Complainant Contact Date(s): 11/17/2023

Allegation(s):
1) A named resident passed away because of an an infection the facility did not know about.
2) A named resident was not showered regularly and cared for properly.

Investigation Methods:

Sample: Total residents: 37
Resident sample size: 4
Closed records sample size:

Observations: Residents
Resident care equipment
Resident rooms
Facility environment
Staff to resident interactions

Interviews: Residents
Facility staff
Others not associated with the facility

Record Reviews: Characteristic roster
House policies
Hospital records
Resident records (face sheet, care plan, assessments, chart notes,
doctor orders)
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Investigation Summary:

Interviews and record review showed that the named resident was hospitalized and passed
away due to [l The facility failed to monitor, follow the negotiated service agreement
(NSA), and take appropriate actions to identify a wound infection to resident's heel. Failed
practice identified. WAC 388-78A-2120 reference statement of deficiencies dated 12/04/2023.

Conclusion / Action:

X] Failed Provider Practice Identified / Citation(s) Written



Failed Provider Practice Not Identified / No Citation Written

[

N/A

This document was prepared by Residential Care Services for the Locator website.



Residential Care Services
Investigation Summary Report

Provider/Facility: The Orchards at Grandview Provider Type: Assisted Living Facility

License/Cert.#: 2503 Intake ID: 101123

Compliance Determination #: 30660 Region/Unit #: RCS Region 1/ Unit G
Investigator: Felicia Cantu

Investigation Date(s): 10/06/2023 through 12/04/2023

Complainant Contact Date(s):

Allegation(s):
A named resident has significant wound and there are no wound care orders.

Investigation Methods:

Sample: Total residents: 37
Resident sample size: 4
Closed records sample size:

Observations: Residents
Resident rooms
Staff to resident interactions
Wound care

Interviews: Identified resident
Residents
Facility staff
Others not associated with the facility

Record Reviews: Characteristic roster
Facility policies
Resident records(face sheet, care plans, assessments, chart notes,
doctor orders)

Investigation Summary:

Observations showed that the named resident had a significant pressure injury. Interviews and
record review showed that the facility failed to monitor, place named resident on alert charting,
and take appropriate actions to prevent worsening pressure injury. Failed practice identified.
WAC 388-78A-2120, reference statement of deficiencies dated 12/04/2023.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written

] Failed Provider Practice Not Identified / No Citation Written
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This document was prepared by Residential Care Services for the Locator website.
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12.13.2023 16:13:14 State of Washington
Statermeat of Deficencizg Lioense # oona Comgtance Detamunation # 30860
Piag of Correction The Sychards at Grandview wmp‘e‘“n Cate
Fage b ofb Licansee: Grandview WA Management LLO 138472023

Ca w*xm s:§Rt’:C‘ Resident ¥ was obagrved inthey ted. Resident 2 had 8 prassure sors to e

hip. The waund had full thickness of tissus foss in which the wound hase was coverad by slough

{Hhick dark ellawy ranist roaterial} vath possible twnnaling fwaund that has 8 progressad tg AN GPEINNG

undcmeﬁir th surface of the shivg, and the depth unknown. The surmounding of the woaund base
NS

G 1082023 2t 1137 AN, Staff 8 siated that she remembersd that Resident 2 s “redness’ to
hip fy July 2023 sfter theyr falis ther Becaroe bed bound. Care stoff “tried” o reposiion Ret nw*t 2
trut 94 not Benk h‘le had & provess o doat ment that they reposticned Remdent I eveey dwo hours.,
Saff B exprassed thet the dressing to wourng wae oftes Ieft off

Reviaw of Resident 2g recard showed an 10024730223 the f&mly serd a veferrat fa Collateral Cordact
2 (CC2} Horre Health Agency requesting nursing senvices for wound care for Resident 2 s
WOrSENINg pressure sore {wo manths after the red and swaeilen spot on the hip was identified).

Gn 1573072823 2t 5 00 FM, Stefi D, Cavegiver stated that the lastweek of July 2325 she notitied
Sialf B hat Resident 2 had "redness” to their hip and that st feit very warmn Staff H clated that she
would notfy Stal A Staff O stated that three weskg later she nohiced that e wound had bhetered
and hag opanad. Staff U expressed concern that the approgyiate wound cars nrdsrs were sot
received timely and believed the sigrificance of skin injury isore] could have been pravented.

miglete alend
vaes loft off
kle to

ble to cordrat

Cn $HRE20827 at 13 PM Siaff F (.an»gwer stafed that they were nat ing !*n;te:i o
¢ Resident 2 s woeund Stali £ alse st’ﬁaﬂ that the o ressmg 10 Waung w
NG

ad woutd get soied frequently due to Resident ¥'e incontinence {~

On HAIES2023 at 1057 AN Stalf A, stated that they charted by excepdon and had nat placed
RF“‘QJN‘E < on a%nrt charting vel Staff & alse stated there was raferral to woung carefharme heaith
but had st nat besn approved yet,

On THET2023 at 1115 PM, CC2 stated that en 3’.‘;»'%!”0"3 they sent a notifization to the ALF facility
that the referral for Resident 2, regarding wound care neaded to be vevised in ardsr to prrm..eed, CC2
states they had nod reneived any phone caits or foliow- &;s regarding the refamal, as regquasted.

~

On THIE023 at 2132 PW Staff £, Administrator stated that Resident 2 had paseaed away on

I 2023 e b I

Cn 127042023 of 10058 AN Staff 4, ROC, staded that their usually process for "alert ohanting” was
that a r =s:u‘ertw>3«* {~«>edw to be placed on glent charting” would be on for at \east 72 houss and
care staff wouid chart on the selected resident evary shit on teir
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Ststernteat of Deficencizg Linease & 2503 Comglance Detamunatin & 30880
Fiag of Correction The Oychards at Grandview Corapistion Cate
Fage b B Licansees: Grandoiew W Managemet LLD 138472023

PlanfAttestation Statement

that | have reviswed ’hlo report snd have falen or will take s

ract this defisensy. Sy faking tus action, The Grohards g
uanse wah this v and § o regulation an {Uimte} /

ance wath
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