
   

       
     

          

    

      
    

    

         

  

          
    

             
            

 

             
 

    

        
     

          

 

    
    

   

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



Residential Care Services
Investigation Summary Report

Provider/Facility: Summer Wood Alzheimer's
Special Care Center
License/Cert.#: 2514

Provider Type: Assisted Living Facility

Compliance Determination #: 36780
Intake ID: 117505

Investigator: Sandra Fast
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 02/13/2024 through 02/15/2024
Complainant Contact Date(s):

Medication errors on two residents.
Allegation(s):

Total residents: 43
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Named residents
Sample residents
Medication aid
Medication pass
Order processing
Lunch service
Kitchen and coffee area
Common areas, hallways and corridors
Resident apartments

Observations:

Administrator
Health Services Director
Medication aids
Named residents
Sample residents
Resident representatives
Dietary Director

Interviews:

Disclosure of services
Characteristic roster
Staff roster
Staff background check
Staff education
Abuse and Neglect policy
Medication aid training
Alert Charting policy
Managing Medications policy
Processing Physicians Orders policy
Named residents' face sheets

Record Reviews:
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Named residents' negotiated service plans
Named residents' individual service plans
Named residents' medication orders
Named residents' medication administration record
Sample residents' face sheets

Two named residents continued receiving a prior medication after the facility had received
physician's orders to discontinue the medication and start a different medication. Both
medications remained on both residents' medication administration records for a prolonged
period of time before being noticed. The facility failed to follow safe procedure for processing
physician's orders. Failed facility practice was identified, and a statement of deficiency was
issued based on WAC 388-78A-(2210)(1)(b).

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: Summer Wood Alzheimer's
Special Care Center
License/Cert.#: 2514

Provider Type: Assisted Living Facility

Compliance Determination #: 36780
Intake ID: 117520

Investigator: Sandra Fast
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 02/13/2024 through 02/15/2024
Complainant Contact Date(s):

A resident suffered burns after spilling a hot beverage in their lap.
Allegation(s):

Total residents: 43
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Named residents
Sample residents
Medication aid
Medication pass
Order processing
Lunch service
Kitchen and coffee area
Common areas, hallways and corridors
Resident apartments

Observations:

Administrator
Health Services Director
Medication aids
Named residents
Sample residents
Resident representatives
Dietary Director

Interviews:

Disclosure of services
Characteristic roster
Staff roster
Staff background check
Staff education
Abuse and Neglect policy
Medication aid training
Alert Charting policy
Managing Medications policy
Processing Physicians Orders policy
Named residents' face sheets

Record Reviews:
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Named residents' negotiated service plans
Named residents' individual service plans
Named residents' medication orders
Named residents' medication administration record
Sample residents' face sheets

A named resident who had a chronic condition which limited their capability to make safe
choices, was given a hot beverage by a facility staff and sustained burns. The facility failed to
ensure that the hot beverage was at a safe temperature before it was served to the resident.
There was no system in place for monitoring or recording the hot beverage was at a safe
temperature before dispensing it to residents. Failed facility practice was identified. A statement
of deficiency was issued based on WAC 388-78A-(2170)(1).

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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