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Residential Care Services
Investigation Summary Report

Provider/Facility: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 71095

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/22/2023, 02/23/2023

1. Identified Resident experiencing vomiting, diarrhea resulting in dehydration.
2. Identified Resident not receiving the appropriate diet.
3. Identified Resident not being monitored to ensure medical needs being met.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Identified resident
Residents
Dining
Staff to resident interactions
Environment
Care and services

Observations:

Identified resident
Residents
Nursing staff
Dietary staff
Kitchen staff

Interviews:

Medical records
State reporting log
Care Plan
Chart notes

Record Reviews:

1.  Identified resident stated they were weak from being ill. Staff interviews confirmed the
resident had been having nausea and vomiting and experienced falls.  In addition, resident was
sent to the hospital with dehydration and a urinary tract infection. There were not facility records
noting current assessments, weights, oral intake or change in condition. Deficient practice was
identified related to the failure to monitor the resident's condition, please see the statement of
deficiency for WAC 388-78A-2120 dated 06/09/2023.

Investigation Summary:
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2.  Observations showed Identified resident was brought food and it was unwrapped and left at
the bedside.  The resident was observed to be unable to locate their drink or food.  The resident
was unable to physically sit up to feed themselves.  The facility licensed staff stated that the
resident had been ill with nausea and vomiting. Unable to locate records for tracking weights, or
oral intake, tracking and monitoring of changes. No deficient practice identified.

3. The resident was sent to the hospital for evaluation about 10 hours after the fall. There were
not facility records noting current assessments, weights, oral intake or change in condition.
Deficient practice was identified related to the failure to monitor the resident's condition,  please
see the statement of deficiency for WAC 388-78A-2120 dated 05/12/2023.

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: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 71250

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/22/2023, 03/03/2023

1. Identified Residents' room was marked with a sign that misidentified their
name.
2. The apartment was dirty, they did not have sheets on the bed and the rooms
smelled of urine.
3. Identified Resident was wearing the other resident's clothing that was too small.
4. Identified Resident was wearing soiled pajamas, and no staff answered their call
for assistance to change.
5. Identified Resident had scabs and bruising on their arms that they said was
from staff hurting them.
6. Identified Residents had rotten food in the fridge, no cups to drink water.  Both
residents stated they were hungry, and staff said the residents threw away their food.
7. The closet door was hanging off the track and looked ready to fall.
8. Medications were not given as ordered.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Identified resident
Residents
Dining
Resident rooms
Staff to resident interactions
Resident care equipment

Observations:

Identified resident
Staff
Nursing staff
Kitchen staff

Interviews:

Medical records to include negotiated service agreement, medication
administration records  and chart notes
State reporting log
Facility policies
pharmacy dispensing logs

Record Reviews:
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1.  Identified Residents' room was marked with their names on the door, and one was incorrect.
2.  The apartment was visibly soiled and had a strong smell of urine and feces.  The beds were
covered with a blanket, the room had visible stool on the mattresses.  Their representative
stated they thought they had to help the Named Residents with cleaning the apartment.  Review
of the negotiated service agreement stated the facility was responsible for housekeeping
assistance. Staff interviews confirmed that all staff were responsible for cleaning biohazards to
prevent the spread to other areas of the apartment.  Deficient practice identified, please see the
statement of deficiency dated 06/09/2023 for failing to ensure infection control practices were in
effect, WAC 388-78a-2610.
3.  The Named Resident was wearing clothing that belonged to their spouse.  The clothing was
too small for their frame and the resident said that it was uncomfortable to wear.  Observation of
the closet showed just the small sized clothing.  The resident and their representative stated
they had clothing when they moved in but did not know what happened to their clothing.  The
facility staff stated they did not come with any clothes, and they took donated clothing to them.
No deficient practice identified.
4.  Named Resident was observed in a nightgown that had stool on it, the resident also had
stool on their body.  Both residents had body odors.  Staff interviews confirmed the residents
were resistant to help with showering, changing, or clothing changes at times.  Their
representative stated they had to help with supplying personal care items and helping with
personal care when they visited because staff were not keeping up with the cares.
5.  Named Resident had bruising and scabbed areas on their arms.  Resident interviews
confirmed they had hit their arms on their wheelchair and the walls, and no one was mean to
them.  Staff interviews confirmed that the residents helped each other instead of calling and
waiting for assistance.  No deficient practice identified.
6.  Named Residents had a refrigerator with new and expired food in it.  Rotten food was
observed in the garbage.  There were no cups for water.  Staff interviews concluded that staff
were always able to get food for the residents after the kitchen closed and there was no reason,
they couldn’t have had another meal delivered.  Staff stated that the Identified residents
sometimes didn’t remember they had food brought to them by the facility.
7.  The closet door was hanging off the track and was unstable to the touch.   Resident interview
confirmed they were unable to open and close the closet doors.  Facility staff stated they were
not aware of the door condition.  No deficient practice identified.
8.  The Named Resident's representative stated that their medications were not being given as
ordered. Interviews with licensed staff at their new facility stated they received part of the
resident's medications ordered when they were discharged.  The identified resident’s medication
reconciliation showed medication discrepancies between the number dispensed from the
pharmacy when compared to the medication administration records.  Facility staff stated they
had concerns with medication systems.   Deficient practice identified, please see the statement
of deficiency for failure to ensure safe medication services, WAC 388-78a-2210 dated
06/09/2023

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: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 70274

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/23/2023, 05/03/2023

1.  Identified Resident was found without any supplied food or water.
2.  The care logs were missing three days of being signed off and no care was done.
2.  The apartment had dirty blankets, sheets and moldy clothing in it.
3.  The CPAP, (respiratory equipment for sleep apnea) was moldy and feces covered, the
power chair was dirty and the manual wheelchair had been donated.
4.  The new facility was having trouble getting the medication and orders straightened out when
they moved.  They were unable to find their glucose meter or the continuous glucose monitoring
sensors that were ordered and were not applied after they arrived.
5.  The electrical outlets had no cover and wires hanging out.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Residents
Resident rooms
Resident care equipment

Observations:

Residents
Nursing staff
Identified staff

Interviews:

Medical records
State reporting log
Incident investigation
Staff patterns

Record Reviews:

1.  Identified Resident no longer lived at the facility.  Interviews with their representative
confirmed they had visited the resident and observed that they did not have access to food or
water to drink because it was not delivered.  Interviews with facility staff showed the resident
was on the list to have meals delivered to their apartment.  No deficient practice rising to the
level of citation was identified.
2.  The identified Resident's representative stated that they had moved the resident

Investigation Summary:
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due to the resident not having proper care and services.  They stated that the resident was not
able to get up and they had falls when they tried to get out of bed to find help.  They stated that
the resident's care log was not signed off for three days.  Facility staff stated that the resident
had care and the staff forgot to sign the sheet.  No deficient practice rising to the level of citation
was identified.
2.  The Named Resident's apartment had a mix of clean and dirty clothing, and dirty linens in it.
There were no moldy items observed.  The facility staff stated they had left everything intact in
the room and were waiting to see if the resident wanted more of their items.  No deficient
practice rising to the level of citation was identified.
3.  The resident's respiratory equipment was not moldy or feces covered.  Facility interviews
confirmed that the respiratory company serviced the equipment and concluded it was
operational.   Facility staff stated that they were given permission by the resident  to donate the
manual wheelchair.  The powerchair seat cover had visible spots on the removable fabric cover
and there was dirt and material on the hard surface covering the internal operating parts of the
chair. No deficient practice rising to the level of citation was identified.
4.  The resident's representative stated that the new facility stated that the medications sent to
them showed errors and that the resident was supposed to have a different insulin.  Facility
interviews confirmed they were unable to locate the resident's personal blood glucose monitor
and the sensors for the continuous glucose monitor.  Medication orders and the medication
administration records showed matching orders.  Interview with the provider at the new facility
stated they were not able to reconcile the medications received to the ones documented as
given.  The medication reconciliation records requested from the new facility were not received
for review.  No deficient practice rising to the level of citation was identified.
5.  The resident room was observed by the department investigator and department fire marshal
and  there was a junction box for cable with non-electric wires exposed.  No deficient practice
identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

This docum
ent w

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



Residential Care Services
Investigation Summary Report

Provider/Facility: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 70748

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/17/2023, 05/03/2023

1.  Identified resident was experiencing abuse and neglect at the facility.
2.  Identified resident was not being fed, changed or repositioned frequently enough.
3.  Identified resident's wound worsened from lack of repositioning and wound care.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Residents
Resident rooms
Staff to resident interactions

Observations:

Residents
Nursing staff
staff
Outside agency staff
Social Services worker

Interviews:

Medical records to include negotiated service agreement, chart
notes
State reporting log
Incident investigation
Facility policies

Record Reviews:

1.  The Identified resident had been moved from the facility.  Representative and outside agency
staff interviews confirmed the resident was discovered in bed with urine, feces and vomit
covering them, and they stated the facility had not been able provide the amount of care needed
by the resident's change in condition.  The facility staff stated they had been very busy with
emergencies on the morning this occurred and had not had a chance to provide care yet when
the observation was made.  There were not facility records noting current assessments, oral
intake or change in condition Deficient practice identified, please see the statement of deficiency
for failure to  monitor resident condition, WAC 388-78a-2120 dated 06/09/2023.

Investigation Summary:
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2.  The resident was observed to have briefs that needed to be changed due to urine and stool
when they came for wound care visits on more than one date.  Facility care logs showed some
gaps in log signatures.
3.  The outside agency notes showed the resident wound was worsening due to lack of
repositioning and dressing changes.    Deficient practice identified, please see the statement of
deficiency for failure to monitor resident condition, WAC 388-78a-2120 dated 06/09/2023.

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: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 71500

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/24/2023, 02/27/2023, 02/28/2023

1.  Identified resident had two falls in which they hit their head 10 hours before the facility
requested transport to the hospital.
2.   Identified resident was confused and facility staff were not supplying additional information
on their status for continued care.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions

Observations:

Identified resident
Nursing staff
Residents

Interviews:

Medical records
Hospital records
State reporting log
Incident investigation
Facility policies

Record Reviews:

1.  The Identified resident  was observed prior to the arrival of the emergency medical services.
Interviews with facility staff confirmed the resident had two falls nine hours prior and had noted
they hit their head and had a bloody nose.  Interviews of outside agency staff confirmed stated
they did have information supplied to them on the the resident's condition or why it was
requested to send the resident to the hospital for evaluation.   There were not facility records
noting current assessments or change in condition.  Deficient practice identified, please see the
statement of deficiency for failure to monitor resident condition,  WAC 388-78a-2120 dated
05/12/2023.
2. The Identified resident had blood noted on their face and mouth and call pendant.

Investigation Summary:
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They stated they had a fall but were unable to provide details.  Interviews with facility staff
confirmed a change in the resident's condition that day.  Facility staff interviews and policy
review showed the facility policy was to send resident's to the hospital in timely manner if they
hit their head.   Deficient practice identified, please see the statement of deficiency for failure to
monitor resident condition,  WAC 388-78a-2120 dated 06/09/2023.

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: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 72003

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/27/2023, 02/28/2023

1.  Identified resident was made to walk and that caused them to injure their knee that later
caused them to fall.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Identified resident
Residents
Staff to resident interactions

Observations:

Identified resident
Residents
Nursing staff

Interviews:

Medical records including negotiated service agreement and chart
notes.
State reporting log
Incident investigation
Hospital records

Record Reviews:

1.  Identified Resident stated an Identified staff member had them try to walk after not walking
for months due to weakness and that caused them to fall.  Facility staff interviews confirmed the
resident fell and was transferred to the hospital and were admitted for a wound and blood
infection from open leg wounds.   Facility staff stated that their investigation showed the resident
was not made to walk.  Deficient practice was identified related to the failure to monitor the
resident's wound condition,  please see the statement of deficiency for WAC 388-78a-2120
dated 06/09/2023.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Conclusion / Action:
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Failed Provider Practice Not Identified / No Citation Written

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 72000

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/27/2023, 02/28/2023

1. Identified Resident experiencing vomiting and diarrhea.
2. Identified Resident was unable to access their food and drink.
3. Identified Resident not being monitored to ensure the care and services were meeting their
needs.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Staff to resident interactions

Observations:

Identified resident
Nursing staff
Residents

Interviews:

Medical records
Hospital records
State reporting log
Incident investigation
Facility policies

Record Reviews:

1.  Outside agency staff interviews confirmed the Identified resident said they fell and were
unable to provide any details due to confusion.  Facility staff interviews confirmed that the
resident fall was not witnessed but had recent history of falls, urinary tract infection, vomiting
and diarrhea illnesses that required hospital visits.  There were not facility records noting current
assessments, oral intake or change in condition. Deficient practice identified for failing to ensure
the resident's condition, please see the statement of deficiency for WAC 388-78a-2120 dated
06/09/2023.
2.  Interviews with outside agency staff confirmed the Identified resident had breakfast tray that
was not opened, was cold to the touch and out of reach.  There were not

Investigation Summary:
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facility records noting current assessments, oral intake or change in condition. Deficient practice
identified for failing to ensure the resident's condition, please see the statement of deficiency for
WAC 388-78a-2120 dated 05/12/2023.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

This docum
ent w

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

 

 

 



Residential Care Services
Investigation Summary Report

Provider/Facility: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 69043

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/07/2023

1.  Identified resident fell and was lying on the floor for multiple hours.
2.  Identified resident had significant wounds and rashes.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Identified resident
Residents
Dining

Observations:

Identified resident
Residents
Nursing staff

Interviews:

Medical records
State reporting log
Hospital records

Record Reviews:

1.  Identified resident interview confirmed the resident fell and laid on the floor for what they felt
was a long time.  Interviews with facility staff confirmed that the resident had recent nausea,
vomiting and falls and when they found the resident they estimated that it had been eight or nine
hours.     Hospital record review showed they were admitted for treatment of rhabdomyolysis,
(kidney damage from serious muscle damage from prolonged time on the floor) and wound
care.  Deficient practice was identified related to the failure to monitor the resident's condition
after the fall and illness, please see the statement of deficiency for failure to monitor the
resident's condition, WAC 388-78a-2120 dated 06/09/2023.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Conclusion / Action:
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Failed Provider Practice Not Identified / No Citation Written

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 68539

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/02/2023, 02/03/2023

1.  Identified Resident's medications are not ordered regularly from the pharmacy or given
correctly.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Identified resident
Residents
Dining

Observations:

staff
Residents
Nursing staff
Family members

Interviews:

Medical records
State reporting log
pharmacy dispensing logs

Record Reviews:

1.  Identified resident interview confirmed they were aware their medications were not being
given as ordered and they were worried they were going to die from not getting their insulin
correctly.  Interviews with licensed staff at their new facility confirmed they received only part of
the resident's medications when the resident discharged from the facility.  Observation and
record review showed discrepancies in the number of medications documented on the record as
given as compared to the number of medications left on hand.  The pharmacy dispensing logs
showed medications as dispensed that did not match the medications documented as given.
Facility staff stated they had concerns with medication systems.  Deficient practice was
identified, please see the statement of deficiency for failing to ensure a safe medication system,
WAC 388-78a-2210 dated 06/09/2023.

Investigation Summary:

This docum
ent w

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



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: Royal Columbian Senior
Living
License/Cert.#: 2581

Provider Type: Assisted Living Facility

Compliance Determination #: 20183
Intake ID: 69623

Investigator: Laurel Knight
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 02/02/2023 through 06/09/2023
Complainant Contact Date(s): 02/09/2023

1.  Identified resident is not receiving the care and services they need at the facility.
2.  Identified resident has a wound that is worsening due to sitting in wet briefs and not having
dressing changes as ordered between agency visits.

Allegation(s):

Total residents: 76
Resident sample size: 20
Closed records sample size: 2

Investigation Methods:

Sample:

Residents
Resident rooms
Staff to resident interactions
Resident care equipment

Observations:

Residents
Nursing staff
staff
Therapy staff
Social services

Interviews:

Medical records including negotiated service agreement, chart notes
State reporting log
Incident investigation
Outside agency records including assessments, notes and orders

Record Reviews:

1.  The Identified resident observation showed they had a food plate at their bedside but were
unable to reach or feed themselves.  Interviews with outside agency staff confirmed the
resident's food was observed untouched at the bedside when they visited.   Interviews with the
resident representative concluded they felt the facility had not been able to feed and provide the
amount of care needed by the resident's change in condition and the resident was moved from
the facility to a higher level of care at their request.  Unable to locate records for tracking oral
intake and monitoring of

Investigation Summary:
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changes. Deficient practice was identified, please see the Statement of Deficiency dated
06/09/2023 for failure to monitor the resident's condition, WAC 388-78a-2120.
2.  Observation of Identified resident wound care and dressing change was done. Interview of
outside agency staff confirmed the wound dimensions were increasing and had found non
ordered wound care product in the wound.  Record review of outside agency notes showed their
wound was worsening due to lack of repositioning and dressing changes.  Unable to locate
facility records for tracking wound status, dressing changes, oral intake tracking, or monitoring
of changes. Deficient practice was identified, please see the Statement of Deficiency dated
06/09/2023 for failure to monitor the resident's condition, WAC 388-78a-2120.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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