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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 #: 29259
Intake ID: 100025

Investigator: Melissa Milanez
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 09/08/2023 through 10/31/2023
Complainant Contact Date(s):

1. The named resident had a fall incident due to staff not answering their call light.
2. The named resident had severe pain from the fall and refused to go to the hospital that day.
The named resident had continued pain and went to the hospital on the third day and was
diagnosed with  and the facility had not reported it to the Complaint Resolution Unit
(CRU).
3. The named resident had continued severe pain, had a health decline with not eating much,
and was in bed most of the time was returned to the facility on hospice services, and passed
away.

Allegation(s):

Total residents: 75
Resident sample size: 2
Closed records sample size: 0

Investigation Methods:

Sample:

The facility’s common areas, resident to resident and staff to resident
interactions were observed.

Observations:

Sampled resident, facility staff, and others not associated with the
facility.

Interviews:

Resident characteristic roster, resident records (face sheet,
assessments, care plans, progress notes, temporary service plans
(TSPs), Medication Administration Record (MARs), hospital notes,
and hospice notes), incident/investigations, call light report and fall
policy.

Record Reviews:

1. Record review of the call light report showed the named resident had no call light activated at
the time of the fall incident.  No failed practice identified.
2. Record review and interviews with facility staff showed that the facility did not report and
thoroughly investigate the named resident’s fall incident and injuries. Determined failed practice
WAC 388-78A-2630 Reporting and WAC 388-78A-2371 Investigations. Statement of Deficiency
(SOD) 10/31/2023.
3. Record review and interviews showed that the named resident had a significant decline after
the fall incident and sepsis secondary to the UTI. Determined failed
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practice WAC 388-78A-2120 Monitoring. Statement of Deficiency (SOD) 10/31/2023.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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