


Residential Care Services
Investigation Summary Report

Provider/Facility: Avista Senior Living
Spokane
License/Cert.#: 2678

Provider Type: Assisted Living Facility

Compliance Determination #: 46271
Intake ID: 142887

Investigator: Amy Wright
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 08/28/2024 through 10/03/2024
Complainant Contact Date(s): 09/13/2024, 09/23/2024

1. Residents experiencing increased anxiety.
2. Injuries of unknown origin.
3. Facility requesting unindicated medications.
4. Forceful medication administration.
5. Resident experiencing increased pain.
6. Falls with injuries.
7. Facility forcing resident to use alternative transfer equipment.
8. Inadequate care.

Allegation(s):

Total residents: 35
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Alleged Victims
Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Reporter
Alleged Victims' Representatives
Alleged Victim
Executive Director
Vice President of Clinical Operations
Health Services Director
Resident Representative
Resident Care Coordinator

Interviews:

-Disclosure of Services
-Characteristic roster
-Staff roster
-Resident face sheets
-Resident care plans

Record Reviews:
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-Incident reports
-Progress notes
-Hospice notes
-Provider orders
-Medication Management/Administration Program Policies and
Procedures
-Fall Prevention & Fall Recovery Program Policy
-Medication administration records
-Hoyer/Sit-to-Stand Lift Policy
-Alert charting
-Staff in-service education

1. The facility attempted to manage the Alleged Victims' signs of increased anxiety by
administering medications per physician order. Medication orders were changed appropriately
when signs of over-sedation were noted. The Alleged Victims were observed, and both
appeared alert and without signs of distress. Staff were observed available to respond to
resident care concerns. Interview with Alleged Victim showed that they felt safe in the facility.
No failed facility practice.
2. First aid was provided, and appropriate parties were notified. Investigations were completed,
and the likely causes of the injuries were identified. The facility implemented new interventions
to prevent reinjury. The Alleged Victims were observed, and the interventions were observed in
place. An Alleged Victim was interviewed, and they reported feeling safe in the facility. Staff
were observed available to supervise resident safety. No failed facility practice.
3. The facility nurse requested medications for residents that the hospice provider did not feel
were indicated. The hospice provider declined to write orders for the requested medication, so
the medications were not given. Interview with facility staff showed that they were aware that
medications could not be administered without an order. The Alleged Victim was interviewed,
and they voiced no concerns about their medication management at the facility. No failed facility
practice.
4. No Alleged Victim was identified. Residents, staff, and resident representatives were
interviewed, and none voiced concerns about forceful administration of medication by staff. Staff
were observed providing direct resident care, and they were respectful in their interactions with
residents. A resident was interviewed, and they reported feeling safe in the facility. No failed
facility practice.
5. The Alleged Victim's physician and family were made aware of the resident's increased pain.
The physician increased the Alleged Victim's pain medication order. The Alleged Victim was
observed, and no signs of pain or distress were noted. Interview with the Alleged Victim showed
that they felt safe in the facility. Staff were observed available to address resident care
concerns. No failed facility practice.
6. Review of facility records showed that no investigative actions and findings were identified or
documented following a resident fall. Failed practice was identified and cited under WAC 388-
78A-2371 Investigations (1).
7. The facility had concerns about the safety of transferring the Alleged Victim with their
preferred transfer device. Other transfer devices were tried though declined by the resident.
Modifications were made to the Alleged Victim's preferred transfer device and it's use was
resumed. The Alleged Victim was interviewed, and they reported feeling safe in the facility. No
failed facility practice.
8. The Alleged Victim was observed. Their clothes and hair appeared clean. Staff were
observed offering the resident assistance with mobility, toileting, and transferring. The Alleged
Victim was interviewed, they voiced no concerns relating to unmet needs, and reported feeling
safe in the facility. No failed facility practice.

Investigation Summary:
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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: Avista Senior Living
Spokane
License/Cert.#: 2678

Provider Type: Assisted Living Facility

Compliance Determination #: 46271
Intake ID: 142295

Investigator: Amy Wright
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 08/28/2024 through 10/03/2024
Complainant Contact Date(s):

Fall with minor injury.
Allegation(s):

Total residents: 35
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Alleged Victim
Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Resident Representatives
Executive Director
Vice President of Clinical Operations
Resident
Health Services Director
Alleged Victim's Representative
Resident Care Coordinator

Interviews:

-Disclosure of Services
-Characteristic roster
-Staff roster
-Resident face sheets
-Resident care plans
-Incident reports
-Progress notes
-Hospice notes
-Provider orders
-Medication Management/Administration Program Policies and
Procedures
-Fall Prevention & Fall Recovery Program Policy
-Medication administration records

Record Reviews:
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-Hoyer/Sit-to-Stand Lift Policy
-Alert charting
-Staff in-service education

Review of the Alleged Victim's negotiated service agreement showed that it failed to indicate
that the resident had a history of falls. Additionally, it failed to identify assistive devices in use.
Failed facility practice identified and cited under WAC 388-78A-2140 Negotiated service
agreement contents (1)(a)(iii).

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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