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Residential Care Services
Investigation Summary Report

Provider/Facility: Avista Senior Living
Ellensburg
License/Cert.#: 2683

Provider Type: Assisted Living Facility

Compliance Determination #: 48220
Intake ID: 149609

Investigator: Felicia Cantu
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 10/03/2024 through 10/31/2024
Complainant Contact Date(s): 10/16/2024

1) A named staff member neglected a named resident when they were admitted to the facility.
2) A named resident was stuck between their bed rails.
3) A named resident passed away.
4) A named resident was not given call light pennants.
5) A named staff member comes to work drunk.

Allegation(s):

Total residents: 29
Resident sample size: 3
Closed records sample size:

Investigation Methods:

Sample:

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

Observations:

Residents
Facility staff
Others not associated with the facility

Interviews:

Characteristic roster
Facility policies
Incident investigation
State reporting log
Resident records (face sheets, care plans, assessments, chart
notes)

Record Reviews:

1) Observations showed that staff to resident interactions were safe and helpful. Interviews and
record review showed that the named resident was admitted to the facility and was not
monitored for several hours. The named resident was found in their apartment with no pulse.
Failed practice identified. WAC 388-78A-2600. 2)

Investigation Summary:
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Observations showed that the named resident and other residents did not have bed rails
attached to their beds. Interviews and record review showed that the named resident did not
have a bed rails attached to their bed.  No failed practice identified. 3) Observations showed
that staff to resident interactions were safe and helpful.  Interviews and record review showed
that the facility notified all entities. The named resident's record did not show that the named
resident was monitored after they were admitted to the facility, then was found later with no
pulse. Failed practice identified. WAC 388-78A-2600. 4) Observations showed that resident's in
the facility had call light pennants on.  Residents had call lights in their rooms that were
accessible. Residents stated that they felt safe in the facility and that staff responded to their call
light needs. No failed practice identified. 5) Observations showed that the named staff member
and other staff members did not appear intoxicated. Interviews showed that the named staff
member did not come to work intoxicated.  No failed practice identified.

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
Ellensburg
License/Cert.#: 2683

Provider Type: Assisted Living Facility

Compliance Determination #: 48220
Intake ID: 149238

Investigator: Felicia Cantu
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 10/03/2024 through 10/31/2024
Complainant Contact Date(s): 10/16/2024

1) New residents in the facility are not given call light pennants.
2) New residents do not have a pre-admission assessment completed.
3) New residents are not monitored by facility staff

Allegation(s):

Total residents: 29
Resident sample size: 3
Closed records sample size:

Investigation Methods:

Sample:

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

Observations:

Residents
Facility staff
Others not associated with the facility

Interviews:

Characteristic roster
Facility policies
Resident records (face sheets, care plans, assessments, chart
notes)

Record Reviews:

1)Observations showed that the named resident and other residents had call lights in their
rooms that were accessible. The named resident stated that they felt safe in the facility and that
staff responded to their call light needs. No failed practice identified. 2) Observations showed
that staff to resident interactions appeared safe, respectful, and helpful.  Interviews and record
review showed that the new residents in the facility had required pre-admission assessments on
file. No failed practice identified. 3) Observations showed that staff to resident interactions were
safe and helpful.  Interviews and record review showed that facility did not place the named
resident on alert charting and did not monitor the resident after admission

Investigation Summary:
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to the facility. Failed practice identified. WAC 388-78A-2600.

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
Ellensburg
License/Cert.#: 2683

Provider Type: Assisted Living Facility

Compliance Determination #: 48220
Intake ID: 149240

Investigator: Felicia Cantu
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 10/03/2024 through 10/31/2024
Complainant Contact Date(s): 10/16/2024

1) New residents are not receiving their medications.
2) A named staff member has a dog in the facility.

Allegation(s):

Total residents: 29
Resident sample size: 3
Closed records sample size:

Investigation Methods:

Sample:

Residents
Medication administration
Staff to resident interactions
Facility environment

Observations:

Residents
Facility staff
Others not associated with the facility

Interviews:

Characteristic roster
Facility policies
Resident records (face sheet, care plans, assessment, chart notes,
medication administration records)

Record Reviews:

1) Observations showed that staff were safely administering medications to residents.
Interviews and record review showed that the facility failed to initiate, order, and administer a
named resident's  medications timely. Failed practice identified WAC 388-78A-2240.  2)
Observations showed that their were no pets in the named staff members office or in the facility
common areas. No failed practice identified.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:
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N/A
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