STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
1200 Alder Street, Union Gap, WA 98903

WWGHR LLC

WHEATLAND VILLAGE
1500 CATHERINE STREET
WALLA WALLA, WA 99362

RE: WHEATLAND VILLAGE License # 1640

Dear Administrator:

This letter addresses Compliance Determination(s) 36398 (Completion Date 02/15/2024) and
33723 (Completion Date 12/22/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 02/15/2024
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements.

The Department found that deficiencies for the following licensing laws and regulations were

corrected:
WAC 388-78A-2371-1, WAC 388-78A-2371-2, WAC 388-78A-2371-3

The Department staff who did the on-site verification:
Robin Rainville, Assisted Living Facility Licensor

If you have any questions, please contact me at (509)208-5231.
Sincerely,

%M ARaerchan

Gwin Kaercher, Field Manager

Region 1, Unit G
Residential Care Services

‘91ISgoM 101207 9yl J0J SIIJIAISS aJe)) |elluapisay Aq pBJEdaJd Sem juawndop syl



Residential Care Services
Investigation Summary Report

Provider/Facility: WHEATLAND VILLAGE Provider Type: Assisted Living Facility
License/Cert.#: 1640

Compliance Determination #: 33723 Intake ID: 106462

Investigator: Robin Rainville Region/Unit #: RCS Region 1/ Unit G
Investigation Date(s): 12/11/2023 through 12/22/2023

Complainant Contact Date(s):

Allegation(s):
A named resident fell resulting in a fractured arm, and later that day they passed away
unexpectedly.

Investigation Methods:

Sample: Total residents: 80
Resident sample size: 2
Closed records sample size: 3

Observations: Residents
Dining
Resident rooms
Staff to resident interactions
general facility environment

Interviews: Administrator
Resident care coordinator
Nursing staff
Residents
Family members

Record Reviews: Medical records (face sheet, care plans progress notes, medication

records, hospital discharge summaries)
Incident investigation

Facility policies

Resident characteristic roster

Investigation Summary:

Record review showed that the resident fell mid morning, was sent to the hospital and returned

with a diagnosis of a ||| | I but was alert and lucid upon return from the
hospital. the resident passed away suddenly and unexpectedly that day after dinner. The

resident had a total of six falls documented in their record in a two week period before they
passed away. The Assisted Living Facility (ALF) assessed and monitored the resident and
made the appropriate notifications. The ALF failed to fully investigate the resident's six falls and
their unexpected death, and failed to implement preventative measures for falls. Failed practice

identified in the statement of deficiencies dated 12/22/2023, under WAC 388-78a-2371.
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Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

[] NA
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Residential Care Services
Investigation Summary Report

Provider/Facility: WHEATLAND VILLAGE Provider Type: Assisted Living Facility
License/Cert.#: 1640

Compliance Determination #: 33723 Intake ID: 108939

Investigator: Robin Rainville Region/Unit #: RCS Region 1/ Unit G
Investigation Date(s): 12/11/2023 through 12/22/2023

Complainant Contact Date(s):

Allegation(s):
The Identified Resident had an unwitnessed fall on 12/02/2023 and sustained a shoulder
fracture.

Investigation Methods:

Sample: Total residents: 80
Resident sample size: 2
Closed records sample size: 3

Observations: Residents
Dining
Resident rooms
Staff to resident interactions
general facility environment

Interviews: Administrator
Resident care coordinator
Nursing staff
Residents
Family members

Record Reviews: Medical records (face sheet, care plans progress notes, medication
records, hospital discharge summaries)
Incident investigation
Facility policies
Resident characteristic roster

Investigation Summary:

The Identified Resident no longer lived in the facility. The staff reported they needed frequent
reminders to use their walker and call for assistance when needed. The record review showed
the Identified Resident needed staff assistance for all mobility and activities of daily living. The
record review included a facility investigation conducted, that did not include the details of the
incident, including staff interviews to determine events that occurred prior to the fall and The
ALF failed to fully investigate the fall, and failed to implement preventative measures for falls.
Failed practice identified in the statement of deficiencies dated 12/22/2023, under WAC 388-
78a-2371.
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Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

L1 NA
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01.05.2029 15:36:16 State of Washington

STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND £ ONG-TERM SUPPORT ADMINESTRATION
1208 Alder Street, Union Gap, WA 98983

Statement of Deficiencias License # 1640 Tompliance Determination # 33723
Plan of Corraction WHEATLAND VLLAGE Compistion Datz
Page 1 ¢f5 Licanses: WWGHR LLC 12222023

You are reyusired to be in cemphance at all imes with 2lf licensing {aws and regulations to
maintain your Assigted Living Facility icense .

The depantment compieted data collection for an unannouncad on-site compigint invastigation
an 1214472023 and 121572023 of:

WHEATLAND VILLAGE
1500 CATHERINE STREET
WALLA WALLA WA 938382

This document refecences e folowing commplaint nuimber(s): 108482 108938

The follovang sample was sele cted for review during the unannounsed on-site visst: 2 of 80
current residents and 3 former residents.

The department stalf thatinvestigated the Aseisted Living Faciliy

Robin Rainville, Agsisted Living Faality Licensar
Krista Connely, Community Nurse Cansuitant

From:

DSHS, Aging and Long-Term Support Adsrsnistration
Residential Care Ssrvices, Region |, Unit G

£280 Alder Strest

Urnion Gap, WA 38803

As 3 resuit of the on-site visit{s), the department found that you are not in compliance with the
Hrancing laws and regulations as stated in e oited daficianciag in the enciasad regoit.

Gevein Raanchan 01/05/2024

Qesidential Care Services Date

fundersiand that to maintain an Assisted Living Faciily Scense the faciity must be in
compliance wath all the Ecensing laws and regulations at sl times.
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
1200 Alder Street, Union Gap, WA 98903

Statement of Deficiencies License #: 1640 Compliance Determination # 33723
Plan of Correction WHEATLAND VILLAGE Completion Date
Page 1 of 5 Licensee: WWGHR LLC 12/22/2023

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
on 12/11/2023 and 12/15/2023 of:

WHEATLAND VILLAGE
1500 CATHERINE STREET
WALLA WALLA, WA 99362

This document references the following complaint number(s): 106462, 108939

The following sample was selected for review during the unannounced on-site visit: 2 of 80
current residents and 3 former residents.

The department staff that investigated the Assisted Living Facility:

Robin Rainville, Assisted Living Facility Licensor
Krista Connelly, Community Nurse Consultant

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 1, Unit G

1200 Alder Street

Union Gap, WA 98903

As a result of the on-site visit(s), the department found that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.

Residential Care Services Date

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all times.
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01.05.2024 15:36:16 State of Washington

Statemasl of Delicencias License # 1640 Comphance Detarnunation # 33724
Fiag of Correction WHEATLAND VILLAGE Coropisiion Gate
Page 2 of5 Licensae! WAWGHR LLC 12227023

Vg /2024

WAC 388-7T8A-2371 Investigations. The assisted fiving facifity must:

{1} Investigats and dacument investigative actions and findings for any affaged or suspected abuse,
neylect, or fnancal explodation; or accitent of incikdent jeapardizing ar affecting a rasdent heskth ar
life,

{21 Detarmine the circumstances of the syent

(3} When necessary, institite and document appropeiate maasures to pravent similar futurs
situations if the sllegad ncident is subistantiated, and

This requirement was not met as svidenced by:

Based on interview and record revieww, the Assisted Living Factity (ALF} fadied t tharoughly
imvestigate, determine e circumstances of the avent, and institute preventative measwures, for 2 of 2
discharged recidents (Residents 1, 2} reviswed far accldents and incidents. These fallures placed
the residents at risk of harm from theses incidents and potential fulure incidents,

Findings included...

Ravisw of the facility’s policy and procedure titied, “intamal inciderst Report and State incidant
Regort,” dated 12/15/2021, showed the facibty must investigate, dacumeant snvestigative actions and
findings for any afleged abuse, naglect. financial exploftation; accident oy incident jeapardizing ar
affechng the resident's health oriife. The procedure dirscts the facdity to determine the
circumstances of the event, when neceseary, instidtute and document agoropriate measuras to
prevent sirtilar fulure situstions.

Resident §

Resident {'s 08/08/2023 Negotiated Service Agreement (NSA} showed that the resident kad

L Ll I I I - S
The NSA showed that Resident 1 walked independensly withaut the use o

assishive devices and sometimes wanderad inta other residents’ rooms iusking for the bathroom,
The NSA did not show that the resident had a history of falls, nor did it show intervantions to prevesnt
Resident 1 feam failing.

6710
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Statement of Deficiencies License #: 1640 Compliance Determination # 33723

Plan of Correction WHEATLAND VILLAGE Completion Date
Page 2 of 5 Licensee: WWGHR LLC 12/22/2023
Administrator (or Representative) Date

WAC 388-78A-2371 Investigations. The assisted living facility must:

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial exploitation; or accident or incident jeopardizing or affecting a resident health or
life;

(2) Determine the circumstances of the event;

(3) When necessary, institute and document appropriate measures to prevent similar future
situations if the alleged incident is substantiated; and

This requirement was not met as evidenced by:

Based on interview and record review, the Assisted Living Facility (ALF) failed to thoroughly
investigate, determine the circumstances of the event, and institute preventative measures, for 2 of 2
discharged residents (Residents 1, 2) reviewed for accidents and incidents. These failures placed
the residents at risk of harm from these incidents and potential future incidents.

Findings included...

Review of the facility’s policy and procedure titled, “Internal Incident Report and State Incident
Report,” dated 12/15/2021, showed the facility must investigate, document investigative actions and
findings for any alleged abuse, neglect, financial exploitation; accident or incident jeopardizing or
affecting the resident’s health or life. The procedure directs the facility to determine the
circumstances of the event, when necessary, institute and document appropriate measures to
prevent similar future situations.

Resident 1

Resident 1's 06/06/2023 Negotiated Service Agreement (NSA) showed that the resident had
diagnoses which includec [N, INNNE . I -~ I
I e NSA showed that Resident 1 walked independently without the use of
assistive devices and sometimes wandered into other residents’ rooms looking for the bathroom.
The NSA did not show that the resident had a history of falls, nor did it show interventions to prevent
Resident 1 from falling.
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01.85.2024 15:36:16 State of Mashington

Statemasat of Deficencias Licease # 1840 Comgtiars:e Detsrnunation # 33723
Flae of Cortection WHEATLAND VILLAGE Corapisiion Date
FPage 3 of5 Licengze! WWEHR LLC 1222/2023

Review of progress nioles in Resident 1's record showed the follawing incidents were documented
by staff:

o On 110672023 at 5:50 PM Resident 1 fail to the ground and their blood prassure was vety low
they were cant to the hogpital There was no investigation of why the resident’s blood pressure had
dropped.

» On 1179772023 8t 1100 AM, Resdent § was found on the bathroom Soor with a wound on their
right afhow. There was na inve stigation of how ihe resident had falien, nor were thera any
intesventions listed to pravent future events.

o On 112023 21 5:20 PM, Resident 1 had been restfess, agitated and fail. Thers was ng
investigation of how the resident had fallen, nor were thefe any intervantions listed to gravent future
events.

o O $11142023 at 9:48 PM, Resident 1 had fallers on the evening shift. There was no mvestigabon
of how the residend had fallen nor were there any intaeventions hsted o pravent future events.

« Review of 3 pragress nate written in Resident 1'g record on -.f'2023 at 1050 AM | showed st
Resident § had an unwitnessad &l and was found on the floar i another resident's apantment.
Thers was ng investigatian of how the resident had fallen, nor were there any intervantions listed to
prevent future events.

Cn 121142023 at 12.00 FAY, the intident invesiigations for Residgent ' falis in the past manth ware
requested. Staif A stated that per they corporate policy, the facdity incident repaits were privileged
and confidental, notte be disclosed and st a part of the rasddent’s medical racards. Staff A stated
that e only docurventation af alls that could be pravided were in the resident's progrees notes.

On $3A13/2023 at 1:33 PM, Staff A stated in 30 emai that Stadf D, Assisted Living Dicector, had
rompleted a wilten invesbgation for the 2023 fall and unexpected death of Resident 1.

Review of the incident wvestigation completed by Staff O dated 11/15/2023 showed that Resident |
had faflen an 1174542023 white trying to transfer themselves indapendently, and fater passed away
pnexpectedty. The invectigation was inaccurste for e date of the ncident and did nat refiact what
was documentad in Resident t's record. Additionally, the

1710
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Statement of Deficiencies License #: 1640 Compliance Determination # 33723
Plan of Correction WHEATLAND VILLAGE Completion Date
Page 3 of 5 Licensee: WWGHR LLC 12/22/2023

Review of progress notes in Resident 1's record showed the following incidents were documented
by staff:

» On 11/06/2023 at 5:50 PM Resident 1 fell to the ground and their blood pressure was very low
they were sent to the hospital. There was no investigation of why the resident’s blood pressure had
dropped.

» On 11/07/2023 at 11:00 AM, Resident 1 was found on the bathroom floor with a wound on their
right elbow. There was no investigation of how the resident had fallen, nor were there any
interventions listed to prevent future events.

* On 11/11/2023 at 5:30 PM, Resident 1 had been restless, agitated and fell. There was no
investigation of how the resident had fallen, nor were there any interventions listed to prevent future
events.

* On 11/11/2023 at 9:48 PM, Resident 1 had fallen on the evening shift. There was no investigation
of how the resident had fallen, nor were there any interventions listed to prevent future events.

- Review of a progress note written in Resident 1's record on [Jjjjjj/2023 at 10:50 AM, showed that
Resident 1 had an unwitnessed fall and was found on the floor in another resident’s apartment.
There was no investigation of how the resident had fallen, nor were there any interventions listed to
prevent future events.

On 12/11/2023 at 12:00 PM, the incident investigations for Resident 1's falls in the past month were
requested. Staff A stated that per their corporate policy, the facility incident reports were privileged
and confidential, not to be disclosed and not a part of the resident’s medical records. Staff A stated
that the only documentation of falls that could be provided were in the resident's progress notes.

On 12/13/2023 at 1:33 PM, Staff A stated in an email that Staff D, Assisted Living Director, had
completed a written investigation for the [Jjjjj/2023 fall and unexpected death of Resident 1.

Review of the incident investigation completed by Staff D dated 11/15/2023 showed that Resident 1
had fallen on 11/15/2023 while trying to transfer themselves independently, and later passed away
unexpectedly. The investigation was inaccurate for the date of the incident and did not reflect what
was documented in Resident 1's record. Additionally, the
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01.85.2024 15:36:16 State of Washington

tatemaal of Deficiencias Licease # b4 amphiarse Detathinatin
Plag of Coprection WHEATLAND VILLAGE Corepiction Date
Pags 4 of5 Licensze: WWOHR LLG 127221023

invastigatian did nat show that the resident had & decline i theis candition psiar to baing foung
deceased on 2023

Regident 2

The record review foy Resident 2 included an NSA |, dated 10072023, it showsd e resydent had
& history of heart disease, n2eded one staff assistance to transfer, watked using & walker, and
needed assistance to e toilet on @ scheduled plan. The NSA showsd Resident 2 needed remindets
to use their walker and calf for assistance when rneeded. The NSA showed the resident was at sk of
fallz and diracted the staff to pravide safely checks avery dwa to hwee howrs

Review of a progress note dated 1 20352023 at 1132 AM | showed that stadf found Resident 2 lying
on the Acor inside their apariment. The progress note showed Resident 2 had a bloody noge,
camglaired of right shoulder pain, and was sent to the haspital for emergancy evaiaation.

The next pragress note dated 12/02/2023 at 1135 AM, showed Resident 2 returned from the
hospital with a nght shaulder fractuss, with a siing in place to support they anm,

Revievs of & prograss note it Resident 2's vecord, dated 120032023 st 1:05 PM, showed i was
written by Staff E, Registeced Nurse. The note showed Resident s right shoulder was swellen, with
bruising and large skin tear. Stalf £ dacumernied they did not suspect sbuse oy negled dus to the
resident nat seing their walker or theie call Yght fo request staff aasistance. The note shayved
Recident 2 had rerngved their sling which rmay have resulted in e large skin fear, and thay were in
tao much pain to sacgll what they tipped on.

The investigation did not inciude stalf inderviews to detesming the events leading ta up to the fall,
inciuding safely checks avary two to three hawrs, to determine if the care plannad interventions weee
in place and whether they were affective or not.

During an interview on 12/15/2023 at 131 PM, Staff D stated that when a sasident had a change in
condition, felf or had any incident resulting in &t inpy, the staff member that identified the change ar
foung 2 residant had fallan, (e ficst respandsr,) was directed to initate an intemat inodent fasm and
natified the facility nure2 andgler Staff D for addtional directians.

Staff O atated aftar the first responder initiated the formy, K was passad on {o the facility nurse, and
ether they or B faciity nures compieted the nvestigation and developed intervendions to prevent
another incident from occuring. Staff O repoded the investigation notes were included in the
ressdent recard, in the progress notas.

When Staff D was asked {o provide the dwestigation of Reawdent 17s fall resulting in their

8710
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Statement of Deficiencies License #: 1640 Compliance Determination # 33723
Plan of Correction WHEATLAND VILLAGE Completion Date
Page 4 of 5 Licensee: WWGHR LLC 12/22/2023

investigation did not show that the resident had a decline in their condition prior to being found
deceased on [Jjjjjij/2023.

Resident 2

The record review for Resident 2 included an NSA, dated 10/17/2023, that showed the resident had
a history of heart disease, needed one staff assistance to transfer, walked using a walker, and
needed assistance to the toilet on a scheduled plan. The NSA showed Resident 2 needed reminders
to use their walker and call for assistance when needed. The NSA showed the resident was at risk of
falls and directed the staff to provide safety checks every two to three hours.

Review of a progress note dated [Jjjjj/2023 at 10:32 AM, showed that staff found Resident 2 lying
on the floor inside their apartment. The progress note showed Resident 2 had a bloody nose,
complained of right shoulder pain, and was sent to the hospital for emergency evaluation.

The next progress note dated [Jjjj/2023 at 11:25 AM, showed Resident 2 returned from the
hospital with a right shoulder fracture, with a sling in place to support their arm.

Review of a progress note in Resident 2’s record, dated 12/04/2023 at 1:05 PM, showed it was
written by Staff E, Registered Nurse. The note showed Resident 2's right shoulder was swollen, with
bruising and large skin tear. Staff E documented they did not suspect abuse or neglect due to the
resident not using their walker or their call light to request staff assistance. The note showed
Resident 2 had removed their sling which may have resulted in the large skin tear, and they were in
too much pain to recall what they tripped on.

The investigation did not include staff interviews to determine the events leading to up to the fall,
including safety checks every two to three hours, to determine if the care planned interventions were
in place and whether they were effective or not.

During an interview on 12/15/2023 at 1:31 PM, Staff D stated that when a resident had a change in
condition, fell or had any incident resulting in an injury, the staff member that identified the change or
found a resident had fallen, (the first responder,) was directed to initiate an internal incident form and
notified the facility nurse and/or Staff D for additional directions.

Staff D stated after the first responder initiated the form, it was passed on to the facility nurse, and
either they or the facility nurse completed the investigation and developed interventions to prevent
another incident from occurring. Staff D reported the investigation notes were included in the
resident record, in the progress notes.

When Staff D was asked to provide the investigation of Resident 1's fall resulting in their
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01.05.2024 15:36:16 State of Washington 9/18

Ststemesl of Deficencizs - License # 1840 Crmphianse Detamunation # 33723
Fian of Coreeclion WHEATLAND VILLAGE Coropigiion Date
Page b of5 Licensze! WWGHR LLC 1282272823

shoutder fracture, Staff D reparted e progress note, witten by Staff E and dated 120472023 was
the compiete investigation condusted.

PlanfAttestation Statement

i hereby cerify that | have reviswed this repert and have taken or will take active
measures to corract this deficiency, By taking s action, WHEATLAND WILLAGE is or
will be in campliznce with this faw and / or ragulation on { {Date} ‘5

in aaditian, | wéll implement 3 systentta monitor and ensure confinuad comphance with
this reguirement.

/ /9/2029’
" Daste
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Statement of Deficiencies License #: 1640 Compliance Determination # 33723
Plan of Correction WHEATLAND VILLAGE Completion Date
Page 5 of 5 Licensee: WWGHR LLC 12/22/2023

shoulder fracture, Staff D reported the progress note, written by Staff E and dated 12/04/2023 was
the complete investigation conducted.

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, WHEATLAND VILLAGE is or
will be in compliance with this law and / or regulation on (Date) .

In addition, | will implement a system to monitor and ensure continued compliance with
this requirement.

Administrator (or Representative) Date
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