


Residential Care Services
Investigation Summary Report

Provider/Facility: South Pointe Assisted Living

License/Cert.#: 2610

Provider Type: Assisted Living Facility

Compliance Determination #: 34965
Intake ID: 113398

Investigator: Jodi Condyles
Region/Unit #: RCS Region 2 / Unit A

Investigation Date(s): 01/09/2024 through 03/20/2024
Complainant Contact Date(s): 01/08/2024, 03/27/2024

1.The named resident (NR) was given a medication even though the physician had discontinued
the medication.
2.The NR had a fall during a transfer hitting the left side of the head causing an injury and the
POA wasn't notified of the injury sustained.
3.The facility didn't have a full time nurse and was leaving medical/nursing related decision for
the executive director who was not licensed and didn't have the training to make these types of
decisions.
4.The facility did not provide the required N-95 masks during a COVID outbreak at the facility.

Allegation(s):

Total residents: 34
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Medication administration
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Nursing staff
Family members
Executive Director

Interviews:

Medical records
Hospital records
Facility policies
Staff patterns
Incident investigation
Staff patterns

Record Reviews:

1. Records showed the NR returned from the hospital with a new medication order. The new
order was not followed. Failed practice was identified. A citation was issued for noncompliance
of WAC 388-078A-2210 (1) (b) Medications services.
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2. Interview and record review showed the NR slipped during a transfer from a recliner to a
wheelchair, falling forward and hitting the left upper forehead. The NR was placed back in the
recliner and assessed for the wound above the left eyebrow. The facility called 911 to have the
NR transported to the local hospital for an additional assessment and care. The NR refused
treatment and a transport to the hospital. The facility offered to contact the NR's Power of
Attorney (POA) to discuss transport to the hospital, the NR refused and didn't want the POA
contacted. The facility completed an investigation and ruled out abuse and neglect. The NR was
placed on alert charting to monitor for any status change. The ED and RN were notified of the
fall but the POA was not contacted. Failed practice was identified. A citation was issued for
noncompliance of WAC 388-78A-2640 1(a) Reporting significant change in a resident's
condition.
3. Director of Nursing was an open position from 11/10/2023 through 01/01/024, until the
position was filled on 01/02/2024. The nurse delegator was available to the facility for clinical
support while the ALF had no Director of Nursing. No failed Practice.
4. The Assisted Living Facility (ALF) identified eight residents and eight staff that tested positive
for COVID-19.The ALF made the required notifications, including calls to the Department
Hotline, the local health jurisdiction and all staff and resident representatives. The ALF followed
the infection control and testing guidance provided by the local health jurisdiction. The ALF
closely screened all residents and staff for signs/symptoms consistent with COVID-19 and
provided the necessary PPE. Staff were fit tested and the mask were observed and reported to
be available. No Failed Practice.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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