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Residential Care Services
Investigation Summary Report

Provider/Facility: Cornerstone Provider Type: Adult Family Home
License/Cert.#: 754527

Compliance Determination #: 35930 Intake ID: 112271

Investigator: Priscilla Changa Region/Unit #: RCS Region 3/ Unit F

Investigation Date(s): 01/29/2024 through 02/21/2024
Complainant Contact Date(s):

Allegation(s):

1) Named resident had multiple falls and provider did not seek medical attention

2) Named resident had scars as a result of a shelf falling onto the residents

3) Over prescribed dementia medications resulting into named resident being sedated
4) Named resident did not have activities for meaningful day program and community
integration

5) Named resident was kept in their room with blinds shut and was yelling for police
6) Named resident was fed peanut butter and jelly sandwiches and ramen soup

7) Named resident room and medical equipment were unsanitary

Investigation Methods:

Sample: Total residents: 4
Resident sample size: 4
Closed records sample size: 1

Observations: Residents
Resident rooms and medical equipment
Staff to resident interactions
Kitchen/Food Supply
Food preparation
General environment

Interviews: Residents
Family members
Caregivers
Hospice Staff
Case Manager
Provider

Record Reviews: Medical records
Hospital records
Incident investigation
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Investigation Summary:

1) Named resident (NR) was on hospice services and discharged from the home, NR did have
non-injury falls and the home logged the incidents, the home coordinated fall prevention plan
with hospice team and implemented fall precautions, hospice and



family were notified. The home did not have a hospice care plan in place. Failed practice was
identified and a consultation was written under WAC 388-76-10355(10).

2) Interview with staff revealed incident did not occur, NR had a history of skin problem that had
resolved. NR did had a skin problem that hospice was aware and had treatment in place.
Unable to substantiate failed practice.

3) Named resident was on hospice services, interview and record review showed staff
administered medications as ordered, NRs cognitive status fluctuated due to their medical
condition. Unable to substantiate failed practice.

4) Interview and record review showed staff provided meaningful day program activities,
observed staff providing meaningful day activities to sampled residents. Unable to substantiate
failed practice.

5) Named resident discharged from the home, observed the home and residents rooms with
adequate artificial and natural lighting, observed residents in living room areas, Interview with
staff who stated they honored the residents choices. NR had a decline in medical condition and
cognitive status changes, and was under hospice services. Staff responded to residents care
needs. Unable to substantiate failed practice.

6) Observed home with variety of food supply in sufficient supply, observed staff preparing
nutritious meal, sampled residents had no food concerns, staff reported honored residents
choice. Unable to substantiate failed practice.

7) Observed residents rooms and medical equipment clean, staff reported cleaning schedule
and as needed. Unable to substantiate failed practice.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

[] NA
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