


Residential Care Services
 Investigation Summary Report

Provider/Facility: PRESTIGE ASSISTED LIVING AT HAZEL
DELL (686305)

Intake ID(s): 3309195

License/Cert. #: AL1615
Investigator: Bannow, Elizabeth Region/Unit: RCS Region 3/Unit D Investigation

Date(s):
01/23/2017
01/23/2017

through

Complainant Contact Date(s): 01/20/2017, 01/25/2017
Allegations:
Named Resident is being neglected and harassed. The reporter has tried multiple times to talk to staff but nothing is being done.
When reporter attempts to speak to someone in charge, there is never anyone there:
1. The lock on Named Resident's medicine drawer is no longer functional.
2. The refrigerator and microwave no longer work. Named Resident has asked to have them replaced but nothing has been
done. Another resident reported that shelves which had been present were removed from her apartment.
3. The intercom in the room was turned back on (1/2/17) after being off for 2 years. It is too loud; staff will not turn it down or
off.
4. Staff enter the room without permission.
5. The food is not nutritious and not good.
6. Named Resident was given an eviction notice on 1/9/17. The facility states she did not pay her participation, but Named
Resident says she left the money on the table in the bookkeeper's office.
7. Named Resident has difficulty getting the menus turned in on time. When asked whether they could all be turned in at once
for the week, the cook stated that was not reasonable and refused to accommodate Named Resident.

Investigation Methods:
Sample: 6 current residents Observations: General environment,

resident apartments and
furnishings, staff-resident
interactions, resident
verbal/non-verbal
behaviors, meal service,
resident dining/meal
serving

Interviews: Residents, nursing staff,
administrative staff,
others not associated
with facility

Record Reviews: Resident records,
discharge notice, menus
(three weeks)
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Allegation Summary:
Investigator conducted an unannounced, on-site investigation on the above date related to all allegations identified in this
intake. The facility administrator and nurse were present upon entrance to the facility. 1.The reporter indicated the lock had
been fixed before this investigation. 2.The refrigerator and microwave were both working. The other resident had shelves in her
closet which had been moved down in order for her to reach them more easily. 3. The facility intercom was used to announce
meals and activities, as well as to inform residents of any emergency situations. At the time of the visit, the lunch meal was
announced over the intercom, at an acceptable volume. The facility was aware of Named Resident's objection and had
attempted to reduce the sound somewhat with insulation placed over the speaker in that apartment. The intercom system went
to the whole building and could not be turned off in one room. The administrator stated that the issue would be discussed at the
next resident council meeting, so residents could voice their preferences for the content and frequency of announcements. 4.
Staff were observed knocking and announcing their presence before entering rooms. Staff were aware that Named Resident
preferred to be in the room when staff entered, for example to collect or deliver meal trays. 5. Review of the menus for 3 weeks
found that a variety of foods were served. The investigator sampled the lunch meal; it was nourishing, palatable, and attractively
served. The hot foods were hot. 4 of the 5 residents interviewed liked the food. 6. The loss of money was investigated previously
and no failed facility practice was found. See complaint #3281056, investigated on 11/17/2016. In reviewing the discharge
notice, it was found that the facility failed to identify on the discharge notice a location to which Named Resident was to move.
7. Facility staff were providing assistance to Named Resident in filling out her menus.

Unalleged Violation(s): Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

WAC 388-78A-2660, which requires the facility to comply with chapter 70.129 RCW, long-term care resident rights. Chapter
70.129.110(5)(c) requires that a written discharge include the location to which the resident is to be discharged. See Statement
of Deficiencies dated 1/23/2017.
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Provider/Facility: PRESTIGE ASSISTED LIVING AT HAZEL
DELL (686305)

Intake ID(s): 3311340

License/Cert. #: AL1615
Investigator: Bannow, Elizabeth Region/Unit: RCS Region 3/Unit D Investigation

Date(s):
01/23/2017
01/23/2017

through

Complainant Contact Date(s): 01/23/2017
Allegations:
1. Named Resident was given a 30-day notice for non-payment of rent in September. Named Resident states that the money
was taken to the administrator's office; both she and the administrator were distracted and walked out of the office. Later, she
was told the money had not been paid. Named Resident was asked to pay $10 a month but refuses to do this because (s)he is
not a liar.
2. Named Resident's laundry is being washed with "cat peoples" clothes. Cats are also being allowed to roam the hallways.
Named Resident has allergies, and this is a risk to health.
3. There is a very loud speaker in Named Resident's room. This goes off throughout the day with announcements, such as
reading of the menu. The announcements wake Named Resident, who is unable to take naps.

Investigation Methods:
Sample: 6 current residents Observations: General environment,

resident apartments and
furnishings, intercom
system, housekeeping &
laundry

Interviews: Residents, nursing staff,
administrative staff,
others not associated
with facility

Record Reviews: Resident records,
discharge notice, menus
(three weeks)
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Allegation Summary:
Investigator conducted an unannounced, on-site investigation on the above date related to all allegations identified in this
intake:
1. The loss of money was investigated previously and no failed facility practice was found. Please refer to complaint #3281056,
investigated on 11/17/2016. In reviewing the discharge notice, it was found that the facility failed to identify on the discharge
notice a location to which Named Resident was to move.
2. No cats were seen in hallways on the day of the visit. Named Resident's apartment and clothes did not have noticeable animal
odors. The investigation did not find hygiene problems in resident rooms observed or in common areas of the facility. The facility
policy is to wash each resident's personal laundry in a single load not combined with other laundry.
3. The facility intercom was used to announce meals and activities, as well as to inform residents of any emergency situations.
At the time of the visit, the lunch meal was announced over the intercom, at an acceptable volume. The facility was aware of
Named Resident's objection and had attempted to reduce the sound somewhat with insulation placed over the speaker in that
apartment. The intercom system went to the whole building and could not be turned off in one room. The administrator stated
that the issue would be discussed at the next resident council meeting, so residents could voice their preferences for the content
and frequency of announcements.

Unalleged Violation(s): Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

WAC 388-78A-2660, which requires the facility to comply with chapter 70.129 RCW, long-term care resident rights. Chapter
70.129.110(5)(c) requires that a written discharge include the location to which the resident is to be discharged. See Statement
of Deficiencies dated 1/23/2017.
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