


Residential Care Services
 Investigation Summary Report

Provider/Facility: Brookdale Arbor Place (856244) Intake ID(s): 3607710

License/Cert. #: AL2278
Investigator: Valentine, Maureen Region/Unit: RCS Region 2/Unit A Investigation

Date(s):
01/28/2019
02/01/2019

through

Complainant Contact Date(s): 01/23/2019
Allegations:
1) A resident went to the emergency room 3 times within 24 hours.
2) The resident had advanced dementia and a history of an increasing number of falls in the 2 months prior to the 24 hour
period.
3) The need for a higher level of care had been communicated to the DSHS social worker and the residents' Power of Attorney
(POA).
4) The facility had not given a 30 notice of discharge to the resident despite not being able to meet the residents needs due to
the need for constant supervision.
5) The staffing in the facility was 2 staff per 116 residents.

Investigation Methods:
Sample: 1 named resident, 11

sampled residents
Observations: Environment

(interior/exterior), staff to
resident interactions,
resident to resident
interactions, lunch,
activities

Interviews: Executive Director,
Director of nursing, social
worker, resident not
interview able, family
member, sampled
residents, sampled
residents family members

Record Reviews: 1 named resident record,
11 sampled resident
records, staff records,
staffing schedules,
menus, activity calendar
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Allegation Summary:
1) Based on interview and record review, the named resident was seen in the emergency room 3 times within a 24 hour period
prior to being admitted to the hospital for further work-up due to a significant change of condition.
2) Based on interview and record review the resident had multiple falls within the 2 months prior to the emergency room visits
but continued to be able to stand and walk independently without supervision. The incidents were investigated, all parties were
notified, and appropriate medical care was obtained. Preventative measures were identified and implemented.
3) Based on interview and record review the need for a higher level of care had been discussed with the DSHS social worker and
the POA for the resident. Based on the overall care needs of the resident an appropriate placement had not been identified.
4) Based on interview and record review until the identified 24 hour period the resident did not need constant supervision for
safety in ambulation so a notice of discharge had not been given.
5) Based on observation, interview and record review the facility was adequately staffed with a combination of 5 caregivers/med
techs for the day and evening shifts. The facility had a licensed nurse for day and evening shifts. The facility had a med tech and
a caregiver for the night shift.

Unalleged Violation(s):
This complaint was investigated during a full licensing visit. See statement of deficiencies dated 02/01/19.

Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

None
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