STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 99250, L akewood, WA 98496

CUne Mallards Landing, LLC

The Lodge at Mallard’s Landing
7083 Wagner Way NW
Gig Harbor, WA 98335

RE: The Lodge at Mallard's Landing License # 2064
Dear Administrator:

This letter addresses Compliance Determination(s) 32291 (Completion Date 11/15/2023) and
28447 (Completion Date 09/18/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 11/15/2023
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

carrected:
WAC 388-78A-2210-2

The Department staff who did the on-site verification:
Michael Gaulet, Complaint Investigator

If you have any questions, please contact me at (253)442-3013.

Sincerely,

fot,

Manfay Chan, Field Manager
Region 3, Unit D
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: The Lodge at Mallard's Provider Type: Assisted Living Facility
Landing

LlcenSQ/Cert.#: 2064} . Intake ID: 92578

Compliance Determination #: 28447 Region/Unit #: RCS Region 3 / Unit D

Investigator: Michael Goulet
Investigation Date(s): 08/22/2023 through 09/18/2023
Complainant Contact Date(s):

Allegation(s):

1) Resident not administered polyethylene glycol (laxative, aka PEG or Miralax) by facility staff,
"Resident given Miralax instead" (PEG and Miralax are the same medication)

2) PEG in overflow medication cart and staff did not alert nurse or re-order medication, only
listed medication as 'not available’

3) Resident sent to hospital due to abdominal blockage, likely related to non-administration of
PEG

Investigation Methods:

Sample: Total residents:
Resident sample size: 5
Closed records sample size:

Observations: General environment
Resident Condition
Residents in their rooms

Interviews: Residents
Staff
Record Reviews: Medication administration records (MAR)

Investigation Summary:

1,2,3) Per interview with named resident, the medication (PEG) was available, but the resident
did not take the medication due to their own refusal, stating they experienced excessive
diarrhea due to this medication. Per record review of the named resident’s medication
administration record (MAR), the medication was not available and was not able to be found by

facility staff from 7/18/23 through 8/1/23. There was no indication per facility MAR that staff took

any action during this time other than noting that the medication was not available. Per staff
interviews, it was more likely than not that the lack of this laxative medication did lead to the
resident having a bowel blockage requiring hospitalization on [Jjjj/23.

Cited as per WAC 388-78A-2210 (2) Medication Services
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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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Residential Care Services
Investigation Summary Report

Provider/Facility: The Lodge at Mallard's Provider Type: Assisted Living Facility
Landing

LlcenSQ/Cert.#: 2064} . Intake ID: 92699

Compliance Determination #: 28447 Region/Unit #: RCS Region 3 / Unit D

Investigator: Michael Goulet
Investigation Date(s): 08/22/2023 through 09/18/2023
Complainant Contact Date(s):

Allegation(s):
1) Resident not administered vaginal insert medication (Estradiol) by staff, leading to urinary
tract infection

Investigation Methods:

Sample: Total residents:
Resident sample size: 5
Closed records sample size:

Observations: General environment
Resident Condition
Residents in their rooms

Interviews: Residents
Staff
Record Reviews: Medication administration records (MAR)

Investigation Summary:

1) Per facility staff interview and record review of the named resident's medication
administration records (MAR), the resident was not administered Estradiol vaginal insert on four
occasions (7/3/23, 7/28/23, 7/31/23 and 8/11/23). One instance was stated (on the resident's
MAR) as being related to the medication only being administered by nursing staff, which per
remaining records was not factual. Two instances were related to the resident being otherwise
predisposed at the scheduled time of administration, but no follow up attempt by staff was noted
to have been made. The final instance was related to the medication not being available due to
not having been refilled by facility staff. Per facility staff interview, the medication was intended
to prevent urinary tract infection (UTI), and staff stated they felt the resident's diagnosis with a
[l \vas directly related to the missed administration of this medication.

Cited per WAC 388-78A-2210 (2) Medication Services

Conclusion / Action:
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[x]
[

[

Failed Provider Practice Identified / Citation(s) Written
Failed Provider Practice Not Identified / No Citation Written

N/A

*9}ISaM J01B207 3Y3 10} SAVIAISS aJe) [eluapisay Aq pasedald sem Jusawndop syl



Residential Care Services
Investigation Summary Report

Provider/Facility: The Lodge at Mallard's Provider Type: Assisted Living Facility
Landing

LlcenSQ/Cert.#: 2064} . Intake ID: 93168

Compliance Determination #: 28447 Region/Unit #: RCS Region 3 / Unit D

Investigator: Michael Goulet
Investigation Date(s): 08/22/2023 through 09/18/2023
Complainant Contact Date(s):

Allegation(s):
1) Resident pain medication (Oxycodone liquid) found to have been diverted as evidenced by
adulteration of medication (medication removed from bottle and replaced with water).

Investigation Methods:

Sample: Total residents:
Resident sample size: 5
Closed records sample size:

Observations: General environment
Resident Condition
Residents in their rooms

Interviews: Residents
Staff
Record Reviews: Medication administration record (MAR)

Investigation Summary:
1) Per facility staff interview, the resident's bottle of liquid Oxycodone (pain reliever) was noted

to have been adulterated, as evidenced by a change in the color of the medication and staining

to the label indicative of the medication being replaced with water. Per staff and resident

interviews, the named resident had not used this medication and no harm was noted. Per staff,

the facility has taken steps to secure narcotic medications, and to only receive narcotic
medications in the future in tamper resistant and tamper evident packaging.

Consultation only per WAC 388-78A-2260 (1) Storing, Securing and Accounting for Medications

(evidence available did not rise to level of citation)

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written

[l Failed Provider Practice Not Identified / No Citation Written
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N/A

This document was prepared by Residential Care Services for the Locator website.



Residential Care Services
Investigation Summary Report

Provider/Facility: The Lodge at Mallard's Provider Type: Assisted Living Facility
Landing

LlcenSQ/Cert.#: 2064} . Intake ID: 93466

Compliance Determination #: 28447 Region/Unit #: RCS Region 3 / Unit D

Investigator: Michael Goulet
Investigation Date(s): 08/22/2023 through 09/18/2023
Complainant Contact Date(s):

Allegation(s):
1) "Hydralazine (blood pressure medication) held numerous times by staff due to wrong
education”

Investigation Methods:

Sample: Total residents:
Resident sample size: 5
Closed records sample size:

Observations: General environment
Resident Condition
Residents in their rooms

Interviews: Residents
Staff
Record Reviews: Medication Administration Records (MAR)

Investigation Summary:

1) Per record review of the named resident's medication administration records (MAR), there
were numerous times when the medication in question (Hydralazine, blood pressure
medication) was held by staff in accordance with the physician's orders (hold medication if
systolic blood pressure less than 110 or diastolic blood pressure less than 60), but there were
also multiple times (8) noted where this medication was held with no blood pressure reading
noted. In four cases the medication was noted by staff to be "too close to previous
administration" but in these instances administration would have been within appropriate
parameters (within 30 minutes of time ordered) for administration. In one case the medication
was stated by staff as being "too close to previous administration”, but this was noted by staff
more than one hour (11:52am) prior to the ordered time of administration (1:00pm), and no re-
attempt to administer the medication within the order parameters was noted. In two cases no
exception or administration was noted, and in one case the medication was appropriately held
due to low diastolic blood pressure, but the blood pressure was not noted on the MAR.

Cited per WAC 388-78A-2210 (2) Medication Services
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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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From:253 858 4993 07/18/2023 12:23 #460 P.O05/010
09.20.2023 16:008:12 State of MHashington 6/9

STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEAL TH SERVICES
AGING AND LONG-TERM SUFPORT ADMINISTRATICGN
£O Box 99250, Lakewood, WA 98496

Satzment of Deficiencies Eicense # 3084 Compliance Determination # 32447
Fiar of Corection The Lodge at Mallard's Lansing Complation Date
Fage 1 of3 Liceasse: Ons Mallards Landing. LLO CSA82023

You are required to be n compliance at zlt Grrses watly sl licensing faws and reguladons o
mantain your Assisted Living Faeility Scense.

The depardment completad data coliechon for av gnannauncsd ga-site compiaint vestigation
an Q812272023 and 0941472023 of:

The Lodge at Mallard’s Landing
7083 Wagner Way NwW
Gig Harboer, WA 38338

This document references the following compdlaind number{sy 82578 {2688, 85168, 834686

The foliowing sarmple was selected for review durng the urannounced ot-site vist: & of §
current residents and & fremey res dents.

The depamtment staff that investigatad the Assisted Living Facilidy:

Michast Goulet, Complaint inveshigator

From
DSHS, Aging and Lon q Temn Support Administraton
"‘f‘si;}‘e: tigl Care Services, Region 3, Unit D
PO Box BY2A0
Ladswood, WA 964988

As aresult of the on-site visit{s]. the dapantment faund that you are not in complianse with the
§icensmg faws and regulations as stated in the cited defiziencies in e enciased feport

— 1414“ Lo 09/20/2023

R¥sdential Dare Services Date

{ understand that {o maintain an Assisted Living Faciity Scense, the faciity suist Sein
cumpiance with all the kcensing laws and reguiations at adt tines.
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From:253 858 4993 07/18/2023 12:23 #460 P.O0O6/010

89.20.2023 16:00:12 State of Washington 79
Sateraent of Deficiencies Licenss # 2064 Corplinnce Datorminahon # 38447
Pian of Correction The Lodge at Mallard's Landing Completion Date
Pags 2 ot 3 Licensser: One Maliards Lasnding. LLT OBM812027

AdenniSEator (or e preseviatve s L}:n

WAC 388-78A-2210 Medisation services.

{2} The assigted living faciity must ensure the {allowing residents receive their medications as
prescitbed, excent as providas for in WAD 388-T3A-2238 and 388-78A-288

This requirement was not met as evidenced by:

Based ot intapasws gnd record reviews, the Assistert Living Facihty {ALF ) failed to ensurs that 3 of
8 residents (Residents §, 2 and 4) received their medication as ordered. Thae fafiure placed hese
reaidents at nsk of potential harm.

Findings includad ..

Duriisg ar interviews on 82302022 at 11:40am, Facility Administrator {Siaff A) stated that Resident 1
g K1)l not receive px,tv—\tl'ﬁe eg c (Mnaiax mxative medication} as ordered, and that this led {e
3 bowel backaye requiving hospitalization for the resident an 203z

Cuving an interview on 0812 X022 #t 11:40am, Naff A staded that Resident 2 (R2) did acquire a
unnasy fract infection (UTY bladder infection], and that faciity staff believed this was & divect resull of

:

LiTY preventadive e dication {Estradinl vaginal msert) niat being administered by factity staif.

Chuving an stendew on DERG2623 at 11:d90am, SIaff A stated that Resident 4's {R4] dlood pressure
d {

medication was heid by facility staff when the medication should have been adninistered o the
resident,

Record ravdiewd on 82472023 o 7.00am of R t's Medication Adnwndstration Records (MAR] for July
and August 2023 shoveed at RY did ot recetve palvethylene giveal! Miratay on GT/052023
QFAOS/2023, 072023 and $TH1 82023 through BRI /2823 due e this madication ket
unavailable pes ataff nolaton. There was no nctation in the MAR of any action taken by staff in ordes
to secure this medication for the resident or that administrative staff had trean infonmed of this non-
avatiability.

Record review on 082443023 & 7.00am of R2's Medication Adninistration Records (MAR) for July
and August 2023 showed that R2 missed & teial of four doses of theis Estradiol vaginal insent
medication over this trme. One dose on TH0372023 was not givan due to staff nating incorrectly that
only mursing sialf could administer this medization, but there was no indication that sty nursing staff
weere contacted regarding this rmessed fose orthat
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Statement of Deficiencies License #: 2064 Compliance Determination # 28447

Plan of Correction The Lodge at Mallard's Landing Completion Date
Page 2 of 3 Licensee: One Mallards Landing, LLC 09/18/2023
Administrator (or Representative) Date

WAC 388-78A-2210 Medication services.

(2) The assisted living facility must ensure the following residents receive their medications as
prescribed, except as provided for in WAC 388-78A-2230 and 388-78A-2250 :

This requirement was not met as evidenced by:

Based on interviews and record reviews, the Assisted Living Facility (ALF) failed to ensure that 3 of
5 residents (Residents 1, 2 and 4) received their medication as ordered. This failure placed these
residents at risk of potential harm.

Findings Included...

During an interview on 08/23/2023 at 11:40am, Facility Administrator (Staff A) stated that Resident 1
(R1) did not receive polyethylene glycol (Miralax, laxative medication) as ordered, and that this led to
a bowel blockage requiring hospitalization for the resident on [Jjjj/2023.

During an interview on 08/23/2023 at 11:40am, Staff A stated that Resident 2 (R2) did acquire a
urinary tract infection (UT]I, bladder infection), and that facility staff believed this was a direct result of
UTI preventative medication (Estradiol vaginal insert) not being administered by facility staff.

During an interview on 08/23/2023 at 11:40am, Staff A stated that Resident 4's (R4) blood pressure
medication was held by facility staff when the medication should have been administered to the
resident.

Record review on 08/24/2023 at 7:00am of R1's Medication Administration Records (MAR) for July
and August 2023 showed that R1 did not receive polyethylene glycol/ Miralax on 07/05/2023,
07/06/2023, 07/10/2023 and 07/18/2023 through 08/01/2023 due to this medication being
unavailable per staff notation. There was no notation in the MAR of any action taken by staff in order
to secure this medication for the resident or that administrative staff had been informed of this non-
availability.

Record review on 08/24/2023 at 7:00am of R2's Medication Administration Records (MAR) for July
and August 2023 showed that R2 missed a total of four doses of their Estradiol vaginal insert
medication over this time. One dose on 07/03/2023 was not given due to staff noting incorrectly that
only nursing staff could administer this medication, but there was no indication that any nursing staff
were contacted regarding this missed dose or that

*9}ISaM J01B207 3Y3 10} SAVIAISS aJe) [eluapisay Aq pasedald sem Jusawndop syl



From:253 858 4993 07/18/2023 12:24 #460 P.O07/010

09.20.2023 16:00:12 State of Washington 8/9
Stateroeat of Deficencies Licanse # 2064 Cempliance Daterminaton # 28347
Plan of Correction The Lodge at Mailard's Landing Compistisn Date
Pags 3 o3 Licenssen: One Mallards Landing, LLT 0S4 R2023

any other otaff membar subsaquendy administered trs daze. One doss an 072812023 and ane
dose on 9¥73 12023 were muesed due {o the resident being unavailable at the scheduled dme of
adrmirsstraton {once dus 1o & visitor and cnce dus 9 a dentist visit), but there was na indication that
sta¥t attempted to administer the medivation whan the reswient was available. One dose an

ORI 172823 was missed dus § the non-availabity of the megication.

Recard reveew on 03/247 3023 at T:00am of R4's Madicatinn Administration Recards (MAR] for duly
and August 2023 showad that RE nyssed a (otal of seven dosss of Hydralazine (blood pressurs
medicatisn} during August 2023, Go BEMIZH2S and on 932LFZN23, no madication was
administered ag scheduled 8t {.00pm, wills no exceptinn {reasen for non-adminstration] notad, and
no resident dloed pressure noted {as raquired per arder parameters) to ave been {aken by facility
staff. On OHGR/2023 NRAOMIN23, BRMQMAG2S and OB/22/2023 (alf for 1:00pm dosej Rd's
Hydralazine was notad by staff to ke heid due iz admsnistyation being "too close” o & pravious o
subsequernt dogs of the madisaiinn, aithough according 10 the times Hiose excoplinns were nated
th2 astrynistration of the megication would fave been within order pavameters. One goge an
ORINIIG23 was alsa noted as being missed dus 1o p2ing "too close 1o the previous dose,” but this
excaplion was noted aver an hour before (¥ 1:52am) the medication wae scheduled fay being
admirsstered {1:03poy). There was no indication that siaff attempted fo sdministes the medicatien
within the time parametsrs of the osrder as writters

Plan/Attestation Statement
{ hareby cortify thal | have reviowed this report and have takken oy will take active
measures o carect this deficiancy. By taking this aictiony, The Lodge at Maliard's Landing
te or wdll be in cormpiiance with this aw and { oy regulstion on (Dal¥)_)0-25 - 2023

in additian, | wili irppiement a systent to manitor and =nsure condinuad complisnce with
this regquirersent.

(\W 8-25.2023

AdMmiristratar {or Reprasentative) [Ciste
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Statement of Deficiencies License #: 2064 Compliance Determination # 28447
Plan of Correction The Lodge at Mallard's Landing Completion Date
Page 3 of 3 Licensee: One Mallards Landing, LLC 09/18/2023

any other staff member subsequently administered this dose. One dose on 07/28/2023 and one
dose on 07/31/2023 were missed due to the resident being unavailable at the scheduled time of
administration (once due to a visitor and once due to a dentist visit), but there was no indication that
staff attempted to administer the medication when the resident was available. One dose on
08/11/2023 was missed due to the non-availability of the medication.

Record review on 08/24/2023 at 7:00am of R4's Medication Administration Records (MAR) for July
and August 2023 showed that R4 missed a total of seven doses of Hydralazine (blood pressure
medication) during August 2023. On 08/01/2023 and on 08/20/2023, no medication was
administered as scheduled at 1:00pm, with no exception (reason for non-administration) noted, and
no resident blood pressure noted (as required per order parameters) to have been taken by facility
staff. On 08/06/2023, 08/10/2023, 08/19/2023 and 08/22/2023 (all for 1:00pm dose) R4's
Hydralazine was noted by staff to be held due to administration being "too close" to a previous or
subsequent dose of the medication, although according to the times these exceptions were noted
the administration of the medication would have been within order parameters. One dose on
08/02/2023 was also noted as being missed due to being “too close to the previous dose,” but this
exception was noted over an hour before (11:52am) the medication was scheduled for being
administered (1:00pm). There was no indication that staff attempted to administer the medication
within the time parameters of the order as written.

Plan/Attestation Statement
I hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, The Lodge at Mallard's Landing
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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#460 P.O02/010

22

07/18/2023 12

State of Washington

00:12

253 858 4993

From
09.20.2023 16

This document was prepared by Residential Care Services for the Locator website.
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From:253 858 4993 07/18/2023 12:23 #460 P.O0O3/010
09.20.2023 16:00:12 State of Washington 4/9

The Lodge af Mallacd's Landing # 2084

Pemcar: J.Ung
PO Bax 88350
Lakowasd, WA §84%8

i by the Department, after veview of

P proposed correstion J t &,
Have your plan appraved by the Department.

Consultation{s):
in adgiton, the Depariment prosaded cansuitation on the foliowdng aeficiency or deficiencies nat
heted on tht nolared repast.

WAC 388-T8A-22680 Stroring. secuning, and xccounting for medications.

{1} The assisted Iwm\g NS ¢ must secure rnedications for residants who sre not capabls of safely
sto sivig theiy ow n medications.

Marootiv liguwa
thﬁ mm“‘ x%s(:n remsve.. .séia~..ed Nlt?xs‘at\, ;\ rstaff isewa ra“l No ham rasuited from fhas

eahon i tinn had not baen used by the resident. Per faciliy staff, steps r‘aw
t“»at‘ *awn ‘;~ ED3UE Sa0UE storgge of navcstic madications, and for 3§l narcolics fo be deliverad
the facildy kriamper res and tamper Awsmtg ackaging only fie blister pack pilfarm smcs
oniy}. The svidsnee @ v":ssl. bz dld st rise w the wvel of a citaticnn re:sm& to this issue.

-t

<%
i"i»
Ks;
v"{

You Are Not
» Regquired to subrmt & plan of correction for the consulation deficienny or deficiancies stated in
this lefer and notiisted o the enciossd teport.

You May:
» Coantact me for clarification of the definlenay or deficiencias found.

In Addition, You May:
» Reguest an Informal Dispute Resolution DR} review withivy 10 working days after you
renaive this letter. Yaour IDR regue st must include:
o What speofis deficensy or deficiencies you disagras with;
0 W%‘w you disagres with each deficienay; anit
o Whsther you waht an IDR to ocew in-persan, by {efephone or as & papery revisw,

o Send your regusst t'o‘

o

Leg: r* rmznt of Soial and Health Services
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#460 P.O0O4/010

07/18/2023 12:23

253 858 4993

From
09.20.2023 16:00:12

5/9

State of Washington

U84

ding #2

fallard's Lan
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The Lodge a
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if You Have Any Questions

This document was prepared by Residential Care Services for the Locator website.
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