STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 99250, Lakewood, WA 98496

Puyallup Memory Care LLC
Deer Ridge Memory Care Community

3901 5th St SE
Puyallup, WA 98374

RE: Deer Ridge Memory Care Community License # 2578
Dear Administrator:

This letter addresses Compliance Determination(s) 29661 (Completion Date 10/02/2023) and
23322 (Completion Date 05/11/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 10/02/2023
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

corrected:
WAC 388-78A-2210, WAC 388-78A-2210-1, WAC 388-78A-2210-1-a, WAC 388-78A-2210-1-b,
WAC 388-78A-2210-2, WAC 388-78A-2210-2-a, WAC 388-78A-2210-2-b

The Department staff who did the on-site verification:
Carol Gijima, Community Compaint Investigator (NCI)

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

Sincerely,

B ]j@., Lo
Manfay Chan, Field Manager

Region 3, Unit D
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Deer Ridge Memory Care  Provider Type: Assisted Living Facility
Community
License/Cert.#: 2578 Intake ID: 75107

Compliance Determination #: 23322 Region/Unit #: RCS Region 3 / Unit D
Investigator: Marilyn Klotz
Investigation Date(s): 05/02/2023 through 05/11/2023

Complainant Contact Date(s):

Allegation(s):
Family member alleged loved one had been isolated from the rest of the community, and also
alleged loved one did not receive eye drops as prescribed by the provider.

Investigation Methods:

Sample: Total residents: 50
Resident sample size: 7
Closed records sample size: 0

Observations: An observation of Resident 1 on 05/02/2023 at 9:35 a.m. revealed
the resident eating breakfast in the dining area amongst other
residents and staff. The resident was pleasant, and alert to self only.
The resident was not interviewable.

Interviews: A telephone interview with Family Member A on 05/03/2023 at 8:42
a.m. revealed they were concerned that Resident 1 had not received
the prescribed eye drop medication Latanoprost for glaucoma. The
family member went onto state they had noticed staff giving Resident
1 evening eye drops; however, they were not in the same-colored
vial as the previously administered Latanoprost. They revealed they
had confirmed with their family member’s pharmacy and had been
informed the Latanoprost eye drops had only been sent to the facility
in June 2022, and again in March 2023.

Telephone interview with the Staff B contracted pharmacist on
5/2/2023 at 2:50 p.m. revealed the pharmacy had sent Resident 1's
Latanoprost eye drops to the facility on 06/19/2022, and not again
until 03/08/2023. The pharmacist stated each vial of the eye drops
had enough medication for 50 doses, or 25 days. They went onto
state Latanoprost was most often given to patients with glaucoma.
Interview with the Staff C Director of Resident Services on
05/03/2023 at 8:45 a.m. revealed they would have drawn the same
conclusions as the family member regarding Resident 1's eye drops
not being properly administrated by the staff. They stated staff
signage of their initials on the medication sheet confirmed the
medication had been given, and staff
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initials with a circle around the initials indicated the medication had
been held. The Director of Resident Services revealed staff should
have ordered additional eye drops from the pharmacy. They went
onto state he/she had passed medications occasionally, however,
he/she had not been notified by the staff or the family that the
medication had been marked as given, when in fact it appeared the
medication had not been available on the medication cart. They
stated staff should administer medications to the residents per the
physician’s order.

Telephone interview with Staff D Facility Director on 05/03/2023 at
9:11 a.m. revealed they had not been made aware Resident 1's
medication Latanoprost had been signed off by staff as administered
during a time frame where the medication was not in the building.
The Director revealed staff have been instructed to call or fax the
pharmacy when a medication needed to be refilled.

Interview with Staff E Certified Nursing Assistant/Medication
Technician on 05/03/2023 at 10:19 a.m. revealed whenever a
medication was not available to administer to a resident, the staff
should circle their initials, and write a brief explanation on why the
medication was held on the back of the resident’s medication record.
The staff should then complete a medication request and fax it to the
pharmacy and make the nurse aware that the medication had been
ordered. They stated staff had to go through the steps when a
medication needed to be refilled, and staff cannot just mark off a
medication as given if the medication had not been available to give.
They reveled when staff initials were not circled on the medication
sheet, the medication was given to the resident as prescribed by the
provider.

Record Reviews: Admissions records stated Resident 1 was admitted to the facility on
/2022 with diagnoses including | . 2o I
Review of the policy and procedure titled, “Medication Pharmacy
Procedures” no date, stated, “Administering- All drugs will be
dispensed in a manner compliant with the prescribed procedure. The
nurse will be responsible for preparing, administering, and recording
medications. Charting of Medications- The nurse administering the
medication must also assume the responsibility for charting the drug.
Charting medications must be kept current and completed directly
with the administration of the drug.”

Review of the “90 Day Order Form” dated, 05/03/2022, revealed the
initial order for Latanoprost 1 drop to each eye daily.

However, review of the “Routine Orders” revealed staff had
documented the eye drops had been administered to Resident 1
during the months of July through December 2022 and January
through February as well as March 1st through March 7th, 2023.
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Investigation Summary:
Regulatory Requirement- WAC 388-78A-2210- Medication Services



Based on interview, record review, and policy review, the facility failed to receive their
medications as prescribed for 1 of 5 residents (Resident 1). This failure placed the resident at
risk by not receiving medications prescribed for Glaucoma.

Findings included...

Admissions records stated Resident 1 was admitted to the facility on [Jjjjj/2022 with diagnoses
including [ . a2 -

Review of the policy and procedure titled, “Medication Pharmacy Procedures” no date, stated,
“Administering- All drugs will be dispensed in a manner compliant with the prescribed
procedure. The nurse will be responsible for preparing, administering, and recording
medications. Charting of Medications- The nurse administering the medication must also
assume the responsibility for charting the drug. Charting medications must be kept current and
completed directly with the administration of the drug.”

An observation of Resident 1 on 05/02/2023 at 9:35 a.m. revealed the resident eating breakfast
in the dining area amongst other residents and staff. The resident was pleasant, and alert to self
only. The resident was not interviewable.

A telephone interview with Family Member A on 05/03/2023 at 8:42 a.m. revealed they were
concerned that Resident 1 had not received the prescribed eye drop medication Latanoprost for
glaucoma. The family member went onto state they had noticed staff giving Resident 1 evening
eye drops; however, they were not in the same-colored vial as the previously administered
Latanoprost. They revealed they had confirmed with their family member’s pharmacy and had
been informed the Latanoprost eye drops had only been sent to the facility in June 2022, and
again in March 2023.

Review of the “90 Day Order Form” dated, 05/03/2022, revealed the initial order for Latanoprost
1 drop to each eye daily.

Telephone interview with the Staff B contracted pharmacist on 5/2/2023 at 2:50 p.m. revealed
the pharmacy had sent Resident 1's Latanoprost eye drops to the facility on 06/19/2022, and
not again until 03/08/2023. The pharmacist stated each vial of the eye drops had enough
medication for 50 doses, or 25 days. They went onto state Latanoprost was most often given to
patients with glaucoma.

However, review of the “Routine Orders” revealed staff had documented the eye drops had
been administered to Resident 1 during the months of July through December 2022 and
January through February as well as March 1st through March 7th, 2023.

Interview with the Staff C Director of Resident Services on 05/03/2023 at 8:45 a.m. revealed
they would have drawn the same conclusions as the family member regarding Resident 1's eye
drops not being properly administrated by the staff. They stated staff signage of their initials on
the medication sheet confirmed the medication had been given, and staff initials with a circle
around the initials indicated the medication had been held. The Director of Resident Services
revealed staff should have ordered additional eye drops from the pharmacy. They went onto
state he/she had passed medications occasionally, however, he/she had not been notified by
the staff or the family that the medication had been marked as given, when in fact it appeared
the medication had not been available on the medication cart. They stated staff should
administer medications to the residents per the physician’s order.

Telephone interview with Staff D Facility Director on 05/03/2023 at 9:11 a.m. revealed they had
not been made aware Resident 1's medication Latanoprost had been signed off by staff as
administered during a time frame where the medication was not in the building. The Director
revealed staff have been instructed to call or fax the pharmacy when a medication needed to be
refilled.

Interview with Staff E Certified Nursing Assistant/Medication Technician on 05/03/2023 at 10:19
a.m. revealed whenever a medication was not available to administer to a resident, the staff
should circle their initials, and write a brief explanation on why the medication was held on the
back of the resident’s medication record. The staff should then complete a medication request
and fax it to the pharmacy and make the nurse aware that the medication had been ordered.
They
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stated staff had to go through the steps when a medication needed to be refilled, and staff
cannot just mark off a medication as given if the medication had not been available to give.
They reveled when staff initials were not circled on the medication sheet, the medication was
given to the resident as prescribed by the provider.

Staff F Medical Provider was left a message for a callback on 05/03/2023 at 12:30 p.m.
however, the provider did not call back.

Based on observation, interview, and record review, the allegation that the resident was placed
into isolation was unsubstantiated The resident was part of an Elopement Drill, and was never
isolated by self.

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

(] NA
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May. 30. 2023 4:36PM Deer Ridge Memory Care No. 0017 P 3

STATE OF WASHINGTON
DEPARTMENT QF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINIGTRATION:
PO Box 99250, Lakewood, WA 98456

Statemeérnit.of Déficioncios Licénsea # 2578 Coiipliarica Detérmination #.23322
Plan of Corractian Daat Ridge Memaory Gane Communily ‘Completlon Dats
Page.1 of & Licensee: Puyallup. Memory Care LLC 05/41/2023

You are required to be in compliance at all times with all licensing laws and regulatlons to
maintain yaur Assistad Living Facilily licanse,

The department completed data collection for an unannoynced on-site camplaint Invastigation
on 05/02/2023 and 05/11/2023 of:

Deer Ridge Memory Care Community
3901 6th 8t-SE
Puyaliup, WA 98374

This document references the followifg complaint number(s); 75107

The following sample was salacted for review during the unannounced on-site visit: 7 of 60
cuirent residents and 0 former regidents,

The department staff that investigated the-Assisted Living Facility:

Marilyn Kotz

Rebecca Kane, Regional Administrator
Jody Just, Fleld Services Administrator
Curtis Bruer Jr

Sheila Scott

From:

DSHS, Aging and Long-Term Support. Administration
Resldentlal Care Services, Region 3, Unlt D

PO Box 96250

Lakewood, WA 93496

As a rasult of the on-gite visit(s), the department found that you are not in compliance with the
llvensing laws and regutations &s stated inthe oited deficiencies i the enclosed report.

W £ 2 s1i8102

R_és_idenfial Gare Services ' ' Date
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May. 30. 2023 4:36PM Deer Ridge Memory Care No. 0017 P 4

Statement. of Deficiepcies License #: 2578 Compliance Determination # 23322
Plan of Gorreatlon Peer Rldge Memary Care Communily Completion Date
Page 2 of 5 Licengee: Puyallup Memory Care LLG 05/11/2023

.................................................................................................................................................................

| understand that to maintain an Assistéd Living Facility license, the faclity must be in
ppmpliangs with all (he licensing laws and regulations at all limes.

S/l A

Date

(a) Maet the requirements of chapter 89,41 RCW Legend drugs Prascription drugs, and other
applicable statutes and administrative rules; and

(b) Develop and implement systems thal suppart and promote safe medication service for gach
resicent,

(2) The asslisted living facility must ensure the follewing residents receive their medications as
prescribad, axcapt as provided for In WAC 3BB-78A-2230 and 388-73A-2250) ;

{a) Each resident who requires medication assistance and his or. her negotleted service agreeiment
indicates the -assisted living facility will provide medication agslstance; and

(b) IFthe: assisted living facility provides medication administralion services, each resident who
requiras medication administration and his or har negottated service agreement indicates the
agslgted living facility will provide medication administration,

This requirernent was not met as évidenced by:

Based ohinterylew, record review, and policy raview, the

facility falled to receive their medications as prascribed far 1 of b residents
{Residént 1}, This failure placed the resident at fisk by hot réceiving
medications as prescribed for Glaucoma.

Findings ineluded...
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May. 30. 2023 4:37PM Deer Ridge Memory Care No. 0017 P. 5

Statament.of Deflclenclos License #: 2576 Compliance Determinalion # 23322
Plan of Correation Deer Rldge Memary Care Community Completion Date
Page 3 of 5 Licensee: Puyallup Memory Gare LLC 05/11/2023

.................................................................................................................................................................

Adniisslons records stated
Resiﬂ1 was admitted to the facility on [JlJ2022 with diagnones incluging

and.

Review of the policy and

procedura titted, “Medication Phafmacy Procedures” no date, stated,
“Administering- All drugs will he dispensed in a mannar compliant with the
prescribed procedure. The nurse will be responsible for preparing,
administering, and recording medications. Charting of Medications- The nurse
administering the medication must also assume the responsibility for charting
the drug. Charting medieations must be kept current and completed direclly with
the gdministration of the drug.”

An observation of Resident

1 on 05/02/2023 -at 9:36 a.m, revealed the resident eating bredkfast in the
dining arqg amongst othar residente and ataff. The resldent was pleasant, and
alert to self only. The resident was not Interviewable,

A telephone interview with

Family Member A on 05/03/2023 at 8:42 a.m. revealed they were.concerned that
Resident 1 had nat received the prescribed eye drop medication Latanpprost for
glaucoma, The family membei went onta state they had noticed staff giving
Resident 1 evening eye drops; however, thay were not in'the same-colored vial
as the previously administered |.atanoprost. They revealed they had confirmed
with their family member’s pharmacy and had been informed the Latanoprost eye
drops had only been sent to the facility in June 2022, and again in March 2023.

Review of the "90 Day
Qrder Form” dated, 05/03/2022, revealed the initial order for Latanoprost 1
drop to-each eye daily.

'3}ISgaM 1018207 83U} 10} SIIAIDS Je) |eljuapIsay Aq paledald sem Juswindop siyL



May. 30. 2023 4.37PM Deer R‘idge Memory Care No. 0017 P. 6

Statemeni-of Deflciepcles License #: 2678 Compliance Dgtarminalion # 23322
Plan of Correction Deer Ridge Memory Care Community Completion Date
Page 4 of 5 Licengee: Puyallup Mamory Care LLC 05/11/2023

.................................................................................................................................................................

Telephone interview with A

the Staff B contracted pharmacidh on 5/2/2023 at 2,50 p.m. revedléd |he
pharmacy had sent Resident 1's Latanoprost eys drops to the. facility on
06/19/2022, and not again until 03/08/2023: The pharmaaist stated each vial of
the eye drops had enough medication for 50 doses, or 25 days, They went onto
state Lalanoprost was most often glven to patlents with glaucoma.

Review af the

‘Routing Orders” revealed staff had documented the eye drops had heen
adminlstered to Resident 1 during the months of July through December 2022 and
January through February as well as March 1st through Mareh 7th, 2023

Interview with the Staff C

Diractor of Resident Saervices on §5/03/2023 at 8:45 a.m. revealad thay waquld
have drawnthe same concluslons as.the family member regarding Resldent 1's eye
drops not being properly administrated by the.staff. They stated staff signage

of their initials on the medication sheet confirmed the medicatian had been

glven, and $taff initials. with a circle around the tnitlals indicated the

medication had been held. The Director of Resident Services revegled staff
should have ordered additional aye drops from the pharmacy, They went ante
state he/she hatl passed medicationia occasionally, however, he/shie had not been
notified by the statf or the family that the medicalion had been marked as

given, when in fact it appeared the medication had nat heen available on the
medication cart. They stated staff should-administer medicatlons to the

resldents per the physiclan’s order.

Telephione interview with
Staff 0 Facility Director on 05/03/2023 at 9:11 a.m: revealed thay had not heen
made aware Residant 1’8 medication Latanoprost-had been signed off by staff as
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May. 30. 2023 4:37PM Deer Ridge Memory Care No. 0017 P. 7

Statement.of Deficiencles License #: 2678 Compliance Determinalion # 23322
Plan of Correation Deer Ridge Memory Care Community Completion Date
Page 5 of & Licensee: Puyallup Memory Gare LLC 05/1172023

adminlstered during a time ftame where theé medlcation was not In the buildirig.
The Direclor revealed staff have been instructad lo call or fax the pharmacy
when a medication needed to be refilled.

Interview with Staff E

Certlfied Nursing Assistant/Medicatlan Technlclan on 05/03/2023 at 10:19 a.m.
revealed whenever a medication was not available ta administer to « resident,
the staff should circle their initials, and write a brief explanation on why

the madication was held on the back of the resident’s medication racord. Tha
staff should then complete a medieation request and fax it to the pharmacy and
make the nurse aware (hat the medication had been orderad, Thay stated staff
had to go through the steps when a medication needed to be refilled, and staff
cannot just mark ofi a medication as glven If the medication had not bean
availaple to giva. They reyveled when staff initials were nof circled on the
medlcation sheet, the medication was glven te the resldent as prescribed by the
provider.

Staff F Medical Provider
was left a message far a callback on 05/03/2023 at 12:30 p.m: however, the
pravider did nol eall back.

Plan/Altestation Statemept
| hereby certify that | have reviewed this report and have taken or will take actjve
measures to correct thig deficiency. By taking this action, Deer Ridge Memory Care

Communlty Is. Il pa In.compliance with this law and / or regulation on
(Date) : .

In addition, | will implerment a system to monitor and ensure continued comr.?lianca with
this requirement.

Administeatar (Or R'epresentaﬂve)%mﬂ/é /% Date 5 / (p 33
|
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