STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

Greenlake Management Ocean Shores, LLC

Ocean Shores Assisted Living
4441 W. Airport FWY Ste 160
Irving, TX 75062

RE: Ocean Sh’,o“re;s Assisted Living License # 2615
Dear Administrator:

“This letter addresses Compliance Determination(s) 25589 (Completion Date 06/21/2023) and
22436 (Completion Date 04/26/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 06/21/2023
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-2240, WAC 388-78A-2140, WAC 388-78A-2140-1, WAC 388-78A-2140-1-a,
WAC 388-78A-2140-1-a-i, WAC 388-78A-2140-1-a-ii, WAC 388-78A-2140-1-a-iii, WAC 388-
78A-2140-1-b, WAC 388-78A-2140-1-c, WAC 388-78A-2140-1-d, WAC 388-78A-2140-1-¢,
WAC 388-78A-2140-2, WAC 388-78A-2140-2-a, WAC 388-78A-2140-2-b, WAC 388-78A-2140-
3, WAC 388-78A-2140-4, WAC 388-78A-2140-5, WAC 388-78A-2140-6, WAC 388-78A-2260,
WAC 388-78A-2260-2, WAC 388-78A-2260-2-a, WAC 388-78A-2260-2-b, WAC 388-78A-2371,
WAC 388-78A-2371-1, WAC 388-78A-2371-2, WAC 388-78A-2371-3, WAC 388-78A-2371-4,
WAC 388-78A-2120, WAC 388-78A-2120-3, WAC 388-78A-2120-3-b, WAC 388-78A-2120-4,
WAC 388-78A-2600, WAC 388-78A-2600-2, WAC 388-78A-2600-2-f, WAC 388-78A-2600-2-I,
WAC 388-78A-2210-1-b, WAC 388-78A-2210-2, WAC 388-78A-2210-2-a, WAC 388-78A-2210-
2-b, WAC 388-78A-2210-1, WAC 388-78A-2210-1-a, WAC 388-78A-2210

The Department staff who did the on-site verification:
Paul Aube, ALF NCI

If you have any questions, please contact me at (253)254-3190.

Sincerely,
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Ocean Shores Assisted Living # 2615
06/21/2023

Page 2 of 2

Corey Crunersa

Cory Cisneros, Field Manager
Region 3, Unit E

Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Ocean Shores Assisted Provider Type: Assisted Living Facility
Living

Llcens.eICert.#: 261§ . Intake ID: 77814

Compliance Determination #: 22436 Region/Unit #: RCS Region 3 / Unit E
Investigator: Paul Aube

Investigation Date(s): 04/12/2023 through 04/26/2023

Complainant Contact Date(s):

Allegation(s):

1. Resident/Patient/Client Neglect: Public allegation of facility not administering medications as
per the resident's negotiated service agreement.

2. Administration/Personnel: Public allegation of facility failing to pay for medications, resulting
in residents going without prescribed medications.

Investigation Methods:

Sample: Total residents: 53
Resident sample size: 5
Closed records sample size: 0

Observations: Residents
Activities
Dining
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Interviews: Nursing staff
Residents
Management
Pharmacy Representatives

Record Reviews: Medical records
Facility policies
Incident Logs
Disclosure of Services
Care Plans
Progress Notes
Medication Administration Records

Investigation Summary:

1. Resident/Patient/Client Neglect: Facility failed to follow policy and procedure of re-ordering
medications, which resulted in resident's missing their scheduled medications. Failed practice
identified.
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2. Administration/Personnel: Facility helping to facilitate with residents and their physicians to
provide alternative medications as able. Facility not required to pay for resident's medications.
No 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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Residential Care Services
Investigation Summary Report

Provider/Facility: Ocean Shores Assisted Provider Type: Assisted Living Facility
Living

Llcens.eICert.#: 261§ . Intake ID: 78567

Compliance Determination #: 22436 Region/Unit #: RCS Region 3 / Unit E
Investigator: Paul Aube

Investigation Date(s): 04/12/2023 through 04/26/2023

Complainant Contact Date(s):

Allegation(s):
1. Quality of Care/Treatment: Public report of medication errors occurring in the facility.

2. Dietary Services: Public report of facility serving left-overs for lunch, at the dinnertime hour.

Investigation Methods:

Sample: Total residents: 53
Resident sample size: 5
Closed records sample size: 0

Observations: Residents
Activities
Dining
Resident rooms
Staff to resident interactions
Resident to resident interactions
Medication administration

Interviews: Nursing staff
Residents
Management
Pharmacy Representatives

Record Reviews: Medical records
Facility policies
Incident Logs
Disclosure of Services
Care Plans
Progress Notes
Medication Administration Records
Menus

Investigation Summary:

1. Quality of Care/Treatment: Facility staff observed to "pre-pour" medications, and deliver
multiple resident medications at one time. Facility failed to investigate the med
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error when became aware, failed to notify the physician, and failed to monitor the resident for
adverse reactions to medications. Failed practice identified.

2. Dietary Services: Facility providing non-repeating main dishes, and offering alternate choices
per resident wishes. No 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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1.09.2023 15:24:40 State of Washington

STATE OF WASHINGTON
DEPARTMENT OF SOCTAL AND HEALTH SERVICES
AGING ANCI LGNIS-TERE SUPPORT ABMINIGTRATION:
§639. Capitol Bivef SW, Floor 1or 1, Tumwater, WA 58507

Stateinent. af Defieiendins: Licénse # 286156 - Ciinplidrice Detdrmination #2243

Plan of Correation Qeean 8hores Assigled Living ‘ G.o‘mpleilon Date
Page1 of 26 © Licensee: Greenfake Management Ocesn Bhores, LLC: 04/251202%

You are required to be in compliance at:all times with all llcensing laws and regulations to
maintain your Assistéd Living Facility licgénse,

The department pompleted data collection fur an unannounced, on-site camplaint investiyation
on 04/12/2023 and Q4/12/2023 of! '

Ocean Shores Assisted Living
1020 Catala Averiue SE
Qcean Shdies, WA 98569

THis dacument referencies the following complaint numberi(s); 77814, 78567
The following sample was .selected for review during the unannounced on-gite. visit: 5 of 53’

current residents and O former residents.

The department staff that lnvestigated the-Assisted Living Facility:

Paul Aubg, ALF NCI

From: :

D8HS, Aging and Long-Term Support Administratien
Residential Care Services, Region 3, UnitE-

6639 Capitol Blvd SW., Floor 1or 1

Tumwater, WA 98501

As & tesuit-of the on-site visit(s), the department found that yéu‘ are not irt compliance with the
licensing laws and reguiations as stated in the cited deficiencies in the enclosed report.

) ) .
C? Lanarsa. 05/09/2023
‘Residential Care Services. “ Date

| undarstand that to maintain an Asslsted Living Facllity license, the facifity must be In
sompliance with all the licensing laws: and regulations at all times.
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
6639 Capitol Blvd SW, Floor 1or 1, Tumwater, WA 98501

Statement of Deficiencies License #: 2615 Compliance Determination # 22436
Plan of Correction Ocean Shores Assisted Living Completion Date
Page 1 of 25 Licensee: Greenlake Management Ocean Shores, LLC 04/26/2023

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
on 04/12/2023 and 04/12/2023 of:

Ocean Shores Assisted Living
1020 Catala Avenue SE
Ocean Shores, WA 98569

This document references the following complaint number(s): 77814, 78567

The following sample was selected for review during the unannounced on-site visit: 5 of 53
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Paul Aube, ALF NCI

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 3, Unit E

6639 Capitol Blvd SW, Floor 1or 1

Tumwater, WA 98501

As a result of the on-site visit(s), the department found that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.

Residential Care Services Date

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all times.
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May. 23. 2023  3:09PM Brookdale No. 2807 P 2/2

1.09.2023 15:24:40 State of Washington
Statement of Deficlanciys’ License #; 2618 Compliance Patarniination #:2243¢
Plan of Correatlon Qeean Shores Aasistad Living ‘Corplation Date
Page2 of25 Ligensee: Graarlaks Management, Ooesn Shores, LLE 0412812023

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

v /2323

Administrator éz Rapres:emtaﬁva% 3 d,%T

WAC 388-7BA-2240. Nandvailability of medicdtions. When the assisted llving facility has
gssumed rasponslbility for obtaining a resident’s prescribed medications, the assisted living
facility raust gbtain them in a carrect and timely manner.

This requirement was nat met a4 evidenced by:

Baped on record review and interview, the facliity failed to obfain medjcatipne in a.timely manner-for
& of & sample residents (Resident 1 (R1), Resldent 2 (R2), and Résldent B.(R3)) reviewed. This
failure causéd R1, Rz, and R3to not recsive their medications in 8 timely manner, which resulfed In

Flrndings incluged,..

Review of the faxility "Med Room Workflow” pelicy; (a8t reviewed on 08/10(2021,.under "Refills”
steted, “Itis the raspongibillty of every staff member involved with medications to ansure the
medications are ordered appropriately. Medications are ordered at least 7 days. before runniog oul
{more days may be needed when needed due to difficult or mall orgder pharmacles, upcoming
holidaysiweekends, and controlied substances).” “Each shit the Nurse/Med Tdch [ata follow through
wilh refills pending (re-fax, call pharmacy, calf family.ete.).”

=R1»
Review of R1's face sheet showed that the resident was aumitted ta the facility on [JJiji2004.

. Review of R1's Medication Adminisiration Reoord (MAR) for March of 2023, and.April of 2023,
showed that the restdant had the following misséd medicaticr doses:
»03/29/2023: Multivitarhing Men's 50+ Tab (tablet): Under the “Excaptions” section it listed thg,
regson for the missed dose as “Medlcation requiras refill autharization PCP nolified.” Under the
“Notes” for that missed dose, it stdted, "Med not:harsa.”

*03730/2023; Multivitamins. Meris 50+ Tab Under the "Excieplions” section it listed the reason for'the
mizged dose as “Physically unabla to take.” Under the "Netes” for fhat missed dose, it slated, “mad
net here.” .

+04/05/2023: Atorvastatin (men:llcaﬂon Tor-cholesterol) 80mg (miligrams) tab: Under the "Exceptiong”™
sectlonit listed the reason for the missed dose.as "Physically Unable to take." [fndar the*notes” for
that missed dose, it stated, "Have not recelvad medicanon from
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Statement of Deficiencies License #: 2615 Compliance Determination # 22436

Plan of Correction Ocean Shores Assisted Living Completion Date
Page 2 of 25 Licensee: Greenlake Management Ocean Shores, LLC 04/26/2023
Administrator (or Representative) Date

WAC 388-78A-2240 Nonavailability of medications. When the assisted living facility has
assumed responsibility for obtaining a resident's prescribed medications, the assisted living
facility must obtain them in a correct and timely manner.

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to obtain medications in a timely manner for
3 of 5 sample residents (Resident 1 (R1), Resident 2 (R2), and Resident 3 (R3)) reviewed. This

failure caused R1, R2, and R3 to not receive their medications in a timely manner, which resulted in
missed doses of their prescribed medications and placed residents at risk for medical complications.

Findings included...

Review of the facility “Med Room Workflow” policy, last reviewed on 08/10/2021, under “Refills”
stated, “It is the responsibility of every staff member involved with medications to ensure the
medications are ordered appropriately. Medications are ordered at least 7 days before running out
(more days may be needed when needed due to difficult or mail order pharmacies, upcoming
holidays/weekends, and controlled substances).” “Each shift the Nurse/Med Tech is to follow through
with refills pending (re-fax, call pharmacy, call family etc.).”

<R1>
Review of R1’s face sheet showed that the resident was admitted to the facility on [Jjjjjj/2004.

Review of R1’s Medication Administration Record (MAR) for March of 2023, and April of 2023,
showed that the resident had the following missed medication doses:

+03/29/2023: Multivitamins Men’s 50+ Tab (tablet): Under the “Exceptions” section it listed the
reason for the missed dose as “Medication requires refill authorization PCP notified.” Under the
“Notes” for that missed dose, it stated, “Med not here.”

+03/30/2023: Multivitamins Mens 50+ Tab Under the “Exceptions” section it listed the reason for the
missed dose as “Physically unable to take.” Under the “Notes” for that missed dose, it stated, “med
not here.”

+04/05/2023: Atorvastatin (medication for cholesterol) 80mg (milligrams) tab: Under the “Exceptions”
section it listed the reason for the missed dose as “Physically Unable to take.” Under the “notes” for
that missed dose, it stated, “Have not received medication from
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1,09.2023 15:24:40 State of Washington

Statement of Deficiencies' Ltcense #: 2818 Camphiance Petermination #:22438
Plan of Cavreation Ocean Shores Assisted Living ‘Completion Date
Page 3 of25 Lisensee: Graanlake Management, Ooean Shores, LLG 04/28/2023

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

pharmacy.”

jﬂdﬁ 1/2023 Lantus (insulin medlca_tlon.w freat diabetes) 100U/ mI (milliliters) Vial: Under the
*Exceptions” section it listad the reason for the missed dose as “Physically urable 1o take.” Under
~ the "Notes™ for that missed dose, it stated, “Have not received medication from pharmacy.”

»04/12/202:3; Lantus 10QUmI Vial. Under the "Exceptions” section it listed the reason for the
missed dose .as "Physically unable to.take.” Under tha "Notes” for that missed dose, it stated, "Stilf
waiting-on pharmagy Delivery.”

Review of R1's Medication Re-Orger History in their medical record showed that the facility had the
following re-orders:

Multivitaming Men's 50+ Tab: Medication was re-ordered by the facility on 03/26/2023 at 4:28AM.
~Atorvastatin 80mg Tab: Medication was re-ardered by the facility en 04/04/2023 at 4:13AM.
<Lantus 100U/1m! Vigl: Medication was re-grdered by the facility orr 04/01/2023 at 4:19PM, The.
record showed the facliity re-ordered the medication again on 4/1172023 at 4;57PM, however no
follow-up was completed ta ensure the medicationiwas ¢h slte after the jnitial -orderln.g ‘an
D4/01/2023.

<R2>
Rexlew of R2's face sheet shawed that the resldent. was admitted fo the facility on [l 2020

Review of R2's MAR for March of 2023, and April af 20283, showed that the resident had the
following missed medication doses:

«04/06/2023: Buspirone {medigation to treat anxiety) 10mg Tab. Under the "Exceptions” section it
{lsted the reason for the missed dpse as “Physically Uneble-to take.” Undar the “Nates” for that
missed dosé, It stated, "Waiting on Pharmaoy."

+04/1172023: Acetaminophen (pain rellef medication) 500mg Caplet Under the “Exceptions” sectior it

Jisted the reason for the missed dose as "Physically Unable to take.” Under the "Notes” for that
missed.dose, it stated, “No meéds in overflow, reordered.”

+04/1212023; Allopurinol (acid rédudiiig madication) 300hig Tab. Under the ‘Excéptions” section it
listed the teason for the missed dose as “Physleally Unable.lo take.” Under the "Notes” for that
missed dose, It statad, “Wailing on Pharmacy Delivery.”

Review of R2's Medication Re-Order History in their medical record, showed that the facility had the
following re-ordérs:

Buspirone 10mg tab: Medication was re-ordered by the facility oy 03/26/2023 &t 8:08PM. The
recard showed the faciilty received a status code :of “Rejected” on Q4/06/2023at 7:

4
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Statement of Deficiencies License #: 2615 Compliance Determination # 22436

Plan of Correction Ocean Shores Assisted Living Completion Date
Page 3 of 25 Licensee: Greenlake Management Ocean Shores, LLC 04/26/2023
pharmacy.”

+04/11/2023: Lantus (insulin medication to treat diabetes)100U/1ml (milliliters) Vial: Under the
“Exceptions” section it listed the reason for the missed dose as “Physically unable to take.” Under
the “Notes” for that missed dose, it stated, “Have not received medication from pharmacy.”

*04/12/2023: Lantus 100U/1ml Vial. Under the “Exceptions” section it listed the reason for the
missed dose as “Physically unable to take.” Under the “Notes” for that missed dose, it stated, “Still
waiting on pharmacy Delivery.”

Review of R1’s Medication Re-Order History in their medical record showed that the facility had the
following re-orders:

*Multivitamins Men’s 50+ Tab: Medication was re-ordered by the facility on 03/29/2023 at 4:28AM.
«Atorvastatin 80mg Tab: Medication was re-ordered by the facility on 04/04/2023 at 4:13AM.
<Lantus 100U/1ml Vial: Medication was re-ordered by the facility on 04/01/2023 at 4:19PM. The
record showed the facility re-ordered the medication again on 4/11/2023 at 4:57PM, however no
follow-up was completed to ensure the medication was on site after the initial ordering on
04/01/2023.

<R2>
Review of R2’s face sheet showed that the resident was admitted to the facility on [JJjjjj/2020.

Review of R2's MAR for March of 2023, and April of 2023, showed that the resident had the
following missed medication doses:

*04/06/2023: Buspirone (medication to treat anxiety) 10mg Tab. Under the “Exceptions” section it
listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for that
missed dose, it stated, “Waiting on Pharmacy.”

*04/11/2023: Acetaminophen (pain relief medication) 500mg Caplet Under the “Exceptions” section it
listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for that
missed dose, it stated, “No meds in overflow, reordered.”

+04/12/2023: Allopurinol (acid reducing medication) 300mg Tab. Under the “Exceptions” section it
listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for that
missed dose, it stated, “Waiting on Pharmacy Delivery.”

Review of R2’'s Medication Re-Order History in their medical record, showed that the facility had the
following re-orders:

*Buspirone 10mg tab: Medication was re-ordered by the facility on 03/26/2023 at 8:08PM. The
record showed the facility received a status code of “Rejected” on 04/06/2023 at 7:
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1.09.2023 15:24:40 State of Washington
Btatement of Deficiencies' License #: 2618 Compliance Patermination 092438
Plan of Correction Ocean Shores Assisted Living ‘Completion Date
Page 4 of 25 Lizensee: Grearilake Management Ocean Shores, LLE 04/28/2023

B D R T

AGPM stating, “Falled! Phaimacy Réjected — Refill 166 soon.”
-Allopurine} 300mg Tab: Medicafion was re-ordered by the facility on 04/12/2023 at 8:44AM.
*There was no Medication Re-Order History for Acetaminephen 500mg Capilet.

<R3>
Review of R3's face sheet showed that the resident was admitted to the facility on [JJz022.

Review of R8's MAR for March of 2023, and April of 2023, showed fhat the residerit had the.
following missed doses:

<03/08/2023: SulfaTrimeth (antibiotic to. treat infections) DS 800-160mg Tab:. Under the "Exceptions”
section it listed the reason for the missed dose as “Physically Unable to take." Under the “"Notaes” for
that missed dase, it stated, "Mead net delivered,”

~03/08/2023: SulfaTrimeth Q& 800-160mg Tab. Under the "Exceptions” sectior it listed the reasen

for-the migsed dose as "Physically Unable fo take.” Under the "Nofes" for fhiat missed dose; i statad,

*Med no here."

~08/09/20283: Vitamin D3 10000 (units). Under the “Exceptions” section it listed the reason for the
missed dose as "Physically Unable to take." Under the “Notas” for that mlssed dose, it stated, “Med
not here,"

Revlew of RZ's Medication Re-Ordar History in their medical récdrd, showed that the facility had the
following re-orders:

“Vitamin D3 1000U Cap: Medication was: re-ordered hy the pharmacy on 03/05/2022 at 1: T0PM
*There was np Medication Order History provided for SulfaTrimeth DS 800-180mg Tab,

During an interview with the $taff A, the Health Serviges Direclor, on 04/12/2023 'at 12;56PM, when
asked what thelaxpectation of staff is regarding medication re-ordering; they stated thelr
expectation of staff Is o re-order a medication when there fs 7 days left of a medication, Staff A
stated that'this is currently & problam in the:facility, and that they are working on re-educating staff to
ensure this pracess is followed, ,

Plan/Attestation Statement:

I hereby certify that | have reviewed thig réport and have teken orwill take active
measures to correct this deficiency. By taking this action, Ocean Shor &s /& s/sted meg is
ar-will be in compliance with this law and / er regulation an (Date),

In addition, | wiltimpléient & systém. to foriitor' and ensure coptifud complidncé with
this requirernent.

5
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Statement of Deficiencies License #: 2615 Compliance Determination # 22436
Plan of Correction Ocean Shores Assisted Living Completion Date
Page 4 of 25 Licensee: Greenlake Management Ocean Shores, LLC 04/26/2023

33PM stating, “Failed: Pharmacy Rejected — Refill too soon.”
Allopurinol 300mg Tab: Medication was re-ordered by the facility on 04/12/2023 at 6:44AM.
*There was no Medication Re-Order History for Acetaminophen 500mg Caplet.

<R3>
Review of R3's face sheet showed that the resident was admitted to the facility on [Jjjj2022.

Review of R3’s MAR for March of 2023, and April of 2023, showed that the resident had the
following missed doses:

+03/08/2023: SulfaTrimeth (antibiotic to treat infections) DS 800-160mg Tab. Under the “Exceptions”
section it listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for
that missed dose, it stated, “Med not delivered.”

+03/09/2023: SulfaTrimeth DS 800-160mg Tab. Under the “Exceptions” section it listed the reason
for the missed dose as “Physically Unable to take.” Under the “Notes” for that missed dose, it stated,
“Med no here.”

+03/09/2023: Vitamin D3 1000U (units). Under the “Exceptions” section it listed the reason for the
missed dose as “Physically Unable to take.” Under the “Notes” for that missed dose, it stated, “Med
not here.”

Review of R2’'s Medication Re-Order History in their medical record, showed that the facility had the
following re-orders:

*Vitamin D3 1000U Cap: Medication was re-ordered by the pharmacy on 03/05/2023 at 1:10PM
*There was no Medication Order History provided for SulfaTrimeth DS 800-160mg Tab.

During an interview with the Staff A, the Health Services Director, on 04/12/2023 at 12:56PM, when
asked what their expectation of staff is regarding medication re-ordering, they stated their
expectation of staff is to re-order a medication when there is 7 days left of a medication. Staff A
stated that this is currently a problem in the facility, and that they are working on re-educating staff to
ensure this process is followed.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Ocean Shores Assisted Living 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.
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1,09,2023 15:24:40 State of Washington

Statgment of Deficiencies’ . Ligense#: 2618 Compliance Determination #:22436
Plan of Coerrection Ocean Shores Assisted Living. ‘Completion Date
Page§ of 25 Licpnsee: Greanlake Management, Ovean Shores, LLG . 04/2B2023
« <- N N / /
bbe) O Mi& /8 Z_Q, 2
Administrator (or Representative) Dafe

WAG 388-7BA-2140 Negotiated service agresment contents. The assisted living facility must
develop, and dosument in the resident's' recard, the agreed upon pldn to address and support
each resident's assessed capabilities, needs and preferences, incjuding the following:

(1) The care and services necessary to meet the resident's needs lnclud'rng'

(8) The plan to monitor the resident and-address interventions for current risks ta the resident's
health and safety that were ideritified In 6re or more of Yha following:

{i) The resident's preadmissian assessment;
(Iiy The resident's full assessments;
{ili) On-~gelng assessments of the resident;

{b) Thiz plan to provide assistance with activities of daily living; if provided by the.assisted living
facilify;
(c);';fha' plan to provide necessary intermittent. nursing services, if provided by the assisted living
facllity,

{d) The plan to provitde necessary health suppar-t -szenvices, if provided by the assisted Jiving facllity,

(&) The resident's preferences for how' sérvices will be provided, supported ahd accommodated by
the assisted living facility.

(2) Clearly definéd respective rolés and responslbmtles of the resigent, the: asslsted living facility
staff, and resident's family or other significant parsons in meetihg the resident's.needs and
preferences. Except ad spacified In WAC 388:-78A-2200 arid 388-78A-2340 (5), if.a person other
than d caregiveris to be respongible for providing care ar services fo thé resident inthe assisted
living facility, the-assisted living facility must specify in the negetiated service agreement an alternate
plan for providing ¢are or service to the resident in the event the necessary services are nat
provided. The assisted living facility may develpp an ajternate plan:

{a) Exclusively for the indjvidual resident; ar
(k) Based an standard palicies and preceduras in the assisted living facility provided that they are

consistent with the reasanable accommodation requirements of sfate and federal law.

(3) The times séfvices: will be-dellvered, lncludrhg frequency and approxlmate time of day, as
appropriate;

{4) The resident's preferences for activities and how those. preferences will be supparted;
(8) Appropriate behavioral interventfons, if needed;

{8) A cammunication plan, if special communication needs are bresent;

b
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Administrator (or Representative) Date

WAC 388-78A-2140 Negotiated service agreement contents. The assisted living facility must
develop, and document in the resident's record, the agreed upon plan to address and support
each resident's assessed capabilities, needs and preferences, including the following:

(1) The care and services necessary to meet the resident's needs, including:

(a) The plan to monitor the resident and address interventions for current risks to the resident's
health and safety that were identified in one or more of the following:

(i) The resident's preadmission assessment;
(ii) The resident's full assessments;
(iii) On-going assessments of the resident;

(b) The plan to provide assistance with activities of daily living, if provided by the assisted living
facility;

(c) The plan to provide necessary intermittent nursing services, if provided by the assisted living
facility;

(d) The plan to provide necessary health support services, if provided by the assisted living facility;

(e) The resident's preferences for how services will be provided, supported and accommodated by
the assisted living facility.

(2) Clearly defined respective roles and responsibilities of the resident, the assisted living facility
staff, and resident's family or other significant persons in meeting the resident's needs and
preferences. Except as specified in WAC 388-78A-2290 and 388-78A-2340 (5), if a person other
than a caregiver is to be responsible for providing care or services to the resident in the assisted
living facility, the assisted living facility must specify in the negotiated service agreement an alternate
plan for providing care or service to the resident in the event the necessary services are not
provided. The assisted living facility may develop an alternate plan:

(a) Exclusively for the individual resident; or

(b) Based on standard policies and procedures in the assisted living facility provided that they are
consistent with the reasonable accommodation requirements of state and federal law.

(3) The times services will be delivered, including frequency and approximate time of day, as
appropriate;

(4) The resident's preferences for activities and how those preferences will be supported;

(5) Appropriate behavioral interventions, if needed;

(6) A communication plan, if special communication needs are present;
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This reéquirement was not met as évidericed by

Baged on record review and interylew, the facility failed to develop and documerd necesgary .
infarmation iri the resident negotiated senvice agreement to suppert each resident's

assessed needs . and preferences far 5of 5 sample resigents (Resldent 1 (R1), Resident 2
{R2), Residert 3 (RS), Resident 4 (R4), and Resident 6 (R5)) reviewed, This failure places all
§ residents, and all other residents In the facility-at-risk of notreceiving the negotiated

care frorm ihe facility as per ther agreement.

Findings Included.,,

<R1> '
Review of R1’s face shaat showad that the resldent was admitted 1o the facllity an
-l2004

Review of R1's Negotiated Service Agreement, last reviewed on 07/16/2022, showed the
resident'daes not wear dentures, is independent with ambulation, dogs: not wear glasses or
hearirg aidg, and is on 4 regulardiet.

Under Activities of Daify Living (ADL’s) it listed "Assistance provided by Caregivers,” and
listed the following categories:

° Urider the "Bathing" category, It statéd, “indepéndetit.” No other Infermatisn was.
listed, and the resident's shower schedule was blank.
. Under the "Grooming” aategory; it stated, "Reminders: Only." There was ne. further
informatioh listed,
’ Under the "Dressing’ sategory, if s{ated; ‘Independent.” There was no furtther

- inforrmation listed.
* Under the "Meals" category, it stated “Preparation Only.” "Resident gets roomtrays.
at almeals.”
* Under the "Tolletmg" category, it stated “Ihdependent.” There was no further
information listed.
. Under the "Ambulation” category, it stated “Independent.” There was: ro further
information listed,
» Under the "Transfers” category, it -stated “Independent.” There was no further
information listed,
> Under the “Medication” cauegory, it. stated “Independent,” There was no further
infarmation listed,
» ‘Under the "Safety” eategory, it stated, “Can resident leave the premises unassisted?

YES,"Falls: NQ,” and "Code. Status; FuUR Code r

Under the "Special Gare Needs” category, it listed, “Wound/Skin ~ Diabetic" but no other
infornigtion. It also fisted the residerit's. diagnasis. but no other irnformation:on
irterventions for managing or monitoring ofthese diagnoses.

Underthe “Goals" and "literventions’ section, there was no'information listed.

<R2>
Review of R2’s face sheet showed that the resident was admitied to the facility on
-2020-._-
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This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to develop and document necessary
information in the resident negotiated service agreement to support each resident’s
assessed needs and preferences for 5 of 5 sample residents (Resident 1 (R1), Resident 2
(R2), Resident 3 (R3), Resident 4 (R4), and Resident 5 (R5)) reviewed. This failure places all
5 residents, and all other residents in the facility at risk of not receiving the negotiated

care from the facility as per their agreement.

Findings included...

<R1>
Review of R1’s face sheet showed that the resident was admitted to the facility on

2004

Review of R1's Negotiated Service Agreement, last reviewed on 07/16/2022, showed the
resident does not wear dentures, is independent with ambulation, does not wear glasses or
hearing aids, and is on a regular diet.

Under Activities of Daily Living (ADL’s) it listed “Assistance provided by Caregivers,” and
listed the following categories:

. Under the “Bathing” category, it stated, “Independent.” No other information was
listed, and the resident’s shower schedule was blank.

. Under the “Grooming” category, it stated, “Reminders Only.” There was no further
information listed.

. Under the “Dressing” category, it stated, “Independent.” There was no further
information listed.

. Under the “Meals” category, it stated, “Preparation Only.” “Resident gets room trays
at all meals.”

. Under the “Toileting” category, it stated, “Independent.” There was no further
information listed.

. Under the “Ambulation” category, it stated “Independent.” There was no further
information listed.

. Under the “Transfers” category, it stated, “Independent.” There was no further
information listed.

. Under the “Medication” category, it stated, “Independent.” There was no further
information listed.

. Under the “Safety” category, it stated, “Can resident leave the premises unassisted?

YES,” “Falls: NO,” and “Code Status: Full Code.”

Under the “Special Care Needs” category, it listed, “Wound/Skin — Diabetic” but no other
information. It also listed the resident’s diagnosis but no other information on
interventions for managing or monitoring of these diagnoses.

Under the “Goals” and “Interventions” section, there was no information listed.

<R2>
Review of R2’s face sheet showed that the resident was admitted to the facility on

2020
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.................................................................................................................................................................

Review of R2’s. Negotiated Sefvice. Agréément, last reviewed om 07/17/2022, showed the
resident did not wear dentures, used a walker with gmbulation; worg glasses hut not
hearing alds, and was on a regular dief.

Under Activities of Daily Living {ADL’s) it llsted “Assistance proviced by Careglvers "“and
lisled the following categories:

. Under the "Bathing” category, It stated, "Reminders. Only.” The resident shower
schadule was listed as twice g week, on Wednesday and Saturday evenings.

. Under the "Grooming” category, It stated, “Independent.” There was ny' furfher
infarmation listed,

° Under the "Dressing” category, it stated, “Independent.” There was no further
information listed.

° Under the “Meats’ category, it sfated "Requires Reminders,” There was no further
information listed.

o Urider the “Toileting” categary, it stated, “Independent Thete was no further
information listed.

» Under the "Ambulation” category, it stated ‘Independent.” There was rio further
inforimatian listed. -

e Under the "Transfers" category, it stated, “independent.” There was,. no further
information listed. '

. LInder the "Medication™ categery, It:stated, *Significant (Total) Assist by Med-Tech.”
There: was.no fufther information listed.

o Under the "Safety" category, [t stated, “Can resident leave the premlses unasslsted?
YES " “Falls: YES," arid “Code Status: Full owe "

informatian. It also listed the resident's dtagnasfs Bt no other tnfotmation on
interventions for managing of monitoring of these diagnoses. Under the “Goals" and
“Interveéntions” section, there was no information listed,

:R3>
Review of R3's face sheet showed that the resldent was admitted to the facility or

-/2022

Review of R3's Negofiated Service Agreement, last reviewed on 03/22/2023, showed the
residertdid not wear dentures, used a wheelchair with arabulatian, wore glasses but not
hearing aids, and was on a regular diet.

Under Activities of Daily Living (ADL’s) it llstfed "Assistance provided by Caregwers“’ and
listed the following categorias:

. Urider the "Bathing” category, it stated, "Remiridérs Only." THe resident shower
schedule was listad as wice a week, on Mo ndays and Thursdays, but did not designate in
the avening ar morning.

. Undér the "Grooming” category; it staited, "Renilndets Only.” Theré was ho furttier
infarmatian listed,

- Under the "Dressing” category, it stated, *Total Assist,” There was no further
{mformation listed.

. Undar the “Meals” category, it stajed, “Requiras Reminders,” There was ne further
information listed.

a Under the "Toileting” category, it stated, “Independent.” There was no further
information listed.

. Under the "Ambulation’ categary, it stated "Total Assist.” There waq no-further

information listed.
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Review of R2’s Negotiated Service Agreement, last reviewed on 07/17/2022, showed the
resident did not wear dentures, used a walker with ambulation, wore glasses but not
hearing aids, and was on a regular diet.

Under Activities of Daily Living (ADL’s) it listed “Assistance provided by Caregivers,” and
listed the following categories:

. Under the “Bathing” category, it stated, “Reminders Only.” The resident shower
schedule was listed as twice a week, on Wednesday and Saturday evenings.

. Under the “Grooming” category, it stated, “Independent.” There was no further
information listed.

. Under the “Dressing” category, it stated, “Independent.” There was no further
information listed.

. Under the “Meals” category, it stated, “Requires Reminders.” There was no further
information listed.

. Under the “Toileting” category, it stated, “Independent.” There was no further
information listed.

. Under the “Ambulation” category, it stated “Independent.” There was no further
information listed.

. Under the “Transfers” category, it stated, “Independent.” There was no further
information listed.

. Under the “Medication” category, it stated, “Significant (Total) Assist by Med-Tech.”
There was no further information listed.

. Under the “Safety” category, it stated, “Can resident leave the premises unassisted?

YES,” “Falls: YES,” and “Code Status: Full Code.”

Under the “Special Care Needs” category, it listed, “Wound/Skin — Diabetic” but no other
information. It also listed the resident's diagnosis but no other information on
interventions for managing or monitoring of these diagnoses. Under the “Goals” and
“Interventions” section, there was no information listed.

<R3>
Review of R3’s face sheet showed that the resident was admitted to the facility on

2022

Review of R3’s Negotiated Service Agreement, last reviewed on 03/22/2023, showed the
resident did not wear dentures, used a wheelchair with ambulation, wore glasses but not
hearing aids, and was on a regular diet.

Under Activities of Daily Living (ADL’s) it listed “Assistance provided by Caregivers,” and
listed the following categories:

. Under the “Bathing” category, it stated, “Reminders Only.” The resident shower
schedule was listed as twice a week, on Mondays and Thursdays, but did not designate in
the evening or morning.

. Under the “Grooming” category, it stated, “Reminders Only.” There was no further
information listed.

. Under the “Dressing” category, it stated, “Total Assist.” There was no further
information listed.

. Under the “Meals” category, it stated, “Requires Reminders.” There was no further
information listed.

. Under the “Toileting” category, it stated, “Independent.” There was no further
information listed.

. Under the “Ambulation” category, it stated “Total Assist.” There was no further

information listed.
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. Underthe "Transfers” catagory, it steted, “Total Assist.” Thére was ro firther
infarmation listed.

» Under the "Medication” catedary, It.stated, “Significant (Tuatal) Assist by Med-Tech.”
There.was no fucther information listed.

. Under the "Safsty” category, It stated, “Can resjdent leaye the premlses unassisted?
ND,” “Falls: YES,” and "Code Status: DNIR/Selective.”

Under the *Special Care Needs” category it also listed the resident's dlagnosns but mo ofher
information en interventions far maraging or monltoring of these diagnoses. Under the.
“Goals” and "lnterventions” section, there was no information listed.

<R4>
Review of R4's face 'sheat showed that the resident was adinitted to the faclility on

2022

Review of R4's. Negotiated Service Agreenient, last revieWed on 0B/15/2022, 'showed the
resident did -not wear dentures, used a walker or wheelchair with ambulation, wore glasses.
but not hearing alds, and was on a regular diet.

Undaer. Activities of Dally Living (ADL's) it listed "Asslstance provided by Caregivers,” and
listed the followjng categaries:.

& Under the “Bathing” category, it stated, “Independent.” The resident shower
schedule was listed as twice & week, ori Mandays and Friday morrings.

° Under the "Grooming" categary; it stated, "Independent,” There was no further
informatian listed.

* Under the "Dressing” category, it stated, “Total Assist.” “Resident requests
assistance with shoss, sdcks, and walking bgot.”

~ Under the "Meals™ category, it stated, "Requires Reminders." There-was no Rurther
information listed.

. Under the "Tuileting" categary, it:stated, “Independent.” There was no-further )
information listed. ‘

- Under the "Ambulation” category, It stated “Occasiohal Assist.,” “Resident has a
broken foot at this fime and requires assistance at times,”

* Undar the "Transfers* category, it stated, “Independent.” Thire was na further
information listed,

. Under the "Medication” categary, it. stated, “Slgruflcant (Total) Assist by Med-Tech,”
There. was no further information listed.

4 Under the "Safety” category, it stated, *Can. resident leave the premises unassisted?
YES,” “Falls: YES," and “Code Status: DNR/Selective.”

Undet the “Special Care Néeds” category it also listéd the resident’s diaghosis but no othef
information on intarventions far managing or monitoring of these diagnosas.

Under, the “Gpals" and “Interventions” section, there was ne infarmation listed.,

"RSL’
Réview of R&'s face :shedt showea that the résident was ddmifted to the facility ofn

[ Z4ih

Review af R&'s Negofiated Service Agreemant, last reviewed on07/18/2022, showed the
resident did not wear dentures, used a wheelchalr with :ambulation, wore glasses and
hearing aids, and was on a diabetic diet.

o
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. Under the “Transfers” category, it stated, “Total Assist.” There was no further
information listed.

. Under the “Medication” category, it stated, “Significant (Total) Assist by Med-Tech.”
There was no further information listed.

. Under the “Safety” category, it stated, “Can resident leave the premises unassisted?

NO,” “Falls: YES,” and “Code Status: DNR/Selective.”

Under the “Special Care Needs” category it also listed the resident’s diagnosis but no other
information on interventions for managing or monitoring of these diagnoses. Under the
“Goals” and “Interventions” section, there was no information listed.

<R4>
Review of R4’s face sheet showed that the resident was admitted to the facility on

B 2022.

Review of R4’s Negotiated Service Agreement, last reviewed on 08/15/2022, showed the
resident did not wear dentures, used a walker or wheelchair with ambulation, wore glasses
but not hearing aids, and was on a regular diet.

Under Activities of Daily Living (ADL’s) it listed “Assistance provided by Caregivers,” and
listed the following categories:

. Under the “Bathing” category, it stated, “Independent.” The resident shower
schedule was listed as twice a week, on Mondays and Friday mornings.

. Under the “Grooming” category, it stated, “Independent.” There was no further
information listed.

. Under the “Dressing” category, it stated, “Total Assist.” “Resident requests
assistance with shoes, socks, and walking boot.”

. Under the “Meals” category, it stated, “Requires Reminders.” There was no further
information listed.

. Under the “Toileting” category, it stated, “Independent.” There was no further
information listed.

. Under the “Ambulation” category, it stated “Occasional Assist.” “Resident has a
broken foot at this time and requires assistance at times.”

. Under the “Transfers” category, it stated, “Independent.” There was no further
information listed.

. Under the “Medication” category, it stated, “Significant (Total) Assist by Med-Tech.”
There was no further information listed.

. Under the “Safety” category, it stated, “Can resident leave the premises unassisted?

YES,” “Falls: YES,” and “Code Status: DNR/Selective.”

Under the “Special Care Needs” category it also listed the resident’s diagnosis but no other
information on interventions for managing or monitoring of these diagnoses.

Under the “Goals” and “Interventions” section, there was no information listed.

<R5>
Review of R5’s face sheet showed that the resident was admitted to the facility on

B 2016

Review of R5’s Negotiated Service Agreement, last reviewed on 07/18/2022, showed the
resident did not wear dentures, used a wheelchair with ambulation, wore glasses and
hearing aids, and was on a diabetic diet.
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.................................................................................................................................................................

T

. Under the "Bathing" category, It stated, “2 person assist." The resident shower
schiedule. was listed as twice a:'week, on ruesdays and Friday evenings. It also stated,
“Resident now requires 2 person assistance begause she refuses to signd or do things on

her own.”

. Under the "Grooming” categary; it stated, "Total Assist.” There was no further
Information listed.

’ IUnder the "Deessing” category, it stated, "Total Assist.,” There was no further
information listed.

. " Under the "Meals” category, it stated, “Preparation Only." There was no further
information listed.

« - Under the "Toileting" category, it stated “2 Person Assist and/or fncontinent.”
There'was no further informatian listed.

. Under the "Ambulation” category, it stated."Total Assist.” "Resident needs to be
pushed in wheélchair at this time."

- Under the "Transfers” category, it stated, “2 Person Assist.” There was o further
information listed,

» Under the "Medication” category, it'stated, *Significant (Toial) Assist by Med-Tech.”

There was ho furtherinformtion listed.

Under the "Safety” category, it stated, "Can resident leaye the premisas unassisted?
NO *iEalls: NO,” and "Codée Status: Full Code.”
Under the “Special Care Needs" categary, it also listed the residpnt's diagnosis but na other
information on interventions for managing or monitoring of these diagnoses.
Under the “Goals" arid “Interventions® section, there was no Infarmation listed.
A Category of Behavipral/flental was added for the resident on .03/27/2023, which stated
resident was: "Total Agslst” Hawever, no cther iformation listed. Wnder the “Goals’ and
“Interventions” section, there was no information listed.

During an interview with the Staff A, thie. Health Services Direotar, on04/12/2025 at 12
BBPM, when asked why the Resldent Service. Plans had such minimal information on the
resmlent ihey stated they were unaware of the requirement.to hrave more thorough
information on each tesident negotiated service agreament.

I I R

o PIanlAttesta?lon Statement
f hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency., By taking this action; Ocean Shor 7551 ed Lmng is
ar will be in compliance with this law and / or regulation an (Date) é

in addition, 1 willimplement asymem to mionitar'and enstire continued compliance wilty
this requlrement

"Admihistrator (or Rerpreseﬁtativ‘e)&éégl}?’kd_g/%@j Date 6% S /93
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Under Activities of Daily Living (ADL’s) it listed “Assistance provided by Caregivers,” and
listed the following categories:

. Under the “Bathing” category, it stated, “2 person assist.” The resident shower
schedule was listed as twice a week, on Tuesdays and Friday evenings. It also stated,
“Resident now requires 2 person assistance because she refuses to stand or do things on
her own.”

. Under the “Grooming” category, it stated, “Total Assist.” There was no further
information listed.

. Under the “Dressing” category, it stated, “Total Assist.” There was no further
information listed.

. Under the “Meals” category, it stated, “Preparation Only.” There was no further
information listed.

. Under the “Toileting” category, it stated, “2 Person Assist and/or Incontinent.”
There was no further information listed.

. Under the “Ambulation” category, it stated “Total Assist.” “Resident needs to be
pushed in wheelchair at this time.”

. Under the “Transfers” category, it stated, “2 Person Assist.” There was no further
information listed.

. Under the “Medication” category, it stated, “Significant (Total) Assist by Med-Tech.”
There was no further information listed.

. Under the “Safety” category, it stated, “Can resident leave the premises unassisted?

NO,” “Falls: NO,” and “Code Status: Full Code.”

Under the “Special Care Needs” category, it also listed the resident’s diagnosis but no other
information on interventions for managing or monitoring of these diagnoses.

Under the “Goals” and “Interventions” section, there was no information listed.

A Category of Behavioral/Mental was added for the resident on 03/27/2023, which stated
resident was “Total Assist.” However, no other information listed. Under the “Goals” and
“Interventions” section, there was no information listed.

During an interview with the Staff A, the Health Services Director, on 04/12/2023 at 12:
56PM, when asked why the Resident Service Plans had such minimal information on the
resident, they stated they were unaware of the requirement to have more thorough
information on each resident negotiated service agreement.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Ocean Shores Assisted Living 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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WAC $88-TBA-2260 Storing, §B¢U‘th, and accounting for medications.

(2) The assisted llving facllity must ensdure all medications under the assisted Iving.facility's contml
are properly. stored:

(a) In containers with pharmacist-prepared labal or orginal manufacturer's label;

(k) Together for each resident and physically separated from other residents' medications;

This requirement was nat met as evidenced by: ' {

Basad on ofpseryation, record raview and Inteiview, the facility failed fo ensure all resident
medications were properly stored In santainers with a.pharmacist prepared label, and physicaily,
separated from-other resident for 2 of 2 medlation carts reviewed This fallure placed all reslclents

_Findings included. .,

Review of the The Institute for Safe Medical Practieas article, "Guidalines: for Timely' Medication
Adminigtration,” last reviewed oh 01/13/2011, stated that professionals who dispehse medications,
dueto the pressure of timeliness, will.often take shortcuts in an attempt to accelerate the drug
adiministration process, It deflrad one of these shdrteuts as pre-pouring medications, which is the
process of preparing medications in advarice and then stoting therm until ready to. administer to the
resident.at a later time. Pre-pouring medications is not a safe medication practice because the
medlcahons cannot be accurately compared to the Medmahon Admmiqtu atmn Record (MAR} once

medxwtlons togethel dramatmally lncreases the, probabmty of medxcanon exrors

Revlew of the facility "Medivstion Sinrage of Oen\ral(y 8tored Medivations" poligy, last reviewed:
12/16/2021.. stated, "Medications will be stored ih a mannetr that ensures maintenance of both the
mtequt,y of the medication, and the safety of all residents residing in the community.” Under numeral
3, it stated, “The Community must ensure all medications under the community's centrol are: praperly
qtor‘ed in-centainers with pharmacist-prepared label ororiginal manufacturer's label, together far
gach resldent, and physlcally separated from other resident’s medications.”

During an Interview with Staff C, a Medication Technician (Med Tech), on-04/21/2023, at.09:58AM,
when askied if they ever pre-goured their medications to speed ug their medication administration .
process, Staff G stated. “No, we do not pre-peur medications.” When asked If they ever carry two or
ore resident medication cups at one time while administering medications, Staff G stated they
would. only carry arid administer mediations to oha residant at a thhie. After the Interviaw, Staff C was
askad to open their medication cart forinspection, Observation showed six, pre-poured metlication
cups; ll stacked oh top of one other. Eacky medication cup had open, unlabeletl medications ready
forr administration to. r@s?dénts
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WAC 388-78A-2260 Storing, securing, and accounting for medications.

(2) The assisted living facility must ensure all medications under the assisted living facility's control
are properly stored:

(a) In containers with pharmacist-prepared label or original manufacturer's label,

(b) Together for each resident and physically separated from other residents' medications;

This requirement was not met as evidenced by:

Based on observation, record review and interview, the facility failed to ensure all resident
medications were properly stored in containers with a pharmacist prepared label, and physically
separated from other resident for 2 of 2 mediation carts reviewed. This failure placed all residents
receiving delegated medication services at risk for harm due to medication errors.

Findings included...

Review of the The Institute for Safe Medical Practices article, "Guidelines for Timely Medication
Administration," last reviewed on 01/13/2011, stated that professionals who dispense medications,
due to the pressure of timeliness, will often take shortcuts in an attempt to accelerate the drug
administration process. It defined one of these shortcuts as pre-pouring medications, which is the
process of preparing medications in advance and then storing them until ready to administer to the
resident at a later time. Pre-pouring medications is not a safe medication practice because the
medications cannot be accurately compared to the Medication Administration Record (MAR) once
they have been removed from their labeled packaging. Storing these opened, unlabeled resident
medications together dramatically increases the probability of medication errors.

Review of the facility “Medication Storage of Centrally Stored Medications” policy, last reviewed
12/15/2021, stated, “Medications will be stored in a manner that ensures maintenance of both the
integrity of the medication, and the safety of all residents residing in the community.” Under numeral
3, it stated, “The Community must ensure all medications under the community’s control are properly
stored; in containers with pharmacist-prepared label or original manufacturer’s label, together for
each resident, and physically separated from other resident's medications.”

During an interview with Staff C, a Medication Technician (Med Tech), on 04/21/2023, at 09:58AM,
when asked if they ever pre-poured their medications to speed up their medication administration
process, Staff C stated, “No, we do not pre-pour medications.” When asked if they ever carry two or
more resident medication cups at one time while administering medications, Staff C stated they
would only carry and administer mediations to one resident at a time. After the interview, Staff C was
asked to open their medication cart for inspection. Observation showed six, pre-poured medication
cups, all stacked on top of one other. Each medication cup had open, unlabeled medications ready
for administration to residents.
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.................................................................................................................................................................

During an interview with Staff D, & Medication Techpigian, on 04/21/2023 &t 10:10AM, when asked if
they ever pre-paur medieations, Staff [ stated that they hever pre-pour thelr medications. When
asked [f they ever carry multlp!e resident meclication cups at one time whille administering
medications, Staff D stated they would only carry gid.administer mediations to one resident at &
time.. After the interview, 81aff D was eskedto open thelr medicatian cart for mspec\tion Staff D
stafed, "l never usually do {his, but | do have one-here.” Observation showed one medication cup
with open, unlabelad medicaﬂons pre-powred far another resident.

During an interview with Resident 8 (RB) an 04/21/2023 at 10:42AM, when asked if they had ever
witnessed the Med Techs carrying other resident - medications when they were receiving their
medications, R6 eyeas grew wide stafing, "Oh yea. That is a big problem here:" When asked to
elaberate on what they had witnessed, RB stated, "l have sagen them carry other people’s
rmadications, you know, In the medication cups, all'stacked up on'top of each other. When they come
in, they piut all of the cups or my. counter, and then go through them to get mine. Thay give-me my
pills, and then scoop. them all up and walk put."

During ar Intervlew with Resldent 7 (R7) an 04/21/2023 rt 10:60AM, when asked if they had noticed
staff carrying multiple resident medication cups while administering their medication, R7 stated,
*Yes, the. [Med Tech] came In here td give me my medicine. [They are] éxcellent af everything [they
do), but this night.[they] careied twa medications tups of pils into my room and [they] handed me the
wrang -one, | put-them in my mouth, and [they] looked in the other contaiper and [they] saw my:
purplish pilt in the ofhier container, and then [fhey] velled at me to step! Then [they] told me fo spit
them out back.in the cup. | hadn't swallowed them .at that point, so| did.”

During an interview with Staff B, the Health-Services Director on 04/21/2023 at 1:53PM, when asked
it It wag acceptable for staff {0 pre-pour medications, Staff B stated, "Absolutely not” After notifying
Staff B of what was observed in the medicetion narts, Staff B stated that they had grovided:
education to staft on propet medication stofage and admlhistration. Staff B sfated, "They .should
knew that pre-pouring their medications is not aceeptable,”

Plan/Attestation Statement

I herety certify. that | have reviewed this report and have taken or will take: active
measures ty correct this. deficiency. By taking this action, Qgean Shor isted Livi ng is
ar will be in:campliance with this [aw and / or raégulation oh (Date) ?ef

In additjop, 1 willimplement a system;to;menitor andensure contitiued compliance with
this requirement.
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During an interview with Staff D, a Medication Technician, on 04/21/2023 at 10:10AM, when asked if
they ever pre-pour medications, Staff D stated that they never pre-pour their medications. When
asked if they ever carry multiple resident medication cups at one time while administering
medications, Staff D stated they would only carry and administer mediations to one resident at a
time. After the interview, Staff D was asked to open their medication cart for inspection. Staff D
stated, “I never usually do this, but | do have one here.” Observation showed one medication cup
with open, unlabeled medications, pre-poured for another resident.

During an interview with Resident 6 (R6) on 04/21/2023 at 10:42AM, when asked if they had ever
witnessed the Med Techs carrying other resident medications when they were receiving their
medications, R6 eyes grew wide stating, “Oh yea. That is a big problem here.” When asked to
elaborate on what they had witnessed, R6 stated, “| have seen them carry other people’s
medications, you know, in the medication cups, all stacked up on top of each other. When they come
in, they put all of the cups on my counter, and then go through them to get mine. They give me my
pills, and then scoop them all up and walk out.”

During an interview with Resident 7 (R7) on 04/21/2023 at 10:50AM, when asked if they had noticed
staff carrying multiple resident medication cups while administering their medication, R7 stated,
“Yes, the [Med Tech] came in here to give me my medicine. [They are] excellent at everything [they
do], but this night [they] carried two medications cups of pills into my room and [they] handed me the
wrong one. | put them in my mouth, and [they] looked in the other container and [they] saw my
purplish pill in the other container, and then [they] yelled at me to stop! Then [they] told me to spit
them out back in the cup. | hadn’t swallowed them at that point, so | did.”

During an interview with Staff B, the Health Services Director on 04/21/2023 at 1:53PM, when asked
if it was acceptable for staff to pre-pour medications, Staff B stated, “Absolutely not.” After notifying
Staff B of what was observed in the medication carts, Staff B stated that they had provided
education to staff on proper medication storage and administration. Staff B stated, “They should
know that pre-pouring their medications is not acceptable.”

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Ocean Shores Assisted Living 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.
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,Q%mz/%ﬁ S/ /o2

Administrator (or Representative) ’ Date

YWAGC 388B-TBA-2371 Investigations, The assisted living facility must:
(1) Investigate: and dacument investigative actions and findings for any alleged or suspected abuse,

negiect, arfinancial explaitation; or accident.ar Incident jebpardizing ar affecting a resident health or
lite;

{2) Determine the circumstances of the event;

{3) When necessary, Institute and document appropriate measures to prevent similar future.
situations if the glleged incident is substantiated; and

(4) Protect residents duting the course of the Investigation,

This requirement was not met as evidenced by:

- Basad on record review and interview,, the facility failed to investigate and document

invedtigative actibns and findings after they bécame aware of & medicatidr &reor for one of one
resident reviewed (Resident B, R8) for medication services. This failure resulted in harm to R8 when
they experienced pain.and caused the resident to live in fear of potential adverse reactions from
recelving the Incorrect medications.

Findings Included...

Revigw of the fagility "Med Room Workflow" palicy, last reviewed on 08/10/2021, ungder the
“Medication Handling” category it stated, “Na resident shall be alfowed to take another's inedication,
nor skall staff he allowed to give one residernt's madication to enother resident.”

-

Review of the facility “Internal Incident Report and State Ingident Report” policy; last reviewed on
D8/10/2021, under the "Procadura’ category stated, "An Intemal Incident Report is completed by
staff for all unusual oeaurrences, injury, and incidents.” Under numeral “€" it stated, “The zssisted
living facility must: investigate dnd document investigative actions and findings for any alleged or
suspected abuse, naglect, or financial exploitafion; oraccident or incident jeopardizing or affacting a
resident health of fife."

During an Interview with R& on 04/21/2023 at 11:01AM, when asked If they experienced any Issues
regar ding medication administration from staff, R¥ stated, “Yeah, they gave me-the wrong
medication.” R8 statéd that they were pressuring the Medicatlon Technleian (Med Teeh) to glve them:
fneir medjcations quijckly. because they were in pain, R8 stated that the Med Tech refurned and
handed them a cup of medications; and they, pul apple-sauce on them and ate them'as they
norrally did, R8 statéd that thay had no reason td
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Administrator (or Representative) Date

WAC 388-78A-2371 Investigations. The assisted living facility must:

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial exploitation; or accident or incident jeopardizing or affecting a resident health or
life;

(2) Determine the circumstances of the event;

(3) When necessary, institute and document appropriate measures to prevent similar future
situations if the alleged incident is substantiated; and

(4) Protect residents during the course of the investigation.

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to investigate and document

investigative actions and findings after they became aware of a medication error for one of one
resident reviewed (Resident 8, R8) for medication services. This failure resulted in harm to R8 when
they experienced pain and caused the resident to live in fear of potential adverse reactions from
receiving the incorrect medications.

Findings included...

Review of the facility “Med Room Workflow” policy, last reviewed on 08/10/2021, under the
“Medication Handling” category it stated, “No resident shall be allowed to take another’s medication,
nor shall staff be allowed to give one resident’s medication to another resident.”

Review of the facility “Internal Incident Report and State Incident Report” policy, last reviewed on
08/10/2021, under the “Procedure” category stated, “An internal Incident Report is completed by
staff for all unusual occurrences, injury, and incidents.” Under numeral “8” it stated, “The assisted
living facility must: investigate and document investigative actions and findings for any alleged or
suspected abuse, neglect, or financial exploitation; or accident or incident jeopardizing or affecting a
resident health of life.”

During an interview with R8 on 04/21/2023 at 11:01AM, when asked if they experienced any issues
regarding medication administration from staff, R8 stated, “Yeah, they gave me the wrong
medication.” R8 stated that they were pressuring the Medication Technician (Med Tech) to give them
their medications quickly because they were in pain. R8 stated that the Med Tech returned and
handed them a cup of medications, and they put apple sauce on them and ate them as they
normally did. R8 stated that they had no reason to
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believe that the Hedications did hot belong 16 therm, statihg there:wére just &8 manyplils inthe cup
as they norinafly have, and they looked Tike their normal medications. RB steded after a while, their
pain did nat.improve, and tiiey asked for miore pafn medicatien to which they were denfed. RB stated
that a.short while later, Staff A, the Executlye Director, and -StaftB, the Health Services Ditector,
called them tothe gffice and notified RS thal:R8.-had ingested another resident's medicaiions, and
that staff were Instructed to nat give them any of thelr normally scheduied medications for the
remainder of the day. VWhen asked if R8 was able to recgive any pain medication after the incident,
R8 stated, “Ng; |'was inpain all dayl’ When asked: how this ingident made the resident fael they
stated, "That made me feel like shit, really-bad. That could kill me.” R8 stated that Staff A and Staff B
went through all of the incorrect medications. {tat they .consumed, which consisted of approximately
17 different medications.. "One [medication) that was driled in my head had te do with breast cancer,
and a thyreld medication. Things that Iwouldn’t take, things that | don't need. Things that | am afrald
of”

During an interview with Staff D, 2 Medicatian Techniciah, on 04/21/2023 at1:88PM, Staff D stated, .
"[Staff A teld me that [R8] was asking, well really demanding [their} meds.” Staff D stated that while
getting the medications ready, they accidentally prepared another resident's medications, ang
administered them to R8, “[Steff A] came back and asked about R&'s [pain medication] al this point |
realized the wrong mads were. givert and mantioned thig immediataly to [Staff A] who then called
[Staif B]. In this case, [Staff A] told me that per [Staff B], to not give RE any more. medigations,. When
[Staff B] got her# [they] told me that [they] faxed and called the docter abeut the meds she did get: |
was ot told to do anything efse at thiat point: | did not-do an lrcldent report which |-shiould have!"

During an interview with Staff A, the Executive Director on 04/21/2023 at 1:53PM, Wwhen asked if it
was facllity process to do an Incldent Report-and nvestigation for unusual nccyrrénces, Staff A
confirmed that it was. When asked if they would: categorize & medication ercor as an unussual
oceurrence, Staff A stated, “Yes."

During an Interview with Staff B, the Health Services Director on 04/21/2023 at 1:63PM, when asked
to discuss the facility process When it was determined a medication errer had oceurred, Staff B
stated that staff were instructed to notify them, ensure the resident' was. sate and call Emergency
Medical Services (EMS) If needed. Staff B stated that staff ware to documeant the Incident in a
progress note. Siaff 8 stated that they would do an incident report, de an anline reportto the state,
and notify the regident's physiciarn of the etfor, and resident famiily it necessary. Staff B statey that
¥he resident would be placed. on alert and staff would be resporisible for monitoring the resident for
any-adverse reacfions, and dooument these In the resldent progress notes for-3 days minfmum and
extended If necessary. Whert asked if they weré aware of a réported medication efror regarding RS,
Staff-B eonfirmed that the medication error cccurred. Whian asked what date this error occurred,
Staff B8 had diffizulty determining the date of the medication errar due to the lack af documpntation,
bt sfter conteriing with Staff A and Staff D; they eventually detéimined the incident to have:
accurred on 03/29/2023. When asked what was. done after pecoming awate of the error, Staff B
stated they called R8s doctor to notify them, of the errar, to which they were instructed to hold alf of
R8's niedichtions for the fardalndér of thiat day. Wheh asked tb provide doctifnéhtétion of that
physician natification, Slalf B was unable fo provide it. Staff B stated that they de not remember if
they wrote a progress hate-on the incldent-or nof, and stated they remembered doing an Incident

report,

Y

14,

oy,

T IYISqOM 10RO Btf104-S931A19S- D40 [RRUBPISAY-AQ-PaIRdRId SEM. JUAWNIOD SIYL oo o o o s



Statement of Deficiencies License #: 2615 Compliance Determination # 22436
Plan of Correction Ocean Shores Assisted Living Completion Date
Page of25 Licensee: Greenlake Management Ocean Shores, LLC 04/26/2023

believe that the medications did not belong to them, stating there were just as many pills in the cup
as they normally have, and they looked like their normal medications. R8 stated after a while, their
pain did not improve, and they asked for more pain medication to which they were denied. R8 stated
that a short while later, Staff A, the Executive Director, and Staff B, the Health Services Director,
called them to the office and notified R8 that R8 had ingested another resident’s medications, and
that staff were instructed to not give them any of their normally scheduled medications for the
remainder of the day. When asked if R8 was able to receive any pain medication after the incident,
R8 stated, “No, | was in pain all day!” When asked how this incident made the resident feel they
stated, “That made me feel like shit, really bad. That could kill me.” R8 stated that Staff A and Staff B
went through all of the incorrect medications that they consumed, which consisted of approximately
17 different medications. “One [medication] that was drilled in my head had to do with breast cancer,
and a thyroid medication. Things that | wouldn’t take, things that | don’t need. Things that | am afraid
of.”

During an interview with Staff D, a Medication Technician, on 04/21/2023 at 1:59PM, Staff D stated,
“[Staff A] told me that [R8] was asking, well really demanding [their] meds.” Staff D stated that while
getting the medications ready, they accidentally prepared another resident’s medications, and
administered them to R8. “[Staff A] came back and asked about R8’s [pain medication] at this point |
realized the wrong meds were given and mentioned this immediately to [Staff A] who then called
[Staff B]. In this case, [Staff A] told me that per [Staff B], to not give R8 any more medications. When
[Staff B] got here [they] told me that [they] faxed and called the doctor about the meds she did get. |
was not told to do anything else at that point. | did not do an incident report which | should have.”

During an interview with Staff A, the Executive Director on 04/21/2023 at 1:53PM, when asked if it
was facility process to do an Incident Report and investigation for unusual occurrences, Staff A
confirmed that it was. When asked if they would categorize a medication error as an unusual
occurrence, Staff A stated, “Yes.”

During an interview with Staff B, the Health Services Director on 04/21/2023 at 1:53PM, when asked
to discuss the facility process when it was determined a medication error had occurred, Staff B
stated that staff were instructed to notify them, ensure the resident was safe and call Emergency
Medical Services (EMS) if needed. Staff B stated that staff were to document the incident in a
progress note. Staff B stated that they would do an incident report, do an online report to the state,
and notify the resident’s physician of the error, and resident family if necessary. Staff B stated that
the resident would be placed on alert and staff would be responsible for monitoring the resident for
any adverse reactions, and document these in the resident progress notes for 3 days minimum and
extended if necessary. When asked if they were aware of a reported medication error regarding R8,
Staff B confirmed that the medication error occurred. When asked what date this error occurred,
Staff B had difficulty determining the date of the medication error due to the lack of documentation,
but after conferring with Staff A and Staff D, they eventually determined the incident to have
occurred on 03/29/2023. When asked what was done after becoming aware of the error, Staff B
stated they called R8’s doctor to notify them of the error, to which they were instructed to hold all of
R8’s medications for the remainder of that day. When asked to provide documentation of that
physician notification, Staff B was unable to provide it. Staff B stated that they do not remember if
they wrote a progress note on the incident or not, and stated they remembered doing an incident
report.
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Review of the facllity Incident [Log on 04/2:1/2023 showed ra Incldent Report created for any:
medication errors. Review of R8s progress notes showed no progress note. of the medication error;

and ne monitoring of the resident for adverse reaciions for the minimum period of:3 days, Review of -

R's Medicatien Administration Record, showed no mention of a medicatian error In the notes.

During an interview on 04/21/2023 at.1:53PM, Staff B was asked why there was rio Incident Report,
progress note, and alert charting documented in the resident record for R8, Stalf B.shook their hiead

and stated, “There should have baen,"

Plan/Attgstation Stdtemenit
[ hereby: certify that | have reviewed this report and have taken or will take active
measures to correct this deficiengy. By taking this actiory, Ocean Shore Assibted Living is
ot wilt be in comipliance with this Taw and / or regulation an (Date) / a7 .

In addition, 1 will lmplement a system. to monitor and ensure continued compliance with
this reguirenent.

/\eg,/méu) 6’»&2’ VAN ‘57/ P AT

Administrator (or Representative) Date

WAC 388-78A-2120 Monitoring residents’ well-being. The assisted living facility must:

{3y Evaluate, In order to determine if there.ls.a need for further action:

{b) Each tesident WHen abh aétidant, or incident.that:is likely to adversély dffaét tHe résidehnt's weéll-
beirig. is ohservad by or raported to staff persons.

(4) Take appropriate actlon In regponge ta each resldent's changing needs.

This requirement was not met as evidenced by:

Based on recard review and Interviaw, the tacility failed to moritor a reslident for adverse reactions
from a medication error after a staff administered a resident the wrong medications, for one of one
resident reviewed (Resident 8, R8). This failure resulted iy R8 experigncing pali; and placed the
resident at.risk for patential uriidentifletl adverss redctions related to ingesting the.incerract

medications, and decreased quality of life,

Findings included...

Review of the facility "Medication Errors’ policy, last retlewed on 08/10/2024, Uhder thé "Prociedure”
category, numeral "1"’ it stated, “The individual Identlfying the medication arror
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Review of the facility Incident Log on 04/21/2023 showed no Incident Report created for any
medication errors. Review of R8’s progress notes showed no progress note of the medication error,
and no monitoring of the resident for adverse reactions for the minimum period of 3 days. Review of
R8’s Medication Administration Record, showed no mention of a medication error in the notes.

During an interview on 04/21/2023 at 1:53PM, Staff B was asked why there was no Incident Report,
progress note, and alert charting documented in the resident record for R8, Staff B shook their head
and stated, “There should have been.”

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Ocean Shores Assisted Living 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

WAC 388-78A-2120 Monitoring residents’ well-being. The assisted living facility must:

(3) Evaluate, in order to determine if there is a need for further action:

(b) Each resident when an accident or incident that is likely to adversely affect the resident's well-
being, is observed by or reported to staff persons.

(4) Take appropriate action in response to each resident's changing needs.

This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to monitor a resident for adverse reactions
from a medication error after a staff administered a resident the wrong medications, for one of one
resident reviewed (Resident 8, R8). This failure resulted in R8 experiencing pain, and placed the
resident at risk for potential unidentified adverse reactions related to ingesting the incorrect
medications, and decreased quality of life.

Findings included...

Review of the facility “Medication Errors” policy, last reviewed on 08/10/2021, under the “Procedure
category, numeral “1” it stated, “The individual identifying the medication error
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imm:edratély réports. it to the Wellness Director. If the WellnéSs Direttor is not.available, the rapoitis
made fo the rurse or Executives Director." Under numeral "4 it stated, "Monitor the resident for signs
and symptoms of 2 serlous adverse reaction {e.g., shoriness of breath, allergic reaction, change in
condition, pale skin colar, ragh; nausea, vomiting, diarrbea, etc.) Numeral “5™ stated If signg and
symptoms of adverse reaction are noted, immediately contact Emergency Medical Senvicss."

Numeral “8” stated @n’ter a narrative note on resldent status during every shift for-48 hours after a
medication error-occurs,”

During an Interview with RB.an 04/21/2023 at 11:01AM, when asked if they experienced any issues
regarding medication administration fram staff, R stated, “Yeat, they gave me the wreng
medication." R8 stated that they were pressuring the Medication Technician (Med Tech) to give them
their medications quickly, becausa they were in pain. R8 stated that the Med Tech returned and
- handad them a cup-of medications, and thay put apple sauce onthem and ate them as they
normally do, R8 stated that they had no reason to believe that the medications did not belongto
- them, stating there:were just as many pills (n the cup as they normally have, and they fooked fike:
thelr normal medications, RS stated afﬁan -a While, !helr pain did not Improve, and they asked far tore
pain medication.to which they were denjed, RB stated that & short while later, Staff A, the Executive
Dirsctar, and Staff B, the Health Services Director. called ther {o,the uffice and notlﬁed R&:that R8
hiad ingasted another resldent's medications, and that staff were Instructed to not give-themi any of
their nogmially scheduled meadications: for the remaingder of the day. Whien asked if' R8 was dble to
recslve any pain medication after the Incident, R8 stated, *No, | was in pain all dayl"” Whén asked
how this incldent made the resident feel thay stated, "That made ma feel like. shit, really bad, That
could kill me.” R8. stated that Staff A and Staff B-went through all of the'incorrect medications that;
they corsumed, which cansisted of approximately 17 differsnt medications. "One [medication] that
was drilled’'in my head had to do.with. breast cancer, and a thyroid madlcatlon Things that l wouldn't
taka, thingsithat | don’t need. Thifigs thatl am afra1d of."

During an interview with Statf D, a Medication Technician, on 04/21/2028 at: 1:59PM, Staff D stated,
IStaff Al told me that [R8) was asking, well really demaniding [their] meds® StaffD stated that while
getting the metlications ready, they accidentally prepared another residént’s medications, and
administered thepto R8. "[Staff A} came hack and asked apout R§'s [pain medication] at this point|
realized the wrong meds ware given and mentioned this immediately to [Staff A] wha then callad
[Staff B]. In this case, [Staff Al told me that per [Staff 8], to-not give B8 any more medications. When
[Staff B] 'gat here [they] teld mie that [they] faxed and calted the docter @bout the meds she did get. |
was net told ta do dnything klse at that point. | did nat do an ineident report which .| should have."

During an interview with Staff B, the Health- Servicgs Dirdctor ori 04/21/2023 at 1:53PN, whieh asksd
to discuss the facllity process when itwas determined a madication error had occurred, Staff 8
stated that staff were instructed ta notify them, ensure the rasident was safa and call Emergency
Medical Sérvices (EMSY) If needed. Staff B stated thiat staff wer'e to:document the incident iri &
progress nate. Staff B stated that they would do.an ingident report, do.an onlina repart o the stdte,
and notify the resjdent's physnclan of the error, and resident family if necessary. Staff B stated that
the resident:wotild bé placed @n alert.and $taff wolld bé Fésponsibla for monitoiliig thé resideit for
any adverse reactions, and document these In fhe resident progress notes: for-3 days minimum and
extendad If necessary. When asked If they were aware of a reparted medication error regarding R8,
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immediately reports it to the Wellness Director. If the Wellness Director is not available, the report is
made to the nurse or Executive Director.” Under numeral “4” it stated, “Monitor the resident for signs
and symptoms of a serious adverse reaction (e.g., shortness of breath, allergic reaction, change in
condition, pale skin color, rash, nausea, vomiting, diarrhea, etc.) Numeral “5” stated if signs and
symptoms of adverse reaction are noted, immediately contact Emergency Medical Services.”
Numeral “6” stated “enter a narrative note on resident status during every shift for 48 hours after a
medication error occurs.”

During an interview with R8 on 04/21/2023 at 11:01AM, when asked if they experienced any issues
regarding medication administration from staff, R8 stated, “Yeah, they gave me the wrong
medication.” R8 stated that they were pressuring the Medication Technician (Med Tech) to give them
their medications quickly, because they were in pain. R8 stated that the Med Tech returned and
handed them a cup of medications, and they put apple sauce on them and ate them as they
normally do. R8 stated that they had no reason to believe that the medications did not belong to
them, stating there were just as many pills in the cup as they normally have, and they looked like
their normal medications. R8 stated after a while, their pain did not improve, and they asked for more
pain medication to which they were denied. R8 stated that a short while later, Staff A, the Executive
Director, and Staff B, the Health Services Director, called them to the office and notified R8 that R8
had ingested another resident’'s medications, and that staff were instructed to not give them any of
their normally scheduled medications for the remainder of the day. When asked if R8 was able to
receive any pain medication after the incident, R8 stated, “No, | was in pain all day!” When asked
how this incident made the resident feel they stated, “That made me feel like shit, really bad. That
could kill me.” R8 stated that Staff A and Staff B went through all of the incorrect medications that
they consumed, which consisted of approximately 17 different medications. “One [medication] that
was drilled in my head had to do with breast cancer, and a thyroid medication. Things that | wouldn't
take, things that | don’t need. Things that | am afraid of.”

During an interview with Staff D, a Medication Technician, on 04/21/2023 at 1:59PM, Staff D stated,
“[Staff A] told me that [R8] was asking, well really demanding [their] meds.” Staff D stated that while
getting the medications ready, they accidentally prepared another resident’s medications, and
administered them to R8. “[Staff A] came back and asked about R8’s [pain medication] at this point |
realized the wrong meds were given and mentioned this immediately to [Staff A] who then called
[Staff B]. In this case, [Staff A] told me that per [Staff B], to not give R8 any more medications. When
[Staff B] got here [they] told me that [they] faxed and called the doctor about the meds she did get. |
was not told to do anything else at that point. | did not do an incident report which | should have.”

During an interview with Staff B, the Health Services Director on 04/21/2023 at 1:53PM, when asked
to discuss the facility process when it was determined a medication error had occurred, Staff B
stated that staff were instructed to notify them, ensure the resident was safe and call Emergency
Medical Services (EMS) if needed. Staff B stated that staff were to document the incident in a
progress note. Staff B stated that they would do an incident report, do an online report to the state,
and notify the resident’s physician of the error, and resident family if necessary. Staff B stated that
the resident would be placed on alert and staff would be responsible for monitoring the resident for
any adverse reactions, and document these in the resident progress notes for 3 days minimum and
extended if necessary. When asked if they were aware of a reported medication error regarding R8,
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StaffB cc')h'ﬂrme'd. that the medication:@rrot oceurred. When asked What date this: errol occurred,
Staff B stated they had difficulfy: determining the date of the medication: error due {0 the lagk of
documentatian, but after conferring with:Staff A and Steff D, they eventually determined the incident
had otcurred on 03/29/2023. When asked what was done after becoming aware of the error, Staff B
stated they called R8's doctor {p netify them ofthe,errar; to which they ware Instructed fo hold alt of
R8's medications for the remainder of that day. When asked to provide dacumentation of that
physician natification, Staft' B was unable lo provide it. Staff B stated that they do not remember if
they wrote @ progress nofe-on the Incident or not, and stated they remembered gamplating an
incident report.

Review of tha facility Incident Log on 04/2'1/2023 :showed 'no progress note of the medication error,
and no monitoring of R8 for adverse reactions for the minimum period of 48 hours. Review of R8's
Medication Administration Record, showed no mention af a medicafion error in the mnates.

During an nterview on 04/21/2023 at 1:63PM, Staff B was asked why there was no pregress nate,
and alert charting documented in the resudent record-for RB; Staff B shook their head and stated,
"There should have been.”

Plan/Atfestation Statement
| heraby certify that | have reviewsd this report and have taken or will take zctive
measures o correct this defiziency. By taking thisaction, Ocean Shores Assigted Living s
or' will bein compliahte with this:law aind / or reguiation oh (Date) ‘ﬁ//@ 27 .

I addifion, 1 will implement & system:ie monifor and ensure continued cumplrance with
this requlrement

Administrator (or Reprasentative) /(9&4 é;a)%md%@d’ Date 57/&’ /33

WAG 388-7BA-2800 Policies and procedures,

(2) The assisted living facility must develop, Implement.and traln staff persons on palicies and
procedures tw address what staff persons must do;

(f) In response to medical emergencies;,

{l) To manage resldents' medicdtions, ¢onsisterit with WAC 888-78A:2210 throtigh 388-78A-2200 H
sending medications with a residant when the resident legves the premises;

This requirement was not met ag evidenced by:

Bagad b record review and interview, the facility failed to implement their policles antt pracedures
and nofify the resident’s physician following a.medication grror for one of dane
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Staff B confirmed that the medication error occurred. When asked what date this error occurred,
Staff B stated they had difficulty determining the date of the medication error due to the lack of
documentation, but after conferring with Staff A and Staff D, they eventually determined the incident
had occurred on 03/29/2023. When asked what was done after becoming aware of the error, Staff B
stated they called R8’s doctor to notify them of the error, to which they were instructed to hold all of
R8’s medications for the remainder of that day. When asked to provide documentation of that
physician notification, Staff B was unable to provide it. Staff B stated that they do not remember if
they wrote a progress note on the incident or not, and stated they remembered completing an
incident report.

Review of the facility Incident Log on 04/21/2023 showed no progress note of the medication error,
and no monitoring of R8 for adverse reactions for the minimum period of 48 hours. Review of R8's
Medication Administration Record, showed no mention of a medication error in the notes.

During an interview on 04/21/2023 at 1:53PM, Staff B was asked why there was no progress note,
and alert charting documented in the resident record for R8, Staff B shook their head and stated,
“There should have been.”

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Ocean Shores Assisted Living 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

WAC 388-78A-2600 Policies and procedures.

(2) The assisted living facility must develop, implement and train staff persons on policies and
procedures to address what staff persons must do:

(f) In response to medical emergencies;

(I) To manage residents' medications, consistent with WAC 388-78A-2210 through 388-78A-2290 ;
sending medications with a resident when the resident leaves the premises;
This requirement was not met as evidenced by:

Based on record review and interview, the facility failed to implement their policies and procedures
and notify the resident’s physician following a medication error for one of one
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resldent reviewed {Resident &, RBY. This failure placid tie résident at sk for not taceiving
apprapriate madicalearg after and prevented the physician from being informed of the residents
status.

Findings includerl. ..

WAC 388-78A~2210 Medication services,

(1) An assisted living facillty. providing medicatior service, el‘ther directly or iridirectly, must:

(&) Mest the requirements of chapter 69.41 RCW Legend drugs Prescriptipn drugs, and

other applicable statutes. and administrative riles; and

(b)Y Develop and implement systems that support and plomoie safe meadication servica for
each regident,

(2} The assisted living facility must ensure the follewing residents receive their medications.as
prescribed, exvept as provided for in WAC 388-78A-2230 and 388-78A-2260-;

(a) Each resident who requires medication asslstance ahd his or her negotiated service agreement.
indicates fhe assisted living facility will provide medication assistance; anq '

() 1fthe dsswted living facliity provides medication administration services, each resident
who requiras medication gdministeation and hid or her negoetiated service dgresment indicateas
the assistexd living facility will provide med;catlon agminjstration.

WAC 388-78A-2240 Nenavailability of m:ndmat}ons When the: assisted living facllity has asc;umed
responsibility for ohtalning a restdent's prascribed med catlons, the assisted living fagility must obtain
them Inf a carrect and timely manner "«

VUAG 388-78A-2260 &foring, securing, and accaunting for medicatians.

{2) The assisted living facllity must ensure all medications under the assisted living facility's
controf are properly storeg:

{a) In containers with pharmacist-prepared fabel or origihal manufasturer's fabal;

(b) Together for each resident and physically sepalated from other residents” medications;

Review of the facility "Medication Errors” policy, last reviewed on 08/10/2021, under the "Procedure”
category, numeral “1" it siated, “The individual identifying the medication errorimmediately reports it
to the Wellness Director Jf the Weliness Director is natavailable, the report is made. to the nurse or
Executive Director.” Uncler numeral 2" it stated, “The resident's prescr;bmg physician is imtnediately
notified of the medjcation error. When raporting the errer to the physiolan, do noet spaculate'as to
how the erior d€eurted, simply report the: facts of the situation.”

During an Interview with RB on 04/21/202% st 11:01AM, when asked ifthey eXperiericed any Issuss
regarding medication administratiqn from staff, R8.staled, “Yean, they gava me the wrong
medication.” R8 stated that they were pressuring the Med Teach to give them their medications
duickly, bécause they ware in pain. R8 stated that the Méd Teéh retuinéd and handed them a sup.of
rmedications, and they putapple sauca onthem and afe thern as they normally do. R8 stated that
they hiad no.reason ta belleve that the medications did not beiong tcn them, stating there were just as
many pills in the cup as they normally have, and
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resident reviewed (Resident 8, R8). This failure placed the resident at risk for not receiving
appropriate medical care after and prevented the physician from being informed of the resident’s
status.

Findings included...

WAC 388-78A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:
(a) Meet the requirements of chapter 69.41 RCW Legend drugs Prescription drugs, and

other applicable statutes and administrative rules; and

(b) Develop and implement systems that support and promote safe medication service for
each resident.

(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 :

(a) Each resident who requires medication assistance and his or her negotiated service agreement
indicates the assisted living facility will provide medication assistance; and

(b) If the assisted living facility provides medication administration services, each resident
who requires medication administration and his or her negotiated service agreement indicates
the assisted living facility will provide medication administration.

WAC 388-78A-2240 Nonavailability of medications. When the assisted living facility has assumed
responsibility for obtaining a resident's prescribed medications, the assisted living facility must obtain
them in a correct and timely manner.

WAC 388-78A-2260 Storing, securing, and accounting for medications.

(2) The assisted living facility must ensure all medications under the assisted living facility's
control are properly stored:

(a) In containers with pharmacist-prepared label or original manufacturer's label,

(b) Together for each resident and physically separated from other residents' medications;

Review of the facility “Medication Errors” policy, last reviewed on 08/10/2021, under the “Procedure”
category, numeral “1” it stated, “The individual identifying the medication error immediately reports it
to the Wellness Director. If the Wellness Director is not available, the report is made to the nurse or
Executive Director.” Under numeral “2” it stated, “The resident’s prescribing physician is immediately
notified of the medication error. When reporting the error to the physician, do not speculate as to
how the error occurred, simply report the facts of the situation.”

During an interview with R8 on 04/21/2023 at 11:01AM, when asked if they experienced any issues
regarding medication administration from staff, R8 stated, “Yeah, they gave me the wrong
medication.” R8 stated that they were pressuring the Med Tech to give them their medications
quickly, because they were in pain. R8 stated that the Med Tech returned and handed them a cup of
medications, and they put apple sauce on them and ate them as they normally do. R8 stated that
they had no reason to believe that the medications did not belong to them, stating there were just as
many pills in the cup as they normally have, and
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St_affA the F‘xecutlva Director and Staff B the ,Health Servlces Dlrector ca||ed tham to the ofﬂce
and notified RB8 that RB had ingested anothel resident's medications, and.that staff were instfucted
10 not give thent any of their pormally ssheduled medications for the remainder of the day; When
asked If RB was able.ta receive any pain medication after the incldent, R8 stated, "Mo, | was in pain
all day!” When asked how this incident made the resident feel they stated “That made me feel like
shit; really had: That could kill me,™ R8:stated that Staff A:and Staff B went through all of the
incorrect medications that they consumed, which corisisted of approximately 17 different
medications. "One [medication} that was drilled in my head had fo do-with-breast cancer,.and a
thyrold medloation, Things that | wouldn't take, things that | den’t need. Things that | am afrald of."”

During an interview with Staff 0, a Medication Technician, on 04/2:1/2023 et 1.59PM, Staff D stated,
“[Staff A told me that [R8) was asking, well.really demanding [their]l meds.” Staff D stated that while
getting the medications ready, they accldentally prepared another resident’s medications, and
administered them to R8. "[Staff A] came back and asked about R8's [pain medicatian] at this point |
realized the wrong meds were given and mentioned this immediately to [tgff Al whe then called
[Staff B]. In this case, [Staff A) told me that per [Staft B], to net give R8 any more medications. When
{Staff B].got. here [thay] told me. that [they] faxed and dalled the dortor about the meds she did get. |
was not'told to do anything else at that point, | did not.do ‘an incident report which 1 should have:.”

During an nterview with Staff B, the Health Services Director, on 04/21/2023. at 1:53PM, when
asked to discuss the facllity procass:when It was determined a medication error-had occorred, Staff
B stated that staff were instructed to notify therh, ensure the resident was. safe and call Emargency.
Medical Services (EMS) if needed, Staff B stated that staff were tg documeml the Incident in a
progress note. Staff § sfated that they weuld da an ingident repart, do an online report to the state,
and notify the resident’s physiclan of the. error, and resident family if necessary. Staff B stated {has
the residant: would be placed on glert and staff would be resppngible for momtorlng the resident for
any adverse reacﬁons and dadument these in the resident progress notes far 8 days minimum and
extended If necessary. When asked if they were aware of a repoited medicatioh €rror regarding R8,
Staff'B confirmed that the medijcation error acgurred. When asked what date this ‘error ogcurrad,
Staff B had difficulty determining the dats of the medlcation errar dua to the lack of documentation,
but after corferring with Staff A and Staff D, they eventudlly determined the Incident to have
oceurred on; 03/29/2023. When asked what was done after becorning aware of the error, ‘gtaff B
stated they called R&'s doctor to notify them ofthe. érrar, to which they weie instructad to hold all of
R8's medications for the remainder of that day. When asked fo provide. dacumentation of that
physician notification, Staff B was uriable ta provide it. Review of R8’s progress: netes showed np
prograss note of the medication. effor, and no- documehtation of notification to the resident's pravider.,

PlanfAttestation Statement ]
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they looked like their normal medications. R8 stated after a while, their pain did not improve, and
they asked for more pain medication to which they were denied. R8 stated that a short while later,
Staff A, the Executive Director, and Staff B, the Health Services Director, called them to the office
and notified R8 that R8 had ingested another resident’s medications, and that staff were instructed
to not give them any of their normally scheduled medications for the remainder of the day. When
asked if R8 was able to receive any pain medication after the incident, R8 stated, “No, | was in pain
all day!” When asked how this incident made the resident feel they stated, “That made me feel like
shit, really bad. That could kill me.” R8 stated that Staff A and Staff B went through all of the
incorrect medications that they consumed, which consisted of approximately 17 different
medications. “One [medication] that was drilled in my head had to do with breast cancer, and a
thyroid medication. Things that | wouldn’t take, things that | don’t need. Things that | am afraid of.”

During an interview with Staff D, a Medication Technician, on 04/21/2023 at 1:59PM, Staff D stated,
“[Staff A] told me that [R8] was asking, well really demanding [their] meds.” Staff D stated that while
getting the medications ready, they accidentally prepared another resident’s medications, and
administered them to R8. “[Staff A] came back and asked about R8’s [pain medication] at this point |
realized the wrong meds were given and mentioned this immediately to [Staff A] who then called
[Staff B]. In this case, [Staff A] told me that per [Staff B], to not give R8 any more medications. When
[Staff B] got here [they] told me that [they] faxed and called the doctor about the meds she did get. |
was not told to do anything else at that point. | did not do an incident report which | should have.”

During an interview with Staff B, the Health Services Director, on 04/21/2023 at 1:53PM, when
asked to discuss the facility process when it was determined a medication error had occurred, Staff
B stated that staff were instructed to notify them, ensure the resident was safe and call Emergency
Medical Services (EMS) if needed. Staff B stated that staff were to document the incident in a
progress note. Staff B stated that they would do an incident report, do an online report to the state,
and notify the resident’s physician of the error, and resident family if necessary. Staff B stated that
the resident would be placed on alert and staff would be responsible for monitoring the resident for
any adverse reactions, and document these in the resident progress notes for 3 days minimum and
extended if necessary. When asked if they were aware of a reported medication error regarding R8,
Staff B confirmed that the medication error occurred. When asked what date this error occurred,
Staff B had difficulty determining the date of the medication error due to the lack of documentation,
but after conferring with Staff A and Staff D, they eventually determined the incident to have
occurred on 03/29/2023. When asked what was done after becoming aware of the error, Staff B
stated they called R8’s doctor to notify them of the error, to which they were instructed to hold all of
R8’s medications for the remainder of that day. When asked to provide documentation of that
physician notification, Staff B was unable to provide it. Review of R8’s progress notes showed no

progress note of the medication error, and no documentation of notification to the resident’s provider.

Plan/Attestation Statement
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| hereby cetify that | have réviewectthis réport and Have takeh or will téKe active
measures. o correct this. deficiancy. By taking this mcfion, Qcean Shorgs 7ss;sted Living is
ar will be'In compliance with this [aw and ./ or regulation on (Date)

In addition,1 willimplement & system to. monitor and ensure continued oomphance with
thig requirermeant.

Administrator (or Representative) /- - V3) PDate &/,
Yo SDma s /%/03

||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||

WAC 388-78A-2210 Medication seyvices.
(1) An assisted living facillty providing medication service, eithar directly or indirectly, must:

{&) Meet the requirements of chapiér 89.41 RCW Legend drugs Préscription drugs, and other
applicable statutes:and administrative rules; and

{b) Develop and m1plement systems that support.and pmmote safe medication service for each
resident.

{2) The agsisted Jiving facility must ensure the fallowing resitients receive their medications as
. prescribed, except as pravided for in WAC 388-78A-2230 and 388-78A-2260.

{a) Each resident who requires medicatian assistance and his or her negotiated service agreement
indicates the.assistad living facility will prowde madication assistance; and

(b) If the assisted livirig facility provides medication adminisfration services, gach resident who
requires medication administration and his or her negotiated service agreament indicates the
asslsted livirg facllity will provide medication admiristeation.

This requirement was hot met as evidenced byt

Based an abservation, record review and interview, the facility failed to ensure safe medications
systems were implemented for 4 of 6 residents reviewed (Resident 1 (R1), Resldent 2 (R2),
Resident 3.(R3) ahd Resident 8, R8), and 2 of 2 medication carts teviewed, This failure resulted in
R8 experiencing pain, and placed all residents receiving rhedication services at risk for harm due to
medication errors and riol recaiving preseritied medications to address their health conditions.

Findings Included...
<MISSED MEDICATIONS>

Revlew of the faclllty “Med Room Workflow” palicy; last reviewed on (08/10/2021, under "Refills”
stated, "It is the résponsibility of evecy staff merBér involved with thedications. to ensure the
medications are ordered appropriately. Medications are ordered at least 7 days.
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| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Ocean Shores Assisted Living 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

WAC 388-78A-2210 Medication services.

(1) An assisted living facility providing medication service, either directly or indirectly, must:

(a) Meet the requirements of chapter 69.41 RCW Legend drugs Prescription drugs, and other
applicable statutes and administrative rules; and

(b) Develop and implement systems that support and promote safe medication service for each
resident.

(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 :

(a) Each resident who requires medication assistance and his or her negotiated service agreement
indicates the assisted living facility will provide medication assistance; and

(b) If the assisted living facility provides medication administration services, each resident who
requires medication administration and his or her negotiated service agreement indicates the
assisted living facility will provide medication administration.

This requirement was not met as evidenced by:

Based on observation, record review and interview, the facility failed to ensure safe medications
systems were implemented for 4 of 6 residents reviewed (Resident 1 (R1), Resident 2 (R2),
Resident 3 (R3) and Resident 8, R8), and 2 of 2 medication carts reviewed. This failure resulted in
R8 experiencing pain, and placed all residents receiving medication services at risk for harm due to
medication errors and not receiving prescribed medications to address their health conditions.

Findings included...

<MISSED MEDICATIONS>

Review of the facility “Med Room Workflow” policy, last reviewed on 08/10/2021, under “Refills”
stated, “It is the responsibility of every staff member involved with medications to ensure the
medications are ordered appropriately. Medications are ordered at least 7 days
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before running out (mofe days may be néeded when heeded due.to difficuit.or mall order
pharmacias, upepming holidaysiweekends; and confrollgd substances).” "Each shiff the Nurse/Med
Tech fs. to foljew thrdugh with refills pending (re-fax, call pharmacy, call family etc,).”

<R1» ’
Review of R1's face sheet showed that the resident was admitted to the facility on [JJjjjj#2004.

Review of R1's Medication Administration Record (MAR) for March of 2023, and April of 2023,
showed that the resident had the following missed medication doses:

~03/28/2023; Multivitaming, Mer's 80+ Tab (tablet): Unter the “BExceptians” sectian it listed the
reason for the missed dose as *Medication requires refill authorization PGP notified.” Under the
*Nutes” for that missed dose, it stated, "Med not:hers.”

~03/30/2023: Multivitamins Mens 80+ Tab Under the “Exceptions" section it listed the reason for the
missed. dose as “Physically unable tb take.” Undear thie “Notes! for that riissed dasa, it stated, “mead
not here,"

-04/05/2023: Atprvastatin (medication for cholesterol) Bomg (milligrams) tab: Under the “Exceptions”
section.it listed the reason for the missad dose.as “Physically Unable fo take.” Under the “notes” for
that missed dose, it stated, "Have not-received medication from pharmacy.”

«04/11/2023; Lantus (insulin medication to treat diabetes)100W/Am| (milliliters) Vial: Under the
“Exceptions” section it listed the reason for the migsed dose as *Physically unable to take,” LInder
the "Nates” for theat missed dose, it stated, “Have rat recelved medication from pharmacy.”

041122023 Lantus 100U/1ml Vial. Under ths "Excéptions” sectibh it listed the ragson for the
missed dose as "Physically unable to take." Under the "Notes” for that missed dose, it stated, “Still
waiting.on pharmacy Delivery.”

Revlew of R1's Medication Re-Order History In. thelr medical record showed that the facility had the
followirg re-orders: ‘

-Multivitaming Men's. 50+ Tab. Meditation was re-ordered by the facllity on 03/29/2023 & 4:28AM.
~Atoryastatin SOmg Tab; Medication was re-ardered by the facility on, §4/(04/2023 at 4;13AM,
-Lantus 100U/1ml Vial: Medicatian was re-ordeared by the facility on: 04/0'1/2023 at 4:19PM..

21,
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before running out (more days may be needed when needed due to difficult or mail order
pharmacies, upcoming holidays/weekends, and controlled substances).” “Each shift the Nurse/Med
Tech is to follow through with refills pending (re-fax, call pharmacy, call family etc.).”

<R1>
Review of R1’s face sheet showed that the resident was admitted to the facility on [Jjjjj/2004.

Review of R1’s Medication Administration Record (MAR) for March of 2023, and April of 2023,
showed that the resident had the following missed medication doses:

-03/29/2023: Multivitamins Men’s 50+ Tab (tablet): Under the “Exceptions” section it listed the
reason for the missed dose as “Medication requires refill authorization PCP notified.” Under the
“Notes” for that missed dose, it stated, “Med not here.”

-03/30/2023: Multivitamins Mens 50+ Tab Under the “Exceptions” section it listed the reason for the
missed dose as “Physically unable to take.” Under the “Notes” for that missed dose, it stated, “med
not here.”

-04/05/2023: Atorvastatin (medication for cholesterol) 80mg (milligrams) tab: Under the “Exceptions”
section it listed the reason for the missed dose as “Physically Unable to take.” Under the “notes” for
that missed dose, it stated, “Have not received medication from pharmacy.”

-04/11/2023: Lantus (insulin medication to treat diabetes)100U/1ml (milliliters) Vial: Under the
“Exceptions” section it listed the reason for the missed dose as “Physically unable to take.” Under
the “Notes” for that missed dose, it stated, “Have not received medication from pharmacy.”

-04/12/2023: Lantus 100U/1ml Vial. Under the “Exceptions” section it listed the reason for the
missed dose as “Physically unable to take.” Under the “Notes” for that missed dose, it stated, “Still
waiting on pharmacy Delivery.”

Review of R1’s Medication Re-Order History in their medical record showed that the facility had the
following re-orders:

-Multivitamins Men’s 50+ Tab: Medication was re-ordered by the facility on 03/29/2023 at 4:28AM.
-Atorvastatin 80mg Tab: Medication was re-ordered by the facility on 04/04/2023 at 4:13AM.
-Lantus 100U/1ml Vial: Medication was re-ordered by the facility on 04/01/2023 at 4:19PM.
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The recofd showed the facility re-ofdéred the. medication again oir 4/11/2028 4t 4:57FM, rowever Ho
fallow-up was completed to ensure the medication'was on sile after the mmat ) denng on
04/01/2023 untll 04/11/2023.

<R2% '
Review of R2's face sheet showed that the resident was admitted to the facility on [JJi2020.

Review of RZ2's MAR for March of 2023, and April of 2023, showed that the resident had the.
following missed medication doses:

“04/06/2023: Buspirone (medication to: treat anxiety) 10mg Tab. Undser the “Exceptions” section It
listed the reason for the missed dosa as “Physically Unable ta take.” Under the “Notas” for that
missed dose, it statad, “Waiting on Pharmacy.”

~04/11/2023; Aretaminophert (pain relief medicatian) S00mg Caplet Under'the “Exceptlons” section it

listed the. reason for the missed.dose as "Physically Unaple: o fake.” Under the “Motes” for that
missed dose, It stated, “No-meds in overflow, reordered.”

-04/12/2023: Alfopurinol (acld reducing medication). 300mg Tab. Under the “Exceptions” section It
listed the resson for the migsed dose as "Physically Unable to take." Linder the “Notas" for that
missed dose, it stated; “Walting an Pharmacy Delivery.”

Review of R2's Medication Re-Order History in thelr medlcal récdrd, shpwed that the facility had the
following re-orders:

“Buspirone 10mg tak: Medication was re-ordered by the facllity on 03/26/2023 at 8:08PM, The
record showed tha. faciiity racelved-a stafus code - of "Rejected" on 04/06/2023 :at 7:33PM stating,
iFafled: Pharmacy Rejected ~ Refiil too saon.”

~Allopulirol 200my Talb: Medication was re-ordered by the facility on. 04/1.2/2023. at 8:44ANM.

~There was no Medication Re-Order Hjstory for Acetaminophen 800mg Caplet,

<R3>
Review of R3's face shieet showsd that the resident was admitted to the facliity o [Jj2022.

Review of R3's MAR for March bf: 2023, and April of 2023, showed that the resident had the
following missed doses:

-08/Q8/2023: SuifaTrimeth (antiblotic to traat infectians) DS 800-160myg Tab: Under the "Exceptions”

sactich it listed the reason for thé missed dose.as "Physically Unable to take.” Under thé “Notes" for
that missed .dqse, it stated, “Med not delivered.” _

~03/09/2023; SulfaTrimath DS 800-180mg Tab, Under the "Exceptions™ section it listed the reason
for the missed.dese as "Physioally Unable‘to take.” Under the “Notes” far that missed dose, it stated,
“Med rot here," .
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The record showed the facility re-ordered the medication again on 4/11/2023 at 4:57PM, however no
follow-up was completed to ensure the medication was on site after the initial ordering on
04/01/2023 until 04/11/2023.

<R2>
Review of R2’s face sheet showed that the resident was admitted to the facility on [Jjjjj/2020.

Review of R2’s MAR for March of 2023, and April of 2023, showed that the resident had the
following missed medication doses:

-04/06/2023: Buspirone (medication to treat anxiety) 10mg Tab. Under the “Exceptions” section it
listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for that
missed dose, it stated, “Waiting on Pharmacy.”

-04/11/2023: Acetaminophen (pain relief medication) 500mg Caplet Under the “Exceptions” section it
listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for that
missed dose, it stated, “No meds in overflow, reordered.”

-04/12/2023: Allopurinol (acid reducing medication) 300mg Tab. Under the “Exceptions” section it
listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for that
missed dose, it stated, “Waiting on Pharmacy Delivery.”

Review of R2’'s Medication Re-Order History in their medical record, showed that the facility had the
following re-orders:

-Buspirone 10mg tab: Medication was re-ordered by the facility on 03/26/2023 at 8:08PM. The
record showed the facility received a status code of “Rejected” on 04/06/2023 at 7:33PM stating,
“Failed: Pharmacy Rejected — Refill too soon.”

-Allopurinol 300mg Tab: Medication was re-ordered by the facility on 04/12/2023 at 6:44AM.

-There was no Medication Re-Order History for Acetaminophen 500mg Caplet.

<R3>
Review of R3'’s face sheet showed that the resident was admitted to the facility on [Jjjjj2022.

Review of R3’s MAR for March of 2023, and April of 2023, showed that the resident had the
following missed doses:

-03/08/2023: SulfaTrimeth (antibiotic to treat infections) DS 800-160mg Tab. Under the “Exceptions”
section it listed the reason for the missed dose as “Physically Unable to take.” Under the “Notes” for
that missed dose, it stated, “Med not delivered.”

-03/09/2023: SulfaTrimeth DS 800-160mg Tab. Under the “Exceptions” section it listed the reason
for the missed dose as “Physically Unable to take.” Under the “Notes” for that missed dose, it stated,
“Med not here.”
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-03/09/202:3; Vitamin 03 1000U (units). Under the "Exceptions” section it listed the rerson for the
misged dosea s "Physically Unable o take,” Under the “Notes” faor that missed. dose, it stated, “Med
not here."

Review of R3's Madioaifon Re-Order History in thelr medisal record, shqwed that the facllity had the
followirig re~arders;

Vitamin D3. 1000U Cap: Medication was re-ordered by tHe pharmacy on 03/05/2023 &t t: 10PN
“There was no. Medicatian Order History pravided for SulfaTrimeth DS 800-16amyg Tab.

During an interview with the Staff A, the Health Servizes Directar, on04/12/2023 at 12:66RM, when
asked what thelr expectation of staff is. regarding medication re-ordering, they stated their
expectatiopy of staff is (o re-order a medication when there is 7 .days left of a medication. Staff A
stated that this is currently a problem In the facllity, and thatthay are working on re-educating -staff to
gnsure this process js followed,

<STORAGE OF MEDICATIONS>

Review of Tha Insfitute for Safe.Medical Practices article, "Guidsiines for Timely Medication
Administration;" last reviewed an 01/13/2011, stated that professionals who dispense medications,
due to the pressure of timelinsss, will often take shoricuts in an attempt ta accelerate the drug
administratlon progass, t. deﬂned one of these shortcuts as pre~pauring medications, which is the.
process, of preparing medications in advanes and then storing themt until ready to administer to the
resfdent at a |ater time. Praﬂpouring medlcaﬂons fs not a safe medication practlce becausa the.
they have be an rerioved from th,eir Iabeled packagtng Storing fhese: opened uniabeled resident
medicatians together draniatically Increases the.probabllity of medication éirors.

‘Review of the fac:llty Medicatlon Storage of Cemrally Stored Medications” policy, 1ast reviewed
12/15/2021, stated, "Medications witl be stored in @ manner that ensures maintenance of hoth the
integrity of the.rmiedi¢ation, and the safety of all residents résiding inthe community.” Under numeral
3, it stated, "The Community must ensure all medicafions under the community’s control are properly
stored; in contalners with pharmacist-prepared lahel or original manufacturer's label; together far
eachresidert, and physizally séparated from other resident's medications.”

During an interview with Staff €, a Medlcation Techhician (Med Tech), on 04/21/2D23, at'09:58AM,
wher agsked |fthey ayer pre-poured thair medjcations tospeed up their medicafion administration
process, Staff'C stated, "No, we da net pre-pour medicatians.” When asked if they ever carry twa or
more resideént medication ctips at ohe time while adiministerihg medicatioris, Staff € stated they
would pnly' carry and administer mediations {0 one resident at a time, After tha interview, :Steff C was
asked. to apen. thelr medication cart for Inspectfon. Observation showed six, pre-poured medicatlan
cups, all stacked ot
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-03/09/2023: Vitamin D3 1000U (units). Under the “Exceptions” section it listed the reason for the
missed dose as “Physically Unable to take.” Under the “Notes” for that missed dose, it stated, “Med
not here.”

Review of R3’s Medication Re-Order History in their medical record, showed that the facility had the
following re-orders:

-Vitamin D3 1000U Cap: Medication was re-ordered by the pharmacy on 03/05/2023 at 1:10PM
-There was no Medication Order History provided for SulfaTrimeth DS 800-160mg Tab.

During an interview with the Staff A, the Health Services Director, on 04/12/2023 at 12:56PM, when
asked what their expectation of staff is regarding medication re-ordering, they stated their
expectation of staff is to re-order a medication when there is 7 days left of a medication. Staff A
stated that this is currently a problem in the facility, and that they are working on re-educating staff to
ensure this process is followed.

<STORAGE OF MEDICATIONS>

Review of The Institute for Safe Medical Practices article, "Guidelines for Timely Medication
Administration," last reviewed on 01/13/2011, stated that professionals who dispense medications,
due to the pressure of timeliness, will often take shortcuts in an attempt to accelerate the drug
administration process. It defined one of these shortcuts as pre-pouring medications, which is the
process of preparing medications in advance and then storing them until ready to administer to the
resident at a later time. Pre-pouring medications is not a safe medication practice because the
medications cannot be accurately compared to the Medication Administration Record (MAR) once
they have been removed from their labeled packaging. Storing these opened, unlabeled resident
medications together dramatically increases the probability of medication errors.

Review of the facility “Medication Storage of Centrally Stored Medications” policy, last reviewed
12/15/2021, stated, “Medications will be stored in a manner that ensures maintenance of both the
integrity of the medication, and the safety of all residents residing in the community.” Under numeral
3, it stated, “The Community must ensure all medications under the community’s control are properly
stored; in containers with pharmacist-prepared label or original manufacturer’s label, together for
each resident, and physically separated from other resident's medications.”

During an interview with Staff C, a Medication Technician (Med Tech), on 04/21/2023, at 09:58AM,
when asked if they ever pre-poured their medications to speed up their medication administration
process, Staff C stated, “No, we do not pre-pour medications.” When asked if they ever carry two or
more resident medication cups at one time while administering medications, Staff C stated they
would only carry and administer mediations to one resident at a time. After the interview, Staff C was
asked to open their medication cart for inspection. Observation showed six, pre-poured medication
cups, all stacked on
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top of bhie other. Erch imeditation cup had open, Uhlabeled. medications reddy for administration té
residents.

During an Interview with Staff 0, Medication Techniclan (Med Taeh), on 04/21/2023 at 10:10AM,
when asked if they ever pre-pour medications, Staff D stated that they never pre-pour their
medications, When asked if they.ever carry multipte resident medication cups at one time while
administering medisations, Staff D stated they would only carry and administer mediations ta pne
resident at a time, After the interview, Staff D was asked to open their medication cart for inspection.
Staff D stated, "I never usually-do this, but{ do have ors here.” Observation showed one medication
cup-with-ppen, unlabeled medications, pre-poured-for another restdent,

Ruring an interview with Resident 8 (R8) an 04/21/2023 at 10:42AM, when asked if they hag ever
witnessed the Med Techs carrying other resident medications whenthey were teceiving their
medicafions, R& eyss grew wide stating, "Oh yeah. That iz a big probler here.” When asked fo
elaborate on What they had witrlessed, RO stated, ‘| have-seen them carry ather peaple's
medications, you know, in the medjcation cups, all stagked yp on top of each: other, When they come
in, they put all ofthe cups on my counter, and then go through them to get mine. They.give 'me my
pilla, ahd then'scoop them all up and walk eut.”

During an Interview with Resident 7 (R7) on 04/21/2022 at 10:60AM, when asKed if they hadl hoticed
staff carrying multiple rasident medication cups while administering thejr medication, R7 stated,
“Yes, the [Med Tech] came in here to. give me my medizine, [Thay are] excellent at everything fthey
do], but this.night [they] caried two medicatiohs cups of pills into my roeom and [they] handed me the
wrong ong, | putthem fn my njouth, and [they] looked in the other container and [they] saw my
purplish pill in the other container, and then [they] yellad at me to stopl Then [they] tald me to spit
them out back in the cup. | hadn't swallewed them at that point, so | did.”

During an interviaw with Staff B, the Health Services Director on 04/21/2023 at 1:563PM, when asked
if it was acceptable for staff {o pre-pour medications, Staff B stated, “Absajutely net.” After nofifying
Staff B of what wasg observed ih the medlcation carte, Staff B stated that they had provided. '
education to staff on proper medication storage and administration. Staff B stated, “They should
know that pre-pouring their medications: is not acceptahle.”

<POLICY AND RROCGEDURES>

Review of the facility "Medication Errors” policy, last reviewed dn 08/10/2021, Uridar tha "Procedurg”
category, ‘numeral “1” It stated, “The individual Identifying the medication error Immediately reports it
to the Wellmess Dirgctar. If tha Wellness Directpr is mot available, the report 1s made to the rurse o
Executive Director.” Under Huiieral "2 it sthtéd, “The resident’s. prescribing physician is immediatsly
notified of tha medication error. When reparting the @érrof to the physician, do.not speculate as to
how the error occurred, simply repart the facts of the situation,”
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top of one other. Each medication cup had open, unlabeled medications ready for administration to
residents.

During an interview with Staff D, Medication Technician (Med Tech), on 04/21/2023 at 10:10AM,
when asked if they ever pre-pour medications, Staff D stated that they never pre-pour their
medications. When asked if they ever carry multiple resident medication cups at one time while
administering medications, Staff D stated they would only carry and administer mediations to one
resident at a time. After the interview, Staff D was asked to open their medication cart for inspection.
Staff D stated, “I never usually do this, but | do have one here.” Observation showed one medication
cup with open, unlabeled medications, pre-poured for another resident.

During an interview with Resident 6 (R6) on 04/21/2023 at 10:42AM, when asked if they had ever
witnessed the Med Techs carrying other resident medications when they were receiving their
medications, R6 eyes grew wide stating, “Oh yeah. That is a big problem here.” When asked to
elaborate on what they had witnessed, R6 stated, “| have seen them carry other people’s
medications, you know, in the medication cups, all stacked up on top of each other. When they come
in, they put all of the cups on my counter, and then go through them to get mine. They give me my
pills, and then scoop them all up and walk out.”

During an interview with Resident 7 (R7) on 04/21/2023 at 10:50AM, when asked if they had noticed
staff carrying multiple resident medication cups while administering their medication, R7 stated,
“Yes, the [Med Tech] came in here to give me my medicine. [They are] excellent at everything [they
do], but this night [they] carried two medications cups of pills into my room and [they] handed me the
wrong one. | put them in my mouth, and [they] looked in the other container and [they] saw my
purplish pill in the other container, and then [they] yelled at me to stop! Then [they] told me to spit
them out back in the cup. | hadn’t swallowed them at that point, so | did.”

During an interview with Staff B, the Health Services Director on 04/21/2023 at 1:53PM, when asked
if it was acceptable for staff to pre-pour medications, Staff B stated, “Absolutely not.” After notifying
Staff B of what was observed in the medication carts, Staff B stated that they had provided
education to staff on proper medication storage and administration. Staff B stated, “They should
know that pre-pouring their medications is not acceptable.”

<POLICY AND PROCEDURES>

Review of the facility “Medication Errors” policy, last reviewed on 08/10/2021, under the “Procedure”
category, numeral “1” it stated, “The individual identifying the medication error immediately reports it
to the Wellness Director. If the Wellness Director is not available, the report is made to the nurse or
Executive Director.” Under numeral “2” it stated, “The resident’s prescribing physician is immediately
notified of the medication error. When reporting the error to the physician, do not speculate as to
how the error occurred, simply report the facts of the situation.”
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During an inteiview with RB on 04/21/2023 at 11:01AM, When asked If they experienced ahy issues
regarding medication administration from staff; R8 sialed, “Yeah, they gave me the wrong
medication." R8 stated that they were pressuring the Mei Tech to give them thelr medications
qulokly, because they were |n pain, R8 stated that the Med Tech réturned and handed them a oup of
medications, and ey put apple sauce on them. and ate them as thay normally do. R8 stated {hat
they had no:reason ta belleve that the. medications did not beleng to them, stating there were just as
many pills in the cup as they normally have, and they looked like their normal medications. R8 stated
after a wihile; thelr pain did net improve, and they.asked for more pain medication fo which they were
denied, RS stated that a short while later, Staff A, the Executive Director, and Staff B, the Health
Services Director, called them fo-the office and nofified R8 that R8 had ingested anotherresident's
medfcations, and that staff were fnstructed to not give them any of their normally scheduled
medlcations for the remainder of the day. When asked if R8 was able to recelve any pain medication
after the incident, RB stated, “No, [ was in paih all dayl” When asked how this incident made the

resident feel they stated, “That made me-feel fike shit, really bad, That spuld Killma." R8 stated that -

Staff A and Staff B-went through all of the incorrest medications that they consumad, which
cotisisted of approximately 17 differant medications. "One [medication] that was drilled in my head.
had to do-with breast cancer, ahd a thyraid medication. Things that | weuldn't take, things that | don’t
need. Things that |-am afraid of.”

During an interview with Staff D, a Medication Technician, on 04/21/2028 at.1:54P\, Staff D stated,
‘[Staff Al told me that [RB] was asking, well really demanding [their] meds.” Staff'D stated that while
getting the medications ready, they acdidentally prepared another tesident's medications, and
administered them to:R8. "[Staff Al-came back and asked about R8's [paln medication] at this point.]
realized fhe wrong meds were given and.mentioned this immediately to (Staff Al who then called
[Staff B]. In this case, [Staff A] told me that per [Staff.B], to.not give R8 any more medications. When
[Staff 8] got here [thay] told e that [they] faxed and called the doctdy about the meds she did gat; |
was not told ta do anything eise at fhat point. | did not do an incident report whiieh | should have;”

During ar interview with Staff B, the Health Services Director, oh 04/21/2023 at 1:53PM, when
asked| fo discuss the facllity process:when It was deterrined a medication error had occurred, Staff
B stated that stafl were Insirusted to netify them, ensure the resident was safs and call Emergency
‘Medical Services (EMS) If neaded. Staff B stated that staff were to docliment the Incident [h a
progress note., Staff B stated that they would do an incident report, do an oniine report to the state,
and nolify the resident’s physician of the error, and resident family if necessary. Staff B slated that
the resident would bi placed on alert.and staff would be respansible for moriitoring the résident for
any adverse reactions, and document these in the resident progress notes for'3 days minimum and
extended if necessary. When asked if they were aware of e reported medieation errer regarding R8,
Staff-B corifirmid that the fhedication error occurred. WWhen asked what date this error octurred,
StaffB had difficulty detenmining the date of the medication srror dus to the lack of documentation,
but after conferring with Staff A and Staff D; they eventually determined the ncident to have:
occlrred on 03/29/2023. When asked what wad. doné after betoming aware of thé eridr, Staff B
stated Ihey called R8's doetor to notify them, of the. error; to which they were instructed to hold all of
R8's medications for the remainder of that day, When asked to provide documentation of that
physicidn notificatioh, Staff'B was: Unablé to provide Tt. Réview of R8’s progiéss notés showed no
prograss note of the medication error, and na decumentation of netification to the resident's provider.
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During an interview with R8 on 04/21/2023 at 11:01AM, when asked if they experienced any issues
regarding medication administration from staff, R8 stated, “Yeah, they gave me the wrong
medication.” R8 stated that they were pressuring the Med Tech to give them their medications
quickly, because they were in pain. R8 stated that the Med Tech returned and handed them a cup of
medications, and they put apple sauce on them and ate them as they normally do. R8 stated that
they had no reason to believe that the medications did not belong to them, stating there were just as
many pills in the cup as they normally have, and they looked like their normal medications. R8 stated
after a while, their pain did not improve, and they asked for more pain medication to which they were
denied. R8 stated that a short while later, Staff A, the Executive Director, and Staff B, the Health
Services Director, called them to the office and notified R8 that R8 had ingested another resident’s
medications, and that staff were instructed to not give them any of their normally scheduled
medications for the remainder of the day. When asked if R8 was able to receive any pain medication
after the incident, R8 stated, “No, | was in pain all day!” When asked how this incident made the
resident feel they stated, “That made me feel like shit, really bad. That could kill me.” R8 stated that
Staff A and Staff B went through all of the incorrect medications that they consumed, which
consisted of approximately 17 different medications. “One [medication] that was drilled in my head
had to do with breast cancer, and a thyroid medication. Things that | wouldn’t take, things that | don’t
need. Things that | am afraid of.”

During an interview with Staff D, a Medication Technician, on 04/21/2023 at 1:59PM, Staff D stated,
“[Staff A] told me that [R8] was asking, well really demanding [their] meds.” Staff D stated that while
getting the medications ready, they accidentally prepared another resident’s medications, and
administered them to R8. “[Staff A] came back and asked about R8’s [pain medication] at this point |
realized the wrong meds were given and mentioned this immediately to [Staff A] who then called
[Staff B]. In this case, [Staff A] told me that per [Staff B], to not give R8 any more medications. When
[Staff B] got here [they] told me that [they] faxed and called the doctor about the meds she did get. |
was not told to do anything else at that point. | did not do an incident report which | should have.”

During an interview with Staff B, the Health Services Director, on 04/21/2023 at 1:53PM, when
asked to discuss the facility process when it was determined a medication error had occurred, Staff
B stated that staff were instructed to notify them, ensure the resident was safe and call Emergency
Medical Services (EMS) if needed. Staff B stated that staff were to document the incident in a
progress note. Staff B stated that they would do an incident report, do an online report to the state,
and notify the resident’s physician of the error, and resident family if necessary. Staff B stated that
the resident would be placed on alert and staff would be responsible for monitoring the resident for
any adverse reactions, and document these in the resident progress notes for 3 days minimum and
extended if necessary. When asked if they were aware of a reported medication error regarding R8,
Staff B confirmed that the medication error occurred. When asked what date this error occurred,
Staff B had difficulty determining the date of the medication error due to the lack of documentation,
but after conferring with Staff A and Staff D, they eventually determined the incident to have
occurred on 03/29/2023. When asked what was done after becoming aware of the error, Staff B
stated they called R8’s doctor to notify them of the error, to which they were instructed to hold all of
R8’s medications for the remainder of that day. When asked to provide documentation of that
physician notification, Staff B was unable to provide it. Review of R8’s progress notes showed no

progress note of the medication error, and no documentation of notification to the resident’s provider.
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Plai/Attestation Statemerit
I hereby. certify that | have reviewed this report and have taken or will take active

measures to correct this deficiency. By taking this action, Ocean Sho.rus,A;ssI}ted Living is
orwill be in campliance with this law and / or regulation an (Date) (QA/ ? Qs .

[n addition, ] will implement & system. fo- monitor and ensure continued compliance with
this requirement.

Adminfetratar (or Reprasantative) /&é&u%% o Llrg Date She /a 3
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04/26/2023

Plan/Attestation Statement

or will be in compliance with this law and / or regulation on (Date)

this requirement.

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Ocean Shores Assisted Living is

In addition, | will implement a system to monitor and ensure continued compliance with

Administrator (or Representative)

Date
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Plan of Correction

WAC Deficient System or Standard Action Plan Team Member's Namj Estimated date of completion
Inservice all Med Techs on ordering
medications and follow up on receipt of Debbie Smathers
medications. Ongoing monitoring of ED,Cheryl Conner

388-78A-2240 Nonavailabilty of medications medications HSD 6/10/2023
HSD to update all Negotiated Service .
Agreements with personalization for each | Debbie Smathers ED

388-78A-2140 Negotiated Service Agreement content individual resident. Cheryl Conner HSD 6/10/2023
Update care plans with personalized Debbie Smathers ED

388-78A-2290, 388-78A- 2340 |Negotiated Service Agreement content information for preferences and care Cheryl Conner HSD 6/10/2023
Inservice for proper storage, Securing, and
accounting for medications and continued  |Debbie Smathers ED

388-78A-2260 Storing, Securing, and accounting for medications monitoring Cheryl Conner HSD 6/10/2023

. All medication errors will be reported to
state by HSD, ED, or designated staff, .
. Document appropriatte measures to Debbije Smathers ED

388-78A-2371 Report, document, and investigate all medication errors prevent future situations \ Cheryl Conner HSD 6/10/2023
Inservice for proper alert charting Debbie Smathers ED

388-78A-2120 Monitoring and e resident's well being procedures to include monitoring. Cheryl Conner HSD 6/10/2023
Inservice for Policies and Procedures of
residents medications while cut of the
facility and to monitor physician Debbie Smathers ED

388-78A-2600 Policies and Procedures communication. Cheryl Conner HSD 6/10/2023
Update Negotiated Service Agreements and
educated staff member on the 5 rights. Debbie Smathers ED

388-78A-2210 - Medication Services Redelegate medication technicians Cheryl Conner HSD 6/10/2023
Develop and implement systems that
implement and promote safe medication Debbie Smathers ED

388-78A-2230, 388-78A-2250 |Receipt of medications as prescribed services Cheryl Conner HSD 6/10/2023
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