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Residential Care Services
Investigation Summary Report

Provider/Facility: PONDEROSA
RETIREMENT CENTER
License/Cert.#: 804

Provider Type: Assisted Living Facility

Compliance Determination #: 21660
Intake ID: 74822

Investigator: Lucinda Vautour
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 03/27/2023 through 05/08/2023
Complainant Contact Date(s):

A named resident did not receive the correct amount of a medication at the Assisted Living
Facility (ALF).

Allegation(s):

Total residents: 60
Resident sample size: 7
Closed records sample size:

Investigation Methods:

Sample:

Environment
Cares
Named Resident
Residents
Medications

Observations:

Named resident
Residents
Facility Staff
Others not associated with the facility

Interviews:

Resident record (assessment, care plan, chart notes, physician
orders and medication administration records (MARS)
Facility incident report and investigation
Facility policy's

Record Reviews:

Observations, interviews and record reviews showed that the resident's family picked up the
resident and all her medications from the ALF for a home visit.  Interviews and record reviews
showed that the resident had not been feeling well, their blood pressure was elevated, and so
the resident's family made an appointment with a physician.  Interviews also showed that when
family attempted to refill the resident’s blood pressure medication, she found out it was almost
full. The ALF acknowledged that the named resident had not been receiving the medication as
ordered.  The medication was to be given twice a day and had only been given once a day
since admission to the ALF the residents admission, six months prior. Failed facility practice
found WAC 388-78A-2120.  Reference Statement of Deficiency, 05/08/2023.
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: PONDEROSA
RETIREMENT CENTER
License/Cert.#: 804

Provider Type: Assisted Living Facility

Compliance Determination #: 21660
Intake ID: 74968

Investigator: Lucinda Vautour
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 03/27/2023 through 05/08/2023
Complainant Contact Date(s): 03/28/2023, 05/11/2023

1. A named resident did not receive the correct amount of a medication at the Assisted Living
Facility (ALF).
2. A named resident was neglected by facility staff.
3. The facility falsified resident records.

Allegation(s):

Total residents: 60
Resident sample size: 7
Closed records sample size:

Investigation Methods:

Sample:

Environment
Cares
Named Resident
Residents
Medications

Observations:

Named resident
Residents
Facility Staff
Others not associated with the facility

Interviews:

Resident record (assessment, care plan, chart notes, physician
orders and medication administration records (MARS)
Facility incident report and investigation
Facility policy's

Record Reviews:

1. Observations, interviews and record reviews showed that the resident's family picked up the
resident and all her medications from the ALF for a home visit.  Interviews and record reviews
showed that the resident had not been feeling well, their blood pressure was elevated, and so
the resident's family made an appointment with a physician.  Interviews also showed that when
family attempted to refill the resident’s blood pressure medication, she found out it was almost
full.
2. The ALF acknowledged that the named resident had not been receiving the medication as
ordered and a medication error was made but staff did not neglect the
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named resident.  The medication was to be given twice a day and had only been given once a
day since admission to the ALF the residents admission, six months prior.
3. The facility made a medication error and did falsify the named resident's record. Failed facility
practice found WAC 388-78A-2120 (1b), (2 a).  Reference Statement of Deficiency, 05/08/2023.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: PONDEROSA
RETIREMENT CENTER
License/Cert.#: 804

Provider Type: Assisted Living Facility

Compliance Determination #: 21660
Intake ID: 76583

Investigator: Lucinda Vautour
Region/Unit #: RCS Region 1 / Unit G

Investigation Date(s): 03/27/2023 through 05/08/2023
Complainant Contact Date(s): 04/03/2023, 05/11/2023

1. A named staff member is not qualified to teach classes to staff.
2. A named  staff member is not giving residents insulin as ordered.
3. Resident assessments are late and not completed by qualified staff.
4. A named facility staff member falsified a named resident record.
5. Facility staff are not delegated to give eye drops to residents.

Allegation(s):

Total residents: 60
Resident sample size: 7
Closed records sample size:

Investigation Methods:

Sample:

Environment
Cares
Residents
Medications

Observations:

Named resident
Residents
Facility Staff
Others not associated with the facility

Interviews:

Resident record (assessment, care plan, chart notes, physician
orders and medication administration records (MARS)
Facility incident report and investigation
Facility policy's
Employee records
Nurse Delegation records

Record Reviews:

1. Record review and interviews showed that the named staff member was qualified to teach
classes they taught to facility staff.
2. Record review and interviews showed that all residents who were administered Insulin by
staff received there insulin as ordered.
3. Record review showed all resident assessments reviewed were completed timely and were
completed by qualified staff.
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4. All resident records reviewed which included the named residents record were accurate and
not falsified by staff.
5. Record review and interviews showed that on 3/27/2023 facility staff were not delegated to
give eye drops to six residents that staff administered eye drops to. Record review showed that
no documentation was found in the ALF’s Nurse Delegation book regarding residents who
require nurse delegation for eye drops. During an interview on 03/27/2023 at 12:30 PM the
Registered Nurse (RN) and facility Nurse Delegator, stated that six residents could not
administer their own eye drops and stated that the staff administer the drops. The facility RN
also stated that they failed to complete nurse delegation for staff to administer eye drops to the
residents. Failed facility practice found, WAC 388-78A-2320 (2) (b), Reference Statement of
Deficiency, 05/08/2023.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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