


Residential Care Services
 Investigation Summary Report

Provider/Facility: CASCADE PARK VISTA (686197) Intake ID(s): 3352641

License/Cert. #: AL1251
Investigator: Heinz, Kathy Region/Unit: RCS Region 3/Unit A Investigation

Date(s):
06/07/2017
06/15/2017

through

Complainant Contact Date(s):
Allegations:
It was alleged the new kitchen manager was observed touching food with his bare hands and licking his fingers. In addition, food
was left out overnight. The new kitchen manager was verbally abusive to his staff and this behavior was witnessed by residents.

Investigation Methods:
Sample: 12 residents Observations: observations were

conducted in the kitchen,
common areas of the
facility and resident
rooms.

Interviews: Residents and staff and
resident representatives.

Record Reviews: Staff personnel files and
resident records and
medication
administration records.

Allegation Summary:
No failed practice was not found during the complaint investigation of the above allegation. However, failed facility practice was
identified during the licensing inspection completed at the same visit for the unalleged violations noted below.

Unalleged Violation(s):
WAC 388-78A-3090-1-a Environmental concerns, WAC 388-112-0106-1 Staff certification, WAC 388-78A-2471-4 Criminal
background checks, WAC 388-112-0165-2 Specialty training, WAC 388-78A-2210-1-b Medication services, WAC 388-112-0205-1-
c Continuing education for staff, WAC 388-78A-24681-1 Fingerprinting staff.

Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

Failed practice was identified during the licensing inspection and citations were written in the Statement of Deficiencies dated
06/15/17. See unalleged violations above.
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CASCADE PARK VISTA

Statement of Deficiencies

Plan of Correction

Licensee: GRAND PARK, LLC

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

Based on observations, interviews and record reviews, the Assisted Living Facility (ALF) failed

to develop and implement a safe medication system for all ALF residents receiving medication

assistance in the dining room during mealtimes, and for 1 of 15 sample residents (Resident #7),

who did not receive scheduled medications as prescribed. This failure placed residents at risk for

medication errors which could jeopardize their health and mental status as well as cause a

decline in their quality of life.

Findings include:

All observations, interviews, and record reviews occurred between 06/07/17 and 06/15/17.

During breakfast on 06/08/17, two Medication Techs (MT), Staff E and Staff G, were observed

with separate medication carts. Each MT had a cart with individual cards of medications, clear

packs of medications, and individual pill bottles in large plastic bags marked with resident

names. Each MT pushed their carts to resident tables and were observed as they assisted

residents with their medications.

Staff E was observed at one resident table with four unnamed residents. Staff E popped

medications into her ungloved hand from one resident's medication card and then placed the pills

into a small cup. Staff E then performed the same procedure for a second resident's medications

at the table and then handed the cups simultaneously to the residents. Staff E was not observed

using hand sanitizer before or after she placed resident pills in her hand.  Staff E was observed

writing onto a clipboard and then she moved the cart to the next table to give medications to

another resident.

Staff G was observed at one resident table with two unnamed residents. Staff G popped

medications directly into a cup from a medication card and handed the medications to the

resident. Staff G then took the resident's blood pressure at the table while the other resident ate

her breakfast. Staff G was observed writing onto a clipboard and then she moved the cart to the

next table to give medications to another resident.

During an interview, the second resident was asked about the process of the staff giving

medications and taking vital signs at the breakfast table. She stated "that's just the way it is

here."

Review of the "Procedure for Medication Service" dated 02/11/16 revealed the following:

This requirement was not met as evidenced by:
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CASCADE PARK VISTA

Statement of Deficiencies

Plan of Correction

Licensee: GRAND PARK, LLC

POLICY:

5. A Master Med (medication) Pass List will be utilized during the Med Pass as a reference

guide and for documentation

of any resident specific notations. The electronic MAR will also be immediately available for

staff to reference.

6. As medication is provided to a resident and the resident is observed to have taken the

medications, this will be immediately noted on the Med Pass List and transcribed onto the

electronic MAR upon completion of the Med Pass.

7. If the resident refuses the medication offered or does not receive the medication for other

reasons this will also be appropriately documented.

PROCEDURE:

1. Unlock the Medication cart and or medication storage unit.

2. Take the medication from the cart for the designated resident.

3. Inform the resident that it is time for them to take their prescribed medication.

4. Hand container to resident checking to ensure that they are aware of the specific medication

and the amounts they will be consuming: an enabler may be used.

5. Provide water or an appropriate alternative beverage to the resident and instruct the resident to

consume their

medication.

6. Stay to observe the resident swallow their pills /apply medication ensuring that the prescribed

amount was actually taken.

7. Take the remaining medication (if applicable) to the medication cart and or storage unit and

return it to a locked state.

8. Properly document the assistance provided outcome in adherence with the "POLICY"

guidelines noted in items

numbered  5 - 7 above.

The policy does not direct the MT's to take multiple resident's medications from the medication

cart or storage unit, place them on a rolling cart, and distribute the medications simultaneously to

more than one resident at a time in the dining room.

During an interview on 06/12/17, Staff A and Staff J, an MT, stated the ALF had a medication

system to include medications were given at resident tables during meals to ensure the residents

received them in a timely manner. Staff J stated the staff had a paper master list of medications

divided by mealtimes on each medication cart and each medication cart was organized with the

medications on it for that particular time. Staff made a check mark by each resident's name on

the master list when the medication was given and staff circled the medication on the master list

if the resident refused the medication. Staff J stated she also gave residents their as needed

(PRN) medications in the dining room and she made an additional note on the master list.

When asked whether Staff J checked back with each resident she gave a PRN medication to

check if it worked and charted if it was effective, Staff J stated she tried to, but she often did not

check back with the residents after she gave them a PRN.

Resident #7

Resident #7 was admitted to the ALF on /17 with diagnoses to include 




















