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Residential Care Services
Investigation Summary Report

Provider/Facility: Harbour Pointe Retirement &Provider Type: Assisted Living Facility
Assisted Living Center

License/Cert.#: 2362 Intake ID: 224147

Compliance Determination #: 77875 Region/Unit #: RCS Region 2 / Unit D
Investigator: Wesler Dumecquias

Investigation Date(s): 05/22/2026 through 07/02/2026

Complainant Contact Date(s):

Allegation(s):
The facility staff administered the wrong dose of medication to the Named resident and there
was a missing controlled medication of the NR.

Investigation Methods:

Sample: Total residents: 95
Resident sample size: 4
Closed records sample size: 0

Observations: Identified resident
Residents
Medication administration
medication cart

Interviews: Identified resident
Identified staff
Nursing staff
Residents
Family members
executive director

Record Reviews: Incident investigation
Facility policies
Personnel files
Staff training records
Service plans
eMARS
Progress notes
Assessments
Staff trainings

Investigation Summary:

The facility failed to provide a safe medication assistance when it failed to implement their
system resulting in medication errors. Failed practice was identified. A citation was issued.
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Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

(] NA
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Statemefxt of Deficiancies License # 2382 Cornpliascs Daterminagien # 77875
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WAC 388-78A-2210 Medication services,

(1) An assigted fiving facility providing medication service, aither diveclly ar indivecily, yaust

(&) Develag and implement gystems that suppat sand promiole safe madinstion service for each
resisiznt.

(3} The asgisted living faciity must avsars tha follovndng recidents raceve their medicadions as
prew"t" sxoept ¢ provided for in WAT 3RE-TRA-2238 and 388-THE-2250

v

(a} Each resident wha requires medication assistance and his %‘e eqatiated sarvice areement
indicatas the aamiﬁd iving faciity will provide medication dSSI and

This requirenent was not met as evidenced by:

Bazed on intenview and record raview, the faclity faifed tn in nplament 2 safe medication dalverpy
ayatem and ensure 1 of 2 rexidents (Resident 1) wha requived n\eas:ats onh aosistance e:ew a thik
mashicatian ag sederad by Heir prinany cars physickan, 'ﬂw faikure resultad v Residem § feﬁ-:e.wnsg
the wrang dage of 3 sarcatic (Cavirgiled substance) medication and placed them ats 533\
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Fingings neluded

Reviaw of facilty palicy dated 845012887 "e:i “Medication Errer Raporing” showed a me diratio
EITar is any preventable event tt at my cause o lead to ingpprogriste medicalion vse or resiient
havm, whie the medication o the condesd mt,% 2 weliness siaff resident oy family, Such 4\s«enls may
be retated but not aited $o id~= Aficafion, process, presaribing, covmeranication, Iakbeling, packaging,
dispensig, adiinistrationfassistance, and arvesion. The soloy showsd when ane of the abovs
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Statement of Deficiencies License # 2362 Compliance Determination # 77875
Plan of Correction Harbour Pointe Retirement & Assisted Living Center Completion Date
Page2 ofb Licensee: CSH Harbour Pointe Lesses LLC 07/02/2026

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.

;2 NG ¥ 07/14/2026
e

sidential 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.

Administrator (or Representative) Date

WAC 388-78A-2210 Medication services.

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

(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

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to implement a safe medication delivery
system and ensure 1 of 2 residents (Resident 1) who required medication assistance received their
medication as ordered by their primary care physician. This failure resulted in Resident 1 receiving
the wrong dose of a narcotic (controlled substance) medication and placed them at risk far
warsening anxiety.

Findings included...

Review of facility policy dated 04/01/2017 titled, "Medication Error Reporting” showed a medication
error is any preventable event that may cause or lead to inappropriate medication use or resident
harm, while the medication is in the control of the wellness staff, resident or family. Such events may
be related but not limited to identification, process, prescribing, communication, labeling, packaging,
dispensing, administration/assistance, and omission. The policy showed when ane of the above
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Statement of Deficiencies License # 2362 Compliance Determination # 77875
Plan of Correction Harbour Pointe Retirement & Assisted Living Center Completion Date
Page3 of5 Licensee: CSH Harbour Pointe Lesses LLC 07/02/2026

medication error occurred, the staff would notify the Wellness Director immediately; complete a
Medication Error report, electronically or on paper; document the following in the resident's medical
record, document the name of physician, family/representative; time notified and number called ;
monitor resident's condition for seventy-twa (72) hours or as directed; and, place the resident on
alert charting. Additionally, the Wellness Director is responsible for the investigation of the error on
the medication errar form and identifying necessary follow-through. The day of or first day after the
error occurred, the Wellness Director will complete an investigation of how the errar occurred, will
determine how to prevent future incidents and will recommend if any corrective action or retraining is
required. All staff retraining will be attached to the medication error repart and investigation.

Review of progress notes dated 03/28/2026 showed Resident 1 required assistance with medication.
The notes showed the facility started to provide medication assistance to Resident 1on the same
date 03/28/2026.

Review of Medication Administration Recard (eMAR) from 05/01/2026 to 05/31/2026 showed
Resident 1 was prescribed Pregabalin 50 milligrams (MG) capsule to be taken by mouth every
morning with breakfast and 75SMG by mouth to be taken at bedtime on 04/23/2026 for an unspecified
anxiety disorder. Staff initials showed doses given.

Review of a handwritten statement by Staff E, Registered Nurse dated 05/14/2026 showed they
identified a narcotic medication count discrepancy on 05/02/2026 at approximately 6:00 AM during
their handover shift report.

Medication error 1

Review of an Incident report (IR) dated 05/01/2026 showed Resident 1 reported they received an
incorrect dosage of Pregabalin for their bedtime dose. The IR showed they took 50 mg of the
medication instead of the 75 mg.

During an interview on 06/30/2026 at 2:21 PM Staff, E stated that they identified a discrepancy in the
narcotic (controlled substance) count on 05/02/2026. Staff E stated that when they checked the
narcotic logbook for Resident 1's Pregabalin 75 MG for 05/01/2026, they discovered that while it was
dated, timed and had the initial of Staff G, Medication Technician (MT), there was no recorded
quantity in the designated space provided for tracking the remaining medication after administration.
Staff E stated that they counted the remaining Pregabalin 75 MG at 21 capsules which did not
change from when it was last administered and counted, so this prompted them to document a
‘Missed Dose” in the narcotic logbook for the Pregabalin dose on 05/01/2026. Staff E
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