


Residential Care Services
Investigation Summary Report

Provider/Facility: Gig Harbor Court,
Independent Living & Assisted Living
License/Cert.#: 2477

Provider Type: Assisted Living Facility

Compliance Determination #: 46074
Intake ID: 142125

Investigator: Michael Goulet
Region/Unit #: RCS Region 3 / Unit D

Investigation Date(s): 08/22/2024 through 10/22/2024
Complainant Contact Date(s): 08/23/2024, 10/22/2024

1) Resident not administered Lasix (diuretic medication) as ordered
2) Resident not administered Brimonidine (eye drops) as ordered
3) Unclear if facility checked resident's blood glucose as ordered

Allegation(s):

Total residents:
Resident sample size: 8
Closed records sample size:

Investigation Methods:

Sample:

General environment
Resident Condition
Residents in their rooms

Observations:

Residents
Staff
Collateral Contacts

Interviews:

Resident Assessment and Medication Orders
Physician's Orders
Medication Administration Records (2)
Hospital Medical Records

Record Reviews:

1) Per interview with facility staff and per record review of the named resident's medication
administration records (MAR), the resident was not administered Lasix (diuretic medication) on
7/21/24, 7/22/24 and on 7/24/24 through 7/30/24.  This issue was cited as per WAC 388-78A-
2240 Nonavailability of Medications.
2) Per record review of the named resident's medication administration records (MAR), the
resident was noted to have received eye drops for increased intraocular pressure as ordered,
with the only missed administration being due to the resident being out of the facility with family
on 8/1/24 at 3:00pm.  Attempts were made to receive medical records from the resident's eye
clinic (Kaiser Permanente Eye Care-Silverdale), but per Kaiser Permanente (KP) medical
records staff, the date of service for the resident stated by both the resident's family, the
resident's physician's office staff, and eye clinic staff (7/31/24) was "incorrect", and medical
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records staff would not provide what they felt was the "correct" date of service.  In lieu of
medical records, the resident's eye doctor was interviewed. Per interview, the named resident's
eye doctor stated that the resident did have a long history of macular edema related to diabetes
mellitus and prior surgery to reduce intraocular pressure.   The named resident's eye doctor
stated it was not likely that the recent increase in the resident's intraocular pressure was related
to any missed medication.
3) Per record review of the named resident's medication administration records (MAR), the
resident's blood glucose was monitored twice daily (at 8:00am and 5:00pm) concurrent with the
start of orders for Humalog Insulin which began 7/19/24 and continued through 7/31/24 when
this order was discontinued.  It was also noted in the resident's MAR that the resident's primary
care physician (PCP) did write orders for blood glucose monitoring on 8/6/24, and that this
monitoring was recorded by facility staff in the resident's MAR.  Per record review of the
physician's orders for the named resident provided to the facility by the PCP, insulin orders were
noted but there was no specific order for blood glucose monitoring from the PCP prior to 8/6/24.
Cited as per WAC 388-78A-2240 Nonavailability of Medications, detailed in 1) above.

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: Gig Harbor Court,
Independent Living & Assisted Living
License/Cert.#: 2477

Provider Type: Assisted Living Facility

Compliance Determination #: 46074
Intake ID: 144730

Investigator: Michael Goulet
Region/Unit #: RCS Region 3 / Unit D

Investigation Date(s): 08/22/2024 through 10/22/2024
Complainant Contact Date(s): 09/03/2024, 10/22/2024

1) Resident not administered Lasix (diuretic medication) as ordered
2) Resident not administered Brimonidine (eye drops) as ordered
3) Facility did not monitor resident's blood glucose as ordered by their physician
4) Resident's unit not cleaned, and bedding not changed, for several weeks
5) Staff called family "freaking out", due to not knowing that resident had been sent out to
hospital
6) Facility did not remind resident to eat an egg (hardboiled) every evening to control blood
glucose

Allegation(s):

Total residents:
Resident sample size: 8
Closed records sample size:

Investigation Methods:

Sample:

General environment
Resident Condition
Residents in their rooms
Facility and resident rooms (r/t cleanliness/ housekeeping)

Observations:

Residents
Staff
Collateral Contacts

Interviews:

Resident Assessment and Medication Orders
Physician's Orders
Medication Administration Records (2)
Hospital Medical Records

Record Reviews:

1) Per interview with facility staff and per record review of the named resident's medication
administration records (MAR), the resident was not administered Lasix (diuretic medication) on
7/21/24, 7/22/24 and on 7/24/24 through 7/30/24.  This issue was cited as per WAC 388-78A-
2240 Nonavailability of Medications.
2) Per record review of the named resident's medication administration records (MAR), the
resident was noted to have received eye drops for increased intraocular
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pressure as ordered, with the only missed administration being due to the resident being out of
the facility with family on 8/1/24 at 3:00pm.  Attempts were made to receive medical records
from the resident's eye clinic (Kaiser Permanente Eye Care-Silverdale), but per Kaiser
Permanente (KP) medical records staff, the date of service for the resident stated by both the
resident's family, the resident's physician's office staff, and eye clinic staff (7/31/24) was
"incorrect", and medical records staff would not provide what they felt was the "correct" date of
service.  In lieu of medical records, the resident's eye doctor was interviewed. Per interview, the
named resident's eye doctor stated that the resident did have a long history of macular edema
related to diabetes mellitus and prior surgery to reduce intraocular pressure.   The named
resident's eye doctor stated it was not likely that the recent increase in the resident's intraocular
pressure was related to any missed medication.
3) Per record review of the named resident's medication administration records (MAR), the
resident's blood glucose was monitored twice daily (at 8:00am and 5:00pm) concurrent with the
start of orders for Humalog Insulin which began 7/19/24 and continued through 7/31/24 when
this order was discontinued.  It was also noted in the resident's MAR that the resident's primary
care physician (PCP) did write orders for blood glucose monitoring on 8/6/24, and that this
monitoring was recorded by facility staff in the resident's MAR.  Per record review of the
physician's orders for the named resident provided to the facility by the PCP, insulin orders were
noted but there was no specific order for blood glucose monitoring from the PCP prior to 8/6/24.
4) Per observation of multiple facility units (7) and interviews with other residents (4) in the
facility, there was no indication of any lack of cleanliness or housekeeping services in the
facility.  No other resident had any complaints regarding the housekeeping services at the
facility.  Per interview, Kaiser Permanente Home Health (outside licensed nursing staff) nurse
who had seen the resident at the facility on multiple occasions stated they had noted no
concerns related to the cleanliness of the resident's unit.  Unable to substantiate this allegation.
5) Per interview with the staff named by the complainant as calling (executive director, ED),
facility staff did know the whereabouts of the named resident as it was facility staff who had sent
the resident out to hospital for evaluation.  Per the ED, the call was placed to family to check on
the resident, and not because the facility staff were unaware of the resident's location.  Unable
to substantiate this allegation.
6) Per record review of the maned resident's MAR, it was noted that staff were to remind the
resident to eat a hardboiled kept in the resident's refrigerator at 9:00pm each evening starting
on 7/31/24.  Per the MAR, facility staff did sign off as having reminded to do so.
Cited as per WAC 388-78A-2240 Nonavailability of Medications, detailed in 1) above.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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