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Initial Comments

On 12/18/24, an unannounced visit was made at
Russell Park Rehabilitation & Living Center,
Residential Care, for the purpose of complaint
investigation MEO0049882. It was determined
that Russell Park Rehabilitation & Living Center,
Residential Care, is not in substantial compliance
with 10/144, Chapter 113- Regulations Governing
the Licensing and Functioning of Assistive
Housing Programs-Level IV, Private Non-Medical
Institutions.

7.1.6 Medications and Treatments

For those residents for whom the facility is
responsible for assistance with medication
administration, no medications, including those
brought into the facility by the resident, family or
friends, shall be administered or discontinued
without a written order signed by a duly
authorized licensed practitioner or other person
licensed to prescribe medications. [Class llI]

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that the clinical record contained
a valid, written order, signed by an authorized
practitioner, for administration of a psychotropic
medication for 1 of 1 residents reviewed.

Finding:

A review of the clinical record for Resident #1
noted the medication administration record
(MAR) with the following entry: Sertraline (an
antidepressant), 50 mg, (milligrams), every
morning starting 8/21/24. The original date was
noted 8/6/24, for a diagnosis of Paranoid
Schizophrenia. The surveyor was unable to
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locate a signed practitioner's order for the
medication in the clinical record.
On 12/18/24 at approximately 12:20 pm, during
an interview with the Administrator and the
Director of Nursing, the surveyor discussed the
finding. At this time, the Administrator confirmed
the clinical record lacked a valid signed
practitioner's order.
P 326 7.2.4.1 Medications and Treatments P 326

PRN Psychotropic medications. Psychotropic
medications ordered "as needed" by the duly
authorized licensed practitioner, shall not be
administered unless the duly authorized licensed
practitioner has provided detailed
behavior-specific written instructions, including
symptoms that might require use of medication,
exact dosage, exact time frames between
dosages and the maximum dosage to be given in
a twenty-four (24) hour period. Facility staff shall
notify the duly authorized licensed practitioner
within twenty-four (24) hours when such a
medication has been administered, unless
otherwise instructed in writing by the duly
authorized licensed practitioner.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a resident receiving an as
needed psychotropic medication had a valid
order, signed by an authorized licensed
practitioner, which included the detailed
requirements under the regulation, for 1 of 1
residents reviewed.

Finding:
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A review of the clinical record for Resident #1
noted the medication administration record
(MAR) with the following entry: Haldol (an
antipsychotic) 5 mg (milligrams) 1 tab by mouth
as needed (PRN) every 6 hours (starting
9/18/24), for a diagnosis of Paranoid
Schizophrenia. Further review of the clinical
record failed to locate the signed practitioner's
order for this medication.

On 12/18/24 at approximately 12:20 pm, during
an interview with the Administrator and the
Director of Nursing, the surveyor discussed that a
PRN antipsychotic order also requires the
practitioner to include specific instructions for the
symptoms that might require use of the
medication, exact time frames between doses,
and maximum dosing in a 24 hour period. At this
time, the Administrator confirmed the clinical
record lacked a signed practitioner's order which
included the necessary instructions.
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