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S 003] Initial Comments $003 '
8230
An unannounced biennia) State Licensure survey
and a complaintfincident investigation survey L i
(JB2611, 41212025 through 4/3/2025) were Qécwgagscgr;eg';’;a"“"’”(?'?i il be
conducted at this residance. Deficiencies were f 0 p tp ; € b O?fﬁ" “:‘St'j g“;l
identified relative to the State Licensure survey. ound to have been afiecled by the
deficient practice:
§ 230] Qrganization And Mar;agement 2413.A 5230 Resident iD#1 records were
Management Of Services reviewed, and an MD order was 413125
2,413 (ABY M  of Servi obtained for the resident to self
413 (A/B) Management of Services administer medication and added to
A. Each residence shall provide services with the resident's recard.
adequate professional and ancillary employees .
and in accordance with applicable state law. ii?éﬂfgé gﬁznr:r{;?gdss‘;w;’fre
Further, the residence shall assure that all N et on o g o
services are rendered in a safe and effective 3\\%}\ e-educale ton é)cu(;ne? ﬁ lon an 4444125
manner and consistent with the requirements : pmgéess,po ©s. B,On gc -Ers’“g
herein: The residence shall provide all care and rse;;a PU§31’§“ on Benchmar
services to all residents in accordance with the Sarvice“Piagwfoa?gssgigwﬁtaii ss
revaliing community standard of care. ’
P d s . P F-100-18 Progress Notes; review
R@@@%V@ﬁ Nursing Documentation Essentials
Powerpoint 10.29, 10.PPT
APR 29 2025
This Requirement is nat met as evidenced by: B. How will you identify other
Based on record review and staff interview, it has residents having the potential to be
heen determinad the residence failed to provide affected by the same deficient
care and services ih accordance with the _ practice and what corrective action
prevailing community standard of care relative to wilt be taken;
following physician's orders for 1 of 2 residents.
reviewed for self-administration, Resident 1D #1, The community will conduct an
and for 1 of 5 residents reviewed for medication audit to identify other residents who
| administration, Resident 1D #2. self administer meds and confirm
they have an MD order.
Findings are as follows;
] ' NATU THTLE {X6) DATE
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The record failed to reveal a physician's order for
the resident to seif-administer his/her
medications.

2) Record review revealed Resident ID #2 moved
Into the residence in March of 2025 with
diagnoses including, but not limited to, left
artificial hip and abnormalities of gait and mobility.

Record review revealed the following physician's
orders for Resldent {D #2:

-Acetaminophen 325 milligrams (mg), take 3
tablets by mouth every 8 hours. This medication
had a start date of 3/7/2025 and a discontinued
date of 3/12/2025,

'«AmEodipine {used to treat high blood pressure),

take 5 mg tablet daily. This medication had a start
date of 3/7/2025, this medication order is stil
active.

-Dally-Vite tablet daily. This medication had a

metications guarterly for 6 months.
Resuits will be discussed at Quarterly
QA,

(X 1o ] 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETE
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S 230 Continued From page 1 8230
. C. What measures will be put into
According to Mosby's 4th Edition; Fundamentals place and what systemic changes you
of Nursing, page 314 stafes in part, "..The will make to ensure that the deficlent
physiclan is responsible for directing medical practice does not reoccur:
treatmant. Nurses are ohfigated to follow
physician's orders unless they belleve the orders RCD /designee will audit order for 8/30/25
are in error or would harm the clients...” self-administrating medications
7] monthiy for 6 months.
1} Record review revealed Resident 10 #1 moved
into the residence in January of 2025 with \\%} 0, How the corrective action(s) will be
diagnoses including, but not imited to, chronic monitored to ensure the deficient
obstructive pulmonary disease and tobacco use. practice will not reoceur, (i.e., what
quality assurance program will be put
Record review of Resident 1D #1's gervice plan, into place).
dated 3/13/2025, revealed the resident
self-administers histher medications. ‘The administrator andlor designee will
audit residents who self-administer 9/30/25
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Continued From page 2

start date of 3/7/2025 and a discontinued date of
31312025,

-Latanoprost 0.005% eye drops, instill 1 drop into
both eyes at bedtime. This medication had a start
date of 3/7/2025, this medication order is still
active,

-Lidocaine pain relisf 4% patch, apply 1 patch to
the right hip every morning, remove at bedtime.
This medication had a start date of 3/7/2025, this
medication arder is still active,

-Dimesartan Medoxomil {(used to {reat high blood
pressure) 5 mg tablet. This medication had a start
date of 3/7/2025, this medication order is stilf
active,

-Omeprazole (used to treat gastroesophageal
reflux disease) 20 mg capsule by mouth daily.
This medication had a start dafe of 3/7/2025, this

| medication order is still active.

-Pravastafin (used to lower cholesterol and
triglycerides in the blood) 40 mg tablet by mouth
at bedtime. This medication had a start date of
37712028, this medication order is still active.

~Vitamin D3 25 mog take 2 tablets by mouth daily.
This medication had a start date of 3/7/2025 and
a discontinued date of 3/14/2025.

Resord review of the medication administration
record for March and April 2025 revealed the
following;

-Acetaminophen not avaliable from 3/7 through
.

-Amladipine not available from 3/7 through 3M10.

8230
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8§ 230! Continued From page 3

-Daily-Vite not avaitable from 3/7 through 3/13.

“-Latanoprost not available from 3/7 through 3/9,
3119 through 3/26, 3/29 through 4/2.

-Lidocalne not available from 3/8 through 3/13,
3120 through 472,

-Olmesartan Medoxomil not available from 3/8
through 3/10.

-Omeprazole not available from 3/8 through 3110,
-Pravastatin not available from 3/7 through 3/9.
Vitamin D3 not available from 3/8 through 3/13.

The record lacks evidence the physician was
notified medications were not administered on all
above-mentioned dates:

During a surveyor interview on 4/3/2025 at
approximately 3:30 PM with the Resident Care
Director, in the presence of the Executive
Director, she acknowledged Resident iD #1 did
not have a physician's order to seif-administer
histher medication. Additionally, she could not
provide evidence that Resident 1D #2 received
thelr medications per the physician's orders.
Furthermore, she cotld not provide evidence of
communication with the resident's physician for
follow up regarding the resident not recelving
hisfher medications after 3/19/2025.

$ 233 Organization And Management 2.4.13.B
Management Of Services

B. The residence shall have a policy and

5230

5233
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: : A. What cotrective action(s) will be
procedure manual that is reviewed and updated . ?
by the administrator at intervals not to exceed ?ccog‘tphﬁhed g"’ thoﬁ;f r?s(nidgnti
twelve (12) months, and shall include, but not be do‘?” d to have been affected by the
limited to, the following items: - eficient practice:
1. Awritten description of all services Review and sign off on policy and /15/25
available to residents that shall be designed fo procedures annually at the
promote the resident's efforts to maintain community. Re-education to the
independence; Poiicy Protocol QA 100-03
2. Awritten statement of admission criteria B. How will you identify other
that shall include, at a minimum, the following residents having the potential to be
infarmation regarding the resident popuiation: affected by the same deficient
practice and what corrective action
a. Nature and extent of disabling will be taken:
condifion(s) served; and
_ An audit will be completed to ensure
b. Rastrictions (If any). that afl necessary policies will be 5/15/25
{ : : ; .
: included and reviewead with our
(1) The statement of admission \ Annual QA Agenda
criteria shall include a statement that no Q@\
otherwise qualified applicant shall be denied C. What measures will be put into’ Review #t
admission to the residence solely on the basis of place and what systemic changes annual
race, creed, _color, religion, sexual orientation, or you will make to ensure that the QA
national origin. deficient practice does not reoccur: 2{222}?5
. . , i The community will be re-educated
e o and st narviow, has | on Policy Protocol G/100-03 and.
VIEW, reviewed at Annual QA Meesiin
been_determined that the residence failed to have eing
a polu:yii ,a?d pmcedure_gaanual tijat ls re}weWetd D. How the cotrective action(s) will
and “% ;,ef by thetr:& ence at intervals not fo ba monitored to ensure the deficient
exceed twelve montns. practice will not recceur, i.e., what
o ] quality assurance program will be put
Findings are as follows! into place):
Record review of the policy and procedure This plan will be monitored by Ongoing

manual titled, "Standards and Practices" fafled to
reveal evidence that residence poficies had been
reviewsd yearly.

RCD/ED or designes every 80 days
at quarterly QA meetings.
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8 233| Continued From page § 5233
Duting a surveyor interview with the Executive
Director on 4/3/2026 at approximately 3:30 PM,
she could not provide evidence that the policy
and procedure manual contents had been
updated at intervals not to exceed twelve months,
as required.
$ 360, Residency Requirements 2.4.16.6.1 Resident | saso | S380 _ . ‘
Assessment/Service Plan A. What corrective action{s) will be
accomplished for those residents
2.4.16 (G) {1) Service Plans found ta have been affected by the
deficiert practice:
1. Within a reasonable time after move-in, not to
exceed seven (7) days, the Administrator shall be Resident ID#1 has been identifled as
responsible for the development of a written Smoking resident - this has been
sarvice plan based on the initial assessment. The added to the resident service plan
service plan shall include at least: along with interventions. A complated
L re-education of the smoking policy :ﬁ 5125
a. The services and interventions needed, Q% has been provided to all care nurse
including all services provided by outside \\\4 supervisors using Benchmark S&P
healthcare agencies (e.g., home nursing care, \N A-100-52
hospice);
o . . B, How will you identify other
b. Description, frequency, durafion relating to residents having the potential to be
the service or infervention, including personal affected by the same deficient
assistance, medication, special diets, recreational practice and what corrective action
activities, and other similar services rendered; will be taken:
¢. Party re'qunsibte for arranging andfor A community wide audit will be
providing the service; and completed of all smoking residents to | compioted
. ens i i identi ¥
d. The resident's recquested and/or thenﬁr:;ga;;?:;;ﬁ%:z géaer;js identity | aristos
therapeutically needed recreational and social interventions
activities. ’
This Reqjuirement |s not met as evidenced by:
Facllities Regulation
STATE FORM geas FEEZ11 i confinuation sheat 6 of 17
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Based on record review and staff interview, it has C. What measures will be put into
been determined that the residence falled to place and what systemic changes
document a description of the services and you will make to ensure that the
interventions needed on the service plan for 1 of deficient practice does not reoccur:
2 residents raviewed relative to smoking,
Resident 1D #1. An audit of afl residents that smoke
will he performed to ensure proper 8/30/25
Findings are as foliows: documentation with interventions on
. ! service plan - upon admission,
Record review revealed Resident iD #1 moved quarterly and with any change in
inta the residence in January of 2025 with . condition assessment.
diagnoses including, but nof limited to, chronic \j L‘
obstructive pulmenary disease and tobacco use. Q D. How the corrective action(s) will
. “%\ be monitored to ensure the deficient
Further record review revealed smoking Q\. practice will not reoccur, (i.e., what
assessments, dated 2/12/2025 and 3/13/2025, quality assurance pro gr;:zm w!ili be put
indicating that the resident is a smoker. into place): ' '
Record review of the resident's service plan, . ) ; ongoing
dated 3/13/2025, failed o indicate that the ne RCDIED of designeo wil audi
resident is a smoker; therefore, failed to reveal all smaxing "esé ent s t"'i? p anz 0
smoking interventions to keep the resident and ?ngyr ap fﬁ ;:)erb ocur;sen %ﬁn an
other residents safe. inding will be brought to QA.
During a surveyor interview on 4/3/2025 at
approximately 4:00 PM with the Resident Care
Director, in the presence of the Executive
Directar, she could not provide evidence smoking
was listed on the resident's service plan, as
required.
S 450 Licensure Requirements 2.4.18 Rights of 8450

2,418 Rights of Residents

Residents

A. Every assisted living residence for adults
licensed pursuant fo these regufations shall
ohserve the standards stated in R Gen. Laws §

Facilities Regulatlon
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" 1 - A, What corrective action{s} will be
23'1_ ?'4716’ Rights of Residents” and St.mh other accomplished for those residents found to
appropriate standards as may be prescribed in have been affected by the deficient practice:
rules and regulations promuigated by the
Department with respect to each resident of the Resident/Staff Roster was removed from the
residence. survey binder. Admin was re-educated on Completed
Resident Rights by 4/30/25,
B. For purposes of the following standards . -
. T ; : B, Bow will you identify other residents
ts;:ated n ..§§ 23{'14‘1?“(8%(13 t?roth (?}ll? f thislg’ar:' having the potential to be affected by the
e term “resident” shall aiso mean e resident's same deficient practice and what corrective
agent as designated in writing or legal guardian. action will be taken:
1, Upon request have access to ali records A community wide audit was conducted to Completed
pertaining to the resident, including clinical ensure that no other identifying documents by
racords, within the next business day or were included in public binders and that 130125,
immediately in emergency situations; (J N{ﬂ residents’ privacy was protacted.
. ; I . What measures wilt be put into place and
2. Upon admission and during the resident's N\ | what systemic changes you will make to
stay be fully informed in & language the resident \\ ensure that the deficient practice does not
understands, of all resident rights and rules vV reoGeur:
governing resident conduct and responsiilities; |
ED will audit community binders quarierly for
a. Each resident shall receive a copy of their 6 mos. to ensure no identifying documents | 4p/31/28
rights. are present, prolecting residents’ privacy.
. . D. How the carrective action(s) will be
b, Each resident shall acknowiedge recelptin monitored-to ensure the deficient practice wilt
wrifing; and not reaceur, {i.e., what quality assurance
program will be put into place):
¢. Each resident shall be informed prompty of This plan will b tored by EO quartert
is plan will be monitored by quarterly :
any changes. and findings will be brought to QA mesting. Ongoing
3, Beinformed in writing, prior fo, or at the time
of admission or at the signing of a residential
contract or agreement of.
a. The scope of the sefvices available through
the residence's service program, inciuding health
services, and of all related fees and charges,
including charges not covered either under
faderal andlor state programs by other third party

Faciiities Regulation
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payers or by the residence’s basic rate;

b. The residence's policies regarding overdue
payment including notice provisions and a
schedule for late fee charges;

¢. The residence’s policy regarding acceptance
of state and federal government reimbursement
for care in the residence hath at fime of
admission and during the course of residency if
the resident depletes his or her own private
resources;

d. The residence's criteria for occupancy and
termination of residency agreements;

e. The residence's capacity to serve resldents
with physical and cognitive impairments;

£ Support any heaith setvices that the
residence Includes in its service package or will
make appropriate arrangements to provide these
Services;

4, Upon provision of at least thirty (30) days
notice, if & resident chooses to leave a residencs,
the resident shall be refunded any advanced
payment made provided that the resident is
current in all payments;

5. The residence can discharge a resident only
for the following reasons and within the following
guidslines:

a. Except in life-threatening emergencies and
for nanpayment of fees and costs, the residence
gives thirty (30) days’ advance written notice of
termination of residency agreement with a
statement containing the reason, the effective

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE -
DEFICIENCY)
§ 450] Continued From page 8 5 450
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Continued From page 9

date of termination, the resident's right to an’
appeal under state law, and the name/address of
the State Ombudsperson's office;

b. If resident does not meet the requirements
for residency criteria stated in the residency
agreement or requirements of state or local laws
or regulations;

¢. Ifresident is a danger fo self or the welfare of
others; and the residence has attempted to make
a reasonable accommodation without success to
atddress resident behavior in ways that would
make termination of residency agreement or
change unnecessary, which would be
documentad In the resident's records;

d. For failure to pay all fees and costs stated in
the contract, resulfing in bills more than thirty (30)

days outstanding. Aresident who has been given

notice to vacate for nonpayment of rent has the
right to retain possession of the premises, up fo
any time prior to eviction from the premises, by
tendering ta the provider the entire amount of

fees for services, rent, interest, and costs then

due. The provider may impose reasonable late
faes for overdus payment; provided that the
resident has recelved due nofice of such charges
In accordance with the residence's policies.
Chronic and repeated failure to pay rentis a
violation of the lease covenant, However the
residence must make reasonable efforts to
accommodate temporary financial hardship and
pravide information on government or private
subsidies available that may be available to help
with costs; and

e. The residence makes a goad faith effort to
counsel the resident if the regident shows

S 450

Fagcilitles Regulation

STATE FORM

e Fe6z11

if contiruation sheel 100517




PRINTED: 04/14£2025

FORMAPPROVED
Ri Department of Health
STATEMENT OF DEFICIENCIES X1} PROVIDERISURPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED
ALRO1508 B. WING (4/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 SMITH STREET
Ri c
CAPITOL RIDGE AT PROVIDENCE PROVIDENCE, RI 02908
X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION (X5}
PRERMX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L.5G IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
$ 450! Continued From page 10 5450

indications of no longer meeting residence criteria
or if service with & termination notice is
anticipated;

6. To be able to share a room or unit with a
spouse or other consenting resident of the
residence in accordance with terms of the
resident contract;

7. Tollve in a safe and clean environment.

C. In addition to the standards stated in R.L
Gen. Laws § 23-17.4-16, residents are enfitled o
the foliowing:

1. Raceive dental services from a dentist of
hisfher choice;

9, Each resident shall be given, in writing, the
names, addresses, and telephone numbers of.
the Department; the Medicaid Fraud and Patient
Abuse Unit of the Department of Attorney
General: the State Ombudsperson; and local
police offices.

D. The residence must:

1. Implement written policies and procedures to |

ensure that all residence employees are aware of
and protect the resident's rights contained in
these regulations;

2. Have prominently tisplayed a posting of the
most recent state licensing survey of the assisted
living residence; and

3. Provide each resident or his or her
representative upon admission, a copy of the
provisions of § 2.4.18 of this Part and shall
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display in a conspicucus place on the premises a
copy of the "Rights of Residents.”

This Requirement is not met as evidenced by:
Based on surveyor observation and staff
interview, it has been determined the residence
failed to implement procedures to ensure that all
the residence’s employees protect the resident's
rights contained in these regulations and to
obsearve the standards stated in R.I. Gen. Laws §
23-17.4-16 {a){2)(ix) relative to dentifying
information for the residents listed in the facility's
survey resuits binder,

Findings are as follows:

During a surveyor observation on 4/2/2026 at
10:46 AM of the residence's survey binder, a
copy of the "Resident/Staff Roster", dated
6/12/2023, from the survey was revealed,

During a surveyor interview with the Executive
Director on 4/2/2025 folfowing the above
observation, she could not provide evidence the
residents’ privacy was protected.

Residential Care Services 2.4.24.B.1 Medication
Sarvices

2.4.24 (B) (1) Administratian of Medications

1. Residences licensed af the M1 level may
administer medications to residents including, but
not fimited to, removing medicafion containers
from storage, assisting with the removal of a
medication from a container for residents with
disability which prevents independenca in this act,
and/or administering the medication directly to the
resident,

$ 450
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a. The resident or guardian must provide
written authorization for the residence to provide
administration of medications.

b, Medications shall be administered in
accordance with writien orders of a physician..
The residence must provide in writing, a
description of servicas provided by the residence
o each physician, including limitations on service.

. All medications must be checked againsta
physician's orders by a iicensed nurse, or
pharmacist.

d. The resident must be identified prior fo
administration of any medication.

e. The medicatlon must be in the original
pharmacy-dispensed container with proper iabel
and directions attached and be administered in
accordance with such label,

f. Injectable medications, including but not
mited to insufin, which cannot be self-
administered by the resident, must be
administered by a licensed nurse.

¢. There shall be written a policy/procedure
for the disposal of hypodermic needles, syringes
and other such instruments that is in compliance
with rules and regulations govemning Hypodemmic
Needies, Syringes & Other Such Instrumenls
{Part 20-15-6 of this Title).

{1} The legal destruction of hypodermic
needles, syringes or other such instruments is the
responsibility of the |ast entitled or authorized
POSSESSOr,

f-'aciilﬂes_ﬁeguiailon
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A. What corrective action(s) will be
(AA} All personnel of residents legally accomplished for those residents
authorized to use disposal syringes and neadles, found to have been affected by the
shall dastroy them after one {1) use, deficient practice:
(BB} Excess and undesired neadies, All CMT's and Nurses were
syringes and other such instruments shall be re-educated on Medication Cart audits
stored in impervious, figid, puncture- resistant using the Benchmark Medication completed
container for disposal. Intact needles shall be Management Audit Tool. by 4/15/25
placed directly infe the collection containers.
. B. How will you identify other residents
(GC) Personnal handling disposal ; tial to be affected b
waste materfals such as needles, syringes, and ?ﬁ;?ﬁ&gigg?g;g practice and wha¥
other such instruments may treat and destroy corrective action will be taken:
such waste by a DEM-approved alternative
treatment/destruction technology or prepare the s . d and
regulated medical waste for off-site transport by a M?ﬁﬁ:;gg ; Y gg’gfgﬁ%ﬁgﬂge
DEM-permitted medical waste transporter. comp y rtbilesig 4
ensure all medications with shortene
. . irafi iscarded
] i i expiration dates were discarded, Gompleted
relaii:zett;wf‘::\:z;?:lhmr:;ﬁ:n? tr:: Tfﬁiﬁsmn;léﬁaﬁ;ns (’1 re-ordered, and labeled appropriately | o 4730725
are being administered and each dose (& with the open dj.te' A(:_ditlogaliy. all
administered to the resident must be properly Q" | expired and or discontinue
i\_{\ medications were removed from the
recarded. fLatl
medication catts,
L. Any medication administered by the , :
residence and refused by a resident shall be C. What measures will be put into
documented and reported, as appropriate. place and what systemic changes you
‘ will make to ensure that the deficient
J. Medications shall be stored securely and in practice does not reoccur:
such a manner to prevent spoilage, dosage . . [10/31/25
errors, administration errors, and/or inappropriate All care nurse supervisors andOCMT s
access. Provisions for safe storage may include wiit complete cart audits on 10% of the
lockable containers, secure spaces, or lockable community monthly for 6 months
units, as appropriate to the residence and the
resident populatiori,
k. All medication in the residence, regardiess
of whether controlled by employees or by the
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, itor e deficient
-resident, shall be stored securely as stated in § monitored to ensure the d:
2.4.24{A)(3)a)(8) of this Part practice will not reoccur, (e, what
o ' ' quality assurance program will be put
|. All centrally stored medications shafl be into place):
maintained in accordance with manufacturer's 7131425

| personnel,

 Based on surveyor observation, record review,

| approximately 8:00 AM of the second-floor

-Fluticasone hottle had a delivery date of

labaling and administered by authorized

This Requirement is not met as evidenced by:

and staff inferview, it has been determined that
the residence failed to ensure that medications
shall be stored securely and in such a manner to
prevent spoilage, dosage errors, administration
errors, and/or inappropriate aceess for 2 of 3
medication carts observed, medication carts for
the secured care unit and the sacond floor.

Findings are as follows:

1) During a surveyor observation on 4/3/2025 at
medication cart, in the presence of Cerilfied
Medication Technician (CMT), StaffA, the
following medications, which have a shortened
expiration date, without a date to determine when
opened, were revealed;

4 opened bottles of Fluticasone Propionate 50
mcg (microgram).

11212025,

~Fluticasane bottle had a defivery date of
11312025, :

-Fluticasone boltle had a delivery date of

RCD/Designee will conduct
medication cart audits monthly for 3
menths and bring findings to QA
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1116/2025,

-Fluticasone bottle had a delivery date of
2/1012025. ‘

The above-mentioned openéd bottles of
Fluticasone, have manufacturer's instructions that
indicate fo discard 6 weeks after opening.

During a surveyor interview with Staff A, following
the above observation, she acknowledged the
above medications were not fabeled with a date
to determine when they were opened.

2) During a surveyor observation of the
medication cart, on the special care unit, on
413/2025 at 3:00 PM in the presence of CMT,
Staff B, the following expired and/or discontinued
medications were revealed:

-moisture barrler cream, an expiration date of
812212023,

-amiactin 12% Iotion, an expiration date of
312812024,

-Metoprolol sucointate, this medication was
discontinued prior to the survey.

During a surveyor interview with Staff B
immediataly following the above observation, she
acknowledged the creams were expired,
Addltionally, she acknowledged the Metoproiol
was not an active ordar,

During a surveyor interview on 413/2005 at
approximately 3:15 PM with the Resident Care
Director, she acknowledged medications with a
shorlened expiration date should be dated when
opened, that expired meds should be discarded,
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and that any medications that have been
discontinued should be removed from the
medication cart,
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