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5 003} [nitial Comments 5003
An unannounced complaintfincident investigation
survey was conducted at this resldenca,
Deficlencles were idenfified.
§ 230 Organization And Management 2.4,13.A 5230 BECEVED

Management Of Services

2.4.13 (A/B) Management of Services

A. Each resldence shall provide services with
adequate professional and anclllary employees
and in accordance with appllcable state law.
Further, the residence shall assure that all
sorvices are rendered in a safe and effective
manner and consistent with the requirements
herein. The residence shall provide all care and
services to all residents in accordance with the /~\ ‘| Employee (A) has completed the

prevailing community standard of care. following Inservice trainings due to

med error. Thase training sessions
were,

i

=

t

. Thiz Reguirement is not met az evidenced by:
Based on record review and staff interview, it has
been determined, the residence faited to provide (}\
alt care and services to all residents ik
accordance with the prevailing community

1 standard of cars, relative to accurate
documenfation for medication administration for 1
of 3 residents reviswed, Resident 1D #1.

l
|| Managing Medicatlon in ALF's:
{ Knowing the Side Effects 8/25/23

“Zs,

Medication Management of ALF's:
Assisted with Self Adminlstration.
B/25/23

Assisting with Self Administration of

Findings are as foliows:
9 Medications: The Basic 8/26/23

According to the ANA's (American Nursing |
Association) Principles for Nursing
Pocumeniation, 2010, which states in part "...high
quality dorumentafion is: accessible, accurate,
relevant, and consistent,,.” ) :

Accoarding to Basic Nursing, Mashy, Third edition,

Facilities Regulation

(5) DATE

A,

), A 2N
bkl SU0811

| ) 9_/) ‘STE%M 1000

RECEIVED AT: RECEIVED: 2023-09-13 1:32:21 (GMT -05:00)

STATE FORM



Sep. 15,2023 4:02PM No. 0544 P 3
PRINTED: 09/01/2023

FORM APPROVED
R1 Department of Health
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
Cc
ALR01495 B. WiKG 08/30/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2)P CODE
55 TOLL GATE FARM ROAD
ALL AMERICAN ASSISTED LIVING WARWICK, Rl 02386
(44} 10 SUMMARY STATEMENT OF DEFICIENCIES TD PROVIDER'S PLAK OF CORRECTION X5}
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
8230} Confinued From page 1 : 8230
states in part, "...after administrating a drug the
nurse racords it immediately on the appropriate An Inservice for all Med Techs has
record form. Recording of the drug includes the been completed. High lights of this tg
name of the drug, dosage, route, and exact time trai
. el ! raming w
of administration. . Ning were \'Nhat to do when the q .
family is suppling the community
Record review revealed that 1D #1 was admitted with medication for their loved
fo the residence In September of 2018 with ones. Family members are to be
diagnoses that inciude, but are not limited to,

nerve cell activity in the brain is disturbed, resident’s medication is running
causing sefzures), and syncope (loss of low. If the family is unable to

consciousness). supply the proper dosage of
medication. The community would

Alzhelmer's disease, epilapsy (a disorder in which f:} contacted immediately when the
v

Record review of the physician's orders dated

511712022 reveal an order for Potassium Chloride reach out to our preferred
ER (extended release);, pharmacy to purchase the
dicati .
- 40 MEQ (millequivalent) tab by mouth twice per mecication, and !'.at the fam"y
day and a 20 MEQ tab by mouth twice a day knaw that they will be bified for
{8:00 AM and 8:00 PM) to equal 30 MEQ twice any medication that may be
dally for hypokalemia (a biood level that is below heeded.
notmal in potassium that can result in faligue,
confusion, muscle cramps, and abnormal heart —
rhythms).

vext Vage

Record review of the Medication Administration
Record (MAR} for August 2023 revealed the
following missed potassium chloride ER 20 MEQ
doses:

-B8/19/2023 at 8:00 PM
-8/20/2023 at 8;00 A
-8/21/2023 at 8:00 AM and 8:00 PM
-8/22/2023 at 8:00 AM and 8:00 PM
-8i23/2023 at 8:00 AM
-8124/2023 at 8:00 AM and 8:00 PM

Further review of the MAR revealed potassium
chiloride ER 28 MEQ was signed off as glven at
Facliifies Ragulation
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5 565!

8:00 PM on 8/20/2023 and on B/23/2023 when
the madication was not available per
documentation of prior administrafion times,

During a surveyor interview with Certified
Medication Technician, Staff A, on 8/30/2023 at
9:55 AM, she revealed that on 8/24/2023 when
administering the resident's medication, she
realized the resident was out of the 20 MEQ of
potassium chloside tablets, She further revealed
she falled to nofify anyone on her shift that the
resident was out of this medication.

During a sutveyor interview with the Regional
Director of Wellness on 8/30/2023 at 2:46 PM,
she acknowledged that the above-mentioned
medication was documeanted as given on
8/20/2023 and on 8/23/2023 at 8:00 PM, when it
was not available, Additionally, she was unable fo
pravide evidence that the medication record was
accurate relative fo the administration of
potassium chloride tablets.

Residential Care Services 2.4,24 B.1 Medication
Sewvices

| 2.4.24 (B) (1) Administration of Medications

1. Residences licensed at the M1 level may
administer medications to residents including, bult
nat limited 1o, remaving medication containars
from storage, assisting with the removal of a
medication from a container for residents with
disability which prevents independence in this act,
andfor administering the medication directly to the
resident.

a. The resident or guardian must provide
writier autharization for the residence to provide

(s

5565

tmployee a, and med techs
will participate in med
rmanagement retraining as
there were multiple med
techs involved in this med
erfor.

- all MedTech's will have a
coach and counsel as part of
the progressive disciplinary
process that our company
follows

- all invoived MedTech's have
will have a competency
tralning to ensure that they
are accurately distributing
medication, -

Facjlities Regulalion
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Continued From page 3

administration of medicafions.

b. Medications shall be administered in
actordance with wiiten orders of a physician.
The residence must provids in wiiling, &
description of services provided by the residence
to each physician, including limitations on service.

e. All medications must be checked against a
physician's orders by a licensed nurse, or
pharmacist,

d. The resident must be identifled prior to
administration of any medication.

e. The medication must be in the original
pharmacy-dispensed container with proper label
and directions attached and be administered in
acecordance with such labeal,

f. injectahble medications, including but not
fimied to insulin, which cannot be self-
administered by the resident, must be
administerad by a ficensed nurse.

g. There shall be written a pollcy/procedure
for the disposal of hypoderimic needles, syringes
apd other such instruments that is in compliance
with ruies and regulations governing Hypodermic
Needles, Syringes & Other Such instruments
(Part 20-15-6 of this Title).

(1) The legal destruction of hypodermic
neadies, syringes or other such instruments is the
respansibilify of the last entitled or authorized
POSSassar,

{AA) All personnel or residents legally
authorized fo use disposal syringes and neadles,

8 585
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shall destroy them after one (1} use.

(BB) Excess and undesired needles,
syringes and other such instruments shall ke
stored in impervious, figid, puncture- resisfant
container for disposal, Intact needles shall be
placed directly into the collection containers.

{CC) Parsonnel handling disposal
waste materials such as needles, syringes, and
other such instruments may freat and destroy
such waste by a DEM-approved altemative
freatment/destruction technology or prepare the

regulated medical waste for off-site franspori by a

DEM-permitted medical waste transporter,

h. Individual medication records must be
retained for each resident o whom medicalions
are heing administered and each dose
administered to the resident must be proparly
recorded,

i. Any medication administered by the
residence and refused by a resident shall be
documented and reporied, as appropriate.

j. Medications shall be stored securely and in
stch a manner to prevent spoilage, dosage
errors, administration errors, andfor inapproptiate
access. Provisions for safe storage may include
lockable containers, secure spaces, or lockable
units, as appropriate to the residence and the
resident population.

k. All medication in the residence, regardless

of whether contrallad by employees or by the

resident, shall be stored securely as stated in §
2.4 24(A)(3)(a){8) of this Part,

5 565
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_I. All centrally stored medications shall be All med tech documents/signs

maintained in accordance with manufacturar's £ that th T

labeling and administered by authorized ot that the medication was

personnel. not administered per order

due to It not being available:
. . . the med te ifi
This Requirement is not met as evidenced by: ch then notifies

Based on record review and staff interview, it has
heen determined, that the residance fziled to
ensure all medications were administared in
accordance with written physician's orders for 1 of
3 residents reviewed, Resident {0 #1.

FindIngs are as follows:

Mosby's 4th Edition, Fundamentals of Nursing,
page 314 states, "The physician is responsible for
directing medical treatment. Nurses are obligated
to follow physician's orders unless they balieve
the orders are in error or would harm the clients."

Record review revealed that Resident [ #1 was
admitted to the residence in September of 2018
wilh diagnoses that include, but are not limited fo,
Alzheimer's disease, epilepsy (a disorder in which
nerve call activity in the brain is disturbed,
causing seizures), and syncope {loss of
cohsclousness).

Record review of the physician's orders dated
5M 712022 reveals an order for Potassium
Ghloride ER (extended release):

-« 10 MEQ {milliequivalent) tab by mouth twice per
day and a 20 MEQ tab by mouth twice a day
{8:00 AM and 8:00 PM) to equal 30 MEQ twice
daily for hypokalernia (a blood fevel that is below
normal in potassium that can result in fatigue,
confusion, muscle cramps, and abnormal heart
rhytirns).

response of the family and Dr
in the residents’ EHR,

the RCD/nurse that the
medication is not available,
the RCD/nurse then calls to
communicate the medication
needed ta the family as well
as providing the notification
to the Doctor to inform them
that the medication was not
available to administer and
that family has been notified
to alert the Primary Physician
to the occurrence but also
that a prescription may also
be needed to be sent to the
communities preferred
pharmacy. The RCD/nurse
shauld then document all the
notifications and the

Facililes Regulation
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Record raview of the Medicalion Administration
Record (MAR) for August 2023 revealed the

I following missed potassitim chioride ER 20 MEQ
doses:

-BM9/2023 at 8:00 PM .
-8/20/2023 at 8:00 AM

-8/21/2023 at 8:00 AM and 8:00 PM
~B/22/2023 at 8:00 AM and 8:00 PM
-B/23/2023 at 8:00 AM

~Bf24{2023 at 8:00 AM and 8:00 PM

When a family member is
Further review of the MAR for August revealad suppling the \
that on 8/24/2023 the resident did not receive PPINE the community
his/her potassium chioride ER 10 MEQ at 8:00 with medication for their
PM, as well as tha 20 MEQ, to equal the 30 MEQ laved ones, {Our

dose as ordered. Resldents) The Primary
Physician wili be notified
that the proper dosage of
the medication is not
being supplied by the

Record review of a progress note dated family..
B/24/2023 reveals that the resident fell, striking
hisfher head, and was seni out Io the emergency
room for evaluation.

=N
e

Record review failed to reveal evidence that the
physician was made aware of the above-
mentioned medications nof being administered to
the resident, as ordered,

%fﬁ/ﬁp

Record review of the resident's continuity of cara
(COC) form from the ER dated 8/24/2023
revealed ihat the resident's potassium level was
2.2, criticaly low. He/she was given 60 MEQ of
intravenous (administered into a vein) potassium
over & hours at the emergency room. Low
potassium levels can cause weakness, fatigue,
confusion; and an abnormal heart rhythm,
During a surveyor interview with Certified
Medication Techhiclan, Siaff A, an 8/30/2023 at

Facikilies Regulation
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Continued From page 7

9:55 AM, she revealed that on 8/24/2023 when
administering the resident's medication, she
realized the resident was out of the 20 MEQ of
potassium chloride {ablets. She further revealed
she failed fo notify anyone on her shift that the
resident was out of this medication.

During a surveyor interview with the Regional
Director of Wellness on 8/30/2023 at 2:46 PM,
she acknowledged that the above-mentioned
medications were not documented as belng
administered on the dates and times mentioned
above, and she could not provide evidence that
the resident was given histher medications as
ordered by the physician.

5 563
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