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An unannouncod blennlal State Licensure survey DEC O
was conducted at this residence on 11/10/2025
through 11/12/2025. A Deficiency was identified. Eaciiities Regutation
Resident #1 Trosplum Chloride
5 840 Residentlal Care Services 2.4.28.8.1 Medicallon | 8640 20mg bottle was removed and
Sevices destroyed. Medication has directions
far use. 121142025

2.4.28 (B} {1) Administratlon of Medications

1. Residences licensed at the M1 level may
administer medications 1o resldents including, but
net limited to, retnoving medication containers
from storags, assisting with the removal of a
medication from a container for residants with
disability which pravents hdependence in this act,
andfor adrainisiering the medication directly fo the
resident,

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

b. Medicaffons shall be administered in
accordance with wiliten orders of a physician.
The residence must provide in willing, a
description of services provided by the residence
to each physlician, including limitations on service,

©. All medications must be checked against g
physician's orders by a llcensed nurse, or
pharmacist,

d. Tha resident must be Identified prior to
administrafion of any medication.

8, The medication must be In the original
pharmacy-dispensed container with proper fabel
and directlons aftached and be adminislered in
accordance with such label,

-

7

/

An audit was conducted of all medication
raoms and carls to ensure ali medications
will be stored securely to prevent storage,
dosage errors, administration errors
andfor inappropriate access.

An audit was conductsed of all medication
rooms and carts to ensure all medications
have directions for use, Bottle of
Preservision Areds 2 and Advanced Muifi
50 Pius for Her have diractions for use,
corrected immediately,

Education was provided to appropriate
staff (RN, LPN, CMT) on the requirement
that all medications must he stored and
secured properly and have direclions for
Lse.

The wellness director and or desighae
will conduct audits of all medication
rooms and cans to ensure medications
are securely stored and compiiance with
directions for medicalion use.

Audit findings will be prasented lo the
QAPI committes, untit determined
compliance is achisved.

The Executive Directar is ultirnately
responsible to ensure compliance.
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(1) The legal destruction of hypodermie

responsibility of the last sntitled or authorized
pOSsessor,

authorized to use disposal syringes and needles,
shall destroy them afler one {1) use.

{BB) Excess and undesired needles,
syringes and other such Instruments shall be
stored In Impetvious, rigld, puncture-resistant
container for disposal. [ntact needles shall be
nlaced diractly into the collaction containars.

{CC) Personnel handllng disposal
waste materials such as needles, syringes, and
other such Instrumants may treat and destroy
such waste by a DEM-approved aliernative
reaimentidestruction technology or prepars the

DEM-permitted medical waste transporter.

f. Individual medication records must be
retained for each resident o whom medicaflons
are heing administered and each dose
administered to the resident must be properly

needles, syringes or other such Instrumenls is the

{AA) All personnet or restdents legally

regulated medioal waste for of-site transport by a

/
%,

The wellness director and or designes will
conduct audits of all medication rooms and
carts to ensure compliance with securely
storing medications and checking expiratlon
dates.

Audit findings will be presented to the QAP
commiltes, untll determined compliance is
achigved.

The Executive Director is ultimately responsible
to ensure compliance.
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8 640] Confinued From page 1 5840 2. Expired Bottles of Melatonin 5mg and
Trazodone 50mg were immediately removed
nd dest d,
f. injactable medications, Including but not anc cestroye

limited tq Insulin, which cannot be An audit was conducted of alf medication

self-administered by the resldent, must be rooms and cans to ensure all medications will

administered by a licensed nurse. be stored secursly to prevent storage, dosage

errors, administration errors andfor
a. There shall be wiltfen a pOIlcyIpl‘OGSdm‘e inappropriate access,

for the disposal of hypodermic needies, syringes )

and other such instruments that Is In compliance Education was provided to appropriate staff

wilh Part 20-15-6 of this Title, Hypodermic (RN, LPN, CMT} on the requirament that aft

Neadles, Syringes, and Other Such Instruments. {a medications must stored properly and checking

| explration dates,
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recordad,

L. Any medication administered by the
resldence and refused by a resident shall be
documented and reported, as appropriate.

}. Medications shall bs stored securely and in
such a manner to prevent spoilage, dosage
errors, administration errors, andfor inappropriate
access. Proviglons for safe storage may includs
lockable contalners, securs spaces, or lockable
units, as appropriate to fhe residence and the
resident population.

k. All medication In the resldencs, regardless
of whether conirolled by employeas or by the
resident, shall be stored securely a5 slatedin §
2.4.25(A){3)(a)(8) of this Part.

I. All centrally stored medications shal) be
maintained In accordance with manufacturer ' s
fabeling and administered by authorized
personnel,

This Regqulrement is not met as evidenced by:
Based on surveyor observation, record review,
and staff interviaw, it has bean determined that
the residence falled to ensure that madications
shall be stored securely and In such a manner to
prevent spoilage, dosage errors, administration
errors, and/or Inappropriale access for 2
madication carts observed.

Findihgs are as follows:

1) a. Resident ID #1's Medication Administration
Record {MAR) indicates the resident Is prescribed
the following medication, Trosplum Chlorlde
Faolilles Ragulation
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(used to treat overactive bladdar) ER {exiended
releass) 60 mg (milligrams) capsule, Take 1
capsule by mouth every moraing.

During a surveyor observation of the downstairs
medlcation cart on 11/10/2028 af 12:07 PM, In the
presence of Licensed Practical Nurse, Staff A,
revealed two hottles of Trospium Chioride ER for
this resident, One botlle matched the above
order, the other bollle read 20 mg. Take 1 tab at
hedtime. Staff A acknowledged the 20 mg bottle
did ot mateh the order,

b, Further ohaervation of the medication cart
revesied the following:

- a botfle of Preservision Areds 2, no directions
for use, as required.

- a bottle of Advancad Mutil 50 Plus for Her, no
diraction for use, as required,

During a surveyor interview with Staff A following
the above observation, she could not provide
evidence the above-mentioned boliles had a label
with directions for use on ther, as required.

2) During a surveyor observatlon of the upstalrs
medicatlon cart on 11/10/2025 at 1:52 PM, in the
presence of Certified Medioation Techniclan, Staff
B, revealed the following:

- Melatonin 5 mg with an expiration date of
9/30/2028,

~ Trazodone 50 mg to discard after 8/10/2025.

FollowIng the above chservation, Staff B
acknowledged the above madications had
axplred and should have been discarded.
Facliitles Regulation

STATE FORM 0 avED1 If continuatlon shest 4 of 5




PRINTED: 11/21/2028

FORM APPROVED
RI Department of Heaith
STATEMENT OF DEFIGIENCIES (1) PROVIDERISUPPLIERIGLIA (X2} MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING: COMPLETED
ALRO1407 B, WING 1212028
NAME OF PROVIGER OR SUPPLIER STYREET ADDHESS, CITY, STATE, ZiP CODE
A0 MENDON ROAB
S E
VILLAAT SAINT ANTOINE, THE NORTH SMITHFIELD, Ri 02808
(X4} 1D SUMMARY STATEMENT OF BEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREEIX (FACH DEFICIENDY MUST BE PREGEDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
$ 640| Continued From page 4 S 640

During an Interview on 11/10/2025 at
approximalely 4:30 PM, the Director of Wellness
and Administrator were unable {o provide
evidence the above-mentioned were stored
securely and in such a manner fo prevent
spolage, dosage errors, administration errors,
andfor Inappropriale access, as required.
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