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An unannounced complaintfincident investigation 400 Corrective Action
stirvey, ACTS reference numbers 101938, 2417 FeResi dent :; < ts/Servi
101854, 102219 and 101871, was conducted at i sessments/Service
this residence on 10/30/2025 fo determine Plans.
compliance with state regulations. A deficiency
was identified, 1. Resident ID# 1: Chart was audited
e e . to ensure aporopriate Nurse
 §400 ﬁgssidency F:selguireimegt‘s 2.4.17.F Resident § 400 Reviews were currently in place,
essmenis/service Flans 2. Resident iD# 1 has all required 90
2.4.17 (F) Nurse Review Day Review documentation in
place,
l‘!. Nurse review Is necessary for all levels of 3. Aliresidents' charts were audited to
cenatire. ensure that a Nurse Review was
a. A registered nurse shall visit the residence completed every 90 days, as
at least once every thirty (30) days except as required by regulation.
provided in § 2.4.16(F)(1)(b) of this Part and shall §/
complete a review to include the following: \/ 4. RDW/or Designee will review 5
. a i
(1) Monitor the medication regimen for all (\%v ¢h rFs weekly to .momtm.’ for
residents; rﬁ- continued compliance with 2.4 17.F.
:.‘.‘.‘ . \
(2) Review any new physician orders and {Y 5. The result of the weekly audits will
%valg?ﬁe the heatluth.;ﬁlatft{!sl of all re;»;den;s by be reviewed at the Weekly
entifying sympfoms of lliness and/or changes in DRW/Administ ‘
mental/physical heaith status: /Administrator Meeting.
(3} Evaluate ﬂ.-le appropriateness of 6. RDW/RN's received in-service
placement for each resident; education reviewing the regulations
relativeto 2417, F
{4} Make any necessary
recommgndaﬁons o the administrator; 7. Findings will be formally reported
(5) Follow up on previous to the {QA) Quality Assurance
recommendations; Meeting. These reports will be
ongoing for two quarters,
{6) Provide a signed, written report in the
residence documenting: .
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Continued From page 1

{AA) Date and time of assessment;

(BB} Recommendations for
follow-up;

{CC) Progress on previous

recommendations;

{DD) Verification that the medication
listed by the pharmacist on the mediset, blister
pack or medication
container is current with physician orders (M-1
level only);

(EE) Physicaf assessment Identifying
symptoms of illness and/or changes in mental or
physical heaith status and appropriateness of
placement;

(FF) Suett fepurts shall be on file at
the residence.,

(7) Complete the quartetly evaluation of
the residence ' s registered medication aide(s)
administration of medication.

{Approved Department form is available for
downioading online).

b. In those residences that have one
(1) or more licensed registered nurses (i.e., at
least one (1) full-fime eguivalent equal to
thirty-five (38) hours) on-site, the nurse review .
shall be completed at least once every ninety (80)
days.

This Requirement is not met as evidenced by:
Based on record review and staff inlerview, it has
been determined the residence failed to compiete.
nurse reviews every 80 days as required for 1 of
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3 residents reviewed, Resident 1D #1.
Findings are as follows:

Record review revealed Resident ID #1 moved
into the residence in June of 2025 with a
diagnosis including dementia.

 Réitord review failed fo reveal evidence thata
nurse review was completed every 90 days, since
s/he moved into the residence, as required.

During a surveyor interview on 10/30/2025 at 1:53
PM, with the Exacutive Director and Resident
Care Director, they were unable to provide
evidence that a 80-day nurée review had been
completed for Resident 1D #1, as required,
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