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Continued From page 1.

¢ Each rasident shall be informed promptly of
any changes.

3. Beinformed In wriling, pror to, or at the fime
of admission or at the signing of 5 residentia!
contract oF agreement of:

2. The scope oftha services avallable through
the resldence's servica pragram, Including health
sarvices, and of all related fees and charges,

"Including charges not covered elther under

fadaral and/or state programs by othar thind pa
peayers or by tha residense's basic rate; v

by The reskience's policies regarding averdus
payment including nollce provisians and a
schedule for late fee chamos;

e The residence’s policy regarding accaptance
of state and fedaral governmant relmbursemsnt

" for care in the resldenca bath at ime of

admission and duing the-course of residency if
the resldent dopletes his or har own privata
reEourCes:

td. ‘The reskiance's eriteria for occupancy and
fermination of reskisncy agraemants:

&, The residenca's capaclly to serve rasidents
with physical ard cognitive.Impaiments;

f.  Support any health services thatthe
residanes includes in s service package orwilt
make appropriate srrangemsents to provide these
sorvices:

4. Upen provision of at least thirty (30) days
natice, if & residant choosos to leave a residence,
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Conlinked From page 2

the resident shall be refunded any advanced
payment made provided that the resident is
current in all paymants;

5. The residence ¢an discharge a resident only
for the following reasons and within the following
guldelines:

a, Expept In lifethreatening emergencles and
for nonpayment of feas and costg, the reskdency
glves thirty (30) days' advance written notlea of
termination of residency agraamant with a
statement containing the reason, the effectiva
data of terminatlon, the resident's right to an
appeal under state iaw, and the name/address wof
the State Ombiisperson's offlos;

b, if rasident dosa not meet the. requirements
for resldency criteria stated In the residency

agreement or requirements of state or local laws
or regulations: '

¢, Ifresldent is a danger to self or the waifare of
others; and the residence has altemnpled to maka

S4Ep

@ reasonable accommodation without suceass 11+ 3 S

address regident behavior I ways that would
make termination of residency agreement or
change unnecessary: which would be
documented In the resident’s racords;

d. For fallure to pay all fess and eosts statad in
the contract, resulting In bills more than thirly (30)
days outstanding, A residant whe has bean given
hotica to vacate for nonpayment of rent has the
right to retain possesaion of the premises, up te
any tima prior to eviction from the premises, hy
tendering {o the provider the entirg amount of
fees for sarvices, rent, interest, and.costs then
dua, The provider may impese reasonable late.
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feas for gvardue payment; provided that the
resident has recelved due notice of such charges
In accordance with the residence’s palicles,
Chrank: and repeated fallure to payrentiz a
violation of the lease covenant. However the
resitlence must make reasonable efforts to
accommedate temparary financlal hardship and
provide Information oh government or private
subsidies avallable that may be avaftable fo halp
with costs; and

€. The residence makes a good faith effort fo
counsel the resident If the resident shows
indleations of no longer meeting residence criteria
or if service with 2 termination notice Is
anticipated;

6. To be abls to share 2 room or unit with 2
spouse or other consenting resident of the
residance In accordance with tarms of the
resident contract;

7. T live Ina safe and clean anvironmment,

C. Inadditlon to the standards stated in R, I
Gen, Laws § 23-17.4-16, residents are entitled to
the following:

1, Recelve dental ssrvices from a dentist of
hiefher cholcs;

2. Each resident shall ba givan, In writing, the
names, addresses, and telephone numbers of: -
the Department; the Medicald Fraud and Patient
Abuse Unit of the Department of Attorey
General, the State Ombudspersen; and local
pofice officas,

D. The residanca must

Faclitios Regulation
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2. Have Praminently displayed a
Iiving residence: and
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qualified designes, shall assist with ardering
medications, Assistance shall nclude
coordinating prescriptions and delivery of
medications, reorders of prescriptions, and
recelving deliveres,

This Requirament Is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence falled to

- | assist with ordering medications including
coordinating delivery and recelving dellvery of

ID#21,2, 3 and 4.
Findings are as follows:

1. Record raview revesaled Resident ID #1
received a physician's order, dated 11/26/2024,
for Senna 8.6-50 milfigram (mg) tablet, take 2
tablets {17.2-100 mg) twice a day &5 neaded.

Medication Technlclan, Staif A, on 3/18/2026 at
8:48 AM, she acknowledged the resident did not

medications for 4 of 4 sampia residents, Resident
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privacy was protacted, 8575
8 mf' Reslidentlal Care Services 2.4,24.B.3 Medication | ¢ Corrective Measure:
Services 1)Effective immediately resident ID#3 and #i4
2.4.24 (B) (3) Ordering Medications have had their n}edxcations discontinved at thexr
: request. The residents do not want to have to pay for
a. In M1 and M2 facilities, when assistance is these medications.
needed, tha certified administrator, or his/her

2)Resident ID #4 had [ilimedications at
time of inspection,

3)Resident ID #2, the DOW has received a new
order for the residents medication per the resident
request, the new order is in the MAR and the
medication is available to the residents.

e
@%\ldegﬁﬁgﬁon of rogidents:
' \ For those residents having potential
\%\ of being affected by the same deficient
practice, the DOW has reviewed
all residents MAR’s and medication carts and
it is confirmed that all medications are available

to the resident.
Observation of the medication cart falled to reveal
tha residents Senna. Proventative Measure:
During a surveyor interview with. Certified To ensure that the deficient practice does

not recur, monthly the DOW and CMT will audit the
MAR and medication cart to ensure that all medications

have the flon. are available to the residents. In addition, the DOW will
e decument the attempts made to the physicians to rofill
grmz Fg;# eion ws medications,

To monitor that the deficient practice does

not recur, avery 90 days at the quarterly .

Quality Improvement Meeting the DOW will provide
the committee with her monthly findings and corrections,
if applicable.
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ﬁc':lov?drd review mvaaterg;onldent 1D #2023 . .
a physiclan's o datad 9/28/2023, for
Nystop 100,000 unitigram, apply topically Correctivo Measure;
twica/day, The resldent has an order to - 1) Effective immediately resident ID#3
sell-administers this medication. regarding her PRN Albuterol has had il
During & surveyor Interview with the residenton | TcC cations destroyed new medication

371812025 at 9:25 AM, he/she revealed that

helshe no longer uses the Nystop powder.and is
outofit

During a surveyoer interview with the Director of
Wellness (DOW) on 3/18/2025 at 12:16 PM, she
could nat provide evidence that the resident's
midan was notified that the resident is no

er ueing the abova medication.

3. Record review revealad Resident ID #3
received a physician's arder, dated 3/3/2028, for
Morphine Sulfate 100 mg/5 tnililiters (ml)
concentrate, giva 0.25 ml (Smg) by mouth every 4
hours as neaded for pain o shariness of breath.

‘During a surveyor Interview with the DOW on
3/18/2025 at 12:15 PM, she acknowledged the
residant did not have the above medication.

Further record review ravealed the resident
received a physiclan's order, dated 12/29/2023,
for Albuters| golution 3 mt, inhale 1 via} through
the nabulizer three times dally as needed.

QObservation of the medication failed to rovenl
when It was opaned.

Tha manufacturar's instructions Indicated to
discard the medication 6 weaks after opening.

to include the open date and expiration date

@Mwm
\}\For those residents having potential
\" of being affected by the same deficient

§

practice, the DOW and CMT has reviewed

all residents MAR’s and medication carts and

it is confirmed that all medications have an open
date and date of expiration.

Preventative Measure:

To ensure the practice does not recur, monthly the
DOW and CMT will inspect all medications that
tequire an open date, expiration date and verify
compliance.

Monitoring:

To monitor that the deficient practice does

not recur, every 90 days at the quarterly

Quality Improvement Mesting the DOW will provide
the committes with her monthly findings and corrections,

10

During & surveyor interview with Staff Aon if applicable.
S/18/2025 at B:33 AM, she acknowledgedthe | -~
Faaiies Fogaton
STATE FORM e 25481
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Albuterol solution did not hiave a data of when it
was opened,

4, Regord review ravaaled Resident 1D #4
received & physiclan's order, dated 1/7/2025, for
Folic Acid 1 mg tablet, give by mouth once/day.

Review of the resident's medieation
administration record (MAR) revealed that
starling on 2/1/2025, his/her Folic Acld had not
been available.

Further-record review ravealed the resident
received a physician's arder, dated 10/29/2024,
for 2 Salonpas pateh, to apply 1 patch topically as
neeaded for back pain,

During a1 surveyor Intarview with StaffAon
3182025 at 8:45 AM, she acknowledged the
residant’s prescribed Salonpas patch was
unavailabla,

During a surveyor Interview on 3/18/2026 at
approximately 1:45 PM with the DOW, in the
prasence of the Exacufiva Direttor, she could not
provide avidency the residence assisted the
residents with ordering, coordinating the dalivary -
of, and recaiving delivery of the above-mentioned
medications, Additionally, she could not provide
evidence that the physicians for the
above-menticned resldents were aware that
orders wera not baing followad and/or medication
use had been discontinued,

S 578
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