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initial Comments

An unannounced complaintfincident investigation
survey was conducted on 8/13/2024 at this
residence, A deficiency was identified as a result
of this survey.

Organization And Management 2.4.12.C(1-3)
Administrative Management

2.4.12 Administrative Management {C){1-3)

C. Pursuant to R.. Gen. Laws § 23-17.4-15.1.1,
each assisted living residence shall have an
administrator who is cerfified by the Depariment
in accordance with regulations estabiished
pursuant to R\ Gen. Laws § 23-17.4-21.1, in
charge of the mainfenance and operation of the
residance and the services to the residents, The
pame and contact information for the current
adminietrator shall be displayed in a consplcuous
public area of the residence. The administrator is
responsible for the safe and proper operation of
the residence at all fimas by competent and
appropriate employee(s) and shall be responsible
for no less than the following:

1. The management and cperation of the
residence and services to the residents;

2, Compliance with federal, state, and local
laws and rules and reguiations pertaining to, but

| not limited fo: the management and operation of

assisted Hving residences, fire, safety, zoning,
bullding codes, sanitation, food service,
communicable and reportable diseases,
Americans with Disabilities Act, employee health
and safety, other relevant health and safety
requirements, and

these regulations.

5003

S 155
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Per the regulation 2.4.12 Administrative

Management, the license of the Adminigtrator of
the building was in a frame on a {able inithe lobby.

We have maintained that framed updale

DOH websiie on the table, and will also
a copy of the original license to the wail
reception area.
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3, Staffing the residence with adequate and
qualified personnel o attend to the food Par the staffing regulation, it was broughf|to my
preparalion, generaf housekeeping, assistance attention that we were not appropriately staifed for the
with personal care, medication administration, i 11-7a shift for one week due to FMLA abgences ana
applicable, and other such services; vacations.
1 have discussed with the Care Nurse Manager and e
This Requirement is not met as evidenced by have since hired a per diem 3rd shifi CMT. We have
Based on record review and staff Inferview, it has . also made the scheduling expectation clgarly stated|if
been determined the residence failed {o provide | / vg _ there is no CMT available to work a shift, jit is then th
qualified staff to administer medications for 5 of 5 kﬁ/ Rﬁ“" nurse's responsibility. If there is no nursejon schedulje,
residents reviewed, Resident iD #s 1,2,3,4, and 7 ay |itls the scheduler's responsibility to fill thé shift with.
5. ¥ lanother nurse and/or it will be the responsibility of the.
o & Nurse Care Manager io come in to cover|the shift.
Findings are as follows: There is to be NO time when we da not have coveraje
A communty reported complaint fo the Rhode z::yr-nedlcation management during all hoyrs of the
Island Department of Health dated 8/5/2024
alleges thai the residence has reduced the hours
of staff resulting in unsafe conditions.
Review of the staff schedule from
9/1/2024-9/7/2024, reveals that on 8/4/2024 there
was not a Cerlified Medication Technician (CMT)
from 11:00 PM-7:00 AM. Further review of the
staff schedule reveals that from
9/8/2024-9/14/2024 there was not a CMT
scheduled from 11:00 PM-7:00 AM.
1) Resident ID #1's September electronic
redication administration record (MAR) revealed -
the following prescribed as needed (PRN)
medications;
- Simethicone 1 tab by mouth evety 6 hours as
needed for Indigestion
- Systane instill 2 drops in each eye as needed
related to Alzhelmer's disease
- Acetaminophen 2 tablets by mouth every &
hours as needed for pain or fever
Faclitias Regiaton
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- Loperamide 1 capsule by mouth every 4 hours
as needed for diarrhea,

2} Resident 1D #2's September MAR revealed the
following prescribed PRN medications:

- Gualfenesin every 4 hours as needed for cough.
- Loperamide 1 tab by mouth as needed for
diarrthea

- Salonpas 1 patch to right back daily as needed
for pain, on 12 hours/ off 12 hours

3) Resident ID #3's September MAR revealed the
following prescribed PRN medications:

- Acetaminophen 2 tablets by mouth every 8
hours as needed for pain or fever

- Bisacodyl 1 suppository every 3 days as needed
for constipation

- Docusate 1 capsule by mouth daily as needed
for constipation

- Enema 1 application daily as needed for
constipation

- Hydracort cream every 12 hours as needed for
hemorrhoids

- Millk of Magnesium by mouth daily as needed for
constipation.

- Sodium Chleride 1 spray in each nostril every 8
hours as needed for rhinitis (used to refieve a
stuffy nose) and cohgestion

4) Resident ID #4's September MAR revealed the
following prescribed PRN medications:

- Lactulose by mouth dally as needed for
constipation

- Miconazole cream 4 times a day as needed for
yeast infection

- APAP 1 tab daily as needed for headache or
mild pain
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5) Resident ID #5's September MAR revealed the
foliowing prescribed PRN medications:

- Polyethene giycol by mouth daily as needed for
constipation

During a surveyor interview at approximately
10:00 AM with the Executive Director, she
revealed that a nurse comes in at 5:00 AM to
pass medications and that the Director of Nursing
has baen working 9:00 AM- 9:00 PM three
daysfweek and is on call af night. She was unable
fo provide evidence that the residence was
staffed with the appropriate jicensed staff to meet
the resident's noeds relative to as needed
medication administration.
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