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An unannounced complaintfincident investigation
survey, ACTS reference numbers $8663 and
08698, were conducted af this residence on
12/19/2024 to determine compliance with state
regulations. A deficiency was ldentified.

S 230] Organization And Management 2.4.13.A 8230
Management Of Services
L
2.4.13 {(AIBY Management of Services \%?

A. Each residence shall provide services with \'\\?
adequate professional and ancillary employees ~ I
and in accordance with applicable siate law. [
Further, the residence shall assure that all ‘

Corrective action was taken by,
services are rendered in a safe and effective

AN contacted the MD, Pharmacy

manner and consistent with the requirements and Family to get proper orders for
herein. The residence shall provide all care and medication. MD sent proper orders
services to all residents in accordance with the for restdent to pharmacy and a copy
prevailing community standard of care. was sent to our building,

Medication discrepancy was resolved
on 12/31/24.

To avoid other residents who
have the potential to be affected by
the same deficiency we will; completg

This Requirement is not met as evidenced by: a medication audit of ali medication

Based on record review and staff interview It has orders to ensure we have updated
been detel‘mined that the rESidence faﬁEd to and accurate Current Order8_ This Wm
provide cara and services In accordance with the be completed by 1/31/25

prevailing community standards of care refative fo
following a physiclan’s order for administration of
medication for 1 of 3 sample residents reviewed,
Resident 1D #1.

Findings are as follows:

A community reported complaint filed with the
Rhode Island Department of Health on
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5230/ Continued From page 1 230 We have set up measures to ensure

12/09/2024 alleges that Staff A, Gerlifled that this does not recur by; RN

Meadication Technician (CMT), did not give will be checking every medication

Resident |D #1 the comract dose of valsartan order upon recelpt. If there is an

{used to treat high blood pressure) for months. medication discrepancy

with any medication orders we will
According to Mosby's 4th Edition, Fundamentals 4 contact the MD, Pharmacy and family
of Nursing, page 314 states in part, “The Y within 24 hours to get clarification on

physician is responsible for directing medical
treatment. Nurses are obligated to follow
physiclan's orders unless they believe the orders
are in error or would harm the clients.”

Review of the facility's policy, "Administration of
Medication” reveals under "Procedure-Duties and
Responsibilities,..compare medication label with
Medication Sheet,.,Chart on medication Sheet
correcily...”

Review of the "Medication Alde" job description
reveals, "... 14, Ensure that all medications
administered are properly labeled and match the
MD (medical doctor) written order and med
sheet...”

Record review revealed Resident ID #1 moved
into the residence In Decernber of 2021 with a
diagnosis including, but not imited to,
hypertension (high blood pressure).

Record review of the resident's medication list
treveals an order dated 12/13/2021 for Valsartan
320 mg (miliigrams) tabs (Diovan)-dally-PO (by
mouth)-Take one tablet by mouth dafly-8AM."

Revlew of the Medication Administration Record
(MAR) for August, September, October, and
November of 2024, reveals an order for Valsartan
*320 MG oral tablet. 1 Tablet by mouth One time
per day Every day at 8:00 AM..." The record
Indicates the medication was given on all dates In

the order. The correct signed orders
will be sent to the pharmacy and 1o
our building. The Nurse will document
all correspondence in resident notes
1o ensure proper communication.

Orders will be reviewed at the
beginning of every month and

upon receipt of new orders to monitor
and ensure that residents have correct
medication orders at all times.
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Continued From page 2
the above-mentioned months.

Record review of a pharmacy inveoice dated
08/23/2024, revealed medication, "Valsartan Tabs
Strength 40 mg. Qty (quanity):120..."You have 3
refill(s) before 08/16/2025. Refilf after
08/03/2024..."

Record review failed fo reveal a nurse review with
medication reconciliation was completed for this
resident since September of 2023. Therefore, itis
undetermined when the resident began receiving
40 mg tablets, rather than 320 mg tablets,

Review of the progress notes reveals the
following entries;

~11/2512024 "the resldent received Valsartan 40
mg tablets last week with instructions fo take 8
tabs. Resident only took 1 tablet that made 40
mg. Resident took Valsartan 320 mg yesterday.
Resident took Valsartan 40 mg today..." Further
review of the progress note reveals the physician
was notified of the above, The physician
recommended fo continue Valsartan 320 mg
dally. itIs noted that the physician will update the
resident's medication list so the order will read
Valsarfan 320 mg 1 tab daily.

'| ~14/26/2024 the resident took 80 mg of Valsartan

of the 320 mg dose, as ordered. The physician
was nofified.

-11/28/2024 the resident took B0 mg of Valsartan
of the 320 mg dose, as ordered, no note that the
physician was notifled.

-11/30/2024 the resident took 80 mg of Valsartan
of the 320 my dose, as ordered, no nots that the
physiclan was notified.
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During a surveyor Interview with Staff A, CMT, at
10:12 AM, she indicated that the pharmacy sent
40 myg tablets of Valsartan Instead of the 320 mg
tablets. She revealed that the resident is o take
eight, 40 mg tablets, to equal the 320 mg dose.
She further revealed that the resident Is refusing
lo take the 8 pllis of Valsartan daily. In addition,
she revealed she noticed that the resident had
been on the 40 mg tablets for 1-2 weeks,

Puring a surveyor interview with the pharmacist at
2:00 PM, he revealed that In August and in
September the physician's order was for the
resident to recelve 40 mg tabs, 8 tablets daily, fo
equal 320 mg.

During a surveyor observation on 12/18/2024 at
10:12 AM of the medication cart, the resident’s
hoftle of Valsartan 320 mg tablets was opened on
12/03/2024.

During a surveyor interview with the resident’s
physician at 3;04 PM, she Indicated that she
didn't realize she had ordered the 40 mg tablets
back in August and that the resident would have
to take B tablets per day to equal the ordered
dose of 320 mg dally. She further indicated she
was hot made aware that the resident was not
taking the fuli dose of Valsartan 320 mg.daliy untll
the end of November. She further revealed she
wotlld have expected to be notified every time the
rasident did not receive histher full dose of
medication.

During a surveyor interview on 12/19/2024 at
approximately 3:30 PM, the Director of Wellness
could not provide evidence that the resident's
medications were delivered in a form consistent
with ihe physician's order from August unti
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November, when It was idenfified by staff.
Additionally, she could not provide evidence of
that the resident's medicatlons were reconclled.
Furthermore, she could ot provide evidence the
physician was notified on svery date the order
was not followed, as she does not know when the
resident began recelving 40 my tablets of
Valsartan rather than 320 mg.
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