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5004 Initiat Comments . 5003
An unannounced biennial State Licensure survey |
and a complaintfincident nvestigation survey ‘
(AYEM11, 01/26/2024) were conducted at this :
residence, Deficiencies were identified relative fo |
the State Licensure survey.
5 375 Residency Requirements 2.4.16.F Resident . 8375 Resident #1, is current with 80 day nurse | 20712024
Assessmeni/Service Plana review.
2.4.16 {F) Nurse Review Resident #3, is current with 80 day nurse
review,
1. Nurse review is necessary for all levels of
licensure. Reisdent #4, is current with 90 day nurse
: ) review.
a, Areglstered nurse shall visi the residence. :
1 at least once every thirty (30) days exceptas An sudit was conducted of all residents to
provided in § 2.4.16(F)(1)(b} of this Part and shall ensure compliance with required 90 day
complete a review to include the following: nurse reviews. All required nurse reviews
' are current and up to date.
{1) Monitor the medication regimen for all
resadents | Education was provided to the Program
L .| Director and Wellness Nurse.
, (2) Review any new physician orders and Q}
-evaluate the health status of &l residents by N | Audits will be conducted monthly by the
‘identifying symptoms of iiness and/or changes i in {a Executive Director/designes and findings
menial!physmal heait‘h status; “will be presented to the QAP committee
: until the committee determines compliance
‘ (3} Evaluate the appropriateness of ‘I has been achieved.
- | ptacement for each res:dent :
- e ‘The Executive Director is responsible to
: (4) Make any f'ecessaﬁ' ensura compliance.
-Tecommendations to the administrator;
‘ MECERED
: {5) Follow up on pre\nous
.recommendations; FER 5907 ;
ol + {6) Provide a signed, written report in the
* | residence documenting:
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S375

.Confinued From page 1
{AA) Date and fime 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) Physical assessment identifying
symptoms of ilness and/or changes in mental of
physical health status and appropriateness of
placement;

{FF) Such reports shali be on file at
the residence.

the residence's registered medication aide(s)
administeation of medication. (Approved
Department form is available for downloading
online).

licensed registered nurses (i.e., atleastone

on- site, the nurse review shall be completed at
least once every ninaty (90) days.

| This Requirement is not met as evidenced by: |
| Based on record review and sfaff interview,  has |

been determined the residence failed to complete
nurse reviews every 90 days as required for 3 of
4 sample residents reviewed, [D #s 1, 3, and 4.

(7) Complete the quarterly evaluation of

h. In those residences that have one or more

full-time equivalent equal to thirty-five {35) hours)

§375
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: Findings are as follows:

1. Record review revealed Residant 1D #1 moved

into the residence in Aptit of 2016 with a
diagnosis of dementia.

Record review revealed the resident had nurse a
review completed on 7/17/2022 and did not have
another nurse review until 11/22/2023. The record
falled to reveal evidence that a 90-day nurse
raview was completed avery S0 days, as
required. '

2. Record review revealed Resident 1D #3 moved
into the residence in November of 2008 with a
diagnosis of Alzheimer's disease.

Record review reveated the resident had a nurse
review completed on 7/25/2022 and did not have
another nurse review completed untll 7/26/2023.

The record failed to reveal evidence that a 90-day |

nurse review was completed avery 90 days, as
required.

3. Record review reveated Resident ID #4 moved |

into the residence in October of 2021 with a
diagnosis of dementia.

Record review revealed the resident had his/her
first nurse review completed on 7/25/2023.
Record review fafled to reveal evidence thata
90-day nurse review was completed prior to that
date and every 90 days, as reguired.

During a surveyor interviaw on 1/26/2024 at
approximately 11:22 Al with the Executive
Director, she was unable to provide evidence that
the nurse reviews were completed svery 90 days,
as required, for Resident 1D #s 1, 3, and 4.
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5 390 Residency Requirgments 2.4.16.55.3 Resident §390 Resident #1, service plan is updated o reflect | 2/7/2024
Assessment/Sarvice Plan current outside services being provided.
' 2.4.18 (G)(3) Service Plans _Resident #3, service plan is current and
. . up to date,
3. The service pian shall be reviewed by both
partiss atintervals not o exceed twelve (12) An audit was conducted of all residents
months and each time a resident's Ccndltlon sefvice plans to ensure comp]ianceA
changes significantly and all changes shall be ‘Service pian form was reviewed and updated.
acknowlaedged in writing by both parties.
- Education was provided (o the Program
. . . . Director and Wellness Nurse.
This Requirement is not met as evidenced by
Based on record review and staff interview, it has Audits will be conducted monthly by the
besn determined the residence failed to review Executive Director/designee and findings
the service plan at intervals not to exceed twelve will be presented to the QAPI committee
(12) months, and update the service plan each until the committes determines compliance
fime a resident's condition changes significantly. N has been achieved.
Additionally, the residence failed to accurately N
reflect that the resident is receiving outside N The Executive Director is responsible to
services for 2 of 4 sample residents reviewed, 1D 0” ensure compliance.
#s1and 3, j @
Findings are as foliows:
1. Record review revealed Resident ID #1 moved |
into the residence in April of 2019 with a
diagnosis of dementia,
Record review of a list of residents receiving
outside services provided by the Registered
Nurse Program Director, revealsd evidence the
resident is receiving hospice services with a start
of care date of 6/3/2023.
Record review of a service plan dated 10/27/2023
failed to reveal evidence the service plan was
updated to reflect the resident is receiving the
above-mentioned oufside services,
Faces Regaaton
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2. Record review revealed Resident 1D #3 moved
into the residence in November of 2008 with a
diagnosis of Alzheimer’s disease.
Record review revealed the resident's service
plan was reviewed on 2/3/2021 and on 11/3/2023.
Record review failed to reveal evidence the
service plan was reviewed in 2022,
During an interview on 1/26/2024 at
approximately 11:22 AM with the Executive
Director, she could not provide evidence the
service plan for Resident ID #1 was updated to
reflect the outside services the resident is
receiving. Additionally, she could not provide
evidence Resident 1D #3 service plan was AN
reviewed at an inferval not fo exceed fwelve Q/
months, as required. Q&Q
S 565) Residential Care Services 2.4.24.8.1 Medication §565 Second floor - all expired or not labeled 21712024

Services

2.4,24 (B} (1) Administration of Medications

1. Residences licensed at the M1 lavel may
not imited to, removing medication containers
from storage, assisting with the removal of &

madication from a container for residents with

and/or administering the medication directly tc the
resident.

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

b. Medications shali be administered in
accordance with written orders of a physician,

administer medications to residents including, but |-

disability which prevents independence in this act, |

medications were immediately disposed of.

Third floor - all medications were immediately
{abeled with resident identifier and directions
for use.

An audit was conducted of all medication carts
to ensure compliance with requirement.

Education was provided to the Certified
Medication Technicians.

Audits will be conducted weekly by the
Program Director/designee and findings
will be presented fo the QAP committee
until the committee determines compliance
has been achieved.

The Executive Director is responsible to
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The residence must provide in writing, a

description of services provided by the residence
to each physician, including limitations on service. |

¢. All medications must be checked against a

physician's orders by a licensed nurse, or
pharmacist. .

d. The resident must be identified prior to
administration of any medication.

g. The medication must be in the original
pharmacy-dispensed container with proper label
and directions attached and be administered in
accordance with such label.

f. Injectable medications, including but not
limited to insulin, which cannot be self-
administered by the resident, must be
administered by a licensed nurse.

g. There shalt be written a policy/procedure
for the disposal of hypodermic needles, syringes
and other such instruments that is in compliance
with rules and regulations governing Hypodermic
Needies, Syringes & Other Such Instruments
{Part 20-15-6 of this Title).

{1) The legal destriction of hypodermic
needles, syringes or other such instruments [s the
responsibility of the last entitled or authorized

possessor.

{AA} All personnel or residents legally

authorized to use disposal syringes and needles,
“shall destroy them after one (1} use.

{BB) Excess and undesired needles,
syringes and other such instruments shali be

oY D PROVIDER'S PLAN OF GORRECTION {5}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FUiL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETE
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§565| Continued From page 5 S 565
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stored in impervious, rigid, punciure- resistant
container for disposal. intact needles shall be
placed directly info the collection containers.

{CC} Personnel handling dispesal
waste materials such as nsedles, syrnges, and
other such instruments may ireat and destroy
such waste by a DEM-approved alternative
freatment/destruction technology or prepare the
regulated medical waste for off-site transport by a
DEM-permitted medical waste transporter.

h. Individual medication records must be

| retained for each resident to whom meadications

are being administered and each dose
administered {o the resident must be propery
recorded.

i. Any medication administered by the
residence and refused by a resident shail be
documented and reported, as appropriate.

j. Medications shall be stored securely and in
such a manner to prevent spoilage, dosage
errors, administration errors, andfor inappropriate
access. Provisions for safe storage may include
lockable containers, secure spaces, or lockable
units, as appropriate to the residence and the
resident popuiation.

k, All medication in the residence, regardless
of whether controlied by employess or by the
resident, shali ba stored securely as stated in §

2.4,24(A)(3)(a)(8} of this Part

. All centrally stored medications shail be
maintained in accordance with manufacturers
labeling and administered by authorized
personnel.

4) D (>} om
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This Requirement is not met as evidenced by:
Based on surveyar cbservation and staff
interview, it has been determined the residence
failed to ensure that medications shall be stored
securely and in such a manner fo prevent
spoilage, dosage errors, administration errors,
and/or inappropriate access forthe 2 of 3
medicafion carts observed.

Findings are as follows:
1. During a surveyor observation of the

secand-floor medication cart on 1/25/2024 at
approximately 10:42 AM in the presence of the

Registered Nurse Program Director, the following |

was revealed:

- Methotrexate Sodium (a medication used to

freat eye inflammation) 25 MG {milligram) with an '

expiration date of "January 2023."

- Wixela 100/50 (a medication used to treat lung
disease) MCG (microgram) inhaler, opsned and
not dated. Manufacturer instructions indicate to
discard inhaler one month after opening.

- Brimonidine Tartrate 0.2% eye drop (a
medication used to treat high pressure in the
eyes), openad and not dated. Manufacturer

1 instructions indicate to discard 4 weeks after

opening.

2. During a surveyor cbservation of the third-floor
- medication cart on 1/25/2024 at approximately

10:45 AM in the presence of a Cerfified
Medication Technician (CMT), Staff A ravealed
the following medications without directions for
use and a resident identiffer;

paye | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION’ 5)
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- Metatonin 3 MG

- Vitamin C 260 MG

- Two bottles of Aspirin 325 MG

- Three boitles of Acetaminophen 500 MG
- Three bottles of Aspirin 81 MG

- Acetaminophen 325 MG

During an inferview immediately foliowing this
observation with Stafi A, she acknowledged the
above-mentioned medications did not have
divections for use and a resident identifier,

During an interview on 1/25/2024 at
approximately 10:50 AM with the Registered
Nurse Program Director, she acknowledged the
above-mentionad medications were not stored
appropriately, as required.
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