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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, . | R \\ redven) Check. C-i)‘ 54’ '
The residence must provide in writing, a _ .
description of services provided by the residence Continu e 4o A (s {" Med

to each physician, including limitations on service,

7t
¢. All medications must be checked against a Caro, i o Q’
physician's orders by z licensed nurse, or _— ﬂ Q) ed Jo , C
pharmacist. o
- CRUVANEN P
d. The resident must be identified prior to
administration of any medication.

e. The medication must be in the original
pharmacy-dispensed container with proper labe|

. . . ’ [STaTa
and directions attached and be administered in RECEIVED .
Faciiffies Regulation :
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TLE (A8 S & 2074 OL
STATE FORM Frres QNME11 FACILITIES BEGULA Wcontihuation sheet 1 of 4




PRINTED: 01/05/2024

FORM APPROVED
RI Department of Health .
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
ALR01483 B. WING 12/27/12023
NAME OF PROVIDER CR SUPPLIER STREETADDRESS, GITY, STATE, ZiP CODE
153 DEAN STREET
RBOR HiL
Al R HILL PROVIDENCE, RI §2903
o4) 1D SUMMARY STATEMENT OF PEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE PATE
DEFICIENGY)
5865/ Continued From page 1 8565

stored in impervious, rigid, puncture- resistant

waste materials such as needles, syringes, and

accordance with such label,

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

g There shall be written a policy/procedure
for the disposal of hypodermic needies, syringes
and other such instrumenis that is in compliance
with rules and regulations governing Hypodermic
Needles, Syringes & Other Such Instruments
(Part 20-15-6 of this Title),

(1) The legal destruction of hypodermic
needles, syringes or other such instriments is the
responsibility of the last entitied 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 shall be

container for disposal. Intact needies shall be
placed directly into the collection containers,

(CC) Personnel handling disposal

other such instruments may treat and destroy
such waste by a DEM-approved alternative
treatment/destruction technology or prepare the
regulated medical waste for off-site transport by a
DEM-permitted medical waste fransporter.

h. Individual medication records must be
ratained for each resident io whom medications

Facilities Regulation

STATE FORM

6300

QNME 11

If continuation sheet 2 of 4




Rl Depariment of Health

PRINTED: 01/05/2024
FORMAPPROVED

are being administered and each dose
administered to the resident must be properly
recorded,

L Any medication administered by the
residence and refused by a resident shall be
documented and reported, as approptiate.

J- Medications shalt be stored securely and in
stich a manner {o prevent spoilage, dosage
errors, administration errors, and/or inappropriate
access. Provisions for safe storage may include
lockable containers, secure spaces, or lockable
units, as appropriate {o the residence and the
resident population.

k. All medication in the residence, regardliess
of whether controlled by employees or by the
resident, shall be stored securely as stated In §
2.4.24(A)(3)(a)(8) of this Part.

L Alf centrally stored medications shafl be
maintained in accordance with manufacturer's
labeling and administered by authorized
personnel.

This Requirement is not met as evidenced by:
Based on surveyor observation and staff
interview, it has been determined the residence
failed to ensure that medications shall be stored
securely and in such a manner to prevent
spoilage, dosage errors, administration errors,
andfor inappropriate access for the 2 of 3
medication carls observed.

Findings are as follows:

1. During a surveyor observation of the first-floor

medication cart on 12/27/2023 at approximately
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8:30 AM in the presence of a Certified Medication
Technician (CMT), Staff A, revealed a Trelegy
Ellipta 100 MCG {microgram) inhaler, opened and
not dated. The manufacturer instructions indicate
to discard the inhaler 6 weeks after opening.

During an interview immediately following this
observation with Staff A, she acknowledged the
inhaler was opened and not dated.,

2. During a surveyor observation of the third-floor
medication cart on 12/27/2023 at approximately
9:35 AM in the presence of a CMT, Staff B,
revealed a Trelegy Ellipta 100 MCG/62.5 MCG
inhaler and a Anora Eflipta 62.5 MCG/25 MCG
inhaler opened and not dated. The manufacturer
instructions indicate to discard the inhalers 6
weeks after opening.

During an interview immediately following this
observation with Staff B, she acknowledged the
inhalers were opened and not dated.

During an interview on 12/27/2023 at
approximately 11:30 AM with the Director of
Weliness, she acknowledged the .
above-mentioned medications were not stored
appropriately, as required.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: X COMPLETED
A. BUILDING;
ALR01483 B. WING 1212712023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
153 DEAN STREET
AREOR HILL PROVIDENCE, RI 02902
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX, (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
5568 Continued From page 3 S 565

Factlities Regulation
STATE FORM

E299

QNMEH

If confiruation sheet 4 of 4



