STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

Cogir Management USA Inc
Cogir Queen Anne

805 4th Ave N

Seattle, WA 98109

RE: Cogir Queen Anne License # 2473
Dear Administrator:

This letter addresses Compliance Determination(s) 25985 (Completion Date 06/29/2023) and
23579 (Completion Date 05/31/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 06/29/2023
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements. :

The Department found that deficiencies for the following licensing laws and regulations were
corrected:
WAC 388-78A-2160, WAC 388-78A-2240

The Department staff who did the off-site verification:
Cathy Prentice, Complaint Investigator

If you have any questions, please contact me at (425)670-6070.

Sincerely,

Jamie Singer, Field Manager

Region 2, Unit J
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Cogir Queen Anne Provider Type: Assisted Living Facility
License/Cert.#: 2473

Compliance Determination #: 23579 Intake ID: 80713

Investigator: Cathy Prentice Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 05/08/2023 through 05/31/2023
Complainant Contact Date(s): 05/04/2023, 05/31/2023

Allegation(s):

1. The Named Resident 1 (NR1) was found with saturated briefs.

2. The NR’s apartment smelled strongly of urine and her chair is soiled.

3. The NR is not receiving her medications. And the facility did not have the NR’s medications to
give.

4. The NR’s call light was not responded to.

Investigation Methods:

Sample: Total residents: 94
Resident sample size: 14
Closed records sample size: 0

Observations: Delivery of care and services; staff interactions with residents;
residents' appearance; environment.

Interviews: Named resident and legal representative, other residents, staff,
administration

Record Reviews: Resident care records, assessment, service agreement,
investigations, facility policies, other pertinent records

Investigation Summary:

According to observation, interview and record review, 1. the facility provided care according to
the assessment and negotiated service agreement at the time of the investigation when the
named resident was observed multiple times on multiple days. The staff stated the named
resident frequently refuses assistance with briefs and toileting. There were no saturated briefs
observed and neglect was not substantiated. 2. There were no odors or soiled furniture
observed during the investigation. 3. The named resident missed medications on 04/24/2023
due to unavailability of medications. Failed practice was identified. 4. The investigation showed
the named resident had not used her call light in the past month and did have staff checks
recorded.

Conclusion / Action:

X] Failed Provider Practice Identified / Citation(s) Written
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Failed Provider Practice Not Identified / No Citation Written

[l

N/A

This document was prepared by Residential Care Services for the Locator website.



Residential Care Services
Investigation Summary Report

Provider/Facility: Cogir Queen Anne Provider Type: Assisted Living Facility
License/Cert.#: 2473

Compliance Determination #: 23579 Intake ID: 79847

Investigator: Cathy Prentice Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 05/08/2023 through 05/31/2023
Complainant Contact Date(s): 04/27/2023, 05/04/2023, 05/05/2023, 05/31/2023

Allegation(s):

1. The Named Resident 1 (NR1) was found with saturated briefs and is not
receiving hygiene checks during the day.

2. The NR’s apartment smelled strongly of urine and a plastic bag filled with
saturated briefs next to the sink.

3. The NR’s laundry is not getting done.

4, The NR was supposed to be showered on Tuesday’s and Friday’s but is not
receiving their Friday shower.

5. The NR is not receiving her medications.

6. The NR is not receiving assistance with reminders to order food.

Investigation Methods:

Sample: Total residents: 94
Resident sample size: 14
Closed records sample size: 0

Observations: Delivery of care and services; staff interactions with residents;
residents' appearance; environment.

Interviews: Named resident and legal representative, other residents, staff,
administration

Record Reviews: Resident care records, assessment, service agreement,
investigations, facility policies, other pertinent records

Investigation Summary:

According to observation, interview and record review, 1. the facility provided care according to
the assessment and negotiated service agreement at the time of the investigation when the
named resident was observed multiple times on multiple days. The staff stated the named
resident frequently refuses assistance with briefs and toileting. There were no saturated briefs
observed and neglect was not substantiated. 2. There were no odors or soiled furniture
observed during the investigation. 3. The NSA said laundry on Tuesdays-the laundry was done
and all clothes clean at the time of the investigation. 4. The resident stated she gets showers
when she cannot talk the staff out of it. The records showed the resident gets showers weekly
on average due to refusals and had skin checks that were clear. 5. The hamed resident missed
medications on 04/24/2023 due to unavailability of medications. Failed practice was
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identified. 6. The named resident's care plan said she is independent with eating and can order
her food and only needs help if she requests it. the resident stated she gets her food if she
orders it on time. there is food available all day and evening for the resident if needed.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

0 N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Cogir Queen Anne Provider Type: Assisted Living Facility
License/Cert.#: 2473

Compliance Determination #: 23579 Intake ID: 79714

Investigator: Cathy Prentice Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 05/08/2023 through 05/31/2023
Complainant Contact Date(s): 04/26/2023, 04/27/2023, 06/01/2023

Allegation(s):

1. The Assisted Living Facility (ALF) was having the following care and services
issues: Resident’s were being admitted from another ALF without care plans or
contradicting care plans ,NR 8 requires transfer with a slide board and none of the staff
have been trained for that. NR 2 switched to a walker and it wasn’t documented
anywhere. NR 19's dialysis shunt was not being checked as ordered. NR 35 had
significant behavior issues towards staff. 2. NR 9 had an order for alcohol consumption
with no way of monitoring. 3. The Assisted Living Facility had medication system
issues including: NR 11 had expired medication, the Health and Wellness Director was
destroying residents’ narcotics and other medications without a witness including
medications for NR 2, NR 3 and NR 4. Some of the medication did not have a
discontinuation orders . NR 18 went without an ordered med for 2 weeks , NR 20 ran
out of her medication Alendronate before it was re-ordered from the pharmacy . 4.

The Assisted Living Facility (ALF) did not monitor, have documentation, or any
follow- up with changes of condition or incidents including: NR 12, NR 13, NR 14, NR
15, NR 16, NR 17, NR 27 had been hospitalized and their were no progress notes. NR
21 had a burn and was sick early April and the ALF did not document how the burn
occurred and did not have a care plans or monitoring for staff regarding care of the
burn or his illness. NR 23 had chills and diarrhea documented in April but had no
progress notes since January, NR 26 was supposed to receive a COVID booster shot but
there is no documentation, NR 5 had a fall not documented , NR 22 had pain and a
sore, NR 28 had a sore on his foot and pain, NR 28 had a sore on his foot, NR 30 had
a skin tear, NR 32 had pain in left foot without any progress notes, NR 22 asked for an
order for cut-up food and there was no follow-up by Health and Wellness Director , NR
29 had a red and swollen leg without any progress notes, NR 31 was on hospice and
had multiple falls with no temporary service plan or documentation, NR 33 had dark
urine in his catheter bag without documentation, 5. Response to NR 14’s medical
emergency was slow, 6. NR 24 and NR 25 room had a foul odor. NR 14 had briefs
and clothing covered in feces left in their room. NR 12’s room is in disarray and had a
foul odor. 7. The ALF short staffed and care staff are working double and triple
shifts, 8. The Named Staff got mad at NR 34 when he couldn’t get her shoe on
over her leg brace and became rough with her for the rest of the shift. 9. The
Medication Technicians are being asked to verify orders and NR 2 had a
discontinuation order that has been waiting to be verified. 10. Smoke Alarms are
going off in the building and garage doors are open 24 hours a day.

Investigation Methods:

Sample: Total residents: 94
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Resident sample size: 14
Closed records sample size: 0

Observations: Delivery of care and services; staff interactions with residents;
residents' appearance; environment.

Interviews: Sample Named residents/or legal representatives, other residents,
staff, administration

Record Reviews: Resident care records, assessment, service agreement,
investigations, facility policies other pertinent records

Investigation Summary:

According to observation, interview and record review, 1. the facility had an assessment and
negotiated service agreement (NSA) that included a sliding board for Named Resident (NR) #8
as well as staff training, NR #2 does not use her walker; there was no physician order for NR
#19 shunt check but it was being done; the facility had a NSA for Resident #35 behaviors that
have improved. 2. NR #9 had an order and the alcohol is kept in the med cart for staff
monitoring 3. There were no expired meds for NR #11 observed in the med cart. The facility had
an accounting system for narcotics and destruction as required and had documentation;.NR 2
and 3 had no narcotics available, failed practice identified. There were no med issues for NR 4.
The med for NR 18 was not ordered for two weeks and was started when the physician finalized
the order. Medication for NR 20 was not available, failed practice identified. 4. The facility had
incident reports and investigations for incidents for sampled residents. NR 21 had a minor burn
from hot soup on her leg that was immediately treated and documented on wound care form.
NR 21 was well and not sick. NR 23 was well with no illness. NR 26 received Covid and booster
per record from family. NR 5 had a fall that was noted in the record. NR 22 and 28 had pain and
sores treated and healed. NR 28 foot sore healed. NR 30 had a healed skin tear. NR 32 no
pain. NR 22 had OT referral for cut up food and facility waited for physician order. NR 29 had no
swelling. NR 31 had notes and hospice services. NR 33 does not have an indwelling catheter it
was a condom catheter with clear urine. 5. NR 14 went out with change of condition and UTI. 6.
NR 24 had urine odor and failed practice identified for slow call light responses. NR25 had a
plan in place for urine dribbling. NR 14 was out to the hospital and room was clean. NR 12 was
out to the hospital and room was clean.7. the ALF had staffing as required with some staff
working doubles when there is a call in-not triples. 8. NR 34 stated the staff was not mad or
abusive just did not know what to do with the brace. The facility provided training. 9. The Med
tech verify physician orders and assure 5 rights are followed. NR 2 received meds as ordered.
10. The facility had smoke alarm testing and was in fire marshall compliance. The facility had a
garage door on open waiting for a part for repair.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

O N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Cogir Queen Anne Provider Type: Assisted Living Facility
License/Cert.#: 2473

Compliance Determination #: 23579 Intake ID: 79459

Investigator: Cathy Prentice Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 05/08/2023 through 05/31/2023
Complainant Contact Date(s): 04/26/2023, 04/27/2023, 06/01/2023

Allegation(s):

1. The Health and Wellness Director of the Named Resident’'s 1 (NR2) narcotic
medication without a method of destruction or second signature. NR3's narcotic
medication was destroyed in March without a discontinuation order. NR4’s Narcan, that
wasn'’t expired, was disposed of without a discontinuation order.

2. The Health and Wellness director is diverting narcotic medications.

3. The Assisted Living Facility (ALF) is not documenting incidents of falls and
health events.

Investigation Methods:

Sample: Total residents: 94
Resident sample size: 14
Closed records sample size: 0

Observations: Delivery of care and services; staff interactions with residents;
residents' appearance; environment.

Interviews: Sample of Named residents/or legal representatives, other residents,
staff, administration

Record Reviews: Resident care records, assessment, service agreement,
investigations, facility policies, other pertinent records

Investigation Summary:

1. According to observation, interview and record review, the facility had a narcotic accounting
system as required. The named resident #3 did not have medications available due to the
destruction without re-ordering and without discontinuing the physician's order. Named resident
#9 no longer had an order for Narcan. Failed practice identified for non availability of meds for
named resident #3 and other residents. 2. There was no evidence of narcotic diversion.
identified.

3. The facility had record of falls and health events for sampled residents.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written

[l Failed Provider Practice Not Identified / No Citation Written
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N/A

This document was prepared by Residential Care Services for the Locator website.



Residential Care Services
Investigation Summary Report

Provider/Facility: Cogir Queen Anne Provider Type: Assisted Living Facility
License/Cert.#: 2473

Compliance Determination #: 23579 Intake ID: 78807

Investigator: Cathy Prentice Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 05/08/2023 through 05/31/2023
Complainant Contact Date(s): 04/27/2023, 05/31/2023

Allegation(s):
1. The Assisted Living Facility (ALF) is only using non-english speaking agency as caregivers.
2. The Named Resident 5 (NR5) requirements are not being met.

Investigation Methods:

Sample: Total residents: 94
Resident sample size: 14
Closed records sample size: 0

Observations: Delivery of care and services; staff interactions with residents;
residents' appearance; environment.

Interviews: Named resident and legal representative, other residents, staff,
administration

Record Reviews: Resident care records, assessment, service agreement,
investigations, facility policies, other pertinent records

Investigation Summary:

According to observation, interview and record review, 1. the facility provided care according to
the assessment and negotiated service agreement at the time of the investigation and had staff
as required with no concerns voiced by residents about language barriers. 2. The facility had
long call light wait times for the named resident. Failed practice identified.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

O N/A
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06-16-"22 02:51 FROM- Co QA 2062840006 T-433 P0006/0013 F-507
06.05,2023 88:50:30 : State of Washington 4N

» 5
STATE OF WASHINGTDN
DERARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LONG-TERR BUPPORT ADMINISTRATION
203711 S2nd Ave W, Suite 100, Lynnwood, WA 93036

Staternent of Deficencies Eicense # 3473 Comgliance Determination # 23570
Plar of Coiection Cogir Queern And Compistion Date
Fage 1 of 7 Licensee: Cogh Managament USA e 083172023

You are required to be in compliance st all §mes wath all licensing jaws and reguladons to
maintain your Assisted Living Facfity license.

The department completed data collechorn for an Gnannouncsd su-site complaint investigation
an 80872023 and U5/ 142023 of:

Cogir Quaen Anna
8085 4th Ave N
Seattle, WA 88109

This document references the follcwing camnplaint number{sy 80713, 79847, 79714, 78453,
18807, 76208

Thie following semple was sefected for review daring the unannaunced on-site visit 14 of 84
rurrent residants and § farmar residents,

The degartment staff that inve stigated the Assisted Living Facility:

Cathy Prentice, Complant Invastigator

From:

DSHS, Aging and Long-Term Suppoit Administration
Rasidential Care Services, Region 2 | Unit J

203191 &52nd Ave W, Suite 100

Lyrrawood, WA 98033
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As a result of the on-site visit(s], the dapantmant faurd that you are not in compliance with the
heensing laws any regilations as stated in the cited deficienciesg in the encigsed report,

Qlamde Senger 6/5/2023
Date

/ Rasidential Care Servides

i nderstand that to mairdain an Assisted Living Facility censs, the facility must Be in
compiiance with all the keensing Iaws and reguiations at alf times.



06-16-"22 02:51 FROM- Co QA 2062840056 T-433 PO007/0013 F-507

W. 0. L0LY VO QWAL Ur Waosniiywon
Staterpest of Deficiencles Licanse #2473 Coroplanae Datermination # 23579
Pian of Cosmrection Cugir Gueen Aans Compisticn Date
Pags 2 of 7 Licensae: Gogyr Management USA jnz 053112023
AMmsyKr(aertatws} Datd

WAC 388-78A-2160 implem entation of negotiated service agresment. The assisted living
facility must provide the care and services as agreed upon fu the negotiated service
‘agreement to each resident uniess a deviation front the negutiated service agreement is
mutually agreed upon hetween the assisted living facility snd the resident or the resident’s
reprasentative av thie time the care or services are scheduled.

This requirement was not met a5 evidenced by:
Bassd o intanaew and record revigw, the Assisted Living Faclity (ALF } falizd to provide the agreed
Lpon care and services in the Negotiated Service Agreements (NSA) for 2 of 2 residents {Resident {

and 2} when call fights wire not responded & in a imely manner. This failure placed Resident 1 and
2 atvisk af harm snd 3 peor quaiity of li¥e.

Findings inchided...

RESICENT 1

Record review of 2 Face Sheet and NSA, dated 03042023, showed the ALY admitted Resident §
2017 with o dizgnosis of

and reguired stuiT agsistance with Wlsgng, ang groomchygiens .

n an intenview, an B5/A082023 at .30 AM, Resident § stated he nesdad help from ALF stoff
changing duthing and incontnent brefs whan eoiled. Rasident | stated he used his calf #ght whan
ha nesdad stalf assistance, Regident 1 stated call fight wail tres cat Bs over &n hour. Rasident
stated samelines sta¥f came and say they wowld be back but do not return to assist hin

I an dtesview, o BEAOB/2023 ab 10:40 AM, Resident 178 lve-in spouse stated the call Hght wait
times for Resident 1 wery sarmetimes an hour.

Ohservation, an GERE202% al 10:30 AN, shewsd Resident 1 engage his call light. Stalf A
{Caregiver) did not respend fo the call haht until 1655 AN, 25 minutes |ater.

Reviaw of a call light respanse recerd, dstad 8470172823 thraugh 05/08/2023, showad tha following
waait times for Rasident 1's call light response tinme for Asgistance Needed:

71
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06-16-"22 02:51 FROM- Co:  JA 2062840056 T-433 PO008/0013 F-507

0. V0. 2945 W:90: 3 utave or wWasningeon o/1
Staternest of Deficiencies Eicense # 2473 Corpliance Determination # oan/ 9
Pfan of Correction Cugir Guaen Anng Campistion Date
Paga 3 of 7 Lirensee: Gogh Management USA ins 05G51/203%
- Owver 31 minutas on s accasicns.
“ Qver 30 minutes on 13 osvasions.
0 Cwver 40 rinutes on nine sccasions.
. Over B0 minutas on thies SoCaSIoNSs.
. Ovisr an hour on sty accasicns.
« Over twie bowrs on five 9sassions,

RESICENT 2

Record review of a Face Sheet and NSA, dated 05/08/3023, showed the ALF admitted
Residsat 2 on [JJ2021. The NSA stated Resident 2 had @ stroke @ strokie occurswhen a
blood vessal that canies oxygen o the hrakt is ether blacked by a clat or ruptures) s
reguirad stalf sesistance with toileting, dressing, and groaminghygiane.,

Chservation and interview with Staff B {Caregiveriedivatior; Technidan], on 0571173623
at 14080, found Resident 2's bathroom and bedrosin had & strong & aring adar, Staff B
gtated Kesident 2 used the cali Bght {0 request toileting assistance from ALF staff, Staif &
stated witen Resident 2 toffated indeperudantly. he dribblad utine on the bathraomifiser.

I an intendew, on 05/t 122023 at 145 PM, Readent 2's five-in spouse stated the ALF stalf
wete slow to respond o call lights when Resident 2 nerdzd care and it, "gets very
irritatireg.”

Review of a call {ight responge recard, dated 04/01/2823 through BS/0812023, showed
the falowing wail times for Resident 1's call light reeponss fme for Assistance Neaded:

» Over 39 minufas pn thess soeagions.
. Over 49 minutes an ane socasion.
- Quer an haar on bava accasians,

In an interviewy, ars 35/ 12023 at $1:00 AM, tive Administrator stated the call Ryt
respanse tirmee should be within 15 minutes or less. The Administrator stated she was nat
avare thers were some raspanse times recarded that wera over an hour.
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PlaniAttestation Statement
| hereby certify that | have reviewsd this repart and have taken or will take active
messures 1o camtact this deficiancy. By taking fis actior, CogiQifean Anne is orwali be
in comgliance with this law and / or regulation on {{ate) ! 3‘ 3

tn addition, | will impiarment 2 gystent to monitor and enswre continued compliance with
this requirement.
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V0,09, 048 WIid0iI0 QLALE Ur Washinywun
Statemant of Deliciencles License #2473 Comphance Datermuination # 23379
Plar: of Correstion Cogir Gueen Asne Compietion Date
Page 4 of 7 Licensze: Cogir Management USA ing Q5312033

/l A, A L !}ﬁf‘

Admirustratar {or p*ea s rifative)

WAC 388-78A-2240 Nonavailabitity of medications. When the assisted lving facility ks
assum ad responsibifity for obtaining a resident’s prescribed medications, the assisted lving
facifity msust obfain them in a corrext and timely manner.

This requirament was not nref as evidenced by:

Based o observation, intesdew and resord review, the Agsisted Living Facility {ALF} faded to
ensure hat 4 of 4 sampled residents {Resident 3, 4, 5, and 8} had prescribed madications aviilabile
in the facility. This failure placed Resident 3, 4, 5, and § 8¢ nsk for healll: issues de th migsed
madications.

Findings ncluded...

Raview af the Medication Services palicy for, Medication Services daterd 12/08/2021, showed the
facHity proviged nyegication ordering and medication asgistance sendces. The facility would ensuns
that medication ralated services required ur requested by aaeh resident were provided. Each
resident was given fhe opbion to have the facibty order medications through tha preferred pharmacy
ur the phanmacy of thed choive. The facility's preferrad phanacy would ba used inthe event that
madications were nesded on an emargency basis when the pltarmacy of the resident's choice was
unabie ta provide thent, Steff would answes refilfs were received in 3 imely manner. Medications
were 10 be ordeved atleast ¥ days before running owd, or mare days might be neaded due i
weskengs and hididays

RESIDENT 3

Record review of a Service Plan {SP- equivalent to Negotiated Service Agreement), dated
B5/N3/2023 showed the ALF sdmitted Resident 3 un 018 with nuitiple diagnoses ncluding

nigh biood pragesung, and mid cognitive
inpainvent. The &F stated the managed and assisted with Resident ¥'s medicstions supplied
by the fsolity's preferred b&‘am\aw

Record rewew of Resident {'s Medication Administration Recerd (MAR), dated Aprilt 2023, showsad a
prescaption for. Calzium Cwybonats §80 milligrams {royg 400 inteenational unit U} tabilet ance a day,
Ceavardafaxive BSuceinate BOmy tablet sice dadly far depressive disorder, Hydrachisrothiazide

12 Smg capsule ancs daly for nigh Mood pressure, Lorstading 10mg tablet ance daily for allergiss,
Telmisartan 40mag tablet once dadly for heart irrequianty, Tummeric Curcumin 580mg capsule ance
daily a5 & supplement, The April MAR showed these medications ware nat given as grdered on
B4/24/2633. The MAR

(A
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V0,00, 2045 W:90: 50 STate or WasningLon
Statervent of Deficincing Ficanse #. 2473 Compliance Determination # 23579
Plar of Cosrection Cagir Gueen Anng Compietion Date
Pags & of 7 Lizensee: Dogyr Management USA lne (83172833

shawed docurnentation that these medicalions wera naot givan bssause the medcation was notin
the madication san.

[y an inteovieyy, an DH/T1/2023 et TIME, the Diractor of Nurse {DNS] stated the staff reorderad
medications at fegst seven deys bafore they were due to be refilled and the phsrmacy did sutamatic
cyele refiils. The DNS ctated she was not sure why Resident 3 disd nat have thase medications
avainhia en 04/24/2023,

RESIBENT 4

Record raview of 8 SF, é:_)teé BF28/2623, showed the ALF adimitted Regident 4 on 2021 with

. The 5P staled the ALF managed and sasisted with Resident 4's
medications supplied by the facdily’s preferred pharmacy.

Record review of Resident 4's MAR, dated Aprii 2823, showed a preseription for Alenddronate
Sodicrn T0my tablet o be given by mouth ence 3 waek far asteoparagis. The Aprl MAR showsd this
madication waes not given on 0488/3023 . The MAR showed dasumsntaiion that this medicsion was
riot given because the medication was not available/had not been deliversd to the facility.

I an intenview, on BHA1/2023a 1100 AM | the DNS stated she was nut sare wity Resident 4 did not
frawve iy medication available an 040872023,

RESIDENT §

Record raview of @ SF, dated 0511 2/2G3 % showsd the ALF adimitted Rexident 8 an 2817 wiith
sl Sisgnases dekudin

The SF siated the ALF managed and assisted with
Rasident &'s medications suppiied by the facilily’s prefarred phatmacy.

Record ravievy of Resident §'s MAR, dated May 2023, showssd a prescription for Oxycoxdone Bmg
tablat, every & haurs as naeded for pain not contraiied Dy Tylenol. The MAR shawed documeantation
that this medication was et given it May 2823

Chgervation, sn U541 172023 at 2:90 P, chowed thers was no Oxycadone tabiets far Rasident §in
the medication st and vo ety far this medization i the narcolic book.

In an intendew, are 0571 4/2023 at 11.00 AM, the DNS stated she destroyed 8w narcsties
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Statentent of Dellciencies Licanse 3 2473 Compliance Detaxmination #23379
Pfan of Correction Cagir Gueasnt Anne Completion Date
Pags 6 of 7 Licensae: Cogy Management USA Inz 0545172623

far Rasident § because she had not used thern in a few months. The DNS stated she thought the
policy was to deslroy any narcolic paits medication not used in 80-90 days. The DNS also stated she
did not natify the physician or abisin a distantinuation order for this medication for Resident §.

The madication was nat avaliable if Resident 5 had pain not controlied by Tylenol as ardered
RESIGENT &

Record review of a SP, dated B4/37/2423 shurwed the ALF admitied Resident § an 2018 with
rmultiple disgnoses 5:3dxsdingF. The SP steted the ALF managed and ssmgted ailh
Resident §'s medications suppiled iy he faciliy’s preferred phanmacy .

Racord review of Rasident 8's MAR dated May 2023, shawed & praseription fin Hydracodans-
Acetaminophern 5-328mg every € hours gs needad for pain. The May MAR showed this medication
wag not given in May 2023,

Dbsereation, on 0571 1/2023 ar 2200 PM, showed there was no Hysdvdcadsne tabists for Resident 8§ in
the meadication ~art and no entry for this madication in the niarcatic baok.

Iy &t intesvievy, on BEA V2023 &2 11 008K, the Director of Nurse {ONS) stated she destroyad the
narcotics for Resident 8 because she had not used themin 8 few menths. The ONS alse stated she
died mest riolify the physicia o abiain & disgontinugton ardar far this miedication fir Resident 6.

The madication was not avadabdle f Resident § had pain that nesdad controlied by the narcotic,

Plan/Attestation Staten:ent
| hereby celify that | have reviewad this report snsd have taken or vl taks schve
measures i correct this dsficiency. By taking this action, Caﬁi (}_A‘een Anne is orwili be
in compliznce wills this law and 7 or reguistian osn (Date) b lﬂ ‘2,"; .

tn addition, | vali implemant a system to monitor and ensure continued samplisnce with
this requiremens.
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Administratar {or Representative)
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