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{A 000}  Opening Comments.

>>>>The purpose of this visit was to investigate intake #GA00238509 and conduct a compliance 
inspection. 

An on-site visit was made to the facility on 9/26/23 and was completed on 9/29/23.

{A 0710}

SS= D

111-8-62-.07(3)(g) Governing Body.

At a minimum, the policies and procedures that are developed must provide direction for the staff 
and residents on the following: ...

(g) Medication management, procurement and the professional oversight provided for such 
services. 

This REQUIREMENT is not met as evidenced by:

>>>> Based on record review, and interviews, facility failed to ensure the governing body 
provided the oversight in (g). Medication management, procurement and the professional 
oversight provided with applicable requirements of the rules, and regulations for 4 of 5 sampled 
residents. (Resident #1, Resident #2, Resident 4 and Resident #5) Findings include:

A review of the files for Resident #1, Resident #2, Resident #3, Resident #4 and Resident #5 
showed that Staff C had access to administer prescribed narcotic medications to residents. Staff 
C were allowed to administer medications and govern body failed to provide additional oversight 
as required by this rule. Staff C altered medications for as following: 
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Resident #1 were prescribed Oxycodone and the medication were altered to Aspirin 81mg. 
Resident #2 were prescribed Hydrocodone and the medication were altered to Tylenol.

Resident #4 and Resident #5 were prescribed Methylphenidate and the medication were altered 
to Asprin 81 mg. 

During an interview on 9/26/23 at 2:00 p.m., Staff A and Staff B stated that Staff C were given full 
authorization to administer medications to all residents and due to Staff C had been employed for 
a long time they trusted Staff C to appropriately administer resident medications.

{A 1503}

SS= D

 Admission.

Aging in Place Exceptions.  The home may allow up to three (3) non-ambulatory residents to 
remain in the home to support an aging in place strategy that is in the best interests of the 
resident, subject to the requirements herein.  These aging in place exceptions may be revoked by 
the Department at any time, as part of the survey process, if the facility fails to meet any of the 
following criteria:

(i) The resident has not experienced any significant change in a physical or medical condition 
which would make continued placement in the facility inappropriate;

(ii) The facility maintains responsibility for meeting resident needs for continuing care provided 
within the scope of services the personal care home is licensed to deliver;  

(iii) The resident remains under hospice services (if the resident was under such services at the 
time of the aging in place decision);

(iv) The facility monitors its performance of fire drills to ensure that it can safely evacuate all of the 
residents at any time in 13 minutes or less;

(v) The facility increases the number of documented fire drills to a minimum of one fire drill per 
month, covering all shifts, as long as one or more residents in the facility are non-ambulatory;

(vi) The facility notifies the local fire department in writing within two (2) weeks of the change in 
the resident's status to aging in place so that there is local awareness of the presence of a non-
ambulatory resident at the home;

(vii) The facility ensures sufficient staff on all shifts to support the safe and timely evacuation of all 
residents in the event of an emergency; and

(viii) The facility is in substantial compliance with the department's rules and is not subject to any 
pending enforcement action by the department.

This REQUIREMENT is not met as evidenced by:

>>>>Based on record review and interview the facility failed to document mandatory fire drills. (iv) 
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the facility monitors its performance of fire drills to ensure that it can safely evacuate all the 
residents at any time in 13 minutes or less; (v) the facility increases the number of documented 
fire drills to a minimum of one fire drill per month, covering all shifts, as long as one or more 
residents in the facility are non-ambulatory; the facility ensures sufficient staff on all shifts to 
support the safe and timely evacuation

During a record review on 9/26/2023 Staff A were unable to provide any documented fire drills for 
January 2022 through September 2022.  No fire drills for April 2023, May 2023 and June 2023. 

During an exit interview on 9/26/2023 at 2:00 p.m, Staff A stated that he/she could not find 
documents of fire drills. 


