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{A 0000}  Opening Comments.

>>>>The purpose of this visit was to conduct a re-licensure inspection. An

on-site visit was made to the facility on 3/12/25. 

 

{A 0931}

SS= D

111-8-62-.09(11)(a) Workforce Qualifications And Training.

[Personnel file(s)] must include all of the following:

(a)  Evidence of a satisfactory fingerprint record check determination, if applicable.

This REQUIREMENT is not met as evidenced by:

>>>>Based on observation, record review, and interview, the facility failed to

provide evidence of a satisfactory fingerprint records check for 2 of  3 sampled

staff (Staff B and Staff C).  Findings include:

 

During a tour of the facility on 3/12/25 at 1:00 p.m., Staff B and Staff C were

observed assisting residents in the facility. 

 

A review of the files for Staff B hired 6/1/24 and Staff C hired 3/1/25

showed no record of a satisfactory fingerprint records determination. 

 

During an interview on 3/18/25 at 9:32 a.m., Staff A stated Staff B and Staff C

fingerprint results were still pending. Staff A stated Staff B and Staff C did

not obtain a satisfactory background check (GCIC) at the local police

department.   
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{A 1320}

SS= D

111-8-62-.13(12) Physical Plant Health and Safety Standards.

The home must have an adequate hot water system that supplies heated water, comfortable to 
the touch but not exceeding 120 degrees Fahrenheit (F.) to the residents for their usage.

This REQUIREMENT is not met as evidenced by:

>>>>Based on observation and staff interview, the facility failed to ensure that

the hot water did not exceed 120 degrees Fahrenheit (F).  Findings include: 

During a tour of the facility on 3/12/25 at 12:24 p.m., the Department

Representative calibrated his/her thermometer to 32.7 degrees F (a difference of

.7 degrees from 32 degrees F freezing point) in a cup of ice water and witnessed

by Staff B. At 12:36 p.m., the water temperature in the bathroom used by

Resident #1, Resident #2, and Resident #3 measured 127.5 degrees F (-.7) equaled

126.8 degrees F.

During an interview on 3/12/25 at 1:25 p.m., Staff A stated the facility has had

issues with the hot water heater and stated the water temperature should have

been below 120 degrees F.

{A 2032}

SS= D

111-8-62-.20(8)(e) Maintaining Records on Med Assist & Admn.

The MAR must include the name of the specific resident, any known allergies, the name and 
telephone number of the resident's health care provider, the name, strength and specific 
directions including a summary of severe side effects and adverse reactions for use of each 
medication and a chart for staff who provide assistance or administration to record initials, time 
and date when medications are taken, refused or a medication error is identified (e.g. missed 
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dosage).

This REQUIREMENT is not met as evidenced by:

>>>>Based on observation, record review, and interviews, the facility failed to

have a Medication Assistance Record (MAR) which included the name, strength, a

summary of severe side effects and adverse reactions for use of each medication

and a chart for staff who provide assistance or administration to record

initials, times, and dates when medications are taken, refused, or a medication

error for 1 of 4 sampled residents (Resident #4) Findings include:

 

During a medication cart audit on 3/12/25 the following prescription medications

were observed onsite in Resident #4 medication cart:

-Atorvastatin 80 mg prescribed daily at bedtime for cholesterol

-Quetiapine Fumarate 100 mg prescribed daily at bedtime for sleep

-Metoprolol Succ ER 25 mg prescribed daily for high blood pressure

-Furosemide 20 mg prescribed daily for edema

-Amlodipine Besylate 2.5 mg prescribed daily for high blood pressure

-Timolol 0.5% ophthalmic solution 10 ML drop both eyes prescribed daily for

glaucoma

-Rexulti 2 mg prescribed daily for dementia

A review of January 2025, February 2025, and March 2025 MARs for Resident #4

showed no documentation of the medications’ strength, summary of side effects,

adverse reactions, and a chart for each staff to record initials and times when

the medications were taken or refused.

During an interview on 3/12/25 at 1:00 p.m., Staff B stated the facility did not

have a MAR for Resident #4. Staff B stated he/she listed Resident #4 medications

on a blank paper and marked each day the medications were given. Staff B stated

he/she did not include Resident #4 medications strength, times given, adverse

reactions, and did not record his/her initials each time medications were given.
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During an interview on 3/12/25 at 1:30 p.m., Staff A stated he/she requested a

MAR from Resident #4 hospice agency and had not received the MAR.

 

 

 


