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S 003 initial Comments S003
An unannounced biennial State Licensure survey JUN 78 00N
and a complaintincident investigation survey
(Z5Z911, 06/03/2025) were conducted af this o .
residence. Deficiencies were identified refative fo Eacilities Regulation
the State Licensure survey.
S 230, Organization And Management 2.4.13.A 5230 Corrective Action
Management Of Services
) A physician’s order was obtained to
2.4.13 (A/B) Management of Services allow resident ID #1 to self-administer
medications.
A. Each residence shall provide services with -
adequate professional and ancillary empiloyees ID Residents
and in accordance with applicable state law.
Further, the residence shall assure that all - The Director of Wellness and designee
services are rendered in a safe and effective will conduct a record review to be sure
manner and consistent with the requirements that in addition to the resident’s
herein. The residence shall provide all care and “medication self-administration
services to all residents in accordance with the assessment” that a physician order is in
prevailing community standard of care. place for residents who self-administer
,\5’ medication.
This Requirement is not met as evidenced by: \Q\;
Based on record review and staff interview, it has/[\ Systematic changes
been determined the residence failed to provide
care and services in accordance with the As part of the admission process and
prevailing communily standard of care rejative fo assessment process, any resident who
a singular resident reviewed for : wishes to and is found to be competent to -
self-administration, Resldent 1D #1, self-administer medications, a physician
order is received prior to
Findings are as follows: implementation.
Duiring the entrance conference on 6/2/2025 at Monitor
approximately 8:30 AM, the Director of Weliness
{DOW;} gave a list of residents that The DOW or designee will conduct
setf-administer their medications. random sample monthly record reviews
to be sure that residents who self
Record review revealed Resident 1D #1 moved | administer medications have an active
into the residence in May of 2025 with a diagnosis| physician order in place in addition to the
including, but not fimited to, end stage kidney asgessment that is completed. ¢ baslas
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-‘Weliness on 6/3/2025 at approximately 12:30 PM,

“written authorization for the residence to provide

_The residence must provide in writing, a

Continued From page 1 |
disease.

Record review of the resident's initial
assessment, dated 4/16/2025, revealed the
resident self-administers her/his medications.

Record review of the resideni’s physician orders
falied to reveal an order o self-administer hisfher

medications.

During a surveyor interview with the Director of

she was upable tn provide evidence of a
physician's order for the resident fo
self-administer hisfher medications.

Residential Care Services.2.4,24,B.1 Medication
Services

2.4.24 {B) {1) Administration of Medications

1. Residences licensed at the M1 level may
administer medications to residents including, but
nof limied o, removing medication containers
{rom storage, assisting with the removal of a
medication from a container for residents with
disability which prevents independence in this adt,
endfor administering the medication directly to the
resident.

a. The resident or guardian must provide
administration of megications.

b. Medicatlions shall be administered in
accordance with written orders of a physician.

description of services provided by the residence

o each physician, including limitations on service. '

8 230

3565
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¢. All medications must be checked against a
physician's orders by a licensed nurse, or Corrective Action
pharmacist.
. 1.) The medications itemized have been
d. The resident must be identified prior to discarded.
administration of any medication. L 2.) Resident ID #2 is a hospice patient
\ who has not needed this medication

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

f. Injectable medications, including but not
fimited 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 instruments that is in compliance
with rules and regulations govemning Hypodermic
Needles, Syringes & Other Such Instruments
(Part 20-15-6 of this Title).

(1) The legal destruction of hypodermic
responsibility of the last entitled or authorized
pOSSESSOr.
authorized to use disposal syringes and needles,
shall destroy them afier one (1) use.

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

(AA) All personnel or residents tegally

,}r\y (ﬁ since fJadmission to hospice. The

medication has been discontinued.

ID Residents

A review of medications in storage has
been conducted to be sure that all
medications for residents who have been
discharged have been discarded. A
review was conducted to identify and
medication that are passed their
expiration date have also been discarded.

Systematic changes

An audit of the medication room will be
conducted on a weekly basis to include

needles, SYﬂﬂQes or Other such instl'uments is the not only the dates ofmedicaﬁons but also

to be sure the prescribed individuals are
either currently in house or expected to
return from a leave of absence.

nitor
The DOW will do random reviews of

medication rooms to ensure compliance
with dates, resident status and

stored in impervious, rigid, puncture- resistant availability of medications.
cantainer for disposal. Intact needles shall be
placed directly into the colfection containers.
: i \Asb{
Faclities Reguiation
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(CC) Personnel handling disposal
waste materials such as needles, syringes, and
other such instruments may treat and destroy

suchwaste by a DEM-approved altemative
:treatmentfdestruction tachnology or prepare the
regulsted medicat waste for off-site transport by a

DEM-permitted medical waste transporter.

h. Individual medication records must be
retained for each resident to whom medications
are being administered and each dose
administered to the resident must be properly
recorded.

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

j. Medications shall be stored securely and in
such a manner to prevent spollage, dosage
errors, administration errors, and/or inappropriate
access. Provisions for safe storage may include
lockable containers, secure spaces, or lockable
units, as appropriate 1o the residence and the
resident popuiation,

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

i. All cenirally stored medications shalt be
maintained in accordance with manufacturer's
labeling and administered by authorized
personnel, :

This Requirement is not met as evidenced by

- 8565
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Based on surveyor observation, record review,
and staff interview, it has been determined that
the residence falled to ensure that medications
shall be stored securely and in such a manner to
prevent spoilage, dosage errors, administration
errors, and/or inappropriate access for the
singular locked controlled-medication box
observed and that all prescribed medications
were available.

Findings are as follows:

1, During a surveyor abservation of the locked
box on 6/2/2026 at 12:30 PM in the presence of
the Director of Wellness (DOW), the following
was revealed:

- Morphine Sulfate (used to treat pain) 100 mg
(milligrams)/5 ml (mililiters) {20mg/mi) blister
packet for Resident D #2, discard after
4212025,

- Oxycedone HCL (hydrochloride) (used to treat
pain) 5 mg biister packet for Resldent D #3. This
resident was discharged on 3/31/2025.

- Oxycodone HCL 5 g blister packet for
Resident ID #4. This resident was discharged on
| 2/18/2025.

immediately following the above cbservation, the
DOW acknowledged that Resident ID #2's
Morphine Sulfate should have been discarded
after 4/21/2025. She revealed that Resident [D #s
3 and 4 no longer reside at the residence.
Furthermore, she could not provide evidence that
that the above-mentioned medications were
stored in 2 manner to prevent administration
ermors.
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2. Record review of Resident 1D #2's electronic
medical administration record revealed resident is
prescribed lorazepam 0.5 mg tablet, give 1 tablet
(0.5 mg) by mouth every 6 hours, as needed for
anxlely or agitation,
Surveyor observation of the medication storage
failed to reveal evidence of the lorazepam
prescribed to Resident 1D #2.
During a surveyor interview with the DOW on
6/3/2025 at approximately 1:00 PM, sha could not
provide evidence of the resident's lorazepam
being available.
C {ive Acti
S 915 Limited Heatth Services License Require 2.6.2.M | S915 OIrecty. o
Specific Requirements A licensed physician, a certified nurse
. practitioner, or a licensed physician
2.6.2 (M) Specific Requirements @ assistant will be in attendance at ali
o . . . furur Iity Ass ¢ meetings.
M. Assisted living residences licensed to provide \.// ¢ Quality Assurane Tnes
limited health services are required to have a ID Residents
licensed physician, a certified nurse practitioner }
or a licensed physician assistant as a member of | - No resident dentifi thi
the Quality Improvement Committee as defined in N ci;;f;_ ents were identified by this
§ 2.4.3 of this Part,
Systematic changes
: . o A sipn-i t identifying th i
This Requirement is nof met as evidenced by: sta%%ﬁ::::f olf $e;g:;§ e required
Based on record review and staff interview, it has Administrator, Dietary Rel;r esentative
been determined the residence, which is licensed and Physici m, NP /PA ) will be ’
to provide limited health services, failed to have a developed and implemented for the
licensed physician, a certified nurse practitioner, meetings and signatures will be received
or a ficensed physician assistant as a member of from each af the beginning of each
the Quality Improvement Committee, meeting.
Findings are as follows:
. ffl%ﬁ'i,lg
Facliities Regulation i
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Record review of the attendance for the Quallty
Improvement committee meetings on 412712024,
0/47/2024, 12/10/2024, and 2/27/2025, failed o
reveal a licensed physician, a certified nurse
practitioner, or a licensed physician assistant in
attendance, as required.

The Administrator will review the
minutes and signature sheet each quarter
to be sure that the requirement is being
met,

During a surveyor interview with the Executive
Director on 6/3/2025 at approximately 2:30 PM,
he could not provide evidence a licensed
physician, a certified nurse practitioner, or a
licensed physician assistant were in atfendance
at the Quality Improvement meetings, as
reguired,
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