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An unannounced bisnntal State Licansure survey Received
and & complaintincident investigation survey
(PLO3 M, 07/23/2025) were conducted at this " AbG 9 g 2075
residence, No deficisncies were identifiad relative A
to the Biate Licensure survey,
: Faciliies Regulation
5078 Lleensure Requirements 2.4.5.A Safe Resident | 8075
Handlling .
2.4.5 (A} Safe Resident Handling SOl ,ﬂgs oF Sh/as (£ n
. . - !/ 2y
A. Each licensed agsisted fiving residence with an (e e ( l(
“Alzhelmer ' s Dementia Speckat Care Unit or Hen Sﬁ ; 4@0( ‘Sfl F? Fesi dﬂ‘dﬂ
Program” ligense and/or offers to provide or aed i 3l Mee hncf £ f E’W{J)‘ ;
provides coordination of hospice sevices for meetnl 4 Je i .
residents who are bed-bound or in need of \ X 2]
assistancerfrom more than / -+ Meed M
one slaff person for ambulation shall t(::gmpiy with @, / f;? f\zsl Wil ¢
the provisions of §§ 2.4.5(B) through () of this | 'Y oa e
Part as a condition of licensure, \i'// \,\\"? qo € qu neer !\‘j (AL
1. Notwithstanding the requirgments of § Q& f? Q(IS' .
2.4.5(A) of this Part, asslsied bving residences — . :
licensed for an "Alzhelmer ' 8 Demantia Spacial L. D / DO & AS]" y 7 w
Care Unit or Program” prior to 1 June 2015 shall v /
be In compliance with the requirements of §§ M[{ U d,U 5‘7 f'p 2
2.4.5(8) through (E) of this Part not latar than 1 : . ]0 1 ;
Jully 2016, Lesid -t Fb‘qd m? Pl A GO
2. A cumently licensed asslsted living od( Qo Cleclyy ShFF
residence who applies for a new level of licensure mee fa Iy
on of after 1 June 2015 will be retguired to meet _ * .
the requirements of §§ 2.4.6(B) through {E) of
this Part prior fo a new license lavel baing — Meange "ﬂ'} wil ‘ d[fq}‘f) /__,
approved. T e l‘of @A - f@ / SJ/.ILJ ‘
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This Requirement is nof met as evidenced by
Baged on recond review and skaff interview, the
residence with an "Alzheimer's Dementia Spaclal
Care Unii or Program” license failad fo ensure
there was 4 Safe Regident Handling program
which complies with the provisions of §§ 2.4.5(B)
through {E) as & condition of licensure.

Findings are a8 follows:
The residence falled to produce evidence there

was an established Safe Resident Handling
program which inchided the following

components as referancad in the provisions of §§

2.4.5(8} through (E):

~ Maihtain a eafe resident handling commitiee,
chairad by a professional hurse or ather

appropriste licensed health cara professional with

at least half of the members of the sommittes
heing hourly, non-managerial employees who
provide direct resilent cars

- Awriiten aata resident handling program, with
inpui from the safe handling committes, o
prevent musculoskeletsl disorders among heafth
care workers and injurles in resldents,

As part of this program, each licensed assisted
living shall;

1) implement a safe resident handling policy for
all shifts and units

2) Conduct a rasident handfing hazard
agsessment

3) Devalop a process to identify the appropriate
use of the safe ragident handiing policy besed on
the resigent's phyaical and mentat condition, the
resident's cholee, and the avallabllity of lifting
equipment or iift teams

2075
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4) Designate and train 2 registered nurse or other
apprapriate lieensed health care professionsl o
garve as an expert rasourcs, and frain olf dirent
care staff on safe resident handling policies,
squipment, and devices before Implementation,

and at-ntervais not to exceed twelve (12} months,

or as changes are made to the safe handling
policies, equipment and/or devices being used

5) Conduct a performanca evaluation of the safe
regident handling policy at infervals not to exceed
twalve (12) months, with the results of the
evalusiion reported fo the safes resldent handling
-commitlee or other appropriately deslgnated
commities :

Record review of the Residence Safk Handling
Cammittee program falled fo reveal quarterdy
meetings from 8/168/2023 threugh 5/1/2025,

Further review of the program failed to raveal
documentation of an annual parfarmarice
evaluation for the years 2023 and 2024,

During a surveyar indervigw on 7/23/2025 at 1115

AM with the Adminisirstor, she acknowladged the
program did not treet regquirements,

Organization And Management 2.4.13.A

Management OF Setvices

2.4.13 (A/B) Management of Services

A. Each resldence shail provide services with
adequate professional and ancillary amployess
and in acoordancs with appiicable state law.
Further, the residence shall assura thatall
services sre rendered in a safe and effective

"{ manner and consistent with the requiremenis

herain. The residence shall provide all cave and

3070

5230
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éewices to all residents In accordance with tha
prevaiting community standard of cane.

This Requirerment i2 not med as avidenced by:
Based on record review and staff intenvew, it has
heen determined-the residence faited to provide
care and services In accordance with the
prevailing cammunily standard of care relativa to
following physiclan's orders for the singular
resident reviewed for sell-adminisiration,
Residant 1D #1.

Findings are as follows:

Mosby's dih Edition, Fundamentals of Nursing,

+'page 314 states, "The physiclan {s responsible for

directing medical treatment. Nurses are obligated
to follow phyaician's orders unless they beliave
the oriera are I enor of wald harm the olients.”

Record review reveaied Resident 1D #1 moved
into the resldence in August of 2024 with
diagnoses including, but not imited fo: dementia
and Type 2 dinbetes mellifus.

Record review of tha resident's initial
sesessment, dated 8/20/2024, revealed the
resident self-administers hisfmer nsuling

Record review of the reskdent's physiclan's orders
failed to reveal an order fo self-administer hisher
iresuiin.

During & surveyor interview with the Director of
Weliness on /232025 at approximately 10:30
AM, she was unable to provide avidence of a
physiclan's order for the resident to
self-administer hisfher insudin.
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§568 Residential Cars Services 2.4.24.8.1 Medication | 5566
Services
2,4.24 (B) (1) Administraiion of Medications
1. Residences fcensad at the M1 level may
administer medications to residents including, but
niot limited to, rermoving medication cottainers
from storage, Assisting with the removal of a
medication from a cantainer for rasidents with
disabiiity which prevents independence in this act,
and/or agrninistering the medication directly o the
tesidant.
a. The resident or guardian must provide
written authorization for the residence fo provide .

edministeation of medications,

b. Medications shall e administered in
actariance with witten orders of a physician.
The residence must provide In wiiting, a
daseription of services providsd by the residence
to aach physician, including limitations on zervice.

e, All medications must be checked against a
physician’s orders by a censad nurse, or
pharmacist,

d. The resident must be Identified prior to
adminisiration of any medication,

8. The medication must be in the otiginal
pharmacy-dispensed container with proper labal
and directions altached and be adminlatered in
accordance with such label,

| f Injectable medications, including but hot
fimited ta instlin, which cannot ba seif-
admiristered by the resident, must be

Facilizs Regulzticn
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§ 565 Continued From page & S 565

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 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 instruments is the
responsibility of the last entitled 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
stored in impervious, rigid, punciure- resistant
container for disposal. Intact needles shall be
placed directly into the collection containers.

(CC) Personnel handling disposal
waste materials such as needies, syringes, and
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
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

Facilities Regulation
STATE FORM 6808 801C1 if continuation sheet & of 10




©n3/21/20813 B9:22

40814759755 DARLINGTON PAGE 13714
PRINTED: 7/28/2025
benartment of Healih FORMAPPROVED
R} Depathment of Heal
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA (32} MULTIFLE CONSTRUCTICHN (X3} DATE BURVEY
AND FLAN CF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
ALRO1451 5. WING 0712312025
NAME OF PROVICER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
OARLINTON MOV LAY o MR S v
oty I SUMMARY STATEMENT OF DEFICIENCIES in BROVIDER'S FLAN OF CORRECTION {45}
PREFIX {EACH DEFIGIENGY MUSY BE PRECEDED BY EULL PREFIX {EACH CORRECTIVE ACTION SHULLD B COMPLETE
TAG REGULATORY OR 150 IDENTIFYING IRFGRMATION) TAG caos&ae#aaegggg PTA_E g%EAF‘PROFRIA’!‘E OATE
£ 665 Continued From page B 5 865
rasidence and refused by a resident shall be
dogumented and raportad, as spiropriate. /
. Medications shall be stored securely and in € movetl 4! 7/
such a manner to prevent spoilage, dosage 2 S‘@jﬁ Doy e 4 L 3’/?21(
arrars, adminisiration ermars, and/or inappropiate e,x'ﬂ e d MrgLS me\
access. Provisions for safe storage may include ‘ J,
lockable contalners, sécure spacas, of lackable J {
units, as approprizle to the residence and the C q,l, oS
resident populafion, o ule(‘ .
k. All medicefion in the residence, regardiess " l_ W
of whather confrolled by employeas or by the ] AN
resident, shall be stored securely as stated in § ] ﬂOU\) wilh €

1 2.4.24(A}(3)(a)(B) of this Part.

L. All contrally stored medications shall be
mainlained in accordance with manufasturer's
{abeling and. adminlsterad by authorized
personnel.

This Requirernent is not met as evidenced by:
Based on surveyor obeervation, record review,
and staff interview, it has been determined that
the residence fafed fo ensure that medications
ghall ba stored securely and in such & manner fo
prevert spoilage, dosage ertors, administration
grrors, andlor inappropriata access for three of
three medication sarts reviewsd,

Findings are as foflows:
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1) During & surveyor ohservation of the '-_-k W"“ A G/p me Cd— W [ \
medication cart on the first fioor of building 1073,
on 7/21/2025 &t approximately §:30 AM, in the dtswB Woor \‘?‘“\"[ D AR
presence of the Certified Madication Technician, .
Staff A, the following was revealed: (Hf
s e ¥ oortinuation sheel 7 of 10
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administered by a licensed nurse.

g. There shail be written a policy/procedure
for the dispossl of hypodamic needles, syringes
and ather such instruments that is in compllance

with rulss and regulations governing Hypodermic

Needles, Syringes & Other Such Instruments
{Part 20-15-6 of this Title).

{1) The legal destruction of hypodermic

needies, syringes or other such Instruments [s the

responsiblifty of the last entitled or autherized
POSSessor, :

(AA) All personnal or rasidents legally

authorized to use digposal syringes and needles,
ghall destray them after ane (1) vae.

(BB) Excess and undssired nesdles,

syringes and other such instruments ehall be

- stored in impervious, rigid, punclure- resistant

container for dlaposal. Intact needles shell he
placed directly into the collection containers.

{CC) Personnel handling dispossai
washe materials such as needles, syringes, and
othar such Instruments may treat and destroy
such wasta by a DEM-approved altamative
treatment/destruction technology or prepare the

regulated medicsl waste for off-site transport by a

DEM-permitied medical waste transporst,

f1. Individual medication records must bs
retained for each resident fo whom medications
are being sdministered and exch dose
acministered to the resident must be properdy
recorded,

i. Any medication administersd by the

Facliitiez Reguistion
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buliding, indicates the resident is prescribed the
following medications:

-Benztropine 1 myg. Take 1 tablet by mouth every
1 hiour as needed for extravyramidial (affacts
Involuntary movements, posture, and muscle
tone, causing symptems like tramors, and rigldity}
symptoms.

-Calciym 500 tyg. Ghew 2 tablets 3 times a day
as needed for indigestion.

-Diclofenac Sodium 1% gel. Apply 2 gm toplcally
fuur timas a day as needed for pain.

During & surveyor obsarvation of the mermory
care oart on 7/22/2025 at 10:23 AM in_the
presence of CMT, 8taff C, on 7/22/2025 at 10:23
Al building 1073 second floor, Resident [T #3's
ahove medications ware not avaitable.

During a surveyor interview with Staff € during
the observatlon, she could not provide evidence
of the resident's sbove-mentioned medications
heing available,

4 830t Spesial Care License Requirements 2.5.2.J 5830
fipecific Requitements

2.6.2 () Spacific Requirements
J. Menus for the Alzheimer Dementiz Special
Care Unit/Pragram shall be developed under the

direction of a nutritionist or ragistered dietician
ficensed by the Dapartment.

“I'his Requiremant s not met as evidenced by:

Faciities Regulation
STATE FORM a0 a01C11 It eontincation shest 9 of 10
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Based an record review and staff interview, it has
baen determined the resldenca falled to hava
menus for the Alzheimer Dementia Spacial Care
UnitfProgram developed Under the direction ofa |
nutritionist or regisiered dietitian licensad by e
Deparfment.

Findings are as follows:

Record review of the residence’s menns falled to
revegl evidence that a registered dietifian
eveloped and reviewed the menuy, as required.

During & survayor interview with the Administrator
on 772313035 at approximately 1115 PM, she
acknowledged that s been s few years since the
residence’s menus were developed or reviewed
by & registered dietitlan,
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