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An unannounced complaintincident investigation AUG 99 2074
survey was conducted on 8/9/2024. A deficiency s
was identified refaled to this complaint survey.
§ 375 Residency Requirements 2.4.18.F Resident 5376

Assessment/Service Plans.
2.4.18 (F) Nurse Review

1. Nurse review is necessary for all levels of

licensure.

a. A registered nurse shall visit the residence

at least once gvery thirly (30) days except as

| provided in § 2.4.16(F)(1)(b) of this Part and shall

complete a review {0 include the following:

(1) Monitor the medication regimen for all
residents;

(2) Review any new physiclan orders and
evaluate the heaith status of ali residents by
identifying symptoms of iliness and/or changes in
mental/physical health status;

{3} Evaluate the appropriateness of
ptacement for each resident;

(4) Make any necessary
recommendations {o the adminisirator,

(5} Foliow up on previous
recommendations;

(6) Provide a signed, written report in the
residence dooumenting.

{AA)} Date and time of assessment;
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{BB) Recommendations for
follow-up;

{CC) Prograss on prev;ous
recommendations;

(DD} Verification that the medication
listed by the pharmauist on the medisaf, blister

_pack or medication container is current with
‘physician orders (M-1 level only),

{EE)} Physical assessment identifying
symptoms of liness andfor changes in mental or
physical health status and appropriateness of
placement;

{FF} Stich reports shall be on file at
the residence.

(7) Complete the quarterly evaluation of
the residence’s registered medication aide(s)
administration of medication. (Approved
Depariment form is available for downloading
onling).

b. m those residences that have one or more
licensed registered nurses {i.e., at least one
full-time equivalent squal to thirfy-five (35} hours)
on- site, the nurse review shall be completed at
least once every ninefy (80) days.

This Reguirement is not met as evidenced by:
Based on record review and staff interview it has
been determined the residence falled to ensurs
nurse reviews were completed at least once
every ninety (90} days for one of three sample

: residents reviewed, Resident 1D #2,
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- Findings are as follows:

{ Record review revealed the resident was

. admitted to the residence in February of 2015
with a diagnosis including, but niot fimited to,
dementia.

Record review falled to reveal evidence of a
nurse review completed every ninety days before
or after the comprehensive assessment dafed
10/6/2023.

During a surveyor interview on 8/8/2024 at
-approximately 1115 AM with the Executive
Director, she was unable to pravide evidence that
Resident ID #2's nurse reviews were completad
at lsast once every ninely days, as reduired.
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