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Initial Comments

Assisted Living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
on-site.

Number of tenants without cognitive disorder: 17
Number of tenants with cognitive disorder: 0
Total Population of Program at time of on-site: 17

The following regulatory insufficieny was cited
during the recertification visit conducted to
determine compliance with certification of an
Assisted Living Program.

481-67.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and
procedures established by the program.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to follow its medication policy for 1
of 2 tenants reviewed (Tenant #1). Findings
follow:

On 11/17/22 review of Tenant #1's Medication
Administration Record dated October 2022
revealed an order for 5 milligrams of Eliquis two
times daily.

The Procedure for Administering Medications
included the following: medications ordered for a
particular resident may not be administered to
another resident unless permitted by state law
and facility policy.

On 11/17/22 at 10:17 a.m. the Registered Nurse
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confirmed she took leftover Eliquis from a tenant
who had recently passed away (with permission
of the family) and put them in Tenant #1's supply
for administration. She acknowledged it was
against policy to do this but wanted to save
Tenant #1 money as it was an expensive
medication.

A-150- RN was immediately corrected
on policy and additional policy training
was performed same day to all nursing
staff relating to A 150-

Procedure for administering-
medications ordered for a particular
resident may not be admistered to
another resident unless permitted by
state law and facility policy. Progam
administration will ensure compliance tg
this rule.
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