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S 060 Compliance Statement S 000
i
A complaint survey for compliance with the
Administrative Rules of South Dakota, Article . )
4470, Assisted Living Centers, requirements for The owner A, RN C. and Director B, wil
. livi d ensure that all staff have read and reviewed
assisted living centers, was conducied on their job description and duties. Director B
8/15/23. Areas surveyed included nursing and RN C will make no changes to any
: services and administration/personnel. Garden resident's medicaticn administration without
| Hills Assisted Living was found not in compliance proper documentation from each resident's
! with the following requirements: $337, $880, individual physician in the farm of an order
. 8683, and SB35. I in accordance with the facility's seif-
: ' administration of medications policies and
! procedures which has been updated. RN C,
S 337 44:70:04:11 Care policies 1 5337 Owner A, and Director B will be reviewing ;
! the self administration of medications are i
| Each facility shall establish and maintain policies, in compliance with the palicy and procedures,
! procedures, and practices that follow accepted L.e. proper physician arders and RN !
; standards of professional practice to govern care assessments for each resident who has a
; pro Q =03 : order to seif administer medications for 4 ‘
| and related medical or other services necessary weeks, then monthly I09--29~2023
" fo meet the residents’ needs. to ensure the PCC is being followed. Also
i updated is the facility's administration of ‘
| This Administrative Rule of South Dakota is ot medications
" met as evidenced by: policies and procedures. There has been a
. Based on observaticn, interview, job description ggﬂ?y"f;?::{;cﬁggﬁ';:f?b_Ee;;:phon |
| . . . - - i wi I
i rewew,.and policy review, the provider failed to acknowledging their own/each individual job |
ensure: . . o . description. This will be reviewed by RN C, .
*One of one director/unlicensed medication aide Owner A, and Directer B before the 28th of |
i (UMA) B had not directed a change in the . September of 2023. !
" medication administration for one of one sampisd ! There will be no further post it notes used as 3
resident’s (1) narcotic pain medication be a form of 'communication between director
+ changed from a PRN (as needed) basis to a { and staff in regards to medication
- scheduled basis without 2 practitioner's order. ‘ admlpllstrfltlon but rathgrpnly the S|gned_
“One of resigent aide (RA} (D) had not * physician’s order pertaining to that specific
? ‘,3 one resident zide (RA) (D) ‘r"‘l 0, . resident, All documentation for medication
; administered one of one sampied resident's (1) | orders or administration wili be kept in each
' narcotic pain medication without proper training | individual resident's chart. RN C, owner A,
and certification to perform that {ask. . and director B will ensure that each order for
~ Findings include: i any resident who has an orger to self
| | administer medications is kept in each
1. Observation on 8/15/23 at 6:00 a.m. of the - individual resident's chart during Q&A every
- ) i month,
© medication cart revealed: |
| *An undated Post-It note on top of the medication !
cart with a handwritten not of; ".. please have ; 1
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5 337! Continued From page 1 ! S 337 i Continued -~
‘ " Resident 1 now has a signed physician's order -
E graveyard [staff who had worked 11:00 p.m. to i to seif-administer 5mg Oxycodone as well as
| 7:00 a.m.] wake her [resident 1] up @ 0300 [3:00 keep it bedside. RN C has assessed resident 1
. 3.m.] to take PRN Oxy [Oxycedene, (a narcotic o ensure that she is appropriate to keep this
- pain reliever)] to see if helps with early AM pain.” medication at bedside and self-administer.
| -Director/UMA B's name was at the bottom of that This documentation is to be keptin resident's
* note. , Chartand it be reviewed monthly by RN C.
I RA D will sign and review her current RA job
i ) . , ] description by 9-29-23 to ensure that she is |
i Review of resident 1's care record revealed: aware of what her duties are and not go i
*A written communication dated 7/5/23 that had [ outside of her scope of care in which she
~ been faxed to resident 1's practitioner requesting : provides. RA D will review form posted by
| her PRN oxycodone dose be scheduled for daily employee schedule as well as a in policy and
administration at 3:00 a.m. Drocded;Jreg gg whod to (;all ita éesidg%i\sin
; i need of a medication and no is on
] ;r_];tg?: d\la)/scsoir;tull)tsi’nzlr:;;tfz:grjg::\nirzgdC \ shift at that time. She_will be informed to call |
' - . UMA G, UMA H, or Director B to come and i
| administer any requested medication. UMA G,
Interview on 8/15/23 at 9:45 a.m. with consulting ! UMA H, and Director B will alsc review form
' registered nurse C revealed: " to acknowledge their duties. RN C, Owner A, |
- "She had not known about the handwritten Post-It and Director B will review in Q&A that all siaff
' note on the medication cart referred to abave. . has reviewed and signed their each individua|
i -It was not a practitioner's order and shouid not } job description for cne month until all
“ have been followed by UMAs as if it had been ! employees hqve completed_, then will be
. . ’ reviewed again upon new hires.
- *She expected director/UMA B had discussed .
4‘ regident 1's #RN oxycodone needs with her prior |
to having placed that note on the cart. | ‘
. Interview on 8/15/23 at 10:30 a.m, with !
director/UMA B revealed: :
*There had been no new praclitioner order
' regarding resident 1's PRN oxytodone received
i after that 7/5/23 fax referred to above had been '
" sent,
-That practitioner planned on addressing any : .
- changes to the resident's oxycodone orders :
during their next scheduled visit with the resident
_that had not yet occurred. ;
i *She should not have left the Post-It note referred
to above on the medicaticn cart.
. -It was being followead by the UMAs as if it had :
' been a practitioner's order but it was only !
" information. .
STATE FORM 5858 GYAWTT il contnuation sheet 2 of 135,
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: 2. Interview on 8/15/23 at 6:15 a.m. with RA D |
i regarding the Post-It note referred to above J
revealed:

*She worked the graveyard shift,

i “The process for ensuring resident 1 had I
i received the 3:00 a.m. oxycodone dose included !
the following: ‘
-A UMA from the evening shift {3:00 p.m. to 14:00 , ‘
p.m.} had placed that oxycodone tablet in a ! |
medication cup and left it in resident 1's rcom " ;
before tha end of their shift. : J
-RA D ensured the resident was awakened at
3:00 a.m. to "take that medication”.

—"Take that medication” had meant RA D used a I
: spoon to remove the medication from the !
medicafion cup then placed the spoon in the ‘
resident's mouth so the resident was abie to
swallow the pill without dropping it.

*She administerad resident 1's oxycodone by ‘
performing the actions she described above. : j
-Those actions had been outside the scope of her '
RA job responsibilities and should not have been ; ;
performad. ‘

interview on 8/15/23 at 9:45 a.m. with consulting
1 registered nurse C revealed: i
: "8he was unaware a staff member other than a .
UMA had administered a resident medication .
-RA D had not been trained and certified to
perform medication administration.

Interview on 8/15/23 at 10:15 a.m. with
director/UMA B regarding RA D revealed:

*She was unaware that RA D had been

+ administering resident 1's oxycodone at 3:00 a.m. i
-Only UMAs were gqualified to administer i
medications.

“RA D should have:

-Determined if a UMA was working in the

STATE FORM e GYvivd I camtinuation sheet 3 of 137
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i 1
" adjacent building and had a UMA administer [
' resident 1's medication. i
-She could hgve called UMAs D and E who lived j
i across the street or any other UMA, including i
herself, to administer that medication. f E
| Review of the revisec July 2014 Resident Aide ‘
' job description had not inciuded medication '
; administration as a requirement for that job. i
» Review of the revised May 2019 Medication policy ! '
" revealed: "1. All medication must have a written, ’ All staff will revi dsi drministrati £
. T ‘ staff will review and sign administration o
. signed order from the Physician. ' medications policy and procedures and this
: wili be reviewed by RN C, Owner A, and
S 680 44:70:07:08 Medication records and S B30 | director B, by (8-28-2023. RN C will educate
administration ! UMA 1 and all UMA staff to discuss proper

! Medication administration records must be used

and regularly checked against the physician,

. physician assistant, or nurse practitioner's orders.

Each medication administered must be recorded
in the resident's medical record and signed by the

‘f individual responsible.

This Administrative Rule of South Dakota is not
met as evidenced by;

* Based on observation, record review, interview,

RN (registered nurse)/Nursing contract review,

- and pelicy review, the provider failed to ensure

the following:

*Appropriate documentation was completed for
one cf one sampled resident (1) whe had taken a
PRN (as needed) medication since at least
TI523.

“Ore of one unlicensed medicaticn aide (UMA) (h
had not documented administration of ane of one
sampled resident's {1) PRN medication that she
had not administered.

medication administration in medication !

acministration records by 09-29-23 to address |

the following: Completing appropriate

documentation of PRN medication that UMA [ |

had not administered, not leaving any

medication that does not have the proper

documentation from a physician or RN C in

; a resident's room unsecured, and how to

l properfy document the following information -
What time the medication was administereq,
why the medication was administered, ;
the result/resident's response after taking said

| administered medication, and documenting a |

' pain rating. RN C will weekly review medication
administration records for all residents at

: Garden Hills Assisted Living to ensure proper !

| documentation of alt medicaticns for 4 weeks, |

then monthly indefinitely in the Q& A along with

director B and owner A to ensure the POC is

being followed. ‘

J 08-29-2023
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"o

i "One of one sampled resident's {1's) narcotic
; medication had been left unattended reguiarly by
| staff and was ot kept secured from unauthorized
individuals.
Findings include:

medication cart revealed:
*An undated Post-It note on top of the medication
- cart with a handwritten note of: "._please have
J graveyard [staff who had worked 11:00 p.m. to
7:00 a.m.] wake her [resident 1] up @ 0300 [3:00
a.m.} to take PRN [as needed) Oxy [Oxycodone,
. {a narcolic pain reliever)] to see if helps with early
¢ AM pain.”
| -Director/UMA B's name was at the bottom of that
. note.

|
i
[
I 1. Observation on 8/15/23 at 6:00 a.m. of the
|

| Review of resident 1's August 2023 Medication
Administration Record (MAR) revealed:

*A & milligram PRN oxycodene order included:
"Take 1/2 tablet by mouth 2 times a day as
needed for pain scaie 8-10/10 [pain intensity
between 8 and 10 based on a scale from 1 to 10
with 10 being the worst possible pain]."

-That practitioner's order had not indicated the
medication was to have been left at the resident's
* bedside or the resident had been capable of
self-administering it herself.

*That PRN oxycodone had been admipistered
daily between 8/1/23 and 8/14/23.

"0On the back side of the MAR was a place for the
UMA to have documented the following
information:

-At what time that PRN medication had been
administered.

-Why that PRN medication had been
administered.

| -The results/resident’s response after having

. taken that PRN medication.

1

. Continued - !
| RN Cwill review her RN contract/ agreement
© with Garden Hills Assisted Living and sign \
acknowledging her duties and expectations.
} This is to include: Assuring that medication
. administration records are kept and will be
checked regularly with physician orders, i
assuring that medications are administered and
documented and signed by the UMA and !
reviewed by the RN. This will be completed by
09-29-23. RN C wiil also review administration |
of medications policy and procedure and sign
acknowledging proper step by step instructions
far administering medications, RN C will also
review and sign narcotic medication policy.
A UMA job description has been formed and will’
be reviewed by all staff as welf as RN C by
08-29-23. RN C and all staff reviews will be
reviewed by RN C, Owner A, and Director Bin |
Q&A weekly for 4 weeks, There will be no further
post it notes used as a form of communication |
i between director and staff in regards to :
. medication administration but rather only the |
signed physician's arders periaining to that '
specific resident. All documentation for !
medication orders or administration will be kept
in each individual resident's chart. This will be
reviewed weekly indefinitely by RN to ensure
proper POC is followed.
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f h
| -A pain rating. !

; "None of that information had been documented ]
during the months of July 2023 or August 2023 ' [
for the administration of the oxycodone.

2. Interview on 8/15/23 at 6:15 a.m. with RA D
regarding the Post-it nate referred to above
revealed: ‘
*During the evening shift on 8/14/23;
" -UMA | had placed & PRN oxycodone table in 2 | |

medication cup and left it in resident 1's room |

before the end of her shift at 11:00 p.m. ! i
-RA D was expected to ensure that resident was
awakened at 3:00 a.m. on 8/15/23 to "take that |
medication” that had been prepared for her by
CUMAT, .
"That oxycodone tablet had been left unattended ‘ | |
in resident 1's room for at least four hours (from !

11:00 p.m. to 3:00 a.m.).

-During that time the oxycodone could have been
diverted by an unauthorized resident or staff
person.

Interview on 8/15/23 at 8:45 a.m, with consuitant :
" registered nurse C regarding resident 1 revealed | ;
she had: :
' *Seen residents in both of the Garden Hills ’
buildings on a weekly basis and met with ‘
director/UMA B during those visits to discuss ‘
: resident needs and any nursing-related concerns. H
. "Not known about the Past-It note referred to : :
" above. : i
-Expected director/UMA B had called or spoke ‘
with her personally regarding resident 1's pain :
management concerns. |
-Not expected a UMA to have signed a resident
medication as having been given when that UMA ‘
had not administered it. l i
|

. -Nat expected someone other than a UMA to
| have administered a resident medication.

STATE FORM b GYVV1, If continuztion sheet Bof 13
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: -Not expected a narcotic medication to have been
. left at a resident’s bedside.
i “Not routinely reviewed residents’ MARs for

medication changes, medication discrepancies,

. of appropriate medication administration

documentation, but shouid have.

3. Interview and review of resident 1's August
2023 MAR on 8/15/23 at 10:15 a.m. with
director/UMA B revealed:

*UMA I had initialed the MAR on 8/14/23 for the
PRN oxycodone.

~Initialing that MAR meani she administered the
medication on that date, but she had net
administered that medication.

: *The oxycodone had actually been administered

on 8/15/23 at 3:00 a.m. by another staff person.
*Directer/UMA B stated she had not known:
-UMA 1 had prepped the medication but had not
administered resident 1's PRN oxycodone.
-UMA | had documented administering the PRN
oxycodone when she had not,

i -Nene of the UMAs who had administered the
. PRN oxycodene had met her documentation

expectations by campleting the backside of the
MAR with appropriate information.

-The PRN oxycodene had been ieft unattended in
resident 1's room and could have been diverted

. by an unauthorized resident or staff person.

. Review of the RN/Nursing Contract agreement

between Garden Hills Assisted Living and
consultant RN C signed on 1/31/21 revealed
among services she had been expected to
provide included the following:

*Assure that medication administration records
are kept and will be checked regularly against the
physician's orders.

*Assure that medications are administered anc

. are documented and signed by the UMA and

3680

|
|
]
|

STATE FORM

GYVVH

{* continuation sheet 7 of 13



FPRINTED: 08/21/2023

FORM APPRCVED
South Dakota Department of Health
STATEMENT OF DEFICIENGIE X1} P e SULTIPLE €
e R [ o DA e
C
11051 BUNING 08/15/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
GARDEN HILLS ASSISTED LIVING %05 S. 34TH STREET
SPEARFISH, SD 57783
xam | SUMMARY STATEMENT CF DEFICIENCIES ' o i PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDFN BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMa_ETE
TAG { REGULATORY R LSC IDENTIFYING INFORMATION} i TAG ) CROSS-REFERENCED T& THE APPROPRIATE ‘ CAE
| : DEFICIENCGY) ‘
1
S 880 Continued From page 7 5680 l
reviewed weekly by the licensed RN. i
- Review of the revised January 2023 ;
Adrninistration of Medications policy revealed: !
! "The step-by-step procedure for medication
" administration included the expectation that after
i @ medicaticn was taken by the correct resident, _
i the UMA observed the resident take the ;
medication without difficulties znd then placed §
i initials on the MAR indicating that the medication
had bewen administered, ;
Review of the revised June 2014 Narcotic ’
Medication {Controlled Drugs) policy revealed
"Medication diversion [stealing} is a crime and i
punishable by law. The care for these i |
i medications is our responsibility and must not be ’ i
* taken lightly." :
A UMA job description was requested of !
director/UMA B on B/15/23 at 12:15 p.m. but there
| was none procided at the time of the survay, '
S 683 44:70:07:08 Medication records and | 5683 : ) . i
! administration : RN C will educate all employees, along with UMA\
i | and | 39-28-2023
RA D to review their job descriptions as well as
A person may not administer medications administration of medication policy and
prepared by another perscn, other than a procedure to ensure that they are aware/ in
! pharmacist. complianct? with 44:70:07:08 Medication records !
and administrative rule of South Dakota that a
persen may not administer medications
prepared by another perscn, other than a .
pharmacist. There will be no further post it notes .
This Administrative Rule of South Dakota is not - used a form of communication between the :
. met as evidenced by: . director and staff in regards to rned_ication :
 Baced on obseratn, rtevew; nd e
; description rev.lew: th? provider failed ta ensure Eegizem. All documpemation%‘or medicgiions will
| one of one resident aide (RA} (D) had ot be kept in each individual resident's chart. This
I administered medications prepared by one of cne will be reviewed weekly indefinitely by RN to I
" unlicensed medication aide (UMA) {1} for one of - ensure proper POC is followed. I
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i one sampied resident (1). Findings include:

\
l 1. Observation on 8/15/23 at 6:00 a.m. of the
i medication cart reveaied:
' An undated Post-It note on top of the medication
+ cartwith a handwritten note of: ...please have
| graveyard [staff who had worked 11:00 p.m. to
" 7:00 a.m.) wake her [resident 1) up @ 0300 [3:00
' a.m] to take PRN [as needed] Oxy [Oxycodone,
. {a narcotic pain refiever)] to see if heips with early
" AM pain."
-Cirector/UMA B's name was at the bottom of that
note.

" Interview on 8/15/23 at 6:15 a.m. with RA D
regarding the Post-It note referred to above
reveaied:

*She had worked the graveyard shift,

*During the evening shift on 8/14/23:

" -UMA | had placed a PRN oxycodone tabletin a
| medication cup and left it in resident 1's room
before the end of her shift at 11:00 p.m.

-RA D ensured the resident was awakened at
3:00 a.m. cn 8/15/23 to "take that medication”
prepared by UMA |.

--"Take that medication” had meant RA D used a
spoon to remove the medication from the

! medication cup then placed the spoonr in the

* resident's mouth so the resident was able to

. swaflow the pill without dropping it.

' *RAD had been a UMA in the past and hag
known that administering medication that was

; prepared by another slaff member (UMA [) was
| cutside the scope of her RA job responsibilities
| and shouid not have been performed.

Interview on 8/15/23 at 8:45 a.m. with consultant
registered nurse C revealed she:

"Agreed no UMA should have administered a
resident medication they had not prepared
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Centinued -
;  RAD and all other employees will sign and
b review their current RA job/UMA ‘
i description by 09-29-2023 {0 ensure that they J
I are aware of what their duties are and to not ge
outside of their scope of care in which they
provides. RA D and all other employees wilt
| review form posted by
employee schedule as well as in policies and
| procedures on who to call if a resident is in |
J need of 2 PRN medication and no UMAiscn |
shift at that time. Al staff will be informed to call
UMA G, UMA H, or director B to come and .
administer any requested medication. UMA G, |
' UMA H, and Qirector B will also review form to

acknowledge their duties.
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§683 Continued From page 8

[ themselves.

' *Had not known a staff member other than a

| UMA had administered resident 1's PRN

3 oxycodone.

-RAs were expected to contact a UMA for
medication administration needs during those
shifts when a UMA had not been scheduled Lo
work.

Interview on 8/15/23 at 10:15 a.m. with
director/UMA B regarding RA D revealed:
*She was unaware that RA D had administered
: resident 1's PRN oxycodone that was prepared
by LUMA .
-No staff member should have administered a
medication that they had not prepared
: themselves.
"She assumed only UMAs should have been
administering resident 1's PRN oxycodone.

. Review of the revised July 2014 Resident Aide
job description had not included any aspect of
administrating resident medications as a

i requirement for that job.

S 685 44:70:07:09 Self-administration of drugs

A resident with the cognitive ability tc understand
may self-administer medications. At least every
three months, the licensed nurse, the physician,
physician assistant, or nurse practitioner shalt
evaluate and record the continued

i appropriateness of the resident's ability to

| self-administer medications.

" The determination must staie whether the

. resident or the nursing staff is responsible for

i storage of the drug and include documentation of
| its administration in accordance with the

i provisions of chapter 44:70:07. A resident may

S 683

S 885
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Resicent 1 has been assessed for her ability to | 09-25-2023
self administer narcotic medication oxycodone

172 tab (2.5mg) per orally at 0300 and Phyician's

order states that it is okay to keep at bedside.

f self-administer drugs if the registered nurse, if

I
i |
3 GBSI Continued From page 10 S 685 ,
|
+ applicable, and physician, physician assistant, or I

; nurse practitioner have determined the practice is ‘ This order was signed 08-21-2023. RN C has
! safe. No resident may keep medications on the ’ also assessed resident for self-administering of |
| fesident's person or in the resident's room without this medication as well as her levothyroxine,

| @ medication order allowing self-administration. 1 €ye drops, nebulizer freatments, tylenol, and
| g sira : ‘ ayr nasal gel on 08-01-2023 where she found

that the resident is appropriate 1o continue with |
the self administration of these medications. |
These documents are to be kept in resident's |
This Administrative Rule of South Dakota is not | chars following seff administration pelicy and |
. met as evidenced by: . procedure. All self administration of each and ‘
; every resident's medication will be reviewed
monthly by RN C to make sure each medication i

| Based on observation, care record review,

. interview, and policy review, the provider failed to | is in accordance with the POC. This will be
' ensure one of one sampled resident (1) had: ‘ reviewed in Q&A every week for 4 weeks, then
j *Been assessed for her atility to self-administer - monthly indefinitely. |

{ one of one narcotic medication {oxycodone).
*Practitioner's orders to have kept the oxycodone

medicatian at her bedside. : |

Findings include:

1. Observation on 8/15/23 at 6:00 a.m. of the |
medication cart revealed: |
*An undated Post-it note on top of the medication ;
. cart with a handwritien note of: ™. ..please have |
© graveyard [staff who had worked 11:00 p.m, to |

|

|

7:00 a.m.] wake her [resident 1] up @ 0300 [3:00
a.m.] to take PRN [as needed] Oxy [Oxycodone, ‘
(a narcotic pain reliever)] to see if helps with early ‘
AM pain.”

-Director/unlicensed medication zide (UMA) B's
. name was at the bottom of that note. i |

Interview on 8/15/23 at 6:15 a.m. with resident
aide {RA) D regarding the PRN oxycodone

. referred to above revealed; |

*A UMA frem the evening shift had piaced that | :
oxycodone tablet in a medication cup and left it in ‘
resident 1's room before the end of her shift at |

11:00 p.m. i \
*it was RA D's responsibility during her graveyard I | |
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Continued From page 11

shift to ensure resident 1 was awakened and
reminded to take that medication at 3;00 a.m.

Review of resident 1's August 2023 Medication
Administration Record (MAR) revealed:

. *A PRN oxycodons order for a 5 milligram tablet.

"Take 1/2 tablet by mouth 2 times a day as
needed.”

; ~There were no instructions for that PRN
. oxycedone to have been left at the resident's
" bedside cor that the resident was able to have

self-administered that medication herself,

Review of resident 1's care record revealed:

*A written communication dated 7/5/23 that had
been faxed to resident 1's practitioner requesting
her PRN oxycodeone dose to have been
scheduled for daily administration at 3:00 a.m.
and that PRN oxycodone tablet be kept at her
bedside.

*The fax had been responded to by the resident's
practitioner on 7/5/23, but inciuded no new orders

. related to her PRN oxycodone,

i *A 7/23/23 medication self-administration

' assessment had been completed by consultant
i registerad nurse {(RN) C.

-Resident 1 had been assessed and determined
able 1o have seif-administered her Levothyroxine,
eye drops, and nebulizer treatments, but her
abllity to have self-administered her PRN
oxycodone had not been assessed.

: Interview on 8/15/23 at 9:45 a.m. with consultant

RN C regarding resident 1 revealed she had:
“Seen residents in both of the Garden Hills

! buildings on a weekly basis and met with

director/UMA B during those visils to discuss
resident needs and any nursing-related concerns.
*Had not known the resident had been receiving
her PRN oxycodone on a scheduled basis or that

S 685
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¢ it had been being left at her bedside.
 *Confirmed resident 1 should have been i
assessed for self-administration of that FRN :
‘ oxycodone and there should have been orders for : )
. that PRN exycodone to have been kept at the ; ] |
resident's bedside. ‘ :

Interview on 8/15/23 at 10:15 a.m. with

director/UMA B revealed:

*Resident 1's practitioner had planned on

addressing any changes to the PRN oxycodone

order during their next resident visit.

*She had not known the PRN oxycodone was

being left at the resident's bedside by the evening

shift,

" -Resident 1 should have been assessed for ability

| to have slef-administered that PRN oxycodone : :

‘ and there should have been a practitioner's order f i

! for that PRN oxycodone to have been lefl at har ’ :
|

| bedside.
1‘ *She thought UMAs had been administering that

! 3:00 a.m. dose.
i
| Review of the revised June 2014 Resident
i Self-Administration of Medication pelicy revealed: | |
- ™1} To be able to self-administer any form of
medication, presecription or over-the-counter, a ! |
Dr's order must be obtained agreeing resident : |
may self-administer.” ‘
*There was no mention about leaving i

medications at a resident's bedside. |
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{S 000} Compliance Statement {S 000}
An onsite revisit survey for compliance with the
Administrative Rules of South Dakota, Article
44:70, Assisted Living Centers, requirements for |
assisted living centers was conducted from ,
10/16/23 through 10/17/23 for deficiencies cited .
on 8/15/23. All deficiencies have been corrected, |
and no new noncompliance was found. Garden ;
Hills Assisted Living is in compliance with all :
regulations surveyed. |
|
|
|
|
|
\
|
1
\
|
|
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