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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

43987

Based on record review, and staff interview, it has been determined that the facility failed to ensure that a 
resident receives treatment and care in accordance with professional standards of practice for 1 of 1 resident 
reviewed for the use of Humira (a medication used to treat rheumatoid arthritis), Resident ID #1.

Findings are as follows:

Record review revealed that Resident ID #1 was admitted to the facility in March of 2024 with diagnoses 
including, but not limited to, infection following a surgical procedure, rheumatoid arthritis and diabetes.

Review of a community reported complaint submitted to the Rhode Island Department of Health on 
6/26/2024 revealed that the resident had multiple concerns relative to the care s/he received while at the 
facility.

Review of the physician orders revealed the following:

-Humira subcutaneous pen -injector kit 40 MG (milligram)/0.8ML(milliliter) inject 1 application subcutaneously 
one time a day every 2 weeks on Friday. With a start date of 3/29/2024 and a discontinue (dc) date of 
5/4/2024.

-Humira subcutaneous pen-injector kit 40 MG/0.8ML inject 40 mg subcutaneously one time a day every 2 
weeks on Friday. With a start date of 5/10/2024 and a dc date of 5/21/2024.

-Humira subcutaneous prefilled syringe kit 40 MG/0.4ML inject 40 mg subcutaneously in the morning every 
14 days. With a start date of 5/30/2024 and d/c date of 6/26/2024.

Record review of the Medication Administration Records (MAR) for March, April, May and June of 2024 
revealed the resident was not administered the medication for 3 of 6 opportunities on 3/29/2024, 4/12/2024 
and 6/13/2024.

Record review of the progress notes revealed that on the dates the Humira was scheduled but not 
administered staff documented that they were waiting for pharmacy to deliver the medication.
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Further record review failed to reveal evidence that the physician was informed that the resident did not 
receive his/her medication on the above-mentioned dates. 

During a surveyor interview with the Assistant Director of Nursing in the presence of the Director of Nursing 
Services on 7/23/2024 at 10:07 AM and 1:10 PM, she acknowledged the resident did not receive Humira as 
prescribed. Additionally, she stated that she would have expected the nurses to notify the physician of the 
missed doses.
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