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May 28, 2025

Jessica Morreale, Executive Director The Residence at Charles Meadow 125 Dover Road
Millis, MA 02054

RE: COMPLIANCE REVIEW REPORT

Dear Ms. Morreale,

This Compliance Review Report (Report) is written in accordance with 651 CMR 12.09(4) and provides a summary of all pertinent information obtained during a Compliance Review conducted by the Executive Office of Aging & Independence (AGE) for the following Residence:

	Name of ALR:
	The Residence at Charles Meadow

	Address:
	218 Main Street Bourne, MA 02532

	Initial Certification:
	May 1, 2023

	Current Certification:
	Deemed certified since May 1, 2023

	Last Compliance Review:
	N/A First Recertification

	# Certified Total Units:
	91

	Special Care Residences (SCR):
	1

	Special Care Units:
	26

	Action Taken:
	Plan of Correction required

	Previous Action
	N/A

	Owner:
	CA Senior Millis Operator, LLC



L Summary of Actions.
AGE conducted an on-site Compliance Review on May 2, 2025. The Residence at Charles Meadow (Residence) will continue to be certified until the AGE issues a notice regarding final approval or denial of the application for recertification. Final approval will be granted when the issues discussed below have been clarified or corrected in writing.

The Residence at Charles Meadow May 28, 2025

II.  Findings.
In accordance with 651 CMR 12.09(4)(b), this compliance report cites the specific portion of the law(s) or regulation(s) that have been violated and sets forth the corrective action required to be taken by the Residence.

Continue to next page.
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	A
	General Requirements for an ALR:
Emergency Response
	651 CMR 12.04(2)(b)(3)
	Delayed e-call response times.
Inconsistent documentation of monitoring and testing e-call system.
	See IVA
	

	B
	General Requirements for an
ALR:
· Screeningand Assessment
· Service Plan Development
	651 CMR 12.04(6)(c), (7)(b)


651 CMR 12.08(1)(s)
	Missing signatures on initial Assessment and Service Plans.

Missing Bed Rail Assessments.
	See IV A
	

	C
	General Requirements for an ALR- Service and Service Coordination:
Quality Assurance and Performance Improvement
	651 CMR 12.04(10)(c)(2), (d), (e)
	Missing or incomplete components of the Quality Assurance and Performance Improvement requirements.

Unsafe Self-administered Medication Management (SAMM).

Unsafe Limited Medication Administration (LMA).
	See IVA& B
	





1 A finding is detennined to be a "repeat finding" if the finding was also cited in the last compliance review report.
The Residence at Charles Meadow
May 28, 2025
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	D
	General Requirements for an ALR- Emergency Preparedness Plan and Reporting Requirements:
Reporting Resident Specific Emergencies
	651 CMR 12.04(11)(e)
	Late submissions of Resident-specific incidents reports.
	See IV A
	

	E
	Resident Record:
ProgressNotes
	651 CMR 12.05(1)(c)
	Inconsistent documentation of significant events.
	See IV A
	

	F
	Record Requirements: Correspondence Log
	651 CMR 12.05(4)
	Inconsistent documentation of information necessary for the continuity of care.
	See IV A
	

	G
	Staffing Requirements:
Health Screening Requirements
	651 CMR 12.06(8)(c),(e)3
	Missing documentation of seasonal flu vaccination.
	See IVA
	

	H
	Training Requirements:
Introductory Visits and Review
	651 CMR 12.07(7)
	Inconsistent documentation of Introductory Visits.
	See IV A
	









2 A finding is detennined to be a "repeat finding" if the finding was also cited in the last compliance review report.

III.  Summary of Compliance Review
A. Service and Service Coordination Requirements - Emergency Response
· AGE reviewed the Personalized Emergency Response procedures developed from May 2023 through the date of Compliance Review to provide timely assistance to a Resident in the event of an emergency needs situation.
· During the month of January 2025 there were 487 e-call response times over the ten-minute limit in accordance with the Resident’s policy.
· Documentation of Personalized Emergency Response for the month of June 2024 was incomplete. AGE reviewed available documentation of June17, 2024, through June 26, 2024 to find 122 e-call response times over the ten-minute limit in accordance with the Resident’s policy.
· Documentation of the Residence management monitoring the e-call system was missing for the month of June 2024.
· Documentation of Personalized Emergency Response for the month of November 2023 was missing.
· Documentation of the Residence management testing the e-call system to ensure functionality was missing for all the years reviewed
B. General Requirements for an Assisted Living Residence Service Plan Development and Requirements
· AGE reviewed nine Resident Records reviewing documentation from May 2023 through the date of the Compliance Review to determine compliance with the requirements for Service Plan Development and Requirements.
· Two records were missing signature documentation of the Residence and the Resident or Legal Representative on the initial Assessment and Service Plan reviews.
Bed Rail Assessments
· AGE reviewed the Residence records of 22 Residents utilizing bed rails / U-bars or similar devices to determine compliance with the required assessment by a physical/occupational therapist every six months.
· Two records were missing documentation of a current assessment noting that the Resident can independently navigate around a bed rail/ U-bar or similar devices.

C. Quality Assurance and Performance Improvement
· AGE reviewed documentation to ensure the Residence has established an effective, ongoing quality improvement and assurance program for Service Planning, Safety Assurances, and Medication Quality from May 2023 through the date of the Compliance Review
Resident Safety Assurances
· Documentation of the target date and the staff person responsible for follow-up action to review findings were missing for the 2023 and 2024 calendar years.
Service Planning
· Documentation of the target date for follow-up action to review findings was missing for the 2023 and 2024 calendar years.
The Residence at Charles Meadow May 28, 2025
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Medication Quality Plan
· AGE reviewed the Residence’s quarterly medication documentation audits to ensure compliance with SAMM and LMA Residence policies.
· Documentation of specific findings, target date and the staff person responsible for follow-up action to review findings were inconsistent for all the years reviewed.
Medication administration observation
· AGE observed three Personal Care (PC) providing medication assistance to three Residents to ensure the Residence has developed and implemented systems that support and promote safe SAMM.
SAMM
· AGE observed unlabeled over the counter medication outside of the medication storage of one Resident.
· Two PC staff did not provide SAMM assistance of all scheduled medication for two Residents.
· Two PC staff did not document the observation of the Resident’s actions regarding the medication (e.g. whether the Resident took or refused the medication, the date and time).
· AGE discovered the pharmacy label directions of one medication did not coincide with the directions documented on medication list for one Resident.
· AGE observed two open bottles of Exemption C    in the medication storage unit of one Resident that was missing a notation of the date the bottle was opened.
· AGE observed one medication in the medication storage unit of one Resident that was missing a pharmacy label.
LMA
· The nurse did not provide LMA of all scheduled medications in the medication storage unit for one Resident.
· Age observed the nurse crush medications for a Resident without being able to verify that there was an authorized prescriber‘s order to crush the medication.
· AGE observed a nurse perform LMA in a manner that exceeds the scope permitted under all applicable laws, regulations and standards governing the medication administration process by a nurse, including documentation requirements.
· AGE observed the nurse administer pre-poured medication to three Residents in common areas of the SCR.
· Of the three Residents, AGE observed the nurse administered medication to of the two Residents simultaneously in the dining area, where one Resident received medications Exemption C to self-administer without nurse observation.
· AGE observed the nurse perform LMA without any Resident Records / Resident Medication Administration Records therefore the nurse did not verify, during medication administration, information including, but not limited to,
· Resident name
· Authorized prescriber’s medication orders
· Medication, dose, route, time, documentation

· Resident allergies
· AGE discovered the nurse passing medications from an unsecured basket. The nurse reports that all SCR Residents scheduled and as needed (PRN) medications have been prepared by the nurse for the first shift and placed into the basket. The basket contained:
· four open cups of unidentifiable whole tablets crushed medications.
· Numerous bubble compartments tore from Medication on Time bubble packs to be given at various times throughout the day shift.
· AGE observed the nurse administering medication to different Residents while the basket of prepared medication is placed on a counter by the kitchen unsecured and unattended.
· AGE was informed by the nurse that documentation of medication administration will be documented after the medication passes are complete and the remaining medications in the basket are placed in an office until the next medication pass time.
D. Reporting Resident-specific Emergencies – Incident Reports
· AGE reviewed the Residence records and submitted incident reports from May 2023 through the day of the Compliance Review for evidence that all occurrences of an incident or accident that has or may have a Significant Negative Effect on a Resident’s health, safety or welfare were reported to AGE within 24 hours after the occurrence of the incident or accident.
· The Residence filed 27 incident reports greater than 24 hours after the occurrence of the incident or accident.
E. Resident Records- Progress Notes
· AGE reviewed nine Residents’ records to determine compliance with record requirements.
· Progress notes written from May 2023 to July 1, 2024, did not document all significant occurrences in the Progress Notes in five of the nine records reviewed.
F. Record Requirements- Correspondence Log
· AGE reviewed the documentation maintained in the correspondence logs required every twenty-four hours to communicate information necessary to maintain the continuity of care for Residents.
· The SCR and the Traditional Correspondence logs did not consistently document all significant or pertinent information necessary to maintain the continuity of care for all Residents.
G. Health Screening Requirements
· AGE reviewed the personnel records of nine staff members to determine compliance with Health Screening requirements.
· All personnel records were missing documentation of a seasonal influenza vaccination or declination for the 2024 through 2025 seasonal period.


H. Training Requirements -Introductory Visit and Review
· AGE reviewed the records of Residents to determine compliance with the requirements that a nurse reviews the Resident’s service plan with all relevant personal care workers within the 48 hours after the provision of service or with any change of condition for the Resident:
· Five records were without documentation to support that Introductory Visits were conducted with all applicable staff.
IV. Corrective Actions
A. General Corrective Actions
Complete and submit to AGE each of the following:
1. A specific plan of what will be or has been done to correct each of the cited in Section II above.
2. Provide a description of what will be done to prevent the recurrence of each of the issues(s) identified in Section II to ensure the problem does not recur.
3. Identify the designation of the individual(s) who will be responsible for monitoring the correction; and,
4. The date by which each correction will be achieved.
B. Specific Corrective Actions.
Submit to AGE the following:
1.	Documentation confirming a completed evaluation of each nurse worker that examines his or her awareness of LMA regulations and applicable policies and verifies his or her demonstrated ability to comply with LMA regulations and related Residence policies and procedures.
V.  NEXT STEPS:
In accordance with 651 CMR 12.09(4)(g), you are required to respond in writing to AGE within 10 days after receiving this notice indicating your agreement or disagreement with the findings. If you agree with the findings, please submit in writing to AGE all required information/corrections by June 28, 2025.
If you disagree with the findings, you may request an informal review pursuant to 651 CMR 12.10(1) by submitting your request using certified mail, return receipt requested, together with a detailed written rebuttal of the findings within 10 days of your receipt of this letter.
If you have any questions regarding this matter, please contact Tuyetni Ngo at 617-222-7574 or by email at tuyetni.ngo2@mass.gov .



Sincerely,

Tuyetni Ngo, RN
Assisted Living Certification Specialist

CC: CA Senior Millis Operator, LLC 130 East Randolph Street Chicago, IL 60601
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