






16c Incident reporting

1. Requirements
2800.
16.c. The residence shall report the incident or condition to the Department’s assisted living residence office or

the assisted living residence complaint hotline within 24 hours in a manner designated by the Department.
Abuse reporting shall also follow the guidelines in §  2800.15 (relating to abuse reporting covered by law).

Description of Violation
Resident #1 passed away on date-of-death #1. However, this incident was not reported to the Department’s assisted
living residence office or the assisted living residence complaint hotline within twenty-four hours in a manner
designated by the Department.

REPEAT VIOLATION 1/11/22 et. al.

Plan of Correction Accept (  - 11/28/2022)
Responsibility: Administrator, Director of Personal Care

, incident report completed and reported to the Dept. for death of Resident #1 by  Director of
Personal Care (DPC).
11/22/22,  DPC and  recently appointed Administrator educated on Regulation 16.c to
report the death of a resident to the Dept. within 24 hours by submitting an incident report. Staff to be reeducated on
procedure to report deaths immediately to Administrator or Director of Personal Care.
11/22/22, Administrator will confirm completion and submission to the Dept. of incident report when a death occurs.

Licensee's Proposed Overall Completion Date: 11/26/2022

Implemented ( - 12/14/2022)

183d Current medications

2. Requirements
2800.
183.d. Only current prescription, OTC, sample and CAM for individuals living in the home may be kept in the

residence.
Description of Violation
Resident #1’s , one tablet by mouth twice daily was discontinued on . However on 
and  the medication was on the residence’s medication cart.

Resident #2’s  was discontinued on , however, the medication was found on the
residence’s medication cart on  at approximately 

Plan of Correction Accept  - 11/28/2022)
Responsibility: Administrator, Director of Personal Care

11/1/22,  and  were removed from the medication cart by  DPC.
11/18/22, Director of Personal care performed audit of all medication carts to make certain only current prescription,
OTC, sample and CAM for individuals are being kept in the residence.
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187d Follow prescriber’s orders

4. Requirements
2800.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
On , Resident #1 was ordered , one tablet by mouth once daily, 

, one tablet by mouth every twelve hours, and , one tablet by mouth twice daily was
discontinued on . On  direct care staff person A documented the medication administration
record as having passed all three medications, however, on the morning of  at approximately . direct
care staff person B found the medications not administered to the resident and in a medicine cup on the nightstand to
the right of the resident’s chair in the living room of resident living unit  belonging to resident #1.

Resident #1’s , one tablet by mouth twice daily was discontinued on . However on  at
 and  at  the medication was administered to resident #1 by direct care staff person B, and

on  at  the medication was administered to resident #1 by direct care staff person A.

Resident #2 is ordered  tablet – Take one tablet by mouth daily. However, on dates ranging from
 and , and from  through , the  tablet was not available in the home

and not administered to resident #2.

Resident #3 is ordered  – Take one tablet by mouth daily. However, on dates ranging from
 through  and , and from , the

medication was not was not available in the home and not administered to resident #3.

Resident #3 is ordered  - Administer two sprays intranasally twice daily. However, on 
at . the  is not was not available in the home and not administered to resident #3.

Resident #4 is ordered 

. resident #4’s blood glucose
reading was not taken and no insulin was administered.

Resident #4 is ordered 

 However, on  at . resident #4’s glucometer indicated
a blood glucose reading of  which was documented as on the medication administration record, and  units of

 was administered to resident #4.

REPEAT VIOLATION 1/11/22 et. al., 10/5/2020

Plan of Correction Accept (  - 11/28/2022)
Responsibility: Administrator, Director of Personal Care

11/22/22:  RN documented in the clinical record of Resident #1 that they did not receive
 on  at .

11/1/22:  DPC removed  for Resident #1 from medication cart.
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:  Resident #2 was obtained from pharmacy by  DPC.
 for Resident #3 was obtained from pharmacy by  DPC.
 0.03% for Resident #3 was obtained from pharmacy by  DPC.

11/18/22, audit done by DPC of physician medication orders to make certain all medications available.
11/18/22, DPC will reeducate Medication Technicians and Nurses on following the directions of the prescriber by
following the 5 rights of medication administration and proper documentation.
11/18/22, DPC will reeducate Medication Technicians and Nurses on procedures when a medication is not available
for administration.
11/22/22, DPC will audit physician medication orders to EMAR for accuracy, compliance in documentation, and
availability of all medications ordered weekly x 4 weeks. 12/22/22, same audit will be completed monthly. DPC will
be accountable to identify and address repeat offenders, document counseling  and progressive disciplinary action
per policy.

Licensee's Proposed Overall Completion Date: 12/22/2022

Implemented - 12/14/2022)
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