












3. Requirements
2600.
187.b. The information in subsection (a)(13) and (14) shall be recorded at the time the medication is administered.
Description of Violation
Resident #2 is ordered 
However, the resident’s October 2022 medication administration record (MAR) was not signed off that the medication
was administered on /22 a  p.m. and on /22 at  p.m. nor was there indication in the notes why the
medication was not documented.

Plan of Correction Accept - 12/16/2022)
Violation Review:  2600.187.b The information in subsection (a)(13) and (14) shall be recorded at the time the
medication is administered.  

Violation Interpretative Statement:  Resident #2 is ordered 
.  However, the residents’ October 2022 medication administration record

MAR) was not signed off that the medication was administered on /22 at p and on /22 at p nor was
there indication in the notes why the indication was not documented.  

Description of the Repair of the Immediate Problem: Trained personnel were immediately removed from doing
nsulins and blood sugars.  Only the LPNs and Resident Wellness Director were permitted to do insulins and blood
sugars in the community until retraining and re-education was completed.  The LPNs and were also required to have
a witness present to verify that the Residents’ blood glucose sugars were obtained, readings were documented on the
MAR, and orders were followed/completed per the physicians’ orders.

Determine / document the Root Cause of the Violation:  The home failed to do blood glucose checks for Resident
#2 on the dates listed.

Detail Action Steps / System Developed to prevent future occurrence:
a.    Changing practice? The Resident Wellness Director and/or designee have been checking the medication
administration records daily to ensure blood glucose sugars readings and insulins are completed and documented
per physician's orders as well as also ensuring that trained personnel are following through with the direction on the
abel.  In addition, the Resident Wellness Director has been running exception reports daily in QuickMar for review
and monitoring by ensuring that a physician's order is present to hold the insulin depending on the blood sugar
reading.

b.    Teaching or Training?  Immediately following the exit on November 10th, the Executive Operations Officer
addressed trained personnel on the concerns found during the survey as well as communicated the temporary
process for blood sugars and insulins until retraining was completed.  The Resident Wellness Director re-trained both
the LPNs and trained personnel on November 18th and November 19th on blood sugars, refusals, documentation,
physician’s orders/labels, and insulins.  Following the retraining and re-education, the Resident Wellness Director
watched each trained personnel perform blood glucose sugars, insulins, and complete the medication administration
record to ensure that all steps were followed before having them do blood glucose sugars and insulins on their own. 
The Resident Wellness Director also retrained all trained personnel during the November monthly meeting on
November 30th.  In addition, all trained personnel are scheduled to have an annual Diabetic training on January
10th, 2023.

c.    On-going Monitoring?

NEWHAVEN COURT AT LINDWOOD 42936

11/10/2022 7 of 13









Staff Person A realized the error and immediately reported the error to the Resident Wellness Director.  The Resident
Wellness Director immediately called Resident #1’s physician to report the concern and to receive direction.  Resident
#1 was sent to the hospital for further observation and monitoring. 

 
Resident #1 was discharged back to the community, the following day, with no new orders or concern.  Staff Person
A was immediately removed from administering blood glucose sugars and insulins in the community.  All trained
personnel were immediately removed from blood glucose sugars and insulins.  Only LPNs and the Resident Wellness
Director were permitted to do blood glucose sugars and insulins until retraining was completed.  LPNs were also
required to have a witness present to verify that the Residents’ blood glucose sugars were completed and
documented on the MAR, the correct units of insulin were administered, labels were being read correctly and
followed per the physician's order.

Determine / document the Root Cause of the Violation:  Staff Person A read the strength of the insulin instead of
the units on the label.

Detail Action Steps / System Developed to prevent future occurrence:
a.     Changing practice? The Resident Wellness Director and/or designee have been checking the medication
administration records daily to ensure blood glucose sugars readings and insulins were completed and documented
per physician's orders.   In addition, the Resident Wellness Director has been running exception reports daily in
QuickMar for review and monitoring to ensure there is a note that the physician was notified/called (if applicable)
per the order and that the physician was notified if a refusal (if applicable) occurred.

b.     Teaching or Training?  Immediately following the state exit on November 10th, the Executive Operations
Officer addressed trained personnel on the concerns found during the survey as well as communicated the temporary
process for blood sugars and insulins until retraining and re-education was completed.  Staff Member A had extra
Diabetic training and attended an additional Diabetic class on November 17th.  The Resident Wellness Director re-
trained both the LPNs and trained personnel on November 18th and November 19th on blood sugars, refusals,
documentation, physician’s orders/labels, and insulins.  Following the retraining and re-education, the Resident
Wellness Director watched each trained personnel perform blood glucose sugars, insulins, and complete the
medication administration record (as well as monitored that physician’s orders were followed) to ensure that all steps
were completed before having them do blood glucose sugars and insulins on their own.  The Resident Wellness
Director also retrained all trained personnel during the November monthly meeting on November 30th.  In addition,
all trained personnel are scheduled to have their annual Diabetic training on January 10th, 2023.

c.    On-going Monitoring?  The Resident Wellness Director and/or designee have been monitoring blood sugar
readings and insulins daily since November 10th and will continue until full compliance is met. by ensuring the
physician's orders are followed completely per the label.  At that time, the Resident Wellness Director and/or
designee will then check blood sugar readings and insulins weekly and randomly.  

Designated position responsible and specify target date for correction.  
Full compliance will be met by January 10th, 2023.  The Resident Wellness Director, the Executive Operations Officer,
and/or designee are responsible to ensure that all Diabetic processes and systems are in place for compliance.
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Licensee's Proposed Overall Completion Date: 12/31/2022

Implemented ( - 01/03/2023)

190a - Completion Medication Course

6. Requirements
2600.
190.a. A staff person who has successfully completed a Department-approved medications administration course

that includes the passing of the Department’s performance-based competency test within the past 2 years
may administer oral; topical; eye, nose and ear drop prescription medications and epinephrine injections for
insect bites or other allergies.

Description of Violation
The Department-approved medication administration training course annual practicum for staff person A completed
8/4/22 was not signed by a certified Train the Trainer. Only the Practicum Observer signed the Annual Practicum. Staff
person A administered medications to resident #4 on 1 /22 at  a.m. 

Plan of Correction Accept - 12/16/2022)
Violation Review:  2600.190.a. A staff person who successfully completed a Department-approved medications
administration course that includes the passing of the Department’s performance-based competency test within the
past 2 years may administer oral; topical, eye, nose and ear drop prescription medications and epinephrine injections
for insect bites or other allergies.

Violation Interpretative Statement:  The Department-approved medication administration training course annual
practicum for staff person A completed 8/4/22 was not signed by a certified Train the Trainer.  Only the Practicum
Observer signed the Annual Practicum.  Staff person A administered medications to resident #4 on /22 at a.

Description of the Repair of the Immediate Problem:  The Team Member Development and Education
Coordinator is now the assigned Train the Trainer and Practicum Observer for medication and MAR observations.  

Determine / document the Root Cause of the Violation:  The Resident Wellness Director, who was also our
Practicum Observer, was previously signing the annual practicums since did the observations but was not the
original Train the Trainer.  The community was following the direction from the Train the Trainer Practicum
Observer information (attached).
 
Detail Action Steps / System Developed to prevent future occurrence:

a.     Changing practice? Moving forward, the Practicum Observer will be transition to the Team Member
Development and Education Coordinator, who is also the Train the Trainer.

b.     Teaching or Training? The Team Member Development and Education Coordinator will conduct quarterly and
annual practicum observations moving forward.  All medication associates will be re-observed by December 31st.  

c.     On-going Monitoring?
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Both the Team Member Development and Education Coordinator and Resident Wellness Director will work together
to schedule due observations immediately and ongoing.  Once the observations are completed, the Team Member
Development and Education Coordinator will sign as the Train the Trainer on the Annual Practicums.  Annual
Practicums will be audited quarterly to ensure the observations are completed and signed.    
 
Designated position responsible and specify target date for correction.  
Full compliance by December 31st, 2022.  The Team Member Development and Education Coordinator, the Resident
Wellness Director, and the Executive Operations Officer moving forward.  

Licensee's Proposed Overall Completion Date: 01/10/2023

Implemented (  - 01/03/2023)
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