






16c - Written Incident Report

1. Requirements
2600.
16.c. The home shall report the incident or condition to the Department’s personal care home regional office or the

personal care home complaint hotline within 24 hours in a manner designated by the Department. Abuse
reporting shall also follow the guidelines in §  2600.15 (relating to abuse reporting covered by law).

Description of Violation
Resident #  was prescribed  at 8:00 a.m. for 5 days;  to . A new order for
tablets was filled and was to start on  at bedtime. However, the resident’s Medication
Administration Record indicates staff began administering the 2 mg. of   at 8:00 p.m. The medication
error was not reported to the Department until 4/22/25. 

Resident  was prescribed . 1 tablet daily at 3:00 p.m. However, the resident’s Medication
Administration Record indicates from  to  staff administered the 3:00pm dose late and outside of the
medication time parameters. The medication error was not reported to the Department until  
Repeat Violation-

Plan of Correction Accept ( - 06/13/2025)
1. The incident report for Resident medication errors was sent to DHS on 4/22/25 and 5/6/25 by the Healthcare
Director, unable to correct as it was sent late.
2. By 6/30/25 the Administrator/Designee will review incident reports for the prior 30 days to confirm that no other
incident reports required reporting to DHS. Any further findings will be reported at time of audit.
3. By 6/30/25 the Administrator will educate the Department Head team on regulation 2600.16(c) - The home shall
report the incident or condition to the Department’s personal care home regional office or the personal care home
complaint hotline within 24 hours in a manner designated by the Department. Documentation shall be kept.
4. Beginning on 6/12/25 the Healthcare Director/Designee shall review incident reports daily to ensure incident
reports are reported to DHS timely as per requirement.
5. To ensure consistent adherence to Regulation 16c, compliance monitoring will be conducted during the QMPI
meeting. This review, shall occur at the next QMPI meeting on 7/10/25 documentation shall be kept, further ensuring
our commitment to transparency and accountability.

Licensee's Proposed Overall Completion Date: 06/30/2025

Implemented - 07/23/2025)

187b - Date/Time of Medication Admin.

2. 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  is prescribed . tablets; 1 tablet once daily. Resident Medication Administration
Record was not initialed by staff on  at 5:00 p.m. to indicate the medication was administered.
Resident is prescribed ; apply to left knee twice daily. Resident Medication
Administration Record was not initialed by staff on  at 8:00 a.m. to indicate the medication was administered.
Resident  is prescribed . tablet every morning. Resident  Medication Administration Record
was not initialed by staff on  at 8:00 a.m. to indicate the medication was administered.
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Resident  is prescribed ; 1 tablet every morning. Resident Medication Administration Record
was not initialed by staff on at 8:00 a.m. to indicate the medication was administered.
Resident  is prescribed ; apply to lower extremities every morning and remove at bedtime or
edema. Resident Medication Administration Record was not initialed by staff on at 8:00 a.m. to indicate
the medication was administered.

Plan of Correction Accept (  - 06/13/2025)
1. Resident  MAR unable to be corrected. The incident report for Resident  medication errors was sent to DHS on
6/10/25 by the Administrator. PCP and Family aware.
2. By 6/30/25 the Healthcare Director/Designee will review Medication administration records for the prior 30 days,
further findings to be addressed at time of audit.
3. By 6/30/25 the Healthcare Director/Designee will educate the wellness staff on 187b  Date/Time of Medication
Admin. Documentation shall be kept.
4. Beginning on 6/12/25 the Healthcare Director/Designee shall review Medication administration records daily to
ensure compliance with 187b.
5. To ensure consistent adherence to Regulation 187b, compliance monitoring will be conducted during the QMPI
meeting. This review, shall occur at the next QMPI meeting on 7/10/25 documentation shall be kept, further ensuring
our commitment to transparency and accountability.

Licensee's Proposed Overall Completion Date: 06/30/2025

Implemented  - 07/23/2025)

187c - Refusal of Medication

3. Requirements
2600.
187.c. If a resident refuses to take a prescribed medication, the refusal shall be documented in the resident’s record

and on the medication record. The refusal shall be reported to the prescriber within 24 hours, unless
otherwise instructed by the prescriber. Subsequent refusals to take a prescribed medication shall be reported
as required by the prescriber.

Description of Violation
On at 5:00 p.m., resident  refused to take a scheduled dose of .
On , at 8:00 a.m., resident  refused to take a scheduled dose of .
On  at 8:00 a.m., resident  refused to take a scheduled dose of .
On  at 8:00 a.m., resident refused to take a scheduled dose of 
On  at 8:00 a.m., resident refused to have their  applied as prescribed.
The home did not document any of the refusals on resident  Medication Administration Record or report the refusal
to the resident’s physician.

Plan of Correction Accept  06/13/2025)
1. On 6/9/25 PCP was made aware of Resident ’s medication refusals on 4/14/25 and 4/15/25 by the Healthcare
Director.
2. By 6/30/25 the Healthcare Director/Designee will review Refusals on Medication administration records for the
prior 30 days to confirm that medications are recorded as such and PCP has been properly notified.
3. By 6/9/25 the Administrator will educate the Healthcare Director on 187c  Refusal of Medication. By 6/30/25 
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the Healthcare Director/Designee will educate the wellness staff on 187c - Refusal of Medication. Documentation
shall be kept.
4. Beginning on 6/12/25 the Healthcare Director/Designee shall review refusals on the Medication administration
records daily to ensure that refusals of medications are recorded appropriately and PCP has been properly notified.
5. To ensure consistent adherence to Regulation 187c, compliance monitoring will be conducted during the QMPI
meeting. This review, shall occur at the next QMPI meeting on 7/10/25 documentation shall be kept, further ensuring
our commitment to transparency and accountability.

Licensee's Proposed Overall Completion Date: 06/30/2025

Implemented - 07/23/2025)

187d - Follow Prescriber's Orders

4. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
Resident was prescribed t at 8:00 a.m. for 5 days;  to  A new order for 
tablets was filled  and was to start on  at bedtime. However, the resident’s Medication
Administration Record indicates staff began administering the 2 mg. of   at 8:00 p.m. 

Resident  was prescribed  1 tablet daily at 3:00 p.m. However, the resident’s Medication
Administration Record indicates from  to , staff administered the 3:00pm dose late and outside of the
medication time parameters.

Plan of Correction Accept  - 06/13/2025)
1. Resident ’s Physician and POA were notified of the medication errors on 6/9/25 by Healthcare Director. No new
order or orders received.
2. By 6/30/25 the Healthcare Director/Designee will conduct a full MAR to cart audit, any further findings to be
corrected at time of audit.
3. By 6/30/25 the Healthcare Director/Designee will educate staff who administer medications on 187d - Follow
Prescriber's Orders. Documentation shall be kept.
4. Beginning on 6/16/25 the Healthcare Director/Designee shall review 10 resident MAR to cart audits weekly.
5. To ensure consistent adherence to Regulation 187d, compliance monitoring will be conducted during the QMPI
meeting. This review, shall occur at the next QMPI meeting on 7/10/25 documentation shall be kept, further ensuring
our commitment to transparency and accountability.

Licensee's Proposed Overall Completion Date: 06/30/2025

Implemented  - 07/23/2025)

188b - Medication Error Reporting

5. Requirements
2600.
188.b. A medication error shall be immediately reported to the resident, the resident’s designated person and the

prescriber.
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Description of Violation
Resident  was prescribed . tablet at 8:00 a.m. for 5 days;  to  A new order for 
tablets was filled  and was to start on  at bedtime. However, the resident’s Medication
Administration Record indicates staff began administering the 2 mg. of  at 8:00 p.m. The medication
error was not reported to the Resident  family or physician. 
Resident  was prescribed . 1 tablet daily at 3:00 p.m. However, the resident’s Medication
Administration Record indicates from to  staff administered the 3:00pm dose late and outside of the
medication time parameters. The medication error was not reported immediately to Resident  family or physician. 

Plan of Correction Accept  06/13/2025)
1. The incident report for Resident  medication errors reported to the family and physician on 6/9/25 by
Administrator.
2. By 6/30/25 the Healthcare Director/Designee will review incident reports for the prior 30 days to confirm that no
other incident reports required reporting to DHS. Any further findings will be reported at time of audit.
3. By 6/30/25 the Administrator will educate the Healthcare Director and staff who administer medications on 188b
 Medication Error Reporting. Documentation shall be kept.

4. Beginning on 6/12/25 the Healthcare Director/Designee shall review Medication administration records and EMAR
dashboard daily to ensure medication errors are reported timely.
5. To ensure consistent adherence to Regulation 188b, compliance monitoring will be conducted during the QMPI
meeting. This review, shall occur at the next QMPI meeting on 7/10/25 documentation shall be kept, further ensuring
our commitment to transparency and accountability.

Licensee's Proposed Overall Completion Date: 06/30/2025

Implemented  - 07/23/2025)

227g -Support Plan Signatures

6. Requirements
2600.
227.g. Individuals who participate in the development of the support plan shall sign and date the support plan.
Description of Violation
Resident RASP dated was not signed by resident.

Plan of Correction Accept - 06/13/2025)
1. Healthcare Specialist met with Resident on 6/9/25 RASP reviewed with Resident. Resident unable to sign and
noted on RASP accordingly.
2. By 6/30/25 the Healthcare Director/Designee will review current RASPS to ensure they are signed by the resident.
3. By 6/9/25 the Administrator will educate the Healthcare Director on 227g Support Plan Signatures.
Documentation shall be kept.
4. Beginning on 6/12/25 the Residence Director/Designee shall review newly completed RASPS weekly for four weeks
prior to filing to ensure resident’s signatures are obtained.
5. To ensure consistent adherence to Regulation 227g, compliance monitoring will be conducted during the QMPI
meeting. This review, shall occur at the next QMPI meeting on 7/10/25 documentation shall be kept, further ensuring
our commitment to transparency and accountability.
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Licensee's Proposed Overall Completion Date: 06/30/2025

Implemented - 07/23/2025)
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