








responded, “If you know so much, then maybe you should be the med tech, and when your sugar drops to zero, then
what are you going to do?” Staff Member A then yelled in a raised voice at Resident  “are you a doctor? Are you
some kind of diabetes specialist?”
Resident , who at this point had possession of the  rolled the medication across a dining room table
towards Staff Member A. Staff Member A became highly agitated and threw a metal fork and butter knife at Resident

, with the butter knife striking the resident in the lower sternum area. Staff member/s were present during the
incident, however, the home failed to notify The Department.
 
Resident was prescribed  one vial via nebulizer every two hours as needed for
wheezing or shortness of breath. The resident was administered this medication orally on multiple occasions, to include

 Multiple staff members were aware of this medication error, however, the home failed to notify the
department. 

Plan of Correction Accept (  - 12/30/2025)
12/2   Administrator acknowledged responsibility for reporting and late submission.

12/9   Administrator conducted staff training on reporting responsibilities for abuse allegations and incidents.

12/21  Administrator shall post a reminder guideline for the reporting process for abuse reporting in the staff
conference room.

12/21   Administrator/designee shall be responsible for holding staff accountable for timely reporting.  Staff
discipline will be handed out for non-adherence.

12/21  Administrator will be responsible for continued compliance with 2600.16c.

Licensee's Proposed Overall Completion Date: 12/21/2025

Implemented (  - 01/12/2026)

42b - Abuse

3. Requirements
2600.
42.b. A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporal

punishment or disciplined in any way.
Description of Violation
On at approximately 5:30 p.m., resident  asked staff member A multiple times to administer 
medication while in the home’s dining hall. Staff member A, began yelling at resident , responding I will get to it
when I get to it, if you know so much, then maybe you should be the med tech, when your sugar drops to zero, then
what are you going to do? Are you a doctor? Are you some kind of  specialist? Staff member A then became
highly agitated and threw a metal fork and butter knife at resident , with the butter knife striking the resident in the
lower sternum area.
Resident # reported that this altercation between  and staff member A was not an isolated incident.  stated that
there have been multiple verbal altercations between  and staff member A, that these interactions frequently caused

 stress and to cry.

HARMONY HAUS SENIOR LIVING 45639

16c - Written Incident Report (continued)

11/04/2025 5 of 9



Plan of Correction Accept - 12/30/2025)
10/28 Administrator terminated Staff A as a result of abuse allegation.

12/9 Administrator conducted training for staff on Mandatory Abuse Reporting per Older Adults Protective Services
Act.

12/21 Administrator shall require staff to complete semi-annual abuse training. Administrator will schedule
Ombudsman to conduct one of the trainiing sessions.

12/21 Administrator will be responsile for continued compliance with 2600.42b..

Licensee's Proposed Overall Completion Date: 12/21/2025

Implemented (  - 01/12/2026)

181c - Self-administration Assessment

4. Requirements
2600.
181.c. The resident’s assessment shall identify if the resident is able to self-administer medications as specified in

§  2600.227(e) (relating to development of the support plan). A resident who desires to self-administer
medications shall be assessed by a physician, physician’s assistant or certified registered nurse practitioner
regarding the ability to self-administer and the need for medication reminders.

Description of Violation
On  at approximately 5:30 p.m., Resident  self-administered  of  100-unit check
blood sugar and give  3 times a day. However, Resident  has not been assessed by a physician, physician's
assistant or certified, registered nurse practitioner regarding ability to self-administer and the need for reminders to
take this medication.

Plan of Correction Accept  - 12/30/2025)
11/7   Administrator obtained an order for Resident  from PCP for self administration of insulin.

11/7   Administrator conducted training for Med Tech's on residents who self administer medications. Administrator
educated Resident #1 on the guidelines for self administering medications.

12/21  Administrator shall conduct annual staff training for self administering medications and educate any new
resident who wishes to self administer medications for continued compliance with 2600.181c.

 

Licensee's Proposed Overall Completion Date: 12/21/2025

Implemented (  - 01/12/2026)

187a - Medication Record

5. Requirements
2600.
187.a. A medication record shall be kept to include the following for each resident for whom medications are

administered:
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Description of Violation
Resident  was prescribed  to be injected subcutaneously at 2 mg weekly on Sundays
for  management. The resident self-administered the medication on , and ,
however, the self-administrations were not documented on the resident’s October 2025 Medication Administration
Record (MAR). The corresponding fields were blank.
 
Resident was prescribed : 10 units three times a day with meals, plus a sliding scale as follows for
blood glucose levels:  and greater than  The
resident was administered the medication as ordered throughout October 2025; however, the administrations were not
documented on the MAR for multiple dates, to include . The corresponding fields were blank.
 
Resident  was prescribed  via  every two hours as needed for
wheezing or shortness of breath. Resident was administered this medication on  however, the
administration was not documented on the resident’s MAR for the corresponding date and time. The field was blank.

Plan of Correction Accept (  12/30/2025)
10/24 & 11/5   Administrator conducted training & education for med tech's on documenting insulin and albuterol
on the MAR.

12/5   Administrator/designee conducted a complete audit of all MARS to identify incorrect documentation.

12/21  Administrator/ designee shall conduct weekly MAR audits to ensure compliance with 2600.187a

Licensee's Proposed Overall Completion Date: 12/21/2025

Implemented - 01/12/2026)

187d - Follow Prescriber's Orders

6. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
Resident #  was prescribed  one vial via er every two hours as needed for
wheezing or shortness of breath. However, the resident was administered this medication orally on multiple occasions,
to include .

Plan of Correction Accept  12/30/2025)
10/24   Administrator conducted training with med techs on albuterol and nebulizer usage.

10/28   Administrator terminated employee who failed to report medication error.

121/21  Administrator shall require all outside support personnel to report in with Administrator/Designee during
their visits  enusre proper comunication for all  physiican orders.

12/21   Administrator shall be responsible for continued compiance with 2600.187d.
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Licensee's Proposed Overall Completion Date: 12/21/2025

Implemented  - 01/12/2026)

188b - Medication Error Reporting

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

prescriber.
Description of Violation
Resident  was prescribed , one vial via every two hours as needed
for wheezing or shortness of breath. The resident was administered this medication orally on multiple occasions, to
include . However, the prescribing physician was not notified.

Plan of Correction Accept  - 12/30/2025)
12/11   Administrator verified with hospice that the physician was notified of medication error.

12/21   Administrator shall follow up daily with med techs to enusre any new medication orders are understood and
documented correctly.

12/21   Administrator/designee shall be responsible for reporting all medication errors according to 2600.188b.

Licensee's Proposed Overall Completion Date: 12/21/2025

Implemented - 01/12/2026)

227c - Support Plan Revision

8. Requirements
2600.
227.c. The support plan shall be revised within 30 days upon completion of the annual assessment or upon

changes in the resident’s needs as indicated on the current assessment.
Description of Violation
Resident  most recent Resident Assessment and Support Plan, completed on , indicates that the resident has
been assessed as unable to self-administer medications. However, the resident is prescribed 

, to be injected subcutaneously at  weekly on Sundays for diabetes, “Patient to self-inject.”

Plan of Correction Accept  12/30/2025)
11/7   Administrator updated the suppoort plan for Resident  to reflect self administraton.

11/7   Administrator educated med techs on reporting resident requests for self administration of medications.

12/21  Administrator conducted a review of all support plans to ensure accuracy in documenting changes in resident
needs.

12/21   Administrator will be responsible for continued compliance of 2600.227c.

Licensee's Proposed Overall Completion Date: 12/21/2025

Implemented  - 01/12/2026)
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