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 A 000 Initial Comments  A 000

Assisted Living Programs are defined by the type 
of population served.  The census numbers were 
provided by the Program at the time of the 
on-site.

Number of tenants without cognitive impairment: 
31
Number of tenants with cognitive impairment: 0
Total census: 31

No regulatory insufficiencies were cited during the 
recertification visit conducted to determine 
compliance with certification rules for an Assisted 
Living Program or the investigation of Incident 
#121807-I, Complaint #122900-C, Complaint 
#119754-C or Complaint #117754-C. 

The following regulatory insufficiencies were cited 
during the investigation of Complaint #121622-C.

 A 285 481-67.5(2)f(4) Medications

67.5(2) Each program shall follow its own written 
medication policy, which shall include the 
following:

f. When medications are administered
traditionally by the program:

(4) Medications and treatments shall be
administered as prescribed by the tenant's
physician, advanced registered nurse practitioner
or physician assistant.

This REQUIREMENT  is not met as evidenced 
by:

 A 285

Based on interview and record review the 
program failed to ensure medications were 
administered as prescribed for 1 of 1 former 
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The Plan of Correction is attached.
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 A 285Continued From page 1 A 285

tenants reviewed (Tenant C1). Findings include:  

1. On 8/27/24, a review of Tenant C1's March, 
April and May 2024 medication administration 
records (MARs) and physician orders revealed 
the following changes in her medication regime: 

Escitalopram Oxalate oral tablet 20 mg to be 
taken once daily was discontinued on the MAR on 
3/16/24. Tenant C1 had no order within her record 
that supported this discontinuation. The 
Escitalopram was not given until 4/1/24 at which 
time administration began again and continued 
through 4/30/24. Tenant C1 had no order within 
her record to restart Escitalopram on 4/1/24. 
Tenant C1's record revealed an order on 4/22/24 
that discontinued Escitalopram even though it 
continued to be administered through 4/30/24. 

Tenant C1's physician orders revealed an order 
dated 3/18/24 that discontinued the usage of 
Clonazepam oral tablet 0.5 mg which was 
administered twice daily. The medication was 
stopped until 4/11/24. On 4/11/24 the 
administration of Clonazepam was restarted due 
to a clarification order dated 4/3/24 from the 
physician which stated the medication should 
have continued. The Clonazepam was 
administered through 5/4/24 and then 
discontinued on the MAR. Tenant C1 had no 
order on file that discontinued the Clonazepam on 
5/5/24. 

Tenant C1's physician's orders revealed an order 
dated 3/18/24 for  Lorazepam 0.5 mg tablet to be 
given twice daily. The Lorazepam was 
administered through 4/11/24 but was 
discontinued on the MARs and not administered 
through 5/2/24. Tenant C1 had no order on file 
that discontinued the Lorazepam on 4/11/24. 
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 A 285Continued From page 2 A 285

Tenant C1's physician's orders revealed an order 
dated 4/22/24 to continue Lorazepam. 

2. On 8/27/24 at 1:45 pm, the Healthcare 
Coordinator confirmed there were no orders on 
file that discontinued Escitalopram on 3/16/24 
and no order that restarted Escitalopram on 
4/1/24. The Healthcare Coordinator was not 
certain why the Escitalopram had continued to be 
administered after the discontinuation order for it 
on 4/22/24. The Healthcare Coordinator 
confirmed there was no order on file for the 
discontinuation of Clonazepam on 5/4/24. Finally, 
the Healthcare Coordinator confirmed there was 
no order on file to discontinue Lorazepam on 
4/11/24. 

3. On 8/29/24 at 1:15 pm, the Community 
Director and the Healthcare Coordinator 
confirmed the above findings.

 A 395 481-69.26(4)a Service Plans

69.26(4) The service plan shall be individualized 
and shall indicate, at a minimum:

a.  The tenant's identified needs and preferences 
for assistance

This REQUIREMENT  is not met as evidenced 
by:

 A 395

Based on interview and record review, the 
Program failed to include all tenant preferences in 
the service plan for 1 of 2 former tenants 
reviewed (Tenant C1). Findings include: 

1. On 8/27/24, a review of Tenant C1's June 2024 
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 A 395Continued From page 3 A 395

medication administration record (MAR) revealed 
Lacosamide 200 mg to be taken twice daily for 
seizures was discontinued on 6/6/24 by the 
On-Call Registered Nurse. A review of physician's 
orders revealed a cancel order for the 
Lacosamide dated 6/5/24. Further review 
revealed an incident report dated 6/11/24 that 
revealed Tenant C1 was discovered sitting on the 
floor outside of her apartment looking confused. 
She was taken to the emergency room by family 
for assessment. A review of hospital records 
dated 6/11/24 through 6/14/24 revealed Tenant 
C1 received a small bifrontal traumatic 
subarachnoid hemorrhage from the incident 
which was a possible fall/seizure. On 6/14/24, the 
Program received an order for Tenant C1 to 
restart the Lacosamide 200 mg twice daily. 
Tenant C1 did not return from the hospital as she 
moved to a different assisted living arrangement. 

2. On 8/27/24 at 1:45 pm, the Healthcare 
Coordinator stated Tenant C1's family took her to 
all of her appointments. The Healthcare 
Coordinator stated the family insisted on being 
called prior to any medication changes for Tenant 
C1 and the tenant. The tenant preferred her 
family be notified as well. The Healthcare 
Coordinator stated the On-Call Registered Nurse 
who covered for her on 6/6/24 while she was on 
vacation received an order to stop Tenant C1's 
Lacosamide. The On-Call Registered Nurse had 
not called the family about the stop order as she 
was unaware family was to be notifid of all 
medication changes. 

3. On 8/29/24 at 12:30 pm, the On-Call 
Registered Nurse stated she worked when the 
cancel order was faxed to the Program for the 
discontinuance of Tenant C1's Lacosamide on 
6/6/24.  The On-Call Nurse stated she received 
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 A 395Continued From page 4 A 395

no further instructions or faxes that day. 

4. Tenant C1's service plan dated 7/12/23 lacked 
any information or guidance for nursing staff to 
contact Tenant C1's family prior to any medication 
changes. 

5. On 8/29/24 at 1:15 pm, the Community 
Director and the Healthcare Coordinator 
confirmed Tenant C1's service plan had not 
included the tenant and her family's preferences 
regarding notifications of med changes on the 
service plan.
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