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Residential Care Services
Investigation Summary Report

Provider/Facility: BAYVIEW MANOR HOMES
License/Cert.#: 162

Provider Type: Assisted Living Facility

Compliance Determination #: 30185 Intake ID: 98573
Investigator: Cathy Prentice Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 09/27/2023 through 10/04/2023
Complainant Contact Date(s): 09/22/2023, 10/04/2023

1. The named resident received medications given late due to lack of communication and lack
of nursing staff availability.2. A lack of medication supply resulted in missed medication 3. The
facility has archaic unsafe medication system and it is all on paper. 4. The facility has too many
floors of residents who need medication for one nurse to cover.

Allegation(s):

Total residents: 39
Resident sample size: 3
Closed records sample size: 1

Investigation Methods:

Sample:

Medication administration system; delivery of care and services; staff
interactions with residents; residents' appearance; environment.

Observations:

Residents, staff, administration, collateral contacts.Interviews:

Resident care records, Assessment, Negotiated Service Agreement
(NSA), investigations, grievances, facility policies.

Record Reviews:

Based on interview and record review, 1. The facility had a safe system for medication
administration and noted isolated occasions where medications were delayed by a few hours
due to agency personnel and schedule changes. The facility failed to administer morning
medications for the named resident on 07/02/2023 for unknown reason. An agency nurse who
worked in the facility no longer works there. 2. The facility had a system for re-ordering
medications and had a delivery of the ordered medication that was not retrieved by an agency
nurse thus one dose was missed for an anti-depressant medication. 3. The facility had a safe
system for medication administration . 4. The facility had qualified staff for medication
administration as required. The other sample residents received medications as ordered. The
facility failed to notify the physician when the named resident refused morning medications on
09/02/2023. This failed practice was noted and a consultation was written.

Investigation Summary:

Conclusion / Action:
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

N/A
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