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INITIAL COMMENTS

On 08/14/2023, Surveyor conducted a complaint
investigation at Our House Richland Center
RCAC.

Complaint was substantiated.
1 deficiency was identified.

Census 19

89.34(16) TENANT RIGHTS

Rights of tenants. Atenant of a
residential care apartment complex
shall have all the rights listed in

this section. These rights in no way
limit or restrict any other rights of
the individual under the U.S.
Constitution, civil rights legislation
or any other applicable statute, rule
or regulation. Tenant rights are all
of the following:

(16) MEDICATIONS. Except as provided
for in the service agreement, to have
the facility not interfere with the
tenant's ability to manage his or her
own medications or, when the facility
is managing the medications, to
receive all prescribed medications in
the dosage and at the intervals
prescribed by the tenant's physician
and to refuse medication unless there
is a court order.

This Rule is not met as evidenced by:
Based on record review and interview the
provider did not ensure Tenant 1 received all
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prescribed medications in the dosage and at the
intervals prescribed by the tenant's physician.

Findings include:

On 08/14/2023 at approximately 11:50 AM,
Surveyor interviewed Administrator A who stated
there was a concern brought to him/her regarding
Tenant 1's medication not being given as
prescribed. Administrator A stated Tenant 1 was
prescribed an antibiotic on 06/28/2023 that was
not administered until 07/05/2023. Administrator A
stated the antibiotic was prescribed to be
administered 3 times per day for 7 days and
totaling 21 doses. Administrator A stated, in
error, the antibiotic was only given 2 times per
day and only 11 pills out of the prescribed 21
doses were administered.

On 08/14/2023 at approximately 12:05 PM,
Surveyor reviewed Tenant 1's facility file. Tenant
1's observation notes had an entry on 07/05/2023
at 11:45 AM, stating Family Member B had called
and spoke with Manager C and was upset
because Tenant 1's antibiotic was not being
administered as prescribed.

On 08/14/2023, Surveyor reviewed Tenant 1's
medication orders. The medication order for
benzonatate 200 mg capsules was written on
06/28/2023. The order stated the 200 MG of the
medication was to be administered orally three
times a day for 7 days.

On 08/14/2023, Surveyor reviewed Tenant 1's
medication administration record (MAR) that
documented Tenant 1 started to receive the
medication on 07/05/2023 until 07/09/2023, twice
a day, in the morning and in the evening. On
07/10/2023, Tenant 1 only received the morning
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dose of medication. Tenant 1 only received 11

out of 21 capsules, and received the medication 7

days later than the prescription date.
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