








Plan of Correction Accept  - 11/05/2024)
On 10/29/2024 the administrator faxed the pharmacy to request refills for resident #1 nicotine patches, resident #2
albuterol and anti diarrheal (see Attached).  The physician was notified to update resident #1's nicotine patch order
to include not to be used in conjunction with smoking cigarettes.

To ensure continued compliance any Med Tech on duty will ensure that all refills are requested and fulfilled in a
timely manner. The Med Tech Trainer will educate all med techs on regulation 2600.185(a) all medications will be
available as ordered by physician and procedures for ordering and verifying refill requests.  This training will be
completed by 11/30/2024. The Med Tech Trainer will audit the refill requests and medications on hand bimonthly
beginning 11/1/2024.  The Trainer will address any issues uncovered by these audits immediately. 

Licensee's Proposed Overall Completion Date: 11/30/2024

Implemented ( - 12/04/2024)

187b - Date/Time of Medication Admin.

3. 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
Residents #1, #2, and #5's Medication Administration Records (MARs) do not include the initials of the staff person who
administered their 8PM medications on 10/9/24. Staff Member D reports administering the medications but did not
record their initials on the following MAR's: 
Resident #1

.

 Resident #2
  .

 Resident #5
.

 
Staff Member B recorded on Resident #1's  that they applied Resident #1's  on the 1st,
6th, 8th and 9th of the month.  Staff Member C recorded on Resident #1's October 2024 MAR, that Resident #1 refused
the application of their  on the 2nd 4th, 6th, 7th, and 10th of the month. However, at the time of the
10/10/24 inspection, per staff report, Resident #1's nicotine patch hasn't been available in the home for at least a
month. 
 
On 10/10/24 at 1:50PM, Staff Member A obtained Resident #5's from the medication room and
documented the medication was administered on the resident's Medication Administration Record prior to leaving the
medication area to administer the medication to Resident #5.
 

Plan of Correction Accept (  - 11/05/2024)
10/29/2024 the administrator emailed the Medication Tech Trainer to make her aware of these issues and to 
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schedule trainings and retraining for the staff involved. On 10/27/2024 the administrator reviewed the available
exceptions and definitions within our electronic MAR system.  The Administrator will educate all Med Techs on the
use of our electronic MAR program and the use of exceptions by 11/30/2024.  All Med Techs including Staff Member
A will be required to attend an additional training including the proper way to administer medications, verify
resident ingested medication, documenting administered medications and the order in which these steps are to be
done by 11/15/2024, this training will be given by the Med Tech Trainer.
 
To ensure continued compliance several additional training sessions will be made available by the administrator and
med tech trainer for all Med Techs on the following topics: Proper Medication Administration Documentation, when
to use exceptions and their meaning, when and how to reorder medications within and without the electronic Mar
program, the use of charting notes and how to recall previous notes.  These trainings will be initially offered by
11/10/2024 and ongoing as needed.  In addition to these trainings the Med Tech Trainer will perform random checks
to ensure staff that are administering medications are documenting medications only after they are ingested by the
resident.  These checks will begin on 11/5/2024 and continue.  On 10/28/2024 the electronic MAR system was
updated to inform the administrator and senior med tech by email of any refusals or exceptions recorded by any
med tech. (this includes any missing initials on resident MARs).  Once an email is received by either the administrator
or Senior Med Tech the staff on duty will be contacted for details and events leading up to the creation of the
notifying email.  In the event of any refusals the ordering physician will be notified either by the administrator or the
Med Tech on duty within 24 hours of the refusal.  
 

Licensee's Proposed Overall Completion Date: 11/30/2024

Implemented (  - 12/04/2024)

187c - Refusal of Medication

4. 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
Resident #2 has refused their prescribed for their diabetes from . Per
staff interview, Resident #2 routinely refuses to have their blood glucose levels checked at 5PM. However, the home has
not informed the resident's prescriber of the resident's continuous refusals. 
 

Plan of Correction Accept (  - 11/05/2024)
On 10/29/2024 the administrator reviewed all charting notes and physician communication records for resident #2. 
The PCP was notified on 5/25/2024 by telephone regarding resident #2 refusing the 5PM blood glucose check (see
attached).  All testing reports are sent with the resident to all physician appointments  the PCP was informed of this
refusal at all appointments (see attached list) verbally and by testing results.

On 10/29/2024 the administrator faxed the PCP to have resident#2 blood glucose order updated to once daily. 

To ensure continued compliance the administrator will retrain all med techs on the importance and regulations 
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2600.
227.d. Each home shall document in the resident’s support plan the medical, dental, vision, hearing, mental health

or other behavioral care services that will be made available to the resident, or referrals for the resident to
outside services if the resident’s physician, physician’s assistant or certified registered nurse practitioner,
determine the necessity of these services. This requirement does not require a home to pay for the cost of
these medical and behavioral care services.

Description of Violation
Resident #4's current assessment and support plan, dated  does not include their diagnosis  their order
to test their blood glucose daily and as needed during  episodes, their prescribed glutose gel for low blood
glucose levels, or a plan of support in all assessed areas of need.  

Plan of Correction Accept ( - 11/05/2024)
10/15/2024 the administrator updated resident #4s RASP and face sheet to include syncope and hypoglycemic
episodes.  This update also included the blood glucose monitoring (initially daily then a change order dated
2/29/2024 to PRN during hypoglycemic episodes).  The administrative assistant will cross reference the MARs, DMEs
and support plans of all residents to be sure they are complete and accurate by 11/30/2024.

To ensure continued compliance and beginning on 11/5/2024 the administrator and administrative assistant will
review all support plans, MARs and DMEs for accuracy prior to the filing of these documents (initially, annually and
significant change).  All staff involved in the creation of resident support plans will be trained on this regulation and
the importance of complete and accurate records by the administrator.  This training will be completed by
11/15/2024

Licensee's Proposed Overall Completion Date: 11/30/2024

Implemented (  - 12/04/2024)
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