






187d - Follow Prescriber's Orders

1. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
On  staff conducted medication cart audit. During the audit it was found that resident had one extra

tablet. Based on the medication count completed  it was determined the resident did not receive
the medication on . Resident’s medication administration record does not document that  was
administered.

Resident  is prescribed  During the shift change narcotic count on  at 11:00P.M., it was
determined resident # had  extra  The resident’s medication administration record does not document the
medication being administered on .
On  staff conducted medication cart audit. During the audit it was found that resident  had one extra

 tablet. Based on the medication count completed  it was determined the resident did not receive the
medication on  Resident’s medication administration record does not document that  was
administered.

On  the home conducted medication cart audit. During the audit it was found that resident had one extra
. Based on the medication count completed  it was determined the resident did not receive

the medication on . Resident’s medication administration record does not document that 
was administered.
On  the home conducted medication cart audit. During the audit it was found that resident had one extra

. Based on the medication count completed  it was determined the resident did not receive
the medication on Resident’s medication administration record does not document that 
was administered.
On  Resident  was not administered morning medications, including , ,

and  Resident’s medication administration record does not document the medications
were administered.

Resident  is prescribed  8:00P.M.. During the shift change narcotics count on at 11:00P.M., it
was determined resident # was short one . Upon medication audit, it was determined Staff person A used
an old paper copy of the resident’s medication administration record to distribute medication on the morning of

 The paper copy included the prior prescription which was Lyrica given at 8:00 AM. Staff person A
administered the 8:00AM medication, which had been discontinued. Staff person A began using the electronic MAR
later in the day which had the resident’s current prescription of  at 8PM. That dosage was also administered
according to the resident’s electronic MAR, indicating two  were administered on instead of one.

Plan of Correction Accept  - 12/29/2025)
The medpasser (Med Tech, LPN, RN) is directly responsible for administering meds according to prescriber's orders.
On the day these errors occurred the medpasser was an Agency nurse who could not get into the EMAR system, but
did not call the Director of Resident Care whose number was posted in two obvious places. In  addition,  was
given uncorrected paper MARs to follow. When the DRC became aware of the errors and the reason,  notified the
Agency that that nurse is no longer permitted to come to the facility. The staff person who gave the paper MARs 
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and did not contact the DRC was put on a personal improvement plan which includes  daily checking for
notifications from the DRC. The same staffer is resuming monthly editing  of paper MARs compared to EMARs to
ensure they match.  will also perform weekly med cart audits while  is on nightshift.
  The Administrator and DRC have updated the policy for orienting Agency medpassers new to the facility:  they must
come for orientation to the facility and med protocol for at least an hour before they may pass meds. 
  Following the updated policy for Agency medpassers and continuing the updates of paper MARs, combined with
daily verification of meds by facility staff and DRC, will ensure ongoing compliance with prescriber's orders.

Licensee's Proposed Overall Completion Date: 12/29/2025

Implemented  - 01/13/2026)
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