










4. Requirements
2600.
183.e. Prescription medications, OTC medications and CAM shall be stored in an organized manner under proper

conditions of sanitation, temperature, moisture and light and in accordance with the manufacturer’s
instructions.

Description of Violation
Resident #2 has an order for Ozempic, 2 mg, 0.75 ml pen injector. The pen in use on the cart was not dated when it
was opened. The manufacturer label indicates the open pen must be discarded after 56 days.

Plan of Correction Accept (  - 06/16/2026)
Immediate Corrective Action:
-The Ozempic pen for Resident #2 was immediately dated upon identification of the concern (see attachment).

-The Director of Wellness reviewed regulations related to violation with all Medication Technicians individually
between the dates of 5/6/26 and 5/8/26 (see attached training log).

-All Medication Technician staff assigned additional education regarding medication errors on June 1st through
Relias on “Avoiding Common Medication Errors” module with expected due date of completion on June 12th.

Long-term Corrective Action:
-The Director of Wellness will implement weekly medication cart audits to ensure medications are properly labeled,
dated, and stored according to the manufacturer's instructions.
-The Director of Wellness will continue to monitor the Point Click Care wellness workspace dashboard daily for
medication administration compliance.
-The Executive Director will continuously monitor compliance through biannual quality assurance Resident Clinical
File audits in February and August. 

Licensee's Proposed Overall Completion Date: 06/04/2026

Implemented (  - 07/16/2026)

185a - Implement Storage Procedures

5. Requirements
2600.
185.a. The home shall develop and implement procedures for the safe storage, access, security, distribution and use

of medications and medical equipment by trained staff persons.
Description of Violation
Resident #3 has an order for Bisacodyl Supository 10 mg, take 1 rectally as needed for constipation. The medication
was not available at the time of the inspection. 
 
Resident #2’ s blood glucose on 5/4/26 at 7:20 a.m was 93, however 97 was noted on the medication administration
record.
 
 
 
 

Plan of Correction Accept (  - 06/16/2026)
Immediate Corrective Action:
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Resident #3’s medication arrived and was delivered via  Pharmacy on 5/5/26 evening after running out
the previous day. 
Medication necessity was reviewed by hospice RN and PCP during next PCP visit and discontinued on 5/15/26 due

to lack of need at this time. (see attached MAR)
The Director of Wellness reviewed medication audit, refill process and regulations related to violation with all

Medication Technicians individually between the dates of 5/6/26 and 5/8/26.
All Medication Technician staff were assigned additional education regarding medication errors on June 1st through

Relias “Avoiding Common Medication Errors” module with expected due date of completion on June 12th.

Long term Corrective Action:
The Wellness Director will continue weekly medication cart and treatment supply audits to ensure ordered

medications are available, and documentation accurately reflects care provided.
The Director of Wellness will continue to monitor the Point Click Care wellness workspace dashboard for medication

administration and documentation compliance.
The Executive Director will continuously monitor compliance through biannual quality assurance Resident clinical

file audits in February and August. 

Licensee's Proposed Overall Completion Date: 06/04/2026

Implemented (  - 07/16/2026)

187b - Date/Time of Medication Admin.

6. 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
Resident #6 has an order for Metoprolol Succ ER 25mg tab at 8:00a.m. The order states to hold the medication if the
resident’s SBP is less than 100 or Heart Rate is less than 60. On 4/5/26 resident #6’s medication administration record
indicated the resident’s blood pressure was 96/58 but documents the medication was administered. However, the
nursing note from 4/5/26 indicated the medication was held due to a SBP under 100.  
 
 
 

Plan of Correction Accept (  - 06/16/2026)
Immediate Corrective Action:
The Director of Wellness reviewed regulations related to violation with all Medication Technicians individually

between the dates of 5/6/26 and 5/8/26.
All Medication Technician staff were given additional education regarding medication availability, documentation

accuracy, and safe medication management procedures on June 1st through the Relias “Documenting Medications”
module with expected due date of completion on June 12th.
All Medication Technician staff were given additional education regarding medication errors on June 1st through

the Relias “Avoiding Common Medication Errors” module with expected due date of completion on June 12th.
Director of Wellness updated eMAR settings to require parameters entry prior to

Long term Corrective Action:
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The Director of Wellness will continue to monitor the Point Click Care wellness workspace dashboard for medication
compliance.
The Executive Director will continuously monitor compliance through biannual quality assurance audits in February
and August. 

Licensee's Proposed Overall Completion Date: 06/04/2026

Implemented (  - 07/16/2026)

187d - Follow Prescriber's Orders

7. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
Resident #2 has an order for blood glucose to be measured 4 times a day at 7:30 a.m., 11:30 a.m. 4:30 p.m. and 8:00
p.m. On 5/3/26, the resident had their blood glucose taken 3 times a day; 7:30 a.m., 11:30 a.m., and 4:30 p.m. On
5/4/26 the resident had their blood glucose taken 3 times a day; 7:30 a.m., 11:30 a.m., and 4:30 p.m.   
 
 
Repeated Violation:  9/25/25
 

Plan of Correction Accept (  - 06/16/2026)
Immediate Corrective Action:
-Resident #2’s blood glucose monitoring schedule was reviewed with medication administration staff 5/5/26 to
ensure blood glucose checks are completed according to physician orders.
-The Director of Wellness reviewed regulations related to violation with all Medication Technicians individually
between the dates of 5/6/26 and 5/8/26.
All Medication Technician staff were given additional education regarding medication availability, documentation
accuracy, and safe medication management procedures on June 1st through the Relias “Documenting Medications”
module with expected due date of completion on June 12th.
-All Medication Technician staff were given additional education regarding medication errors on June 1st through
the Relias “Avoiding Common Medication Errors” module with expected due date of completion on June 12th.

Long-term Corrective Action:
-The Director of Wellness will implement routine medication administration and treatment audits to ensure
physician orders are followed as written, including required blood glucose monitoring frequencies.
-The Director of Wellness will continue to monitor the Point Click Care wellness workspace dashboard for medication
compliance.
-The Executive Director will continuously monitor compliance through biannual quality assurance audits in February
and August. 

Licensee's Proposed Overall Completion Date: 06/04/2026

Implemented (  - 07/16/2026)
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