






187d - Follow Prescriber's Orders

1. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
Resident is prescribed  at 8:00a.m.. However, this medication was not administered to resident
from to  because the medication was not available in the home.  

Repeated Violation

Plan of Correction Accept - 09/25/2026)
Immediate Resolution: On 08/15/2026, the Executive Director immediately contacted the Resident Wellness Director
and the Resident Care Director upon learning of the unavailable medication and missed administrations to learn if
they were already working on the situation. The ED learned that a new script was needed. The RCD had contacted
the resident’s identified PCP Office for a new script; however, the RWD informed the ED that the resident’s hospice
agency was now supplying all of her medications, not just comfort medications. The RWD contacted the resident’s
Hospice RN who was notified of the missed administrations, obtained a new script from the hospice Medical Director,
and sent it into the pharmacy. The medication was received in the community on 08/15/2026 and the resident
began receiving it as scheduled on 08/16/2026. The Medication Technicians were verbally informed by the ED that
all of the resident’s medications now go through her hospice agency. An Informational Order was placed in the
eMAR indicating that her hospice now provides her medications and for 15-day supplies.
The missed medication administrations of the Olmesartan 40MG from 08/10/2026 to 08/15/2026 were reported to
the BHSL by the ED on 08/15/2026 with the BHSL Incident Reporting Form when the ED learned of the unavailable
medication and missed administrations for Resident  from the Medication Technician on 08/15/2026. This report
submission resulted in the site visit on 08/27/2026.  
Training Plan: The Executive Director provided the Resident Wellness Director and the Resident Care Director with
training regarding MAR reviews, to include Exception Reports. MAR reviews identify the missed/undocumented
administrations. The Exception Report identifies medications that have been documented on as missed and the
reason why. This training was provided verbally on 08/28/2026. The training will be reviewed and documented on
the State Training Record by 09/29/2026. The Medication Technicians were provided with verbal training on 08/15
2026 by the ED regarding proper medication ordering, notification to the RWD and RCD of medication needs and
proper follow-up. Training will be reviewed with them and documented on the State Training Record on 09/29/2026
with our Monthly Staff Meeting. 
Monitoring & Audit Plan: The Resident Wellness Director and/or designee will conduct daily MAR audits rather than
weekly beginning 09/25/2026, to include the Exception Reports, to monitor for the accuracy of medication
administration documentation in the eMARs and weekly Medication Cart Audits to ensure that all medications with
an active order are available in the Medication Carts at all times. These audits have been ongoing since 03/19/2026.
The daily MAR audits will continue for a period of 60 days or until consistent compliance is noted. The audit binder
will be maintained in the Wellness Office.  
Sustainability Plan: To monitor compliance, monthly quality management meetings are now conducted ongoing on
the fourth Monday of the month. The leadership team will review all audits initiated with this POC beginning
09/28/2026, continuing through 12/28/2026 or until consistent compliance is noted. Minutes will be maintained by
the Executive Director.  

Licensee's Proposed Overall Completion Date: 09/30/2026

Implemented  10/01/2026)
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188b - Medication Error Reporting

2. Requirements
2600.
188.b. A medication error shall be immediately reported to the resident, the resident’s designated person and the

prescriber.
Description of Violation
Resident  is prescribed  at 8:00a.m.. However, this medication was not administered to resident
from  to 26 because the medication was not available in the home. The medication error was not reported
to the physician until 

Plan of Correction Accept  09/25/2026)
Immediate Resolution: On 08/15/2026, the Resident Wellness Director reported the missed medication
administrations to Resident s hospice RN to relay to the hospice Medical Director in the process of obtaining a
new order; however, this was completed by phone without having documentation to show it occurred.
Training Plan: The Executive Director provided the Resident Wellness Director and the Resident Care Director with
training regarding notification and documentation of missed medication administrations to the physicians,
identifying methods such as fax and emails as documented notifications that can be printed and placed in the
medical chart. They were also instructed to complete a progress note in the medical chart to notate the notification.
The training was completed by the ED verbally on 08/28/2026. The training will be reviewed and documented on the
State Training Record on 09/29/2026.
Monitoring & Audit Plan: The Resident Wellness Director and/or designee will conduct weekly medical chart audits
in conjunction with MAR audits for any resident identified as having a missed medication administration during that
week to ensure that documentation of the notification of the physician is in the medical chart as well as the progress
notes. The audit binder will be maintained in the Wellness Office.  
Sustainability Plan: To monitor compliance, monthly quality management meetings are now conducted ongoing on
the fourth Monday of the month. The leadership team will review all audits initiated with this POC beginning
09/28/2026, continuing through 12/28/2026 or until consistent compliance is noted. Minutes will be maintained by
the Executive Director.  

Licensee's Proposed Overall Completion Date: 09/30/2026

Implemented  - 10/01/2026)
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