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 N 000 Initial Comments  N 000

On 11/05/2024, Surveyor conducted a complaint 

investigation at BeeHive Homes of Oregon, a 

CBRF located in Oregon, WI.

As a result of the investigation, 1 violation of 

Chapter DHS 83 was issued.

The complaint was substantiated.

 

 N 352 83.32(3)(h) Rights of Residents: Receive 

medication

In addition to the rights under s. 50.09, Stats., 

each resident shall have all of the following rights: 

Receive medication.  Receive all prescribed 

medications in the dosage and at intervals 

prescribed by a practitioner.  The resident has the 

right to refuse medication unless the medication 

is court ordered.

This Rule  is not met as evidenced by:

 N 352

Based on record review and interview, Resident 1 

did not receive prescribed medication in the 

dosage prescribed by a practitioner.  Resident 1 

received a dose of oxycodone that was double 

what was prescribed by Resident 1's Primary 

Care Physician (PCP).

Findings include:  

On 09/25/2024, The Department received a 

complaint that a resident received a double dose 

of oxycodone on 09/24/2024.

On 11/05/2024 at 10:00 AM, Surveyor reviewed 

facility documentation of the incident on 

09/24/2024.  An incident report dated 09/24/2024 

confirmed that Resident 1 received 10 mg 

oxycodone when s/he should have received 5 mg 
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 N 352Continued From page 1 N 352

oxycodone.  

On 11/05/2024 at 10:30 AM, Surveyor interviewed 

Administrator A.  Administrator A confirmed that 

on 09/24/2024 at 7:10 PM, Resident 1 received a 

dose of oxycodone that was double what was 

prescribed by Resident 1's PCP.  Administrator A 

stated that Resident 1 was prescribed oxycodone 

5 mg, and received 10 mg oxycodone by mistake.  

Hospice was called and staff were instructed to 

monitor Resident 1.

Administrator A acknowledged that Resident 1 

received the 10 mg oxycodone and that 

Caregiver B was retrained and Nursing will be 

conducting more training and more frequent 

audits to help prevent further incidents.
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