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Ensure medication error rates are not 5 percent or greater.

Based on observation, interview, and record review, the facility failed to ensure its medication error
rate was below five (5) percent (%) for two of five sampled residents (Residents 1 and 69) during the
Medication Administration Facility Task conducted on 12/30/2025. The facility had seven (7)
medication errors out of 29 observed opportunities on 12/30/2025 during the 9 a.m. routine
medication pass (a structured process of administering medications to ensure residents receive
medications safely, accurately, and timely), resulting in an overall medication error rate of 24.14%. The
facility failed to:1. Obtain a physician's order to crush Resident 1's medications for administration via
gastrostomy tube (g-tube, also known as an enteral tube - a soft tube inserted through the abdominal
wall directly into the stomach, providing a way to deliver nutrition, fluids and medicine for individuals
with swallowing difficulties). 2. Ensure Licensed Vocational Nurse 1 (LVN 1) flushed the g-tube with
at least 15 milliliters (ml - a unit of measure for volume) of purified water between the administration
of each of the following medications, as ordered by Resident 1's physician: a. Acetaminophen (a
medication used as a pain reliever and fever [abnormally high body temperature] reducer)b.
Methocarbamol (a medication used to treat muscle spasms [sudden, involuntary, and often painful
tightening or contraction of one or more muscles] and stiffness caused by muscle or bone conditions
and injuries)c. Multiple Vitamins-Minerals tablet (a dietary supplement containing essential nutrients
the body needs to work properly and stay healthy).d. Potassium Chloride 10% solution (an electrolyte
[essential minerals that help balance the level of fluid in the body] supplement used to treat or
prevent low levels of potassium [an essential mineral and electrolyte vital for nerve signals, muscle
contractions {including the heart}, fluid balance, and blood pressure {BP} regulation] in the blood)e.
Phenobarbital (medication that slows down the brain and central nervous system [CNS - made up of
the brain and spinal cord, serves as a processing center that manages everything your body does],
primarily used to control seizures [also known as epilepsy, a sudden, uncontrolled electrical
disturbance in the brain which can cause uncontrolled jerking {movement}, blank stares, and loss of
consciousness {a temporary state where a person becomes unaware of themselves and their
surroundings}]). f. Miralax (also known as polyethylene glycol 3350, a medication used to treat
occasional constipation [problem with passing stool]). 3. Ensure LVN 1 administered at least eight
ounces (oz. - unit for measuring weight or liquid volume) of water with Resident 1's Potassium
Chloride solution as ordered by the physician. These deficient practices had the potential to cause
Resident 1's g-tube to become clogged due to medication buildup or drug incompatibility (refers to the
undesirable reaction between two or more medicines, or a drug and a solution, causing changes in
appearance, stability, safety or effectiveness, when the solutions are combined in the same syringe,
tubing, or bottle) which may alter drug effects, reduce medication effectiveness, or result in
overdosing from residual medication. These failures placed Resident 1 at risk for poor medication
absorption, gastrointestinal (GI- relating to the stomach and the intestines [long, tube-shaped organ in
the abdomen]) complications, ineffective treatment, potential seizure activity, hospitalization, and
even death.4. Ensure Licensed Vocational Nurse 2 (LVN 2) administered a medication in accordance
with the physician's prescribed orders when LVN 2 failed to measure Resident 69's heart rate (HR)
prior to administering Amlodipine (a medication used to treat high BP) on 12/30/2025 during the 9
(continued on next page)
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a.m. routine medication pass. This deficient practice had the potential to result in delayed care and
treatment and mismanagement of Resident's 69's hypertension (abnormally high blood pressure)
placing Resident 69 at risk for signs and symptoms of cardiac complications, including dizziness
(feeling unsteady and feeling like you might faint) leading to falls, shortness of breath, and chest pain.
On 12/31/2025 at 3:20 p.m., while onsite at the facility, the State Survey Agency (SSA), during the
facility's annual recertification survey, identified an Immediate Jeopardy (IJ - a situation in which the
facility's noncompliance with one or more requirements of participation has caused, or is likely to
cause serious injury, harm, impairment, or death to a resident) under 42 CFR S483.45(f)(1) Medication
error rates are not 5% or greater. The Administrator (ADM) and the Director of Nursing (DON) were
notified on 12/31/2025 at 3:20 p.m. of the IJ situation, due to the facility's failure to maintain a
medication error rate below 5% by having seven (7) medication errors out of 29 observed opportunities
on 12/30/2025 during the 9 a.m. routine medication pass, resulting in an overall error rate of
24.14%.On 1/2/2026 at 2:38 p.m., the ADM provided an IJ Removal Plan (a plan that identifies all
actions the facility will take to immediately address the noncompliance that has resulted in the IJ
situation) which included the following summarized actions: 1. On 12/30/2025 at 2:20 p.m., upon
notification of the IJ, the facility's pharmacist a person who is professionally qualified to prepare and
dispense medicinal drugs and advise on their use) conducted a medication regimen review (a
thorough, ongoing evaluation of all medications a resident takes) for Resident 1 and recommended
obtaining a phenobarbital level (a test that measures the concentration of phenobarbital in the
bloodstream). 2. On 12/30/2025 at 4 p.m., the DON initiated a change of condition (COC - major
decline or improvement in a resident's status that will not resolve without intervention) monitoring
and care plan for Resident 1.3. On 12/30/2025 at 4 p.m., the ADM had a one-on-one (refers to
individualized, one-on-one education provided to a single individual by a staff member or professional)
discussion with LVN 1 to address identified root-cause issues, including lack of proficiency despite
prior training and inability to recall medication administration procedures. 4. On 12/30/2025 at 4:50
p.m., Resident 1's was assessed by Resident 1's attending physician. 5. On 12/30/2025 at 5:30 p.m.,
Licensed Vocational Nurse 4 (LVN 4) administered Resident 1's medication in place of LVN 1.6. On
12/30/2025 at 7 p.m., all available licensed nurses, including LVN 1, received in-service (refers to on
the job training and education for staff to update their skills, learn new procedures, meet regulatory
requirements and stay current with best practices for resident care) training from the DON on
medication administration via g-tube. 7. On 12/31/2025 at 4 p.m. the Minimum Data Set Nurse (MDSN)
initiated a change of condition and updated the care plan for Resident 69.8. On 12/31/2025 at 7 p.m.,
the facility's pharmacy nurse consultant provided LVN 1 with one-on-one in-service education,
including skills verification and competency assessment related to medication administration in
accordance with the facility's policy and procedure (P&P) titled, Policy and Procedure: General
Guidelines for Administering Medications Via Enteral Tube.9. On 12/31/2025, between 6 p.m. to 9
p.m., all available licensed nurses received in-service education and completed one-on-one medication
administration skills competency validation through return demonstration, discussion, and
question-and-answer with the pharmacy nurse consultant.10. Beginning 12/31/2025, LVN 1 and any
licensed nurse observed to lack medication administration proficiency will be removed from
medication administration duties until competency is demonstrated by successfully administering
medications to at least five residents or a minimum of 25 medications with a medication error rate of
no greater than five percent (5%), as observed by the DON.11. Any licensed nurses who were
unavailable on 12/31/2025 will receive in-service education and skills competency validation from the
DON, Pharmacy Consultant (PC), or designee regarding the P&P titled, General Guidelines for
Administering Medications Via Enteral Tube and Administration Procedures For All Medications prior
to working their next scheduled shift. All licensed nurses will complete in-service and skill check by
1/6/2026.12. Beginning on 12/31/2025, medication administration skills checks and competency
assessments for all licensed nurses will be conducted monthly for three months by the pharmacy
(continued on next page)
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nurse consultant. All shifts, including nights, weekends, and holidays, will be included.13. On
1/1/2026, Resident 1's preliminary laboratory results (outcome of test indicating a resident's health
status) were communicated to Resident 1's physician, who ordered phenobarbital 40 milligrams (mg -
a unit of measure for weight) twice a day via g-tube, iron (a medication used to treat and prevent low
blood levels of iron, a vital mineral essential crucial for bodily functions like growth and energy) 300
mg via g-tube daily, phenobarbital level in one week, and a complete blood count (CBC - a blood test
that measures and evaluates red blood cells [which carry oxygen], white blood cells [which fight
infection], and platelets [which help blood to clot {prevent excessive bleeding when injured}) and
iron level (refers to the amount of iron in the blood) in six weeks.14. On 1/1/2026, LVN 1 was placed
on a Performance Improvement Plan and will not administer medications until medication proficiency
is demonstrated, as determined by the DON.15. The Administrator will be reporting the results of the
pharmacy consultant skills check and competency as well as the medication pass observation audits
to the Quality Assurance (QA) committee for review and further recommendations as needed to
ensure substantial compliance. Substantial compliance will be demonstrated by three consecutive
monthly QA meetings with medication error rates of less than 5%. If substantial compliance is not
achieved after three months, further actions will be initiated by the QA committee, and all nurses will
continue to receive skills check competency and medication pass observation audits monthly for
medication administration by the pharmacy consultant nurse and DON until such time facility is in
substantial compliance.On 1/2/2026 at 4:30 p.m., while onsite at the facility, the SSA verified and
confirmed the facility's full implementation of the IJ Removal Plan through observations, interviews,
and record reviews, and determined the IJ situation regarding the facility's failure to maintain a
medication error rate below 5% by having seven (7) medication errors out of 29 observed opportunities
on 12/30/2025 during the 9 a.m. routine medication pass, resulting in an overall error rate of 24.14%
was no longer present. The SSA removed the IJ situation, while onsite, on 1/2/2026 at 4:30 p.m. in
the presence of the ADM and DON. Cross-reference F760.Findings: 1. During a review of Resident 1's
admission Record (AR), the AR indicated the facility admitted the resident on 12/2/2025, with
diagnoses including epilepsy, hemiplegia (total paralysis [loss of ability to move] of the arm, leg, and
trunk on the same side of the body) and hemiparesis (a medical condition that causes weakness on
one side of the body) following cerebral infarction (occurs as a result of disrupted blood flow to the
brain due to problems with the blood vessels [tubular structure carrying blood through the tissues and
organs] that supply it).

During a review of Resident 1's History and Physical (H&P &ndash; a comprehensive assessment of a
resident's medical condition), dated 12/5/2025, the H&P indicated Resident 1 does not have the
capacity to understand and make decisions.

During a review of Resident 1's Minimum Data Set (MDS- a resident assessment tool), dated
12/8/2025, the MDS indicated the resident rarely to never demonstrated the ability to make
self-understood and understand others and had severely impaired cognitive skills (a significant
decline in thinking, memory, and reasoning that makes it impossible for a person to live independently
or perform daily tasks). The MDS further indicated the resident required a feeding tube and was
prescribed a high-risk anticonvulsant medication (a type of drug that is used to prevent or treat
seizures or convulsions by controlling abnormal electrical activity in the brain).

During a review of Resident 1's Order Summary Report (OSR &ndash; a document that provides a
consolidated, current list of all medications prescribed for a resident) for December 2025, the OSR
indicated the following Physician Orders:

a. Dated 12/11/2025. Acetaminophen oral tablet 325 mg. Give two tablets via g-tube three times a day
(continued on next page)
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for pain management not to exceed (NTE) three grams (gm- a unit of mass [weight]) of
Acetaminophen from all sources within a 24-hour period.

b. Dated 12/3/2025. Methocarbamol oral tablet 750 mg. Give two tablets via g-tube three times a day
for muscle spasms.

c. Dated 12/2/2025. Multiple Vitamins-Minerals tablet. Give one tablet via g-tube one time a day for
supplement.

d. Dated 12/3/2025. Potassium chloride 10% oral solution, 20 milliequivalent (meq - a unit of
measurement) per 15 ml. Give 15 ml via g-tube one time a day for potassium supplement, give with at
least 8 oz. of water.

e. Dated 12/2/2025. Phenobarbital oral tablet 30 mg. Give one tablet via g-tube two times a day for
seizure.

f. Dated 12/2/2025. Polyethylene Glycol 200 Liquid (Polyethylene Glycol 200) [sic &ndash; entry
appears erroneous]. (Polyethylene Glycol 200 was possibly entered in error, as Polyethylene Glycol
3350 {Miralax} was observed during Medication Administration Facility Task on 12/30/2025). Give 17
gm via g-tube one time a day every Mon, Tue, Thu, and Fri for bowel management. Mix with four to
eight oz. of water (prior to administration) and give via g-tube; Hold if with loose bowel movement
(BM).

g. Dated 12/2/2025. Enteral feeding order: Flush the feeding tube every shift with at least 15 ml of
purified water between each medication. Flush one final time with at least 15 ml purified water after
all medications are administered.

The OSR for December 2025 reviewed on 12/30/2025 did not indicate a physician order for
medications to be crushed before administration via g-tube. During a review of Resident 1's Care Plan
(CP) Report titled, Impaired neurological function related to complex central nervous system disorders
and neuromuscular (relating to nerves and muscles) impairment., initiated on 12/30/2025, the CP
indicated an intervention to administer phenobarbital and methocarbamol as ordered and to monitor
the resident's (Resident 1) therapeutic response and observe for adverse effects (an undesired effect
of a drug or other type of treatment).

During an observation on 12/30/2025 at 8:31 a.m., with LVN 1, during the Medication Administration
Facility Task, observed LVN 1 in front of Resident 1's room preparing for the morning (9 a.m.)
medication pass. LVN 1 removed the following medications from the medication cart:

1. Acetaminophen 325 mg oral tablets.2. Methocarbamol 750 mg oral tablets. 3. Multiple
Vitamins-Minerals one tablet. 4. Potassium Chloride oral solution 20 meq/15 ml (10%).5. Phenobarbital
30 mg oral tablet6. Miralax 17 gm packet.

LVN 1 crushed two 325 mg Acetaminophen tablets and placed them into a medication cup.

LVN 1 crushed two 750 mg Methocarbamol tablets and placed them into a medication cup.

LVN 1 crushed one Multiple Vitamins-Minerals tablet and placed it into a medication cup.
(continued on next page)
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LVN 1 poured 15 ml of Potassium Chloride oral solution 20 meq/15 ml into a medication cup.

LVN 1 crushed one 30 mg Phenobarbital tablet and placed it into a medication cup.

LVN 1 mixed the Miralax packet with approximately four to eight oz. of water in a drinking cup.

LVN 1 donned (put on) a gown, mask, and gloves and placed the prepared medications on the bedside
(place next to a resident's bed) table. LVN 2 identified Resident 1 using the armband and Point Click
Care (PCC- an electronic healthcare record system).

LVN 1 checked the g-tube placement by checking for residuals and listening for gurgling sounds using
a stethoscope (a medical tool that helps healthcare providers listen to internal body sounds, like
heartbeats, breathing, and gut noises, by amplifying them through earpieces connected to a chest
piece, allowing for diagnosis of heart, lung, and intestinal issues) on the abdomen while flushing air
into the g-tube. LVN 1 confirmed Resident 1's g-tube placement.

LVN 1 flushed the g-tube with 15 ml of water.

LVN 1 then took the crushed acetaminophen tablets, poured 15 ml of water in the cup, mixed the
medication using the piston syringe (a medical device with a hollow barrel and a movable plunger
used to inject or withdraw fluids from the body, featuring a nozzle for attaching needles or tubing,
offering precise control for applications like wound irrigation, medication delivery, or lab use) tip,
aspirated (pulling back on the plunger on the piston syringe to draw up medication) the medication
into the syringe and administered the medication via Resident 1's g-tube.

LVN 1 repeated this process for the crushed Methocarbamol tablets and the crushed Multiple
Vitamins-Minerals tablet, administering each medication via the g-tube without flushing the g-tube
with at least 15 ml of purified water between each medications. LVN 1 took the crushed
Methocarbamol tablets, poured 15 ml of water in the cup, mixed the medication using the piston
syringe tip, aspirated the medication into the syringe, and administered the medication via Resident
1's g-tube. LVN 1 took the crushed Multiple Vitamins-Minerals, poured 15 ml of water in the cup,
mixed the medication using the piston syringe tip, aspirated the medication into the syringe, and
administered the medication via Resident 1's g-tube.

LVN 1 aspirated the 15 ml of Potassium Chloride oral solution and administered the medication via
piston syringe through the g-tube, LVN 1 then added 15 ml of water to the empty medication cup to
wash off remaining medication, aspirated the water mixed with the remaining solution, and
administered the medication via Resident 1's g-tube. LVN 1 did not follow the physician's order to
administer the Potassium Chloride with at least 8 oz. of water.

LVN 1 took the crushed Phenobarbital, poured 15 ml of water in the cup, mixed the medication using
the piston syringe tip, aspirated the medication into the syringe, and administered the medication via
Resident 1's g-tube.

LVN 1 took the Miralax solution and administered the medication via Resident 1's g-tube.

Following medication administration, LVN 1 flushed Resident 1's g-tube with an additional 15 ml of
water and re-connected the resident to the enteral feeding.
(continued on next page)
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LVN 1 removed her (LVN 1) gown and gloves, washed her hands, and documented the medication
administration.

During a concurrent interview and record review on 12/30/2025 at 9:15 a.m., with LVN 1, in front of
Resident 1's room, Resident 1's OSR for December 2025 and Medication Administration Record (MAR-
a document tracking every medication given to a resident, detailing the drug, dose, time, route) for
12/30/2025 were reviewed. LVN 1 stated she (LVN 1) had been working in the facility since July
2025 and could not recall being observed or evaluated for medication administration via g-tube. LVN 1
stated that when she (LVN 1) administers medication via g-tube, each medication should be prepared
in a separate medication cup and should not be mixed with other medications. LVN 1 further stated
that g-tube medications should be administered one at a time and that the tubing should be flushed
with 15 to 30 ml of water, depending on the physician's order. LVN 1 stated that prior to medication
administration, she (LVN 1) checks g-tube placement by instilling air into the tubing and listening for
gurgling sounds. LVN 1 stated that if a medication is in powdered or crushed form, she (LVN 1)
reconstitutes (to add liquid to a dry or powdered medication to make a solution) it by adding 15 ml of
water to dissolve the medication for g-tube administration. LVN 1 stated she was supposed to pour
the medication one at a time slowly through the barrel of the piston syringe by gravity for medication
administration via g-tube, however, with Resident 1 she (LVN 1) decided to push the medication using
the piston syringe because on a prior occasion, when she (LVN 1) was administering medications by
gravity, the resident coughed and the medication spilled. LVN 1 stated each medication administration
should be followed by flushing the g-tube with 10 to 15 ml of water in between. LVN 1 stated she
(LVN 1) failed to flush the g-tube with 10 to 15 ml of water between medication administrations for
Resident 1 and stated she forgot to perform the flushes. LVN 1 further stated that failure to flush the
g-tube in between medication administration could result in clogging of the g-tube and might cause
chemical and or drug interactions to Resident 1. LVN 1 stated there was a physician order within the
enteral feeding orders to flush Resident 1's feeding tube with at least 15 ml of purified water between
each medication. LVN 1 also stated there was a physician to give the 15 ml Potassium Chloride oral
solution with at least eight oz. of water. LVN 1 stated she (LVN 1) did not administer the additional
eight oz. of water when she gave the Potassium Chloride solution via g-tube. LVN 1 stated her (LVN
1) failure could result in gastric irritation for the resident. LVN 1 stated she (LVN 1) considered not
flushing in between medication administration and not giving 8 oz of water with Potassium Chloride
as ordered by Resident 1's physician, to be medication errors.

During an interview on 12/30/2025 at 12:13 p.m., with the PC, the PC stated that when administering
medications via g-tube, the licensed staff should flush the tubing between medications to ensure each
medication fully passes through the tubing. The PC further stated that failure to flush the g-tube with
water between medication administrations may result in potential medication interactions and
potential clogging of the g-tube. The PC stated LVN 1 should have followed the physician's order to
administer Potassium Chloride solution with at least eight oz. of water to prevent gastric irritation.
The PC stated not following the physician's order to administer potassium chloride solution with the
required amount (at least eight oz.) of water via g-tube and not flushing the g-tube with 15 ml of water
in between medications constituted medication errors.

During a concurrent interview and record review on 12/30/2025 at 1:07 p.m., with the DSD, LVN 1's
Employee File was reviewed. The DSD stated there was no medication pass skills check list in LVN
1's file specifically for g-tube medication administration. The DSD stated he (DSD) observes licensed
staff during medication passes via g-tube; however, he (DSD) has not observed LVN 1 performing
g-tube medication administration at all. The DSD further stated that when he (LVN 1) observes
licensed staff, he (LVN 1) does not complete any formal competency checklist. The DSD stated that
(continued on next page)
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during in-services, he instructs licensed staff that medications administered via g-tube should be
flushed between each medication and should be given by gravity. The DSD stated the purpose of
flushing the g-tube is to ensure that the medication is fully delivered and to prevent g-tube clogging.
The DSD stated that not flushing the g-tube in between medication administration has the potential to
result in chemical interactions between medications, which could harm the resident. The DSD also
stated LVN 1 did not follow the physician's order to administer at least eight oz. of water with the
Potassium Chloride solution for Resident 1, which could result in gastric irritation. The DSD stated
that while new employees shadow experienced staff to ensure they are ready to care for residents in
the facility, there is no formal nursing competency checklist for special procedures such as g-tube
medication administration. The DSD further stated there should be a physician's order to crush
medications for g-tube administration. The DSD stated there was no order on Resident 1's OSR
indicating to crush medications for g-tube administration. The DSD stated it was important to obtain
an order to crush medications for g-tube administration for the provider to be aware that certain
medications needed to be converted to another form prior to administration. The DSD stated failure to
follow the physician's order to flush the g-tube with at least 15 ml of water between medications, and
failure to administer Potassium Chloride solution with at least eight oz. of water via the g-tube,
constitutes a medication error.

During a concurrent interview and record review on 12/30/2025 at 2:14 p.m., with the DON, Resident
1's OSR for December 2025, MAR for 12/30/2025, and CP Report titled, Impaired neurological function
related to complex central nervous system disorders and neuromuscular impairment., initiated on
12/30/2025 were reviewed. The DON stated medications administered via g-tube should be flushed
with 10 to 15 ml of water in between each medication to prevent g-tube clogging and potential
medication interactions that could be harmful to residents. The DON stated LVN 1 failed to flush
Resident 1's g-tube between medication administrations placing Resident 1 at risk for g-tube clogging
and potential medication interactions. The DON further stated Potassium Chloride solution,
Methocarbamol, and Phenobarbital are significant medications associated with serious potential
adverse reactions (any unwanted, unpleasant, or harmful effect that happens while you are using a
medicine or having another medical treatment). The DON stated LVN 1 did not administer at least
eight oz. of water with Potassium Chloride solution for Resident 1, placing Resident 1 at risk for
gastric distress (uncomfortable digestive issues such as bloating, abdominal pain, cramping often
signaling an upset stomach). The DON stated not following the physician's order to flush the g-tube
with 15 ml of water in between medication administration and not giving at least eight oz. of water
with potassium chloride solution are considered medication errors that could potentially lead to
hospitalization. The DON stated Resident 1's OSR did not indicate an order to crush Resident 1's
medications for administration via gastrostomy tube. The DON stated that obtaining a physician's
order to crush medications is essential to ensure provider awareness that certain medications require
conversion to an alternative form prior to administration.

During a concurrent interview and record review on 12/30/2025 at 3:10 p.m. with LVN 1, LVN 1's
Medication Pass Observation Form, dated 8/5/2025 and 12/17/2025, were reviewed. LVN 1 stated
she (LVN 1) barely remembers being observed during medication passes. LVN 1 authenticated her
signature on 8/5/2025, however the medication pass observation dated 12/17/2025 did not include a
signature line, and LVN 1 stated she (LVN 1) does not recall being observed on that date.

During an interview on 12/30/2025 at 4:42 p.m., with the Medical Director (MD), the MD stated LVN
1's clinical practice was deficient, with the potential to clog Resident 1's tubing and cause possible
medication interactions. The MD further stated that his (MD) order for Potassium Chloride solution
should have been followed and administered with at least eight oz. to prevent gastric irritation.
(continued on next page)
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During a review of the PC's Drug Interaction Screening (DIS) for Resident 1, undated, the DIS
identified the following medications as having potential drug interactions with corresponding Drug
Interaction Risk Ratings:

1. Monitor therapy - Multivitamins/Minerals and Phenobarbital (Barbiturates &ndash; CNS depressant
[medications that slow brain activity causing relaxation and drowsiness] used for seizure control)*
Summary: Multivitamins/Minerals may decrease serum (clear liquid part of blood where drug levels
are measured to guide dosing) concentrations of Barbiturates. * Severity: Moderate * Reliability
Rating Intermediate-Low* Patient Management: Monitor for decreased serum concentrations and
reduced therapeutic effects of barbiturates in patients receiving concomitant (same time)
multivitamins.

2. Monitor therapy - Phenobarbital and Acetaminophen* Summary: Phenobarbital may increase the
metabolism (the body's way of breaking down medications into smaller, more dissolvable in water
compounds that are easier to remove) of Acetaminophen. Specifically, increasing the formation of the
hepatotoxic (a condition characterized by damage to the liver caused by exposure to harmful
substances, such as certain medications, toxins, or chemicals) metabolite (any substance that is
produced or used during your body's natural chemical processes) may be increased. * Severity
Moderate * Reliability Rating Intermediate.* Patient Management: Monitor for increased
hepatotoxicity if acetaminophen is combined with phenobarbital, as liver toxicity may occur at lower
acetaminophen doses when used with phenobarbital. Additionally, consider monitoring for reduced
acetaminophen effectiveness.

3. Monitor therapy - Phenobarbital (CNS Depressants) and MethocarbamolSummary: CNS Depressants
may increase CNS depressant effects of Methocarbamol. * Severity Moderate * Reliability Rating:
Intermediate-Low* Patient Management: Caution patients that concomitant use of other CNS
depressants may potentiate the CNS depressant effects of methocarbamol.

During a concurrent interview and record review on 12/31/2025 at 10:06 a.m., with the DON, facility
Drug References (date not specified) and Resident 1's CP Report titled, Impaired neurological function
related to complex central nervous system disorders and neuromuscular impairment., initiated on
12/30/2025 were reviewed. The DON stated the pharmacy representatives who conducted medication
pass observations for LVN 1 were Contracted Licensed Vocational Nurse 1 (CLVN 1) and Contracted
Licensed Vocational Nurse 2 (CLVN 2). The DON stated that facility staff contact the PC for
medication-related questions and that the facility does not maintain a specific drug handbook or
reference resource for reviewing potential drug interactions. The DON further stated there was no
care plan developed and implemented on medication administration via g-tube in Resident 1's
electronic health record. The DON stated the purpose of a care plan is to ensure staff understand the
proper procedures for medication administration via g-tube, however, the DON stated that the
physician's order to flush the g-tube between medications should have been sufficient to guide LVN 1.
The DON stated she (DON) did not believe the absence of a g-tube medication administration care plan
would have altered the outcome. The DON stated LVN 1's failure to flush the g-tube between
medication administration could result in g-tube clogging and increase the risk for potential drug
interactions.

During a concurrent interview and record review on 12/31/2025 at 12:25 p.m., with CLVN 1, LVN 1's
Medication Pass Observation Form, dated 8/5/2025, was reviewed. CLVN 1 stated she (CLVN 1)
conducted the Medication Pass Observation for LVN 1 on 8/5/2025. CLVN 1 stated during the
observation period, there were no residents with a g-tube that LVN 1 was caring for. CLVN 1 further
(continued on next page)
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stated she (CLVN 1) discussed the P&P titled, General Guidelines for Administering Medication Via
Enteral Tube, with LVN 1 however, no actual return demonstration of g-tube medication
administration was observed. CLVN 1 stated she (CLVN 1) discussed the importance of flushing the
g-tube in between medication administrations to promote drug absorption of t
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Ensure that residents are free from significant medication errors.

Based on observation, interview, and record review, the facility failed to: 1. Ensure one of five
sampled residents (Resident 1) was free of any significant medication errors (the observed or
identified preparation or administration of medications which are not in accordance with the
prescriber's order, manufacturer's specifications, and accepted professional standards) when the
facility failed to:A. Obtain a physician's order to crush Resident 1's medications for administration via
gastrostomy tube (g-tube, also known as an enteral tube - a soft tube inserted through the abdominal
wall directly into the stomach, providing a way to deliver nutrition, fluids and medicine for individuals
with swallowing difficulties). B. Ensure Licensed Vocational Nurse 1 (LVN 1) flushed the g-tube with
at least 15 milliliters (ml - a unit of measure for volume) of purified water between the administration
of each of the following medications, as ordered by Resident 1's physician: a. Acetaminophen (a
medication used as a pain reliever and fever [abnormally high body temperature] reducer)b.
Methocarbamol (a medication used to treat muscle spasms [sudden, involuntary, and often painful
tightening or contraction of one or more muscles] and stiffness caused by muscle or bone conditions
and injuries)c. Multiple Vitamins-Minerals tablet (a dietary supplement containing essential nutrients
the body needs to work properly and stay healthy).d. Potassium Chloride 10% solution (an electrolyte
[essential minerals that help balance the level of fluid in the body] supplement used to treat or
prevent low levels of potassium [an essential mineral and electrolyte vital for nerve signals, muscle
contractions {including the heart}, fluid balance, and blood pressure {BP} regulation] in the blood)e.
Phenobarbital (medication that slows down the brain and central nervous system [CNS - made up of
the brain and spinal cord, serves as a processing center that manages everything your body does],
primarily used to control seizures [also known as epilepsy, a sudden, uncontrolled electrical
disturbance in the brain which can cause uncontrolled jerking {movement}, blank stares, and loss of
consciousness {a temporary state where a person becomes unaware of themselves and their
surroundings}]). f. Miralax (also known as polyethylene glycol 3350, a medication used to treat
occasional constipation [problem with passing stool]). C. Ensure LVN 1 administered at least eight
ounces (oz. - unit for measuring weight or liquid volume) of water with Resident 1's Potassium
Chloride solution as ordered by the physician. D. Ensure Resident 1 had a care plan addressing g-tube
medication administration.E. Ensure the Director of Staff Development (DSD) observed LVN 1
administering medications via g-tube to ensure LVN 1 followed the standards of practice for g-tube
medication administration.These deficient practices had the potential to cause Resident 1's g-tube to
become clogged due to medication buildup or drug incompatibility (refers to the undesirable reaction
between two or more medicines, or a drug and a solution, causing changes in appearance, stability,
safety or effectiveness, when the solutions are combined in the same syringe, tubing, or bottle) which
may alter drug effects, reduce medication effectiveness, or result in overdosing from residual
medication. These failures placed Resident 1 at risk for poor medication absorption, gastrointestinal
(GI- relating to the stomach and the intestines [long, tube-shaped organ in the abdomen])
complications, ineffective treatment, potential seizure activity, hospitalization, and even death.2.
Ensure one of one sampled resident (Resident 74) investigated during Medication Administration was
free of significant medication error when:A. LVN 3 failed to administer aspirin (a medication that acts
primarily as a blood thinner to help prevent blood clots) as ordered by the physician.B. LVN 3 failed to
follow the physician orders when omeprazole (a medication that works by reducing the amount of acid
produced in your stomach) was administered after enteral feeding (giving liquid food and nutrients
directly into the digestive system [stomach or small intestine] through a soft tube when someone
can't eat or swallow normally, but their gut still works) was already started. These deficient
practices had the potential for Resident 74 to not receive a therapeutic dose of aspirin and
omeprazole. On 12/31/2025 at 3:20 p.m., while onsite at the facility, the State Survey Agency (SSA),
during the facility's annual recertification survey, identified an Immediate Jeopardy (IJ - a situation in
(continued on next page)
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which the facility's noncompliance with one or more requirements of participation has caused, or is
likely to cause serious injury, harm, impairment, or death to a resident) under 42 CFR S483.45(f)(2)
Resident are free of any significant medication errors. The Administrator and the Director of Nursing
(DON) were notified on 12/31/2025 at 3:20 p.m. of the IJ situation due to the facility's failure to
ensure Resident 1 was free of any significant medication error.On 1/2/2026 at 2:38 p.m., the ADM
provided an IJ Removal Plan (a plan that identifies all actions the facility will take to immediately
address the noncompliance that has resulted in the IJ situation) which included the following
summarized actions: 1. On 12/30/2025 at 2:20 p.m., upon notification of the IJ, the facility's
pharmacist a person who is professionally qualified to prepare and dispense medicinal drugs and
advise on their use) conducted a medication regimen review (a thorough, ongoing evaluation of all
medications a resident takes) for Resident 1 and recommended obtaining a phenobarbital level (a test
that measures the concentration of phenobarbital in the bloodstream). 2. On 12/30/2025 at 4 p.m., the
DON initiated a change of condition (COC - major decline or improvement in a resident's status that
will not resolve without intervention) monitoring and care plan for Resident 1.3. On 12/30/2025 at 4
p.m., the ADM had a one-on-one (refers to individualized, one-on-one education provided to a single
individual by a staff member or professional) discussion with LVN 1 to address identified root-cause
issues, including lack of proficiency despite prior training and inability to recall medication
administration procedures. 4. On 12/30/2025 at 4:50 p.m., Resident 1's was assessed by Resident 1's
attending physician. 5. On 12/30/2025 at 5:30 p.m., Licensed Vocational Nurse 4 (LVN 4) administered
Resident 1's medication in place of LVN 1.6. On 12/30/2025 at 7 p.m., all available licensed nurses,
including LVN 1, received in-service (refers to on the job training and education for staff to update
their skills, learn new procedures, meet regulatory requirements and stay current with best practices
for resident care) training from the DON on medication administration via g-tube. 7. On 12/31/2025 at
7 p.m., the facility's pharmacy nurse consultant provided LVN 1 with one-on-one in-service education,
including skills verification and competency assessment related to medication administration in
accordance with the facility's policy and procedure (P&P) titled, Policy and Procedure: General
Guidelines for Administering Medications Via Enteral Tube.8. On 12/31/2025, between 6 p.m. to 9
p.m., all available licensed nurses received in-service education and completed one-on-one medication
administration skills competency validation through return demonstration, discussion, and
question-and-answer with the pharmacy nurse consultant.9. Beginning 12/31/2025, LVN 1 and any
licensed nurse observed to lack medication administration proficiency will be removed from
medication administration duties until competency is demonstrated by successfully administering
medications to at least five residents or a minimum of 25 medications with a medication error rate of
no greater than five percent (5%), as observed by the DON.10. Any licensed nurses who were
unavailable on 12/31/2025 will receive in-service education and skills competency validation from the
DON, Pharmacy Consultant (PC), or designee regarding the P&P titled, General Guidelines for
Administering Medications Via Enteral Tube and Administration Procedures For All Medications prior
to working their next scheduled shift. All licensed nurses will complete in-service and skill check by
1/6/2026.11. Beginning on 12/31/2025, medication administration skills checks and competency
assessments for all licensed nurses will be conducted monthly for three months by the pharmacy
nurse consultant. All shifts, including nights, weekends, and holidays, will be included.12. On
1/1/2026, Resident 1's preliminary laboratory results (outcome of test indicating a resident's health
status) were communicated to Resident 1's physician, who ordered phenobarbital 40 milligrams (mg -
a unit of measure for weight) twice a day via g-tube, iron (a medication used to treat and prevent low
blood levels of iron, a vital mineral essential crucial for bodily functions like growth and energy) 300
mg via g-tube daily, phenobarbital level in one week, and a complete blood count (CBC - a blood test
that measures and evaluates red blood cells [which carry oxygen], white blood cells [which fight
infection], and platelets [which help blood to clot {prevent excessive bleeding when injured}) and
iron level (refers to the amount of iron in the blood) in six weeks.13. On 1/1/2026, LVN 1 was placed
(continued on next page)
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on a Performance Improvement Plan and will not administer medications until medication proficiency
is demonstrated, as determined by the DON.14. The Administrator will be reporting the results of the
pharmacy consultant skills check and competency as well as the medication pass observation audits
to the Quality Assurance (QA) committee for review and further recommendations as needed to
ensure substantial compliance. Substantial compliance will be demonstrated by three consecutive
monthly QA meetings with medication error rates of less than 5%. If substantial compliance is not
achieved after three months, further actions will be initiated by the QA committee, and all nurses will
continue to receive skills check competency and medication pass observation audits monthly for
medication administration by the pharmacy consultant nurse and DON until such time facility is in
substantial compliance.On 1/2/2026 at 4:30 p.m., while onsite at the facility, the SSA verified and
confirmed the facility's full implementation of the IJ Removal Plan through observations, interviews,
and record reviews, and determined the IJ situation regarding the facility's failure to ensure Resident
1 was free of any significant medication error was no longer present. The SSA removed the IJ
situation, while onsite, on 1/2/2026 at 4:30 p.m. in the presence of the ADM and DON.
Cross-reference F759.Findings: 1. During a review of Resident 1's admission Record (AR), the AR
indicated the facility admitted the resident on 12/2/2025, with diagnoses including epilepsy,
hemiplegia (total paralysis [loss of ability to move] of the arm, leg, and trunk on the same side of the
body) and hemiparesis (a medical condition that causes weakness on one side of the body) following
cerebral infarction (occurs as a result of disrupted blood flow to the brain due to problems with the
blood vessels [tubular structure carrying blood through the tissues and organs] that supply it).

During a review of Resident 1's History and Physical (H&P &ndash; a comprehensive assessment of a
resident's medical condition), dated 12/5/2025, the H&P indicated Resident 1 does not have the
capacity to understand and make decisions.

During a review of Resident 1's Minimum Data Set (MDS- a resident assessment tool), dated
12/8/2025, the MDS indicated the resident rarely to never demonstrated the ability to make
self-understood and understand others and had severely impaired cognitive skills (a significant
decline in thinking, memory, and reasoning that makes it impossible for a person to live independently
or perform daily tasks). The MDS further indicated the resident required a feeding tube and was
prescribed a high-risk anticonvulsant medication (a type of drug that is used to prevent or treat
seizures or convulsions by controlling abnormal electrical activity in the brain).

During a review of Resident 1's Order Summary Report (OSR &ndash; a document that provides a
consolidated, current list of all medications prescribed for a resident) for December 2025, the OSR
indicated the following Physician Orders:

a. Dated 12/11/2025. Acetaminophen oral tablet 325 mg. Give two tablets via g-tube three times a day
for pain management not to exceed (NTE) three grams (gm- a unit of mass [weight]) of
Acetaminophen from all sources within a 24-hour period.

b. Dated 12/3/2025. Methocarbamol oral tablet 750 mg. Give two tablets via g-tube three times a day
for muscle spasms.

c. Dated 12/2/2025. Multiple Vitamins-Minerals tablet. Give one tablet via g-tube one time a day for
supplement.

d. Dated 12/3/2025. Potassium chloride 10% oral solution, 20 milliequivalent (meq - a unit of
measurement) per 15 ml. Give 15 ml via g-tube one time a day for potassium supplement, give with at
(continued on next page)
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least 8 oz. of water.

e. Dated 12/2/2025. Phenobarbital oral tablet 30 mg. Give one tablet via g-tube two times a day for
seizure.

f. Dated 12/2/2025. Polyethylene Glycol 200 Liquid (Polyethylene Glycol 200) [sic &ndash; entry
appears erroneous]. (Polyethylene Glycol 200 was possibly entered in error, as Polyethylene Glycol
3350 {Miralax} was observed during Medication Administration Facility Task on 12/30/2025). Give 17
gm via g-tube one time a day every Mon, Tue, Thu, and Fri for bowel management. Mix with four to
eight oz. of water (prior to administration) and give via g-tube; Hold if with loose bowel movement
(BM).

g. Dated 12/2/2025. Enteral feeding order: Flush the feeding tube every shift with at least 15 ml of
purified water between each medication. Flush one final time with at least 15 ml purified water after
all medications are administered.

The OSR for December 2025 reviewed on 12/30/2025 did not indicate a physician order for
medications to be crushed before administration via g-tube.

During a review of Resident 1's Care Plan (CP) Report titled, Impaired neurological function related to
complex central nervous system disorders and neuromuscular (relating to nerves and muscles)
impairment., initiated on 12/30/2025, the CP indicated an intervention to administer phenobarbital and
methocarbamol as ordered and to monitor the resident's (Resident 1) therapeutic response and
observe for adverse effects (an undesired effect of a drug or other type of treatment).

During an observation on 12/30/2025 at 8:31 a.m., with LVN 1, during the Medication Administration
Facility Task, observed LVN 1 in front of Resident 1's room preparing for the morning (9 a.m.)
medication pass. LVN 1 removed the following medications from the medication cart:

1. Acetaminophen 325 mg oral tablets.2. Methocarbamol 750 mg oral tablets. 3. Multiple
Vitamins-Minerals one tablet. 4. Potassium Chloride oral solution 20 meq/15 ml (10%).5. Phenobarbital
30 mg oral tablet6. Miralax 17 gm packet.

LVN 1 crushed two 325 mg Acetaminophen tablets and placed them into a medication cup.

LVN 1 crushed two 750 mg Methocarbamol tablets and placed them into a medication cup.

LVN 1 crushed one Multiple Vitamins-Minerals tablet and placed it into a medication cup.

LVN 1 poured 15 ml of Potassium Chloride oral solution 20 meq/15 ml into a medication cup.

LVN 1 crushed one 30 mg Phenobarbital tablet and placed it into a medication cup.

LVN 1 mixed the Miralax packet with approximately four to eight oz. of water in a drinking cup.

LVN 1 donned (put on) a gown, mask, and gloves and placed the prepared medications on the bedside
(place next to a resident's bed) table. LVN 2 identified Resident 1 using the armband and Point Click
Care (PCC- an electronic healthcare record system).
(continued on next page)
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LVN 1 checked the g-tube placement by checking for residuals and listening for gurgling sounds using
a stethoscope (a medical tool that helps healthcare providers listen to internal body sounds, like
heartbeats, breathing, and gut noises, by amplifying them through earpieces connected to a chest
piece, allowing for diagnosis of heart, lung, and intestinal issues) on the abdomen while flushing air
into the g-tube. LVN 1 confirmed Resident 1's g-tube placement.

LVN 1 flushed the g-tube with 15 ml of water.

LVN 1 then took the crushed acetaminophen tablets, poured 15 ml of water in the cup, mixed the
medication using the piston syringe (a medical device with a hollow barrel and a movable plunger
used to inject or withdraw fluids from the body, featuring a nozzle for attaching needles or tubing,
offering precise control for applications like wound irrigation, medication delivery, or lab use) tip,
aspirated (pulling back on the plunger on the piston syringe to draw up medication) the medication
into the syringe and administered the medication via Resident 1's g-tube.

LVN 1 repeated this process for the crushed Methocarbamol tablets and the crushed Multiple
Vitamins-Minerals tablet, administering each medication via the g-tube without flushing the g-tube
with at least 15 ml of purified water between each medications. LVN 1 took the crushed
Methocarbamol tablets, poured 15 ml of water in the cup, mixed the medication using the piston
syringe tip, aspirated the medication into the syringe, and administered the medication via Resident
1's g-tube. LVN 1 took the crushed Multiple Vitamins-Minerals, poured 15 ml of water in the cup,
mixed the medication using the piston syringe tip, aspirated the medication into the syringe, and
administered the medication via Resident 1's g-tube.

LVN 1 aspirated the 15 ml of Potassium Chloride oral solution and administered the medication via
piston syringe through the g-tube, LVN 1 then added 15 ml of water to the empty medication cup to
wash off remaining medication, aspirated the water mixed with the remaining solution, and
administered the medication via Resident 1's g-tube. LVN 1 did not follow the physician's order to
administer the Potassium Chloride with at least 8 oz. of water.

LVN 1 took the crushed Phenobarbital, poured 15 ml of water in the cup, mixed the medication using
the piston syringe tip, aspirated the medication into the syringe, and administered the medication via
Resident 1's g-tube.

LVN 1 took the Miralax solution and administered the medication via Resident 1's g-tube.

Following medication administration, LVN 1 flushed Resident 1's g-tube with an additional 15 ml of
water and re-connected the resident to the enteral feeding.

LVN 1 removed her (LVN 1) gown and gloves, washed her hands, and documented the medication
administration.

During a concurrent interview and record review on 12/30/2025 at 9:15 a.m., with LVN 1, in front of
Resident 1's room, Resident 1's OSR for December 2025 and Medication Administration Record (MAR-
a document tracking every medication given to a resident, detailing the drug, dose, time, route) for
12/30/2025 were reviewed. LVN 1 stated she (LVN 1) had been working in the facility since July
2025 and could not recall being observed or evaluated for medication administration via g-tube. LVN 1
stated that when she (LVN 1) administers medication via g-tube, each medication should be prepared
in a separate medication cup and should not be mixed with other medications. LVN 1 further stated
(continued on next page)
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that g-tube medications should be administered one at a time and that the tubing should be flushed
with 15 to 30 ml of water, depending on the physician's order. LVN 1 stated that prior to medication
administration, she (LVN 1) checks g-tube placement by instilling air into the tubing and listening for
gurgling sounds. LVN 1 stated that if a medication is in powdered or crushed form, she (LVN 1)
reconstitutes (to add liquid to a dry or powdered medication to make a solution) it by adding 15 ml of
water to dissolve the medication for g-tube administration. LVN 1 stated she was supposed to pour
the medication one at a time slowly through the barrel of the piston syringe by gravity for medication
administration via g-tube, however, with Resident 1 she (LVN 1) decided to push the medication using
the piston syringe because on a prior occasion, when she (LVN 1) was administering medications by
gravity, the resident coughed and the medication spilled. LVN 1 stated each medication administration
should be followed by flushing the g-tube with 10 to 15 ml of water in between. LVN 1 stated she
(LVN 1) failed to flush the g-tube with 10 to 15 ml of water between medication administrations for
Resident 1 and stated she forgot to perform the flushes. LVN 1 further stated that failure to flush the
g-tube in between medication administration could result in clogging of the g-tube and might cause
chemical and or drug interactions to Resident 1. LVN 1 stated there was a physician order within the
enteral feeding orders to flush Resident 1's feeding tube with at least 15 ml of purified water between
each medication. LVN 1 also stated there was a physician to give the 15 ml Potassium Chloride oral
solution with at least eight oz. of water. LVN 1 stated she (LVN 1) did not administer the additional
eight oz. of water when she gave the Potassium Chloride solution via g-tube. LVN 1 stated her (LVN
1) failure could result in gastric irritation for the resident. LVN 1 stated she (LVN 1) considered not
flushing in between medication administration and not giving 8 oz of water with Potassium Chloride
as ordered by Resident 1's physician, to be medication errors.

During an interview on 12/30/2025 at 12:13 p.m., with the PC, the PC stated that when administering
medications via g-tube, the licensed staff should flush the tubing between medications to ensure each
medication fully passes through the tubing. The PC further stated that failure to flush the g-tube with
water between medication administrations may result in potential medication interactions and
potential clogging of the g-tube. The PC stated LVN 1 should have followed the physician's order to
administer Potassium Chloride solution with at least eight oz. of water to prevent gastric irritation.
The PC stated not following the physician's order to administer potassium chloride solution with the
required amount (at least eight oz.) of water via g-tube and not flushing the g-tube with 15 ml of water
in between medications constituted medication errors.

During a concurrent interview and record review on 12/30/2025 at 1:07 p.m., with the DSD, LVN 1's
Employee File was reviewed. The DSD stated there was no medication pass skills check list in LVN
1's file specifically for g-tube medication administration. The DSD stated he (DSD) observes licensed
staff during medication passes via g-tube; however, he (DSD) has not observed LVN 1 performing
g-tube medication administration at all. The DSD further stated that when he (LVN 1) observes
licensed staff, he (LVN 1) does not complete any formal competency checklist. The DSD stated that
during in-services, he instructs licensed staff that medications administered via g-tube should be
flushed between each medication and should be given by gravity. The DSD stated the purpose of
flushing the g-tube is to ensure that the medication is fully delivered and to prevent g-tube clogging.
The DSD stated that not flushing the g-tube in between medication administration has the potential to
result in chemical interactions between medications, which could harm the resident. The DSD also
stated LVN 1 did not follow the physician's order to administer at least eight oz. of water with the
Potassium Chloride solution for Resident 1, which could result in gastric irritation. The DSD stated
that while new employees shadow experienced staff to ensure they are ready to care for residents in
the facility, there is no formal nursing competency checklist for special procedures such as g-tube
medication administration. The DSD further stated there should be a physician's order to crush
(continued on next page)
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medications for g-tube administration. The DSD stated there was no order on Resident 1's OSR
indicating to crush medications for g-tube administration. The DSD stated it was important to obtain
an order to crush medications for g-tube administration for the provider to be aware that certain
medications needed to be converted to another form prior to administration. The DSD stated failure to
follow the physician's order to flush the g-tube with at least 15 ml of water between medications, and
failure to administer Potassium Chloride solution with at least eight oz. of water via the g-tube,
constitutes a medication error.

During a concurrent interview and record review on 12/30/2025 at 2:14 p.m., with the DON, Resident
1's OSR for December 2025, MAR for 12/30/2025, and CP Report titled, Impaired neurological function
related to complex central nervous system disorders and neuromuscular impairment., initiated on
12/30/2025 were reviewed. The DON stated medications administered via g-tube should be flushed
with 10 to 15 ml of water in between each medication to prevent g-tube clogging and potential
medication interactions that could be harmful to residents. The DON stated LVN 1 failed to flush
Resident 1's g-tube between medication administrations placing Resident 1 at risk for g-tube clogging
and potential medication interactions. The DON further stated Potassium Chloride solution,
Methocarbamol, and Phenobarbital are significant medications associated with serious potential
adverse reactions (any unwanted, unpleasant, or harmful effect that happens while you are using a
medicine or having another medical treatment). The DON stated LVN 1 did not administer at least
eight oz. of water with Potassium Chloride solution for Resident 1, placing Resident 1 at risk for
gastric distress (uncomfortable digestive issues such as bloating, abdominal pain, cramping often
signaling an upset stomach). The DON stated not following the physician's order to flush the g-tube
with 15 ml of water in between medication administration and not giving at least eight oz. of water
with potassium chloride solution are considered medication errors that could potentially lead to
hospitalization. The DON stated Resident 1's OSR did not indicate an order to crush Resident 1's
medications for administration via gastrostomy tube. The DON stated that obtaining a physician's
order to crush medications is essential to ensure provider awareness that certain medications require
conversion to an alternative form prior to administration.

During a concurrent interview and record review on 12/30/2025 at 3:10 p.m. with LVN 1, LVN 1's
Medication Pass Observation Form, dated 8/5/2025 and 12/17/2025, were reviewed. LVN 1 stated
she (LVN 1) barely remembers being observed during medication passes. LVN 1 authenticated her
signature on 8/5/2025, however the medication pass observation dated 12/17/2025 did not include a
signature line, and LVN 1 stated she (LVN 1) does not recall being observed on that date.

During an interview on 12/30/2025 at 4:42 p.m., with the Medical Director (MD), the MD stated LVN
1's clinical practice was deficient, with the potential to clog Resident 1's tubing and cause possible
medication interactions. The MD further stated that his (MD) order for Potassium Chloride solution
should have been followed and administered with at least eight oz. to prevent gastric irritation.

During a review of the PC's Drug Interaction Screening (DIS) for Resident 1, undated, the DIS
identified the following medications as having potential drug interactions with corresponding Drug
Interaction Risk Ratings:

1. Monitor therapy - Multivitamins/Minerals and Phenobarbital (Barbiturates &ndash; CNS depressant
[medications that slow brain activity causing relaxation and drowsiness] used for seizure control)*
Summary: Multivitamins/Minerals may decrease serum (clear liquid part of blood where drug levels
are measured to guide dosing) concentrations of Barbiturates. * Severity: Moderate * Reliability
Rating Intermediate-Low* Patient Management: Monitor for decreased serum concentrations and
(continued on next page)
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reduced therapeutic effects of barbiturates in patients receiving concomitant (same time)
multivitamins.

2. Monitor therapy - Phenobarbital and Acetaminophen* Summary: Phenobarbital may increase the
metabolism (the body's way of breaking down medications into smaller, more dissolvable in water
compounds that are easier to remove) of Acetaminophen. Specifically, increasing the formation of the
hepatotoxic (a condition characterized by damage to the liver caused by exposure to harmful
substances, such as certain medications, toxins, or chemicals) metabolite (any substance that is
produced or used during your body's natural chemical processes) may be increased. * Severity
Moderate * Reliability Rating Intermediate.* Patient Management: Monitor for increased
hepatotoxicity if acetaminophen is combined with phenobarbital, as liver toxicity may occur at lower
acetaminophen doses when used with phenobarbital. Additionally, consider monitoring for reduced
acetaminophen effectiveness.

3. Monitor therapy - Phenobarbital (CNS Depressants) and MethocarbamolSummary: CNS Depressants
may increase CNS depressant effects of Methocarbamol. * Severity Moderate * Reliability Rating:
Intermediate-Low* Patient Management: Caution patients that concomitant use of other CNS
depressants may potentiate the CNS depressant effects of methocarbamol.

During a concurrent interview and record review on 12/31/2025 at 10:06 a.m., with the DON, facility
Drug References (date not specified) and Resident 1's CP Report titled, Impaired neurological function
related to complex central nervous system disorders and neuromuscular impairment., initiated on
12/30/2025 were reviewed. The DON stated the pharmacy representatives who conducted medication
pass observations for LVN 1 were Contracted Licensed Vocational Nurse 1 (CLVN 1) and Contracted
Licensed Vocational Nurse 2 (CLVN 2). The DON stated that facility staff contact the PC for
medication-related questions and that the facility does not maintain a specific drug handbook or
reference resource for reviewing potential drug interactions. The DON further stated there was no
care plan developed and implemented on medication administration via g-tube in Resident 1's
electronic health record. The DON stated the purpose of a care plan is to ensure staff understand the
proper procedures for medication administration via g-tube, however, the DON stated that the
physician's order to flush the g-tube between medications should have been sufficient to guide LVN 1.
The DON stated she (DON) did not believe the absence of a g-tube medication administration care plan
would have altered the outcome. The DON stated LVN 1's failure to flush the g-tube between
medication administration could result in g-tube clogging and increase the risk for potential drug
interactions.

During a concurrent interview and record review on 12/31/2025 at 12:25 p.m., with CLVN 1, LVN 1's
Medication Pass Observation Form, dated 8/5/2025, was reviewed. CLVN 1 stated she (CLVN 1)
conducted the Medication Pass Observation for LVN 1 on 8/5/2025. CLVN 1 stated during the
observation period, there were no residents with a g-tube that LVN 1 was caring for. CLVN 1 further
stated she (CLVN 1) discussed the P&P titled, General Guidelines for Administering Medication Via
Enteral Tube, with LVN 1 however, no actual return demonstration of g-tube medication
administration was observed. CLVN 1 stated she (CLVN 1) discussed the importance of flushing the
g-tube in between medication administrations to promote drug absorption of the medication, to
prevent clogging the g-tube, and reduce the risk of medication interaction with LVN 1.

During a concurrent interview and record review on 12/31/2025 at 1:43 p.m. with CLVN 2, LVN 1's
Medication Pass Observation Form, dated 12/17/2025 was reviewed. CLVN 2 stated she (CLVN 2)
conducted the Med
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Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility's licensed nursing staff failed to provide care in accordance
with professional standards for two of two sampled residents (Residents 1 and 33) reviewed for
subcutaneous (sq - under the skin) anticoagulant (medicine that slows down the blood's clotting
process, preventing dangerous clots from forming in the heart or blood vessels) use and for one of
one sampled resident (Resident 12) reviewed for insulin (a hormone that removes excess sugar from
the blood, can be produced by the body or given artificially via medication) use by failing to rotate (a
method to ensure repeated injections are not administered in the same area) sq heparin (a type of
anticoagulant), enoxaparin (a type pf anticoagulant), and insulin.These deficient practices had the
potential for adverse effects (unwanted, unintended result) of the same site subcutaneous
administration of anticoagulants and insulin such as excessive bruising and bleeding, lipodystrophy
(abnormal distribution of fat) and cutaneous amyloidosis (is a condition in which clumps of abnormal
proteins called amyloids build up in the skin). Cross-reference F760.Findings: 1. During a review of
Resident 1's admission Record (AR), the AR indicated the facility admitted the resident on 12/2/2025,
with diagnoses including hemiplegia (total paralysis of the arm, leg, and trunk on the same side of the
body) and hemiparesis (weakness or the inability to move on one side of the body, making it hard to
perform everyday activities like eating or dressing) following cerebral infarction (occurs as a result of
disrupted blood flow to the brain due to problems with the blood vessels that supply it), quadriplegia
(paralysis from the neck down, including legs, and arms, usually due to a spinal cord injury), and
disorders of circulatory system (problems with the heart, blood vessels, or blood that stop oxygen and
nutrients from getting to the body effectively).

During a review of Resident 1's History and Physical (H&P), dated 12/5/2025, the H&P indicated the
resident does not have the capacity to understand and make decisions.

During a review of Resident 1's Minimum Data Set (MDS - a resident assessment tool), dated
12/8/2025, the MDS indicated the resident rarely to never had the ability to make self-understood and
understand others and had severely impaired cognition (a person has significant problems with their
mental abilities&mdash;such as thinking, remembering, and making decisions&mdash;to the extent
that they can no longer live independently and require substantial help with everyday activities). The
MDS indicated the resident was dependent to needing maximal assistance on mobility and activities
of daily living (ADLs - activities such as bathing, dressing and toileting a person performs daily) and
was on a high-risk drug class anticoagulant.

During a review of Resident 1's Order Summary Report (OSR), dated 12/2/2025, the OSR indicated an
order for Heparin Sodium (Porcine) Injection Solution 5000 units per milliliters (unit/ml, refers to
theˆconcentrationˆor theˆstrengthˆof the medication) (Heparin Sodium (Porcine)). Inject 1 milliliter
(ml - a unit of volume) subcutaneously every 12 hours for cerebrovascular accident (CVA - stroke,
loss of blood flow to a part of the brain) prophylaxis (taking steps to prevent a disease or problem
before it happens). Rotate injection sites.

During a review of Resident 1's Location of Administration Report (LAR) of Heparin for 12/2025, the
LAR indicated Heparin Sodium (Porcine) Injection Solution 500 unit/ml was administered on:

12/10/2025 at 9:26 a.m. on the Abdomen- Right Lower Quadrant (RLQ)

12/10/2025 at 8:22 p.m. on the Abdomen- RLQ
(continued on next page)
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12/15/2025 at 9:46 a.m. on the Abdomen- Left Upper Quadrant (LUQ)

12/16/2025 at 9 a.m. on the Abdomen- LUQ

During a review of Resident 1's Care Plan (CP) Report titled, Anticoagulant therapy: Heparin Sodium
(Porcine) Injection Solution for CVA prophylaxis, last revised on 12/28/2025, the CP indicated a goal
of the resident will be free from discomfort or adverse reactions related to anticoagulant use through
the review date and an intervention to administer medication per physician orders.

During a concurrent interview and record review on 12/30/2025 at 3:38 p.m. with the Assistant
Director of Nursing (ADON), Resident 1's Medical Diagnosis, OSR, LAR, and CP were reviewed. The
ADON stated there was a physician's order for Heparin Sodium (Porcine) Injection Solution 5000
unit/ml (Heparin Sodium (Porcine)). Inject 1 ml subcutaneously every 12 hours for CVA prophylaxis.
Rotate injection sites. The ADON stated the LAR indicated there were multiple instances where the
licensed nurses did not rotate the Heparin administration sites to Resident 1. The ADON stated not
following the physician's order to rotate insulin administration sites predisposes Resident 1 to severe
bruising and bleeding at the frequented sites of administration. The ADON stated there was a care
plan for anticoagulation therapy indicating a goal of the resident will be free from discomfort or
adverse reactions related to anticoagulant use and an intervention to administer medication per
physician's order was not followed. The ADON stated not following the physician's order and not
rotating administration sites of Heparin as a professional nurse is considered a medication error.

During a review of the facility's recent policy and procedure (P&P) titled, Injectable Medication
Administration, last reviewed on 12/28/2025, the P&P indicated to administer medication via
subcutaneous, intradermal and intramuscular routes in a safe, accurate, and effective manner.

During a review of the facility-provided Highlights of Prescribing Information (HPI) on the use of
Heparin Sodium Injection, for intravenous or subcutaneous use, with initial U.S. approval on 1939, the
HPI indicated a different site should be used for each injection to prevent the development of massive
hematoma.

2. During a review of Resident 33's AR, the AR indicated the facility admitted the resident on
12/3/2025, with diagnoses including closed fracture (a broken bone where the skin stays intact),
difficulty walking and pulmonary fibrosis (scarred and thickened tissue around and between the air
sacs called alveoli in the lungs).

During a review of Resident 33's H&P, dated 12/4/2025, the H&P indicated the resident had the
capacity to understand and make decisions.

During a review of Resident 33's MDS, dated [DATE], the MDS indicated the resident had the ability
to make self-understood and understand others and had an intact cognition (having a clear, sharp, and
sound mind). The MDS indicated the resident was on a high-risk drug class anticoagulant medication.

During a review of Resident 33's OSR, dated 12/3/2025, the OSR indicated an order for Enoxaparin
Sodium Injection Solution Prefilled Syringe 40 mg/0.4 ml (Enoxaparin Sodium). Inject 40 mg
subcutaneously one time a day for DVT PPX for 30 Days. Rotate injection sites.

During a review of Resident 33's Location of Administration Report (LAR) of Enoxaparin Sodium for
12/2025, the LAR indicated Enoxaparin Sodium Injection Solution Prefilled Syringe 40 mg/0.4 ml was
(continued on next page)
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administered on:

12/20/2025 at 8:12 a.m. on the Abdomen-LUQ

12/21/2025 at 10:53 a.m. on the Abdomen- LUQ

12/23/2025 at 9:02 a.m. on the Abdomen- Left Lower Quadrant (LLQ)

12/24/2025 at 9:33 a.m. on the Abdomen- LLQ

12/27/2025 at 9:07 a.m. on the Abdomen- LLQ

12/28/2025 at 9:38 a.m. on the Abdomen- LLQ

During a review of Resident 33's CP Report titled, Anticoagulant therapy: Enoxaparin Sodium Injection
Solution Prefilled Syringe 40 mg/ 0.4 ml (Enoxaparin Sodium) for DVT PPX, initiated on 12/8/2025,
the CP indicated a goal of the resident will be free from discomfort or adverse reactions related to
anticoagulant use through the review date and an intervention to administer medication per physician
orders.

During a concurrent interview and record review on 12/30/2025 at 3:55 p.m. with the ADON, Resident
33's Medical Diagnosis, OSR, LAR, and CP were reviewed. The ADON stated there was a physician's
order for Enoxaparin Sodium Injection Solution Prefilled Syringe 40 mg/0.4 ml (Enoxaparin Sodium).
Inject 40 mg subcutaneously one time a day for DVT PPX for 30 Days. Rotate injection sites. The
ADON stated the LAR indicated there were multiple instances where the licensed nurses did not
rotate the Enoxaparin Sodium administration sites to Resident 33. The ADON stated not following the
physician's order to rotate Enoxaparin Sodium administration sites predisposes Resident 33 to severe
bruising and bleeding at the frequented sites of administration. The ADON stated there was a care
plan for anticoagulation therapy indicating a goal of the resident will be free from discomfort or
adverse reactions related to anticoagulant use and an intervention to administer medication per
physician's order was not followed. The ADON stated not following the physician's order and not
rotating administration sites of Heparin as a professional nurse is considered a medication error.

During a review of the facility's recent P&P titled, Injectable Medication Administration, last reviewed
on 12/28/2025, the P&P indicated to administer medication via subcutaneous, intradermal and
intramuscular routes in a safe, accurate, and effective manner.

During a review of facility-provided HPI on the use of Enoxaparin sodium injection. USP for
subcutaneous use, with initial U.S. approval on 1993, the HPI indicated to alternate injection sites
between the left and right anterolateral and left and right posterolateral abdominal wall.

3. During a review of Resident 12's AR, the AR indicated the facility admitted Resident 12 on
12/15/2025 with diagnoses including type two diabetes mellitus (DM 2 - a disorder characterized by
difficulty in blood sugar control and poor wound healing), generalized muscle weakness, and difficulty
walking. During a review of Resident 12's H&P, dated 12/16/2025, the H&P indicated Resident 12 did
not have the capacity to understand and make decisions. During a review of Resident 12's MDS, dated
[DATE], the MDS indicated Resident 12 had severely impaired cognition and was sometimes able to
understand and make her needs known. The MDS further indicated Resident 12 required substantial or
maximal assistance to total assistance from staff with all ADLs. The MDS indicated Resident 12 had
(continued on next page)
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a diagnosis of DM 2 and received insulin. During a review of Resident 12's CP titled, Diabetes,
initiated on 12/28/2025, the CP indicated to administer Humalog kwikpen as ordered and monitor
response and adverse symptoms as one of the interventions to maintain stable glycemic control to
support healing and functional participation. During a review of Resident 12's OSR, dated 12/31/2025,
the OSR indicated a physician's order dated 12/15/2025:

- Humalog (a fast-acting insulin) kwikpen 100 unit per milliliter (unit/ml &ndash; a unit of
measurement) solution pen injector. Inject as per sliding scale (the amount of insulin to be
administered changes or slides up or down based on the person's blood sugar): if blood sugar (BS) is
70-15- = 0 unit, if BS is less than (< - a unit of measurement) 70 give orange juice (OJ) if awake and
able to swallow then notify the physician (MD); 151-200 = two(2) units; 201- 250 = four (4) units;
251-300 = six (6) units; 301-350 = eight (8) units; 351-400 = ten (10) units; above 400 = 12 units then
notify the MD, subcutaneously before meals and at bedtime for DM 2. Rotate injection sites. During a
concurrent interview and record review on 12/31/2025 at 10:05 a.m. with the ADON, Resident 12's
physician's orders, care plan, and location of administration sites for Humalog kwikpen for 12/2025
were reviewed. The ADON stated that Resident 12 had a physician's order for Humalog kwikpen per
sliding scale as were administered as follows: - 12/16/2025 6:24 a.m. &ndash; left arm - 12/16/2025
11:30 a.m. - left arm - 12/22/2025 12:25 p.m. &ndash; RLQ - 12/22/2025 5:04 p.m. &ndash; RLQ -
12/23/2025 12:27 p.m. &ndash; RLQ - 12/24/2025 2:43 p.m. &ndash; RLQ - 12/24/2025 10:03 p.m.
&ndash; RLQ - 12/25/2025 5:36 a.m. &ndash; RLQ

The ADON stated that the administration sites for insulin should be rotated per standards of practice,
manufacturer's guidelines, and per physician's order to prevent hardening or lumps in the skin. The
ADON stated the location of administration sites for Resident 12's Humalog were not rotated. The
ADON stated there was a physician's order to rotate administration sites and was not followed. The
ADON stated Resident 12's administration sites should have been rotated to prevent pain, redness,
irritation, and lumps on the resident's skin which can affect the absorption of the insulin. The ADON
stated that not rotating Resident 12's insulin administration sites can be considered a medication
error by not following physician's orders, manufacturer's guidelines, and professional standards of
care. During a concurrent interview and record review on 12/31/2025 at 1:45 p.m. with the Director of
Nursing (DON), Resident 12's physician's order, Humalog administration sites, Humalog
manufacturer's specifications, and P&P on Medication errors and Adverse Actions were reviewed. The
DON stated the licensed nurses are supposed to rotate insulin administration sites according to the
physician's order, manufacturer's specifications, and accepted professional standards of practice per
facility P&P. The DON stated Resident 12 had a physician's order for Humalog and the physician's
order also indicated to rotate the injection sites. The DON stated Resident 12's Humalog injection
sites were not rotated. The DON stated the manufacturer's specification for Humalog listed injection
site reactions, and lipodystrophy as a few of the adverse reactions and injection sites should be
rotated within the same region from one injection to the next to reduce the risk of lipodystrophy. The
DON stated facility P&P and manufacturer's specifications were not followed and not rotating the
injection sites placed Resident 21 at risk for injection site reactions and formation of lipodystrophy.
During a review of the facility's P&P titled, Medication errors and Adverse Actions, last reviewed on
12/18/2025, the P&P indicated that: - Medication errors and adverse drug reactions must be reported
to the resident's attending physician. - Medication Error means the observed or identified preparation
of administration of medications or biologicals which is not in accordance with: a. The prescriber's
order; b. Manufacturer's specifications regarding the preparation and administration of the medication
or biological; c. Accepted professional standards and principles which apply to professionals providing
services. Accepted professional standards and principles include the various practice regulations in
each State, and current commonly accepted health standards established by national organizations,
(continued on next page)
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boards, and councils. - Significant medication error means one which causes the resident discomfort
or jeopardizes hir or her health and safety. Significance may be subjective depending on the individual
situations and duration. During a review of the facility provided manufacturer's specifications on
Humalog dated 3/2013, the manufacturer's specifications indicated that adverse reactions associated
with Humalog include hypoglycemia (low blood sugar), injection site reactions, lipodystrophy, pruritus
(itching), and rash. The manufacturer's specification further indicated that Humalog administered by
subcutaneous injection should be given in the abdominal wall, thigh, upper arm, or buttocks. Injection
sites should be rotated within the same region (abdomen, thigh, upper arm, or buttocks) from one
injection to the next to reduce the risk of lipodystrophy.
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Provide safe, appropriate pain management for a resident who requires such services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to provide pain management consistent
with professional standards of practice and the residents' goals and preferences for two of two
sampled residents (Resident 44 and 21) reviewed under the Pain Management care area by failing to:
1. Ensure the Licensed Nurse (LN) administered as needed (PRN) hydrocodone - acetaminophen (an
opioid [also called a narcotic - powerful pain-reducing medication) per the physician's order and
based on the assessed numeric pain rating scale (a standard pain scale with zero being no pain and
ten [10] as the worst pain one can imagine) for Resident 44. 2. Ensure the LNs followed the
physician's order to administer the pain medication according to the resident's pain level for Resident
21. These deficient practices had the potential to result in side effects from unnecessary
administration of narcotics including constipation and mismanagement of resident pain resulting in
limited resident participation in activities of daily living (ADLs-activities such as bathing, dressing
and toileting a person performs daily), general activities, and mobility. Findings: a. During a review of
Resident 44's admission Record (AR), the AR indicated the facility admitted the resident on
11/14/2025 with diagnoses that included hemiplegia (total paralysis of the arm, leg, and trunk on the
same side of the body) and hemiparesis (partial paralysis or weakness on one side of the body),
metabolic encephalopathy a (general term that describes brain disease, damage, or malfunction
usually related to inflammation within the body), polyneuropathy (a disorder of the peripheral nervous
system that may result in pain, discomfort, and mobility issues), and peripheral vascular disease
(PVD - a slow progressive narrowing of the blood flow to the arms and legs).

During a review of Resident 44's Minimum Data Set (MDS &ndash; resident assessment tool) dated
11/20/2025, the MDS indicated the resident was able to understand others and was able to make
himself understood. The MDS further indicated that the resident required substantial / maximal
assistance from staff for toileting, bathing, upper and lower body dressing, and mobility.ˆˆThe MDS
indicated the resident was taking opioids, a high-risk drug class of medications (drugs that have a
heightened risk of causing significant patient harm when they are used in error).

During a review of Resident 44's Physician Order Summary, the Physician Order Summary indicated
the following orders:

- Hydrocodone - acetaminophen oral tablet five (5) - 325 milligrams (mg, a unit of measurement), give
one (1) tablet by mouth every four (4) hours PRN for pain one (1)- six (6) out of 10, dated 11/14/2025.
ˆˆ

- Hydrocodone - acetaminophen oral tablet five 5 - 325 mg, give two (2) tablets by mouth every 4
hours PRN for pain seven (7) to 10 out of 10, dated 11/14/2025.

During a review of Resident 44's Care Plan (CP) titled, Has acute / chronic pain, initiated 11/15/2025,
the CP indicated a goal that the resident would not have an interruption in normal activities of daily
living

During a concurrent observation and interview on 12/29/2025 at 9:25 a.m., Resident 44 lay in bed and
stated he (Resident 44) often had pain and is given pain medication. Resident 44 stated the pain
medication causes constipation.

During a concurrent interview and record review on 12/31/2025 at 8:22 a.m. with Licensed Vocational
(continued on next page)
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Nurse (LVN) 3, LVN 3 reviewed Resident 44's physician orders, Medication Administration Record
(MAR - a daily documentation record used by a licensed nurse to document medications and
treatments given to a resident) for 12/2025, and Progress Notes for 12/2025. LVN 3 stated the
facility process for administering PRN pain medication is the licensed nurse (LN) will first assess the
resident for the location of pain, and the LN offers non-pharmacologic interventions. LVN 3 stated
when non-pharmacologic interventions do not work, then the LN administers pain medication based on
the numeric pain scale. LVN 3 stated the numeric pain level determines the amount of PRN pain
medication administered to the resident. LVN 3 stated Resident 44 was able to verbalize the numeric
pain scale level and received hydrocodone &ndash; acetaminophen 5/325 mg one tablet for pain level
1-6 and two tablets for pain level seven (7)-10. LVN 3 stated the LN documents the number of pain
reported and the amount of medication administered in the MAR. LVN 3 stated if the LN documented
the pain level in the MAR, then it was considered to be the resident's pain level at the time of
administration. LVN 3 reviewed Resident 44's MAR and progress notes and noted the following
regarding the PRN administration of one tablet of hydrocodone &ndash; acetaminophen 3/525 mg for
pain one (1)- six (6):

- On 12/1/2025 at 10:54 a.m., hydrocodone &ndash; acetaminophen one tablet was not administered
per the physician's order when Resident 44's pain level was eight (8).

- On 12/2/2025 at 1 a.m., hydrocodone &ndash; acetaminophen one tablet was not administered per
the physician's order when Resident 44's pain level was 10.

- On 12/2/2025 at 6 a.m., hydrocodone &ndash; acetaminophen one tablet was not administered per
the physician's order when Resident 44's pain level was 10.

- On 12/5/2025 at 6:20 a.m., hydrocodone &ndash; acetaminophen one tablet was not administered per
the physician's order when Resident 44's pain level was seven (7).

- On 12/6/2025 at 1 p.m., hydrocodone &ndash; acetaminophen one tablet was not administered per
the physician's order when Resident 44's pain level was seven (7).

- On 12/7/2025 at 2 a.m., hydrocodone &ndash; acetaminophen one tablet was not administered per
the physician's order when Resident 44's pain level was seven (7).

- On 12/7/2025 at 9 p.m., hydrocodone &ndash; acetaminophen one tablet was not administered per
the physician's order when Resident 44's pain level was eight (8).

- On 12/9/2025 at 6 a.m., hydrocodone &ndash; acetaminophen one tablet was not administered per
the physician's order when Resident 44's pain level was eight (8).

- On 12/14/2025 at 9:42 a.m., hydrocodone &ndash; acetaminophen one tablet was not administered
per the physician's order when Resident 44's pain level was eight (8).

LVN 3 stated there was no documented evidence that Resident 44 requested a lower dosage of pain
medication when the one tablet of PRN hydrocodone &ndash; acetaminophen was administered. LVN 3
stated when a lower dose of pain medication is administered for a higher level of pain there is the
potential that the pain medication would not be effective. LVN 3 stated there was also a missed
opportunity for the physician to re-evaluate the resident's actual need for a higher dose, if one tablet
was effectively treating Resident 44's higher level of pain. LVN 3 stated administering a lower dose of
(continued on next page)
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narcotics can reduce the risk of side effects like gastrointestinal upset and constipation.

LVN 3 then reviewed Resident 44's MAR and progress notes and noted the following regarding the
PRN administration of two tablets of hydrocodone &ndash; acetaminophen 3/525 mg for pain seven
(7)-10:

- On 12/9/2025 at 4:59 p.m., hydrocodone &ndash; acetaminophen two tablets were not administered
per the physician's order when Resident 44's pain level was four (4).

- On 12/17/2025 at 11 a.m., hydrocodone &ndash; acetaminophen two tablets were not administered
per the physician's order when Resident 44's pain level was 0.

LVN 3 stated when the higher dose of hydrocodone &ndash; acetaminophen was not administered per
the physician's orders, then it was more likely to result in side effects of narcotics like constipation
in Resident 44.

During a concurrent interview and record review on 12/31/2025 at 10:55 a.m. with LVN 4, LVN 4
reviewed Resident 44's physician orders and MAR for 12/2025 and noted the following:

- On 12/6/2025 at 1 p.m., LVN 4 stated he administered hydrocodone &ndash; acetaminophen one
tablet for a pain level of seven (7). LVN 4 stated he (LVN 4) did not remember what happened and did
not know why only one tablet was administered when the resident's pain level indicated to administer
2 tablets. LVN 4 stated if it was documented then that is what happened.

- On 12/9/2025 at 4:59 p.m., LVN 4 stated he administered hydrocodone &ndash; acetaminophen two
tablet for a pain level of four (4). LVN 4 stated he did not remember what happened and did not know
why two tablets were administered when the resident's pain level indicated to administer only 1
tablet.

- On 12/17/2025 at 11 a.m., LVN 4 stated he administered hydrocodone &ndash; acetaminophen two
tablets for a pain level of 0. LVN 4 stated it was a documentation error when the MAR indicated a pain
level of 0 because the resident reported a pain level of seven (7).

During a concurrent interview and record review on 12/31/2025 at 2:05 p.m. with the Director of
Nursing (DON), the DON reviewed the facility policy and procedures (P&P) regarding medication
administration and pain management. The DON stated the facility process for PRN pain medication
administration is to use the numeric pain scale and follow the physician's orders for pain medication
administration. The DON stated the facility P&P was not followed when Resident 44 was not
administered narcotic pain medication per the physician's orders when the resident was administered
the incorrect dose for the reported numeric pain level. The DON stated when the incorrect dose of
narcotics was administered there was the potential to result in ineffective pain management leading
to more frequent administration of pain medication and side effects like constipation in Resident 44.

During a review of the facility P&P titled, Pain Management, last reviewed 12/18/2025, the P&P
indicated, Policy. It is the policy. to ensure that pain management is provided to residents who require
such services, consistent with professional standards of practice, comprehensive and routine
assessments, person-centered care plan, and the residents' goals and preferences. Procedure. 2. To
the extent possible, staff will: . b. Evaluate existing pain and the causes. c. Manages or prevents pain,
consistent with the comprehensive assessment and plan of care, current professional standards of
(continued on next page)
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practice, and the resident's goals and preferences. 3. Pain will be identified and documented in the
electronic health record (EHR). a. Using a scale of 1-10 is most common. Opioid treatment for pain is
appropriately assessed and individualized for each resident. b. Medication(s) received, refused and
response to medication will be documented on the Electronic Medication Administration Record
(e-MAR).

During a review of the facility P&P titled, Specific Medication Administration Procedures, last
reviewed 12/18/2025, the P&P indicated, Policy. To administer medications in a safe and effective
manner. Procedures. C. Review 5 Rights (3) times: . l.) Prior to removing the medication
package/container from the cart/drawer; a. Check MAR/TAR for order.d. Check for vital signs, other
tests to be done during/prior to medication administration. I. Obtain and record any vital signs or other
monitoring parameters ordered or deemed necessary prior to medication administration. J. After
administration, return to cart, replace medication container (if multi-dose and doses remain), and
document administration in the MAR or TAR, and controlled substance sign out record, if indicated .M.
When administering an as needed (PRN) medication, document reason for giving.

b. During a review of Residentˆ21's admission Record, the admission Record indicated the facility
admitted the resident onˆ12/10/2025,ˆwith diagnoses includingˆsepsis (a life-threatening blood
infection),ˆmalignant neoplasmˆ(abnormal growth of tissuesˆthat spread to other parts of the
body)ˆof ovaries (female reproductive glands that make eggs and female hormones), andˆgeneralized
muscle weakness.ˆ

During a review of Residentˆ21's History and Physical (H&P) datedˆ12/10/2025, the
H&PˆindicatedˆResidentˆ21ˆhad the capacity to understand and make decisions.ˆ

During a review of Residentˆ21's MDS, dated [DATE], the MDS indicated Residentˆ21ˆhadˆan
intactˆcognition (mental action or process ofˆacquiringˆknowledge and understanding)ˆwas able to
understand others and make needs known. The MDS furtherˆindicatedˆResident 21ˆwas independent
with eating;ˆrequiredˆsupervision or touchingˆassistanceˆwith oral hygiene and personal
hygiene;ˆsubstantial/maximalˆassistanceˆwith toileting hygiene, bathing,ˆlower body dressing,
sit-to-stand,ˆandˆtoilet transfers;ˆpartial/moderateˆassistanceˆfrom staff with all other ADLs.ˆThe
MDS indicated Resident 21ˆwas onˆopioids.

During a review of Residentˆ21's Order Summary Report, the Order Summary Reportˆindicatedˆthe
followingˆphysician's ordersˆdatedˆ12/10/2025:ˆ

Oxycodoneˆhydrochlorideˆoralˆtabletˆten (10)ˆmilligrams (mg &ndash; a unit of measurement)ˆgive
one tablet by mouth everyˆsix (6)ˆhours as needed forˆpainˆfour (4) to six (6) out ofˆ10.ˆDo not give
ifˆrespiratory rate (RR)ˆisˆless than (<ˆ- aˆunit of measurement)ˆ12 or drowsy then notifyˆthe
physician (MD).ˆ

Oxycodone hydrochloride oral tabletˆ15ˆmg give one tablet by mouth every six (6) hours as needed
for painˆseven (7) toˆ10ˆout of 10. Do not give if RR is < 12 or drowsy then notify the MD.ˆ

During a review of Resident 21's CPˆon generalized chronic painˆrelated to malignant neoplasm of
ovariesˆinitiatedˆonˆ12/11/2025, the CPˆindicatedˆto follow pain scale to medicateˆas ordered
asˆone of the interventionsˆto prevent interruption on normal activities due to pain.ˆ

During a review of theˆMAR for 12/2025, the MARˆindicatedˆResident 21 received theˆfollowing:ˆ
(continued on next page)
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Oxycodoneˆhydrochlorideˆ10 mg tablet:ˆ

12/13/2025 at 3:54 a.m. for pain level of nine (9) out of 10ˆ

12/20/2025 at 8:09 p.m. for pain level of nine (9) out of 10ˆ

12/24/2025 at 11:54 p.m. for pain level seven (7) out of 10ˆ

Oxycodone hydrochloride 15ˆmg tablet:ˆ

12/18/2025 at 9:26 a.m.ˆfor pain level of zero (0) out of 10ˆ

12/25/2025ˆatˆ8:23ˆa.m. for painˆlevel ofˆ0ˆout ofˆ10ˆ

12/26/2025ˆatˆ9:27 a.m. forˆpainˆlevel ofˆout ofˆ10ˆ

During a concurrent observation and interview on 12/29/2025 at 9:06ˆa.m.,ˆinside Resident 21's
room,ˆobservedˆResidentˆ21ˆlyingˆinˆbed, alert and verbally responsive.ˆResidentˆ21ˆstatedˆoften
had pain and is given pain medicationˆasˆneeded.ˆ

During a concurrent interview and record review on 12/31/2025 at 8:45 a.m., reviewed Resident 21's
physician's orders, CP,ˆMAR for 12/2025, and progress notes withˆAssistant Director of Nursing
(ADON).ˆThe ADONˆstatedˆprior to administration of pain medications, the LNˆasksˆthe residents for
their pain levelˆandˆlocation andˆadministersˆtheˆpain medication according to theˆresident's pain
level andˆphysician's order.ˆADONˆstated Resident 21 had a physician's order toˆadministered
oxycodone hydrochlorideˆ10 mg tabletˆone tabletˆevery six (6) hours as needed for pain level of four
(4) to six (6) out of 10ˆand oxycodone 15 mg tablet one tablet every six (6) hours as needed for pain
level of seven (7) to 10 out of 10.ˆThe ADONˆstatedˆthe CP on chronic painˆindicatedˆto follow pain
scale to medicate as ordered.ˆThe ADONˆstatedˆResident 21 receivedˆoxycodone hydrochloride 10
mg tabletˆon 12/13/2025 at 3:54 a.m. andˆ12/20/2025ˆatˆ8:09 p.m.ˆfor painˆlevelˆofˆnine (9)ˆout
ofˆ10,ˆ12/24/2025ˆatˆ11:54 p.m.ˆfor pain levelˆofˆseven (7)ˆout ofˆ10.ˆThe ADONˆstated Resident
21 receivedˆoxycodone hydrochloride 15 mg tablet onˆ12/18/2025 at 9:26 a.m.,ˆ12/25/2025ˆatˆ8:23
a.m.ˆandˆ12/26/2025ˆatˆ9:27 a.m.ˆpainˆlevel ofˆ0ˆout ofˆ10. TheˆADONˆstatedˆthe oxycodone was
not administeredˆto Resident 21ˆaccording to MD order.ˆThe ADONˆstatedˆthe MD order should have
been followed to properly address Resident 21'sˆpain.ˆThe ADONˆstatedˆthere was no
documentationˆin the progress notesˆthat Resident 21 requested a lower dosage of the pain
medication forˆpain level of seven (7) or nine (9) out of 10ˆorˆhigher dose for pain level of 0 out of
10.ˆThe ADONˆstatedˆwhen a lower dose of pain medication is administeredˆtoˆResident 21ˆfor a
higher level of pain there is the potential that the pain medication would not be effectiveˆand can
affectˆResident 21's participation with ADLs and mobility.ˆThe ADONˆstatedˆwhen the higher than
needed dose ofˆoxycodone hydrochlorideˆwasˆadministered forˆpain level of 0 out of 10, then it was
more likely to result in side effects of narcotics like constipation, gastric irritation,ˆorˆdrowsinessˆin
Residentˆ21.ˆˆ

During aˆconcurrentˆinterviewˆand record reviewˆon 12/31/2025 atˆ9:22 a.m.ˆreviewed Resident
21'sˆphysician's order andˆMAR for 12/2025ˆwith LVN 3.ˆLVN 3ˆstatedˆthe facility process for
administering as needed pain medication is the LN will first assess the resident for the location of
pain, and the LN offers non-pharmacologic interventions. LVN 3ˆstatedˆwhen non-pharmacologic
interventions do not work, then the LN administers pain medication based on the numeric pain scale.
(continued on next page)
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LVN 3ˆstatedˆthe numeric pain levelˆdeterminesˆthe amount of as needed pain medication
administered to the resident.ˆLVN 3 stated Resident 21 had a physician's order forˆoxycodone 10 mg
tablet for pain level ofˆfour (4) to six (6)ˆout of 10 andˆoxycodone15 mg tablet for pain level ofˆseven
(7) to 10 out of 10.ˆLVN 3ˆstatedˆthe MARˆindicatedˆshe administered oxycodone hydrochloride 15
mg to Resident 21 on 12/18/2025 atˆ9:26 a.m. and sheˆindicatedˆthat the pain level was 0 out 10.
LVN 3ˆstatedˆshe didˆnot knowˆwhy the pain levelˆwas documentedˆas 0 out of 10. LVN 3ˆstatedˆit
was a documentation error when the MARˆindicatedˆa pain level of 0 becauseˆshe will not administer
the oxycodone hydrochloride if Resident 21's pain level was not between seven (7) to 10 out of 10.ˆ

During aˆconcurrent interview and record reviewˆon 12/31/2025 at 2:05 p.m. with the DON, the DON
reviewed the facility P&Pˆregardingˆmedication administration and pain management. The
DONˆstatedˆthe facility process forˆas neededˆpain medication administration is to use the numeric
pain scale and follow the physician's orders for pain medication administration. The DONˆstatedˆthe
facility P&P was not followed when Residentˆ21ˆwas not administered narcotic pain medication per
the physician's orders when the resident was administered the incorrect dose for the reported
numeric pain level. The DONˆstatedˆwhen the incorrect dose of narcotics was administered there
was the potential to result in ineffective pain management leading to more frequent administration of
pain medication and side effects like constipation in Residentˆ21.ˆˆˆˆˆ

During a review of the facility P&P titled, Pain Management, last reviewed 12/18/2025, the
P&Pˆindicated:ˆˆ

It is the policy of the facilityˆto ensure that pain management is provided to residents who require
such services, consistent with professional standards of practice, comprehensive and routine
assessments, person-centered care plan, and the residents' goals and preferences.ˆ

To the extent possible, staff willˆˆ

Evaluate existing pain and the causesˆ

Manageˆor prevents pain, consistent with the comprehensive assessment and plan of care, current
professional standards of practice, and the resident's goals and preferences.ˆˆ

Pain will beˆidentifiedˆand documented in the electronic health record (EHR)ˆ

Using a scale of 1-10 is most common.ˆ

Opioid treatment for pain is appropriately assessed and individualized for each resident.ˆ

Medication(s) received, refused and response to medication will be documented on the Electronic
Medication Administration Record (e-MAR).ˆ

During a review of the facility P&P titled, Specific Medication Administration Procedures, last
reviewed 12/18/2025, the P&Pˆindicated,ˆˆ

Medications are administered as prescribedˆin accordance withˆgood nursing principles and practices
and only by persons legally authorized to do so. Personnel authorized to administer medications do so
only after they have been properly oriented to the facility's medication distribution system
(procurement, storage,ˆhandlingˆand administration).ˆ
(continued on next page)
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Medications are administeredˆin accordance withˆwritten orders of the prescriber.ˆ

When PRN medications are administered, the following documentation is provided:ˆ

a.ˆDate and time of administration, dose, route of administration (if other than oral).ˆ

b.ˆComplaints or symptoms for which the medication was given.
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the
services of a licensed pharmacist.

Based on observation, interview, and record review, the facility failed to provide pharmaceutical
services including procedures that assure the accurate acquiring and administering of all drugs and
biologicals to meet the needs of each resident during an inspection of one (1) out of two (2)
medication carts, Medication Cart 1 (MC 1) reviewed under the Medication Storage and Labeling Task
by: 1. Failing to accurately account for two doses of controlled medications (medications with a high
potential for abuse) affecting Resident 23 in one (1) of two (2) inspected medication carts, Medication
Cart (MC) 1. This deficient practice increased the risk of diversion (the transfer of a medication from
a lawful to an unlawful channel of distribution or use) of controlled medications and the risk that
Resident 23 could have received too much or too little medication due to lack of documentation
possibly resulting in serious health complications requiring hospitalization. 2. Failing to ensure
Resident 23 received the 5 p.m. dose of pregabalin per physician's order on 12/13/2025 and
12/17/2025. This deficient practice placed Resident 23 at risk for complications and delay in the
necessary care and services needed related to not receiving medications as prescribed by the
physician such as worsening of pain. 3. Failing to ensure licensed nurses completed the incoming and
outgoing Shift Change Narcotic Count Sheet (a form signed by the incoming and outgoing licensed
nurse after reconciling narcotic medications) on 12/30/2025 For MC 1. This deficient practice had the
potential to result in increased opportunity for medication diversion. Findings: a. During a review of
Resident 23's admission Record (front page of the chart that contains a summary of basic information
about the resident), the admission Record indicated the facility admitted Resident 23 on 12/12/2025
with diagnoses including type two (2) diabetes mellitus (DM 2 - a disorder characterized by difficulty
in blood sugar control and poor wound healing) with diabetic neuropathy (nerve damage caused by
high blood sugar from diabetes characterized by numbness, tingling, and burning pain), polyarthritis (a
joint disease that involves at least five joints causing pain, stiffness, and swelling), and generalized
muscle weakness. During a review of Resident 23's History and Physical (H&P) dated 12/16/2025, the
H&P indicated Resident 23 had the capacity to understand and make decisions. During a review of
Resident 23's Minimum Data Set (MDS, a resident assessment tool), dated 12/18/2025, the MDS
indicated Resident 23 had an intact cognition (mental action or process of acquiring knowledge and
understanding) and was able to understand and make her needs known. The MDS further indicated
Resident 23 required setup or clean-up assistance with eating and oral hygiene, personal hygiene,
totally dependent with toileting, bathing, lower body dressing, partial/moderate assistance with all
other activities of daily living (ADLs - activities such as bathing, dressing and toileting a person
performs daily). The MDS indicated Resident 23 received scheduled pain medication regimen. During a
review of Resident 23's Order Summary Report dated 12/31/2025, the Order Summary Report
indicated the following physician's orders dated 12/12/2025: - Hydrocodone-acetaminophen (also
known as Norco, a strong prescription pain reliever medicine for moderate to severe pain) oral tablet
five (5)-325 milligram (mg - a unit of measurement) give one tablet by mouth every four (4) as needed
for pain level of four (4) to ten (10) out of 10 not to exceed three (3) grams (gm - a unit of
measurement) of APAP (chemical name for acetaminophen) in 24 hours. Do not give if respiratory rate
(RR) is less than (< - a unit of measurement) or drowsy then notify the physician (MD). - Pregabalin
(also known as Lyrica, a prescription medication that treats nerve pain by calming overactive nerves
in your body) oral capsule 75 mg give one capsule by mouth two times a day for neuropathic pain.
Hold if RR is <12 or drowsy then notify the MD. During an observation of MC 1 on 2/25/25 at 2:07 PM
with the Assistant Director of Nursing (ADON), the following discrepancies were found between the
Controlled Medication Count Sheet (a log signed by the nurse with the date and time each time a
controlled substance is given to a resident) and the medication card (a bubble pack from the
dispensing pharmacy labeled with the resident's information that contains the individual doses of the
(continued on next page)
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medication) or physical inventory: 1. Resident 23's Controlled Medication Count Sheet for
hydrocodone-acetaminophen 5-325 mg indicated 52 tablets were dispensed on 12/18/2025 and the
physical inventory contained 41 tablets remaining. 2. Resident 23's Controlled Medication Count Sheet
for Lyrica 75 mg indicated 28 capsules were dispensed on 12/19/2025 and the physical inventory
contained seven (7) doses. During a concurrent interview and record review with the ADON, reviewed
and compared Resident 23's medication administration records (MAR - a daily documentation record
used by a licensed nurse to document medications and treatments given to a resident) for 12/2025,
medication cards and the Controlled Medication Count Sheets for Norco and Lyrica, and the Shift
Change Narcotic Count Sheet for Cart 1. The ADON stated: 1. Two tablets of Norco 5-325 mg oral
tablets were removed on 12/21/2025 at 10:18 a.m. and one tablet on 12/25/2025 at 9:25 a.m. by
Licensed Vocational Nurse (LVN) 2 but were not documented in the MAR. 2. Lyrica 75 mg oral
capsules were documented in the MAR by LVN 4 as administered on 12/24/2025 and 12/25/2025 at 5
p.m. but the medication was not signed out in the Controlled Medication Count Sheet, and the
expected inventory was supposed to be five capsules remaining instead of seven. 3. The Shift Change
Narcotic Count Sheet Cart 1 was not signed off by the outgoing and incoming shift for 12/30/2025.
The ADON stated that when administering controlled medications, the nurses are supposed to open
the MAR, compare the bubble pack with the physician's order, and the Controlled Medication Count
Sheet, remove the medication from the medication card, sign the Controlled Medication Count Sheet
immediately and sign the MAR immediately after administration of the controlled medication. The
ADON stated LVN 2 and LVN 4 should have signed Resident 23's MAR and Controlled Medication
Count Sheet that the Norco and Lyrica were received by the resident. The ADON stated it is important
to maintain accountability of controlled substances in order to prevent diversion or accidental
overdose or underdosing to Resident 23. The ADON stated if Resident 23 received more often than
prescribed, it could cause medical complications possibly leading to hospitalization or if Resident 23
did not receive the medications as prescribed, the resident could experience increased pain. The
ADON stated incoming and outgoing licensed nurses (LNs) would count the narcotics and both
licensed nurses would sign the Shift Change Narcotic Count Sheet form accepting the actual number
on their shift for all residents that are receiving controlled medications. The ADON stated when the
LNs do not sign the Shift Change Narcotic Count Sheet form on their shift it means the LNs did not do
the counting. The ADON stated not counting the narcotics and not signing the Shift Change Narcotic
Count Sheet, it had the potential for an opportunity for diversion of controlled medications. During an
interview on 12/31/2025 at 10 a.m. with LVN 2, LVN 2 stated that she needs to sign out the doses of
controlled medications on the Controlled Medication Count Sheet immediately after the medication is
removed from the bubble pack. LVN 2 stated she (LVN 2 was unable to recall why she (LVN 2) did not
sign the MAR and Controlled Medication Count Sheet. 2 further stated she (LVN 2) should have signed
for the controlled medications she (LVN 2) removed for Resident 23 in the Controlled Medication
Count Sheet and MAR immediately. LVN 2 stated it is important to maintain accountability of
controlled substances in order to prevent diversion, accidental overdose to the resident. LVN 2 stated
if Resident 23 received Norco more often than prescribed or not received as prescribed, it could cause
medical complications such as increased pain and drowsiness possibly leading to hospitalization.
During an interview on 12/31/2025 at 12:15 p.m. with the Director of Nursing (DON), the DON stated
the outgoing and incoming LNs are supposed to count the narcotics and sign the Shift Change
Narcotic Count Sheet form accepting the actual number of medications on their shift for all residents
that are receiving controlled medications. The DON stated if the LNs did not sign the Shift Change
Narcotic Count Sheet form on their shift it could mean that the LNs did not count the controlled
medications and had the potential for an opportunity for diversion of controlled medications. The DON
stated the LNs are supposed to open the MAR, compare the bubble pack with the physician's order,
and the Controlled Medication Count Sheet, remove the medication from the medication card, sign the
Controlled Medication Count Sheet immediately and sign the MAR immediately after administration of
(continued on next page)
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the controlled medication. The DON stated LVN 2 and LVN 4 should have signed Resident 23's MAR
and Controlled Medication Count Sheet that the Norco and Lyrica were received by the resident. The
DON stated it is important to maintain accountability of controlled substances in order to prevent
diversion or accidental overdose or underdosing to Resident 23. During a review of the facility's policy
and procedure (P&P) titled, Medication Administration - General Guidelines, last reviewed on
12/18/2025, the P&P indicated: - Medications are administered as prescribed in accordance with good
nursing principles and practices and only by persons legally authorized to do so. Personnel authorized
to administer medications do so only after they have been properly oriented to the facility's
medication distribution system (procurement, storage, handling and administration). - Medications are
administered in accordance with written orders of the prescriber. - The individual who administers the
medication dose records the administration on the resident's MAR/eMAR (electronic MAR) after the
medication is given. At the end of each medication pass, the person administering the medications
reviews the MAR/eMAR to ensure necessary doses were administered and documented. - The
resident's MAR/eMAR is initialed by the person administering the medication, in the space provided
under the dare, and on the line for that specific medication dose administration - When PRN
medications are administered, the following documentation is provided: a. Date and time of
administration, dose, route of administration (if other than oral). b. Signature or initials of person
recording administration. During a review of the facility's P&P titled, Controlled Substances, last
reviewed on 12/18/2025, the P&P indicated: - Medications included in the Drug Enforcement
Administration (DEA - a United States government agency tasked with enforcing laws that cover
illegal distribution of controlled substances) classification as controlled substances are subject to
special handling, storage, disposal, and recordkeeping in the facility, in accordance with federal and
state laws and regulations. - Medications supplied by the provider pharmacy shall identify
medications as controlled drugs, either as of the label or by sending a controlled drug count sheet
with the medication or both. - Accurate accountability of all controlled drugs is maintained at all
times. When a controlled substance is administered, the license nurse administering the medication
immediately enters the following information on the accountability records and the MAR. 1. Date and
time of administration (MAR, Accountability Record). 2. Amount administered (Accountability Record).
3. Remaining quantity (Accountability Record). 4. Initials of the nurse administering the dose,
completed after the medication is actually administered (MAR, Accountability Record).
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Procure food from sources approved or considered satisfactory and store, prepare, distribute and
serve food in accordance with professional standards.

Based on observation, interview, and record review, the facility failed to ensure safe and sanitary
food storage and food preparation practices in the kitchen by: 1. Failing to ensure a bottle of salad
dressing labeled with open date of 12/23/2025 was labeled with a best by date of 2/23/2026. 2.
Failing to discard a bunch of parsley leaves inside a sealed plastic bag had brownish discoloration. 3.
Failing to ensure a can of applesauce with dent was not placed in the shelf for dented cans. 4. Failing
to ensure one (1) round shaped and 1 square shaped clean food containers were still wet and stacked
in the clean and dried dishes/utensils section of the kitchen. 5. Failing to ensure eight (8) meal trays
were stacked wet on the drying rack in the dishwashing room. These failures had the potential to
result in harmful bacteria growth and cross contamination (transfer of harmful bacteria from one place
to another) that could lead to foodborne illness (transfer of bacteria from one object to another) in 33
out of 35 medically compromised residents who received food from the kitchen. Findings: During an
initial kitchen tour on 12/29/2025 at 7:50 a.m. with the Dietary Supervisor (DS), observed inside
Refrigerator two (2) and the dry storage room the following: 1. A bottle of salad dressing labeled with
open date of 12/23/2025 was labeled with a best by date of 2/23/2026. 2. A bunch of parsley leaves
inside a sealed plastic bag and the leaves had brownish discoloration. 3. A can of applesauce with
dent was placed in the shelf for non-dented cans. a. During a concurrent interview and record review
on 12/29/2025 at 8:10 a.m., reviewed with the DS, the facility provided Dry Good Storage Guidelines
dated 2023. The DS stated the kitchen staff follow the Dry Good Storage Guidelines when labeling
with the best by date. The DS stated the Dry Good Storage Guidelines indicated bottled salad
dressings should be refrigerated when opened and must be used within 1 month after opening. The
stated the Dry Good Storage Guidelines was not followed. The DS stated the bottled salad dressing
should have been labeled with the best by date of 1/23/2026 instead of 2/23/2026 and had the
potential to cause illnesses such as upset stomach, nausea, vomiting or diarrhea to the residents if
the salad dressing was past the date indicated in the Dry Good Storage Guidelines. b. During a
concurrent observation and interview on 12/29/2025 at 8:20 a.m. inside the dry storage room with the
DS, the DS stated the bunch of parsley leaves inside the plastic bag had moisture and some of the
leaves had brownish discoloration and could be spoiled. The DS stated she usually checks all the food
items in the kitchen every day and discard or throws away whatever is past the best by dates,
spoiled, or with discolorations. The DS stated the parsley leaves could be spoiled and when served to
the residents can cause illness and give them upset stomach, nausea, vomiting, or diarrhea. The DS
stated the bag of parsley leaves with brownish discoloration should have been discarded timely. c.
During a concurrent observation and interview on 12/29/2025 at 8:23 a.m. inside the dry storage room
with the DS, the DS stated 1 can of applesauce with a dent was not removed from the shelf with the
non-dented. The DS stated she usually checks the shelf for canned products for dents daily and place
them in a separate shelf for the dented cans to return to the food supply company. The DS stated the
seal on the dented cannot be used anymore as the seal was already compromised and can possibly
cause food poisoning if used or served to the residents. d. During a concurrent follow up observation
and interview on 12/29/2025 at 2 p.m., inside the kitchen with the DS, observed 1 round shaped and 1
square shaped clean food containers stacked were still wet in the clean and dried dishes/utensils
shelf of the kitchen. The DS stated the round and square shaped food containers were stacked and
not completely dried. The DS state food containers were still wet. The DS stated that prior to placing
the food containers in the dried dishes/utensils shelf of the kitchen, the kitchen staff have to ensure
that the equipment are completely dry. The DS stated bacteria can form when the food containers
were stacked together and can cause foodborne illnesses in the residents. During a concurrent
interview and record review on 1/16/2026 at 1:03 p.m., the facility provided Dry Goods Labeling
Guideline was reviewed with Director of Nursing (DON). The DON stated the dry goods storage
(continued on next page)
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guideline should be followed by the kitchen staff such as proper labeling of the salad dressing. The
DON stated the Dry Goods Labeling Guideline indicated refrigerated salad dressing should be
consumed within 1 month. The DON stated if consumed past the guideline, it placed the residents at
risk for foodborne illnesses such as nausea, vomiting, and diarrhea. The DON stated kitchen
equipment, utensils, food trays and containers should be completely dried before stacking together as
bacteria can harbor or form in the between and may lead to foodborne illnesses. The DON stated any
food items that have discoloration should be discarded to prevent serving to the residents and can
cause illnesses such as nausea, vomiting, and diarrhea. During a review of the facility's policy and
procedure titled, Labeling and Dating of Food, last reviewed 12/18/2025, the P&P indicated all food
items in the storeroom, refrigerator, and freezer need to be labeled and dated based on established
procedures for wither food safety or product rotation. The P&P further indicated the individual opening
or preparing food shall be responsible for date marking at the time of processing. During a review of
the facility's P&P titled, Dishwashing, last reviewed 12/18/2025, the P&P indicated all dishes will be
properly sanitized through the dishwasher. The P&P further indicated: - Dishes are to be racked
loosely without overlapping. - Dishes are to be air dried in racks before stacking and storing.
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Have a policy regarding use and storage of foods brought to residents by family and other visitors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review the facility failed to enforce its policy of storing food
brought in by family or visitors in a way that it was either separate or easily distinguishable from
facility food when there was no designated refrigerator space for residents with leftover foods from
home or outside sources. This failure had the potential to result in a decrease in the residents' food
intake leading to unintentional (without trying) weight loss and frustrations among 33 of 35 facility
residents. Findings: During a concurrent observation and interview during a brief kitchen tour on
12/29/2025 at 7:57 a.m. with the Dietary Supervisor (DS), observed a transparent bin with lid inside
Refrigerator 2 labeled Resident Food. The DS stated the bin was for residents` food items that
required refrigeration and the food item must be in a sealed container in its original packaging. During
another follow up interview on 12/29/2025 at 12 p.m. inside the kitchen with DS, the DS stated that
opened items or leftover food from outside sources brought in by family or visitors are not allowed for
storage in the kitchen refrigerator due to possible cross contamination (transfer of harmful bacteria
from one person, object or place to another). The DS stated that if family members bring in food for
the resident, the food must be consumed within two (2) hours and if not consumed, the food will be
discarded because there was no designated refrigerator for residents for leftover foods in the kitchen
and at the nurses' station. The DS stated the residents could feel frustrated if they are not able to
store food from outside sources or home and eat it if there is no refrigerator to store. During an
interview on 12/31/2025 at 12:34 p.m. with the Director of Nursing (DON), the DON stated the facility
policy regarding food brought by family or visitors indicated that the family or visitors can bring food
items requested by the resident and must be in a sealed container and in its original packaging and
stored in the kitchen refrigerator. The DON stated there is a bin with lid inside the kitchen refrigerator
labeled Resident Food. The DON stated if the family or visitor brings food, the resident must consume
the food within two hours, or it will be discarded as the facility does not have a refrigerator in the
nurses' station and leftovers cannot be stored in the kitchen refrigerator which can cause cross
contamination. The DON stated that food requiring refrigeration cannot be left out as it could spoil and
cause illnesses. The DON stated residents may or may not be frustrated as a potential outcome if
they are not able to store their food items that were from their family or friends. The DON stated it
was important to encourage food from home or outside sources for residents who have low intake, or
with food preferences such as cultural preferences other than what the facility can provide. During a
review of the facility's policy and procedure (P&P) titled Food Brought by Family or Visitor, last
reviewed 12/18/2025, the P&P stated: - Food brought to a resident by family/visitors must be
accepted by the resident; inspected before facility storage; and stored and served in accordance with
food safety professional standards. - The use of outside food is a possible intervention for residents
with low intake, distinct food preferences, cultural/ethnic preferences. This intervention preserves
the residents' right to self-determination to the greatest extent possible. - The facility kitchen will
only store food that is sealed in manufacturer packaging. Food [NAME] from home in an already
opened, non-sealed container will not be allowed to be stored in the facility kitchen. - Perishable
prepared foods will be discarded in the morning of the next day by the designated dietary staff. -
Prepared food is best consumed within 1 to 2 hours after removal from temperature control to
minimize foodborne illness risk. It is recommended that the prepared food not be held over if it
requires a second reheat. Prepared foods will be discarded after 2 hours.
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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facilityˆfailed toˆmaintainˆan infection prevention and
control program designed to provide a safe, sanitary, and comfortable environment and to help prevent
the development and transmission of communicable diseases and infections by failing to:ˆ 1. Ensure
Resident 73's personal bag was not stored on the groundˆduring a tour of the LaundryˆFacilitiesˆon
12/30/2025.ˆˆ Thisˆdeficient practice had the potential to spread communicable diseasesˆamong
residents, staff, and visitors.ˆ 2. EnsureˆtheˆEnhancedˆBarrier Precautionˆ(EBP, an infection control
intervention designed to reduce transmission of multidrug-resistant organisms [MDRO,
microorganisms, mainly bacteria, that are resistant to one or more classes of antibiotics] that uses
targeted gown and glove use during high contact resident care activities)ˆsign was posted by the
doorˆ leading into the room ˆof one (1) of one (1) sampled resident (Resident 21)ˆreviewed under
infection control. This deficient practice had the potential to spread infections and illnesses to
residents, visitors, and staff.ˆ 3. Ensure the ice scooper wasˆnotˆleft open to air and exposed to
environmental contaminants.ˆ The deficient practice had the potential to cause adverse effects
(theˆundesired, unwanted, or harmful things that happen as a result,ˆeven if you follow the
instructions correctly) on residents such as food-borne illnesses.ˆ Findings:ˆ a) During a review
ofˆResident 73's admission Record (AR), the AR indicated the facility admitted the resident on
12/30/2025,ˆwith diagnosis that includedˆchronic obstructive pulmonary disease (COPD-a chronic
lung disease causing difficulty in breathing),ˆacute onˆchronic respiratory failure (serious condition
that develops when the lungs cannot get enough oxygen into the blood) with hypoxia (low oxygen in
the tissues),ˆpulmonary fibrosis (a lung disease that occurs when lung tissue becomes damaged and
scarred), andˆmalignant neoplasm of breast (breast cancer).ˆ

During a review ofˆResident 73'sˆHistory and Physicalˆ(H&P)ˆdated 12/31/2025,
theˆH&Pˆindicatedˆtheˆresident had the capacity to understand and make decisions.ˆˆˆ

During aˆFacility`s LaundryˆTour on 12/30/2025 atˆ3:35 p.m., withˆLaundry Attendantˆ(LA)ˆ1 and
the Maintenance Supervisor (MS),ˆobservedˆa green bagˆplaced directly on the groundˆand behind
the doorˆin the clean linen area.ˆLA 1ˆstatedˆhe (LA 1)ˆwas temporarily storingˆa
newˆresident'sˆgreenˆbag on the floor behind the door until LA 1 was able to label
theˆresident'sˆclothingˆlocatedˆinside the bag.ˆLA 1 thenˆstatedˆnothing should be placed on the
floor in the laundry area.ˆLA 1ˆstatedˆall items should beˆelevatedˆoff the floor.ˆThe MSˆexited the
laundry area andˆstatedˆall resident personal belongings, including the resident's green bag,ˆshould
be kept off the floorˆbecause of the potential of transferring something dirty from the floor to the
residentˆby cross contamination (the process by which bacteria or other microorganisms are
unintentionally transferred from one substance or object to another, with harmful effect).ˆˆ

During an interview on 12/31/2025 at 9:45 a.m. with the Infection Preventionist (IP), the
IPˆstatedˆthe green bag belonged to Resident 73ˆand should not have been stored on the floor in the
laundry areaˆbecause the floor is dirty.ˆThe IPˆstatedˆwhen Resident 73's bag was stored on the
floor it created aˆcross-contaminationˆissueˆwith the potential that the dirty bag could be placed on
a clean surface resulting in the surface becoming contaminated with bacteria that could spread to a
resident.ˆˆ

During a concurrent interview and record review on 12/31/2025 at 2:05 p.m. with the Director of
Nursing (DON), the DON reviewed the facility policy and procedures (P&P)ˆregardingˆinfection
prevention. The DONˆstatedˆresident personal items should be kept off the floor for infection control
(continued on next page)
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practices to ensure the bag does not become dirty from the floor and then unknowinglyˆthe bag is
used in a way that causes cross contamination. The DONˆstatedˆthe facility P&P was not followed.ˆˆ

During a review of the facility P&P titled, Laundry Services, last reviewed 12/18/2025, the P&P
indicated, POLICY: It is the policy of this facility that careful precautionary procedures must be
followed by laundry personnel to prevent the spread of infectious diseases to other staff members,
residents and visitorsˆˆ

PROCEDURES:ˆ.ˆGeneral:ˆ.ˆ2. The supervisor of laundry services will work closely with the infection
control designee toˆestablishˆand maintain consistentˆhigh standards.ˆ6. All laundry employees will
be expected to attend in-service programsˆpertaining toˆinfection control.ˆˆ

During a review of the facility P&P titled, StoringˆPersonal Belongings in Laundry Room, last
reviewed 12/18/2025, the P&Pˆindicated, Purpose. Toˆmaintainˆa safe, clean, and sanitary
environment for residents, staff, and visitors byˆpreventing personal belongings from being stored
directly on the floor. Policy Statement. Personal belongings shall not be placed or stored on the floor
in resident rooms, laundryˆroomˆorˆcommon areas. All personal items must be kept in designated
storage areas to reduce infection risk, prevent falls, andˆmaintainˆcompliance with safety and
housekeeping standards.ˆProcedure.ˆ.1.ˆResident Personal Belongings.ˆPersonal items (e.g.,
clothing, shoes, bags,ˆ.)ˆmust be stored in:ˆ

- Closetsˆ

-ˆDrawersˆ

-ˆCabinetsˆ

-ˆShelving unitsˆ

-Over-bed tables or designated hooks.ˆ

Items may not be placed directly on the floor.ˆ2.ˆStaff Responsibilitiesˆ

.ˆStaff should routinelyˆmonitorˆresident rooms, laundry andˆcommon areasˆfor items placed on the
floor.ˆ3.ˆInfection Control.ˆItems found on the floor are considered
contaminated.ˆCompliance.ˆFailure to follow this policy may result in:ˆ.ˆIncreased infection risk.

b) During a review of Resident 21's admission Record, the admission Record indicated the facility
admitted the resident on 12/10/2025, with diagnoses including sepsis (a life-threatening blood
infection), malignant neoplasm (abnormal growth of tissues that spread to other parts of the body) of
ovaries (female reproductive glands that make eggs and female hormones), and generalized muscle
weakness.ˆ

During a review of Resident 21's History and Physical (H&P) dated 12/10/2025, the
H&PˆindicatedˆResident 21 had the capacity to understand and make decisions.ˆ

During a review of Resident 21's Minimum Data Set (MDS, a resident assessment tool), dated
12/16/2025, the MDS indicated Resident 21 had an intact cognition (mental action or process
ofˆacquiringˆknowledge and understanding) was able to understand others and make needs known.
(continued on next page)

7337055192

07/18/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

055192 01/02/2026

Providence St Elizabeth Care Center 10425 Magnolia Blvd
North Hollywood, CA 91601

F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

The MDS furtherˆindicatedˆResident 21 was independent with eating;ˆrequiredˆsupervision or
touchingˆassistanceˆwith oral hygiene and personal hygiene; substantial/maximalˆassistanceˆwith
toileting hygiene, bathing, lowerˆbody dressing, sit-to-stand, and toilet transfers;
partial/moderateˆassistanceˆfrom staff with all other ADLs.ˆˆ

During a review of Resident 21's Order Summary Report, the Order Summary Reportˆindicatedˆthe
following physician's orders dated 12/10/2025:ˆ

- EnhancedˆBarrier Precautions: PPE (personal protective equipmentˆ-ˆclothing and equipment that
is worn or usedˆto provideˆprotection against hazardous substances and/or
environments)ˆrequiredˆfor high resident contact care activities. Indication:ˆperipherally inserted
central catheter (PICC - a long, thin tube inserted through a vein in the arm and passed through to the
larger veins near the heart used for long-term intravenous access) line every shift.ˆ

- Flush PICC line catheter on right upper arm (RUA)ˆevery dayˆshift as maintenance.ˆ

- Change injection cap when visibly soiled, if removed, or disconnected as needed.ˆ

During a review of Resident 12 care plan (CP)ˆfor PICC line in RUA,ˆinitiatedˆon 12/11/2025, the
CPˆindicatedˆto use EBP to keepˆtheˆresident freeˆof complications.ˆ

During a concurrent observation and interview on 12/29/2025 at 9:06 a.m. inside Resident 21's
room,ˆobservedˆResident 21 lying in bed, awake, alert, and verbally responsive. Resident
21ˆstatedˆshe (Resident 21) was transferred from an acute hospital due to severe infection in
herˆblood andˆhad a PICC line placed in the RUAˆsometime in October.ˆObserved Resident 21 with
two (2) lumensˆ(refers to the cavity or channel within a tube or tubing)ˆPICC line catheter on the RUA
dated 12/28/2025. ˆObservedˆdisposableˆgowns and gloves on a rack attached toˆthe wall inside
Resident 21's room.ˆ

During an observation on 12/29/2025 atˆ9:29 a.m., outside Resident 21's room,ˆobservedˆthereˆwas
no EBP sign posted by the wall.ˆ

During a concurrent observation and interview on 12/29/2025 at 9:45 a.m.ˆoutside Resident 21's room
with the Infection Preventionist (IP). TheˆIPˆstatedˆshe just placed the EBP sign by the door as she
was just notified that Resident 21 had a PICC lineˆon the RUA. The IPˆstatedˆResident 21 had a PICC
line sinceˆadmission date of 12/10/2025.ˆThe IPˆstatedˆthe nurse who admitted Resident 21 and
received the order from theˆphysicianˆshould have implemented the EBP andˆplacedˆtheˆEBP sign
by the door outside the room.ˆ

During an interview onˆ12/29/2025 at 9:49 a.m. with Certified Nursing Assistant (CNA)ˆ2, CNA
2ˆstatedˆstaff wereˆremindedˆduring huddle at the start of the shiftˆregarding proper hand hygiene
and wearing of PPEs duringˆhigh contact resident care activities for residents on EBP. CNA
2ˆstatedˆif there was a sign for EBP by the door outside a resident's room, staff are supposed to
perform hand hygiene prior to putting on gown and glovesˆand entering the roomˆfor showers and
ADLs. CNA 2ˆstatedˆshe did not remember seeing the EBP sign outside Resident 21's roomˆuntilˆthe
IP placed the sign today.ˆCNA 2ˆstatedˆthe EBP sign should haveˆbeen placedˆas soon as possible.
CNA 2ˆstatedˆif the EBP sign was notˆplacedˆtimely, it placed Resident 21 at riskˆto get infection
and potentially spread the infection toˆother residents and staff.ˆˆ
(continued on next page)
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During aˆconcurrentˆrecord reviewˆand follow up interviewˆon 12/31/2025 atˆ10:06ˆa.m.ˆwith the
IP, Residentˆ21's physician's orders, photograph of theˆwall without the EBP sign, and
CPˆwereˆreviewed. The IPˆstatedˆResidentˆ21ˆhad orders to place on EBP due to PICC line use, and
PICC line care. The IPˆstatedˆthe CPˆindicatedˆto use EBPˆtoˆkeep the resident free of
complications. The IPˆstatedˆthe photograph of the wallˆby the door entranceˆdated 12/29/2025 at
9:29 a.m.ˆshowed that the EBP sign wasˆnot in place.ˆThe IP stated the EBP sign shouldˆhave been
placedˆby the door entranceˆon the day Residentˆ21was admitted to the facilityˆas it placed
Residentˆ21at risk for acquiring infection from staff who provided care to a resident with
infectionˆand to prevent the spread of infection in the facility to other staff and residents.ˆ

During an interview onˆ12/29/2025 at 2:30 p.m. with the Director of Nursing (DON), the
DONˆstatedˆResident 21 had a PICC line when admitted on [DATE] and a physician order was
received to place Resident 21 on EBP due to presence of PICC line. The DONˆstatedˆwhoeverˆthe
nurse was during admission should have placed the EBP sign andˆthe IPˆisˆin charge ofˆmonitoring
who are the residents withˆindwelling medical devices such as PICC lineˆto ensure the proper
precautions are being implemented. The DONˆstatedˆResident 21 did not have an EBP sign placed
outside the door to remind staff to don (put on) and doff (take off) PPE during high contact resident
activity. The DONˆstatedˆthe EBP sign should have been placedˆoutside Resident 21's roomˆas
itˆhad the potentialˆfor the spread of infection between residents and staff andˆplaced Resident 21 at
risk forˆgetting infection.ˆˆ

During a reviewˆof the facility's policy and procedure (P&P) titledˆIPCP Standard and
Transmission-Based Precautions, last reviewed on 12/18/2025, the P&Pˆindicated:ˆ

- It is the policy of the facility to implement infection control measures to prevent the spread of
communicable diseases and conditions.ˆ

Procedure:ˆ

3. Enhanced Barrier Precautions (EBP): used on conjunction with standard precautions and expand
the use of PPE through the use of gown and gloves during high contact residentˆcare activities that
provide opportunities for indirect transfer of MDROs to staff hands and clothing whenˆindirectly
transferred to residents or fromˆresident-to-resident.ˆ

a. PPE: the use of gown and gloves for high contact resident care activitiesˆisˆindicatedˆfor nursing
home residents with wounds and/or indwelling medical devicesˆ

During a review of the facility's P&P titled Infection Prevention and Control Program, last reviewed on
12/18/2025, the P&Pˆindicated:ˆ

- The infection prevention and control program is a facility-wide effort involving all disciplines and
individuals and is an integral part of the quality assurance and performance improvement program.
The elements of the infection prevention and control program consist ofˆcoordination/oversight,
surveillance, data analysis, antibiotic stewardship, outbreak management, prevention of infection, and
employee health and safety. The program is carried out by the facility infection preventionist.ˆˆ

- It is the policy of this facility to provide the necessary supplies, education, and oversight to ensure
healthcare workers perform hand hygiene based on accepted standards.ˆ
(continued on next page)
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c)ˆ During an observation on 12/29/2025 at 8:38 a.m., while doing resident screening, near the
kitchen door hallway of the facility,ˆobservedˆa blue ice chest on wheels with the ice scooper placed
inside an open container beside the ice chest.ˆ

During a concurrent observation and interview on 12/29/2025 at 8:40 a.m., with theˆInfection
Preventionist (IP), near the kitchen door entrance,ˆobservedˆa blue ice chest on wheels with the ice
scooper placed inside an open container beside the ice chest.ˆTheˆIPˆstatedˆthe ice scooper should
be covered because leaving them open to air exposes the ice scooper to environmental contaminants
such as bacteria and viruses that when ingested by the resident can cause gastric infections.ˆ

During a concurrent interview and record review on 12/31/2025 at 4:10 p.m., with theˆAssistant
Director of Nursing (ADON), the ADON statedˆthe ice scoopers should be protected inside a plastic
container to prevent them from environmental contaminants such as bacteria, dust, and viruses. The
ADON stated the ice scoopers are used to scoop ice for resident's drinks and when the ice scooper is
contaminated and used to scoop for ice on a resident drinking their favorite drinks it can cause
gastric infection that can make them ill. The ADON stated the staff did not follow their policy on ice
procedures.ˆ

During a review of the facility's recent policy and procedure (P&P) titled Ice Procedures, last reviewed
on 12/18/2025, the P&Pˆindicatedˆice is to be handled properly to prevent infection.ˆ

Procedure:ˆ

2. A covered plastic or stainless-steel container will be used to hold the scoop. The PM dishwasher
will run this container through the dish machine daily.ˆ

During a review of the facility's recent P&P titled Infection Prevention and Control Program, last
reviewed on 12/18/2025, the P&P indicated the infection prevention and control program is a
facility-wide effort involving all disciplines and individuals and is an integral part of the quality
assurance and performance improvement program. The elements of the infection prevention and
control program consist of coordination/oversight, surveillance, data analysis, antibiotic stewardship,
outbreak management, prevention of infection, and employee health and safety. The program is
carried out by the facility infection preventionist. It is the policy of this facility to provide the
necessary supplies, education, and oversight to ensure healthcare workers perform hand hygiene
based on accepted standards.ˆ

Goalsˆ

-Identifyˆand correct problems relating to infection control.ˆ
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Implement a program that monitors antibiotic use.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to implement its policy for antibiotic (medication used
to treat infection) stewardship (efforts in long-term care facilities to ensure that antibiotics are used
only when necessary and appropriate [means prescribing the right drug at the right dose at the right
time for the right duration]) program and infection prevention and control program for four of four
sampled residents (Residents 12, 1, 33, and 41) reviewed for antibiotic use by failing to ensure:1.
Failing to ensure Resident 12 meets the criteria for the use of sulfamethoxazole and trimethoprim
double strength (also known as Bactrim DS, a combination of two antibiotics used to treat bacterial
infections in the ear, sinus, throat, lungs, and skin) for urinary tract infection (UTI - an infection in the
bladder/urinary tract). 2. Failing to ensure Resident 12 was monitored for adverse side effects (an
unintended, negative health outcome or unwanted event that occurs as a result of a treatment,
medication, or exposure to a substance) for the use of Bactrim DS while receiving the medication. 3.
Resident 1's Amoxicillin (an antibioticˆused to treat infections caused byˆbacteria) had a specific
indication for its use and had monitoring for its adverse effects. 4. Resident 1's Diflucan (a
prescription antifungal medication used toˆtreat infections caused by fungus or yeast) had a
monitoring for its adverse effects. 5. Resident 33's Methenamine Hippurate (a urinary antiseptic used
as preventive treatment for recurrent urinary tract infections (UTIs, occur when bacteria enter the
urinary tract through the urethra and begin to spread in the bladder) indicated an end date and had
monitoring for its adverse effects. 6. Resident 41's Bactrim had monitoring for its adverse effects.
These failures had the potential to increase antibiotic resistance (when bacteria develop the ability to
withstand the effects of antibiotics, making it difficult or impossible to treat infections) from
unnecessary or inappropriate antibiotic use and had the potential for the residents to experience an
unmonitored adverse reaction. Findings: 1. During a review of Resident 12's admission Record (AR -
front page of the chart that contains a summary of basic information about the resident), the AR
indicated the facility admitted Resident 12 on 12/15/2025 with diagnoses including type two diabetes
mellitus (DM 2 - a disorder characterized by difficulty in blood sugar control and poor wound healing),
generalized muscle weakness, and difficulty walking. During a review of Resident 12's History and
Physical (H&P), dated 12/16/2025, the H&P indicated Resident 12 did not have the capacity to
understand and make decisions. During a review of Resident 12's Minimum Data Set (MDS - a resident
assessment tool), dated 12/21/2025, the MDS indicated Resident 12 had severely impaired cognition
(mental action or process of acquiring knowledge and understanding) and was sometimes able to
understand and make her needs known. The MDS further indicated Resident 12 required substantial or
maximal assistance to total assistance from staff with all activities of daily living (ADLs - activities
such as bathing, dressing and toileting a person performs daily). During a review of Resident 12's
Order Summary Report (OSR), dated 12/31/2025, the OSR indicated a physician's order dated
12/28/2025 for Bactrim DS (sulfamethoxazole-trimethoprim) oral tablet 800-160 milligrams (mg
&ndash; a unit of measurement) give one (1) tablet by mouth two (2) times a day for UTI for seven (7)
days. During a review of Resident 12's SBAR (situation, background, assessment, recommendation - a
communication tool used by healthcare workers when there is a change of condition among the
residents) Communication Form, dated 12/26/2025, the SBAR Communication Form indicated
Resident 12 had increased confusion or disorientation and was trying to get out of bed and
temperature of 98.3 degrees Fahrenheit (F &ndash; a unit of measurement) but did not have any other
symptoms of UTI such as, but not limited to, dysuria (difficulty in urinating), urgency, frequency, and
gross hematuria (blood in the urine that is visible in the naked eye). The SBAR Communication Form
further indicated, the physician ordered a urinalysis (UA - a test that examines the urine to check for
various health issues) with culture and sensitivity (a test that checks the urine for bacteria that may
be causing an infection and determine effective treatment. During a review of Resident 12's SBAR
(continued on next page)
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Communication Form, dated 12/28/2025, the SBAR Communication Form indicated Resident 12 had
increased confusion and temperature of 98F. The SBAR Communication Form further indicated the UA
result was relayed to the physician with new order to start Resident 12 on Bactrim DS oral tablet
800-160 mg give 1 tablet by mouth 2 times a day for UTI for 7 days. During a review of Resident 12's
Loeb's Minimum Criteria for Initiating Antibiotic Therapy (a set of guidelines that helps healthcare
providers decide when to start antibiotics for residents in long-term care facilities) form, dated
12/29/2025, the Loeb's Minimum Criteria for Initiating Antibiotic Therapy form indicated under the
criteria for suspected UTI without catheter, Resident 12 did not meet any of the criteria such as
dysuria, urgency, frequency, and gross hematuria. The Loeb's Minimum Criteria for Initiating
Antibiotic Therapy form further indicated under the criteria for fever where the focus of infection is
unknown, Resident 12 did not meet both criteria required as Resident 12 only had increased confusion
but did not have a temperature of more than 100F. During a review pf Resident 12's care plan (CP) on
infection of the urinary tract initiated on 12/28/2025, the CP indicated to administer antibiotic as
ordered by the physician for the resident to have minimal to no complications related to infection.
During a review of Resident 12's Medication Administration Record (MAR - a daily documentation
record used by a licensed nurse to document medications and treatments given to a resident), dated
12/29/2025, the MAR indicated Resident 12 received the first dose of Bactrim DS on 12/28/2025 at 5
p.m. During a review of Resident 12's UA result, dated 12/27/2025, the UA result indicated Resident
12 had 2 plus blood in the urine and the normal range should be negative (did not find the substance),
many bacteria in the urine and the normal range is none, and the white blood cells (WBC, a type of cell
in the urine) that helps the body fight infections and other diseases) were more than 50 HPF (high
power field &ndash; a unit of measurement for volume) and the normal range should zero (0) to four
(4). During a review of Resident 12's Change in Condition (CIC) Follow Up Nurses Notes form, dated
12/28/2025 to 12/30/2025, the CIC Follow Up Nurses Notes form did not indicate Resident 12 was
monitored for adverse side effects of antibiotic use on 12/29/2025 and 12/30/2025 7 a.m. to 7 p.m.
shift. During a concurrent interview and record review on 12/31/2025 at 8:14 a.m. with the Infection
Preventionist (IP), Resident 12's physician's orders, UA results, SBAR Communication form, dated
12/26/2025 and 12/28/2025, MAR, for 12/2025, CIC Follow Up Nurses Notes form, dated 12/28/2025
to 12/30/2025, and Loeb's Minimum Criteria for Initiating Antibiotic Therapy form, dated 12/29/2025,
were reviewed. The IP stated if a resident had an order for antibiotics, she (IP) utilizes Loeb's
Minimum Criteria for Initiating Antibiotic Therapy form by checking if the resident meets the minimum
criteria and the use of the antibiotic is appropriate. The IP stated the nurses are supposed to monitor
the residents on antibiotics for adverse side effects every shift for the duration of the antibiotics and
notify the physician immediately. The IP stated Resident 12 had a physician's order for Bactrim DS 2
times a day for 7 days on 12/28/2025 but did not have any fever and signs and symptoms of UTI,
therefore Resident 12 did not meet any of the minimum criteria required according to the Loeb's
Minimum Criteria for Initiating Antibiotic Therapy form. The IP stated an abnormal UA result was not
one of the criteria in the Loeb's Minimum Criteria for Initiating Antibiotic Therapy form. The IP stated
Resident 12 did not have any monitoring for adverse side effects for the use of Bactrim DS on
12/29/2025 and 12/30/2025 7a.m. to 7 p.m. shift. The IP stated Resident 12 should have been
monitored for adverse side effects every shift. The IP stated if Resident 12 was not monitored for the
adverse effects of antibiotics, Resident 12 could have adverse reactions, which could result in delay
in physician notification and delay in resident care. The IP stated she should have notified the
physician that Resident 12 did not meet the minimum criteria required for the use of antibiotics for
UTI as it placed Resident 12 at risk for development of resistance to most antibiotics which makes
infections harder to treat. During a concurrent interview and record review on 12/31/2025 at 1:30 p.m.
with the Assistant Director of Nursing (ADON), Resident 12's physician's orders, UA results, SBAR
Communication form, dated 12/26/2025 and 12/28/2025, MAR, for 12/2025, CIC Follow Up Nurses
Notes form, dated 12/28/2025 to 12/30/2025, were reviewed. The ADON stated Resident 12 had an
(continued on next page)
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abnormal UA result, the SBAR Communication form indicated increased confusion and temperatures of
98.3F and 98F and a physician's order for Bactrim D 800-160 mg 1 tablet 2 times a day for 7 days for
UTI. The ADON stated nurses are supposed to monitor the residents for adverse side effects of
antibiotic use every shift and document in the CIC Follow Up Nurses Notes. The ADON stated
Resident 12 did not have monitoring documented for adverse side effects of antibiotic on 12/29/2025
and 12/30/2025 7 a.m. to 7 p.m. shift. The ADON stated Resident 12 should have been monitored for
adverse side effects of antibiotic use which placed Resident 12 at risk for notifying the physician and
a delay in care the resident needed. During a review of the facility's policy and procedure (P&P) titled,
Antibiotic Stewardship, last reviewed on 12/18/2025, the P&P indicated:

It is the policy of this facility to implement an Antibiotic Stewardship Program (ASP) that is
incorporated in the overall Infection and Prevention and Control Program which will promote
appropriate use of antibiotics while optimizing the treatment of infections, at the same time reducing
the possible adverse events associated with antibiotic use. This policy has the potential to limit
antibiotic resistance in the post-acute care setting improving treatment efficacy and resident safety.
Antibiotic Stewardship refers to a set of commitments and actions designed to optimize the treatment
of infections while reducing the adverse effects associated with antibiotic use. This can be
accomplished through improving antibiotic prescribing, administration, and management practices
reducing inappropriate use to ensure that residents receive the right antibiotic for the right indication,
dose, and duration. Action: a. Facility may consider a time-out (TO) practice. A time-out can be
considered a stop order of an antibiotic when a diagnostic test or symptoms of resident do not
support the diagnosis of infection. These practices include improving the evaluation and
communication of clinical signs and symptoms when a resident is first suspected of having an
infection, optimizing the use of diagnostic testing, and implementing an antibiotic review process for
all antibiotics prescribed in the facility. Antibiotic reviews provide clinicians with an opportunity to
reassess the ongoing need for and choice of an antibiotic when the clinical picture is clearer and more
information available. Tracking: a. IP or designee will be responsible for infection surveillance and
MDRO (multidrug resistant organism &ndash; a germ or bacteria that is resistant to many organisms)
tracking. b. IP or designee will collect and review data.

2. During a review of Resident 1's AR, the AR indicated the facility admitted the resident on
12/2/2025, with diagnoses including sepsis (a life-threatening blood infection), presence of
cerebrospinal fluid drainage device (often called aˆshunt, isˆa thin tube system surgically placed to
drain excess fluid from around the brain or spine, redirecting it to another body area (like the abdomen
or heart) where it can be reabsorbed), and acute respiratory failure (a life-threatening condition that
occurs when fluid leaks from small blood vessels in the lungs and builds up in the air sacs). During a
review of Resident 1's H&P, dated 12/5/2025, the H&P indicated the resident does not have the
capacity to understand and make decisions. During a review of Resident 1's MDS, dated [DATE], the
MDS indicated the resident rarely to never had the ability to make self-understood and understand
others and had severely impaired cognition (a person has significant problems with their mental
abilities&mdash;such as thinking, remembering, and making decisions&mdash;to the extent that it
majorly interferes with their daily life and they can no longer live independently). The MDS indicated
the resident was on a high-risk drug class antibiotic. During a review of Resident 1's Order Summary
Report (OSR), the OSR indicated an order for: - 12/4/2025 Amoxicillin-Pot Clavulanate Tablet 875-125
mg. Give 1 tablet via gastrostomy tube (g-tube - a soft tube placed through the belly wall directly into
the stomach, acting as a shortcut for delivering food, fluids, and medicine when someone cannot eat
enough or safely by mouth, ensuring they get essential nutrition and hydration) every 12 hours for
bacterial infection for 7 days and give 1 tablet via g-tube one time only for bacterial infection until
12/04/2025. - 12/10/2025 Diflucan Oral Tablet 200 mg (Fluconazole). Give 1 tablet via g-tube one
(continued on next page)
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time a day for oral thrush (a type of fungal infection) for 7 days. The OSR dated 12/30/2025 did not
indicate any orders for monitoring for adverse effect on the use of Amoxicillin and Diflucan. During a
review of Resident 1's CP Report titled, Is at risk for adverse reaction related to Amoxicillin-Pot
Clavulanate Tablet 875-125 mg for g-tube insertion, last revised on 12/12/2025, the CP indicated a
goal of the resident will be free of adverse drug reactions through the review date and an intervention
to discuss with resident and family the number and type of medications resident is taking and the
potential for drug interactions and side effects from over-medication. During a review of Resident 1's
CP Report titled, Is at risk for adverse reaction related to Diflucan Oral Tablet 200 mg (Fluconazole).,
last revised on 12/23/2025, the CP indicated a goal of the resident will be free of adverse drug
reactions through the review date and an intervention to monitor for possible signs and symptoms of
adverse drug reaction: falls, weight loss, fatigue, incontinence, agitation, lethargy, confusion,
agitation, depression, poor appetite, constipation, and gastric upset. During a concurrent interview
and record review on 12/30/2025 at 3:43 p.m. with the Assistant Director of Nursing (ADON), Resident
1's Medical Diagnosis, OSR, MAR, and CP. The ADON stated there was an order for two antibiotics
that were completed in 12/2025, they were Amoxicillin-Pot Clavulanate Tablet 875-125 mg. Give 1
tablet via g-tube every 12 hours for bacterial infection for 7 Days and give 1 tablet via g-tube one time
only for bacterial infection until 12/4/2025 and Diflucan Oral Tablet 200 mg (Fluconazole). Give 1
tablet via g-tube one time a day for oral thrush for 7 days. The ADON stated the order for
Amoxicillin-Pot Clavulanate Tablet 875-125 mg. Give 1 tablet via g-tube every 12 hours for bacterial
infection for 7 days should have been clarified with the attending physician by the licensed nurses
because the indication was not specific. The ADON stated the indication bacterial infection is not
enough justification for the use of the antibiotic and there were multiple missing monitoring for
adverse effect on the use of Amoxicillin in the resident's electronic healthcare record. The ADON also
stated there was an order for Diflucan Oral Tablet 200 mg (Fluconazole). Give 1 tablet via g-tube one
time a day for oral thrush for 7 days and the licensed staff did not do a every shift monitoring for
adverse effect on the use of Diflucan. The ADON stated antibiotics should have a valid specific
indication for their use, an end date, and should be monitored for adverse effects on its use every
shift. The ADON stated the failure of the licensed staff to clarify the indication of the Amoxicillin's
use and to monitor the adverse effects of Amoxicillin and Diflucan had predisposed the resident to
antibiotic resistance and they failed to monitor if the antibiotic is working and to intervene if the
resident had been experiencing adverse effects. During a concurrent interview and record review on
12/31/2025, at 1:11 p.m., with the Infection Preventionist (IP), Resident 1's Diagnosis, OSR, MAR, and
CP were reviewed. The IP stated the order for Resident 1's Amoxicillin should have been clarified
with the attending physician as the indication was not specific, indicating bacterial infection is not
enough to justify its use. The IP stated she screens the resident for appropriate antibiotic use and the
antibiotic orders should have a specific indication, an end date, and should have monitoring for its
adverse effects. The IP stated the Amoxicillin and Diflucan orders of Resident 1 did not have an order
for monitoring for adverse effects of its use. The IP stated the staff failed to monitor for adverse
effects of the two antibiotics that predisposed the resident to its adverse effects and antibiotic
resistance. During a review of the facility's recent P&P titled, Antibiotic Stewardship, last reviewed
on 12/18/2025, the P&P indicated it is the policy of this facility to implement an Antibiotic
Stewardship Program (ASP) that is incorporated in the overall Infection and Prevention and Control
Program which will promote appropriate use of antibiotics while optimizing the treatment of
infections, at the same time reducing the possible adverse events associated with antibiotic use.
During a review of the facility-provided Highlights of Prescribing Information (HPI) on the use of
Amoxil (amoxicillin) capsules, tablets, or powder for oral suspension, with initial U.S. approval in
1974, the HPI indicated warnings and precautions of: -Anaphylactic reactions: Serious and occasional
fatal anaphylactic reactions have been reported in patients on penicillin therapy. Serious anaphylactic
reactions require immediate emergency treatment with supportive measures. -Clostridium difficile
(continued on next page)

7344055192

07/18/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

055192 01/02/2026

Providence St Elizabeth Care Center 10425 Magnolia Blvd
North Hollywood, CA 91601

F 0881

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

diarrhea (ranging from mild diarrhea to fatal colitis. Evaluate if diarrhea occurs. During a review of the
facility-provided Information on the use of Diflucan (Fluconazole Tablets) (Fluconazole Injection- for
intravenous infusion only) (Fluconazole for Oral Suspension), revised 5/2011, the Information
indicated warnings: 1. Hepatic (relating to the liver - body part that filters toxins from the blood, help
digest food, and store energy) Injury. 2. Anaphylaxis (a severe, sudden, potentially fatal allergic
reaction). 3. Dermatologic (relating to the skin, hair, nails, and mucous membranes) . Etc. 3. During a
review of Resident 33's AR, the AR indicated the facility admitted the resident on 12/3/2025, with
diagnoses including closed fracture (a broken bone where the skin stays intact), retention of urine
(when a person is unable to empty the urine from the bladder and the urine may back up into the
kidneys [part of the body that filters blood]), gastro-esophageal reflux disease (GERD - a chronic
condition where stomach acid frequently flows back up into the esophagus [food pipe] because the
muscle at the end of the esophagus does not close properly, causing irritation and symptoms like
heartburn, regurgitation, and difficulty swallowing). During a review of Resident 33's H&P, dated
12/4/2025, the H&P indicated the resident had the capacity to understand and make decisions. During
a review of Resident 33's MDS, dated [DATE], the MDS indicated the resident had the ability to make
self-understood and understand others and had intact cognition (having a clear, sharp, and sound
mind). During a review of Resident 33's OSR, dated 12/15/2025, the OSR indicated an order for
Methenamine Hippurate Oral Tablet 1 gram (gm - a unit of weight) (Methenamine Hippurate). Give 1
tablet by mouth two times a day for prophylaxis (PPX - taking action to prevent something bad from
happening, usually a disease or infection, before it starts) for UTI. During a review of Resident 33's
CP Report titled, Is at risk for adverse reaction related to Methenamine Hippurate Oral Tablet 1 gm.
Give 1 tablet by mouth two times a day for supplement, initiated on 12/4/2025, the CP indicated a
goal of the resident will be free of adverse drug reactions through the review date and an intervention
to discuss with resident and family the number and type of medications the resident is taking and the
potential for drug interactions and side effects from over-medication. During a concurrent interview
and record review on 12/30/2025, at 3:59 p.m., with the ADON, Resident 33's Medical Diagnosis, OSR,
MAR, and CP were reviewed. The ADON stated the licensed staff should have clarified the order with
the attending physician because there was no end date on the use of Methenamine Hippurate and
there was no order to monitor for its adverse effects. The ADON stated the medication was for UTI
prophylaxis but somehow it needs a certain date to reevaluate its use because the antibiotic tends to
be resistant to infection if used for a longer period of time. The ADON also stated he did not find any
monitoring for its adverse effects on the resident's electronic chart. The ADON stated it was
important to monitor for its adverse effects to know if the medication needed to be adjusted or
discontinued. During a concurrent interview and record review on 12/31/2025, at 1:18 p.m., with the
IP, Resident 33's Medical Diagnosis, OSR, MAR, and CP were reviewed. The IP stated there was no
end date for the drug due to the resident was having recurrent UTIs. The IP stated there should be
monitoring for adverse effects on the use of Methenamine Hippurate to determine if the medication is
working and if it needed to be adjusted. The IP stated it was important to monitor for its adverse
effect for the healthcare team to intervene right away and relieve the resident from unnecessary
discomforts the drug may bring. During a review of the facility's recent P&P titled, Antibiotic
Stewardship, last reviewed on 12/18/2025, the P&P indicated it is the policy of this facility to
implement an Antibiotic Stewardship Program (ASP) that is incorporated in the overall Infection and
Prevention and Control Program which will promote appropriate use of antibiotics while optimizing the
treatment of infections, at the same time reducing the possible adverse events associated with
antibiotic use. During a review of the facility-provided Information on the use of Hiprex (methenamine
Hippurate tablets USP), revised 12/2017, the Information indicated to reduce the development of
drug-resistant bacteria and maintain the effectiveness of Hiprex (methenamine Hippurate tablets
USP) and other antibacterial drugs, Hiprex should be used only to treat or prevent infections that are
proven or strongly suspected to be caused by bacteria. Precautions Prescribing Hiprex in the absence
(continued on next page)
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of a proven or strongly suspected bacterial infection or a prophylactic indication is unlikely to provide
benefit to the patient and increases the risk of the development of drug-resistant bacteria. 4. During a
review of Resident 41's AR, the AR indicated the facility admitted the resident on 12/2/2024, with
diagnoses including traumatic subarachnoid hemorrhage (bleeding in the space surrounding the brain
as a direct result of a head injury), acute kidney failure (the rapid (less than 2 days) loss of the
kidneys' ability to remove waste and help balance fluids and electrolytes in the body), and dysphagia
(difficulty swallowing). During a review of Resident 41's H&P, dated 12/29/2025, the H&P indicated
the resident does not have the capacity to understand and make decisions. During a review of
Resident 41's MDS, dated [DATE], the MDS indicated the resident had the ability to make
self-understood and understand others and had intact cognition. During a review of Resident 41's
OSR, dated 12/28/2025, the OSR indicated an order for Bactrim DS Oral Tablet 800-160 mg
(Sulfamethoxazole-Trimethoprim). Give 1 tablet by mouth every 12 hours for UTI for 5 days. During a
review of Resident 41's CP Report titled, Resident has infection of the UTI, initiated on 12/28/2025,
the CP indicated a goal of the resident will have minimal to no complications related to infection
through the course of treatment. During a concurrent interview and record review on 12/30/2025, at
4:28 p.m., with the ADON, Resident 41's Medical Diagnosis, OSR, MAR, and CP were reviewed. The
ADON stated there was an order for Bactrim on Resident 41 however, there was no monitoring for
adverse reaction on the use of the antibiotic by the licensed staff done. The ADON stated there should
be monitoring for adverse effects of the drug so that they could adjust the medication and intervene if
the resident exhibits signs and symptoms of adverse effect caused by the antibiotic. During a
concurrent interview and record review on 12/31/2025 at 1:20 p.m. with the IP, Resident 41's Medical
Diagnosis, OSR, MAR, and CP were reviewed. The IP stated there was no monitoring for adverse
effect on the use of Bactrim on Resident 41. The IP stated the licensed staff should have monitored
for the adverse effect of the medication to help the attending physician adjust or discontinue the dose
of the medication. During a review of the facility's recent P&P titled Antibiotic Stewardship, last
reviewed on 12/18/2025, the P&P indicated it is the policy of this facility to implement an Antibiotic
Stewardship Program (ASP) that is incorporated in the overall Infection and Prevention and Control
Program which will promote appropriate use of antibiotics while optimizing the treatment of
infections, at the same time reducing the possible adverse events associated with antibiotic use.
During a review of the facility provided Information on the use of Bactrim Sulfamethoxazole and
trimethoprim DS (double strength) tablets and tablets USP, revised 6/2013, the Information indicated
precautions: - Development of drug-resistant bacteria - Folate (a type of vitamin) deficiency -
Hemolysis (the breakdown or destruction of red blood cells)- Hypoglycemia (low blood sugar)-
Phenylalanine (a protein building block the body needs, but cannot make) metabolism (the body's
internal process of turning food and drinks into the energy it needs to function) Etc.
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Keep residents' personal and medical records private and confidential.

Based on observation, interview, and record review, the facility failed to maintain the residents' right
to privacy and confidentiality by failing to: 1. Ensure Licensed Vocational Nurse (LVN) 2 did not leave
an unattended computer screen in a public area displaying a resident`s personal clinical information
and Medication Administration Record (MAR, a record of all medications taken by a resident on a
day-to-day basis) for one randomly sampled resident (Resident 23). 2. Provide privacy when LVN 2
administeredˆResident 6's scheduled morning medicationsˆin the activity room. This deficient
practice had resulted in unauthorized exposure of the resident's medical care and treatment resulting
in violation of the resident's right to privacy with the potential to cause psychosocial harm. Findings:
a. During a review of Resident 23's admission Record (AR), the AR indicated the facility admitted the
resident on 12/12/2025, with diagnoses that included morbid obesity (a serious health condition that
results from an abnormally high body mass), pulmonary fibrosis (a lung disease that occurs when lung
tissue becomes damaged and scarred), and diabetes mellitus (DM-a disorder characterized by
difficulty in blood sugar control and poor wound healing).

During a review of Resident 23's Minimum Data Set (MDS &ndash; resident assessment tool) dated
12/18/2025, the MDS indicated the resident was able to understand others and was able to make
herself understood. The MDS further indicated that the resident was dependent on staff for toileting,
bathing, and lower body dressing.

During a review of Resident 23's History and Physical (H&P), the H&P indicated the resident had the
capacity to understand and make decisions.

During an observation on 12/29/2025 at 12:20 p.m., observed Medication Cart 1 unattended by staff in
the hallway outside Room A with the monitor screen turned on. While standing in the hallway, the
surveyor was able to view the monitor screen displaying Resident 23's full name, photo, date of birth ,
age, allergies, code status, most recent vital signs, weight, and MAR. Observed LVN 2 was inside
Room A attending to a resident while standing behind a closed curtain that separated the computer
from LVN 2.

During a concurrent observation and interview on 12/29/2025 at 12:23 p.m., observed LVN 2 exit
Room A and stated that she (LVN 2) left the monitor screen on with Resident 23's MAR visible from
the hallway while she (LVN 2) was inside another resident's room. LVN 2 stated she (LVN 2) should
not have left the monitor on and open to Resident 23's MAR because of the Health Insurance
Portability and Accountability Act (HIPAA, a federal law that sets standards protecting sensitive
health information from disclosure). LVN 2 stated she (LVN 2) was sorry and should have closed the
monitor screen prior to leaving Medication Cart 1 in the hallway to attend to another resident.

During a concurrent interview and record review on 12/31/2025 at 2:05 p.m. with the Director of
Nursing (DON), the DON reviewed the facility policy and procedures (P&P) regarding resident privacy
of medical records. The DON stated the facility P&P is that resident personal information is protected.
The DON stated the computers on the medication carts have privacy screens that can be turned on
when the licensed nurse is not near the computer to protect personal information, like resident
medications, from being seen by others. The DON stated LVN 2 could also have just turned off the
monitor screen, but she did not. The DON stated the facility P&P was not followed when LVN 2 left
the computer unattended with the screen open to Resident 23's personal clinical information and MAR
potentially affecting the resident psychosocially resulting in the resident to have distrust of the
facility staff.
(continued on next page)
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During a review of the facility P&P titled, Medication Administration-General Guidelines, last reviewed
12/18/2025, the P&P indicated, Medications are administered as prescribed in accordance with good
nursing principles and practices and only by persons legally authorized to do so. Personnel authorized
to administer medications do so only after they have been properly oriented to the facility's
medication distribution system (procurement, storage, handling and administration). privacy is
maintained always for all resident information (e.g., MAR) [by closing the MAR book/covering the
MAR sheet or computer screen] when not in use.

During a review of the facility P&P titled, Resident / Patient Confidentiality, last reviewed
12/18/2025, the P&P indicated, POLICY: All resident Health Information is confidential and protected
by HIPPA Law. HIPAA DEFINITION-The Health Insurance Portability and Accountability Act. HIPAA is
a federal law that is designed to protect the privacy and security of patient health information.
Privacy Rule-The HIPAA Privacy Rule establishes national standards to protect individuals' medical
records and other personal health information and applies to health plans, health care clearinghouses,
and those health care providers that conduct certain health care transactions electronically. The Rule
requires appropriate safeguards to protect the privacy of personal health information, and sets limits
and conditions on the uses and disclosures that may be made of such information without patient
authorization.All staff, volunteers, and vendors must not disclose any medical information about a
resident, either, verbally, written, or electronically.

During a review of the facility P&P titled, Dignity and Privacy, last reviewed 12/18/2025, the P&P
indicated, POLICY. It is the policy of this facility that all residents be treated with kindness, dignity
and respect. PROCEDURES: 1. The staff shall display respect for Resident's when speaking with,
caring for, or talking about them, as constant affirmation of their individuality and dignity as human
beings.

b. During a review of Resident 6's admission Record (AR), the AR indicated that the facility admitted
the resident on 11/4/2025 with diagnoses including wedge compression fracture (the front side of the
bone collapses, resulting in wedge-shaped vertebra [backbones supporting the body and protecting
the spinal cord (a bundle of nerves that extends from the base of the brain to the lower back)]) of
first lumbar vertebra, dysphagia (difficulty swallowing), and immunodeficiency (a state in which the
immune system's ability to fight infectious diseases and cancer is compromised or entirely absent)
due to conditions.

During a review of Resident 6's History and Physical (H&P), dated 11/6/2025, the H&P indicated the
resident had the capacity to understand and make decisions.

During a review of Resident 6's Minimum Data Set (MDS-a resident assessment tool), dated
11/10/2025, the MDS indicated the resident usually understand others and usually make himself
understood. The MDS indicated that the resident required assistance with eating, toileting hygiene,
shower/bathe self, upper and lower body dressing, and personal hygiene.

During a review of Resident 6's Care Plan (CP) Report focused on Cognitive Loss, dated 11/6/2025,
the CP Report indicated the resident with goals of maintaining current level of cognitive function with
interventions which included to maintain consistent daily routines for waking, meals, therapies, and
bedtime to reduce confusion, and support orientation.

During an observation on 12/29/2025 at 9:58 a.m., in the activity room, LVN 2 administered
medications to Resident 6. Resident 6 was observed sitting on a wheelchair and sharing a table facing
(continued on next page)
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two other residents.

During a concurrent interview and record review on 12/29/2025 at 10:10 a.m. with LVN 2, reviewed
Resident 6's Medication Administration Record for 12/29/2025. LVN 2 stated she (LVN 2) gave
Resident 6 his morning medications. LVN 2 stated she (LVN 2) went to the resident's room and he
(Resident 6) was not there and found him in the activity room and administered the medications there.
LVN 2 stated she (LVN 2) gave Resident 6`s morning medications including blood pressure
medications: amlodipine, metoprolol, and other medications including Cymbalta (an antidepressant
medication), clopidogrel (an antiplatelet medication used to prevent blood clots), methocarbamol
(muscle relaxant), tamsulosin (an alpha blocker used to relax he muscles in the prostate and bladder
and improves urine flow), Zenpep (an enzyme replacement medication), aspirin (an anti-inflammatory
medication and in low doses prevent blood clots), senna (stimulant laxative), and Percocet
(medication used for the relief of moderate to moderately severe pain).

During an interview on 12/29/2025 at 2:07 p.m. with Resident 6, Resident 6 stated he (Resident 6)
always takes his medications in his room and takes his pain medication before his therapy. Resident 6
stated he (Resident 6) takes his medications, including his pain medication, every day. Resident 6
stated today the nurse gave his medications in the dining room (activity room). Resident 6 stated he
(Resident 6) needed to take his pain medication before his therapy, but that was the first time he
(Resident 6) was taking his medications in the dining room. Resident 6 stated he (Resident 6) prefers
to take his medications in his room.

During an interview on 12/31/2025 at 4:25 p.m. with Assistant Director of Nursing (ADON), the ADON
stated the medications should be provided at the bedside for privacy and confidentiality of the
resident. The ADON stated the licensed nurse should have asked the resident what his preferences
are when taking his medications and follow the resident's preferences.

During a review of the facility's policy and procedure (P&P), titled, Resident / Patient Confidentiality,
last reviewed 12/18/2025, the P&P indicated, POLICY: All resident Health Information is confidential
and protected by HIPPA Law. HIPAA DEFINITION-The Health Insurance Portability and Accountability
Act. HIPAA is a federal law that is designed to protect the privacy and security of patient health
information. Privacy Rule-The HIPAA Privacy Rule establishes national standards to protect
individuals' medical records and other personal health information and applies to health plans, health
care clearinghouses, and those health care providers that conduct certain health care transactions
electronically. The Rule requires appropriate safeguards to protect the privacy of personal health
information, and sets limits and conditions on the uses and disclosures that may be made of such
information without patient authorization. All staff, volunteers, and vendors must not disclose any
medical information about a resident, either, verbally, written, or electronically.

During a review of the facility's P&P titled, Dignity and Privacy, last reviewed 12/18/2025, the P&P
indicated, that it is the policy of this facility that all residents be treated with kindness, dignity and
respect. The P&P indicated its procedures including: 1. The staff shall display respect for Resident's
when speaking with, caring for, or talking about them, as constant affirmation of their individuality
and dignity as human beings.

7349055192

07/18/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

055192 01/02/2026

Providence St Elizabeth Care Center 10425 Magnolia Blvd
North Hollywood, CA 91601

F 0604

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure that each resident is free from the use of physical restraints, unless needed for medical
treatment.

Based on observation, interview, and record review, the facility failed to ensure residents were
treated with respect and dignity including the right to be free from physical restraints (any manual
method, physical or mechanical device, material or equipment that is attached or adjacent to the
resident's body that he or she cannot easily remove that restricts freedom of movement or normal
access to one's body) for one (1) of one (1) sampled resident (Resident 12) reviewed for physical
restraints by failing to obtain a physician's order, informed consent, and complete a restraint
assessment prior to placement of bed pad alarm (a pad with sensors that will alarm when a resident
stands up unassisted to help prevent falls by alerting staff). These deficient practices had the
potential to result in the restriction of the resident's freedom of movement, a decline in physical
functioning, psychosocial harm, physical harm from entrapment, and death of residents. Findings:
During a review of Resident 12's admission Record (front page of the chart that contains a summary
of basic information about the resident), the admission Record indicated the facility admitted Resident
12 on 12/15/2025, with diagnoses including type two (2) diabetes mellitus (DM 2 - a disorder
characterized by difficulty in blood sugar control and poor wound healing), generalized muscle
weakness, and difficulty walking. During a review of Resident 12's History and Physical (H&P) dated
12/16/2025, the H&P indicated Resident 12 did not have the capacity to understand and make
decisions. During a review of Resident 12's Minimum Data Set (MDS, a resident assessment tool),
dated 12/21/2025, the MDS indicated Resident 12 had severely impaired cognition (mental action or
process of acquiring knowledge and understanding) and was sometimes able to understand and make
her needs known. The MDS further indicated Resident 12 required substantial or maximal assistance
to total assistance from staff with all activities of daily living (ADLs - activities such as bathing,
dressing and toileting a person performs daily). During a review of Resident 12's Order Summary
Report dated 12/31/2025, the Order Summary Report did not indicate a physician's order for the use
of bed pad alarm. During a review of Resident 12's paper and electronic health records, the paper and
electronic health records did not indicate a consent that was obtained from the Resident 12`s
responsible party for the use of the bed pad alarm. During a review of Resident 12's fall risk
evaluation dated 12/15/2025, the fall risk evaluation indicated that Resident 12 was at high risk for
falls. During a review of Resident 12's care plan (CP) on risk for falls initiated on 12/15/2025 last
revised on 12/28/2025, the CP indicated bed alarm to remind the resident or staff of unassisted
transfers from bed as one of the interventions so the resident will remain free from falls. During a
concurrent observation and interview on 12/29/2025 at 10:25 a.m. inside Resident 12's room with the
Infection Preventionist (IP), the IP stated Resident 12 had a bed alarm and the bed alarm was
functioning well as evidenced by the presence of a green. The bed alarm made a loud beeping sound
when the two (2) buttons were pressed. During a concurrent interview and record review on
12/31/2025 at 11:20 a.m. with the Assistant Director of Nursing (ADON), Resident 12's physician's
orders, informed consents, CP, and restraint assessment were reviewed. The ADON stated a device
used in any form that the resident is unable to remove freely can be considered a restraint and should
have a physician's order, informed consent, and restraint assessment prior to application of the
restraint. The ADON stated Resident 12 did not have a physician's order, informed consent obtained
from the responsible party, and restraint assessment completed prior to application of bed pad alarm.
The ADON stated there should have been a physician's order, informed consent, and a completed
restraint assessment prior to applying the bed pad alarm to Resident 12 even if the bed pad alarm was
a family preference. The ADON stated that when the bed pad alarm activates during movement, the
sound startles Resident 12 and restricts movement. During an interview on 12/31/2025 at 11:45 a.m.
with the DON, the DON stated prior to application of restraints, the staff are supposed to try the least
restrictive measures first. The DON stated if the least restrictive measures did not work, the LN is
(continued on next page)
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supposed to obtain an order from the physician for the type of restraint needed, the reason for the
restraint is required, confirm informed consent from the family with explanation of risks and benefits
to give them a chance to decline or agree with the plan, and complete a restraint assessment to
ensure the type of restraint to be used is appropriate. The DON stated Resident 12 had a previous
order for a bed pad alarm and was discontinued on 12/28/2025. The DON stated the previous
physician's order did not indicate that the physician obtained informed consent from the family to
explain the risks and benefits of the restraint use. The DON stated if the family insisted on not
removing the bed pad alarm, it should have been care planned, obtain a new physician's order, obtain
informed consent from the family, and complete a restraint assessment prior to reapplying the bed
pad alarm. The DON stated applying the restraint without a physician's order, informed consent, and
restraint assessment is not honoring Resident 12's right to be restraint free which can result in a
decline in physical functioning. During a review of the facility's policy and procedure (P&P) titled,
Restraint, Physical, last reviewed on 12/18/2025, the P&P indicated that it is the facility's policy to
only use restraints as a last resort in the least restrictive manner when it is considered medically
necessary. - Physical Restraint - any manual method or physical or mechanical device, material, or
equipment attached or adjacent to the resident's body that the individual cannot remove easily, which
restricts freedom of movement or normal access to one's body. - All resident will be assessed on
admission, quarterly, annually, and with significant change of status for the use and appropriateness
of physical restraints. - If it is determined that a resident requires the use of a restraint, then further
assessment will be done. - Any resident using a restraint will have a current order with the following
components: the exact type of restraint, circumstances for usage, the medical reason for usage, a
release/exercise statement. - Any resident using a physical restraint must have a current signed
consent in the clinical chart that identifies the risks/benefits of the restraint, the medical symptom
for the restraint usage, and alternatives to the restraint - The facility may not use restraints in
violation of the regulation solely based on a legal surrogate or representative's request or approval.
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Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of
being admitted

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to develop a baseline care plan for one of
two sampled resident (Resident 44) reviewed for Pain Management by failing to develop a care plan
that identified resident-centered interventions per facility policy and procedure (P&P) regarding
Resident 44's use of as needed (PRN) hydrocodone - acetaminophen (an opioid [also called a narcotic
- powerful pain-reducing medication). This deficient practice had the potential to result in
miscommunication among facility staff and a delay in care or lack of delivery of care and services for
the resident. Findings: During a review of Resident 44's admission Record (AR), the AR indicated the
facility admitted the resident on 11/14/2025 with diagnoses that included hemiplegia (total paralysis
of the arm, leg, and trunk on the same side of the body) and hemiparesis (partial paralysis or
weakness on one side of the body), metabolic encephalopathy a (general term that describes brain
disease, damage, or malfunction usually related to inflammation within the body), polyneuropathy (a
disorder of the peripheral nervous system that may result in pain, discomfort, and mobility issues),
and peripheral vascular disease (PVD - a slow progressive narrowing of the blood flow to the arms
and legs). During a review of Resident 44's Minimum Data Set (MDS - resident assessment tool),
dated 11/20/2025, the MDS indicated the resident was able to understand others and was able to
make himself understood. The MDS further indicated that the resident required substantial / maximal
assistance from staff for toileting, bathing, upper and lower body dressing, and mobility.ˆˆThe MDS
indicated the resident was taking opioids, a high-risk drug class of medication (drugs that have a
heightened risk of causing significant patient harm when they are used in error). During a review of
Resident 44's Physician Order Summary, the Physician Order Summary indicated the following orders:
- Hydrocodone - acetaminophen oral tablet five (5) - 325 milligrams (mg - a unit of measurement), give
one (1) tablet by mouth every four (4) hours PRN for pain 1- six (6) out of 10, dated 11/14/2025 and
discontinued and re-ordered on 12/26/2025. - Hydrocodone - acetaminophen oral tablet 5 - 325 mg,
give two (2) tablets by mouth every 4 hours PRN for pain seven (7) to 10 out of 10, dated 11/14/2025
and discontinued and re-ordered on 12/26/2025.ˆ During a review of Resident 44's Care Plan (CP)
titled, Has acute / chronic pain, initiated 11/15/2025, the CP indicated a goal that the resident would
not have an interruption in normal activities of daily living. The CP listed the following interventions:
anticipate need for pain relief and respond immediately to any complaint of pain; identify, record and
treat resident's existing conditions which may increase pain and or discomfort; observe and report
changes in usual routine, sleep patterns, decrease in functional abilities, decrease ROM, withdrawal
or resistance to care; pain assessment every shift; and report to nurse any change in usual activity
attendance patterns or refusal to attend activities related to signs or symptoms or complaints of pain
or discomfort. During a review of Resident 44's Hospital Discharge summary, dated [DATE], the
Hospital Discharge Summary indicated the resident was hospitalized from [DATE] to 12/26/2025.
During a concurrent observation and interview on 12/29/2025 at 9:25 a.m., Resident 44 lay in bed and
stated he (Resident 44) often had pain and is given pain medication. Resident 44 stated the pain
medication causes constipation. During a concurrent interview and record review on 12/31/2025 at
8:22 a.m. with Licensed Vocational Nurse (LVN) 3, Resident 44's physician orders, Medication
Administration Record (MAR - a daily documentation record used by a licensed nurse to document
medications and treatments given to a resident) for 12/2025, and CPs were reviewed. LVN 3 stated
baseline CPs are completed when a resident is readmitted . LVN 3 stated the baseline CP indicates
the main focuses of each resident's care with specific goals and interventions for each discipline to
provide the care to meet those goals. LVN 3 stated that when a resident has acute or chronic pain it
is important to include the use of opioid medication in the CP because it is a resident specific
intervention used to achieve the goal for acute or chronic pain relief. LVN 3 stated Resident 44 was
(continued on next page)
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readmitted on [DATE], verbalized pain, and receives hydrocodone - acetaminophen pain management.
LVN 3 stated Resident 44's CP regarding acute / chronic pain should include an intervention for the
administration of opioid pain medication, but it did not. LVN 3 stated when Resident 44's did not have
a baseline CP that included the use of opioids there was the potential for ineffective care and poor
pain management resulting in a decline in the resident's functional mobility, an increase in depression,
or unrecognized side effects of opioids like constipation. During a concurrent interview and record
review on 12/31/2025 at 2:05 p.m. with the Director of Nursing (DON), the facility policy and
procedures (P&P) regarding CPs and pain management were reviewed. The DON stated baseline CPs
include the minimum healthcare information to provide basic care to a resident upon admission or
readmission. The DON stated the facility P&P indicates physician's orders are included in the baseline
CP. The DON stated Resident 44's physician order for the use of PRN hydrocodone - acetaminophen
tablets to treat pain should have been included in the baseline CP because the medication was an
important intervention for pain management, but it was not included. The DON stated the facility P&P
was not followed with the potential to result in staff not knowing how to provide care for pain
management to Resident 44. During a review of the facility's P&P titled, Pain Management, last
reviewed 12/18/2025, the P&P indicated, Policy. It is the policy. to ensure that pain management is
provided to residents who require such services, consistent with professional standards of practice,
comprehensive and routine assessments, person-centered care plan, and the residents' goals and
preferences. Procedure. 2. To the extent possible, staff will: . b. Evaluate existing pain and the
causes. c. Manages or prevents pain, consistent with the comprehensive assessment and plan of
care, current professional standards of practice, and the resident's goals and preferences. 4.
Management: a. The care plan will include preventative or care interventions (pharmacological and
non?pharmacological) to manage and/or prevent pain and consider the resident needs, preferences
and goals. During a review of the facility's P&P titled, Comprehensive Person - Centered Care
Planning, last reviewed 12/18/2025, the P&P indicated, Policy. It is the policy of this facility that the
interdisciplinary team (IDT) shall develop a comprehensive person? centered care plan for each
resident that includes measurable objectives and timeframes to meet a resident's medical, nursing,
mental and psychosocial needs that are identified in the comprehensive assessment. The IDT team
will also develop and implement a baseline care plan for each resident, within 48 hours of admission,
that includes minimum healthcare information necessary to properly care for each resident and
instructions needed to provide effective and person-centered care that meet professional standards
of quality care. Definitions. Resident's Goal - refers to the resident's desired outcomes and
preferences for admission, which guide decision-making during care planning.Interventions - are
actions, treatments, procedures, or activities designed to meet an objective. Objective - is a
statement describing the results to be achieved to meet the resident's goals. Person-centered care -
means to focus on the resident as the locus of control and support the resident in making their own
choices and having control over their daily lives. Procedure: 1. Within 48 hours of the resident's
admission, the facility will develop and implement a baseline care plan that includes instructions
needed to provide effective and person-centered care. 2. The baseline care plan will include the
minimum healthcare information necessary to properly care for a resident including, but not limited
to:. a) Initial goals based on admission orders,.b) Physician orders.
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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure necessary treatment and care was provided
for one of three sampled residents (Resident 43). The facility failed to: 1. Ensure licensed nurse
assessed and monitored Resident 43's change ofˆconditionˆ(COC- a sudden, clinically important
deviation from a patient's baseline in physical, cognitive [ability to think,ˆand ˆunderstand]
behavioral, or functional status which without immediate intervention, may result in complications or
death)ˆwhen Resident 43 complained of urinary symptoms. 2. Ensure Licensed Nurses notify the
physician of the change of condition and carry out physician order for laboratory test ordered
onˆ12/28/2025. 3. Develop a care plan for symptoms of urinary tract infection (UTI - an infection in
the bladder/urinary tract) These deficient practices has the potential for delay of care and services
with the potential of worsening Resident 43's condition. Findings:ˆ During a review of Resident 43's
admission Record, the admission Record indicated Resident 43 was admitted on [DATE] with
diagnosis that included encephalopathy (a brain disease that alters brain function or structure),
generalized muscle weakness, and sepsis (a life-threatening blood infection). During a review of
Resident 43's Minimum Data Set (MDS - a resident assessment tool), dated 12/4/2025, the MDS
indicated Resident 43's cognition (mental action or process of acquiring knowledge and
understanding) was moderately impaired. The MDS indicated Resident 43 requires
substantial/maximal assistance with toileting hygiene, bathing, dressing and partial/moderate
assistance with eating, and personal hygiene. The MDS indicated Resident 43 is dependent on staff
for mobility with sitting to stand, chair/bed to chair transfer and toilet transfer. The MDS also
indicated Resident 43's has urinary incontinence (the loss of bladder control). During an interview on
12/29/2025 at 12:58 p.m. with Resident 43, Resident 43 stated she was feeling discomfort when she
urinates and has reported it to staff. Resident 43 stated she is continent and uses the bathroom with
assistance, however, at times she is incontinent and staff change her when needed. During
subsequent interview with Resident 43 on 12/30/2025 at 8:30 a.m., Resident 43 stated she continues
to have tingling sensation when she urinates. During aˆconcurrentˆinterviewˆand record reviewˆon
12/30/2025 at 9:22 a.m.ˆwithˆLicensed Vocational Nurse (LVN)ˆ4,ˆResident 43'sˆphysician orders
dated 12/28/2025ˆdated andˆ Medication AdministrationˆRecordˆ(MAR)
datedˆ12/2025ˆwereˆreviewed. The physician'sˆorderˆindicatedˆurinalysis and cultureˆand
sensitivity (UA C/S - a test that checks the urine for signs of infection and if
present,ˆidentifiesˆwhich bacteria causing the infection)ˆto be performed in the morning, one time
only for one day.ˆˆThe MAR reflected the UA C/S order, with LVN 5's initials recorded at 10:10 p.m.
LVN 4ˆstatedˆthe MARˆindicatedˆthe urine had been collected by LVN 5. LVN 4 furtherˆstatedˆthere
was no documentation of a change in condition and no care plan addressing Resident 43's urinary
symptoms.ˆ During a concurrent interview and record review on 12/30/2025 at 10:02 a.m. with
Director of Nursing (DON),ˆResidentˆ43'sˆnursing progress notes dated 12/28/2025ˆandˆPhysician
orders dated 12/28/2025ˆwere reviewed. DONˆstatedˆthat the LVN's nursing progress
notesˆindicatedˆResident 43 was continent of bladder, urine clear, denies urinary complaints.
DONˆstatedˆthere was noˆassessment performed for Resident 43's complaint ofˆurinary
symptomsˆandˆnoˆchange of condition documentationˆfoundˆin Resident 43's
records.ˆDONˆstatedˆthat whenˆresidents complainˆofˆabnormalˆurinary symptoms, licensed nurse
is expected to assess the resident and document findings, informˆtheˆphysician and carry outˆwhat
physicianˆorders, including obtaining and sending urine to laboratory if ordered.ˆThe DONˆstatedˆthe
physician orderˆindicatedˆUA C&Sˆand theˆorder was not carried outˆsince the laboratory request
was not done.ˆThe DONˆexplainedˆthat entering the laboratory requestˆinforms the laboratory of the
physician order andˆit is whatˆalerts the laboratory to pick up theˆurineˆspecimenˆ(urine collected
from resident)ˆfrom the facility.ˆ Duringˆan interview on 12/30/2025 at 11:51 a.m. with LVNˆ5,
(continued on next page)
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LVNˆ5ˆstatedˆLVN 6 told him Resident 43ˆneeded a urine sample collectedˆfor UA C&S.ˆLVN 5
stated that whileˆobtaining urine from Resident 43,ˆResidentˆ43 complained of intermittent
discomfort during urination.ˆLVNˆ4ˆstatedˆheˆdid notˆnotify the physicianˆsinceˆLVN 6ˆtold him
sheˆalreadyˆcompletedˆSBARˆ Situation, Background, Assessment, Recommendation
(SBARˆ-ˆcommunicationˆframework widely used in healthcare setting to ensure clear, concise, and
organized information exchange among team members). LVN 5 stated he collectedˆthe urineˆbutˆdid
not enter the laboratory requestˆasˆLVN 6ˆtold himˆhis only responsibility was to collect the
sample.ˆLVNˆ5ˆalsoˆstatedˆhe did not develop a care plan because the nurse who completes the
change of condition and SBAR also develops the care plan.ˆLVNˆ5ˆstated as the charge nurse, it was
his responsibility to ensure Resident 43 was appropriately assessed, physician notified, change of
condition/SBAR completed, physician orders are carried out and a care plan
developed.ˆLVNˆ5ˆstatedˆheˆshould haveˆsoughtˆmore information fromˆLVN 6ˆand verified what
he was being told.ˆLVNˆ5ˆstatedˆUA and C&Sˆare laboratory tests to detect infection.ˆLVN 5
statedˆwhen specimen isˆnot received by laboratory, itˆcauses a delay in treatment, symptoms
continueˆand may get worse,ˆpossibly leadingˆtoˆsepsis (aˆlife-threateningˆcomplication of an
infection).ˆˆ During an interview onˆ12/30/2025 at 2:08 p.m. with LVN 6, LVN 6ˆstatedˆshe informed
LVN 5ˆon 12/28/2025ˆthatˆResident 43ˆhad an order forˆUAˆC&S andˆurine sample was
needed.ˆLVN 6ˆstatedˆshe was assigned as desk nurse that eveningˆand did notˆhave
anyˆdirectˆencounter with Resident 43ˆduring her shift.ˆˆˆ During an interview on 12/31/2025 at
4:35 p.m. with Assistant Director of Nursing (ADON), ADONˆstatedˆwhen aˆresidentˆpresentsˆwith
urinaryˆsymptoms,ˆthe licensed nurse is required to conduct a thorough assessment, initiate a
change of condition, notify the physician, carry out physician orders, notify the family, and develop a
care plan. Additionally, documentation of 72-hour monitoring for the change of condition must be
completed. The ADONˆfurtherˆstatedˆthat theˆlaboratory requisition should have been completed
when the urine was obtained from Resident 43 by the licensed nurse who collected the urine.ˆWithout
theˆlaboratory requisition completed, the specimenˆdoes notˆget processedˆandˆthere wouldˆbeˆno
test results to report to the physicianˆfor physician to decide the care and treatment for the
resident.ˆThe ADON stated this results in delay of careˆand ifˆthere isˆan actual
infection,ˆplacesˆthe resident at risk forˆcomplicationsˆthat may lead
toˆhospitalization.ˆADONˆalsoˆstatedˆnot having a care planˆmayˆcause resident's condition to get
worse sinceˆwithout a care plan, there are no planned interventions and treatmentˆspecific to the
problem the resident is experiencing.ˆ During a review of the facility'sˆpolicies and procedures (P&P)
titled, Charting and Documentation,ˆlast reviewedˆ12/18/2026, the P&Pˆindicatedˆ The purpose of
this procedure is to provideˆ1. A complete account of the resident's care, treatment, response to the
care, signs, symptoms, etc. as well as the progress of the resident's care.3. Theˆfacility as well as
other interested parties, with a tool for measuring the quality of care provided to the resident.4.
Nursing service personnel with a record of the physical and mentalˆstatus of the resident.5. Assistant
in the development of a Plan of Care for each resident.6. The element of quality medical nursing
care.ˆ During a review of the facility's P&P titled,ˆ Change of Condition last reviewed 12/18/2025, the
P&Pˆindicatedˆ 1. If, at any time, it is recognized by any one of the team members that the condition
or care of the resident changed, the Licensed Nurse or NurseˆSupervisor should be made aware.
Examples would be (but not limitedˆto).any signs of infection. The P&Pˆindicatedˆthe nurse will
perform and document assessment of the residentˆandˆidentifyˆneed forˆadditionalˆinterventions,
considering implementation of existing orders or nursing interventions or through communication with
the resident's provider using SBAR or similar process to obtain new order or interventions.3. The
resident will then be placed on the 24-Hour Report and Nursing will provide no less than three (3) days
of observation, documentation, and response to any interventions.ˆ During a review of the facility's
P&P titled, Urine, last reviewed 12/18/2025, the P&Pˆindicatedˆ After obtaining urineˆspecimen:.5.
Record procedure in the resident's chart, noting color, consistency.ˆ During a review of the facility's
(continued on next page)
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P&P titled, Physicians Orders, Telephone Orders, last reviewed 12/18/2025, the P&Pˆindicated, 4. All
orders must include the date and time receivedˆand must be noted by the professional staff taking the
order (i.e.ˆlicensed nurse,ˆtherapist, dietician, pharmacist). 5. When noting orders, if theˆlicensed
staff member isˆnot able to implement the orderˆ(i.e., physician needs to beˆcontactedˆfor
clarification, authorization needs to be obtained, scheduling and transportation need to be arranged, or
other reasons) then the following procedure is followed to ensure follow-up and timely implementation
of the order. If the physician does not respond within 24 hours, the licensed staffˆwill notifyˆthe
Director of Nursing whoˆwill involveˆthe Administrator and/or Medical Director to ensure a response
from the physician.ˆ During a review of the facility's P&P titled, Comprehensive Person-Centered Care
Planning, last reviewed 12/18/2025, the P&P indicated,ˆIt is the policy of the facility that the
interdisciplinaryˆteam (IDT) shall develop a comprehensive person-centered careˆplan for each
resident that includes measurable objectives and timeframes to meet a resident's medical, nursing,
mental and psychological needs that are identified in the comprehensive assessment.6. The residents'
comprehensive planˆof care will be reviewed and/or revised by the IDT after each assessment,
including both theˆcomprehensive and quarterly review assessment.ˆ
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Ensure that feeding tubes are not used unless there is a medical reason and the resident agrees; and
provide appropriate care for a resident with a feeding tube.

Based on observation, interview, and record review, the facility failed to ensure the staff providing
care and services to the resident who has a feeding tube (are soft plastic tubes through which liquid
nutrition travels through the gastrointestinal tract [the series of organs that food and liquids pass
through as they are digested, absorbed, and leave the body as feces]) are aware of, competent in, and
utilize facility protocols regarding feeding tube nutrition and care for one of one sampled resident
(Resident 1) reviewed for tube feeding by failing to ensure Resident 1's water flush bag was labeled
with the resident's name, room number, rate of infusion, and initials of the licensed nurse who hung
the water flush bag. This deficient practice had the potential to result in altered nutritional status that
can lead to over or under hydration, gastrointestinal (GI, relating to stomach and intestines) infection
to the resident. Findings: During a review of Resident 1's admission Record (AR), the AR indicated the
facility admitted the resident on 12/2/2025, with diagnoses including dysphagia (difficulty
swallowing), gastrostomy (a surgical opening fitted with a device to allow feedings to be
administered directly to the stomach common for people with swallowing problems), and pneumonitis
(inflammation (swelling and irritation) of the lung tissue) due to inhalation of food and vomit. During a
review of Resident 1's History and Physical (H&P), dated 12/5/2025, the H&P indicated the resident
did not have the capacity to understand and make decisions. During a review of Resident 1's Minimum
Data Set (MDS, a resident assessment tool), dated 12/8/2025, the MDS indicated the resident rarely
to never had the ability to make self-understood and understand others and had severe cognitive
impairment (a significant decline in thinking, memory, and reasoning that makes it impossible for a
person to live independently or perform daily tasks like managing medications, paying bills, or even
understanding the meaning of things). The MDS indicated the resident was dependent to needing
maximal assistance on mobility and activities of daily living (ADLs, activities such as bathing,
dressing and toileting a person performs daily). The MDS indicated the resident had a feeding tube in
place. During a review of Resident 1's Order Summary Report (OSR), dated 12/7/2025, the OSR
indicated an order for Enteral Feed (a way of providing nutrition directly into the gastrointestinal (GI)
tract through an enteral access device (feeding tube) that is placed with its tip in the stomach or
small intestine) order during every shift. Flush feeding tube with 30 milliliters per hour (mL/hr,
describes a rate of flow or consumption over a specific period of time) for (x) 20 hours (total
600ml/day). During a review of Resident 1's Care Plan (CP) Report titled, Feeding Tube. Impaired
swallowing related to severe neurologic impairment. This condition places the resident at risk for
aspiration nutritional compromise, and tube-related complications if feeding tube care is not
consistently maintained, last revised on 12/30/2025, the CP indicated a goal of resident will remain
free of side effects or complications related to tube feeding through review date, and an intervention
of the resident being dependent on tube feeding and water flushes. See MD orders for current feeding
orders. During a concurrent observation and interview on 12/29/2025 at 8:33 a.m., with Treatment
Nurse (TN) 1, observed with TN 1 Resident 1's water flush bag was only labeled with the date and
time that the bag was changed. TN 1 stated the water flush bag should be labeled with the following
as well, the resident's name, room number, rate of infusion, and initials of the licensed nurse who
hung the water flush bag to ensure they are giving the right amount of water flushes to the resident
and the water is not sitting in the water bag for a longer period of time harboring growth of viruses or
bacteria in the water flush bag that can cause residents to get sick. During a concurrent interview and
record review on 12/31/2025 at 4:10 p.m., with the Assistant Director of Nursing (ADON), the ADON
stated that the water flush bag should be treated like a feeding closed container for enteral feeding.
The ADON stated the water flush bag should be labeled with the name of the resident, room number,
date and time it was hung, the rate of infusion, and the initials of the licensed staff who hung them.
Reviewed with the ADON the policy and procedure titled Enteral Formulas, Administration of Closed
(continued on next page)
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System. The ADON stated the licensed staff did not follow their policy and procedure as the licensed
nurse who hung the water flush bag only indicated the date and time it was hung. The ADON stated it
was important to ensure the name of the resident, room number, the date and time it was hung, the
rate of infusion, and the initials of the nurse who hung the bag was indicated on the water flush bag to
ensure they were giving the right hydration to the right patient, right formula, right time, right dose,
and right route to the resident and to prevent medication error. During a review of the facility's recent
policy and procedure (P&P) titled Enteral Formulas, Administration of Closed System, last reviewed
on 12/18/2025, the P&P indicated it is the policy of this facility that All residents requiring tube
feedings will be set up on continuous feeding pumps, after appropriate diagnoses have been obtained
for justification of pump, administering adequate tube feeding formula according to established
criteria outcomes, utilizing closed system products when applicable according to the Formula
Indication Guide. This policy provides a means to safely administer a complete nutritional feeding to
the resident using a premixed formula in a closed container system protecting formula from exposure
to harmful contaminants. Procedures: 6. Label formula container with resident's name, room #, date,
starting time, rate @ ml/hr, and your initials.
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Provide safe and appropriate respiratory care for a resident when needed.

Based on observation, interview, and record review, the facility failed to ensure respiratory care
provided to residents was consistent with professional standards of practice for one of one sampled
resident (Resident 1) reviewed for respiratory care by failing to ensure Resident 1's suction canister
(aˆcontainer used in medical settings to collect bodily fluidsˆ[like mucus, blood, or other secretions]
that have been drawn out of a patient's body using a medical suction machine) was labeled with the
date it was last changed. The deficient practice had the potential for residents to develop
complications such as shortness of breath, desaturation (low levels of oxygen in the blood), and
respiratory infections. Findings: During a review of Resident 1's admission Record (AR), the AR
indicated the facility admitted the resident on 12/2/2025, with diagnoses including gastrostomy (a
surgical opening fitted with a device to allow feedings to be administered directly to the stomach
common for people with swallowing problems), dysphagia (difficulty swallowing), and pneumonitis
(inflammation of the lung tissue) due to inhalation of food and vomit. During a review of Resident 1's
History and Physical (H&P), dated 12/5/2025, the H&P indicated the resident did not have the
capacity to understand and make decisions. During a review of Resident 1's Minimum Data Set (MDS,
a resident assessment tool), dated 12/8/2025, the MDS indicated the resident rarely to never had the
ability to make self-understood and understand others and had severely impaired cognition (a person
has significant problems with their mental abilities-such as thinking, remembering, and making
decisions-to the extent that they can no longer live independently and require substantial help with
everyday activities). The MDS indicated the resident was dependent to needing maximal assistance
on mobility and activities of daily living (ADLs, activities such as bathing, dressing and toileting a
person performs daily). During a review of Resident 1's Order Summary Report (OSR), dated
12/17/2025, the OSR indicated an order of oral suction if needed (PRN) for excessive secretions.
Every six (6) hours as needed for excess secretions. During a review of Resident 1's Care Plan (CP)
Report titled, At risk for severe acute respiratory infection related to exposure of transmissible
respiratory disease, initiated on 12/5/2025, the CP indicated a goal that the resident will be free of
signs and symptoms (s/sx) of infection through the review date. During a concurrent observation and
interview on 12/29/2025, at 8:33 a.m., with Treatment Nurse (TN) 1, inside Resident 1's room,
observed Resident 1's suction canister containing whitish fluid inside the canister about less than 100
milliliters (ml, a unit of volume) labeled with the name of the resident. TN 1 stated the suction
canister should be labeled with the name of the resident and the date the suction canister was
provided or changed to know when to change them again. TN 1 stated they change the suction
canister weekly and as needed. TN 1 stated they label the suction canister with the name of the
resident and the date it was provided to know when to change them again and for infection control
purposes. TN 1 stated using the suction canister for a prolonged period of time can predispose the
resident to respiratory infections due to bacteria and viruses that can grow on the suction canister
and the system as a whole. During an interview and record review on 12/31/2025, at 4:10 p.m., with
the Assistant Director of Nursing (ADON), the ADON stated the licensed staff should have labeled the
suction canister of Resident 1 with the date it was last changed to ensure they were not using the
suction canister for more than allowable time. The DON stated using the suction canister for a
prolonged period of time can predispose the resident to upper respiratory tract infection (URTI, an
infection of the nose, sinuses, throat, and voice box (larynx)) due to growth of bacteria and viruses in
the suction system. The DON stated they change the suction canister every week and PRN. The ADON
stated the staff did not follow their policy on suction machines. During a review of the facility's
recent policy and procedure (P&P) titled Suction Machine, Cleaning of, last reviewed on 12/18/2025,
the P&P indicated it is the policy of this facility to handle all equipment in such a manner as to
eliminate or reduce to a minimum the spread of disease. Note: 2. While in use, reusable suction
catheter shall be stored inside a plastic set-up bag. Suction canister and catheter will be dated when
(continued on next page)
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replaced weekly and as needed. During a review of the facility's recent P&P titled Infection Prevention
and Control Program, last reviewed on 12/18/2025, the P&P indicated the infection prevention and
control program is a facility-wide effort involving all disciplines and individuals and is an integral part
of the quality assurance and performance improvement program. The elements of the infection
prevention and control program consist of coordination/oversight, surveillance, data analysis,
antibiotic stewardship, outbreak management, prevention of infection, and employee health and
safety. The program is carried out by the facility infection preventionist. It is the policy of this facility
to provide the necessary supplies, education, and oversight to ensure healthcare workers perform
hand hygiene based on accepted standards. Goals - Identify and correct problems relating to infection
control.
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Observe each nurse aide's job performance and give regular training.

Based on interview and record review, the facility failed to ensure that employee files contained
documentation of required performance evaluation for one of two sampled Certified Nursing Assistant
(CNA) 2. This failure had the potential to negatively impact on the quality and safety of resident care
delivery. Findings: During an interview on 12/30/2025 at 8:39 a.m. with CNA 2, CNA 2 stated she has
been working in the facility two years. During a concurrent interview and employee records review for
CNA 2 on 12/30/2025 at 9:30 a.m. with Director of Staff Development (DSD), the DSD stated CNA 2's
original hire date was on 11/4/2024. DSD stated that CNA 2 does not have any performance
evaluation on file. The DSD stated all employee files, including CNA 2, went missing after previous
DSD left employment in September 2025. The DSD stated he is responsible for completing CNAs'
performance evaluations as the current DSD effective 9/3/2025. The DSD stated performance
evaluations are completed annually in the month the CNA was hired. The DSD stated CNA 2's hire
date under new facility ownership was 6/1/2025 and therefore the DSD will be completing CNA 2's
performance evaluation June 2026. The DSD stated performance evaluations assess staff
performance, identify weaknesses, and determine training needs. DSD stated that performance
evaluation ensures a CNA is competent in providing resident care. During an interview on 12/31/2025
at 4:35 p.m. with Assistant Director of Nursing (ADON), ADON stated employee performance
evaluations assess competency. ADON stated that completing evaluations as required is critical to
resident safety. ADON explained that failing to conduct evaluations could lead to unsafe care and
potential harm to residents. During a review of [Facility] 2025 Facility Assessment, dated 9/2025,
the assessmentˆindicated, 3. Regular Reviews: Conduct regular performance evaluations to assess
staff effectiveness andˆidentifyˆareas of improvement.ˆ During a review of the facility's policy and
procedure titled, Performance Evaluations, last reviewed 12/18/2025, the P&P indicated, 1.
Performance evaluations provide a vehicle for two-way communication between the
Supervisor/Department Head and the employee to discuss the employee's work performance,
including but not limited to the employee's initiative, work ethic, attitude, working relationships with
others, job knowledge and other job-related factors. 2. Performance evaluations should occur on, but
not limited to, the following occasions: .B. On the employee's annual date of anniversary hire.5. The
Supervisor/Department Head will evaluate the employee's performance using the applicable
performance evaluation form. 13. The completed evaluation form must be retained in the employee's
personnel file.
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Ensure menus must meet the nutritional needs of residents, be prepared in advance, be followed, be
updated, be reviewed by dietician, and meet the needs of the resident.

Based on observation, interview, and record review, the facility failed to follow the established and
alternative menu per resident preferences and facility policy and procedure (P&P) to meet resident
nutritional needs by failing to provide a resident's request for a salad or cauliflower on the lunch tray
on 12/29/2026 for one of three sampled residents (Resident 44) reviewed under the Food care area.
This deficient practice had the potential to result in resident dissatisfaction and malnutrition.
Findings: During a review of Resident 44's admission Record (AR), the AR indicated the facility
admitted the resident on 11/14/2025 with diagnoses that included hemiplegia (total paralysis of the
arm, leg, and trunk on the same side of the body) and hemiparesis (partial paralysis or weakness on
one side of the body), metabolic encephalopathy (a general term that describes brain disease,
damage, or malfunction usually related to inflammation within the body), type two (2) diabetes
mellitus (DM-a disorder characterized by difficulty in blood sugar control and poor wound healing), and
dysphagia (difficulty eating) following cerebral infarction (CVA- a stroke). During a review of Resident
44's Minimum Data Set (MDS - resident assessment tool) dated 11/20/2025, the MDS indicated the
resident was able to understand others and was able to make himself understood. The MDS further
indicated that the resident required substantial / maximal assistance from staff for toileting, bathing,
upper and lower body dressing, and mobility. During a review of Resident 44's Physician Order
Summary, the Physician Order Summary indicated the following dietary orders: -Controlled consistent
carbohydrate diet (CCHO - specialized diet for people with DM), soft (texture of food) and bite sized,
thin liquids, aspiration precautions (a set of practices to prevent food or liquids from entering the
airway and lungs instead of the stomach), dated 12/30/2025. During a review of Resident 44's Care
Plan (CP) titled, (Resident 44) is diagnosed with Type two (2) DM with hyperglycemia (high blood
sugar), initiated 11/18/2025, the CP indicated a goal that the resident would have no complications
related to DM. The CP included an intervention to offer substitutes for foods not eaten. During a
review of Resident 44's Nutrition Evaluation and Registered Dietician Review, dated 12/28/2025, the
Nutrition Evaluation and Registered Dietician Review indicated to provide weekly menu and
alternative menu for daily reference. During a concurrent observation and interview on 12/29/2025 at
9:25 a.m., Resident 44 was lying in bed while Certified Nursing Assistant (CNA) 2 stood at bedside.
Resident 44 stated he did not like the facility food. Observed CNA 2 stated Resident 44 could place a
request for an alternative menu choice and CNA 2 read the Alternative Menu aloud to the resident.
Resident 44 stated to CNA 2 that he (Resident 44) preferred to have a fruit plate with cottage cheese
and a salad for lunch. Observed CNA 2 wrote the word salad and circle Fruit Plate with Cottage
Cheese, on the Alternative Menu. During a concurrent observation and interview on 12/29/2025 at
12:28 p.m., observed Resident 44 sat in bed with the lunch tray in front of the resident. Observed a
fruit plate with cottage cheese, but no salad was on the tray. Resident 44 stated they (did not specify
who) came and told him he could not have a salad. During a concurrent observation, interview, and
record review on 12/29/2025 at 12:30 p.m. with CNA 2, CNA 2 reviewed Resident 44's Alternative
Menu and stated the salad was crossed off and replaced with cauliflower. CNA 2 stated there was no
salad or cauliflower on Resident 44's lunch tray. Observed CNA 2 walked to the facility kitchen and
spoke with the Dietary Supervisor Assistant (DSA). The DSA stated the DSA spoke with Resident 44
prior to lunch and explained that Resident 44's specialized diet did not allow salad. The DSA stated
Resident 44 agreed to have cauliflower from the regular menu. The DSA stated Resident 44 should
have been provided with cauliflower on the lunch tray, but the kitchen staff forgot to add it. Observed
the DSA take a bowl of chopped cauliflower to Resident 44's room and stated to Resident 44 that she
(DSA) was sorry the cauliflower was forgotten. During a concurrent interview on 12/30/2025 at 12:33
p.m. with the Dietary Supervisor (DS), the DS stated on 12/29/2026 a bowl of cauliflower should have
been provided on Resident 44's lunch tray because the cauliflower provides nutrition and the resident
(continued on next page)
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agreed to have the cauliflower in place of the requested salad. The DS stated the kitchen forgot to
provide the requested cauliflower on the resident's tray potentially resulting in the resident not eating
enough. The DS stated Resident 44's preferences for lunch food items were not followed on
12/29/2025. During a concurrent interview and record review on 12/31/2025 at 2:05 p.m. with the
Director of Nursing (DON), the DON reviewed the facility P&P regarding food preferences. The DON
stated the facility process is to make sure residents are fed within their specialized diet and to
provide the food items requested. The DON stated if Resident 44 stated he wanted cauliflower, then
cauliflower should have been provided to the resident, but it was not. The DON stated it was
important to provide resident food preferences there is a potential to cause psychosocial issues like
feeling sad when their requests are not provided. During a review of the facility P&P titled, Food
Preferences, last reviewed 12/18/2025, the P&P indicated, POLICY: Resident's food preferences will
be adhered to within reason. Substitutes for all foods disliked will be given from the appropriate food
group.

7363055192

07/18/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

055192 01/02/2026

Providence St Elizabeth Care Center 10425 Magnolia Blvd
North Hollywood, CA 91601

F 0838

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Conduct and document a facility-wide assessment to determine what resources are necessary to care
for residents competently during both day-to-day operations (including nights and weekends) and
emergencies.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to accurately update the 2025 Facility Assessment (an
evaluation of the physical environment necessary to meet the needs of the residents) for two of three
sampled residents (Residents 74 and 1) to reflect care, and competency (a combination of knowledge,
skills, abilities, and behaviors that enable an individual to perform a task or role successfully) of staff
for gastrostomy (g-tube-a surgical opening fitted with a device to allow feedings to be administered
directly to the stomach common for people with swallowing problems) tube medication administration.
These deficient practices had the potential for the facility to not provide needs of the residents with
g-tube and delay necessary care and services. Findings: During a review of Resident 74's admission
Record, the admission Record indicated the facility admitted Resident 74 on 6/1/2023, and readmitted
on [DATE], with diagnoses that included encounter attention to gastrostomy, acute respiratory
failure (a sudden, life-threatening condition where the lungs cannot adequately get enough oxygen
into the blood or remove carbon dioxide) with hypoxia (when your body tissues don not get enough
oxygen), and unspecified (unconfirmed) Alzheimer's Disease (a disease characterized by a
progressive decline in mental abilities). During a review of Resident 1's admission Record, the
admission Record indicated the facility admitted Resident 1 on 12/2/2025, with diagnoses that
included spastic quadriplegic (the most severe form of cerebral palsy, characterized by severe
muscle stiffness affecting all four limbs, the trunk, and often the face) cerebral palsy (a condition
marked by impaired muscle coordination and/or other disabilities, typically caused by damage to the
brain before or at birth), atelectasis (the partial or complete collapse of a lung) and attention to
gastrostomy. During a review of facility's 2025 Facility Assessment, dated 9/2025, the Facility
Assessment indicated, Resident Support/Care Needs, Our Facility cares for many different residents
with various types of care needs. The list below identifies the most common or frequently provided
services in these general categories. General Care: .Medications- Awareness to limitations and/or
assessments for self-administration of medications. Administration of medications based on provider
orders and resident need by route - including oral, nasal, buccal (by mouth), sublingual (applied under
the tongue), topical (applied to a specific surface of the body), subcutaneous (under the skin), rectal,
intravenous (within the vein), intramuscular (into the muscle), inhaled, vaginal, ophthalmic (related to
eyes). Staff training/education and competencies: Our Facility makes a good faith effort to provide
the staff training/education and competencies necessary to provide the level and types of support
and care needed for our resident population. Our Facility has identified the following competencies
that may be utilized by our staff. Medication administration: includes injectable (delivered directly into
the body using a syringe or needle), oral, subcutaneous and topical. During an interview on 1/1/2026
at 11:58 a.m., with the Direcor of Nursing (DON), the DON stated the Facility Assessment indicates
the population the facility, the capacity, number of staff on regular basis. The purpose of the Facility
Assessment was to make a list and identify the needs of the facility on how to care for the residents
on regular basis. The DON stated the facility had issues with g-tube medication administration. The
DON stated the Facility Assessment did not indicate general care of residents with enteral tube
(delivering nutrition or medication directly into the digestive system, often via a tube). The DON
stated the Facility Assessment should have been updated because the facility currently had two
residents (Residents 74 and 1) on g-tube. The DON stated the Facility Assessment did not contain
staff competencies on g-tube medication administration. The DON stated the Facility Assessment
should have been updated annually and as needed and the facility had two chances of updating it
when Resident 74 was admitted on [DATE], and readmitted on [DATE], and another chance was on
12/2/2025, when the facility admitted Resident 1 but on both dates the facility did not update the
(continued on next page)
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Facility Assessment. During a concurrent interview, and record review on 1/1/2026, at 12:39 p.m.,
with the DON, facility's policy and procedure (P&P), titled, Facility Assessment, dated 9/2017, and
last reviewed on 4/2025, the P&P indicated, The facility will review and update the assessment at
least annually and as necessary whenever there is, or the facility plans for any change that would
require a substantial modification (big or major change that significantly alters the nature, value,
function, or safety of something) to any part of the assessment. 1. The facility will use the
assessment to evaluate its resident population and identify the resources needed to provide the
necessary person-centered care and services the residents require. a. The assessment will be used
to assist in making decisions about direct care staff needs, as well as the facility's capabilities to
provide services to the residents. b. The facility will use a competency-based approach (a teaching
and learning approach that assesses students' ability to demonstrate knowledge and skills rather
than the amount of time) focusing on ensuring that each resident is provided care that allows the
resident to maintain or attain their highest practicable physical, mental, and psychosocial (the
interrelation of social factors and individual thought and behavior) well-being. 2. The facility
assessment will include the following: a. Resident population profile including numbers,
diseases/conditions, physical and cognitive disabilities, acuity, and ethnic/cultural/religious factors
that impact care. b. Services and care offered based on resident needs (includes types of care
resident population requires) c. Facility resources needed to provide competent care for residents,
including staff, staffing plan, staff training/education and competencies, education and training,
physical environment and building needs, and other resources, including agreements with third
parties, health information technology resources and systems, a facility-based and community-based
risk assessment, and other information as applicable. 4. The facility will be review and update the
assessment annually or whenever the facility plans for any change that would require a modification
to any part of the assessment. The DON stated admitting Residents 74 and 1 with enteral tube was a
substantial and needs modification of the Facility Assessment.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to maintain accurate clinical records in
accordance with accepted professional standards and practices for two of two sampled residents
(Resident 44 and 21) reviewed for Pain Management by failing to: 1. Ensure Licensed Vocational
Nurse (LVN) 4 accurately documented in the medication administration record (MAR - a daily
documentation record used by a licensed nurse to document medications and treatments given to a
resident) the assessed numeric pain rating scale (a standard pain scale with zero being no pain and
ten [10] as the worst pain one can imagine) number for the administration of (PRN) hydrocodone -
acetaminophen (an opioid [also called a narcotic - powerful pain-reducing medication) when the pain
level was documented as zero on 12/17/2025 at 11 a.m. for Resident 44. 2. Ensure LVN 3 accurately
documented in the MAR the resident's pain level on 12/18/2025 for Resident 21. This resulted in
inaccurate documentation in Resident 44 and 21's electronic health record (EHR- a digital version of a
patient's medical history maintained by healthcare providers (HCP) to share across different HCPs to
help improve coordination and continuity of care). Findings:

a. During a review of Resident 44's admission Record (AR), the AR indicated the facility admitted the
resident on 11/14/2025, with diagnoses that included hemiplegia (total paralysis of the arm, leg, and
trunk on the same side of the body) and hemiparesis (partial paralysis or weakness on one side of the
body), metabolic encephalopathy a (general term that describes brain disease, damage, or malfunction
usually related to inflammation within the body), polyneuropathy (a disorder of the peripheral nervous
system that may result in pain, discomfort, and mobility issues), and peripheral vascular disease
(PVD - a slow progressive narrowing of the blood flow to the arms and legs).

During a review of Resident 44's Minimum Data Set (MDS &ndash; resident assessment tool) dated
11/20/2025, the MDS indicated the resident was able to understand others and was able to make
himself understood. The MDS further indicated that the resident required substantial / maximal
assistance from staff for toileting, bathing, upper and lower body dressing, and mobility.ˆˆThe MDS
indicated the resident was taking opioids, a high-risk drug class of medication (drugs that have a
heightened risk of causing significant patient harm when they are used in error).

During a review of Resident 44's Physician Order Summary, the Physician Order Summary indicated
the following orders:

- Hydrocodone - acetaminophen oral tablet five (5) - 325 milligrams (mg, a unit of measurement), give
one (1) tablet by mouth every four (4) hours PRN for pain one (1)- six (6) out of 10, dated 11/14/2025
and discontinued and re-ordered on 12/26/2025.

- Hydrocodone - acetaminophen oral tablet five 5 - 325 mg, give two (2) tablets by mouth every 4
hours PRN for pain seven (7) to 10 out of 10, dated 11/14/2025 and discontinued and re-ordered on
12/26/2025.ˆˆ

During a concurrent observation and interview on 12/29/2025 at 9:25 a.m., Resident 44 lay in bed and
stated he (Resident 44) often had pain and is given pain medication.

During a concurrent interview and record review on 12/31/2025 at 8:22 a.m. with Licensed Vocational
Nurse (LVN) 3, LVN 3 reviewed Resident 44's physician orders, MAR for 12/2025, and Progress Notes
(continued on next page)
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for 12/2025. LVN 3 stated the facility process for administering PRN pain medication is the licensed
nurse (LN) will first assess the resident for the location of pain, and the LN offers non-pharmacologic
interventions. LVN 3 stated when non-pharmacologic interventions do not work, then the LN
administers pain medication based on the numeric pain scale. LVN 3 stated the numeric pain level
determines the amount of PRN pain medication administered to the resident. LVN 3 stated Resident
44 was able to verbalize the numeric pain scale level and received hydrocodone &ndash;
acetaminophen 5/325 mg one tablet for pain level 1-6 and two tablets for pain level 7-10. LVN 3
stated the LN documents the number of pain reported and the amount of medication administered in
the MAR. LVN 3 stated if the LN documented the pain level in the MAR, then it was considered to be
the resident's pain level at the time of administration. LVN 3 reviewed Resident 44's MAR and
progress notes and noted the following regarding the PRN administration of 2 tablets of hydrocodone
&ndash; acetaminophen 3/525 mg for pain 7-10:

- On 12/17/2025 at 11 a.m., hydrocodone &ndash; acetaminophen two tablets were not administered
per the physician's order when Resident 44's pain level was 0. LVN 3 stated based on the MAR
documentation, Resident 44 did not have pain, and the administration of opioid pain medication was
not warranted at that time.

During a concurrent interview and record review on 12/31/2025 at 10:55 a.m. with LVN 4, LVN 4
reviewed Resident 44's physician orders and MAR for 12/2025 and noted the following:

- On 12/17/2025 at 11 a.m., LVN 4 stated he administered hydrocodone &ndash; acetaminophen two
tablets for a pain level of 0. LVN 4 stated he (LVN 4) remembered that Resident 44 had a high-level of
7/10 pain on 12/17/2025 at 11 a.m. LVN 4 then stated it was a documentation error when the MAR
indicated a pain level of 0 because the resident reported a pain level of 7.

During a concurrent interview and record review on 12/31/2025 at 2:05 p.m. with the Director of
Nursing (DON), the DON reviewed the facility policy and procedures (P&P) regarding medication
administration, pain management, and documentation. The DON stated the facility process for PRN
pain medication administration is to use the numeric pain scale, follow the physician's orders for pain
medication administration, and accurately document the pain level in the MAR. The DON stated the
importance of accurate pain level documentation is that the MAR is the basis for the review of pain
assessments and interventions by the interdisciplinary team. The DON stated inaccurate pain
assessments could affect future interventions based on that documented data. The DON stated the
facility P&P was not followed when LVN 4 did not accurately document Resident 44's pain level in the
MAR because the documentation was not a complete account of the resident's care and treatment.
The DON stated a complete account includes the accurate documentation of the pain level
assessment.

During a review of the facility P&P titled, Pain Management, last reviewed 12/18/2025, the P&P
indicated, Policy. It is the policy. to ensure that pain management is provided to residents who require
such services, consistent with professional standards of practice . Procedure. 3. Pain will be
identified and documented in the electronic health record (EHR). a. Using a scale of 1-10 is most
common. Opioid treatment for pain is appropriately assessed and individualized for each resident.

During a review of the facility P&P titled, Specific Medication Administration Procedures, last
reviewed 12/18/2025, the P&P indicated, Policy. To administer medications in a safe and effective
manner. M. When administering an as needed (PRN) medication, document reason for giving.
(continued on next page)
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During a review of the facility P&P titled, Charting and Documentation, last reviewed 12/18/2025, the
P&P indicated, The purpose of this procedure is to provide:. 1.A complete account of the resident's
care, treatment, response to the care, signs, symptoms, etc., as well as the-progress of the resident's
care. 2. Guidance to the physician in prescribing appropriate medications and treatments. 3. The
facility, as well as other interested parties, with a tool for measuring the quality of care provided to
the resident. 4.Nursing service personnel with a record of the physical and mental status of the
resident. 5. Assistant in the development of a Plan of Care for each resident. 6. The elements of
quality medical nursing care. 7. A legal record that protects the resident, physician, nurse and the
facility. Documentation pertaining to special observations and monitoring should include: . f. All
pertinent observations.

b. During a review of Resident 21's admission Record,ˆtheˆadmission Record indicatedˆTheˆfacility
admitted ˆtheˆresident on 12/10/2025, with diagnoses including sepsis (a life-threatening blood
infection), malignant neoplasm (abnormal growth of tissues that spread to other parts ofˆTheˆbody)
of ovaries (female reproductive glands that make eggs and female hormones), and generalized muscle
weakness.ˆ

During a review of Resident 21's History and Physical (H&P) dated
12/10/2025,ˆtheˆH&PˆindicatedˆResident 21 hadˆtheˆcapacity to understand and make decisions.ˆ

During a review of Resident 21's MDS, dated [DATE],ˆtheˆMDS indicated Resident 21 had an intact
cognition (mental action or process ofˆacquiringˆknowledge and understanding) was able to
understand others and make needs known.ˆTheˆMDS furtherˆindicatedˆResident 21 was independent
with eating;ˆrequiredˆsupervision or touchingˆassistanceˆwith oral hygiene and personal hygiene;
substantial/maximalˆassistanceˆwith toileting hygiene, bathing, lower body dressing, sit-to-stand,
and toilet transfers; partial/moderateˆassistanceˆfrom staffˆwith all other ADLs.ˆTheˆMDS
indicated Resident 21 was onˆopioids.ˆ

During a review of Resident 21's Order Summary Report,ˆTheˆOrder Summary
Reportˆindicatedˆtheˆfollowing physician's orders dated 12/10/2025:ˆ

- Oxycodone hydrochloride oral tablet ten (10) mg give one (1) tablet by mouth every six (6) hours as
needed for pain four (4) to six (6) out of 10. Do not give if respiratory rate (RR) is less than (< - a unit
of measurement) 12 or drowsyˆthen notifyˆtheˆphysician (MD).ˆ

- Oxycodone hydrochloride oral tablet 15 mg give one (1) tablet by mouth every 6 hours as needed for
pain seven (7) to 10 out of 10. Do not give if RR is < 12 or drowsyˆthen notifyˆTheˆMD.ˆ

During a review of Resident 21's CP on generalized chronic pain related to malignant neoplasm of
ovariesˆinitiatedˆon 12/11/2025,ˆtheˆCPˆindicatedˆto follow pain scale to medicate as ordered as
one ofˆtheˆinterventions to prevent interruption on normal activities due to pain.ˆ

During a review ofˆtheˆMAR for 12/2025,ˆtheˆMAR indicated Resident 21 receivedˆoxycodone
hydrochloride 15 mg tabletˆonˆ12/18/2025 at 9:26 a.m. for pain level of zero (0) out of 10.ˆ

During a concurrent observation and interview on 12/29/2025 at 9:06 a.m., inside Resident 21's
room,ˆobservedˆResident 21 lying in bed, alert and verbally responsive. Resident 21ˆstatedˆoften had
pain and is given pain medication as needed.ˆ
(continued on next page)
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During a concurrent interview and record review on 12/31/2025 at 8:45 a.m., withˆAssistant Director
of Nursing (ADON), Resident 21's physician's orders, CP, MAR for 12/2025, and progress notes were
reviewed.ˆTheˆADONˆstated Resident 21 had a physician's order to administer oxycodone
hydrochloride 10 mg tablet one tablet every six hours as needed for pain level of four (4) to six (6) out
of 10 and oxycodone 15 mg tablet one tablet every six hours as needed for pain level of seven (7) to
10 out of 10.ˆTheˆADONˆstatedˆtheˆCP on chronic painˆindicatedˆto follow pain scale to medicate
as ordered.ˆTheˆADONˆstated Resident 21 received oxycodone hydrochlorideˆ15 mgˆtablet on
12/18/2025 at 9:26 a.m.ˆforˆpain level of 0 out of 10.ˆTheˆADONˆstatedˆtheˆoxycodone was not
administered to Resident 21 according to MD order.ˆTheˆADONˆstatedˆTheˆMD order should have
been followed to properly address Resident 21's pain.ˆTheˆADONˆstatedˆThere was no
documentation inˆtheˆprogress notes that Resident 21 requestedˆpain medicationˆforˆpain level of 0
out of 10ˆon 12/18/2025 at 9:26 a.m.ˆTheˆADONˆstated it could be a documentation errorˆwhich can
result to inaccurate medical record and can affectˆtheˆphysician's assessment orˆperceptionˆthat
Resident 21 wasˆreceivingˆtheˆpain medication even ifˆthere was no pain.ˆTheˆADONˆstated
Resident 21 can alsoˆexperience side effects fromˆtheˆuse of narcotics such as constipation, gastric
irritation, or drowsinessˆifˆtheˆdosage amount is not necessary.ˆ

During a concurrent interview and record review on 12/31/2025 at 9:22 a.m. reviewed Resident 21's
physician's order and MAR for 12/2025 with LVN 3. LVN 3ˆstatedˆtheˆfacility process for
administering as needed pain medication isˆtheˆlicensed nurse (LN) will first assessˆtheˆresident
forˆtheˆlocation of pain, andˆtheˆLN offers non-pharmacologic interventions. LVN 3ˆstatedˆwhen
non-pharmacologic interventions do not work,ˆthenˆtheˆLN administers pain medication based
onˆtheˆnumeric pain scale. LVN 3ˆstatedˆtheˆnumeric pain levelˆdeterminesˆtheˆamount of as
needed pain medication administered toˆtheˆresident. LVN 3 stated Resident 21 had a physician's
order for oxycodone 10 mg tablet for pain level of four (4) to six (6) out of 10 and oxycodone15 mg
tablet for pain level of seven (7) to 10 out of 10. LVN 3ˆstatedˆtheˆMARˆindicatedˆthat she (LVN 3)
administered oxycodone hydrochloride 15 mg to Resident 21 on 12/18/2025 at 9:26 a.m. and she (LVN
3)ˆindicatedˆthatˆtheˆpain level was 0 out 10. LVN 3ˆstatedˆshe (LVN 3) did not know whyˆtheˆpain
level was documented as 0 out of 10. LVN 3ˆstatedˆit was a documentation error
whenˆtheˆMARˆindicatedˆa pain level of 0 because she (LVN 3) will not administerˆtheˆoxycodone
hydrochloride if Resident 21's pain level was not between seven (7) to 10 out of 10.ˆLVN
3ˆstatedˆshe (LVN 3) should have ensured thatˆtheˆdocumentation of Resident 21ˆpainˆlevelˆwas
accurately entered inˆtheˆMAR to ensure accuracyˆinˆtheˆmedical recordˆwhich can
affectˆtheˆphysician'sˆjudgement upon evaluation ofˆtheˆpain medication useˆandˆtheˆpain
notˆproperly managed.ˆ

During a concurrent interview and record review on 12/31/2025 at 2:05 p.m. withˆTheˆDirector of
Nursing (DON),ˆTheˆDON reviewedˆtheˆfacility policy and procedures (P&P)ˆregardingˆmedication
administration and pain management.ˆTheˆDONˆstatedˆtheˆfacilityˆprocess for as needed pain
medication administration is to useˆtheˆnumeric pain scale and followˆtheˆphysician's orders for
pain medication administration.ˆTheˆDONˆstatedˆtheˆfacility P&P was not followed when Resident
21 was not administered narcotic pain medication perˆtheˆphysician's orders whenˆtheˆresident was
administeredˆtheˆincorrect dose forˆtheˆreported numeric pain
level.ˆTheˆDONˆstatedˆwhenˆtheˆincorrect dose of narcotics was administeredˆthere
wasˆtheˆpotential to result in ineffective pain management leading to more frequent administration of
pain medication and side effects like constipation in Resident
21.ˆˆTheˆDONˆstatedˆthatˆwhenˆResident 21 wasˆgivenˆtoo much pain medication, itˆcould lead to
inaccurate assessment of how much narcoticsˆtheyˆactually needˆand could resultˆto side effects
such as constipation and gastric irritation.ˆTheˆDONˆstatedˆthat Resident 21's pain level was not
(continued on next page)
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documented accurately on 12/18/2025 at 9:26 a.m. by LVN 3.ˆTheˆDON stated LVN 3ˆstatedˆshould
have documentedˆResident 21's pain level accuratelyˆbecause it is one ofˆtheˆbasesˆof
assessmentsˆbyˆtheˆother LNs and physician and can affectˆtheˆinterventionsˆthat will be provided
to Resident 21.ˆ

During a review ofˆtheˆfacility P&P titled, Pain Management, last reviewed
12/18/2025,ˆtheˆP&Pˆindicated:ˆ

- It isˆtheˆpolicy ofˆtheˆfacility to ensure that pain management is provided to residents who require
such services, consistent with professional standards of practice, comprehensive and routine
assessments, person-centered care plan, andˆtheˆresidents' goals and preferences.ˆ

- ToˆTheˆextent possible, staff willˆˆ

a. Evaluate existing pain andˆtheˆcausesˆ

b. Manage or prevents pain, consistent withˆtheˆcomprehensive assessment and plan of care, current
professional standards of practice, andˆtheˆresident's goals and preferences.ˆˆ

- Pain will beˆidentifiedˆand documented inˆtheˆelectronic health record (EHR)ˆ

a. Using a scale of 1-10 is most common.ˆ

- Opioid treatment for pain is appropriately assessed and individualized for each resident.ˆ

- Medication(s) received, refused and response to medication will be documented onˆTheˆElectronic
Medication Administration Record (e-MAR).ˆ

During a review ofˆtheˆfacility P&P titled, Specific Medication Administration Procedures, last
reviewed 12/18/2025,ˆtheˆP&Pˆindicated:ˆ

- Medications are administered as prescribedˆin accordance withˆgood nursing principles and
practices and only by persons legally authorized to do so. Personnel authorized to administer
medications do so onlyˆafterˆthey have been properly oriented toˆtheˆfacility's medication
distribution system (procurement, storage,ˆhandlingˆand administration).ˆ

- Medications are administeredˆin accordance withˆwritten orders ofˆtheˆprescriber.ˆ

- When PRN medications are administered,ˆtheˆfollowing documentation is provided:ˆ

a. Date and time of administration, dose, route of administration (ifˆotherˆthan oral).ˆ

b. Complaints or symptoms for whichˆtheˆmedication was given.ˆˆ

During a review ofˆtheˆfacility's P&P titled,ˆDocumentation, last reviewed on
12/18/2025,ˆtheˆP&Pˆindicatedˆthatˆtheˆpurpose of documentation is provideˆtheˆfollowing:ˆ

- A complete account ofˆtheˆresident's care, treatment, response toˆtheˆcare, signs, symptoms, as
well asˆtheˆprogress ofˆtheˆresident's care.ˆ
(continued on next page)
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- Theˆfacility, as well as other interested parties, with a tool for measuringˆtheˆquality of care
provided toˆtheˆresident.ˆ

- Guidance toˆtheˆphysician in prescribingˆappropriate medicationsˆand treatments.ˆ
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Ensure nurse aides have the skills they need to care for residents, and give nurse aides education in
dementia care and abuse prevention.

Based on interview and record review, the facility failed to ensure one of two sampled Certified
Nursing Assistant (CNA) 2 completed mandatory dementia (a progressive state of decline in mental
abilities) management and abuse prevention training. This deficient practice has the potential to lead
into insufficient staff training, posing significant risks for the residents, including potential injury,
neglect, and abuse. Findings: During a concurrent interview and record review on 12/30/2025 at 9:30
a.m. with the Director of Staff Development (DSD), CNA 2's employee file was reviewed and the DSD
stated CNA 2's original hire date was 11/02/2024. During a subsequent concurrent interview and
record review on 12/31/2025 at 12:24 p.m. with the DSD, in-service attendance records were
reviewed. The DSD stated there was no documentation showing that CNA 2 attended any in-service
training on abuse or dementia management prior to June 2025. The DSD stated since June 2025,
abuse in-service trainings were provided on 7/25/2025, 9/5/2025, 9/26/2025, 11/20/2025, and
12/29/2025 with each lasting one hour. The Course Title: Abuse: Abuse Coordinator/Reporting Abuse
In-Service Attendance Record and the Course Title: Types of Abuse In-Service Attendance Record
were reviewed. Attendance records indicated CNA 2 attended the sessions on 7/25/2025, 9/26/2025,
and 12/29/2025, however, CNA 2's name and signature were absent from the records for the sessions
on 9/5/2025 and 11/20/2025. The DSD confirmed that CNA 2 attended three of the five abuse
in-service trainings. The DSD further stated that dementia management in-service trainings were
provided on 10/14/2025 and 12/01/2025. Attendance records for both sessions did not include CNA
2's name or signature, and the DSD confirmed that CNA 2 did not attend either dementia management
training. The DSD stated CNAs are required to complete four hours of abuse training every two years
and five hours of dementia training annually. The DSD stated CNA 2 did not meet these training
requirements. The DSD emphasized the importance of dementia management training to ensure CNA
can appropriately care for residents with dementia and noted that meeting training requirements is
essential for delivering quality care to all residents . The DSD stated that there is no system in place
to ensure staff who missed in-service training receive it later. During an interview on 12/31/2025 at
4:35 p.m. with the Assistant Director of Nursing (ADON), the ADON stated CNAs are required to have
training on abuse and dementia upon hire and annually. The ADON stated that caring for residents
with dementia can be challenging especially Without adequate and proper training, CNAs would be
unable to effectively manage or safely care for residents with this condition. During a review of the
facility's policy and procedure (P&P) titled, Nurse Aide Training, last reviewed 12/18/2025, the P&P
indicated, 1. The facility will implement a training program based on the facility assessment and state
and federal requirements and consistent with expected roles . 4. A minimum of 12 hours of nurse aide
training per year is required under S483.95(g)(1). The training must be sufficient to ensure the
continuing competence of the nurse's aides, which may require more than 12 hours of training per
year to meet identified staff or resident needs . 5. Each program shall include at least the following:
.Abuse, neglect, exploitation, misappropriation of resident property, and reporting
requirements.Dementia management and resident abuse prevention training.
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Provide rooms that are at least 80 square feet per resident in multiple rooms and 100 square feet for
single resident rooms.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure that 17ˆof 25 resident rooms
(Rooms 1, 2, 3, 4, 5, 12, 13, 14, 15, 16, 17, 18, 19, 22, 23, 25 and 26) met the square footage (sq - a
measurement of the area of a two-dimensional space) requirement of 80 sq feet (ft-unit of length) per
resident in multiple resident rooms. This deficient practice had the potential to have inadequate space
for resident care and mobility. Findings: During an interview on 12/29/2025 at 2:35 p.m. with the
resident council group interview attendees, the attendees stated they have enough room space.
During an observation from 12/29/2025 to 1/2/2026, residents residing in rooms with an application
for variance had enough space for residents to move freely inside the rooms. There was adequate
room for the operation and use of wheelchair, walkers, or canes. The room variance did not affect the
care and services provided by nursing staff for the residents. During a review of the letter titled, Re:
Request for Room Variance Waiver, dated 12/30/2025, the letter indicated the Administrator
submitted the application for the room variance waiver for 17 resident rooms. The room variance
waiver letter indicated the following rooms did not meet the 80 square feet (sq ft - a unit of
measurement) per resident requirement per federal regulation:- room [ROOM NUMBER], two
residents, 153.2 actual sq ft.- room [ROOM NUMBER], two residents, 153.31 actual sq ft.- room
[ROOM NUMBER], two residents, 152.33 actual sq ft.- room [ROOM NUMBER], three residents,
224.83 actual sq ft.- room [ROOM NUMBER], two residents, 152.96 actual sq ft.- room [ROOM
NUMBER], two residents, 153.18 actual sq ft.- room [ROOM NUMBER], two residents, 152.96 actual
sq ft.- room [ROOM NUMBER], two residents, 153.18 actual sq ft.- room [ROOM NUMBER], two
residents, 155.11 actual sq ft.- room [ROOM NUMBER], two residents, 152.5 actual sq ft.- room
[ROOM NUMBER], two residents, 153.25 actual sq ft.- room [ROOM NUMBER], two residents, 152.5
actual sq ft.- room [ROOM NUMBER], two residents, 153.08 actual sq ft.- room [ROOM NUMBER],
two residents, 151.46 actual sq ft.- room [ROOM NUMBER], four residents, 295.45 actual sq ft.- room
[ROOM NUMBER], four residents, 294.51 actual sq ft.- room [ROOM NUMBER], four residents, 285.46
actual sq ft.The minimum requirement for two (2) bedrooms should be at least 180 sq ft. The minimum
requirement for three (3) bedrooms should be at least 240 sq ft. The minimum requirement for four (4)
bedrooms should be at least 320 sq ft. The letter further indicated that No residents in these rooms
are hindered, nor adversely affected by the limited room size. There is adequate room for the
operation and use of wheelchairs, walkers, and other like aides. After careful evaluation of this
facility's building plan, the Quality Assurance Committee has reached the conclusion that the waiver
on room size will not in any way threaten the health, safety, and happiness of any the residents.
During a review of the facility's policy and procedure (P&P) titled, Resident Rooms, the P&P indicated
that It is the policy of this facility that a resident room must: 1. Be designed and equipped for
adequate nursing care, comfort, and privacy of residents. 2. Accommodate no more than four
residents. 3. Measure at least 80 square fee per resident in multiple resident bedrooms, and at least
100 square feet in a single resident room.
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