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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure medications were administered as ordered by the 
physician for four (4) of 4 sampled residents' (Residents 1, 2, 3 and 4).This failure placed the affected 
residents at risk for ineffective disease management and had the potential to affect the recovery process of 
the residents.Findings:1). During a review of Resident 1's admission Record, the admission Record indicated 
Resident 1 was admitted to the facility on [DATE], with diagnoses including diabetes mellitus (DM-a disorder 
characterized by difficulty in blood sugar control and poor wound healing,) hypertension (HTN-high blood 
pressure) and cerebral edema (the swelling of the brain tissue due to an abnormal accumulation of fluid.) 
During a review of Resident 1's History and Physical (H&P) dated 2/5/2025, the H&P indicated Resident 1 
does not have the capacity to understand and make medical decisions. During a review of Resident 1's 
doctors' orders dated 3/6/2025, the doctors' orders indicated gabapentin (anticonvulsant medication used to 
treat seizures and specific types of nerve pain) oral 300 milligrams (mg- a unit of measurement) three times 
(TID) a day for neuropathic pain (a type of chronic pain caused by damage or dysfunction in the nerves). 
During a review of Residents 1's Minimum Data Set (MDS - a resident assessment tool) dated 9/10/2025, 
the MDS indicated Resident 1 had severe cognition impairment. The MDS indicated Resident 1 was 
dependent with activities of daily living (ADLs) such as dressing, toilet use, personal hygiene, transfer and 
mobility. During a review of Resident 1's Medications Administration Record (MAR) for 9/2025, the MAR 
indicated gabapentin was scheduled to be administrated at 9:00 a.m., 1 p.m., and 5:00 p.m. daily. During a 
review of Resident 1's MAR Audit Report of gabapentin dated 9/22/2025 and 9/23/2025 timed 5:00 p.m., the 
audit report indicated the gabapentin was administrated on 9/22/2025 at 7:55 p.m., and at 8:59 p.m. on 
9/23/2025 2). During a review of Resident 2's admission Record, the admission Record indicated Resident 2 
was admitted to the facility on [DATE], with diagnoses including DM, HTN and right artificial knee joint 
(surgical procedure that replaces the damaged cartilage and bone in the right knee joint with artificial 
components.) During a review of Resident 2's Clinical admission dated 9/23/2025, the clinical admission 
indicated Resident 2 can understand and be understood by others.a. During an observation on 9/24/2025 at 
8:54 a.m. with Licensed Vocational Nurse (LVN) 1 in Resident 2's room, LVN 1 was observed preparing 
Resident 2's metformin (medication for diabetes) that was scheduled for 7:30 a.m. The metformin was 
administered at 9:08 a.m. During a review of Resident 2's MAR Audit Report of metformin dated 9/24/2025 
timed 7:30 a.m., it was administrated at 9:08 a.m. During a review of Resident 2's doctors' orders dated 
9/23/2025, the doctors' orders indicated metformin (medication type 2 DM) oral 500 mg two times (BID) a 
day. During a review of Resident 2's MAR for 9/2025, the MAR indicated metformin was scheduled to be 
administrated at 7:30 a.m., and 4:30 p.m., daily. During a review of Resident 2's care plan for hypoglycemia 
(low blood sugar) and hyperglycemia related to diabetes mellitus, dated 9/24/2025, the care plan 
interventions indicated to administer medications as ordered. During an interview on 9/24/2025 at 9:20 a.m. 
with Resident 2 in Resident 2's room, Resident 2 stated she take metformin medicine in the morning and at 
night. Resident 2 stated her blood sugar level is not usually high, but this morning (9/24/2025 time not 
specified), her blood sugar level was very high (level not specified) because she did not receive her 
medications last night. Resident 2 stated during her breakfast at around 7:30 a.m., she asked the metformin 
medicine from the nurse (unidentified) and was told the metformin was not available from the pharmacy. b. 
During a review of Resident 2's doctors' orders dated 9/23/2025, the doctors' orders indicated 
Acetaminophen oral tab 325 milligram (mg- a unit of measurement) , give 1 tablet by mouth every four (4) 
hours (Q4hrs) as needed (PRN) for mild pain, Hydrocodone-Acetaminophen (Norco- medication used to 
treat moderate to severe pain) oral tab 5-325 mg, to give 1 tablet by mouth Q6hrs PRN for moderate pain 
(4-6). During a review of Resident 2's MAR for 9/2025, the MAR indicated pain assessment (numeric rating 
scale- 0: No pain, 1-3: Mild pain, 4-6: Moderate pain, 7-9: Severe pain, and 10: Worst possible pain) every 
shift, day, evening and night. The MAR indicated on 9/23/2025 at night, the pain level was 0 (no pain). The 
MAR indicated on 9/23/2025 at 11:47 p.m., and at 6:44 a.m. Resident 2 was medicated with Tylenol oral tab 
325 mg. The MAR did not indicate the pain level was assessed. During an interview on 9/24/2025 at 9:20 a.
m. with Resident 2 in Resident 2's room, Resident 2 stated she was admitted to the facility on [DATE] around 
5:30 p.m., for rehabilitation due to right total knee replacement. Resident 2 stated she requested pain 
medications 9/23/2025 at around 11 p.m. and was given Tylenol (amount unspecified). Resident 2 stated on 
9/24/2025 around 6:00 a.m., Resident 2 stated the pain level was 10/10 and requested Norco. Resident 2 
stated the nurses (unidentified) told her (Resident 2) that the Norco was not delivered by the pharmacy. 
Resident 2 stated the Tylenol helped her a little. Resident 2 stated after she took the Tylenol, the pain level 
was 9/10. During an interview on 9/24/2025 at 12:15 p.m. with Licensed Vocational Nurse (LVN) 1, LVN 1 
stated when a resident complained of pain, the resident's pain must be assessed and should be medicated 
according to the physician's order. LVN 2 stated the pain level should be documented in the MAR and the 
licensed nurses should medicate the residents based on their pain level. LVN 2 stated that when residents 
are in a lot of pain and medication is not available, the nurses should contact the doctor and pharmacy to 
remove the medication from the emergency kit (emergency medications supplies that allow healthcare staff 
to quickly respond to sudden medical needs). LVN 2 stated it was not acceptable to let Resident 2 suffer in 
pain. LVN 2 stated the risk of leaving Resident 2 in pain can cause her to feel anxious and respiratory 
distress. During an interview on 9/24/2025 at 2:36 p.m. with LVN 4 stated on 9/23/2025 at around 11:30 p.m.
, Resident 2 reported pain level of 3/10. LVN 4 stated Resident 2 was medicated with Tylenol for mild pain. 
LVN 4 stated that after medication was administrated, the nurses need to document the level of pain. LVN 4 
stated it was important to enter the resident's pain level to indicate if pain was managed accurately. LVN 4 
stated he did not enter Resident 2's pain level in the MAR on 9/23/2025 at 11:30 p.m. During an interview on 
9/24/2025 at 3:32 p.m. with the Director of Nursing (DON), the DON stated pain assessment should be done 
every shift. The DON stated assessment for pain level was important so that the nurses will know which pain 
medications to administer and the pain will be managed. The DON stated nurses should document the pain 
level in the MAR when unable, nurses can document in the resident's progress notes. The DON stated if 
pain level was not documented, the pain could not be properly managed. The DON stated not managing 
Resident 2's pain can cause the resident stress and health status affected due to uncontrolled pain. 3). 
During a review of Resident 3's admission Record, the admission Record indicated Resident 3 was admitted 
to the facility on [DATE], with diagnoses including DM, HTN and hyperlipidemia.During a review of Resident 
3's H&P dated 3/20/2025, the H&P indicated Resident 3 had the capacity to understand and make medical 
decisions. During a review of Resident 3's doctors' orders dated 3/28/2025, the doctors' orders indicated 
hydrochlorothiazide (medication to treat high blood pressure and fluid retention) oral 25 mg 1 tablet by mouth 
one time a day for HTN and metformin oral 500 mg, to give one table by mouth with meals for DM, 
administered with breakfast. During a review of Resident 3's care plan for hypoglycemia and hyperglycemia 
related to diabetes mellitus dated 3/28/2025, the care plan interventions indicated to administer medications 
as ordered. During a review of Residents 3's MDS dated [DATE], the MDS indicated Resident 3' cognition 
was intact. The MDS indicated Resident 3 required supervision or touching assistance with ADLs. During a 
review of Resident 3's MAR for 9/25/2025, the MAR indicated hydrochlorothiazide 25 mg was scheduled to 
be administrated at 8:00 a.m. and the metformin 500 mg was scheduled to be administrated at 7:30 a.m. with 
breakfast. During a review of Resident 3's MAR Audit Report of metformin administration dated 9/23/2025 
and 9/24/2025 timed 7:30 a.m., the audit report indicated the metformin was administrated at 10:38 a.m. on 
9/23/2025 and at 9:35 a.m. on 9/24/2025. The audit report indicated the hydrochlorothiazide was 
administered at 10:39 a.m. on 9/23/2025 and at 9:35 a.m. on 9/24/2025. During a concurrent interview and 
record review on 9/24/2025 at 10:10 a.m., with LVN 2 in Resident 3's room, Resident 3's MAR for 9/2025 
was reviewed. LVN 2 stated the metformin 500 mg and hydrochloride 25 mg daily were documented and 
administered late. During an interview on 9/24/2025 at 10:42 a.m. with Resident 3 in Resident 3's room, 
Resident 3 stated he take metformin in the morning and nighttime. Resident 3 stated he should have gotten 
the metformin when he was eating breakfast around 7:30 a.m. but did not receive it (metformin). 4). During a 
review of Resident 4's admission Record, the admission Record indicated Resident 4 was originally admitted 
to the facility on [DATE] and readmitted on [DATE], with diagnoses including DM, HTN and epilepsy 
unspecified (type of seizure cannot be determined.) During a review of Resident 4's care plan for 
hypoglycemia and hyperglycemia related to diabetes mellitus, dated 8/14/2024, the care plan interventions 
indicated to administer medications as ordered. During a review of Resident 4's doctors' orders dated 
7/17/2025, the doctor's orders indicated metformin oral 500 mg, to give one tablet by mouth with meals for 
DM and gabapentin 100 mg 2 capsule by mouth TID for neuropathic pain. During a review of Residents 4's 
MDS dated [DATE], the MDS indicated Resident 4's cognition was intact. The MDS indicated Resident 3 
required substantial/ maximal assistance with ADLs. During a review of Resident 4's H&P dated 11/3/2024, 
the H&P indicated Resident 4 had the capacity to make decisions. During a review of Resident 4's MAR for 
9/2025, the MAR indicated metformin 500 mg was scheduled to be administrated at 7:00 a.m. and 5 p.m. 
The MAR indicated gabapentin 100 mg was scheduled to be administrated at 9:00 a.m., 1:00 p.m., and 5:00 
p.m. During a review of Resident 4's MAR Audit Report of metformin administration dated 9/22/2025, 
9/23/2025 and 9/24/2025 timed 7:00 a.m., and 5 p.m., the audit report indicated the metformin was 
administered on 9/22/2025 at 7:55 p.m., on 9/23/2025 at 8:58 a.m. and 8:57 p.m., on 9/24/2025 at 8:53 a.m. 
The audit report indicated gabapentin administration dated 9/22/2025, and 9/23/2025 timed at 5 p.m., and 
1:00 p.m., was administered on 9/22/2025 at 7:55 p.m., on 9/23/2025 at 8:57 p.m. and 3:01 p.m. During a 
concurrent interview and record review on 9/24/2025 at 10:20 a.m. with LVN 2 at nurse station 2, Resident 
4's MAR for 9/2025 was reviewed. LVN 2 stated Resident 4's MAR indicated the metformin 500 mg daily 
should be administered at 7:30 a.m. LVN 4 stated the MAR indicated that medications were administered 
and documented at 8:53 a.m. During an interview on 9/24/2025 at 12:15 p.m. with LVN 1, LVN 1 stated the 
facility's protocol is to administer medications one hour before or one hour after the scheduled time. LVN 1 
stated if a medication is scheduled at 7:30 a.m. it can be given the latest at 8:30 a.m. LVN 1 stated it is 
essential to pass medications on time to make sure parameters are met. LVN 1 stated if medication for blood 
glucose control is not given on time, residents can experience an episode of hyperglycemia and have the risk 
of being transferred to the hospital. LVN 1 stated the metformin for Resident 2 was administrated at 9:00 a.m.
, but the medications were scheduled for 7:30 a.m. LVN 1 stated I have a lot of residents to attend, that I do 
not always start on time. During an interview on 9/24/2025 at 1:02 p.m., with LVN 2, LVN 2 stated that after 
residents received their medications, nurses need to document the medications residents took. LVN 2 stated 
it is important because it is proof of the time medications were administered. During an interview on 
9/24/2025 at 1:30 p.m. with Registered Nurses (RN) 1, RN 1 stated it is not acceptable to administer 
medications more than an hour late. RN 1 stated not administering medications on time is not following 
doctors' orders. RN 1 stated if metformin or gabapentin were not administrated on time, residents can be at 
risk of hyperglycemia or seizures. RN 1 stated the facility protocol is to document the medications given to 
the residents as nurses pass the medications. During a review of the facility's policy and procedure (P&P) 
titled, Pain Assessment and Management, dated 3/2020, the P&P indicated the pain management program 
is based on a facility -wide commitment to appropriate assessment and treatment of pain, based on 
professional standard or practice, the comprehensive care plan, and the residents choices related to pain 
management. The P&P indicated pain management interventions should reflect the sources, type and 
severity of pain. The P&P indicated resident's reported level of pain with adequate detail should be 
documented as necessary and in accordance with the pain management program. The P&P indicated upon 
completion of the pain assessment, the person conducting the assessment should record the information 
obtained from the assessment in residents medical records. During a review of the facility's P&P titled, 
Medication Administration -General Guidelines, dated 3/7/2024, the P&P indicated medications should be 
administered in accordance with written orders of the attending physician. The P&P indicated medications 
should be administered within 60 minutes of schedule time (1 hour before and 1 hour after), except before or 
after meals orders, which are administrated based on mealtimes. The P&P indicated the individual who 
administers the medication dose records the administration on the resident's MAR directly after medication is 
given. The P&P indicated at the end of each medication pass, the person administrating the medications 
reviews the MAR to ensure necessary dose were administered and documented.
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