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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure two (#5 and #12) of 14 residents were free from 
verbal abuse out of 27 sample residents.Resident #5 was admitted to the facility's secured unit with 
diagnoses of frontal temporal neurocognitive disorder (type of dementia that leads to changes in personality, 
behavior and language), Huntington's disease (progressive breakdown of the nerve cells in the brain), 
dementia with behavioral disturbances, tremors, and depression on 6/25/25. Despite the prison referral 
paperwork that identified Resident #5 had aggressive behaviors, the facility admitted the resident to the 
secured unit from prison. The resident had spent the majority of his life in prison or homeless. The prison's 
physician recommended that the resident have a one-on-one caregiver for an adjustment period. However, 
record review and observations revealed the facility did not consistently implement the one-to-one caregiver.
Documentation revealed Resident #5 had verbally aggressive behaviors towards other residents on the 
secured unit. Observations revealed Resident #5 was aggressive, yelling, screaming and shaking his fists in 
the faces of residents and staff. He was observed placing his face inches away from Resident #12's face 
while screaming profanities at him. The facility staff were unable to redirect Resident #5 effectively. Resident 
#4 said she was afraid of Resident #5 and hid in her room. A staff member locked another resident out in a 
courtyard due to the concern that their PTSD (post traumatic stress disorder) would be triggered due to 
Resident #5's behaviors. On 7/21/25 the facility staff called the local police department to come help with 
Resident #5. Resident #5 was taken to a local hospital and placed on an M1 hold (a mental health hold due 
to someone being at risk of harm to themselves or others). Specifically, the facility failed to protect Resident 
#4, Resident #12 and other residents on the secured unit from verbal and physical abuse by Resident #4, 
which led to Resident #4 hiding in her room due to fear. Findings include:I. Facility policy and procedureThe 
Abuse, Neglect, and Exploitation policy 6/1/25, was provided by the nursing home administrator (NHA) on 
7/24/25 at 2:42 p.m. via email. It read in pertinent part, Abuse means the willful infliction of injury, 
unreasonable confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish, 
which can include staff to resident abuse and certain resident to resident altercations. Abuse also includes 
the deprivation by an individual, including a caretaker, of goods or services that are necessary to attain or 
maintain physical, mental, and psychosocial well-being. Instances of abuse of all residents, irrespective of 
any mental or physical condition, cause physical harm, pain or mental anguish. It includes verbal abuse, 
sexual abuse, physical abuse, and mental abuse including abuse facilitated or enabled through the use of 
technology. Verbal Abuse means the use of oral, written or gestured communication or sounds that willfully 
includes disparaging and derogatory terms to residents or their families, or within their hearing distance 
regardless of their age, ability to comprehend, or disability. Prospective residents will be screened to 
determine whether the facility has the capability and capacity to provide the necessary care and services for 
each resident admitted to the facility. An assessment of the individual's functional and mood/behavioral 
status, medical acuity, and special needs will be reviewed prior to admission. The facility will make individual 
determinations in consideration of current staffing patterns, staff qualifications, competency and knowledge, 
clinical resources, physical environment, and equipment. The facility will implement policies and procedures 
to prevent and prohibit all types of abuse, neglect, misappropriation of resident property, and exploitation that 
achieves: the identification, ongoing assessment, care planning for appropriate interventions, and monitoring 
of residents with needs and behaviors which might lead to conflict or neglect. Possible indicators of abuse 
include, but are not limited to: Verbal abuse of a resident overheard. Psychological abuse of a resident 
observed. Sudden or unexplained changes in behaviors and/or activities such as fear of a person or place, or 
feelings of guilt or shame.II. Resident #5 (assailant)A. Resident statusResident #5, age less than 65, was 
admitted on [DATE]. According to the July 2025 computerized physician orders (CPO), diagnoses included 
frontal temporal neurocognitive disorder, Huntington's disease, dementia with behavioral disturbances, 
tremors and depression. The 6/30/25 minimum data set (MDS) assessment revealed the resident had severe 
cognitive impairment with a brief interview for mental status score (BIMS) of zero out of 15. He had 
hallucinations. He had physical behavioral symptoms directed towards others such as hitting, kicking, 
pushing, scratching and grabbing. He had verbal behavioral symptoms directed toward others such as 
screaming, threatening, and cursing. The resident required supervision with oral hygiene and bathing. B. 
Record reviewThe admissions paperwork from the State Department of Corrections revealed the 
following:Resident #5 had been incarcerated on 7/20/23 until he was admitted to the facility on [DATE]. On 
12/4/24 the prison physician wrote Resident #5 was not appropriate for the general prison population given 
his severe dementia and erratic behaviors around others that were consistent with those seen in dementia 
patients.On 6/23/25 the facility sent an invoice to the prison for $4,200 for a one-to-one sitter, for five hours a 
day, for four weeks, for 30 hours. The NHA said the facility decided against billing the prison for a one-to-one 
sitter for Resident #5. The NHA said the facility did not collect money from the prison for the one-to-one 
service (see interview below). On 6/24/25 the prison physician's discharge letter was sent to the facility's 
admission department. It documented Resident #5 required a one-to-one caregiver and he had a diagnosis 
of alcohol abuse disorder with mental, behavioral and neurological disorders. The discharge letter suggested 
a one-to-one caregiver for Resident #5 until he acclimatized to the new environment. Resident #5 had severe 
dementia with intermittent agitation. The comprehensive care plan, implemented 6/29/25, revealed Resident 
#5 had behavioral problems and impulsivity due to his dementia. The care plan documented he displayed 
physical/verbal outburst due to his history of dementia with behavioral disturbance. He frequently paced in 
the hallway, common area, and in his room. The care plan documented the resident could become 
increasingly agitated with eye contacts, overstimulation, lights, wandering residents into his room or private 
space. The goal for Resident #5 was to have fewer behavior episodes daily and weekly. The interventions 
included anticipating and meeting the resident's needs and assisting him to develop appropriate methods of 
coping and interacting.The 6/30/25 secured unit placement progress note documented the resident exhibited 
severe behavioral symptoms including frequent physical and verbal aggression toward staff and other 
residents, such as hitting walls, throwing objects, and using threatening language. These behaviors posed a 
significant safety risk that could be managed safely on the facility's general unit despite ongoing 
non-pharmacological interventions and medication adjustments. The resident demonstrated cognitive 
impairment with poor impulse control, unpredictable agitation and required constant supervision to prevent 
harm to self or others. Attempts at redirection and de-escalation had been insufficient, necessitating a more 
controlled and secure environment to ensure the safety and well-being of the resident and others in the 
facility.No alternatives were attempted prior to the secure unit placement, as this was deemed the least 
restrictive and necessary approach to ensure the resident's safety and well-being.Review of the progress 
notes from his admission on [DATE] through his discharge on [DATE] revealed the following: The 6/25/25 
admission note documented Resident #5 made many strange vocalizations, when agitated he swears and 
hits walls. He was known to throw his food tray. He had a preadmission assessment screening and resident 
risk review (PASARR) Level II, which indicated the resident had a potential serious mental illness (SMI), 
intellectual disability (ID) or developmental disability (DD).The 6/25/25 social services progress note 
documented Resident #5 was somewhat cognitively scattered, fidgety, flighty and rambunctious. The 6/26/25 
incident progress note documented at approximately 6:10 p.m. revealed Resident #5 started to slam his 
room door and screamed at his roommate to get out of his bed. The roommate started a heated argument 
with Resident #5. The nurse stood in between the residents and called for help. No physical violence 
occurred. The roommate of Resident #5 was moved to another room until the morning.The 6/28/25 nursing 
progress note documented at 3:41 p.m. revealed Resident #5 swore at one of the residents and told other 
residents that he was going to kill you. Resident #5 continued to call a resident obscenities. The 6/28/25 
nursing progress note documented at 5:00 p.m. revealed Resident #5 exhibited escalating agitation, which 
included yelling, using profanities toward staff and other residents, banging on walls and he removed 
pictures from the walls. Multiple nursing interventions were implemented, including redirection, one-to-one 
supervision, a quiet environment was provided for the resident with calming music and snacks were offered. 
These measures were not successful in de-escalating the resident's behavior. Prior to dinner, the resident's 
agitation intensified. He began pacing and roaming the hallways and ultimately threw a chair over the nurses' 
station barrier. The chair did not strike anyone and no injuries occurred. The medical director (MD) was 
notified. The 6/28/25 nursing progress note documented at 8:31 p.m revealed the resident's agitated 
behavior persisted through the dinner hour with continued verbal outbursts and restlessness.The 6/29/25 
behavioral progress note documented at 9:50 a.m. revealed Resident #5 was verbally and physically 
aggressive towards residents and staff. The note documented that all attempts to de-escalate and 
distractions were ineffective. Resident #5 was spitting, kicking the wall and nurses' station entry door. 
Resident #5 also punched walls and opened other residents' doors. The resident was observed physically 
swinging at different residents as they passed by or attempted to enter or exit their own rooms. The resident 
continued being very agitated and was yelling obscenities at various staff members. The resident entered his 
room and barricaded the door, and continued hitting the doors and walls while in his room, also he forced the 
roommate out, denying him access to his room.The 6/29/25 nursing progress note documented at 11:15 a.m. 
revealed Resident #5 was observed kicking other residents' doors and he punched the wall near the 
dayroom. He exhibited erratic and aggressive behaviors and made some negative statements toward staff. 
The resident was placed on 15-minute checks for his safety.The 6/29/25 behavioral progress note 
documented at 3:18 p.m. revealed Resident #5 was on 15-minute checks. He had punched the wall, kicked 
doors, verbally abused staff and used obscenities. The nurse instructed the certified nurse aides (CNA) to 
maintain a safe distance from Resident #5 because his actions were unpredictable. The resident continued 
to walk from his room to the common area while he screamed, punched a wall and punched doors of various 
residents. The staff attempted verbal redirection but Resident #5 resisted their attempts. The 6/30/25 nursing 
progress note documented at 2:25 p.m. revealed Resident #5 was agitated when another resident tried to 
get into his room. Resident #5 swore and called the resident obscenities. The 7/1/25 social services progress 
note documented at 2:29 p.m. revealed Resident #5's mood and behaviors escalated quickly without minimal 
observable triggers. Redirection interventions were only temporarily effective. The care plan was updated to 
reflect current behaviors and interventions.The 7/2/25 nursing progress note documented at 11:04 a.m. 
revealed while the nurse was seated with residents in the common area, Resident #5 yelled at another 
resident who had wandered in the hallway towards his room. Resident #5 attempted to swing at another 
resident and the nurse intervened to keep the residents from fighting. Resident #5 had paced the hallway all 
shift and was not easily redirected.The 7/2/25 social services progress note documented at 4:33 p.m. 
revealed Resident #5 had been aggressive towards staff and also had a verbal altercation with another 
resident who had accidentally wandered into his room. The 7/3/25 nursing progress note documented at 6:02 
a.m. Resident #5 had been aggressive on the overnight shift, used profanities towards staff and threw a chair 
and a cup at staff. Resident #5 slammed doors on the unit and started flooding a sink. The nurse was 
concerned for the safety of other residents. The nurse attempted to calm him down but he continued to throw 
chairs while other residents were near. Resident #5 threw items at the CNAs. The CNAs attempted to keep 
the residents away from him. The 7/3/25 nursing progress note documented at 12:03 p.m. revealed Resident 
#5 walked down the hallway and urinated in the hallway three times. He swore at two residents who were 
seated together. The social services director (SSD) came to the secured unit to help and redirect Resident 
#5 to his room, where he urinated on the SSD. The CNAs said Resident #5 attempted to throw coffee on 
other residents.The 7/3/25 social services progress note documented at 1:16 p.m. revealed Resident #5 sat 
in the common area agitated and he cursed. The 7/4/25 nursing progress note documented at 2:37 p.m. 
revealed Resident #5 was agitated, swore and called another resident obscenities. Resident #5 continued to 
urinate on the floor of his room and in the hallway.The 7/8/25 nursing progress note documented at 8:06 p.m. 
revealed Resident #5 was put a on-one to-one caregiver due to increased agitation.The 7/9/25 nursing 
progress note documented at 7:51 p.m. revealed Resident #5 was on a one-to-one caregiver due to 
increased agitation. The 7/11/25 nursing progress note documented at 6:18 p.m. revealed Resident #5 called 
another resident profanities, ripped a board off of a wall and threw it and a chair towards the nurses' station. 
Resident #5 tried to swing and kick at a resident but missed the resident.The 7/12/25 nursing progress note 
documented at 9:48 a.m. revealed Resident #5 yelled obscenities at a female resident. Staff tried to 
intervene but Resident #5 kept yelling at a female resident, Why are you here (profanity)? The 7/12/25 
nursing progress note documented at 3:27 p.m. revealed Resident #5 yelled racial obscenities at other 
residents. The CNA tried to protect a resident but Resident #5 continued with his agitation and said why are 
you protecting him? Staff were unable to redirect Resident #5. The 7/13/25 nursing progress note 
documented at 9:37 a.m. revealed Resident #5 threw a coffee cup at a CNAs arm. The 7/13/25 nursing 
progress note documented at 11:42 p.m. revealed Resident #5 had behavior issues all through the shift and 
was not easily redirected. Resident #5 called staff and other residents swear words and racial slurs. Resident 
#5 slammed doors, threw chairs, tables, and plates without provoked reasons. Resident #5 was not able to 
be redirected and became a threat to staff and other residents. The 7/14/25 nursing progress note 
documented at 5:34 a.m. revealed Resident #5 threw chairs at other residents. Resident #5 urinated on the 
floors and walls.The 7/14/25 nursing progress note documented at 9:41 a.m. revealed Resident #5 was 
restless, agitated, hit doors and walls and swore. Resident #5 went behind a male resident who was seated 
at a table and swore at the resident and attempted to pull the chair out from under the male resident. The 
7/14/25 nursing progress note documented at 11:59 a.m. revealed Resident #5 slammed doors, yanked on 
curtains and attempted to kick another resident but staff intervened. The 7/15/25 nursing progress note 
documented at 2:06 p.m. revealed Resident #5 urinated in the dining room and swore at another resident. 
The 7/15/25 nursing progress note documented at 9:32 p.m. revealed Resident #5 made continued remarks 
at another resident and said Why are you praying (profanity)? and then proceeded to call the resident racial 
slurs. The 7/18/25 nursing progress note documented at 3:19 p.m. revealed Resident #5 and another 
resident shoved each other. The nurse and a CNA intervened and there were no injuries. The 7/18/25 
nursing progress note documented at 7:47 p.m. revealed Resident #5 called residents several obscenities. 
Staff were unable to redirect Resident #5. The 7/19/25 nursing progress note documented at 9:17 a.m. 
revealed Resident #5 was in the hallway, slammed and kicked doors and called people obscenities. The 
7/19/25 nursing progress note documented at 9:20 a.m. revealed Resident #5 backhanded a CNA.The 
7/19/25 nursing progress note documented at 4:15 p.m. revealed Resident #5 threw dishes down the hallway 
on the secured unit at employees and screamed obscenities. The MD was notified who stated he could not 
do anything else for Resident #5. The 7/21/25 nursing progress note documented at 3:26 p.m. revealed 
Resident #5 became more active after 3:00 p.m. and intermittently made inappropriate comments to other 
residents and staff. The 7/21/25 nursing progress note documented at 7:41 p.m. revealed the staff thought 
Resident #5 stated he would end his life tonight and the staff thought he had a butter knife. The police were 
called and they took Resident #5 out of the facility. Resident #5 was taken to a local hospital and placed on 
an M1 hold for suicidal ideation. Resident #5 did not return to the facility.C. Observations On 7/21/25 at 
approximately 4:00 p.m. Resident #5 was in the common area of the secured unit. Resident #5 was agitated 
and moved frantically throughout the common area. Resident #5 continued to run throughout the common 
area while residents were also in the room. Registered nurse (RN) #1 made several unsuccessful attempts 
to redirect Resident #5. Resident #5 was not on a one-to-one caregiver for supervision. RN #1 and two 
CNAs were on the unit who were also caring for the other residents. Resident #5 stopped several times and 
put his face within three to six inches of Resident #12's face and yelled profanities at Resident #12. Another 
resident was observed outside in the courtyard and he attempted to open the glass door to reenter the 
common area but the door was locked. RN #1 said she kept that resident locked outside while Resident #5 
was frantic and yelling obscenities. RN #1 said the resident that was outside had PTSD (post traumatic 
stress disorder) and he was kept outside for his safety. RN #1 said she was concerned that Resident #5 
would trigger the PTSD of the resident that was outside. All three staff members tried to redirect Resident #5 
without success.D. Resident #5's representatives interviewResident #5's representative was interviewed on 
7/21/25 at 3:00 p.m. via telephone. The representative said they had not seen Resident #5 in many years. 
The representative said Resident #5 had spent most of his life in prison and if not in prison, he preferred to 
be homeless. The representative said Resident #5 often lived on the streets until he was found by police to 
have broken his parole and then he returned to prison. The representative said she hoped he was not 
threatening other residents. III. Resident #4 (victim) A. Resident statusResident #4, age [AGE], was admitted 
on [DATE] and readmitted [DATE]. According to the July 2025 CPO, diagnoses included hypertension (high 
blood pressure), renal insufficiency, anxiety disorder, bipolar disorder (mental disorder), and dementia. The 
7/16/23 MDS assessment revealed the resident was cognitively intact with a BIMS of 15 out of 15. She 
required substantial assistance with showering. She was independent with eating, toileting, and dressing. B. 
Resident interviewResident #4 was interviewed on 7/21/25 at 11:00 a.m. Resident #4 said she had a mental 
health situation and preferred to live in a secured unit because it was safe and calm. Resident #4 said that 
she and the others were often threatened verbally by Resident #5. Resident #4 said Resident #5 could get all 
of the residents on the secured unit in a nervous uproar. Resident #4 said Resident #5 threw items such as 
coffee cups and used profanities at her, calling her several different swear words. Resident #4 said she did 
nothing to provoke Resident #5. Resident #4 said she was afraid of Resident #5 so she stayed in her room 
more to avoid him.Resident #4 was interviewed again on 7/22/25 at 10:15 a.m. (the day after Resident #5 
was removed from the facility by the police). Resident #4 said she was in the dining room last night, when all 
of the residents were moved into a corner of the dining room for their safety when Resident #5 was frantically 
moving around the room and yelling. Resident #4 said the police came into the secured unit and the police 
tried to speak to Resident #5. Resident #4 said Resident #5 punched the policeman. Resident #4 said the 
police immediately put handcuffs on Resident #5 and made him sit on the floor against the wall. Resident #4 
said the ambulance workers came into the unit with a gurney, put Resident #5 on the gurney and took 
Resident #5 away. Resident #4 said she was relieved that she and the other residents were now safe. 
Resident #4 said it was not fair to the residents or the staff to put a man like that in the facility. IV. Resident 
#12 (victim)A. Resident statusResident #12, age less than 65, was admitted on [DATE]. According to the 
July 2025 CPO, diagnoses included slurred speech, hypertension (high blood pressure), a history of falling, 
anxiety disorder, cognitive communication deficit, and unspecified dementia with other behavioral 
disturbances. The 7/10/25 MDS assessment revealed the resident had short and long term memory 
problems. The resident had severe impairment with cognitive skills for daily decision making, delusions, 
behavioral symptoms not directed at others, and wandered daily. He was dependent on staff for oral 
hygiene, toileting, and showering.V. Staff interviewsCNA #1 and CNA #2 were interviewed together on 
7/21/25 at 10:30 a.m. Both CNAs said Resident #5 was dangerous to the residents and staff. The CNAs said 
he was very hard to redirect. The CNAs said generally on the secured unit there were two CNAs and one 
nurse. The CNAs said Resident #5 was not usually watched by another staff member for one-to-one care. 
The CNAs said the secured unit generally had three staff members, one nurse and two CNAs. The CNAs 
said it was up to the three staff members on the secured unit to care for all of the residents as well as to 
watch Resident #5 closely because of his aggressive behaviors.RN #1 was interviewed on 7/21/25 at 10:40 
a.m. She said the general staffing of the secured unit was two CNAs and one nurse. RN #1 said the three 
staff members were expected to care for all the residents as well as help with Resident #5's behavioral 
outbursts. RN #1 said when the social worker did stay with Resident #5 one-to-one, it helped keep Resident 
#5 calm but that did not happen every day. RN #1 was interviewed again on 7/21/25 at 4:00 p.m. RN #1 said 
the staff tried to do their best to redirect Resident #5, but it was very difficult to do and care for the other 
residents on the secured unit at the same time. RN #1 said Resident #5 was a toddler times 24 with his 
behaviors. RN #1 said in order to keep residents safe from Resident #5 she locked a male resident outside in 
the memory care courtyard. RN #1 said she was concerned the resident outside had PTSD and Resident 
#5's behavior might trigger a response.The director of marketing was interviewed on 7/22/25 at 4:55 p.m. 
The director of marketing said she did a zoom call to interview Resident #5 from prison to determine if he 
was okay to admit to the memory care unit of the facility. The director of marketing determined he should be 
admitted to the facility. The DON was interviewed on 7/23/25 at 10:45 a.m. The DON said the director of 
marketing accepted Resident #5 from the department of corrections. The DON said she was told Resident 
#5 would be admitted to the facility into the memory care unit. The DON said she disapproved of the 
admission of Resident #5. The DON said she watched a video of Resident #5 in his prison cell. The DON 
said Resident #5 did not do an interview with facility staff before his admissions that she was aware of. The 
DON said she did not think Resident #5 was able to provide an interview due to his cognition.The SSD was 
interviewed on 7/22/25 at 3:35 p.m. The SSD said she was not included in the decision making process to 
admit Resident #5 into the facility, nor the memory care unit. The SSD said she had sat with Resident #5 
one-to-one, but it was not ongoing.The clinical nurse consultant (CNC) was interviewed on 7/23/25 at 1:00 p.
m. The CNC said she did not know why the director of marketing accepted Resident #5 from prison with his 
behaviors. The CNC said the facility now had a plan for admissions into the facility and admissions onto the 
memory care unit (see facility follow-up below). The CNC said the plan would fix the situation so that 
accepting someone with aggressive behaviors did not happen again. The NHA was interviewed on 7/23/25 
at 4:30 p.m. The NHA said she did not know why the director of marketing accepted Resident #5 for 
admission into the facility's memory care unit. The NHA said she trusted the director of marketing's decision. 
The NHA said the facility did not implement a one-to-one caregiver. The NHA said she did not remember 
why the facility decided not to bill the prison for a sitter. The NHA said the invoice was in Resident #5's 
electronic medical records (EMR) but it was never acted upon. The NHA said Resident #5 was not provided 
with a one-to-one caregiver while Resident #5 was admitted to the facility, but it was not consistent. The NHA 
said Resident #5 would not return to the facility from the hospital. VI. Facility investigation and follow-upOn 
7/22/25 at 2:30 p.m. the CNC provided a facility plan for admissions. The document revealed in pertinent 
part, On 7/21/2025, Resident #5, who had a known history of behavioral issues, exhibited repeated episodes 
of aggressive behavior on the secure memory care unit. While no physical harm was reported, Resident 5's 
behavior had the potential to cause emotional distress and fear among other residents. The staff failed to 
implement immediate behavioral interventions or relocate the resident, resulting in the potential for an unsafe 
environment for vulnerable residents and failure to ensure their right to live free from abuse and distress. 
This constituted a concern for the psychological well-being and safety of residents in the secure unit.The 
plan documented that all affected residents would be assessed by nursing and social services for emotional 
or psychological distress (implemented 7/22/25).The plan documented that weekly behavioral rounds would 
be conducted by the interdisciplinary team and resident-to-resident incidents would be reviewed daily in 
stand-up meetings.
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F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure residents were free from significant medication 
errors for one (#1) of three residents reviewed for medications errors out of 27 sample residents. Specifically, 
the facility failed to ensure Resident #1 received intravenous (IV) vancomycin (an antibiotic used to treat 
bacterial infections) for a diagnosis of staphylococcus hominis bacteremia (a bloodstream infection) per 
physician's orders. Findings include:I. Professional referenceAccording to [NAME], P.A., [NAME], A.G., et.al., 
Fundamentals of Nursing, 10 ed. (2022), E.[NAME], St. Louis Missouri, pp. 606-607, Take appropriate 
actions to ensure the patient receives medication as prescribed and within the times prescribed and in the 
appropriate environment.Professional Standards such as nursing scope and standards of practice apply to 
the activity of medication administration. To prevent medication errors, follow the seven rights of medication 
administration consistently every time you administer medications. Many medication errors can be linked in 
some way to an inconsistency in adhering to these seven rights:-The right medication;-The right dose;-The 
right patient;-The right route;-The right time;-The right documentation; and,-The right indication.II. Resident 
#1A. Resident statusResident #1, age [AGE], was admitted on [DATE]. According to the July 2025 
computerized physician orders (CPO), diagnoses included status epilepticus (seizure lasting longer than five 
minutes), bacteremia (infection of the blood stream), acute aspiration pneumonia (pneumonia caused by 
inhaled substances such as food or liquids) and acute encephalopathy (altered mental state).The 6/26/25 
minimum data set (MDS) assessment revealed the resident was cognitively impaired with a brief interview for 
mental status (BIMS) score of zero out of 15 the resident was unable to participate. The BIMS was 
completed by staff assessment and scored moderately impaired. He required total assistance with all of his 
activities of daily living (ADL).B. Resident #1's representative interviewResident #1's representative was 
interviewed 7/22/25 at 7:00 p.m. She said when she visited the resident on 6/20/25, the evening after his 
readmission from the hospital, she had noticed there was not an IV pole in his room. She asked an 
unidentified nurse about the IV vancomycin and was informed the medication had not been delivered from 
the pharmacy. The representative said the resident did not receive any doses since his return from the 
hospital on 6/19/25. Resident #1's representative said the resident was to receive a dose on 6/19/25 and two 
doses on 6/20/25. She said she had not been notified about the missed doses and was not able to get an 
answer on when the IV vancomycin would be delivered from the pharmacy. She said she was frustrated with 
the situation and insisted the resident return to the hospital so he could receive the IV vancomycin. C. 
Record reviewA review of Resident #1's electronic medical record (EMR) revealed the resident had been in 
the hospital from [DATE] through 6/19/25. The hospital discharge orders included sodium chloride 0.9% 
Actbag 250 milliliter (ml) with vancomycin 1.25 gram recon solution 1250 milligram (mg) (medication infused 
with fluids) every 12 hours for six days for the diagnosis of staphylococcus hominis bacteremia. The June 
2025 medication administration record (MAR) revealed the physician's order had been placed 6/19/25 with a 
start date of 6/20/25. The MAR indicated the resident did not receive IV vancomycin on 6/19/25 or 6/20/25.
The nursing progress note, dated 6/19/25, documented the medications were verified with the provider and 
the pharmacy, including the IV vancomycin. The 6/20/25 nursing progress note documented at 10:01 a.m. 
revealed the facility was still waiting for the pharmacy to deliver the medication. The 6/20/25 nursing 
progress note documented at 11:00 p.m. revealed Resident #1's representative expressed her frustration 
that the resident had not received the medication since his return and demanded the resident return to the 
hospital. The 6/21/25 nursing progress note documented at 7:50 a.m. the resident was sent to the 
emergency room.-The resident was admitted to the hospital on [DATE] for three days. The 6/21/25 nursing 
progress documented at 3:51 p.m., revealed the assistant director of nursing (ADON) was notified the IV 
vancomycin was not available. The ADON called the pharmacy and was told the pharmacy had not received 
the order. The ADON informed the resident's physician of the situation.-The physician was not called until 
6/21/25, after the resident had missed three doses and after the resident returned to the hospital. -The 
pharmacy was not called until 6/21/25, after the resident had missed three doses and after the resident 
returned to the hospital. III. Staff interviewsThe ADON was interviewed on 7/23/25 at 8:38 a.m. The ADON 
said Resident #1 should have received the first dose on 6/19/25 when he returned from the hospital. She 
said she had placed the order for the IV vancomycin on 6/19/25. She said he was not notified of the missed 
doses until 6/21/25. She notified the physician on 6/21/25, after the resident missed three doses.The ADON 
said the resident's physician should have been notified immediately when medication was missed in order to 
receive instruction on how to manage the medication going forward. She said the pharmacy should have 
been called 6/20/25 when the medication had not been delivered.
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