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Level of Harm - Actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect the residents' right to be free from neglect when the 
facility failed to ensure medications were obtained and hospice orders were followed for 2 (R1, R2) residents, 
admitted to the facility for a hospice respite stay. This failure resulted in R1 experiencing seizures after not 
receiving anticonvulsant medications and requiring hospitalization. This applies to 2 of 4 residents (R1, R2) 
reviewed for neglect in the sample of 8.

The findings include:

1. The EMR (Electronic Medical Record) shows R1 was admitted to the facility on [DATE] for a respite stay. 
The EMR continues to show R1 was transferred to the local hospital on May 23, 2025 due to experiencing a 
seizure at the facility. R1 did not return to the facility. R1 had multiple diagnoses including cognitive social 
deficit following cerebral infarction, epilepsy not intractable, with status epilepticus, depression, bilateral 
peripheral vertigo, Type 2 diabetes, chronic respiratory failure, dementia, frontotemporal neurocognitive 
disorder, cerebral infarction, aphasia, and hemiplegia affecting his right, dominant side. 

R1's Discharge MDS (Minimum Data Set) dated May 23, 2025 shows R1 had moderately impaired cognition, 
required partial/moderate assistance with eating, substantial/maximal assistance with oral hygiene, and was 
dependent on facility staff for toilet hygiene, lower body dressing, and personal hygiene. R1 was always 
incontinent of urine and frequently incontinent of stool.

The EMR shows, on May 14, 2025, V21 (Admissions Director) uploaded R1's history and physical provided 
by the hospice provider to R1's medical record for R1's respite stay. V22's (Physician) history and physical 
documentation dated April 1, 2025 shows R1 took multiple medications, including, Lantus insulin, 20 units 
subcutaneously once a day, and levetiracetam (Keppra) (anti-seizure medication) 500 mg. (Milligrams), 1 
tablet orally every 12 hours. 

(continued on next page)
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On May 22, 2025, at 2:40 PM, V19 (RN-Registered Nurse) documented, [R1] arrived by ambulance to the 
facility at 10:10 [AM] and was taken to [room number]. I performed a head-to-toe assessment. Patient is 
nonverbal but follows directions. He is alert to self. Calm and cooperative. He laughs at everything you say to 
him. Eyes are PERL (Pupils Equal and Reactive to Light). No glasses with him. Hearing is WNL (Within 
Normal Limits) bilaterally. He has his own teeth that are in poor condition. His lungs are clear in all fields. 
Heart tones are strong and rhythmic with no peripheral edema noted. Bowel sounds are active in four 
quadrants. Skin is intact. Resident does not display any signs of discomfort or distress. Resident was wet 
before exam. Incontinent of bowel and bladder. Vitals taken and charted. Resident will not be able to use his 
call light effectively. Endorsed to oncoming nurse that we did not receive a diet, official med list, and no 
report was received about resident. Nurse stated understanding.

The facility does not have documentation to show V19 (RN) attempted to locate R1's home medications in 
his belongings. The facility also does not have documentation to show V19 notified the physician or hospice 
provider that R1 did not have medications from home, or clarified R1's respite medication orders, or that V19 
attempted to order R1's medications from the pharmacy.

On May 22, 2025 at 10:45 PM, V20 (RN) documented, Per admission Director, med list and the rest of 
medications discuss with [V3] (Daughter of R1), who supposed to come later tonight, however, no show up. 
Writer then called hospice supervisor/manager and made aware, also left a message to the daughter with no 
return call yet. Comfort package available, the resident in good disposition and aura, no 
agitation/restlessness noted. Per CNA(Certified Nursing Assistant), the resident was fed with good food and 
fluid intake, diet verified with the hospice supervisor/manager to be regular/thin/take meds whole. Still 
anticipating daughter would come with the rest of meds to be reconciled and put in the system.

The facility does not have documentation to show V20 (RN) attempted to locate R1's home medications in 
his belongings. The facility does not have documentation to show V20 notified the physician or hospice 
provider that she was unable to locate R1's medications from home, clarification regarding R1's respite 
medication orders, or that V20 attempted to order R1's medications from the pharmacy. 

On June 4, 2025, at 4:19 PM, V21 (admission Director) said, R1's hospice company sent his admission 
paperwork to the facility prior to R1's admission. V21 continued to say she uploaded the hospice paperwork 
to the EMR so R1's medical information and medication list was available to the nurse who admitted R1. V21 
said, I confirmed with the hospice company that the medications listed were the most up-to-date list of 
medications. I provide an admission notification sheet with all of the resident's specific information and 
everything that is important about the person and gave one to the receptionist and one to the nurse. The 
sheet showed [R1] was coming to the facility at 10:00 AM on May 22, 2025, and that the family was bringing 
the medications. 

(continued on next page)
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On June 6, 2025, at 9:38 AM, V21 (Admissions Director) continued to say, Every hospice respite resident 
has a written report from me that shows everything about the resident, including if the family is providing the 
medications. The written report is given to the nurses. The reason the family brings the medications from 
home is because the medications are paid for by the hospice company. We ask the families to bring the 
medications in their original pharmacy bottle that is labeled with the resident's name on it and the medication 
instructions. Everyone here knows this is how respite residents are done. I couldn't make it any easier for the 
nursing staff. The medications and the resident's medical information are all scanned into the medical record 
before the resident ever comes to the facility. 

On June 4, 2025 at 12:40 PM, V3 (Daughter of R1) said, [R1] went to the facility from home. It was a respite 
stay for five days. Hospice arranged for him to go there. I sent the actual medications in a bag with his 
belongings, and they called and said they could not find them. I have done a respite stay at this facility 
before, and I know how it works. Even if they weren't able to find the medications, they could have looked at 
the medication list provided by hospice and ordered the medications. [R1] has not had a breakthrough 
seizure in over 20 years. [V10] (Hospice Manager of Admissions) said she called the facility and spoke to 
[V19] (RN), and he started reading the medications they didn't have. Obviously, he had the list if he was 
reading the medications from it, and he could have ordered the medications from that list if he couldn't find 
the medications I sent.

On June 4, 2025 at 1:01 PM, V10 (Hospice Manager of Admissions) said, On May 22, 2025, I received a call 
from [V19] (RN), and he said we have your patient here and the family only sent his comfort pack 
medications. I said the family was given clear instructions to send all the medications. I asked which 
medications they were missing, and we went through the list, including the insulin and seizure medication. I 
reached out to [V3] (Daughter of R1), and she said she realized she had forgotten to include the insulin in the 
package with the medications because it was in her refrigerator, but the rest of the medications were in the 
resident's belongings. She said she would have her daughter drop off the insulin later in the day. I called the 
facility three times after that to speak to [V19] and each time I was never able to speak to him, just left on 
hold. I finally called again and left my name and number for him to call me back. Around 9:30 PM, I received 
a call from the facility that [R1's] medications had still not arrived. I said, check the bag because the family 
said the medications were in there. The nurse asked when the medications should be taken and was able to 
say the names of the medications. I said, please check his bag, or otherwise, we need to put in a stat order 
for the medications. She said she would get back to me, but she never did. The next morning, I received a 
call around 9:30 AM to 10:00 AM from the nurse and was told [R1] was different than usual. The next thing I 
know, I got a call around 12:30 PM from the facility that they had to send [R1] out 911 because he was found 
non-responsive and having a seizure. I reached out to the emergency room to tell them they were getting our 
hospice patient, and they told me he was already at the hospital and had a witnessed seizure and he 
required Versed (central nervous system depressant). This respite stay had been in the works for weeks 
before his arrival to the facility. The responsible and right thing to do was to provide the medications.

(continued on next page)
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On June 4, 2025 at 3:01 PM, V20 (RN) said she worked a double shift from 2:00 PM to 10:00 PM on May 22, 
2025, and 10:00 PM on May 22, 2025 to 6:00 AM on May 23, 2025. V20 continued to say R1 was under her 
care during the two shifts she worked. V20 said, When I came that day and got report from the nurse on the 
prior shift, the nurse was confused and overwhelmed. Apparently, [R1] came from home, and no one gave 
report or a recent medication list. I worked 16 hours and had the resident the whole time. I did not give him 
any medications that night. From the medication list that came with [R1], I saw he takes Keppra (anti-seizure 
medication). I did not look through [R1's] belongings for his medications. If I am not the admitting nurse, I 
don't have to go through the patient's belongings. This should have been taken care of prior. I did not think it 
was an emergency that [R1] was not getting his medications.

On June 4, 2025 at 3:28 PM, V23 (RN) said, I worked from 6:00 AM to 2:00 PM on May 23, 2025. The CNA 
came to me and said something was wrong with [R1]. I went to see the resident and he appeared to be 
having a seizure. I called for [V13] (NP-Nurse Practitioner) to come see the resident and she said to send 
him out 911. I called [V10] (Hospice Manager of Admissions) and said I needed the medications for [R1]. We 
had a medication list in the admission packet, and it showed [R1] needed insulin and Keppra and other 
things. I dug through [R1's] belongings and found all of his medications. They were here with his things the 
whole time.

On May 23, 2025 at 9:00 PM, V18's (Physician) hospital documentation shows R1 presented to the 
emergency room with a witnessed seizure requiring Versed 2 mg. [R1] is a [AGE] year-old male presenting 
with witnessed seizure. EMS (ambulance) reports patient was post-ictal upon their arrival and had another 
seizure that required 2 mg. of Versed and resolved with this. Granddaughter is at bedside; states patient was 
recently transferred to the nursing home and has not had his medications for the past 36 hours. Patient's 
daughter is on the phone and states patient usually takes Keppra and has not had a breakthrough seizure for 
30 years. No fall or injury from witnessed seizure per EMS.

Hospital documentation shows R1's blood sugar was 219 (reference range 70-99 mg/dL (milligrams/deciliter) 
upon admission to the hospital. 

Facility documentation dated May 23, 2025 at 9:55 AM shows R1's blood sugar was 180 mg/dL 
(Milligrams/deciliter).

R1's May 2025 MAR (Medication Administration Record) shows R1 did not receive any medications, 
including his insulin or levetiracetam while residing in the facility. 

On June 5, 2025 at 10:47 AM, V14 (Pharmacist) said, R1's insulin was a long-acting insulin, meant to control 
his blood sugar over the course of time, and that R1's Keppra medication should not be stopped and if a 
dose is missed, a seizure is possible.

On June 5, 2025 at 3:14 PM, V15 (Pharmacist/General Manager) said, elevated blood sugars are possible 
when insulin doses are missed, and some people will have breakthrough seizures when anti-seizure 
medication such as Keppra doses are missed. V15 continued to say had the facility staff ordered R1's 
medications STAT, the medications could have been available to the facility staff for administration to the 
resident within four hours.

(continued on next page)
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On June 5, 2025 at 9:59 AM, V13 (NP) said, I went to see [R1] on May 23. He was seizing. I asked if he had 
an order for IV (Intravenous) Ativan (benzodiazepine medication). He did not. He was actively seizing, so he 
had to go the emergency room. If they would have called me for medication orders, I would have ordered 
them. He missed doses of his seizure medication, and he ended up having a seizure. What more is there to 
say?

2. The EMR shows R2 was admitted to the facility on [DATE] for a hospice respite stay and was discharged 
to her home on April 19, 2025. R2 had multiple diagnoses including heart failure, type 2 diabetes, 
hypertension, repeated falls, hallucinations, stress incontinence, and the presence of an automatic 
implantable cardiac defibrillator. 

R2's MDS dated [DATE] shows R2 had severe cognitive impairment, required supervision with eating, 
partial/moderate assistance with oral hygiene, was dependent on facility staff for toilet hygiene, and required 
substantial/maximal assistance with all other ADLs (Activities of Daily Living). R2 was frequently incontinent 
of bowel and bladder. 

On April 10, 2025 at 4:05 PM, V20 (RN) documented R2 was admitted to the facility from home after going to 
the emergency room following a fall. V20 continued to document R2 was admitted to the facility under 
hospice care. 

On June 5, 2025 at 1:52 PM, V5 (Son of R2) said, on April 10, 2025 R2 was getting ready to leave home for 
a respite stay at the facility. V5 continued to say just before R2 left home, she sustained a fall in the 
bathroom and had to be taken to the emergency room prior to going to the facility. R2 received staples, in the 
emergency room, to close a laceration on her head prior to going to the facility. V5 said, R2's medications 
were with her belongings when she went to the facility. When she returned home from the facility on April 19, 
2025, her home medications had remained with her belongings, untouched, with the same number of pills in 
the bottles, and other medications were present in her belongings, some of which R2 had not taken for over 
four years.

The Client Medication Report for R2, provided to the facility by the hospice company on April 10, 2025 shows 
multiple medication orders for R2, including the following: Quetiapine 50 mg. every night at bedtime for 
restlessness, and Ambien 5 mg. every night at bedtime for insomnia. 

The facility does not have documentation to show the order for R2's scheduled Quetiapine or Ambien were 
ever entered into the EMR or that R2 ever received the Quetiapine and Ambien as shown on the hospice 
Client Medication Report. 

The EMR shows the facility had two medication lists for R2; one list from the emergency room dated April 10, 
2025, and one list from the hospice provider dated April 10, 2025. The facility does not have documentation 
to show the facility called the hospice provider to clarify which medications R2 should have received while 
residing at the facility. 

On June 9, 2025 at 9:18 AM, V4 (Hospice Nurse) said, R2 had her home medications with her when she 
went from the emergency room to the facility. V4 said, I had called the facility to notify them [R2] had to be 
rerouted to the hospital due to her fall at home. I reminded them her medications were with her in her 
luggage, and she would be a little late getting to the facility.

(continued on next page)
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On June 10, 2025 at 10:22 AM, V4 (Hospice Nurse) said, [R2] has not been of sound mind for a long time. 
As she was transitioning to her later stages in the hospice process, [R2] was getting more anxious and 
restless. At one point, at home, she was found outside, trying to shovel snow. We discontinued her 
Trazadone, and we put her on scheduled doses of Quetiapine and Ambien as comfort measures for her 
end-of-life process. She started having more falls, including two at the facility between April 10 and April 14, 
2025, due to her restlessness with the dying process, and it was important she received those medications. If 
she was not receiving those medications, she would have become more anxious and uncomfortable. The 
plan for hospice patients is to keep them comfortable. 

On June 9, 2025 at 10:04 AM, V24 (Former DON-Director of Nursing) said, he was always notified when a 
resident was coming to the facility for a respite stay. V24 said he assisted R2's nurse and entered all of R2's 
medication orders into the EMR. V24 said, The nurse should have called the doctor and asked which 
medication list she should follow, the one from the emergency room, or the one from hospice. The nurse 
didn't communicate that to me. I was just helping out and put in the orders. I did not call the doctor to clarify 
the orders.

On June 9, 2025 at 12:51 PM, V13 (NP) read the facility's Abuse and Neglect policy and said if the facility's 
Neglect Policy shows neglect is the failure to provide goods and services to a resident that are necessary to 
avoid physical harm, pain, mental anguish, or emotional distress, then the residents should have gotten their 
medications or technically that is neglect. V13 continued to say, The nursing staff should have brought up the 
medication concerns to higher up people such as the DON (Director of Nursing) or the supervisor and 
obtained the medications. They have the definition of neglect right in their policy.

The facility's Abuse Policy and Procedure dated 10/24/2022 and reviewed on 2/18/25 shows: The facility 
prohibits abuse, neglect, misappropriation of property, and exploitation of its residents, including verbal, 
mental, sexual, or physical abuse, corporal punishment, and involuntary seclusion. The facility has a no 
tolerance philosophy: persons found to have engaged in such conduct will be terminated. Definitions: 
Neglect is a facility's failure to provide, or willful withholding of adequate medical care, mental health 
treatment, psychiatric rehabilitation, personal care, or assistance with activities of daily living that is 
necessary to avoid physical harm, mental anguish, or mental illness of a resident. Neglect is also the failure 
to provide goods and services to a resident that are necessary to avoid physical harm, pain, mental anguish 
or emotional distress.

126145710

11/20/2025



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      

145710 06/11/2025

Meadowbrook Manor 431 West Remington Boulevard
Bolingbrook, IL 60440

F 0757

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure each resident’s drug regimen must be free from unnecessary drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure a resident did not receive unnecessary medications. 
This applies to 1 of 3 residents (R2) reviewed for pharmacy services in the sample of 8.

The findings include:

The EMR (Electronic Medical Record) shows R2 was admitted to the facility on [DATE] for a hospice respite 
stay and was discharged to her home on April 19, 2025. R2 had multiple diagnoses including heart failure, 
Type 2 diabetes, hypertension, repeated falls, hallucinations, stress incontinence, and the presence of an 
automatic implantable cardiac defibrillator. 

R2's MDS (Minimum Data Set) dated April 19, 2025 shows R2 had severe cognitive impairment, required 
supervision with eating, partial/moderate assistance with oral hygiene, was dependent on facility staff for 
toilet hygiene, and required substantial/maximal assistance with all other ADLs (Activities of Daily Living). R2 
was frequently incontinent of bowel and bladder. 

On April 10, 2025 at 4:05 PM, V20 (RN-Registered Nurse) documented R2 was admitted to the facility from 
home after going to the emergency room following a fall. V20 continued to document R2 was admitted to the 
facility under hospice care. 

On June 5, 2025 at 1:52 PM, V5 (Son of R2) said, on April 10, 2025 R2 was getting ready to leave home for 
a respite stay at the facility. V5 continued to say just before R2 left home, she sustained a fall in the 
bathroom and had to be taken to the emergency room prior to going to the facility. R2 received staples, in the 
emergency room, to close a laceration on her head prior to going to the facility. V5 said, R2's medications 
were with her belongings when she went to the facility. When she returned home from the facility on April 19, 
2025, her home medications had remained with her belongings, untouched, with the same number of pills in 
the bottles that were there when the resident left home, and other medications were present in her 
belongings, some of which R2 had not taken for over four years. V5 continued to say, because the facility 
ordered the medications R2 was no longer taking and not on the hospice list, V5 was charged $150 by the 
pharmacy provider. 

The EMR shows the facility had two medication lists for R2. One list was from the local hospital emergency 
room, and one list was from the hospice provider. 

R2's After Visit Summary from the local hospital dated April 10, 2025 shows, Your Medication List - ASK your 
doctor about these medications. The After Visit Summary from the local hospital shows the following 
medications for R2:

Acetaminophen (pain reliever)

Albuterol inhaler (for wheezing) as needed

Ascorbic Acid (vitamin supplement)

Atorvastatin (cholesterol medication) daily

(continued on next page)
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Calcium carbonate (supplement)

Carvedilol (cardiac medication) 3.125 mg (milligrams) twice daily

Multivitamin

Cholestyramine-Aspartame (bile acid binder) 4 grams daily

Furosemide (diuretic) twice daily

Gabapentin (peripheral pain medication) twice daily

Nitroglycerin (cardiac medication) as needed

Pantoprazole (stomach medication) twice daily

Extended-release Potassium Chloride (electrolyte) daily

Sertraline (antidepressant) daily

Trazadone (antidepressant) daily

Vitamin D (supplement)

R2's Client Medication Report from the hospice provider, dated April 10, 2025 shows the following 
medication orders for R2:

Acetaminophen daily at bedtime for pain

Ambien (insomnia medication) daily at bedtime

Bisacodyl (for constipation) as needed

Furosemide twice daily

Gabapentin twice daily

Haloperidol (agitation medication) as needed

Hyoscyamine (for secretions) as needed

Lorazepam (for anxiety) as needed

Morphine (pain medication) as needed

Pantoprazole twice daily

Prochlorperazine (for nausea) as needed 

(continued on next page)
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Quetiapine (restlessness) daily at bedtime

Senna (stool softener) daily as needed

Sertraline daily

The facility does not have documentation to show facility staff called the hospice provider to clarify which 
medications R2 should have received while residing at the facility for her hospice respite stay.

R2's April 2025 MAR (Medication Administration Record) shows R2 received the following medications 
during her stay at the facility that were not on R2's hospice medication list:

Atorvastatin - R2 received 6 doses from April 11, 2025 to April 18, 2025

Carvedilol - R2 received 13 doses from April 12, 2025 to April 19, 2025

Cholestyramine Aspartame - R2 received 8 doses from April 12, 2025 to April 19, 2025

Potassium Chloride - R2 received 9 doses from April 11, 2025 to April 19, 2025

On June 9, 2025 at 10:04 AM, V24 (Former DON-Director of Nursing) said, The nurse should have called the 
doctor and asked which medication list she should follow, the one from the emergency room, or the one from 
hospice. The nurse didn't communicate that to me. I was just helping out and put in the orders. I did not call 
the doctor to clarify the orders.

On June 9, 2025 at 9:18 AM, V4 (Hospice Nurse) said, R2 had her home medications with her when she 
went from the emergency room to the facility. V4 said, I had called the facility to notify them [R2] had to be 
rerouted to the hospital due to her fall at home. I reminded them her medications were with her in her 
luggage, and she would be a little late getting to the facility. V4 continued to say the facility should have 
contacted the hospice provider to clarify what medications R2 was taking if there was any conflict between 
the medication list provided by the hospital and list provided by hospice since R2 was under contract with the 
hospice company.

The facility's undated policy entitled Hospice Care Policy and Procedure shows, Policy: To establish 
protocols and procedures to ensure communication and provision of care between facility staff and hospice 
providers. Procedure: .3. The facility's Director of Nursing is the clinical staff member responsible for working 
with Hospice representatives to coordinate care to the resident provided by facility and hospice staff. The 
facility's Social Service Director is the staff member responsible for contact with Hospice agencies whenever 
there is a concern related to resident care. 4. The Director of Nursing and/or the Social Services Director will 
be responsible for .d. Obtaining the following information from Hospice: .vi. Hospice medication information 
specific to each resident.
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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure a hospice resident, admitted to the facility for a 
respite stay, was administered anticonvulsant medication and insulin as shown on the hospice records and 
provided by the resident's family. This failure resulted in R1 experiencing seizures after not receiving 
anticonvulsant medications and requiring hospitalization. This applies to 1 of 4 residents (R1) reviewed for 
medication administration in the sample of 8.

The findings include:

The EMR (Electronic Medical Record) shows R1 was admitted to the facility on [DATE] for a respite stay. 
The EMR continues to show R1 was transferred to the local hospital on May 23, 2025 due to experiencing a 
seizure at the facility. R1 did not return to the facility. R1 had multiple diagnoses including cognitive social 
deficit following cerebral infarction, epilepsy not intractable, with status epilepticus, depression, bilateral 
peripheral vertigo, Type 2 diabetes, chronic respiratory failure, dementia, frontotemporal neurocognitive 
disorder, cerebral infarction, aphasia, and hemiplegia affecting his right, dominant side. 

R1's Discharge MDS (Minimum Data Set) dated May 23, 2025 shows R1 had moderately impaired cognition, 
required partial/moderate assistance with eating, substantial/maximal assistance with oral hygiene, and was 
dependent on facility staff for toilet hygiene, lower body dressing, and personal hygiene. R1 was always 
incontinent of urine and frequently incontinent of stool.

The EMR shows, on May 14, 2025, V21 (Admissions Director) uploaded R1's history and physical provided 
by the hospice provider to R1's medical record for R1's respite stay. V22's (Physician) history and physical 
documentation dated April 1, 2025 shows R1 took multiple medications, including, Lantus insulin, 20 units 
subcutaneously once a day, and levetiracetam (Keppra) (anti-seizure medication) 500 mg. (Milligrams), 1 
tablet orally every 12 hours. 

On May 22, 20256 at 2:40 PM, V19 (RN-Registered Nurse) documented, [R1] arrived by ambulance to the 
facility at 10:10 [AM] and was taken to [room number]. I performed a head-to-toe assessment. Patient is 
nonverbal but follows directions. He is alert to self. Calm and cooperative. He laughs at everything you say to 
him. Eyes are PERL (Pupils Equal and Reactive to Light). No glasses with him. Hearing is WNL (Within 
Normal Limits) bilaterally. He has his own teeth that are in poor condition. His lungs are clear in all fields. 
Heart tones are strong and rhythmic with no peripheral edema noted. Bowel sounds are active in four 
quadrants. Skin is intact. Resident does not display any signs of discomfort or distress. Resident was wet 
before exam. Incontinent of bowel and bladder. Vitals taken and charted. Resident will not be able to use his 
call light effectively. Endorsed to oncoming nurse that we did not receive a diet, official med list, and no 
report was received about resident. Nurse stated understanding.

The facility does not have documentation to show V19 (RN) attempted to locate R1's home medications in 
his belongings. The facility also does not have documentation to show V19 notified the physician or hospice 
provider that he was unable to find R1's medications from home, clarification regarding R1's respite 
medication orders, or that V19 attempted to order R1's medications from the pharmacy.

(continued on next page)
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On May 22, 2025 at 10:45 PM, V20 (RN) documented, Per admission Director, med list and the rest of 
medications discuss with [V3] (Daughter of R1), who supposed to come later tonight, however, no show up. 
Writer then called hospice supervisor/manager and made aware, also left a message to the daughter with no 
return call yet. Comfort package available, the resident in good disposition and aura, no 
agitation/restlessness noted. Per CNA (Certified Nursing Assistant), the resident was fed with good food and 
fluid intake, diet verified with the hospice supervisor/manager to be regular/thin/take meds whole. Still 
anticipating daughter would come with the rest of meds to be reconciled and put in the system.

The facility does not have documentation to show V20 (RN) attempted to locate R1's home medications in 
his belongings. The facility does not have documentation to show V20 notified the physician or hospice 
provider that she was unable to locate R1's medications from home, clarification regarding R1's respite 
medication orders, or that V20 attempted to order R1's medications from the pharmacy. 

On June 4, 2025 at 12:40 PM, V3 (Daughter of R1) said, [R1] went to the facility from home. It was a respite 
stay for five days. Hospice arranged for him to go there. I sent the actual medications in a bag with his 
belongings, and they called and said they could not find them. I have done a respite stay at this facility 
before, and I know how it works. Even if they weren't able to find the medications, they could have looked at 
the medication list provided by hospice and ordered the medications. [R1] has not had a breakthrough 
seizure in over 20 years. [V10] (Hospice Manager of Admissions) said she called the facility and spoke to 
[V19] (RN), and he started reading the medications they didn't have. Obviously, he had the list if he was 
reading the medications from it, and he could have ordered the medications from that list if he couldn't find 
the medications I sent.

On June 4, 2025 at 3:01 PM, V20 (RN) said she worked a double shift from 2:00 PM on May 22, 2025 to 
10:00 PM, and 10:00 PM to 6:00 AM on May 23, 2025. V20 continued to say R1 was under her care during 
the two shifts she worked. V20 said, When I came that day and got report from the nurse on the prior shift, 
the nurse was confused and overwhelmed. Apparently, [R1] came from home, and no one gave report or a 
recent medication list. I worked 16 hours and had the resident the whole time. I did not give him any 
medications that night. From the medication list that came with [R1], I saw he takes Keppra (anti-seizure 
medication). I did not think it was an emergency that [R1] was not getting his medications.

On June 4, 2025 at 3:28 PM, V23 (RN) said, I worked from 6:00 AM to 2:00 PM on May 23, 2025. The CNA 
came to me and said something was wrong with [R1]. I went to see the resident and he appeared to be 
having a seizure. I called for [V13] (NP-Nurse Practitioner) to come see the resident and she said to send 
him out 911. I called [V10] (Hospice Manager of Admissions) and said I needed the medications for [R1]. We 
had a medication list in the admission packet, and it showed [R1] needed insulin and Keppra and other 
things. I dug through [R1's] belongings and found all of his medications. They were here with his things the 
whole time.

On May 23, 2025 at 9:00 PM, V18's (Physician) hospital documentation shows R1 presented to the 
emergency room with a witnessed seizure requiring Versed 2 mg. [R1] is a [AGE] year-old male presenting 
with witnessed seizure. EMS reports patient was post-ictal upon their arrival and had another seizure that 
required 2 mg. of Versed and resolved with this. Granddaughter is at bedside; states patient was recently 
transferred to the nursing home and has not had his medications for the past 36 hours. Patient's daughter is 
on the phone and states patient usually takes Keppra and has not had a breakthrough seizure for 30 years. 
No fall or injury from witnessed seizure per EMS.

(continued on next page)
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Facility documentation dated May 23, 2025 at 9:55 AM shows R1's blood sugar was 180 mg/dL 
(Milligrams/deciliter).

Hospital documentation shows R1's blood sugar was 219 (reference range 70-99 mg/dL upon admission to 
the hospital. 

On June 5, 2025 at 10:47 AM, V14 (Pharmacist) said, R1's insulin was a long-acting insulin, meant to control 
his blood sugar over the course of time, and that R1's Keppra medication should not be stopped and if a 
dose is missed, a seizure is possible.

On June 5, 2025 at 3:14 PM, V15 (Pharmacist/General Manager) said, elevated blood sugars are possible 
when insulin doses are missed, and some people will have breakthrough seizures when anti-seizure 
medication such as Keppra doses are missed. 

On June 5, 2025 at 9:59 AM, V13 (NP) said, I went to see [R1] on May 23. He was seizing. I asked if he had 
an order for IV (Intravenous) Ativan (benzodiazepine medication). He did not. He was actively seizing, so he 
had to go the emergency room. If they would have called me for medication orders, I would have ordered 
them. He missed doses of his seizure medication, and he ended up having a seizure. What more is there to 
say? V13 continued to say if R1's medications were not available, facility staff should have attempted to 
contact her, and she would have given orders for all of his medications.

The facility's policy entitled Respite Care, dated 06/01/2024 shows, Procedure: .2. Medications will be 
ordered from the facility's pharmacy unless otherwise specified by the family. If the family failed to supply the 
medications on time, the facility will use its pharmacy, and the bill will be charged to the family.
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