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Based on observation, interview, and record review, the facility failed to assure staff provided safe and
accurate administration of medication for 4 of 4 residents reviewed for pharmaceutical services (Residents D,
E, F, and G). Findings include:1. During a random observation on 9/18/25 at 3:32 p.m., LPN 4 was observed
seated at the 100 hall nurses' station. The desk had multiple cards of medications and plastic medication
cups, with initials marked on the outer surface. LPN 4 was dispensing pills from the medication cards into her
bare hands and placing the pills in the medication cups. She dropped a pill onto the desk surface, picked it
up with her bare hands, and placed it into the medication cup. During the observation, LPN 4 indicated she
was setting up her medications for administration later in her shift. There were nine filled medication cups,
stacked one on top of the other, on the desk. She indicated these were for the east hall. The cups were
labeled with initials in marker. The following was observed, with the Director of Nursing (DON), Nurse
Consultant, and LPN 4 present: Resident E's cup contained two pills: one yellow, oblong; and one orange,
round, and small. The Nurse Consultant later identified these as oxycarbazepin (to control seizures) 600 mg
(milligram) and docusate sodium (to treat constipation) 100 mg, both medications were due to be
administered between 6:00 p.m. and 10:30 p.m. A review of the resident's electronic Medication
Administration Record (eMAR) indicated clonidine (to treat high blood pressure) 0.1 mg was due to be
administered between 2:30 p.m. and 10:30 p.m. and had not yet been administered. The resident's
medication cup, that had been prepared with the two other medications, lacked the clonidine tablet. Resident
F's cup contained four pills: two white, oblong; one tan, oblong; and 1 small round. The Nurse Consultant
later identified these as Vascepa (medication to lower triglycerides) 1 gram, due 6:00 p.m. to 10:00 p.m.,
metformin (to lower blood sugar levels) 500 mg, due 6:30 p.m. to 10:30 p.m., and rosuvastin 5 mg, due 6:00
p.m. to 10:00 p.m. A review of the resident's eMAR indicated magnesium oxide (a dietary supplement) 400
mg was due 6:00 p.m. to 10:30 p.m., primidon (to treat seizures or tremors) 50 mg was due 6:00 p.m. to
10:00 p.m., and sertraline (to treat depression) 100 mg was due 6:00 p.m. to 10:00 p.m. The resident's
medication cup, that had been prepared with the three other medications, lacked the magnesium oxide,
primidon, and sertraline tablets. Resident G's cup contained four pills: two yellow, oblong; one small, round;
and one large, orange, oblong. The Nurse Consultant later identified these as oxycarbazepine 600 mg,
furosemide (to treat edema) 20 mg, and calcium 600 with vitamin D3 (supplement). A review of the resident's
eMAR indicated atorvastatin (to lower cholesterol) 40 mg was due 6:00 p.m. to 10:00 p.m, buspirone (to treat
anxiety) 15 mg was due 6:00 p.m. to 10:00 p.m., gabapentin (to treat nerve pain) 100 mg (2 capsules for 200
mg dose) was due 6:00 p.m. to 10:30 p.m., pramipexol (to treat restless leg syndrome) 0.25 mg was due
6:00 p.m. to 10:00 p.m., sertraline 100 mg was due 6:00 p.m. to 10:00 p.m., and tizanidine (to treat muscle
spasticity) 4 mg was due 6:00 p.m. to 10:30 p.m. The resident's medication cup, that had been prepared with
the three other medications, lacked the atorvastatin, buspirone, two gabapentin, pramipexol, sertraline, and
tizanidine medications. Resident G had an order for Xarelto 15 mg to be administered at 5:00 p.m. which
was due to be administered prior to the 6:00 p.m. medications. During an interview on 9/19/25 at 3:48 p.m.
the Nurse Consultant indicated at no time should medications be handled with bare hands. She indicated
she believed staff were able to pre-set medications for one medication pass. The facility policy had
referenced pre-pour, which she believed indicated prepare in advance. During an interview on 9/19/25 at
2:32 p.m., the DON indicated she believed pre-pour meant prepare in the facility policy. 2. During an
interview on 9/18/25 at 2:55 p.m., Resident D indicated LPN 4 had tried to give him the wrong medications
on two separate occasions while he was in the dining room for dinner. She would set a cup of medications
down in front of him and walk away. He got her attention when she returned to give another resident their
medication cup and told her the medications in his cup were not the ones he takes in the evenings. She
indicated to him that they were not his medications, and she would return with his medications. On another
occasion his sister was present at the dining table when LPN 4 set his medication cup down for him to take.
He told his sister that these were not his medications, and his sister went to find LPN 4 to get his correct
medications. The clinical record for Resident D was reviewed on 9/18/25 at 10:48 a.m. Diagnoses included
hemiplegia/hemiparesis following a stroke affecting his right side, chronic respiratory failure, major
depressive disorder, and anxiety. A quarterly Minimum Data Set (MDS) assessment, dated 8/5/25, indicated
the resident was cognitively intact, had no delusions or hallucinations, no behaviors, and no rejection of care.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or Based on observation and interview, the facility failed to assure nursing staff were using proper hygiene and

potential for actual harm infection control when preparing to administer medications for 1 of 2 observations for medication pass.
Findings include:During a random observation on 9/18/25 at 3:32 p.m., LPN 4 was observed seated at the

Residents Affected - Few 100 hall nurses' station. The desk had multiple cards of medications and plastic medication cups, with initials

marked on the outer surface. LPN 4 was dispensing pills from the medication cards into her bare hands and
placing the pills in the medication cups. She dropped a pill onto the desk surface, picked it up with her bare
hands, and placed it into the medication cup. She indicated she had not realized it was an issue after
washing her hands. During an interview on 9/19/25 at 3:48 p.m. the Nurse Consultant indicated at no time
should medications be handled with bare hands. A current facility policy, revised 4/2017, titled, Medication
Administration, provided by the DON on 9/18/25 at 3:35 p.m., included the following: Purpose: To safely
administer medications as per physicians' orders .Infection control: .3. Never touch medications with hands
Guidelines for Medication Administration: 13. Never touch medications with your hands. This citation relates
to Intake 1396147. 3.1-18(b)(1)
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