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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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195350 12/04/2025

Highland Place Rehab and Nursing Center 1736 Irving Place
Shreveport, LA 71101

F 0656

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interviews, the provider failed to ensure a plan of care had been developed and 
implemented for 2 (#1 and #5) of 6 (#1, #2,#3,#4 #5 #6) residents whose care plans were reviewed by:1. 
Failing to develop a plan of care for the use of a PICC (peripheral inserted central catheter) line for Resident 
#1 and Resident #5.2. Failing to administer Resident #1 intravenous antibiotic medication as ordered and 
failing to provide restorative care for Resident #5 as ordered.Findings: 1.Resident #1Review of Resident #1's 
medical record revealed an admit date of 09/17/2025 with a diagnosis of but not limited to sepsis unspecified 
organism, Bacterial infection, type 2 diabetes with other circulatory problems, polyneuropathy, and 
non-pressure chronic ulcer of the feet.Review of Resident #1's MDS (Minimum Data Set) dated 09/23/2025 
revealed a BIMS (Brief Interview Mental Status) score of 15 indicating intact cognition. Review of Resident 
1's medical record revealed Resident #1 was admitted to the facility with a PICC line in his left arm. Review 
of Resident #1's Comprehensive Care Plan failed to reveal a problem and approaches reflecting use of a 
PICC line for the administration of IV (intravenous) antibiotics. During an interview on 12/20/2025 at 3:15p.m. 
S5 MDS Director confirmed Resident #1's Comprehensive Care Plan failed to have a problem and 
approaches reflecting the use of a PICC line for the administration of IV antibiotics. Resident #5Review of 
Resident 5's medical record revealed an admit date of 10/07/2025 with a diagnosis of but not limited to 
muscle wasting and atrophy, right shoulder non-surgical orthopedic/muscle, cachexia, moderate 
protein-calorie malnutrition, other pleural conditions, other disorders of lung pulmonary cavity lesion, 
shortness of breath, other specified disorders of the bladder and dysphagia oropharyngeal phase.Review of 
Resident #5's admission MDS (Minimum Data Set) dated 10/13/2025 revealed a BIMS (Brief Interview 
Mental Status) score of 15 indicating intact cognition. Review of Resident 5's medical record revealed 
Resident #5 was admitted to the facility with a PICC line was located in his left jugular vein and had to be 
sent back out to the transferring facility for replacement to his right upper inner arm. Review of Resident #1's 
Comprehensive Care Plan failed to reveal a problem and approaches reflecting use of a PICC line for the 
administration of IV (intravenous) antibiotics. During an interview on 12/02/2025 at 3:30 p.m. S5 MDS 
Director confirmed Resident #5's Comprehensive Care Plan failed to have a problem and approaches 
reflecting the use of a PICC line for the administration of IV antibiotics.2.Resident #1Review of Resident #1's 
September 2025 Physician's Orders revealed an order for Cefepime HCL intravenous solution 2 GM 
(grams)/100 ml (milliliters) every 8 hours intravenously for osteomyelitis until 10/22/2025.Review of Resident 
#1's September 2025 Medication Administration Record failed to reveal documentation of the administration 
of Cefepime IV solution on 09/19/2025 10 p.m. dose and 09/24/2025 2:00 p.m. dose. During a phone 
interview on 12/02/2025 at 9:00 a.m. Resident #1 reported the nurses at the facility did not administer IV 
antibiotic medication properly. Further reported Resident #1 was not given the IV antibiotics three times a 
day.During an interview on 12/02/2025 at 2:00 p.m. S2 DON (Director of Nursing) confirmed Resident #1's IV 
antibiotics were not documented as administered 09/19/2025 10 p.m. dose and 09/24/2025 2:00 p.m. dose. 
S2 DON confirmed Resident #1's IV antibiotics should have been administered as ordered by the physician.
Resident #5 Review of resident #5 current Physician's orders revealed an order dated 11/20/2025, Resident 
to attend restorative nursing program for active/ active assist range of motion to bilateral upper and lower 
extremities 6 times a week for a minimum of 15 minutes for session as tolerated. During an interview on 
12/01/2025 at 1:30 p.m. resident #5 reported he had not received restorative services. During an interview 
on 12/02/2025 at 3:20 p.m. S6 Restorative Aide reported restorative services for resident #5 had not been 
started. S6 Restorative Aide reported the MDS nurses place a resident on the restorative aide schedule so 
that they can be seen and resident #5 was not placed on their schedule.During an interview on 12/02/2025 at 
3:30 p.m. S5 MDS Director confirmed Resident #5 did not have restorative services, she reported it had 
been overlooked.
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195350 12/04/2025

Highland Place Rehab and Nursing Center 1736 Irving Place
Shreveport, LA 71101

F 0693

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that feeding tubes are  not used unless there is a medical reason and the resident agrees; and 
provide appropriate care for a resident with a feeding tube.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observation, and interview, the facility failed ensure a resident's Percutaneous Endoscopic 
Gastrostomy (PEG) tube (a soft, plastic feeding tube that goes into the stomach used to provide nutrition 
when oral intake is inadequate) feeding was not administered while a resident was in a flat position for 1 (#4) 
of 6 (#1, #2, #3, #4, #5 and #6) sampled residents. Findings: Review of the facility's Feeding Systems 
(Artificial) policy dated 06/2025 revealed in part:Purpose: The purpose of this procedure is to provide 
guidelines for the safe administration of tube feedings.Procedure Guidelines2. Continuous Feeding:b. If not 
contraindicated, elevate the head of the bed thirty to forty-five degrees (30-45 degrees) for duration of 
feeding and for one (1) hour after administration. Review of Resident #4's medical record revealed an admit 
date of 04/17/2025 with diagnoses including in part focal traumatic brain injury with loss of consciousness of 
unspecified duration and attention to gastrostomy. Review of Resident #4's quarterly MDS (Minimum Data 
Set) assessment dated [DATE] revealed in part a BIMS (Brief Interview of Mental Status) was not performed 
as Resident #4 was rarely/never understood. Review of Resident #4's quarterly MDS revealed Resident #4 
had a feeding tube in place.Review of Resident #4's physician orders revealed in part:08/21/2025 Enteral 
feed every shift, Jevity 1.5 at 55 cc (cubic centimeter) per hour per peg pump continuously.11/28/2025 Tube: 
elevate head of bed 30-45 degrees at all times during feeding and one hour after feeding is stopped. Review 
of Resident #4's current care plan revealed in part, Resident #4 required peg tube feedings and to elevate 
the head of bed 30-45 degrees at all times during feeding and one hour after feeding is stopped. An 
observation on 12/01/2025 at 2:55 p.m. revealed Resident #4 lying supine in bed with Jevity 1.5 infusing at 
55 cc per hour per peg pump. Further observation revealed Resident #4's head of bed was in a flat position 
and not elevated. During an interview on 12/01/2025 at 3:00 p.m., S2DON (Director of Nursing) and 
S1Administrator acknowledged Resident #4 was lying on her back and the head of bed was not elevated 
while tube feeding was in process. S2DON reported the head of bed should be elevated at 30 degrees 
during tube feeding infusion and was not.
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195350 12/04/2025

Highland Place Rehab and Nursing Center 1736 Irving Place
Shreveport, LA 71101

F 0755

Level of Harm - Actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

(continued on next page)
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195350 12/04/2025

Highland Place Rehab and Nursing Center 1736 Irving Place
Shreveport, LA 71101

F 0755

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observation and interviews, the facility failed to follow procedures to ensure a resident 
received pain medication to be administered as ordered for 1 (Resident #2) of 6 sampled residents. The 
facility failed to provide effective pain management due to the resident's scheduled morphine not being 
available. The deficient practice resulted in an actual harm for Resident #2 on 11/27/2025 at 8:10 p.m. when 
Resident #2 received a prn (as needed) dose of Oxycodone-acetaminophen 10-325 mg (milligram) po (by 
mouth) for a pain level of 10 which had a follow-up status of ineffective. The facility had ran out of Resident 
#2's Morphine Sulfate (controlled substance) narcotic pain medication ordered for the administration of 30 
mg 2 tablets for a total of 60 mg po q (every) eight hours. Resident #2's last documented dose of scheduled 
Morphine was on 11/26/2025 at 2:00 p.m. S3Unit Manager failed to follow up on the narcotic medication refill 
request for Resident #2's Morphine prior to and after Resident #2 ran out of scheduled Morphine. Resident 
#2 missed 3 consecutive doses of scheduled Morphine prior to transfer to a local ER (Emergency Room). 
Resident #2 received Oxycodone-acetaminophen 10-325 mg on 11/26/2025 at 8:55 p.m. for pain for a pain 
level of 9 which included a follow-up status of effective and on 11/27/2025 at 6:22 a.m. for pain for a pain 
level of 7 which included a follow-up status of effective. Resident #2 received Tylenol 650 mg po on 
11/27/2025 at 5:40 p.m. with no pain level documented which included a follow-up status of ineffective. 
Resident #2 received an additional dose of prn oxycodone-acetaminophen 10-325 mg po on 11/27/2025 at 
8:10 p.m. for a pain level of 10 which included a follow-up status of ineffective. Resident #2 reported he 
needed his Morphine for chronic pain and the alternate pain medications were not working. Resident #2 
reported his body takes some time to feel the effects of not getting his scheduled Morphine and stated the 
pain was worsening, so I had to go to the ER. Reported when he left for the ER his headache pain level was 
a 7 out of 10. Resident #2 was transferred to the ER on [DATE] at 9:21 p.m. for complaints of severe 
headache, nausea and ineffective pain control. Findings: Review of the facility's Pain Management policy 
dated 09/2025 revealed in part:Policy: The intent of the facility to ensure that residents receive the treatment 
and care in accordance with professional standards of practice, the comprehensive care plan and the 
resident's choices, related to pain management.Procedure: The facility must ensure that pain management is 
provided to residents who require such services, consistent with professional standards of practice, the 
comprehensive person-centered care plan, and the residents' goals and preferences.Review of the facility's 
Pain Documentation in eMAR (Electronic Medication Administration Record) for PRN Pain Medications 
policy dated 09/2025 revealed in part: Policy: It is the policy of this center to review pain needs by asking the 
resident for the verbal pain scale .Procedure:1. Explain to the resident/resident representative that the 
purpose of the documentation and pain rating scale is to aid the nurses and physicians in controlling and 
managing the resident's current pain level.2. Explain to the resident to rate the current pain level on a scale 
from 0 to 10, where 0 is no pain and 10 is the worst pain imaginable. (Remember the resident's report of pain 
is subjective; their pain rating is what they say it is. Ask the resident to select a number that best describes 
how they feel at the time of observation.)4. Pain should be observed and recorded in eMAR prior to PRN 
pain intervention and after pain intervention, to ensure pain interventions are managing pain.Note: Both 
pharmacological and non-pharmacological considerations should be made for pain.Pharmacological: When 
considering drug therapy for managing pain, there are three basic concepts to review:1. By mouth (most 
convenient and cost-effective route of administration).2. By the clock (rather than PRN or as needed) allows 
each analgesic dose to achieve constant pain control.3. By the ladder:a. Start with non-opioid analgesic 
drugs such as acetaminophen, aspirin or other non-steroidal anti-inflammatory drugs.b. If pain remains 
unrelieved, opioids may be added. These include codeine, hydrocodone, oxycodone and low dose morphine.
c. For severe pain unrelieved by above steps, consider opioids such as morphine, oxycodone, 
hydromorphone and fentanyl.Review of the facility's Ordering and Receiving Controlled Medications policy 
dated 01/2023 revealed in part: Medications included in the Drug Enforcement Administration (DEA) 
classification as controlled substances and medications classified as controlled substances by state law, are 
subject to special ordering, receipt, and record keeping requirements in the nursing care center, in 
accordance with federal and state laws and regulations. Review of Resident #2's medical record revealed an 
admit date of 09/08/2022 with a re-admit date of 09/09/2025. Further review of Resident #2's medical record 
revealed diagnoses which included in part, other incomplete lesion at T7-T10 level of thoracic spinal cord, 
sequela, fistula of stomach and duodenum, and chronic pain syndrome. Review of Resident #2's admission 
MDS (Minimum Data Set) assessment dated [DATE] revealed in part a BIMS (Brief Interview of Mental 
Status) score of 15 indicating intact cognition. Further review of Resident #2's admission MDS assessment 
revealed Resident #2 received scheduled and prn pain medications for pain management. Further review of 
Resident #2's admission MDS assessment dated [DATE] revealed Resident #2's worst pain experienced in 
the past 5 days was rated a 10 on a 0-10 pain scale.Review of Resident #2's current care plan revealed in 
part, Resident #2 had a focus of potential for pain and discomfort related to muscle spasm, fistula of stomach 
and duodenum, and chronic pain syndrome created on 09/10/2025 with interventions to assess for pain 
every shift and administer analgesics per physician orders. Review of Resident #2's current physician orders 
revealed in part: 09/21/2025 Morphine Sulfate oral tablet 30 mg, give 2 tablets po q 8 hours related to pain. 
11/04/2025 Oxycodone-acetaminophen oral tablet 10-325 mg, give 1 tablet by mouth every 8 hours prn for 
pain.05/11/2023 acetaminophen 325 mg, give 2 tablets po q 4 hours prn for mild pain or breakthrough pain.
Review of Resident #2's November 2025 eMAR revealed in part, Resident #2's last documented dose of 
scheduled Morphine was on 11/26/2025 at 2:00 p.m. Further review revealed Resident #2 failed to receive 
his scheduled dose of Morphine Sulfate 60 mg on 11/26/2025 at 10:00 p.m. and had a documented pain 
level of 9. Resident #2 failed to receive his scheduled doses of Morphine Sulfate of 60 mg on 11/27/2025 at 
6:00 a.m. and 11/27/2025 at 2:00 p.m. with no levels of pain documented. Further review of Resident #2's 
November 2025 eMAR revealed Resident #2 was receiving the following prn pain medications:11/26/2025 at 
8:55 p.m. Oxycodone-acetaminophen 10-325 mg for pain for a pain level of 9 and included a follow-up status 
of effective. 11/27/2025 at 6:22 a.m. Oxycodone-acetaminophen 10-325 mg for pain for a pain level of 7 and 
included a follow-up status of effective. 11/27/2025 at 12:08 p.m. Oxycodone-acetaminophen 10-325 mg for 
pain for a pain level of 9 pain and included a follow-up status of unknown. 11/27/2025 at 5:40 p.m. Tylenol 
650 mg po with no pain level documented and included a follow-up status of ineffective.11/27/2025 at 8:10 p.
m. Oxycodone-acetaminophen 10-325 mg po for a pain level of 10 with a follow-up status of ineffective. 
Review of Resident #2's interdisciplinary notes revealed in part:S4RN (Registered Nurse) documented on 
11/26/2025 at 9:23 p.m. Morphine Sulfate tablet 30 mg give 2 tablets by mouth q 8 hours was not 
administered due to medication not in, a request for refill was sent on 11/25/2025 and physician stated a 
hard script was sent to the pharmacy on 11/26/2025.S7LPN (Licensed Practical Nurse) documented on 
11/27/2025 at 6:53 a.m. Morphine Sulfate tablet 30 mg give 2 tablets by mouth q 8 hours was not 
administered due to not available and on order from the pharmacy.S8LPN documented on 11/27/2025 at 
3:07 p.m. Morphine Sulfate tablet 30 mg give 2 tablets by mouth q 8 hours was not administered due to 
medication on order.S9LPN documented on 11/27/2025 at 8:29 p.m. Resident #2 complained of severe 
headache and is demanding to go out to _____ hospital ER. B/P (blood pressure) 154/94, P (pulse rate) 105, 
R (respiratory rate) 22.notified on-call NP (Nurse Practitioner).Further review of Resident #2's 
interdisciplinary notes revealed Resident #2 was transferred to the ER on [DATE] at 9:21 p.m. and was 
subsequently admitted to the hospital.Review of Resident 2#'s medical record, revealed a provider note 
dated 11/27/2025 which read in part: The nurse called in regard to this patient (Resident #2). presenting with 
severe headache and nausea. History is provided by nursing staff. Resident #2 reports severe headache and 
nausea and is requesting transfer to the ER. Resident #2 took Tylenol earlier today without relief. Resident 
#2 was administered Percocet (oxycodone) at 1800 (6:00 p.m.), but reports that his symptoms persist. 
Resident #2 is currently out of morphine. Resident #2's family has called requesting that he be sent to the 
ER. by: S11NP. Further review of Resident #2's medical record revealed a Controlled Substances Refill 
Request for S10MD (Medical Doctor) dated 11/25/2025 and revealed in part, a refill request for Resident #2's 
scheduled Morphine Sulfate of 30 mg (give 2 tablets) q 8 hours was faxed on 11/25/2025 at 10:51 p.m. by 
S4RN with a total amount of medication on hand of four. Further review revealed a receipt response from 
S10MD was selected as via fax notification with the fax number provided. During an interview on 12/02/2025 
at 2:40 p.m., S4RN reported she sent a refill request via fax to S10MD when she noted Resident #2 had two 
doses of scheduled Morphine remaining. S4RN reported she also made a follow-up call to S10MD on 
11/26/2025 because Resident #2 was out of Morphine and reported Resident #2 complained of a migraine 
headache. S4RN further reported S10MD said he sent a hard script to the pharmacy for Resident #2's 
Morphine refill and she (S4RN) needed to call the pharmacy and not him (S10MD). S4RN acknowledged she 
did not call the pharmacy. During an observation of Resident #2's narcotic drawer with S2DON (Director of 
Nursing) on 12/02/2025 at 3:00 p.m., Resident #2's narcotic count failed to reveal Morphine 30 mg tablets 
were in stock for Resident #2. During an interview on 12/02/2025 at 3:00 p.m., S2DON confirmed Resident 
#2 received his last dose of scheduled Morphine on 11/26/2025 at 1:52 p.m. and went out to the ER on 
[DATE] at 9:21 p.m. S2DON acknowledged Resident #2 missed 3 consecutive doses of scheduled Morphine 
and should not have. During a telephone interview on 12/02/2025 at 4:00 p.m., Resident #2, who remained 
hospitalized due to other medical conditions, reported he went to the ER on [DATE] for a migraine headache, 
nausea, and bed sore pain. Resident #2 reported the facility had been out of his Morphine for a day and a 
half and this was not the first time his doctor had let his Morphine run out. Resident #2 further reported he 
needed his Morphine for chronic pain and the alternate pain medications were not working. Resident #2 
reported his body takes some time to feel the effects of not getting his scheduled Morphine and stated the 
pain was worsening, so I had to go to the ER. Reported when he left for the ER his headache pain level was 
a 7 out of 10. During an interview on 12/02/2025 at 4:30 p.m., S3Unit Manager reported floor nurses began 
faxing Morphine refill requests to S10MD beginning 11/24/2025 and continued through 11/26/2025. S3Unit 
Manager reported when she called the pharmacy just now on 12/02/2025, the pharmacist reported the last 
refill request for Resident #2's Morphine was received on 10/24/2025. During an interview on 12/02/2025 at 
4:35 p.m., S2DON reported the nursing staff should have called the pharmacy to follow-up why Morphine 
had not been refilled instead of continuing to fax requests to the physician. During an interview on 
12/03/2025 at 9:30 a.m., S12CNA (Certified Nursing Assistant) reported she regularly cared for Resident #2 
who was noncompliant with ADL (activities of daily living) care and positioning but did not complain of pain 
much at all. During a telephone interview on 12/03/2025 at 9:55 a.m., S9LPN reported she was the nurse 
taking care of Resident #2 on 11/27/2025 during the evening shift. S9LPN reported when she arrived to work 
on 11/27/2025 she was informed Resident #2 wanted to go out to the ER. S9LPN reported when she went 
on initial rounds, Resident #2 complained of a severe headache and would let her know when he was ready 
to go to the ER. S9LPN reported Resident #2 had been on Morphine so long and stated I felt it worked best 
for him. S9LPN reported she had administered Resident #2 other prn pain medications including Tylenol but 
Resident #2 had responded prn pain doses were in-effective prior to leaving for ER. S9LPN reported a little 
bit later into the shift, Resident #2 stated he was still hurting and wanted to go to ER now. S9LPN reported 
she had received calls from Resident #2's family members requesting transport to the ER. S9LPN reported 
she notified the on-call NP, Resident #2 was out of his Morphine, complained of a severe headache and 
requested to go to the ER. S9LPN further reported she had faxed a refill request for Resident #2's Morphine 
on the early morning of 11/25/2025 prior to leaving for 2 days off because Resident #2 was getting low on 
doses of Morphine. S9LPN reported when she returned on 11/27/2025, the facility had not received Resident 
#2's refill of Morphine. During a telephone interview on 12/03/2025 at 10:50 a.m., S10MD reported he 
remembered receiving a refill request on either 11/24/2025 or 11/25/2025 regarding Resident #2's Morphine 
refill request. S10MD reported he was not aware until yesterday, 12/02/2025, that Resident #2's refill request 
had not been received by the pharmacy. S10MD reported upon looking into the electronic health system 
(EHS), S10MD verified Resident #2's last refill received by the pharmacy was on 10/24/2025. S10MD 
reported he remembered changing the refill request date in the EHS system to either 11/24/2025 or 
11/25/2025 but could not see verification in the EHS system that a November refill request had been 
submitted to or received by the pharmacy. S10MD reported Resident #2 had significant wounds and a 
worker's related injury and received scheduled Morphine for chronic pain. S10MD acknowledged Resident 
#2's morphine failed to get refilled in a timely manner. S10MD reported nursing staff could have called 
S13NP or left him a message. S10MD further reported the narcotic refill process was as stated, I (S10MD) 
have asked the nurses to fax these refill requests but sometimes they fax, sometimes they text and 
sometimes they call for refills, but faxing works best. During an interview on 12/03/2025 at 11:10 a.m., 
S1Administrator reported she was just made aware yesterday, 12/02/2025, the facility had ran out of 
Resident #2's scheduled Morphine and Resident #2 was transferred to the ER. S1Administrator reported the 
facility's process for narcotic medication refills included the nurse to submit a refill request before a resident 
runs out of any medication and should have seven days of resident's medication on hand when process 
begins. S1Administrator further reported nursing staff should follow chain of command and notify the Unit 
Manager when a refill has not been obtained timely, who would then notify the DON or the Administrator to 
get involved if needed. S1Administrator acknowledged the S3Unit Manager failed to inform the DON 
Resident #2 was out of Morphine and reported there was a failure of communication. During a telephone 
interview on 12/03/2025 at 11:50 a.m. S11NP reported she received a call from Resident #2's nurse on 
11/27/2025 who reported Resident #2 was complaining of a severe headache, was out of Morphine and the 
prn pain medications were not working. S11NP reported she initially wanted to give Resident #2's prn pain 
medication more time to take affect but was told by the nurse the family wanted Resident #2 to go to the ER. 
S11NP reported she was not aware Resident #2 had missed 3 consecutive doses of Morphine and 
acknowledged this could affect his pain level because Resident #2 takes Morphine chronically (scheduled). 
During an interview on 12/03/2025 at 12:00 p.m., S4RN reported the refill request form that she had 
previously faxed to S10MD had not come back as received and Resident #2 was almost out of his Morphine 
on 11/26/2025. S4RN reported she selected for S10MD to fax back a confirmation of receipt and the facility's 
fax number was provided. S4RN reported she was advised by S3Unit Manger to call S13NP. S4RN reported 
when she called, S13NP informed her (S4RN) that she did not manage chronic pain and advised her to call 
S10MD. S4RN reported she telephoned S10MD who told me to call the pharmacy. S4RN reported that she 
did not call the pharmacy because she had informed S3Unit Manager. During an interview on 12/03/2025 at 
12:15 p.m., S3Unit Manager reported she was informed by S4RN on 11/26/2025 that Resident #2 was 
almost out of his Morphine and the request had been faxed but never confirmed as received. S3Unit 
Manager reported she told S4RN to call S13NP who had S4RN call S10MD. S3Unit Manager Reported 
S4RN came to her and told her S10MD advised to call the pharmacy. S3Unit Manager acknowledged neither 
of them called the pharmacy and reported she was busy handling other things. S3Unit Manager reported the 
facility's pharmacy was off-site and the facility received two runs daily, one in the evening and one around 
midnight. S3Unit Manager reported she stayed over on 11/26/2025 until the evening pharmacy delivery 
arrived and Resident #2's Morphine had not been delivered. S3Unit Manager reported she did not notify the 
pharmacy, the physician or administrative staff Resident #2 was out of Morphine. S3Unit Manager 
acknowledged Resident #2 would not receive the 11/26/2025 10:00 p.m. scheduled dose of Morphine and 
confirmed she knowingly left the facility that night. S3Unit Manager reported when she returned on the 
morning of 11/27/2025, she was informed by staff Resident #2's Morphine had not come in on the midnight 
run and Resident #2 missed his 6:00 a.m. dose of scheduled Morphine on 11/27/2025. S3Unit Manager 
reported she did not notify the pharmacy, physician or administrative staff Resident #2 was out of his 
Morphine and had missed 2 consecutive doses. S3Unit Manager reported later that afternoon on 
11/27/2025, she checked on Resident #2 and Resident #2 was lying in bed with a sheet over his head and 
did not want the lights on. S3Unit Manager reported Resident #2 complained of a migraine headache and 
was not happy the facility was out of his Morphine. S3Unit Manager reported she left on 11/27/2025 prior to 
Resident #2 going out to the ER and was aware at this time, Resident #2 had missed a 3rd dose or 
scheduled Morphine. S3Unit Manager acknowledged she failed to follow-up when Resident #2 ran out of 
scheduled Morphine and should have. During an interview on 12/03/2025 at 12:25 p.m., S2DON reported 
she worked on 11/27/2025 and had not been notified by staff the facility had ran out of Resident #2's 
scheduled Morphine. S2DON reported the S3Unit Manager should have notified her and did not. During an 
interview on 12/03/2025 at 12:30 p.m., S1Administrator reported S3Unit Manager failed to notify the proper 
channels when the facility ran out of Resident #2's Morphine. S1Administrator further reported there was a 
lack of communication by S3Unit Manager to properly request and follow-up on narcotic refills. During an 
interview on 12/04/2025 at 8:30 a.m., S1Administrator and S2DON acknowledged Resident #2 did not 
receive his scheduled Morphine for 3 consecutive doses prior to transfer to the ER and should have.
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