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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.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake Number 2677656. Based on interview and record review, the facility failed to reconcile 
enteral feeding (tube feeding) orders for one resident (Resident #1) of two residents reviewed for enteral 
feeding resulting in approximately 19 hours of no enteral feeding/nutrition and rehospitalization. Findings 
include: Resident #1: On 12/17/25, at 9:30 AM, a record review of Resident #1's electronic medical record 
(EMR) revealed a readmission on [DATE] with diagnoses that included Chronic Hypoxic Respiratory Failure, 
Severe protein-calorie malnutrition, Septic shock, Diabetes Type 2 and Gastrostomy. Resident #1 had 
severely impaired cognition. A review of the . admission Assessment Date: 10/17/2025 12:46 . revealed 
Resident #1 was readmitted at 12:46 PM. There was no hospice documents scanned into the EMR that 
clarified when the hospice company/nurse visited the resident on 10/17/25. A review of the Physician orders 
revealed no order for enteral feeding/nutrition for Resident #1 and the following order NPO (Nothing By 
Mouth) . Start Date 10/17/2025 14:40 (2:40 PM) . A review of the MEDICATION ADMINISTRATION 
RECORD 12/1/2025 - 12/31/2025 revealed no documented administration of enteral feeding/nutrition on 
10/17/25 or 10/18/25. A review of the Progress Notes revealed the following: 10/17/2025 14:30 . Note Text: 
Late entry: Resident returned from the hospital today and is now on (company) hospice . There was no 
documentation that clarified the tube feed/nutrition order. 10/18/2025 08:00 . Note Text: Received morning 
report from night nurse and was notified that resident had not received his Glucerna feed since he left the 
hospital. The feed was not hung when he made it to the facility. This writer research and made calls to 
confirm orders. Feed was hung @ approximately 0745 hours, Hospice nurse came in to visit resident, this 
writer confirmed med list with hospice nurse. Resident currently receiving feed and relaxed in bed with call 
light in reach. There was no clarification who the nurse called for the order and if the Medical Doctor and/or 
Physician was notified of the missed tube feeding. 10/18/2025 12:38 . Note Text: Late entry: Resident 
appeared lethargic and eyes were rolling back as this writer was assessing resident and asking questions to 
keep him alert. Resident O2 (oxygen) sats (saturation) decreased from 94% to 72%. This writer increased 
O2 up to 5L (liters), which is the max on the concentrator. His O2 sat held @ 88% 20 bs (glucose level) 600. 
(ambulance) (company) hospice, the On-call physician, management, and (guardian) were all contacted. 
Resident transported to the hospital. On 12/17/25, at 10:20 AM, a record review along with the Director of 
Nursing (DON) of Resident #1's EMR was conducted. The DON was asked to review the admission 
assessment dated [DATE] and was asked what time Resident #1 was readmitted and the DON stated, 12:46 
around that time. The DON was asked for assistance to provide/locate any hospice documents for that day 
as the DON offered, that the hospice nurse was in and accidentally took the hospital discharge medication 
list with them when they left. No Hospice documents were located in the EMR. A review of the miscellaneous 
tab in the EMR for Resident #1 revealed no discharge instructions/medication list from their hospital 
discharge on [DATE] AM. The DON was asked to provide active Physician Orders for Resident #1 for the 
admission on [DATE]. On 12/18/25, at 11:24 AM, a record review along with the DON of the Active Orders as 
of: 10/17/2025 for Resident #1 was conducted which revealed no tube feeding/nutrition directions and/or 
orders. The DON was asked why Resident #1 did not receive tube feeding/nutrition the day of readmission 
and the DON offered, He got it the next morning when we got here. The DON clarified there was no 
physician's order for the tube feed/nutrition and or administration documentation on the MAR. The DON was 
asked if they were notified of the lack of tube feeding/nutrition for nearly 19 hours and the DON stated, No I 
was not and I just saw that note. The EMR revealed no notification to the physician of the missed tube 
feeding/nutrition and the DON was asked if the doctor was notified and the DON responded, they need to 
review the hospice documentation before they answer any more questions. The DON offered, they contacted 
the hospice company to get the records and there may have been a hospice reason as to why they did not 
provide the tube feeding. On 12/18/2025, at 11:35 AM, an interview with Assistant Director of Nursing 
(ADON) A was conducted with the DON present. ADON A was asked if they did see Resident #1 on 
10/17/2025 and ADON A offered, that they did and assessed their wounds on their skin. ADON A offered, 
they do remember the hospice nurse at bedside with the discharge medication list/orders from the hospital 
and does believe the hospice nurse took them that day. ADON A was asked if they had to roll the resident to 
assess their skin and ADON A offered, yes. ADON A was asked if the resident had their tube feed/nutrition 
hooked up that day and ADON A along with the DON clarified that Resident #1 did not have tube feeding 
hooked up during their skin assessment. On 12/18/2025, at 2:00 PM, a review of the facility provided 
HOSPICE CERTIFICATION AND PLAN OF CARE Current Benefit Period/Range: 10/17/2025 to 1/14/2025 . 
Nurse's Signature and Date of Verbal SOC . (hospice nurse signature) 10/17/2025 . Orders of Discipline and 
Treatments: TRAIN (FACILITY) STAFF REGARDING MEDICATION SHCEDULE WITH CONSISTENT 
INTERVALS OF ADMINISTRATION AND PROVIDE WRITTEN MEDICATION SCHEDULE INCLUDING 
PRN MEDICATIONS . MODIFY DIET TO TUBE FEEDS . TRAIN SYMPHONY STAFF IN PROPER TUBE 
FEEDING PROCEDURES AND SAFETY MEASURES AS FOLLOWS: GLUCERNA 10 ML/HR 
(MILLILITERS/HOUR) . The only hospice document available for review during survey was the above 3-page 
certification and plan of care for 10/17/2025 admission. The oldest hospice document in the EMR was a visit 
note dated 11/8/2025. A review of the facility-provided Move In/admission Policy Revised 1/25 . revealed . All 
guests must be admitted to the facility with the following information: A written record of the clinical history 
and physician examination, together with a diagnosis and treatment plan . written physician orders for 
immediate care which will allow staff to provide essential care to the guest in a manner that is consistent with 
the guest's mental and physical status upon admission. These orders shall, at a minimum, include dietary 
instructions, medications and routine care to maintain or improve the guest's functional abilities until staff can 
conduct a comprehensive assessment . On 12/18/2025, at 2:50 PM, during exit conference, the Social 
Worker brought in numerous hospice documents for Resident #1 that were being printed out at that time. 
Most of the document dates were from 11/2025 and the Social Worker B was alerted, the need for the 
admission to hospice on 10/17/2025. During exit the DON offered that the physician will be notified regarding 
the lack of tube feed/nutrition for Resident #1.
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Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake Number 2677656. Based on interview and record review the facility failed to clarify 
admission orders, reconcile medications, provide medications timely, and coordinate with hospice and the 
physician for two residents (Resident #1, Resident #3) of three residents reviewed for nursing care resulting 
in delayed care and rehospitalization. Findings include. Resident #1: On 12/17/25, at 9:30 AM, a record 
review of Resident #1's electronic medical record (EMR) revealed a readmission on [DATE] with diagnoses 
that included Chronic Hypoxic Respiratory Failure, Severe protein-calorie malnutrition, Septic shock, 
Diabetes Type 2 and Gastrostomy. Resident #1 had severely impaired cognition. A review of the . admission 
Assessment Date: 10/17/2025 12:46 . revealed Resident #1 was readmitted at 12:46 PM. There was no 
hospice documents scanned into the EMR that clarified when the hospice company/nurse visited the resident 
on 10/17/25. A review of the Physician orders revealed no order for enteral feeding/nutrition for the Resident 
#1 and the following order NPO (Nothing By Mouth) . Start Date 10/17/2025 . A review of the MEDICATION 
ADMINISTRATION RECORD 12/1/2025 - 12/31/2025 revealed no documented administration of enteral 
feeding/nutrition on 12/17/25 or 12/18/25. A review of the Progress Notes revealed the following: 10/17/2025 
14:30 . Note Text: Late entry: Resident returned from the hospital today and is now on (company) hospice. 
This wound care nurse performed a skin assessment on resident since returning from (hospital). Resident 
has DTIs to b/l buttocks and his rt heel, per hospital documentation these DTI's were formed while resident 
was in their hospital. Foam dressings were applied to each DTI at this time. Resident does continue to have 
lt great toe wound and lt medial fot wound that were present prior to medial foot wound that were present 
prior to hospitalization. Both of these wounds are stable and left OTA, but will continue to be monitored. 
Resident agreed to assessment and photographical documentation of his wounds. Resident agreed to have 
staff continue to monitor and treat wounds, as well as allow staff to reposition him every 2 hours and PRN. 
Resident was education on the importance of wearing his prafo boots while in bed. This RN placed prafo 
boots on resident at this time. Resident's nurse, (name) aware of all these findings. 10/18/2025 08:00 . Note 
Text: Received morning report from night nurse and was notified that resident had not received his Glucerna 
feed since he left the hospital. The feed was not hung when he made it to the facility. This writer research 
and made calls to confirm orders. Feed was hung @ approximately 0745 hours, Hospice nurse came in to 
visit resident, this writer confirmed med list with hospice nurse. Resident currently receiving feed and relaxed 
in bed with call light in reach. There was no clarification who the nurse called for the order, what rate and the 
type of enteral nutrition and if the Medical Doctor was notified of the missed tube feeding. 10/18/2025 12:38 . 
Note Text: Late entry: Resident appeared lethargic and eyes were rolling back as this writer was assessing 
resident and asking questions to keep him alert. Resident O2 (oxygen) sats (saturation) decreased from 94% 
to 72%. This writer increased O2 up to 5L (liters), which is the max on the concentrator. His O2 sat held @ 
88% 20 bs (glucose level) 600. (ambulance) (company) hospice, the On-call physician, management, and 
(guardian) were all contacted. Resident transported to the hospital. There was no progress note that 
documented any contact to the Physician, the hospital for discharge medication list/orders and no contact to 
the hospice company who was accused of taking the hospital discharge paperwork. On 12/17/25, at 10:20 
AM, a record review along with the Director of Nursing (DON) of Resident #1's EMR was conducted. The 
DON was asked to review the admission assessment dated [DATE] and was asked what time Resident #1 
was readmitted and the DON stated, 12:46 around that time. The DON was asked for assistance to 
provide/locate any hospice documents for that day as the DON offered, that the hospice nurse was in and 
accidentally took the hospital discharge medication list with them when they left. A review of the 
miscellaneous tab in the EMR for Resident #1 along with the DON revealed no discharge 
instructions/medication list from their hospital discharge on [DATE] AM. The DON was asked to provide 
active Physician Orders for Resident #1 for the admission on [DATE]. On 12/18/25, at 11:24 AM, a record 
review along with the DON of the Active Orders As Of: 10/17/2025 for Resident #1 was conducted which 
revealed no tube feeding/nutrition directions and/or orders. The DON was asked why Resident #1 did not 
receive tube feeding/nutrition and the DON offered, He got it the next morning when we got here. The DON 
clarified there was no physician order for the tube feed/nutrition and or administration documentation on the 
MAR. The DON was asked if they were notified of the lack of tube feeding/nutrition for nearly 19 hours and 
the DON stated, No I was not and I just saw that note. The EMR revealed no notification to the physician of 
the missed tube feeding/nutrition and the DON was asked if the doctor was notified and the DON responded, 
they need to review the hospice documentation before they answer any more questions. The DON offered, 
they contacted the hospice company to get the records and there may have been a hospice reason as to 
why they did not provide the tube feeding. A review of the Facility provided active orders for Resident #1 
revealed the following: NPO (Nothing By Mouth) diet NPO . Order Date 10/17/2025 Docusate Sodium Oral 
Tablet 100 MG (milligrams) (Docusate Sodium) Give 1 tablet by mouth two times a day for constipation . 
Order Date 0/17/2025 hydralazine HCI Oral Tablet 10 MG (Hydralazine HCI) Give 0.5 tablet by mouth in the 
morning for hypertension . Order Date 10/17/2025 LORazepam Oral Tablet 0.5 MG (Lorazepam) Give 1 
tablet by mouth every 4 hours as needed for anxiety . Order Date 10/17/2025 MiraLax Oral Packet 17 GM 
(grams) (Polytheylene Glycol) Give 1 packet by mouth in the morning for constipation . Order Date 
10/17/2025 OLANZapine Oral Tablet 5 MG (Olanzapine)Give 1 tablet by mouth at bedtime for mood and 
behavior . Order Date 10/17/2025 Pallperidone ER Oral Tablet Extended Release 24 Hour 6 MG 
(Pallperidone) Give 2 tablet by mouth in the morning for mood and behavior . Order Date 10/17/2025 
Sertraline HCI Oral Tablet 100 MG (Sertraline HCI) Give 2 tablet by mouth in the morning for Mood and 
Behavior . Order Date 10/17/2025 Tylenol Oral Tablet 325 MG (Acetaminophen) Give 2 tablet by mouth 
every 6 hours as needed for prn pain A review of the MEDICATION ADMINISTRATION RECORD (MAR) 
12/1/2025 - 12/31/2025 revealed five medications given orally despite the NPO order: Sat 18 . Sertraline 
Miralax Amantadine . were all documented as administered orally. Fri 17 Sat 18 . Docusate Sodium . both 
doses were documented as administered orally. There was no documented contact with the doctor to clarify 
and/or change the medications from oral to Peg Tube. On 12/18/2025, at 12:35 PM, an interview with 
Assistant Director of Nursing (ADON) A was conducted with the DON present. ADON A was asked if they did 
see Resident #1 on 10/17/2025 and ADON A offered, that they did and assessed their wounds on their skin. 
ADON A offered, they do remember the hospice nurse at bedside with the discharge medication list/orders 
from the hospital and does believe the hospice nurse took them that day. ADON A was asked if they had to 
roll the resident to assess their skin and ADON A offered, yes. ADON A was asked if the resident had their 
tube feed/nutrition hooked up that day and ADON A along with the DON clarified that Resident #1 did not 
have tube feeding hooked up during their skin assessment. A further record review along with the DON of 
the Active Orders and MAR for Resident #1 was conducted. The DON was asked why a nurse would sign 
out an oral medication as given if the resident had an order for NPO and the DON offered they couldn't 
answer that. On 12/18/2025, at 2:00 PM, a review of the facility provided HOSPICE CERTIFICATION AND 
PLAN OF CARE Current Benefit Period/Range: 10/17/2025 to 1/14/2025 . Nurse's Signature and Date of 
Verbal SOC . (hospice nurse signature) 10/17/2025 . Orders of Discipline and Treatments: TRAIN 
(FACILITY) STAFF REGARDING MEDICATION SHCEDULE WITH CONSISTENT INTERVALS OF 
ADMINISTRATION AND PROVIDE WRITTEN MEDICATION SCHEDULE INCLUDING PRN 
MEDICATIONS . MODIFY DIET TO TUBE FEEDS . TRAIN SYMPHONY STAFF IN PROPER TUBE 
FEEDING PROCEDURES AND SAFETY MEASURES AS FOLLOWS: GLUCERNA 10 ML/HR 
(MILLILITERS/HOUR) . The only hospice document available for review during survey was the above 3 page 
certification and plan of care for 10/17/2025 admission. There was no fax cover nor any date the document 
was provided to the facility. The oldest hospice document in the EMR was a visit note dated 11/8/2025. A 
review of the facility provided Move In/admission Policy Revised 1/25 . revealed . All guests must be 
admitted to the facility with the following information: A written record of the clinical history and physician 
examination, together with a diagnosis and treatment plan . written physician orders for immediate care 
which will allow staff to provide essential care to the guest in a manner that is consistent with the guest's 
mental and physical status upon admission. These orders shall, at a minimum, include dietary instructions, 
medications and routine care to maintain or improve the guest's functional abilities until staff can conduct a 
comprehensive assessment . On 12/18/2025, at 2:50 PM, during exit conference, the Social Worker brought 
in numerous hospice documents for Resident #1 that were being printed out at that time. Most of the 
document dates were from 11/2025 and the Social Worker B was alerted, the need for the admission to 
hospice on 10/17/2025. During exit the DON offered that the physician will be notified regarding the lack of 
tube feed/nutrition for Resident #1. Resident #3:On 12/18/2025, at 9:30 AM, a record review of Resident #3's 
electronic Medical Record (EMR) revealed a readmission on [DATE] with diagnoses that included ulcer of 
the esophagus, Reflux disease with esophagitis, unspecified with bleeding and cognitive impairment. A 
review of the Physician Orders revealed NexIUM (stomach pill to reduce stomach acid production) Oral 
Capsule Delayed Release 40 MG Give 1 capsule via Peg . Start Date 12/16/2025 A review of the 
MEDICATION ADMINISTRATION RECORD 12/1/2025 - 12/31/2025 revealed NexIUM . 0900 (9:00 AM 
2100 (8:00 PM) Tue 16 Wed 17 . both doses had been documented as not given. On 12/18/25, at 10:20 AM, 
a record review along with the DON of Resident #3's EMR was conducted. The DON was asked what time 
Resident #3 was admitted into the facility and the DON offered, at 4:28 PM on the 16th. The DON was asked 
why Resident #3 did not receive their scheduled gastrointestinal medication (Nexium) as they were just 
readmitted from the hospital with a gastrointestinal bleed and the DON stated, if we don't have the 
medication in back up it gets ordered and should be delivered the next morning. The DON further explained, 
he missed the night on the 16th and the morning on 17th and got his first dose at 8PM on the 17th. The DON 
was asked with the diagnoses of Barret's Esophagus wouldn't the stomach medication be important and the 
DON stated, it would be. A record review of the facility provided Meds Available in Back-Up revealed Nexium 
was not on the list.
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