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Based on interview and record review, the facility failed to ensure one vulnerable resident, (Resident #5), of
six sampled residents received protective oversight when Certified Nurse Aide (CNA) A gave the resident
access to the CNA's marijuana vape pen to inhale marijuana. The facility also failed to provide protective
oversight when staff failed to immediately report to administration when CNA A reported he/she high while
under the influence of marijuana while on duty at the facility. The census was 34.Review of the facility's Drug
and Alcohol policy, undated, showed the following:-Drug was defined as any chemical substance that
produced a physical, mental, emotional or behavioral change to the user;-The use, possession, and
distribution of drugs pose a serious threat to the safety of the employees, visitors, and the public;-The
company was concerned with situations where the use, possession or distribution of drugs affect job
performance, the employee's safety, and the safety of others;-The following behavior by employees was
prohibited:a. Abuse of legal drugs;b. Arrival for work under the influence of drugs; 1. Review of the Resident
#5's quarterly Minimum Data Set (MDS), a federally mandated assessment instrument completed by facility
staff, dated 6/13/25, showed the following:-The resident had moderate cognitive impairment;-No behaviors
present;-He/She had functional limitation in range of motion to unilateral upper and lower
extremities;-He/She was dependent on staff for showering and transfers. Review of the resident's care plan,
updated 9/26/25, showed the following:-The nursing staff administered antipsychotic medication to the
resident for depression and behavior symptoms;-The nursing staff administered antidepressant medication to
the resident related to pain and depression;-The resident receive anticonvulsant medication related to history
of seizures;-He/She was dependent on staff for most of his/her daily cares due to history of stroke that
affected the left side;-He/She was totally dependent on staff for bathing and liked to shower twice a week.
Review of the resident's physician orders, dated October 2025, showed the following medication
orders:-Aripiprazole (antipsychotic) 15 milligrams (mg) give one tablet by mouth once a day (started
7/3/25);-Baclofen (skeletal muscle relaxant) 20 mg give one tablet by mouth four times a day (started on
6/18/21);-Duloxetine DR (antidepressant) 20 mg give one capsule by mouth twice a day (started on
4/21/25);-Keppra (anticonvulsant) 1,000 mg give one tablet orally twice a day (started on
7/23/24);-Levothyroxine (thyroid drug) 150 micrograms (mcg) give one tablet by mouth daily (started
9/18/25);-Lyrica (anticonvulsant) 75 mg give one capsule by mouth three times a day (started
8/27/24);-Metoprolol tartrate (lowers blood pressure) 25 mg give half a tablet by mouth once a day (started
7/17/21);-Promethazine (antiemetic) 25 mg give one tablet by mouth three times a day for control of nausea
(started 4/18/24);-Zanaflex (skeletal muscle relaxant) 2 mg give one table by mouth daily (started 6/12/25).
During an interview on 10/2/25 at 12:40 P.M., CNA D said the following:-CNA A asked for help with Resident
#5 in the shower room on 9/29/25 because the resident required two person assistance with the mechanical
lift for transfers; -CNA D and CNA B went to the shower room to assist CNA A;-CNA A said he/she calmed
the resident down a month ago by getting the resident high off a marijuana vape pen;-CNA A said later on
he/she worried about the resident and checked on him/her and the resident was sitting up in his/her room
eating candy corn. The next time CNA A checked on the resident, he/she was asleep;-On Friday, September
26th, 2025, CNA A came to work and said he/she was high as a kite;-CNA C reported the incident to the
Director of Nursing (DON). During an interview on 10/2/25 at 1:00 P.M., CNA G said the following:-CNA A
came to work on Friday, September 26th, 2025, and said she was high as a kite;-CNA G thought another
staff member who heard what CNA A said reported it to the DON. During an interview on 10/2/25 at 1:10 P.M.
, Certified Medication Technician (CMT) | said he/she heard CNA A say he/she was high as a kite and it was
reported to the DON by CNA C. During an interview on 10/2/25 at 11:33 A.M., Certified Nurse Aide (CNA) A
said the following:-A year ago, he/she gave Resident #5 a shower and Resident #5 asked CNA A for some
marijuana;-CNA A had his/her marijuana vape pen on his/her person and allowed the resident to have a puff
from the pen. During an interview on 10/2/25 at 1:15 P.M., the DON said the following:-No staff member
reported to her about CNA A saying he/she was under the influence until approximately 6:30 P.M. on
9/29/25; -CNA A's shift ended a few hours before the DON was notified;-CNA B and CNA D went to the DON
around 10:00 A.M. and told her CNA A said he/she had given Resident #5 a puff off his/her marijuana vape
pen;-The DON immediately went to CNA A to ask about the allegation and CNA A said it happened one year
ago;-CNA A did not appear to be impaired. During an interview on 10/2/25 at 1:50 P.M., the nurse for the
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