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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure Certified Medication Technician (CMT) 
D provided nutritional supplements as ordered to Residents #6, #15, #14, and #10. In addition, the facility 
failed to ensure Resident #10 received whole milk at meals as ordered. The facility identified 23 residents as 
receiving nutritional supplements. Four of those residents were sampled and problems were identified with 
all four. The census was 70.Review of the facility Weight Protocol last reviewed on 10/2025, 
showed:-Purpose: To provide a permanent, accessible record of residents' weights;-Procedure:-Monthly 
weights will be completed by the 15th of the month. Weights will be given to the Director of Nursing (DON) or 
Assistant Director of Nursing (ADON) to input into the electronic medical record (EMR) within 5 business 
days;-The weights are reviewed weekly amongst IDT (interdisciplinary team);-Monthly weights will be 
reviewed by the RD (Registered Dietician) during their monthly visit and will make recommendations to the 
physician, documents in the EMR and reviews and updates the resident's POC (plan of care) as 
indicated;-The RD assesses each resident with a significant weight change (following Minimum Data Set 
(MDS) criteria 5% in 30 days, 7.5% in 90 days and 10% in 180 days) and makes recommendations to 
physicians and updates the residents plan of care as needed;-The RD will also review and assess all weight 
changes which reflect an insidious change in weight as determined by the RD.Review of the facility CMT job 
description revised on 1/20/22, showed:-Mission Statement: The facility is here to create a home where 
residents, employees, and community form relationships that individuality, personal integrity, and service to 
each other;-Job Responsibilities (include): Assist with providing activities of daily living such as; feeding, 
grooming, and resident care. Perform all other work duties as assigned that is in scope of practice. 1. Review 
of Resident #6's admission Minimum Data Set (MDS), a federally mandated assessment instrument 
completed by facility staff, dated 6/23/25, and located in the EMR, showed:-admission date of 
6/19/25;-Hearing and vision adequate;-Makes Self Understood: Understood;-Ability To Understand Others: 
Understands;-Cognitively intact;-Supervision or touching assistance required for eating;-Diagnoses of 
anemia (a lack of healthy red blood cells), renal (kidney) insufficiency, malnutrition (protein or calorie) and 
depression;-Height: 5'9;-Weight: 115 pounds (lbs.);-One Stage 2 pressure ulcer (Partial thickness loss of 
dermis (skin) presenting as a shallow open ulcer with a red or pink wound bed, without slough (yellow or 
white tissue that adheres to the ulcer bed in strings or thick clumps or is mucinous). May also present as an 
intact or open/ruptured blister.). Review of the resident's weights and vitals summary, showed:-6/19/25 at 
2:40 P.M.: 114.8 lbs. Review of the resident's care plan, located in the EMR, showed:-6/22/25, Focus: Risk 
for Impaired Skin Integrity: severe protein calorie malnutrition. Goal: Risks of complications related to skin 
status will be minimized. Interventions: Encourage good hydration and nutrition. Diet per RD 
recommendation and physician's order;-6/22/25, Focus: Activities of daily living (ADL)/Mobility deficits. Goal: 
Will continue to have aspects of care met daily. Interventions: Assist with meals;.-7/8/25, Focus: Nutritional 
Status: Underweight with skin breakdown and diagnosis of protein calorie malnutrition. Goal: Maintain 
healthy body weight to promote weight gain and wound healing. Interventions: Continue current liberalized 
diet order. Monitor changes in weight. Assess nutrition status quarterly and with significant changes in 
weight. Review of the resident's weights and vitals summary, showed:-8/7/25 at 12:09 P.M.: 112.2 lbs. 
Review of the resident's care plan, showed:-9/11/25, Focus: Actual alteration in skin integrity: Coccyx (a 
small triangular bone at the base of the spinal column ). Goal: The resident will have no complications 
related to skin injury. Interventions: Administer/provide supplemental nutrition as ordered. Dietician to consult 
as necessary (PRN) related to wounds. Monitor nutritional status. Serve diet as ordered, monitor intake and 
record. Review of the resident's quarterly MDS, dated [DATE], showed:-Hearing and vision adequate;-Makes 
Self Understood: Understood;-Ability To Understand Others: Understands;-Cognitively 
intact;-Partial/moderate assistance required for eating;-Diagnosis of malnutrition;-Weight of 106 lbs.;-Weight 
loss of 5% or more in the last month or loss of 10% or more in the last 6 months: Yes, not on physician 
prescribed weight-loss regiment;-Weight gain of 55 or more in the last month or gain of 10% or more in the 
last 6 months: Yes, on physician-prescribed weight gain regimen;-One stage 2 pressure ulcer. Review of the 
resident's weights and vitals summary, showed:-10/2/25 at 1:06 P.M.: 102.6 lbs. Review of the resident's 
nutrition/dietary note, dated, dated 10/15/25 at 5:09 P.M., showed:-Supplement: Ensure (dietary supplement 
(BID), Med Pass (dietary supplement) 2.0 90 milliliter (ml) three times a day (TID);-Skin: Stage 2 pressure 
ulcer to coccyx;-Weight: 106 lbs. -Weight Change: 2 lb. weight gain 1 month, 7 lb. weight loss 3 
months;-Noted Ensure added, would discontinue. Review of the resident's census report (a report that 
showed the original admission date, discharge date s to the hospital and readmission dates), 
showed:-discharged (to hospital): 10/24/25;-readmission: [DATE]. Review of the resident's physician's order 
sheet (POS), showed:-11/1/25: Regular diet;-11/1/25: Ensure with meals for supplement. Review of the 
resident's Medication Administration Record (MAR, where CMTs, Licensed Practical Nurses (LPNS) and 
Registered Nurses (RNs) initial a medication/ordered supplement has been administered. If a 
medication/ordered supplement cannot be administered as ordered, the CMT/LPN/RN should document why 
it was not administered.), dated 11/1/25 through 11/30/25, showed:-11/2/25: Ensure with meals for 
supplement at 7:00 A.M., 12:00 P.M. and 4:00 P.M. Observation on 11/3/25 at 6:23 A.M., showed the 
resident lay in bed. One carton of Ensure that was warm to touch and almost empty sat on his/her bed table. 
During an interview, the resident said the Ensure was from yesterday, but he/she was not sure what time it 
was brought in. He/She did not know how often or at what time he/she should receive Ensure. He/She liked 
Ensure and drinks it when provided. Observation on 11/3/25, showed:-At 7:57 A.M, the resident's breakfast 
tray sat on a small hall cart ready for delivery to the resident. Review of the dietary menu slip on the tray 
showed Regular Diet/Breakfast. No information about Ensure was on the menu slip. The breakfast tray 
contained one carton of 2% milk, two containers of apple juice, one doughnut, scrambled eggs and one bowl 
of cereal. No Ensure was on the breakfast tray;-At 8:19 A.M., a staff member entered the resident's room (on 
the 500 Hall) with the breakfast tray and began feeding the resident;-At 8:43 A.M. the resident's tray was 
removed from the room. The resident ate nearly 100% of his/her breakfast and drank 100% of his/her milk 
and apple juice. No Ensure was noted in the resident's room after the breakfast tray had been removed. 
Observation of the CMT medication carts (the facility had two CMT medication carts) on 11/3/25, 
showed:-8:37 A.M.: Medication cart on 400 Hall. No Ensure was observed on the medication cart;-8:45 A.M.: 
Medication cart on 100 Hall. CMT C and CMT E passed medications. No Ensure was observed on the 
medication cart;-12:00 P.M.: Medication cart on 300 Hall. No Ensure was observed on the medication cart; 
-12:02 P.M. Medication cart on the 100 Hall. CMT C and CMT E passed medications. No Ensure was 
observed on the medication cart;-12:05 P.M. Med Cart on 200 Hall. No Ensure was observed on the 
medication cart. Observation on 11/3/25 at 12:57 P.M., showed the resident lay in bed. A staff member sat 
next to the resident, feeding the resident lunch. The dietary menu slip showed no information about Ensure 
and no Ensure was noted on the lunch tray. Review of the resident's MAR, dated 11/1/25 through 11/30/25, 
showed CMT D initialed Ensure had been administered as ordered on 11/4/25 at 7:00 A.M.Observation on 
11/4/25 at 9:49 A.M., showed CMT D passed medications on the 500 Hall. No Ensure was observed on the 
medication cart. At 9:53 A.M., the resident lay dressed in bed with his/her eyes closed. His/Her breakfast tray 
sat on a counter in the room next to the entrance door. The resident ate 0% of his/her biscuits/gravy and 
cereal. His/Her carton of 2% milk had been peeled back but not opened. There was no Ensure on the 
breakfast tray, or in his/her room. At 9:56 A.M., a staff membered entered the room and removed the 
breakfast tray out of the room. Observation on 11/4/25 at 10:00 A.M., showed CMT E passed medications to 
residents on the 300 Hall. No Ensure was observed on the medication cart. The CMT said he/she started 
passing medications this morning at 7:00 A.M. He/She was assigned to the 200 Hall, 300 Hall and odd 
numbered rooms on the 400 Hall. Observation on 11/4/25 at 10:05 A.M., showed CMT D was on the 400 
Hall with the medication cart. No Ensure was observed on the medication cart. The CMT said he/she was 
passing medications to residents on the 100 Hall, even numbered rooms on the 400 Hall, 500 Hall today. 
Review of the resident's weights and vitals summary, showed:-11/4/25 a t 11:22 A.M.: 107.8 lbs. Review of 
the resident's MAR, dated 11/1/25 through 11/30/25, showed CMT D initialed he/she administered Ensure as 
ordered on 11/4/25 at 12:00 P.M. Observation on 11/4/25 at 1:05 P.M., showed the resident lay in bed as 
Certified Nursing Assistant (CNA) B sat in the room, feeding the resident lunch. The resident's tray had 
spaghetti, garlic bread, broccoli, two puddings and one orange drink. No Ensure was noted on the tray. At 
1:19 P.M., the CNA exited the room and said the resident ate 50% of the spaghetti, 0% of the pudding, garlic 
bread and broccoli. He/She drank all of his/her orange drink and an extra glass of water. He/She did not give 
the resident Ensure and no one came in the room while he/she fed the resident and gave the resident 
Ensure. Observation of the resident's room at that time showed no Ensure in the room. Observation on 
11/5/25 at 7:10 A.M., showed CMT C and CMT E stood at the medication cart on the 300 Hall. No Ensure 
was observed on the medication cart. Observation on 11/5/25 at 7:14 A.M., showed CMT D stood at the 
medication cart on the 100 Hall. No Ensure was observed on the cart. During the observation, the CMT 
moved the medication cart from the 100 Hall to the 500 Hall. Observation on 11/5/25 At 7:36 A.M., showed 
the resident lay in bed. No Ensure was noted in the room. Observation on 11/5/25 at 8:20 A.M., showed the 
resident's breakfast tray sat on a small cart near the nurse's station. The tray had one carton of 2% milk, one 
bowl of cereal, two pancakes and four pieces of bacon. At 8:30 A.M., CMT C took the resident's breakfast 
into the resident's room where the resident lay in bed. He/She left the room and returned with apple juice. 
CAN B entered the room and told CMT C he/she would feed the resident. CMT C exited the room. 
Observation on 11/5/25 at 9:11 A.M., showed CMT D's medication cart sat outside the resident's room on the 
500 Hall. No Ensure was observed on the medication cart. At 9:14 A.M., the CMT returned to the medication 
cart and pushed the medication cart to 400 Hall. During an interview on 11/5/25 at 10:38 A.M., CMT D said 
he/she finished his/her morning med pass. He/She worked the day shift (6:30 A.M.-2:30 P.M.) yesterday and 
today and was assigned to pass medications on the 100 Hall, part of the 400 Hall and the 500 Hall. He/She 
did not have Ensure to give the resident yesterday or today because there was none stocked in the 
medication room. He/She told the Central Supply Clerk he/she was out of Ensure yesterday. He/She should 
not have initialed the Ensure had been administered yesterday, 11/4/25. He/She should have made a note 
the Ensure was not administered with an explanation. During an interview on 11/5/25 at 11:45 A.M., the 
Central Supply Clerk said CMTs are responsible to pass nutritional supplements, including Ensure. CMT D 
never said anything to him/her about being out of Ensure yesterday or today. The facility is not out of Ensure. 
She stocks the CMT medication room weekly. They have plenty of Ensure stocked in the medication room at 
all times. Observation of the CMT medication room with the Central Supply Clerk at that time, showed 
containers of Ensure in the refrigerator. Observation of a carton of Ensure showed one single serving was 
237 mls (approximately 8 ounces) and contained 250 calories. During an interview on 11/6/25 at 11:30 A.M., 
the Administrator said they reweighed the resident on 11/5/25, and he/she weighed 103.6 lbs. This 
represents an 11.2 lb. or 9.75% weight loss since admission and a three-month significant weight loss of 8.6 
lbs. or 7.66% weight loss since 8/7/2025. 2. Review of Resident #15's significant change in status MDS, 
dated [DATE], showed:-Moderately impaired cognition;-Setup or clean-up assistance required for 
eating;-Diagnoses of anemia, anxiety and depression;-Height 5'3;-Weight: 144 lbs.;-Loss of 5% or more in 
the last month or loss of 10% or more in the last 6 months: Yes, not on physician-prescribed weight-loss 
regimen;-Hospice. Review of the resident's care plan, showed:-9/19/25, Focus: The resident has impaired 
cognitive function/dementia or impaired thought processes. Goal: Will be able to communicate basic needs 
daily. Interventions: Administer medications as ordered. Ask yes/no questions when necessary;-9/22/25, 
Focus: Nutritional status. Overweight with weight loss and diagnosis of depression. Goal: Maintain healthy 
body weight. Interventions: Monitor changes in weight. Assess nutrition status quarterly and with significant 
changes in weight. Provide supplemental calories. Review of the resident's POS, showed:-10/18/25: Med 
Pass 2.0, 60 ml BID;-Regular diet. Review of the resident's MAR, dated 11/1/25 through 11/30/25, 
showed:-10/18/25: Med Pass 2.0 two times a day at A.M. med pass and P.M. med pass. Review of the 
resident's nutrition/dietary note dated, 10/31/25 at 3:43 P.M., showed:-Weight 141 lbs.;-Weight Change: 3 lb. 
loss in one month, 23 lb. loss in three months and 12 lb. loss in six months;-Supplemental calories recently 
changed to Med Pass 2.0 60 ml BID. Wounds noted to right heel, right lateral ankle, and left heel. Would 
continue supplements and monitor. Observation on 11/3/25 at 8:02 A.M., showed the resident lay in bed in 
his/her room on the 100 Hall, as staff entered the room and set-up the resident's breakfast tray. The resident 
had one small bowl of cream of wheat, one doughnut, scrambled eggs, one carton of 2% milk and one apple 
juice. No Med Pass 2.0 was observed on the breakfast tray. Observation on 11/4/25 at 9:49 A.M., showed 
CMT D passed medications on the 500 Hall. No Med Pass 2.0 was observed on the medication cart. 
Observation on 11/4/25 at 10:05 A.M., CMT D passed medications on the 400 Hall. No Med Pass 2.0 was 
observed on the medication cart. The CMT said he/she was assigned to pass medications on the 100 Hall, 
the even numbered rooms on the 400 Hall, and the 500 Hall today. Review of the resident's MAR, dated 
11/1/25 through 11/30/25, showed CMT D initialed the Med Pass 2.0 had been administered on 11/4/25 
during the A.M. med pass. Observation on 11/4/25 at 12:50 P.M., showed the resident lay in bed. Staff took 
the resident's lunch tray that had spaghetti, garlic bread, broccoli, pudding and an orange drink. No Med 
Pass 2.0 was observed on the lunch tray. Observation on 11/5/25 at 7:14 A.M., showed CMT D stood at the 
medication cart on the 100 Hall. No Med Pass 2.0 was observed on the cart. Observation on 11/5/25 at 9:11 
A.M., showed CMT D's medication cart sat on the 500 Hall. No Med Pass 2.0 was observed on the 
medication cart. At 9:14 A.M., CMT D returned to the medication cart and pushed the medication cart to the 
400 Hall. Review of the resident's weight obtained by the facility on 11/6/25, showed a weight of 141.4 lbs. 3. 
Review of Resident #14's quarterly MDS, dated [DATE], and located in the EMR, showed:-Makes Self 
Understood: Rarely/never understood;-Ability To Understand Others: Rarely/never understands;-Severe 
cognitive impairment;-Dependent for eating;-Diagnoses of anemia, renal insufficiency, stroke, malnutrition 
and depression;-Height: 4'11;-Weight 76 lbs. Review of the resident's care plan, showed:-1/23/20, Focus: 
Impaired cognitive function/dementia and impaired thought processes. Goal: Will maintain current level of 
cognitive function. Interventions: Communicate with the resident/family/caregivers regarding resident's 
capabilities and needs;-1/23/20, Focus: ADL self-care performance deficit related to moderate intellectual 
disabilities. Goal: Will continue to have aspects of care met. Interventions: Staff to assist with completion of 
ADLs on a daily basis, ensure needs are met daily;-12/21/23, Focus: Nutritional Status, underweight with 
diagnosis of dysphagia (difficulty swallowing) and protein-calorie malnutrition. Interventions: Continue current 
mechanically altered diet order. Monitor changes in weight. Provide supplemental calories. Assess nutrition 
status quarterly and with significant changes in weight. Review of the resident's nutrition/dietary note, dated 
9/25/25 at 11:46 A.M., showed:-Mechanical soft diet (soft foods, ground meats), whole milk at meals, 
pudding at lunch and dinner;-Supplements: Med Pass 2.0, 120 ml TID;-Weight (9/16/25) 74 lbs.;-Weight 
Change: 7 lbs. one month, 10 lbs. three months, 10 lbs. six months;-Would continue diet order and 
supplements and monitor. Review of the resident's POS, showed:-11/27/24: Med Pass 2.0 three times a day 
for supplement. Give 120 ml TID;-11/27/24: Regular diet, mechanical soft texture. Whole milk at 
meals/pudding at lunch and dinner. Review of the resident's MAR, showed:-11/27/24: Med Pass 2.0 three 
times a day at 8:00 A.M., 4:00 P.M., and 9:00 P.M. Observation on 11/3/25 at 7:58 A.M., showed the 
resident sat at a feeding assistance table in the dining room with staff feeding the resident. Observation on 
the resident's breakfast menu slip that sat next to the breakfast plate, showed whole milk at 
breakfast/lunch/dinner. The resident had one carton of 2% milk served with breakfast. Review of the 
resident's MAR, dated 11/1/25 through 11/30/25, showed CMT D initialed the resident received Med Pass 2.
0 on 11/4/25 at 8:00 A.M. Observation on 11/4/25 at 9:49 A.M., showed CMT D passed medications on the 
500 Hall. No Med Pass 2.0 was observed on the medication cart. Observation on 11/4/25 at 10:05 A.M., 
CMT D passed medications on the 400 Hall. No Med Pass 2.0 was observed on the medication cart. The 
CMT said he/she was assigned to pass medications on the 100 Hall (where Resident #14 resides), the even 
numbered rooms on the 400 Hall, and the 500 Hall today. Observation on 11/4/25 at 12:56 P.M., showed the 
resident sat at a feeding assistance table in the dining room as staff fed the resident lunch. The resident 
received one carton of whole milk with lunch. Observation on 11/5/25 at 7:14 A.M., showed CMT D stood at 
the medication cart on the 100 Hall. No Med Pass 2.0 was observed on the cart. Observation on 11/5/25 at 
7:47 A.M., showed the resident sat at a feeding assistance table in the dining room with staff feeding the 
resident. The resident was served one carton of 2% milk, one carton of apple juice, one bowl of cereal, 
ground sausage and pancakes. No Med Pass 2.0 was observed being given to the resident during breakfast. 
Observation on 11/5/25 at 9:11 A.M., showed CMT D's medication cart sat on the 500 Hall. No Med Pass 2.0 
was observed on the medication cart. At 9:14 A.M., CMT D returned to the medication cart and pushed the 
medication cart to the 400 Hall. Review of the resident's MAR, dated 11/1/25 through 11/30/25, showed CMT 
D initialed the resident received Med Pass 2.0 on 11/5/25 at 8:00 A.M. Observation on 11/6/25 at 8:40 A.M., 
showed the resident sat at the feeding assistance table in the dining room. The resident's breakfast menu 
slip sat next to his/her plate. The facility Wound Nurse was feeding the resident at this time. She opened one 
carton of 2% milk and added it to the resident's cereal. When asked if the resident should receive 2% milk, 
the Wound Nurse looked at the menu slip and said no, the resident should receive whole milk. She did not 
read the menu slip prior to feeding the resident, but she should have and let the kitchen know the resident 
needed whole milk. During an interview on 11/6/25 at 8:48 A.M., the Dietary Manager said the facility 
currently did not have any single cartons of whole milk. They only had whole milk in the gallon jugs. It is the 
responsibility of her dietary staff to read the menu slips and make sure the resident received the whole milk. 
If the dietary staff doesn't serve what is on the menu slip, then nursing should be reading the menu slip as 
well and let dietary know if the menu slip does not match what was served. Observation of a gallon of whole 
milk showed a serving size (one cup or 240 mls) contained 150 calories. Observation on one carton/one 
serving per carton (240 ml) of 2% milk contained 120 calories. During an interview on 11/6/25 at 9:11 A.M., 
the Administrator said she expected both the dietary and nursing department to read the menu slips. If a 
discrepancy is noted, she expected the nursing department to notify the dietary department. Review of the 
resident's weight obtained by the facility on 11/6/25, showed a weight of 79.6 lbs. 4. Review of Resident 
#10's quarterly MDS, dated [DATE], showed:-Makes Self Understood: Sometimes understood;-Ability To 
Understand Others: Sometimes understands;-Severe cognitive impairment;-Dependent upon staff for 
eating;-Diagnoses of diabetes mellitus (low/high blood sugar), aphasia (impairment in a person's ability to 
comprehend or formulate language), and stroke;-Height: 5'4;-Weight: 93 lbs.;-Weight Loss: Loss of 5% or 
more in the last month or loss of 10% or more in the last 6 months: Yes, not on a physician-prescribed 
weight-loss regiment. Review of the resident's care plan, showed:-4/25/22, Rocus: Impaired cognitive 
function/dementia or impaired thought processes related to stroke. Goal: Will be able to communicate basic 
needs on a daily basis. Interventions: Ask yes/no questions in order to determine the resident's 
needs;-4/25/22, Focus: ADL self-care performance deficit related to stroke. Goal: Will continue to have 
aspects of care met daily. Interventions: Staff to assist with completion of ADLs on a daily basis, ensure 
needs are met;-1/4/24, Focus: Nutritional Status. Underweight with potential for weight loss. Interventions: 
Assess nutrition status quarterly and with significant changes in weight. Monitor changes in weight. Provide 
supplemental calories. Review of the resident's nutrition/dietary note, dated 9/17/25 at 4:43 P.M., 
showed:-Diet Order: Puree;-Supplement: Med Pass 2.0 60 ml TID;-Weight: 93 lbs.;-Weight Change: 7 lb. 
weight loss in one month, 4 lb. loss in three months, and 8 lb. gain in six months. Review of the resident's 
POS, showed:-11/1/24: Regular puree diet;-8/22/25: Med Pass 2.0 three times a day. Give 60 ml TID. 
Review of the resident's MAR, dated 11/1/25 through 11/30/25, showed:-8/22/25: Med Pas 2.0 60 ml, three 
times day at 8:00 A.M., 4:00 P.M., and 9:00 P.M.;-11/4/25 at 8:00 A.M.: CMT D initiated the Med Pass 2.0 
had been administered as ordered. Observation on 11/4/25 at 9:49 A.M., showed CMT D passed 
medications on the 500 Hall. No Med Pass 2.0 was observed on the medication cart. Observation on 11/4/25 
at 10:05 A.M., CMT D passed medications on the 400 Hall. No Med Pass 2.0 was observed on the 
medication cart. The CMT said he/she was assigned to pass medications on the 100 Hall (where Resident 
#10 resides), the even numbered rooms on the 400 Hall, and the 500 Hall today. Observation on 11/5/25 at 
7:14 A.M., showed CMT D stood at the medication cart on the 100 Hall. No Med Pass 2.0 was observed on 
the cart. Observation on 11/5/25 at 7:47 A.M., showed the resident sat in the dining room at a feeding 
assistance table. Staff were feeding the resident at that time. The resident received a puree diet with one 
carton of 2% milk, and one carton of apple juice. No Med Pass 2.0 was observed during the breakfast meal. 
Review of the resident's MAR, dated 11/1/25 through 11/30/25, showed CMT D initialed the Med Pass 2.0 
had been administered as ordered on 11/5/25 at 8:00 A.M. Observation on 11/5/25 at 9:11 A.M., showed 
CMT D's medication cart sat on the 500 Hall. No Med Pass 2.0 was observed on the medication cart. At 9:14 
A.M., CMT D returned to the medication cart and pushed the medication cart to the 400 Hall. Review of the 
resident's weight obtained by the facility on 11/6/25, showed a weight of 101 lbs. 5. During an interview on 
11/5/25 at 10:38 A.M., CMT D said he/she worked the day shift (6:30 A.M.-2:30 P.M.) yesterday and today 
and was assigned to the 100 Hall, part of the 400 Hall and the 500 Hall. He/She did not have Med Pass 2.0 
to give the residents yesterday because it was out of stock. He/She told the Central Supply Clerk yesterday. 
Today, as soon as he/she got to work, he/she got a container of Med Pass 2.0 and gave it to four residents 
prior to passing his/her medications and prior to the surveyor arriving. The residents he/she gave the Med 
Pass 2.0 to included Resident #15, Resident #14 and Resident #10. He/She ran out of the Med Pass 2.0 and 
was not able to give any of the other residents the Med Pass 2.0 He/She should not have initialed the Ensure 
had been administered yesterday, 11/4/25. 6. During an interview on 11/5/25 at 11:45 A.M., the Central 
Supply Clerk said CMTs are responsible to pass nutritional supplements, including Ensure. CMT D never 
said anything to him/her about being out of Med Pass 2.0 yesterday. The facility was not out of Med Pass 2.0 
yesterday or today. She stocks the CMT medication room weekly. They have plenty of Med Pass 2.0 on 
hand. Observation of the CMT medication room at that time with the Central Supply Clerk showed several 
containers of Med Pass 2.0. 7. During an interview on 11/5/25 11:57 A.M., the Administrator said CMTs are 
responsible to administer the Med Pass 2.0 as ordered. 8. During an interview on 11/5/25 at 1:20 P.M., the 
facility's Medical Director said he expected the facility to follow their policies. He expected residents with 
nutritional supplement orders to receive the supplements as ordered. 9. During an interview on 11/6/25 at 
9:11 A.M., the Administrator said CMT D clocked in to work at 6:36 A.M. on 11/5/25. She reviewed the video 
footage with the surveyor that showed the CMT arrived at the nurse's station at 6:36 A.M. on 11/5/25 and 
began to clean and stock his/her medication cart. From 6:36 A.M. until 6:50 A.M. when the surveyor arrived, 
the CMT never had Med Pass 2.0 on his/her medication cart and never left the nurse's station with Med Pass 
2.0. 2658022
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