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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to protect each resident's right to be treated with 
dignity and respect when one staff (Certified Medication Tech (CMT) F) spoke to one resident (Resident #1) 
disrespectfully in a raised voice and threatening manner. The facility census was 70.Review of the facility 
policy titled, Your Rights, As a Resident in a Long-Term Care Facility, undated, showed the 
following:-Residents will always be provided with the highest level of care and service, and if for any reason 
a resident feels that such needs are not being met by their facility staff, they are entitled to a variety of 
avenues in which to resolve their concerns;-Residents shall be treated with consideration, respect, and full 
recognition of dignity and individuality.1. Review of Resident #1's face sheet (admission data) showed the 
following:-admission date of 06/28/23;-Diagnoses included unspecified dementia (loss of memory) and 
schizophrenia (impairment in a person's daily functioning).Review of the resident's admission Minimum Data 
Set (MDS - a federally mandated assessment instrument completed by facility staff), dated 07/05/25, showed 
the following information:-Memory problems with moderately impaired cognitive skills;-No behaviors noted.
Review of the resident's care plan, revised on 07/01/25, showed the following:-Has history of suicidal 
ideation;-There are times when the resident may act and say things that are not real or true. Staff to provide 
frequent monitoring and support;-Received antipsychotic medications related to schizoaffective 
disorder;-Risk for pain related to my medical complexities;-Receiving anti-anxiety medications.Review of the 
resident's progress notes dated 08/30/25, at 1:50 P.M., showed the Director of Nursing (DON) documented 
the resident and Certified Medication Tech (CMT) F noted to have had a verbal disagreement in hallway 
during medication pass. The resident became agitated, smacked the medication cart with his/her hand, and 
called the staff member a bitch. Staff members intervened separating the resident and the CMT. Situation 
was deescalated and resident was redirected to his/her room without further incidence.Review of the 
resident's written statement, undated, showed the resident said he/she rolled his/her wheelchair to the 
medication cart and asked for his/her medications from CMT F. He/she was told he/she would have to wait. 
The resident said he/she did not want to wait until noon to get his/her meds. At this time the resident 
smacked the cart with his/her hand and called the staff member a bitch because he/she was upset, due to 
the fact the CMT F's response was if the resident kept asking , the resident would be the last person to 
receive his/her meds.During interviews on 09/03/25, at 10:19 A.M. and 10:35 A.M., the resident said the 
following:-He/she had some issues with getting his/her medications late;-CMT F didn't want anyone near 
his/her cart, but wanted to go room-to-room to pass the resident's medications;-On 08/30/25, around 10:00 A.
M., he/she needed his/her pain meds as he/she had pain. On a scale of 1 to 10, 10 being the highest, she 
rated his/her pain that morning at 8. He/she asked CMT F for his/her pain meds. CMT F told him/her the 
meds would get passed out when they get passed out. The resident said he/she did hit the medication cart, 
as he/she was upset by what CMT F had said. After the resident hit CMT F's med cart, the CMT said if you 
hit my cart again that will be the last time you hit it;-He/she didn't know if CMT F was threatening him/her, as 
they had been arguing. He/she didn't want to be around CMT F because he/she was not friendly.Review of 
Certified Nurse Aide (CNA) H's written statement, undated, showed CNA H noted he/she was coming out of 
another resident's room, into the hallway. He/she overheard CMT F say if you bump into my cart one more 
time it will be the last time you ever bump into the cart.During an interview on 09/04/25, at 8:55 A.M., CNA H 
said if he/she was working on 08/30/25 during the day. He/she could hear CMT F as he/she was talking with 
a raised voice. CMT F said to the resident, if he/she hit the cart one more time, that would be the last thing 
the resident hit. He/she said that it wasn't something to say to a resident and it was disrespectful and 
threatening.Review of the Housekeeper Supervisor's (HS) written statement, undated, showed he/she was in 
the hallway and overheard a verbal altercation between the resident and CMT F. He/she said the resident 
approached the medication cart asking for his/her morning medication. CMT F responded with you will have 
to wait, I will get to you and to stop speaking to CMT F that way. He/she states the resident was not rude 
when asking for his/her medication and replied, I'm just asking for my morning meds.Review of CMT F's 
written statement, undated, showed CMT F noted he/she was in the hallway passing meds to another 
resident. The resident rolled up to his/her cart asking for his/her morning medication and CMT F told the 
resident he/she would have to wait since there were three more residents ahead of him/her. At that time the 
resident hit the med cart and called CMT F a bitch. CMT F said the resident said he/she was going to kick 
his/her ass and CMT F's response back to the resident was if you hit me, it will be the last time you hit 
anyone.During an interview on 09/03/25, at 2:36 P.M., CMT F said the following:-On 08/30/25, he/she started 
down 100 hall, straight from the dining room;-The resident was about second or third from the end of the hall. 
He/she was a few rooms up from the resident, getting another resident's medications ready. The resident 
came out of his/her room and was speaking to another resident;-CMT F was popping the medication for the 
resident that Resident #1 was speaking too. Resident #1 said to the other resident, he/she was not doing this 
shit today, this bitch was not giving me my meds at 12;-Resident #1 asked CMT F when he/she was going to 
get his/her medications. CMT F told the resident there were three people in front of him/her and it was only 
8:00 A.M.;-The resident was going past him/her, when the resident turned his/herself around and said to the 
CMT that he/she still wanted his/her meds and it wouldn't take long;-CMT F said he/she was doing someone 
else's and the resident said bitch this, bitch that and hit the medication cart. CMT F said don't hit the cart and 
the resident said bitch, he/she would do what he/she wants;-CMT F screamed for RN C and told RN C the 
resident was calling him/her bitch. RN C came around the corner and he/she told RN C the resident kept 
hitting and kicking the cart;-RN C took the resident somewhere;-The resident came back and he/she was still 
passing medications. The resident said something about CMT F dying and the resident was going to whoop 
my ass. CMT F said to the resident if you touch CMT F, it will be the last person the resident hit. He/she went 
to find RN C and called the DON;-He/she has been told in the past that he/she can't demand someone to 
give him/her the respect he/she thinks he/she should receive;-CMT F said what he/she meant by the 
statement to the resident was that he/she would call the police.Review of the DON's written statement, 
undated, showed the DON was notified by the charge nurse that it had been reported to him/her, that CMT F 
had stated to the resident, if you hit my cart again it will be the last time you hit anything. The resident and 
CMT F were immediately separated and situation de-escalated.During an interview on 09/03/25, at 1:24 P.M.
, CMT A said it would not be appropriate to threaten a resident as that was against their rights as a resident.
During an interview on 09/03/25, at 1:32 P.M., RN B said the following:-On 08/30/25, he/she could hear CMT 
F in the hall, and he/she was going to the nurses' station, from another resident's room. He/she heard CMT F 
say this lady is kicking my med cart, I need you to come up here;- He/she went to the cart and CMT F was 
near the cart, but the resident was not close to the cart. He/she asked the resident to go to his/her room and 
he/she told CMT F he/she needed to be professional and could not fight with residents;-CMT F got louder 
and said you don't understand, he/she's kicking my med cart. RN B said we have to watch our presentation. 
We can all get overwhelmed;-As he/she walked away, CMT F kept saying if he/she kicks my med cart one 
time, and I didn't hear exactly what CMT F said, but CNA H was there and heard it. He/she thought CMT F 
said something like, that would be the last time he/she kicked my cart. He/she was not sure of exact words, 
but felt it was a threat. RN C was the charge nurse and he/she reported it to the DON;-Threats are 
disrespectful.During an interview on 09/03/25, at 1:50 P.M., RN C said the following:-CMT F began his/her 
medication pass, going down 300 hall. He/she came out of a resident's room and a nurse aide was standing 
in the center at the ends of all the halls. The CNA H said hey, we need you something going on.;-CMT F was 
at his/her cart and the resident was close to the cart. By the time he/she had gotten close, it had settled 
down. After the disagreement at med cart, he/she asked the resident to go back to his/her room, they would 
get his/her meds, but it would be just a bit. The resident went outside to have a cigarette. The resident said 
to RN C, that CMT F said he/she was going to make the resident his/her last one to received medications. 
RN C told the resident not to worry about it as he/she wouldn't allow that to happen as that wouldn't be 
appropriate. He/she thought that was the end and CNA A came to him/her and said that CMT F told the 
resident if you bump into my cart that will be the last time you bump my cart;-He/she messaged the 
DON;-RN C got the resident's meds and administered them.During an interview on 09/03/25, at 2:12 P.M., 
CNA D said threats would be disrespectful.During an interview on 09/03/25, at 2:27 P.M., CNA E said he/she 
has seen CMT F be hateful to residents. If staff threaten a resident, it's disrespectful.During an interview on 
09/04/25, at 8:45 A.M., Licensed Practical Nurse (LPN) G said the following:-He/she has witnessed CMT F 
be disrespectful to residents;-Saying to a resident if they do something that will be the last time they do it 
would be disrespectful.During an interview on 09/03/25, at 3: 24 P.M., the DON said the following:-If staff 
suspect something against a resident's rights, they need to report that to the charge nurse and the 
DON;-Some residents have behaviors, but staff have received training on interventions;-If a resident is 
having a bad day, staff need to help them to feel better;-The resident does have triggers;-He/she was notified 
by CMT F about the incident with the resident and when on the phone with the CMT, the charge nurse also 
called;-RN C reported to the DON that CMT F said to the resident if you hit the med cart again it would be 
the last time you do that. When the DON questioned CMT F what was meant by the statement, the CMT said 
he/she meant things could be done like notifying the nurse, calling the police or medication changes;-The 
statement like that should never be made to a resident and it is disrespectful.During an interview on 
09/04/25, at 10:05 A.M., the Administrator said the following:-He/she expected staff to intervene if they see 
staff treating residents disrespectfully;-He/she expected staff to report any concerns related resident rights to 
the nurse and administration;-It is not acceptable to say to a resident if you touch me or my med cart, or hit 
me or my med cart, I'll be the last person you hit.Complaint #2604357
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Ensure services provided by the nursing facility meet professional standards of quality.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview, and record review, the facility failed to provide care per policy and 
standards of practice and failed have a system in place for timely administration of medications to residents 
when staff administered one resident's (Resident #2) medication late. The facility census was 70.Review of 
the facility's policy titled, Medication, Administration Guidelines, undated, showed the following:-It was the 
purpose of this facility that residents receive their medications on a timely basis and in accordance with 
established policies.1. Review of Resident #2's face sheet (brief resident profile) showed the following 
information:-admission date of 08/21/25;-Diagnoses included bipolar disorder (mental health condition with 
extreme mood swings between periods of mania), anxiety disorder, heart failure, hypertension (high blood 
pressure), and heart failure.Review of the resident's September 2025 Physician Order Sheet (POS) showed 
the following: -An order, dated 08/21/25, for alprazolam (used to treat anxiety) 1 milligrams (mg), three times 
daily as needed for anxiety;-An order, dated 08/21/25, for carvedilol (used to treat circulation issues in the 
heart) 25 mg, two times daily, for heart issues;-An order dated 08/21/25, for clonidine HCI (high blood 
pressure) 0.1 mg, two times daily, for high blood pressure;-An order, dated 08/21/25, for lamotrigine (used to 
treat epilepsy and bipolar disorder) 150 mg, one tablet by mouth two times per day, for bipolar disorder;-An 
order, dated 08/21/25, for loperamide (used to control diarrhea) 2mg capsule every six hours as need for 
diarrhea;- An order, dated 08/21/25, for magnesium oxide 400 mg tablet, one tablet by mouth two times a 
day for chronic diastolic heart failure; -An order, dated 08/21/25, for oxycodone (used to treat pain) 10 mg 
tablet, one tablet every six hours as needed for pain;- An order, dated 08/21/25, for pantoprazole (used to 
treat heart burn) 40mg tablet, one table two times per day, for gastro-esophageal reflux disease, one scoop 
by mouth one time a day related to constipation;-An order, dated 08/21/25, for promethazine (used to treat 
nausea) 25 mg tablet , one tablet every eight hours as needed for nausea;-An order, dated 08/21/25, for 
Ventolin HFA inhaler (used to treat asthma) 90 micrograms, (breathing problems) two puffs every four hours 
as needed for asthma;- An order, dated 08/22/25, for aspirin 81 mg by mouth one time per day for long term 
use of aspirin;- An order, dated 08/22/25, for lisinopril 40 mg (used treat high blood pressure) tablet, one 
tablet by mouth one time a day for high blood pressure;-An order, dated 08/22/25, for lurasidone 80 mg 
(used to treat bipolar disorder) two tablets by mouth one time daily for bipolar disorder;-An order, dated 
08/22/25, for sertraline 100 mg (used to treat bipolar disorder) two tablets one time daily for bipolar 
disorder;-An order, dated 08/27/25, for trazadone 100 mg (used to treat sleep problems), give with 150 mg to 
equal 250 mg at bedtime for insomnia (sleep disorder);- An order dated 08/27/25, for trazadone 150 mg, give 
with 100 mg to equal 250 mg at bedtime for insomnia.Review of the resident's September 2025 Medication 
Administration Record (MAR) showed the following medications were scheduled for administration at 8:00 A.
M. -Aspirin 81 mg;-Carvedilol 25 mg;-Clonidine 0.1 mg;-Lamotrigine 150 mg;-Lisinopril 40 mg;-Lurasidone 80 
mg;-Magnesium 400 mg;-Pantoprazole 40 mg-Meclizine HCI 12.5 mg;-Sertraline 200 mg.Observation on 
09/03/25, at 10:09 A.M., showed Certified Medication Technician (CMT) A prepared medications for 
administration to the resident including the following medications:-Aspirin 81 mg;-Carvedilol 25 mg;-Clonidine 
0.1 mg;-Lamotrigine 150 mg;-Lisinopril 40 mg;-Lurasidone 80 mg;-Magnesium 400 mg;-Pantoprazole 40 
mg-Meclizine HCI 12.5 mg;-Sertraline 200 mg.-CMT A administered all medications as at 10:15 A.M., two 
hours and 15 minutes after the scheduled administration time. During an interview on 09/03/25, at 9:45 A.M., 
the resident said he/she doesn't always get his/her meds at the scheduled time. He/she got his/her 8:00 P.M.
, meds around 9:00 P.M. or 9:30 P.M. yesterday.During an interview on 09/03/25, at 1:24 P.M., Certified 
Medication Technician (CMT) A said the following:-The MARs tell staff which medications and times the 
medications are to be administered;-Staff clicks each medication in the electronic record and that indicated 
staff administered the medication;-Medications can be administered one hour before or after the time they're 
due, if it's given after that time frame it's late;-There is one CMT for halls 100, 200, and 300, which is around 
50 residents. He/she has the heaviest medication load in the morning and some medications are always late.
During interviews on 09/03/25, at 1:32 P.M., Registered Nurse (RN) B said the following:-The MARS shows 
staff what medications to administer and the time to administer:-The facility has one CMT for halls 100 
through 300, and one CMT on 400 and 500 halls;-Medications may be administered one hour before and 
one hour after the prescribed time. If staff administer an 8:00 A.M., after 9:00 A.M., it would be given 
late;-Staff should be administering medications as ordered by the physician.During interviews on 09/03/25 at 
1:50 P.M., RN C said the following:-The facility has one CMT to administer medications on 100 through 300 
halls and one back in the academy;-Medications can be administered one hour prior and one hour after the 
ordered time;-He/she knows there are timeliness issues;-Staff should be passing them within the time frames.
During an interview on 09/03/25, at 2:12 P.M., Certified Nurse Aide (CNA) D said he/she has received 
complaints from residents about medications not being passed timely, mainly in the afternoon.During an 
interview on 09/03/25, at 2:27 P.M., CNA E said he/she has received complaints about residents not getting 
their medications timely.During an interview on 09/03/25, at 2:36 P.M., CMT F said the following:-He/she 
knows which meds to pass by looking at the MAR;-He/she knows the staff have one hour before and one 
hour after the time to pass a medication;-He/she passed medications as ordered, except it's impossible to 
pass them on time as he/she was responsible for 58 residents.During an interview on 09/03/25, at 3:24 P.M., 
the Director of Nursing (DON) said the following:-He/she has two CMTs that work the floor. One is on the 
400 and 500 halls and the other covers 100 through 300 halls. The 100 to 300 halls have around 49 
residents. It's the responsibility of the CMT to pass all the meds on their halls;-Medications can be passed 
one hour before and one hour after the ordered time;-If the medication is ordered at 8 A.M., and it's 
administered after 10:00 A.M., that would be considered late;-He/she expects staff to pass medications as 
ordered by the physician.During an interview on 09/04/25, at 8:45 A.M., Licensed Practical Nurse (LPN) G 
said the following:-Staff know what medications and times to pass meds by looking at the MAR. Medications 
may be passed one hour before and one hour after the ordered time;-If a medication is ordered at 8:00 A.M., 
it would need to be passed no later than 9:00 A.M. Passing an 8:00 A.M., med after 10:00 A.M., would mean 
it's late and it would be a medication error;-Staff should be following the physician's orders.During an 
interview on 09/04/25, at 10:05 A.M., the Administrator said the following:-He/she wasn't aware medications 
were being administered late, until yesterday;-If the medication is not administered timely, an hour before or 
an hour after the med time, by policy it could be a medication error;-He/she expected staff to pass 
medications as ordered.Complaint 2604358
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to provide pharmacy services to meet the needs of each 
resident when the facility failed to properly transcribe ordered medications, failed to clarify medication orders 
timely, and failed to administer medications as ordered for one resident (Resident #4) went he/she 
discharged from the hospital. The facility census was 70.Review of the facility's policy titled, Physician's 
Orders, undated, showed the following:-Physician's orders must be signed by the physician and dated when 
such order was signed;-Current lists of orders must be maintained in the clinical record of each resident to 
avoid confusion and errors;-Physician's orders must be reviewed and renewed;-Medication orders specify 
the type, route, dosage, frequency, and strength of the medication orders.Review of the facility's policy titled, 
Medication, Administration Guidelines, undated, showed the following:-It is the purpose of this facility that 
residents receive their medications on a timely basis and in accordance with established policies;-If there is 
doubt concerning the administering of medications, the physician's order must be verified before the 
medication is administered.1. Review of Resident # 4's face sheet (brief resident profiled) showed the 
following information:-admission date of 07/05/25 with latest return of 08/08/25;-Diagnosis included 
schizoaffective disorder, bipolar type (mental health condition that combines symptoms such as 
hallucinations, delusions with bipolar symptoms such as high or low episodes), anxiety disorder (excessive 
worry), insomnia (sleep disorder causing difficulty with falling or staying asleep), unspecified psychosis 
(experiences symptoms such as delusions), depression (persistent feelings of sadness), post-traumatic 
stress disorder (PTSD (condition that develops after experiencing or witnessing a traumatic event), and pain 
disorder exclusively related to psychological factors.Review of the resident's annual Minimum Data Set (MDS 
- a federally mandated assessment tool completed by staff), dated 07/10/25, showed the 
following:-Cognitively intact;-Independent with all daily living skills;-No behaviors noted.Review of the 
resident's care plan, last revised on 07/08/25, showed the following:-Resident has history of/at risk for 
suicidal ideation. Resident had documented events, associated with suicidal and hospitalizations. Staff to 
assess for suicidal thoughts. Staff to place resident 1:1 observations. Staff to observe for signs/symptoms of 
depression;-Resident has PTSD, has developed fear, terror, dread, or helplessness following exposure to a 
traumatic event. Maintain safety and integrity during post traumatic episode, using appropriate therapeutic 
interventions;-At times resident may act or say things that are not real or true;-Resident at risk for mood 
changes, adjustment issues, side effects of medications due to chronic schizoaffective disorder, bipolar type. 
Staff will administer anti-depressants as directed. Assess/document/review with physician any side effects. 
Staff will administer anti-psychotic as directed and assess for any side effects. Assess/document/report to 
physician any changes in mood/behaviors;-Resident is unable to make decisions on his/her own due to 
schizoaffective disorder, bipolar type. Therefore, resident has a guardian who makes decisions for him/her.
Review of the resident's August 2025 progress notes showed the following:-On 08/02/25, at 7:02 P.M., 
Licensed Practical Nurse (LPN) G documented the resident presented to the nurses' station and said he/she 
wasn't feeling well. Certified nurse aide (CNA) obtained vitals which were stable. The resident went to the 
dining area and told another resident that he/she was dizzy and didn't feel well. This nurse directed a CNA to 
get a wheelchair and take the resident to his/her room to lie down. The resident cursed at the nurse and 
proceeded to his/her room. After several minutes this nurse went to the resident's room and talked with the 
resident. The resident said his/her significant other just broke up with him/her and he/she wanted to 
self-harm. The nurse contacted the guardian and received permission to send resident to the hospital for 
evaluation and treatment. Resident exited building approximately 6:00 P.M.;-On 08/04/25, at 1:07 P.M., the 
resident returned to the facility with new orders entered. Physician communication sent for provider to advise 
on changes per hospital discharge and red alerts triggered for clozapine (antipsychotic medication primarily 
used to treat severe, treatment-resistant schizophrenia) and changes made to oxybutynin (used to treat 
symptoms of an overactive bladder) per hospital discharge with physician communication to advise.Review 
of the physician communication form, dated 08/04/25, showed form sent to the medical director, stating new 
order for fluphenazine (antipsychotic medicine that is used to treat psychotic disorders such as 
schizophrenia) 5 milligram (mg) two tablets three times daily, triggers a red alert with clozapine, and 
Seroquel (used to treat the symptoms of schizophrenia, bipolar disorder and major depressive disorder) 300 
mg at bedtime for insomnia triggers red alert for clozapine. Please advise on adding new orders. Review of 
the resident's discharge papers, dated 08/04/25, showed the following medications:-Propranolol (used to 
treat blood pressure) 20 mg, one tablet by mouth three times daily;-Fluphenazine 5 mg, two tablets by mouth 
three times daily for psychosis;-Divalproex sodium (anticonvulsant) 500 mg, one tablet by mouth, twice daily 
for mood stabllizer;-Benztropine (used to treat involuntary movements) 1mg, one tablet by mouth twice daily 
for extrapyramidal symptoms (a group of side effects that can occur with certain medications, particularly 
antipsychotic drugs. They affect the motor system, causing involuntary movements, muscle stiffness, and 
other symptoms);-Gabapentin (used to treat nerve pain) 300mg, one tablet by mouth three times daily for 
mood stabilizer;-Seroquel 300 mg, two capsules by mouth at bedtime for insomnia;-Pantoprazole (used to 
treat damage from gastroesophageal reflux disease (GERD - a condition in which backward flow of acid from 
the stomach causes heartburn)) 40 mg, one table by mouth daily for heartburn;-Nicotine patch, 14 mg/24 
hour transdermal film, extended for nicotine cravings;-Ketoconazole (used treat fungal infections) topical 2% 
cream, apply daily for skin protection;-Lasix (increase the flow of urine to remove excess fluid) 20 mg one 
tablet by mouth daily for fluid retention;-Clotrimazole (treats fungal and yeast infections) topical, 1 % cream, 
apply twice daily;-Miralax (stool softener), one packet by mouth daily;-Oxybutynin 5 mg, two tablets by mouth 
daily for urinary discomfort;-Magnesium oxide (used for laxative) 400 mg, one tablet daily by mouth.Review 
of the August 2025 Physician's Order Sheet (POS) showed the following:-An order, dated 02/01/24, 
metformin (works by decreasing the amount of sugar the liver produces) 500 mg, one tablet by mouth twice 
daily for obesity;-An order, dated 06/10/24, levetiracetam (medication to prevent seizures) 500 mg, one tablet 
by mouth twice daily for epilepsy;-An order, dated 10/30/24, for magnesium oxide 400 mg, one tablet by 
mouth for hypomagnesemia;-An order, dated 11/13/24, Lasix 20 mg, one tablet daily for chest pain;-An 
order, dated 02/25/25, Depakote (divalproex sodium) extended release XR 500mg, tablet by mouth, twice 
daily for schizoaffective disorder, bipolar type;-An order dated 02/25/25, pantroprazole 40 mg, one tablet by 
mouth for esophageal reflux disease;-An order dated 02/25/25, for propranolol 20 mg, tablet by mouth, three 
times daily for high blood pressure;-An order dated 02/26/25, for gabapentin 300 mgs, two capsules by 
mouth for persistent mood disorders (discharge orders were for gabapentin 300mg one tablet by mouth three 
times daily);-An order dated 04/08/25, for Prazosin (used for nightmares) 1 mg, tablet by mouth at bedtime 
for PTSD;-An order dated 04/09/25, for Prazosin, 1 mg tablet by mouth as needed for PTSD;-An order, dated 
04/20/25, clozapine 50 mg, tablet by mouth twice daily for schizoaffective disorder, bipolar type;-An order, 
dated 08/04/25, benztropine 1 mg tablet, twice daily for extrapyramidal and movement disorder;-An order 
dated 08/04/25 nicotine patch, apply 24 hours for nicotine cravings;-An order dated 08/04/25, oxybutynin 
chloride (used to treat overactive bladder) 15 mg, tablet by mouth daily for dysuria (discharge orders were for 
5 mg, two tablets by mouth daily).(Staff did not add the hospital discharge orders for fluphenazine, Seroquel, 
ketoconazole, clotrimazole, or Miralax.)Review of the provider transition of care visit with the nurse 
practitioner (NP), dated 08/05/25, showed the following:-Resident seen in the dining hall;-Resident sent to 
the hospital for suicidal ideation after break-up with significant other who was also a resident. He/she was 
deemed able to return to the facility on [DATE]. Medication changes, added Seroquel 100 mg at 
bedtime;-Chart review, medications reconciled with facility management and administrative 
reporting;-Medications reviewed, recommended Seroquel not in place, added;-Current medications reviewed.
Review of a provider order form, dated 08/05/25, showed an order for 300 mg of Seroquel at bedtime 
approved by provider.Review of the August 2025 POS showed staff did not add the order for Seroquel to the 
POS.Review of the resident's August 2025 Medication Administration Record (MAR) showed the 
following:-On 08/04/25, benztropine 1mg tablet, at 5:00 P.M., no staff signed off as administering the 
medication or documented a reason for not administering the medication; -On 08/04/25, clozapine 50 mg 
tablet, at 5:00 P.M., no staff signed off as administering the medication documented a reason for not 
administering the medication; -On 08/04/25, gabapentin 300 mg, two capsules at 5:00 P.M., no staff signed 
off as administering the medication documented a reason for not administering the medication;-On 08/04/25, 
levetiracetam 500 mg tablet at 5:00 P.M., no staff signed off as administering the medication documented a 
reason for not administering the medication; -On 08/04/25, Metformin 500 mg tablet at 5:00 P.M., no staff 
signed off as administering the medication documented a reason for not administering the medication; -On 
08/04/25, Metformin 500 mg tablet at 5:00 P.M., no staff signed off as administering the medication 
documented a reason for not administering the medication;-On 08/04/25, propranolol 20 mg tablet, ordered 
at 7:00 P.M., no staff signed off as administering the medication documented a reason for not administering 
the medication; -On 08/04/25, Depakote ER 500 mg tablet, ordered at 8:00 P.M., no staff signed off as 
administering the medication documented a reason for not administering the medication; -On 08/04/25, 
Prazosin 1 mg tablet, ordered 8:00 P.M., no staff signed off as administering the medication documented a 
reason for not administering the medication. Review of the resident's August 2025 progress notes showed 
the following:-On 08/07/25, at 5:00 P.M., resident observed standing at receptionist desk at approximately 
12:10 P.M., and turned to this nurse passing by to ask what would happen if he/she cut his/herself so deep 
he/she bled to death. Nurse spoke briefly to the resident who said he/she was suicidal, before the nurse 
reported information to the Assistant Director of Nursing (ADON)/Director of Nursing (DON) and the NP. NP 
ordered 15-minute checks and noted resident was not currently receiving Seroquel. The nurse noted 
Seroquel was not on the current medication list in the electronic health record, called pharmacy to request 
Seroquel, and entered order in electronic health record (HER) for Seroquel to match dose given at the 
hospital during hospitalization. NP informed of the discrepancy between the 100 mg of Seroquel the NP 
originally ordered, and what the resident reportedly received in the hospital. The written order was updated to 
reflect the 300 mg dose given at the hospital. When entering medication changes from the hospital into EHR, 
other discrepancies were noted. Communicated with NP and DON, discrepancies, and per NP, all 
medications changed back to those the resident was on prior to hospitalization. Resident discussed how 
he/she was feeling with DON and then with the nurse up until approximately 1:25 P.M. This nurse employed 
therapeutic communication, and suggested resident may benefit from counseling to assist the resident in 
working through his/her concerns and toward achieving his/her goals, but the resident did not seem 
interested. Resident was ultimately hospitalized .During an interview on 09/03/25, at 1:24 P.M., Certified 
Medication Technician (CMT) A said the following:-Medication changes are added to the EHR by the nurse 
on duty. If a resident is returning from the hospital, the nurse looks at the discharge from the hospital to see 
which medications a resident is supposed to take;-He/she doesn't know if anyone monitors the medications 
to see if they're added to the EHR accurately;-He/she did know the resident went to the hospital, but he/she 
didn't know if there were any medication changes;-The MARs tell staff which medications and times the 
medications are to be administered;-He/she follows the MAR.During interviews on 09/03/25, at 1:32 P.M., 
Registered Nurse (RN) B said the following:-The nurse is the one that adds any new orders for 
residents;-He/she didn't know the full process of who does what;-When a resident returns from the hospital 
the admitting nurse would add the new medication orders;-The MARS shows staff what medications to 
administer and the time to administer:-Staff should be administering medications as ordered by the physician.
During interviews on 09/03/25, at 1:50 P.M., RN C said the following:-The nurse working the floor usually 
adds any new medication orders to the EHR for residents. If it's during the week, there may be others that 
could add them;-He/she puts in the exact orders on a discharge sheet from the hospital;-Some medications 
may not be covered by insurance, and they reach out to the pharmacy to see if there is a formulary, then 
staff get a new order from the doctor;-The MAR shows what medications should be administered and the 
time;-He/she wasn't working when the resident returned from the hospital the first time, so he/she doesn't 
know if the residents' medications were put in accurately;-If it's a new medication and they can't get the 
medication, they should document but sometimes he/she doesn't when he/she has more important things to 
do;-Staff should follow physician's orders, the ones in the EHR;-If staff have questions, they message the 
providers.During an interview on 09/03/25, at 2:36 P.M., CMT F said the following:-He/she knows which 
meds to pass by looking at the MAR;-He/she passed medications as ordered.During an interview on 
09/04/25, at 8:45 A.M., Licensed Practical Nurse (LPN) G said the following:-Depending on how busy things 
are when a resident returns from the hospital, would indicate who puts in the medication orders;-If it's during 
the evening or weekend, the charge nurse is responsible for putting the discharge orders into the 
computer;-The medications listed on the discharge paperwork would be the medications that need to be put 
into the EHR;-If he/she had questions, and depending on what they're in regards too, he/she would either 
call the pharmacy or provider for clarification or new orders;-If a medication is not administered it would be a 
medication error;-Medications should be administered as ordered;-If they have questions about medications, 
they reach out to the provider and document that in the progress notes;-Staff should be following the 
physician's orders. During an interview on 09/03/25, at 3: 24 P.M., the DON said the following:-When a 
resident is discharged from the hospital, they will have discharge orders and the nurse admitting the resident 
is responsible for making changes in the computer for any medications. Sometimes there are others to help 
during the week;-The admitting nurse should put the medications into the system as they are listed on the 
hospital discharge. The provider does sign off on the medication changes from the hospital;-He/she didn't 
believe there were any changes for the resident after his/her hospital stay on 08/02/25, he/she would need to 
look;-Staff would have put the orders in as they were received from the hospital;-He/she remembered there 
being an issue with the fluphenazine, but he/she doesn't remember anything about the resident missing any 
medications, such as Seroquel;-He/she expected the medications to be administered as ordered.During an 
interview on 09/04/25, at 9:20 A.M., the NP said the following:-Staff are supposed to consult with the provider 
or him/her after a resident is discharged from the hospital;-In the situation with this resident, he/she was told 
the resident did not get back with discharge papers, so he/she is not sure how they put in different 
medications;-The nurse that admitted the resident added medications the resident had not been on since the 
resident was admitted in February or March;-He/she was able to access the hospital records and it the 
facility nurse did not put in the correct medications, the nurse put in several medications the resident isn't 
taking;-He/she told the nurse to put the resident back on the medications the resident was taking when 
he/she went to the hospital;-He/she didn't get the paperwork from the hospital until 08/07/25;-He/she knew 
the hospital had the resident taking the fluphenazine, but the resident hadn't been on this medication since 
February;-He/she didn't know if the facility sent the resident with any paperwork showing the medications the 
resident has been taking at the facility, but he/she should have been sent with current orders;-The resident 
was discharged from the hospital on [DATE]. He/she saw the resident at the facility on 08/05/25. The facility 
had no documentation from the hospital on which meds the resident was to be taking;-The medication list in 
the EHR on 08/05/25 did not match anything;-He/she expected staff to give medications as ordered and if 
they have questions, they need to reach out to the providers;-The nurse that admitted the resident placed 
orders for medications that should not have been done;-It took until 08/07/25 to get the medications 
straightened out, and the resident had already gone back to the hospital;-He/she doesn't change psychiatric 
meds because he/she is not a psychiatrist and expects an MD or psych doctor to make the necessary 
changes;-If staff don't pass medication as prescribed it's a medication error;-A similar incident happened 
back in February or March when the staff doubled all the resident's medications and he/she almost 
overdosed.During an interview on 09/04/25, at 10:05 A.M., the Administrator said the following:-The charge 
nurse that's admitting a resident from the hospital is in charge of verifying the medication orders with the 
attending physician. Typically, there would be a system to double, or triple check the system to ensure 
medications are entered and administered as ordered;-He/she would expect staff to add medications as 
ordered from the hospital. If there are questions, he/she would expect staff to reach out to the provider, and 
document the information;-He/she expected staff to pass medications as ordered.Complaint 2584214
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