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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** COMPLAINT 
#: 2578601, NJ00183769, NJ00185789 Based on interviews, medical record review, and review of other 
pertinent facility documents on 08/28/2025 and 09/08/2025, it was determined that the facility failed to notify 
a provider timely when prescribed treatments and medications were not administered as ordered. This 
deficient practice was identified for two of three residents (Resident # 1 and Resident #3) reviewed for 
unadministered medication or treatments. This deficient practice was evidence by the following:Complaint#: 
2578601, NJ00183769, NJ00185789 1.) According to the admission Record (AR), Resident #1 was admitted 
to facility with diagnoses including but not limited to: muscle wasting and atrophy (loss of muscle mass), liver 
disease, epilepsy (brain disease that causes repeated seizures), malignant neoplasm (cancerous tumor with 
the ability to spread to other tissues and organs) of the colon, secondary malignant neoplasm of liver and 
intrahepatic bile duct (canal that carries bile between organs in the digestive system), and unspecified 
intellectual disabilities. A review of the Resident #1's most recent Minimum Data Set (MDS), an assessment 
tool used to facilitate the management of care, dated 03/24/2025, reflected the resident's cognitive skills for 
daily decision making were severely impaired. A review of Resident #1's Order Summary Report (OSR) 
revealed the following medication orders: Phenobarbital (medication used to treat or prevent seizures, treat 
insomnia, or as a sedative) oral tablet 32.4 milligrams (MG). Give 1 tablet by mouth at bedtime as a sleep 
aid. The order start date was 01/24/2025 at 9:00 P.M. The order end date was 01/25/2025. Phenobarbital 
oral tablet 30 MG. Give 1 tablet by mouth at bedtime as a sleep aid. The order start date was 01/25/2025 at 
9:00 P.M. The order end date was 1/28/2025.Phenobarbital oral tablet 30 MG. Give 1 tablet at bedtime for 
seizures. The order start date was 01/28/2025 at 9:00 P.M. The end date was 02/04/2025. Phenobarbital 
oral tablet 32.4 MG. Give 1 tablet by mouth at bedtime for partial epilepsy. The order start date was 
02/09/2025 at 9:00 P.M. The end date was 03/21/2025.Phenobarbital oral tablet 32.4 MG. Give 1 tablet by 
mouth at bedtime for anxiety. The start date was 03/21/2025 at 9:00 P.M. The end date was 03/25/2025. A 
review of Resident #1's Medication Administration Record (MAR) revealed that the Chart Code 9 was 
entered on Resident #1's MAR for the following medication doses: Phenobarbital oral tablet 32.4 MG. Give 1 
tablet by mouth at bedtime for sleep aid on 01/24/2025. Phenobarbital oral tablet 30 MG. Give 1 tablet by 
mouth at bedtime for sleep aid on 01/25/2025 and 01/26/2025.Phenobarbital oral tablet 30 MG. Give 1 tablet 
at bedtime for seizures on 01/28/2025, 01/29/2025, 01/31/2025, 02/01/2025, and 02/02/2025. Phenobarbital 
oral tablet 32.4 MG. Give 1 tablet by mouth at bedtime for partial epilepsy on 02/09/2025, 02/12/2025, 
02/13/2025, 02/14/2025, 02/15/2025, 02/16/2025, and 03/8/2025.Further review of the MAR revealed that 
the Chart Code 9 was used to indicate Other/See Nurses Notes. A review of Resident #1's Progress Notes 
(PN) for January and February of 2025 revealed PNs indicating that Resident #1's phenobarbital was on 
order and that the facility was awaiting prescription delivery. There was no further documentation for the 
aforementioned missed medication doses. Further review of Resident #1's PN for January and February 
revealed no documentation of provider notification of unavailable or unadministered medications until 
02/17/2025 at 4:09 P.M., when a progress note indicated that a Nurse Practitioner (NP #1) was notified. 
Review of PNs for March revealed no documentation of provider notification for the missed phenobarbital 
dose on 03/08/2025. A telephone interview was conducted with a Licensed Practical Nurse (LPN #1) on 
08/28/2025 at 2:44 P.M. LPN #1 stated that when she documented on order in the PN on 02/13/2025 and 
02/14/2025 it meant that the medication had not arrived from the pharmacy and was not administered. LPN 
#1 stated that if medications were not given, a provider should have been notified. LPN #1 further stated that 
if she had notified a provider that a resident's medications were not given, she should have documented that 
in the PNs. An interview was conducted with a Unit Manager (UM #1) on 08/28/2025 at 3:50 P.M. UM #1 
stated that when ordered medications were not available the expectation was for nurses to check the 
medication cart and overflow supply and then call the pharmacy. If medications were still unavailable the 
next step was to call a provider and document their response. UM #1 stated that if there was no PN made 
then there is no way to know that a provider was notified. UM #1 identified that the PN on 02/17/2025 was 
the only documentation that a provider was notified of Resident #1's the missed phenobarbital doses. 2.) 
According to the admission Record (AR), Resident #3 was admitted to facility with diagnoses including but 
not limited to: anorexia nervosa (disorder that causes restriction of nutrient intake, significantly low body 
weight, fear of weight gain, and distorted body image); suicidal ideations (thoughts or feelings about suicide 
or self-harm); borderline personality disorder (mental health condition that causes unstable moods, difficulty 
managing emotions, reckless actions, and difficulty with interpersonal relationships); bulimia nervosa 
(disorder characterized by eating large amounts in a short period, followed by purging); protein-calorie 
malnutrition; post-traumatic stress disorder; gastroparesis (muscles in the stomach that do not move food 
properly for digestion); ulcerative colitis (inflammatory bowel disease that causes inflammation and sores in 
part of the digestive tract); irritable bowel syndrome (symptoms including abdominal cramps, bloating, 
diarrhea, and constipation); muscle weakness; and cognitive communication deficit (condition that affects a 
person's ability to communicate due to problems with mental processes). A review of the Resident #3's most 
recent MDS, dated [DATE], reflected that Resident #3 had a BIMS score of 12 out of 15 which indicated that 
the resident's cognition was moderately impaired. A review of Resident #3's POs revealed the following 
orders: Clinimix E/dextrose intravenous solution 5 % amino acid electrolyte with calcium infusion in D20W 
(20% dextrose in water) (a source of calories, protein, and electrolytes used when oral or nutrition is not 
possible or is insufficient). Use 1800 milliliters (ML) at bedtime to run at 113 ML per hour for 16 hours. The 
order start date was 11/25/2024 at 6:00 P.M. The order end date was 02/28/2025. Clinolipid intravenous 
emulsion 20 % fat emulsion (nutritional support in patients who are unable to get enough fat in their diet). 
Use 250 ML intravenously to run at 21 ML per hour for 12 hours. The order start date was 11/25/2024 at 8:00 
P.M. The end date was 03/28/2025. A review of Resident #3's MAR revealed that the Chart Code 9 was 
entered for the following medication doses: Clinimix E/Dextrose (5/20) Intravenous Solution 5 % on 
02/02/2025, 02/06/2025and 02/27/2025. Clinolipid Intravenous Emulsion 20 % on 02/02/2025, 02/06/2025, 
02/22/2025, 02/23/2025, 02/24/2025, and 02/27/2025 A review of Resident #3's MAR revealed that the Chart 
Code 2 was entered on the resident's MAR for the following medication doses: Clinimix E/Dextrose (5/20) 
Intravenous Solution 5 % on: 02/04/2025, 02/05/2025, and 02/11/2025. Clinolipid Intravenous Emulsion 20 % 
on: 02/04/205, 02/05/2025, and 02/11/2025. Further review of the MAR revealed that the Chart Code 2 was 
used to indicate Drug refused. Review of Resident #3's PNs revealed no documentation that a provider was 
notified that the aforementioned medication doses were not administered or of the resident's refusals. A 
telephone interview was conducted with a Unit Manager (UM #2) on 09/08/2025 at 2:27 P.M. UM #2 stated 
that when ordered medications or treatments were not available follow up should have been conducted with 
the pharmacy and a provider. UM #2 further stated that documentation of the follow up should have been 
made in the PNs. An interview was conducted with the Director of Nursing (DON) on 09/08/2025 at 3:29 P.M. 
The DON stated that the only documentation of provider notification that Resident #1 did not receive the 
aforementioned phenobarbital doses was on 02/17/2025. The DON reviewed the MAR and PNs for Resident 
#3 and stated that she did not see documentation that a provider was notified that the resident was not 
administered Clinimax and Clinolipid on the aforementioned dates. During the same interview the DON 
stated that providers may have been made aware that the medications were not administered, and the 
notifications were not documented. The DON stated that it was her expectation that if a provider notification 
was made that a PN would be made to reflect the notification. The DON further stated that a resident's 
medical record should reflect the care that was given and that failure to document provider notification was 
not in keeping with the facility's policy. An interview was conducted with NP #1 on 09/12/2025 at 1:20 P.M. 
NP #1 stated that she did not recall if she was notified of the aforementioned unadministered and refused 
medications for residents #1 and #3. The surveyor attempted to reach the Medical Doctor (MD #2) for an 
interview on 09/16/2025 at 10:23 AM, and was informed that she was on leave of absence. An interview was 
conducted with the Medical Doctor (MD #1) on 09/19/2025 at 1:25 P.M. MD #1 stated that he did not recall if 
he was notified of unadministered phenobarbital doses for Resident #1. MD #1 further stated that facility staff 
made him aware of several times that Resident #3 did not receive Clinimax and Clinolipid but did not recall 
the dates. The facility policy Change in Condition with an effective date of 12/2018 and a revised date of 
02/2023, was reviewed. Under Policy Interpretation and Implementation the policy revealed, The nurse will 
notify the resident's Attending Physician, or physician/NP of a change in condition if a concern warrants 
medical intervention. NJAC 8:39-13.1(d)
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