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Level of Harm - Actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13289

Based on record review and interviews with RP (Responsible Party), staff, Nurse Practitioner (NP), and 
Physician the facility failed to notify the RP when Resident # 1's seizure medication was discontinued. 
Interview with the RP revealed if she had been notified, she would have been an advocate for Resident # 1 
and informed the facility that the resident's seizure medication was not to be discontinued prior to a 
neurologist evaluating the resident and making the decision. Resident # 1 seized following the seizure 
medication discontinuation and was hospitalized in the Intensive Care Unit. This was for one (Resident #1) of 
three sampled residents whose medications were reviewed. The findings included: 

Record review revealed Resident # 1 was admitted to the facility on [DATE]. The resident had the following 
diagnoses: chronic obstructive pulmonary disease, chronic respiratory failure, ischemic heart disease, history 
of hip fracture, depressive disorder, history of cerebellar infarcts (stroke), dysphagia (difficulty swallowing), 
cognitive communication deficit, hypertension, and hyperlipidemia. 

A nursing entry on 11/4/24 at 8:20 PM included the following information. Resident # 1 had a change in 
condition. She was witnessed to have twitching of both sides of her face and abnormal vital signs. The 
provider and EMS (Emergency Medical Services) were called and the resident was transferred to the 
hospital. 

Review of a hospital discharge summary, dated 11/15/24, revealed Resident # 1 was hospitalized from 
11/4/24 until 11/15/24 for the acute principle problem of metabolic encephalopathy. Further review of this 
hospital discharge summary noted the following information was documented by the physician. Resident # 1 
had presented to the hospital with altered mentation in addition to seizure active (as written) with mouth 
foaming. The resident's MRI (Magnetic Resonance Imaging) showed areas of her brain which could act as 
seizure focus. The resident was placed on Keppra (a seizure medication) while hospitalized . The hospital 
physician noted the resident should follow up with neurology regarding the long term plan for Keppra. 

According to Resident # 1's facility record she was admitted to the facility and orders were initiated on 
11/15/24 for the Levetiracetam (Keppra) 500 mg (milligrams) two times per day. 

Review of the record revealed no neurology consult was ordered or initiated after 11/15/24. 

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

On 2/12/25 a verbal order was entered by Nurse #1 into the resident's electronic medical record to 
discontinue Levetiracetam. There was no documentation of who gave the verbal order. There was no 
documentation Resident # 1's Responsible Party was notified of the Keppra discontinuation. 

An interview with Nurse # 1 on 4/21/25 at 1:50 PM revealed she made rounds with NP # 1 on 2/12/25 and 
NP # 1 had noted the resident had no definite diagnosis of epilepsy, her Keppra level was in range, and NP # 
1 had given the verbal order to discontinue the resident's Keppra.

An interview with NP # 1 on 4/22/25 at 1:27 PM revealed she did not recall giving an order for the Keppra 
discontinuation and she had not discussed any Keppra discontinuation with Resident # 1's RP. 

Review of Resident # 1's nursing notes revealed the following entry at 8:56 PM on 4/9/25 by Nurse # 2. 
Resident noted with facial twitching, nonverbal when called but respond to tactile stimuli [touch]. Before this 
resident noted wheeling self down in hallway and verbal. V/S [vital signs] noted T [Temperature]-98.1, RR 
[Respirations] 16, BP [Blood Pressure] 200/91 and SPO2 [Peripheral Oxygen Saturation]-100% with O2 3 
lit/min via NC [oxygen at 3 liters/minute via nasal cannula]. On call [Name of on call NP] NP called and 
updated. New order received to send resident out for acute change in condition. RP [name of RP] notified. 
EMS [Emergency Medical Services] called and resident sent out of facility at 7:40 PM to [name of hospital] 
with even rise and fall of chest. 

Review of 4/9/25 ED (emergency department) physician notes revealed Resident # 1 was received by them 
already intubated (a procedure where a breathing tube is inserted into the windpipe) by EMS. The ED 
physician noted the nursing home medication list showed the resident had not been receiving Keppra. The 
physician further noted, Plan after confirming patient's airway, ordered labs, expedited CT [computed 
tomography] imaging of patient's head to assess for intracranial hemorrhage. My dependent review of the 
patient's head CT shows no intracranial hemorrhage. I think we have a good story for why the patient seized. 
Likely not receiving Keppra. According to the 4/9/25 hospital records, Resident # 1 was admitted to the 
Intensive Care Unit. 

Resident # 1's RP was interviewed on 4/22/25 at 10:10 AM and reported the following information. No one 
had called to inform her that Resident # 1's Keppra had been discontinued on 2/12/25. She learned about it 
when Resident # 1 was hospitalized at the hospital with another seizure on 4/9/25. She was an advocate for 
Resident # 1. When Resident # 1 was hospitalized in November 2024 the hospital physician had told her (the 
RP) that the resident would have to see a neurologist before a determination could be made that she could 
stop taking the Keppra. If the facility had called her, she would have told them this. 

Interview with Resident # 1's physician on 4/23/25 at 9:46 AM revealed he did not know anything about the 
Keppra discontinuation until 4/21/25, which was after the resident was hospitalized and the RP had been 
informed by the hospital staff of the Keppra discontinuation. 

The facility presented the following corrective action plan. 

1. Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice.

(continued on next page)
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Residents Affected - Few

On 4/10/2025, Resident's RP notified the Director of Nursing (DON) that she had not been notified regarding 
the discontinuation of Keppra in February 2025. The DON completed a review of Resident's chart on 4/10/25 
and noted that a verbal order had been given to discontinue Keppra on 2/12/25. The Nurse Practitioner (NP) 
visited the resident on 2/10/25, and ordered labs, to include Keppra level. On 2/11/25, labs were obtained 
and communicated to the NP. On 2/12/25, the NP visited the facility and gave a verbal order to the 
Registered Nurse to discontinue Keppra. The RN input the discontinuation order into the EMR for the 
resident. The nurse did not document in Resident's chart that she notified the RP regarding discontinuation 
of the medication. Completion Date 4/10/2025 

Nurse #1 was in-serviced by the Clinical Nurse Liaison on 4/10/25, on the proper procedure for obtaining 
orders which include the following: read back to the provider to ensure accuracy of the order, entry of the 
verbal order to include name of resident, order change with date, time, and duration; name of person 
receiving the order, date and time of order receipt, and provider who gave the order. After the order is 
entered in the electronic medication administration record, the nurse will complete a progress note to indicate 
the full order change as listed above with the name of the provider who gave the order, with reason for order 
change. The nurse will also notify the responsible party and document the name of the person notified. 
Completion Date 4/10/2025

2. Address how the facility will identify other residents having the potential to be affected by the same 
deficient practice.

The clinical managers completed an audit on 4/10/25, of anticonvulsant orders written to change, add or 
discontinue for dates of 4/01/25-4/10/25, to validate that residents/RP were notified regarding new or change 
in orders. No new concerns were identified. Completion date: 4/10/25

100% of all nurses were inserviced by the Director of Nursing/designee on the above process for receiving 
verbal, in-person or telephone orders, and in-serviced on notification of responsible party and documentation 
requirements. Nurses who are on medical leave or PRN (as needed) status will be in-serviced prior to the 
next scheduled shift. Completion date: 4/10/25

Any new hires after 4/10/25 will receive training by the Staff Development Coordinator (SDC) of the above 
during facility orientation. The DON notified the SDC of this responsibility on 4/10/2025.

3. Address what measures will be put into place or systemic changes made to ensure that the deficient 
practice will not recur. 

Completion Date: 4/11/25 and on-going

New medication orders will be reviewed during the morning clinical meeting by the Clinical Interdisciplinary 
Team (IDT) team and/or notes will be reviewed for notification and the order reviewed for completeness. The 
IDT team will complete any outstanding RP notifications at that time. The IDT team was in-serviced on this 
process on 4/10/25 by the Clinical Nurse Liaison. Completion date: 4/11/25 

4. Indicate how the facility plans to monitor its performance to make sure that solutions are sustained. 

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

Notification of Change audits implemented to review any new medication changes for documentation and 
notification to the responsible party 5x a week for 4 weeks and then 3x a week for 8 weeks. Completion date: 
Audits began 4/11/25 and on-going 

Compliance will be discussed weekly by the DON/designee X 4 weeks and then monthly for 6 months during 
the morning administrative meeting. Any non-compliance will be noted and corrective actions taken. 
Completion date: weekly audits began 4/11/25 and on-going

Members of the Quality Assurance (QA) team met and made the decision to implement this said plan on 
4/10/25. The QA committee will revisit the plan with each quarterly meeting x 6 months. Audits will be 
presented to the quarterly QA committee for x 6 months whereby an IDT approach is held with the Medical 
Director to discuss effectiveness of the plan. All discussions, revisions to plan, and additional in-servicing will 
be noted in the QA Committee Meeting Minutes. Completion date: 4/10/25 and on-going

The facility alleges compliance 4/12/2025

On 5/1/25 the following was done to validate the facility's corrective action plan. 

Multiple nurses were interviewed and reported the process as outlined in the facility's corrective action plan 
of receiving new orders and notifying Responsible Parties. 

The facility presented documentation verifying Nurse # 1 had been inserviced on proper procedure of new 
orders (which included notifying the responsible party). 

The facility presented evidence of inservices and audits per their corrective action plan. 

On 5/1/25 the facility's corrective action plan of 4/12/25 was validated. 
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Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13289

Based on record review and interviews with staff, Physicians, Nurse Practitioners (NPs), and Responsible 
Party (RP) the facility failed to ensure a resident (Resident #1) received follow-up for a newly diagnosed 
disorder per a plan of care set forth upon discharge from the hospital and received seizure medication. 
Resident # 1 was hospitalized from 11/4/24 to 11/15/24 with diffuse encephalopathy (disease of the brain 
that alters brain function and structure) and seizure like activity. Hospital discharge plans on 11/15/24 
included orders for a seizure medication (Keppra) and directions that Resident # 1 should follow up with 
neurology. The facility never arranged a neurology follow-up visit as directed. On 2/12/25 Resident # 1's 
Keppra was discontinued per a verbal order taken by a nurse with no explanation for the discontinuation and 
no indication in the record which provider had given the order. Per interviews with Resident # 1's Nurse 
Practitioner and Physician, they did not recall discontinuing the Keppra. On 4/9/25 Resident # 1 experienced 
a seizure, required intubation (a procedure where a breathing tube is inserted into the windpipe) by 
Emergency Medical Services (EMS), and was hospitalized in the intensive care unit. This was for one of 
three sampled residents whose medications were reviewed. The findings included:

Record review revealed Resident # 1 was admitted to the facility on [DATE]. The resident had the following 
diagnoses: chronic obstructive pulmonary disease, chronic respiratory failure, ischemic heart disease, history 
of hip fracture, depressive disorder, history of cerebellar infarcts (stroke), dysphagia (swallowing difficulties), 
cognitive communication deficit, hypertension, and hyperlipidemia. 

A nursing entry on 11/4/24 at 8:20 PM included the following information. Resident # 1 had a change in 
condition. She was witnessed to have twitching of both sides of her face and abnormal vital signs. The 
provider and EMS were called and the resident was transferred to the hospital. 

(continued on next page)
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Review of a hospital discharge summary, dated 11/15/24, revealed Resident # 1 was hospitalized from 
11/4/24 until 11/15/24 for the acute principle problem of metabolic encephalopathy. Further review of this 
hospital discharge summary noted the following information was documented by the physician. Resident # 1 
had presented to the hospital with altered mentation in addition to seizure active (as written) with mouth 
foaming. She was also in a hypertensive emergency. Under the heading Seizure Like Activity, the physician 
further noted, MRI [Magnetic Resonance Imaging] without acute abnormality, EEG 
[Electroencephalogram-test used to diagnose brain conditions] suggestive of severe diffuse 
encephalopathy-no seizures or definite epileptiform discharges [abnormal patterns on an EEG that resemble 
seizure activty]. She was started on Keppra on 11/5, transitioned to PO [oral] 11/8. Discussed case with 
neurology informally 11/14-14 (as written). Given MRI finding with chronic foci of hemosiderin staining 
involving the bilateral cerebral hemispheres (could potentially act as seizure focus), will continue Keppra 
(had briefly held on 11/14 with concern for AMS [altered mental status]-though she's improved today, and 
[RP] noted she was better a few days ago as well-when she was on the same Keppra dose. Follow with 
neurology outpatient regarding long term plan with Keppra. The hospital discharge summary also included 
the neurologist's impression of the EEG study which included the notation that the lack of epileptiform activity 
during interictal EEG does not exclude the diagnosis of epilepsy. Under the hospital physician's 
recommendations for outpatient follow up, the physician noted the resident should follow up with neurology 
as an outpatient for a concern for her cognitive deficits as well as determining whether to continue the 
Keppra long term. Under discharge instructions there was a notation which read, ambulatory referral to 
Neurology- appointment is requested in approximately: 4 weeks. Discharge medications listed on the 
hospital discharge summary included Levetiracetam [Keppra] 500 mg [milligrams] by mouth two times per 
day. 

According to Resident # 1's facility record she was readmitted to the facility and orders were initiated on 
11/15/24 for the Levetiracetam 500 mg two times per day. 

Review of the record revealed no neurology consult was ordered or initiated following 11/15/24. 

Nurse # 1, who worked with admitting residents to the facility, was interviewed on 4/21/25 at 1:50 PM and 
reported the following information. When a newly admitted resident had orders for a specific follow- up that 
was already arranged by the hospital then the facility would automatically follow through and arrange for the 
resident to attend the follow-up. If there were recommendations for a follow-up but there were no definitive 
plans or appointments made at time of hospital discharge, then the physician/provider reviewed the 
discharge summary and would inform staff if they wished for the facility to arrange for any follow-up to be 
done. At the time of Resident # 1's readmission to the facility on [DATE] there had been a different physician 
who had been the provider. Resident # 1's provider changed in December 2024 to another physician, who 
now also served as the facility's medical director. Facility providers, who had been responsible for Resident # 
1's care in November 2024 were no longer involved with the resident. 

Record review revealed Resident # 1 was seen by Nurse Practitioner # 3 on 11/18/24. NP # 3 documented 
the following information in her 11/18/24 progress note. Resident # 1 had a MRI in the hospital that was 
unremarkable and her EEG was suggestive of diffuse encephalopathy. Her Keppra would be continued. NP 
# 3 made no notation about a referral to the neurologist. 

Review of Resident # 1's significant change Minimum Data Set assessment, dated 11/24/24, revealed 
Resident # 1 was severely cognitively impaired. She had a diagnosis of seizures and was receiving an 
anticonvulsant. 

(continued on next page)
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According to the record, NP # 3 again saw Resident # 3 on 11/25/24 and documented the resident was alert, 
ambulatory with a walker, and the resident and staff did not express any concerns on that date. NP # 3 also 
noted the resident's Keppra would be continued. There was no mention of a referral to Neurology. 

NP # 3 was interviewed on 4/23/25 at 3:10 PM and reported the following information. She had worked only 
part time at the facility one day per week. She no longer worked at the facility and her last day was around 
11/25/24. She could no longer recall Resident # 1 or access her records. While working at the facility, she 
worked full time at a hospital and helped to discharge residents. At the hospital where she worked, follow-up 
appointments were arranged at hospital discharge. On her visits with Resident # 1 in November she may 
have assumed the appoinment was set up and the resident would go since this was the practice to which 
she was accustomed. If she had continued to work at the facility and see Resident # 1, she would have 
questioned the facility staff why they had not sent Resident # 1 to a neurology appointment. The facility staff 
should also have seen that the resident needed the neurology appointment and made sure that it had 
occurred. Although she could not recall specific orders she had given for Resident # 1, while working at the 
facility she had encountered problems in general with her orders being entered into the electronic system 
correctly. She was accustomed to placing her own orders in the electronic record. At the facility she was 
required to write her orders on paper and then rely on the nurses to enter the orders timely and correctly. 
Although she did not recall specific residents, there had been times when orders were not placed in the 
computer right away or errors made when the nurse entered orders, but she could not say what had 
happened specifically with Resident # 1. According to NP # 3, if it had been in the discharge summary that 
the resident needed to go to the neurologist, then the plan was there, and it should have been carried out. 

An interview with the Administrator on 4/21/25 at 12:30 PM revealed that in February 2025 Resident # 1 
began part of a collaborative health care program in which NP # 1 also routinely saw and coordinated her 
care. The primary physician remained involved also in the care of Resident # 1. She was first seen by the 
collaborative NP (NP #1) in February 2025 through the collaborative program. 

On 2/4/25 NP # 2 (who was part of the physician's practice and not part of the collaborative program) saw 
Resident # 1 and made a progress note. NP # 2 documented the following information on 2/4/25. There had 
been no reports of seizure activity at the time and the resident's epilepsy appeared stable. The resident's 
Keppra would be continued.

NP # 2 was interviewed on 4/23/25 at 12:06 PM and reported the following information. She (NP # 2) first 
began seeing facility residents in January 2025. On 2/1/25 Resident # 1 had started in the collaborative 
program of which NP # 1 was a part. She (NP # 2) was trying to make sure all the regulatory visits were done 
when she first started at the facility. She (NP # 2) did see Resident # 1 on 2/4/25 while not realizing Resident 
# 1 had become part of the collaborative program and was to be seen primarily by NP # 1 for routine visits. 
When she (NP # 2) initially saw residents she would ask the nurses about any concerns, review vitals, and 
look at some of the progress notes. She would have done this for Resident # 1. No concerns had been 
mentioned to her when she saw Resident # 1. No one had mentioned the resident needed a neurology 
appointment and she had not been aware of the need. Following 2/4/25, she did not see Resident # 1 again. 
NP # 1 would have covered Resident # 1. 

(continued on next page)
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Review of the record revealed NP # 1, who was part of the collaborative program, saw Resident # 1 on 
2/11/25. Review of NP # 1's 2/11/25 progress note revealed the following information. NP # 1 noted Resident 
# 1 was confused, chronically ill appearing, frail, and dependent on oxygen for chronic hypoxia (low oxygen 
levels). The resident was not able to provide reliable information. The NP further noted she had discussed 
with Resident # 1's RP (responsible party) the goals of care and the RP wished for Resident # 1 to be a full 
code. There was no documentation that any discussion was held regarding a neurology follow up or that 
there was a plan to discontinue Resident # 1's Keppra. NP # 1 did note that the resident had chronic kidney 
disease, stage 3b (stage of kidney disease prior to kidney failure) and her BUN (blood urea nitrogen) on 
11/15/24 had been 17 (normal 6-20), and creatinine .64 (normal .50 to 1.20). NP # 1 noted that she would 
obtain a CMP (complete metabolic panel) the next day and nephrotoxin drugs (drugs that damage the 
kidneys) would be avoided. 

On 2/10/25 an order for labs was entered into the computer by Nurse # 1 for a CBC (Complete Blood Count) 
Basic Metabolic Panel, and a Keppra level. It was noted to be ordered by Resident # 1's physician. 

Review of lab results revealed the resident's 2/11/25 Keppra level was 26.4 which was within the reference 
range. 

Resident # 1's 2/10/25 BUN (blood urea nitrogen) was 20.1, Creatinine was .26 and the BUN/Creatinine ratio 
was 56.2 (normal 6-25). (These labs can reflect kidney function.)

On 2/12/25 a verbal order was entered into the resident's electronic record to discontinue Levetiracetam 
(Keppra) by Nurse # 1. There was no documentation who gave the verbal order or why the Keppra was 
discontinued. 

On 4/21/25 the Administrator printed the verbal order from the Resident's electronic record. The order was 
on a page with other orders entered into the electronic record for the date of 2/12/25. At the bottom of the 
page was the physician's electronic signature for the date of 2/12/25 at 4:42 PM. 

An interview with Nurse # 1 on 4/21/25 at 1:50 PM revealed she made rounds with NP # 1 on 2/12/25 and 
NP # 1 had noted the resident had no definite diagnosis of epilepsy, her Keppra level was in range, and NP # 
1 had given the verbal order to discontinue the resident's Keppra.

Review of Resident # 1's February 2025 Medication Administration Record revealed Resident # 1 received 
her last dose of Keppra on the morning of 2/12/25. 

NP # 1 was initially interviewed on 4/22/25 at 1:27 PM and reported the following information. The facility did 
not allow for the providers to enter orders into the electronic medical record themselves. She did not recall 
giving a verbal order to discontinue the Keppra. She could not speak to something she did not recall doing. 
While working at the facility she had communicated with the DON (Director of Nursing) that she had a 
concern about not being able to enter her orders into the electronic record. She recalled talking to Resident # 
1's RP once and the conversation was focused on advanced directives. She recalled she did not discuss any 
discontinuation of Keppra with the RP. 

(continued on next page)
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On 4/22/25 at 4:15 PM, NP # 1 initiated a call to the surveyor to inform the surveyor that she could access 
her call records if needed to validate she had talked to the RP. NP # 1 then stated the following information. 
The facility had called her the previous week and asked her why she had discontinued Resident # 1's 
Keppra. She could not recall doing it. She (NP # 1) wanted the surveyor to know that it did not make sense to 
her. She had been a NP for many years and it would not have been her practice to have discontinued 
Keppra without consulting with a neurologist. NP # 1 reported it did not make medical sense to have done 
so, and she was concerned that the facility was saying she did something she could not recall doing. She 
knew she had not signed any order. 

On 2/24/25 Resident # 1's physician noted he saw the resident for a required visit. Under medications within 
the physician's note, it was noted that the resident's Keppra was still an active medication. The physician's 
progress note also included under diagnoses, Other epilepsy, not intractable, with status epilepticus. Stable 
no recurrent seizures.

Review of Resident # 1's nursing notes revealed the following entry at 8:56 PM on 4/9/25 by Nurse # 2. 
Resident noted with facial twitching, nonverbal when called but respond to tactile stimuli [touch]. Before this 
resident noted wheeling self down in hallway and verbal. V/S [vital signs] noted T [Temperature]-98.1, RR 
[Respirations] 16, BP [Blood Pressure] 200/91 and SPO2 [Peripheral Oxygen Saturation]-100% with O2 3 
lit/min via NC [oxygen at 3 liters/minute via nasal cannula]. On call [Name of on call NP] NP called and 
updated. New order received to send resident out for acute change in condition. RP [name of RP] notified. 
EMS [Emergency Medical Services] called and resident sent out of facility at 7:40 PM to [name of hospital] 
with even rise and fall of chest.

Medication Aide (MA) # 1 was interviewed on 4/21/25 at 1:40 PM and reported the following information. She 
had been assigned to care for Resident # 1 on 4/9/25. That evening Resident # 1 seemed herself before 
dinner. She had been rolling up and down the halls in her wheelchair. Around dinner time, she (MA # 1) had 
entered the room and saw the resident was not talking and that her face was twitching. She immediately got 
Nurse # 2. Nurse # 2 did an assessment and sent the resident to the hospital.

Nurse # 2 was interviewed on 4/21/25 at 1:09 PM and reported the following information. Earlier in the 
evening on 4/9/25 she had seen Resident # 1 in the hallway and she was talking. There was nothing 
abnormal about the resident. Around dinner time, the Medication Aide had called her because she had seen 
that the resident had twitching in her face. She went to check the resident and saw that her face was 
twitching and that she was not talking. She called the provider and then 911 to have the resident sent to the 
hospital.

(continued on next page)
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Review of EMS records revealed on 4/9/25 EMS was called at 7:18 PM and arrived at 7:32 PM. The 
Paramedic noted the following information. At arrival the resident was unresponsive and actively seizing. Her 
eyes were deviated to the right and she had rhythmic jerking/twitching of her jaw. At baseline the resident 
was oxygen dependent. Her oxygen level was 67% at 7:36 PM. She was placed on a non-rebreather mask 
and her oxygen level improved. At 7:45 PM her oxygen level was 100%. She began to have increased 
salivary secretion and was suctioned. The resident was transferred to the stretcher, secured and loaded into 
the EMS unit (ambulance). Once in the ambulance the resident was given Versed but her seizure activity 
persisted. Her respirations dropped to 2 per minute and were shallow. A nasopharyngeal airway was placed 
and bag-valve-mask ventilations were begun. Additional Versed was administered which stopped the 
seizure. At that time the resident did not have any respiratory effort on her own and continued to have 
profuse salivary secretions. Therefore, she was intubated to protect her airway. EMS departed the facility at 
8:00 PM and transferred Resident # 1 to the care of the hospital at 8:30 PM. 

Review of 4/9/25 ED physician notes revealed Resident # 1 was received by them already intubated by 
EMS. The ED physician noted the nursing home medication list showed the resident had not been receiving 
Keppra. The physician further noted, Plan after confirming patient's airway, ordered labs, expedited CT 
(computed tomography) imaging of patient's head to assess for intracranial hemorrhage. My dependent 
review of the patient's head CT shows no intracranial hemorrhage. I think we have a good story for why the 
patient seized. Likely not receiving Keppra. 

The admitting hospitalist on 4/9/25 wrote, She has a diagnosis of epilepsy and was supposed to be on 
Keppra 500 mg BID [twice daily] (listed on discharge summary from 11/4/24); however, she was apparently 
not on this at nursing facility for unclear reasons. She was seen normal at 6PM on evening of 4/9/25. When 
staff checked on her later, she was less responsive and was twitching with a right sided gaze. EMS was 
called and administered IM [intramuscular] Versed [a medication used for seizures] without improvement 
before establishing IV [intravenous] access and administering an additional Versed dose IV. There was 
roughly 45 minutes reported before seizures resolved. Hospital records for the date of 4/9/25 also included a 
hospital neurology consult report. The hospital neurologist documented on 4/9/25 that the etiology of her 
prolonged seizure is probably secondary to not being on AEDs [Antiepileptic drugs]. 

Resident # 1's RP was interviewed on 4/22/25 at 10:10 AM and reported the following information. Resident 
# 1 remained in the hospital. Her speech was now like mush. When Resident # 1 had been discharged from 
the hospital in November 2024, the hospital had told her that Resident # 1 would need to see a neurologist 
before her Keppra could ever been discontinued. The facility had never arranged a neurologist visit and the 
resident's Keppra had been discontinued without her (the RP) being notified.

(continued on next page)
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Resident # 1's facility physician, who serves as the facility's medical director, was interviewed on 4/21/25 at 
1:17 PM and reported the following information. The Keppra had been discontinued by the NP and he had 
not been consulted about it. The resident's EEG in the hospital had not shown definitive epilepsy. The 
resident had diffuse encephalopathy. The encephalopathy or other conditions could have led to the frothing 
of her mouth and seizure like activity that had been witnessed when she was hospitalized in November 2024. 
The Keppra was being administered prophylactically (preventative). Individuals are not kept on seizure 
medication for a lifetime if there is not a definitive diagnosis of epilepsy. He did not know about the neurology 
consult recommendation. Often hospitalists make lots of recommendations upon discharge. For a resident 
with a definitive diagnosis of seizures, the neurology consult would have been warranted. For those with no 
definitive diagnosis and no further seizures, then sometimes it was not indicated. It was his understanding 
that was why the NP had discontinued the Keppra. Although he had not been involved in the decision to 
discontinue the Keppra, he agreed that the decision to discontinue it was an acceptable thing to do. The 
physician reported that they tried to reduce the number of medications residents received when possible. 

A follow up interview was conducted with the facility Physician on 4/23/25 at 9:46 AM and the physician 
reported the following information. The first he knew about the discontinuation of the Keppra was on 4/21/25. 
Facility staff told him the Keppra had been discontinued by NP # 1. He (the Physician) often received 
batches of orders electronically at one time to sign from the facility. He did not recall signing the Keppa 
discontinuation order. There should have been some documentation by Nurse # 1 who received the 
discontinuation order or by NP # 1, who he was told gave the order, for the reasoning behind the order in the 
record. 

The Administrator and the Corporate Director of Operations were interviewed on 4/21/25 at 4:00 PM. The 
Corporate Director of Operations reported Resident # 1's RP had come to them after Resident # 1 was 
hospitalized with the concern that Resident # 1's Keppra had been discontinued. They started looking into 
the issue. The Administrator reported that they had initiated an investigation and found that NP # 1 had given 
the verbal order to discontinue the Keppra and they had followed physician orders to do so. 

On 4/22/25 at 4:26 PM and 4/23/25 at 10:32 AM interviews were conducted with the Administrator and the 
Regional Clinical Director via phone. They reported the following information. In their facility investigation, 
they had talked to NP # 1 on 4/16/25 and she recalled giving other orders and being with Nurse # 1 who took 
the verbal order for Keppra along with other verbal orders on 4/12/25. It is corporate policy that the providers 
do not enter their own orders. This is to ensure that there are no errors made in entering orders into the 
electronic medical record system. Every resident is assigned providers who can go in and view a resident's 
record. Orders go to the attending physician to review and sign when written by the Nurse Practitioner. There 
was a way that orders given by the Nurse Practitioner could go to the NP to electronically sign but that would 
have to be entered manually in order for the order to go to the NP instead of the physician. During the 
interview on 4/23/25 at 10:32 AM the Regional Clinical Director looked in the electronic system and did not 
see a notation with the verbal order who had given the verbal order. The Regional Clinical Director reported 
that the electronic medical record system is set up so that only one provider can sign an order, and that 
Resident # 1's physician signed the order that NP # 1 gave to discontinue the Keppra on 4/12/25. 

(continued on next page)
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The hospital neurologist who saw Resident # 1 on 4/9/25 at the hospital, was interviewed on 4/25/25 at 8:31 
AM and reported the following information. Providers have to be careful in stopping medications such as 
seizure medications. It was his opinion that it would have been good for Resident # 1 to have gone to the 
neurologist as recommended. He did not work in outpatient neurology, but he would think an outpatient 
neurologist would have done more history and possibly more work up at a neurology visit. Resident # 1's 
Keppra dose was the lowest dose so there was nothing to wean. There was a suspicion of seizure activity in 
November 2024, but he did not think it was dangerous care for the resident to be taken off Keppra if she had 
not had seizure activity after some months. It would have been his preference that she would have seen a 
neurologist before that decision was made. He saw Resident # 1 when she came into the hospital on 4/9/25 
but had not continued to follow her. During the interview, the hospital neurologist reviewed Resident # 1's 
progress notes from 4/17/25 and reported Resident # 1 didn't seem to be doing as well as before her 
seizure, but he commented the resident was [AGE] years old and it took time for older individuals to bounce 
back .

The facility presented the following corrective action plan: 

1. Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice.

Resident # 1 was hospitalized from 11/4/24 to 11/15/24 with diffuse encephalopathy and had been observed 
with seizure like activity which included facial twitching and foaming at the mouth. The hospital physician 
noted in the 11/15/24 hospital discharge summary the resident's MRI showed there were areas in the 
resident's brain that could potentially act as a seizure focus although the resident's EEG had shown no 
definite epileptiform discharges. The hospital physician noted in the discharge summary that the resident had 
been placed on Keppra (an antiseizure medication) while hospitalized and the medication should be 
continued at the facility and there should be follow- up with a neurologist to determine the long-term use of 
Keppra. Neurology consultation was not obtained per hospital's recommendation. On 2/12/25 Resident # 1's 
Keppra was discontinued per a verbal order entered by Nurse # 1 with no documentation in the record why 
Keppra was discontinued and no documentation in the verbal order which provider gave the order.

Resident #1 was discharged to the hospital on 4/9/25 and remains in the hospital.

2. Address how the facility will identify other residents having the potential to be affected by the same 
deficient practice.

On 4/10/25, a 100% audit was conducted by the Clinical Nurse Liaison to identify all current residents 
receiving anticonvulsant therapy and all residents with diagnosis of seizure disorder, epilepsy, and 
convulsions. The audits revealed no negative findings. All identified residents also had a chart review 
completed by the Clinical Nurse Liaison to determine consult needs from 11/1/24 to 4/10/25; there were no 
negative findings identified. Completion date: 4/10/25

(continued on next page)
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 Nurse #1 was in-serviced by the Clinical Nurse Liaison on 4/10/25, on the proper procedure for obtaining 
orders which include the following: read back to the provider to ensure accuracy of the order, entry of the 
verbal order to include name of resident, order change with date, time, and duration; name of person 
receiving the order, date and time of order receipt, and provider who gave the order. After the order is 
entered in the electronic medication administration record, the nurse will complete a progress note to indicate 
the full order change as listed above with the name of the provider who gave the order, with reason for order 
change. The nurse will also notify the family and document the name of the person notified. Completion date: 
4/10/25

100% of all nurses were in-serviced by the Director of Nursing Services and the Nurse Manager on the 
above process for receiving verbal (in-person or telephone) orders and in-serviced on notification of families 
and documentation requirements. The facility does not utilize agency nurses. Nurses who are on medical 
leave or PRN status will be in-serviced prior to next scheduled shift. Completion date: 4/10/25 

Any new hires after 4/10/25 will receive training of the above by the Staff Development Coordinator during 
facility orientation. The SDC nurse was trained on 4/10/25 with all other administrative nurses. Completion 
date: 4/10/25 and thereafter 

100% of Administrative Nurses in-serviced on the process of consultation recommendation and MD follow-up 
by the Clinical Nurse Liaison. Consult sheets and recommended consultations on the discharge summaries 
will be highlighted and placed in the NP/MD box for MD to review at next scheduled facility visit. MD then 
returns reviewed items to the box. Administrative nurses gather MD reviews from the box daily Monday 
through Friday. Each consult recommendation is discussed during morning IDT meeting, approved consult 
recommendation are communicated to Medical Records director to schedule the appointment. MD will be 
contacted by administrative nurse to discuss reasoning for any consults that were declined. Discussion will 
be documented in nurse's notes for review during daily morning meeting. Consults will be scheduled as 
ordered by the medical provider. If the MD declines a recommended consult, the nurse will document her 
discussion with the MD regarding the reason for the declination of the recommended service. Negative 
findings will be documented on the Consultation Audit Tool to ensure a complete IDT approach with the 
medical providers. Completion: Only Administrative nurses process the discharge summaries, and they are 
available weekends and after hours to accommodate each admission. 4/10/25 

3. Address what measures will be put into place or systemic changes made to ensure that the deficient 
practice will not recur.
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Upon receiving consult sheets and discharge summaries receiving nurse contacts resident's provider and 
reviews recommended medication. Medication orders are entered into the EMR when approval received. 
Discharge summaries will be placed in provider's box for review upon next scheduled facility visit, review will 
include non-medication items such as consultation. Consult sheets from appointments and discharge 
summaries will be reviewed during the morning clinical meeting by the Clinical IDT team. Clinical IDT will 
ensure all medication is entered into the EMR. Any new medication and approved consult orders will be 
transcribed to the MAR. Any recommendations from consult sheets will be communicated to the MD and if 
the MD agrees, orders will be written and transcribed to MAR. If the MD disagrees with any 
recommendations, including consultations, the nurse will document their discussion with the MD regarding 
the reason for the decline of the recommended service, and the name of the doctor giving the declination in 
the nurses' notes. Negative findings will be documented on the Consultation Audit Tool. Completion Date: 
4/11/25 and on-going

New medication orders will be reviewed during the morning clinical meeting by the Clinical IDT team and/or 
notes will be reviewed for notification and the order reviewed for completeness. Any findings will be corrected 
during the IDT clinical meeting. The IDT team was in-serviced on this process on 4/10/25 by the Clinical 
Nurse Liaison. 

Completion date: 4/11/25 

4. Indicate how the facility plans to monitor its performance to make sure that solutions are sustained.

New admissions/readmissions and appointment consult sheets will be audited by the DNS/designee weekly 
x4 and then monthly thereafter for 6 months to ensure compliance with the new appointment protocol. 
Completion date: weekly audits began 4/11/25 and on-going 

Notification of Change audits implemented to review any new medication changes and review of the nurse 
note to ensure family notification is documented. Audits will be conducted 5x a week for 4 weeks and then 3x 
a week for 8 weeks by the DNS/Designee. 

Completion date: Audits began 4/11/25 and on-going 

Compliance will be discussed weekly by the DNS/designee X 4 weeks and then monthly for 6 months during 
the morning administrative meeting. Any non-compliance will be noted and corrective actions taken. 
Completion date: weekly audits began 4/11/25 and on-going

Members of the QA team met and made the decision to implement this said plan on 4/10/25. The QA 
committee will revisit the plan with each quarterly meeting x 6 months. Audits will be presented to the 
quarterly QA committee for x 6 months whereby an IDT approach is held with the Medical Director to discuss 
effectiveness of the plan. All discussions, revisions to plan, and additional in-servicing will be noted in the QA 
Committee Meeting Minutes. Completion date: 4/10/25 and on-going

The facility alleges compliance 4/12/2025

On 5/1/25 the facility's corrective action pl [TRUNCATED]
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Ensure the resident's doctor reviews the resident's care, writes, signs and dates progress notes and orders, 
at each required visit.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13289

Based on record review, and staff, Physician, and Nurse Practitioner (NP) interview the facility failed to 
ensure during visits the providers reviewed the total plan of care for Resident # 1's newly diagnosed 
neurological disorder when there was a change in primary providers and collaborative health care providers 
added to health care decision making for the resident. Multiple providers saw Resident # 1 and failed to 
recognize the hospital discharge plan was to have the neurologist see the resident and no appointment had 
been set up for her and completed prior to discontinuation of her seizure medication. On 2/12/25 Resident # 
1's seizure medication was discontinued. Interviews with Resident # 1's NP and Physician revealed neither 
recalled giving the order. Following the failure of multiple providers to recognize Resident # 1 needed 
neurology follow up and following the failure of the providers to recognize the discontinuation of the seizure 
medication when reviewing the plan of care, the resident seized and was hospitalized in the Intensive Care 
Unit. This was for one (Resident # 1) of three residents whose medications were reviewed. The findings 
included:

Record review revealed Resident # 1 was admitted to the facility on [DATE]. The resident had the following 
diagnoses: chronic obstructive pulmonary disease, chronic respiratory failure, ischemic heart disease, history 
of hip fracture, depressive disorder, history of cerebellar infarcts (stroke), dysphagia, cognitive 
communication deficit, hypertension, and hyperlipidemia. 

A nursing entry on 11/4/24 at 8:20 PM included the following information. Resident # 1 had a change in 
condition. She was witnessed to have twitching of both sides of her face and abnormal vital signs. The 
provider and EMS (Emergency Medical Services) were called and the resident was transferred to the 
hospital. 

(continued on next page)
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Review of a hospital discharge summary, dated 11/15/24, revealed Resident # 1 was hospitalized from 
11/4/24 until 11/15/24 for the acute principle problem of metabolic encephalopathy. Further review of this 
hospital discharge summary noted the following information was documented by the physician. Resident # 1 
had presented to the hospital with altered mentation in addition to seizure active (as written) with mouth 
foaming. She was also in a hypertensive emergency. Under the heading Seizure Like Activity, the physician 
further noted, MRI [Magnetic Resonance Imaging] without acute abnormality, EEG 
[Electroencephalogram-test used to diagnose brain conditions] suggestive of severe diffuse 
encephalopathy-no seizures or definite epileptiform discharges [abnormal patterns on an EEG that resemble 
seizure activty]. She was started on Keppra on 11/5, transitioned to PO [oral] 11/8. Discussed case with 
neurology informally 11/14-14 (as written). Given MRI finding with chronic foci of hemosiderin staining 
involving the bilateral cerebral hemispheres (could potentially act as seizure focus), will continue Keppra 
(had briefly held on 11/14 with concern for AMS [altered mental status]-though she's improved today, and 
[RP] noted she was better a few days ago as well-when she was on the same Keppra dose. Follow with 
neurology outpatient regarding long term plan with Keppra. The hospital discharge summary also included 
the neurologist's impression of the EEG study which included the notation that the lack of epileptiform activity 
during interictal EEG does not exclude the diagnosis of epilepsy. Under the hospital physician's 
recommendations for outpatient follow up, the physician noted the resident should follow up with neurology 
as an outpatient for a concern for her cognitive deficits as well as determining whether to continue the 
Keppra long term. Under discharge instructions there was a notation which read, ambulatory referral to 
Neurology- appointment is requested in approximately: 4 weeks. Discharge medications listed on the 
hospital discharge summary included Levetiracetam [Keppra] 500 mg [milligrams] by mouth two times per 
day. 

According to Resident # 1's facility record she was admitted to the facility and orders were initiated on 
11/15/24 for the Levetiracetam (Keppra) 500 mg two times per day. 

Review of the record revealed no neurology consult was ordered or initiated following 11/15/24. 

Nurse # 1, who worked with admitting residents to the facility, was interviewed on 4/21/25 at 1:50 PM and 
reported the provider reviewed the hospital discharge instructions upon admission and instructed the facility 
if they needed to arrange follow up appointments. Resident # 1's provider changed in December 2024 to 
another physician, who now also served as the facility's medical director. Facility providers, who had been 
responsible for Resident # 1's care in November 2024, were no longer involved with the resident. 

Record review revealed Resident # 1 was seen by Nurse Practitioner # 3 on 11/18/24 and on 11/25/24. NP # 
3 made no notation about a referral to the neurologist.

NP # 3 was interviewed on 4/23/25 at 3:10 PM and reported the following information. She had worked only 
part time at the facility one day per week. She was accustomed to the follow-up appointments being 
arranged by the hospital prior to discharge. She left work at the facility around 11/25/24, but If she had 
continued to work she would have questioned why the resident was not sent to neurology. 

According to information provided by the Administrator on 4/24/25 at 11:00 AM the date of 12/3/24 was the 
last date of service by the prior Medical Director and his team. A new Medical Director and new Nurse 
Practitioners then began seeing residents. 

(continued on next page)
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Also interview with the Administrator on 4/21/25 at 12:30 PM revealed that in February 2025 Resident # 1 
began part of a collaborative health care program in which NP # 1 also routinely saw and coordinated her 
care. The primary physician remained involved also in the care of Resident # 1. Resident # 1 was first seen 
by the collaborative NP (NP #1) in February 2025 through the collaborative program. 

Record review revealed on 2/4/25 NP # 2 (who was part of the physician's practice and not part of the 
collaborative program) saw Resident # 1 and made a progress note. NP # 2 documented the following 
information on 2/4/25. There had been no reports of seizure activity at the time and the resident's epilepsy 
appeared stable. The resident's Keppra would be continued. There was no notation about a missed 
neurology consult. 

NP # 2 was interviewed on 4/23/25 at 12:06 PM and reported the following information. She (NP # 2) had 
first begun seeing facility residents in January 2025. On 2/1/25 Resident # 1 had started in the collaborative 
program of which NP # 1 was a part. She (NP # 2) was trying to make sure all the regulatory visits were done 
when she first started at the facility. She (NP # 2) did see Resident # 1 on 2/4/25 while not realizing Resident 
# 1 had become part of the collaborative program and was to be seen primarily by NP # 1 for routine visits. 
When she (NP # 2) initially saw residents she would ask the nurses about any concerns, review vitals, and 
look at some of the progress notes. She would have done this for Resident # 1. No concerns had been 
mentioned to her when she saw Resident # 1. No one had mentioned the resident needed a neurology 
appointment and she had not been aware of the need by reviewing the record. Following 2/4/25, she did not 
see Resident # 1 again. NP # 1 would have covered Resident # 1. 

Review of the record revealed NP # 1, who was part of the collaborative program, saw Resident # 1 on 
2/11/25. Review of NP # 1's 2/11/25 progress note revealed no mention of a missed neurological 
appointment. 

On 2/12/25 a verbal order was entered into the resident's electronic record to discontinue Levetiracetam 
(Keppra) by Nurse # 1. There was no documentation who gave the verbal order. 

On 4/21/25 the Administrator printed the verbal order from the Resident's electronic record. The order was 
on a page with other orders entered into the electronic record for the date of 2/12/25. At the bottom of the 
page was the physician's electronic signature for the date of 2/12/25 at 4:42 PM. 

Interview with Nurse # 1 on 4/21/25 at 1:50 PM revealed she had made rounds with NP # 1 on 2/12/25 and 
NP # 1 had noted the resident had no definite diagnosis of epilepsy, her Keppra level was in range, and NP # 
1 had given the verbal order to discontinue the resident's Keppra.

Review of Resident # 1's February 2025 Medication Administration Record revealed Resident # 1 received 
her last dose of Keppra on the morning of 2/12/25. 

NP # 1 was interviewed on 4/22/25 at 1:27 PM and reported the following information. She did not recall 
giving a verbal order to discontinue the Keppra. 

(continued on next page)
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On 2/24/25 Resident # 1's physician noted he saw the resident for a required visit. Under medications within 
the physician's note, it was noted that the resident's Keppra was still an active medication although the 
Keppra had been discontinued on 2/12/25. The physician's progress note also included under diagnoses, 
Other epilepsy, not intractable, with status epilepticus. Stable no recurrent seizures.

Review of Resident # 1's nursing notes revealed on 4/9/25 the resident was sent to the hospital for seizure 
activity and admitted . 

The admitting hospitalist on 4/9/25 wrote, She has a diagnosis of epilepsy and was supposed to be on 
Keppra 500 mg BID [twice daily] (listed on discharge summary from 11/4/24); however, she was apparently 
not on this at nursing facility for unclear reasons. She was seen normal at 6PM on evening of 4/9/25. When 
staff checked on her later, she was less responsive and was twitching with a right sided gaze. EMS 
[Emergency Medical Services] was called and administered IM [intramuscular] Versed [a medication used for 
seizures] without improvement before establishing IV [intravenous] access and administering an additional 
Versed dose IV. There was roughly 45 minutes reported before seizures resolved. According to the 4/9/25 
hospital records, Resident # 1 was admitted to the Intensive Care Unit. 

Resident # 1's facility physician, who serves as the facility's medical director was interviewed on 4/21/25 at 
1:17 PM and again on 4/23/25 at 9:46 AM and the physician reported the following information. The first he 
knew about the discontinuation of the Keppra was on 4/21/25. Facility staff had told him the Keppra had 
been discontinued by NP # 1. He (the Physician) often received batches of orders electronically at one time 
to sign from the facility. He did not recall signing the Keppa discontinuation order. There should have been 
some documentation by Nurse # 1 who received the discontinuation order or by NP # 1, who he was told 
gave the order, for the reasoning behind the order in the record. He was also not aware of the 
recommendation from the hospital in November 2024 that the resident needed to see a neurologist. 

During an interview with the Administrator on 4/22/25 at 4:26 PM, the Administrator reviewed the physician's 
progress note of 2/24/25 which noted Keppra was an active medication although it had been discontinued 
per his signature on an order. The Administrator reported that at times she thought the providers cut and 
pasted information from past visits, but they were not supposed to do so when seeing and reviewing 
residents' care. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following 
irregularity reporting guidelines in developed policies and procedures.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13289

Based on record review and interviews with staff, Nurse Practitioner, Physician, Consultant Pharmacist, and 
Pharmacy Director of Clinical Services, the Consultant Pharmacist failed to report to the attending physician 
when Resident # 1's record showed the following: 1)a neurological consult never was obtained although 
recommended when Resident # 1 experienced a newly diagnosed neurological disorder while hospitalized in 
November 2024 and was placed on Keppra (a seizure medication) with instructions that neurology should be 
involved in the continued plan for the Keppra; 2) the Keppra was discontinued on 2/12/25 with no 
documented reason for the discontinuation and the neurological consult still had not been completed at its 
discontinuation; and 3) following the discontinuation which was signed by the physician, the physician noted 
in his 2/24/25 progress note that the Keppra was an active drug although his signature appeared by the 
discontinuation order. This was for one (Resident #1) of three sampled residents whose medications were 
reviewed. The findings included:

Record review revealed Resident # 1 was admitted to the facility on [DATE]. The resident had the following 
diagnoses: chronic obstructive pulmonary disease, chronic respiratory failure, ischemic heart disease, history 
of hip fracture, depressive disorder, history of cerebellar infarcts (stroke), dysphagia (swallowing difficulties), 
cognitive communication deficit, hypertension, and hyperlipidemia. 

A nursing entry on 11/4/24 at 8:20 PM included the following information. Resident # 1 had a change in 
condition. She was witnessed to have twitching of both sides of her face and abnormal vital signs. The 
provider and EMS (Emergency Medical Services) were called, and the resident was transferred to the 
hospital. 

Review of a hospital discharge summary, dated 11/15/24 and located in the facility record, revealed Resident 
# 1 was hospitalized from 11/4/24 until 11/15/24 for the acute principle problem of metabolic encephalopathy. 
Further review of this hospital discharge summary noted the following information was documented by the 
physician. Resident # 1 had presented to the hospital with altered mentation in addition to seizure active (as 
written) with mouth foaming. The resident's MRI (Magnetic Resonance Imaging) showed areas of her brain 
which could act as seizure focus. The resident was placed on Keppra (a seizure medication) while 
hospitalized . The hospital physician noted the resident should follow up with neurology regarding the long 
term plan for Keppra. The physician included in the discharge summary that the appointment was requested 
to be done in approximately four weeks. 

According to Resident # 1's facility record the resident was admitted to the facility and orders were initiated 
on 11/15/24 for the Levetiracetam (Keppra) 500 mg (milligrams) two times per day. 

Review of the record revealed no neurology consultation was ordered or initiated after 11/15/24. 

On 12/18/24 the Consultant Pharmacist completed a pharmacy review and noted Resident # 1 had been 
readmitted to the facility on [DATE] with metabolic encephalopathy and seizure like activity. Keppra had been 
added to Resident # 1's drug regimen and the pharmacist made a notation follow for neuro. On 1/14/25 the 
Consultant Pharmacist noted Keppra had been added in November 2024 for seizures and she again put 
follow for neuro. There was no notation about the missed neurological follow up. 

(continued on next page)
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On 2/12/25 a verbal order was entered into the resident's electronic medical record to discontinue 
Levetiracetam (Keppra) by Nurse # 1. 

On 2/19/25 the Consultant Pharmacist again did a review and noted Keppra had been added in November 
2024 and discontinued in February 2025. The Consultant Pharmacist did not note she was reporting to the 
physician that the neurological consult had never been completed. 

Review of Resident # 1's February 2025 Medication Administration Record revealed Resident # 1 received 
her last dose of Keppra on the morning of 2/12/25. 

On 2/24/25 Resident # 1's physician noted he saw the resident for a required visit. Under medications within 
the physician's note, the physician noted that the resident's Keppra was still an active medication although 
his signature was by the discontinuation order of 2/12/25. The physician's progress note also included under 
diagnoses, Other epilepsy, not intractable, with status epilepticus. Stable no recurrent seizures.

On 3/17/25 the Consultant Pharmacist noted again Keppra had been added in November 2024 and 
discontinued in February 2025. The Consultant Pharmacist did not ask for clarification from the physician 
regarding why he indicated Keppra was active on 2/24/25 although it was discontinued on 2/12/25 per his 
signature. 

The facility's Consultant Pharmacist was interviewed on 4/21/25 at 2:42 PM and reported she could not 
comment on the provider's choice to discontinue the Keppra and not complete a neurology consult. 

The Pharmacist who serves as Director of Clinical Services for the Pharmacy Consulting Practice was 
interviewed on 4/23/25 at 10:19 AM and reported the following information. The consultant pharmacists 
noted newly written orders and orders for discontinuation when doing their reviews. In doing pharmacy 
reviews, the consultant pharmacist would not question if the provider had not included a rationale in the 
record for the decision to discontinue the Keppra and they would not have questioned the physician about 
the resident not going to a neurologist prior to the discontinuation of the Keppra.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

13289

Based on record review and interviews with staff and physician, the facility failed to ensure a record was 
complete regarding the rationale to discontinue a seizure medication and that a physician's progress note 
was accurate regarding a seizure medication being discontinued. This was for one (Resident # 1) of three 
sampled residents whose medications were reviewed. The findings included:

1a. Record review revealed on 2/12/25 there was a verbal order entered into Resident # 1's record by Nurse 
# 1 to discontinue Keppra (a seizure medication). There was no documentation to show which provider gave 
the verbal order. 

An interview with Nurse # 1 on 4/21/25 at 1:50 PM revealed she had made rounds with Nurse Practitioner 
(NP) # 1 on 2/12/25 and NP # 1 had noted the resident had no definite diagnosis of epilepsy, her Keppra 
level was in range, and NP # 1 had given the verbal order to discontinue the resident's Keppra. The reason 
for the discontinuation of the Keppra was not entered into the record. 

Resident # 1's physician, who serves as the facility's medical director, was interviewed on 4/23/25 at 9:46 
AM and reported the reasoning for the Keppra discontinuation should have been documented in Resident # 
1's record by the provider who gave the order or by the nurse who took the order. 

1b. Review of physician progress notes revealed Resident # 1's physician noted he saw the resident for a 
required visit on 2/24/25. Under medications within the physician's note, it was noted that the resident's 
Keppra was still an active medication. 

Review of physician orders revealed Resident # 1's Keppra had been discontinued on 2/12/25, which was 
prior to the 2/24/25 note and which therefore indicated the 2/24/25 progress note was not accurate. 
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