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F 0635 Provide doctor's orders for the resident's immediate care at the time the resident was admitted.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm medical record review, review of hospital documentation, and staff interview, the facility failed to

ensure admission medication orders were processed in a timely manner. This affected one (#80) of
Residents Affected - Few three residents reviewed for medication orders. The facility census was 43.Findings Include:Record

review for Resident #80 revealed the resident was admitted to the facility on [DATE] and discharged
on 06/12/26 with diagnoses including tracheostomy status, unspecified epilepsy, and unspecified
convulsions. Review of the Minimum Data Set (MDS) assessment dated [DATE] revealed Resident
#80 had impaired cognition and was assessed to be dependent on staff for all activities of daily living
(ADLs). Review of Resident #80's hospital Discharge summary dated on 06/04/26 revealed the
resident was to begin taking lacosamide, a medication to treat seizures, 10 milligrams per milliliter
(mg/mL) with instructions for 20 mL (200 mg total) in the morning and 20 mL (200 mg total) before
bedtime. The resident was also to begin taking levetiracetam (Keppra), a medication to treat seizures,
1000 mg with instructions for two (2) tablets (2000 mg total) in the morning and 2 tablets (2000 mg
total) before bedtime; and valproic acid (Depakene), a medication to treat seizures, 15 mL (750 mg
total) three times a day. Review of Resident #80's hospital after visit summary dated 06/04/26
revealed lacosamide, Keppra, and Depakene were not listed on the resident's medication list. Review
of a nursing progress note revealed Resident #80 was admitted to the facility on [DATE] at
approximately 2:15 P.M. Review of Resident #80's physician orders upon admission to the facility
revealed the resident was not ordered lacosamide, Keppra, or Depakene on 06/04/26. The resident
was ordered lacosamide 10 mg/mL with instructions to give 20 mL via gastrostomy tube (g-tube)
twice daily on 06/05/26 at 8:12 A.M. No orders were initiated for the resident to be administered
Keppra or Depakene. Review of Resident #80's June 2026 medication administration record revealed
no evidence of the resident receiving Keppra or Depakene. Review of a progress note dated 06/06/26
revealed the resident was sent to the hospital and a progress note written on 06/12/26 revealed the
facility was notified on 06/11/26 that Resident #80 would not be returning to the facility.Interview on
07/01/26 at 10:49 A.M. with Nurse Practitioner (NP) #114 confirmed she was not aware of Resident
#80's orders for Keppra or Depakene from the hospital on [DATE]. Interview on 07/01/26 at 11:04
A.M. with MDS Coordinator #113 confirmed the facility was aware of Resident #80's seizure
diagnoses prior to admitting the resident.Interview on 07/01/26 at 12:28 P.M. with the Director of
Nursing (DON) confirmed the facility was to admit Resident #80 and the facility was only presented
with the after visit summary dated 06/04/26. The DON stated NP #113 verified the orders the facility
had at the time and put them in place. The DON confirmed Resident #80 had additional paperwork with
him that was discovered by Licensed Practical Nurse (LPN) #43. LPN #43 went through the additional
paperwork and notified the oncoming nurse, LPN #27.Interview on 07/01/26 at 12:41 P.M. with LPN
#27 confirmed LPN #43 notified her of Resident #80 needing an order for lacosamide due to the order
not being added. LPN #27 stated she notified the NP on 06/05/26 of the need for an order for
lacosamide for Resident #80, but did not notify the provider of the need for Resident #80 to be ordered
Keppra or Depakene. Interview on 07/01/26 at 1:28 P.M. with the DON confirmed the facility staff
should have notified NP #114 of the need for Resident #80 to have orders for Keppra and
Depakene.This deficiency represents non-compliance investigated under Complaint Number 3048797.
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