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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews it was determined the facility failed to follow physician's orders for 3 of 5 (#s 1,
3, and 5) sampled residents reviewed for critical lab values and medication errors. The facility failed to
follow physician's orders on [DATE] to send Resident 1 to the Emergency Department after a critical lab
value was received. The resident died on [DATE]. This put residents at risk for medication errors and death.
Findings include: 1. Resident 1 admitted to the facility in 1/2026 with diagnoses including multiple fractures
of the spine and kidney disease.

A [DATE] admission MDS indicated Resident 1 was cognitively intact.

Review of Resident 1's medical record indicated a critical lab value for low red blood cell count was called
in to the facility on [DATE] at 12:35 PM.

A hospital communication note written by Staff 3 (On Call Physician) on [DATE] at 1:48 PM indicated Staff 3
was aware of the critical lab value for Resident 1, Staff 3 completed a virtual assessment of Resident 1 and
ordered Resident 1 to be sent to the Emergency Department (ED) for a possible blood transfusion.

During an interview on [DATE] at 12:17 PM, Staff 5 (LPN) stated when she arrived for her shift (2-10 PM)
on [DATE] the morning nurse, Staff 4 (Agency LPN), was speaking with Staff 3 about Resident 1 on an
iPad. Staff 5 heard Staff 3 tell Staff 4 to send the resident to the ED, and to call her/his family. Staff 5 stated
she heard Staff 3 ask to speak with the resident and Staff 4 took the iPad to the resident's room.

Staff 5 stated when Staff 4 returned from the resident's room, she began gathering the necessary
paperwork to send Resident 1 to the ED. Staff 5 stated Staff 4 did not inform her of the critical lab value or
the need to complete Resident 1's transfer to the ED.

Staff 5 stated during her shift she noticed Resident 1 was still in her/his room and assumed she/he had
refused the transfer to the ED but did not ask Resident 1. Staff 5 stated Staff 7 (Certified Occupational
Therapy Assistant) told her of Resident 1's low blood pressure the evening of [DATE] and she told Staff 7 to
give the resident a drink of water. Staff 5 stated she gave Resident 1 medication for nausea twice
throughout the evening of [DATE]. Staff 5 stated when she left her shift on [DATE] Resident 1 was
communicative and responsive.

During an interview on [DATE] at 12:55 PM, Staff 4 stated on [DATE] at 1:50 PM she received a call from
the lab regarding a critical value for a low red blood cell count for Resident 1 and she called Staff 3 for
further guidance. She stated Staff 3 spoke with Resident 1 via an iPad and completed a
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virtual assessment. Staff 4 stated Staff 3 told her to send Resident 1 to the ED via non-emergent transport,
and Staff 3 would call the hospital to inform them Resident 1 would be coming into the ED.

Staff 4 stated when she asked Staff 6 (LPN), what it meant to be non-emergent for a transport, she was
told it meant the resident could be sent to the ED at any time. Staff 4 stated she wrote a nurses note and
left the transfer for Staff 5 to complete on the next shift.

No order for sending Resident 1 to the ED was found in Resident 1's medical chart.

A nursing note was found to have been written on [DATE] at 1:28 PM (the next day) by Staff 4. The note
indicated a critical lab value was called in to the facility on [DATE], she called Staff 3, Staff 3 assessed the
resident, and ordered Staff 4 to send Resident 1 to the ED.

During an interview on [DATE] at 2:17 PM, Staff 6 stated on [DATE] Staff 4 asked her about sending
residents out via non-emergent transport. She stated she assisted Staff 4 by defining the term and finding
the phone number of who to call for the transport. Staff 6 stated when she came in for her shift at about
5:45 AM on [DATE] the night shift nurse informed her Resident 1 had just died. Staff 6 stated she was not
aware Resident 1 was who Staff 4 was asking about on [DATE].

A progress note dated [DATE] at 5:50 AM indicated Resident 1 died.

During an interview on [DATE] at 4:37 PM, Staff 7 stated on [DATE] she informed Staff 5 of a low blood
pressure reading for Resident 1 as well as changes in cognition, increased fatigue, nausea, and pale skin.
She stated the nurse told her to have the resident drink water and retake the blood pressure. Staff 7 stated
when Staff 5 heard the new blood pressure reading, Staff 5 stated she was no longer concerned. Staff 7
stated she did not see Staff 5 assess Resident 1 after hearing Resident 1's symptoms.

During an interview on [DATE] at 1:43 PM, Staff 3 stated she was called by Staff 4 on [DATE] at 1:48 PM
regarding a critical lab value for Resident 1. Staff 3 stated she completed a virtual assessment and spoke
with Resident 1 who told her she/he wanted to go to the ED. Staff 3 stated she told the resident she would
be sending her/him to the ED that day ([DATE]) for assessment and a possible blood transfusion. Staff 3
stated she told Staff 4 to have Resident 1 sent to the ED via non-emergent transport and called the ED to
inform them about Resident 1's upcoming arrival and plan of care. Staff 3 stated her order was very clear to
send Resident 1 to the ED, she expected Resident 1 to go to the ED for a transfusion, and she did not know
Resident 1 was not sent to the ED as ordered.

During an interview on [DATE] at 2:12 PM, Staff 2 (DNS) acknowledged at the time of the incident on
[DATE], Staff 4 did not write a progress note regarding the critical lab value notification, did not put in Staff
3's verbal order to transport Resident 1 to the ED, did not act on the transport to ED order, and did not put
in a progress note regarding Staff 3's verbal order to send Resident 1 to the ED. She stated her expectation
for all nursing staff was for them to report all critical labs to the provider, receive guidance from the provider,
inform the resident, act on the guidance from the provider, and then write a progress note. She stated her
expectation for nurses was for them to put all verbal orders into the computer, follow the order as given by
the provider, and then write a progress note.

2. Resident 3 was admitted to the facility in 1/2026 with diagnoses including sepsis (a
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life-threatening reaction to infection).

A [DATE] physician order indicated Resident 3 received Cefazolin (antibiotic) every eight hours.

The 1/2026 MAR indicated Resident 3 received ceftriaxone (antibiotic) every eight hours.

A [DATE] FRI indicated Resident 3 was admitted with orders for Cefazolin, but the orders were transcribed
as ceftriaxone. Resident 3 was administered the wrong antibiotic 11 times.

On [DATE] at 12:42 PM, Staff 2 (DNS) acknowledged the errors regarding Resident 3's medication
administration.

3. Resident 5 was readmitted to the facility in 1/2026 with a diagnosis including PTSD (Post-Traumatic
Stress Disorder).

A [DATE] physician order indicated Resident 5 received quetiapine (antipsychotic) 100mg in the morning
and at bedtime.

A [DATE] FRI indicated during a care conference meeting for a GDR (Gradual Dose Reduction), it was
noted Resident 5 was administered more quetiapine than ordered. Orders changed on [DATE] to receive
300 mg at bedtime and to discontinue the 100mg morning administration. The morning medication was not
discontinued.

On [DATE] at 12:42 PM, Staff 2 (DNS) acknowledged the errors regarding Resident 3's medication
administration.
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