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Level of Harm - Minimal harm
or potential for 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** Based on
interview and record review, for 1 of 39 sampled residents, the facility did not ensure that residents received
treatment and care in accordance with professional standards of practice. Specifically, a resident was not
provided crushed medications as ordered by the physician. Resident identifier: 64. Findings include:
Resident 64 was admitted to the facility on [DATE] and discharged on 1/5/26 with diagnoses which included
fractures of right pubis and left pubis, sacrum fracture, dysphagia, and age-related osteoporosis. Resident
64's medical record was reviewed 2/23/26 through 2/25/26. The facility reported to the SSA on 12/30/25,
that resident 64's family reported resident 64 was receiving whole pills instead of crushed medications. The
investigation revealed that resident 64 had 3 medications that were not able to be crushed. Resident 64's
Discharge Summary from the hospital dated 12/20/25, revealed resident 64 was observed to have an
episode of choking on toast while eating breakfast. There were reports this had been going on for about 6
months, mostly with bread. A Speech Language Pathology (SLP) evaluation and Treatment was completed
on 12/19/25. The use of swallow strategies were documented to sit upright as much as possible, single
small bites and sips, slow rate, turn head for solids, continue to add moisture, chase with a liquid sip, and
chew well. A diet order and communication dated 12/20/25, revealed regular soft and bite sized. There were
no chewing/swallowing problems checked on the order. SLP Evaluation and Treatment Plan from 12/22/25
through 1/20/26, revealed Pills/meds [medications]= [equal] severe: Clinical S/S [signs and symptoms]
dysphagia: difficulty initiating oral stage coughing after swallow and watery eyes. No recommendations
regarding medication texture were documented. A diet order and communication dated 12/23/25, revealed
regular, thin liquids with allergies to red dye. Medication Administration: crushed in puree. A Physician's
order dated 12/23/25, revealed Crush meds r/t [related to] choking risk. every shift for choking risk. There
were nurses' initials in the Medication Administration Record twice daily. On 12/30/25, the Director of
Nursing performed a crushed medication audit. The following medications were not able to be crushed and
were administered until 12/31/25. a. Align Oral Capsule give 4 milligrams (mg) by mouth every morning for
probiotic. It was noted Acidophilus. b. Cholecalciferol Oral tablet 50 micrograms give 3 tablets by mouth in
the morning for supplement. It was noted will get tab [tablet] form. c. Celebrex Oral Capsule 200 mg give 1
capsule by mouth in the morning for pain management. It was noted the capsule could be opened. d.
Vitamin E Oral tablet give 400 units by mouth in the morning for supplement. It was noted needs a tablet
form. e. Tamsulosin hydrochloride oral capsule 0.4 mg give 1 capsule by mouth in the morning for urine
retention. It was noted get different form. f. PreserVision AREDS 2 oral capsule give 2 capsule by mouth in
the morning for supplement. It was noted tab next to the medication. On 12/31/25 at 4:01 PM, there was a
progress note Doing crush med audit and will DC [discontinue] Align and start Acidophilus, Vitamin E,
Preservation will be sent in different form Celecoxib can be opened. On 2/25/26 at 12:28 PM, an interview
was conducted with the Administrator. The Administrator
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stated the facility had a process with the SLP after admission to have the resident evaluated for medication
swallowing. The Administrator stated the facility used to have a physician's order to Crushed as needed for
medications but they felt that was too much on the nurse to determine when a medication needed to be
crushed. The Administrator stated the physician now gave orders on crushing medications or not. The
Administration stated during the investigation regarding resident 64's medication not being crushed, they
found there were medications that could not be crushed so the Director of Nursing reached out to the
pharmacist to determine if medications needed to be changed in order for them to be crushed.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility did not ensure each resident had supervision to prevent accidents.
Specifically, for 2 out of 39 sampled residents, a resident was not secured in the facility van and tipped
backwards sustaining a closed head injury. This example was cited at a harm level. Resident identifier: 73.
Findings included: Resident 73 was admitted to the facility on [DATE] and discharged on 6/21/25 with
diagnoses which included urinary tract infection, acute respiratory failure with hypoxia, chronic kidney
disease, hypertension, diastolic heart failure, and anxiety. The facility reported to the State Survey Agency
(SSA) on 5/29/25, that resident 73 was transported to an appointment when her wheelchair tipped
backwards and she bumped her head on the ramp that was folded up behind her. The transport driver
asked resident 73 if she was okay, tipped the wheelchair upright, and strapped the front of the chair in, and
took her to instacare where her appointment was and ensured that the medical staff knew of the event so
they could assess her. Resident 74's medical record was reviewed on 2/23/26 through 2/25/26. There was
no information on the incident in resident 74's medical record. There were neurological checks completed
after. A final report from an Urgent Care Clinic dated 5/29/25, revealed resident 74 presented for an
evaluation of a head injury after an injury earlier today. The patient reported that she was in a facility
transport vehicle when her wheelchair was not secured and it rolled back and she struck her head on the
back door. She did not lose consciousness and did not have any pain or symptoms present. She came in
here for evaluation based on recommendation from her primary care clinic. She denies headache, neck
pain, or back pain. Resident 74 was diagnosed with a closed head injury. On 2/25/26 at 8:34 PM, an
interview was conducted with the Transportation Director (TD). The TD stated when he started with
transportation 5 years ago, he was not provided much training besides how to secure a resident in the van.
The TD stated he had transported with another facility prior. The TD stated there were 4 staff who
transported residents including Transportation Driver 1. The TD stated Transportation Driver 1 occasionally
transported residents maybe one time per week and had been a driver for 5 years. The TD stated 2 to 3
years ago the facility developed an online training for drivers and the drivers completed it yearly. The TD
stated resident 74 was loaded into the van and there were back straps hooked but not the front straps. The
TD stated resident 74 fell backwards, hit her head, and chipped some teeth. The TD stated after the
incident a training with drivers was completed on how to hook in the wheelchairs and a sign was placed in
the van to make sure all straps were secured correctly. The TD stated he also completed a monthly check
off. The TD provided the Securement 101: Basic Wheelchair Securement Training certificates for the drivers
including Transportation Driver 1 which was completed on 4/17/24. In addition, a form titled Resident
Transportation Checklist was completed on 1/13/26, with no concerns. On 2/25/26 at 8:40 AM, an interview
was conducted with Transportation Driver 1. Transportation Driver 1 stated he occasionally did transport,
usually less than one time per week. Transportation Driver 1 stated he had been transporting residents for
about 8 years. Transportation Driver 1 stated he received online training and there were monthly checks
done by the TD to make sure they were correctly placing residents in the vehicle and making sure
everything was safe. Transportation Driver 1 stated there were two vans and one had built-in retention
straps in the front secured to the floor and the other van had a place to secure straps. Transportation Driver
1 stated resident 74 was in the van that did not have the built in retention straps. Transportation Driver 1
stated he secured the back 2 straps but forgot the front straps and when he stopped she tipped over.
Transportation Driver 1 stated she did not fall all the way to the floor but was tipped at a 45 degree angle
backwards in her
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wheelchair. Transportation Driver 1 stated he asked if resident 74 was okay and she said yes, so he lifted
her chair upright, secured the 4 straps and took her to an appointment. Transportation Driver 1 stated he
informed her father of what happened so he could let the physician know. Transportation Driver 1 stated
there was a sign placed in the van to remind the driver to check for all 4 straps before transporting a
resident. On 2/25/26 at 12:23 PM, an interview was conducted with the Administrator. The Administrator
stated the training process for transportation drivers was to submit their drivers license to the facility
insurance, orientation was done, and an on-line training on how to latch the equipment. The Administrator
stated the TD then passed off the driver by observing the driver securing residents in the van. The
Administrator stated there were 2 different vans used, one of the vans had four built in straps to the floor of
the van. The Administrator stated the one that resident 74 was in was different and the straps needed to be
latched in the front to the floor hooks. The Administrator stated Transportation Driver 1 loaded resident 74
into the van and unfortunately forgot the front hooks. The Administrator stated when he was down the street
from the facility resident 74 tipped backwards but did not fall. The Administrator stated Transportation Driver
1 continued on to resident 74's appointment after securing her in the van because there were no visible
signs of injury at that time. The Administrator stated after the incident, there was a discussion of what to do
and they determined adding a sign to the van to remind the driver to secure in 4 areas was appropriate. The
Administrator stated all transportation drivers were educated to call emergency medical services if there
was an accident of any kind to assess the resident. The sign was hung in the van on 5/29/25. On 2/25/26,
an observation was made of the van and there was a stop sign on the glove box reminding staff to secure
the straps.
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