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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not ensure that residents received treatment and care in 
accordance with professional standards of practice for 1 of 3 residents (R2) reviewed for medication errors.
R2 received the wrong dose of a medication, and the facility failed to increase registered nurse (RN) 
assessments and update the provider timely when R2 had a change in condition.Evidenced by:The facility's 
policy titled Change in Condition last revised on 11/13/24, states in part .Procedure: 1. The physician and 
Durable Power of Attorney/responsible party will be notified when there has been a change that is sudden in 
onset, change that is a marked difference in usual sign/symptoms and/or the signs/symptoms are unrelieved 
by measures already prescribed: 2. Specific information that requires prompt notification include, but is not 
limited to: a. Significant change or instability of vital signs; .g. Change in level of consciousness; .k. A 
medication error or adverse reaction to medication; l. A significant change in the resident's 
physical/psychosocial/mental condition; .o. A need to transfer the resident to a hospital or treatment center; .
3. Nurse will complete assessment and document findings in resident record including but not limited to vital 
signs, pain, respiratory status as applicable, cardiac status as applicable, etc. Notification of medical 
professional and resident representative will be documented in medical record. 4. If the physician cannot be 
reached, the Medical Director will be notified to report the change in condition until the physician can be 
reached.According to Drugs.com, .The most commonly reported signs and symptoms associated with 
clozapine overdose are: sedation, delirium, coma, tachycardia, hypotension, respiratory depression or 
failure; and hypersalivation. There are reports of aspiration pneumonia, cardiac arrhythmias, and seizure. 
Clozaril: Package Insert / Prescribing Information.According to the Wisconsin Nurse Practice Act, N6.03(1), 
An R.N. (Registered Nurse) shall utilize the nursing process in the execution of general nursing procedures 
in the maintenance of health, prevention of illness or care of the ill. The nursing process consists of the steps 
of assessment, planning, intervention, and evaluation. This standard is met through performance of each of 
the following steps of the nursing process:(a) Assessment. Assessment is the systematic and continual 
collection and analysis of data about the health status of a patient culminating in the formulation of a nursing 
diagnosis.(b) Planning. Planning is developing a nursing plan of care for a patient which includes goals and 
priorities derived from the nursing diagnosis.(c) Intervention. Intervention is the nursing action to implement 
the plan of care by directly administering care or by directing and supervising nursing acts delegated to L.P.N.
s (Licensed Practical Nurse) or less skilled assistants.(d) Evaluation. Evaluation is the determination of a 
patient's progress or lack of progress toward goal achievement which may lead to modification of the nursing 
diagnosis.R2 admitted to the facility on [DATE] with diagnoses that include urinary tract infection, chronic 
obstructive pulmonary disease (a group of lung diseases that block airflow and make it difficult to breathe), 
schizoaffective disorder (a mental health condition that includes schizophrenia (a disorder that affects a 
person's ability to think, feel, and behave clearly) and mood disorder symptoms), and chronic pain syndrome.
R2‘s most recent Minimum Data Set (MDS) stated that R2 has a Brief Interview of Mental Status (BIMS) of 
14 out of 15, indicating that R2 is cognitively intact.R2's hospital discharge orders dated 8/25/25 
included:Clozapine 100mg oral tablet 1 tab(s) oral once a day (in the morning).Clozapine 200mg oral tablet 1 
tab(s) oral once a day (at bedtime).8/25/25 at 4:31 PM nurse's note: NP (Nurse Practitioner) questioning 
clozapine dose due to hospital notes stating it wasn't in their formulary. Admissions director clarified with 
hospital that resident was not taking in the hospital. Writer called residents outside social worker to discuss. 
She gave writer [Nurse Name] who works with [Physician Name] who manages her psychotropic 
medications. Writer then spoke with [Nurse Name] who will send orders to [Pharmacy Name] to titrate dose 
of clozapine back up to home dose. This will start on 8/27.R2's new orders for clozapine (entered on 8/26/25 
at 12:53 PM) is as follows: Clozapine oral tablet 25mg. Give 12.5 mg by mouth in the morning related to 
schizoaffective disorder for 2 days. Use pre- dosed pill packs supplied by resident psych MD (Medical 
Doctor), then give 25mg by mouth in the morning related to schizoaffective disorder for 2 days. Use pre- 
dosed pill packs supplied by resident psych MD. Then give 50mg by mouth in the morning related to 
schizoaffective disorder for 2 days. Use pre- dosed pill packs supplied by resident psych MD. Then give 
75mg by mouth in the morning related to schizoaffective disorder for 2 days. Use pre- dosed pill packs 
supplied by resident psych MD. Then give 100mg by mouth in the morning related to schizoaffective disorder 
for 5 days. Use pre- dosed pill packs supplied by resident psych MD.Clozapine oral tablet 25mg. Give 12.
5mg by mouth at bedtime related to schizoaffective disorder for 1 day. Use pre- dosed pill packs supplied by 
resident psych MD. Then give 25mg by mouth at bedtime related to schizoaffective disorder for 2 days. Use 
pre- dosed pill packs supplied by resident psych MD. Then give 50mg at bedtime related to schizoaffective 
disorder for 2 days. Use pre- dosed pill packs supplied by resident psych MD. Then give 75mg at bedtime 
related to schizoaffective disorder for 2 days. Use pre- dosed pill packs supplied by resident psych MD. Then 
give 100mg at bedtime related to schizoaffective disorder for 2 days. Use pre- dosed pill packs supplied by 
resident psych MD. Then give 125mg at bedtime related to schizoaffective disorder for 1 day. Use pre- 
dosed pill packs supplied by resident psych MD.8/26/25 at 9:47 AM nurse's note: Patient was up this am, 
had shower and medication that included Clozapine 100mg. Patient was in dining room asleep and was 
assessed and laid back down after eating some cream of wheat as she was unable to stay awake. Staff was 
informed of situation as well as the nurse for psychiatry and the case worker and they stated they would call 
back.Of note, despite the medication error the facility did not complete a comprehensive assessment of R2 
despite R2 showing signs of sleepiness. The note indicates R2 was assessed but the medical record does 
not specify findings for R2 and what staff assessed.8/26/25 at 10:47 AM, NP C note states: SNF (Skilled 
Nursing Facility) nurse reports med error this am (morning) regarding clozapine. Nurse reports she gave 
dose of 100mg this am. Unsure of what order from community psychiatry team is as it was held in the 
hospital, and they were issuing new titration orders. Nurse reports [resident's name] was up and had a 
shower, she ate breakfast but is sleeping now. VSS (vital signs stable). She is sleeping comfortably but 
easily arouses per nurse. I req (requested) [sic] nursing alert her psychiatry team who rx (prescribe) and 
manages the clozapine for directions as I am unable to see what dose they rx for her (prior to hospital stay it 
sounds like it was 100mg in morning and 200mg at hs (bedtime). Nurse reports she did not get a dose 
yesterday at SNF (skilled nursing facility) from what she can see. Nursing to closely monitor and alert the 
psychiatry/ prescribing provider for directions on clozapine and following dose given this am. Nurse 
verbalizes understanding and reports she will closely monitor and update if any changes or new orders from 
psychiatry team.Of note, NP C directed close monitoring of R2.8/26/25 at 11:31 AM nurse's note: Resident 
here after fall at home and stay in hospital. The resident took a shower and got dressed well. Resident has 
stable vital signs and took medications whole with water. The resident had 100mg of Clozapine and staff was 
informed as well as her psych team. Resident continues to rest comfortably has 0ml (milliliters) of fluid with 
bladder scan and has had a large incontinent episode.There is no indication of RN assessment of R2 despite 
R2 displaying a change in level of alertness.Medication Administration note:8/26/25 at 1:27 PM: Combivent 
Respimat Inhalation Aerosol Solution 20-100mcg (micrograms)/ACT. 1 puff inhale orally 4 times a day for 
related to chronic obstructive pulmonary disease, unspecified- Patient resting comfortably can be aroused 
but not enough to take inhaler.Despite R2's inability to use the inhaler and decreased level of alertness the 
facility did not complete a comprehensive assessment or contact R2's MD.8/26/25 at 9:17 PM nurse's note: 
Resident continues to sleep this shift, hard to wake drowsy. Resident would say a few words but return back 
to sleep. Declined dinner and just wanted to sleep. Vitals done BP (Blood Pressure) 166/89 HR (Heart Rate) 
116, Temp 97.5, SPO2 (Oxygen level) 88 on RA (Room Air), Resp (Respirations) 18. Writer was able to 
wake resident at about 21 (9 PM) for med pass with snacks.It is important to note despite R2's change of 
condition there was no physician notification when resident had an elevated blood pressure and heart rate, 
and decreased oxygen saturation level.8/27/25 at 5:22 AM nurse's note: Writer was called to resident room, 
upon arrival, resident was found on the floor in front of her bed face down. Resident had socks on, call light 
was off. Resident's brief was soaked at the time of fall. Resident stated that she was trying to get up, and the 
rest of her speech was confused. Writer immediately called DON B (Director of Nursing), and she completed 
an over the phone assessment. Head to toe assessment completed, no injuries noted, no sign of head injury, 
no hematomas (bruise), resident unable to effectively communicate her pain, some facial grimacing laying on 
the floor but looked more comfortable when transferred to bed using Hoyer. Message left for on call [MD 
name]. Neuro checks (neurological checks) initiated, and vitals checked. Cares completed on resident. 
Resident was reminded to use call light and wait for help.Of note, Surveyor was unable to locate and did not 
receive any documented vital signs since 8/26/25 at 9:17 PM.Documentation from answering service for MD 
dated 8/27/25 at 5:30 AM states: Nursing home personnel updating a non- injury fall for this patient. Nursing 
home staff informed this will be documented in the patient chart.It is important to note that there is no 
documentation indicating that facility staff reported R2's increased BP and heart rate, and decreased oxygen 
saturation levels from earlier, confusion and confused speech noted at the time of the fall. Additionally, there 
was no follow up with the MD after staff did not receive a return call back from the on-call doctor.8/27/25 at 
3:58 PM, SW (Social Worker) note states: Another attempt was made to review baseline care plan with 
resident. Upon waking around 10am, she had a difficult time eating her food. She appeared very lethargic 
and had difficulty staying awake. It was then determined that resident should be sent to the hospital.8/27/25 
at 12:31 PM nurse's note: Resident lethargic staff notified writer of low blood pressure and resident speech 
was garbled. This writer went down to assess resident, and she was asleep. I went ahead and reassessed 
blood pressure to find that her blood pressure was lower than staff reported. I attempted to wake resident but 
was unable to wake her up. Call placed to [NP name] updated her on resident's change of condition. New 
order received to send to send [sic] resident out via 911 due to altered mental status, hypotension, and fall. 
As resident had fell previously around 0400 (4:00 AM). After 911 was called writer went in to monitor resident 
and yet again attempt to awaken resident. This time I was able to arouse resident and she was talking and 
stated, I am just tired I am okay. Resident transferred to [Hospital Name] for evaluation.8/27/25 at 12:34 PM 
NP C's note: Call to voicemail 12:15 to report [R2's name] has been sleeping all morning, she was up for 
breakfast but at this time she is lethargic, BP 77/44 p (pulse) 89 R 19 po2 (oxygen level) 91%. I returned call 
and spoke with her nurse who reports speech was reported by another staff as garbled, but she is not 
waking up or speaking for nurse now. Nurse advised to send [R2's name] to ER (Emergency Room) via 911 
for AMS (Altered Mental Status), garbled speech, fall, and hotn (hypotension/ low blood pressure). Order 
given to and read back by [Nurse's name] at [Facility's name]. Of note [R2's name] had a fall from bed this 
am, per telephone encounter non injury fall at 5:30 am. SNF chart shows she had confused speech at time 
and later req (required) Tylenol for headache shortly before 7 am.R2's History and Physical (H&P) dated 
8/27/25 states in part: .History limited from patient due to incoherent speech. Patient concerns limited to 
headache and butt pain. When asked why she is here she reports that she fell. Discussed with RN 
(Registered Nurse) at [Facility Name] who reports an unwitnessed fall the day prior without hitting her head 
or loss of consciousness. RN expressed concern for hypotension to 83/40, incoherent speech, lethargy, 
holding food in mouth, liquid coming out of mouth while chin was positioned to chest. Onset was sudden and 
occurred this afternoon prior to arrival. Baseline presentation of patient is limited to RN due to admission to 
[Facility's name] the day prior upon discharge from [Hospital Name]. RN does report medication changes 
upon discharge including instructions to gradually titrate dose of clozapine. However, due to medication 
administration error, the patient was given clozapine 100mg instead of 12.5mg.ED (Emergency Department) 
Course: Vitals: BP 108/54, RR 18, Temp 98.2, SpO2 95%, HR 88 thirty minutes after arrival.Treatment: 
Aspirin 324mg, Tylenol 650mg, NS (Normal Saline) 1L(liter), Zosyn 4.5g. R2's Physician Discharge 
Summary dated 8/29/25 states in part .Principal/ Final Diagnoses: Accidental overdose of clozapine.Patient 
Course & Care: [R2's name] was admitted to [Hospital Team Name] for further evaluation and treatment of 
Accidental overdose of clozapine.Patient altered on arrival. Discussed with RN (Registered Nurse) at [Facility 
Name] who reports unwitnessed fall the day prior without hitting her head or loss of consciousness. RN 
expressed concern for hypotension 83/40, incoherent speech, lethargy, holding food in mouth, liquid coming 
out of mouth while chin was positioned to chest. Reported administration error of clozapine by [Facility 
Name] staff of a dose of 100mg that should have been 12.5mg at the start of a gradual titration regimen.On 
9/17/25 at 1:19 PM, Surveyor interviewed DON B (Director of Nursing). Surveyor asked DON B to explain 
the medication error that occurred with R2. DON B explained that herself and NP C were reviewing R2's 
admission orders and NP C requested staff to get clarification of R2's clozapine order. DON B stated that the 
facility reached out to R2's psych team and obtained new orders to start on 8/27/25, and that the new orders 
were passed on to the next shift. DON B reported that the next morning, R2 was noted to be very sleepy, 
and it was discovered that she was given 100mg of clozapine. Surveyor asked DON B if on 8/26/25 when R2 
had increased blood pressure and heart rate, decreased oxygen level, and was hard to wake would be 
considered a change in condition, DON B stated yes. Surveyor asked if the provider should have been 
updated, DON B stated yes. Surveyor asked DON B if staff should have spoken with a provider, as opposed 
to leaving a message, after R2's fall when notes stated that she had confused speech, DON B stated staff 
left a message with the answering service. Surveyor asked DON B what type of increased 
monitoring/assessment was implemented for R2 after the medication error, DON B stated that she was 
unable to find anything in R2's EHR (electronic health record).On 9/17/25 at 1:42 PM, Surveyor interviewed 
NP C. Surveyor asked NP C regarding R2's clozapine orders, NP C stated that on 8/25/25, she had 
instructed facility staff to clarify orders with R2's outside psychiatric provider because she does not prescribe 
clozapine. Surveyor asked NP C if she was made aware of R2's medication error, NP C stated yes and that 
she instructed staff to reach out to R2's psychiatric team with any changes in mentation and vital signs. 
Surveyor asked NP C if she would expect facility staff to update the provider when R2 had a change in 
condition on 8/26/25 including increased blood pressure and heart rate, decreased oxygen level, and was 
hard to wake, NP C stated that she had no idea that situation had occurred and she would have expected 
facility staff to report it, and that she would have sent her to the ER.R2 had a change of condition after 
receiving the incorrect dose of Clozapine. NP C requested close monitoring the facility failed to do complete 
ongoing comprehensive assessments of R2 despite changes in level of alertness and vital signs. R2 was 
sent to the hospital due to accidental overdose of Clozapine.
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

Based on observation, interview, and record review, the facility did not provide pharmaceutical services 
(including procedures that assure the accurate acquiring, receiving, dispensing, and administering of all 
drugs and biologicals) to meet the needs of each resident for 1 of 4 residents (R5) reviewed for medications.
R5 has medications that should not be crushed prior to administration. R5 received those medications 
crushed. R5 received an enteric coated medication when the medication should have been in a chewable 
form. This is evidenced by: The facility's policy Medication Error, dated 5/14/21, includes: All medication 
errors and drug reactions will be reported promptly to the licensed nurse, the attending physician, and will be 
documented according to established procedures. Medication error is defined as the preparation or 
administration of medications or biological that is not in accordance with the prescriber's orders, 
manufacturer specifications regarding the preparation and administration of the medication or biological 
and/or accepted professional standards for medication or biological administration. A detailed account of the 
error will be recorded on an incident report. Such documentation must include, but is not limited to: a. Time 
and date of the incident b. Name, strength, and dosage of medication administrated c. Resident's reaction to 
the medication d. Condition of the resident e. Any treatment administered f. Date and time the physician was 
notified and what instructions were given. The facility's Medications Not To Be Crushed form, dated 2002, 
includes: Aspirin enteric coated, Guaifenesin extended release, Bupropion extended release, Finasteride, 
Tamsulosin, and Omeprazole.Example 1On 10/30/25 at 8:30 AM, Surveyor observed LPN D (Licensed 
Practical Nurse) prepare R5's medications. Surveyor observed LPN D take an Aspirin enteric coated 81 mg 
tab out of the stock container and place it in the medication cup. LPN D placed Bupropion HCL ER (XL) 300 
mg tablet, Finasteride 5 mg tablet, and Guaifenesin ER 600 mg tablet into the medication cup. LPN D 
proceeded to crush these medications. LPN D placed Omeprazole 20 mg capsule and Tamsulosin 0.4 mg 
capsule into another medication cup. LPN D opened both capsules and placed the medication inside the 
capsules into the medication cup with the other crushed medications. LPN D administered these medications 
to R5. Surveyor interviewed LPN D regarding the crushed medications. LPN D indicated she can crush and 
administer these medications because R5 has an order for crushed medications.Of note, R5 does not have a 
physician order to crush medications. R5's physician orders, printed 10/30/25, include:Aspirin Low Dose Oral 
Tablet Chewable 81 mg (milligrams) Bupropion HCL ER (extended release) (XL) Oral tablet extended 
release 24 hour 300 mg. DO NOT CRUSHFinasteride oral tablet 5 mg.DO NOT CRUSHGuaifenesin ER oral 
tablet extended release 12 hour 600 MGOmeprazole oral capsule delayed release 20 mg.DO NOT 
CRUSHTamsulosin GCL (Glyceryl trinitrate ) oral capsule 0.4 mg.CAPSULES SHOULD BE SWALLOWED 
WHOLE-DO NOT CRUSH, CHEW OR OPENOn 10/30/25 at 9:56 AM, Surveyor interviewed LPN E 
regarding medication errors. LPN E indicated crushing a medication that should not be crushed is a 
medication error. LPN E indicated given a medication that is enteric coated when the order is for a chewable 
is a medication error.On 10/30/25 at 10:03 AM, Surveyor interviewed RN F (Registered Nurse) regarding 
medication errors. RN F indicated crushing extended-release medications is a medication error. RN F 
indicated opening capsules that should not be opened and dispensing the medication from inside is 
considered a medication error.On 10/30/25 at 11:39 AM, Surveyor interviewed DON B (Director of Nursing) 
regarding medication errors. DON B indicated crushing medications that are extended release is a 
medication error. DON B indicated extended-release medications should not be crushed. DON B indicated 
capsules should not be opened unless there is an order to open them.
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