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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
interview and record review, the facility failed to ensure quality of care was provided according to
professional standards of practice for one of three sampled residents (Resident 1) when, 1. Resident
1's Continuous Positive Airway Pressure (CPAP- a medical device attached to a facemask and then
placed over the resident's mouth or nose and used to deliver pressurized air into the airway to keep it
open) order was not transcribed from the [ACUTE CARE HOSPITAL NAME]'s discharge orders on
5/24/26 to Resident 1's active orders at the facility upon admission on [DATE]. 2. Resident 1 was
given Resident 2's medications by mistake on 6/6/26. These joint failures put Resident 1's health and
safety at risk when Resident 1 developed an altered level of consciousness (a state of confusion) due
to impaired gas exchange (a condition where the lungs struggle to transfer oxygen into the
bloodstream and remove carbon dioxide) after she had not received CPAP treatment for 14 days
(delayed care), which resulted in her being admitted to [ACUTE CARE HOSPITAL NAME] on 6/7/26
for three days to receive further evaluation and treatment; and additionally, Resident 1 was at risk for
health complications related to med to med interactions (occurs when another medication alters how
another medication works in the body) related to the medication error. Findings: 1.During a review of
Resident 1's hospital clinical record titled, [ACUTE CARE HOSPITAL NAME] .Discharge summary,
dated [DATE], indicated, . Continue supportive care and use of CPAP if available.Discharge Order
Details: 05/24/06 . Today- Skilled Nursing Facility . During a review of a facility provided document
titled, INVENTORY OF PERSONAL EFFECTS [RESIDENT 1'S NAME AND ROOM NUMBER] ., admit
date [DATE], signed by FM 2 and the facility, indicated Resident 1's inventory list included, .
Breathing Machine. During a review of Resident 1 ' s facility clinical record titled, admission Record,
(a document that contained Resident 1's demographic information) dated 5/24/26, indicated Resident
1 ' s diagnoses included Obstructed Sleep Apnea (a condition where the throat muscles relax too
much during sleep, blocking the airway), morbid obesity (the accumulation of excess fat that
increases the body's effort of breathing) with alveolar hypoventilation, (a breathing pattern that is too
slow or shallow to meet the body's needs) Asthma (a long term disease that makes the airways
narrow), and anemia (low red blood cells that leads to low oxygen in the blood). A review of Resident
1's clinical record from the [ACUTE CARE HOSPITAL NAME], titled, Discharge Summary, admission
date of 6/7/26 and discharge date of 6/10/26, indicated on 6/7/26, Resident 1 was admitted from the
facility to [ACUTE CARE HOSPITAL NAME] with an altered level of consciousness (confusion) and
was further evaluated for dehydration (lacking adequate water in the body). Upon admission, Resident
1 appeared to be experiencing, shortness of breath. The hospital admission labs revealed a partial
pressure of carbon dioxide (pC02- measures how much carbon dioxide is in the blood and an indicator
of how well the lungs are removing carbon dioxide) level of 59 (high, normal range for pCo2 = 35 to
45), and bicarbonate (HC03-a natural compound in the body that balances the acid levels) level of 34.9
(high, normal range 22-26). The record indicated Resident 1's acute metabolic encephalopathy (a
medical emergency characterized by a rapid, decline in brain function) was likely due to a combination
of dehydration and hypoventilation (breathing at an abnormally slow rate, resulting in an increased
amount of pCO2 in the blood), and mixed medications. The record further indicated, .It was unclear if
(continued on next page)
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the patient uses her CPAP each night.Patient was started on Bilevel Positive Airway Pressure
[BiPAP- uses two types of pressures to treat apnea]/CPAP.per nursing staff, patient started to
become more oriented overnight after being started on the BiPAP. During a phone interview on
6/12/26 at 11:45 AM with Family Member (FM) 1, FM 1 stated she was in Resident 1's room on
6/6/26 and observed Resident 1 sleeping in bed without the CPAP in place. FM 1 stated she informed
the nurse. FM 1 stated there were multiple times when Resident 1 was seen without the CPAP
machine since her admission to the facility on 5/24/26. FM 1 stated Resident 1 began to show signs
of excessive tiredness and a change in mentation three day before the hospitalization. FM 1 stated
the family expressed their concern about the CPAP not being placed on Resident 1 with the Director
of Nursing (DON) and various nursing staff with no corrective action. During a follow up interview on
6/26/26 at 10:09 AM with FM 1, FM 1 stated the CPAP machine was provided by the family to the
facility on the day Resident 1 was admitted to the facility (5/24/26). FM1 stated when during the
multiple times she visited Resident 1 she would notice the compartment on the machine that stored
the water was empty. Resident 1 stated the family supplied the facility with the water for the
machine and the water was not being used by the facility. FM1 stated the water had to be refilled
after each use. FM1 further stated this prompted her to inform the facility and request the usage of
the CPAP. FM 1 stated when Resident 1 went to the hospital on 6/7/2026 a discussion with the DON
was conducted prior to Resident 1's return to the facility from [ACUTE CARE HOSPITAL NAME]
about the importance of the CPAP order being followed. FM 1 stated that she informed the DON that
Resident 1' was hospitalized for high levels of carbon dioxide in the blood and it was caused by
Resident 1 not being placed on CPAP at night. FM 1 stated the DON apologized and offered to do
weekly blood levels on Resident 1 when she returned to the facility to ensure her carbon dioxide
levels remained within the normal range. During an interview on 6/12/26 at 11:04 AM with Licensed
Nurse (LN) 1, LN 1 stated she was one of the regular nurses that took care of Resident 1. LN 1 stated
on 6/7/26 (the day Resident 1 went to the hospital) she was lethargic (extremely sluggish and
drowsy), confused, and her body was making jerky movements. LN 1 stated this presentation was not
Resident 1's baseline and LN 1 stated Resident 1's baseline was alert and oriented to person, place,
time, and sometimes the situation. During a follow up interview on 6/26/26 at 10:48 AM with LN 1, LN
1 stated prior to sending Resident 1 to the hospital on 6/7/26 she took care of Resident 1
approximately five to six times. LN 1 stated she was not aware Resident 1 needed to be on a CPAP
machine and had not placed or removed a CPAP mask on Resident 1 during her shifts on or prior to
6/7/26. LN 1 stated if Resident 1 needed a CPAP machine for assistance with breathing and was not
given as ordered by the doctor, Resident 1 was at risk to stop breathing. During a telephone interview
on 6/26/29 at 8:31AM with Licensed Nurse (LN) 2, LN 2 stated on 6/6/26 (the day prior to Resident 1
becoming hospitalized ) she took care of Resident 1 and did not place a CPAP mask on Resident 1. LN
2 stated the nurse from the prior shift did not mention the CPAP machine and LN 2 did not recall a
CPAP order. LN 2 stated she did not provide CPAP care to Resident 1. During a concurrent interview
and record review on 6/25/26 at 3:01 PM with Licensed Nurse (LN) 3, Resident 1's Medication
Administration Record (MAR- a document to record medication orders and treatments orders) for the
month of May 2026 and June 2026 were reviewed. LN 3 stated she had taken care of Resident 1, two
to three times prior to her hospitalization on 6/7/26. LN 3 stated Resident 1 was not on a CPAP
machine prior to returning from the hospital on 6/11/26. LN 3 verified the MAR for May 2026, and the
MAR for June 2026 did not have an order for CPAP machine. LN 3 stated when an order had been
placed for a resident to use CPAP, the evening shift nurse put the CPAP mask on the resident and the
morning shift nurses to take it off. LN 3 stated she did not remove the mask from Resident 1 during
any of the morning shifts she worked with the resident. During a concurrent interview and record
review on 6/25/26 at 2:30 PM with the DON, a review of Resident 1's documents titled, [ACUTE
CARE HOSPITAL NAME.Discharge Summary., dated 5/24/26; MAR, dated 5/24/26 through 6/7/26;
Progress Notes, [filtered by all progress notes] dated 5/24/26 through 6/11/26; and Resident 1's
(continued on next page)
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active care plan, were reviewed. [ACUTE CARE HOSPITAL NAME] .Discharge Summary, indicated,
.Continue supportive care and use of CPAP if available. The DON verified this order was supposed to
be carried out by the nursing staff at the facility and was an oversight on the facility's behalf. The
DON stated the orders should be inputted by a nurse supervisor in the electronic medical record
(EMR) and a meeting held to review the orders. The DON stated somehow the CPAP order was
overlooked. Resident 1's MAR from 5/24/26 through 6/7/26 was reviewed with the DON and she
stated although there was no order in the MAR for a CPAP machine, the staff were still applying the
CPAP. Resident 1's Progress Notes from 5/24/26 through 6/7/26 were reviewed with the DON and
the DON verified there was no documentation of the CPAP being applied or any treatment related to
the CPAP given. The DON was unable to provide documentation to support that Resident 1 received
the CPAP during 5/24/26 through 6/7/26. Resident 1's Progress Notes, [late entry] dated 6/11/26,
written by the DON for the events on 6/10/26, indicated, .Daughter expressed concerns regarding a
previously reported medication error, CPAP use and monitoring.respiratory care and safety measures.
The DON confirmed the facility had not started Resident 1 on a respiratory care plan from the admit
date of 5/24/26 through 6/7/26 when Resident 1 was transferred to the hospital. The DON stated the
risk of Resident 1 not having been administered the benefits of CPCP could have affected Resident
1's oxygen perfusion (the delivery of oxygen to the blood), which could have affected Resident 1's
mental status. The DON stated this error created a safety risk to Resident 1. The DON stated if the
nurses didn't document the placement of the CPAP, there was no way to verify it was done. The DON
further stated if a resident was dependent on CPAP at night and it was not used, the resident may not
breathe for a long period of time which could affect the resident's cognitive function, wound healing,
and other respiratory conditions. During an interview on 5/26/26 at 2:59 PM, with the Medical Doctor
(MD), the MD stated his expectation was for the staff to transcribe and follow the CPAP orders given
from hospital that would've come from a sleep study (an overnight test used to calibrate the air
pressure of the CPAP machine). The MD stated when Resident 1 did not use the CPAP for 14 nights
while at the facility, that may have contributed to Resident 1's elevated PCO2 blood levels and need
to a higher level of care at the hospital. The MD stated when staff noticed there was no active facility
order for the CPAP machine, the nurse should've called him and got an order. During a concurrent
interview and record review on 6/25/26 at 3:43 PM with the DON, the facility's policy and procedure
(P&P) titled, .CPAP. dated 4/7/27 and the P&P titled, Physician Orders, dated 3/22/26, were
reviewed. The P&P titled, .CPCP . indicated, This policy is to ensure the correct and safe use of PAP
[positive airway pressure] equipment and ensure proper fitness and function of the
equipment.Residents with Obstructive upper airways. While they sleep, their throat closes in and
prevents air from getting into their lungs. This causes their oxygen saturation to drop and their carbon
dioxide to rise.Without proper ventilation.result in sleepiness during the day and other medical
problems. Verify physician order. The order should state the CPAP pressure [the amount of air
pressure used to keep the airway open] . The DON was unable to provide documentation that verified
the staff followed the P&P as indicated. The DON stated Resident 1's was at risk for shortness of
breath that could lead to respiratory failure (a critical condition when the lungs cannot exchange
oxygen properly). The DON stated when the CPAP order was missed by nursing staff during the
admission process, it had not met her expectations. The P&P titled, Physician Orders, indicated, .This
will ensure that all physician orders are complete and accurate.The Medical Records Department will
verify that physician orders are complete, accurate and clarified as necessary. The DON stated her
staff had not followed the policy because the order was not written or verified. The DON stated this
did not meet her expectations, and this action posed a risk of delayed care for Resident 1. 2. During an
interview on 6/11/26 at 11:45 with FM 1, FM 1 stated while picking Resident 1 up for an outing with
family on 6/6/26 the nurse gave Resident 1 her morning medications in the hallway. After the nurse
administered Resident 1's medications, FM 1 stated the LN 2 stated she was going to give Resident 1
her nicotine patch (a patch placed on the skin with medication that curbs the need for nicotine), and
(continued on next page)
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she'll be ready to go on the outing with the family. FM 1 stated she told LN 2 that Resident 1 never
smoked and wasn't prescribed a nicotine patch. FM 1 stated at that time LN 2 realized she
administered Resident 1, Resident 2's medication. FM 1 stated LN 2 checked the paperwork and
informed them that Resident 1 was only given vitamins. During an interview on 6/11/26 at 12:44 PM
with LN 2, LN 2 stated on 6/6/26 while working day shift, she gave Resident 1, Resident 2's
medications in the morning. LN 2 stated she administered Resident 1 Thiamine (also known as
vitamin B1, a vitamin that assists with increasing energy), Folic Acid (a vitamin that helps repair the
body), and a multivitamin (a daily supplement) tablet when she realized she had given the wrong
medications to the wrong person. LN 2 stated after the mistake was realized, she verified that only
vitamins that was given to Resident 1. LN 2 stated she did not notify the Director of Nursing (DON) or
Medical Doctor (MD) until three days later when she was contacted by the Assistant of Director of
Nursing (ADON). LN 2 stated she didn't notify anyone right away because she had a busy day. LN 2
stated the ADON asked her to come in and document about the error and to notify the MD. LN 2 stated
when administering Resident 1 her medications she did not check the five rights (patient name,
medication name and dose, correct route, and correct time). LN 2 confirmed the patient identifiers
were available, and she did not use them. LN stated she did not think it was that big of a deal
because the medications were vitamins. During a follow up interview on 6/26/26 at 8:31 with LN 2.
LN 2 stated the risk of administering the wrong medication to the wrong person was that it could have
caused harm to the patient such as dizziness, a change in the blood pressure, an allergic reaction,
possible shortness of breath, and/or a skin rash. During a concurrent interview and record review on
6/11/26 with the DON, Resident 1's Progress Notes were reviewed. The DON confirmed there was not
documentation about the medication error and the MD being notified until 6/9/26. The DON confirmed
the only documentation in Resident 1's medical record about the medication error was written on
6/9/26 at 6:12 AM as a late entry for 6/6/26 by LN 2 and indicated, Pt. [patient] went out on pass
with daughter via [with] wheelchair in stable condition. No acute distress noted. The DON stated she
expected a more descriptive assessment of the resident's condition and more detailed notes
regarding the med error event. The DON Stated the risk of not doing the five medication (right person,
right medication, right time, right dose, right route) and not informing the MD timely of the medication
error, placed Resident 1 at risk for worsening of her medical condition and possible adverse effects to
the medication. During a concurrent interview and record review on 6/12/26 at 1:45 PM with the
Pharmacist Consultant (PC), Resident 1 Medication Administration Record, (MAR) dated 5/2026
through 6/2026 and Resident 2's MAR, dated 5/2026 through 6/2026, were reviewed. The PC stated
that she was unaware of this medication error. The PC stated after reviewing and comparing both
Resident 1 and Resident 2's MAR, Resident 1 was given Folic Acid 1 milligram (mg, a unit of
measurement), Multivitamin with minerals, and Thiamine 100MG, and cholecalciferol Tablet 1000 units
(also known as Vitamin D3), in addition to her prescribed morning medications. The PC stated she did
not see any interaction with the medications, however when an error like this occurred the PC stated
the MD should be notified. During a concurrent interview and record review of the facility's policy and
procedures (P&P) on 6/25/26 at 3:50 PM, with the DON, the P&P titled, Adverse Consequences and
Medication Errors., dated 6/25, indicated, .Document the following information in an incident report
and in the residents clinical record.Resident name age.medication, route, dose, date, and time of
administration.factual description of the error or adverse consequences.name of provider and time
notified.providers orders.Resident's condition for 24 to 72 hours or as directed.when a suspected ADR
(adverse drug reaction) is encountered, the following protocol should be followed: The pharmacist and
facility nurse review the reaction or untoward event. A plan of action is formulated and implemented.
The provider contacted.Each incident is forwarded to.director of nursing.medical director.consultant
pharmacist.Medication errors are managed according to facility policy. The DON verified the facility
did not follow most of the aspects policy regarding documentation. The DON verified the facility did
not monitor the patient's status following the medication error and stated she expected more
(continued on next page)
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documentation from the nursing staff related to this incident. During a concurrent interview and
record review on 6/25/26 at 3:55 PM, with the DON, the facility's P&P titled, Change in Condition.,
dated 8/25/25, indicated, Purpose To ensure residents, family, legal representatives, and physicians
are informed of changes in the resident's condition.A facility must immediately inform the
Resident.Residents physician.where there is an accident involving the Resident. The DON verified the
facility did not follow this policy. The DON confirmed the facility did not do a change of condition nor
notify the MD until three days later.

55555387

08/27/2026




