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Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

48668

Based on interview and record review, the facility failed to ensure staff verified the accuracy of a physician's 
order in one of 2 residents' medical record (Resident 1). Resident 1 had an order of NPO (nothing by mouth) 
and another order was to give medication by mouth.

This failure had the potential to place Resident 1 at risk for medication related adverse events and 
complications.

Findings:

During Resident 1's review of health records:

a. Admission record, indicated an initial admission on 9/27/24, readmission on 3/5/25 with diagnosis of 
dysphagia (difficulty swallowing) following cerebral infarction (a blockage of blood supply to the brain).

b. An MDS (comprehensive assessment) on swallowing and nutrition dated 3/12/25 indicated Resident 1 had 
a feeding tube (a way of providing nutritional needs by way of a tube that is connected straight to resident's 
stomach).

c. Physician's order dated 4/4/25 indicated diet order as NPO. 

d. Medication Administration Record (MAR) dated April 2025 indicated an order of:

 * Amoxicillin/ Clavulanate 500/125 mg (antibiotic-medication to neutralize bacterial infection in the body) 1 
tablet by mouth every 12 hours for 10 days, initialed by licensed nurses from 4/7/25 to 4/17/25.

 * Cephalexin (antibiotic) tablet 500 mg, give 10 ml by mouth three times a day for two days, initialed by 
licensed nurses from 4/30/25 to 5/2/25.

During the interview on 5/2/25 at 11:45 a.m. with the Assistant Director of Nursing (ADON), ADON stated 
Resident 1 had an order not to take anything by mouth (NPO).
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During the interview on 5/2/25 at 12:00 p.m. with Licensed Nurse (LN 1), LN 1 stated that she was 
administering Resident 1's medications via gastric tube and not as per the written order by mouth but did not 
clarify the order with the physician.

During the interview on 5/2/25 at 12:15 p.m. with the Director of Nursing (DON), DON acknowledged the 
antibiotic orders were written in error and was not verified in a timely manner.
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