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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record reviews the facility failed to provide pharmaceutical services including procedures that 
assure the accurate acquiring, receiving, dispensing, and administer of all drugs and biologicals to meet the 
needs of 1 (Resident#1) out of 3 residents reviewed. The facility failed to ensure Resident#1 medication 
were administered all drugs and biological via G-Tube administration and/or orally. This failure could place 
residents at risk of not receiving medications as prescribed. Findings include: Record review of Resident#1 
face sheet reflected, she was a [AGE] year-old female originally admitted to the facility on [DATE] and 
readmitted on [DATE]. Resident#1 was diagnosed with but not limited to, Type 1 diabetes mellitus with 
ketoacidosis with coma (body lacks significant insulin), altered mental status, urinary tract infection, site not 
specified and cognitive communication deficit. Resident#1 MDS dated [DATE] reflected, Resident #1 had a 
BIMS of 03 which indicated severed impaired cognition. Record review of Resident#1 October TAR and 
MAR reflected: *Phenytoin oral suspension 125mg/ml Give 5ml via G-Tube three times a day related to 
unspecified convulsions, started 09/25/25 and DC 10/07/25. *Polyethylene Glycol powder Give 17mg via 
G-Tube two times a day for constipation, started 09/25/25 and DC 10/07/25. *Peg 3350 17gm/scoop 
powder-Give 17 gram via G-Tube every 24 hours as needed for constipation, started 09/25/25 and DC 
10/07/25. Record review of Resident#1 November TAR and MAR reflected: *Phenytoin oral suspension 
125mg/ml/ml Give 5ml via G-Tube three times a day related to unspecified convulsions, started 10/09/25 and 
DC 11/07/25. *Resident#1 was hospitalized [DATE] and 10/07/25. *Resident#1 refused phenytoin oral 
suspension 125mg/ml on 10/19/25 at 1:00 pm. *Peg 3350 17gm/scoop powder-Give 17 gram via G-Tube 
every 24 hours as needed for constipation. started 10/09/25 and DC 11/07/25. *Phenytoin Oral Suspension 
125 MG/5ML- Give 5 ml by mouth three times a dayrelated to unspecified convulsion, started 11/07/25 and 
DC 11/13/25. *Lactulose Oral Solution 10 GM/15ML -Give 30 ml by mouth every 12 hours asneeded for 
Constipation, started 11.07.25 and DC 11.13.25 *PEG 3350 17 GM/scoop Powder - Give 17 gram by mouth 
every 24 hoursas needed for Constipation, started 11/07/25 and DC 11/13/25 Record review of Resident#1 
hospital records dated 11/12/25 reflected: Resident#1 was admitted to the hospital on [DATE] at 12:53 pm. 
Resident #1 chief complaint was vomiting. Resident#1 visit diagnosis was Diabetic ketoacidosis without 
coma associated with type 1 diabetes mellitus (Without enough insulin, the body begins to break down fat as 
fuel. This causes a buildup of acids in the blood (primary). Note dated 11/10/25. *Brief neurology notes 
[Resident#1] with seizure disorder on Phenytoin 125mg TID previously but level < 1.8 as she has not been 
receiving it at the facility [Resident#1] has been given unknown time.[Resident#1] would re-start as below: 
Start 100mg TID for 5 days, then check through level subtherapeutic (being a dose that is below what is 
used for treating disease), then increase to the 125 TID as [Resident#1] was on previously. *Internal 
medicine and psychiatry notes reflected, stool ball seen on image, large BM in the am after Bisacodyl 
suppository.CTAP showing distended rectum due to stool burden with stercoral colitis (inflammation of the 
colon due to fecal impaction,) *Hospital laboratory results dated [DATE] reflected Phenytoin value level of < 1.
8 and a reference range of 10.0-20.0., flagged for low level. During an interview and observation on 11/12/25 
at 4:50 pm revealed Resident#1 did not recall why she was in the hospital. Resident#1 stated she received 
her insulin shots at the facility, and she took her medications. Surveyor observed HPCT feeding Resident#1 
through G-tube. Surveyor observed HN take Resident#1 BS and Resident#1 BS was 170. During an 
interview on 11/12/25 at 5:15pm the Hospital physician stated Resident#1 Phenytoin levels were extremely 
low and showed that she was not getting the medication. The Hospital physician stated Resident#1 had 
pending lab results for infection and she would provide that information. During an interview on 11/13/25 at 
9:58 am CNA C stated Resident#1 BMs were documented on the POC daily and every shift. CNA A stated 
Resident#1 was in and out the hospital and did not recall the last time she had a BM. CNA C stated if a 
resident did not have a BM the information would be shared with the ADON. During an interview on 11/13/25 
at 10:10 am LVN D stated Resident#1 medication was given through the G-Tube. LVN D stated Resident#1 
did not like the G-Tube and would sometimes refuse medication. During an interview over the phone on 
11/13/25 at 10:24 am LVN E stated he gave Resident#1 all her medications through the G-Tube. During an 
interview over the phone on 11/13/25 at 12:40 pm Resident#1's PCP stated Resident#1 would refuse 
medications and this was a continuous struggle with Resident#1. The PCP stated Resident#1 Phenytoin 
levels were low and he was trying to see why they were low. The PCP stated if the Resident were not getting 
medication she could have seizure. Record review of Hospital Physician email to surveyor reflected on 
11/13/25 at 5:30 pm: [Resident#1] imaging showed a large fecal stool ball which would only arise in imaging 
if she were not getting MiraLAX and not having regular bowel movements. During an interview and record 
review on 11/14/25 at 8:50 am Resident#1's PCP stated Resident#1 Phenytoin levels being in the 1's could 
possibly mean Resident#1 was not getting the medication as prescribed. The PCP stated the presence of 
stool cannot be avoided because Resident#1 does not move around a lot. The PCP stated that he did not 
have Resident#1 chart in front of him and could not say if Resident#1 medications could interact with one 
another. During an interview and record review on 11/14/25 at 9:00am, Surveyor and the ADON went 
through the MAR and TAR together. The ADON stated Resident#1 received all her medications in October 
and November expect for the days Resident#1 was at the hospital. The ADON stated sometimes Resident#1 
refused medications and was in and out of the hospital a lot. Record review of Resident#1 MAR/TAR 
revealed Resident#1 refused phenytoin oral suspension 125mg/ml on 10/19/25 at 1:00 pm and was 
hospitalized [DATE] and 10/07/25 for the month of October. Record review of November MAR revealed Peg 
3350 17gm/scoop powder as needed for constipation showed not administered. Record review of the 
Phenytoin oral suspension 125mg/ml was not administered 11/10/25 and 11/11/25 because of Resident#1 
hospitalization. The ADON stated medications were D/C when Resident#1 went to the hospital and restarted 
her medication when she returned to the facility with PCP approval. During an interview over the phone on 
11/14/25 at 9:45am CMA A stated Resident#1 medications had been transferred to G-Tube and she did not 
give her medications from the MAR in a long time. CMA A stated prior to the change she administered 
Resident#1 medication and sometimes she would refuse. CMA A stated when resident#1 refused 
medication, CMA A would attempt to administer medication again, let the charge nurse know and document 
on the MAR. During an interview over the phone on 11/14/25 at 9:50 am CMA B stated Resident#1 used to 
take medications by mouth, sometimes Resident#1 would refuse medications. CMA B stated when 
resident#1 refused medication, CMA B would attempt to administer medication again, let the charge nurse 
know and document on the MAR. During an interview on 11/14/25 from 9:53 am to 10:10 am, CNA F, CNA G 
and CNA H stated Residents BMs are documented every shift and if resident does not have a BM the ADON 
was notified. Residents who received peri care and catheter bags are drained daily on every shift and 
documented in the POC. Attempted to call Medical Director on 11/14/25 at 10:30 am, surveyor not able to 
leave voicemail. During an interview and record review on 11/14/25 at 11:30 am the DON stated Resident#1 
received all her POC for the month of October and November. Record review of Resident#1 POC for 
October and November revealed Resident#1 BM was monitored on three shifts. Record review revealed 
Resident#1 had a BM every day expect on 10/6/25, 10/07/2 and 11/11/25, which were days that Resident#1 
was hospitalized . Record review of email from Hospital Physician to surveyor revealed on 11/14/25 at 
4:11pm, Phenytoin levels should be greater than 10 on lab work for a patient who is getting the medication. 
Her level was less than 1.6 which means she has not been receiving the medication. The concern of not 
receiving this medication is that it puts her at a greater seizure risk given her prior history of seizures. And if 
she were to have seizures, it would cause electrolyte abnormalities and then could cause neurological 
dysfunction or cardiac issues. Record review Hospital Physician email to surveyor revealed on 11/14/25 at 
7:22pm, There is no way to say a specific time for sure however it's takes at least several days (3-5) of 
constipation to be able to show up on a CT scan. Record review of facility policy Medication Administration, 
undated reflected, .iv. The licensed nurse must know the following information about any medication they are 
administering .D. The drug's indication for use and desired outcome, E. The drug's usual dosage .
documentation A. The time the dose of the drug or treatment administered to the resident will be recorded in 
the resident's individual medication record by the person who administers the drug or treatment.
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