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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record reviews, the facility failed to provide pharmaceutical services, including 
procedures that assured the accurate administration of all drugs and biologicals to meet the needs of 1 of 1 
(Resident # 1) reviewed for enteral medication administration.LVN A failed to administer Resident # 1's 
enteral medications according to physician's order. This failure could place residents at risk for a clogged 
peg tube, adverse reaction, metabolic abnormalities and a decline in health. Findings included: Record 
review of Resident # 1's face sheet retrieved on 11/18/2025 at 09:53 a.m., revealed, Resident # 1 was an 
[AGE] year-old female admitted to the facility on [DATE]. She was admitted with the following medical 
diagnoses: Unspecified dementia(loss of cognitive functioning), gastrostomy status, ( the condition or 
situation of a patient who has undergone a medical procedure that involves placing a tube directly into the 
stomach for feeding or medication administration) hypertension (high blood pressure) , anemia (when you do 
not have enough healthy red blood cells or red blood cells do not work as they should), hydronephrosis 
(swelling of one or both kidneys that makes it impossible for urine to drain properly). Record review of 
Resident # 1's MDS dated [DATE] revealed a BIMS score of 03 on the cognitive pattern section C0500, 
indicative of severe cognitive damage. Record review of Resident # 1's care plan that was last conferenced 
on 10/17/2025 stated: Administer medications as ordered per MD. Monitor and record effectiveness. Monitor 
and report any adverse side effects. Care Plan stated Resident #1 had a g-tube on the stomach. Record 
review of Resident # 1's MAR, retrieved on 11/20/2025 did not reveal the enteral medication should be 
administered together. The order read: Enteral Feeding: Flush tube with30cc's warm water before and after 
tube feeding administration. An observation on 11/18/2025 at 12:16 p.m., LVN A administered, the following 
medications to Resident #1 as a cocktail (combination of different medications in one cup) ; calcitriol 1 
mcg/ml solution to treat hydronephrosis with renal and ureteral calculous obstruction ( kidney tube blockage 
by kidney stones), diltiazem HCL 60 mg tablet used to treat hypertension, donepezil 10 mg tablet used to 
treat dementia, ferrous sulfate 220 mg used to treat anemia and lokelma 10 gram powder used to treat 
hyperkalemia. LVN A did not use warm water to administer the g-tube medications as specified in the MD's 
general order tap on 07/18/2023 06:25 a.m. During an interview with LVN B on 11/19/2025 at 10:24 a.m., 
she said peg tube medications are administered as follows; each medication is crushed separately and put in 
a separate cup and administered separately by gravity with warm water. She stated the reason for 
administering one medication at a time is because there might be an adverse reaction. During an interview 
with LVN C on 11/19/2025 at 12:15 p.m., she said peg-tube (a tube that allows you to receive medication 
and food through your stomach) medications are not supposed to be mixed, except if there is an order that 
stated they could be mixed. She stated they are supposed to be administered individually. LVN C stated, it is 
the responsibility of the nurse who is administering the medications to check the orders prior to medication 
administration. LVN C stated that the consequences of not administering each medication separately could 
cause stomach upset to Resident # 1, it could affect how the medication works, and it could clog the tube. 
She stated the facility had a bootcamp on peg tube medication administration two months ago, where they 
had mannequins / dummy (to demonstrate) peg medication administration. LVN C said the facility trainers 
did verbal explanation which was followed by demonstration. She stated the nurses did a return 
demonstration and were all checked off. During an interview with RN A on 11/19/2025 at 2:08 p.m., she said, 
I put the medications in separate cups. I crush them separately. I mix them separately and administer them 
one at a time via gravity. She stated she would administer the medications separately because the chemical 
compositions are different. RN A stated, she does not want to create any chemical reaction before the 
medications get into a resident's system. She said, if there was a reaction, Resident # 1 might have 
anaphylactic reaction (a severe life-threatening allergic reaction that can occur within minutes of exposure to 
a trigger like medications, food or insect stings), and abdominal issues. During an interview with LVN D on 
11/19/2025 at 2:23 p.m., he acknowledged the fact that he was trained to administer peg tube medications. 
He said the facility's corporate nurse retrained all the nurses on all nursing skills six weeks ago. LVN D said 
during peg tube medication administration, he checks to make sure it's the right resident, the right medication 
and the right route. He said he would wash his hands and assemble all the required medications. LVN D said 
he would crush every medication individually in separate cups. He said, if there are five pills, he would have 
five separate cups. LVN D said prior to administering the medications, the nurse should stop the tube 
feeding. He said the medications are administered separately because some medications can react with 
others and ensure the residents tolerate each medication. Also, the residents might have an adverse 
reaction. LVN D said if the medications are not administered separately, it means a medication error has 
occurred. He said he had never seen any facility Dr who wrote an order for peg tube medications to be 
administered as a cocktail (combination of multiple medications). During an interview with RN B on 
11/20/2025 at 11:00 a.m., She said, if she had a resident with enteral medications (medications administered 
directly into the gastrointestinal tract), she will crush the medications separately and administer them 
separately. RN B said, that is what she was told in nursing school. She said enteral medications are not 
administered together because the medications can react with one another. She said if the medications are 
administered together, the nurse will not know how much water to use because you must flush after each 
medication administration. The nurse is expected to flush each medication because you do not want the 
medication to clog the peg tube. RN B said if you administer enteral medications together, it might cause 
medication reaction, and you might be pushing too much medication at once. During a telephone interview 
with the DON on 11/20/2025 at 1:04 p.m., she said, if a resident had more than one enteral medication, the 
nurse should separate the medications except there is a Dr's order to administer otherwise. The DON said, if 
a nurse administered enteral medications as a cocktail, it might clog the peg tube. She said it depends on 
where the peg tube is clogged, it could prevent the residents from getting prescribed medications and can 
cause unwanted hospitalization if the facility cannot unclog the peg tube. The DON said, if a nurse was seen 
administering enteral medications as a cock tail, that nurse would be reeducated, followed by a check -off. 
During a telephone interview with LVN A on 11/20/2025 at 1:48 p.m., she said she was taught to administer 
enteral medications separately. She said she was nervous when she was watched by a state Surveyor on 
11/18/2025 when she administered enteral medications to Resident # 1. She said it was also because she 
was nervous that she did not use warm water as stated in the order. LVN A said, if enteral medications are 
not administered correctly, the medications would not have their desired effects and Resident # 1 could have 
reaction such as hives ( outbreak of red, itchy, raised, and swollen areas on the skin that can be caused by 
allergic reactions and other factors) and anaphylactic shock (a severe allergic reaction that affects the whole 
body and can be life-threatening if not treated immediately). During an interview with the Administrator on 
11/20/2025 at 12:29 p.m., she said she was not a nurse, her understanding of enteral medication 
administration was, you crush the medication and put them in the peg tube, flush with water. She said she 
had never attended any of the nursing competencies when they demonstrated medication administration. 
During a telephone interview on 11/19/2025 at 11:45 a.m., with Pharmacist A, he said the pharmacy was 
only responsible for dispensing the medications. The facility and the Drs decide on how the medication 
should be administered. During a telephone interview on 11/19/2025 at 5:20 p.m., Dr A said she would call 
back. There was no return call. On 11/20/2025 at 09:41 a.m., there was an unsuccessful phone call to Dr. A. 
Record review of enteral feeding-administering medications dated 05/05/2023 revealed: The licensed nurse 
will administer medications prescribed by the physician to be given by enteral tube, using the appropriate 
method according to recognized standards of practice. The licensed nurse will verify correct tube placement 
on those devices that are not inserted directly into the gut, per current clinical standards of practice. Record 
review of facility's staff education/orientation policies and procedures revised on 07/01/2013, 09/10/2019 and 
11/18/2012 revealed: After medications have been administered, deliver the 30 ml post medication or per 
physician order and warm water flush by gravity. In the event where flushing with 30 ml before and after each 
single medication may overload the patient/resident with fluid, flush before and after a group of multiple 
medications is acceptable, unless there are known compatibility problems between medications being mixed. 
Administer medications separately. Do not mix, as this may cause a drug reaction. Record review of 
Resident #'s general peg order retrieved on 11/20/2025 at 09:50 a.m., did not reveal that the medication 
could have been administered as a cocktail.
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