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300.1210d)1)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall be
formulated by a Resident Care Policy Committee
consisting of at least the administrator, the advisory
physician or the medical advisory committee, and
representatives of nursing and other services in the
facility. The policies shall comply with the Act and
this Part. The written policies shall be followed in
operating the facility and shall be reviewed at least
annually by this committee, documented by written,
signed and dated minutes of the meeting.

Section 300.1210 General Requirements for Nursing and
Personal Care

b) The facility shall provide the necessary care and
services to attain or maintain the highest practicable
physical, mental, and psychological well-being of the
resident, in accordance with each resident's
comprehensive resident care plan. Adequate and properly
supervised nursing care and personal care shall be
provided to each resident to meet the total nursing and
personal care needs of the resident.

d) Pursuant to subsection (a), general nursing care
shall include, at a minimum, the following and shall be
practiced on a 24-hour, seven-day-a-week basis:

1) Medications, including oral, rectal, hypodermic,
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intravenous and intramuscular, shall be properly
administered.

These requirements were not met as evidenced by:

Based on observation, interview, and record review the
facility failed to follow their Medication

Administration Policy by not notifying the physician
that a resident's anti-seizure medications were not
available in a timely manner. This failure resulted in
R10 having a seizure the next morning and being sent
out to the hospital. This failure affected 1 (R10) of 3
residents reviewed for Quality of Care/Treatment.

Findings include:

On 2/18/2026 at 3:09PM, V2 (DON-Director of Nursing)
stated pharmacy notified the DON the delivery hours for
medication had a cut off time after 4:00PM on
12/24/2025 due to the holiday. V2 stated the facility
nurses use the (medication dispensing system) machine
to retrieve medications that have not been delivered
from the pharmacy and are given to the residents as
ordered by the doctor. V2 states if the medication is

not available in the (medication dispensing system)
machine the nurse should call and notify the doctor and
family, but R10's nurse did not notify VV35. V2 stated
Dilantin was the only anti-seizure medication in
(medication dispensing system) out of the 3
anti-seizure medications R10 takes for the seizure
diagnosis. V2 states R10 was given Dilantin pulled from
(medication dispensing system) the next day on
12/25/2025.

On 2/19/2026 at 12:38PM, V35 (Nurse Practitioner)
states on 12/24/2025 around 6:00PM, V35 was notified by
R10's nurse of R10's admission into the facility. V35
stated he was not notified that the facility did not

have 2 of R10's seizure medications in the (medication
dispensing system) machine. V35 stated he was unaware
of the pharmacy’s cut-off hours because of the holiday.
V35 stated R10's nurse did not call V35 on 12/24/2025

in the late evening to notify V35 that R10 did not take

any of her anti-seizure medications. V35 stated if he

was notified that R10's anti-seizure medications were

not delivered and R10 did not take any anti-seizure
medications the evening of 12/24/2025, V35 stated he
would have placed an order to send R10 back to the
hospital that same night.

Record Review of R10's December 2025 Medication
Administration Record (MAR) Topiramate Oral Tablet 200
MG give 1 tablet by mouth two times a day for Epilepsy

, Phenytoin Sodium (Dilantin) Extended Capsule 100 MG
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give 2 capsule by mouth two times a day for Epilepsy,
Oxcarbazepine Oral Tablet 600 MG give1200 mg by mouth
two times a day for Epilepsy, were not administered on
12/24/2025 as instructed by R10's Hospital Discharge
Medication list.

Record review of R10s progress note dated 12/25/2025 at
9:55AM, documents V23 (R10's concerned party) insisted
R10 go out 911 because R10 had a seizure.

Record review of R10s progress note dated 12/25/2025 at
4:45PM documents R10 was admitted to (local) Hospital
with seizure activity.

V2 stated the evening of 12/25/2025, V2 provided an
in-service to the nurses. The topic states when a new
admission arrives to the facility and medications are
not available, nurses are to attempt to pull from
(medication dispensing system) and if not in the
(medication dispensing system) notify MD (physician)
and get an order to give medication upon arrival. State
Surveyor observed the in-service /meeting is signed by
nurses and dated 12/25/2025.

On 2/18/2026 at 12:16PM, V20 (Former Administrator),
states if family notifies her of a concern V20 would
have addressed it right away or informed the DON right
away.

During Observation, on 2/19/2025, Surveyor and V2
reviewed the list of medications available on the
(medication dispensing system) machine, only
Phyentoin100mg capsule was available, but V2 stated it
was not given to R10 until 12/25/2025. V2 stated the
nurse did not notify V35 the evening of 12/24/2025 that
the anti-seizure medications were not given.

V2 provided R10s Hospital Discharge Medications,
documents topiramate 200mg tablet (Take 200mg by mouth
in the morning and 200mg in the evening) dose was given
on 12/24/2025 at 8:23AM in the hospital, next scheduled
dose in the evening time at 11:00PM. Hospital Discharge
Medication Documents Phenytoin 100mg ER capsule (Take
200mg by mouth in the morning and 200mg in the evening)
last dose 200mg on 12/24/2025 at 8:24AM, next scheduled
dose for 11:00PM. Hospital discharge medication
Oxcarbazepine 600mg tablet (Take 1,200mg by mouth in
the morning and 1,200mg in the evening) last dose
1,200mg on 12/24/2025 at 8:23AM, next scheduled dose
11:00PM.

During record review no progress note was written by
R10's nurse to notify V35 that R10's antiseizure
medications were not delivered and R10 was not given
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any of R10's anti-seizure medications the evening of
12/24/2025 as directed by the hospitals discharge
medication list scheduled time.

Facility Policy Titled Medication Administration Review
date 5/2025, documents: General: Medications are
administered safely and appropriately to aid residents
to overcome illness relieve and prevent symptoms and
help in diagnosis.

Guideline:

22. If medication is not given as ordered document the
reason on the MAR (Medication Administration Record)
and notify the health care provider.

26. If the medication is ordered but not present check
to see if it was misplaced and then call the pharmacy
to obtain the medications. If available obtain it from
the contingency or convenience box

27. If the physician’s order cannot be followed for any
reason the physician should be notified in a timely
manner depending on the situation and a note should
reflect the situation in the residence medical record.
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