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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to maintain accurate clinical records as required by
professional standard and practice, when Licensed Vocational Nurse 2 (LVN 2) added lorazepam
(Ativan-a central nervous system depressant, a medication used to treat anxiety disorder [a group of
mental health conditions characterized by persistent, excessive, and uncontrollable fear, worry, or
dread that interferes with daily life]) to the medication list for one (1) of two (2) sampled residents
(Resident 1) without obtaining an order from Resident 1's physician. This deficient practice had the
potential for Resident 1 to receive Ativan, resulting in medication error and lead to adverse reactions
(any unexpected reactions to a drug) and the accidents that are associated with adverse
reactions.Findings: During a review of Resident 1's admission Record, the admission Record indicated
Resident 1 was admitted to the facility on [DATE] with diagnoses that including but not limited to
cerebral infarction (stroke- a type of tissue death in the brain when blood flow to a part of the brain is
reduced or completely blocked), hemiplegia and hemiparesis following cerebral infarction affecting
right non-dominate side (paralysis or significant weakness on the entire right side of the body), and
unspecified cirrhosis of liver (permanent scarring of the liver caused by chronic, long-term liver
disease and injuries). During a review of Resident 1's Minimum Data Set (MDS- a resident
assessment tool), dated 5/29/2026, the MDS indicated Resident 1 was assessed having intact
memory and cognitive (mental action or process of acquiring knowledge and understanding) skills for
daily decision making. The MDS indicated Resident 1 required supervision or touching assistance with
eating, oral hygiene, and personal hygiene. The MDS indicated Resident 1 required partial/moderate
assistance (helper does less than half the effort) with upper body dressing, rolling left and right,
sitting to lying, and toilet transfer. The MDS further indicated Resident 1 required
substantial/maximal assistance (helper does more than half the effort) with toileting hygiene,
shower/bathe self, sit to stand, and walk 10 feet (ft.- unit of measurement). During an interview on
6/12/2026, at 12:03 PM, with Certified Nursing Assistant 1 (CNA 1), CNA 1 stated Resident 1 did not
display any behaviors or verbal aggression towards staff or residents during his stay in the facility.
During a concurrent interview and record review on 6/12/2026, at 12:34 PM, with the Assistant
Administrator (AADM), Resident 1's physician's orders dated 5/29/2026, 4:57 PM were reviewed.
AADM stated Resident 1 had a onetime order for lorazepam injection solution 2 milligrams (mg- unit of
measurement for weight)/1 milliliter (ml- unit of measurement for liquid) inject 0.5 ml intramuscularly
(inject into a muscle) for anxiety manifested by verbal aggression until 5/29/2026 11:59 PM, give
1mg/0.5ml. During the same concurrent interview and record review on 6/12/2026, at 12:34 PM, with
the Assistant Administrator (AADM), Resident 1's progress notes and Medication Administration
Record (MAR) were reviewed. AADM stated Resident 1 did not have any progress notes on or before
5/29/2026 indicating Resident 1 had anxiety as manifested by verbal aggression. AADM also stated
Resident 1's Ativan order was charted as Code 13 (no dose required) in Resident 1's MAR on 8:55 PM.
During an interview on 6/12/2026, at 1:29 PM, with LVN 1, LVN 1 stated Resident 1 was not anxious
or verbally aggressive towards her or other residents on 5/29/2026. LVN 1 stated there was also no
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report from the previous shift that Resident 1 had anxiety or verbally aggressive behavior. LVN 1
stated she did not know who ordered the Ativan or why Ativan was ordered for Resident 1 on
5/29/2026 because he did not have aggressive behavior that day. During an interview on 6/12/2026,
at 4 PM, with LVN 2, LVN 2 stated she entered the Ativan order under Resident 1's name on
5/29/2026. LVN 2 stated Resident 1 was never ordered to take Ativan by his physician for anxiety or
verbally aggressive behavior. LVN 2 stated she placed the Ativan order under Resident 1's name only
to show the new unnamed LVN she was training how to put in new medication orders. LVN 2 stated
she forgot to delete the Ativan order after she was done teaching the new LVN how to do it. LVN 2
stated she should not have entered the Ativan order under Resident 1's name even if it was for
teaching purposes. LVN 2 stated entering a medication that was not ordered for Resident 1 could have
caused a medication error and cause Resident 1 to receive an unnecessary medication. LVN 2 stated
Ativan was a form of chemical restraint and should not be administered to a resident without an order
or consent from the physician. During an interview on 6/12/2026, at 4:15 PM, with the Director of
Nursing (DON), the DON stated Resident 1 was not ordered by his physician to receive Ativan for
anxiety or verbal aggression on 5/29/2026. The DON stated the Ativan order was for another resident
and not for Resident 1. The DON stated LVN 2 entered the Ativan order on 5/29/2026 under Resident
1's name because Resident 1's electronic medical record (eMAR) was open while LVN 2 was teaching
a new LVN how to enter medication orders. The DON stated LVN 2 should have entered the order
under the resident that was ordered for Ativan. The DON stated entering an order under the wrong
resident could cause a medication error and cause the resident to experience side effects and
adverse reactions that the resident would not otherwise experience. During a review of the facility's
policy and procedure (P&P), titled, Documentation-Nursing, revised 6/1/2017, the P&P indicated,
Nursing documentation will be concise, clear, pertinent, and accurate.
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