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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinic record review, staff interviews, Nurse Practitioner interview, and policy review, the facility failed to 
administer medications per physician orders for 1 of 4 residents reviewed (Resident #1) for significant 
medication errors. The facility reported a census of 116 residents. Findings include: Resident #1's Minimum 
Data Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental Status (BIMs) score of 15, 
indicating intact cognition. The MDS identified Resident #1 required substantial/maximal assistance with bed 
mobility and was dependent on staff for transfers/toileting. The MDS included diagnoses of chronic kidney 
disease, generalized anxiety disorder, major depressive disorder, and primary insomnia. The MDS identified 
Resident #1 received antianxiety medication for 7 days during the look back period.The Care Plan revised 
12/10/24 documented Resident #1 used an antianxiety medication for an anxiety disorder. The care plan 
directed staff to administer the antianxiety medication as ordered by the physician. The June 2025 
Medication Administration Record (MAR) directed staff to administer the following antianxiety medications:- 
Ativan (Lorazepam) 0.5 mg (milligrams) before meals (7:30 AM, 11:30 AM and 4:30 PM) for anxiety. Start 
date 12/24/23- Clonazepam (Klonopin) 0.5 mg one tablet at bedtime for anxiety. Start date 2/3/23An Incident 
Report titled Medication Error dated 6/17/25 documented a Certified Medication Aide (CMA) went to the 
nurse because they suspected a medication error. The CMA identified Resident #1's clonazepam had been 
only signed out every other night on the narcotic record. The Nurse reviewed the most recent narcotic record 
for the lorazepam and identified on multiple occasions the lorazepam was given four times daily instead of 
the clonazepam. The report documented the nurse notified the nurse practitioner, family and on call nurse 
manager of the medication error. Review of the Lorazepam Narcotic Records from 6/1/25 to 6/17/25 
revealed Resident #1 received an additional dose of Lorazepam in the evening/bedtime on the following 
dates: 6/2, 6/4, 6/5, 6/8, 6/10, 6/11, 6/13, and 6/16. Review of the Clonazepam Narcotic Records from 6/1/25 
to 6/17/25 revealed Resident #1 did not receive the medication on the following dates: 6/2, 6/4, 6/5, 6/8, 
6/10, 6/11, 6/14, and 6/17. A Progress Note dated 6/5/25 documented Resident #1 complained of feeling 
very shaky and unsteady and did not want to be left alone stating to staff she was going to die. Resident #1 
reported it was her anxiety. The note indicated the Advance Registered Nurse Practitioner (ARNP) was 
notified of the symptoms.A Progress Note dated 6/6/25 documented Resident #1 did not feel well. When the 
nurse asked to describe how she was feeling, Resident #1 responded in my head, I didn't sleep much. The 
note documented Resident #1's daughter reported she was getting a lot of phone calls.A Social Service 
Progress Note dated 6/12/25 documented Resident #1 reported not doing so well because she did not sleep 
so well last night. A Progress Note dated 6/14/25 documented Resident #1 reported to the nurse that she 
wasn't feeling well and did not sleep last night.A Progress Note dated 6/14/25 documented Resident #1's 
daughter requested to speak to the nurse due to concern her mom was not feeling well and needed to be 
evaluated. The note documented Resident #1 complained of not sleeping well for the past few days, having 
a hard time emptying her bladder and pain all over. The note indicated Resident #1 appeared anxious, stated 
I feel tense and wanted to be evaluated in the hospital. The note revealed Resident #1's daughter escorted 
her to the hospital. A Telehealth Psychiatric Evaluation completed in the emergency room (ER) dated 
6/14/25 revealed Resident #1 presented with acute insomnia and associated mood changes. The treatment 
recommendation was to start Trazodone (antidepressant) 25 mg at bedtime for 7 days for insomnia. A ER 
Provider Note dated 6/14/25 documented Resident #1 came to the ER with a chief complaint of anxiety and 
not sleeping. Resident #1 reported she felt tense all over and had trouble sleeping. The note revealed a 
medical screening was completed and Resident #1 was medically cleared. The note indicated a telehealth 
psychiatric evaluation was completed and recommended starting Trazodone 25 mg at bed time for 7 days. In 
addition the note advised the nursing home's own psychiatric provider to re-evaluate Resident #1 to 
determine the need to continue the medication or if the dosing needed adjusted. The note documented 
Resident #1 was discharged to the care center to resume her routine medications.A Progress Note dated 
6/19/25 revealed Psychiatric ARNP made face to face visit with Resident #1 and no new orders were 
received. Review of the Lorazepam Narcotic Records dated 9/1/25 revealed the afternoon dose of 
lorazepam was not logged out indicating a dose was missed/omitted.On 10/7/25 at 3:00 PM, Staff A, 
Licensed Practical Nurse (LPN), reported she was working as a CMA when Resident #1's medication errors 
occurred. Staff A said she realized she had been giving Resident #1's medications incorrectly. She said 
when she was looking at the clonazepam narcotic record, she identified there was not a pill signed out for 
each night. She said she went to Staff B, LPN, and reported the medication errors. Staff A said she got the 
lorazepam and clonazepam medications mixed up. She said when the medication errors were identified the 
Director of Nursing (DON) provided verbal coaching and she had to pass medications with another nurse a 
couple of times. She said she was removed from the household per the family request. On 10/8/25 at 11:03 
AM, Staff B reported she was working when Resident #1's medications errors were identified and brought to 
her attention. She said the CMA was giving lorazepam instead of the clonazepam. She said both 
medications were on the resident's medication list. She said she looked at the narcotic records and the CMA 
had been signing out and giving the lorazepam instead of the clonazepam at night. She said she completed 
the risk management form and the appropriate notifications. She said Resident #1 was a little bit more 
anxious, confused and having a little bit more trouble sleeping during that time frame. On 10/8/25 at 2:00 
PM, the DON reported the facility did not complete an incident report for the medication error with the 
lorazepam on 9/1/25. She said the incident report was completed as of 10/8/25. The DON reported the 
lorazepam medication was signed off on the MAR but the narcotic record did not reflect the medication was 
logged out to be given. She said the family and the ARNP were notified of the medication error at the time of 
the incident. The DON acknowledged the progress notes lacked documentation regarding the medication 
error or notifications. The DON reported the medication error happened on Labor day and she assumed the 
nurse got busy and forgot to give the medication. The DON said the nurse who completed the medication 
error was terminated on 10/8/25 when she learned of the error. The DON reported she expected the staff to 
administer medications according to the physician orders and to follow the 5 rights of medication 
administration. On 10/8/25 at 2:37 PM, the Psychiatric Nurse Practitioner reported Resident #1 was on a 
strange combination of medications that included two different benzodiazepine medications. She said if she 
recalled correctly when she started seeing Resident #1 it was for complaints of not being able to sleep. She 
said she thought at that time Resident #1 was on lorazepam four times a day along with other medications. 
She said she decided to try a long acting benzodiazepine at night so she started the clonazepam. She said 
after starting the medication Resident #1 slept better. She reported the clonazepam medication was a little 
more sedating and lasted longer than the lorazepam medication. When asked if there could be any negative 
effects from receiving the lorazepam instead of the clonazepam, she said Resident #1 morning anxiety and 
difficulty sleeping at night may have contributed to her receiving a shorter acting benzodiazepine versus a 
long acting benzodiazepine. She said Resident #1's daughter had reported her mom was more anxious and 
not sleeping well at night during that time frame. A facility policy titled Medication Administration reviewed 
7/9/25 documented accepted professional standards for drug administration included: Right Drug, Right 
Patient, Right Time, Right Dose and Right Route.

22165424

02/05/2026


