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Level of Harm - Minimal harm 
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Residents Affected - Few

Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40801

The facility reported a census of 38 with three residents included in the sample. Based on interviews and 
record review the facility failed to prevent a medication error when Licensed Nurse C did not follow the 
physician order and incorrectly administered five times the ordered amount of Ativan to Resident (R)1, who 
was on hospice. 

Findings included:

- R1's Electronic Medical Record (EMR) dated 10/24/24 indicated the diagnosis of dementia with agitation 
(progressive mental disorder characterized by failing memory, confusion).

R1's Admission Minimum Data Set (MDS) dated [DATE] revealed a Brief Interview Mental Status (BIMS) 
score of three, indicating severely impaired cognition. The MDS noted R1 had behaviors symptoms of 
physical and verbal towards others. 

The 01/02/25 Significant Change (MDS) indicated R1's placement on hospice. 

The Care Area Assessment (CAA) dated 10/24/24 revealed behaviors triggered due to the physical, verbal 
abuse towards staff. The contributing factors included unspecified dementia with unspecified severe agitation 
and risk factors included injuring self and others.

The Care Plan revised on 01/24/25 revealed R1 could become agitated at times, could be verbally and 
physically abusive, combative to staff, and resistive to care. The staff were to administer medications as 
ordered and monitor/document for side effects and effectiveness.

The EMR revealed an order dated 01/09/25 for topical Ativan (lorazepam, a medication to treat anxiety) 1 
milligram (mg) per 0.1 mg, every four hours as needed for anxiety, and use only 0.1 mg of syringe per dose 
(the syringe contained 5 doses in one syringe) every four hours, as needed for anxiety, and apply to the 
inner wrist or back of neck. 

Review of the Nurses Notes dated 01/14/25 to 01/20/25 lacked documentation regarding R1's response to 
the amount of Ativan given in error. The 01/16/25 at 04:32 PM note included staff notified the physician 
regarding the medication error that occurred on 01/14/25 with no new orders received
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During an interview on 03/17/25 at 02:30 PM Administrative Nurse B revealed Licensed Nurse (LN) C gave 
the wrong dose of Ativan. Administrative Nurse B said instead of administering one dose as ordered LN C 
gave five doses of the resident's topical Ativan all at once. Administrative Nurse B stated this occurred on 
01/14/25 and the error was not discovered until 01/16/25 when another nurse discovered the wrong dose 
had been given. Administrative Nurse B stated they completed a teachable moment of education with LN C 
on 01/16/25 regarding medication error. 

During an interview on 03/17/25 at 03:50 PM, Licensed Nurse (LN) C revealed R1 had a lot of anxiety and 
needed an as needed Ativan. LN C said she was used to the single dose syringes of topical ativan, and she 
looked at the syringe incorrectly and administered the wrong dose.

During an interveiw on 03/17/25 at 04:00 PM, Administrative Nurse B revealed she expected the nurses to 
check the dose of medication and follow the medication rights when administering medications.

The facility's policy Medication Administration dated October 2024 revealed the facility must ensure that its 
residents are free of any significant medication errors. The individual administering the medication must 
check the label three times to verify the right medication, right dosage right time and right method (route) of 
administration before giving the medications, 

The facility failed to prevent a medication error for R1 when Licensed Nurse C administered five times the 
physician ordered dose of Ativan to the hospice resident.
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