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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide on-going monitoring and close supervision of 
Resident #11, who had a history of being non-compliant with facility rules and policies by obtaining 
unauthorized and/or illegal drugs for both his/her own use as well as distribution to other residents. On 
[DATE], cardiopulmonary resuscitation (CPR, an emergency procedure used during cardiac or respiratory 
arrest that involves chest compressions, often combined with artificial ventilation, to preserve brain function 
and maintain circulation until spontaneous breathing and heartbeat can be restored) was initiated on 
Resident #11, Resident #1, and Resident #2 after an overdose. All three residents were sent to the hospital, 
and all three had drug screens that were positive for unauthorized and/or illegal substances. Review of the 
facility investigation/conclusion statement dated [DATE], showed the facility determined Resident #11 
brought the unauthorized and/or illegal drugs into the facility and distributed them to Resident #1 and 
Resident #2. Resident #11 was readmitted to the facility on [DATE] and placed on one-on-one monitoring 
until [DATE]. On [DATE], Resident #11 exhibited behaviors that included being slow to respond and 
inappropriate laughter. Facility staff neglected to place Resident #11 on one-on-one monitoring and to obtain 
a drug screen at that time, not following facility policy. On [DATE], Resident #1, Resident #2, and Resident 
#3 were sent to the hospital, and all three residents' hospital drug screens were positive for unauthorized 
and/or illegal substances. The facility reviewed video footage from [DATE], which showed, Resident #1, 
Resident #2, and Resident #3 gave Resident #11 money that day and approximately one hour later, 
Resident #3 went into cardiac arrest (a life-threatening condition when the heart stops beating). CPR was 
initiated, and the resident was sent to the hospital where he/she was revived, but diagnosed with anoxic 
encephalopathy (a brain injury that occurs when the brain is completely deprived of oxygen, often due to 
events like cardiac arrest) and admitted to the hospital Hospice unit on [DATE]. Resident #1 and Resident #2 
also exhibited symptoms of overdose that day and were sent to the hospital. All three residents' drug screens 
were positive for unauthorized and/or illegal substances. Resident #1 and Resident #2 said they had 
purchased the drugs from Resident #11 on [DATE]. In addition, Resident #29 tested positive for cocaine on 
[DATE] and said he/she had purchased it from Resident #11. Thirty-four residents were sampled, and 
problems were identified with five. (Residents #11, #3, #1, #2, and #29). The census was 133. The 
Administrator was notified on [DATE] at 11:39 A.M., of the Immediate Jeopardy (IJ) Past Non-Compliance 
which occurred on [DATE]. On [DATE], the Administrator became aware of the problem, and the facility 
began inservicing all staff on the Abuse and Neglect policy and procedure and Possession and Use of Illegal 
Drugs, Marijuana and Alcohol and Drug Screen and Searches policy. The IJ was corrected on [DATE].
Review of the facility Abuse and Neglect policy dated [DATE] and revised on [DATE], showed:-Purpose: It is 
the policy of this facility to report all allegations of abuse/neglect/exploitation or mistreatment, including 
injuries of unknown sources and misappropriation of resident property are reported immediately to the 
Administrator of the facility and to other appropriate agencies in accordance with current state and federal 
regulations within prescribed time frames;I. Neglect: Neglect is the failure of the facility, its employees or 
service providers to provide goods and services to a resident that are necessary to avoid physical harm, 
pain, mental anguish, or emotional distress;Policy:-Guidelines: The Facility will develop and operationalize 
policies and procedures for screening and training employees, protection of residents and for the prevention, 
identification, investigation, and reporting of abuse, neglect, mistreatment, and misappropriation of property. 
The purpose is to assure that the facility is doing all that is within its control to prevent 
occurrences;-Identification: The facility will identify events, occurrences, patterns and trends that may 
constitute mistreatment, exploitation, neglect, or abuse, including injuries of unknown source, and 
misappropriation of resident property as defined above;-Alleged violation: A situation or occurrence that is 
observed or reported by staff, resident, relative, visitor or others but has not yet been investigated and, if 
verified, could be noncompliance with the Federal requirements related to mistreatment, exploitation, 
neglect, or abuse, including injuries of unknown source, and misappropriation of resident 
property;-Investigation: The facility will investigate all allegations and types of incidents as listed above in 
accordance to facility procedure for reporting/response as described below;-Protection: The facility will 
protect residents from harm during an investigation;-Reporting/Response: The facility will take all necessary 
corrective actions depending on the results of the investigation. The facility will analyze the occurrences to 
determine what changes are needed, if any, to policies and procedures to prevent further occurrences;-This 
Facility will identify and correct by providing interventions in which abuse, neglect or misappropriation of 
resident property is more likely to occur. This will include: assessment of the physical environment, which 
may make abuse or neglect more likely to occur, such as more secluded areas in the Facility, the 
deployment of staff on each shift in sufficient numbers to meet the resident's needs and that the staff are 
knowledgeable of resident care needs. Supervisors who identify inappropriate behaviors such as; derogatory 
language and neglectful care. Prevention will also include assessment care planning and monitoring of 
residents with needs or behaviors which may lead to conflict or neglect. The Facility will identify events, 
patterns and trends that may constitute abuse and investigate thoroughly, notifying the Administrator and the 
proper authorities;-This Facility desires to prevent abuse, neglect, and theft by establishing a resident 
sensitive and resident secure environment. This will be accomplished by comprehensive quality 
management approach involving the following: concern identification and follow-up. Resident and family 
concerns will be recorded, reviewed, addressed, and responded to using the Facility's complaint 
identification procedure. An essential element of customer satisfaction is a timely response back to the 
Facility or resident's concern expressed;-Resident Assessment: As part of the resident social history 
assessment, staff will identify residents with increased vulnerability for abuse or who have needs and 
behaviors that might lead to conflict. Through the care planning process, staff will identify any problems, 
goals, and approaches which would reduce the chances of mistreatment for these residents. Staff will 
continue to monitor the goals and approaches on a regular basis;-Protection of Residents: The facility will 
take steps to prevent mistreatment while the investigation is underway;-Resident who allegedly mistreat 
another resident will be removed from contact with the resident during the course of the investigation. The 
accused resident's condition shall be immediately evaluated to determine the most suitable therapy, care 
approaches, and placement considering his or her safety, as well as the safety of other residents and 
employees in the Facility.Review of the facility Residents - Possession and Use of Illegal Drugs, Marijuana 
and Alcohol and Drug Screen and Searches policy, dated [DATE] and revised on [DATE], showed:-Affected 
Personnel: All employees;-Purpose: To ensure that the Facility remains free from illegal drugs and 
substances as well as marijuana and alcohol. To define when and how a resident may be administered a 
drug screen or have their room searched;-Procedure:-I. Illegal Drugs or Substances, Marijuana and Alcohol 
are not permitted:1. The Facility is committed to maintaining a safe environment for every resident. Part of 
this commitment is attempting to maintain an environment that is free of illegal drugs, dangerous items and 
other related contraband;2. Use of illegal drugs creates a dangerous environment and may interfere with 
property prescribed medications;3. Marijuana (while legal) is not allowed in the Facility, it can interfere with 
properly prescribed medications;4. The use, consumption, possession, transportation, sale or distribution of 
unlawful or unauthorized drugs (including marijuana), inhalants, alcohol, or the abuse of prescribed drugs or 
alcohol by any resident while in the Facility or on Facility property is expressly prohibited and may result, in 
an immediate discharge. Illegal or controlled substances (other than a valid prescription) will be confiscated, 
and the appropriate law enforcement agency(s) may be notified;5. Contraband incudes weapons of any kind, 
any items which could be used as a weapon, illegal or unauthorized drugs (including marijuana), drug 
paraphernalia, or alcohol. The possession or sale of any contraband while on Facility premises is expressly 
prohibited;6. The Administrator and Director of Nursing (DON) shall educate staff and residents (as 
appropriate) on the signs and symptoms of illegal drug use.II. Staff Education:-Facility staff will have 
knowledge of signs, symptoms, and triggers of possible illegal substance use, which includes but is not 
limited to:1. Changes in resident behavior;2. Increased, unexplained drowsiness;3. Lack of coordination;4. 
Slurred speech;5. Mood changes;6. Loss of consciousness;III. Process When Suspicion of Ingestion of 
Illegal Substance:1. If a resident is suspected of taking an illegal drug or other substance (including 
Marijuana), the resident shall immediately be placed on one-on-one supervision and the DON or charge 
nurse and Administrator notified;2. If the resident shows any signs of distress or there are other concerns, 
911 shall be called immediately;3. The nurse shall immediately evaluate the resident and obtain a complete 
set of vital signs, including a neurology check and oxygen saturation level;4. The resident's primary care 
physician shall immediately be contacted for instructions;5. If the resident is not being sent to the hospital, 
the protocol below for drug screens and searches will apply;IV. Drug Screen:1. In the event the Administrator 
or DON has reasonable suspicion that a resident has ingested illegal or unauthorized drugs, a drug screen 
may be administered;a. Drug screen is defined as a screen conducted by the Facility to determine if the 
resident as ingested illegal unauthorized drugs (including marijuana);b. Drug screen, as used in this policy, 
does not apply to any lab work ordered by a physician to provide care to the resident that may detect the 
presence of illegal substances;2. For the drug screen, the resident may be required to submit to a blood, 
urine, saliva, or other diagnostic test to detect alcohol and/or drugs in their system;5. If the resident has a 
guardian, the guardian will be contacted to obtain consent for the drug screen. This consent will be 
documented by a nurse;7. If the drug screen is positive, the resident's attending physician will be notified;V. 
Search of Resident's Room or Property;1. In the event the Facility's Administrator or DON has reasonable 
suspicion that contraband, illegal drugs or something that poses a safety risk to the resident or others in the 
Facility is in a resident's room, a search of the resident's room may be considered;2. The Facility should not 
act as an arm of law enforcement and may instead of a search (or if consent is not given for a search), the 
facility may make a referral to local law enforcement;4. If the resident has a guardian, the guardian will be 
contacted to obtain consent for the search. This consent will be documented by a nurse of Social Services;7. 
If suspected illegal drugs are found, the local police and the Department of Health and Human Services will 
be notified;VI. Suspected Contraband or Illegal Drugs:1. If suspected contraband or illegal drugs (including 
marijuana) are found, those items will be given to the Administrator, DON or Charge Nurse for inventory;4. If 
appropriate, an Administrative Investigation will be initiated;5. Possession of contraband or illegal drugs may 
be grounds for discharge from the Facility;VII. Increased Oversight: To protect the health and safety of 
residents, the facility will provide additional monitoring and supervision, which includes denying access or 
providing supervised visitation to individuals who have a history of bringing illegal substances into the facility.
1. Review of the facility Investigation Timeline, dated [DATE], showed the following:-On [DATE] at 3:15 P.M., 
Code Blue (indicates a medical emergency) was called for Resident #1, who was in his/her room at the time. 
CPR was initiated and 911 was called due to the symptoms and the suspicion of drug ingestion;-At 
approximately 7:30 P.M., Code Blue was called for Resident #11, who was found unresponsive sitting in 
his/her wheelchair in the hallway on the 600 Hall. Resident did not respond to sternal rub (applying firm 
pressure to the sternum (chest bone) to provoke a response). Pulse was checked and absent. CPR was 
initiated, 911 called and upon emergency medical services (EMS) arrival Narcan (a medication administered 
to reverse or reduce the effects of opioids (a class of drugs that manage moderate to severe pain. Opioids 
have a high addiction potential) was administered due to symptoms and the suspicion of drug ingestion;-At 
approximately 9:00 P.M., Code Blue was called for Resident #2, who was found to be unresponsive in 
his/her room on his/her bed. Resident was lowered to the floor and CPR was initiated. 911 was called due to 
symptoms and suspicion, Narcan was administered. EMS arrived and resident was transported to the 
hospital;-Interventions to prevent reoccurrence included: Police were on scene with a drug K-9. Staff and 
resident education pertaining to facility policies. Care plans were updated to reflect education provided. All 
rooms in the facility were searched. Maintenance screwed the window screens down and started screen 
checks. All residents to complete a drug screen unless they refuse. New orders were received for residents 
to have random drug screens due to suspicion of illegal drug ingestion; -Conclusion: The facility immediately 
initiated a comprehensive investigation and implemented corrective measures following the suspected drug 
ingestion and overdose incidents on [DATE]. It was determined that the illegal substance(s) were brought 
into the facility by Resident #11 who then distributed the substances to two other residents. Resident #1 and 
Resident #2 consumed what they knew to be an illegal substance. Review of the facility Resident 
Investigation on Overdose - Resident Questionnaire, dated [DATE], showed:-Have you witnessed any 
residents with illegal drugs inside the facility? Two other residents, Resident #9 and Resident #33 answered 
yes and identified Resident #11. 2. Review of the facility Camera Footage - [DATE] report, showed:-2:07 P.M.
: Activity Director on the hall passing out resident trust money for the day;-2:10 P.M.: Resident #3 receives 
his/her money and passes it to Resident #11 in his/her doorway;-2:11 P.M.: Resident #1 receives his/her 
money and goes directly into Resident #11's room;-2:17 P.M.: Resident #2 seen passing money through 
Resident #11's bedroom door;-2:18 P.M.: Resident #1, Resident #3, and Resident #11 sitting at table with 
money out. Resident #1 and Resident #3 seen giving money to Resident #11;-2:28 P.M.: Resident #11 goes 
down the hall to room [ROOM NUMBER] (recreation room) with a towel in his/her lap. He/She then places 
the towel in a barrel just inside 613's doorway;-2:41 P.M.: Resident #11 and Resident #1 go down to room 
[ROOM NUMBER] together;-2:43 P.M.: Resident #3 goes to room [ROOM NUMBER]. Resident #1 and 
Resident #11 are still in there;-2:46 P.M.: Resident #1 and Resident #3 leave room [ROOM NUMBER]. Both 
head to their own rooms;-2:48 P.M.: Resident #11 goes to his/her own room;-2:53 P.M.: Resident #11 leaves 
his/her room and heads down to Resident #1's room and looks in the room, then passes by and enters 
Resident #3's room;-2:57 P.M.: Resident #11 leaves Resident #3's room and heads back to his/her own 
room;-3:00 P.M.: Maintenance Assistant P enters hall to begin audit of windows and screens;-3:01 P.M.: 
Resident #11 looks inside Resident 1's room and then enters;-3:03 P.M.: Maintenance Assistant P enters 
Resident #1's room and rushes back out appearing to call for help. Resident #11 exits out of the room behind 
him/her;-Times stated are according to the camera footage programming, believed to be 20 minutes behind 
(the actual time);-On camera, we can clearly see Resident #2, Resident #3, and Resident #1 pass money to 
Resident #11. Resident #11 is then seen rolling in his/her wheelchair down to room [ROOM 
NUMBER]/recreation room with a towel in his/her lap. We see him/her place the towel into a barrel that is 
mostly off camera. Then Resident 3, Resident #1, and Resident #11 all make their way to room [ROOM 
NUMBER] and are in that room at the same time. It is not long after that we know Resident #3 and Resident 
#1 consumed the illegal substance. Resident #11 is seen going by both rooms as if he/she is checking on 
them before Resident #1 is found by Maintenance Assistant P;-At no point during our camera observations 
are staff observed passing anything suspicious between themselves or the residents;-During both of our 
investigations, it was reported that Resident #11's brother is supplying him/her with drugs. This was reported 
to the police in both investigations. Resident #11 has four brothers according to his/her guardian. We have 
never been able to obtain a description of this supposed brother. Per our video, it does appear that Resident 
#11 is accepting cash and then meeting the residents in room [ROOM NUMBER] where we assume illegal 
substances exchanged hands;-Signed by the Administrator. Review of the residents' questionnaires, dated 
[DATE], showed:-Have you ever witnessed any residents with illegal drugs inside this facility?-Resident #11: 
Refused to answer questions;-Resident #1, Resident #2, and Resident #13 all identified Resident #11.During 
an interview on [DATE] at 12:15 P.M., regarding the [DATE] camera footage, the Administrator said Resident 
#1 was seen giving money to Resident #11. That day Resident #1 denied taking anything. The next day 
Resident #1 said he/she gave Resident #11 money for the drugs fentanyl (an opioid (narcotic used to treat 
severe acute (sudden) or chronic pain) used to treat moderate to severe pain, but it can be misused, abused, 
and cause overdose deaths when obtained illegally), and maybe cocaine. Although the video did not show 
Resident #11 give anything to Resident #1, Resident #2, and Resident #3, thought Resident #11 had the 
drugs underneath the towel that he/she had in his/her lap. Resident #1, Resident #2, and Resident #11 were 
all placed on one-on-ones after the first incident on [DATE], but the one-on-ones had been removed prior to 
the [DATE] incident, and they were all on hall restriction (they were not allowed to leave the 600 hall) at that 
time. Resident #1, Resident #2, and Resident #11 had not been tested for illegal drugs since they had 
returned from the first incident that occurred on [DATE]. Resident #3 was still in the hospital, so they have 
not been able to interview him/her. The camera date was accurate, however the times on the video are not 
believed to be accurate.3. Review of Resident #11's quarterly Minimum Data Set (MDS) a federally 
mandated assessment instrument completed by facility staff, dated [DATE], and located in the electronic 
medical record (EMR), showed:-Makes Self Understood: Understood;-Ability To Understand Others: 
Understands;-Cognitively intact;-Inattention, Disorganized Thinking, Altered Level of Consciousness: 
Behavior not exhibited;-Hallucinations, Delusions: Behavior not exhibited;-Physical, Verbal, or Other 
Behavioral Symptoms: Behaviors not exhibited;-Rejection of Care: Behavior not exhibited;-Diagnoses of 
traumatic brain injury (an external force that has traumatically injured the brain) and schizophrenia (a 
psychotic disorder characterized by emotional responsiveness and disintegration of thought 
process);-High-Risk Drug Classes: Antipsychotics (a class of medications used to treat mental health 
conditions characterized by psychosis).Review of the resident's physician's order sheet (POS), located in the 
EMR, showed: no order for fentanyl or medical marijuana.Review of the resident's care plan, located in the 
EMR, showed:-[DATE], Problem: Potential to be verbally/physically aggressive related to a history of such 
and diagnoses of traumatic brain injury, schizophrenia, and impulsiveness. Goal: Will have fewer to no 
displays of physical aggression, threatening behavior. Interventions: Acknowledge resident's inappropriate 
behaviors, set clear, consistent and enforceable limits on his/her behavior. Provide physical and verbal cues 
to alleviate anxiety;-[DATE] and revised on [DATE], Problem: Resident has a Guardian to assist in decision 
making due to mental illness. Goal: The Guardian will assist in making decision. Interventions: Ensure 
Guardians wishes are followed. Guardian limitations of no off-site passes at this time. Guardian states family 
to come to facility for visitation without leaving grounds;-[DATE], Problem: This is resident's safety plan. 
Goal: Goals are to get out, get closer to the Lord, Study the word, praise the Lord. Interventions: I feel like 
my warning signs are: None. My past crisis moments include: I have to control my emotions, used 
drugs;-[DATE], Problem: Resident seen passing a marijuana vape to a resident. Goal: Resident will not use 
marijuana. Interventions: Resident will be on full all restriction for protective oversight until deemed 
appropriate to return to partial hall restriction by guardian/resident/IDT (interdisciplinary team). Residents on 
600 hall will be smoked in smaller groups to maintain protective oversight. Resident educated on facility drug 
policy.Review of the resident's progress note, located in the EMR, showed:-[DATE] at 10:52 P.M.: At 
approximately 7:30 P.M., the Certified Medications Technician (CMT) called a code blue to 600 Hall. This 
resident was noted to be unresponsive at this time. Sternal rub was administered and resident did not 
respond. Lips were ashen in color and eyes were closed. Resident was not breathing at this time. At 
approximately 7:35 P.M., 911 was called, and resident was pulled out of his/her chair onto the floor and CPR 
was initiated. At approximately 8:00 P.M., paramedics arrived and took over. At approximately 8:15 P.M., 
management was notified and call placed to resident's guardian's answering service. At approximately 8:35 
P.M., paramedics transported resident to hospital.Review of the resident's hospital record, located in the 
EMR, showed:-admission [DATE];-Chief Complaint: Drug Overdose;-Resident was found unresponsive by 
staff. CPR was started. Resident given Narcan with improvement to his/her respiratory status. On EMS 
arrival he/she is awake and responding to voice;-Review of the resident's drug screen collected on [DATE] at 
1:14 A.M., showed the resident tested positive for cannabinoids (a group of chemicals or compounds found 
in the cannabis/marijuana sativa plant), cocaine and fentanyl. Review of the resident's care plan, located in 
the EMR, showed:-[DATE], Problem: Resident overdosed in his/her room. Goal: Resident will not use drugs. 
Interventions: Resident will be offered the narcotic anonymous (NA) program called In the Room. Resident 
will be offered counseling if not enrolled. Random drug screens as ordered;-[DATE], Problem: Resident 
Rights and Abuse and Neglect. Goal: Residents Rights and Abuse and Neglect policy will be upheld. 
Interventions: Resident was educated on Resident Rights and Abuse and Neglect and verbalize 
understanding;-[DATE], Problem: Resident is at risk for intentional or unintentional overdose due to history of 
depression, anxiety, confusion, access to medications, substance misuse, etc. Goal: Resident will not 
experience an overdose while in care. Interventions: Educate family/support system about overdose risks 
and prevention strategies. Education provided on Drug Policy for the facility, Screens and Searches entering 
the building, and Metal Wanding upon entering the building. Random drug screens with suspicion of using 
illegal drugs or as needed upon return from LOA (leave of absence) visits.Review of the resident's progress 
note, located in the EMR, showed:-[DATE] at 7:30 P.M.: Resident returned from hospital. Resident is 
one-on-one for monitoring, alert and oriented and lying in bed talking to roommate. Review of the resident's 
statement to the facility dated [DATE] at 8:30 A.M., showed: At first resident refused to talk. Resident 
appeared very angry. Resident said he/she got the drugs from this nurse (DON). Resident refused to answer 
any further questions.Review of the progress notes, located in the EMR, showed:-The resident remained on 
one-on-one monitoring until [DATE] at 7:59 P.M.;-[DATE] at 7:59 P.M. and documented by the DON: 
Removed off one on one due to no further behaviors.-[DATE] at 11:15 P.M.: When this resident came in from 
smoking resident appeared to be slower to respond, laughing inappropriately, and his/her eye lids were low. 
Resident went straight to his/her room once he/she saw this writer come on the hall. Management, physician 
and resident's guardian were notified;-[DATE] at 11:16 P.M. Late Entry and documented by the DON: This 
writer was on the phone with nurse when he/she was speaking to resident. Resident refused to make a 
statement or let the nurse do any assessment;-No documentation showing the facility initiated one-on-one 
monitoring or obtained a drug screen per the Possession and Use of Illegal Drugs, Marijuana and Alcohol 
and Drug Screen and Searches process when Suspicion of Ingestion of Illegal Substance is Suspected in 
response to the [DATE] at 11:15 P.M. nurses note.Review of the resident's progress notes showed:-[DATE] 
at 2:48 P.M.: Spoke to resident's deputy public administrator (DPA) and made aware of immediate discharge 
notice and place found at a sister facility. DPA is in agreement with this plan and agreeable with new 
placement.-[DATE] at 3:19 P.M.: Resident discharged to sister facility with medications and personal 
belongings.During an interview on [DATE] at 12:07 P.M., the DON said she did not instruct the nurse on 
[DATE] to place the resident on one-on-one monitoring and did not request a drug screen. Given the 
resident's history, she should have placed the resident on one-on-one pending a drug screen.4. Review of 
Resident #3's quarterly MDS dated [DATE], and located in the EMR, showed:-Makes Self Understood: 
Understood;-Ability To Understand Others: Understands;-Cognitively intact;-Inattention, Disorganized 
Thinking, Altered Level of Consciousness: Behavior not exhibited;-Hallucinations, Delusions: Behavior not 
exhibited;-Physical, Verbal, or Other Behavioral Symptoms: Behaviors not exhibited;-Rejection of Care: 
Behavior not exhibited;-Diagnoses of anxiety disorder, depression, bipolar disorder (a mood disorder that 
causes cycles of rapid mood and behavioral changes) and schizophrenia;-High-Risk Drug Classes: 
Antipsychotics, antianxiety, and antidepressants.Review of the resident's care plan, located in the EMR, 
showed:-[DATE], Problem: Resident was found with marijuana in the building. Goal: Will not be found with 
marijuana in the building. Interventions: Resident educated on the negative effects of marijuana. Educate 
resident on the resident drug policy;-[DATE], Problem: Resident is at risk for intentional or unintentional 
overdose due to history of depression, anxiety, confusion, access to medications, substance misuse, etc. 
Goal: Resident will remain free from overdose or medication-related harm. Interventions: Educate 
family/support system about overdose risks and prevention strategies. Education provided on Drug Policy for 
the facility, Screens and Search entering the building, and Metal Wanding upon entering the building. 
Encourage resident participation in meaningful activities to reduce isolation and depression. Random drug 
screens with suspicion of using illegal drugs or as needed upon return from LOA visits;-[DATE], Problem: 
Resident had a positive drug screen ([DATE]) for marijuana and cocaine. Goal: Resident will be free from 
drugs. Interventions: Resident will be offered NA class through in In the Room. Drug use to be added to 
counseling sessions.Review of the resident's POS, located int the EMR, showed;-[DATE]: Oxycodone (an 
opioid pain medication used to treat moderate to severe pain) 5-325 milligram. Give one tablet by mouth 
every eight hours;-No order for medical marijuana or fentanyl.Review of the resident's hospital medical 
records, dated [DATE] through [DATE], showed:-Chief Complaint: Cardiac arrest. Coming to ED (emergency 
department) in cardiac arrest. EMS responded to a code blue while they were attending to another resident 
at the facility. Resident in PEA (pulseless electrical activity), unknown exactly how long resident was down. 
Proceeded with ACLS (advance cardiovascular life support) for 12 minutes with ROSC (return of 
spontaneous circulation) achieved, intubated (a procedure that's used when you can't breathe on your own. 
A tube is placed down the throat into the windpipe to make it easier to get air into and out of your lungs.) and 
brought to ED;-Drugs of Abuse Screen: Positive for: Oxycodone (would be expected due to physician's 
order), cannabinoids, cocaine and fentanyl; -Assessment and Plan: Functional Status: Poor; Decisional 
Capacity: Unreliable; Disease Extent: Serious and reversibility: Poor;-Disease-directed treatment options: 
Palliative (a specialized form of care for people living with serious illness. It helps relieve symptoms and 
stress, physical, emotional, spiritual, and practical, while improving quality of life.);-Hospice (end of life care) 
Eligibility: Based on current function, current medical issues, and prognosis models, the resident is eligible 
for Hospice;-discharged on [DATE].Review of the resident's Hospice admission record from the hospital, 
showed:-Date of admission: [DATE];-Inpatient Hospice History and Physical: High risk for complications and 
death due to advanced disease with limited life expectancy of days to a week. Symptoms requiring GIP Care 
(general inpatient care)/Chief Complaint: Uncontrolled pain, uncontrolled anxiety/psychosocial distress, 
uncontrolled restlessness/agitation, uncontrolled dyspnea (difficult breathing) and uncontrolled 
secretions;-Review of Systems: Unable to review due to mental status changes from terminal 
illness;-Physical Exam, General: Critically ill appearing, lying in bed. Pulmonary: Mechanically ventilated, no 
accessory muscle (the use of muscles other than the primary respiratory muscles to assist in breathing) use. 
Neurological: Nonfocal (not localized or concentrated in one specific area), generally weak; 
-Assessment/Plan: Hospice, diagnosis: anoxic encephalopathy. Progressive disease. No longer seeking 
treatment. Transitioned to Hospice. Focus of care is comfort and symptom management. Support patient and 
family with IDG (interdisciplinary group) during transition to end of life;-Plan: Continue comfort medications. 
Hospice following.5. Review of Resident #1's quarterly MDS dated [DATE], and located in the EMR, showed: 
-Makes Self Understood: Understood;-Ability To Understand Others: Understands;-Cognitively 
intact;-Inattention, Disorganized Thinking, Altered Level of Consciousness: Behavior not exhibited;-Potential 
Indicators of Psychosis: Delusions;-Physical, Verbal, or Other Behavioral Symptoms: Behaviors not 
exhibited;-Rejection of Care: Behavior not exhibited;-Diagnoses of anxiety, depression, psychotic disorder 
and schizophrenia;-High-Risk Drug Classes: Antipsychotics and antianxiety.Review of the resident's care 
plan, located in the EMR, showed:-[DATE], Problem: Independent with ADLs. Goal: Will have no decline in 
ADL performance. Interventions: Provide protective oversight
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure staff notified one resident's physician regarding the 
resident's low blood pressure. In addition, the resident had two antihypertensive medications ordered, and 
one of those two medications was administered while the resident was hypotensive (blood pressure below 
90/60) (Resident #7). The sample was 33. The census was 133.Review of the facility Notification Of 
Changes Policy, dated [DATE], showed:-Purpose: The purpose of this policy is to ensure the facility promptly 
informs the resident, consults the resident's physician, and notifies, consistent with his or her authority, the 
resident's representative when there is a change requiring notification;-Policy: The facility must inform the 
resident, consult with the resident's physician and/or notify the resident's family member or legal 
representative when there is a change requiring such notification;-Circumstances Requiring Notification:2. 
Significant change in the resident's physical, mental or psychosocial condition such as deterioration in 
health, mental or psychosocial status. This may include: Life threatening conditions, or clinical complications.
Review of Resident #7's quarterly Minimum Data Set (MDS) a federally mandated assessment instrument 
completed by facility staff dated [DATE], showed:-Makes Self Understood: Understood;-Ability To understand 
Others: Understands;-Moderately impaired cognition;-Diagnoses of high blood pressure, Alzheimer's 
Disease, and schizophrenia (a psychotic disorder characterized by emotional responsiveness and 
disintegration of thought process). Review of the resident's care plan, located in the electronic medical 
record (EMR), showed:-[DATE], Problem: Hypertension (high blood pressure). Goal: Blood pressure will be 
within normal limits. Interventions: Evaluate blood pressure. Atenolol (medication/antihypertensive used to 
treat high blood pressure). Lorsartan potassium (medication/antihypertensive);-[DATE], Problem: 
Hypertension related to lifestyle choices, smoking. Goal: Will remain free of complications related to 
hypertension. Interventions: Give hypertensive medications as ordered. Monitor for side effect such as 
orthostatic hypotension and increased heart rate and effectiveness. Monitor/document/report PRN (as 
necessary) any signs/symptoms: Headache, visual problems, confusion, disorientation, lethargy, nausea and 
vomiting, irritability, seizure activity, difficulty breathing;-Alteration in neurological status related to disease 
process Alzheimer's disease. Goal: Will be able to communicate needs daily through the review date. 
Interventions: Cueing, reorientation as needed. Give medications as ordered, monitor/document side effects 
and effectiveness;-Coronary artery disease (the reduction of blood flow to the heart due to build-up of plaque 
in the arteries) related to atrial fibrillation (irregular heartbeat/rate). Goal: Will be free from signs/symptoms of 
complications of cardiac problems. Interventions: Educate the resident/family/caregivers about factors which 
might precipitate irregular heart rate. Give all cardiac medications as ordered by the physician. Monitor and 
document side effects. Report adverse reactions to physician PRN. Review of the resident's physician's 
order sheet, located in the EMR, showed: -Lorsartan potassium 50 milligrams (mg) one tablet by mouth once 
daily for hypertension;-Atenolol 50 mg one tablet every 12 hours for hypertension;-Full code (in the event the 
heart stops working or have no pulse, staff will start cardio pulmonary resuscitation (an emergency 
procedure used during cardiac or respiratory arrest that involves chest compressions, often combined with 
artificial ventilation, to preserve brain function and maintain circulation until spontaneous breathing and 
heartbeat can be restored).Review of the resident's medication administration record dated [DATE] through 
[DATE], and located in the EMR, showed:-[DATE]: MP 7a (morning pass, liberalized), lorsartan potassium 50 
mg. The Certified Medication Technician (CMT) initialed the medication had been administered;-[DATE]: 
9:00 A.M., atenolol 50 mg, the CMT documented a blood pressure (BP) of 78/67 (normal BP is 120 
(systolic)/80 (diastolic)) and entered a 5/hold/see progress notes.Review of the resident's weights/vitals tab, 
located in the EMR, showed the CMT documented: [DATE] at 10:56 A.M., BP 78/67.Review of the resident's 
progress notes, located in the EMR, showed:-No documentation regarding the resident's BP of 
78/67;-[DATE] at 3:49 P.M. and documented by Registered Nurse (RN) F: 11:00 A.M., resident observed 
lying in bed talking to this writer and treatment nurse while taking medication and supplement. Resident 
verbally denied pain when asked. 11:48 A.M., code blue (a medical emergency), coffee ground emesis 
(vomit that resemble coffee grounds due to the presence of old, coagulated blood, indicating bleeding in the 
upper gastrointestinal tract that requires immediate medical attention). No pulse, no respiration, CPR 
initiated, 911 called. 12:24 P.M., resident pronounced dead.During an interview on [DATE] at 6:58 A.M., 
Licensed Practical Nurse (LPN) R said if a resident had a BP of 78/67, he/she would hold any BP 
medications and call the physician. He/She would document the BP and any new physician orders in the 
progress notes. If a CMT or Certified Nursing Assistant (CNA) obtained the BP, he/she would expect them to 
notify him/her immediately. During an interview on [DATE] at 7:50 A.M., the Director of Nurses (DON) said 
she would have expected the CMT to hold any antihypertensive medication and tell the nurse immediately of 
the low BP. The nurse should check the BP, and if it is that low, then call the physician for any new orders. 
This should be documented in the resident's progress notes. She expects staff to follow facility policies.
During an interview on [DATE] at 9:35 A.M., RN F said that morning (9/17) the resident did not want to get 
up, which is unusual. He/She spoke to the resident who said he/she did not feel like getting up, but he/she 
said he/she felt fine. The CMT did not tell him/her the resident's BP was 78/67. The CMT should have told 
him/her. Had he/she known, he/she would have checked the resident's BP, and if it was that low, he/she 
would have ensured any antihypertension medications were held, and he/she would have called the 
physician. He/She would have documented any new order in the progress notes. During an interview on 
[DATE] at 12:13 P.M., the resident's physician and facility Medical Director said the CMT should have 
notified the charge nurse about the resident's BP of 78/67 and hold any antihypertension medications. If the 
CMT had notified the charge nurse, he would have expected the charge nurse to contact him. He would have 
ordered intravenous fluids, call emergency medical staff (EMS), and had sent the resident to the hospital for 
an evaluation. He is not sure had all of those things happened, that it would have changed the outcome for 
the resident. 2640283
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