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or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 51667

Based on record review and resident and staff interviews, the facility failed to treat a resident in a dignified 
manner while providing incontinent care and failed to effectively respond to a call light for 1 of 3 residents 
reviewed for dignity (Resident #3). Resident #3 stated that she felt disrespected and upset that she was 
ignored and made to stay in a soiled brief. 

The findings included:

Resident #3 was admitted to the facility on [DATE] with diagnoses of contracture of left hand, overactive 
bladder, and chronic obstructive pulmonary disease. 

The care plan dated 11/12/2024 was reviewed. The problem stated the resident is incontinent of bladder and 
bowels and is not a candidate for toileting program due to inability to control bowel and bladder due to severe 
physical impairment. The goal stated that Resident #3 would remain as clean and dry as possible. The 
interventions included the resident required 2 staff assistance for bed mobility, 1 person assist with toileting, 
check and change briefs frequently. 

The quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed that Resident #3 was cognitively 
intact, required extensive assistance with toileting, and was always incontinent with bowel and bladder. No 
refusal of care was noted during the assessment reference period. 
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Resident #3 was interviewed on 12/16/2024 at 2:14 PM. During the interview Resident #3 stated that NA #3 
had changed her on 12/13/2024 at 4:30 PM. The resident did not state how she knew what time it was, but it 
was observed that Resident #3 had her cell phone within reach. Resident #3 stated NA #3 seemed frustrated 
with her request not to use soap for urinary incontinence due to reoccurring urinary tract infections. Resident 
#3 stated NA #3 went back in the bathroom to rinse the soap out of the cloth and slammed the bathroom 
door. Resident #3 voiced when NA #3 came back, NA #3 rolled her eyes. Resident #3 stated I felt hurt, 
because I had done nothing to be treated that way. Resident #3 reported her concerns regarding NA #3's 
attitude towards her during 4:30 PM incontinence care to Nurse #4 around 8:45 PM. Resident #3 stated she 
felt confident that Nurse #4 would take care of the situation because the nurses have always resolved issues 
in past in a timely manner. Resident #3 stated when she placed her call light on around 9:00 PM to receive 
incontinence care, NA #3 entered the room and Resident #3 stated she needed to be changed. Resident #3 
reported NA #3 did not speak to her, turned the call light off, and exited the room. Resident #3 stated that 
she felt disrespected and upset that she was ignored and made to stay in a soiled brief. No one entered the 
room until NA #4 entered around 10:45 PM. Resident #3 stated the urine in her brief had soaked through her 
clothing, and she was concerned about her buttocks that was being treated with barrier cream (protective 
skin cream). 

On 12/17/2024 an interview was conducted at 9:40 AM with NA #3. NA #3 was assigned to Resident #3 on 
12/13/2024 during the 3:00 PM to 11:00 PM shift. NA #3 reported she provided incontinence care for 
Resident #3 once at the beginning of her shift around 4:45 PM. NA #3 stated that when she returned from 
her smoke break around 8:45 PM, some of her assigned residents' call lights were on. NA #3 stated she 
began to answer call lights for the residents; however, she did not start with Resident #3. NA #3 reported she 
entered Resident #3's room around 9:00 PM to answer the call light. NA #3 stated she asked Resident #3 if 
she needed anything, and Resident #3 did not say anything. NA #3 reported she turned Resident #3's call 
light off and left the room. NA #3 stated Nurse #4 told her around 9:40 PM not to go back in Resident #3's 
room and the assignment for the 11:00 PM to 7:00 AM shift would be changed so that NA #3 would not be 
assigned to Resident #3. NA #3 stated that was her first time caring for Resident #3 and Resident #3 wanted 
things done a certain way that NA #3 was not aware of. NA #3 stated she had not routinely rounded on 
Resident #3 because Resident #3 was alert enough to call when she needed assistance. 

On 12/18/2024 at 9:43 AM an interview was conducted with Nurse #4. Nurse #4 reported when she started 
her shift on 12/13/2024 at 7:00 PM and completed rounds on the residents around 8:30 PM, Resident #3 
reported to Nurse #4 that her brief had not been changed since 4:30 PM and that NA #3 had an attitude and 
acting like she didn't want to care for her. Nurse #4 stated that she contacted Unit Manager #2 regarding NA 
#3 not providing incontinence care to Resident #3. She stated she contacted Unit Manager #2 around 9:30 
PM after she observed NA #3 enter Resident #3's room, turning the light out and exiting the room around 
9:00pm. Nurse #4 stated Unit Manager #2 requested Nurse #4 change the schedule for the 11:00 PM to 7:00 
AM shift and not allow NA #3 back in Resident #3's room. Nurse #4 stated she changed the schedule around 
10:00 PM and asked NA #3 around 9:40 PM not to go back in Resident's #3's room. Nurse #4 stated that 
she and NA #4 provided incontinence care to Resident #3 at 10:30 PM and Resident #3 was soiled with 
urine that had leaked through the incontinence brief on to Resident #3's clothing. 
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On 12/17/2024 at 12:00 PM an interview was conducted with NA #4. NA #4 stated that Nurse #4 approached 
her around 10:30 PM when she arrived for her 11:00 PM to 7:00 AM shift. NA #4 stated she and Nurse #4 
provided incontinence care to Resident #3 around 10:45 PM and found Resident #3's clothes were soaked 
with urine. NA #4 stated Resident #3 said, I don't know what I did to make her treat me that way. 

On 12/17/2024 at 10:22 AM an interview was conducted with Unit Manager #2. Unit Manager #2 stated 
Nurse #4 reported by telephone the behavior of NA #3 as being disrespectful and not providing incontinence 
care at 9:33 PM. Unit Manager #2 stated he asked Nurse #4 to change assignments and not allow NA #3 
back in Residents #3's room. Unit Manager #2 reported that he then sent a text to NA #3 at 9:45 PM, asking 
NA #3 not to return to Resident #3's room due to her poor treatment towards Resident #3. 

On 12/17/24 at 8:55 AM an interview was conducted with the Administrator. She stated NA #3 should have 
provided care when Resident #3 asked. The Administrator stated Resident #3 should never feel disrespected 
and wait until the next shift for incontinence care. 
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Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40476

Based on record review and interviews with staff, Nurse Practitioner and Medical Director, the facility failed to 
immediately consult with the on-call Nurse Practitioner on [DATE] when Resident #1 had a significant 
change in condition. Resident #1 showed signs of restlessness, agitation, crawling onto the floor and verbally 
expressed to staff that she had experienced difficulty breathing. The facility also failed to notify the provider 
that Resident #1 had received a medication for anxiety for which she had a documented allergy on [DATE] at 
7:44 AM. On [DATE] at 8:13 AM Resident #1 was found in her room unresponsive with seriously abnormal 
vital signs. Resident #1 was pronounced deceased by Emergency Medical Services (EMS) staff at 8:30 AM 
on [DATE]. The deficient practice affected 1 of 3 residents reviewed for physician notification (Resident #1).

The findings included: 

Resident #1 was readmitted to the facility on [DATE] with diagnoses of chronic obstructive pulmonary 
disease (COPD) and respiratory failure.

A review of Resident #1's quarterly Minimum Data Set assessment dated [DATE] revealed she was 
cognitively intact. The resident had no behaviors during the assessment period.

On [DATE] at 11:27 AM an interview was conducted with Nurse Aide (NA) #2. NA #2 stated she had cared 
for Resident #1 on [DATE] during the 3:00 PM to 7:00 PM shift. Resident #1 was very anxious when she 
came on shift at 3:00 PM and did not eat her supper meal. NA #2 recalled Resident #1 had flipped over her 
bedside table and had thrown her supper meal onto the floor. The interview revealed Resident #1 would not 
stay in the bed and NA #2 had to keep repositioning the resident so she was sitting up because Resident #1 
said to her, I can't breathe. NA #2 stated, I sat her up to calm her down, I would give her the call light and 
she would immediately hit the light again asking me to come back saying she couldn't breathe. The interview 
revealed she told Nurse #2 and Nurse #1 about the resident's condition; however they just told her the 
resident was anxious. Resident #1 continued to use her call light throughout the shift and if she did not call 
out, she would yell out the door stating, I can't breathe, I can't breathe. NA #2 had not cared for Resident #1 
prior to that day and was not familiar with the resident to know if that was typically how Resident #1 acted. 

On [DATE] at 12:30 PM an interview was conducted with Nurse #2. During the interview she stated she had 
taken care of Resident #1 on [DATE] during the 7:00 AM to 7:00 PM shift. Nurse #2 stated Resident #1 
seemed fine during her shift and did not seem anxious or short of breath. She did not recall NA #2 coming to 
her and stating the resident had not eaten her supper meal or thrown over the bedside table. Nurse #2 did 
not recall hearing Resident #1 yell out that she could not breathe during the shift. She gave report to Nurse 
#1 and left the facility at 7:00 PM.
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On [DATE] at 1:20 PM an interview was conducted with NA #5. NA #5 was responsible for Resident #1 on 
[DATE] during the 7:00 PM to 11:00 PM shift. She stated she had a hard time assisting Resident #1 with 
incontinence care because she needed to sit up and seemed very anxious. NA #5 notified Nurse #1 of the 
resident's behavior however she stated Nurse #1 was already aware of how the resident was acting. At 
11:00 PM she gave report to NA #6 and was assigned another hall. During the night she saw Resident #1's 
call light on so she went back into the room (but could not recall the time) to assist in changing the resident's 
brief. Once she lifted the bed up, Resident #1 would not stop moving and trying to get off of the bed. She 
stated she cleaned the resident as best as she could but Resident #1 would not lay down long enough, so 
she had a difficult time placing the new brief back onto the resident. NA #5 stated she had taken care of 
Resident #1 before, and she had never been that way. NA #5 indicated she once again let Nurse #1 know 
Resident #1 seemed very anxious, wanting to sit up and could not be still. Nurse #1 stated to her she was 
aware of the resident's condition. NA #5 then went back to her assigned hall. 

On [DATE] at 9:05 AM an interview was conducted with NA #6. NA #6 was responsible for Resident #1 on 
[DATE] during the 11:00 PM to 7:00 AM shift. She stated at 11:00 PM she received a report that the resident 
was very anxious. Resident #1 was up and down all night and would not stay in bed. During the shift she 
would sit in the room with her because if she didn't then Resident #1 would end up lying on the floor. 
Resident #1 was talking but seemed confused. NA #6 stated Resident #1 was having difficulty breathing, 
was wheezing and did not want to lay down. She would assist the resident to sit up in the bed and sit on the 
side of the bed during the night. Resident #1 kept saying, Help me so she went and got Nurse #1 to go to the 
room to look at the resident. NA #6 stated at one point Nurse #1 said she was going to notify a physician and 
send her to the hospital. However, shortly after she changed her mind and said there was nothing the 
hospital could do for the resident because they were aware of her condition. Resident #1 was constantly 
moving from the bed to the floor on her fall mat during the shift, sitting up on the fall mat. Nurse #1 did not 
ask her to obtain vital signs. She stated she had taken care of Resident #1 before and had never seen her in 
the state she was in. NA #6 stated Resident #1 seemed like she was in distress. At 6:30 AM she gave a 
report to NA #1 and stated the resident had a change of condition and did not get any sleep during the night. 
She told NA #1 to keep a close eye on Resident #1 because she did not seem like herself. 

Nurse #1 was assigned to Resident #1 on [DATE] - [DATE] during the 7:00 PM to 7:00 AM shift. A nursing 
note written by Nurse #1 as a late entry dated [DATE] at 8:30 PM revealed Resident #1 was very restless 
during the shift and had continued to attempt to place herself onto the floor and pull cords from the wall and 
wrap them around various body parts. At 10:15 PM Resident #1 was assisted to the chair and stated she 
wanted to get back into bed. When she was assisted back into bed, she then stated she wanted to get back 
on the floor. The note revealed at 10:30 PM staff were sitting in the room with Resident #1 for a duration of 
30 minutes to try and calm her down. At 12:00 AM on [DATE], Resident #1 was noted to rest for brief periods 
of time and then become very restless again. Resident #1 was documented to continue being restless and 
staff assisted the resident back and forth from the bed to the chair and to the floor per her request at 2:00 
AM. At 7:45 AM Resident #1 continued to be restless and a standing order for Ativan was given. At 8:10 AM 
Resident #1 had respiratory distress and Emergency Medical Services (EMS) was called. 
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A nursing note written by Nurse #1 as a late entry dated [DATE] at 7:48 AM revealed Nurse #1 was made 
aware by the NA that Resident #1 had attempted to get out of the bed several times and had pulled down 
multiple items in her room. The resident stated she felt warm and thirsty. Resident #1's temperature 
decreased, and she was provided with water. Resident #1 continued to thrust herself forward to get out of 
bed. She was redirected and remained in bed. The incident occurred on [DATE] at 9:00 PM. 

On [DATE] at 3:56 PM an interview was conducted with Nurse #1. Nurse #1 stated when she received a 
report from Nurse #2 at 7:00 PM the nurse had stated the resident was up and down from the bed to the 
floor, very anxious and moving around a lot. The anxious behavior continued throughout the night. Nurse #1 
said she was not familiar with the resident. Nurse #1 stated she didn't know the process for notification to the 
physician because she was new to the facility. She stated she assumed since a Nurse Practitioner (NP) was 
in the building daily that the NP knew what was going on with Resident #1 and would be back in the facility 
the next day to see the resident. Nurse #1 stated because she assumed the Nurse Practitioner was aware of 
Resident #1's condition and wasn't concerned, then the condition was probably the resident's baseline. She 
stated, I would rather talk to the physician in the morning than at 3:00 AM in the middle of the night. It seems 
like something day shift would tell them. 

A nursing note written by Nurse #1 as a late entry dated [DATE] at 8:10 AM revealed Nurse #1 was made 
aware by Nurse #2 that Resident #1 was in possible distress after being discovered by NA #1 after 
medication administration. Upon entering the room, the resident was faced up and slow to respond. Nurse #1 
requested vital signs and to call emergency medical services. Resident #1's vital signs were blood pressure ,
d+[DATE] (normal blood pressure reading ,d+[DATE]), pulse 111(normal pulse range ,d+[DATE]), respiratory 
rate 4 (normal respiratory rate ,d+[DATE]) and oxygen saturation level 54% (normal oxygen saturation level 
greater than 92%), Nurse #1 continued to call Resident #1's name with no response, the nurse requested 
oxygen saturation levels again with an oxygen saturation reading of 30% with supplemental oxygen (amount 
unspecified). EMS arrived on scene and were able to take over the resident's care.

On [DATE] at 12:53 PM an interview was conducted with Nurse #3. Nurse #3 worked on [DATE] -[DATE] 
during the 7:00 PM to 7:00 AM shift with Nurse #1 but was not responsible for Resident #1. Nurse #3 stated 
Nurse #1 asked her what to do regarding the resident because she was very anxious and kept getting in and 
out of bed. Nurse #1 seemed overwhelmed with the situation so Nurse #3 went to the resident's room with 
her to see what she could do. Nurse #3 stated Resident #1 was screaming out, crawling out of the bed and 
very anxious. At approximately 3:00 AM Nurse #1 again came to her and stated she did not know what to do 
with Resident #1. Nurse #3 did not instruct Nurse #1 to notify the on-call physician because she felt that 
Resident #1 had a diagnosis of COPD and was just excited like most residents with the diagnosis and the 
Ativan would help calm her. 

A nursing note written by Nurse #2 dated [DATE] at 12:14 PM as a late entry revealed she had received 
report from Nurse #1 who stated Resident #1 was restless all evening and attempted to get out of bed 
multiple times throughout the night. Nurse Aide #1 alerted Nurse #2 the resident was unresponsive. Upon 
assessment Resident #1 was noted to be hypoxic (low levels of oxygen) with an oxygen saturation of 60% 
(normal level greater than 92%) on 4 liters of supplemental oxygen via nasal cannula. Emergency Medical 
Services (EMS) was notified, Resident #1 was noted to have a do no resuscitate (DNR) order in place. EMS 
took over in administering life saving measures without success. Resident #1 was pronounced deceased by 
EMS at 8:30 AM. 
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On [DATE] at 12:30 PM an interview was conducted with Nurse #2. Upon return to the facility on [DATE], she 
came in at 7:00 AM. Nurse #1 was giving her report and stated Resident #1 had been anxious during the 
night and they had tried to give the resident Ativan but did not have access to the An automated system for 
medication management, an automated system for medication management. Nurse #2 was getting a report 
from Nurse #1 when Unit Manager #1 arrived at the nurses station. Nurse #3 and Unit Manager #1 then went 
to pull the Ativan from the An automated system for medication management machine for Resident #1 while 
Nurse #2 finished getting report and began to start her medication pass. Unit Manager #1 then brought her a 
cup with a 0.5mg Ativan in it for Resident #1 and stated to her to administer the medication. Nurse #2 stated 
she did not ask any questions or look at the resident's allergies prior to administering the Ativan 0.5 mg along 
with the resident of Resident #1's morning medication around 7:44 AM. When she went into the resident's 
room, she was sitting up on the floor on her fall mat. Nurse #2 and NA #1 assisted the resident to get up to 
the side of the bed to take her medication. Nurse #2 administered the medication and stated the resident 
drank water provided and Nurse #2 left the room. She was then alerted by NA#1 approximately ,d+[DATE] 
minutes later that something was wrong with Resident #1. Nurse #2 and Nurse #1 went into the resident's 
room to find her lying on the bed with her eyes open and fixed, mouth open and a faint pulse. EMS were 
called and vital signs were obtained. Nurse #2 stated Resident #1 was pronounced deceased by EMS at 
8:30 AM.

On [DATE] at 12:07 PM an interview was conducted with Nurse Aide (NA) #1. During the interview she 
stated she came on shift around 6:30 AM on [DATE] to find Resident #1 lying on her fall mat in the floor. 
Resident #1 looked at NA #1 and stated, I can't take this no more. She went to Nurse #1 who told her not to 
get the resident off the floor because she had been back and forth from the bed to the floor all night. NA #1 
told Nurse #1 she did not feel comfortable leaving the resident lying on her fall mat in the floor but since she 
was wanting to be on the fall mat she proceeded to clean Resident #1 up and change her brief while she was 
lying on the fall mat. NA #1 then assisted Resident #1 up to the side of her bed and began fixing her oxygen 
tubing cord which was tangled. NA #1 was in the room with the resident when Nurse #2 entered the room 
and administered the resident's medication around 7:44 AM. NA #1 said Resident #1 acted like she did not 
want to take the medication, but she had her back to the resident untangling oxygen tubing. Nurse #2 then 
left the room as NA #1 continued to untangle the resident's oxygen tubing cord. NA #1 then heard the 
resident call out her name. When she turned around Resident #1 was lying flat on her back with her eyes 
fixed up at the ceiling and mouth open. Resident #1 would not respond to her, so she yelled out for Nurse #2 
who was in the hallway outside of the resident's room. NA #1 stayed with the resident until Nurse #1 and 
Nurse #2 entered the room. Nurse #1 was doing a sternal rub on the resident to try and get her to respond 
however she did not. EMS was called and took over the resident's care once they arrived. She stated she 
had taken care of Resident #1 the day prior on [DATE] during the 7:00 AM to 3:00 PM shift and she was in 
no distress and was not anxious during the shift. 

On [DATE] at 10:19 AM an interview was conducted with Unit Manager #1. During the interview she stated 
she had come in on [DATE] as the manager on call to orient Nurse #2 during the 7:00 AM to 7:00 PM shift. 
The interview revealed she arrived to the facility around 7:12 AM and noticed Resident #1 lying on her fall 
mat on the floor. She asked Nurse #1 if she was aware the resident was on the fall mat and Nurse #1 stated 
it was the safest place the resident could be. She was told Resident #1 had been very restless, agitated and 
had been throwing herself out of bed during the night. She was then notified by a Nurse Aide (name she 
could not recall) that Resident #1 was coding. Resident #1 was a DNR, so she went to the room to find 
Nurse #1, Nurse #2 and NA #1 in the room with the resident. EMS had already been contacted and were 
enroute to the facility. She left the room to print the resident's paperwork and gave EMS the resident's DNR 
paperwork upon their arrival to the facility. 

(continued on next page)
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EMS records dated [DATE] revealed they were notified at 8:13 AM, dispatched to the facility at 8:18 AM, 
arrived on scene at 8:29 AM and to the resident at 8:30 AM with a chief complaint of cardiac/ respiratory 
arrest. Upon EMS arrival Resident #1 was found lying in bed. The resident was apneic (without breathing) 
and pulseless. Resident #1 had no heart tones with a valid do not resuscitate order (DNR). She was 
pronounced deceased at 8:30 AM. 

On [DATE] at 2:24 PM an interview was conducted with the former Director of Nursing (DON). The DON 
stated Unit Manager #1 called her on [DATE] to notify her Resident #1 had expired. The nurses were new to 
the facility and did not notify the on-call provider that Resident #1 had experienced a change of condition. 
The DON stated all nurses involved should have followed the facility protocol if a resident had experienced a 
change of condition and notified the physician. 

On [DATE] at 11:28 AM an interview was conducted with the Administrator and Regional Nurse Consultant. 
The interview revealed on [DATE] around 7:30 AM, Nurse #2 administered Ativan 0.5 mg to Resident #1 due 
to behaviors of restlessness and agitation. Nurse #2 administered Ativan to Resident #1 at 7:44 AM and 
Resident #1 was then found unresponsive with a low oxygen saturation level. EMS was called to the facility, 
and the resident was pronounced as deceased . At 11:30 AM the Former Director of Nursing (DON) was 
reviewing the documentation, and they immediately suspended the nurses involved and completed an 
investigation into the incident. Nurse #1 was responsible for the resident during the 7:00 PM to 7:00 AM shift 
and had needed guidance from Nurse #3 who told her about the standing order for Ativan 0.5mg. None of 
the 4 nurses involved in the incident notified a provider that Resident #1 had experienced difficulty breathing, 
restlessness or increased anxiety. 

On [DATE] at 1:34 PM an interview was conducted with the on-call Nurse Practitioner. During the interview 
she stated she was not contacted on [DATE] or [DATE] regarding Resident #1. She stated that was unusual 
because the facility typically would let her know if anything acute happened but if a resident was having 
trouble breathing, she would have immediately sent the resident to the hospital for an evaluation. 

On [DATE] at 1:38 PM an interview was conducted with the Medical Director (MD). The MD stated the DON 
notified him of an incident that happened on [DATE] when a nurse administered Ativan to a resident with a 
documented allergy to the medication. The interview revealed the first time he was contacted was on [DATE] 
at 1:00 PM and told a medication error had occurred. He wasn't notified Resident #1 had experienced a 
change of condition starting at approximately 3:00 PM on [DATE]. The MD stated the on-call Nurse 
Practitioner would have been notified if it happened after 5:00 PM. The MD stated the facility should have 
sent Resident #1 to the hospital for an evaluation because from review of the nursing progress notes she 
had a respiratory episode and could have had increased carbon dioxide (A waste product produced during 
metabolism. It is transported through the bloodstream to the lungs, where it is exhaled as a gas.) in the 
blood. He stated the result of increased CO2 levels would be psychotic behavior such as getting up and 
down out of bed along with confusion. The MD stated if they had contacted the Nurse Practitioner, she would 
have sent the resident to the hospital for an evaluation because the resident was likely having an acute 
exacerbation of COPD as she had experienced in the past and needed to be on a BiPap (non-invasive 
ventilation therapy). 

The Administrator was notified of the immediate jeopardy on [DATE] at 6:30 PM.

The facility provided the following corrective action plan with a completion date of [DATE].

(continued on next page)
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Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice; 

The facility failed to notify the on-call medical provider that Resident #1 had experienced a change of 
condition. Based on staff interviews on [DATE] during the 3:00 PM to 7:00 AM shift, Resident #1 showed 
signs of restlessness, agitation, crawling onto the floor and verbally expressed to staff that she was 
experiencing difficulty breathing. At 8:13 AM Resident was noted in her room unresponsive with a blood 
pressure of ,d+[DATE], pulse rate of 111, respiratory rate of 4 and oxygen saturation level of 54%. The staff 
applied a non-rebreather mask then called Emergency Medical Services (EMS). Resident #1 was 
pronounced deceased by EMS staff at 8:30 AM.

Address how the facility will identify other residents having the potential to be affected by the same deficient 
practice; 

Current residents are at risk of this occurring.

An audit was completed by the Director of Nursing and designee to review the last 7 days of nursing notes to 
ensure any noted changes in residents' condition were noted and the physician had been notified. This was 
completed by the Director of nursing on [DATE]. The audit included a review of nursing notes and 24-hour 
shift to shift reports. 

Address what measures will be put into place or systemic changes made to ensure that the deficient practice 
will not recur; 

Education started by the Director of Nursing on [DATE] for the change in condition and physician notification 
related to change in condition to include providing comprehensive assessments, that required medical 
attention, obtain vital signs, signs of restlessness, agitation, oxygen saturations, and any breathing issues. 
Any licensed nurse and medication aides not receiving this education will not be able to work until receiving 
the education. New licensed nurses and medication aides will receive education during the orientation 
process. Director of Nursing ensured all licensed nurses and medication aides were educated prior to 
working their next scheduled shift as of [DATE]. Director of nursing reeducated all certified nursing assistants 
on verbally reporting any noted change in condition such as altered mental status, abnormal behaviors, 
abnormal vital signs, etc. to the nurse for assessment as of [DATE].

All nursing note reviews, and 24-hour reports reviews were completed by the Director of Nursing or designee 
by [DATE] to ensure noted changes in condition were addressed, vitals taken and physician notified. Nursing 
note reviews will be completed by the Director of Nursing or Designee on 5 residents weekly x 12 weeks. 

New changes in conditions will be reviewed by the nursing clinical team during morning clinical meetings for 
any noted change in condition and physician notification. This occurs 5 times weekly and is ongoing as of 
[DATE]. New changes in condition from the weekend will be reviewed by the nursing clinical team during the 
Monday clinical meeting. The nursing team was notified of this responsibility on [DATE] by the facility 
administrator. 

Indicate how the facility plans to monitor its performance to make sure that solutions are sustained;

(continued on next page)

379345405

03/01/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345405 12/23/2024

Charlotte Health & Rehabilitation Center 1735 Toddville Road
Charlotte, NC 28214

F 0580

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

As of [DATE] the results of the monitoring will be reviewed by the Administrator or Director of Nursing in the 
weekly Risk meeting and during the monthly Quality Assurance Performance Improvement (QAPI) meeting 
with the Interdisciplinary Team (IDT) as of [DATE] for 3 months. Changes will be made to the plan as 
necessary to maintain compliance with resident safety. The IDT team will consist of the Administrator, 
Director of Nursing, Medical Director, Social Worker, Activities Director and Minimum Data Set (MDS) nurse. 

Alleged date of compliance and the immediate jeopardy removal date is [DATE].

On [DATE], the corrective action plan was validated by onsite verification through facility staff interviews. The 
interviews revealed all nursing staff had received education on the change in condition and physician 
notification related to change in condition to include providing comprehensive assessments, that required 
medical attention, obtain vital signs, signs of restlessness, agitation, oxygen saturations, and any breathing 
issues. Nurse Aides were interviewed regarding notification to the nursing staff if they see a resident with a 
change of condition. The facility's in-service log, monitoring results and training material was reviewed. 

The immediate jeopardy was removed on [DATE]. The completion date of [DATE] for the corrective action 
plan was validated. 

3710345405

03/01/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345405 12/23/2024

Charlotte Health & Rehabilitation Center 1735 Toddville Road
Charlotte, NC 28214

F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40476

Based on record review, and facility staff, Nurse Practitioner (NP), and Medical Director (MD) interviews, the 
facility failed to protect Resident #1's right to be free of neglect when the facility failed to: 1) immediately 
consult with the on-call Nurse Practitioner on [DATE] when a resident had a significant change in condition 
during the 3:00 PM to 11:00 PM shift that included signs of restlessness, agitation, crawling onto the floor 
and verbally expressing to staff that she had difficulty breathing; 2) complete ongoing thorough assessments 
for the change in condition that continued through the 11:00 PM to 7:00 AM shift; 3) prevent a significant 
medication error when staff deliberately disregarded an electronic medical record (EMR) system alert when 
Ativan (a benzodiazepine, used as a sedative medication) was entered into the EMR and administered to a 
resident who had a documented allergy to the medication; 4) notify the physician that Ativan was 
administered to a resident with a documented allergy; and 5) recognize the seriousness of a significant 
change in condition and identify the urgent need for medical attention. On [DATE] at 8:13 AM EMS were 
contacted when Resident #1 was found in her room unresponsive. Upon EMS arrival, Resident #1 was 
apneic (without breathing) and pulseless and Resident #1 was pronounced deceased at 8:30 AM. This 
deficient practice affected 1 of 3 sampled residents reviewed for neglect (Resident #1). 

The findings included: 

This tag is cross referenced to:

F580: Based on record review and interviews with staff, Nurse Practitioner and Medical Director, the facility 
failed to immediately consult with the on-call Nurse Practitioner on [DATE] when Resident #1 had a 
significant change in condition. Resident #1 showed signs of restlessness, agitation, crawling onto the floor 
and verbally expressed to staff that she had experienced difficulty breathing. The facility also failed to notify 
the provider that Resident #1 had received a medication for anxiety for which she had a documented allergy 
on [DATE] at 7:44 AM. On [DATE] at 8:13 AM Resident #1 was found in her room unresponsive with 
seriously abnormal vital signs. Resident #1 was pronounced deceased by Emergency Medical Services 
(EMS) staff at 8:30 AM on [DATE]. The deficient practice affected 1 of 3 residents reviewed for physician 
notification (Resident #1).

F684: Based on observations, record review, and resident, staff, Nurse Practitioner (NP), and Medical 
Director (MD) interviews, the facility failed to identify the seriousness of a significant change in condition, 
complete ongoing thorough assessment and identify the urgent need for medical attention for a resident with 
a history of chronic obstructive pulmonary disease who reported she could not breathe. On [DATE] during 
the 3:00 PM to 11:00 PM shift, Resident #1 was restless, agitated, crawling onto the floor and verbally 
expressed to staff she could not breathe. During the night shift (11:00 PM to 7:00 AM) the difficulty breathing, 
anxiety and agitation continued and Resident #1 asked staff repeatedly to help her. On [DATE] at 8:13 AM 
Resident was noted in her room unresponsive with a blood pressure of ,d+[DATE], pulse rate of 111, 
respiratory rate of 4 and oxygen saturation level of 54%. Resident #1 was pronounced deceased by 
Emergency Medical Services (EMS) staff at 8:30 AM. This deficient practice occurred for 1 of 3 sampled 
residents reviewed for quality of care (Resident #1). 
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F760: Based on record review, and interviews with staff, Medical Director and Pharmacist, the facility failed 
to prevent a significant medication error when Resident #1 received a dose of Ativan (a benzodiazepine, 
used as a sedative medication) as a one-time dose. Resident #1 had an allergy to Ativan documented on the 
Allergy List in the electronic medical record (EMR) on [DATE]. The medication order was entered into the 
electronic health record by Nurse #3. She stated the electronic medical record flagged the order due to the 
allergy, but she bypassed the alert and entered the order in the EMR, which was then pulled from an 
automated system for medication management. Nurse #2, a nurse who was orienting under the supervision 
of the Unit Manager, administered the medication on [DATE] at 7:44 AM. On [DATE] at 8:13 AM Resident #1 
became unresponsive with seriously abnormal vital signs. Resident #1 was pronounced deceased by 
Emergency Medical Services (EMS) staff at 8:30 AM. This deficient practice occurred for 1 of 3 sampled 
residents reviewed for medication errors.

The Administrator was notified of the immediate jeopardy on [DATE] at 6:30 PM.

The facility provided the following corrective action plan with a compliance date of [DATE].

Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice; 

The facility neglected to act upon the system alert for Resident #1's allergy to Ativan when ordering a 
one-time dose on [DATE]. Nurse #3 entered the order for Ativan and when the system flagged the order due 
to a documented allergy for Resident #1, Nurse #3 by passed the alert, continued to enter the order which 
was then pulled from the Omnicell and given to Resident #1 on [DATE] at approximately 7:35 AM. At 
approximately 8:15 AM Resident #1 was found in her room unresponsive with vital signs: b/p: ,d+[DATE], 
Pulse: 111, Respirations: 4, Oxygen saturation level of 54%. Emergency Medical Services (EMS) was called 
and pronounced Resident #1 deceased at 8:30 AM. The facility failed to provide comprehensive 
assessments, failed to identify a significant change in condition that required medical attention, failed to 
obtain vital signs and ongoing oxygen saturations during the evening and night on [DATE] through [DATE]. 
On [DATE] during the 3:00 PM to 11:00 PM shift, Resident #1 showed signs of restlessness, agitation, 
crawling onto the floor and verbally expressed to staff that she was experiencing difficulty breathing which 
continued from 11:00 PM to 7:00 AM. The facility failed to notify the on call medical provider that a resident 
had experienced a change of condition on [DATE].

On [DATE], the Director of Nursing was notified at 11:13 am by Nurse #1 that Resident #1 had an allergy to 
Ativan. Nurses involved in the incident were suspended on [DATE] pending investigation. Nurse #1, and 
Nurse #3 were terminated and reported to the Board of Nursing as of [DATE]. Nurse # 2 turned in a 
resignation letter on [DATE]. The Unit Manger was initially terminated and appealed the termination. She 
was brought back on ,d+[DATE] and placed back into the training program. She resigned effective 
immediately on ,d+[DATE]. Medical Director was notified of Residents #1 change in condition and medication 
allergy at around 1:00 pm on [DATE] by the Director of Nursing. The Nurse Practitioner was notified around 
8:30 AM of a change in condition and an allergy to Ativan. 

Address how the facility will identify other residents having the potential to be affected by the same deficient 
practice; 

Current residents are at risk of this occurring.

(continued on next page)
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An audit of medication allergy alerts, change in condition and physician notification in the electronic medical 
records was completed by the Director of Nursing and designee on [DATE] to ensure that medications were 
not ordered with the listed allergies. 

An audit on [DATE] completed by the Director of Nursing and designee to review nursing notes, 24 hour 
reports, vital sign logs in the electronic healthcare record to ensure any noted changes in residents' condition 
were noted and physician notified. The audit also included that residents' vital signs were taken and noted in 
the electronic record. 

Audits included all current residents who could be affected by this deficient practice of neglect were reviewed 
to ensure any change in condition and physician notification as well as bypassing the allergy alert which 
would result in neglect were reviewed by the director of nursing. No negative findings noted following the 
audit on [DATE].

Address what measures will be put into place or systemic changes made to ensure that the deficient practice 
will not recur; 

Education started by the Director of Nursing on [DATE] for the process for medication order entry in regard to 
alerts related to allergies and acknowledgement of alerts. Education also included physician notification of 
known allergies. 

Education started by the Director of Nursing on [DATE] for the change in condition and included providing 
comprehensive assessments that require medical attention, obtaining vital signs, signs of restlessness, 
agitation, oxygen saturations, and any breathing issues and notification of physician of change in condition. 
Education also included the documentation of comprehensive assessment into the electronic medical record.

Education also addressed failure to follow above processes results in neglect which is a form of abuse.

. 

Director of nursing educated all certified nursing assistants on reporting any noted change in condition to the 
nurse verbally for assessment as of [DATE]. 

Any licensed nurse and medication aides not receiving this education will not be able to work until receiving 
the education. Director of Nursing ensured all licensed nurses and medication aides were educated prior to 
working their next scheduled shift as of [DATE]. 

New licensed nurses will receive education during the orientation process by the Director of Nursing until a 
Staff Development Coordinator is hired. 

Medication Observations on current licensed nurses and medication aides will be completed by the Director 
of Nursing or designee by [DATE] to ensure no medications are given related to a resident allergy. Med pass 
observations will be completed by Director of Nursing or Designee on 5 licensed nurses and/or medication 
aides weekly x 12 weeks. 
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New medication alerts will be reviewed by the director of nursing and the clinical team during morning clinical 
meetings. This occurs 5 times weekly and is ongoing as of [DATE]. Any allergy alerts will be addressed at 
the time. 

All nursing notes and 24-hour reports will be reviewed by the nursing clinical team during morning clinical 
meetings for any noted changes in condition to ensure vital signs and oxygen saturation were done for 
change in condition. This occurs 5 times weekly and is ongoing as of [DATE]. Director of Nursing or 
designee will review nursing notes over the weekend to ensure any change in condition is addressed. 
Nursing note reviews will be completed by the Director of Nursing or Designee on 5 residents weekly x 12 
weeks. 

As of [DATE] the Director of nursing or designee will interview 5 nurse aides weekly for 12 weeks to ensure 
they are reporting any change in condition to their charge nurse verbally. 

Until a Staff Development Coordinator is hired, the Director of Nursing will complete monthly training on 
abuse and neglect for 3 months and then quarterly ongoing. Education will ensure abuse and neglect is 
explained to all staff per federal guidelines, Neglect as defined at 483.12, 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. 

Indicate how the facility plans to monitor its performance to make sure that solutions are sustained;

As of [DATE] the results of the monitoring will be reviewed by the Administrator or Director of Nursing in the 
weekly Risk meeting and during the monthly Quality Assurance Performance Improvement (QAPI) meeting 
with the Interdisciplinary Team (IDT) as of [DATE] for 3 months. Changes will be made to the plan as 
necessary to maintain compliance with resident safety. The IDT team will consist of the Administrator, 
Director of Nursing, Medical Director, Social Worker, Activities Director and Minimum Data Set (MDS) nurse. 

Alleged date of IJ removal: [DATE] 

On [DATE], the corrective action plan was validated by onsite verification through facility staff interviews. The 
interviews revealed all nursing staff had received education on the process for medication order entry in 
regard to alerts related to allergies and acknowledgement of alerts. Education also included physician 
notification of known allergies. The education also included change in condition and included providing 
comprehensive assessments that require medical attention, obtaining vital signs, signs of restlessness, 
agitation, oxygen saturations, and any breathing issues. Education also included the documentation of 
comprehensive assessment into the electronic medical record. Education also addressed failure to follow 
above processes results in neglect which is a form of abuse. Nurse Aides were interviewed regarding 
notification to the nursing staff if they see a resident with a change of condition. The facility's in-service log, 
monitoring results and training material was reviewed. 

The immediate jeopardy removal date of [DATE] and the compliance date of [DATE] for the corrective action 
plan were validated.
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Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40476

Based on observations, record review, and resident, staff, Nurse Practitioner (NP), and Medical Director 
(MD) interviews, the facility failed to identify the seriousness of a significant change in condition, complete 
ongoing thorough assessments and identify the urgent need for medical attention for a resident with a history 
of chronic obstructive pulmonary disease who reported she could not breathe. On [DATE] during the 3:00 
PM to 11:00 PM shift, Resident #1 was restless, agitated, crawling onto the floor and verbally expressed to 
staff she could not breathe. During the night shift (11:00 PM to 7:00 AM) the difficulty breathing, anxiety and 
agitation continued and Resident #1 asked staff repeatedly to help her. On [DATE] at 8:13 AM Resident #1 
was noted in her room unresponsive with a blood pressure of ,d+[DATE] (normal blood pressure reading ,
d+[DATE]), pulse 111(normal pulse range ,d+[DATE]), respiratory rate 4 (normal respiratory rate ,d+[DATE]) 
and oxygen saturation level 54% (normal oxygen saturation level greater than 92%). Resident #1 was 
pronounced deceased by Emergency Medical Services (EMS) staff at 8:30 AM. This deficient practice 
occurred for 1 of 3 sampled residents reviewed for quality of care (Resident #1). 

The findings included: 

Resident #1 was readmitted to the facility on [DATE] with diagnoses of chronic obstructive pulmonary 
disease (COPD) and respiratory failure. Resident #1 was [AGE] years old.

An allergy list in the electronic medical record (EMR) updated on [DATE] included the medication Ativan. 
Resident #1's allergy reaction was documented as unspecified. 

A physician order dated [DATE] revealed Resident #1 required continuous supplemental oxygen via 2 
liters/minute to maintain oxygen saturation levels greater than 92 %. 

A physician order dated [DATE] revealed Resident #1 was prescribed formoterol fumarate inhalation 
nebulization solution (breathing treatment) to inhale orally via nebulizer two times a day related to COPD with 
acute exacerbation.

A review of Resident #1's quarterly Minimum Data Set assessment dated [DATE] revealed she was 
cognitively intact. The resident had no behaviors during the assessment period. Resident #1 received 
antianxiety medication during the assessment period and continuous oxygen therapy. 
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On [DATE] at 11:27 AM a telephone interview was conducted with Nurse Aide (NA) #2. NA #2 stated she 
had cared for Resident #1 on [DATE] during the 3:00 PM to 7:00 PM shift. Resident #1 was very anxious 
when she came on shift at 3:00 PM and did not eat her supper meal. NA #2 recalled Resident #1 had flipped 
over her bedside table and had thrown her supper meal onto the floor. The interview revealed Resident #1 
would not stay in the bed and NA #2 had to keep repositioning the resident so she was sitting up because 
Resident #1 said to her, I can't breathe. NA #2 stated, I sat her up to calm her down, I would give her the call 
light and she would immediately hit the light again asking me to come back saying she couldn't breathe. NA 
#2 recalled she told Nurse #2 and Nurse #1 about the resident's condition; however they just told her the 
resident was anxious. Resident #1 continued to use her call light throughout the shift and if she did not call 
out, she would yell out the door stating, I can't breathe, I can't breathe. NA #2 had not cared for Resident #1 
prior to that day and was not familiar with the resident to know if that was typically how Resident #1 acted. 
Resident #1 was wearing supplemental oxygen during the shift. NA #2 stated Resident #1 continued to be 
anxious and have behaviors throughout her shift and reported the behaviors to the oncoming NA (NA#5). 

A nursing note dated [DATE] at 6:39 PM documented by Nurse #2 revealed Resident #1's vital signs taken 
on [DATE] with readings of blood pressure ,d+[DATE], temperature 97.6, pulse 67, respiratory rate 14 and 
O2 96%. Resident #1 was receiving oxygen therapy at 2 liters per minute. No signs or symptoms of distress 
were noted. 

On [DATE] at 12:30 PM a telephone interview was conducted with Nurse #2. During the interview she stated 
she had taken care of Resident #1 on [DATE] during the 7:00 AM to 7:00 PM shift. Nurse #2 stated Resident 
#1 seemed fine during her shift and did not seem anxious or short of breath. She did not recall NA #2 coming 
to her and stating the resident had not eaten her supper meal or thrown over the bedside table. Nurse #2 did 
not recall hearing Resident #1 yell out that she could not breathe during the shift. Nurse #2 stated she had 
administered Resident #1's medication around 5:00 PM and she was able to swallow her medication and did 
not seem to be in any distress. She gave report to Nurse #1 that Resident #1 was using her call light 
repeatedly, but the nurses said that was normal for the resident. Nurse #2 indicated she left the facility at 
7:00 PM. Nurse #2 stated she was new to the facility and was not very familiar with Resident #1. 

Review of Resident #1's medical record revealed no vital signs were documented for Resident #1 on [DATE] 
during the 7:00 AM to 7:00 PM shift. 
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On [DATE] at 1:20 PM a telephone interview was conducted with NA #5. NA #5 stated she was responsible 
for Resident #1 on [DATE] during the 7:00 PM to 11:00 PM shift. NA #5 indicated she received report from 
NA #2 who had stated Resident #1 was very anxious and having difficulty breathing. NA #5 stated she had a 
hard time assisting Resident #1 with incontinence care because she needed to sit up and seemed very 
anxious. NA #5 notified Nurse #1 of the resident's behavior around 10:00 PM however she stated Nurse #1 
was already aware of how the resident was acting because she had been in and out of the room during the 
shift. NA #5 revealed she gave report to NA #6 at 11:00 PM and she (NA #5) was assigned to another hall. 
During the night (could not recall what time) she saw Resident #1's call light on so she went back into the 
room to assist NA #6 with changing the resident's brief. Once she raised the bed up, Resident #1 would not 
stop moving and trying to get off the bed. She stated she cleaned the resident as best as she could, but 
Resident #1 would not lay down long enough, so she had a difficult time placing the new brief back onto the 
resident. NA #5 stated she had taken care of Resident #1 before, and she had never been that way. 
Resident #1 was wearing supplemental oxygen during the shift. NA #5 indicated she once again let Nurse #1 
know Resident #1 seemed very anxious, wanting to sit up and could not be still. Nurse #1 stated to her she 
was aware of the resident's condition. NA #5 then went back to her assigned hall. 

On [DATE] at 9:05 AM a telephone interview was conducted with NA #6 who was responsible for Resident 
#1 on [DATE] during the 11:00 PM to 7:00 AM shift. She stated at 11:00 PM she received a report NA #5 that 
the resident was very anxious. Resident #1 was up and down all night and would not stay in bed. NA #6 
recalled she sat in the room with Resident #1 during the shift because if she didn't then Resident #1 would 
end up lying on the floor. Resident #1 was talking but seemed confused. NA #6 stated Resident #1 was 
having difficulty breathing, was wheezing and did not want to lay down. She assisted the resident to sit up in 
the bed and sit on the side of the bed during the night. Resident #1 kept saying, Help me so she went and 
got Nurse #1 to go to the room to look at the resident (could not recall what time). Nurse #1 went into the 
room and looked at Resident #1 and said she was going to notify a physician and send her to the hospital. 
However, shortly after Nurse #1 changed her mind and said there was nothing the hospital could do for the 
resident because they were aware of her condition. Resident #1 was constantly moving from the bed to the 
floor on her fall mat during the shift, sitting up on the fall mat. Resident #1 was wearing supplemental oxygen 
during the shift. Nurse #1 did not ask her to obtain vital signs, so she did not get them. She stated she had 
taken care of Resident #1 before and had never seen her in the state she was in, and it seemed like she was 
in distress. At 6:30 AM she gave a report to NA #1 and stated the resident had a change of condition and did 
not get any sleep during the night. She told NA #1 to keep a close eye on Resident #1 because she did not 
seem like herself. 

Review of Resident #1's Medication Administration Record dated [DATE] revealed an order for nebulization 
solution (breathing treatment) to inhale orally via nebulizer at bedtime related to Chronic Obstructive 
Pulmonary Disease with Acute Exacerbation. On [DATE] the medication was scheduled for 9:00 PM. Nurse 
#1 documented a (2) for the [DATE] 9:00 PM dose. Review of the legend located at the bottom of the MAR 
dated [DATE] revealed documentation of a (2) meant the medication was refused. 
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A statement written and signed by Nurse #1 on [DATE] obtained by the facility revealed she was assigned 
Resident #1 during the 7:00 PM to 7:00 AM shift on [DATE] through [DATE]. The statement revealed 
Resident #1 kept getting out of the bed and laying on the floor during the shift. Nurse #3 asked her if the 
resident had any Ativan available and Nurse #1 stated she wasn't sure. Nurse #3 then told her the facility 
had standing orders for Ativan, and it could be pulled from the automated medication dispensing system. 
Nurse #1 was unable to access the automated medication dispensing system. and had to wait until the next 
shift to be able to obtain the Ativan. When the next shift arrived at 7:00 AM Nurse #1 gave report to Nurse 
#2. NA #1 came to the office after Nurse #3's medication pass and stated something was wrong with 
Resident #1. Nurse #3 asked if she would go to the resident's room for support, so Nurse #1 did. Upon 
arrival to the resident's room Resident #1 was face up, lying in bed with a slow response to communicate. 
She asked for vital signs and for someone to call EMS after feeling a weak pulse on the resident. Nurse #1 
continued to do a sternal rub on the resident until EMS arrived. After EMS arrived, she was told Resident #1 
had expired. Nurse #1 was later told Resident #1 had received by mouth Ativan and that she had an allergy 
to the medication. Nurse #1 noted in her statement she did not administer the medication but had signed off 
on the resident's MAR because she was the nurse responsible for the resident and had initiated the process 
of Resident #1's need for the medication. 

Nurse #1 was assigned to Resident #1 on [DATE] at 7:00 PM through [DATE] at 7:00 AM. A nursing note 
written by Nurse #1 as a late entry dated [DATE] at 8:30 PM revealed Resident #1 was very restless during 
the shift and had continued to attempt to place herself onto the floor and pull cords from the wall and wrap 
them around various body parts. At 10:15 PM Resident #1 was assisted to the chair and stated she wanted 
to get back into bed. The note read, vital signs completed WNL (within normal limits). When she was 
assisted back into bed, she then stated she wanted to get back on the floor. The note revealed at 10:30 PM 
staff were sitting in the room with Resident #1 for a duration of 30 minutes to try and calm her down. At 12:00 
AM on [DATE], Resident #1 was noted to rest for brief periods of time and then become very restless again. 
Resident #1 was documented to continue being restless and staff assisted the resident back and forth from 
the bed to the chair and to the floor per her request at 2:00 AM. At 7:45 AM ([DATE]) Resident #1 continued 
to be restless and a standing order for Ativan was given. At 8:10 AM Resident #1 had respiratory distress 
and Emergency Medical Services (EMS) was called. 

A nursing note written by Nurse #1 as a late entry dated [DATE] at 7:48 AM revealed Nurse #1 was made 
aware by the NA that Resident #1 had attempted to get out of bed several times and had pulled down 
multiple items in her room. The resident stated she felt warm and thirsty. Resident #1's temperature 
decreased, and she was provided with water. Resident #1 continued to thrust herself forward to get out of 
bed. She was redirected and remained in bed. The incident occurred on [DATE] at 9:00 PM. 

A nursing note written by Nurse #1 as a late entry for [DATE] dated [DATE] at 8:10 AM revealed Nurse #1 
was made aware by Nurse #2 that Resident #1 was in possible distress after being discovered by NA #1 
after medication administration. Upon entering the room, the resident was face up and slow to respond. 
Nurse #1 requested vital signs and to call emergency medical services. Resident #1's vital signs were blood 
pressure ,d+[DATE] (normal blood pressure reading ,d+[DATE]), pulse 111(normal pulse range ,d+[DATE]), 
respiratory rate 4 (normal respiratory rate ,d+[DATE]) and oxygen saturation level 54% (normal oxygen 
saturation level greater than 92%), Nurse #1 continued to call Resident #1's name with no response, the 
nurse requested oxygen saturation levels again with an oxygen saturation reading of 30% with supplemental 
oxygen (amount unspecified). EMS arrived on scene and were able to take over the resident's care. 
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On [DATE] at 3:56 PM a telephone interview was conducted with Nurse #1. She confirmed she was 
responsible for Resident #1 on [DATE] through [DATE] for the 7:00 PM to 7:00 AM shift. Nurse #1 stated 
when she received a report from Nurse #2 at 7:00 PM on [DATE] the nurse had stated the resident was up 
and down from the bed to the floor, very anxious and moving around a lot. Nurse #1 recalled the anxious 
behavior continued throughout the night for her entire shift. Nurse #1 said she was not familiar with the 
resident. Nurse #1 stated she didn't know the process for notification to the physician because she was new 
to the facility. She stated she assumed since a Nurse Practitioner (NP) was in the building daily that the NP 
knew what was going on with Resident #1 and would be back in the facility the next day to see the resident. 
Nurse #1 stated because she assumed the Nurse Practitioner was aware of Resident #1's condition and 
wasn't concerned, then the condition was probably the resident's baseline. Nurse #1, who was no longer 
employed by the facility, stated she wanted to use her initial statement to the facility as a response to any 
more questions asked. 

On [DATE] at 12:07 PM an interview was conducted with Nurse Aide (NA) #1. During the interview she 
stated she came on shift around 6:30 AM on [DATE] to find Resident #1 lying on her fall mat in the floor with 
supplemental oxygen on via nasal cannula. Resident #1 looked at NA #1 and stated, I can't take this no 
more. She went to Nurse #1 who told her not to get the resident off the floor because she had been back and 
forth from the bed to the floor all night. NA #1 told Nurse #1 she did not feel comfortable leaving the resident 
lying on her fall mat on the floor but since she was wanting to be on the fall mat she proceeded to clean 
Resident #1 up and change her brief while she was lying on the fall mat. NA #1 then assisted Resident #1 up 
to the side of her bed and began fixing her oxygen tubing cord which was tangled. NA #1 was in the room 
with the resident when Nurse #2 entered the room and administered the resident's medication. NA #1 then 
heard the resident call out her name. When she turned around Resident #1 was lying flat on her back with 
her eyes fixed up at the ceiling and with her mouth open. Resident #1 would not respond to her, so she 
yelled out for Nurse #2 who was in the hallway outside of the resident's room. NA #1 stayed with the resident 
until Nurse #1 and Nurse #2 entered the room. Nurse #1 was doing a sternal rub on the resident to try and 
get her to respond, however she did not. EMS was called and took over the resident's care once they 
arrived. She stated she had taken care of Resident #1 the day prior on [DATE] during the 7:00 AM to 3:00 
PM shift and she was in no distress and was not anxious during the shift. 

An undated After-Hours Standing Physician Orders revealed for aggression or agitated behavior the nurse 
may administer Ativan 0.5 milligram (mg) by mouth. The nurse could repeat the action in 20 minutes if the 
resident did not respond to the medication. The orders read to notify the primary care physician in the AM for 
further orders. 

A medication administration note in the electronic medical record dated [DATE] at 7:43 AM revealed Nurse 
#3 entered an order for Ativan oral tablet 0.5 mg. Give 0.5 mg by mouth one time only related to COPD with 
acute exacerbation. The medication order triggered an alert for a system identified drug allergy. 

Resident #1's Medication Administration Record (MAR) for [DATE] revealed an order for Ativan oral tablet 0.
5 mg by mouth on time only related to COPD with acute exacerbation. The medication was administered on 
[DATE] at 7:44 AM and signed off by Nurse #1. 
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A nursing note written by Nurse #2 dated [DATE] at 12:14 PM as a late entry revealed she had received 
report from Nurse #1 who stated Resident #1 was restless all evening and attempted to get out of bed 
multiple times throughout the night. Nurse Aide #1 alerted Nurse #2 the resident was unresponsive. Upon 
assessment Resident #1 was noted to be hypoxic (low levels of oxygen) with an oxygen saturation of 60% 
(normal level greater than 92%) on 4 liters of supplemental oxygen via nasal cannula. Emergency Medical 
Services (EMS) was notified, Resident #1 was noted to have a do no resuscitate (DNR) order in place. EMS 
took over in administering life saving measures without success. Resident #1 was pronounced deceased by 
EMS at 8:30 AM. 

On [DATE] at 12:30 PM a telephone interview was conducted with Nurse #2. Nurse #2 stated she returned to 
the facility on [DATE] at 7:00 AM and Nurse #1 gave her report and stated Resident #1 had been anxious 
during the night and they had tried to give the resident Ativan but did not have access to the automated 
medication dispensing system. Nurse #2 recalled she was getting a report from Nurse #1 when Unit 
Manager #1 arrived at the nurse's station. Nurse #3 and Unit Manager #1 then went to pull the Ativan for 
Resident #1 while she (Nurse #2) finished getting report and began to start her medication pass. Unit 
Manager #1 brought her a cup with a 0.5mg Ativan in it for Resident #1 and stated to her to administer the 
medication. Nurse #2 stated she did not ask any questions or look at the resident's allergies prior to 
administering the Ativan 0.5 mg along with Resident #1's morning medication. When she went into the 
resident's room, Resident #1 was sitting up on the floor on her fall mat. Nurse #2 and NA #1 assisted the 
resident to get up to the side of the bed to take her medication. Nurse #2 administered the medication and 
stated the resident drank water provided and Nurse #2 left the room. She was then alerted by NA#1 
approximately ,d+[DATE] minutes later that something was wrong with Resident #1. Nurse #2 and Nurse #1 
went into the resident's room to find her lying on the bed with her eyes open and fixed, mouth open and a 
faint pulse. EMS were called and vital signs were obtained. Nurse #2 stated Resident #1 was pronounced 
deceased by EMS at 8:30 AM. 
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On [DATE] at 12:53 PM a telephone interview was conducted with Nurse #3. Nurse #3 worked on [DATE] 
through [DATE] during the 7:00 PM to 7:00 AM shift with Nurse #1 but was not responsible for Resident #1. 
Nurse #3 stated Nurse #1 asked her what to do regarding the resident because she was very anxious and 
kept getting in/ out of bed. Nurse #1 seemed overwhelmed with the situation so Nurse #3 went to the 
resident's room with her to see what she could do. Nurse #3 stated Resident #1 was screaming out, crawling 
out of bed and very anxious. At approximately 3:00 AM on [DATE], Nurse #1 again came to her and stated 
she did not know what to do with Resident #1. Nurse #3 then told her the facility had standing orders for 
Ativan, she stated she told her it was okay to give the resident Ativan because the resident was all over the 
place by screaming, pulling on her oxygen tubing and crawling out of bed. The interview revealed Nurse #3 
had access to the automated medication dispensing system. but Nurse #1 did not. The two nurses waited 
until the day shift arrived and asked Unit Manager #1 to be a second witness to pull the Ativan out of the 
automated medication dispensing system. machine. Nurse #3 and Unit Manager #1 then pulled Ativan 0.5 
mg from the automated medication dispensing system for Resident #1 and Unit Manager #1 took the 
medication and gave it to Nurse #2 to administer. The interview revealed there were no alerts that popped up 
in the automated medication dispensing system. machine. However, when Nurse #3 put the Ativan order in 
the electronic charting system an allergy alert did pop up and she bypassed the alert in the system. At that 
time Nurse #3 did not know if they had administered the medication or not and left the facility after entering 
the medication order. Nurse #3 recalled she received a call after leaving the facility from the DON that 
Resident #1 had an allergy to the medication, and Nurse #3 had put the standing order into the Medication 
Administration Record (MAR). Nurse #3 stated she knew she should not have bypassed the allergy alerts in 
the system but was not thinking clearly about the situation and just clicked the button. She stated she felt that 
Resident #1 had a diagnosis of COPD and was just excited like most residents with the diagnosis and the 
Ativan would help calm her. Nurse #3 stated she did not review the resident's allergy list. The interview 
revealed looking back on the situation, the nurses should have contacted the on-call Nurse Practitioner 
regarding Resident #1's change in behavior. 

On [DATE] at 10:19 AM an interview was conducted with Unit Manager #1. During the interview she stated 
she had come in on [DATE] as the manager on call to orient Nurse #2 during the 7:00 AM to 7:00 PM shift. 
The interview revealed she arrived at the facility around 7:12 AM and noticed Resident #1 lying on her fall 
mat on the floor. She asked Nurse #1 if she was aware the resident was on the fall mat and Nurse #1 stated 
it was the safest place the resident could be. The interview revealed she was touching base with Nurse #2 
when Nurse #3 asked her to be a second witness to remove Ativan 0.5mg from the automated medication 
dispensing system. for Resident #1 due to agitation. She was told Resident #1 had been very restless, 
agitated and had been throwing herself out of bed during the night and Nurse #1 did not have access to the 
automated medication dispensing system. to pull the medication. Unit Manager #1 indicated she went with 
Nurse #3 and removed the medication from the automated medication dispensing system. as the second 
witness. She took the medication and gave it to Nurse #2 and instructed her to administer the medication to 
Resident #1. She was then notified by a nurse aide (name she could not recall) that Resident #1 was coding. 
Resident #1 was a DNR, so she went to the room to find Nurse #1, Nurse #2 and NA #1 in the room with the 
resident. EMS had already been contacted and were enroute to the facility. The interview further revealed 
Unit Manager #1 was new to the facility and was not familiar with Resident #1. Unit Manager #1 stated if 
Resident #1 had a change of condition and experienced difficulty breathing the nurses on duty should have 
notified the on-call Nurse Practitioner of the resident's condition. 
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EMS records dated [DATE] revealed they were notified at 8:13 AM, dispatched to the facility at 8:18 AM, 
arrived on scene at 8:29 AM and to the resident at 8:30 AM with a chief complaint of cardiac/ respiratory 
arrest. Upon EMS arrival Resident #1 was found lying in bed. The resident was apneic (without breathing) 
and pulseless. Resident #1 had no heart tones with a valid do not resuscitate order (DNR). She was 
pronounced deceased at 8:30 AM. 

On [DATE] at 2:24 PM a telephone interview was conducted with the former Director of Nursing (DON). The 
DON stated Unit Manager #1 called her on [DATE] to notify her Resident #1 had expired. The DON indicated 
nurses were new to the facility and did not notify the on-call provider that Resident #1 had experienced a 
change of condition, and the nurses should have completed an assessment on the resident. The interview 
revealed she instructed Nurse #1 to go back into the system and document nursing notes for the night of 
[DATE] through [DATE] because the nurse had not originally documented the resident's change of condition. 
The DON stated all nurses involved should have followed the facility protocol if a resident had experienced a 
change of condition and notified the physician. The DON revealed looking through documentation she saw 
Resident #1 had a documented allergy to the medication Ativan she was administered at 7:44 AM on 
[DATE]. The DON stated it was around 11:00 AM on [DATE] when she was notified of Resident #1 being 
administered a medication she had a documented allergy to and she immediately suspended the nurses 
involved. She notified the Medical Director on [DATE] at 1:00 PM Resident #1 had received the medication 
Ativan with a documented allergy. The interview revealed the facility had standing orders to use Ativan if a 
resident was having agitation which was to administer 0.5mg of Ativan as a one-time dose. The nurses were 
new to the facility and the nurse who administered the medication (Nurse #2) was still in orientation and did 
not ask any questions prior to giving it to the resident because she was told to do so by Unit Manager #1, 
who was her preceptor. The DON stated all nurses involved should have followed the facility protocol for 
administration of medication which included review of the resident's allergies. She stated Nurse #3 should 
have never bypassed the allergy alerts in the EMR system. All nurses were suspended pending the 
investigation. 

On [DATE] at 11:28 AM an interview was conducted with the Administrator and Regional Nurse Consultant. 
The interview revealed on [DATE] around 7:30 AM, Nurse #2 administered Ativan 0.5 mg to Resident #1 due 
to behaviors of restlessness and agitation based off of standing physician orders the facility had in place. The 
Regional Nurse Consultant stated Nurse #2 administered Ativan to Resident #1 at 7:44 AM and Resident #1 
was then found unresponsive with a low oxygen saturation level. EMS was called to the facility, and the 
resident was pronounced as deceased . At 11:30 AM the Former Director of Nursing (DON) was reviewing 
the documentation, and they immediately suspended the nurses involved and completed an investigation 
into the incident. Nurse #1 was responsible for the resident during the 7:00 PM to 7:00 AM shift on [DATE] 
through [DATE] and needed guidance from Nurse #3 who told her about the standing order for Ativan 0.5mg. 
The Administrator stated none of the four nurses involved in the incident notified a provider or documented 
assessments when Resident #1 had experienced difficulty breathing, restlessness or increased anxiety and 
should have identified Resident #1 had experienced a change of condition during the night. Resident #1 was 
noted to have a documented allergy to the medication Ativan administered at 7:44 AM. None of the four 
nurses involved in the incident verified Resident #1 had no allergies to the medication. Nurse #3 bypassed 
the alerts in the electronic medical record when entering the medication order into the resident's MAR. The 
Administrator stated the nurses were responsible for verifying that the resident did not have an allergy to the 
medication, and they did not. The Regional Nurse Consultant stated nurses should be documenting the 
resident assessments and vital signs throughout the shift especially if there were changes to the resident's 
condition. 
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On [DATE] at 1:34 PM a telephone interview was conducted with the on-call Nurse Practitioner. During the 
interview she stated she was not contacted on [DATE] or [DATE] regarding Resident #1. She stated that it 
was unusual because the facility typically would let her know if anything acute happened but if a resident was 
having trouble breathing, she would have immediately sent the resident to the hospital for an evaluation. 

On [DATE] at 1:38 PM a telephone interview was conducted with the Medical Director (MD). The MD stated 
the DON notified him of an incident that happened on [DATE] when a nurse administered Ativan to a resident 
with a documented allergy to the medication. The interview revealed the first time he was contacted was on 
[DATE] at 1:00 PM and told a medication error had occurred. He wasn't notified Resident #1 had 
experienced a change of condition starting at approximately 3:00 PM on [DATE]. The MD stated the on-call 
Nurse Practitioner would have been notified if it happened after 5:00 PM. The MD stated the facility should 
have sent Resident #1 to the hospital for an evaluation because from review of the nursing progress notes 
she had a respiratory episode and could have had increased carbon dioxide (A waste product produced 
during metabolism. It is transported through the bloodstream to the lungs, where it is exhaled as a gas.) in 
the blood. He stated the result of increased CO2 levels would be psychotic behavior such as getting up and 
down out of bed along with confusion. The MD stated if they had contacted the Nurse Practitioner, she would 
have sent the resident to the hospital for an evaluation because the resident was likely having an acute 
exacerbation of COPD as she had experienced in the past and needed to be on a BiPap (non-invasive 
ventilation therapy). 

The Administrator was notified of the immediate jeopardy on [DATE] at 6:30 PM.

The facility provided the following corrective action plan with a compliance dated of [DATE]. 

Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice; 

The facility failed to provide comprehensive assessments, failed to identify a significant change in condition 
that required medical attention, failed to obtain vital signs and ongoing oxygen saturations during the evening 
and night on [DATE] through [DATE]. On [DATE] during the 3:00 PM to 11:00 PM shift, Resident #1 showed 
signs of restlessness, agitation, crawling onto the floor and verbally expressed to staff that she was 
experiencing difficulty breathing which continued from 11:00 PM to 7:00 AM. At 8:13 AM Resident was noted 
in her room unresponsive with a blood pressure of ,d+[DATE], pulse rate of 111, respiratory rate of 4 and 
oxygen saturation level of 54%. Resident #1 was pronounced deceased by Emergency Medical Services 
(EMS) staff at 8:30 AM.

On the evening of [DATE], Resident #1 showed signs of restlessness and agitation according to the licensed 
nurses' statements. Licensed nurses made multiple attempts to make resident #1 comfortable. Nurse #2 
continued to assist Resident #1 throughout the night moving her from bed to chair to help the resident to 
become more comfortable. Nurse #2 obtained Resident #1's oxygen saturations at 98% at approximately 
2:00 AM. Resident #1 needed one on one supervision periodically during the night by nursing staff for safety. 
Nurse #2 failed to properly assess the resident.

Address how the facility will identify other residents having the potential to be affected by the same deficient 
practice; 

Current residents are at risk of this occurring. 
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As of [DATE] an audit was completed by the Director of Nursing and designee to review nursing notes, 
24-hour reports, and vital sign logs in the electronic healthcare record to ensure any noted changes in 
residents' condition were noted and the physician notified from [DATE] forward. The audit also included a 
review to ensure that residents' vital signs were taken and noted in the electronic record. This was completed 
by the Director of nursing and designees on [DATE] 

Address what measures will be put into place or systemic changes made to ensure that the deficient practice 
will not recur; 

Education started by the Director of Nursing on [DATE] for the change in condition and included providing 
comprehensive assessments that require medical attention, obtaining vital signs, signs o [TRUNCATED]
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Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40476

Based on record review, and interviews with staff, Medical Director and Pharmacist, the facility failed to 
provide effective training and orientation for new hires including preceptorship, skills validations and specific 
training related to pharmacy services and resident allergies in the electronic medical record (EMR) system 
alerts. On [DATE] Unit Manager #1, who had not received a complete orientation, was scheduled to precept 
Nurse #2. Under Unit Manager #1's direction Nurse #2 administered Ativan to Resident #1 who had a 
documented allergy to Ativan. At 8:13 AM Resident #1 was noted in her room unresponsive and vital signs 
were blood pressure ,d+[DATE] (normal blood pressure reading ,d+[DATE]), pulse 111(normal pulse range ,
d+[DATE]), respiratory rate 4 (normal respiratory rate ,d+[DATE]) and oxygen saturation level 54% (normal 
oxygen saturation level greater than 92%). Resident #1 was pronounced deceased by Emergency Medical 
Services (EMS) staff at 8:30 AM. The incomplete orientation and training for Unit Manager #1 put all 
residents at risk for a serious adverse outcome. 

For example b. the facility failed to provide complete orientation and training for Nurse #1 before she worked 
independently. This is cited at D (no actual harm with potential for more than minimal harm that is immediate 
jeopardy). 

The deficient practice occurred for 2 of 4 nurses reviewed for competencies. 

The findings included:

This tag is cross-referred to:

F760: Based on record review, and interviews with staff, Medical Director and Pharmacist, the facility failed 
to prevent a significant medication error when Resident #1 received a dose of Ativan (a benzodiazepine, 
used as a sedative medication) as a one-time dose. Resident #1 had an allergy to Ativan documented on the 
Allergy List in the electronic medical record (EMR) on [DATE]. The medication order was entered into the 
electronic health record by Nurse #3. She stated the electronic medical record flagged the order due to the 
allergy, but she bypassed the alert and entered the order in the EMR, which was then pulled from an 
automated system for medication management. Nurse #2, a nurse who was orienting under the supervision 
of the Unit Manager, administered the medication on [DATE] at 7:44 AM. On [DATE] at 8:13 AM Resident #1 
became unresponsive with seriously abnormal vital signs. Resident #1 was pronounced deceased by 
Emergency Medical Services (EMS) staff at 8:30 AM. This deficient practice occurred for 1 of 3 sampled 
residents reviewed for medication errors.

a. Review of Unit Manager #1's employee file revealed she had been hired on [DATE]. An undated, 
incomplete skills validation record titled, Unit Manager revealed Unit Manager #1 had not received training 
on facility equipment, supervising Nurse Aides (NA), clinical processes, pharmacy services, EMR 
documentation, or clinical skills competencies. She also had not completed nursing competencies under the 
heading, Unit Manager Responsibilities. 
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On [DATE] at 10:19 AM an interview was conducted with Unit Manager #1. Unit Manger #1 stated she was 
hired on [DATE] and received three days of class orientation with the facility Scheduler. The training included 
introducing her to the company, discussing the schedule, discussing the facility policy regarding attendance 
and paid time off. On the second day she met with the Staff Development Coordinator (SDC) going over 
infection control, contact isolation, enhanced barrier precautions and watching informative videos. Unit 
Manager #1 was given a skills validation packet and told she would be placed with a preceptor and the 
preceptor would assist her in completing the nursing competencies. Unit Manager #1 stated nothing else 
happened after that, she was never placed with a preceptor or received any more training after the in-class 
training. She stated she asked the Former Director of Nursing about receiving education or training and she 
would say okay, but never followed back up with Unit Manager #1. When Nurse #1 and Nurse #2 were hired 
the facility did not have a SDC and their orientation wasn't even half of what she had received. Nurse #3 
would state to her that she hadn't received any on-the-floor training. Unit Manager #1 stated on [DATE] she 
was scheduled to precept Nurse #2. However, she had not even received orientation herself but was told by 
the Scheduler that Nurse #2 just needed support because she really did not need orientation. Unit 
Manager#1 stated she had her skills validation sheet however it wasn't completed other than the three days 
of classroom orientation. Unit Manager #1 stated no one from the facility had gone over verifying residents 
allergies prior to administration of medication or system alerts related to resident allergies. She stated she 
knew she should have verified the residents' allergies but thought Nurse #1 had already done so. She was 
not the primary nurse and was just signing as a witness. The interview revealed no one from the facility had 
gone over medication rights or change of condition with her until after the incident on [DATE]. 

On [DATE] at 10:56 AM an interview was conducted with the Scheduler. The interview revealed she assisted 
during the orientation process and provided each newly hired Nurse Aide or Nurse with a skills check off 
sheet. She stated the newly hired staff received an orientation lasting three days and then were placed with a 
preceptor on the units that would sign off the newly hired staff member was competent in the area on the 
checklist. The interview revealed once the checklist was completed it would be returned to herself or the 
Staff Development Coordinator who placed it into the employee's file. The Scheduler stated the facility had a 
period of time with no SDC in the building from [DATE] until [DATE] and the Former Director of Nursing had 
been responsible for gathering the completed checklist and oversight of newly hired staff. The Scheduler 
stated she had not seen a completed skills checklist from Nurse #1 and Unit Manager #1. She stated Nurse 
#2 was still in orientation and Nurse #3 had a completed skills checklist. 

On [DATE] at 9:24 AM an interview was conducted with the Staff Development Coordinator (SDC). She 
stated she had left the facility at the end of October and not returned until [DATE]. The SDC stated the 
Former DON was responsible for all nursing orientation during that time. Orientation in the facility consists of ,
d+[DATE] days in person class time for the Nurses and Nurse Aides (NA). After the class orientation nurses 
were typically placed with a preceptor for at least a week or two after the in-class orientation. The interview 
revealed Nurses received access to the automated medication dispensing system during the class 
orientation. The SDC stated she was unaware if Nurse #1, and Unit Manager #1 had completed their skills 
validation record or received a precepted orientation because she had only been back into the building for 
one day. The SDC verified that part of the orientation training included reviewing residents allergies prior to 
administration of medication. 
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An interview conducted on [DATE] at 2:24 PM with the Former Director of Nursing (DON) revealed Unit 
Manager #1 called her on [DATE] to notify her Resident #1 had expired. After looking through documentation 
she saw Resident #1 had a documented allergy to the medication Ativan she was administered at 7:44 AM. 
The DON stated it was around 11:00 AM when she was notified, and she immediately suspended the nurses 
involved. She notified the Medical Director at 1:00 PM. The interview revealed the facility had standing 
orders to use Ativan if a resident was having agitation which was to administer 0.5mg of Ativan as a one-time 
dose. The nurses were new to the facility and the nurse who administered the medication (Nurse #2) was still 
in orientation and did not ask any questions prior to giving it to the resident because she was told to do so by 
Unit Manager #1 who was her preceptor. The DON stated all nurses involved should have followed the 
facility protocol for administration of medication which included review of the resident's allergies. She stated 
Nurse #3 should have never bypassed the allergy alerts in the EMR system. The Former DON stated 
verifying resident's allergies and acknowledging system alerts were covered during orientation to the facility 
by the Staff Development Coordinator (SDC) or nursing preceptor assigned to newly hired employees. 

On [DATE] at 11:23 AM an interview was conducted with the Administrator. During the interview she stated 
immediately following the incident on [DATE] through [DATE] the facility put a plan of correction in place 
regarding orientation. The facility realized the biggest mistake was during the orientation process and their 
Corporate Clinical Educator put together a structured orientation process of what the facility should be doing 
for newly hired staff. Education was completed for every staff member that was still in the orientation 
process. The Administrator stated the staff members had not received the clinical preceptorship to meet her 
expectations, and each staff member had voiced they felt they were not properly trained by the facility. 

The Administrator was notified of the immediate jeopardy on [DATE] at 4:15 PM.

b. Review of Nurse #1's employee file revealed she had been hired on [DATE]. An undated, incomplete skills 
validation record titled, Charge Nurse revealed Nurse #1 did not receive training on Pharmacy Services, 
Electronic Medical Record (EMR) clinical documentation for allergies or clinical skills competencies. 

An interview conducted on [DATE] at 3:56 PM with Nurse #1 revealed she was hired by the facility on 
[DATE] and received an in-person class training for 2 days. She stated following the class training she was 
assigned with a nurse that was as needed (PRN) in the facility and was only with her for a duration of two 
days before being placed on her own because the staff member wasn't working in the facility. Nurse #1 
stated she had come from a hospital setting where she had received 8 weeks' training, and she felt like the 
long-term care training was not adequate. The interview revealed the training was incomplete because she 
had not received an actual precepted orientation and no one from the facility had provided training on 
resident allergies or EMR system alerts. 

The facility submitted the following corrective action plan:

Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice; 

 While interviewing 4 nurses involved in the incident occurring on [DATE], It was mentioned that they did not 
feel as if they received proper orientation from the facility. The facilities failure to have a proper orientation 
and training program in place, led to an undesirable resident outcome. 
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Address how the facility will identify other residents having the potential to be affected by the same deficient 
practice;

On [DATE] the Administrator identified that current clinical staff hired on or after [DATE] were not properly 
orientated, onboarded, and thoroughly trained to completely fulfill their role. 

Address what measures will be put into place or systemic changes made to ensure that the deficient practice 
will not recur; 

As of [DATE] it was decided by the Administrator to have identified employees return for a corrected 
orientation, onboarding, and training process beginning on [DATE]. Licensed Nurses completed Medication 
Pass Observations with the Director of Nursing starting on [DATE] after medication error on [DATE]. Nurses 
who did not complete this Medication Pass Observation before their next scheduled shift, were not allowed to 
work until it was completed. Skills Validations were started on [DATE] for Licensed Nurses by the Director of 
Nursing or designee after incident on [DATE]. All Licensed Nurses hired on [DATE] or after participated in 
the training program on [DATE]. Those who did not attend were not allowed to return until they went through 
the training program. Nurses involved in the incident were suspended on [DATE] pending investigation. 
Nurse #1, and Nurse #3 were terminated and reported to the Board of Nursing as of [DATE]. Nurse # 2 
turned in a resignation letter on [DATE]. The Unit Manger was initially terminated and appealed the 
termination. She was brought back on ,d+[DATE] and placed back into the training program. She resigned 
effective immediately on ,d+[DATE]. This training program was held by the Administrator, Director of Nursing 
and Human Resources Director. Training included prior to accepting responsibility for an assignment without 
preceptor supervision, the Director of Nursing or designee must validate successful completion of the Skills 
Validation Record, Medication Pass Observation, and Treatment Observation. Skills Validation Record, 
Medication Pass Observation, and Treatment Observation was completed by designated preceptor or 
supervisor.

The Director of Clinical Education and Regional Director of Clinical Services provided detailed training on 
company expectations in the area of appropriate orientation, onboarding, and thorough training on 
Wednesday, [DATE] to the Administrator, Director of Nursing, and Human Resources Director. Once a Staff 
Development Coordinator is hired, they will be educated by the administrator on the expected orientation 
process. 

The Administrator, Director of Nursing or designee, and Human Resources Director will ensure that company 
expectations for appropriate orientation, onboarding, and thorough training for newly hired clinicians are 
implemented beginning [DATE]. The Director of Nursing will complete this training until an SDC is hired. 

Company expectations are as follows: 5 days of classroom orientation adhering to the company-specific 
orientation agenda, followed by no less than 2 weeks of on-the-floor 1:1 onboarding and training with a 
center-designated clinical preceptor. 

Prior to accepting responsibility for an assignment without preceptor supervision, the Director of Nursing or 
designee must validate successful completion of the Skills Validation Record, Medication Pass Observation, 
and Treatment Observation. Skills Validation Record, Medication Pass Observation, and Treatment 
Observation will be completed by designated preceptor or supervisor. Effective [DATE], the Administrator will 
be ultimately responsible for ensuring implementation of this corrective action plan.
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Indicate how the facility plans to monitor its performance to make sure that solutions are sustained;

As of [DATE], HR will interview new hire employees weekly x 12 weeks to ensure that they are receiving 
proper orientation and feel comfortable with the training that is being provided.

As of [DATE] Medication pass observations will be completed by the Director of Nursing or Designee on 5 
licensed nurses weekly x 12 weeks to ensure residents do not receive medications with listed allergies on 
the EMAR. Allergies are listed on the EMAR and show up when the EMAR is pulled up or displayed in the 
electronic health record.

As of [DATE] The results of the monitoring will be discussed by the Administrator during the monthly QAPI 
meeting with the Interdisciplinary Team. Changes will be made to the plan as necessary to maintain 
compliance with resident safety. 

IJ removal date: [DATE]

On [DATE], the corrective action plan was validated by onsite verification through facility staff interviews. The 
interviews revealed the facility staff were provided with company expectations of the following: 5 days of 
classroom orientation adhering to the company-specific orientation agenda, followed by no less than 2 weeks 
of on-the-floor 1:1 onboarding and training with a center-designated clinical preceptor. Prior to accepting 
responsibility for an assignment without preceptor supervision. The facility's in-service log, monitoring results 
and training material was reviewed. The IJ removal date of [DATE] and the compliance date of [DATE] for 
the corrective action plan were validated.
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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40476

Based on record review, and interviews with staff, Medical Director and Pharmacist, the facility failed to 
prevent a significant medication error when Resident #1 received a dose of Ativan (a benzodiazepine, used 
as a sedative medication) as a one-time dose. Resident #1 had an allergy to Ativan documented on the 
Allergy List in the electronic medical record (EMR) on [DATE]. The medication order was entered into the 
electronic health record by Nurse #3. She stated the electronic medical record flagged the order due to the 
allergy, but she bypassed the alert and entered the order in the EMR, which was then pulled from the 
automated system for medication management. Nurse #2, a nurse who was orienting under the supervision 
of the Unit Manager, administered the medication on [DATE] at 7:44 AM. On [DATE] at 8:13 AM Resident #1 
became unresponsive with seriously abnormal vital signs. Resident #1 was pronounced deceased by 
Emergency Medical Services (EMS) staff at 8:30 AM. This deficient practice occurred for 1 of 3 sampled 
residents reviewed for medication errors. 

The findings included: 

An undated After-Hours Standing Physician Orders revealed for aggression or agitated behavior the nurse 
may administer Ativan 0.5 milligram (mg) by mouth. The nurse could repeat the action in 20 minutes if the 
resident did not respond to the medication. The order read to notify the primary care physician in the AM for 
further orders. 

Resident #1 was readmitted to the facility on [DATE] with diagnoses of chronic obstructive pulmonary 
disease (COPD) and respiratory failure.

An allergy list in the electronic medical record updated on [DATE] included the medication Ativan. Resident 
#1's allergy reaction was documented as unspecified. 

A review of Resident #1's quarterly Minimum Data Set assessment dated [DATE] revealed she was 
cognitively intact. 

A review of the facility's medication error report dated [DATE] at 11:20 AM by the Director of Nursing (DON) 
revealed Resident #1 was ordered and administered Ativan 0.5 mg for a one-time dose with a documented 
allergy to the medication by Nurse #2. The result of the incident was documented as Resident #1 
experienced an unresponsive event. The medication error was reported to the Medical Director. 

A medication administration note in the electronic medical record dated [DATE] at 7:43 AM revealed Nurse 
#3 entered an order for Ativan oral tablet 0.5 mg. Give 0.5 mg by mouth one time only related to Chronic 
Obstructive Pulmonary Disease with Acute Exacerbation until [DATE] at 9:00 AM. The medication order 
triggered an alert for a system identified drug allergy. 

Resident #1's Medication Administration Record (MAR) for [DATE] revealed an order for Ativan oral tablet 0.
5 mg by mouth on time only related to COPD with acute exacerbation. The medication was administered on 
[DATE] at 7:44 AM and signed off by Nurse #1. 

(continued on next page)
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On [DATE] at 3:56 PM an interview was conducted with Nurse #1, who was no longer employed by the 
facility. During the interview she stated she wanted to use her initial statement to the facility as a response to 
questions asked. 

A statement written and signed by Nurse #1 on [DATE] obtained by the facility revealed she was assigned 
Resident #1 during the 7:00 PM to 7:00 AM shift on [DATE] - [DATE]. The statement revealed Resident #1 
kept getting out of the bed and laying on the floor during the shift. Nurse #3 asked her if the resident had any 
Ativan available and Nurse #1 stated she wasn't sure. Nurse #3 then told her the facility had standing orders 
for Ativan, and it could be pulled from the automated system for medication management. Nurse #1 was 
unable to access the automated system for medication management and had to wait until the next shift to be 
able to obtain the Ativan. When the next shift arrived at 7:00 AM Nurse #1 gave a report to Nurse #2. NA #1 
came to the office after Nurse #3's medication pass and stated something was wrong with Resident #1. 
Nurse #3 asked if she would go to the resident's room for support, so Nurse #1 did. Upon arrival to the 
resident's room Resident #1 was face up, lying in bed with a slow response to communicate. She asked for 
vital signs and for someone to call EMS after feeling a weak pulse on the resident. Nurse #1 continued to do 
a sternal rub on the resident until EMS arrived. After EMS arrived, she was told Resident #1 had expired. 
Nurse #1 was later told Resident #1 had received by mouth Ativan and that she had an allergy to the 
medication. Nurse #1 noted in her statement she did not administer the medication but had signed off on the 
resident's MAR because she was the nurse responsible for the resident and had initiated the process of 
Resident #1's need for the medication. 

On [DATE] at 12:53 PM an interview was conducted with Nurse #3. Nurse #3 worked on [DATE] - [DATE]. 
during the 7:00 PM to 7:00 AM shift with Nurse #1 but was not responsible for Resident #1. Nurse #3 stated 
Nurse #1 asked her what to do regarding the resident because she was very anxious and kept getting in/ out 
of bed. Nurse #1 seemed overwhelmed with the situation so Nurse #3 went to the resident's room with her to 
see what she could do. Nurse #3 stated Resident #1 was screaming out, crawling out of the bed and very 
anxious. At approximately 3:00 AM on [DATE], Nurse #1 again came to her and stated she did not know 
what to do with Resident #1. Nurse #3 then told her the facility had standing orders for Ativan, she stated she 
told her it was okay to give the resident Ativan because the resident was all over the place by screaming, 
pulling on her oxygen tubing and crawling out of bed. The interview revealed Nurse #3 had access to the 
automated system for medication management, but Nurse #1 did not. The two nurses waited until the day 
shift arrived and asked Unit Manager #1 to be a second witness to pull the Ativan out of the automated 
system for medication management. Nurse #3 and Unit Manager #1 then pulled Ativan 0.5 mg for Resident 
#1 and Unit Manager #1 took the medication and gave it to Nurse #2 to administer. The interview revealed 
there were no alerts that popped up in the automated system for medication management. However, when 
Nurse #3 put the Ativan order in the electronic charting system an allergy alert did pop up and she bypassed 
the alert in the system. At that time Nurse #3 did not know if they had administered the medication or not and 
left the facility after entering the medication order. She then received a call after leaving the facility from the 
DON that Resident #1 had an allergy to the medication, and Nurse #3 had put the standing order into the 
Medication Administration Record (MAR). Nurse #3 stated she knew she should not have bypassed the 
allergy alerts in the system but was not thinking clearly about the situation and just clicked the button. She 
stated she felt that Resident #1 had a diagnosis of COPD and was just excited like most residents with the 
diagnosis and the Ativan would help calm her. Nurse #3 stated she did not review the resident's allergy list. 
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On [DATE] at 10:19 AM an interview was conducted with Unit Manager #1. During the interview she stated 
she had come in on [DATE] as the manager on call to orient Nurse #2 during the 7:00 AM to 7:00 PM shift. 
The interview revealed she arrived at the facility around 7:12 AM and was touching base with Nurse #2 when 
Nurse #3 asked her to be a second witness to remove Ativan 0.5mg from the automated system for 
medication management for Resident #1 due to agitation. She was told Resident #1 had been very restless, 
agitated and had been throwing herself out of bed during the night and Nurse #1 did not have access to the 
automated system for medication management to pull the medication. Unit Manager #1 went with Nurse #3 
and removed the medication from the as the second witness. After, she took the medication and gave it to 
Nurse #2 whom she was orienting and instructed her to administer the medication to Resident #1. 

On [DATE] at 12:07 PM an interview was conducted with Nurse Aide (NA) #1. During the interview she 
stated she came on shift around 6:30 AM on [DATE] to find Resident #1 lying on her fall mat on the floor. 
She went to Nurse #1 who told her not to get the resident off the floor because she had been back and forth 
from the bed to the floor all night. NA #1 was in the room with the resident when Nurse #2 entered the room 
and administered the resident's medication around 7:44 AM. NA #1 said Resident #1 acted like she did not 
want to take the medication, but she had her back to the resident untangling oxygen tubing. Nurse #2 then 
left the room as NA #1 continued to untangle the resident's oxygen tubing cord. NA #1 then heard the 
resident call out her name. When she turned around Resident #1 was lying flat on her back with her eyes 
fixed up at the ceiling and mouth open. Resident #1 would not respond to her, so she yelled out for Nurse #2 
who was in the hallway outside of the resident's room. NA #1 stayed with the resident until Nurse #1 and 
Nurse #2 entered the room. Nurse #1 was doing a sternal rub on the resident to try and get her to respond, 
however she did not. EMS was called and took over the resident's care once they arrived. 

On [DATE] at 12:30 PM an interview was conducted with Nurse #2. During the interview she stated she 
worked the 7:00 AM to 7:00 PM shift on [DATE]. The interview revealed when she came in at 7:00 AM Nurse 
#1 was giving her report and stated Resident #1 had been anxious during the night and they had tried to give 
the resident Ativan but did not have access to the automated system for medication management. Nurse #2 
was getting a report from Nurse #1 when Unit Manager #1 arrived at the nurses station. Nurse #3 and Unit 
Manager #1 then went to pull the Ativan for Resident #1 while Nurse #2 finished getting report and began to 
start her medication pass. Unit Manager #1 then brought her a cup with a 0.5mg Ativan in it for Resident #1 
and stated to her to administer the medication. Nurse #2 stated she did not ask any questions or look at the 
resident's allergies prior to administering the Ativan 0.5 mg along with the resident of Resident #1's morning 
medication around 7:44 AM. When she went into the resident's room, she was sitting up on the floor on her 
fall mat. Nurse #2 and NA #1 assisted the resident to get up to the side of the bed to take her medication. 
Nurse #2 administered the medication and stated the resident drank water provided and Nurse #2 left the 
room. She was then alerted by NA #1 approximately five to ten minutes later that something was wrong with 
Resident #1. Nurse #2 and Nurse #1 went into the resident's room to find her lying on the bed with her eyes 
open and fixed, mouth open and a faint pulse. EMS were called and vital signs were obtained. Nurse #2 
stated Resident #1 was pronounced deceased by EMS at 8:30 AM. 

(continued on next page)
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A nursing note written by Nurse #1 dated [DATE] at 8:10 AM as a late entry revealed she was made aware 
by Nurse #2 that Resident #1 was in possible distress after being discovered by NA #1 after the morning 
medication pass. Upon entering the room, the resident was slow to respond. Nurse #1 requested vital signs 
to be obtained and to call EMS. Resident #1's blood pressure was ,d+[DATE] (normal blood pressure 
reading ,d+[DATE]), pulse 111 (normal pulse range ,d+[DATE]), respiratory rate 4 (normal respiratory rate ,
d+[DATE]) and oxygen saturation level 54% (normal oxygen saturation level greater than 92%), she was 
noted to be receiving an undocumented amount of supplemental oxygen via nasal cannula. Nurse #1 
continued to call the resident's name without a response. Resident #1's oxygen saturation was checked for a 
second time with a reading of 30%. EMS then arrived on scene and were able to take over the resident's 
care. 

EMS records dated [DATE] revealed they were notified at 8:13 AM, dispatched to the facility at 8:18 AM, 
arrived on scene at 8:29 AM and to the resident at 8:30 AM with a chief complaint of cardiac/ respiratory 
arrest. Upon EMS arrival Resident #1 was found lying in bed. The resident was apneic (without breathing) 
and pulseless. Resident #1 had no heart tones with a valid do not resuscitate order (DNR). She was 
pronounced deceased at 8:30 AM. Allergies listed on the EMS report for Resident #1 included Ativan. 

On [DATE] at 2:24 PM an interview was conducted with the former Director of Nursing (DON). The DON 
stated Unit Manager #1 called her on [DATE] to notify her Resident #1 had expired. After looking through 
documentation she saw Resident #1 had a documented allergy to the medication Ativan she was 
administered at 7:44 AM. The DON stated it was around 11:00 AM when she was notified, and she 
immediately suspended the nurses involved. She notified the Medical Director at 1:00 PM. The interview 
revealed the facility had standing orders to use Ativan if a resident was having agitation which was to 
administer 0.5mg of Ativan as a one-time dose. The nurses were new to the facility and the nurse who 
administered the medication (Nurse #2) was still in orientation and did not ask any questions prior to giving it 
to the resident because she was told to do so by Unit Manager #1 who was her preceptor. The DON stated 
all nurses involved should have followed the facility protocol for administration of medication which included 
review of the resident's allergies. She stated Nurse #3 should have never bypassed the allergy alerts in the 
EMR system. 
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On [DATE] at 11:28 AM an interview was conducted with the Administrator and Regional Nurse Consultant. 
The interview revealed on [DATE] around 7:30 AM Nurse #2 administered Ativan 0.5 mg to Resident #1 due 
to behaviors of restlessness and agitation. At 7:30 AM Nurse #3 and Unit Manager #1 pulled Ativan 0.5 mg 
out of the automated system for medication management based on standing orders the facility had. The 
facility had a standing order to give Ativan 0.5 mg as needed for agitation. Nurse #2 administered Ativan to 
Resident #1 at 7:44 AM and Resident #1 was then found unresponsive with a low oxygen saturation level. 
EMS was called to the facility, and the resident was pronounced as deceased . At 11:30 AM the Former 
Director of Nursing (DON) was reviewing the documentation and noted the resident had a allergy to the 
medication and notified the Regional Nurse Consultant who then called the Administrator. The interview 
revealed they immediately suspended the nurses involved and completed an investigation into the incident. 
Nurse #1 was responsible for the resident during the 7:00 PM to 7:00 AM shift and had needed guidance 
from Nurse #3 who told her about the standing order for Ativan 0.5mg however they did not have access to 
the automated system for medication management to pull the medication. They waited until the next shift 
arrived at 7:00 AM on [DATE] and had Unit Manager #1 be the second witness to pull the medication with 
Nurse #3. Nurse #2 was working the day shift on [DATE] and was asked to administer the medication to 
Resident #1 in which she did and did not ask any questions. None of the 4 nurses involved in the incident 
verified Resident #1 had no allergies to the medication. Nurse #3 bypassed the alerts in the electronic 
medical record when entering the medication order into the resident's MAR. The Administrator stated the 
nurses were responsible for verifying that the resident did not have an allergy to the medication and they did 
not. 

On [DATE] at 1:38 PM an interview was conducted with the Medical Director (MD). The MD stated the DON 
notified him of an incident that happened on [DATE] when a nurse administered Ativan to a resident with a 
documented allergy to the medication. He stated it happened because the facility had standing orders for the 
medication for agitation as needed. The nurse involved did not check the resident's allergies and just gave 
the medication. The interview revealed he was contacted around 1:00 PM on [DATE] and the medication 
error occurred earlier in the morning. The MD stated he knew the resident had expired but it did not sound 
like she had an anaphylactic reaction to the medication, however, would not know unless an autopsy was 
performed, and to his knowledge it had not been done. Resident #1 was not noted to have any rash or hives 
by the nursing staff. The MD stated there was no justification for the staff members to administer Ativan to 
the resident with a documented allergy. 

On [DATE] at 2:18 PM an interview was conducted with the Pharmacist. During the interview he stated a true 
medication allergy would result in anaphylaxis (severe, life-threatening allergic reaction that can occur within 
minutes of exposure to an allergen) and a rash. After reviewing Resident #1's medication orders he stated 
there were no active physician orders for Ativan 0.5mg from the pharmacy for the resident but he did see an 
allergy listed for Ativan. The interview revealed if the facility initiated a standing order for the medication, it 
would not have come from the pharmacy, but they would have pulled it from the automated system for 
medication management located at the facility. The staff would not have been alerted to the resident's allergy 
in the sytem when pulling the medication. He stated he completed a system report that showed on [DATE] 
the medication Ativan 0.5mg was removed from the machine under Resident #1's name. The Pharmacist 
stated the allergy error would have shown when the nurses were putting the order into the electronic medical 
record and the nurses would have had to click off on the allergy alert to get the error screen to remove and 
move forward in the system. The interview revealed the nurse would have to bypass the alert. The 
pharmacist stated no resident should receive medication with a documented allergy. That is why alerts were 
put in place for staff to recognize prior to administration of the medication. 
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The Administrator was notified of the immediate jeopardy on [DATE] at 12:31 PM.

The facility provided the following corrective action plan. 

Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice; 

The facility failed to prevent a significant medication error when Resident #1 received a dose of Ativan 0.5 
milligram (mg) as a one-time dose. Resident #1 had a documented allergy to Ativan on [DATE]. The 
medication order was entered into the electronic health record by Nurse #3 who said that the Electronic 
Health record electronic order entry flagged the order due to the allergy but she bypassed the alert and 
entered the order which was then pulled from the automated system for medication management. Nurse #2 
Administered the medication on [DATE] at 7:44 AM. At 8:13 AM Resident #1 was noted in her room 
unresponsive with a blood pressure of ,d+[DATE], pulse rate of 111, respiratory rate of 4 and oxygen 
saturation level of 54%. Resident #1 was pronounced deceased by Emergency Medical Services (EMS) staff 
at 8:30 AM. 

On the evening of [DATE], Resident #1 showed signs of restlessness and agitation according to the licensed 
nurses' statements. Licensed nurses made multiple attempts to make Resident #1 comfortable. Licensed 
nurses repositioned residents many times, changed the room temperature, and offered fluids and snacks. 
Resident #1 tried to crawl onto the floor and roll around in the bed. Staff provided Resident #1 with one on 
one supervision periodically throughout the night, due to Resident #1 trying to crawl out of the bed related to 
agitation and restlessness. The morning of [DATE], at approximately 7:00 am, the day shift nursing staff 
came on duty. At about 7:15 am, the standing order for Ativan 0.5 mg tablet was pulled from the automated 
system for medication management. The medication was provided to Nurse #2 to give to Resident #1. Ativan 
0.5 mg was given by mouth to Resident #1 at approximately 7:35 am. The medication order was placed into 
the electronic health record system at 7:43 am by Nurse #3. The electronic medication administration record 
(EMAR) was signed off as medication given at 7: 44 am by Nurse #3. This information was obtained through 
interviews with the above-mentioned nurses. 

On [DATE], after the occurrence, all licensed nurses were given access to the automated system for 
medication management by the Director of Nursing.

At 8:13 am Resident # 1 was in her room and unresponsive with Vital Signs as follows: BP ,d+[DATE], Pulse 
111, Resp 4, Oxygen sat level 54. EMS was called for transport. Resident #1 was Do Not Resuscitate. EMS 
arrived on scene and resident #1 was pronounced deceased at approximately 8:30am. 

Upon review of the chart by the Director of Nursing on [DATE], it was noted that Resident #1 had an allergy 
to Ativan. The severity of the allergy was unknown. The Medical Director was notified that Resident #1 
expired and Ativan was given with a documented allergy on [DATE].

Nurse #3 and Nurse #1 were terminated [DATE] by the facility Administrator. 

Address how the facility will identify other residents having the potential to be affected by the same deficient 
practice; 

Current residents are at risk of this occurring.
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An audit of current resident's allergy listing and current medication list was completed by the Director of 
Nursing and designee to ensure that medications were not ordered or given with the listed allergies. This 
was completed by the Director of nursing on [DATE]. 

Address what measures will be put into place or systemic changes made to ensure that the deficient practice 
will not recur; 

On [DATE], Director of Nursing was notified at 11:13 am by Nurse #1 that Resident #1 had an allergy to 
Ativan. The Director of Nursing started an investigation. 

Education started [DATE] by the Director of Nursing for all licensed nurses and medication aides on alerts in 
the electronic health record order entry in the MAR. Education was also conducted for pulling medications 
from the automated system for medication management to ensure there is order in place and allergies are 
checked prior to withdrawing medication. All flagged notifications will be reviewed when flagged as an alert 
when entering the order in the electronic health record by the nurse, and the nurse will notify the physician 
for direction. Any licensed nurse not receiving this education will not be able to work until receiving the 
education. New licensed nurses will receive education during the orientation process. Director of Nursing 
ensured all licensed nurses and medication aides were educated prior to working their next scheduled shift 
as of [DATE].

Medication observations on current licensed nurses and medication aides will be completed by the Director 
of Nursing or designee to ensure residents are not receiving medication with listed allergies on their EMAR 
by [DATE]. Allergies are listed on the EMAR and show up when the EMAR is pulled up or displayed in the 
electronic health record. 

Medication pass observations will be completed by the Director of Nursing or Designee on 5 licensed nurses 
weekly x 12 weeks to ensure residents do not receive medications with listed allergies on the EMAR. Audits 
begin as of [DATE]. Allergies are listed on the EMAR and show up when the EMAR is pulled up or displayed 
in the electronic health record. 

Education was provided to all licensed nurses that before activating a standing order, allergies must be 
reviewed to ensure the resident does not have a listed allergy for the medication by the Director of Nursing 
on [DATE].

All new orders are reviewed during the morning clinical meeting by the nursing clinical team to ensure no 
new medications are ordered that residents have an allergy too. This will be completed in 5x weeks x 12 
weeks.

As of [DATE], Regional Clinical Nurse or designee will review medication allergy alerts in the electronic 
health record by reviewing the progress notes for allergy alerts weekly to ensure no allergy alerts were 
bypassed. These audits will be completed weekly x 12 weeks. 

Indicate how the facility plans to monitor its performance to make sure that solutions are sustained;

(continued on next page)
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Charlotte Health & Rehabilitation Center 1735 Toddville Road
Charlotte, NC 28214
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

As of [DATE] the results of the monitoring will be reviewed by the Administrator or Director of Nursing in the 
weekly Risk meeting and during the monthly Quality Assurance Performance Improvement (QAPI) meeting 
with the Interdisciplinary Team (IDT) as of [DATE]. Changes will be made to the plan as necessary to 
maintain compliance with resident safety. The IDT team will consist of the Administrator, Director of Nursing, 
Medical Director, Social Worker, Activities Director and Minimum Data Set (MDS) nurse. This meeting lasted 
for 1 hour.

IJ removal date: [DATE].

On [DATE], the corrective action plan was validated by onsite verification through facility staff interviews and 
record review. The interviews revealed all nursing staff had received education on alerts in the electronic 
health record order entry in the MAR. Education was also conducted for pulling medications from the 
automated system for medication management to ensure there was an order in place and allergies were 
checked prior to withdrawing medication. All flagged notifications will be reviewed when flagged as an alert 
when entering the order in the electronic health record by the nurse, and the nurse will notify the physician 
for direction. Education was provided to all licensed nurses that before activating a standing order, allergies 
must be reviewed to ensure the resident does not have a listed allergy for the medication. The facility's 
in-service log, audits and training material were reviewed. 

The immediate jeopardy removal date of [DATE] and the compliance date of [DATE] for the corrective action 
plan were validated.
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