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Based on surveyor observation, record review, and staff interview, it has been determined that the facility 
failed to ensure that services provided meet professional standards of quality, relative to the use of borrowed 
medications and inaccurately documenting in the narcotic count book for 2 of 2 residents reviewed, Resident 
ID #s 2 and 3. 

Findings are as follows:

Review of a facility reported incident submitted to the Rhode Island Department of Health on 2/10/2025, 
revealed, Resident ID #3 was on hospice and received an order for Lorazepam Intensol 2 milligram 
(mg)/milliliter (ml) 0.25 ml every four hours and 0.25 ml every hour as needed. Resident ID #3 was 
presenting with symptoms, and the pharmacy was unable to deliver the Lorazepam Intensol, due to the 
medication being on back order. Resident ID #2 had an unused bottle of Lorazepam Intensol that was 
borrowed by the nurses to administer to Resident ID #3. 

a. Record review revealed Resident ID #3 was admitted to the facility in January of 2025 with diagnoses 
including but not limited to, a malignant neoplasm (a cancerous tumor) of the bronchus and a secondary 
malignant neoplasm of the digestive organs.

Record review of a hospice visit dated 2/2/2025 for Resident ID #3 revealed a recommendation for 
Lorazepam 2mg/ml give 0.5mg (0.25ml) sublingually (under the tongue) every 4 hours, as needed for 
restlessness.

Record review of a progress note dated 2/3/2025 at 1:22 PM, revealed that the hospice recommendations 
were reviewed with and approved by the physician.

Record review revealed the following physician's orders dated 2/3/2025 for Resident ID #3:

-Lorazepam 2mg/ml inject 0.5 mg (0.25 ml) every 4 hours subcutaneously (under the skin) for 
restless/anxiety, not sublingually as recommended by the hospice provider and approved by the physician

-Lorazepam 2mg/ml inject 0.25 ml subcutaneously every hour as needed for restless/anxiety, not 
sublingually as recommended by the hospice provider and approved by the physician.

Record review of the Narcotic book documentation revealed the following:
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Resident ID #2 had 30 ml of Lorazepam Intensol 2mg/ml delivered by the pharmacy on 9/20/2024. On the 
bottom of the page, it was written that the medication was transferred to the North team 2 Narcotic book on 
2/3/2025. 

Resident ID #3 had 15 mls of Lorazepam Intensol entered into the book on 2/3/2025 for administration. 
Additional review failed to reveal evidence that 30 mls Lorazepam Intensol was transferred to Resident ID #3 
from Resident ID #2 or if it was received from the pharmacy.

During a surveyor interview on 5/7/2025 at approximately 1:15 PM, with Registered Nurse, Staff A, she 
revealed that she transcribed 15 mls in error for the Lorazepam, as it was 30 mls of medication that was 
received from Resident ID #2. 

b. Record review of a facility policy titled, Medication Administration dated 1/2025, reveals in part, .
Medications supplied for one resident are never administered to another resident .

Record review of Resident ID #3's February 2025 Medication Administration Record revealed s/he received 
Resident ID #2's Lorazepam Intensol on the following dates and times:

2/3/2025 at 10:45 AM

2/3/2025 at 5:00 PM

2/3/2025 at 7:50 PM

2/3/2025 at 9:18 PM

2/4/2025 at 1:00 AM

2/4/2025 at 5:00 AM

During a surveyor interview on 5/7/2025 at approximately 1:15 PM, with Staff A, she revealed that hospice 
had recommended that Resident ID #3 start on Lorazepam due to increased anxiety. Staff A, acknowledged 
that the physician's order should have been entered as sublingual. She further stated that the pharmacy was 
unable to fill the order, so she borrowed Resident ID #2's bottle of Lorazepam, that was unopened and not 
being used, for administration to Resident ID #3. She revealed that the Lorazepam was transferred from 
Resident ID #2 to Resident ID #3 in the Narcotic book, and it was being administered to Resident ID #3 
sublingually.

During a surveyor interview on 5/7/2025 at 3:15 PM with the Staff Educator, Staff B, she acknowledged that 
Resident ID #2's medication should not have been borrowed for Resident ID #3, and that the Narcotic book 
documentation was inaccurate and incomplete. Additionally, she acknowledged that the Lorazepam order 
was entered as subcutaneous and should have been entered as sublingual.
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