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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45203

Based on interview, and record review, the facility failed to ensure services provided met professional 
standards of practice for 1 of 3 sampled residents (Resident 1) reviewed for quality of care when the facility 
failed to clarify a medication order that was entered incorrectly. This failure placed residents at risk for 
receiving medication at a higher dose than ordered, potential medical complications, and a decreased quality 
of life. 

Findings included . 

Review of the facility policy titled, Medication Orders, revised November 2014, showed the purpose was to 
establish uniform guidelines to receive and record medication orders. Medications ordered for PRN (as 
needed) would include dosage and frequency of administration. Physicians would provide timely, accurate, 
and complete orders. 

Resident 1 was admitted to the facility on [DATE]. The quarterly minimum data set (MDS), an assessment 
tool, dated 06/03/2024, showed Resident 1 was cognitively intact, and required staff assistance for activities 
of daily living (ADL's). 

A SBAR form (communication from facility staff to provider to report concerns or changes in baseline of the 
resident), dated 06/17/2024, showed staff had reported the current order at that time for a muscle relaxer 
was ineffective in managing the resident's pain and requested a stronger muscle relaxer. The provider 
response was dated 06/17/2024 and included a written order for cyclobenzaprine (a muscle relaxer) 5 mg 
(milligrams) by mouth every eight hours as needed. 

A Provider note, dated 06/17/2024, showed Resident 1 was uncomfortable due to pain and muscle spasms, 
the provider discontinued the previous muscle relaxer and ordered a new one to be administered every eight 
hours as needed and read as, new order- cyclobenzaprine 5 mg p.o [by mouth] every 8 hours as needed.

A Nursing Care note, dated 06/17/2024 at 3:09 PM, by Staff F, Licensed Practical Nurse, documented a new 
order was received for cyclobenzaprine 5 mg p.o TID (three times daily) as needed. 

Review of the June 2024 medication administration record (MAR) showed the order for cyclobenzaprine was 
administered to Resident 1 routinely three times daily and scheduled for administration at 9 PM, 3 PM, and 9 
PM (not every 8 hours) beginning 06/17/2024 and until the resident's admission to the hospital on 
06/30/2024.
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A Provider note, dated 06/19/2024, documented, Continue- cyclobenzaprine 5 mg p.o. every 8 hours as 
needed. 

A Provider note, dated 06/24/2024, documented, Continue- cyclobenzaprine 5 mg p.o. every 8 hours as 
needed. 

A Provider note, dated 06/26/2024 documented, Continue- cyclobenzaprine 5 mg p.o. every 8 hours as 
needed. 

Review of Resident 1's electronic health record (EHR) from 06/17/2024 to 06/30/2024 did not show 
documentation of a change in the order from as needed to routine three times daily. 

On 07/18/2024, Resident 1's Power of Attorney said they were informed about the order for the new muscle 
relaxer and recalled that it was to be administered as needed. 

On 07/25/2024 at 1:44 PM, Staff G, Registered Nurse (RN) said when they received orders from the 
provider, they entered them into the EHR and then placed the hardcopy into the Resident Care manager 
box, and they would check the orders to make sure they were entered correctly. 

At 2:02 PM, Staff E, Medical Doctor/Provider said he changed the muscle relaxer to a stronger one because 
the previous one was not effective. The order was intended to be every eight hours as needed. Staff E said 
he thought a few days later he may have told staff to switch it to routinely every eight hours but, he would 
have to check. Staff E attempted to access the record but reported he no longer had access as the resident 
had discharged .

At 2:15 PM, Staff D, RN, Resident Care Manager, said she reviewed the orders and checked to ensure they 
were entered correctly. Staff D reviewed the SBAR, dated 06/17/2024, and said the order was every eight 
hours as needed. Staff D reviewed the June 2024 MAR and said the order was entered as three times daily 
as needed, but there were times schedule to administer it. Staff D said she had reviewed and checked the 
order and believed the order was entered correctly but said she could see how it would be confusing. Staff D 
said the order should not have scheduled times entered. Staff D was not aware of any additional orders 
received related to the muscle relaxer being changed to routinely.

At 2:56 PM, Staff C, RN, Assistant Director of Nursing, said staff entered orders and RCM's reviewed them to 
ensure for accuracy. Staff C read the 06/17/2024 SBAR and said the muscle relaxer was ordered every eight 
hours as needed. Staff C reviewed the June 2024 MAR and said the medication was entered three times 
daily with scheduled times. Staff C reviewed the order entry history, noting the order was entered by Staff E 
and confirmed by Staff F. 

At 3:18 PM, Staff B, RN Director of Nursing, via phone interview, said there was a discrepancy in the order 
versus what was on the MAR and there should have been a clarification of the order. 
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