DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT QF DEFICIENCIES
AND PLAN OF CORRECTION

(X1 PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

345311

SRR FORM APPROVED
OMB NO. 0938-0381
{%2) MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
COMPLETED
A BUILDING
C
8. WING
09/28/2012

NAME OF PROVIDER OR SUPPLIER

ROXBORO HEALTHCARE & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
901 RIDGE ROAD

ROXBORO, NC 27573

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F157
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 STANDARD DISCLAIMER:
83=D | {{INJURY/DECLINE/ROOM, ETC) The Plan of Correction for this alleged
. deficient practice s provided as a necessary
it : N ; : . requirement of continued participation in the
A fac”;ty m;: séimmgglatte.ly lgfor.ﬂ? th,e re;,l_(?ent, Medicare and Medicaid pregram(s) and does
consult with the resident's physician; and It not, in any manner, constitute an admission
known, notify the resident's legal representative to the validity of the alleged deficient
or an interested family member when there is an practica(s).
accident involving the resident which resuts in Resident #1discharaed from the faciit
i i i hvsician esiden ischarged from the facility on
injury and has the potential for requiring physicia 08/17/12, and is no longer a resident of the
intervention; a significant change in the residenf's facility
physical, mental, or psychosocial status (f.e., a ’
deterioration in health, mental, or psychoscclal For those residents having the potential to be
status in either life threatening conditions or affected by the same alleged deﬁcjent
dlinical complications); a need to alter treatment E’r::e“:ﬁge :guggzgie:n ?r';‘efsf:]ag;‘;ep;;g;':ﬁg
31g:naficantiy (i.e., & need to discontinue an the regulatory expectation that residents
existing form of treatment due to adverse andfor their legal surrogatefresponsible
conseguances, or to commence a new form of person is to be notifled in the event of a
treatment); or a decision to transfer or discharge Medication Error, including the eroneous
the resident from the facility as spacified in administration of a drug. To ensure
§483.12(a) compliance, the Director of Nursing shall
) ! review all Medication Error reports to ensure
» . . the affected residentls or their legal
The facility must also promptly notify the resident surrogatefresponsible party is notified of the
and, if known, the resident’s legal representative emor. Such review shall include a review of
or interested family member when there is a the affected resident's medical record to
change in room or roommate assignment as ensure such docurnentation Is Inciuded by
ffied In §483.15(e)(2); or a change in the pract!t!cmer respor]smie for the errar, or
spe-cn . - : g the practitioner who discovers the error has
resident fights under Federal or State taw or been made.
requlations as specified in paragraph (b)(1) of _
this section. The Director of Nursing shall present the 10/2611
findings and subsequent plan of correction for
" o this alleged deficient practice to the facility’s
The facility must record and pericdically up dat? Quality Assurance Committee. Furthermore,
the address and phone number of the resident's the Director of Nursing shall report to the
legal representative or interested family member. Commitiee any identified discrepancies no
less than montdy for three months, and
quarterly thereafter.
This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interviews, the
facility failed to notify the designated legal

t ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTAT]
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Any deﬁd%y;ﬁemeat ending with an asterisk {*} denotes a deficiency which the institution may be axcused from coirecting providing it is determinad that
‘provida sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated abave are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nuesing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to conlinued
program participation.

other safegu
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representative that a medication error oceurred

for 1 of 3 sampied residents (Resident #1).
Findings included:

A review of the facllity's policy for incident
reporting revised August 2007 read in pari,
"Natify the family andfor responsible party of
incidentsfaccidents for which a report has bean
made."

Resident #1 was admitted into the facility en
16712, Diagnoses included Dementia. The MDS
completed on 8/17/12 indicated Resident #1
mental status was moderately impaired.

A review of the initial admission history and
assessment form dated 1/16/12 tisted alivan as
an allergy.

A review of the face sheet dated 1/23/12 listed
ativan as an allergy.

: A review of the medication administration record

(MAR) dated 4/1/12 at 7:00 am, revealed
Resident #1 was administered ativan 0.5
milligrams {mg) by mouth for agitation, signed by
Nurse #7 with effective resuits. Listed on the
same MAR was a documented allergy 1o ativan.

A review of the nurses notes dated 4/1/12 at 4.00
pim reveaied a family member was present by the
bedside of Resideni #1. The nurse's note did not
indicate the family was notified that ativan 0.5 mg
was administered in error.

1 A review of the medication error report

ackncwledged that a medication error occurred
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on 4/1/12 at 7:00 am by Nurse #1, in that ativan

F 157

F 280
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0.5 mg was administered by mouth to Resideat
#1 with no il effect. The medication efror was
documented as discovered on 4/11/12 by the
Director of Nursing (DONY). The designated legal
representative was not documented as notified.

In an interview attempted on 10/2/12 at 11:38 am,
Nurse #1 phone message stated, "No fonger in
servica."

In aninterview on 10/2/12 at 12:30 pm, the
designated legal representative listed on the

! medical recard face sheet stated she was not

notifled by the facility of a medication error
occurence.

In aninterview an 10/2/12 at 1:23 pm, the
secaondary contact legal representative listed on
the medical record face sheet stated he was not
notified by the facility of a medication error
occurrencs.

In an interview on 10/2/12 at 1:35 pm, the
physician stated she expected the designated
tegal representative to have been notified of the
medication error.

in an intervigw on 10/5/12 5:00 pm, the DON
indicated she expected the family to have been
notified of any medication changes and clerified
any questcnable medication allergies, with the
designated legal representative/physician.
483.20(d)(3), 483.10(k}{2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

! Fhe resident has the right, unless adjudged

incompetent or otherwise found to be

F 280

; i

i B
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incapacitated under the laws of the State, to

The Plan of Correction for this alteged

jo prepiefod caSmang

participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completicn of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other apprepriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
tegal representative; and pericdically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility faifed to updatefrevise the care plan for 1
of 3 sampled residents who had repeated falls
{Resident #1).

Findings included:

Resident #1 was admitted into the facility on
1/6/12. Diagnoses included Dementia and
Cerebrovascular Accident (Stroke) with Left side
weakness. The discharge Minimum Data Set
{MDS) completed on 8/17/12 indicated Resident
#1 mental status was moderately impaired.
Functional status was indicated as required
exlensive assistance with bed mobility, transfer,
walking in rcont/corridor, toilet use, and perscnal

deficient pl'SCﬁCS iS-proviaed-as-a-necessary
requirermnent of continued participation in the
Medicare and Medicaid program(s) and does
not, in any manner, constitufe an admission
to the validity of the alleged dsficient
practice(s).

Resident #tdischarged from the facility on
8/47/12, and is no longer a resident of the
facility.

For those residents having the potential {o be
affected by the same alleged deficient
practice, the MDS Coordinator has reviewed
all Care Plans for residents who have care
plans for falls to ensure the care planning
interventions/approaches are wupdated for
each fall. To complete the task, the MDS
Coordinator shall reconcite the Care Plans for
all residents currently care planned for falls
against the facllity’s incident (falls) log for the
most recent 3 months. Any resident's Care
Plan found to be lacking an update related to
the interventions subsequent to a fall, shalt
be updated to include the new interventions.
Additionally, the MDS Coordinator was
inserviced on the Importance of updating
resident's c¢are plans by revising any
interventionsfapproaches related to falls
weekly.

The MDS Coordinator shall present the 10126112
findings and subsequent plan of correction for
this alleged deficient practice to the facility's
Quality Assurance Committee. Furthermore,
the MDS Coordinator shall report to the
Committee any identified discrepancies no
less than monthly for three months, and
quarterly thereafter.
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hvgiene. Falls was documented as accurred

since the prior assessment with two or more falls
that resulted in injury (not major), and two falls
that resulted in no injury. The quarterly MDS
completed en 8/14/12, balance was documented
as not steady and only able to stabilize with
human assistance with moving from a seated to
standing position, walking, turning around,
moving oa/off the toilet, and surface to surface
transfer. Range of motion to the upper/lower
extremities was impaired on cne side.

A review of the care plan with a problem onsst
date of 1/13/12 stated, "At risk for injury from
falls, history of fall at home prior to hospitalization.
Has left side weakness from previcus
cerebrovascular accident. Scores as a risk for
falls using facility risk assessment tool."

A review of the incident/accident report dated
2/11/12 documented at 8:30 am, "Resident slates
the wet floor sign was falling to ficor and she was
trying to catch the sign and fell out of the chair.”
The care plan revealed no updates until 3/4/12
which indicated *Toileting schedule white awake.
Assist to toilet every two hours."

A review of H1e incident/accident report dated
478112 dacumented at 1:50 pm, "Resident noted
in room #__on kneas with trunk laying across the
ped with wheelchair behind and locked. "The care
plan revealad no updates until 5/25/12 which
indicated "Remind to always call for help prior io
getting up, occugational therapy per physician
orders.”

| A raview of the incident/accident report dated

5/4112 documented at 3:45 pm, "Resideni

N 1
| |
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observed lying on her back on the floor mat

' 0.5 cm noted to left pinky.” The care plan
i ravealed no updates.

; in an interview on 9/28/12 at 6:58 am, the MDS

besideherbed:*Fie-care ptanreveated no—
updates until 5/25/M12 which indicated "Remind to
always call for help prior to getling up,
occupational therapy per physician orders.”

A review of tha incident/accident report dated
6/25/12 documentad at 4:0C am,

"Resident abserved lying on bathroom floor on
laft side of body. 5 centimeter (cm) x 4 cm
hematoma o feft side of forehead." The care plan
revealed no updates.

A review of the incident/accident report dated
7/30/12 documented at 6:55 pm, "Resident
abserved on floor mat, resident stated she was
sitting on the side of the bed and slid off.” The
care plan revealed no updates.

A review of the inciden¥/accident report dated
8/9/12 decumented at 5:04 pm,

"Resident cbservad on bathroom floor sitling on
her bottom with legs straight out. Skintear 1t cm x

In an intenview on 9/28/12 at 4:29 am, the
administrator stated she expected any needed
changes in fall interventicns to be reflected in the
care plan.

nurse indicated the facility procedure was not to ;
update or revise the care plan with interventions 1
after each fall, The MDS nurse concluded that it :
was an oversight the care plan was not updated
or revised, fo include interventions related to falls
on 625712, 7/30/12, and 8/912.

I
i
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stabilize with human assistance with moving from

a seated to standing position, walking, furning
around, moving on/off the toilst, and surface to
surface transfer. Range of motion to the
upperfiower exiremities was impaired on one
side.

A review of the care plan with a problem onset
date of 1/13/12 stated, "At risk for injury from

falls, history of fall at home prior to hospitalization.

Has left side weakness from previous
cerebrovascular accident. Scores as a fisk for
fails using facility risk assessment tool.”
Interventions for physical safety while in the
wheelchair included keep call bell in within reach
and encourage to call for assistance, chair alarm
while in chair, ensure nonskid foot wear is on
prior to afl transfersfambulation, provide
assistance with all transfers, toilet scheduling
while awake, assist to toilet every two hours,
hipsters on at all times, and remind to always call
for help prior to getting up.

A review of the fall risk assessment tool dated
1/6/12 {scored 80}, 3/30/12 (scored 90}, and

e defislent-practice-is-provided as-a necessary

The Plan of Correction for this alleged

requirsment of continued pariicipation in the
Madicare and Medicaid program{s) and does
not, In any manner, constitute an admission
to the validity of the alleged deficient
practice(s).

Resident #1discharged from the facility on
817/12, and is no longer a resident of the
facility.

For those residents having the potential to be
affected by the same alleged deficient
practice, the MDS GCoordinator, Director of
Nursing andfor Rehab Dirsctor have
reviewed alf residents assessed as being
“high risk for falls” pursuant to the rasidenf’s
most recent Falls Risk Assessment. To
complete the task, residents assessed as
being high risk shall be reviewed to ensure
the current Interventions fto prevent
accidentsfincldents are effective andfor are
the least restrictive Interventionsidevice
possible.

The Director of Nursing shall present the
findings and subsequent plan of correction for
this alleged deficient practice to the facility’s
Quality Assurance Committee. Furthenmore,

6114112 (scored 90) identified Resident #1 at high the MDS Coordinator andfor Director of 1072614
risk for falls. A score of greater than or equal to Nursing shall review all residents assessed
51 was considered to be a high risk for faffs. as being “high risk” for falls weekly for 4
weeks, monthly for three months, and
. . . quarterly thereafter to ensure the current
A review of the physical therapy (PT) discharge interventions to prevent accidents/incidents
summaries documented PT sarvices were are effective andfor are the least restrictive
rendered on 2/8/12 - 2/28/12 for muscle interventionsfdevice possible.
weakness, and abnormality of gait; 3/5/12 -
413112 for muscle weakness, and 4/7/12 - 4/22112
for muscle weakness. The discharge summary
was slectronically signed on 4/26/12, and
indicated Resident #1 had reached her maximum
potential. There were no other PT services
FORM CMS-2567(02-99) Previous Versions Obsclete Event iD:09V411 Facility ID: 923437 If continuation sheet Page 8 of 16
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stabilize with human assistance with moving from

& seated to standing position, walking, turning

i around, moving onfoff the toilet, and surface to

surface transfer. Range of motion to the
upperflower extremities was impaired on one
side.

A review of the care plan with a problem onset
date of 1/13/12 stated, "At risk for infury from

falis, history of falt at home prior to hospitalization.

Has left side weakness from previous
cerebrovascular accident. Scores as a risk for
falls using facility risk assessment tcol.”
Intervantions for physical safety while in the
wheelchair included keep call bell in within reach
and encourage to cali for assistance, chair alarm
while in chair, ensurs nonskid foot wear is on
pricr to ail transfersfambulation, provide
assistance with all transfers, toilet schedufing
while awake, assist o toifet every iwo hours,
hipsters on at all times, and remind to always call
for help prior to getting up.

A review of the fali risk assessment tool dated
1/6/12 (scored 60), 3/30/12 (scored 80), and
6714112 (scorad 90) identified Resident #1 at high
risk for falls. A score of greater than or equal to
51 was considered to be a high risk for falls.

A review of the physical therapy (PT) discharge
summaries documented PT services were
rendered on 2/6/12 - 2/28/12 for muscle
weakness, and abnormality of gait, 3/6/12 -
4/3172 for muscle weakness, and 4/7/12 - 4/22M12
for muscle weakness. The discharge summary
was electronicaily signed on 4/26/12, and
indicated Resident#1 had reached her maximurn
ootential. There were no other PT services
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A review of the accupational therapy (0T}
discharge summaries documented occupational
therapy (OT) services were rendered on 2/8M2 -
2127112 for muscle weakness; 3/8/12 - 4114112 for
muscle weakness: 47112 - 4720712 for muscle
weaknass, and 6/22/12 - 7/19/12 for muscle
weakness. The discharge summary was
slectronically signed on 7/19/12 and
countersigned on 7/20/12. The discharged
summary indicated Resident #1 had reached her
maximum potential. Thare were no other OT
sarvices documented after 7/19/12.

A review of the Incideni/accident report dated
2/11/42 documented, "At 8:30 am, Resident
states the wet floor sign was falling to floor and
she was irying fo catch the sign and fell out of the
chair. Danias comptlaiat of pain or hitting head."
The cause of the fall per the facllity investigation
summary confismed "Resident reached for abject
while in wheel chair.” Measures to pravent
raaccurrance included "Educate resident on
asking for assistance, and continue to monitor.”

A review of the incidentfaccident report dated
4/8142 documented, "At 1:50 pm, Chair alarm
sounding, noted resident in room # __ on knees
with trunk laying across the bed with wheelchair
behind and locked." The cause of the fall per the
facility lnvestigation summary cenfitmed
"Resident being noncampliant with asking staff
for assistance." Measures to prevent

' recceurrence included "Reorient to use of call belt

and room, maintain resident in high traffic area
during wake hours, continue chair alarm and
toileting schedule.”
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ATéview of the nurse's note dated 478712°at 150
prit revealad Resident #1 stated to Nurse #1 that
she was trying to go to bed.

A review of the psychiatry evaluation dated
5{16/12 revealed Resident #1 had mild dementia,
history of falls, and jumped up without waiting for
help from the wheelchair without assistance. The
evaiuation coneludad "Evidence of mild
short-term memory loss. Encouraged to ask for
assistance when she wants fo gat up.”

A review of the incident/accident report dated
5/24112 documented, “At 12:50 pm, Resident
observed sitting on the fall mat in front of air
conditioner unit, Resident stated she slipped out
of wheal chair when she rolied over fall mat. No
complaint of pain or discomfort. No injuries
notad.” The cause of the fall per the facility
investigation summary confirmed "Falt mat was
on floar, resident was trying te propel self over fall
mat, whaeel chair couldn't roli over fall mat”
Measuras to prevent reoccurrence included
"Make sure fall mat is off flocr if residentis notin
bed."

A review of the incident/zccident report dated

| 7130012 documented, "At 6:55 pm, resident was

obsarved on fioor mat. Resident stated she had
gotten out of wheelchair and was sitfing on the
side of the bed and she slid off. Denies pain, ne
treatment required," The cause of the fati per the
facility investigation summary confirmed
"Resident was sitting on the side of the bed and
slid down onto the floor mat." Measures (o
prevent reoccurrence Included "Continue with
bed/chair alarm, loilefing scheduls, fow bed with

i
i
'
i
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in an interview on 9/27/12 at 3:50 pm, Nurse #2
stated when Resident #1 resided at the faciiity
she could not say the interventions that were in
place prevented Resident #1 from falling out of
the wheelchair. Nurse #2 added the interventions
that were in place focused to alert the staff when
Residsnt #1 attempted to get up unassisted.
Murse #2 concluded interventions at times was
unsuccassful due to Resident #1 was cbserved
afready on the flaor, by the ime staff cbsarved
Resident #1.

In an interview on $/27/42 at 6:27 pm, the Rehab
Diractor (RD) stated Resident#1 had a
speciatized wheelchair designed to provide
suppori and maintain a neutral posture alignment
and maintained safaty. When questioned
regarding Resident #1 continued falls from the
specialized wheelchair what other interventions
could have been attempted, the RD added dased
on her professional experience as a occupaticnal
therapy assistant/rehab manager, a lab buddy
may have provided a calmness and safety
awareness for Resident #1 by decreasing anxiety
and agitation, therefore, provided support and
safety. The RD concluded such an intervention
was never attempted due to there was no
raceived order request from the nursing
depariment for a trial to evaluate the benefits of
risks of use.

tn an interview on 9/27/12 at 6:30 pm, the DON
stated she did not fesel that recommending a fap
buddy or self release belt to be assessed by

therapy was appropriate for Resident #1, due to
such interventions may have increased the risk

|
+

P
3
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for injury, nor did Resident #1 have a medicai

symplom or diagnoses to justfy use.

In an interview on 927112 at 6:40 pm with the RD
accompanied by the DON, the RD stated
"Davices such as a lap buddy if recommended by
the nursing department per physician order for
trial, has the potential to provide a calmness o
the resldent and decrease anxiety/agitation, thus
decreasing the desire to stand up unassisted.”

In an interview on 9728712 at 8:20 am, nursing
assistant (NA) #1 indicated Resident #1 gait was
unsteady, weak, and required constant reminders
when in the wheelchair not fo stand up
unassisted.

| In an interview on 9/28/12 at 6:37 am, NA 1#2

stated Resident #1 mobility status was weak and
that when the chairfbed alarm sounded she would
have to track the alarm, due to repeated attempls
{0 stand up unassisted. NA #2 concluded
Resident #1 required siand by assistance to
maintain a safe balance.

In an interview on ©/28/42 at 7:.25 am, NA#3
indicated Resident #1 was not safe to walk alone.
NA #3 described Resident #1 mobility status as
"Wobbly and unsteady.”

On 9/28/12 at 7:30 am, when requested from the
DON and rehab direcior a wheelchair for
observation same as Resident #1 had while at
the facility, no wheelchair was provided for
physical abservation.

tn an intarview on 9/30/12 at 8:13 am, Nurse #3

| described Resident #1 mobitity status as wezak on
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Each resident's drug regimen must be free from
unnecassary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequances which indicate the dose
should ba reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychofic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort 1o discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by;

Based on record review and staff intervisws, the
facility failed to use non pharmacological
strategies for a behavior, and identify/clarify a
documented allergy to ativan that resulted in
administration of the medication to 1 of 3

to the validity of the alleged deficient
practice(s), ’

Resident #1discharged from the facility on
8/17/12, and is no longer a resident of ths
facility.

For those residents having the potentiat to be
affected by the same alleged deficlent
practice, alt licensed nurses have been
inserviced on the importance of attempting
and noting the effectiveness of non-
pharmacological freatments prior {o using
pharmacological measures to treat resldent
behaviors, Furthermore, all licensed nurses
have received inserviced education related to
the importance of verfying a resident’s drug
allergy(ies} prior lo administering any
medication{s) and the need to notify the
resident andfor the resident's legal
surrogate/responsible person.  To ensure
compliance, alf orders, except orders
dispensed from the facility’s emergency kit,
shall be reviewed by a pharmacist prior to
dispensing. Those orders filled fram the
emeargency kit shall be reviewed daily by the
Director of Nursing and/or Charge Nurse/Unit
Supervisor to ensure the resident does not
possess an allergy to the orderad madication.

The Dirgctor of Nursing shall present the
findings and subsequent plan of correction for
this alleged deficient practice o the faciliy's
Quality Assurance Committee. Furthermore,
the Director of Nursing andfor Charge
Nurse/Unit Supervisor shall review alt orders
to be dispensed from the emergency kit daily
for 2 weeks, weekly for one monih, monthly
for three months, and quarterly thereaffer to
ensure residents do not receive a drug to
which the resident has an allergy.
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sampled residents (Resident #1).

Findings included:

Resident #1 was admitted into the facility on
11612, Diagnoses included Dementia. The
admission Minimum Data Set (MDS3) completed
on 1/19/12 and discharge MDS dated 8/17/12
indicated there was no physical or verbal
behavior problems directed toward others. The
MDS listed no antianxiety or antipsychotic
medications as received during the last seven
days or since admission. The MDS completed on
8/17/12 indicated Resident #1 mental status was
moderately impaired. The care plan dated
3/30/12 indicated the use of trazodone as a
psychotropic drug for depression. The care plan
did not indicate any ideniified behavioral concerns
or approaches for behavicrs on admission, nor
the most recent care plan updated on 6/14/12.

A review of the admission history and
assessment form dated 1/16/12 listed ativan as
an allergy.

A review of the face sheast dated 1/23/12 listed
ativan as an allergy.

A review of the social services progress notes for

 March 2012 dated 3/8/12, 3/15/12, and 3/29/12

stated "No behaviors neted.”

© A review of the nurses’ notes for March 2012
 revealed no documented behavioral concemns

that Resident #1 was a physical threat to seif or
others.

A review of the nurses nete dated 4/1/12 at 7:00
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am indicated Resident #1 kicked the wet floor !

sign over in an aggressive manner with her feet,
due o the sign was in her way. The nurse's nete
concluded the physician was nofified and a new
order {as needed every eight hours) was received
and documented. There were no documented
non pharmacolegical interventions to calm ;
Resident #1, after the sign was indicated as
Kicked aggressively,

A review of the medication administration record
{(MAR) dated 4/1/12 at 7:00 am, revealed
Resident #1 was administered ativan 0.8
mitfigrams (mg) by mouth for agitation, signed by
Nurse #1 with effective results. Listed on the
same MAR was a documented ativan allergy.
Ativan 0.5 mg was docurnenied as discontinued
on 4/1/12 after administration,

I an interview attempled on 10/2/12 at 11:38 am,
Nurse #1 phone messaga stated, "No fonger in
service."

In an interview on 10/2/12 at 1:35 pm, the
physician stated the afivan was discontinuad on ;
4/1/12 due to the ativan caused increased

confusion for Resident #1. The physician

elaborated medications to date had been

evaluated by the psychiatist and meds adjusted

to improve cognitive functioning, due to I
documented confusion episodes. There was no i
mention of Resident #1 prior to kicking the wet
floor sign teing a physical threat to self or others. f
The physician concluded she expacied Nurse #1 ' |
to have verified any documented allergies in the | ]
medical recard, prior to administering the ativan. '

In an interview on 10/3/12 at 2:45 pm, the '
| :
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pharmacy manager (PM) stated pharmacy record

indicated hat ativan U.5 mg was pullad fromrthe
emergency controlled kit on 4/4/12. The PM
concluded that an allergy to ativan was

decumented in the system and expectation was

that allergies were vaiified, prior to administering

the medication,

in an interview on 10/5/12 at 5:00 pm, the
Directer of Nursing indicated she expected the
ativan order to have been reviewed with the
physician and any documented allergies clarified.
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