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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Honor theresident'sright to a dignified existence, self-deter mination, communication,
and to exercise hisor her rights.
**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical record review, review of facility documentation and facility policies, and interviews for one sampled
resident (Resident #1) who had behavioral symptoms, the facility failed to ensure the resident was treated with dignity and respect
when amedication was administered. The findings include: Resident #1's [DIAGNOSES REDACTED)]. The 5-day Minimum
Data Set assessment dated [DATE] identified Resident #1 made poor decisions and required supervision with tasks of daily
living, had difficulty focusing attention, was easily distracted, had disorganized thinking, physical and verbal behavioral symptoms,
rejection of care, was independent with eating after set-up of the meal and received antipsychotic and
antidepressant medications. The Resident Care Plan initiated on 4/21/20, reviewed with readmission and in place on 7/22/20,
identified Resident #1 had impaired cognition related to short term memory loss, resisted care, and episodes of anxiety.
Interventions directed to identify self, speak slowly, explain all procedures, use simple/direct communication, present one thought,
command or question at a time and administer anti-anxiety medications per the physician's orders [REDACTED]. The
nursing progress note dated 7/22/20 at 8:22 AM identified around 3:00 AM, the 11PM-7AM Nursing Supervisor, Registered Nurse
(RN) #1, was called by an 11PM-7AM charge nurse, Licensed Practical Nurse (LPN) #2 to assist with redirecting Resident #1,
as Resident #1 was confused, restless and agitated. The note indicated RN #1 attempted to redirect Resident #1 without
success and called the on-call Advanced Practice Registered Nurse (APRN) for aone (1) time order for [MEDICATION NAME] 25
milligrams (mg) by mouth for the agitation. The nursing progress note dated 7/22/20 at 8:29 AM identified around 2:40 AM,
LPN #1 observed Resident #1 in the hallway yelling and screaming, Resident #1 was aert, confused and agitated. The note
indicated LPN #1 with the assistance of LPN #2 attempted to redirect Resident #1 without success, LPN #2 called the Nursing
Supervisor, RN #1, to assist with redirecting Resident #1. The note identified RN #1 attempted to redirect Resident #1
without success and Resident #1 became more combative and aggressive. The note identified RN #1 called the APRN for a
Trazadone 25 mg one (1) time dose, RN #1 administered the medication, the nurse aide assisted Resident #1 back to bed and
there were no further episodes of yelling and screaming. The Reportable Event Form dated 7/22/20 at 9:00 AM identified a
complaint was received that the agency 11PM-7AM Nursing Supervisor, RN #1, was seen holding Resident #1's nose to
administer an as needed (prn) medication. The investigation identified LPN #1 and LPN #2 witnessed RN #1 to have held
Resident #1's nose during two (2) separate attempts to administer the as needed medication, Trazadone, for agitation around 2:40 AM
on 7/22/20. Theinvestigational summary identified the DON (Director of Nursing) removed RN #1 from the schedule,
RN #1 was no longer allowed to work at the facility, the police and family were notified, and Resident #1 was seen by the
Socia Worker and the APRN on 7/22/20. The social service note dated 7/22/20 at 1:37 PM identified Resident #1 apparently
had a screaming fit last night and Resident #1 did not remember the event, Resident #1 had no ill-effects from the
incident. Interview with LPN #2 on 10/6/20 at 12:15 PM, she heard Resident #1 yelling and went to assist LPN #1 around 2:40 AM
on 7/22/20 and she and LPN #1 attempted to redirect Resident #1 without success. LPN #2 identified she called RN #1 to
assist with redirecting Resident #1 without success, at which time RN #1 called an APRN and obtained an order for
[REDACTED].#2 identified she observed RN #1 crush the medication, mix it in pudding, rub Resident #1's throat, pinch
Resident #1's nose, wait for Resident #1 to take a breath, force the spoon into Resident #1's mouth causing Resident #1 to
cough, gag and spit out the medication mixed in the pudding. LPN #2 indicated she directed RN #1 to stop administering the
medication as it caused Resident #1 to cough and call the APRN back to obtain an order for [REDACTED] .#1 to cough, gag and
soil the resident's clothing. Interview with LPN #1 on 10/6/20 at 12:45 PM, identified she observed Resident #1 spitting,
yelling, and screaming in the hallway around 2:40 AM on 7/22/20, and she and LPN #2 attempted to redirect Resident #1
without success. LPN #1 indicated she directed LPN #2 to call the Nursing Supervisor, RN #1, to assist with redirecting
Resident #1. LPN #1 identified RN #1 had attempted to redirect Resident #1 without success and obtained an order for
[REDACTED].#1 identified she observed RN #1 crush the medication, mix it in pudding, pinch Resident #1's nose, wait for
Resident #1 to take a breath, force the spoon into Resident #1's mouth which caused Resident #1 to cough, gag and spit the
medication mixed in the pudding out. LPN #1 identified LPN #2 had directed RN #1 to stop administering the medication as it caused
Resident #1 to choke. LPN #1 indicated she then observed RN #1 proceed to crush another Trazadone tablet, mix itin
juice, again pinch Resident #1's nose and pour the juice into Resident #1's mouth which caused Resident #1 to cough and
gag. LPN #1 indicated that she was unaware RN #1 had planned to hold Resident #1's nose during the medication
administration. Interview with Assistant Director of Nursing (ADON) on 10/6/20 at 1:50 PM identified LPN #1 and LPN #2
reported the incident the morning of 7/22/20, an investigation was started, RN #1 was removed from the schedule and was not
allowed back into the facility. The ADON identified residents should not have medications administered in an undignified
manner. Review of facility Resident Rights policy directed in part, that Residents have the right to be treated with
respect, full recognition of dignity, receive quality care and services with reasonable accommodation of individual needs
and preferences.
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