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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**
 Based on record review, and staff, pharmacist and resident's responsible party interviews, the facility failed to
 administer medications as ordered and prescribed for 1 of 3 resident records reviewed (Resident #3). The facility reported
 a census of 73 residents. Findings include: The [DATE] Minimum Data Set (MDS) Assessment Tool revealed Resident #3 admitted
to the facility on [DATE] with [DIAGNOSES REDACTED]. Hospital Discharge and Transfer Physician order [REDACTED].
 [MEDICATION NAME] (an anti-anxiety medication) 0.25 milligrams (mg) administered oral 3 times daily for 14 days. The last
 scheduled dose on [DATE] at 2:00 p.m. 2. [MEDICATION NAME] 0.25 mg administered oral as needed 1 time daily for 7 days. The
last day staff could administer the medication was on [DATE]. 3. [MED] (an antipsychotic medication for the treatment of
 [REDACTED]. The March, 2020 Medication Administration Record (MAR) revealed the following: 1. All doses of the
[MEDICATION
 NAME] scheduled 3 times daily, administered at 8:00 a.m., 2:00 p.m. and 9:00 p.m., were documented as administered. 2. The
 [MEDICATION NAME] ordered 1 time a day as needed was administered on [DATE], [DATE] and [DATE]. 3. The [MED] was not
 administered between [DATE] and [DATE], the date the resident expired at the facility. A Narcotic Inventory Control Sheet
 labeled [MEDICATION NAME] 0.25 mg 1 tablet 3 times a day for 14 days, 42 tablets dispensed on [DATE], revealed the
 medication not administered as scheduled and documented on the MAR at the following dates and times by staff: [DATE] 2:00
 p.m. Staff A, Licensed Practical Nurse (LPN) [DATE] 9:00 p.m. Staff B, Registered Nurse (RN) [DATE] 9:00 p.m. Staff B
 [DATE] 2:00 p.m. Staff C, LPN The same Inventory Control Sheet revealed the medication administered after discontinued
 after the 2:00 p.m. dose on [DATE], by the following staff: [DATE] at 8:00 a.m. by Staff D, LPN [DATE] at 2:00 p.m. by
 Staff D [DATE] at 11:00 p.m. by Staff B The narcotic Inventory Control Sheet labeled [MEDICATION NAME] 0.25 mg 1 tablet
 daily as needed for 7 days, 7 tablets dispensed on [DATE], revealed the medication administered after [DATE] when the order
expired: [DATE] at 10:00 p.m. Staff B [DATE] at 12:00 a.m. Staff B [DATE] at 1:00 a.m. Staff E, RN Narrative Nurse's Notes
 and the MAR did not reveal documentation why [MEDICATION NAME] administered on [DATE], [DATE] or [DATE], or the
 effectiveness of the medication administration. Staff interviews revealed the following: a. On [DATE] at 3:56 p.m., Staff
 E, RN, stated on the night of [DATE] and early morning of [DATE], the resident was anxious, she medicated him and was
 helpful. b. On [DATE] at 10:34 a.m., Staff F, facility Registered Pharmacist, stated there were no orders to continue the
 [MEDICATION NAME] medication beyond the original order, and the order for [MED] required pre-authorization that was
 initially approved on [DATE], then declined by the facility on [DATE]. The Pharmacist stated [MED] should not be
 discontinued abruptly, from 10 to 20 days after a missed dose the person would have increased anxiety and agitation that
 would increase the longer it lapsed, with behaviors that included hallucinations and outbursts. The Pharmacist stated there were
alternatives for replacement of the medication, and the facility should have sought orders from the physician for
 that. c. On [DATE] at 1:06 p.m., Staff G, RN and Nursing Director at the group home where the resident resided before
 facility admission stated the resident received the [MED] as ordered on [DATE]. d. On [DATE] at 8:07 a.m., the facility
 Director of Nursing (DON) stated nurses should document the reason when medications are administered as needed, and also
 record the effectiveness of the medication, nurses should administer medications as ordered by physician or contact the
 physician for clarification when indicated, and confirmed the resident had not received [MED] at the facility (the
 medication was due on [DATE]). During an interview on [DATE] at 10:15 a.m., the resident's Guardian and responsible party
 stated the resident took [MEDICATION NAME] 3 times a day and as needed for many years, and had also received the [MED]
 injections for at least 3 or 4 years, and required the medication for treatment of [REDACTED].
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