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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.
Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm record review and interview, the facility failed to ensure prn (as needed) medications were administered with

documentation for an indication for use for 1 of 3 residents reviewed for hospice. (Resident C)

Residents Affected - Few
Finding includes:

The closed record for Resident C was reviewed on [DATE] at 7:25 a.m. The resident expired in the facility on
[DATE] while receiving hospice services. Diagnoses included, but were not limited to, stroke, dysphagia
(difficulty swallowing), chronic kidney disease, quadriplegia, vascular dementia, and heart failure

The Significant Change Minimum Data Set (MDS) assessment, dated [DATE], indicated the resident
cognitively impaired for daily decision making and received hospice care.

A Care Plan, dated [DATE], indicated the resident was at risk for pain. The nursing approaches were to
record and report any nonverbal signs of pain.

A Physician's Order, dated [DATE], indicated Lorazepam (an antianxiety medication) Concentrate, 2
milligrams/milliliters (mg)/(ml), give 0.5 ml by mouth every 1 hour as needed for anxiety, restlessness, and
insomnia.

A Physician's Order, dated [DATE], indicated Morphine Sulfate (a narcotic medication) oral Solution 20
mg/ml, give 0.25 ml sublingually (under the tongue) every 1 hour as needed for pain or shortness of breath.

The Medication Administration Record (MAR) for the months of 3/2025 and 4/2025 indicated the Lorazepam
was administered on [DATE] at 11:29 a.m. and [DATE] at 9:06 a.m.

The Morphine Sulfate was administered on [DATE] at 12:28 p.m., [DATE] at 9:57 a.m., [DATE] at 9:06 a.m.,
and 4/12 at 3:21 a.m.

A Nurses' Note, dated [DATE] at 11:29 a.m., indicated the Lorazepam was administered as needed for
anxiety, restlessness, and insomnia. The Hospice Nurse was in the facility and it was given to the nurse to
administer the medication.

A Nurses' Note, dated [DATE] at 12:28 p.m., indicated the Morphine Sulfate was administered as needed for
pain or shortness of breath and the resident spit out the medication.

(continued on next page)
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F 0757 A Nurses' Note, dated [DATE] at 9:57 a.m., indicated the Morphine Sulfate was administered as needed for
pain or shortness of breath.

Level of Harm - Minimal harm or
potential for actual harm A Nurses' Note, dated [DATE] at 9:06 a.m., indicated the Morphine Sulfate was administered as needed for
pain or shortness of breath. The resident was restless.

Residents Affected - Few
A Nurses' Note, dated [DATE] at 9:06 a.m., indicated the Lorazepam was administered as needed for
anxiety, restlessness, and insomnia. The resident was restless.

There was no documentation to indicate why the two medications were given at the same time.

A Nurses' Note, dated [DATE] at 3:21 a.m., indicated the Morphine Sulfate was administered as needed for
pain or shortness of breath. At 4:46 a.m., the nurse documented the Morphine was effective.

A Nurses' Note, dated [DATE] at 4:53 a.m., indicated the nurse entered the resident's room, and noted the
resident not breathing. The carotid and apical pulses were checked and her pupils were fixed and dilated.
The Hospice Nurse was notified as well as the physician and family.

There was no documentation of a specific indication for the use of the Lorazepam or the Morphine Sulfate
prior to the administration of the medications. There was no documentation the resident had experienced any
pain, anxiety, or restlessness prior to receiving the medications.

During an interview on [DATE] at 12:00 p.m., the Director of Nursing had no additional information to provide.

This citation relates to Complaint INO0459069.
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