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A desk investigation was initiated on November 18, 2008, related to the following complaint:

A resident did not get her anti-seizure medication on the evening of 10/27/08 and/or 10/29/08. On the
same evening, the facility was found unlocked, with the medication cart unattended, at 3:00 a.m. and the
staff person on duty (Hosana) asleep in a chair. The resident had previously been sent to the hospital in
October because the facility had run out of her anti-seizure medication and she had a breakthrough
seizure,

Conclusion:

Inconclusive as it relates to the allegation of inadequate nursing care.
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An administrative review was conducted to
" investigate H5492069. No violations were noted.
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