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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, observations, interviews, facility documentation, and policies, the facility failed to 
ensure medications were not left unsupervised at the bedside for one resident (# 3). This deficient practice 
could result accidental ingestion, incorrect administration, or unauthorized access of medications. The 
sample size was 3.Resident # 3 was admitted to the facility on [DATE] with diagnoses of dependence on 
renal dialysis, Type 2 Diabetes Mellitus, chronic pain, and legal blindness. The quarterly Minimum Data Set 
(MDS) dated [DATE], included a Brief Interview for Mental Status (BIMS) score of 12, indicating the resident 
was cognitively intact.The clinical record failed to reflect a physician's order or an interdisciplinary care team 
review, allowing medications to be left at the resident's bedside. The Counseling/Disciplinary Notice dated 
June 24, 2025, provided a written warning to the administering Registered Nurse (RN/Staff # 17). The 
corrective action of the disciplinary notice provided education with the nurse on the five rights of medication 
administration, however the facility policy identified seven rights of medication administration. The list of 
medications left behind by the RN was attached to the notice, and included:-Aspirin 81 mg- Cinacalcet 30 mg 
x 2 tablets-Famotidine 20 mg 1/2 tab-Fexofenadine 180 mg 1 tablet-Glycolax Powder 17 gram-Minoxidil 2.
5mg 1 tablet-Renal Vitamin 0.8 mg 1 tablet- Sertraline 100 mg 1.5 tablets-Vitamin C 500 mg 1 tablet-Zinc 50 
mg 1 tablet-Clonidine 0.1 mg 2 tablets-Docusate sodium 100 mg 1 tablet- Lantus insulin- Oyster shell 500 
mg 1 tablet- Sevelamer Carbonate 800 mg 3 tabletsThe facility provided documentation that the clinical 
educator (Staff # 10) provided education entitled Learning Medication at Bedside in-service for licensed 
nursing staff for day and night shift on June 24, 2025. An observation of a Lantus Solar star insulin pen, and 
a medicine cup of medications were observed on top of the side dresser during an interview with the resident 
on June 24, 2025 at 10:45 a.m. At 10:51 a.m. on June 24, 2025, Staff # 17 was observed retrieving the cup 
of medications and insulin pen from the top of side dresser, and then administering the cup of pills with a cup 
of water after the resident's identification was confirmed. After the resident swallowed the pills, the RN was 
observed administering the Lantus Solostar into resident's abdomen according to professional standards. 
The observation failed to reflect the oral medications were identified to the resident prior to administration.
During an interview with the resident at 10:45 a.m. on June 24,2025 the resident revealed that he does not 
self-administer medications, but the nurse will come back in to give it to him. After the RN left the room, the 
interview with the resident resumed. The resident revealed that he was visually impaired, and did not know 
exactly what he was receiving but stated he was pretty sure his phosphorus binders were in there. An 
interview with Staff # 17 was conducted on June 24, 2025 at approximately 10:56 a.m. The nurse revealed 
that it was unusual for her to have left the medications by bedside. She recalled that the resident refused the 
pills without the filtered water, so she left the pills in the room to fulfill the resident's request. The nurse 
confirmed the resident did not have an order to self-administer medications. The nurse reflected that the 
correct process was to, take the medications with me, and if he refused the medications, it should have been 
discarded. An interview conducted with a Certified Nursing Assistant (CNA/Staff # 34) was conducted on 
June 24, 2025 at 12:20 p.m. Staff #34 revealed that if a CNA found medications by the bedside, they are to 
alert the nurse, so the medications can be disposed of properly.An interview was conducted on June 24, 
2025 with a Licensed Practical Nurse (LPN/Staff #27) at 12:27 p.m., revealed that meds left at the bedside 
are dangerous because someone can take it and not know what it is. During an interview with LPN/Staff # 
45, on June 24, 2025 at 12:45 revealed that when medications are given, the nurse is expected to wait until 
the resident swallows the pills to ensure that the medications are taken. The LPN advised against leaving 
medications unattended in the room because someone else could take the medications accidentally. If 
medications were found by the bedside, the LPN revealed that the medications are supposed to be 
discarded in the trash.The facility's policy Flex Administration of Drug Policy, reviewed January 2025, 
revealed the seven rights of medication administration are followed to ensure safety and accuracy of 
administration.

22035144

11/20/2025


