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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or bed-hold
policies.

Level of Harm - Minimal harm

or potential for actual harm Based on interview and record review, the facility failed to ensure that one of three residents (Resident 3)
received the correct medications at discharge. The discharge nurse provided Resident 3 with blister packs

Residents Affected - Few containing medications belonging to two other residents.This failure resulted in Resident 3 ingesting one of

the incorrect medications, experiencing nausea, headache, and requiring hospital evaluation.During a review
of Resident 3's admission Record (Face Sheet), the facility admitted Resident 3 on 7/17/2025, with
diagnoses including diabetes mellitus (DM: long-term metabolic disorder that is characterized by high blood
sugar, insulin resistance, and relative lack of insulin) and hypertension (a long-term medical condition in
which the blood pressure in the arteries is persistently elevated).During a review of Resident 3's History and
Physical (H&P), dated 7/18/2025 indicated Resident 3 had the mental capacity to make medical decisions.
During a telephone interview on 9/12/2025 at 11:12 AM with Resident 3, Resident 3 stated she took one of
the medications provided by the facility. Resident 3 stated she took pantoprazole (Protonix-medication used
to treat conditions that cause too much stomach acid) before realizing the medications did not belong to her
but belonged to other residents. Following ingestion, she developed body aches, vomiting, hives, and
elevated blood pressure. She was taken to the hospital via ambulance where she was monitored and treated
symptomatically for one day.During an interview on 9/12/2025 at 3:50 PM with the Director of Nursing
(DON), the DON stated Resident 3 was given medications that were not hers at discharge. It was an honest
human mistake. This error should not have occurred.During a review of Resident 3's Hospital records
indicated that Resident 3 accidentally ingested Protonix 40 mg (milligrams) that was not prescribed to her.
The resident presented with nausea and headache, was monitored, and discharged the same day with
follow-up instructions.During a review of the facility's policy and procedure titled, Review of the facility's
policy titled Transfer and Discharge (including AMA) (revised 9/26/22) indicated: The nurse caring for the
resident at the time of discharge is responsible for ensuring the Discharge Summary is complete and
includes . reconciliation of all pre-discharge medications with the resident's post-discharge medications (both
prescribed and over the counter).
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