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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49264

Based on observation, interview, and record review, the facility failed to accurately reconcile post-discharge 
medications for one out of three sampled residents (Resident 1) when Resident 1 was discharged home with 
another resident's medication (Resident 2). 

This failure has the potential to result in a medication error after discharge if Resident 1 were to take 
medications that were not prescribed to them.

Findings:

A review of Resident 1's MDS, dated [DATE], indicated that Resident 1 had a Brief Interview for Mental 
Status (BIMS, a cognitive screening tool) score of 6 (scores of 0-7 suggests severe cognitive impairment, 9 
to 12 suggests moderate cognitive impairment, and 13 to 15 suggest that cognition is intact).

A review of Resident 1's discharge summary note, dated 09/11/24, indicated that that Resident 1 was 
discharged on [DATE] and Post Discharge Plan of Care form filled out and signed by patient. All medications 
and follow up appointments reviewed by patient.

A review of Resident 1's Post-Discharge Plan of Care, dated 09/11/24, indicated that Licensed Vocational 
Nurse (LVN) 1 discharged Resident 1 with medications including Amlodipine (medication used to control 
blood pressure), Aripiprazole (medication used to treat mania), Atorvastatin (medication used to lower fat in 
blood), Calcitriol (medication use to treat low calcium), Clopidogrel (blood thinning medication), Jardiance 
(medication for blood sugar control), Latanoprost solution (eye drop medication to reduce eye pressure), 
Memantine (medication used to treat dementia), Metoprolol (medication used to control blood pressure), 
Mirtazapine (medication to treat depression), and Triamcinolone (a cream used to decrease redness and 
swelling).

During an interview on 09/19/24 at 1:50 PM with LVN 1, LVN 1 recalled discharging Resident 1. LVN 1 
stated that they went over the physician's discharge instructions, but they did not open the bag of 
medications that they handed to the resident prior to discharge. 
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During an interview on 09/19/24 at 2:22 PM with Nurse Manager (NM) 1, NM 1 stated that the following day 
after Resident 1's discharge, Resident 1's sister returned to the facility with a whole bag of medications. NM 
1 stated that the medications from Resident 1's sister was was a different patient's medication. NM 1 stated 
that the medication that was returned to the facility was labeled for Resident 2. 

During an interview on 09/19/24 at 2:58 PM with the Director of Nursing (DON), the DON stated she 
expected nursing staff to open up the bag [of medications] and compare it to the discharge medication list 
prior to the time of discharge. 

During a concurrent observation and interview on 09/20/24 at 12:00 PM with NM 1 at the 5th floor nurses' 
station, five blister packs (a package for medication where each dose is individually encased) of medication 
were observed labeled for Resident 2. The blister backs were dated 09/10/24 with Resident 2's name and 
were for the following medications: Quetiapine (medication for mania), Gabapentin (medication that affects 
the nerves), Eliquis (a blood thinning medication), Benztropine (medication to help with muscle control), and 
Oxycodone (a strong pain reliver). NM 1 stated that these five medications were the returned by Resident 1's 
sister. 
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