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Creekside Village Rehabilitation and Nursing LLC 1000 E Stuart St
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interviews, the facility failed to report alleged violations of physical abuse to the 
State Survey and Certification Agency in accordance with state law for two of three alleged abuse violations.
Specifically, the facility failed to:-Submit a final report of the facility's investigation of a physical abuse 
allegation involving Resident #3 and Resident #4 to the State Agency timely; and,-Submit a final report of the 
facility's investigation of a physical abuse allegation involving Resident #5 and Resident #6 to the State 
Agency timely.Findings include:I. Facility policy and procedureThe Abuse, Neglect and Exploitation policy 
dated 4/11/25 was provided by the nursing home administrator (NHA) on 7/7/25 at 2:50 p.m. The policy 
revealed the facility would provide protections for the health, welfare and rights of each resident by 
developing and implementing written policies and procedures that prohibit and prevent abuse, neglect, 
exploitation and misappropriation of resident property.Abuse was defined as the willful infliction of injury, 
unreasonable confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish, 
which could include staff to resident abuse and certain resident-to-resident altercations. Abuse also included 
the deprivation by an individual, including a caretaker, of goods or services that are necessary to attain or 
maintain physical, mental, and psychosocial well-being. Instances of abuse of all residents, irrespective of 
any mental or physical condition, cause physical harm, pain or mental anguish. It included verbal abuse, 
sexual abuse, physical abuse, and mental abuse including abuse facilitated or enabled through the use of 
technology.Physical Abuse included, but was not limited to hitting, slapping, punching, biting, and kicking. It 
also included controlling behavior through corporal punishment.The facility would have written procedures 
that included reporting of all alleged violations to the NHA, State Agency, adult protective services and to all 
other required agencies (law enforcement when applicable) within specified timeframes. The NHA would 
follow up with government agencies, during business hours, to confirm the initial report was received, and to 
report the results of the investigation, when final, within five working days of the incident, as required by the 
State Agency.II. Record reviewA. Physical abuse allegation on 5/6/25 at 8:15 p.m. involving Resident #3 and 
Resident #4The facility submitted an initial report of a physical abuse allegation to the State Agency reporting 
site on 5/7/25 at 8:15 p.m. The final report of the facility's investigation of the incident was due on 5/11/25.
-However, the facility submitted the final report of the investigation on 5/13/25 at 7:33 a.m., which was two 
days after the final report was due.B. Physical abuse allegation on 5/25/25 at 1:50 p.m. involving Resident #5 
and Resident #6.The facility submitted an initial report of a physical abuse allegation to the State Agency 
reporting site on 5/26/25 at 1:50 p.m. The final report of the facility's investigation of the incident was due on 
5/30/25.-However, the facility submitted the final report of the investigation on 6/11/25 at 6:10 a.m., which 
was 12 days after the final report was due.III. Staff interviewThe NHA was interviewed on 7/8/25 at 11:00 a.
m.The NHA agreed on the reporting dates for the physical abuse allegations, dated 5/6/25 at 8:15 p.m. and 
5/25/25 at 1:50 p.m., as documented in the State Survey and Certification Agency system. The NHA said the 
investigations and interviews had been completed for both physical abuse allegations, however he had not 
submitted the final reports in a timely manner and they both were submitted late. He said he was to follow 
the facility's policy on Abuse, Neglect and Exploitation policy. He said this policy matched the state reporting 
timelines. He said he received education from regional nurse consultant (RNC) #1 on the need to follow 
facility policies related to the timeliness of reporting in the state portal system.
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Ensure that residents are free from significant medication errors.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure one (#7) of seven residents reviewed for medication 
management were free from significant medication errors out of nine sample residents. Resident #7 was 
admitted to the facility on [DATE] with diagnoses of hemiplegia and hemiparesis (weakness and paralysis on 
one side of the body) following cerebrovascular disease (a condition that affects the blood vessels in the 
brain). On 6/20/25 certified nurse aide with medication authority (CNA-Med) #1 administered another 
resident's medications to Resident #7, including apixaban and clopidogrel (used to prevent blood clots), 
isosorbide (used to relax and widen the blood vessels and manage chest pain), lisinopril (used to treat high 
blood pressure), propranolol (used to lower heart rate and blood pressure), quetiapine (used to treat mental 
health conditions), Percocet (pain medication) and Fioreicet (used to treat tension headaches). The resident 
began to experience severe hypotension (a dangerously low blood pressure), required supplemental oxygen 
and was sent to the hospital. The resident received intravenous (IV) fluids, administered medications and 
was monitored in the intensive care unit (ICU). Specifically, the facility failed to ensure Resident #7 did not 
receive another resident's (Resident #8) medications. Findings include:Record review and interviews 
confirmed the facility corrected the deficient practice prior to the onsite investigation on 7/7/25 to 7/8/25, 
resulting in the deficiency being cited as past noncompliance with a correction date of 6/23/25.I. Medication 
error on 6/20/25The facility failed to ensure a licensed nurse administered medications to the correct 
resident. Resident #7 was administered another resident's (Resident #8) medications, which caused the 
resident to experience a change in condition and the resident was sent to the hospital for treatment. II. 
Facility's plan of correctionThe corrective action plan the facility implemented in response to Resident #7's 
medication error incident on 6/20/25 was provided by the nursing home administrator (NHA) 7/7/25 at 4:02 p.
m. The stated purpose of the plan was to address the significant medication error and prevent any additional 
residents from suffering any adverse outcome.The plan revealed the following:A. Identification of other 
residentsThe resident (Resident #7) who received the wrong medications was immediately transferred to the 
hospital.An audit of all residents was conducted to ensure a photo was present in the electronic medical 
record (EMR). Four residents were identified to have missing photos in their EMRs. The missing residents' 
photos were uploaded to their EMRs, completed 6/20/25.B. Systemic changesAll applicable facility policies 
and procedures were reviewed and revised.The director of nursing (DON) reeducated licensed nurses on the 
facility's policies regarding medication administration and medication error reporting. All nursing staff were 
educated prior to working their next shift, completed 6/23/25.The DON completed corrective action and 
one-to-one education with registered nurse (RN) #1, completed 6/21/25. All nurses and CNA-Meds received 
a competency observation related to medication administration prior to working their next shift, completed 
6/23/25.C. MonitoringThe DON or designee would observe medication administration five times per week for 
four weeks, then weekly for eight weeks. Observations would occur across shifts and with various staff 
members.The activity director or designee would audit resident photos in the EMR weekly to ensure all newly 
admitted residents had photos in their chart. The NHA implemented a performance improvement plan as a 
means to gather and process information from the audit. Findings would be reported at the monthly quality 
assurance meetings for a minimum of three months.The facility's determined date of compliance was 6/23/25.
III. Professional referenceAccording to [NAME], P.A., [NAME], A.G et.al,, Fundamentals of Nursing, 10th ed., 
Elsevier, St. Louis, Missouri, pp. 606-607, Take appropriate actions to ensure the patient receives 
medication as prescribed. To prevent medication errors, follow the seven rights of medication administration 
consistently every time you administer medications:1. The right medication2. The right dose3. The right 
patient4. The right route5. The right time6. The right documentation7. The right indication.IV. Facility policy 
and procedureThe Medication Administration policy, revised 6/20/25, was provided by the NHA on 7/7/25 at 
4:02 p.m. It read in pertinent part, Identify resident by photo in the MAR (medication administration record).
Ensure that the six rights of medication administration are followed: right resident, right drug, right dosage, 
right route, right time and right documentation.V. Resident #7A. Resident statusResident #7, age less than 
65, was admitted on [DATE]. According to the July 2025 computerized physician orders (CPO), diagnoses 
included hemiplegia and hemiparesis following cerebrovascular disease, depression and arthritis.The 
6/11/25 minimum data set (MDS) assessment indicated the resident was cognitively intact with a brief 
interview for mental status (BIMS) assessment score of 14 out of 15. The assessment documented the 
resident needed supervision to substantial assistance from staff for most activities of daily living (ADL).B. 
Resident interviewResident #7 was interviewed on 7/7/25 at 2:08 p.m. Resident #7 said he went to the 
hospital recently. Resident #7 said he had just woken up and a nursing staff member came into his room and 
had a medication cup in her hand. Resident #7 said he thought the nursing staff member had mentioned his 
name but he was not sure. Resident #7 said when he took the medications, he had a hard time getting them 
washed down. Resident #7 said he quickly felt out of it and really sleepy. Resident #7 said if Resident #8 had 
not said something to the nurses he would have been dead. Resident #7 said he felt like he had been 
slapped in the head with a hammer after taking the medications. Resident #7 said he was always worried 
something like the incident would happen again. Resident #7 said he was blind in his right eye and could not 
see very well, so he had no idea there were more medications than usual in his medication cup until he 
swallowed them. Resident #7 said he had started looking at the medication cups and asking the nursing staff 
if the medications were his since the incident occurred. Resident #7 said he was worried because the 
doctors at the hospital said his blood pressure dropped so low it could lead to damage to his organs in the 
future.C. Record reviewThe June 2025 CPO revealed Resident #7 had physician's orders for the following 
daily scheduled medications: atorvastatin (used to treat high cholesterol) 20 milligrams (mg), empagliflozin 
(used to manage diabetes) 25 mg, fluoxetine (used to treat depression) 40 mg, gabapentin (used to treat 
nerve pain) 600 mg and 900 mg, sitagliptin (used to manage diabetes) 100mg, hydrocodone-acetaminophen 
(used to treat chronic pain) 10-325 mg and loperamide (used to treat diarrhea) 2 mg.-Resident #7 did not 
have physician's orders for apixaban, clopidogrel, isosorbide, lisinopril, propanolol, quetiapine, Percocet or 
Fioricet. A progress note, dated 6/20/25 at 9:15 a.m., revealed Resident #7 had a change in condition. 
Resident #7 had a blood pressure of 68/42 millimeters of mercury (mmHg) and an oxygen saturation (level of 
oxygen in the blood) of 74 percent (%). Resident #7 was receiving oxygen via a mask. Resident #7 had an 
altered level of consciousness; the resident was hyperalert and drowsy. Resident #7 was assessed by a 
registered nurse (RN) at his bedside, was placed in the Trendelenburg position (a body position used to help 
stabilize blood pressure) and was receiving 15 liters of oxygen via a non-rebreather mask. Emergency 
services arrived, began intravenous (IV) fluids and Resident #7 was transferred to the hospital.A physician's 
note, dated 6/20/25 at 9:29 a.m., revealed the physician was contacted at 9:13 a.m. on 6/20/25 and was 
notified Resident #7 had been administered the incorrect medications. The physician was onsite at the time 
and met with the nursing staff to go over what medications were administered to Resident #7. Resident #7 
was given his prescribed morning medications along with apixaban 5 mg, clopidogrel 75 mg, isosorbide 30 
mg, lisinopril 20 mg, propranolol 10 mg, quetiapine 75 mg, Percocet 5-325 mg and 50-325-40 mg. The 
physician assessed Resident #7 and found he was diaphoretic (excessively sweating) and was not feeling 
well. Resident #7's systolic blood pressure was in the 70s over a diastolic blood pressure in the 50s, his 
pulse was 110 beats per minute (bpm) and his oxygen saturation on room air was 80%. The physician 
documented these symptoms were likely due to the vasodilatory effect (when blood vessels widen causing 
increased flow of blood) of isosorbide. The physician requested emergency services be called so the 
resident could be transferred to the hospital for blood pressure support. Resident #7 was provided with 
supplemental oxygen and ultimately required 15 liters of oxygen via a nonrebreather mask in order to 
maintain his oxygen saturation. Resident #7 was placed in the Trendelenburg position which brought his 
blood pressure up to 89/59 mmHg and his pulse to 102 bpm. The note documented the physician contacted 
poison control and discussed the medications Resident #7 was administered. The poison control center 
advised the physician tha the isosorbide likely caused the vasodilation (widening of the blood vessels) and 
lowered Resident #7's blood pressure. A progress note, dated 6/20/25 at 10:05 a.m., revealed at 9:10 a.m. 
on 6/20/25 Resident #7 had a low blood pressure of 68/42 mmHg and appeared diaphoretic and lethargic. 
Resident #7 was responsive to verbal stimuli and said he just felt very sleepy. The DON and Resident #7's 
physician was notified at 9:14 a.m. Resident #7 was placed in the Trendelenburg position and his blood 
pressure came up to 88/65 mmHg at 9:20 a.m. Emergency services were contacted at 9:26 a.m. and arrived 
at the facility at 9:40 a.m. The emergency services immediately began administering IV fluids. Resident #7 
was transferred to the hospital at 9:55 a.m. for hypotension (low blood pressure). A progress note, dated 
6/21/25 at 11:38 a.m., revealed Resident #7 arrived back to the facility from the hospital and was assessed 
by the RN upon arrival. Resident #7 said he felt well and was happy to be back at the facility.Hospital notes, 
dated 6/21/25, revealed Resident #7 was admitted to the hospital on [DATE] after receiving the wrong 
resident's medications. Resident #7 was administered a number of medications in addition to his normal 
morning medications. Resident #7 was treated for iatrogenic shock (a life-threatening condition where blood 
pressure is too low to deliver enough oxygen to organs) and required pressor support (medications 
administered intravenously to increase blood pressure in patients experiencing hypotension or shock) to 
maintain adequate blood pressure for less than 24 hours. Resident #7 felt okay with returning to the facility 
despite the error. An interdisciplinary team (IDT) note, dated 6/23/25 at 10:02 a.m., revealed Resident #7 
was inadvertently administered his roommate's (Resident #8's) medications on 6/20/25 at 7:45 a.m. The root 
cause identified was there was a new CNA-Med (CNA-Med #1) who was training and did not perform the two 
identifiers. Additionally, Resident #7's picture was not updated in the resident's chart. Preventative measures 
in place prior to the incident included having a registered nurse (RN) provide oversight for training the 
CNA-Med, Resident #7's name was on the door and the MAR was accurate with the resident's name and 
room number. New interventions included retraining all nursing staff on passing medications, including the 
six rights policy, medication error reporting process and using the two identifiers. A full audit was conducted 
on all nursing staff passing medications immediately prior to their next shift. CNA-Med #1 was suspended 
pending the incident investigation and the RN that was training CNA-Med #1 (RN #1) was reeducated as a 
corrective action.A medication error report, undated, revealed Resident #7 experienced a medication error 
on 6/20/25 at 7:30 a.m. The error was discovered at 7:45 a.m. by CNA-Med #1. Resident #7 was 
inadvertently given his roommate's medications by CNA-Med #1, who did not ask his two identifiers and 
addressed the resident by the wrong name. CNA-Med #1 said Resident #7 did not correct her when she 
addressed him by the wrong name. Contributing factors included lack of staff concentration, inexperienced 
staff and it being the trainee's (CNA-Med #1) first day with the trainer (RN #1) not being with her at bedside 
when the medications were administered. Resident #7 became hypotensive (low blood pressure) and 
hypoxic (low oxygen) and was sent to the hospital for treatment with fluids and pressors for support until the 
medications were no longer in his system. Resident #7 required 15 liters of oxygen with a nonrebreather 
mask, was placed in the Trendelenburg position, and required pressors and fluids in the ICU for several 
hours. Resident #7 was stabilized at the hospital and was admitted back to the facility the next morning 
(6/21/25).VI. Resident #8 interviewResident #8 was interviewed on 7/7/25 at 1:52 p.m. Resident #8 said 
Resident #7 was his roommate. Resident #8 said he took several medications including lisinopril, blood 
thinners, Seroquel (quetiapine), Percocet and oxycodone. Resident #8 said the nursing staff gave Resident 
#7 his medications by mistake and his blood pressure dropped really low. Resident #8 said he left the room 
and told the nurse Resident #7 had taken his medications by mistake and was acting funny. Resident #8 said 
Resident #7 kept saying he was tired.VII. Staff interviewsCNA-Med #1 was interviewed on 7/7/25 at 1:01 p.
m. CNA-Med #1 said she arrived at the facility at 6:00 a.m. on 6/20/25 and waited at the nurse's station for 
thirty minutes for RN #1 who was supposed to train her. CNA-Med #1 said she and RN #1 started passing 
medications and RN #1 went through medications with her and let her pop medications out of their blister 
packs. CNA-Med #1 said she went into Resident #8's room with his medication cup in her hand. CNA-Med 
#1 said she addressed the resident who she thought was Resident #8 by name and administered his 
medications. CNA-Med #1 said she figured out her error when she went to administer Resident #7's 
medications and Resident #8 told her he could administer the medications to his roommate. CNA-Med #1 
said she did not give Resident #7 his medications and went to the nurse's station to tell RN #1 what 
happened. CNA-Med #1 said RN #1 contacted the DON and assessed Resident #7's vital signs.CNA-Med 
#1 said that morning (6/20/25) was her first time ever administering medication and that she had not received 
any training prior to that morning on medication administration. CNA-Med #1 said RN #1 was using his 
cellphone and was not really paying attention to her that morning. CNA-Med #1 said she had taken her 
training for her medication authority two years prior but worked in a setting in which she did not get to pass 
medications.CNA-Med #1 said RN #1 had her continue to pass medications after the incident but she did not 
feel comfortable with doing so. CNA-Med #1 said the facility was going to have her come in to do training 
after the incident, but she said she later received a phone call to inform her she was relieved of her duties.
RN #1 was interviewed on 7/7/25 at 1:21 p.m. RN #1 said he arrived at the facility that morning (6/20/25) and 
was not aware he was going to be training someone. RN #1 said CNA-Med #1 said she was a medication 
aide. RN #1 said CNA-Med #1 had worked at the facility for two weeks prior as a CNA and she had worked 
with him on Resident #7's unit the week prior. RN #1 said two other residents had to leave the facility for an 
outing and the bus was due to take off soon, so their morning was starting with a rush. RN #1 said the nurse 
from the previous shift administered medications to one of the residents leaving for the outing. RN #1 said he 
pulled medications for the other resident, checked them against the MAR, and wrote the resident's name on 
the cup. RN #1 said he observed CNA-Med #1 as she took the medication cup, asked the other resident his 
name and administered the medications to him. RN #1 said he showed CNA-Med #1 the facility's procedure 
for medication administration, got her familiar with the medication cart and let her get medications ready for 
the next residents. RN #1 said when it was time for Resident #8 to get his medications, CNA-Med #1 wrote 
the resident's name and room number on the medication cup and got his medications ready by 
cross-referencing the MAR. RN #1 said Resident #8 had almost 20 medications, so CNA-Med #1 took about 
15 to 20 minutes to get the medications ready. RN #1 said he asked CNA-Med #1 if she felt comfortable 
giving Resident #8 his medications and CNA-Med #1 said she was and went to administer them. RN #1 said 
the medication cart was on the secured unit and Resident #8's room was on a different hallway, so CNA-Med 
#1 left the secured unit and administered the medications on the other hallway before returning to the 
secured area. RN #1 said he and CNA-Med #1 continued passing medications to other residents before 
getting to Resident #7. RN #1 said CNA-Med #1 prepared Resident #7's medications correctly, wrote his 
name and room number on the medication cup and went to the other hallway to administer the medications. 
RN #1 said CNA-Med #1 returned to the medication cart and initially lied to him and said Resident #7 took 
Resident #8's medications himself. RN #1 said CNA-Med #1 told him she handed Resident #8's medications 
to the resident, he set the medications on his bedside table, and Resident #7 must have taken them when 
she left the room. RN #1 said he tried to clarify the story with CNA-Med #1 but was not able to figure out 
what actually happened. RN #1 went into Resident #7 and Resident #8's room and spoke with them. RN #1 
said the residents told him CNA-Med #1 walked into their room and gave Resident #7 the cup with Resident 
#8's medications. RN #1 said he realized Resident #8 took a lot of blood pressure medications, so he began 
taking vital signs on Resident #7. RN #1 said Resident #7 started to get fairly sleepy and his vital signs 
slowly started decreasing. RN #1 said he spoke with the DON who came and assessed the resident. RN #1 
said while the DON was assessing Resident #7 he called emergency services. RN #1 said while these 
assessments were occurring, CNA-Med #1 was sitting in the DON's office.RN #1 said at other facilities he 
had worked at, he had gone through orientations on how to become a trainer, but had not received any 
information on how to train someone at the facility. RN #1 said he spoke with the DON after the incident and 
she told him he should have followed CNA-Med #1 and watched her pass medications. RN #1 said he asked 
the DON how many medication administrations he should have watched CNA-Med #1 for, but he said she 
could not provide a number, as there was no formal training program at the facility. RN #1 said he had 
assumed CNA-Med #1 would ask the residents their names.RN #1 said he had worked at the facility for four 
months prior to the incident. RN #1 said for medication administration he asked the residents their name and 
birthdate and confirmed their identity based on the picture in the resident's EMR. RN #1 said for residents 
with memory impairments, he would confirm the resident's identity by asking other staff members. RN #2 
was interviewed on 7/7/25 at 2:53 p.m. RN #2 said she had worked at the facility since February 2025. RN 
#2 said she received three days of orientation when she first started working at the facility. She said during 
orientation, they went through a checklist of skills, including the six rights of medication administration. RN #2 
said she had trained some new staff members since she started, but they were not new nurses, just nurses 
that were new to the facility. RN #2 said she had not received any training on how to train these newly hired 
staff, but would take the new person for a shift and go through the staff member's checklist with them. RN #2 
said that was how she was trained her first few days. RN #2 said as a nurse, she was responsible for the 
CNA-Meds' actions. RN #2 said when she had a CNA-Med she knew she needed to make sure they were 
safe and did not overstep their scope of practice. RN #2 said CNA-Meds needed to know the six rights and 
administer medications as ordered to avoid any medication errors. RN #2 said if a medication error did occur, 
she needed to contact the DON and inform her of the error and follow any instructions the DON gave.
CNA-Med #2 was interviewed on 7/8/25 at 10:01 a.m. CNA-Med #2 said for medication administration, she 
made sure she was administering the right medication to the right person at the right time. CNA-Med #2 said 
she had received training through an online training application on medication administration on the six 
rights, including right name, right date, right route. CNA-Med #2 said she had received a lot of training 
in-person lately on medication administration. CNA-Med #2 said she had not had to train anyone else on 
medication administration. CNA-Med #2 was interviewed a second time on 7/8/25 at 3:04 p.m. CNA-Med #2 
said she checked the resident's name against the medication card and the chart when preparing 
medications. CNA-Med #2 said she then asked the resident what their name and date of birth were before 
administering their medications to ensure she correctly identified the resident.The DON and the regional 
nurse consultant (RNC) were interviewed together on 7/8/25 at 10:59 a.m. The DON said newly hired staff 
had an orientation and required training they needed to complete prior to working on the floor. The DON said 
once newly hired staff were on the floor, they had a competency checklist that their preceptor would go 
through and sign off on once each competency was completed. The DON said she had initiated an 
orientation process at the facility in which newly hired staff were taught the facility's rules and regulations.The 
DON said nurse preceptors or trainers were the most seasoned nurses, and were usually staff members who 
had been at the facility for a long time. The DON said she planned to develop a training plan for preceptors 
but had not yet launched one. The DON said training oversight was provided by herself and the assistant 
director of nursing (ADON). The DON said she or the ADON would check in daily and touch base with the 
staff member in training and their preceptor to see how they were doing. The DON said nurses and 
CNA-Meds needed to utilize the six rights of medication administration and use two identifiers. The DON said 
she did not think the facility had any formal training processes for medication administration, but it was in the 
checklist of competencies used for training newly-hired staff. The DON said precepting nurses were guided 
by the competency checklist and needed to have the training staff member give a verbal walkthrough or 
demonstration back to the preceptor to be signed off on the competency. The DON said for medication 
administration, the nurse or CNA-Med needed to have their computer open to the resident's EMR and check 
to make sure each medication was being passed to the right resident, medication, dose, route, time, and the 
correct documentation. The DON said the nursing staff member used those rights to check each medication 
against the MAR. The DON said the nursing staff member then used two identifiers to administer the 
medication to ensure it was the correct resident. The DON said the identifiers included asking the resident to 
say their name and date of birth , unless the resident needed different identifiers due to cognitive decline. 
The DON said in cases of cognitive decline, nursing staff could identify residents based on their photo in their 
EMR or confirm the resident's identity with other staff members. The DON said CNA-Meds and nurses were 
expected to know these steps from their schooling prior to being hired, and that medication administration 
was part of their competency checklist. The DON said it was important to keep the residents safe and ensure 
they did not get the wrong medications.The DON said on the morning of 6/20/25 CNA-Med #1 was training 
with RN #1. The DON said it was CNA-Med #1's first day on duty as a CNA-Med, but she had worked at the 
facility prior to the incident as a CNA. The DON said there were two residents going on an outing that 
morning, so RN #1 pulled the medications for the two residents that were going on the outing and observed 
CNA-Med #1 administer the medications to the resident. The DON said RN #1 watched a few more 
medication passes CNA-Med #1 performed and had her pull medications from the cart so she could use the 
six rights. When Resident #8's medications came up, CNA-Med #1 said she felt comfortable with 
administering the medications and knew the resident. The DON said CNA-Med #1 went into Resident #8's 
room and addressed the resident she thought was Resident #8 by calling him by his name. The DON said 
Resident #7 did not correct CNA-Med #1 when she called him by Resident #8's name, so she administered 
the medications and left the room. The DON said CNA-Med #1 did not ask Resident #7 his name or date of 
birth . The DON said CNA-Med #1 and RN #1 continued passing medications, and when Resident #7's 
medications came up and CNA-Med #1 tried to administer them the error was discovered. The DON said 
Resident #8 said CNA-Med #1 could give his roommate (Resident #7) his medications and identified himself 
as Resident #8. The DON said CNA-Med #1 did not administer Resident #7's medications and alerted RN #1 
to the error. The DON said CNA-Med #1 told RN #1 something about setting the medications down on a 
table, and RN #1 figured out there was a medication error so he looked to see what medications Resident #8 
took and left to assess Resident #7. The DON said she arrived at the facility at around 8:30 a.m. on 6/20/25. 
The DON said Resident #8 came to her office and told her Resident #7 had received his medications and 
that Resident #8 was worried about him. The DON said she went to assess Resident #7, who at that point 
was stable, but said he was a bit sleepy. The DON said she went to RN #1 who was talking with CNA-Med 
#1 to determine what happened, and the DON had RN #1 call Resident #7's family. The DON said she found 
the physician was in the building and brought the physician to Resident #7's bedside. The DON said her 
biggest concern at that point was the heart medications Resident #7 had received. The DON said they had 
taken a manual blood pressure and found Resident #7 had a blood pressure of 68/42 mmHg and his oxygen 
saturations were low. The DON said the facility staff put Resident #7 in the Trendelenburg position and gave 
him supplemental oxygen with a nonrebreathing mask. The DON said Resident #7's blood pressure rose to 
the 80s and his oxygen saturations improved. The DON said emergency services showed up shortly 
thereafter and started IV fluids.The DON said CNA-Med #1 did not continue to pass medications after the 
medication error was discovered. The DON said CNA-Med #1 was in her office panicking and the DON sent 
her home. The DON said Resident #7 returned to the facility the next morning (6/21/25). The DON said the 
facility staff had called poison control and the poison control consultants were not worried about any of the 
other medications' side effects aside from the isosorbide, as that medication caused blood pressures to drop. 
The DON said Resident #7 needed IV pressors which could only be given in the ICU. The DON said 
Resident #7 had not had any health outcomes related to the medication error since his return to the facility. 
The DON said the facility, immediately after the error occurred, started reeducating the nursing staff on 
medication administration, including the six rights and using two identifiers, and medication error reporting. 
The DON said she also reviewed preceptor expectations with the nursing staff. The DON said she and the 
ADON monitored and audited medication administrations for each nursing staff member prior to their next 
shift. The DON said RN #1 may have precepted at the facility prior to the medication error but she was not 
sure. The DON said there had not been any training on the expectations of preceptors at that point. The 
RNC said she thought seasoned nurses would know how to teach newly hired staff.The pharmacy consultant 
was interviewed on 7/8/25 at 2:29 p.m. The pharmacy consultant said the pharmacy was contacted on 
6/20/25 at 3:17 p.m. via email regarding Resident #7 getting another resident's medications. The pharmacy 
consultant said the facility asked the pharmacy about signs and symptoms to look for given the medications 
Resident #7 received and any possible interactions. The pharmacy consultant said Resident #7 was given 
quite a few hypertension medications (medications used to lower blood pressure). The pharmacy consultant 
said the pharmacist on call told the facility to monitor Resident #7's blood pressure for any signs or 
symptoms of hypotension and to notify the physician if those occurred. The pharmacy consultant said the 
pharmacist on call told the facility to monitor for signs or symptoms of bradycardia (slow heartbeat), bleeding, 
falls and respiratory suppression with the other medications Resident #7 received.The pharmacy consultant 
said she recommended the nursing staff administering medications check the name of the resident against 
the card of medications, the resident's chart and the resident's date of birth . The pharmacy consultant said 
in cases of medication error, the usual procedure was to contact the physician first, which is what the facility 
did, and wait to notify the pharmacy. The pharmacy consultant said since the physician was in the facility at 
the time the error occurred, the physician immediately sent Resident #7 to the hospital. The pharmacy 
consultant said if the situation had not been so serious, the nursing staff would have contacted the physician 
then contacted the pharmacy sooner. The DON and the NHA were interviewed together on 7/8/25 at 4:11 a.
m. The DON said RN #1 was educated on medication administration prior to his dismissal. The DON said 
CNA-Med #1 was sent home on 6/20/25 and did not return to the facility. The DON said all floor nursing staff 
were educated on medication administration by 6/23/25. The DON and the NHA said the incident with 
Resident #7 occurred on 6/20/25 and they started educating staff on medication administration that day. The 
NHA said the facility administration team immediately met to discuss training and how to proceed. The NHA 
said the quality assurance and performance improvement (QAPI) team met on 7/2/25 and discussed the 
incident and how to move forward during the meeting.The NHA said the total completion date of their 
performance plan was 6/23/25, which included observations and auditing of medication administration, 
education and inservicing of the nursing staff.
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