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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
the residents' medical records, facility documentation review, and interviews, it was determined that
the facility failed to ensure that residents were free of significant medication errors. Specifically, the
facility failed to administer correct medication to Resident #1 which led to harm and resulted in
hospitalization with consequences. The findings include:Resident #1's diagnoses included diabetes
mellitus, chronic kidney disease, lymphedema, asthma, neuropathy and hypertension. The quarterly
Minimum Data Set assessment dated [DATE] identified Resident #1 was alert and oriented with no
memory recall deficits. The Resident Care Plan dated 4/7/26 identified Resident #1 had altered
cardiovascular status, impaired circulation and altered respiratory status. Interventions directed to
administer medications per the physician's order. A physician's order dated 5/1/26 directed Resident
#1 receive the following medications at 8:30 AM everyday: Daily-Vite tablet (a multivitamin) by mouth
once a day, Fluticasone Propionate 50 microgram (mcg) spray give two (2) sprays into each nostril
once a day (a medication for allergies), and Eliquis 2.5 milligram (mg) tablet by mouth every twelve
hours (a medication to keep the blood from clotting). The Reportable Event Form dated 5/27/26 at
10:00 AM identified a licensed nurse who had pre-poured medications for two (2) residents (Resident
#1 and Resident #2) and set the medication cups in the top drawer of the medication cart had failed to
verify the correct medication cup was obtained to ensure Resident #1 did not receive Resident #2's
mediation, resulting in Resident #1 becoming hypotensive (low blood pressure) and dizzy requiring a
transfer to the emergency department. The investigation identified Resident #1 was given the
following medications Allopurinol 100 mg tablet by mouth (a medication used to treat gout), Aspirin 81
mg tablet by mouth, Metoprolol Succinate Extended Release (ER) 25 mg tablet (a medication used to
treat high blood pressure), Olmesartan Medoxomil 40 mg tablet by mouth (a medication used to treat
high blood pressure), and Pantoprazole Sodium 20 mg tablet (a medication used to treat
gastroesophageal reflux disease). The nurse's note dated 5/27/26 at 2:44 PM identified Resident #1
received the wrong medication in the morning. The note indicated initially Resident #1's vital signs
were within normal limits and Resident #1 was at his/her baseline alert and oriented mentation. The
note identified after lunch Resident #1 complained of weakness, appeared ashen (pale), blood
pressure readings decreased to 81/48 and 110/68 (normal blood pressure is 90-119/60-79) with a
pulse rate of 77. The note identified the physician was notified, a new order was obtained to transfer
Resident #1 to the Emergency Department (ED for evaluation and Resident was transferred at 1:30
PM. The Prehospital Care Report dated 5/27/26 identified at 1:38 PM Resident #1's blood pressure
was 74/40, pulse 57 and respirations 16, a twelve (12) lead electrocardiogram (EKG) was obtained,
and Resident #1 was found to be in sinus bradycardia (the heart beats fewer than 60 beats per
minute). The hospital documentation identified Resident #1 was hypotensive in the Emergency
Department with blood pressures in the 80's, Resident #1 responded well to fluids the blood pressure
was stable, blood work was obtained and showed no significant electrolyte abnormalities, EKG
interpretation was normal sinus rhythm, there was a discussion with poison control who
recommended observation for eight (8) to twelve (12) hours. The note at 10:00 PM identified Resident
#1 had remained stable since 5:00 PM and was ready for discharge with close monitoring. The nurse's
(continued on next page)
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note dated 5/28/26 at 5:24 AM identified Resident #1 had returned to the facility at 12:10 AM and vital
signs were stable. Interview with the 7AM-3PM nursing supervisor, Registered Nurse (RN) #2, on
6/23/26 at 12:22 PM identified on 5/27/26 the 7AM-3PM charge nurse, RN #1, reported that she had
given Resident #1 another resident's medications in error. Interview with RN #1 on 6/23/26 at 12:40
PM identified she usually administers the resident medication in the dining room. RN #1 explained on
5/27/26 she prepared Resident #2's medication then realized Resident #2 was not in the dining room,
so she labeled the medication cup and put the cup in the top drawer. RN #1 identified Resident #1 rang
for his/her medications, so she prepared Resident #1's medication and an emergency came up, so she
labeled the cup and put the medication cup in the top drawer of the cart. RN #1 indicated after she
returned from the emergency, Resident #1 was still ringing for his/her mediations, she grabbed the
wrong cup from the medication cart and gave Resident #1 another resident's medication, Resident #2.
Interview with the Director of Nursing (DON) on 6/23/26 at 1:37 PM identified on 5/27/26 RN #1
administered Resident #2's morning medications to Resident #1 who became symptomatic after lunch
and required a transfer to the ED for evaluation. The DON identified it is the facility's expectation that
once a medication was removed from the blister pack, if it was not administered at that time, the
medication should be thrown away and not placed in the medication cart for administration later. The
DON identified RN #1 failed to follow the facility policy when she placed the dispensed medications of
both Resident #1 and Resident #2 into the top drawer of the medication cart and then administered
Resident #2's medications to Resident #1. Review of the facility policy (from Omnicare Pharmacy)
titled General Dose Preparation and Medication Administration, last revised 11/15/24, directed, in
part, prior to administration of medication, facility staff should take all measures required by facility
policy and applicable law, including, but not limited to the following: verify each time a medication is
administered that it is the correct medication, at the correct dose, at the correct route, at the correct
rate, at the correct time, for the correct resident. The policy further directed, in part, during
medication administration, facility staff should take all measures required by facility policy and
applicable law, including, but not limited to the following: verify resident identity per facility policy
(e.g. picture, armband, name), and verify the medication name and dose are correct.
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