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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to report Resident B received Resident D's morning medication 
in error to the local hospital that Resident B was being transferred, to ensure continuity of care 1 of 3 
residents reviewed for Discharge Process. (Resident B). Findings include:Review of the clinical record of 
Resident B on 11/12/25 at 10:50 a.m., indicated the resident's diagnoses included, but were not limited to, 
chronic pain, diabetes, stage 5 chronic kidney disease, heart failure, dependence on renal dialysis and 
pulmonary edema.The progress note for Resident B, dated 10/26/25 at 10:37 a.m., indicated the wrong 
resident's medication, error occurred. Nursing supervisor made aware immediately. Director of Health 
Services (DHS) notified. The Nurse Practitioner (NP) made aware and completed an in person assessment. 
Orders were given to combat potential side effects include midodrine (medication used to treat low blood 
pressure) 5 milligrams (mg) by mouth every 8 hours as needed for systolic blood pressure below 100, a 
Complete Blood Count (CBC) and Comprehensive Metabolic Panel (CMP) to be drawn today and repeat on 
10/27/2025, and check vital signs every 4hours for 24 hours. Vitals completed at the time of incident and 
multiple times since then. No signs and symptoms of adverse effects noted at this time. Vitals would continue 
to be taken minimal every 4 hours for the next 24 hours. The resident was made aware and a message was 
left for his wife with no return communication at this time. The facility census for Resident B, dated 10/27/25, 
indicated he was discharged to the local hospital from the facility.The physician recapitulation for Resident B, 
dated October 2025, indicated the resident was ordered the following morning medications: carvedilol 
(treatment for hypertension) 12.5 milligrams (mg), cetirizine (treatment for allergies) 10 mg, gabapentin 
(anticonvulsant) 300 mg, monocal (calcium supplement) 22.75-625 mg, senna (laxative) 8.6 mg and 
sertraline (antidepressant) 25 mg. The physician recapitulation for Resident D, dated October 2025, 
indicated the resident was ordered the following morning medications: amlodipine (treatment for 
hypertension) 5 mg, atorvastin (treatment for high cholesterol) 20 mg, vitamin D3 25 micrograms (mcg), 
duloxetine (antidepressant) 60 mg, Eliquis (blood thinner) 5 mg, furosemide (diuretic) 30 mg, gabapentin 800 
mg, multivitamin, potassium chloride 20 milliequivalent (meq), sotalol (antiarrhythmic agent) 120 mg and 
atenolol (treatment for hypertension) 50 mg.The local hospital note for Resident B, dated 10/27/25 to 
11/2/25, indicated the facility had no documentation of the resident receiving the wrong medication at the 
facility provided with the resident, on 10/26/25, prior to admission to the hospital. During an interview with 
Resident B's family member, on 11/13/25 at 10:00 a.m., indicated when the resident was transferred to the 
local hospital from the facility on 10/27/25, the facility did not tell the hospital that he had received 
medications in error on 10/26/25. The family member went to the facility, on 10/28/25, and got a list of the 
medications that the resident received in error and provided it the resident's nurse at the hospital. The 
resident's nurse at the hospital then reported it to the physician that was caring for Resident B. During an 
interview with the NP, on 11/13/25 at 11:00 a.m., the NP indicated it was important for the facility to report to 
the local hospital that Resident B received the wrong medication, on 10/26/25, for his treatment and care at 
the hospital. During an interview with the Director of Health Services (DHS), on 11/13/25 at 11:18 a.m., 
indicated it was the facilities expectation that the nurse transferring Resident B to the local hospital should 
have reported to the hospital that the resident had received the wrong medications. During an interview with 
the DHS, on 11/13/25 at 12:50 p.m., verified Resident B did not receive his scheduled morning medications 
on 10/26/25 and verified the resident received Resident D's morning medications on 10/26/25. There was no 
documentation that the hospital was notified of the medication error when Resident B was transferred to the 
hospital on [DATE]. During an interview with Clinical Support, on 11/13/25 at 12:00 p.m., indicated the facility 
did not have a policy for continuity of care of what the nurse should report to the hospital on when a resident 
is transferred to the hospital. This citation relates to Intake 2658401. 3.1-12(a)25(A)3.1-12(a)25(B)
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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 
interview and record review, the facility failed to ensure a resident was free from a significant medication 
error when Resident B received Resident D's morning medication for 1 of 3 residents reviewed for 
medication error (Resident B). Finding include:Review of the clinical record of Resident B on 11/12/25 at 
10:50 a.m., indicated the resident's diagnoses included, but were not limited to, chronic pain, diabetes, stage 
5 chronic kidney disease, heart failure, dependence on renal dialysis and pulmonary edema.The facility 
baseline care plans, for admission, were in place for Resident B from 10/24/25 to 10/27/25. The plan of care 
for Resident B, dated 10/27/25, indicated the resident was at risk for dehydration/fluid imbalance. The 
interventions included, but were not limited to, administer medications as ordered. The plan of care for 
Resident B, dated 10/27/25, indicated the resident was at risk for pain related to pulmonary fibrosis, 
diabetes, congestive heart failure, neuropathy, tubular adenoma, colon cancer, intractable back pain, 
intervertebral disc aspiration, spinal stenosis, cardiomyopathy, lymphadenopathy and pulmonary edema. The 
interventions included, but were not limited to, administer medications as ordered. The resident was sent to 
the local hospital on [DATE].The laboratory values for Resident B were reviewed. The resident had the 
following laboratory values: dated 6/29/24, creatinine level was high at 5.5; dated 6/1/25, creatinine level was 
high at 6.1; dated 10/12/25, creatinine level was critical at 8.5; dated 10/13/25, the creatinine level was 
critical at 8.2; dated 10/17/25, the creatinine level was critical at 7.9; dated 10/22/25, the creatinine level was 
high at 6.4. The progress note, dated 10/26/25 at 10:37 a.m., indicated Resident B received the wrong 
resident's medication, a medication error occurred (Resident B had received Resident D's medication). 
Nursing supervisor made aware immediately. Director of Health Services (DHS) notified. The Nurse 
Practitioner (NP) made aware and completed an in-person assessment. Orders were given to combat 
potential side effects include midodrine (medication used to treat low blood pressure) 5 milligrams (mg) by 
mouth every 8 hours as needed for systolic blood pressure below 100, a Complete Blood Count (CBC) and 
Comprehensive Metabolic Panel (CMP) to be drawn today and repeat on 10/27/2025, and check vital signs 
every 4-hours for 24 hours. Vitals completed at the time of incident and multiple times since then. No signs 
and symptoms of adverse effects noted at this time. Vitals would continue to be taken minimal every 4 hours 
for the next 24 hours. The physician recapitulation for Resident B, dated October 2025, indicated the resident 
was ordered the following morning medications: carvedilol (treatment for hypertension) 12.5 milligrams (mg), 
cetirizine (treatment for allergies) 10 mg, gabapentin (anticonvulsant) 300 mg, monocal (calcium supplement) 
22.75-625 mg, senna (laxative) 8.6 mg and sertraline (antidepressant) 25 mg. Resident D's medication 
record was reviewed on 11/13/25 at 10:15 a.m. The physician recapitulation for Resident D, dated October 
2025, indicated the resident was ordered the following morning medications: amlodipine (treatment for 
hypertension) 5 mg, atorvastin (treatment for high cholesterol) 20 mg, vitamin D3 25 micrograms (mcg), 
duloxetine (antidepressant) 60 mg, Eliquis (blood thinner) 5 mg, furosemide (diuretic) 30 mg, gabapentin 800 
mg, multivitamin, potassium chloride 20 milliequivalent (meq), sotalol (antiarrhythmic agent) 120 mg and 
atenolol (treatment for hypertension) 50 mg.The medications Resident B received had the following potential 
side effects: Amlodipine -swelling of the extremities, nausea, stomach pain, dizziness, drowsiness, excessive 
tiredness, flushing, and muscle stiffness or tremors.Atorvastin - diarrhea, heartburn, gas, joint pain, memory 
loss, and confusion.Duloxetine - nausea, vomiting, diarrhea, constipation, decreased appetite, dry mouth, 
sweating, and tiredness.Eliqis - bleeding gums, nosebleeds, coughing up or vomiting blood, swelling or joint 
pain, headache, vomiting, rash, chest paint, swelling of the face or tongue, trouble breathing, wheezing, and 
feeling dizzy or faint. Furosemide - frequent urination, blurred vision, headache, constipation, and diarrhea.
Gabapentin - drowsiness, tiredness, dizziness, headache, uncontrollable shaking of a part of your body, 
blurred vision, unsteadiness, anxiety, memory problems, unwanted eye movements, nausea, vomiting, 
heartburn, diarrhea, and swelling of extremities.Potassium chloride - upset stomach, vomiting, and diarrhea.
Sotalol - warning alert indicated the following: may cause QT prolongation (an irregular heart rhythm that can 
lead to fainting, loss of consciousness, seizures, or sudden death). For the first three days you take sotalol, 
you will have to be in a facility where your heart can be monitored. Tell your doctor if you or anyone in your 
family has or has ever had long QT syndrome (an inherited condition in which a person is more likely to have 
QT prolongation) or if you have or have ever had or you have or have ever had low levels of potassium in 
your blood, slow or irregular heartbeat, heart failure, or kidney disease. Your doctor may tell you not to take 
sotalol. Make sure you have discussed any medications you are currently taking or plan to take before taking 
sotalol with your doctor and pharmacist. If you experience any of the following symptoms, call your doctor 
immediately: fast, pounding, or irregular heartbeat; fainting; or loss of consciousness.Atenolol - dizziness, 
lightheadedness, tiredness, lack of energy, drowsiness, depression, nausea, diarrhea, and rash.During an 
interview with RN 1, on 11/12/25 at 1:46 p.m., the RN indicated on 10/26/25 Resident B was given Resident 
D's morning medication in error. During an interview with Resident B's family member, on 11/13/25 at 10:00 
a.m., they indicated the resident received several medications in error on 10/26/25 while residing at the 
facility. During an interview with the NP, on 11/13/25 at 11:00 a.m., she indicated Resident B did receive 
Resident D's morning medications in error on 10/26/25. The NP indicated none of medications given in error 
was life threatening and did not cause him any harm. The NP indicated she assessed him within 30 minutes 
of him receiving the wrong medications and 24 hours after he received the wrong medications. Resident B 
was not experiencing any side effects from being given the wrong medications. The resident was sent to the 
hospital related to his history of orthostatic hypotension (low blood pressure). The NP indicated she ordered 
midodrine and called the dialysis center related to hypotension and midodrine. The dialysis center had not 
returned a call back within an hour, so the resident was sent to the hospital related to dialysis and 
hypotension monitoring. The resident had a history of an allergy sensitivity to medication that caused a rash. 
At the time of the assessments the resident did not have any rash. The hospital Admission/Discharge note 
indicated the resident's admission diagnosis was symptomatic bradycardia (slow heartrate) dated 10/27/25. 
The resident's discharge diagnoses, dated 11/2/25, were sinus bradycardia, end-stage renal disease on 
dialysis, pseudobradycardia secondary to frequent PVC's confirmed. The hospital admission face sheet, 
dated 10/27/25, indicated Resident B had an allergy to Atorvastatin Calcium with reactions of dizziness and 
rash. The resident had the following laboratory values: dated 10/27/25, the creating level was critical at 9.3. 
(a normal creatinine level ranges from 1.8 to 1.9 mg/dl but can vary depending on individuals age and overall 
health) During an interview with the DHS, on 11/13/25 at 12:50 p.m., she verified Resident B did not receive 
his scheduled morning medications on 10/26/25 and verified the resident received Resident D's morning 
medications on 10/26/25 in error. The medication administration policy provided by Clinical Support on 
11/13/25 at 11:55 a.m., indicated the five rights of passing medication were the right resident, right drug, right 
dose, right route, and right time. A triple check of these 5 rights is recommended at three steps in the 
process of preparation of a medication for administration. Residents are identified before medication is 
administered. Methods of identification include checking photograph attached to the medical record, call 
resident by name, have the resident verify their last name and if necessary, verifying resident identification 
with other facility personnel. This citation relates to Intake 2658401. 3.1-48(c)(2)
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