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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interview, family interview, provider interview, and facility policy review the facility 
failed to ensure 1 of 4 residents reviewed received only their prescribed medications. Resident #1 (R#1) 
became unresponsive and required emergency medical interventions. R#1 transferred to the hospital and 
admitted to the Intensive Care Unit (ICU) due to a multi-drug interaction with diagnoses of cardiogenic shock 
and toxic encephalopathy. The facility reported census was 41.The State Agency informed the facility of the 
Immediate Jeopardy (IJ) on 10/8/25 at 1:55 PM. The IJ began on 10/3/25, following the administration of 
Resident #3's (R#3) medications to R#1. The State Agency confirmed removal of immediacy on 10/9/25, The 
facility staff removed the Immediate Jeopardy on 10/3/25 by implementing the following actions:a. On 
10/3/2025, the Director of Nursing initiated staff education to ensure all nurses and certified medication aides 
are aware of the medication administration and management process. All nurses and certified medication 
aides were educated on 10/3/2025 or prior to the start of their next shift.b. The Director of Nursing and/or 
designee performed competencies for medication administration on all nurses and certified medication aides 
on 10/3/2025, or prior to the start of their next shift. b. The Director of Nursing and/or designee initiated 
audits on 10/3/2025 for nurses and certified medication aides for compliance with medication administration. 
c. The Director of Nursing and/or designee will perform medication administration competencies on all 
nurses and certified medication aides completed on hire as part of the orientation process.d. On 10/3/2025, 
all residents profiles in [brand name of electronic health record redacted] were audited to ensure residents 
have up to date photo. The scope lowered from J to G at the time of the survey after verification the facility 
implemented processes including education, staff competencies and audits relating to medication 
administration. Findings include:R#1's Minimum Data Set (MDS) annual assessment dated [DATE] identified 
a Brief Interview for Mental Status (BIMS) score of 5, indicating severe cognitive impairment. The MDS 
included diagnoses of stroke, kidney disease, diabetes, dementia, anxiety, and depression. The MDS 
reported no swallowing disorder. The MDS coded R#1 took antianxiety, antidepressant, anticoagulants, 
hypoglycemic, and anticonvulsant medications during the lookback period.The Care Plan Focuses reflected 
R#1 had a risk for adverse effects related to the following use of:a. Psychotropic medications.b. 
Antianxiety/anticonvulsant medicationsc. Pain medicationd. Diabetic medicationse. AnticoagulantsThe Care 
Plan included Interventions that directed staff to administer medications as ordered then monitor, document 
side effects, and effectiveness of the medications. R#1's October 2025's Medication Administration Record 
(MAR) directed to give the following medications at breakfast or in the morning (AM). The MAR revealed 
Staff A, Licensed Practical Nurse (LPN), documented the following medications administered to R#1.a. 
Effexor ER (extended release) capsule 150 milligrams (mg) by mouth (PO) for major depressive disorderb. 
Effexor ER capsule 37.5 mg PO for major depressive disorderc. Ferrous Sulfate 7.5 milliliters (ml) PO for 
anemiad. Multivitamin one tablet PO for wound healinge. Namenda 10 mg PO for dementiaf. Pantoprazole 
20 mg PO for ulcersg. Vitamin D 2000 IU (international units) PO for Vitaminh. Calcium/Vitamin D 600-400 
mg-unit PO for supplementi. Diazepam 5 mg PO for anxiety managementj. Eliquis 5 mg PO related to 
cerebral infarction (stroke)k. Lyrica 75 mg PO for foot painl. Mag-Oxide 400 mg PO for supplementm. 
Sennoside Docusate 8.6-50 mg PO for constipationn. Vitamin C 500 mg PO to promote wound healingo. 
Baclofen 5 mg PO for macular degeneration p. Buspirone 10 mg PO for depressionq. Insulin Aspart 100 
unit/milliliter 5 units subcutaneous (SQ) for diabetesr. Insulin Basaglar 100 unit/milliliter 55 units SQ for 
diabetesR#3's October 2025 MAR directed to give the following medications at breakfast or in the morning 
(reported R#1's received R#3 medications in error). a. Aricept 10 mg PO for Alzheimer'sb. Aspirin 81 mg PO 
relating to strokec. Cholecalciferol 2000 units PO for supplementd. Clonazepam 0.25 mg PO for 
schizoaffective/bipolare. Lamotrigine 150 mg PO for schizoaffective/bipolar f. Metoprolol ER 75 mg PO for 
hypertensiong. Myrbetriq ER 25 mg PO for overactive bladder.h. Sertraline 50 mg PO for depressioni. 
Spironolactone 12.5 mg PO for supplementj. Calcium/Vitamin D 600-400 mg-unit PO for deficiencyk. 
Docusate Sodium 100 mg PO for constipationl. Fiber-Lax one capsule PO for bowelsm. Furosemide 40 mg 
PO for elevated BNP (hormone released by the heart) (lab test to indicate heart failure)n. Acetaminophen 
500 mg PO for osteoarthritiso. Gabapentin 300 mg PO for painp. Quetiapine 100 mg PO for 
schizoaffective/bipolar.The Incident Note dated 10/3/25 at 8:00 AM Staff A documented as they passed 
medications, they gave R#1 her morning medications without incident. After passing medications to other 
residents, Staff A got R#3's medications ready. Staff A went to R#1, tapped her shoulder, called out to R#3, 
and R#1 opened her mouth. Staff A then gave R#3's medications to R#1. After approximately 5 minutes, 
Staff A noted they gave the medications to the wrong resident. The staff called the provider, once they 
explained the situation and reported all the medications given to R#1, the provider directed to monitor them, 
take their vital signs every hour and if R#1 became lethargic (extremely sleepy) or unable to rouse (wake up) 
then send to the Emergency Department (ED). The provider called back after approximately 15 minutes and 
stated the physician would like to add 15-minute checks along with intravenous (IV) normal saline, 1 liter at 
75 milliliters (ml) per hour until completed to help flush the medications. If the facility didn't have that option 
available, then push fluids every 15 minutes. When Staff A got off the phone, they went to check R#1's vital 
signs and give her water to push fluids. Staff A found R#1 unresponsive to verbal or physical stimuli. Staff A 
immediately wheeled R#1 out of the dining room, to the back hallway where the Assistant Director of Nurses 
(ADON) and Staff D, MDS Coordinator Nurse, assisted her. Staff A called 911 while the ADON checked for 
resuscitation orders. The MDS Coordinator went into the room with the Certified Nurse Assistant (C.N.A.) to 
help monitor R#1 and attempt to rouse her. They gave R#1 one dose of Narcan to help with the extra 
narcotic she received. At this time, the Emergency Medical Team (EMT) showed up with fire and police 
assistance. R#1 remained unresponsive at that time but moved her arm slightly and they transferred her 
from the wheelchair to the gurney, she grimaced. R#1 transported to the ED via ambulance. The staff 
notified the Power of Attorney and Nurse Practitioner of R#1's transfer. A Facility Incident Report dated 
10/3/25 at 8:00 AM documented, Staff A passed A.M. medication (md). During the med pass, Staff A noted 
she gave R#1, her medication and at a later time she also gave R#3's medication to R#1. The staff could 
only rouse R#1 by calling out her name and then she opened her mouth and Staff A administered crushed 
medications to her. The Immediate action included: Staff A assessed R#1 and notified the on-call Nurse 
Practitioner (NP) of the incident, who directed to take vital signs (VS) every hour and 15-minute checks. In 
addition, the NP ordered to push fluids if they couldn't provide R#1 IV fluids. If R#1 became unresponsive or 
lethargic, send her to the ED.A Hospital ED report dated 10/3/25 at 8:27 AM indicated R#1 presented for 
evaluation of medication overdose and unresponsiveness. R#1 received her normal medication around 7:00 
AM, then shortly after accidentally received all of another resident's medication and subsequently became 
unresponsive. The Emergency Medical Services (EMS) reported pinpoint pupils, hypoxia (referring to 
insufficient oxygen) and a Glasgow Coma Scale (GCS) of 4 (response indicated brain injury). The GCS 
score improved with treatment. The hospital transferred R#1 to another hospital for treatment in the Intensive 
Care Unit (ICU).A Hospital admission report, dated 10/3/25 at 12:34 PM identified they admitted R#1 to the 
ICU for management of toxic encephalopathy (brain damage due to exposure to toxic substances) and 
cardiogenic shock (a life-threatening heart condition), hypotension (low blood pressure) and bradycardia (a 
low pulse rate) secondary to an accidental medication ingestion at the nursing facility. R#1 remained in the 
ICU for approximately 48 hours. Her encephalopathy and hemodynamic instability gradually resolved as the 
ingested medication metabolized (body broke down and wasted). They successfully weaned her off 
vasopressors (medication to raise blood pressure) and her mental status returned to baseline. On 10/4/25 
R#1 demonstrated severe dysphagia (difficulty swallowing). The hospital transferred her to the medical floor 
for further management. An interview on 10/6/26 at 1:00 PM, Staff B, Hospital Nurse, reported R#1 remained 
hospitalized . R#1 came to the ED unresponsive and had shallow breathing after she received another 
resident's prescribed medication.An interview on 10/7/25 at 12:12 PM, the Assistant Director of Nurses 
(ADON) recalled R#1's emergency intervention. Staff A approached the ADON and asked if they could have 
IV fluids delivered. The ADON asked why and Staff A said she gave R#1 someone else's meds. Staff A 
reported she called the on-call provider, who gave an order to give IV fluids or oral fluids every 15 minutes. 
The ADON reported, finished her task, and saw Staff A push an unresponsive R#1 toward her room. R#1 
responded to a sternal rub, but didn't verbalize. At that time, she held herself up and still breathed, Staff A 
called 911. The ADON reported R#1's had a low blood pressure with a slow and weak pulse. Staff A 
reported R #1 got double narcotics. The ADON reported she called the on-call provider directly on the cell 
phone and received an order for Narcan. As she gave the Narcan, the EMTs arrived and took over. R#1 
responded only to pain and her eyes fluttered. They transferred R#1 to the hospital. The ADON reported she 
talked to a tearful Staff A. Staff A said she called out to R#3 and R#1 opened her mouth, so she gave R#3's 
medication to R#1. The ADON reported the electronic software revealed R#1 received her medication at 
around 7:00 AM and then received R#3's medications about 7:48 AM. The ADON believed at 7:55 AM, Staff 
A summoned her and at 8:00 AM when she met R#1 unresponsive in the hallway. The ADON explained she 
checked the time at 8:10 AM when the EMT's arrived.An interview on 10/7/25 at 12:20 PM, Staff A recalled 
on 10/3/25 she gave R#1 morning medications including her insulin. Staff A recalled shortly after they gave 
R#1's medications in the dining room, they called out to R#3 and said take your medicine. Staff A reported 
she didn't even think, R#1 sat in her chair with her eyes closed, and had her mouth open. R#1 had a shower 
and looked different. Staff A said she just spooned R#3's crushed medications into R#1's mouth, went back 
to the chart and realized she made an error. Staff A reported she told Staff D and proceeded to call the 
on-call doctor. Staff A reported she just gave R#3's medication to R#1 and knew it was her fault. Staff A 
talked to the ADON about getting IV fluids and went back to the dining room at about 7:50 to 8:00 AM. When 
she arrived, she found R#1 unresponsive. She called 911 while other staff worked with R#1. Staff A 
described herself as a hot mess and the situation as really bad. She just wanted to go home because she 
wasn't in her right mind. The doctor told her the main concern was R#1 getting the extra anti-psychotics.An 
interview on 10/7/25 at 12:50 PM, Staff D, explained she helped get residents up and the ADON said they 
needed help now in R#1's room. Staff D reported she entered R#1's room and saw her in the wheel chair. 
Staff D stated she yelled R#1's name but she didn't respond to verbal stimuli or to a sternal rub. The ADON 
said to administer Narcan. Staff A retrieved the Narcan from the medication cart. The ADON administered 
the Narcan while Staff A called the ambulance. Staff D reported she got the paper work ready for transfer 
that included both R#1 and R#3's lists of medications. She reported R#1 got both medications listed.An 
interview on 10/8/25 at 9:25 AM, Staff E, Provider RN, reported on 10/3/25 about 7:30 AM she received a 
call from Staff A. Staff A reported she gave R#1 her medications and R#3's medications in error. Staff E 
instructed Staff A to monitor R#1 every hour and to send her to the emergency room if she had changes 
including lethargy. Staff E hung up and consulted Staff F, NP, who directed to monitor R#1 with increased 
frequency and add IV fluids.An interview on 10/8/25 at 9:32 AM, R#1's Family Member stated the facility and 
hospital staff informed him that R#1 received someone else's medication. R#1's Family Member explained 
this forced him to make major decisions on treatments for sustaining her life. R#1's Family reported R#1 
required ICU care, she now had new concerns regarding swallowing abilities, and continued receiving 
evaluation at the hospital.A Medication Management, Medication Administration policy updated 4/16/24 
instructed general procedures to follow for all medications, included to identify the resident before 
administering medications.
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