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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
record reviews and interviews, for one of three sampled residents (Resident #1), the Facility failed to ensure
he/she was free from a significant medication error, when upon admission Resident #1's medications were
not reconciled and transcribed accurately, resulting in him/her receiving two doses of Rifampin (powerful
antibiotic) which had been discontinued at the hospital prior to his/her discharge.Findings include:Review of
the Facility Policy titled Physician's Orders and Transcription Policy, dated May 2025, indicated all physician
and authorized practitioner orders shall be:- accurately transcribed and verified by a second licensed nurse
prior to final entry into the electronic medical record (EMR).-orders shall be reconciled with the physician
upon admission, after hospitalization and discrepancies must be clarified immediately with the
prescriber.Review of the facility Policy titled, Admissions and Medication Verification Policy, dated May 2023
and as last revised January 2026 after the Incident, indicated that the Facility reconciles medications: -
utilizing the official, final medical document from the discharging hospital. - the admitting nurse identifies
and resolves discrepancies prior to order entry. - second verification nurse reviews the discharge summary
to confirm accuracy prior to activating in EMR.Resident #1 was admitted to the Facility in December 2025,
diagnoses include latent tuberculosis (mycobacterium tuberculosis bacteria in the body- dormant causing
no symptoms and non-contagious), anemia, muscle wasting, diabetes mellitus and acute kidney
failure.Review of the Report submitted by the Facility via the Health Care Facility Reporting System
(HCFRS), dated 12/24/25, indicated the Hospital called the facility on 12/15/25 to notify them that Resident
#1's Rifampin had been discontinued on discharge 12/04/25 and he/she should not have received the
medication.The HCFRS Report further indicated the Nurse who completed Resident #1's admission to the
facility as well as the second nurse verifying the orders utilized the Preliminary Hospital Discharge
summary, dated [DATE], to obtain physicians order, and did not utilize the finalized Hospital Discharge
summary dated [DATE], to ensure accurate reconciliation of his/her medications.Review of Resident #1's
preliminary Hospital Discharge summary, dated [DATE], indicated he/she had a discharge diagnosis of
Hepatotoxicity (Liver damage) secondary to Rifampin and Latent Tuberculosis and that Rifampin was
stopped due to toxicity and to remain off Rifampin indefinitely. Further review of Resident #1's Medical
Record indicated there was no documentation to support that the nursing staff reviewed the finalized
Discharge Summary or clarified discrepancies related to orders for Rifampin with the Provider.Review of
Resident #1's finalized Hospital Discharge summary, dated [DATE], indicated not to administer the
following;-Rifampin 150 mg capsule-Ibuprofen 600 mg tabletReview of Resident #1's Medication
Administration Record (MAR), for the month of December 2025, indicated he/she had physicians order for
Rifampin 150 milligram (mg) capsule- give three capsules once daily and although it was documented as
not having been administered on 12/05/25 through 12/13/25 due to not being available, it was however
documented as being administered on 12/14/25 and 12/15/25. Further review of Resident #1's medical
record indicated he/she
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required transfer to an acute care setting on 12/15/25 and his/her Hospital Discharge summary, dated
[DATE], indicated Resident #1 was readmitted to the hospital due to recurrent symptoms related to liver
injury.Review of Resident #1's Physician's Progress Note, dated 12/05/25, indicated to remain off Rifampin
indefinitely due to hepatotoxicity.During a telephone interview on 1/15/26 at 10:11 A.M., the Physician said
Resident #1 was not supposed to be given Rifampin due to hepatotoxicity and in their records the Rifampin
was not an active order.During a telephone interview on 1/15/26 at 10:21 A.M., the Nurse Practitioner (NP)
said when a new admission comes to the facility and it is after hours, the nurse will call the on-call provider
and read off the discharge orders from the hospital and telephone orders are given. The NP said the
provider reconciles the medications in their computer system with the current hospital discharge summary
and said on their computer system, the Rifampin was discontinued.During a telephone interview on
01/13/26 at 2:26 P.M., the Nursing Supervisor said that she used the preliminary (preadmission) Hospital
Discharge summary, dated [DATE], that was sent to the admission Coordinator and saw Rifampin as a
current medication called the on-call provider, verbally reviewed and reconciled the medication list and then
entered them into their EMR system. The Nursing Supervisor said she did not see the diagnoses of
hepatotoxicity related to Rifampin on the discharge paperwork and did not use the finalized Hospital
Discharge Paperwork sent with Resident #1 on his/her actual date of admission to reconcile his/her
medications.The Nursing Supervisor said the second nurse (who was responsible for double checking the
admission orders) should have verified the medication orders from the final Hospital Discharge summary
dated [DATE] and did not.During an interview on 01/12/26 at 12:58 P.M., the Unit Manager said that she
was unaware that Resident #1's medications were not reconciled or transcribed accurately upon admission.
The Unit Manager said that medication reconciliation is very important, should always be completed by two
nurses for accuracy from the Final Discharge Summary from the Hospital to ensure that no changes have
occurred and, in this case, it was not done.During a telephone interview on 1/20/26 at 11:57 A.M., the
admission Coordinator said she had given the Hospital Discharge summary, dated [DATE], to the Nursing
Supervisor to enter Resident #1's initial information and that she also checked for an updated Discharge
Summary, printed it and brought it to the Nursing Unit where Resident #1 was being admitted . During an
interview on 01/12/26 at 12:35 P.M., the Assistant Director of Nurses (ADON), said the process on
admission has been that the admission Coordinator will give a copy of the preliminary Discharge Summary
from the Hospital so the staff can input information but the final orders and verification process have always
been to use the most recent updated (finalized) Hospital Discharge Summary and in this case it was not
done. The ADON said that the Facility's expectation is that once a Resident is admitted to the facility, all
medications and treatments must be reconciled by two nurses from the most current (finalized) Discharge
Summary provided by the Hospital, with physician's orders obtained.On 1/12/26, the Facility was found to
be in Past Non-Compliance and presented the Surveyor with a plan of correction, with an effective date of
12/29/25, which addressed the area(s) of concern as evidenced by:A. The Facility discontinued Resident
#1's order for Rifampin on 12/15/25 and listed it as an allergy on his/her Medication Administration
Record.B. Resident #1 was readmitted to the facility, he/she continues to be monitored by nursing, and
remains stable. C. On 12/16/25, the Facility immediately conducted training for all nursing staff involved in
the admission of Resident #1 which included a review of the Policy titled, Admissions and Medication
Verification Policy and the Physician's Orders and Transcription Policy.D. On 12/16/25, a checklist for audits
of admission and readmission of Residents was initiated by Nursing Administration for all Unit Managers to
conduct audits on all newly admitted residents and residents being readmitted .E. The Management team
has instituted morning
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rounds to review all residents admissions/readmissions.F. The Staff Development Coordinator continues to
provide ongoing education and training with all Nursing Staff on the Admission/readmission (including
accurate medication reconciliation) Process.G. On 12/15/25, an AD HOC Quality Assurance Performance
Improvement (QAPI) meeting was conducted, and concern areas were discussed.H. The Policy titled
Physician's Orders and Transcription was reviewed and new processes were implemented to ensure
accuracy when reconciling and transcribing Physician's orders. I. The results of the audits will be reviewed
at the next monthly QAPI meeting on 1/13/26.J. The Director of Nursing and/or Designee are responsible
for overall compliance.
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