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Based on interview and record review, facility staff failed to ensure one resident (Resident #1) remained free 
from accidents when Resident #1 received Resident #2's medications. The facility census was 66. 1. Review 
of the facility's Medications, Errors and Drug Reactions policy, undated, showed staff are directed to 
safeguard the resident and provide emergency care as needed. Complete a resident assessment every shift 
for at least seventy-two hours. The policy did not address contacting the pharmacy after a medication error.
Review of the facility's Medication Administration Guidelines policy, undated, showed it is the purpose of this 
facility that residents receive their medications on a timely basis and accordance with established policies. 
Drug administration shall be defined as an act in which an authorized person, in accordance with all laws and 
regulations governing such acts, gives a single dose of a prescribed drug or biological to a resident. The 
complete act of administration entails removing an individual's dose from a previously dispensed, properly 
labeled container (including a unit dose container), verifying it with the physician's orders, giving the 
individual dose to the proper resident, and promptly recording the information. Medications may not be 
prepared in advance and must be administered within one hour of preparation.2. Review of Resident #1's 
Quarterly Minimum Data Set (MDS), a federally mandated assessment tool, dated 11/10/25, showed staff 
assessed the resident as cognitively intact.Review of the resident's plan of care plan, dated 11/15/25, 
showed staff were directed to administer medications as ordered.Review of the resident's Physician Order 
Sheet (POS), undated, showed the POS did not contain an order for Lithium (used to stabilize mood) 1500 
milligram (mg) tablet, Sertraline (used to treat antidepression) 75 mg tablet, Synthroid (used to treat an 
underactive thyroid gland) 200 microgram (mcg) tablet, or Topiramate (used to treat seizures and prevent 
migraines) 150 mg tablet.Review of the resident's progress note, dated 11/29/25, showed Licensed Practical 
Nurse (LPN) C documented Resident #1 received Resident #2's medications of Lithium 1500 mg, Sertraline 
75 mg, Synthroid 200 mcg and Topiramate 150 mg. Review showed the nurse prepared medication to 
administrated and resident had noted he/she wanted to take his/her medications closer to 10:00 P.M., LPN C 
documented Resident #1 approached him/her at approximately 9:45 P.M., requesting medication be placed 
in pudding. He/She documented he/she grabbed a pudding container out of cart and opened it. He/She 
documented at the time the nurse he/she placed the pudding onto medication cart, Resident #1 picked up 
medication cup that was placed on top of med cart and dumped them into the pudding and consumed them. 
During an interview on 12/10/25 at 3:10 P.M., LPN C said there were a lot of behaviors by residents during 
the day of the medication error. He/She had got Resident #1's medications together, took it to him/her, but 
the resident refused and wanted it later. He/She said he/she went back to the cart and locked the 
medications in the top cart. He/She said he/she had taken Resident #2's medication to him/her and he/she 
refused, so he/she placed the medications in the medication cart. He/She said he/she was helping other 
resident's, when Resident #1 approached him/her about his/her medication. He/She said he/she pulled the 
medications out of the cart, without looking at the marked cup, and sat the medications on the cart. LPN C 
said Resident #1 wanted pudding to put the medications in, so he/she reached to grab a spoon. He/She said 
while he/she grabbed a spoon, Resident #1 picked up Resident #2's medications off the cart and ingested 
before he/she had a chance to verify he/she had pulled the correct medications from the cart. He/She said 
he/she never handed the medications to Resident #1. During an interview on 12/09/25 at 12:22 P.M., the 
administrator said staff are directed to identify the resident prior to administering medications. He/She said 
staff are directed to administer medication to one resident at a time. He/She said LPN C was assisting 
several other residents at the same time, which caused him/her to be overwhelmed, at the time of the 
medication error. During an interview on 12/09/25 at 12:23 P.M., the DON said staff are educated to verify 
the identity of the resident prior to administering medications. He/She said staff are directed to administer 
medication to one resident at a time. He/She said LPN C was overwhelmed when assisting several other 
residents at the same time of the medication error. Complaint #2682543
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