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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility record review, hospital emergency department record review, and Resident, Responsible Party, staff, 
and Medical Director Interviews, the facility failed to ensure a resident received the medications ordered for 
her by the physician at discharge from the facility. At the time of discharge on [DATE] medications belonging 
to another resident were inadvertently provided to Resident #1. On 10/21/25 the Responsible Party looked at 
the medication packaging and realized the medications were prescribed for another resident and she was 
taken to the Emergency Department (ED) for evaluation. The ED Provider Note stated Resident #1 had no 
complaints, but the RP stated she was shaky over the last few days. The ED Provide Note further stated 
Resident #1 looked good clinically with normal laboratory results and the results of the electrocardiogram 
completed that day were at her baseline. No treatment or interventions were provided and the ED provider 
indicated he did not see any evidence of a major medication reaction. Resident #1 was deemed safe for 
discharge home on [DATE]. The deficient practice occurred for 1 of 3 residents reviewed for discharge from 
the facility (Resident #1).Findings included:Resident #1 was admitted to the facility on [DATE] with rib 
fractures due to a fall.An admission Minimum Data Set (MDS) assessment dated [DATE] indicated Resident 
#1 was cognitively intact.During an interview by phone with Nurse #2 on 10/30/2025 at 12:25 pm she stated 
when she came into the facility for her 7:00 pm shift on 10/17/2025 Resident #1's RP came into the facility 
and took her to the car without notifying the nurse. Nurse #2 stated Nurse #1 asked the RP to come back 
into the facility so that she could explain the medications and give him Resident #1's medications. She stated 
she went over the list of medications with the RP and after explaining the medications he signed the 
medication list. Nurse #2 stated Nurse #1 gave the bag of medications to the RP and gave him one card of 
narcotic pain medication that was ordered for Resident #1 that she and Nurse #1 had just counted. Nurse #1 
was interviewed by phone on 10/30/2025 at 12:21 pm and she stated Resident #1's Responsible Party (RP) 
came into the facility on [DATE] during the shift change at 7:00 pm and took Resident #1 to the car without 
telling anyone that they were leaving. Nurse #1 stated Nurse #2 saw the RP leaving with Resident #1 alerted 
her and she ran out to the parking lot and asked the RP to allow her to go over Resident #1's discharge 
instructions before he left. Nurse #1 stated the RP came back into the building but was very agitated and 
was rushing her when she was giving him the medications and the instructions for Resident #1's 
medications. Nurse #1 stated she did not know how another resident's medications were put into Resident 
#1's discharge bag. Nurse #1 stated Nurse #2 who was coming in for the 7:00 pm shift counted Resident 
#1's narcotic pain medication with her and they both signed them out before giving them to the Responsible 
Party. Nurse #1 stated she was certain Resident #1 received her own narcotic pain medication.During a 
phone interview with the Responsible Party (RP) on 10/30/2025 at 12:53 pm he stated Resident #1 was sent 
home with another resident's medications and he had given her the wrong medications for four days before 
he realized the medication cards had another resident's name. The RP also stated he was given a list of 
Resident #1's medications and instructions for how to give them but he looked at the medication cards when 
he gave Resident #1 the medications and did not look at the medication instructions he was given by the 
facility. The RP stated he called emergency services on the fourth day when she became confused and had 
jerking motions in her arms, and he realized the medications he gave her belonged to another resident.On 
10/31/2025 at 11:06 am Resident #1 was interviewed by phone and stated she did not remember going to 
the emergency room on [DATE]. She stated her Responsible Party administered her medications to her after 
she was discharged from the facility and she did not look at the packages containing the medications.Review 
of the Emergency Department Provider Notes dated 10/21/2025 at 2:51 PM indicated Resident #1 was 
brought to the emergency department and was seen and evaluated for the chief complaint of a medication 
problem. It was noted the resident had recently discharged (10/17/21) from a local skilled nursing facility and 
her Responsible Party (RP) had been giving her the medications provided by the facility. After a few days the 
RP began to get suspicious because it seemed she was taking a lot more medications than she had 
previously. When the RP looked medication packaging, he noticed another resident's name on some of the 
packaging and called poison control and came to the hospital. The Emergency Department Provider Note 
stated Resident #1 had no complaints, but the RP stated she was shaky over the last few days. The 
Emergency Department Provide Note further stated Resident #1 looked good clinically with normal 
laboratory results and the results of the electrocardiogram completed that day were at her baseline. No 
treatments or interventions were provided and the ED Provider indicated he did not see any evidence of a 
major medication reaction. Resident #1 was deemed safe for discharge home on [DATE] at 6:57 PM.An 
interview was conducted with the facility's Medical Director on 10/30/2025 at 1:56 pm and she stated she 
cared for Resident #1 during her stay at the facility. The Medical Director stated she reviewed Resident #1's 
medications and the medications that were inadvertently sent home with her, that belonged to another 
resident, when she was discharged from the facility. The Medical Director stated the Emergency Department 
made them aware Resident went home with another resident's medications on 10/21/2025. She stated she 
reviewed Resident #1's medication list and reviewed the medications the hospital listed were sent home with 
her that belonged to another resident. The Medical Director further indicated she reviewed the laboratory 
results, electrocardiogram, and assessments done in the Emergency Department. The Medical Director 
stated Resident #1 was not harmed and her laboratory and electrocardiogram results did not indicate she 
had received the medications that were inadvertently sent home with her.The Director of Nursing (DON) was 
interviewed on 10/30/2025 at 10:55 am and stated Resident #1 discharged from the facility on 10/17/2025. 
She stated the discharging nurse, Nurse #1, had given Resident #1's RP medications that belonged to 
another resident. The DON stated the RP had rushed Nurse #1 and she had accidentally picked up the 
wrong medications. The DON stated the hospital notified the facility on 10/21/2025 of the wrong medications 
being sent home with Resident #1 and the facility immediately put a plan of correction in place.During an 
interview with the Administrator on 10/30/2025 at 10:55 am he stated the facility was notified by the hospital 
on [DATE] that Resident #1 was discharged home with another resident's medication and was at the 
Emergency Department for evaluation. The Administrator stated they tried to call the RP, but he did not 
return their call. The Administrator stated they immediately began a plan of correction to ensure no other 
residents had been discharged with the wrong medications.The facility provided the following corrective 
action plan with a compliance date of 10/23/2025:Address how corrective action will be accomplished for 
those residents found to have been affected by the deficient practice. At the time of discharge on [DATE] 
medications belonging to another resident were inadvertently provided to Resident #1's Responsible Party 
(RP) which potentially could have been given to Resident #1 by the Responsible Party. A printed list of 
Resident #1's medications with instructions was reviewed with and signed by the responsible party when 
Resident #1 was discharged from the facility. On 10/21/25 Resident #1 was assessed by medical staff, 
including the physician (MD), in the Emergency Department (ED) at a local hospital. Per the hospital notes, 
no complications were identified by the MD related to the resident receiving incorrect medications at home. 
The hospital notes indicated the Responsible Party gave Resident #1 medications that belonged to another 
resident. Address how the facility will identify other residents having the potential to be affected by the same 
deficient practice. To identify other residents who had the potential to be affected, the facility clinical nursing 
team, under the supervision of the Director of Nursing (DON), audited all resident discharges to home that 
occurred in the 2 weeks prior to the discharge in question on 10/17/2025. This audit included phone calls to 
the discharged resident or RP of the discharged resident to determine if there were issues with incorrect 
medications being sent home with the resident. There was no medication issues discovered from this audit 
which was completed by the DON on 10/23/2025. 3. Address what measures will be put into place or 
systemic changes made to ensure that the deficient practice will not recur. To ensure that deficient practice 
will not recur, the facility DON and Unit Coordinators (UC) initiated an in-person and telephonic in-service on 
10/22/2025 with 100% of current facility nurses, including any agency nurses who work a shift. The 
telephonic in-service consists of text communication to the nurse from the facility DON, with a visual image of 
the in-service included. The nurse is required to respond back to the DON that they read and understand the 
in-service. The DON was responsible for ensuring and recording responses. This in-service training specifies 
that 2 nurses will be required to sign off on the medication review of any resident who discharges home with 
medication(s). The training for this newly implemented process will allow the facility to double-check that 
correct medications are sent home with the resident or the RP of the resident. Any nurse(s) who were not 
available on 10/22/2025 for this in-service training on medications provided to residents discharging home, 
will be trained on their next scheduled shift and before they can participate in discharging residents home 
with medications. The DON is responsible for tracking who requires the in-service and ensuring that no one 
works before they receive the in-service. Any nurse(s) who are hired (or new agency nurses) after the 
initiation of this in-service on 10/22/2025 will be trained as part of the orientation process and prior to being 
allowed to discharge residents home with medications. The DON is responsible for training new staff and 
tracking compliance. 4. Indicate how the facility plans to monitor its performance to make sure that solutions 
are sustained. Include dates when corrective action will be completed. The facility will monitor its 
performance to make sure solutions are sustained in the area of discharging residents' home with the correct 
medications. The monitoring component will be completed by the DON and UCs, for any resident who 
discharges home with medications. The DON and UCs will use a QA form, the Medication Prep at Discharge 
Audit Form, to provide evidence of auditing and if the medication portion of the discharge was performed 
correctly. Monitoring will take place weekly for four weeks, bi-monthly for four weeks then once monthly for 
two months. The QA form allows the nurse to verify, via signature, that the right medications are being sent 
home with the discharging resident and that two licensed nurses verified and signed acknowledgement that 
only that resident's medications are included. If a resident discharges home with incorrect medications, it will 
be addressed at the time of the discovery by the DON or UCs who will report directly to the Facility 
Administrator (NHA) and Medical Director. The facility created a QA team consisting of DON, Administrator 
and UCs. The initial meeting was held on 10/22/2025 and will be held weekly x 4 weeks, bi-monthly x 4 
weeks and then monthly x 1 quarter to ensure compliance. Any discharge(s) since the previous meeting will 
be reviewed at that time for compliance. The team will also review ongoing in-servicing of new nurses. The 
DON will be responsible for taking the results of the QA form audits and the team meetings to the Executive 
Quarterly QA Meeting. The next Executive Quarterly QA meeting is scheduled for 11/6/2025. The facility 
alleges compliance with this corrective action plan as of 10/24/2025.On 10/30/2025 the facility provided a 
corrective action plan which included review of Resident #1's emergency department record which stated 
Resident #1 presented to the emergency department because she received the wrong medications when 
discharged from the facility. The emergency department record also stated Resident #1 suffered no major 
medicine reactions, her labs were normal, her electrocardiogram showed no changes, and she was safe to 
discharge back home from the emergency room. The facility also provided Resident #1's Transfer/Discharge 
Report dated 10/17/2025 and signed by the RP, which included a medication list that stated how and when 
the medications should be administered. The facility provided a list of residents that were discharged within 
the prior two weeks, and each resident or their RP was interviewed to ensure the correct medication was 
sent home with each resident by the Director of Nursing on 10/23/2025. The facility provided in-service 
education regarding the discharge process for nurses and specified 2 nurses will be required to sign off on 
the medication review of any resident who discharges home with medication(s). The in-service education 
was also included in the facility's orientation process for nurse. A sample of nursing staff were interviewed 
regarding the in-service education and were able to verbalize understanding of the process for discharge 
medications. The facility provided documentation of audits beginning 10/24/2025 of discharged resident's 
medications that occurred after the initial audit of previous residents that were discharged . The facility also 
provided a copy of the minutes from a Quality Assurance Performance Improvement meeting held 
10/22/2025 to discuss and review the plan of correction and any residents that have been discharged . The 
facility's corrective action plan completion date of 10/24/25 was validated.
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