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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, medical record review, facility investigation review, and interviews, and corrective action 
plans, the facility failed to prevent significant medication errors for 1 (Resident #99) resident of 4 residents 
reviewed for medication administration. Registered Nurse (RN) M administered medications intended for 
another resident to Resident #99 in error. The medication error caused Resident #99 to develop severe 
hypotension (low blood pressure) resulting in hospitalization. The facility's failure to administer medications 
according to physician's orders resulted in HARM to Resident #99. The facility was cited at F-760 as Past 
Non-Compliance. No further corrective actions are required. Non-Compliance began 9/1/2025 and ended on 
11/17/2025. The findings include:Review of the facility policy titled, Administering Medications, dated 
12/2024, revealed .Medications shall be administered in accordance with orders .per best practice/regulatory 
guidelines .The individual administering medications verifies the resident's identity before giving medications .
The individual administering the medication must check the label 3 times to verify right resident, right 
medication, right dosage, right time and right .route of administration .before giving the medication . Review 
of the medical record revealed Resident #99 was admitted to the facility on [DATE] with diagnoses including 
Hemiplegia, Affecting Right Dominant Side, Atrial Fibrillation, Hypertensive Chronic Kidney Disease, 
Hypertension, and Anemia. Review of a quarterly Minimum Data Set (MDS) assessment dated [DATE], 
revealed Resident #99 scored a 14 on the Brief Interview for Mental Status (BIMS) assessment which 
indicated the resident was cognitively intact. Resident #99 required supervision by staff with activities of daily 
living.Review of the facility investigation and witness statements dated 9/1/2025, revealed at approximately 
8:25 AM, RN M obtained medications from the medication cart which were prescribed to another resident 
located next door to Resident #99. RN M failed to check the medication labels for the correct resident, 
medication, dosage, and time prior to the administration of the medications to Resident #99. RN Mfailed to 
identify the medication error that had occurred during the documentation of the medication administration to 
Resident #99. Resident #99 became symptomatic at approximately 10:25 AM (2 hours after administration of 
the incorrect medications) when he reported dizziness, and lightheadedness, and questioned the nurse as to 
what medications he had been given. RN M discovered she had administered medications intended for 
another resident located in the room next door to Resident #99, in error. Resident #99 received incorrect 
medications of Isosorbide Mononitrate Extended Release Tablet 120 milligrams (mg) (medication used to 
treat Coronary Artery Disease and lowers blood pressure), Jardiance 10 mg tablet (medication used to treat 
Diabetes, Heart Failure and Chronic Kidney Disease which lowers blood pressure and blood sugar levels), 
Losartan 50 mg tablet (medication used to lower blood pressure), Mucinex 600 mg (a decongestant), 
Pantoprazole 40mg (a medication used to treat gastric reflux) and Vitamin D3. Continued review of the 
facility investigation and nursing notes dated 9/1/2025, revealed .[Resident #99] was given wrong packet of 
medications .not his .but the person in neighboring room .Resident's BP [blood pressure] was 90/60 HR 
[heart rate] 53, BG [blood glucose] 168 .Nurse realized he was given wrong meds[medications] .contacted 
MD [medical doctor] .told to push fluids .give salty and sugary snack to counter [counteract medications] and 
recheck in half hour .When BP continued to drop 59/36 [critical low] MD ordered IV [intravenous fluids].500 
ML [milliliter] bolus .Following bolus, BP improved to 76/53 [critical low] and MD ordered second 500 ML 
bolus .IV was lost [unable to be used] trying to set up second bolus .Resident reported 'seeing black things' 
and MD ordered him sent out [emergency room )ER)] and skip placing a new IV .911 was called .Resident 
was sent to [hospital] .Review of the regional hospital emergency department (ED) medical records for 
Resident #99 dated 9/1/2025, revealed .Chief Complaint . [Resident #99] is an 85 y.o. [year-old] male 
admitted [to the ED] with .hypotension .Patient [Resident #99] is direct transfer from [satellite hospital] due to 
medication error at SNF [skilled nursing facility] .Patient was inadvertently administered another patient's 
medications .received Isosorbide Mononitrate 120mg, Jardiance 10mg, Losartan 50mg .Mucinex 600mg, 
Pantoprazole 40mg and Vitamin D3 . Continued review revealed .After patient [Resident #99] was mistakenly 
given wrong medications .about 1.5 hours later he complained about light headedness, his BP rapidly 
trended down .An IV was started at the SNF .but was quickly sent by EMS to the [satellite hospital] ED where 
he arrived with a BP of 82/51 [low] He received another 500ml bolus en route to the ED .Received another 
1500ML NS [Normal Saline] [bolus] at [satellite hospital] en route to [regional hospital ED] .On arrival.BP was 
80/50 [low] and another 500 ML NS bolus was ordered . Continued review revealed .Subsequent BPs have 
been 99/57, 94/53, and 96/54 .All antihypertensives suspended and no meds prescribed that might adversely 
impact BP .He is awake, alert, oriented x4 [person, place, time, and circumstances] .denies any complaints .
understands situation .Patient [Resident #99] is admitted for observation [to the hospital] overnight .once BP 
is stabilized . and side effects are resolved .During an interview on 12/9/2025 at 11:37 AM, RN M stated on 
the morning the error was made (9/1/2025), she was distracted as she spoke to another staff member while 
preparing medications from the medication cart. RN M stated she had inadvertently pulled the wrong 
medications (intended for another resident) from the medication cart and administered the medications to 
Resident #99, in error. RN M confirmed at the time of the medication error, she had not checked the labels or 
medications according to established clinical standards and facility policy, to verify the correct resident, 
medication, dosage, time, or route of administration before administering the medications to Resident #99.
During an interview on 11/9/2025 at 11:50 AM, the Director of Nursing (DON) confirmed the facility 
investigation and root cause analysis conducted by the facility in response to the significant medication error 
of Resident #99 was a result of RN M violating facility policies, and not following the clinical standards of 
practice related to safe medication administration, which led to the severe hypotension, and hospitalization 
(HARM) to Resident #99. The facilities corrective action plans were reviewed, verified, and validated on site 
by the Surveyor from 12/8/2025 - 12/10/2025 as follows:On 9/1/2025, RN M informed facility administration 
of the error as soon as it was determined on 9/1/2025 and began monitoring and documenting Resident 
#99's vital signs and clinical status. The nurse and facility supervisor immediately notified the attending 
Physician and Responsible Party for Resident #99 of the error and impacts on the resident. The Physician 
ordered supportive treatments. The nurse and supervisory staff completed all required internal 
documentation of the incident which was reported to facility leadership. On 9/1/2025, an Ad HOC (unplanned 
meeting for a specific urgent purpose) Quality Assurance (QA) meeting of the incident was performed which 
included the house supervisor, DON, and the physician by phone, which was verified and validated onsite by 
the surveyor through review of the QA meeting minutes, sign in sheets, and interviews of administrative staff 
and physician from 12/8/2025 - 12/10/2025.On 9/1/2025, the facility Quality Director and DON performed a 
full audit of all medication carts in the facility for all resident medications and no other medication errors were 
identified. Surveyor verified and validated onsite from 12/8/2025 - 12/10/2025 through review of audits, 
documentation, and multiple staff interviews with no concerns identified. 0n 9/1/2025, after the facility 
investigation and root cause analysis was conducted, the facility initiated immediate re-education of all 
licensed nurses on duty which was conducted by the House Supervisor and the Quality Director related to 
the 5 rights of medication administration, standards of practice related to medication administration, and 
facility policy. All staff who were not on duty between 9/1/2025-9/2/2025 were required to complete online 
re-education prior to start of their next scheduled shift. Staff Education for all licensed nursing personnel was 
completed by 9/5/2025. Surveyor verified and validated onsite through review of staff education, sign in 
sheets, and facility documents, and through multiple staff interviews conducted on 12/8/2025 - 12/10/2025. 
On 9/5/2025, RN M received corrective counseling which was documented in the personnel file. RN M was 
reassigned to an alternate clinical unit after completion of counseling and re-education related to the five 
rights of medication administration. Surveyor verified and validated onsite RN M had received corrective 
counseling and was knowledgeable about the 5 rights of medication administration through employee record 
review and interview conducted on 12/10/2025. On 9/5/2025, the facility Quality Assurance (QA) Team 
reviewed the incident findings and ordered additional interventions which included Pharmacy Audits for 4 
weeks that included observations of medication administration for accuracy and medication administration 
competency testing conducted from 9/5/2025 through 9/30/2025. The surveyor verified and validated onsite 
through review of the completed Pharmacy Audits, nurse competency testing, observations of medication 
administration, and medical record review of physician orders from 12/8/2025-12/10/2025. The facility QA 
team re-evaluated findings of the weekly audits and identified no other errors had occurred, and additional 
education related to medication administration and related facility policies, was completed on 10/20/2025. 
The QA team elected to continue observations and knowledge checks for two additional periods performed 
on 10/21/2025 and 10/30/2025 with no additional negative findings. The surveyor verified and validated 
onsite through facility documentation review from 12/8/2025 - 12/10/2025. The Surveyor verified, the facility 
continued with observations and knowledge checks with no concerns identified. The QA team conducted 
additional medical record reviews of randomly selected residents on 10/20/2025 - 11/17/2025. Nursing 
leadership reviewed findings in daily morning meetings with all the department heads. The facility continued 
with weekly medication cart audits by the DON and these audits were implemented as a measure to maintain 
sustained compliance and were ongoing at the time of the State Agency Recertification Survey with no 
additional medication errors identified. The surveyor verified and validated onsite through facility 
documentation review, weekly audit reviews, and interviews. The facility continues with ongoing audits with 
no concerns identified. The State Survey Agency (SA) corroborated the staff had received education and 
retraining related to the incident, medication errors, medication administration, following standards of 
practice, and the 5 rights of medication administration. The education was performed as 
reported/documented and verified through multiple staff interviews, and observations of medication 
administration passes conducted throughout the onsite recertification survey. No medication errors were 
observed during surveyor observations. No medication errors were detected during clinical record reviews of 
sampled residents. Quality Assurance sign-in sheets were also reviewed and corroborated with the 
corrective actions reported and the corresponding timeline and facility investigation documents. The facility's 
Medical Director confirmed participation in the QA meeting of the incident during interview on 12/9/2025.
Review of the medical record revealed Resident #99 returned to the facility after an overnight hospitalization 
observation (9/2/2025) and completed his rehabilitation at the SNF without further incidents. Close 
monitoring of the resident was documented upon his return and continued until his eventual discharge back 
to an assisted living on 9/5/2025. At the time of the State Agency survey, Resident #99 remained in stable 
condition as a resident at the adjacent assisted living center on campus where he lived with his spouse.
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