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Keep residents' personal and medical records private and confidential.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38087

Based on interview and record review, the facility failed to ensure a resident's private medical information 
was protected against unauthorized disclosure for 1 of 3 residents, when Resident 1 was furnished with 
medications labeled with medical information relevant to Resident 2 and Resident 3 upon discharge from the 
facility. This failure resulted in Resident 2 and Resident 3's private information being disclosed to another 
resident without their permission.

Review of Resident 1's clinical record indicated she was admitted on [DATE]. Resident 1had a brief interview 
for mental status (BIMS) score of 15 (a score of 13 to 15 indicates cognitively intact).

Review of Resident 1's social service progress note dated 12/19/23, indicated Resident 1 was accepted at 
another skilled nursing facility (SNF) and would discharge on 12/20/23.

Review of social service progress notes dated, 1/7/24, indicated Resident 1's friend (R1F) came to the facility 
to return medications given to Resident 1 upon her discharge that did not belong to Resident 1. Per R1F, the 
medications were not labeled with Resident 1's name and belonged to two residents currently residing at the 
facility from where Resident 1 had been discharged on [DATE].

During interview on 1/10/24 at 4:15 p.m. with R1F, she stated she accompanied Resident 1 to her home 
upon discharge from the second SNF. R1F stated Resident 1 noticed, among Resident 1's medication cards, 
there were 2 medication cards, not labeled with Resident 1's name. R1F stated Resident 1 took pictures of 
the medication cards and asked R1F if she would return the medications to the facility.

During a concurrent record review with R1F, she referred to photos taken by Resident 1, on 1/7/24, which 
contained pictures of the medications and medication cards of Resident 2 and Resident 3 that Resident 1 
had in her possession. Resident 2's medication card contained 42 yellow round pills, and the label of which 
indicated: [Resident 2's name] . 12/11/23 [facility name SNF], CARBIDOPA-LEVO 25-100MG . GIVE 2 
TABLETS BY MOUTH THREE TIMES A DAY FOR PARKINSONS DISEASE.

Resident 3's medication card contained 21 white oval pills, and the label of which indicated: [Resident 3's 
name] . 12/11/23 [facility name SNF], METOPROLOL SUCC ER 25MG . GIVE 1 TABLET BY MOUTH ONE 
TIME A DAY RELATED TO ESSENTIAL HYPERTENSION .

(continued on next page)
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During an interview on 1/11/24 at 10:30 a.m. with the director of nursing (DON), she stated that medications 
belonging to Resident 2 and Resident 3 were given to resident 1 upon her discharged on [DATE]. The DON 
confirmed that Resident 2 and Resident 3 were current residents at the facility. The DON stated the facility 
did not have authorization to disclose Resident 2 and Resident 3's personal health information to Resident 1. 
The DON further stated Resident 2 and 3's right to have their medical information protected against 
unauthorized disclosure was violated when the facility discharged Resident 1 and accidentally sent Resident 
2 and Resident 3's medications and medication cards labeled with their names, prescriptions, and drug 
indications.

During an interview on 1/11/24 at 1:00 p.m. with Registered Nurse A (RN A), she stated on 12/20/23, she 
was the assigned pm shift nurse for Resident 1. She stated Resident 1 was being discharged to another SNF 
and she called the receiving SNF to give report on Resident 1. RN A stated she obtained Resident 1's 
medications from the medication cart to give to Resident 1 and stated she did not recall giving any other 
resident's medications to Resident 1 other than those prescribed to Resident 1 upon discharge.

Review of the facility's policy Safeguarding of Resident Identifiable Information, dated 12/19/2022, indicated 
It is the facility's policy to implement reasonable and appropriate measures to protect and maintain the safety 
and confidentially of the resident's identifiable information and to safeguard against destruction or 
unauthorized release of information and records . 1. A facility may not release information that is 
resident-identifiable to the public .
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