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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39448

Based on interview and record review, the facility failed to administer medications to the correct resident for 
one of two sampled residents (1).

This failure placed Resident 1 at an increased risk of low blood pressure.

Findings:

Per the facility's Resident Face Sheet, Resident 1 was admitted to the facility on [DATE] with diagnoses to 
include heart failure, atrial fibrillation (abnormal heart rhythm).

On 5/7/25 at 9:40 A.M., an interview was conducted with the Director of Nursing (DON). The DON stated, on 
4/25/25 Licensed Nurse (LN) 2 administered propranolol (a medication to treat heart problems and high 
blood pressure) and losartan (a medication to treat high blood pressure) to the wrong resident (Resident 1). 
The DON further stated, the error occurred because LN 2 thought Resident 1 was a different resident, and 
gave him the other resident's medications by mistake.

LN 2 was not available for interview.

Per the facility's Physician Order Report, dated 5/7/25, Resident 1 did not have any orders for propranolol or 
losartan.

Per the facility's Resident Progress Notes, there was a note on 4/25/25 at 5:31 P.M., by LN 2, which 
indicated that LN 2 realized she gave Resident 1 the wrong medication when she gave him losartan and 
propranolol. The note further indicated that Resident 1's blood pressure at the time of administration was 
92/55 (a low blood pressure reading).

A review of the facility's policy and procedure, revised October 2023, was conducted. The policy indicated, . 
Administration of Medications/Treatments . 4. The resident's identity is confirmed prior to administering the 
medications/treatments . 
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