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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide pharmaceutical services (including procedures that 
assure the accurate acquiring, receiving, dispensing, and administering of all drugs and biologicals) to meet 
the needs of 1 (Resident # 1) of 2 residents reviewed for parenteral fluids.The facility failed to ensure on 
8/15/2025 that Resident # 1's intravenous medication bag was correctly labeled with the resident's name.
This failure could place residents at risk for medication error and delay in medication administration.The 
findings included: Record review of Resident # 1's MDS assessment, dated 8/01/2025, reflected the resident 
was an [AGE] year-old-resident who was admitted to the facility on [DATE]. The resident had a diagnoses 
which included: Atrial Fibrillation (an irregular and often rapid heart rhythm in the upper chambers of the 
heart, called the atria), Coronary Artery Disease (a condition where the heart's blood vessels narrow or 
become blocked, usually due to a buildup of plaque made of fat, cholesterol, and other substances), 
Hypertension (high blood pressure), Wound Infection, Diabetes Mellitus (a condition where the body cannot 
properly use glucose, a type of sugar, for energy), Non-Alzheimer's dementia (brain conditions that cause a 
decline in thinking, memory, or other cognitive abilities but are not caused by Alzheimer's disease. Resident 
# 1's BIMS score was 03 which indicated severe cognitive impairment. Record review of Resident # 1's 
physician's order dated 7/29/2025 reflected an order for Meropenem intravenous Solution Reconstituted 500 
MG. Use 500 MG intravenously every 6 hours for Sacral Wound Infection for 5 weeks. Start date 7/30/2025, 
End date 9/02/2025. Record Review of Grievance Binder reflected Grievance/Concern Report dated 
8/15/2025 Name and contact information of person expressing concern: LVN A and Family member. 
Department concern is related to: Nursing, Description of concern: Care concern, Other: Family member had 
concerns regarding medication concern. Date assigned: 8/15/25, Action Taken: 1:1 Inservice completed by 
DNS. Was the person expressing the concern notified of the results or concern resolution: Yes, In Person. 
Outcome: Person/Resident satisfied with community's response to concern. Administrator's signature and 
dated 8/16/25. Training/Retraining form dated 8/15/2025, Topic: 5 Rights of medication administration and 
Utilizing the StatSafe (automated medication management system) when medications are not available, for 
Employee: LVN A 2-10 shift. In a phone interview on 11/17/2025 at 4:11 PM with LVN A she said Resident # 
1 was on an IV antibiotic, Meropenem. She said it was a very busy day and when she picked up the 
medication, she only saw the name of the medicine and the dosage but did not see the resident's name. She 
said that the Family member was rushing me and brought it to my attention that the resident's name was 
different. LVN A said that at that moment she stopped the machine and notified the DON and the physician. 
She said there were no new orders given by the doctor. She said she also called the pharmacy to order more 
medication. She said, I saw that it was the right dose and the right medication, but I didn't check the label for 
the name. Everybody was talking to me and asking questions. She said there was medication on hand for 
the resident and restarted the medication with the resident's own medication. She said the medication that 
was hung the first time had infused for less than five minutes. She said she had a 1:1 in-service on the 5 
rights of medication administration. She said not following the 5 rights can cause a resident to have reaction 
and depending on the medication, could worsen an infection or could cause an interaction and have 
consequences.In an interview on 11/18/2025 2:10 PM with the DNS said, she received a phone call from 
LVN A at 3 AM that she had an issue grabbing the wrong IV. The DNS said she spoke to the family the 
following day and informed them that there was no harm to the resident as it was the same medication and 
dosage. She said she informed the family of the plan of correction regarding the incident, and they agreed. 
The DNS said she had a 1:1 in-service on the 5 rights of medication administration and what to do if 
medication is not available. She said she also informed the NP, and no new orders were given. The DNS 
said she held an in-service on medication administration in July for all staff and in-service on medication 
administration was done in September. She said by not following the 5 rights of medication administration 
would be based on a case-by-case scenario, and in this case, there was no potential harm to the resident 
because it was the same medication. She said LVN A is a good nurse and compassionate, there have been 
no customer complaints about her. The DNS said she frequently provides re-education on medication 
administration and reminders on the 5 rights of medication administration (The five fundamental rights are 
simple checks healthcare providers use to ensure patient safety, making sure you're giving the right person, 
right medicine, right amount, right method, and right time) to the staff. Record review of Training/Retraining 
dated: July 11, 2025, Topic: Safe Medication Administration, Following MD orders, Reporting, reflected 18 
employee signatures which included LVN A.Record review of September 2025 Meeting Agenda dated 
September 30, 2025, at 2:30 PM reflected Clinical Care, Topics: Feedings, Residents' Appearances, 
Notifications RP/MD/DNS, 5 Rights of Medication Administration. Customer Service, Topics: Call lights, 
Abuse and Neglect, Patients served. Sign-in sheet revealed 23 employee signatures which included LVN A. 
Record review of the facility's Medication Administration Policy and procedure dated January 2024 reflected 
Compliance Guidelines: Resident medications are administered in an accurate, safe, timely, and sanitary 
manner. 2. Verify the medication label against the medication sheet for accuracy of drug frequency, duration, 
strength, and route. 4. Follow safe preparation practices.
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