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INITIAL COMMENTS

The State Agency (SA) conducted a Complaint
Investigation (CI), MS #500585, at the facility on
7/24/25. CI MS #500585 was investigated related to
quality of care, call bells, nursing services, and
staffing. During the survey, the SA determined the
facility was not in compliance with the requirements
for participation in Medicare and Medicaid and cited
F658 and F760.

The facility held a license for 60 beds, with a census
of 53.

Services Provided Meet Professional Standards
CFR(s): 483.21(b)(3)(i)
8§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility, as
outlined by the comprehensive care plan, must-

(i) Meet professional standards of quality.
This REQUIREMENT is NOT MET as evidenced by:

Based on interviews, record review, and facility policy
review, the facility failed to ensure that medications
were administered in accordance with accepted standards
of nursing practice and professional guidelines for one
(1) of four (4) sampled residents (Resident #1) as
evidenced by Licensed Practical Nurse (LPN) #1 failed
to verify the resident’s identity before administering
medications and pre-pulled medications without
immediate administration, resulting in Resident #1
receiving another resident’s medications. This error
caused the resident to experience an adverse drug
reaction, decreased level of consciousness, and
required transfer to an acute care hospital for
intravenous (IV) fluids, potassium therapy, oxygen
therapy, and observation.

Findings include:

A review of the facility’s policy titled “Administering
Medications,” revised April 2019, revealed,

FO000

F0658

F-658

On 5/15/2025 Resident #1 was assessed by Registered
Nurse (RN) Supervisor and orders received to transfer
to the local hospital emergency room for evaluation and
treatment. Licensed Practical Nurse (LPN) #1 was
immediately removed from the medication cart,
counseled, educated on medication administration
policies and procedures, and medication skills
competency evaluation was completed by the Quality
Assurance (QA) nurse. Resident #1 returned to the
facility 5/16/2025 with no further adverse effects

noted. Resident #1 discharged home on 5/17/2025

On 5/15/2025 the QA Nurse audited medication cart and
census reviewed for all Residents being cared for by
LPN #1 and twenty five (25) Residents had the potential
to be affected.

To protect Residents from similar occurrences LPN #1
counseled, educated on medication administration
policies and procedures, and medication skills
competency evaluation was completed by the Director of

Nursing (DON) and QA Nurse on 5/15/2025. QA Nurse bega

medication cart audits 5/15/2025. QA team met 5/19/2025
and reviewed findings. All nurses completed in-service
training on 5/23/2025. Annual skills competencies for

all nurses were completed 7/10/2025. On 7/24/2025 four
(4) LPN's and four (4) RN's were educated on medication
administration and completed skills competencies for

08/08/2025

08/08/2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days

following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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manner, and as prescribed. Policy Interpretation and
Implementation...9. The individual administering the
medication verifies the resident’s identity before
giving the resident his/her medications...”

A record review of the facility’s investigation

revealed that on 5/15/25, at 10:09 AM, Licensed
Practical Nurse (LPN) #1 administered medications to
Resident #1. Resident #1 was assessed at 11:47 AM and
received an order for evaluation at the Emergency Room
(ER) at 12:10 PM. A Certified Nurse Aide (CNA) reported
that she attempted to wake Resident #1 for lunch and
saw a medication cup in the resident’s trash can

labeled with another resident’s name. Resident #1 was
treated with intravenous fluids and potassium
replacement and remained in the ER overnight for
observation.

A review of the “Medication Error Report,” dated
5/16/25, revealed, “...resident received wrong
medication. Meds had been placed in cups with res
(resident) names on cups. Wrong med cup given to
resident. AEB (As evidenced by) a cup with another
resident’s name found in trash can...”

A record review of a handwritten statement by LPN #1,
dated 5/18/25, revealed, “On 5/15/25 during my med
(medication) pass | accidentally administered the wrong
medication to a resident...| take full responsibility for
this error and deeply regret any distress or risk

caused to the resident...”

A record review of the acute hospital documentation for
Resident #1 revealed, “...Brought from rehab with report
of possible seizure less than 30 minutes ago...Upon
assessment by staff she was noted to be drowsy but
would clasp hands together and move extremities
spontaneously. Upon arrival to ED (Emergency
Department), CNA from the rehab disclosed she saw a cup
of pills that may have not belonged to the patient.

Nursing staff reported she may have received another
patient’s meds to include Vimpat, Keppra, Gabitril,
hydrocodone, and clonazepam...” Further review revealed
the resident received Intravenous (IV) Normal Saline

with potassium and was administered four (4) liters of
oxygen at the hospital.

A record review of the “Admission Record” revealed the
facility admitted Resident #1 on 5/10/25 with diagnoses
including Chronic Obstructive Pulmonary Disease (COPD)
and Type 2 Diabetes Mellitus.

A record review of the Admission Minimum Data Set (MDS)

completed on 7/30/2025. On 7/25/2025 orientation and
facility requirements to include medication
administration training and competencies for all agency
nurses was implemented and required to be completed
prior to being allowed to work. Pharmacy consultant
observed medication administration with two (2) LPN's
and completed audits on both medication carts on
7/31/2025

An audit tool will be completed by the DON, QA Nurse,

or the Staff Development Nurse to monitor and ensure
that medications are administered in accordance to
accepted standards and professional guidelines for
Resident safety and regulatory compliance and that
agency nurse orientation requirements and competencies
are completed prior to being allowed to work. Initial
monitoring began 7/24/2025 and will be completed weekly
x 4 weeks, then monthly x 3 months, then quarterly x 1
year. Quality assurance performance improvement (QAPI)
meeting is scheduled for 8/7/2025 to review audit logs

to ensure compliance is achieved. QAPI committee will
continue to review audit logs quarterly x 1 year to

ensure compliance is sustained.
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revealed Resident #1 had a Brief Interview for Mental
Status (BIMS) score of 15, which indicated she was
cognitively intact.

On 7/24/25 at 11:40 AM, during an interview, CNA #1
stated that when she entered Resident #1's room, she
found the resident slumped in a chair, unresponsive to
voice, and minimally responsive to physical

stimulation. She noted this was not normal for the
resident. While assisting the resident, CNA #1 observed
a medication cup in the resident’s trash can labeled
with another resident’'s name. Recognizing a potential
error, she immediately notified Registered Nurse (RN)
#1.

On 7/24/25 at 12:12 PM, during an interview, RN #1
stated that after being informed of a change in

Resident #1's responsiveness, she immediately assessed
the resident and noted the altered mental status. She
notified the Nurse Practitioner (NP), who recommended
transfer to the emergency department. RN #1 reported
that CNA #1 informed her of the medication cup found in
the room and that it was labeled with another

resident’s name. RN #1 stated that when she became
aware that the medications given to the resident were
not hers, she provided the NP with the full medication
list that matched the other resident.

On 7/24/25 at 1:00 PM, during an interview with
Director of Nursing (DON), she confirmed that on
5/15/25, LPN #1, an agency nurse, pre-pulled Resident
#2's medication and labeled the cup. The DON explained
that the resident was in the shower, and the nurse
intended to administer them once the resident returned.
However, LPN #1 later administered the medication to
Resident #1 without confirming the residents’ identity.
The DON acknowledged that this action violated

the facility’s medication administration policy and the
professional nursing standard known as the “five

rights” (right resident, right medication, right dose,

right route, and right time). The DON confirmed that
this failure did not reflect the standard of nursing

care expected at the facility. She confirmed that LPN

#1 did not pre-pull medications for any other residents
and that this was an isolated occurrence. She further
confirmed that Resident #2 later received the correct
medications.

On 7/24/25 at 1:30 PM, during an interview with the
Administrator, she confirmed that LPN #1’s actions did
not meet the professional standards of nursing care.
The Administrator stated that all licensed nurses are
expected to follow the five rights of medication
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F0658 Continued from page 3 F0658
sSS=G administration and verify resident identity prior to
administration. She acknowledged that pre-pulling
medications, even with the intent to administer them
shortly after, is not permitted under facility policy
and creates an increased risk of error.

On 7/24/25 at 5:00 PM, during a phone interview with
LPN #1, she confirmed that on 5/15/25 she placed
Resident #2’s medications in a cup and labeled it with
the resident’s name. She reported doing so because
Resident #2 was in the shower, and she intended to
administer the medications afterward. LPN #1
acknowledged that she mistakenly administered the
pre-pulled medications to Resident #1, believing she
had the correct resident. She stated that pre-pulling
medications is not her routine practice, but she made
the decision that morning due to a busy med pass and
multiple residents being in the shower. She admitted
that she failed to follow the five rights of medication
administration and that her actions were a mistake.

FO760 Residents are Free of Significant Med Errors FO760 | F-760 08/08/2025
SS=G
CFR(s): 483.45(f)(2)
On 5/15/2025 Resident #1 was assessed by Registered

The facility must ensure that its- Nurse (RN) Supervisor and orders received to transfer
to the local hospital emergency room for evaluation and
§483.45(f)(2) Residents are free of any significant treatment. Licensed Practical Nurse (LPN) #1 was
medication errors. immediately removed from the medication cart,
counseled, educated on medication administration
This REQUIREMENT is NOT MET as evidenced by: policies and procedures, and medication skills
competency evaluation was completed by the Quality
Based on interview, record review, and facility policy Assurance (QA) nurse. Resident #1 returned to the
review, the facility failed to ensure that a resident facility 5/16/2025 with no further adverse effects
was free from a significant medication error for one noted. Resident #1 discharged home on 5/17/2025

(1) of four (4) sampled residents, as evidenced by
Resident #1 received another resident’s medications,

which caused a change in mental status requiring On 5/15/2025 the QA Nurse audited medication cart and
hospital evaluation, overnight observation, and census reviewed for all Residents being cared for by
treatment, including intravenous (1V) fluids, potassium LPN #1 and twenty five (25) Residents had the potential
replacement, and oxygen therapy. to be affected.

Findings include:
To protect Residents from similar occurrences LPN #1

A review of the facility’s policy titled, counseled, educated on medication administration
“Administering Medications,” revised April 2019, policies and procedures, and medication skills
revealed, “...Medications are administered in a safe competency evaluation was completed by the Director of
and timely manner, and as prescribed...9. The Nursing (DON) and QA Nurse on 5/15/2025. QA Nurse begah
individual administering the medication verifies the medication cart audits 5/15/2025. QA team met 5/19/2025
resident’s identity before giving the resident his/her and reviewed findings. All nurses completed in-service
medications...” training on 5/23/2025. Annual skills competencies for

all nurses were completed 7/10/2025. On 7/24/2025 four
Resident #1 (4) LPN's and four (4) RN's were educated on medication

administration and completed skills competencies for
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facility admitted Resident #1 on 5/10/25 with diagnoses
including Chronic Obstructive Pulmonary Disease (COPD)
and Type 2 Diabetes Mellitus.

A record review of the Admission Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 4/21/25,
revealed Resident #1 had a Brief Interview for Mental
Status (BIMS) score of 15, which indicated she was
cognitively intact.

Resident #2

A record review of the Admission Record revealed the
facility admitted Resident #2 on September 29, 2021,
with diagnoses of Epilepsy and Type 2 Diabetes
Mellitus.

A record review of Resident #2's Order Summary Report
confirmed active orders for, Allopurinol 300 mg

(milligram), Bacid oral capsule, Clonazepam 0.5 mg,
Ergocalciferol 1.25 mg (5000 units),
Hydrocodone-Acetaminophen 5-325 mg, Lacosamide 200 mg,
Levetiracetam 750 mg (two tablets), Mag Ox 400 oral

tablet, Metformin HCL 1000 mg, Sitagliptin Phosphate

100 mg, and Tiagabine HCL 4 mg.

A record review of the facility’s investigation

revealed that on 5/15/25, at 10:09 AM, Licensed
Practical Nurse (LPN) #1 administered medications to
Resident #1. Resident #1 was assessed at 11:47 AM and
received an order for evaluation at the Emergency Room
(ER) at 12:10 PM. A Certified Nurse Aide (CNA) reported
that she attempted to wake Resident #1 for lunch and
saw a medication cup in the resident’s trash can

labeled with another resident’s name. Resident #1 was
treated with intravenous fluids and potassium
replacement and remained in the ER overnight for
observation.

A review of the “Medication Error Report,” dated
5/16/25, revealed, “...resident received wrong
medication. Meds had been placed in cups with res
(resident) names on cups. Wrong med cup given to
resident. AEB (As evidenced by) a cup with another
resident’s name found in trash can...”

A record review of a handwritten statement by LPN #1,
dated 5/18/25, revealed, “On 5/15/25 during my med
(medication) pass | accidentally administered the wrong
medication to a resident...| take full responsibility for
this error and deeply regret any distress or risk

caused to the resident...”

completed on 7/30/2025. On 7/25/2025 orientation and
facility requirements to include medication
administration training and competencies for all agency
nurses was implemented and required to be completed
prior to being allowed to work. Pharmacy consultant
observed medication administration with two (2) LPN's
and completed audits on both medication carts on
7/31/2025

An audit tool will be completed by the DON, QA Nurse,

or the Staff Development Nurse to monitor and ensure
that medications are administered in accordance to
accepted standards and professional guidelines for
Resident safety and regulatory compliance and that
agency nurse orientation requirements and competencies
are completed prior to being allowed to work. Initial
monitoring began 7/24/2025 and will be completed weekly
x 4 weeks, then monthly x 3 months, then quarterly x 1
year. Quality assurance performance improvement (QAPI)
meeting is scheduled for 8/7/2025 to review audit logs

to ensure compliance is achieved. QAPI committee will
continue to review audit logs quarterly x 1 year to

ensure compliance is sustained.
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A record review of the acute hospital documentation for
Resident #1 revealed, “...Brought from rehab with report
of possible seizure less than 30 minutes ago...Upon
assessment by staff she was noted to be drowsy but
would clasp hands together and move extremities
spontaneously. Upon arrival to ED (Emergency
Department), CNA from the rehab disclosed she saw a cup
of pills that may have not belonged to the patient.

Nursing staff reported she may have received another
patient’s meds to include Vimpat, Keppra, Gabitril,
hydrocodone, and clonazepam...” Further review revealed
the resident received Intravenous (IV) Normal Saline

with potassium and was administered four (4) liters of
oxygen at the hospital.

During an interview conducted on 7/24/25 at 11:40 AM,
CNA #1 stated that Resident #1 slumped in her chair and
was unresponsive. This was unusual for the resident so
she reported the change to the Registered Nurse (RN).
She also found a medication cup in the resident’s trash
can that had another resident’s name on it.

During an interview on 7/24/25 at 12:12 PM, RN #1
confirmed that after being informed of the resident’s
condition, she assessed Resident #1, noted altered
mental status, and contacted the Nurse Practitioner
(NP) for evaluation. RN #1 confirmed that the
medication cup in the room did not belong to Resident
#1 and that the medications matched the profile of
another resident (Resident #2).

During an interview on 7/24/25 at 1:00 PM, the Director
of Nursing (DON) confirmed that LPN #1, an agency
nurse, administered another resident’'s medications to
Resident #1 without verifying the resident’s identity.
She confirmed that this was a significant medication
error resulting in the resident’s transfer to the

hospital for treatment.

During an interview on 7/24/25 at 1:30 PM, the
Administrator confirmed that LPN #1 failed to follow
facility protocols and the five (5) rights of

medication administration (right resident, medication,
dose, time, and route).

During a phone interview conducted on 7/24/25 at 5:00
PM, LPN #1 admitted she mistakenly administered another
resident’s medications to Resident #1 causing a

significant medication error.

FO760
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