
A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 10/27/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

03AC 09/22/2021

C

NAME OF PROVIDER OR SUPPLIER

LIBERTY COMMUNITY LIVING CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

323 INDUSTRIAL PARK DRIVE

LIBERTY, MS  39645

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

investigation for complaints MS #18074 at the 

facility from 9/20/2021 to 9/22/2021. The SA 

substantiated the complaint for improper 

medication administration  resulting in one 

resident requiring intravenous (IV) fluids  and one 

resident requiring IV fluids and emergency 

evaluation at the local hospital. During the 

complaint investigation, the SA determined that 

the facility was not in compliance with the 

Mississippi Regulations for Minimum Standards 

for Institutions for Aged or Infirm and cited M500. 

The census was 59 and license for 80.

 

 M 500 45.17.2 Residents' Rights

Residents' Rights. The residents' rights policies 

and procedures ensure that each resident 

admitted to the facility:

1. is fully informed, as evidenced by the resident's 

written acknowledgment, prior to or at the time of 

admission and during stay, of these rights and is 

given a statement of the facility's rules and 

regulations and an explanation of the resident's 

responsibility to obey all reasonable regulations of 

the facility and to respect the personal rights and 

private property of other residents;

2. is fully informed, and is given a written 

statement prior to or at time of admission and 

during stay, of services available in the facility, 

and of related charges including any charges for 

services covered by the facility's basic per diem 

rate;

3. is assured of adequate and appropriate 

medical care, is fully informed by a physician or 

nurse practitioner/physician assistant of his 

 M 500 11/1/21
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 M 500Continued From page 1 M 500

medical conditions unless medically 

contraindicated (as documented by a physician or 

nurse practitioner/physician assistant in his 

medical record), is afforded the opportunity to 

participate in the planning of his medical 

treatment, to not be limited in his/her choice of a 

pharmacy or pharmacist provider in accordance 

with state law, as referenced in House Bill 1439, 

which states that the facility shall not limit a 

resident ' s choice of pharmacy or pharmacy 

provider if that provider meets the same 

standards of dispensing guidelines required of 

long term care facilities, to refuse to participate in 

experimental research, and to refuse medication 

and treatment after fully informed of and 

understanding the consequences of such action;

4. is transferred or discharged only for medical 

reasons, or for his welfare or that of other 

residents, or for nonpayment for his stay (except 

as prohibited by sources of third-party payment), 

and is given a two weeks advance notice in 

writing to ensure orderly transfer or discharge. A 

copy of this notice is maintained in his medical 

record;

5. is encouraged and assisted, throughout his 

period of stay, to exercise his rights as a resident 

and as a citizen, and to this end may voice 

grievances, has a right of action for damages or 

other relief for deprivations or infringements of his 

right to adequate and proper treatment and care 

established by an applicable statute, rule, 

regulation or contract, and to recommend 

changes in policies and services to facility staff 

and/or to outside representatives of his choice, 

free from restraint, interference, coercion, 

discrimination, or reprisal;

Mississippi State Department of Health
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 M 500Continued From page 2 M 500

6. may manage his personal financial affairs, or is 

given at least a quarterly accounting of financial 

transactions made on his behalf should the 

facility accept his written delegation of this 

responsibility to the facility for any period of time 

in conformance with State law;

7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 

physician or nurse practitioner/physician 

assistant, or unless it is determined that the 

resident is a threat to himself or to others. 

Physical and chemical restraints shall be used for 

medical conditions that warrant the use of a 

restraint. Restraint is not to be used for discipline 

or staff convenience. The facility must have 

policies and procedures addressing the use and 

monitoring of restraint. A physician order for 

restraint must be countersigned within 24 hours 

of the emergency application of the restraint; 

9. is assured security in storing personal 

possessions and confidential treatment of his 

personal and medical records, and may approve 

or refuse their release to any individual outside 

the facility, except, in the case of his transfer to 

another health care institution, or as required by 

law of third-party payment contract; 

10. is treated with consideration, respect, and full 

recognition of his dignity and individuality, 

including privacy in treatment and in care for his 

personal needs;

11. is not required to perform services for the 

facility that are not included for therapeutic 

purposes in his plan of care;

12. may associate and communicate privately 

with persons of his choice, may join with other 

Mississippi State Department of Health
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 M 500Continued From page 3 M 500

residents or individuals within or outside of the 

facility to work for improvements in resident care, 

and send and receive his personal mail 

unopened, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

13. may meet with, and participate in activities of, 

social, religious and community groups at his 

discretion, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

14. may retain and use his personal clothing and 

possessions as space permits, unless to do so 

would infringe upon rights of other residents, 

unless medically contraindicated (as documented 

by his physician or nurse practitioner/physician 

assistant in his medical record);

15. if married, is assured privacy for visits by 

his/her spouse; if both are inpatients in the 

facility, they are permitted to share a room, 

unless medically contraindicated (as documented 

by the attending physician or nurse 

practitioner/physician assistant in the medical 

record); and

16. is assured of exercising his civil and religious 

liberties including the right to independent 

personal decisions and knowledge of available 

choice. The facility shall encourage and assist in 

the fullest exercise of these rights.

This Statute  is not met as evidenced by:

Level III

Based on observation, staff interviews, resident 

1.  Resident #1 was assessed by the 

nurse practitioner on 9/3/21.  Resident #1 

was sent to the hospital on 9/3/21 and 

Mississippi State Department of Health
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 M 500Continued From page 4 M 500

interview, resident resident representative 

interview, record review, and facility policy review, 

the facility failed to ensure Residents were free 

from significant medication errors which resulted 

in two (2) resident which became hypotensive 

requiring intravenous fluid administration and one 

resident requiring transport to the emergency 

department for two (2) of seven (7) sampled 

residents. Residents #1 and #5.

Findings Include:

Review of the facility's policy, "Medication 

Administration-General Guidelines", dated 

November 1, 2008, revealed, "Policy: Medications 

are administered as prescribed with good 

principles and practices ...B. Administration...2) 

Medications are administered in accordance with 

written orders of the attending physician ...4) 

Medications are administered when they are 

prepared. Medications are not pre-poured. 5) 

Medications are administered without 

unnecessary interruptions. 6) The person who 

prepares the dose for administration is the person 

who administrators the dose. 7) Residents are 

identified before medication is administered. 

Methods of identification include a. checking 

identification band b. checking photograph 

attached to the medical record c. calling resident 

by name ...".

Resident #1

Record review of an incident dated 9/3/21, LPN#1 

"Nursing Description: On the hall doing med pass 

at 0759. Pulled the meds for resident (Formal 

Name Resident #2). Went into the Pt room and 

she would not take them at the time. I decided to 

continue with my med pass and go on to the next 

resident. To try again in a couple of minutes. I 

returned to the facility on 9/3/21 with no 

negative outcomes.  Licensed Practical 

Nurse (LPN) #1 was in-serviced one on 

one by the Regional Nurse Consultant on 

9/3/21.  Resident #5 was evaluated by 

LPN #4.  LPN #4 obtained an order to 

administer intravenous (IV) fluids on 

9/12/21.  Resident #5 had no negative 

outcomes.  LPN #3 terminated on 9/12/21.  

LPN #2 provided one on one education by 

the Director of Nursing (DON) on 9/12/21.

2.  All residents have the potential to be 

affected by the deficit practice cited.

3.  All licensed nurses were in-serviced 

regarding care plans and medication 

administration beginning on 9/3/21 and 

ending on 10/21/21 by the DON and 

Regional Nurse Consultant.  All licensed 

nurses received directed in-service 

regarding services provided to meet 

professional standards related to 

medication administration and residents 

are free of significant medication errors by 

the Pharmacy Consultant on 10/19/21.  All 

licensed nurses educated upon hire 

regarding medication administration 

beginning 10/18/21 and will be ongoing for 

all new hires.

4.  The DON will perform medication pass 

audits weekly times four beginning 9/3/21 

and monthly times three beginning 

10/8/21, and take immediate action as 

necessary and document findings.  The 

DON will report findings from weekly 

medication pass audit to the Quality 

Assurance and Performance Improvement 

(QAPI) Committee for review, revision, or 

resolution of the plan beginning 10/29/21 

and ending 3/25/22.  QAPI Committee 

minutes will be reviewed by the Regional 

Mississippi State Department of Health

If continuation sheet  5 of 196899STATE FORM WVOM11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 10/27/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

03AC 09/22/2021

C

NAME OF PROVIDER OR SUPPLIER

LIBERTY COMMUNITY LIVING CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

323 INDUSTRIAL PARK DRIVE

LIBERTY, MS  39645

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 500Continued From page 5 M 500

pulled (Formal Name Resident #1's) medicine at 

this time. (Formal Name Resident #2) medicine 

was still on the cart at the time. Instead of picking 

up(Formal Name Resident #1's) medicine and 

putting it in the cart and locking it. I picked up 

(Formal Name Resident #2's) medication. I 

realize the incident once I made it back to the cart 

and opened it. I checked for any drug reactions 

and reviewed the medications he received. I 

immediately reported it to the Nurse Practitioner 

(NP) who was in the building at the time. Pt 

(patient) was checked every 30 to see if there 

was a change in level of consciousness (LOC). Pt 

remained the same. His still oriented and alert. 

Resident Description: Resident Unable to give 

Description. Immediate Action Taken: Description: 

I reported it to the Nurse Practitioner (Formal 

Name) that was present in the building at the 

time. She advised that I retake the Pt blood 

pressure and recheck the Pt every 2 hours for the 

next 4 hours. The first set of vitals that were 

taken at 0700 read as follows: 97.2 117/86 70 18 

96. I continued to monitor the Pt for any changes 

for LOC and behaviors but the Pt remained the 

same. I rechecked Pt BP at 0920 it was 142/67 

HR 78. I advised the Certified Nursing Assistant 

(CNA) to push fluids. At 1130 his BP was 101/60 

HR 73. I told the NP she ordered for the Pt to be 

sent out for fluids and further evaluation related to 

the drop in BP.I called (Formal Name of Local 

Hospital) and gave them report.(Formal Name of 

Ambulance Company) was called and family was 

called but it went straight to voicemail. Pt is still 

alert and oriented x 4. Pt is aware of the situation. 

No c/o (complaints) of distress noted..." 

On 9/20/21 at 3:44 PM, in an interview with 

Licensed Practical Nurse (LPN) #1 stated 

Resident #2 was asleep and would not take her 

medication. She stated she placed Resident #2's 

Director of Operations or Regional Nurse 

Consultant beginning 10/29/21 and ending 

3/25/22. 

Mississippi State Department of Health
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 M 500Continued From page 6 M 500

medication in the top drawer of the medication 

cart. She stated she pulled Resident #1 ' s 

medications. She stated a Certified Nursing 

Assistant (CNA) came and asked her to help pull 

up a resident up in bed. She stated she placed 

Resident #1 ' s medication in the top drawer and 

locked the cart. She stated when she returned to 

the cart, she picked up the wrong medication cup 

by accident and gave Resident #1, Resident # 2's 

medication. She stated all of Resident #2's 

morning medications were given to Resident #1. 

She stated the Regional Nurse Consultant (RNC) 

was in the building and filled out an incident 

report.  She went to the NP who was in the 

facility, and told her what had happened. She 

stated the NP gave her an order to check blood 

pressure (BP) every 30 minutes and compare for 

the next two hours. She stated when she checked 

Resident #1's BP the 2nd time it was dropping 

and she phoned the NP and got an order to send 

the resident to the hospital and called an 

ambulance. She stated the NP gave her an order 

to start intravenous (IV) fluids and Registered 

Nurse (RN) #1 started the IV.  She stated 

Resident #1 left by ambulance at 1500 (3PM). 

She stated Resident #1 was seen at a local 

hospital.  She stated Resident #1 could have had 

mood changes but the resident did not have any 

changes in mood. She stated her actions could 

have caused a problem.  She stated the 

Synthroid could cause a change in his thyroid 

level. She stated the medications could cause the 

resident to have a change in his heart rhythm. 

She stated she checked all Resident #1's vital 

signs and they were all within normal range but 

she did not document the oxygen level and 

respirations. She stated she tried to call the family 

but RR#1 did not answer the phone and she did 

not leave a voice message. She stated she did 

not know to call the other family listed in the 

Mississippi State Department of Health
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 M 500Continued From page 7 M 500

chart. She stated she tried to call the RR the 

entire day but she did not document each time 

she tried to call family. She stated she told the 

oncoming nurse, LPN #5, that she did not reach 

the family and the oncoming nurse was supposed 

to continue to try calling the family. She stated it 

is very important that family is contacted. She 

stated the family should know everything that is 

going on with the resident. She stated she 

identifies a resident by room number, name, 

birthday and verbally calls the resident by name 

before she gives them their medications. She 

stated she did all the above, but that day she just 

had the wrong cup of medications in her hand. 

On 9/21/21 at 10:30 AM, in an interview with the 

Regional Nurse Consultant (RNC) she stated 

LPN #1 told her what had happened. She stated 

she told she her to tell the NP. She stated she 

went and talked to Resident #1. Resident #1 

denied any side effects of the medication. She 

stated she got an order to start intravenous (IV) 

fluids and that she and RN #1 started the IV 

fluids. She stated the NP gave them an order to 

send the resident to the hospital. She stated she 

told LPN #1 to check vital signs and call 911. She 

stated LPN #1 should have done all vital signs 

and documented them. She stated LPN #1 was 

not sent home nor was she suspended. She 

stated she did a 1:1 in-service with LPN #1 on 

medication and wrote her up. She stated by LPN 

#1 giving Resident #1 the wrong medications, it 

caused his BP to drop. She stated it could have 

caused him to have mental changes as well, from 

the medication error.

On 9/21/21 at 11:05 AM, in an interview with 

Resident #1's Resident Representative (RR) 

stated the staff told her Resident #1 had been 

sent to the hospital. She stated the staff told her 

Mississippi State Department of Health
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 M 500Continued From page 8 M 500

he was given the wrong medication.  She stated 

Resident #1 told her they gave him the wrong 

medication and his BP went up. She stated she 

was told by the nurse that the resident was given 

the wrong medication and his BP dropped. 

On 9/21/21 at 11:24 AM, in an interview with the 

Director of Nursing (DON) stated LPN #1 should 

have.notified the Physician and the family. She 

should have done all vital signs, including 

respirations and oxygen level. She stated if the 

nurse did not document it then she did not do it. 

She stated LPN #1's actions could have caused 

the Resident to have an allergic reaction to the 

medication. She stated the resident could have 

had a drop in BP and pulse. She stated the 

resident could have had a decrease in level of 

consciousness, nausea, vomiting and diarrhea. 

She stated there is no excuse for the medication 

error. She stated a nurse should always check 

right route, date, time, and dosage on all 

medication passes. She stated LPN #1 should 

have given report to the oncoming nurse to 

contact the family.

On 9/21/21 at 12:55 PM, in an interview with 

Administrator in Training stated we had a Quality 

Assurance and Performance Improvement 

(QAPI) meeting scheduled for 9/21/21, but we 

canceled due to the Medical Director (MD) not 

being able to attend meeting. He stated the QAPI 

has been rescheduled for 9/24/21. He stated they 

did a PIP in reference to Resident #1. 

Review of the Performance Improvement Plan 

(PIP) revealed it was completed on 9/10/21, 

related to medication errors.

On 9/22/21 at 11:11 AM, in an interview with 

Resident #1 stated he had been sent to the 

Mississippi State Department of Health
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 M 500Continued From page 9 M 500

hospital one time. Resident #1 stated they gave 

him the wrong medication and his blood pressure 

dropped from the medication.

On 9/22/21 at 4:18 PM, in a phone interview with 

the Pharmacist he stated was in the facility on 

9/16/21 and he is aware of the medication issues. 

He stated he observed two medications passes 

with two nurses. He stated he had in-service staff 

related to pre pulling medications.  

On 9/23/21 at 12:13 PM, during a phone interview 

with the NP revealed she was in the facility when 

LPN #1 gave Resident #1 the wrong mediations. 

She stated she gave an order for intravenous (IV) 

fluids and also told LPN #1 to monitor vital signs 

every hour for the next four (4) hours. She stated 

that LPN #1 came back to her and she gave an 

order to send Resident #1 out to the local 

hospital.  She gave an order for the RNC to start 

an IV and call 911. She assessed resident and no 

distress was noted. She stated the resident's BP 

dropped. She stated the resident's heart rate 

could have slowed down. 

On 9/24/21 at 2:23 PM, in a phone interview with 

the Pharmacist revealed Resident #1 was given 

three (3) anti-hypertensive medications. He 

stated the medications could cause the resident's 

BP to drop. He stated the risk factors are limited 

due to the fact the resident only received one 

dose of the medications. He stated the 

medication could cause the resident not to feel 

good. He stated the resident would probably 

become less engaging and lethargic. He stated 

the nurse realized she made a mistake and got 

an order for IV fluids to keep the BP up. He stated 

the biggest risk is the resident had potential for 

fall. 
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Record review of Resident #1's quarterly 

Minimum Data Set (MDS) with an Assessment 

Reference Date (ARD) of 8/12/21, Section C, 

revealed a Brief Interview for Mental Status 

(BIMS) score of nine (9), which indicated 

Resident #1 had moderate cognitive impairment. 

Record review of the Health Status Note by LPN 

#1 dated 9/3/21 at 13:08 (1:08 PM), revealed 

Resident #1's blood pressure was 87/54 at 12:30 

PM. NP gave orders to start Intravenous (IV) 

normal saline. The IV was started by RN #1 at 

12:50 PM. BP was rechecked at 12:56 it was 

93/56 and heart rate was 61. Will continue to 

monitor.

Record review of the Health Status Note dated 

9/3/21 at 17:05 (5:05 PM) revealed BP 86/53 

heart rate 65 at 13:39 (1:39 PM), BP 85/60 HR 65 

at 1400 (2:00 PM) and BP 76/50 and HR 61 at 

14:27 (2:27 PM).

Record review of the Health Status Note revealed 

Resident #1 was discharged from the hospital on 

9/3/21 at 21:30.

Record review of an in-service, titled Medication 

Pass and Reordering Medication completed by 

the pharmacist revealed the inservice was 

completed on 9/16/21. LPN #1's signature was 

included on the sign-in sheet.

Record review of the Admission Record for 

Resident #1 revealed he was admitted to the 

facility on 9/8/20 with diagnoses Alcohol Abuse 

uncomplicated, Hyperlipidemia, Essential primary 

Hypertension, and Lack of Coordination.

Record review of the Order Summary Reported 

dated , September 22,2021, for Resident #1 
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revealed Aspirin tablet chewable 81 milligrams 

(MG )by mouth give one tablet one time a day, 

Folic Acid 1 MG by mouth one time a day, 

Klor-Con 10 Extended Release 10 

milliequiveliants (MEQ) (Potassium Chloride ER) 

give 10 meq one time a day by mouth, Vitamin B1 

tablet (Thiamine HCI) Give 200 mg by mouth one 

time a day, and Famotidine tablet 20 MG by 

mouth two times a day.

Record review of Resident #1's September 2021 

Medication Administration Record revealed 

Aspirin tablet chewable 81 milligrams (MG )by 

mouth give one tablet one time a day, Folic Acid 1 

MG by mouth one time a day, Klor-Con 10 

Extended Release 10 milliequiveliants (MEQ) 

(Potassium Chloride ER) give 10 meq one time a 

day by mouth, Vitamin B1 tablet (Thiamine HCI) 

Give 200 mg by mouth one time a day, and 

Famotidine tablet 20 MG by mouth two times a 

day was documented as given on 9/3/21 by LPN 

#1

Record review of Resident #2's Order Summary 

Report dated 9/13/21 revealed Resident # 2 had 

orders for the following medications: Apixaban 

tablet 5 MG one by mouth two times a day, 

Cozaar tablet 50 MG one by mouth in the 

morning, Meloxicam tablet 15 MG one by mouth 

one time a day, Aspirin EC tablet delayed 

Release 81 MG by mouth daily, Fexofenadine 

HCI tablet 180 mg by mouth one time a day, 

Seroquel tablet 400 MG one by mouth two times 

a day, Potassium Chloride ER tablet extended 

Release 10 MEQ one tablet by mouth two times a 

day , Multivitamin tablet give one tablet by mouth 

one time a day, Lasix tablet 20 MG one tablet by 

mouth two times a day, Lopressor tablet 50 MG 

one tablet by mouth two times a day, Depakote 

ER Extended Release 24 hour 500 MG one tablet 
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by mouth two times a day. 

Review of the hospital Discharge Summary 

revealed no new orders, resident was discharged 

(D/C) same day resident went to the hospital.  

Resident #1 was diagnosis with hypotension 

-drug related. 

Resident #5

Record review of the incident report dated 

9/12/21 and prepared by the DON, revealed LPN 

#4 gave morning medication at 8:16 AM and two 

(2) hours later LPN #3 gave same medication at 

10:55 AM to Resident #5. 

Record review of LPN #2's handwritten 

investigation statement dated 9/13/21 revealed 

LPN #2 pre pulled the medication for Resident #5 

on 9/11/21 and placed the cup in medication cart 

with Resident #5's name on it for LPN #3 to give 

to the resident on 9/12/21.

Record review of a progress note dated 9/12/21 

at 10:50 AM, written by the DON revealed, "I 

received a phone call from (Formal name of LPN 

#3).She states that she accidentally gave resident 

a second dose of her medication and was not 

aware that resident had already received meds 

from another nurse. I instructed nurse to do vital 

signs on pt immediately and call MD and RP to 

notify. I notified Administrator, (Formal Name)."

Record review of a progress note dated 9/12/21 

at 14:30 (2:30 PM), written by the DON, revealed, 

"Received call from nurse (Formal name LPN#3) 

stating that resident's BP is now 89/53. Instructed 

that I would call (Formal name of Physician) to 

notify of BP. Called (Formal name of Physician) 

and received order to give resident 1000 cc's 
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(Cubic centimeters) of .45 Normal Saline at 

125cc/hr (hour) and to continue to monitor. Order 

obtained and RN on duty notified of order."

Record review of a progress noted dated 9/13/21, 

at 8:00 AM revealed Resident #5 had been at the 

nursing station all morning with her head on the 

desk and had only eaten only a few bites of her 

breakfast and stated that she was not hungry. 

Her BP was 85/51 and her AM BP meds were 

held.

Record review of a progress noted dated 9/13/21, 

at 12:13 PM revealed Resident #5 remained at 

the nursing station and  had only eaten only a few 

bites of her lunch. 

Record review of a progress noted dated 9/14/21, 

at 8:01 AM revealed Resident #5 was found in the 

dining room vomiting. 

Record review of a document on facility 

letterhead dated 9/28/21 revealed LPN#3 was 

sent home at approx 4:40 PM on 9/12/21 and 

was terminated from the nursing department at 

(Formal Name of Facility). The document was 

signed by the DON. 

On 9/21/21 at 11:49 AM, in an interview with the 

DON stated LPN #2 asked LPN #3 to work for 

her on 9/12/21. LPN #3 agreed to work for LPN 

#2. LPN #2 was trying to help LPN #3 out by pre 

pulling medications and placing them in a cup, 

which is against facility policy. She stated the 

resident could have had adverse effects from 

receiving a double dose of medications. She 

stated it could have affected the residents BP, 

respiration, pulse and oxygen (O2) issues. 

Psychotropic medications can cause a decrease 

in level of consciousness, dizziness, and 
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weakness. She stated LPN #3 should have never 

given medications she did not prepare. She 

stated LPN #3 did not know what was in the cup, 

since she did not prepare it.  She stated Resident 

#5 was on the 400 hall and was moved to the 300 

hall. She stated the nurse on the 300 hall had 

already given Resident #5's medication and 

signed the Medication Administration Record 

(MAR). She stated LPN #3 did not check the 

MAR or check with nurse on the 300 hall before 

giving medications. She stated, "I don't know 

what kind of nurse would do that." She stated 

when a resident is moved to another hall the 

nurse on the that hall gives the medication. She 

stated LPN #3 did not check the MAR, compare 

the drugs in the cup with the MAR, or check to 

see if the MAR was signed nor did she ask the 

nurse on the 300 hall before giving the resident 

medication. She stated she has tried to contact 

LPN #3 by text message and phone call and has 

not been able to reach her. She stated she has 

tried three times to reach LPN #3. She stated 

LPN #3 text her and asked if she was on the 

schedule or not. She stated she text LPN #3 back 

and said no. 

On 9/21/21 at 12:11 PM, in a phone interview with 

LPN #3 she stated LPN #2 asked me to work for 

her. She put the medication in the cup for me to 

give to the residents. She stated she thought  

Resident #5 was still on the hall. She stated she 

watched LPN #2 put the pills in the cup the day 

before. She stated she did not know the facility 

policy. She stated moving residents to other halls 

happens all the time. She stated the nurse on the 

hall was supposed to go down the hall where the 

resident has been moved to give the resident 

medications. She stated she checked the MAR, 

and it was not signed. She stated she thought the 

resident was still her resident. She stated she 
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looked at the MAR and compared it to the 

medication in the cup. She stated she knows the 

pills and what they look like. She stated she 

knows the pills in the cup were correct pills for the 

resident. The pills she administered were 

Anastrozole tablet 1 MG by mouth daily, Aspirin 

tablet 81 MG by mouth daily, Azithromycin tablet 

500 MG by mouth daily, Cardizem LA tablet 

Extended Release 24 hour 240 MG by mouth 

daily, Digoxin 0.125 MG by mouth daily, 

Ethambutol HCI tablet 400 MG three tablets by 

mouth daily, Losartan Potassium HCTZ 100-25 

by mouth daily, Rifampin capsule 300 MG by 

mouth daily, Synthroid tablet 88 MCG by mouth 

daily, Cyproheptadine HCI tablet 4 MG by mouth 

one tablet two times a day, Eliquis tablet 5 MG by 

mouth one tablet two times a day, Metoprolol 

Tartrate tablet 50 MG one tablet by mouth two 

times a day. Medication was given on 9/12/21 at 

8:16 AM by LPN #4.  She stated she should have 

not given the resident the pills. She stated she 

was not aware the other nurse had given the pills 

to Resident #5 already. She stated she did not 

know the resident's medication cards had been 

pulled and put on the other cart. She stated she 

asked the nurse about Resident #5's medications 

after she had given Resident #5 the medication 

and the nurse told her she had already given 

them. She stated her actions could have caused 

the resident to go downhill. She stated the 

resident's BP could have bottomed out and pulse 

could have dropped low. She stated the Physician 

gave an order to check Resident #5's vital signs 

every 2 hours. She stated the DON told her to 

count the cart down and leave the facility.  

On 9/21/21 at 12:55 PM, in an interview with LPN 

#2, stated on 9/11/21 she pulled up medication 

and put it in a cup for LPN #3 to give on 9/12/21. 

She stated that was against policy. She stated 
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she was trying to help LPN #3 out since she was 

doing her a favor by working her shift. She stated 

by doing that LPN #3 did not know what she was 

giving the residents. She stated the medications 

could have spilled in the medication cart. She 

stated Resident #5's BP could have dropped and 

she could have been sent to the hospital. She 

stated the resident's heart rate could have 

dropped. She stated that it could have caused 

harmed the resident. She stated the DON wrote 

her up. She stated the DON did a medication 

pass with her. She stated the error could have 

been avoided if LPN #3 had checked to see if 

Resident #5 had received her medications. She 

stated LPN #4 gave Resident #5's medications 

the first time.

On 9/21/21 at 1:11 PM, in an interview with LPN 

#4 stated she had the 100 and 300 halls on 

9/12/21 and she gave Resident #5 her morning 

medications around 8 AM and she held the 

resident's BP medication because it was low. She 

stated she always signs the MAR as she goes 

and she signed the MAR right after giving 

Resident #5 her medications. She stated she has 

never pre pulled medication and placed them in 

the cup for another nurse to give. She stated that 

is against policy. She stated when a nurse gives 

BP medication and does not check the BP, that 

could cause the resident's BP to bottom out. She 

stated LPN #3 called the MD, DON, and family.  

She stated LPN #3 asked her if she had given 

Resident #5 her medication after LPN #3 had 

given the second dose.

On 9/22/21 at 12:03 PM, in an interview with LPN 

#2 she stated she pre pulled 10- 15 residents' 

medication on 9/11/21 for LPN #3 to give on 

9/12/21. 
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On 9/22/21 at 12:42 PM, in an interview with the 

Administrator revealed she is aware of the 

medication incidents. She stated they have had 

in-services with the nurses. She stated she has 

told the nurses do not do anything till they check 

it. She stated LPN #2 should never place 

medications in a cup for another nurse to give. 

She stated each nurse should pull their own 

medications and give to the resident. She stated 

they did a Quality Assurance and Performance 

Improvement (QAPI) on medication after the first 

incident on 9/3/21. We have had meetings and 

in-service on medications. She stated they have 

had in-services on staff never to give medications 

from another nurse. She stated they have 

observed medication pass.  She stated she has 

checked the medication carts to make sure 

nurses are not pre-pulling medications. She 

stated the Medical Director is planning to do an 

in-service with staff. 

Record review of the Admission Record for 

Resident #5 revealed Resident #5 was  admitted 

to the facility on 7/28/21 with diagnoses that 

included Disseminated Mycobacterium 

Avium-Intracellular Complex, Non-ST elevation 

Myocardial Infarction, Altered mental status, Atrial 

Fibrillation, Type 2 Diabetes Mellitus, Dementia 

with out behavioral disturbance, Heart Failure. An 

additional diagnosis of Hypotension was added 

with an onset date of 9/16/21.

Record review of the admission MDS with an 

ARD dated 8/4/21 does not reveal a BIMS score.

Record review of Resident #5 Order Summary 

report dated, September 2021, revealed 

Anastrozole tablet 1 MG by mouth daily, Aspirin 

tablet 81 MG by mouth daily, Azithromycin tablet 

500 MG by mouth daily, Cardizem LA tablet 
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Extended Release by mouth daily, Diflucan tablet 

150 MG by mouth daily, Digoxin 0.125 MG by 

mouth daily, Ethambutol HCI tablet 400 MG three 

tablets by mouth daily, Losartan Potassium HCTZ 

100-25 by mouth daily, Rifampin capsule 300 MG 

by mouth daily, Synthroid tablet 88 MCG by 

mouth daily, Cyproheptadine HCI tablet 4 MG by 

mouth one tablet two times a day, Eliquis tablet 5 

MG by mouth one tablet two times a day, 

Metoprolol Tartrate tablet 50 MG one tablet by 

mouth two times a day.

Review of Resident #5 Medication Administration 

Record (MAR) September 2021 revealed 

Anastrozole tablet 1 MG by mouth daily, Aspirin 

tablet 81 MG by mouth daily, Azithromycin tablet 

500 MG by mouth daily, Cardizem LA tablet 

Extended Release 24 hour 240 MG by mouth 

daily, Digoxin 0.125 MG by mouth daily, 

Ethambutol HCI tablet 400 MG three tablets by 

mouth daily, Losartan Potassium HCTZ 100-25 

by mouth daily, Rifampin capsule 300 MG by 

mouth daily, Synthroid tablet 88 MCG by mouth 

daily, Cyproheptadine HCI tablet 4 MG by mouth 

one tablet two times a day, Eliquis tablet 5 MG by 

mouth one tablet two times a day, Metoprolol 

Tartrate tablet 50 MG one tablet by mouth two 

times a day. Medication was given on 9/12/21 at 

8:16 AM by LPN #4.
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