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**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to ensure correct administration of medications for two (R3, R5)

of four residents reviewed for medication administration. This deficient practice resulted in R3's emergent transfer to a

local hospital with cardiac implications that required hospitalization for close monitoring. Findingsinclude: R3's

Admission Record documents the following medical Diagnoses: [REDACTED]. R3's[DIAGNOSES REDACTED]. R3sMDS
(Minimum Data

Set) dated 1/15/2020 documents that R3 is severely cognitively impaired. R3 could not be interviewed. The Census List

documents that R3 was admitted to the facility as 11/27/17 and indicates that R3 was transferred to alocal hospital on

[DATE]. R3's Progress Note dated 6/28/19 at 1:15 am and authored by V7 (Licensed Practical Nurse) reads: Resident received
medication other than the medications prescribed by MD (Medical Doctor). This note documents that V8 (Physician) was called with
an order to transfer resident to alocal hospital for medical evauation. A facility incident report subtitled

Medication Error and dated 6/27/19 reiterates that R3 was administered the wrong medication. R3's Physician order

[REDACTED]. Instead, R3 received medications that were not ordered by V8. R3's Hospital Record dated 6/28/19 documents a
note authored by V12 (Hospital Cardiologist) that reads: Allergic Reaction: patient sent from NH (nursing home) due to her

being given a[MED] tab around 2100 (9:00pm) which was not for her, she has a history of ((MEDICATION NAME]) alergy. This
note continues to document that R3 mistakenly received [MED] 500 mg, [MEDICATION NAME]-[MEDICATION NAME] (20
mg/10 mg) and

one dose of [MEDICATION NAME] 100 mg. The note reads: Brought to ER (emergency room ) and admitted to telemetry for
observation given the potential for QT prolongation. Concern was raised about the interaction between the [MEDICATION NAME]
and the [MEDICATION NAME]. R3's hospital note documented: EKG's were suggestive of significant prolongation of the QT
interval. For this reason a cardiology consultation was obtained and (R3) was observed an extraday. According to R3's

history, the EKG from 6/28/19 had changes when compared to an EKG dated 10/17/2012. The hospital plan was to continue
cardiac management, monitor blood pressure closely, continue telemetry monitoring and repeat EKG's every six hours. It was
nztedeéhat the[MEDICATION NAME]/[MEDICATION NAME] and [MED] medications that were mistakenly given to R3 were
ordered to

be administered to R5. R5's POS documented an order dated 12/21/18 which read, Give [MED] 500 mg every 12 hours

indefinitely for suppression due to infected prosthesis. This POS also documents [REDACTED]. V8 (Medica Doctor/R3's

Primary Doctor) was not available for interview. On 3/10/2020 at 11:10am, V9 (Cardiologist) stated, The combination of
[MEDICATION NAME] and [MEDICATION NAME] (IMEDICATION NAME]/[MEDICATION NAME]), especially when given
with antibiotics, can

cause QT wave to be prolonged. It is an adverse reaction. It requires monitoring of the QT wave by EKG. If QT prolonged, it can lead
to an arrhythmia or an abnormal heart rhythm. On 3/11/2020 at 1:26 pm, V13 (Pharmacy Manager) stated, Cardiac

implication with [MEDICATION NAME] and [MEDICATION NAME] and [MED] when given in combination. QT prolongation

een

[MEDICATION NAME] and [MEDICATION NAME] can cause a severe interaction. If thisis abrand new combination (of
medications) for aresident, it would put aresident at a higher risk versus someone that's been on the medications for number of years.
Also if brand new meds for patient, would let facility know to monitor QT status. A facility policy dated May 27, 2011 and

titled, 8 rights of medication administration documents: 1. Right patient - Check the name on the order and the patient.

Use 2 identifiers. Ask patient to identify himself/herself. 2. Right medication - Check the medication label. Check the

order 3. Right dose A facility policy dated 7/14 and titled, Medication Administration documents: GENERAL : All medications

are administered safely and appropriately to aid residents to overcome illness, relieve and prevent symptoms and help in

diagnosis. GUIDELINE: 1. An order is required for administration of al medications. 5. Check Medication Administration

Record [REDACTED)]. 15. Identify resident using two resident identifiers.
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