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481-67.3 Tenant rights. All tenants have the following rights: 
 
67.3(2)  To receive care, treatment and services which are 
adequate and appropriate. 
 
Based on interview and record review, the program failed to provide 
adequate care following a medication error for 1 of 1 tenants reviewed 
(Tenant #1).  Findings follow: 
 
Review of Tenant #1's record on 6/24/24 revealed a history of severe 
peripheral neuropathy, obesity and Parkinson's disease. Tenant #1 
generally got around via her wheelchair. 
 
A medication error report form identified Tenant #1 received the 
wrong medications on 11/30/23 at 8:00 PM. Staff A incorrectly 
administered the following medications:  Diphenhydramine, Ferrous 
Sulfate, Lamotrigine, Mirtazapine, Pramiprexole, Quetiapine and 
Clonazepam. The Registered Nurse (RN), noted the medications 
possibly caused excessive drowsiness and a fall out of bed. 
 
A post-fall incident report and investigation tool, completed by Staff C, 
noted on 12/1/23 at 2:55 AM, she received a page from Tenant #1 
and found her on the bedroom floor next to her bed. Tenant #1's head 
was between her bed and side table. She reported head and back 
pain. Tenant #1 stated she rolled out of bed. Staff C determined 
Tenant #1 was visibly unable to move safely. Staff C contacted the 
paramedics so Tenant #1 could be assessed at the hospital. When 
Tenant #1 was lifted by the emergency medical services, she was 
bleeding from the back of the head and left cheek. The hospital patient 
health summary from 12/1/23 provided Tenant #1 with diagnoses of 
facial contusion, fall and weakness. 
 
Tenant #1 met with her PCP on 12/5/23. The PCP noted Tenant #1 
had a fall on 12/1/23. Tenant #1 fell out of bed and ended up with a 
hematoma to the left occipital area and left cheek. The fall occurred 
after receiving the wrong medications, including multiple sedative 
hypnotics. Tenant #1 noted she felt very foggy at the time of her fall 
and was not able to maintain her balance. She also had feelings of 
lethargy the next day.  
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The Registered Nurse documented on 12/5/23 on the Post-fall 
incident report and investigation tool the root cause of the fall was due 
to Tenant #5 receiving the wrong medications. 
 
Staff A provided a written statement, dated 12/6/23, of how the 
medication error occurred. Staff A wrote she popped medication out 
of the bubble pack and placed the pills in a medication cup for Tenant 
#2. This tenant was not available, so Staff A locked the pills in the 
medication cart drawer and moved on to the next apartment. Staff A 
put the medication for Tenant #1 in a medication cup and entered her 
apartment. Tenant #1 was in the bathroom.  Staff A also put this cup 
of medication into the medication cart. When Staff A returned to 
Tenant #1's apartment to administer her medication, she gave Tenant 
#1 the medication which was prescribed to Tenant #2. Staff A did not 
return a call for an interview during the time period in which the 
incident was investigated.   
 
On 6/27/24 at 10:15 AM, Staff B recalled Staff A approached her and 
was really upset and frustrated because she gave medication to the 
wrong person. Staff A said she called the Director and RN about this. 
Staff B did not ask any other questions about the situation, because 
she believed the others (Staff A, the Director and RN) were handling 
things. Staff A stormed out after she reported the incident to Staff B. 
Staff B did not learn the name of the tenant who was given improper 
medication prior to Staff A's departure. Staff B remained at work about 
another hour before Staff C's arrival at the program. Staff B told Staff 
C about a tenant receiving the wrong medication. Staff C asked the 
name of the tenant, but Staff B did not know who it was at that time. 
Staff B stated each time there was a medical incident, staff were to fill 
out a form with the tenant's vitals and range of motion every hour. This 
was not done for Tenant #1. After Staff A left the building, Staff B 
found herself wondering which tenant received the incorrect pills. 
 
On 6/27/24 at 10:30 AM, Staff C commented when she came into 
work on 11/30/23 she was told Staff A gave one tenant another 
tenant's medication, although Staff B did not know who it was. Tenant 
#1 paged her early in the morning on 12/1/24.  She found Tenant #1 
laying on the floor next to her bed. The side table was about a foot 
from the bed.  Her head was wedged in there.  Staff C called the EMTs 
and RN.  Staff C was not aware Tenant #1 received another tenant's 
medication and did not provide the EMTs this information. If Staff C 
had known Tenant #1 got the wrong medication, she would have 
checked on Tenant #1 more often through the night and taken her 
vitals.  She also would have told the EMTs about the medication error. 
 
On 6/27/24 at 9:40 AM the RN reported she received a call from Staff 
A about the medication error. The RN told Staff A she needed to 
monitor Tenant #1 to make sure she didn't have any side effects from 
the medication she received. The RN told Staff A to put Tenant #1 on 
"vitals." This meant staff were to collect Tenant #1's vital signs every 
hour and document it on a flow sheet. This was not done. The RN 
called Tenant #1's PCP and learned he was not on-call. The RN did 
not tell the on-call doctor about Tenant #1 receiving the wrong 
medication because she believed the medication she had received 
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was in the same category as what she was prescribed and because 
the on-call doctor was not familiar with Tenant #1. The RN reported 
she did not believe she was aware Tenant #1 had a fall early in the 
morning on 12/1/24 until she came into work later that day. She 
denied receiving a call from Staff C, but thought perhaps she received 
a text.  The RN assessed Tenant #1 the morning of 12/1/24 and called 
the PCP about the fall. 
 
The RN said she trained staff not to get medication out for tenants 
until she was sure the tenant was available.  The RN stated it would 
have been important for the EMTs and emergency room staff to know 
Tenant #1 received the incorrect medication following her fall. 
 
On 6/27/24 at 8:40 AM, Tenant #1 reported being frustrated Staff A 
knew about the medication error on 11/30/24 by 8:00 PM, but didn't 
inform her at the time.  In addition, Tenant #1 said she was not told 
about the error until the middle of the following week. Tenant #1 
reported she felt drugged when she got up to go to the bathroom and 
fell on 12/1/24. Tenant #1 was also upset the hospital was not 
informed she received the wrong medication. 
 
Staff A did not report information about the tenant involved in the 
medication error prior to leaving the building. Staff A, B and C did not 
complete hourly vital checks on Tenant #1 following the medication 
error. Either the RN did not inform Staff C of the medication error when 
she was informed of the fall or Staff C failed to call the RN. The EMTs 
did not know about the medication error. 
 
On 6/27/24 at 10:50 AM, the Director confirmed staff should have 
called the RN and followed her directions. Tenant #1 should have 
been checked on every 1-2 hours.  Staff A should have documented 
the medication error in the communication log and filled out a 
medication error report. 
 
 

 


