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F 0684 Provide appropriate treatment and care according to orders, resident?s preferences and goals.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm clinical record review, staff interviews, and policy review, the facility failed to ensure one of ten

sampled residents (Resident #25) received prescribed anticoagulant medication, apixaban, in
Residents Affected - Few accordance with professional standards of practice when the medication was documented as

self-administered without the required assessment, order, or care plan. The census was 72. The
deficient practice could result in complications related to not receiving the prescribed
medication.Findings include:Resident #25 was readmitted to the facility on [DATE], with diagnoses

of esophageal obstruction, dysphagia, pulmonary hypertension, chronic systolic heart failure,
paroxysmal atrial fibrillation, atherosclerotic heart disease, and the presence of cardiac and vascular
implants and grafts.The hospital's Post-Acute Facility Orders, dated June 14, 2026, revealed an
unchanged order for apixaban 2.5 MG (Milligram) by mouth twice daily with no indication that the
medication was to be self-administered.A physician's order dated June 14, 2026, revealed an order for
apixaban 2.5 MG by mouth twice daily for prevention of blood clots. The order contained directions for
unsupervised self-administration. However, the clinical record revealed no evidence that Resident #25
had received an assessment or evaluation determining that the resident could safely self-administer
medications. The record also contained no evidence of a care plan addressing medication self-
administration.A physician's administrative order dated June 14, 2026, documented that a complete
drug regimen review had been conducted upon admission and that no clinically significant medication
issues were identified.The June 2026 Medication Administration Record (MAR) revealed that apixaban
2.5 MG was documented as U-SA, which was defined as unsupervised self-administration, for 17 total
administrations from June 14, 2026, through June 22, 2026.A Medicare 5-Day Minimum Data Set
(MDS) assessment dated [DATE], revealed a Brief Interview for Mental Status (BIMS) score of 14,
which indicated the resident #25 had intact cognition. The MDS also revealed that the resident had an
active diagnosis of dysphagia, esophageal obstruction, and cognitive communication deficit. An order
audit report revealed that on June 23, 2026, the apixaban order was revised to change the
administered by status from administered by status from unsupervised self-administration to

clinician. A progress note dated June 23, 2026 at 12:30 p. m., by the Director of Nursing (DON),
documented that the DON spoke with resident #25's daughter regarding concerns with apixaban. The
note stated that the concerns were addressed and that there were no other concerns at that time. The
note did not identify the specific concern regarding apixaban or document how the concern was
addressed.An interview was conducted on July 31, 2026, at 8:09 a.m. with a Licensed Practical Nurse
(LPN/Staff#9), who stated that a resident permitted to self-administer medications should have an
order and a care plan for medication self-administration and that an assessment should be completed
prior to the order. The LPN stated that a resident with dysphagia would not be able to self-administer
medications without an order, Care plan, and evaluation by the interdisciplinary team (IDT). The LPN
(continued on next page)
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reviewed Resident #25's clinical record and stated that she did not identify an evaluation,
assessment, care plan, or order authorizing medication self-administration. The LPN stated that
apixaban was supposed to be administered by the clinician. After reviewing 17 administrations
documented as U-SA from June 14 through June 22, 2026, the LPN stated that she did not believe the
medication had been given as ordered by the physician.An interview was conducted on July 31, 2026,
at 8:45 a.m. with the Registered Nurse MDS Coordinator (RN MDS Coordinator/Staff#15), who stated
that prior to medication self-administration, a resident should have an order, formal assessment, and
care plan addressing self-administration. The RN/MDS coordinator reviewed Resident #25's clinical
record and stated that she did not identify an order, care plan focus, or assessment for medication
self-administration. The RN MDS coordinator reviewed the MAR and confirmed that apixaban was
documented as unsupervised self-administration from June 14 through June 22, 2026, for a total of 17
administrations. Staff #15 stated that this was not consistent with the facility's expectation and that
after June 22, 2026, the medication was administered by the clinician.An interview was conducted on
July 31, 2026, at 9:13 a.m. with the Director of Rehabilitation (DOR/Staff #62), who stated that, as far
as he knew, residents were unable to self-administer their medications. The DOR stated that he was a
part of the IDT team, and that the nursing side of IDT would assess the resident for
self-administration of medications. The DOR altered his statement and stated that therapy is asked
about safety regarding cognitive impairment and swallowing concerns regarding self-administration,
and that prior to self-administration of medication, there would be a required assessment that detailed
clearance from speech therapy. The DOR stated that it should be in the resident's care plan, it should
be documented and not freely done, and that they would need an order from the doctor prior to the
resident self-administering. The DOR stated that a resident with a diagnosis of dysphagia, with the
absence of a self-administration order, care plan, and evaluation by the interdisciplinary team (IDT),
would not be able to self-administer their medications, and that the risk of that happening would be
that they could choke or overdose. The DOR opened Resident #25's medical record and stated that he
did not see a self-administration evaluation, but that the speech therapy evaluation revealed that her
cognition and swallowing were okay. The DOR declined to answer if self-administration was in the
resident's care plan. An interview was conducted on July 31, 2026, at 9:31 a.m. with the DON, Staff
#78, who stated that self-administration of medications was determined by the facility's
self-administration policy, and that he did not know what the policy was. The DON stated that he did
not know how staff was able to know if a resident who self-administered medications actually took
their medication, and stated that they followed the policy, but that he did not know the policy and
could not answer the question. The DON stated that prior to a resident self-administering medication,
an evaluation and an order would be required. The DON also stated that he did not know if it should be
in the care plan, stating that whatever the policy is was what they would do, and that he could not
answer because he did not know what the facility policy was. The DON stated that a resident with a
diagnosis of dysphagia, with the absence of a self-administration order, care plan, and evaluation by
the interdisciplinary team (IDT), would not be able to self-administer their medications, and that he
was unable to answer what the risk would be. The DON opened Resident #25's clinical record and
stated that the resident was not evaluated to self-administer her medications, there was no order for
self-administration, and it was not in her care plan. The DON further stated that the order for apixaban
2.5 MG was transcribed with an error, and that according to the documentation in the MAR, it showed
that she self-administered the medication. The DON also stated that they could not confirm that she
self-administered the medication, so they called it a medication error. The DON stated that the order
was effective on June 14, 2026, and that it was charted as U-SA, unsupervised self-administration, a
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F 0684 total of 17 times from June 14, 2026, to June 22, 2026. The DON stated that it was not the facility's
expectation for self-administration, and that he did not know what the risk was because the provider
Level of Harm - Minimal harm did not tell him the risks, but that they followed up with the cardiologist and primary care provider. A
or potential for actual harm review of a facility policy titled, Resident Rights - Self-Administration of Medications, dated January
1, 2024, revealed that residents had the right to self-administer medications if the interdisciplinary
Residents Affected - Few team had determined that it was clinically appropriate and safe for the resident to do so.A review of a

facility policy titled, Medications: Administering Medications, dated January 1, 2024, revealed that
medications would be administered in a safe and timely manner, and as prescribed. The policy also
revealed that residents were permitted to self-administer their own medications only if the attending
physician, in conjunction with the interdisciplinary care planning team, had determined that they had
the decision-making capacity to do so safely.
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