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The Terraces at Los Altos Health Facility 373 Pine Lane
Los Altos, CA 94022

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46553

Based on interviews and record review, the facility failed to ensure the correct administration of medication 
when the licensed vocational nurse A entered the medication order to the wrong resident. This failure 
resulted in one of three sampled residents (Resident 1) receiving a medication that was not prescribed for 
this resident.

Findings:

Review of Resident 1's clinical record indicated she was admitted on [DATE], with diagnoses including 
Alzheimer's disease (a disease characterized by a progressive decline in mental abilities), and dysphagia 
(difficulty swallowing), and major depressive disorder (a mood disorder that causes a persistent feeling of 
sadness and loss of interest).

During a concurrent interview and record review on 8/5/24 at 3:38 p.m., with the director of nursing (DON), 
stated she entered the medication Abrysvo (vaccine that protects against lower respiratory tract disease 
caused by respiratory syncytial virus [RSV])120 microgram (mcg) /0.5 milliliter (ml -metric unit used to 
measure volume) to the wrong resident. The DON stated the medication was administered to Resident 1.

Resident 1 had an order for RSV vaccine entered into her records in error- the order was intended for a 
different resident. The vaccine was inadvertently given.

During an interview with Director of Nursing (DON) on 9/25/24 at 1:09 p.m., DON stated LVN A administered 
the RSV vaccine to Resident 1 that were not prescribed for her.

During an interview on 9/25/24 a 2:08 p.m., with LVN A stated the vaccine was input by the DON and the 
medication came from the Pharmacy with the name of the Resident 1. She confirmed she did not ask 
another staff to verify.

Review of the facility's policy and procedure (P&P) titled, Administering Medications, dated April 2019, the 
P&P indicated, Medications are administered in a safe and timely manner, and as prescribed.
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