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F 0760 Ensure that residents are free from significant medication errors.

Level of Harm - Potential for **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41941
minimal harm
Based on interview, medical record review, and facility P&P review, the facility failed to ensure one of four
Residents Affected - Some sampled residents (Resident 1) was free from the significant medication errors.

* The facility failed to administer Resident 1's ketotifen (an antiallergic medicationto help prevent asthma
attacks) as ordered by Resident 1's physician. This failure had the potential to negatively affect the resident's
well-being.

Findings:

Review of the facility's P&P titled Medication Administration revised 4/2025 showed the medications shall be
administered as prescribed by the resident's physician.

Medical record review for Resident 1 was initiated on 4/15/25. Resident 1 was admitted to the facility on
[DATE], and readmitted on [DATE].

Review of Resident 1's MDS assessment dated [DATE], showed the resident was cognitively intact.

Review of Resident 1's Order Summary Report showed a physician's order dated 12/6/24, for Resident 1 to
have ketotifen 1 mg capsules, give two capsules two times a day for chronic urticaria for five months.

Review of Resident 1's MAR for April 2025 showed 9 (other/see progress note) and the nurses' initial for the
ketotifen oral capsules administration on 4/14/25 at 0900 and 1700 hours, and 4/15/25 at 0900 hours.

On 4/15/25 at 0917 hours, a concurrent interview and medical record review was conducted with the DON
and RN 1. RN 1 stated the Ketotifen medication was not re-ordered in time. Review of the MAR showed
Resident 1 did not receive the ketotifen medication on 4/14 and 4/15/25. The DON verified the above
findings.
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