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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.
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F 0757 *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, and record review, the facility failed to ensure residents received medications as clinically indicated
Level of Harm - Minimal harm or and free from unnecessary medications for two out of four sampled residents (Residents 1 and 2) when:1.
potential for actual harm Resident 1 did not receive prescribed medication that was intended to treat his medical condition.2. Resident
2 received a medication that was not intended for her and for which she had no clinical indication.These
Residents Affected - Some failures had the potential to cause harm when Resident 1 did not receive a prescribed medication, placing

him at risk for an untreated medical condition and Resident 2 was exposed to unnecessary medication and
possible adverse effects.1. During a review of Resident 1's admission Record (clinical record with
demographic information), it indicated Resident 1 was admitted to the facility on [DATE], with diagnoses of
seizure (neurological disorder that results from abnormal activities in the brain) and acute kidney failure (A
condition when the kidneys suddenly lose the ability to remove waste and balance your body's fluids and
electrolytes).During a concurrent record review, and interview, on December 29, 2025, at 2:45 PM, with the
Director of Nurses (DON), the DON reviewed and confirmed Resident 1's admission physician order list
dated December 16, 2025, did not include Valproic Acid (a prescription medication used to prevent and
control seizures). 2. During a review of Resident 2's admission Record, it indicated Resident 2 was admitted
to the facility on [DATE], with diagnoses of rhabdomyolysis (a condition when muscle tissue gets severely
damaged causing pain, kidney damage, and dark urine output) and muscle weakness.During a concurrent
record review, and interview, on December 29, 2025, at 3:00 PM, with DON, the DON reviewed and
confirmed that Resident 2's admission physician order list dated December 16, 2025, indicated, Valproic
Acid Oral Capsule 250 MG [milligram is unit of measure] Give 1 capsule by mouth three times a day for
Seizures. The DON stated Registered Nurse 1 (RN 1) who handled the admission on [DATE], had
mistakenly added the Valproic Acid order to Resident 2's records instead of Resident 1's.A review of the
Facility's Incident Description dated December 22, 2025, indicated . Date of Incident Discovery: December
19, 2025. Type of Event: Medication Error - Misadministration of Anti-Seizure Medication. Findings
Summary: Physician order for Valproic Acid [for Resident 1] was mistakenly entered for the wrong patient
[Resident 2]. Patient [Resident 2] received 6 doses of Valproic Acid administered . between 12/16/25 and
12/19/25 [December 16, 2025, and December 19, 2025].A review of Resident 2's MAR (Medication
Administration Record) for the period of December 16, 2025, to December 31, 2025, indicated .Valproic Acid
. 250 MG. Give 1 capsule by mouth three times a day. was administered on December 17, 18, and 19, 2025.
The initials provided confirmation the Valproic Acid was administered to Resident 2 as scheduled, for a total
of nine doses unnecessarily and without clinical indication.During an interview on December 29, 2025, at
3:30 PM, with DON, the DON stated the facility does not have a written policy and procedure (P&P) for the
admission process, including medication orders. The DON further stated, in practice, the facility reviews
newly admitted residents' records on the following day to ensure completeness and accuracy of continuation
of care, including medication orders and any other necessary care.During an interview on December 30,
2025, at 3:30 PM, with Registered Nurse 1 (RN 1), the RN 1 stated she is aware of her responsibility as the
admission nurse to review hospital records and verify medication indications upon admission. RN 1 further
stated, | am not sure how the mistake happened; | ended up putting the medication order to the wrong
resident.During a follow up interview on December 30, 2025, at 3:30 PM, with RN 1, the RN 1 stated, It was
my mistake that caused Resident [1] did not receive his Valproic Acid to manage his clinical condition that
make Resident [2] received Valproic Acid that was unnecessary for her, unfortunately. RN 1 further stated
she should have double checked the medication order against hospital discharged records and confirmed
with the physician prior to entering the order, but she did not.During an interview on December 31, 2025, at
1:00 PM, the Administrator acknowledged the medication reconciliation practice error, stating Resident 1 did
not receive his prescribed medication to manage his medical condition, and it was instead entered under
Resident 2, who received six doses unnecessarily. The Administrator stated the facility expects the
admission nurse to review hospital records and verify medication indications at admission and DON will
review the admission chart the next business day after admission for accuracy and completeness. The
Administrator also acknowledged that the facility does not have a written P&P governing the admission

process, including medication orders upon admission. A review of Resident 1's MAR for the period of
Naramhar 1R 2N2K thraiinh Naramhar 21 2028 indiratad that \/alnrnir Arid 280 ma 1 ~anciila hv mnnith

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 056444 Page 2 of 2



