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

Level of Harm - Minimal harm Based on interview and record review the facility failed to ensure a resident was free from significant

or potential for actual harm medication errors for 1 of 3 residents (R1) reviewed for medication errors in the sample of 5.The findings
include:R1's current care plan dated 2/6/26 showed R1 was severely cognitively impaired related to his

Residents Affected - Few diagnoses of dementia and Alzheimer's disease. R5's February 2026 physician order summary report

showed R5 had diagnoses including epilepsy (seizure disorder) and chronic pain. The report showed the
following medication orders for R5:1.Carbamazepine (anticonvulsant drug) 400 mg (milligrams), give one
tablet at bedtime daily.2.Phenobarbital (anticonvulsant drug) 97.2 mg, give one tablet at bedtime
daily.3.Tramadol (opioid pain medication) 50 mg, give one tablet three times a day for pain.R1's progress
notes dated 2/11/26-2/12/26 showed on 2/11/26 at 8:20 PM, V6 (Licensed Practical Nurse/LPN)
administered R5's Carbamazepine 400 mg, Phenobarbital 97.2 mg, and Tramadol 50 mg to R1 in error. The
notes showed R1's physician and Poison Control were notified immediately of the error. Per
recommendation of Poison Control and the physician, R1 was to remain in the facility with orders to closely
monitor R1, however, R1's family requested R1 be sent to a local hospital for an evaluation due to the error.
The notes showed R1 was evaluated at the hospital and discharged back to the facility approximately eight
hours later in stable condition.On 2/27/26 at 10:15 AM, V6 (LPN) stated on 2/11/26, she prepared R1 and
R5's evening medications by putting each resident's medications in separate medication cups. V6 stated
she was abruptly called into another resident's room, so she quickly locked R1 and R5's medications, in
their individual cups, in the medication cart, and went to assist the resident. V6 stated when she returned to
the medication cart, she grabbed R5's medication cup and administered R5's medications to R1 in error. V6
stated, | was in a hurry. | didn't check to make sure | had the right medications for (R1). V6 stated, (R1) was
sleepy when he left in the ambulance but that was normal for him at that time of the day. His mentation had
not changed.On 2/27/26 at 9:40 AM, V5 (R1's Physician) stated, While (R5's) medication could have
caused (R1) to be sedated, this incident is something we could have monitored in the facility. (R1) did not
need to go to the hospital. We only sent him out because his family said to. They observed him for a while in
the hospital and sent him back.On 2/27/26 at 12:07 PM, V3 (Assistant Director of Nursing) stated nurses
are to double check medications before administration to verify the medication is the right drug, right
patient, right dose, right time, and right route. V3 stated nurses are to administer medications to each
resident, immediately after preparing their medications. The facility's Medication Administration policy dated
January 2026 showed, Medications must be administered in accordance with physician's order, e.g., the
right resident, right medication, right dosage, right route, right time. Medications may not be pre-poured,
e.g., only prepare and administer medications for one resident at a time.
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