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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34506

Based on observation, interview, and record review the facility failed to ensure it was free from significant 
medication errors for one of one residents (R1) reviewed for medications in the sample of one. 

The findings include:

R1's Admission Record shows he was admitted to the facility on [DATE] with diagnoses including alcohol 
abuse with alcohol induced psychotic disorder with delusions, visual hallucinations, depression, acute 
embolism and thrombosis of unspecified deep veins of right lower extremity, hypertension, moderate protein 
calorie malnutrition, abnormal weight loss, suicidal ideations, anxiety disorder, and epilepsy.

R1's Order Summary Report shows an order for apixaban oral tablet 5 mg (milligram) give one tablet by 
mouth two times a day related to acute embolism and thrombosis of unspecified deep veins of right lower 
extremity to start on November 4, 2024.

R1's Progress Notes show that R1's apixaban was on order on November 4, 2024 in the evening, November 
5, 2024 in the morning and evening, and November 6, 2024 in the morning and the evening. 

R1's Medication Administration Record dated November 1, 2024-November 30, 2024 shows that R1 missed 
five doses of apixaban upon admission to this facility.

On November 7, 2024 at 12:58 PM, V3 LPN (Licensed Practical Nurse) said that R1's apixaban medication 
did not get sent by the previous facility that R1 had just come from. V3 said R1 just got his first dose today 
(November 7, 2024). 

On November 7, 2024 at 1:04 PM, V2 RN (Registered Nurse) said R1 was admitted to the facility on [DATE]. 
V2 said she had to fax the pharmacy R1's insurance information yesterday (November 6, 2024). V2 said that 
when R1 was admitted to the facility, the previous facility sent an empty medication card of apixaban. V2 
said she entered R1's admitting orders Monday evening (November 4, 2024). V2 said she realized the 
apixaban did not come in on November 6, 2024.
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The facility's Medication Errors policy revised November 2024 shows, It is the policy of this facility to provide 
protections for the health, welfare, and rights of each resident by ensuring residents received care and 
services safely in an environment free of significant medication errors. Medication errors, once identified, will 
be evaluated to determine if considered significant or not by utilizing the following three general guidelines: 
Resident's condition, drug category, and frequency of error. If an error is occurring repeatedly such as an 
omission of a resident's medication several times.
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