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

Level of Harm - Minimal harm 45419
or potential for actual harm
Based on interview and record review, it was determined that the facility failed to ensure that a resident was
Residents Affected - Few free from significant medication errors for 1 resident out of 3 residents reviewed for anticoagulant
medications (Resident Identifier #3).

Findings include:

Review on 10/3/24 of Resident #3's Hospital Discharge Medication Record, dated 7/11/24, revealed the
following: Resident #3 has a discharge diagnosis of a saddle pulmonary embolism. Review also revealed
that Resident #3 had an order for Apixaban 5 mg [milligrams] oral tablet [medication used to prevent blood
clots], take 2 tablets, 10 mg, by mouth twice a day for 7 days followed by 1 tablet (5 mg) twice daily.

Review on 10/3/24 of Resident #3's July and August 2024 Medication Administration Record revealed that
Resident #3 received 10 mg of Apixaban from 7/11/24 to 7/18/22 and received 5 mg of Apixaban from
7/18/24 to 7/22/24. Resident #3 did not received Apixaban from 7/22/24 to 8/29/24.

Interview on 10/3/24 at 11:00 a.m. with Staff A (Director of Nursing) confirmed that Resident #3 did not
receive anticoagulation therapy from 7/22/24 to 8/29/24. Staff A stated that they had identified the medication
error on 8/28/24.

Review on 10/3/24 of the facility's corrective action plan revealed the following: Provider was notified of the
medication error on 8/28/24, a Quality Assurance meeting was held on 8/29/24, Facility wide audits of all
medication orders were completed on 9/9/24, all nurses and medication nursing assistants were educated on
medication ordering and reconciliation protocols on 8/31/24, and weekly audits of all medication orders,
including anticoagulant medications, was started on 9/9/24.
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