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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36297

Based on observation, record review, staff interview and policy review, the facility failed to ensure 
medications were administered to the residents without a significant medication error. This affected one 
(Resident #31) of three residents reviewed for medication administration. The facility census was 110.

Findings include:

Review of Resident #31's medical record revealed the resident was admitted to the facility on [DATE]. 
Diagnoses included Alzheimer's disease and anxiety disorder. 

Review of Resident #31's physician orders dated 03/04/24 revealed an order for the resident to receive 
pureed foods with nectar thickened liquids. An order dated 06/14/23 for Divalproex Sodium oral tablet 
delayed release 250 milligrams (mg) (Divalproex Sodium), administer three tablets by mouth one time a day 
for convulsion. This order was discontinued on 04/30/24. A new order dated 04/30/24 for Divalproex Sodium 
oral capsule delayed release sprinkle 125 mg (Divalproex Sodium), administer four capsules by mouth one 
time a day. 

Interview and observation of medication administration on 04/30/24 at 7:30 A.M. revealed Registered Nurse 
(RN) #259 on 04/30/24 at 7:30 A.M. stated Resident #31 took her medications crushed in applesauce. RN 
#259 was observed to crush the Divalproex Sodium 250 mg three tablets and include them with the 
resident's other crushed morning medications and place all the crushed medications in applesauce. At 7:45 
A.M., RN #259 was in Resident #31's room with the crushed morning medication explaining to the resident 
that it was time to take her medications. The Director of Nursing (DON) came to the door and told RN #259 
to come out of the room with the medications. The DON asked if the Divalproex Sodium delayed release 
tablets were in the crushed medications and when the nurse replied yes, the DON instructed RN #259 that 
the medication could not be administered to the resident, as Divalproex Sodium delayed release tablets 
cannot be crushed. The DON was observed to open a binder on the medication cart and turn to the do not 
crush list provided by the pharmacy and showed the list to RN #259. RN #259 was observed to discard the 
medications and obtained Resident #31's morning medication again without the Divalproex Sodium delayed 
release tablets 250 mg, three tablets, in it as the DON stated they would need to get the order clarified. 

(continued on next page)
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Interview with the DON on 04/30/24 at 12:55 P.M. confirmed any resident who had a pureed diet order 
should have their medications provided to them crushed. The DON verified the facility obtained an order for 
Divalproex Sodium oral capsule delayed release sprinkles 125 mg, give four capsules by mouth one time a 
day for Resident #31 on 04/30/24 as the capsules could be opened and sprinkled on food to give to 
residents, and Resident #31 took her medications crushed. The DON verified the Resident #31 had an order 
for pureed diet on 03/04/24 and until 04/30/24 the resident's Divalproex Sodium was ordered and provided to 
the resident as three 250 mg tablets that were not to be crushed, but crushed was the way the resident took 
her medications. The DON verified the facility staff had documented on the medication administration record 
every day during the month of April 2024 that the Divalproex Sodium delayed release 250 mg, three tablets 
had been administered to the resident.

Review of the facility policy titled Medication Administration General Guidelines for Administering 
Medications dated 06/21/17 revealed medications will be administered by legally-authorized and trained 
persons in accordance to applicable State, Local and Federal laws and consistent with accepted standards 
of practice. The noted included to refer to medication reference text for administration of any medication 
when added to or mixed with any substance to facilitate administration, (e.g. applesauce, juice, milk, etc.).

This deficiency represents non-compliance investigated under Complaint Number OH00153179.
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