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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 transcribe provider orders correctly and

or potential for actual harm administer medications as intended by the provider for 1 of 6 sampled residents (Resident 31),
reviewed for unnecessary medications. This failure placed residents at risk of adverse side effects

Residents Affected - Few and unnecessary medications. Findings included .According to the 01/19/2026 admission

assessment, Resident 31 was admitted with diagnoses to include a mental health disorder. The
resident was able to make their needs known.Review of the 01/05/2026 admission orders showed the
resident took Seroquel (chemical substances that affect brain function, altering mood, thoughts,
behavior, or perception to treat mental health conditions) 25 milligrams (mg) once a day.Resident 31's
Medication Administration Record (MAR) for January 2026 and February 2026 showed an order was
entered on 01/05/2026 for Seroquel 25 mg once a day, give .5 mg in the evening. The MAR showed
the resident received a 1/2 tablet (12.5 mg) of Seroquel from 01/05/2026 through 02/09/2026 every
evening.Review of a 02/09/2026 facility investigation, showed the resident admitted with an order of
Seroquel 25 mg every evening and the order was transcribed incorrectly into the MAR as Seroquel 25
mg once a day, give .5 mg. The pharmacy sent 12.5 mg (1/2 tablet of 25 mg) which was administered
to the resident from 01/05/2026 to 02/09/2026. The provider was notified of the medication error.In

an interview on 03/19/2026 at 2:50 PM, Staff C, Resident Care Manager (RCM), stated they had
investigated the medication error for Resident 31. When asked about their process for placing orders
into the MAR when a resident was admitted to the facility, Staff C stated the nurse would place the
orders into the computer and print them, a second nurse did not review the orders for accuracy. The
process had been changed after the medication error for Resident 31 was identified, and now one
nurse entered the order, a second nurse reviewed them, and both nurses would sign the orders.In an
interview on 03/20/2026 at 2:00 PM, Staff B, Director of Nursing (DNS), confirmed the order for
Resident 31's Seroquel was transcribed incorrectly, and the resident received the wrong dose.
Reference: WAC 388-97-1060(3)(k)(iii)
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