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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36368

Based on interview and record review, the facility failed to ensure residents were free from significant 
medication errors for 1 of 1 sampled residents (Resident 1) reviewed for significant medication errors. 
Resident 1 experienced harm when they received two doses, of 10 times the ordered amount, of a blood 
thinner medication that resulted in hospitalization with three hematomas (bleeding within a muscle group) 
and transfusion of one unit of packed red blood cells. This failure placed residents at risk for a significant 
medication error, medication side effects and a diminished quality of life. 

Findings included .

Resident 1 was admitted to the facility on [DATE] with diagnoses including hemiplegia (paralysis affecting 
one side of the body) and transient ischemic attach (temporary interruption of blood flow to the brain). 

A review of the hospital discharge orders, dated 01/24/2025, showed Resident 1 to receive Enoxaparin (also 
called Lovenox, an injectable blood thinner that prevents and treats blood clots) 30 milligram (mg)/0.3 
milliliter (ml) syringe give 0.3 ml subcutaneously (sq--under the skin) once daily in the evening for deep vein 
thrombosis (clot) prevention.

Resident 1's January 2025 Medication Administration Record (MAR), dated 01/24/2025, showed the resident 
was to receive Enoxaparin Sodium Injection Solution 300mg/3ml inject 3ml sq in the evening for deep vein 
thrombosis prevention. The MAR showed Resident 1 was administered 3ml (10 times the amount ordered) of 
Enoxparin Sodium Injection Solution subcutaneously on 01/25/2025 and 01/26/2025.

A review of the hospital records, dated 01/27/2025, documented Resident 1 received 10 times the dose of 
Lovenox on 01/25/2025 and 01/26/2025. Resident 1 had a right gluteal (buttock) IM (intramuscular) 
hematoma (bleeding within a muscle group) 12 x 4.5 cm with extension across right hemipelvis (half of the 
pelvis), right posterior chest wall IM hematoma 5.3 x 2.4 cm and left posterior (toward the back of the body) 
wall IM hematoma 9.1 x 2.9 cm. Resident 1 had gradual anemia (body losing blood cells) requiring 1 unit of 
packed red blood cells. 
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On 02/24/2025 at 1:25 PM, Staff A, Director of Nursing Services, said the order from the hospital showed to 
give 0.3ml of Lovenox sq, but the order was entered in by medical records as 3ml of Lovenox sq. Staff A 
stated, It [med error] was missed by everyone, including pharmacy. Medical records missed it. The nurse 
checking the orders, after they were put in, missed it. The Resident Care Manager (RCM) missed it. And 
then two nurses ended up giving it before it was discovered by another nurse coming in . Pharmacy sent a 
multi dose vial and the nurses drew up 3ml instead of 0.3ml syringes of Lovenox. 

On 03/06/2025 at 12:56 PM, Staff B, Medical Records, said when placing Hospital orders into the computer, 
she goes down the list of medication orders and enters them into the facility system. If she has any questions 
or concerns regarding any of the orders, she will not put those orders in and will place a note for nursing. 
Staff B said she was familiar with some common medications and dosages, but was not familiar with 
Lovenox. Staff B said she could not tell that 3ml, as opposed to 0.3ml, of Lovenox was an uncommon 
dosage so she did not leave a note for nursing to review. 

At 12:56 PM, Staff C, Licensed Practical Nurse, said normally she would check the ordered one by one and 
check it with the orders from the hospital. Staff C stated, I was really busy that day. I messed up and I just 
activated all the orders.

At 3:24 PM, Staff D, RCM, said he was still in training and had no experience as an RCM. Staff D said he did 
not believe he had checked the orders until the day they had already found the medication error. 
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