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Ensure that residents are free from significant medication errors.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on facility policy, medical record review, and interview the facility failed to prevent a significant medication
 error for 1 resident (Resident #2) of 3 residents reviewed. The findings include: Review of the facility policy Medication
 Administration General Guidelines dated 9/18 revealed .prior administrator, review, and confirm medication orders.
 Continued review of the facility policy Medication Discrepancies revised 11/16/19 revealed .discrepancies are documented
 and reported to the resident's attending physician, Director of Nursing, responsible party and the Performance Improvement
 Committee.in the event of a medication discrepancy immediate action is taken.to protect the patient.the attending Physician is
notified.the Physician's orders are implemented.the resident is monitored closely for 24 to 72 hours.reports are
 reviewed on a regular basis by the performance Improvement Committee. Further review of facility policy Medication Error
 Reporting and Adverse Drug Reaction Prevention and Detection dated 9/10 revealed .the facility utilizes a system to assure
 that medication usage is evaluated on an ongoing basis.medication errors.are considered significant if.require.modifying
 the dose.the medication order is evaluated for.the dose.in agreement with the current clinical practice. Medical record
 review revealed Resident #2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Medical record review of the
 5-day Admission Minimum Data Set ((MDS) dated [DATE] revealed Resident #2 scored 12 on the Brief Interview for Mental
 Status (BI[CONDITION]) indicating no cognitive impairment. Continued review showed Antipsychotic medications were received
 the last 7 days with issues found during the review and contact made with medical services. Review of the internal facility
investigation dated [DATE] showed Registered Nurse (RN) #1 reported on 2/21/2020 she received 2 medication lists from the
 family. On 1 list the times for administration of the [MEDICATION NAME] was for in the morning and in the evening. The
 information was entered into the computer. On 2/25/2020 the family for Resident #2 attending a baseline care plan meeting
 and reviewed the resident's medications. The family stated the [MEDICATION NAME] was only to be given in the evening; the
 changes were made. On [DATE] the family was returning Resident #2 to the facility from a Doctor's visit. The family stated
 the resident was receiving too much [MEDICATION NAME]. The list was reviewed with the family. RN #1 stated after reading
 the list with the family a discrepancy was observed for the dosage of [MEDICATION NAME]. The dosage 0.75 milligrams (mg)
 was entered into the computer and the list called for 0.375 mg. RN #1 stated she apologized to the family, made the change
 in the computer, called the Medical Director and DON. Interview with Registered Nurse (RN) #1 on 3/30/2020 at 11:00 AM in
 the conference room showed from 2/25/2020 to [DATE] the resident received the wrong dose of [MEDICATION NAME] (an
 Antipsychotic medication used to treat Behavioral Disturbance with Dementia). RN #1 confirmed the medication dosage was
 transcribed wrong on 2/25/2020 from a list the family brought from home. RN #1 also confirmed she transcribed the dosage as 0.75
milligrams (mg) instead of 0.375 mg. RN #1 further stated the discrepancy was found when she spoke with Family member
 #1 on [DATE]. Interview with the DON on 3/30/2020 at 2:00 PM in the conference room showed Resident #2 had been admitted
   to a behavioral health facility 1/2020 to monitor and control Behavioral Disturbances with Dementia. The [MEDICATION
 NAME] was prescribed to help control the Behavioral Disturbances. Family member #1 provided a list of the resident's
 medications. The DON confirmed on 2/25/2020 RN #1 transcribed the dosage of [MEDICATION NAME] as 0.75 mg instead of
0.375
 mg.
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