Protecting,

Maintaining and Improving the Health of All Minnesotans

Office of Health Facility Complaints
Investigative Public Report
Report #: H5434013

Date Concluded: November 13, 2018

Date of Visit: July 24, 2018
Name, Address, and County of Facility
Investigated:
Bethany on the Lake LLC
1020 Lark Street
Alexandria, MN 56308
Douglas County
Facility Type: Nursing Home

Investigator’s Name: Jill Hagen, RN, Special
Investigator

Finding: Substantiated, individual responsibility
Nature of Visit: An unannounced visit was conducted to investigate an allegation of
maltreatment, in accordance with the Minnesota Reporting of Maltreatment of Vulnerable
Adults Act, Minn. Stat. 626.557, and to evaluate compliance with applicable licensing standards
for the provider type.
Allegation(s): It is alleged that a resident was neglected when the alleged perpetrator (AP)
administered the incorrect medication, causing hospitalization and a change in status for the
resident.
Investigative Findings and Conclusion:
Neglect was substantiated. The AP was responsible for the maltreatment. The AP set up
medications for a second resident, was distracted, locked the medications in the medication
cart and later returned to the cart and gave the medications to the first resident without
ensuring the right resident was provided with the correct medications.The AP gave the
resident Coumadin, a blood thinner, 10 milligrams (mg), instead of Coumadin 2.5 mg as
prescribed.
During the investigation, interviews were conducted with facility staff including the director of
nursing, nursing staff, the AP, and other residents. The investigation included observation of a
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medication pass with licensed staff and confirmation of the process of providing the correct
resident with the correct medications. Review of two additional resident records confirmed
staff provided the appropriate medications according to the physician’s orders. Interviews with
residents found no related issues. Review of staffing schedules showed adequate staffing levels.
The investigation included a review of the facility’s policies, procedures and staff training
related to medication administration and abuse and neglect.A review of the AP’s personnel file
found appropriate licenses, training, certifications and background study.
The resident resided at the facility for approximately one and one‐half months prior to the
medication error. The resident was initially admitted to the facility for short‐term rehabilitation
for general deconditioning following a hospitalization for septicemia or blood infection,
respiratory failure both acute and chronic, anemia that required blood transfusions, severe
aortic stenosis or narrowing of the aorta, and chronic atrial fibrillation or rapid heart rate. Due
to the risk of blood clots with atrial fibrillation,the resident received Coumadin, a blood
thinner. The resident’s dose of Coumadin was determined by closely monitoring the
international normalizing ratio or INR. Staff obtained the INR level through blood draws that
were ordered on a specific time frame. The INR levels were to be maintained between two and
three. The resident required staff assistance with activities of daily living and medication
administration. At the time of the medication error, the resident received Coumadin 2.5
milligrams (mg) in the evening every day, except for Monday and Friday when the resident
received 5 mg. The resident’s current INR level was 2.6, within optimal range.
One afternoon, the AP was administering medications to a resident.Instead of administering
the medications to another resident, the AP administered the resident Coumadin 10 mg instead
of the 2.5 mg ordered for the resident. Staff notified the resident’s physician, and an INR was
ordered for the following day. The resident’s Coumadin was placed on hold. The facility put
precautions in place in order to minimize the resident’s risk for bleeding. The precautions
included a soft diet, minimal activity level and staff monitoring for bruising and bleeding.Over
the next two days, the resident’s INR was 6 and 6.9. Due to the resident’s chronic low
hemoglobin and concerns for complications with bleeding with the increasing INR,the family
and physician chose to transfer the resident to a hospital for further evaluation.
Review of the resident’s hospital’s medical record established a head CT revealed no acute
bleeding. The family decided to have staff administer a low dose of oral Vitamin K,a medication
to clot blood, following a discussion on the risks verses benefits of the medication.The initial
INR was 7.3. In addition, the resident required antibiotic treatment for a urinary tract infection
and sinus disease. The following day, after receiving Vitamin K, the resident’s INR level was 4.1
and gradually returned to within therapeutic range.The resident was discharged from the
hospital in the care of a family member eight days following admission in stable condition.
During interviews, several staff stated they received training on the five rights of medication
administration. The rights included administering the right medication to the right resident at
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the right dose at the right time using the right method,for example orally. When in doubt,
medications should be discarded and not provided to a resident.
During an interview, the RN manager stated the AP received training and orientation to
administer medications to residents. The AP indicated she set up a resident’s medications in a
medication cup, became distracted by another staff, and locked the medication cup in the
medication cart. Upon returning to the medication cart, the AP removed the medication cup
and without checking the electronic medication record (eMAR) and dispensed the medications
intended for another resident to this resident. In addition, the AP failed to notify the family of
the medication error until the following morning.The family should have been notified
immediately following the immediate notification to the resident’s physician.
During an interview, the AP said, when preparing afternoon medications for a resident,she
dispensed the medications into a medication cup from the medication cart using the eMAR.
The AP became distracted when asked to assist another staff.The AP locked the medication cup
into the cart and left to assist the other staff. Upon return, the AP removed the medications in
the cup from the cart and dispensed the medications to the resident.When returning to the
medication cart, the AP opened the eMAR to document and realized she had given the resident
another resident’s medications. The AP failed to check the eMAR prior to administering the
medications to the resident. The AP said the facility provided training with medication
administration and she was aware of the five rights of medication administration.
During an interview, the resident’ primary physician said the incorrect dose of Coumadin
administered to the resident did not cause any acute bleeding issues.The resident’s
hemoglobin trended downward, but it would be difficult to determine whether the Coumadin
dose contributed to the trend. The resident’s diagnoses of possible bone marrow suppression,
causing a decreased production of red blood cells,likely caused the resident’s chronically low
hemoglobin.
Review of the resident’s document of death revealed she passed away one month following the
hospital discharge. The certificate established the immediate cause of death was acute on
chronic systolic heart failure with severe valvular heart disease.
Neglect: Minnesota Statutes, section 626.5572, subdivision 17, paragraph (a).
The failure or omission by a caregiver to supply a vulnerable adult with care or services,
including but not limited to food, clothing, shelter, health care, or supervision which is
reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental health
or safety, considering the physical and mental capacity or dysfunction of the vulnerable adult
and which is not the result of an accident or therapeutic conduct.
Vulnerable Adult interviewed: No, deceased
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes
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Action taken by facility:
The AP was suspended following the medication error.The AP is no longer employed at the
facility.
Prior to this report, the Minnesota Department of Health (MDH) cited a federal deficiency
related to significant medication errors. MDH required the facility to take corrective actions to
reduce the chance of a similar incident occurring.MDH will revisit the facility to ensure they
implemented corrective actions.

Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance with a state regulation pertaining to a resident’s
right to be free from maltreatment, including neglect. To view a copy of the Statement of
Deficiencies and/or correction orders, please visit
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call 651‐
201‐4890 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding.If the
maltreatment is substantiated against an identified employee,this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.

Cc: Health Regulation Division‐Licensing and Certification
The Office of Ombudsman for Long‐Term Care
Minnesota Board of Examiners for Nursing Home Administrators
Minnesota Board of Nursing
Douglas County Attorney
Alexandria City Attorney
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An abbreviated standard survey was conducted
to investigate case #H5434013. As a result, the
following deficiency is issued.
The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS2567 form. Electronic
submission of the POC will be used as
verification of compliance.
F 760 Residents are Free of Significant Med Errors
SS=D CFR(s): 483.45(f)(2)

F 760

The facility must ensure that its
§483.45(f)(2) Residents are free of any significant
medication errors.
This REQUIREMENT is not met as evidenced
by:
Based on document review and interview, the
facility failed to ensure 1 of 4 residents (R1)
reviewed for medication administration were free
of significant medication errors.
Findings include:
Review of R1's admission record indicated R1
admitted to the facility on April 24, 2018, from an
acute care hospital. R1's diagnoses included
sepsis or blood infection, acute and chronic
respiratory failure with hypoxia or low oxygen
levels, hypotension, anemia or low hemoglobin, a
cerebral vascular accident or stroke and atrial
fibrillation or a rapid heart rate. Due to the risk of
developing blood clots with atrial fibrillation, R1
received Coumadin a blood thinner with the dose
determined by an international normalized ratio
or INR level to be maintained between 2 and 3.
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F760: Residents are free of significant
med errors
One resident was affected by the deficient
practice. The affected resident did
discharge from Bethany on the Lake.
All residents who receive medication have
the potential to be affected.
Education provided to all licensed staff
and TMA’s in regard to the 5 rights of
medication administration. With a special
attention to staying focused when setting
up medications. If interrupted that you
refer back to the MAR to assure whose
medications were being set prior to
administration of the medications.
Education provided via email, postings on
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Review of R1's comprehensive care plan with an
effective date of April 25, 2018, established R1
was able to communicate her needs to staff and
required extensive assistance from one staff with
activities of daily living. R1 required three to five
liters of oxygen through a nasal cannula or face
mask. R1 was alert and oriented to person only
and required staff to set up and administer her
oral medications.
Review of R1's medication administration record
(MAR) for June 2018, revealed R1 currently
received Coumadin 2.5 milligrams (mg) every
Tuesday, Wednesday, Thursday, Saturday,
Sunday and 5 mg every Monday and Friday.
Review of the facility's Anticoagulation
Management flowsheet dated June 1, 2018,
revealed R1's INR level was 2.6. The next
scheduled INR blood level was due on June 15,
2018.
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each unit and on Point Click Care on
92018. Education at the All Staff
Meeting on 92518, this education is
required to be viewed by all staff that did
not attend the meeting and will also be
posted electronically on Health Care
Academy. This same education will be in
the employee newsletter on 92818.
Education will be completed by 10518.
The DON or designee will conduct audits
weekly x 4 weeks then monthly x 2 to
assure that residents are free of
significant medication errors. Medication
errors will be reviewed at the monthly by
the QAPI committee for further
recommendations.

Review of the facility investigative documentation
form indicated on June 5, 2018, at 4:15 p.m.
licensed practical nurse (LPN)A reported to a
nurse manager that she had given R1 another
resident's medications that included Coumadin
10 mg. LPNA notified the physician of the error.
LPNA received an order to hold the Coumadin
dose and draw an INR level in two days. The
following morning, the facility's medical director
ordered R1's Coumadin held with INR's daily to
monitor the levels. On June 6, 2018, the INR
level was 6.0 and on June 7, 2018, the INR was
6.9. The facility monitored the resident for
increased bleeding, placed R1 on low activities to
reduce the risk of injury and a mechanical soft
diet to reduce aspiration risk. LPNA said she
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became distracted during the medication setup
and administered the wrong medications to R1.
Also, LPNA did not verify the correct resident
was receiving the correct medications.
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During an interview on July 24, 2018, at 12:50
p.m. the RN Clinical Coordinator (RNCC)
revealed following R1's medication error, multiple
updates were faxed to the physician. Vitamin K
was considered to aide in blood clotting, however
the risks to R1 outweighed the benefit. Due to
R1's chronic low hemoglobin and high INR, a
decision was made to transfer R1 to the hospital
for evaluation on June 7, 2018, at 3:30 p.m.
During an interview on July 25, 2018, at 2:32
p.m. LPNA said the afternoon of June 5, 2018,
she was very busy with her own responsibilities
and having to assist a trained medication aide in
providing another resident with a tube feeding.
LPNA said she was not familiar with the unit and
R1. Around 4:00 p.m. on June 5, 2018, LPNA
began setting up another residents medications
according to the electronic medication
administration record (eMAR). LPNA was
distracted by a nursing assistant, had to leave
the medication cart so she locked the
medications in the locked drawer in a medication
cup. Upon returning to the medication cart,
LPNA removed the medication cup with the
medications from the locked drawer and without
confirming the correct resident on the eMAR,
gave R1 the other resident's medications. Upon
returning to the medication cart, LPNA opened
the eMAR and immediately realized she had
given R1 another residents medications. LPNA
contacted the physician who ordered R1's
Coumadin held pending INR level. LPNA said
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the facility staff oriented her to R1's unit but she
was in a hurry to get "things done." LPNA was
trained on the five rights of medication
administration that included the right resident
with the right medication.
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Review of the hospital's medical record for R1
dated June 7, 2018, at 6:13 p.m. stated, due to
concerns of elevated INR, worsening anemia,
headache and atrial fibrillation, will admit to the
hospital for further workup and observation. The
family chose to provide R1 with a low dose of
Vitamin K. In addition, R1 received antibiotics for
sinusitis and a urinary tract infection.
An interview on August 20, 2018, at 11:14 a.m.
with R1's primary physician established although
the increased Coumadin dose caused a
supratherapeutic INR, R1 experienced no acute
bleeding. R1's INR returned to a therapeutic
range. R1's hemoglobin was low due to R1's
bone marrow depression in making red blood
cells; not due to the increased INR from the
overdose of Coumadin.
Review of the facility's policy and procedure titled
Administering Medications revised 2012, stated,
the individual administering the medications must
verify the resident's identity before giving the
resident the medications. Methods used to
identify the resident included checking the
identification band, checking the photograph
attached to the medical record and if necessary,
verifying the resident's identification with other
personnel. The individual administering the
medications must check the medication label
three times to verify the right resident, right
medication, right dosage, right time and right
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method of administration before giving the
medication.
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*****ATTENTION******
NH LICENSING CORRECTION ORDER
In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.
Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
reinspection with any item of multipart rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.
You may request a hearing on any assessments
that may result from noncompliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for noncompliance.
INITIAL COMMENTS:
A complaint investigation was conducted to
investigate complaint #H5434013. As a result the
following correction orders are issued.
The facility has agreed to participate in the
electronic receipt of State licensure orders
consistent with the Minnesota Department of
Health Informational Bulletin 1401, available at
Minnesota Department of Health
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http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm The State licensing orders are
delineated on the Minnesota Department of
Health orders being submitted electronically.
Although no plan of correction is necessary for
State Statutes/Rules, please enter the word
"corrected" in the box available for text. Then
indicate in the electronic State licensure process,
under the heading completion date, the date your
orders will be corrected prior to electronically
submitting to the Minnesota Department of
Health.
21545 MN Rule 4658.1320 A.B.C Medication Errors

10/5/18
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A nursing home must ensure that:
A. Its medication error rate is less than five
percent as described in the Interpretive
Guidelines for Code of Federal Regulations, title
42, section 483.25 (m), found in Appendix P of
the State Operations Manual, Guidance to
Surveyors for LongTerm Care Facilities, which is
incorporated by reference in part 4658.1315. For
purposes of this part, a medication error means:
(1) a discrepancy between what was
prescribed and what medications are actually
administered to residents in the nursing home; or
(2) the administration of expired
medications.
B. It is free of any significant medication
error. A significant medication error is:
(1) an error which causes the resident
discomfort or jeopardizes the resident's health or
safety; or
(2) medication from a category that
usually requires the medication in the resident's
blood to be titrated to a specific blood level and a
single medication error could alter that level and
precipitate a reoccurrence of symptoms or
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toxicity. All medications are administered as
prescribed. An incident report or medication
error report must be filed for any medication error
that occurs. Any significant medication errors or
resident reactions must be reported to the
physician or the physician's designee and the
resident or the resident's legal guardian or
designated representative and an explanation
must be made in the resident's clinical record.
C. All medications are administered as
prescribed. An incident report or medication
error report must be filed for any medication error
that occurs. Any significant medication errors or
resident reactions must be reported to the
physician or the physician's designee and the
resident or the resident's legal guardian or
designated representative and an explanation
must be made in the resident's clinical record.

This MN Requirement is not met as evidenced
by:
Based on document review and interview, the
facility failed to ensure 1 of 4 residents (R1)
reviewed for medication administration were free
of significant medication errors.

corrected

Findings include:
Review of R1's admission record indicated R1
admitted to the facility on April 24, 2018, from an
acute care hospital. R1's diagnoses included
sepsis or blood infection, acute and chronic
respiratory failure with hypoxia or low oxygen
levels, hypotension, anemia or low hemoglobin, a
cerebral vascular accident or stroke and atrial
fibrillation or a rapid heart rate. Due to the risk of
developing blood clots with atrial fibrillation, R1
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received Coumadin a blood thinner with the dose
determined by an international normalized ratio
or INR level to be maintained between 2 and 3.
Review of R1's comprehensive care plan with an
effective date of April 25, 2018, established R1
was able to communicate her needs to staff and
required extensive assistance from one staff with
activities of daily living. R1 required three to five
liters of oxygen through a nasal cannula or face
mask. R1 was alert and oriented to person only
and required staff to set up and administer her
oral medications.
Review of R1's medication administration record
(MAR) for June 2018, revealed R1 currently
received Coumadin 2.5 milligrams (mg) every
Tuesday, Wednesday, Thursday, Saturday,
Sunday and 5 mg every Monday and Friday.
Review of the facility's Anticoagulation
Management flowsheet dated June 1, 2018,
revealed R1's INR level was 2.6. The next
scheduled INR blood level was due on June 15,
2018.
Review of the facility investigative documentation
form indicated on June 5, 2018, at 4:15 p.m.
licensed practical nurse (LPN)A reported to a
nurse manager that she had given R1 another
resident's medications that included Coumadin
10 mg. LPNA notified the physician of the error.
LPNA received an order to hold the Coumadin
dose and draw an INR level in two days. The
following morning, the facility's medical director
ordered R1's Coumadin held with INR's daily to
monitor the levels. On June 6, 2018, the INR
level was 6.0 and on June 7, 2018, the INR was
6.9. The facility monitored the resident for
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increased bleeding, placed R1 on low activities to
reduce the risk of injury and a mechanical soft
diet to reduce aspiration risk. LPNA said she
became distracted during the medication setup
and administered the wrong medications to R1.
Also, LPNA did not verify the correct resident
was receiving the correct medications.
During an interview on July 24, 2018, at 12:50
p.m. the RN Clinical Coordinator (RNCC)
revealed following R1's medication error, multiple
updates were faxed to the physician. Vitamin K
was considered to aide in blood clotting, however
the risks to R1 outweighed the benefit. Due to
R1's chronic low hemoglobin and high INR, a
decision was made to transfer R1 to the hospital
for evaluation on June 7, 2018, at 3:30 p.m.
During an interview on July 25, 2018, at 2:32
p.m. LPNA said the afternoon of June 5, 2018,
she was very busy with her own responsibilities
and having to assist a trained medication aide in
providing another resident with a tube feeding.
LPNA said she was not familiar with the unit and
R1. Around 4:00 p.m. on June 5, 2018, LPNA
began setting up another residents medications
according to the electronic medication
administration record (eMAR). LPNA was
distracted by a nursing assistant, had to leave
the medication cart so she locked the
medications in the locked drawer in a medication
cup. Upon returning to the medication cart,
LPNA removed the medication cup with the
medications from the locked drawer and without
confirming the correct resident on the eMAR,
gave R1 the other resident's medications. Upon
returning to the medication cart, LPNA opened
the eMAR and immediately realized she had
given R1 another residents medications. LPNA
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contacted the physician who ordered R1's
Coumadin held pending INR level. LPNA said
the facility staff oriented her to R1's unit but she
was in a hurry to get "things done." LPNA was
trained on the five rights of medication
administration that included the right resident
with the right medication.
Review of the hospital's medical record for R1
dated June 7, 2018, at 6:13 p.m. stated, due to
concerns of elevated INR, worsening anemia,
headache and atrial fibrillation, will admit to the
hospital for further workup and observation. The
family chose to provide R1 with a low dose of
Vitamin K. In addition, R1 received antibiotics for
sinusitis and a urinary tract infection.
An interview on August 20, 2018, at 11:14 a.m.
with R1's primary physician established although
the increased Coumadin dose caused a
supratherapeutic INR, R1 experienced no acute
bleeding. R1's INR returned to a therapeutic
range. R1's hemoglobin was low due to R1's
bone marrow depression in making red blood
cells; not due to the increased INR from the
overdose of Coumadin.
Review of the facility's policy and procedure titled
Administering Medications revised 2012, stated,
the individual administering the medications must
verify the resident's identity before giving the
resident the medications. Methods used to
identify the resident included checking the
identification band, checking the photograph
attached to the medical record and if necessary,
verifying the resident's identification with other
personnel. The individual administering the
medications must check the medication label
three times to verify the right resident, right
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medication, right dosage, right time and right
method of administration before giving the
medication.
SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee could
educate staff on the significance of following the
resident rights for safe medication administration.
The DON or designee could audit all medication
error rates to ensure compliance and report the
findings of the audit to the quality assurance
committee.
Time Period for Correction: Twentyone (21)
days.
21850 MN St. Statute 144.651 Subd. 14 Patients &

10/5/18

21850

Residents of HC Fac.Bill of Rights
Subd. 14. Freedom from maltreatment.
Residents shall be free from maltreatment as
defined in the Vulnerable Adults Protection Act.
"Maltreatment" means conduct described in
section 626.5572, subdivision 15, or the
intentional and nontherapeutic infliction of
physical pain or injury, or any persistent course
of conduct intended to produce mental or
emotional distress. Every resident shall also be
free from nontherapeutic chemical and physical
restraints, except in fully documented
emergencies, or as authorized in writing after
examination by a resident's physician for a
specified and limited period of time, and only
when necessary to protect the resident from
selfinjury or injury to others.
This MN Requirement is not met as evidenced
by:
Based on document review and interview,
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interview, the facility failed to ensure residents
were free from maltreatment when a facility nurse
incorrectly administered the wrong medication to
1 of 4 (R1) residents reviewed for medication
errors. R1 was given R2's afternoon medications
which Coumadin a blood thinner at a higher dose
than prescribed to R1. Two days following the
incident, R1 was hospitalized to observe and
monitor R1 for side effects of the overdose.
Findings include:
Review of R1's admission record indicated R1
admitted to the facility on April 24, 2018, from an
acute care facilty. R1's diagnoses included
sepsis or blood infection, acute and chronic
respiratory failure with hypoxia or low oxygen
levels, hypotension, anemia or low hemoglobin, a
cerebral vascular accident or stroke and atrial
fibrillation or a rapid heart rate. Due to the risk of
developing blood clots with atrial fibrillation, R1
received Coumadin a blood thinner with the dose
determined by an international normalized ratio
or INR level to be maintained between 2 and 3.
Review of R1's comprehensive care plan with an
effective date of April 25, 2018, established R1
was able to communicate her needs to staff and
required extensive assistance from one staff with
activities of daily living. R1 required three to five
liters of oxygen through a nasal cannula or face
mask. R1 was alert and oriented to person only
and required staff to set up and administer her
oral medications.
Review of R1's medication administration record
(MAR) for June 2018, revealed R1 currently
received Coumadin 2.5 milligrams (mg) every
Tuesday, Wednesday, Thursday, Saturday,
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Sunday and 5 mg every Monday and Friday.
Review of the facility's Anticoagulation
Management flowsheet dated June 1, 2018,
revealed R1's INR level was 2.6. The next
scheduled INR blood level was to obtained June
15, 2018.
Review of the facility investigative documentation
form indicated on June 5, 2018, at 4:15 p.m.
licensed practical nurse (LPN)A reported to a
nurse manager that she had given R1 another
resident's medications that included Coumadin
10 mg. LPNA notified the physician of the error.
LPNA received an order to hold the Coumadin
dose and draw an INR level in two days. The
following morning, the facility's medical director
ordered R1's Coumadin held with INR's daily to
monitor the levels. On June 6, 2018, the INR
level was 6.0 and on June 7, 2018, the INR was
6.9. The facility monitored the resident for
increased bleeding, placed R1 on low activities to
reduce the risk of injury and a mechanical soft
diet to reduce aspiration risk. LPNA said she
became distracted during the medication setup
and administered the wrong medications to R1.
Also, LPNA did not verify the correct resident
was receiving the correct medications.
During an interview on July 24, 2018, at 12:50
p.m. the RN Clinical Coordinator (RNCC)
revealed following R1's medication error, multiple
updates were faxed to the physician. Vitamin K
was considered to aide in blood clotting, however
the risks to R1 outweighed the benefit. Due to
R1's chronic low hemoglobin and high INR, a
decision was made to transfer R1 to the hospital
for evaluation on June 7, 2018, at 3:30 p.m.
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During an interview on July 25, 2018, at 2:32
p.m. LPNA said the afternoon of June 5, 2018,
she was very busy with her own responsibilities
and having to assist a trained medication aide in
providing another resident with a tube feeding.
LPNA said she was not familiar with the unit and
R1. Around 4:00 p.m. on June 5, 2018, LPNA
began setting up another residents medications
according to the electronic medication
administration record (eMAR). LPNA was
distracted by a nursing assistant, had to leave
the medication cart so she locked the
medications in the medication cup in the locked
drawer. Upon returning to the medication cart,
LPNA removed the medication cup with the
medications from the locked drawer and without
confirming the correct resident on the eMAR,
gave R1 the other resident's medications. Upon
returning to the medication cart, LPNA opened
the eMAR and immediately realized she had
given R1 another residents medications. LPNA
contacted the physician and put R1's Coumadin
on hold. LPNA said the facility staff oriented her
to R1's unit but she was in a hurry to get "things
done." LPNA was trained on the five rights of
medication administration that included the right
resident with the right medication.
Review of the hospital's medical record for R1
dated June 7, 2018, at 6:13 p.m. stated, due to
concerns of elevated INR, worsening anemia,
headache and atrial fibrillation, will admit for
further workup and observation.
Review of the facility's policy and procedure titled
Administering Medications revised 2012, stated,
the individual administering the medications must
verify the resident's identity before giving the
resident the medications. Methods used to
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identify the resident included checking the
identification band, checking the photograph
attached to the medical record and if necessary,
verifying the resident's identification with other
personnel. The individual administering the
medications must check the medication label
three times to verify the right resident, right
medication, right dosage, right time and right
method of administration before giving the
medication.
SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee could
ensure all staff that administer medications to
residents receive ongoing competency training
regarding medication safety. The DON or
designee could conduct routine audits of
medication passes's to ensure nursing personnel
are conforming to the facility's medication
administration procedure. The DON or designee
could document all training and oversight of
nursing staff who make medication errors.
Time Period for Correction: Twentyone (21)
days.
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