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Initial Comments

On 03/03/2026, Surveyor conducted a complaint
investigation at Country Terrace Black River Falls
Il.

The complaint was substantiated.
One deficiency was identified.

Census: 18

83.38(1)(h) Medication administration.

As appropriate, the CBRF shall teach residents
the necessary skills to achieve and maintain the
resident ' s highest level of functioning. In
addition to the assessed needs as determined
under s. DHS 83.35(1), the CBRF shall provide or
arrange services adequate to meet the needs of
the residents in all of the following areas:
Medication administration. The CBRF shall
provide medication administration appropriate to
the resident ' s needs.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure Resident 1 received
adequate medication administration services to
meet his/her needs.

Staff did not follow Resident 1's physician's order
to hold Eliquis (anti-coagulant medication) prior to
Resident 1's scheduled lumpectomy for breast
cancer. Resident 1 had to reschedule the
lumpectomy.

Findings include:
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On 10/24/2025, the Department received a
complaint that alleged the provider did not follow
medication orders.

On 03/03/2026, Surveyor reviewed Resident 1's
record.

A fax, dated 10/17/2025, from Resident 1's health
care provider indicated Resident 1 was scheduled
for a right breast lumpectomy on 10/24/2025. The
"Pre-Procedure Medication Instructions" included
the following order:

Eliquis 2.5 mg (milligrams) - "Medications
Adjustments for Procedure: Take last dose on
10/20. Do NOT take this again before procedure.”

On 10/21/2025, Resident 1's home health nurse
documented, in part: " ... Pt (patient) reports
feeling anxious for upcoming procedure ..."

Resident 1's medication administration record
(MAR) for October 2025 indicated Resident 1
received Eliquis 2.5 mg at 8:00 a.m. and at 5:00
p.m.

The MAR indicated the following:

10/21/25 at 8:00 a.m. - staff initialed and circled
their initials. The back of the MAR read, "Eliquis
held pre-procedure instructions."

10/21/2025 at 5:00 p.m. - staff initialed the
medication was administered.

10/22/2025 at 8:00 a.m. - staff initialed and
circled their initials. There was no documentation
on the back of the MAR.

10/22/2025 at 5:00 p.m. - staff initialed the
medication was administered.

10/23/2025 at 8:00 a.m. - Staff documented
"hold". The back of the MAR read, "Eliquis held
pre-procedure instructions."

10/23/2025 at 5:00 p.m. - staff initialed the
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medication was administered.
10/24/2025 at 8:00 a.m. - Staff documented
"hold".

Afax, dated 10/24/2025, indicated Resident 1's
right breast lumpectomy was scheduled for
10/31/2025. The fax included the same
"Pre-Procedure Medication Instructions" that
were previously ordered.

On 03/03/2026 at approximately 12:00 p.m.,
Surveyor interviewed Director A, Assistant
Director (AD) B, and Administrator D. Surveyor
asked why Resident 1's lumpectomy was
rescheduled. AD B told Surveyor Former Director
(FD) C put the pre-procedure medication
instruction packet in the MAR but did not make
changes to the actual MAR. AD B told Surveyor
staff noticed Resident 1 received his/her Eliquis
that was supposed to be held. Staff called AD B
to inform him/her that Resident 1 received the
Eliquis. AD B said s/he told staff to call the
hospital and inform them and also to call
Resident 1's family. AD B said FD C should have
informed all employees of the new orders and
should have put X's on the MAR when Resident 1
was to hold his/her medication. Administrator D
told Surveyor FD C and employees that
administered the Eliquis received corrective
action and additional training.

Resident 1 did not receive adequate medication
administration services to meet his/her needs
resulting in having to reschedule Resident 1's
lumpectomy for breast cancer.
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