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F 0759 Ensure medication error rates are not 5 percent or greater.

Level of Harm - Minimal harm 20892
or potential for actual harm
Based on observation, interview and record review the facility failed to administer medications according to
Residents Affected - Some physicians orders and manufacturer recommendations for five of 15 residents (R1, R2, R3, R4 and R14)
reviewed for medication administration on the sample of 15. The facility had five medication errors out of 37
opportunities resulting in a medication error rate of 13.51 percent.

Findings include:

1.) R1's February 2025 Physician Order Sheet (POS) documents an order for Flonase Allergy Relief Nasal
Suspension 50 MCG (microgram) 2 puffs each nostril one time a day. On 2/14/25 at 5:33 am V10, LPN
(License Practical Nurse) administered R1's medication. V10 did not administer R1's Flonase. On 2/14/25 at
9:43 am V11, LPN stated R1 has an order for Flonase but the medication was not available in the medication
cart to give.

V1, Administrator stated on 2/14/25 at 11:30 AM This is a stock drug the nurse should have gotten the
medication out of the stock medications.

2.) R2's February 2025 POS documents an order for Hydrocodone-Acetaminophen Oral Tablet 5-325 mg
(milligram) 1 tablet every 8 hours for pain. On 2/14/25 at 5:43 am V10 did not administer R2's
Hydrocodone-Acetaminophen Oral Tablet because there was none available to give. V10, LPN stated, The
pharmacy has not arrived to deliver medications so | will not to be able to give it to R2 at this time. At 6:30
am R2 stated This has happened to me before, | receive the medication late because they don't have it
available.

On 2/14/25 at 11:30 am V1, Administrator stated | will put these items on my list to in-service the nurses
about to ensure enough medications are available for the residents especially pain medications.

3.) R3's February 2025 POS documents an order for Trolley Lepta Aerosol Powder Breath Activated 100-62.
5-25 MCG/ACT 1 puff every day in AM. Rinse mouth with water and spit back into cup after use. On 2/14/25
at 5:59 am V10 gave R3 the medication and did not instruct R3 to rinse R3's mouth with water and spit back
into the cup after using. On 2/14/25 at 9:50 AM V11 confirmed the order stated for R3 to rinse mouth after
using the medication.

(continued on next page)
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4.) R14's February 2025 POS documents R14 is to receive Tylenol Oral Tablet 325 mg 1 tablet three times a
day. May use stock mediation. On 2/14/25 at 6:04 am V10 gave R14 Tylenol 500 mg 1 tablet from stock
medication.

On 2/14/25 at 9:50 am V11, confirmed the order states to give Tylenol 325 mg three times a day.

5.) R4's Physicians Order Sheet for February 2025 documents the medication Budesonide Formoterol
Fumarate Aerosol 160-4.5 MCG/ACT 2 puffs inhale orally twice a day, rinse mouth with water and spit back
into cup after use. On 2/14/25 at 5:58 am V10, LPN did not give the medication to R4 during medication
pass. On 2/14/25 at 9:52 AM V11 confirmed R4's medication was on the medication cart. V10, failed to
administer per physician's orders.

The facility's Medication Administration Policy dated March 2014 documents #1 Drugs will be administered in
accordance with orders of licensed medical practitioners of the State in which the facility operates.
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