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

Level of Harm - Minimal harm 30587
or potential for actual harm
Based on observations, record reviews, and interviews, the facility failed to ensure the medication error was
Residents Affected - Some not greater than 5% for 2 (Resident #R3 and Resident #R4) of 10 (Resident #1, Resident #3, Resident #R1,
Resident #R2, Resident #R3, Resident #R4, Resident #R5, Resident #R6, Resident #R7, and Resident #R8)
sampled residents observed during medication administration.

Findings:

Review of the facility's undated Medication Pass Administration policy and procedure revealed, in part,
medications were to be administered within 60 minutes before or after scheduled time.

Review of Resident #R3's December 2024 Physician's Orders and electronic Medication Administration
Record (eMAR) revealed Resident #R3 had an order for Sodium Bicarbonate (medication used to treat low
sodium levels) 650 milligrams (mg), administer one tablet by mouth three times a day at 5:00 AM, 11:00 AM,
and 8:00 PM.

Observation on 12/26/2024 at 1:17 PM revealed S3Licensed Practical Nurse (LPN) administered Sodium
Bicarbonate 650 mg one tablet by mouth to Resident #R3.

Review of Resident #R4's December 2024 Physician's Orders and eMAR revealed Resident #R4 had the
following orders, in part: Furosemide (medication used to remove excess fluid from the body) 20 mg,
administer one tablet by mouth daily at 8:00 AM; Potassium Chloride (CL) Extended Release (ER) 20
milliequivalents (meq) (medication used to replace low potassium levels), administer one tablet by mouth
daily at 8:00 AM; Oxycodone-Acetaminophen (APAP) (medication used to treat pain) 7.5/325 mg, administer
one tablet by mouth three times a day at 8:00 AM, 2:00 PM, and 8:00 PM; Albuterol Sulfate (medication used
to open the airway) 90 micrograms (mcg) per actuation (pump of inhaler), administer two actuations every six
hours as needed for wheezing; and, Budesonide-Fumoterol Fumarate Aerosol (medication used to treat
constricted airways) 106-4.5 mg/actuation, administer one puff two times a day at 8:00 AM and 4:00 PM.

Observation on 12/27/2024 at 9:29 AM revealed S4LPN administered Resident #R4 the following
medication, in part: Furosemide 20mg one tablet by mouth; Potassium CL ER 20 meq one tablet by mouth;
Oxycodone-APAP 7.5/325 mg one tablet by mouth; Albuterol Sulfate 90 mcg two inhalations. Further
observation revealed S4LPN did not administer Resident #R4's Budesonide-Fumoterol Fumarate.
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F 0759 There were 27 medication administration opportunities for error, with 6 observed errors for a medication
administration error rate of 22%.
Level of Harm - Minimal harm or

potential for actual harm In an interview on 12/27/2024 at 11:27 AM, S4LPN indicated she administered Resident #R4 an Albuterol
inhaler today and had not administered the Budesonide-Formoterol inhaler today as ordered. S4LPN further
Residents Affected - Some indicated she had not assessed Resident #R4 for wheezing nor had Resident #R4 requested the as needed

Albuterol inhaler prior to administration.

In an interview on 12/30/2024 at 11:46 AM, S2Director of Nursing (DON) indicated medications should be
administered within one hour prior to or one hour after the physician ordered medication time, and it was not
for neither Resident #R3 nor Resident #R4.

In an interview on 12/30/2024 at 11:47 AM, S1Administrator confirmed Resident #R3 and Resident #R4's
medications were not administered as per the physician's orders.

In an interview on 12/30/2024 at 12:43 AM, S4LPN indicated she had residents on two halls and was not
sure which medication were scheduled for 8:00 AM and which medications were scheduled for 9:00 AM.
S4LPN further indicated she was late with medication administration for Resident #R4.
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