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Ensure medication error rates are not 5 percent or greater.

41461

Based on observation, interview, and record review, the facility failed to ensure medications were 
administered as ordered for 2 (Resident R1, Resident R2) of 8 (Resident R1, Resident R2, Resident R3, 
Resident R4, Resident R5, Resident R6, Resident R7, Resident R8) sampled residents observed and 
reviewed for medication administration which resulted in a medication error rate of 7.6%.

Findings:

Resident R1

Review of Resident R1's January 2025 Physician's Orders revealed, in part, an order to administer 
Valsartan-Hydrochlorothiazide (HCTZ) (a medication to treat high blood pressure) 160-25 milligrams (mg) 
tablet once a day. 

Observation on 01/14/2025 at 9:09AM revealed S4Licensed Practical Nurse (LPN) administered 
Valsartan/HCTZ 160/12.5 mg tablet.

In an interview on 01/14/2025 at 3:32 PM, S4Licensed Practical Nurse (LPN) indicated she administered 
Valsartan/HCTZ 160/12.5 MG Tab. S4LPN further indicated this was not the correct dosage as ordered by 
the physician

In an interview on 01/14/2025 at 4:00 PM, S1Administrator indicated Resident R1 should have received his 
medication as ordered by the physician and did not. 

Resident R2

Review of Resident R2's January 2025 Physician's Orders revealed, in part, an order to administer Artificial 
Tears Ophthalmic Solution 1% Carboxymethylcellulose Sodium eye drops (eye drops used for dry eyes) 
instill one drop in both eyes every 6 hours. 

Observation on 01/14/2025 at 11:12AM revealed S5Licensed Practical Nurse (LPN) instill 1 ddrop of 
Advance Relief Eye Drops Polyethylene Glycol 400 1% Tetrahydrozoline HCI 0.05% Lubricant/Redness 
Reliever (eye drops to treat allergic reactions in the eyes) in each of Resident R2's eyes.
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In an interview on 01/14/2025 at 3:32PM, S5LPN indicated he administered Advance Relief Eye Drops 
Polyethylene Glycol 400 1% Tetrahydrozoline HCI 0.05% Lubricant/Redness Reliever one drop in each eye 
to Resident R2. S5LPN further indicated this was not the medication that was ordered by the physician for 
Resident R2.

In an interview on 01/14/2025 at 4:00PM, S1Administrator indicated Resident R2 received Advance Relief 
Eye Drops Polyethylene Glycol 400 1% Tetrahydrozoline HCI 0.05% Lubricant/Redness Reliever and should 
have received Artificial Tears Ophthalmic Solution 1% Carboxymethylcellulose Sodium. S1Administrator 
further indicated S5LPN administered the wrong medication to Resident R2.
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