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or potential for actual harm
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Ensure medication error rates are not 5 percent or greater.

45123

Based on observation, interview, and record review, the facility failed to ensure a medication administration 
error rate of less than five percent, with three errors identified out of 27 opportunities, affecting three 
Residents (R4, R5, and R207) of five residents observed for medication administration, resulting in a 
medication error rate of 11.11 percent. Findings include:

On 10/1/24 at 7:36 AM, medication administration was observed with Registered Nurse (RN) A for R4. RN A 
was observed preparing and dispensing 13 pills for R4. RN A dispensed two cranberry 500 milligram (mg) 
with vitamin C 200 mg tab into the medication cup with the other 13 pills. RN A took them to R4 and R4 
consumed all 13 of their medications prepared by RN A. 

On 10/1/24 at 7:40 AM, an interview was conducted with RN A, and was asked if she used the correct 
cranberry supplement for R4. RN A reviewed the order for R4, then looked at her stock cranberry 
supplement and replied, No, I guess not. RN A was asked if there was another stock cranberry supplement 
without the added vitamin C and proceeded to the medication supply room. RN A could not locate the correct 
stock supply medication for cranberry only. 

Review of R4's physician order, dated 9/26/24, revealed cranberry oral tablet 500 mg (cranberry Vaccinium 
macrocarpon, give 2 tablets by mouth one time a day for urinary tract health. 

On 10/1/24 at 8:00 AM, medication administration was observed with RN B for R5. RN B was observed 
preparing six medications for R5 at the medication cart. RN B popped out a metoprolol 100 mg tab out of a 
medication card when the medication fell on top of the medication cart. RN B picked up the metoprolol tab 
with her bare hands and placed it into the medication cup with the other medications she prepared for R5. 
RN B then walked to R5's room and gave them to R5 who consumed their medication. 

On 10/1/24 at 8:25 AM, medication administration was observed with RN B for R207. RN B was preparing an 
insulin glargine pen for R207. RN B failed to prime the insulin glargine pen and failed to clean the tip of the 
pen with an alcohol swab prior to adding a disposable needle tip. 

On 10/2/24 at 2:30 PM, an interview was conducted with the Director of Nursing (DON) who was made 
aware of the medication errors during medication pass. The DON replied, Nurses should be following the 
medication administration policy. If the policy does not cover specific medication administration types, then 
nurses are expected to follow the manufactures instructions for preparing and dispensing medications. 

(continued on next page)
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Review of the manufacture instructions for insulin glargine, read in part, .How to use your insulin glargine pen 
in 6 steps .Step 2. Wipe the pen tip (rubber seal) with an alcohol swab .Step 3. Dial a test dose of 2 units. 
Hold the pen with the needle pointing up and lightly tap the insulin reservoir so the air bubbles rise to the top 
of the needle. This will help you get the most accurate dose. Press the injection button all the way in and 
check to see that insulin comes out of the needle. The dial will automatically go back to zero after you 
perform the test. If no insulin comes out, repeat the test 2 more times .

Review of policy titled, Medication Administration, dated 10/17/23, read in part, .Procedure: 1. Follow 
infection control practices .a. If medications come into contact with the bare hands of the nurse/QA med tech, 
or with the cart, the medication should be disposed of per policy and new medications obtained .2. Verify the 
medication label against the medication administration record for resident mane, time, drug, dose, and route .
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