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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 31464

Based on record review and interviews, the facility failed to ensure all residents were free from significant 
medication errors when staff failed to clarify orders for an antibiotic the resident was listed as allergic to prior 
to administration for one resident (Resident #1) resulting in a negative reaction to the medication 
administered. A sample of nine residents was reviewed in a facility with a census of 45.

Review of the facility's policy entitled Infection Prevention and Control Policies: Antibiotic Stewardship, not 
dated, showed the following:

-The antibiotic stewardship program is a set of commitments and actions intended to optimize the treatment 
of infections while reducing adverse events associated with antibiotic use. 

-Nursing plays a key role in improving the appropriate use of antibiotics by assessing and monitoring 
residents and communicating with providers, residents, and families;

-Residents suspected of having an infection are thoroughly assessed and referred to the provider with the 
following information: current situation including resident complaints, vital signs, recent laboratory results, 
relevant diagnosis; and relevant background information including disease state, renal function, drug 
allergies, recent antibiotic therapy, and use of potentially interacting medications; 

-Drug Interaction screens are run at the time of order entry. Severe interactions, those warranting the need 
for therapeutic monitoring or an adjustment in therapy, are conveyed to the prescriber;

-All antibiotic-associated adverse drug events, including allergic reactions and adverse reactions and 
adverse antibiotic-drug interactions are reported to the prescriber. Antibiotic-associated adverse drug events 
which require a significant alteration in treatment, for example treatment to be stopped or changed, or a new 
form of treatment be commenced to address a clinical complication, will be reported to the Infection 
Prevention and Control committee for evaluation;

-Pharmacy partnership ensures access to Clinical Pharmacists with advanced training in infectious disease 
and antibiotic stewardship. The Consultant Pharmacist is responsible for providing advice, education, and 
feedback on antibiotic prescribing.

1. Review of Resident #1's face sheet (shows basic profile information) showed the following:

(continued on next page)
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-admitted [DATE];

-Diagnoses included norovirus (intestinal virus), urinary tract infection (UTI), congestive heart failure (CHF - a 
chronic condition where the heart muscle is weakened and cannot pump blood efficiently), presence of 
cardiac pacemaker, type 2 diabetes , chronic kidney disease, asthma, severe obesity, generalized skin 
eruption due to drugs and medications taken internally, dementia without behavioral disturbance, insomnia, 
breathing disorder during sleep, gastro-esophageal reflux disease (GERD; stomach acid backs up into the 
esophagus), and major depressive disorder.

Review of the resident's Allergies tab, on the electronic medical record (EMR), showed he/she was allergic to 
cefdinir (antibiotic), hydrocodone (pain medication), losartan (treats high blood pressure), penicillin 
(antibiotic), Sudafed (nasal decongestant), and sulfa antibiotics.

Review of the resident's progress note, dated 01/30/25, showed staff notified the resident's child regarding 
the resident's UTI per lab results. Antibiotics ordered to start.

Review of the resident's Physician Order Sheet (POS) showed an order, dated 01/30/25, for Bactrim DS 
(sulfamethoxazole/trimethoprim -combined antibiotic drugs, double strength, a sulfa antibiotic) oral tablet 
800-160 milligram (mg). Staff to administer one tablet by mouth twice daily for UTI for 7 days. The physician 
electronically signed the order on 01/31/25 at 4:19 P.M.

Review of the resident's Medication Administration Records (MARs), dated 01/30/2025 to 01/31/2025 and 
02/01/25 to 02/28/25, showed staff documented administration of Bactrim DS to the resident twice daily for 
seven days (a total of 14 doses), beginning with the evening dose on 01/30/25 and ending with the evening 
dose on 02/06/25.

Review of the resident's progress notes showed the following entries:

-On 02/07/25, at 3:17 A.M., staff noted antibiotic for UTI completed the day prior with no adverse reactions 
and no UTI symptoms; 

-On 02/07/25, at 10:39 A.M., staff noted resident with head to toe rash, diarrhea, bilateral red swollen legs, 
and very weak. Vital signs within normal limits. Staff notified physician and received orders for STAT 
(immediate) labs .The family requested resident be transferred to hospital. Staff notified physician and 
resident transferred out via ambulance.

Review of the resident's hospital record, dated 02/11/25, showed the resident had a generalized skin 
eruption due to drugs and medication taken internally, drug related from Bactrim allergy.

During an observation and interview on 02/14/25, at 10:50 A.M., the resident sat on the edge of his/her bed 
using tissues to blot blood coming from open areas on his/her left forearm. The resident said he/she couldn't 
stop picking at the skin and scabs that were due to an allergic reaction to an antibiotic. The resident said the 
physician told him/her they were putting him/her on an antibiotic, but did not say which one. If they had told 
him/her that it was Bactrim, he/she would have said no. He/she had been allergic to sulfa drugs all my life; I 
break out all over my legs and upper body. The resident said nobody asked him/her about previous reactions 
to sulfa drugs before they gave him/her the Bactrim. 

(continued on next page)
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During an interview on 02/14/25, at 11:25 A.M., Registered Nurse (RN) A said the Director of Nursing (DON) 
had called him/her at the facility and told him/her the physician had just called to give him/her a new order for 
an antibiotic for the resident and since the DON was out of the facility at the time asked RN A to enter the 
order. RN A said he/she entered the order for the Bactrim, but did not check the resident's allergy list. The 
electronic system does give pop-up warnings about allergies and any possible interactions with other 
medications, but he/she did not read any available warnings when he/she entered the order and probably 
flew through them. He/she should have checked the resident's allergies, but probably didn't think it was 
necessary since the DON had called him/her with the physician's order. RN A was aware that the resident 
did experience an adverse drug reaction, a rash breakout.

During an interview on 02/14/25, at 11:45 A.M., Pharmacist B said Pharmacist C had called the facility to ask 
about the resident's sulfa drug allergy prior to dispensing Bactrim. Pharmacist C was told by RN D that the 
physician had given the order, so it was okay to give it.

During an interview on 02/14/25, at 11:52 A.M., RN D said he/she took a call from the pharmacy regarding 
the resident's order for Bactrim. The resident showed an allergy to sulfa drugs. RN D said he/she looked at 
the order and told the pharmacy that the physician had given the order, so it was okay to give the drug. 
He/she did not ask the resident about his/her sulfa drug allergy. When staff enters medication orders the 
electronic system gives multiple pop-up warnings regarding allergies and any potential interaction with 
another medication, but the warnings don't pop up during medication administration. RN D said when staff 
asks the physician for an order, they should give the scenario including signs and symptoms, and review the 
allergy list with the physician.

During an interview on 02/13/25, at 12:27 P.M., the Medical Director said the electronic medical system 
would flag a resident's allergy upon entering a new order, and the pharmacy would notify the facility staff if 
they noted an allergy or medication interaction. The physician said the pharmacy wouldn't send the ordered 
medication unless the resident verified a previous drug reaction wasn't an allergy, but something like an 
upset stomach. 

During an interview on 02/14/25, at 12:06 P.M., the DON said when staff should call the physician with lab 
results when requesting medication orders they should review possible drug allergies with the physician. 
When entering a new order, the electronic system will give pop up warnings regarding any listed allergy or 
medication interaction. The staff should notify the physician of warnings and clarify orders if necessary. The 
pharmacy would also call prior to dispensing a medication if there was a concern regarding a listed allergy or 
a notable interaction with another medication. Staff should notify the physician of any pharmacy alerts or 
concerns. While he/she was out of the facility and was driving, he/she received a call from the physician, who 
had reviewed lab results while in the facility. The physician gave an order for Bactrim for the resident. The 
DON called back to the facility and asked the charge nurse, RN A, to enter the order. 

During an interview on 02/14/25, at 3:35 P.M., the Administrator said when receiving and/or entering a new 
medication order, staff should notify the physician if there is a drug allergy listed for a resident. Staff should 
also clarify orders if the pharmacy has concerns regarding allergies or possible medication interactions.
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