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Ensure medication error rates are not 5 percent or greater.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, staff interviews, a consultant pharmacist interview, and record reviews, the facility
failed to have a medication error rate below 5 percent. Three medication errors were identified out of
twenty-six opportunities, resulting in a medication error rate of 11.5 percent for two of the five
residents observed during the medication administration observation (Resident #4 and Resident
#6).Findings included:1. Resident #4 was admitted on [DATE] with a diagnosis of congestive heart
failure.Resident #4 had a physician's order dated 6/9/2026 that directed the administration of two
20-milligram tablets of Torsemide by mouth twice daily for treatment of congestive heart
failure.During a medication administration observation on 6/15/2026 at 8:28 AM, Nurse #2
administered one 20ˆmilligram tablet of Torsemide to Resident #4.A review of the medication
administration record showed that Nurse #2 documented that Resident #4 received two 20ˆmilligram
tablets of Torsemide on 6/15/2026 at 8:50 AM.During an interview on 6/15/2026 at 10:37 AM, Nurse
#2 reviewed the physician's orders and acknowledged she had administered only one 20ˆmilligram
tablet of Torsemide when the order required two tablets. Nurse #2 stated she needed to administer an
additional 20ˆmilligram tablet to complete the ordered dose.During a telephone interview on
6/15/2026 at 1:45 PM, the consultant pharmacist stated the Torsemide order had recently changed
from one tablet to two tablets and confirmed that nursing staff must follow the physician's orders by
reviewing the medication administration record prior to dispensing and administering medications.2a.
Resident #6 was admitted to the facility on [DATE].Resident #6 had a physician's order for one
500-milligram tablet of Vitamin C daily administered as a supplement initiated on 7/1/2024 and
discontinued on 10/16/2025.During a medication administration observation on 6/15/2026 beginning
at 9:09 AM, Nurse #2 administered one tablet of 500 milligrams of Vitamin C to Resident # 6.During an
interview on 6/15/2026 at 10:39 AM, Nurse #2 reviewed the physician's orders in the electronic
medical record and acknowledged she had administered Vitamin C without a current physician's order.
Nurse #2 stated that Resident #6 previously had an order for Vitamin C and offered this as an
explanation for the error.During an interview on 6/15/2026 at 12:08 PM, the Administrator stated
Resident #6 had previously been ordered Vitamin C and acknowledged the administration was an error
that could not be reversed.During a telephone interview on 6/15/2026 at 1:45 PM, the consultant
pharmacist stated nursing staff must follow physician orders for all medications, including
supplements, by reviewing the medication administration record prior to dispensing and
administration.2b. Resident #6 had a physician's order initiated on 11/1/2022 for 50 micrograms of
Vitamin D to be administered as 1 tablet by mouth one time a day as a supplement.During a
medication administration observation on 6/15/2026 beginning at 9:09 AM, Nurse #2 administered one
25ˆmicrogram tablet of Vitamin D to Resident #6.A review of the medication administration record
showed Nurse #2 documented that Resident #6 received 50 micrograms of Vitamin D on 6/15/2026 at
9:38 AM.During an interview on 6/15/2026 at 10:41 AM, Nurse #2 rechecked the houseˆstock
container of Vitamin D in the medication cart and acknowledged she had administered one
25ˆmicrogram tablet instead of the ordered 50ˆmicrogram dose. Nurse #2 stated she needed to
administer an additional 25ˆmicrogram tablet to meet the ordered dose.During a telephone interview
(continued on next page)
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on 6/15/2026 at 1:45 PM, the consultant pharmacist stated that nursing staff must ensure the
medication administration record matches the medication dose dispensed prior to administration.
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