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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

Based on medical record reviews, staff and resident interviews, review of a facility medication error report, 
and facility policy review, the facility failed to administer medications as ordered. This affected one( #15) 
resident out of three residents reviewed for medications administration. The facility census was 117.

Findings include:

Review of the medical record for Resident #15 revealed an admission date of 04/10/25 with medical 
diagnoses of pulmonary hypertension, disorder of the autonomic nervous system, left hemiplegia, and atrial 
fibrillation.

Review of the medical record for Resident #15 revealed an admission MDS assessment, dated 04/16/25, 
which indicated Resident #15 was cognitively intact and required partial/moderate staff assistance for eating, 
was dependent upon staff for toilet hygiene, and bathing, and required substantial/maximum assistance with 
bed mobility. 

Review of the medical record for Resident #15 revealed a communication form, dated 05/16/25 at 12:00 A.M.
, which stated Resident #15 was administered Meclizine (antihistamine) via percutaneous endoscopic 
gastrostomy (peg) tube in error around 10:30 P.M. The form stated Resident #15 had no adverse reaction, 
vital signs were taken, and Nurse Practitioner (NP) and family were notified of the medication error. Orders 
were given to monitor Resident #15.

Review of the medical record for Resident #15 revealed no documentation to support an order for Meclizine.

Review of the facility Medication Error Report, dated 05/16/25, stated on 05/15/25 Resident #15's roommate, 
Resident #16, had requested his Meclizine. The report stated the nurse administered the Meclizine to 
Resident #15 instead of Resident #16 and that Resident #15 did not have an order for Meclizine. The report 
stated the NP was notified and an order to monitor Resident #15 was given.

Interview on 05/28/25 at 1:44 P.M. with Resident #15 confirmed he was given Resident #16's Meclizine by 
mistakes a few weeks ago. Resident #15 stated he had some dizziness afterwards but no residual effects 
from the medication administration error. 
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Interview on 05/28/25 at 2:21 P.M. with Administrator confirmed Resident #15 was given the wrong 
medication on 05/15/25 and that staff education was provided. Administrator stated Resident #15 did not 
have a negative outcome from medication error.

Review of facility policy titled Medication Administration, revised November 2024 stated the facility would 
ensure patients are given medication as per physician orders. The policy stated to ensure administration 
accuracy, the nurse/medication aide cross check the following reference points: a) physician's order b) 
medication administration record-label on drug container c) label on drug container- physician order.

This deficiency represents non-compliance investigated under Complaint Number OH00165897.
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