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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46235

Based on interview and record review the facility failed to correctly administer a wound treatment medication 
for one of four sampled residents reviewed for medication errors (Resident 1).

As a result, wrong wound treatment medication was administered. In addition, this failure has the potential to 
delay Resident 1 ' s wound healing.

Findings:

On 5/2/25 at 8:30 A.M., an unannounced onsite visit at the facility was conducted related to treatment 
medication error.

Resident 1 was admitted to the facility on [DATE] with diagnoses including bullous pemphigoid (a rare skin 
condition that causes large fluid-filled blisters) according to the facility ' s Face Sheet.

During an observation and interview on 5/2/26 at 8:44 A.M. with Resident 1, Resident 1 was observed in bed 
with a dressing on his right arm, close to Resident 1 ' s elbow. Resident 1 stated he had a wound on the right 
arm, and it was not getting better. Resident 1 stated a nurse administered the incorrect medication on his 
right arm wound.

During a review of the MDS (a clinical assessment tool) dated 5/6/25 for Resident 1 listed a cognitive 
(thinking, reasoning, or remembering) score of 15, indicating cognition was intact.

A review of Resident 1 ' s physician orders was conducted. A physician ' s order dated 2/2/25 indicated, 
metronidazole [an antibiotic] 500 mg [milligrams] [1tablet] TABLET Topical .crush and sprinkle in the lesion 
on the right arm indefinitely .Two Times Daily .DISCONTINUED [4/25/25] .

A joint record review and interview was conducted on 5/2/25 at 9:07 A.M. with Licensed Nurse (LN) 1. LN 1 
reviewed Resident 1 ' s care plans in the electronic medical record (EMR) at the nursing station. LN 1 stated 
there was a care plan for Resident 1 initiated on 12/28/22 for Resident 1 ' s lesion on the right arm. LN 1 
stated the care plan included an intervention dated 2/2/25 which indicated, .Indefinite use of Flagyl to the 
RUE [right upper extremity] lesions . LN 1 stated another care plan was initiated for Resident 1 which 
indicated, .Medication Error-Applied Methadone [a strong medication used for severe pain] to the Right Arm 
cancerous lesions instead of prescribed Metronidazole topical treatment .

(continued on next page)
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LN 1 showed Resident 1 ' s wound measurements from a form titled, Non-Pressure Sore Skin Problem 
Report which indicated, .R [right] lateral elbow .4-13-25 15x15 cm [centimeter] .4-24-25 16x16 cm . LN 1 
stated for accuracy during medication and treatment administration, she (LN 1) checked the physician ' s 
order and compared the medication label with the physician ' s order. LN 1 stated the medication label 
should have the correct drug, dosage, time, frequency and right resident. LN 1 stated she ensured that the 
five rights (right resident, right medication, right dose, right time, right route, right frequency) of medication 
administration were followed.

A joint observation and interview on 5/2/25 at 10:11 A.M. with LN 2 were conducted. LN 2 showed the 
medication cart which had antibiotics and narcotic (illegal mind-altering drugs that require a prescription) 
medications on a separate drawer on the left side of the medication cart. LN 2 showed the drawer with 
medication cards of antibiotics and narcotic medications all in one row. LN 2 showed five medication cards of 
methadone for Resident 1. LN 2 stated to prevent medication errors, he (LN 2) pulled the medication card, 
checked the medication card against the physician ' s order in EMR for the right resident, dose, time, route 
and frequency. LN 2 stated for narcotic medication; he (LN 2) also checked the medication card against the 
narcotic count sheet. LN 2 stated the resident ' s five rights of medication administration had to be followed 
for both medication and treatment administration.

An interview was conducted on 5/2/25 at 3:36 P.M. with LN 4. LN 4 stated on 4/20/25 she provided the 
wound treatment for Resident 1. LN 4 stated Resident 1 had scratched his wound, and it was bleeding. LN 4 
stated she gathered supplies to change the dressing and noticed the metronidazole (medication ordered for 
Resident 1 ' s wound treatment) was not in the treatment cart. LN 4 stated she went to the medication cart to 
look for metronidazole and did not know that the methadone was pulled instead of the metronidazole. LN 4 
stated she popped 12 tablets of the methadone from the medication card, crushed the tablets, placed the 
crushed tablets in a cup then applied the crushed tablets on Resident 1 ' s wound. LN 4 stated she noticed 
the methadone label of the medication card when she went back to the medication cart to sign off that she 
administered the medication. LN 4 stated she made an error in administering the methadone instead of 
metronidazole to Resident 1 ' s wound. LN 4 stated she should have taken the time to check for the drug 
name, dose, resident ' s name, frequency, time, and route.

During an interview on 5/6/25 at 4:05 P.M. with the Director of Nurses (DON), the DON stated LN 4 should 
have done the five rights of medication administration.

During a review of the facility ' s policy and procedure (P&P) titled, Adverse Consequences and Medication 
Error, dated February 2025, the P&P indicated, .A [medication error] is defined as the preparation or 
administration of drugs .which is not in accordance with physician ' s orders .

During a review of the facility ' s P&P titled, Administering Medications, dated February 2025 indicated, .
Medications are administered in accordance with prescriber orders .The individual administering the 
medication checks the label THREE [3] times to verify the right resident, right medication, right dosage, right 
time and right method [route] of administration before giving the medication .
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