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Ensure medication error ratesare not 5 percent or greater.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observations, interviews, medical record reviews, and review of the facility policy titled Administering

Medications, the facility failed to ensure the medications error rate was less than five percent. During medication

administration observations from 3/11/20 through 3/12/20 two errors were observed out of twenty-five total opportunities,

equaling a medication error rate of eight percent. This affected Resident Identifier (Rl) #4 and RI #59, two of three

residents observed for medication pass. Findings Include: A facility policy titled Administering Medications, revised

December 2012, revealed: Policy Statement Medications shall be administered . as prescribed. . 3. Medications must be
administered in accordance with the orders . 7. The individual administering the medication must . verify the . right

medication .before giving the medication. . Rl #4 was admitted to the facility on [DATE] and had [DIAGNOSES REDACTED]. On
3/11/20 at 9:40 am., an observation was made of Employee Identifier (El) #5, Licensed Practical Nurse (LPN), administering
medication to RI #4 from the Station Two Medication Cart. El #5 administered Senna Plus, containing 50 milligrams (mg)
[MEDICATION NAME] sodium and 8.6 mg sennosides, to RI #4. However, when reconciling the medications administered to Rl #4
by El #5 with the physician's orders, it was noted that Rl #4's Order Summary Report listed an active order with a Start

Date of 9/14/2019 for [MEDICATION NAME] Tablet 8.6 milligrams (mg) (Sennosides) Give 8.6 mg by mouth one time a day for
congtipation. There was no order for the Senna Plus. RI #59 was admitted to the facility on [DATE] and had [DIAGNOSES
REDACTED]. On 3/11/20 at 4:28 p.m., an observation was made of El #6, LPN, administering medications to Rl #59 from the
Rehab Medication Cart. El #6 administered Senna Plus, containing 50 mg [MEDICATION NAME] sodium and 8.6 mg sennosides,
to
RI #59. However, when reconciling the medications administered to RI #59 by El #6 with the physician's orders, it was noted RI
#59's Order Summary Report listed an active order with a Start date of 2/22/2020 for Senna Tablet 8.6 MG (Sennosides)

Give one (1) tablet via PE[DEVICE] (Percutaneous Endoscopic Gastrostomy Tube) two times a day for Constipation. There were
no active orders for Senna Plus or [MEDICATION NAME] sodium. On 3/12/20 at 12:09 p.m., an interview was conducted with El
#7, Registered Nurse (RN). El #7 was asked, what the active ingredients listed on the bottle of medication in which

Sennosides or Senna was administered. El #7 found the bottle and stated, the bottle was labeled Senna Plus and contains

sennosides 8.6 mg and [MEDICATION NAME] 50 mg. El #7 was asked, when sennosides 8.6 mg and [MEDICATION NAME] 50
mg were

administered when sennosides 8.6 mg tablet was ordered, what did she call that. El #7 replied, it was a medication error.

On 3/12/20 at 12:19 PM, EI #8, LPN, was asked to check the Rehabilitation Medication Cart. El #8 was asked, when Sennosides 8.6
mg is ordered, what bottle was used. El #8 replied, Senna Plus. El #8 was asked, what were the active ingredientsin

Senna Plus. El #8 replied, sennosides 8.6 mg and [MEDICATION NAME] 50 mg. El #8 was asked, when sennosides 8.6 mg and
[MEDICATION NAME] 50 mg were administered when sennosides 8.6 mg tablet was ordered, what did she call that. El #8 replied,
it would be amedication error. On 3/12/20 at 12:27 PM, an interview was conducted with EI #2, RN/Director of Nursing. El

#2 was asked, what was [MEDICATION NAME] sodium. El #2 replied, in afacility like thisit was amedication. El #2 was

asked, did administration of [MEDICATION NAME] sodium at a skilled nursing facility require a physician's order. El #2

replied, yes. El #2 was asked, when sennosides 8.6 mg was ordered, and then [MEDICATION NAME] sodium 50 mg with
sennosides

8.6 mg was administered, what was that called. El #2 replied, amedication error. El #2 was asked, why was that a

medication error. El #2 replied, because something was being administered that was not ordered. El #2 was asked, who was
responsible for administering medications as ordered. El #2 replied, the nurses.
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