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F 0759

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on medical record review, observation and staff interview the facility failed to ensure a less than five percent
 medication error rate. There were two observed errors, of 26 opportunities, with a calculated medication error rate of 7.69 %
(percent). This affected two (#4 and #8) of seven resident's observed for medication administration. The facility
 in-house census was 84. Findings include: 1. Record review revealed Resident #04 was admitted to the facility on [DATE].
 Medical [DIAGNOSES REDACTED]. Review of the resident's physician's orders [REDACTED]. Another order revealed may crush
 medications unless contraindicated. Observation on 08/24/20 at 8:47 A.M. during medication administration with Registered
 Nurse (RN) #125 revealed Resident #4 received one tablet of [MEDICATION NAME] (an antidepressant medication) 20 milligrams
 (mg) , one tablet of Losartan-Hydrochlorothyazide (a medication for high blood pressure) 100-25 mg, and one Potassium
 Chloride 10 meq Extended Release tablet. RN #125 crushed all three tablets, placed them in applesauce and administered to
 Resident #4. Interview on 08/24/20 at 4:18 P.M. with RN #125 verified she crushed the medications and put them in
 applesauce and that an Extended Release tablet was not able to be crushed. 2. Record review revealed Resident #08 was
 admitted to the facility on [DATE]. Medical [DIAGNOSES REDACTED]. Review of the resident's physicians' orders dated
 08/01/20 revealed the resident was ordered [MEDICATION NAME] (a medication for chest pain and high blood pressure) 100 mg
 give two tablets by mouth twice daily. Observation on 08/24/20 at 9:34 A.M. during medication administration with Licensed
 Practical Nurse (LPN) #88 revealed Resident #8 received one tablet of [MEDICATION NAME] 100 mg. During the observation a
 total pill count was completed and verified with LPN #88 prior to administration. At 4:30 P.M., observation of the
 medication packages and verified pill count revealed one tablet of [MEDICATION NAME] 100 mg was given. This deficiency
 substantiates Complaint Number OH 156.

F 0760

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on medical record review, observation, staff interview and review of the manufacturer recommendations the facility
 failed to ensure residents were free from significant medication errors. This affected one resident (#04) of seven
 residents observed during medication administration. The facility in-house census was 84. Findings include: Record review
 revealed Resident #04 was admitted to the facility on [DATE]. Medical [DIAGNOSES REDACTED]. Review of the resident's
 physician's orders [REDACTED]. Another order revealed may crush medications unless contraindicated. Observation on 08/24/20 at
8:47 A.M. during medication administration with Registered Nurse (RN) #125 revealed Resident #04 received one tablet of
 [MEDICATION NAME] (an antidepressant medication) 20 milligrams (mg) , one tablet of Losartan-Hydrochlorothyazide (a
 medication for high blood pressure) 100-25 mg, and one Potassium Chloride 10 meq Extended Release tablet. RN #125 crushed
 all three tablets, placed them in applesauce and administered to Resident #4. Interview on 08/24/20 at 4:18 P.M. with RN
 #125 verified she crushed the medications and put them in applesauce and that an Extended Release tablet was not able to be crushed.
Review of the manufacturers recommendations revealed extended release Potassium should not be crushed. This
 deficiency substantiates Complaint Number OH 156.
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