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F 0760 Ensurethat residents are free from significant medication errors.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on records reviewed and interviews, for one of three sampled residents (Resident #1), the Facility failed to ensure
harm or potential for actual | he/she was free from a significant medication error, when Resident #1 was administered medications that were not ordered
harm for him/her by his’her physician including a medication which he/she was allergic to. Resident #1 required transfer to the

Hospital Emergency Department (ED) for evaluation. Findings include: The Facility Policy, titled Administering Medications,
Residents Affected - Few | revised December 2012, indicated that the individual administering medications must verify the resident's identity before
giving the resident his’/her medications. The Policy indicated that the individua administering medications must check the

label three timesto verify the (5 Rights of Medication Administration) right resident, right medication, right dosage,

right time and right route of administration before giving the medication and must check each resident's allergies

[REDACTED]. A Medication Error Incident Report, dated 6/05/20, indicated Resident #1 received another resident's
medicationsin error at 8:45 A.M. The Report indicated that the Nurse failed to identify Resident #1 during medication
administration, did not follow 5 Rights of Medication Administration and did not follow facility policy and procedure. The
Facility's Internal Investigation Report, dated 6/5/20, indicated that Resident #1 was administered the following

medications, in error: - [MEDICATION NAME] 6.25 mg (used to treat high blood pressure); - [MEDICATION NAME] 100 mg
(used to prevent and control [MEDICAL CONDITION]); - Vitamin D3 2000 Units (vitamin helps body absorb calcium and
phosphorus); -

[MEDICATION NAME] 250 mg (used to treat [MEDICAL CONDITION]); - [MEDICATION NAME] 5 mg (used to treat enlarged
prostate in

men); - Myrbetriq 50 mg (used to treat an overactive bladder); - [MEDICATION NAME] 20 mg (used to treat [MEDICAL
CONDITION] reflux). The Report indicated that the Nurse did not identify Resident #1 prior to administering medications, did not
follow the 5 rights of medication administration and failed to follow facility policy. Review of Resident #1's physician's

orders [REDACTED].#1 was not prescribed the medications [MEDICATION NAME], Vitamin D3, [MEDICATION NAME],
Myrbetriq and

[MEDICATION NAME]. The Ordersindicated Resident #1 had an allergy to [MEDICATION NAME]. During an interview on
8/19/20 at

2:20 P.M., the Nurse said she went into Resident #1's room to administer his’her medications, that she had never taken care of
Resident #1 and said she failed to identify Resident #1 prior to administering his’her medications on 6/5/20. The Nurse

said when she went to administer Resident #2 his’her medications, she realized she had already signed off his/her

medicationsin the Medication Administration Record [REDACTED]. During an interview on 8/19/20 at 11:48 A.M., the Director
of Nurses (DON) said that it is his expectation and Facility policy that nurses positively identify the resident prior to

the administration of any medication and said the Nurse did not identify Resident #1, did not follow the Facility's policy

and admitted to making the medication error.
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