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SS=E

483.25(m)(1) MEDICATION ERRORS

The facility must ensure that it is free of 

medication error rates of five percent or greater.

This REQUIREMENT  is not met as evidenced 

by:

{F 332} 5/6/07

Based on observation of the 4:00 p.m.  

medication pass on 7/4/07 and 8:00 a.m. 

medication pass on 7/5/07 the facility failed to 

follow physicians orders to ensure that the 

medication error rate was less than 5%.  

Physician orders were not followed on 3 

(Resident #3, #13 and #14) of  11 residents 

observed during the medication passes.  

Medication errors were made by 3 (Licensed 

Practical Nurse (LPN) #1, #2 and #3) of 8 nurses 

observed administering medication on 7/4/07 and 

7/5/07.  This failed practice had the potential to 

affect 78 residents receiving medications on the 

100, 200 and 300 halls according to the Director 

of Nurses on 7/5/07 at 9:40 a.m.  The medication 

error rate was 6% based on administration of 50 

medications and a total of 3 errors.  The findings 

are:

1.  Resident #3 had a physicians order dated 

6/5/07 for Oscal 500 mg. (milligram) plus Vitamin 

D two times per day.

a.  On 7/4/07 at 4:26 p.m., LPN #1 administered 

Citrus Cal 315 mg. plus Vitamin D 200 mg.

2.  Resident #13 had a physicians order dated 

5/17/07 for Geodon 80 mg. with supper meal.

a.  On 7/4/07 at 4:47 p.m., LPN #2 administered 

Geodon 80 mg. capsule.  The supper meal was 
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not served until 5:30 p.m.

3.  Resident #14 had a physicians order dated 

6/13/07 for Ferrous Sulfate 325 mg. at bedtime.  

a.  On 7/5/07 at 7:52 a.m. LPN #3 administered 

Ferrous Sulfate 325 mg.  

4.  The Director of Nurses stated on 7/5/07 at 

9:40 a.m. that the Medication Nurses were 

assigned to one hall.
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