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F 000 INITIAL COMMENTS F 000

N

Complaint #11805 was unsubstantiated.
Y

F 333

SS=E

483.25(m)(2) MEDICATION ERRORS

The facility must ensure that residents are free of 

any significant medication errors.

This REQUIREMENT  is not met as evidenced 

by:

F 333 7/30/06

N

Based on observation of the 6:30 a.m. medication 

pass on 6/29/06, record review and interview, the 

facility failed to ensure Physician orders were 

followed to ensure that residents were free of 

significant medication errors. 1 (Resident #6) of 6 

case-mix residents observed during the 

medication pass was found to have a significant 

medication error. A significant medication error 

was made by 1 (Licensed Practical Nurse [LPN] 

#1) of 5 Nurses observed during the medication 

pass. This failed practice had the potential to 

affect 14 residents who receive medications from 

this nurse, according to a list provided by the 

acting Director of Nurses on 6/30/06 at 11:26 

a.m. The findings are:

1. Resident #6 was admitted to the facility on 

5/8/06 and had diagnoses of Non-Insulin 

Dependent Diabetes and Vertigo. The Minimum 

Data Set dated 5/26/06 documented the resident 

had severely impaired cognitive skills for daily 

decision making.

a. A Physician order dated 5/8/06 documented 

Glipizide 5 mg. (milligrams) tabs 2 po (by mouth) 

q (every) am and Glipizide 5 mg 1 po q p.m. 
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b. On 6/29/06 at 6:25 a.m., LPN #1 administered 

Glipizide 5 mg.

1 tablet to the resident.

c. On 6/29/06 at 2:30 p.m., the Pharmacy Tech 

stated, "We dispensed 60 tablets [Glipizide 5 mg] 

on 5/9/06 and 60 tablets on 6/5/06, a total of 120 

tablets."

d. On 6/29/06 at 1:30 p.m., during reconciliation 

of the 6:30 a.m. medication pass a blister pack 

dated 5/9/06, from the morning medication 

administration cart, contained 17 Glipizide 5 mg 

tablets; 13 spaces were empty where tablets had 

been punched out of the card.

Another blister pack dated 6/5/06, from the 

morning medication administration cart, contained 

24 Glipizide 5 mg tablets; 6 spaces were empty 

where tablets had been punched out of the card.

On 6/29/06 at 2:55 p.m., a blister pack dated 

6/5/06, from the evening medication cart, 

contained 7 Glipizide 5 mg tablets; 23 spaces 

were empty where tablets had been punched out 

of the card.

e. Of the 120 tablets sent by the pharmacy, there 

were still 48 tablets remaining in the resident's 

blister packs. The resident had been 

administered 72 tablets since admission on 

5/8/06, but should have been administered 

approximately 152 tablets since admission; a 

difference of 80 tablets the resident did not 

receive as ordered.

f. This was a significant medication error due to 

the frequency of the error and the antidiabetic 

agent classification of the drug.
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