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F 000 INITIAL COMMENTS F 000

Complaint #13986 was substantiated (all or in 

part) with a deficiency cited at F332.

F 332

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

Complaint #13986 was substantiated (all or in 

part) with these findings.

Based on observation of the 8:00 a.m. medication 

pass on 10/29/08 and record review, the facility 

failed to ensure the medication rate was less than 

5%.  Physician orders were not followed for 3 

(Residents #7, #8 and #9) of 8 residents 

observed during the medication pass, which 

resulted in medication errors.  Medication errors 

were made by 3 Licensed Practical Nurses 

(LPN's #1, #2 and #3) of 5 nurses who 

administered medication.  This failed practice had 

the potential to affect 98 residents who received 

medication from these nurses, as identified by 

Registered Nurse (RN) #1 on 10/29/08.  The 

medication error rate was 8.51%, based on 

observation of 46 medications administered, 1 

medication ordered but not administrated and a 

total of 4 errors detected.  The findings are:

1.  Resident #7 had a physician order dated 

8/15/08 to flush the Percutaneous Endoscopic 

Gastrostomy (PEG) tube with 60 milliliters (ml) of 

water before and after medication administration.

a.  On 10/29/08 at 7:56 a.m., LPN #1 
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administered medications through the resident's 

PEG tube but did not flush the tube with water 

before or after the medications were 

administered.

b.  The Centers for Medicare and Medicaid 

Services (CMS) Interpretive Guidelines at F332 

documented: "Flush the enteral feeding tube with 

at least 30 ml of preferably warm water before 

and after medications are administered..."

2.  Resident #8 had a physician order dated 

8/1/04 for Colace 100 milligrams (mg), 2 capsules 

daily.

On 10/29/08 at 9:07 a.m., LPN #2 administered 

only one Colace 100 mg capsule to the resident, 

instead of 2 capsules as ordered by the physician.

3.  Resident #9 had a physician order dated 

6/21/08 for Patanol eye drops, 2 drops in each 

eye daily.

On 10/29/08 at 9:22 a.m., LPN #3 administered 

only one drop of Patanol to each eye, instead of 2 

drops to each eye as ordered by the physician.

4.  Resident #9 had a physician order dated 

6/21/08 for Ativan 5 mg daily.

On 10/29/08 at 9:22 a.m., LPN #3 administered 

the resident's 8:00 a.m. medications but did not 

administer the Ativan 5 mg which was scheduled 

to be administered at this time.
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