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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} 5/9/08

Based on record review and interview, the facility 

failed to follow physician's orders to ensure that 

residents were free of significant medication error 

for 1 (Resident #4) of 8 residents case mix  

(Residents #1 thru #8) who received medications.  

This failed practice had the potential to affect all 

53 residents who received medications.  The 

findings are:

Resident #4 had a diagnosis of History of 

Aneurysm. 

a. The physician orders dated 4/4/08 documented 

the resident was discharged back to the nursing 

home from the hospital with orders to "Cont 

(continue) meds (medications) per nrs (nursing) 

home MARS (Medication Administration Records) 

Add: Norvasc 5 mg (milligrams) PT (per tube) QD 

(every day)..."

b.  As of 5/29/08, there was no documentation on 

the April or May 2008 MAR of an order for 

Norvasc 5 mg or that it was administered.

c.  On 5/29/08 at 5:05 p.m. the ADON and 

Director of Nursing were asked, "Did you find any 

clinical records to show a discontinue of the 

Norvasc 5 mg?"  The ADON and DON shook 

their head and stated, "No."

d.  This was a significant medication error due to 

the frequency of this medication error.
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