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$S=H : SIGNIFICANT MED ERRORS

'The facility must ensure that residents are free of

+ any significant medication errors.

This REQUIREMENT is not met as evidenced

by: _
i Based oh observation, interview and record

' review, the facility failed to have a system in place |

| to ensure facility and pharmacy staff identified
i allergies that could place the residents at risk of

|
|
I
|

- significant harm. Resident # 7 and # 8 were given |

medications that they were known to have
' allergies to, this caused resident #8 to.have an

'

' adverse druug reaction and placed him/her at risk :

* for significant side effects, decreased medication

. benefit, worsening of their condition, and overall
decreased quality of life. Additionally, the facility
failed to ensure that residents were free of

i
|

1
i
i

' significant medication errors for 5 (Residents #11,

12, 13, 15) of 13 residents sampled for
' medication administration.

- Findings include:
i Upon review ofthe facilty medications incident
‘ reports, the following were identifed that indicate
. significant system breakdown.
ReS|dent #8

' Resident #8 was admitted to the facility wnth-

S and The hospital

| transfer records revealed the Resident had

' multiple drug aliergies including Gl IEED. an
 antibiotic. On 04/22/2012 the physician ordered
. QB5C0mg twice a day for treatment of a

|
[
I
i
|
)
}
i

Correction as it relates to the resident:
Resident #8 — The License Nurse receiving thd
order and administering the medication gave ‘
one dose of Cipro on 4/22/2012. The License |
Nurse immediately recognized her error, :
notified the resident, physician, and the famlly«.
The physician ordered Benadryl 25mg for any;
adverse reactions. Resident received three |
doses of Benadryl for minor itching on 4/22/ 12
4/23/12 and 4/24/12. Resident had no lasting 1{11

effects. Resident remains in the facility. |

Resident # 7 — Resident was admitted on
12/31/2012. Transfer hospital information hsts
allergy to statin with the following note, “listed
allergy states with high doses. Thisis alow
dose. Patient also takes statin at home without
complications. OK to administer in hospital. |
This was verified by the hospital pharmacist” |
Resident received Crestor Smg. during her
hospital stay. The hospital transfer medication,
list included Crestor 5Smg q day. On 1/1/13 thé
license nurse noted the resident allergies and
discussed with MD and the resident. The
resident stated she tolerates Crestor % tablet
daily at home. Daughter also verified that
resident has medication at home. Asa
precaution Crestor was discontinued on
1/4/2013. No side effects related to statins.
Resident was discharged on 1/14/2013.

I
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There was no

, documentation of the time the order was received
i and what staff member accepted the order.

. The Resident was given one dose of Cipro on

' 04/22/2012 and developed a rash to her face

E along with itching. She then required treatment

: with } (an GENEEEP edication used

; for . Her allergies were not

! listed on her medication administration record.

. This facility staff failed tZ check the Resident 's

, allergies and gave the Resident a medication that
' she was allergic to, placing the Resident at risk
“for a severe allergic reaction.

- Resident #7

“Resident # 7 was admitted to the facility with )
and recent
Records revealed the Resident was allergic to *
i | statins " which are medications used to decrease
| cholesterol levels in the blood. The this allergy,
i along with others, was noted on the transfer
: records from the hospital and on the MAR.

. On 12/31/2012 the physician wrote an order for

@D - statin drug) 5mg. daily.

- Documentation on the MAR revealed the

. Resident received this medication for 5 days

" before the error was discovered. The facility

' failed to check the Resident ' s allergies and gave
: the Resident a medication that she was allergic
 to, placing the Resident at risk for an allerglc

, reactlon

1 Resident #10

L

Resident #10 — Flomax was not given as

' ordered on the 12/19/12, 12/20/12, 12/21/12,

i 12/22/12 and 12/23/12. Per facility policy on
new admissions post void residuals were done
Resident #10 post void residual for 12/19/12, !
12/20/12 and 12/21/12 were zero and he denied
discomfort with voiding. Resident #10 was
discharged to home with no adverse side effects
with voiding.

Resident #11- medication error occurred
11/24/12. Resident received the wrong
antibiotic. Correct antibiotic was ordered
12/3/12. Potential adverse symptoms did not
occur with this resident. Resident remains in tH
facility C Diff was resolved 12/16/12.

(¢}

i

|
Resident #12 — Resident’s Atorvastatin 40mg to
be given each night was missed on the :
recapitulation from December 201210 anuary
2013. Seven doses were omitted. Resident was
discharged home on 2/7/13 with no adverse
effects.

Resident #13 — Order to hold Coumadin t

12/17/12 and recheck INR on 12/18/12 was not
. followed through. Resident continued to ;
receive Coumadin for four additional doses.
Resident did not have any signs or symptoms éf
bleeding. Resident was discharged home on L
; 1/3/2013 with no adverse effects. f
Resident #15 - Resident was discharged home |
on 2/4/13 with no adverse effects. She |
continued on anticoagulant therapy with follovy
|
I
|
|

! -up at an anticoagulant clinic after discharge.
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- Resident # 10 was admitted to the facility with

| G ond |

' The Resident also suffered from an , i

:-whlch made it difficult for him to QISP |
. and empty his bladder. The Resident was

| ; prescribed WllllRKa medication used to treat

— to be taken daily. The order
' was written on 12/18/2012 and records show the
' medication was delivered to the facility on that
date The medication was on the MAR to be .
- given at 08:00 AM. A review of the MAR revealed |

| the medication was not given from 12/18-23/2012 1
~resulting in 4 missed doses. This facility staff did
' give the medication that was ordered, resulting in
the potential to cause the Resident to suffer
d|scomfort and Qi urinating.

l
l

Resident #11

- Resident #11 was admitted to the facility with ‘
G, and G |

He was assessed to be at risk for
malnutntlon dehydration, skin breakdown, and
| received all nutritional support and medications

] via a (IS (2 @linserted into the

-——

I -

|

On 11/15/2012 a stool sample revealed the
- resident had C.diff (G difficile, a
' bacteriai infection causing severe Qe and
. potentially life threatening complications).
' Records revealed the Resident was having loose !
' stools and had an excoriation on his buttocks . |
On 11/24/2012 an LN (licensed nurse) took a ;
' phone order from the physician which was written '
“as "¢ (an antibiotic) 500 mg. TID (three |
|

A

|
l
F33!
I
1

Action taken to protect residents in similar
situations:
All current residents’ allergy statements were
audited to current medication and dietary
orders. Allergy statements are listed on the
physician orders, MAR, TAR, face sheet and an
|
|

allergy sticker is on the resident’s chart.

When notifying physicians verbally and in
writing allergies are read and verified. Allergy
statement has been added to the admission ;
assessment. These will be reviewed and i
verified with resident/resident responsible party.
New fax sheet has been initiated to spec1ﬁcallyl
list allergies. ,
Daily audit of new orders will include allergy
review.

; Current residents’ medical records were

" recapped. The physician orders including |

i

medication administration records/treatment
administration records were reviewed to assure
accuracy of orders, labs, diets, and allergies.

Measures taken or systems altered to ensurel
problem does not recur:

On February 6, 2013 the facility instituted a 24
hour audit on all current resident medical
records to verify that all orders have been
processed.

On February 6, 2013 the facility instituted a
daily audit of all Telephone Orders/Physician
Orders comparing them to what is on the
Medication administration record(MAR) and .
the Treatment administration record(TAR).
Any orders for lab/xray are compared to what 1{;
in the lab/xray book to verify orders were !
processed.

l
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 times a day) for 14 days per tube feeding for
 C.diff. " ( not used to treat C.diff and

’ the Resident received 17 doses of Qi@ The
Resident continued to suffer from loose stools.

_not correct. @ TID was never ordered. "

' two used to treat C.diff) for 14 days.
. The facility staff did not administer the correct
 antibiotic, causing a delay in treating the

. Resident's infection. According to the Mayo
\ Clinic's most recent data related to C diff

, treatment, untreated C.diff infections place

; residents at risk of dehydration,

! bowel perforation).
g

- Resident #12

( Resident # 12 was admitted with heart disease,

have G (2 medication that lowers

: revealed that during the recapitulation of orders
! code was omitted on the MAR by the Health

orders and also failed to find the error. " Two
- evening nurses, Staff J and K also missed the

i a result of this significant error, the Resident
y ‘missed 7 doses of the medication. The facility

i

can make the infection worse). Records revealed

- On 12/03/2012 the physician wrote on a lab slip "

- The order was then changed to SliJj#(one of the

, and

— (distension of the bowel when it

, is unable to pass gas or stool, which can result in

“and a WEEEER: The Resident was ordered to
, and helps prevent @il with
| action) 40 mg. each night. The
medication was ordered on 11/26/2012. Records
' from December 2012 ¢ January 2013 the " time

| Information Manager, Staff L. Staff | checkéd the

! order and failed to administer the medication. As

* Nursing for corrective action.
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On February 6, 2013 the facility initiated the
process where the nurse receiving the order was
responsible for following the order through
completion.

February 8, 2013 !
The facility instituted a 2 nurse process to
review all new orders with medication and
treatment sheets during shift to shift report. |
The facility initiated the “read and verify” !
process on all orders from physicians or
practitioners. Nurses were in serviced to
reeducate them on the acceptable guidelines for
telephone and verbal orders. Which includes
“verify that an order was transcribed correctly,
verify the accuracy of the MAR and make sure
that your client’s MAR corresponds exactly |
with the prescriber’s order. i
All errors have been identified and analyzed for
factors that may have caused the errors. !
Personnel corrective action has occurred as ,
appropriate. Facility will follow the decision |
tree and Medication Errors F Tag for “potential
for” significant errors. Any errors rising to this
level will be reported to the hotline as required.
All medication errors are reported to Director of

P
|

Py
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' staff did not give the medication that was ordered, |
i which placed the Resident at risk for harmful
 effects related to his

'Resident #13

. Resident # 13 was admitted to the facility with

(o disorder

' that can result in the formation of blood clots),
1 and D The Resident required GEITNND
1 {a blood thinning agent) 3 5 mg. (milligrams) per
day

; On 12/17/2012 the Resident had an INR (a
: measure of the blood clotting ability) of 3.7

an order to hold the 12/17/2012 dose of
and to recheck an INR on 12/18/2012.
. Records revealed the INR was not checked on
I 12/18/2012 and the Resident continued to receive
— on 12/17-12/20/12 for four additional
doses On 12/20/2012 the INR was 4.33. This
1 facility staff did not hold the (D as
ordered, placing the Resndent at risk for bleeding.

'Resident #15

' Resident #15 was admitted with ((illlD, GED

| and WEENED. She was
~assessed to be high risk for blood clet formation
“in her legs and was prescribed QI 18,000
I units daily by injection to prevent clot formation.

| Records revealed the Resident failed to receive

as ordered on 01/25-01/27/2013. The

facnhty staff did not administer the IR as

] | ordered, placing the Resident at risk for blood clot

~(therapeutic level is 2.0-3.0). The physician wrote :

\
:
|
|
1
|
1
1
|
|
|

F 333 Plans to monitor performance to ensure
solution is sustained.

Nursing management will conduct ongoing
audit of allergy statements to current
medications monthly. Quality Assurance nursge
+ will present the results to Continuous Quality
i Improvement committee for three months.

- Nursing management will continue ongoing
24hr audit and the daily audits of physician -
orders and telephone orders. Quality Assurante
| nurse will analyze trends and submit to
Continuous Quality Improvement Committee |
monthly. '

2 Nurse shift to shift review of the Medication
administration records/Treatment administration
! records will continue. |
. Staff Development Nurse will in service
+ License Nurses on medication processes
monthly for 3 months.

|

Person Responsible for Compliance:
Director of Nursing will maintain compliance.

Date of Compliance: ﬂ‘Z! 'ﬁ 7
February 28, 2013 :
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t
i

formation.

- On 02/06/2013 at 11:30 AM, Staff C, Assistant
' Director of Nursing, stated thatthe RCM's

. (Resident Care Managers) check all orders the
- next day and two nurses check the MAR to

ensure that it is correct.

| On 02/06/2013 in an interview with Staff F, LN
. (licensed nurse), RCM at 11:00 AM, she stated

that the new orders get on the MAR either by the
RCM or the LN who is assigned to that resident.

When asked how she verifies that the orders are

transcribed correctly onto the MAR she stated "
you have to trust the nurses. " She verified there
is no 24 hour chart check process to verify
orders. She stated that sometimes she puts the
order on the MAR and sometimes she just gives

. the yellow carbon copy to the nurse to do it. She
. stated that the Health Information staff put the
~orders into the computer. She verified that the

- person who does this is not a nurse or a

* pharmacist.

On 02/06/2013 when asked how orders are
transcribed, both Staff J and K, LN ' s stated that

 sometimes the RCM transcribes the order and
 sometimes they transcribe the orders

themselves. They stated that the process is
different on the evening and night shift because

' the RCM is not there. Both verified that there

was no censistent process to check orders for
accuracy.

On 02/06/2013 at 4:30 PM, in an interview with
Staff A,B, C and |, they stated that according to

their investigations, these medication errors were
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action. "

not significant because none of the residents had
suffered actual harm. They verified that none of
‘ these errors had been reported.

In an interview with Staff B on 02/08/2013, when

i asked about the facility policies and procedures

. for medication administration, she stated the

- facility uses the text Nursing Interventions and

“Clinical Skills, 4th Edition, by Elkin, Perry and

- Potter. Areview of the text revealed that
professional nursing practice requires that

- nursing staff " verify that an order was

- transcribed correctly ", verify the accuracy of the
MAR, and " make sure that your client ' s MAR
corresponds exactly with the prescriber ' s order " |
, along with other medication administration
requirements. The text goes on to say that "

“when repeated medication errors occur within a
work area, identify and analyze the factors that
may have caused the errors and take corrective

In each case, the facility failed to implement a
. medication pass system that could prevent these
. errors that could cause the resident discomfort or
: jeopardize their health and safety. The facility
- also failed to establish why the errors had
- occurred and failed to formulate a plan of
i corrective action to prevent further errors.

|

f
i
1
i
i

i
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