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55=D | SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
any significant medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to
ensure one (1) of three (3) sampled residents
(Resident #1) was free of significant medication
errors. On 12/15/14, the physician ordered facility
staff to administer a one-lime dose of Ativan 1
milligram intramuscularly to Resident #1.
However, Resident #1 was incorrectly
administered S milligrams of Morphine Sulfate
intramuscularly instead of the physician-ordered
Ativan,

The findings include:

A review of the facility policy titled "Medication
Administration-General Guidelines," revised
12/18/12, revealed medications were to be
administered in accordance with good principles
and practices. The policy required staff when
receiving a new medication order fo compare the
medication and dosage on the resident's
Medication Administration Record with the
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Resident #1 is no longer a resident of .
Summit Manor.

All residents have the potential to be affected by this
practice,

The Director of Nursing audited all meditation error
reports for the past three months and all medications
that were dispensed from the Emergency Drug Kit fo
the past month to ensure no other like EITOI'S were
identified.

RN #1 was reeducated regarding following the
Five rights of medication administration pn
12/16/14 by the Director of Nursing (DON).
Medication administration observations were
Done with RN#1 by the DON on 12/16/14 and
By the pharmacy nurse consultant on lZ/j!l 9/14,

All licensed staff and certified medicatiofl aides
(CMA) were reeducated by the DON on

Following the five rights of medication
administration, removal of medications from the
narcotic Emergency Drug Kit (EDK), and possession
of narcotic EDK keys prior to working their next
shift, beginning 12/16/14 through 12/22/14.
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other safeguards provide sufficient pratection to patients, (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
foltowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comection is requisite to continued

program participation.
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medication label.

Review of the medical record for Resident #1
revealed the facility admitted the resident on
04/23/08 with diagnoses including
Cerebrovascular Accident, Diabetes Mellitus, and
Congestive Heart Failure. Review of Resident
#1's quarterly Minimum Data Set assessment
dated 10/15/14 revealed the facility assessed the
resident to be severely cognitively impaired.

Review of a physician order dated 12/15/14 at
11:55 PM revealed staff was to administer a
one-time dose of Ativan 1 milligram (mg)
intramuscularly (IM) to Resident #1. However,
review of a facility investigation dated 12/15/14,
revealed that on 12/16/14 at 12:00 AM,
Registered Nurse (RN) #1 administered Morphine
Sulfate 5 mg IM, instead of the physician-ordered
Ativan to Resident #1.

An interview was conducted with RN #1 on
12/22/14 at 1:53 PM. RN #1 stated that on
121514, after receiving the physician order to
administer Resident #1 Ativan 1 mg IM, she
removed the Controlled Drug Record Sheet for
the Ativan from the Emergency Narcotic Box and,
after reading the documentation regarding the
Ativan, determined that 0.5 milliliters (2 mg/ml)
would be required to facilitate administering the
correct dosage to Resident #1. RN #1 stated she
then removed what she thought was Ativan from
the Emergency Narcotic Box and withdrew 0.5
milliliters from the vial and administered it IM to
Resident #1. RN #1 stated she had not realized
she administered the wrong medication to
Resident #1 until 12/16/14 at approximately 7:00
AM when the narcotic count of the Emergency
Narcotic Box revealed discrepancies in the

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of carrection
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan |L"f
correction is prepared and/or executed solely because
it is required by the provisions of federal and sla!e'!mv.

Beginning 12/16/14 the system for takinL
medications from the narcotic EDK charjged. When
retrieving a medication from the narcotid EDK, two
nurses are to verify and initial that the carrect
medication was pulled. Ifan injectable is to be pulle
from the narcotic EDK, both nurses will jverify the
medication and dose is correct and sign the
Contrelted Drug Record Sheet.

=]

The Narcotic Emergency House Stock Inventory
Sheet and the Controtled Drug Records for
Injectable house stock pulled from the l:‘.{)l( are bein

e

audited weekly by the DON and/or the Unit
Managers beginning 12/17/14 to ensure accurate
completion. The Pharmacy nurse consul|tant will
continue to perform medication administration
observations with licensed nurses and CMAs monthi
on a random basis. All licensed staff and CMAs will
be observed by the Pharmacy nurse consbitant and/of
nursing administration annually.

-

Results of these audits will be brought ta the monthiy
Quality Assurance meeting to be reviewed by the
Interdisciplinary Team (!DT) monthly far three
months and quarterly thereafter.

Date of compliance: 1/22/15
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amount of Ativan and Morphine Sulfate that
should have been present in the Emergency

| Narcotic Box. RN #1 stated at that time she
realized she had administered Morphine Sulfate
to Resident #1 instead of Ativan,

Interview with the Administrator and the Director
of Nursing (DON) on 12/22/14 at 3:58 PM,
revealed they were immediately made aware of
the medication error once it was discovered on
12/16/14. The DON stated that RN #1 received
immediate disciplinary action for not following the
five rights of medication administration which
included ensuring the correct medication was
being administered by comparing the medication
label with the written physician order.

Interview with Resident #1's Physician on
12/22114, at 1:16 PM revealed Momphine Sulfate 5
mg administered IM is not an excessive dose of
the medication and in his medical opinion would
not have caused harm to Resident #1.
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