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An onsite complaint investigation was conducted
from 11/29/22 to 12/1/22. (Event 5KDT11)

Three of the nineteen allegations were
substantiated with a citation.

Two of the nineteen allegations were
substantiated without citation.

NC 194697; NC 194945; NC 194201; NC
195271; NC 194674; NC 195069
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§483.45(f) Medication Errors.
The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5
percent or greater;

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interview the facility failed to assure their
medication error rate was less than five percent.
Four nurses were observed administering
medications. Two errors were detected out of
twenty- six opportunities for error. This resulted in
a medication error rate of 7.69 percent. The
findings included:

1a. Record review revealed Resident # 12 had a
diagnosis of anemia and a current order to
administer Vitamin B 12 100 micrograms every
day. Nurse # 1 was observed on 11/30/22 at 8:40
AM to administer Vitamin B 12 1000 micrograms
to Resident # 12. Nurse # 1 obtained this Vitamin
B 12 from a stock medication bottle located in the
top drawer of the cart.
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b. Record review revealed Resident # 13 had a
current order for Vitamin B 12 500 micrograms to
be administered daily due to a "history of family
deficiency." Nurse # 1 was observed on 11/30/22
at 8:50 AM to administer Vitamin B 12 1000
micrograms to Resident # 13. Nurse # 1 obtained
this Vitamin B 12 from a stock medication bottle
located in the top drawer of the medication cart.

On 11/30/22 at 11:00 AM these errors were

brought to the attention of the Director of Nursing.

(DON). The DON stated that both Resident # 12
and Resident # 13 had individualized medication
cards with the correct Vitamin B 12 dosage, and
Nurse # 1 should have obtained the Vitamin B 12
from their medication cards instead of the stock
medication. The DON was observed to go to the
medication cart, find the Vitamin B 12 medication
cards for both Resident # 12 and Resident # 13,
and show Nurse # 1 where they were located.
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