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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38087
or potential for actual harm
Based on interview and record review, the facility failed to ensure care and services were provided in
Residents Affected - Few accordance with professional standards of practice for one of three residents (Resident 1) when:

1. medications were not administered as ordered by the physician; and,

2. Resident 1's physician was not informed regarding missed doses of medication.
These failures had the potential to compromise Resident 1's health and well-being.
Findings:

1. Review of Resident 1's clinical record indicated she was admitted on [DATE] and had diagnoses including
fractured shaft of right fibula (a break of the larger lower leg bone below the knee joint), atrial fibrillation
(irregular heart rate), congestive heart failure (heart cannot pump enough blood to meet the body's needs),
hypertensive heart disease with heart failure (heart problems that occur because of high blood pressure
pressure), presence of cardiac pacemaker (implantable device that regulates heart muscle and contractions)

Review of Resident 1's physician's order, dated 3/24/24, indicated she was to receive sotolol (medication
used to treat heart rhythm problems) 80 milligram (mg, dose measurement) tablet, one half tablet two times a
day.

Review of Resident 1's medication administration record (MAR) indicated she did not receive her scheduled
doses of sotolol on 4/9/24 at 9:00 a.m. and 5:00 p.m., 4/10/24 at 9:00 a.m. and 5:00 p.m., and 4/11/24 at
5:00 p.m.

During an interview and concurrent record review with the director of nursing (DON) on 5/21/24 at 12:00 p.m.
, she reviewed Resident 1's MAR and confirmed Resident 1 did not receive sotolol on the above dates and
times. The DON confirmed the MAR indicated the sotolol was not available. The DON stated the licensed
nurses should follow up with the pharmacy when a medication is not available.

2. Resident 1's physician's order, dated 3/24/24, indicated she was to receive sotolol 80 mg tablet, one half
tablet, two times a day.

(continued on next page)
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F 0684 Review of Resident 1's medication administration record (MAR) indicated she did not receive her scheduled
doses of sotolol on 4/9/24 at 9:00 a.m. and 5:00 p.m., 4/10/24 at 9:00 a.m. and 5:00 p.m., and 4/11/24 at
Level of Harm - Minimal harm or 5:00 p.m.

potential for actual harm
During an interview and concurrent record review with the DON on 5/21/24 at 12:45 p.m., she stated the
Residents Affected - Few licensed nurses should inform the physician when a resident does not receive prescribed medications. The
DON confirmed there was no documentation indicating licensed nurses informed the physician when
Resident 1 did not receive sotolol on 4/9/24, 4/10/24. and 4/11/24.

Review of the facility's policy, Medication Ordering and Receiving From Pharmacy Provider, dated 2007,
indicated medications are received from the provider pharmacy on a timely basis and to reorder routine
medications by the reorder date on the label to assure an adequate supply is on hand.

Review of the facility's policy, Medication Administration - General Guidelines dated 2007, indicated if a dose
of regularly schedule medication is with withheld the MAR must be appropriately documented and if two
consecutive doses of a vital medication are withheld the physician is notified.
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