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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm Based on interview and record review, the facility failed to ensure medications were administered

or potential for actual harm according to professional standards for one of three sampled residents reviewed for medication
administration (Resident 1) when he was not given his blood pressure medication per the physician's

Residents Affected - Few (MD) order and missed doses on two consecutive days. This failure had the potential to result in

elevated blood pressure and increased leg swelling for Resident 1.Findings: A review of Resident 1's
admission record indicated he was admitted in 12/24 with diagnoses of essential hypertension (HTN-
high blood pressure with no single identifiable cause) and venous insufficiency, chronic and peripheral
(condition in which the vein valves in the legs are weakened or damaged causing blood to pool in the
legs). A review of Resident 1's Minimum Data Set (MDS- a federally mandated resident assessment
tool), dated 4/6/26, indicated he had no memory impairment. A review of Resident 1's Medication
Administration Record (MAR), dated 5/26, indicated a MD order for hydrochlorothiazide (a diuretic
used to treat HTN and fluid retention) oral tablet, 1 tablet daily at 9 a.m., hold for SBP (systolic blood
pressure- the pressure in the arteries when the heart beats and pumps blood out to the body) < 110.
The MAR indicated the daily dose had not been given on 5/29 and 5/30/26. A review of Resident 1's
nursing notes, dated 5/29- 5/30/26, indicated there were no notes regarding Resident 1's MD being
called and informed of the missed doses of hydrochlorothiazide. During an interview on 6/10/26 at
3:32 p.m. with Resident 1, Resident 1 stated about two weeks ago he was told by Licensed Nurse 1
(LN 1) the facility was out of his blood pressure medication. Resident 1 stated he was not sure how
many doses he had missed. During a concurrent interview and record review on 6/11/26 at 10:48 a.m.
with LN 1, LN 1 stated she had been Resident 1's nurse on 5/30/26 and the facility had run out of his
hydrochlorothiazide. LN 1 stated she called the pharmacy and the pharmacy could not tell her when it
would be delivered, so she was unable to administer the medication. LN 1 stated she should have
called the MD and notified him of the missed dose but acknowledged there was no documentation in
Resident 1's medical record she had done so. LN 1 reviewed Resident 1's MAR, dated 5/26, and
confirmed Resident 1 had missed the medication on 5/29/26 as well. During an interview on 6/11/26
at 11:58 a.m. with the Director of Nursing (DON), the DON stated it was her expectation that the LNs
followed up and called the pharmacy when a resident's medication was running low. The DON stated
if the pharmacy could not tell them when a medication was going to be delivered, the LNs could reach
out to her and she could request a STAT (immediate, without delay) delivery. The DON further stated
she expected the LNs to call the MD and notify him of the missed medication and document his
instructions in a nursing note. The DON confirmed Resident 1 missed two doses of his
hydrochlorothiazide and there were no nursing notes regarding either missed dose. The DON agreed
these were medication errors and this did not meet her expectations for medication administration.
The DON stated the missed doses could have resulted in elevated blood pressure or increased
swelling for Resident 1. During a review of the facility's policy and procedure (P&P) titled, Medication
Administration- General Guidelines, dated 10/17, the P&P stipulated, Medications are administered as
prescribed in accordance with good nursing principles and practices . During a review of the facility's
P&P titled, Unavailable Medications, dated 1/26, the P&P stipulated, The facility must make every
effort to ensure that medications are available to meet the needs of each resident .Nursing staff shall:
Notify the attending physician of the situation and explain the circumstances .
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