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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

Based on interview and record review the facility failed to administer medications at the scheduled times for 
1 of 3 residents (R1) reviewed for pharmacy services in the sample of 3.

The findings include: 

R1's Face Sheet dated 5/5/25 showed R1 was diagnosed with congestive heart failure and lymphedema. 

A facility assessment done on 3/5/25 showed R1's mental status was intact. 

R1's orders showed an order for bumetanide (water pill) and potassium to be given twice a day. 

On 5/5/25 at 10:00 AM, R1 said his morning medications were late on 5/1/25 and 5/4/25 by nearly 3 hours. 

R1's Medication Admin Audit Report for 5/1/25 showed the morning doses of R1's bumetanide and 
potassium were scheduled for 7:30 AM. The document showed the medications were administered at 10:15 
AM (2 hours and 45 minutes late). The medications were signed off by V6 (Licensed Practical Nurse).

R1's Medication Admin Audit Report for 5/4/25 showed the morning doses of R1's bumetanide and 
potassium were scheduled for 7:30 AM. The bumetanide was signed off as administered at 9:35 AM (2 hours 
and 5 minutes late). R1's potassium was signed off as administered at 10:36 AM (3 hours and 6 minutes 
late). The medications were signed off by V6.

On 5/5/25 at 10:49 AM, V6 said R1 can be verbally abusive towards her. V6 said on days she works R1's 
hallway she will have a nurse manager pass R1's medications or will wait for another manager to go with her 
to pass the medications. V6 said on 5/1/25, V7 (Wound Care Nurse) went with her to pass the medications 
and on 5/4/25, V8 (Activities Manager) went with her to pass the medications. 

On 5/5/25 at 11:01 AM, V7 could not recall what time she went with V6 to administer R1's medications on 
5/1/25. 

On 5/5/25 at 11:45 AM, V8 said on 5/4/25 he went with V6 to R1's room around 9:30 AM, so V6 could 
administer R1's medications. 
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On 5/5/25 at 1:14 PM, V2 (Director of Nursing) said the facility has scheduled times to administer 
medications. V2 added that medications should be given one hour before or after the scheduled 
administration time.

The facility's Medication Administration policy with a reviewed date of 11/2024 showed medications were to 
be administered within 60 minutes prior to or after scheduled times.
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