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Austin Oasis, The 901 South Austin Blvd
Chicago, IL 60644

F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure a resident received a blood pressure medication.
The failure affects one (R1) of three residents reviewed for medication in a total sample of four
residents.Findings include: R1 is a [AGE] year-old female. R1's diagnoses are but not limited to chronic
obstructive pulmonary disorder, bipolar disorder, hypertension, major depressive disorder, and reflux. R1's
BIMS (Brief Interview for Mental Status) notes R1 is alert.R1's POS (Physician Order Statement) dated
1/13/2026, notes R1 is supposed to take one Amlodipine Besylate Oral Tablet, 5 mg by mouth in the
morning for hypertension. On 11/09/2025, R1 started Lisinopril Oral Tablet, 5 mg, one tablet, in the morning
for hypertension.On 2/20/2026, at 5:29 PM, R1 stated, I have two blood pressure medications that I am on.
On 2/16/2026, the facility did not have my blood pressure medication, so I did not get it. The nurse was V4
(Nurse). On 2/20/2026, at 6:33 PM, V4 stated, one of her blood pressure medications was not available. I
reordered it for R1. On the February MAR (Medication Administration Record) I must have documented that
I gave it by error. I did not contact the physician. I instructed R1 to stay hydrated and to not do too much to
elevate her blood pressure. Honestly, I did not check the convenience box. I was not informed of the
procedure on what to do when medication is out. I just knew how to reorder it. I was passing out
medications all day and I could not follow up, to be honest. It was just one of them, not both and I cannot
remember which one.On 2/20/2026, at 6:45 PM, V2 (DON-Director of Nursing) stated, if the medication is
out, the nurse needs to go to the electronic medicine machine or the emergency medication cart and
retrieve the medication from there. The nurse should also call the physician and tell them that the resident
did not receive the medication. I was not aware of any incident where a resident did not get their blood
pressure medication. There is an in-service sheet on medication administration.On 2/20/2026, R1's MAR
(Medication Administrator Record) from February 2026 was reviewed on 2/16/2026. V4 marked that R1 had
received the medication.On 2/20/2026, the facility provided medication administration in-services. V4's
name was listed on the in-service form. V4 was in-serviced on medication administration.Facility policy
titled, Medication Administration Policy, undated, notes medications should always be prepared,
administered, and recorded by the same licensed nurse. Medications must be administered in accordance
with a physician's order at his/her discretion, e.g., the right resident, right medication, right dosage, right
route, and right time.If a medication and/or treatment error occurs, the licensed nurse will: a. Immediately
notify the attending physician, b. Describe the error and the resident's response in the Nurse's notes, c.
Complete an Incident Report, d. Identify the error on the 24-Hour Report, and e. Monitor the residents'
status.
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