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Ensure that residents are free from significant medication errors.

Based on records reviewed and interviews, for one of three sampled residents (Resident #1), who
required daily administration of a diuretic and had been newly admitted from an acute care setting, the
Facility failed to ensure he/she was free from a significant medication error, when his/her medication
orders were not transcribed correctly by nursing, his/her Furosemide (diuretic) 80 milligrams was
omitted and as a result, he/she was not administered his/her diuretic three days in a row.Findings
include:The Facility Procedure, titled Incidents and Accidents, dated 01/30/24, indicated an incident
was defined as an occurrence or situation that was not consistent with the routine care of a resident,
and included medication errors. The Facility Policy, titled Medication Reconciliation, dated 01/30/24,
indicated the Facility would:-During the admission process nursing would compare the Facility's
orders to Hospital records, and transcribe orders.-Reconcile the resident's medications to ensure the
resident was free from medication errors. -The Policy defined Medication Reconciliation as the
process of verifying that the resident's current medication list matched the physician's orders for the
purpose of providing the correct medications to the resident at all points throughout his/her stay.
-Nursing would obtain and transcribe any new orders.-New orders required a second nurse to cosign
orders, which indicated there had been a review of the orders for accuracy.-Nursing would perform a
24 hour chart check to verify all new orders had been addressed.The Facility Policy, titled Twenty
Four Hour Chart Check Policy, dated as revised 02/2023, indicated medical records would be
reviewed nightly for accurate and complete transcription of Physicians' Orders, and corrections would
be made if a discrepancy was identified. Review of the Report submitted by the Facility via the Health
Care Facility Reporting System (HCFRS), dated 05/29/26, indicated Resident #1 was admitted to the
Facility from the Acute Care Hospital with a Physician's order for Furosemide (diuretic) 80 milligrams
(mg) by mouth, daily. The Report indicated nursing failed to transcribe Resident #1's Furosemide
order, which resulted in him/her missing three consecutive doses of the medication.Resident #1 was
admitted to the Facility in May 2026, diagnoses included acute kidney failure, acute on chronic
systolic and diastolic congestive heart failure.Review of Resident #1's Hospital Discharge Medication
Summary, dated 05/18/26, indicated he/she had an order for Furosemide 80 mg, by mouth daily to
begin on 05/19/26.However, review of Resident #1's Facility Physician's Order Summary Report
indicated he she/ had a physician's order, dated 05/21/26 to administer Furosemide 80 mg by mouth
daily beginning on 05/22/26. Further review of Resident #1's Medical Record indicated there was no
documentation to support that he/she had a Physician's Order to administer Furosemide on 05/19/26,
05/20/26, and 05/21/26.During a telephone interview on 06/29/26 at 11:30 A.M., Nurse #1 said that
on 05/18/26, he was the nurse assigned to Resident #1, and he reviewed and transcribed his/her
admissions orders from the Hospital discharge summary into the Facility's electronic medication
ordering system. Nurse #1 said he accidentally omitted Resident #1's Furosemide 80 mg order when
transcribing his/her admission orders. During a telephone interview on 06/29/26 at 11:52 A.M., Nurse
Supervisor #1 said that on 05/18/26, he conducted a second check review of Resident #1's admission
orders after Nurse #1 had transcribed them i-to the electronic medication ordering system. Nurse
Supervisor #1 said he missed that Resident #1's Hospital Discharge Summary had an order for
Furosemide 80 mg which had been omitted by Nurse #1. Review of Nurse #2's written statement,
(continued on next page)
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dated 05/30/26, indicated he worked the 11:00 P.M., to 07:00 A.M., shift on 05/18/26, and had missed
Resident #1's Medical Record that night, and therefore had not completed the necessary
twenty-four-hour chart check.During a telephone interview on 06/30/26 at 10:16 A.M., Nurse
Practitioner #1 said that she reviewed Resident #1's medical record on 05/21/26 and noticed that
his/her Furosemide 80 mg had been omitted from his/her admission orders at the Facility. Nurse
Practitioner #1 said she notified Unit Manager #1 about the medication error. During an interview on
06/29/26 at 08:09 A.M., the Director of Nurses (DON) said Nurse #1, Nurse Supervisor #1, and Nurse
#2 should have carefully reviewed Resident #1's Hospital Discharge Summary and Facility admission
orders to ensure there were no discrepancies or omissions but had not and therefore Resident #1's
Furosemide was omitted for three consecutive doses, in error.
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