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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure medications were administered according to 
physician orders for 1 of 3 residents (R1) reviewed for significant medication errors. This failure resulted in 
actual harm when R1 did not receive twelve doses of a medication for treatment of congestive heart failure 
and subsequently required a two-day hospitalization. The facility implemented appropriate corrective action 
prior to the onsite investigation; therefore, the deficiency is being cited at past non-compliance. Findings 
include:R1's admission Minimum Data Set, dated [DATE], identified diagnoses of congestive heart failure 
(CHF) and renal insufficiency, R1 used diuretic medications (helps the body get rid of excess water).R1's 
care plan initiated 8/5/25, indicated R1 had an alteration in cardiovascular status related to atrial fibrillation 
(irregular heartbeat), CHF, and high blood pressure with a goal to receive medication per physician orders. 
Interventions included to observe for electrolyte imbalance which may include weak pulse, changes in 
cognition, changes in blood pressure.R1's Order Summary Report, with active orders, dated 9/1/25, directed 
staff to administer one Bumex three milligram (mg) tablet to R1 two times a day related to chronic diastolic 
(congestive) heart failure and four potassium chloride ten milliequivalents (MEQ) tablets two times a day for 
hypokalemia (low potassium).R1's September 2025 Medication Administration Record (MAR) identified an 
order was entered on 7/28/25, for Bumex oral tablet and directed to give 3 mg by mouth two times a day 
related to chronic diastolic (congestive) heart failure. The Bumex was scheduled daily at morning and at 
noon. The MAR revealed that the facility did not administer Bumex to R1 starting with the noon dose (second 
dose) on 9/10/25 continuing until the 9/16/25 noon dose due to the medication not being available. R1 
missed 13 doses of Bumex. The facility continued to administer the potassium as ordered by the physician.
According to Mayoclinic.org, Bumex is given to help treat fluid retention (edema) and swelling that is caused 
by congestive heart failure, liver disease, kidney disease, or other medical conditions. The medicine may 
cause you to lose more potassium from your body than normal. Your doctor would monitor the potassium in 
your blood while you are on this medicine.According to the American Heart Association, www.heart.org, 
hyperkalemia is defined as too much potassium in your blood. Severe cases can cause abnormal heart 
rhythms and need emergency treatment.R1's progress notes identified the following:9/11/25 at 9:27 a.m., 
there was no supply of Bumex and would call pharmacy.9/12/25 at 9:17 a.m., Bumex not available.9/14/25 at 
1:32 a.m., R1 complains of SOB (shortness of breath), feeling nauseated, restlessness, confusion, and 
agitation.9/14/25 at 3:04 a.m., R1 complaining of feeling short of breath, feeling nauseous, noted to have 
mild expiratory wheezes, and using accessory muscles upon return to bed. Charge nurse updated on 
resident condition.9/14/25 at 7:45 a.m., R1 complaining that she could not breath and requesting to see a 
doctor R1 appeared very anxious. Supplemental oxygen was applied to R1 and seemed to help. R1's family 
member was notified.9/14/25, at 11:47 a.m., Bumex not available.9/15/25 at 10:40 a.m., physician notified 
and indicated R1 needed evaluation in urgent care or ER (emergency room). R1's family declined transfer at 
that time and will notify of any changes.9/15/25 at 12:28 p.m., physician requested facility's rounding 
physician evaluate R1 on 9/16/25.9/16/25 at 2:49 a.m., R1 was exhibiting increased confusion, weakness, 
and muscle movement while asleep. R1 was not at previous baseline and would be seen that day by a 
physician.9/16/25 at 6:48 a.m., Bumex not available-follow up pharmacy and nurse notified.9/16/25 at 1:23 p.
m., physician saw R1 regarding weight increase and increased SOB. New orders to give Bumex 3 mg today 
when it arrives then continue BID (twice daily) dosing. Labs ordered.9/16/25 at 4:25 p.m., physician order 
note lab results received. On-call physician notified of critical potassium level and advised to send to ER. 
Faxed to primary physician.9/16/25 at 5:10 p.m., telephone order received by physician to send to the ER.
R1's progress note lacked evidence the physician was notified of the unavailability of Bumex for 
administration to R1 until 9/16/25.R1's Lab Communication dated 9/16/25 at 5:58 p.m., identified R1 had a 
critical high potassium level of 7.4 mmol/L (Ref. (reference) range: 3.5 -5.1.R1's Physician Order dated 
9/16/25, ordered to send R1 to the ER due to critical K (potassium) level of 7.4 today.R1's Hospital Progress 
Note dated 9/18/25 at 8:41 a.m., identified R1 was admitted for acute and chronic CHF and hyperkalemia. 
R1 had not received her Bumex dose for the last five (5) days; however, had received her potassium as 
ordered. Acute hyperkalemia management on admission. Required fluid bolus of 500 cc's (cubic 
centimeters) the first night for somnolence (abnormal drowsiness) and hypotension (low blood pressure).R1's 
Hospital Discharge Summary indicated R1 had a ten-pound weight gain over the past month and was having 
issues with shortness of breath (SOB). [R1] was seen by clinician at the facility and medication review found 
[R1] had missed her Bumex dose the past five days due to a pharmacy issue but was still getting her 
increased dose of potassium. R1 was admitted for management of CHF thought secondary to her not 
receiving Bumex for last five days prior to hospital admission.During an interview on 10/14/25 at 1:08 p.m., 
family member (FM)-A indicated the facility did inform FM-A that R1 did not receive one of her medications 
for a week. FM-A thought R1's was just displaying anxiety symptoms. If FM-A would have known that R1 
was not receiving that medication she would have had R1 seen by a physician earlier.During an interview on 
10/14/25 at 1:43 p.m., trained medication assistant (TMA)-B indicated she discovered the Bumex for R1 was 
not in the med cart, made a note in R1's chart, told the nurse, finished the med pass, filled out a reorder 
form, and sent it to the pharmacy. TMA-B stated she later followed up with the pharmacy and was told that it 
had been sent but later found out it had not been sent. TMA-B did not know if any more follow up was done. 
During an interview on 10/14/25 at 1:55 p.m. p.m., TMA-C stated she worked two of the days that the Bumex 
was not available but let the nurses know. TMA-C could not recall what nurse she reported to.During an 
interview on 10/15/25 at 10:17 a.m., TMA-A indicated when she worked on 9/11/25, she was unable to locate 
R1's Bumex but knew the pharmacy had been faxed. TMA-A stated she reported it to licensed practical 
nurse (LPN)-A but did not know what was done after that. TMA-A stated she meant to call the pharmacy to 
check on the Bumex, but the shift got crazy and did not get them called. During an interview on 10/15/25 at 
2:04 p.m., registered nurse (RN)-A stated when she noted R1's Bumex was not available for administration, 
RN-A checked the backup storage and the pharmacy reorder sheet and noted it was reordered. RN-A then 
stated, my downfall was that I did not follow facility protocol. RN-A identified the facility protocol was to check 
all the backup storage, call the pharmacy, notify the clinical coordinator, and then notify the physician.During 
an interview on 10/15/25 at 2:15 p.m., TMA-D stated R1's Bumex was not available, and she checked the 
backup cupboard and charted not available. TMA-D stated she noticed other staff had the same problem but 
did not notify the charge nurse, look at the pharmacy order sheet, or call the pharmacy.During an interview 
on 10/15/25 at 11:05 a.m., RN-B indicated the rounding physician evaluated R1 on 9/16/25 and was 
reviewing the medication administration record (MAR) and identified R1 had missed twelve doses of Bumex. 
The physician ordered labs and a dose of Bumex to be given when it arrived.During an interview on 10/15/25 
at 10:39 a.m., registered nurse care coordinator (RNCC) indicated he was not notified R1's Bumex was not 
available until 9/16/25. RNCC identified it was the TMA's responsibility to monitor the resident medication 
supply and reorder. When a medication was not available the expectation was staff notify the pharmacy, 
notify the floor nurse and the floor nurse would follow up on it. If the medication was still not available, the 
floor nurse should be calling the RNCC on call. RNCC further stated R1's hospitalization was due to the 
omission of the Bumex.During an interview on 10/15/25 at 11:30 a.m., the director of nursing (DON) 
identified she was not aware of the significant medication error until R1's hospitalization on 9/16/25. The 
DON also stated the facility had a protocol for an unavailable medication and it was not followed. It was the 
DON's expectation that TMA's and nurses follow the facility protocol.The following facility's corrective actions 
dated 9/20/25 were verified as implemented prior to the survey: -The facility completed a thorough 
investigation that identified the Medication Administration Policy was not followed and provided coaching and 
corrective action to staff involved.-Notified the medical director.- Conducted medication administration audits 
on all residents for medications marked unavailable and followed up on their findings. Continued weekly 
audits. -Provided education to all staff on the facility Medication Administration Policy and Procedure with 
emphasis on directions to follow if a resident medication is unavailable. Also, conducted random audits of 
staff knowledge of steps to take if a medication is not available.-Created laminated instruction cards for all 
medication carts. A facility policy, Medication Administration Policy last modified May 2021, identified it was 
the policy to ensure safe, effective, and timely drug therapy, to provide for an accurate and concise 
documentation system. RN's LPN's and TMAs would administer medication as ordered by the attending 
physician/NP (nurse practitioner). Medications will be prepared and administered as near the scheduled 
times as possible. If a medication is not available, the emergency kit may be used according to policy.The 
facility Medication Administration Error Policy last modified May 2021, defined a significant medication error 
as on which causes the resident discomfort or jeopardizes his or health or safety. A medication error occurs 
when a prescribed medication is not available to be administered. If the above errors occur, the following 
action is taken: the employee who discovers the error must assess resident for any adverse effect and if 
needed contact emergency services; notify provider (MD/NP); notify the charge nurse, clinical administrator 
and or on-call nurse; notify resident representative; document in medical record.
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