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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review the facility failed to accurately transcribe a medication order correctly for 
Bumex (diuretic medication used to remove fluid) for 1 of 1 resident (R1) which resulted in an 18-pound (lb.) 
weight loss in 12 days, critical labs, vomiting and a hospitalization. In addition, the facility had two additional 
medication errors and failed to implement appropriate corrective actions to prevent the significant medication 
error for R1. The facility failure resulted in an immediate jeopardy (IJ) for R1.The IJ began on 11/07/25, when 
R1 was ordered Bumex (diuretic) 2 milligrams (mg) by mouth (po) QD (daily) x three days. The order was 
transcribed as Bumex 2 mg po TID (three times daily) with no stop date indicated. As a result, R1 received 
(36) 2 mg doses from 11/7/25 to 11/18/25 versus the 3 doses he should have been administered. R1 was 
admitted to the hospital with acute kidney injury and infection on 11/18/25. The administrator and director of 
nursing (DON) were notified of the IJ on 11/26/25 at 3:05 p.m. The IJ was removed on 11/28/25, at 1:45 p.m.
, but non-compliance remained at the lower scope and severity of level D, which indicated no actual harm 
with potential for more than minimal harm that is not immediate jeopardy.Findings include:R1's admission 
Minimum Data Set (MDS) dated [DATE], indicated R1 was cognitively intact had cellulitis of left lower limb, 
atrial fibrillation, renal insufficiency (kidneys are not functioning as well as they should, leading to waste 
products and fluid buildup in the body) and cardiomyopathy (heart disease that affects the heart muscle's 
ability to pump blood efficiently). The MDS also indicated he was frequently incontinent of bladder, required 
partial assist with toileting had one diabetic foot ulcer with infection and received an antibiotic medication. 
The MDS further indicated his weight was 179 lbs. and no weight loss or unknown weight loss.R1's Care 
Plan dated 11/05/25, indicated he had renal failure/insufficiency related to chronic kidney disease and 
directed staff to provide fluids as ordered, give medications as ordered by medical practitioner, observe for 
changes in mental status: lethargy, somnolence, fatigue tremors and seizures. Observe for signs of fluid loss 
or fluid overload, observe lab reports of electrolytes and report to medical practitioner.R1's Medical Diagnosis 
List undated, indicated he had chronic kidney disease and failure and Type II Diabetes. On 11/6/25, R1 was 
order Bumex (diuretic) 2mg po QD (daily) x three days. The order was transcribed as Bumex 2mg po TID 
(three times daily) with no stop date indicated. As a result, R1 received (36) 2mg doses from 11/7/25 to 
11/18/25 versus the 3 doses he should have been administered.R1's Lab results indicated the following: On 
11/18/25:BUN- 99 H (high) (8-23) (evaluates kidney function.)Creatinine 3.4 H (0.67-1.7) (checks kidney 
function.)GFR 19 L (low) >60 (measures how well kidneys are filtering waste from your blood.) WBC 13.33 H 
(4.0 to 0.11) (shows if you have an infection.) Weight on 11/6/25 was 182.2, 11/18/25 was 163.4, a loss of 18.
8 pounds. Additionally, between 11/6-11/18, a weight was to be recorded weekly and was missed the week 
of 11/10/25.Progress Note dated 11/17/25 at 11:55 p.m., indicated R1 reported not feeling well during day 
shift and evening shift, vital signs stable on this shift, but patient refused to go to the hospital to be evaluated. 
MD (medical doctor) notified and ordered BMP (basic metabolic panel, CBC (complete blood count) and 
thyroid stimulating hormone (TSH) to be drawn tomorrow. Progress notes on 11/18/25 at 2:38 p.m., indicated 
MD called with lab results and to talk to family to see if they want him transferred to the emergency 
department (ED) for further evaluation and treatment. Labs indicate resident is dehydrated, this writer talked 
to family resident will be transferred to hospital and 911 called all paperwork sent with emergency medical 
services (EMS). Family would like to hold the bed. R1's Emergency Department Encounter dated 11/18/2025 
at 4:06 p.m., indicated he presented to the ED department by emergency medical services (EMS) for 
evaluation of generalized weakness. The transitional care unit (TCU) he was at had been administering 2 mg 
of Bumex TID since 11/07 or 11/10 (staff unsure) instead of how it was prescribed which was 2mg of Bumex 
daily for three days. The ED note indicated the final Impression was Acute Kidney Injury (AKI) superimposed 
on CKD (chronic kidney disease).R1's Hospital admission Encounter dated 11/18/25, indicated noted to have 
miscommunication regarding his Bumex dose and had been taking TID (since 11/6) instead of daily x 3 days. 
Holding Bumex this admission, renal function gradually improving, continue oral bicarbonate and received IV 
fluids after angiogram yesterday, has colitis (C.diff)(clostridioides difficile bacterium that causes an infection 
of the colon, the longest part of the large intestine) developed abdominal pain, diarrhea and elevated WBC 
(white blood cell count) this stay. Placed on oral Vancomycin (used to treat serious infections) QID (four 
times a day) (starting 11/20) and probiotic. In addition, has Chronic left foot wound. Weight listed was 165 lbs.
During interview on 11/25/25 at 10:21 a.m., director of nursing (DON) stated the provider wrote a written 
order for the Bumex and the health unit coordinator (HUC) transcribed the order. The DON stated the HUC 
was new to her position and did not have a medical background, but the nurse manager licensed practical 
nurse (LPN)-A was to complete a second check to make sure the order was transcribed correctly which was 
missed and resulted in the medication given incorrectly for eight days. LPN-B noted R1 was not feeling well, 
was vomiting, and noticed redness on R1's wound on his left leg on 11/17/25. LPN-B notified the on-call 
physician and later that afternoon labs were ordered. On 11/18/25, R1's physician's triage team notified us 
R1's Bumex order was only supposed to be given once daily for three days not three times daily with no stop 
date. It was then decided to send R1 to the emergency department and he was hospitalized . The DON 
stated he was admitted with acute kidney injury, wound infection in soft tissue. And after the medication error 
was found they immediately started a review of all orders to cross check to make sure they were accurate 
starting that day. In addition, they added a triple check the nurse managers were to start daily. During 
interview on 11/25/25 at 2:50 p.m., health unit coordinator (HUC)-A stated she is the HUC for the Transitional 
Care Unit (TCU) and is new to the facility. She was trained by the second floor HUC for a week and received 
computer training from the facility. HUC-A stated she does not have a background in the medical field except 
for working in a group home in the past. HUC-A stated she did not know the terminology for QD, TID and 
QID but is learning from being at the facility and asking questions from the nurses and the staff. She stated 
after each medication error HUC-B would explain to her how the transcription error occurred, corrected her 
and for R1 she also explained how dangerous that was. During interview on 11/26/25 at 12:05 p.m., DON 
stated they have started to have the nurse managers run a report on all new orders for the day and then go 
back and have them recheck them as a triple check three times a week, in addition to herself reviewing all 
new orders to make sure they were audited correctly and nothing was missed. In addition, the DON stated 
R1 was never a complainer and never did complain of having a need to go to the bathroom at night and was 
surprised none of the nurses realized they were giving a diuretic in the evening. DON stated the staff were 
supposed to be weighing R1 weekly and noticed he did have a significant weight loss, and he did have one 
weekly weight missed. She also stated from her review of the hospital records R1's hospital admission was 
the result of many medical complications which included the medication error of Bumex.During interview on 
12/01/25 at 1:20 p.m., R1's medical provider (MP) stated R1 had underlying kidney failure prior to his 
hospitalization on 11/28/25 and was ordered diuretics (Bumex) short term due to his swelling and blisters in 
his left leg wound. The MP stated she did not want to give him long term diuretics due to his kidney issues 
and felt the staff should have clarified the order. MP stated R1 had c-diff, was also suffering from diarrhea 
and diuresis (condition in which the kidneys filter too much bodily fluid. That increases your urine production 
and the frequency with which you need to use the bathroom), which could be the contributing factors for his 
acute kidney injury. In addition, the MP stated the nursing staff also should have caught the error when 
giving a diuretic in the evening and because TID is a high rate to give Bumex. MP stated she felt the 
medication error contributed to an unnecessary hospitalization. Review of the facility's medication errors 
indicated the following:On 11/3/25, two medication errors were discovered by the facility pharmacy due to a 
transcription error.R3's Medical Diagnosis List undated, indicated she had delusional disorders, bipolar 
disorder, and overactive bladder.-R3's admission orders dated 10/31/25, revealed an error as to she 
received 50 milligrams (mg) of Quetiapine (antipsychotic) BID (twice daily) when the order was to be written 
as two times daily as needed (PRN). As a result, the resident received 6 doses of Quetiapine scheduled in 
error.-The same resident received 2mg of Tolterodine (for overactive bladder) twice a day when the order 
was written to be once daily. As a result, the resident received double the dose for three days.In response, 
the facility retrained the Health Unit Coordinator (HUC), who transcribed the medication orders incorrectly 
and the nurse who was responsible for the second check to ensure the transcriptions were correct. No audits 
of other recently transcribed orders were conducted.During interview on 11/26/25 at 10:04 a.m., LPN-D 
stated she saw a fax from the pharmacy and called the physician right away to inform of the transcription and 
medication error. R2's Hospitalist Discharge summary dated [DATE] at 4:51 p.m., indicated he was to 
receive furosemide 20 mg tablet, take one tablet (20 mg) by mouth and two tablets (40 mg) by mouth daily 
alternating for Coronary artery disease (CAD the arteries supplying blood to the heart become narrowed by a 
buildup of plaque) involving native coronary of native heart without angina pectoris (chest pain).On 11/17/25, 
a transcription error was found for R2's Furosemide (diuretic to reduce fluid), ordered by the provider to take 
20mg and 40mg alternating every other day but transcribed to administer both doses the same day. This 
error was caught by the facility before any incorrect administration of the medication. The HUC was again 
retrained. No audits of other recently transcribed orders were conducted.The immediate jeopardy that began 
on 11/07/25, was removed on11/28/25, when it was verified, the facility implemented the 
following:Determined the root cause for transcription/medication errors and put in place additional 
safeguards.-review and revise policy and procedures as needed-educated staff on new procedures before 
the start of next shift worked.Medication Reconciliation Policy revised 11/26/25, indicated the facility 
reconciles medication frequently throughout a resident's stay to ensure that the resident is free of any 
significant medication errors, and that the facility's medication error rate is less than 5 percent. Medication 
reconciliation refers to the process of verify that the resident's current medication list matches the physician's 
orders for the purposes of providing the correct medications to the resident at all points throughout his or her 
stay.
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