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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview and document review the facility failed to provide the necessary care and 
services in accordance with the professional standards of practice to comprehensively assess, monitor and 
evaluate 3 of 4 residents (R3, R1, R4) for congestive heart failure management. Findings include: R3's face 
sheet dated 8/12/25, identified R3 had diagnoses of heart failure (a condition where the heart does not pump 
blood as well as it should), atrial fibrillation (an irregular, often rapid heart rate that commonly causes poor 
blood flow), and edema (swelling).R3's care plan focus dated 8/1/25, identified R3 had a cardiac diagnosis 
requiring monitoring and medication/treatments. Interventions included the following: notify physician and 
family with any change in condition and medications per physician orders.R3's nurse practitioner (NP) note 
dated 8/5/25, identified a physician order to continue daily weights for 7 days until 8/12/25 and leg 
compression/wraps on bilateral legs: apply in the morning and take off in the evening.R3's physician orders 
included the following:-compression wraps to bilateral lower extremities apply in morning and take off in the 
evening (start date 8/5/25) -Daily weights. (start date 8/5/25 with a stop date of 8/12/25) R3's medication 
administration record (MAR) reviewed 8/6/25 through 8/17/25, identified a physician order for daily weights 
and compression wraps, however, had not been signed off on 8/6/25 and 8/11/25. During an interview on 
8/11/25 at 1:11 p.m., registered nurse (RN)-G stated if a resident needs to have a daily weight, it should be 
done in the morning, however, R3's was not a daily weight, therefore, it had not been obtained today. RN-G 
stated there is a binder at the nurse's station that will tell staff which residents need to have a daily weight, 
and the aides will use this book to obtain them and document the weight. RN-G stated R3 had a tad bit of 
swelling in both of her legs when she applied her wraps, however, did not comprehensively assess R3 for 
congestive heart failure symptoms like edema, lungs sounds, and shortness of breath. A follow up interview 
at 1:39 p.m., RN-G stated the daily weight binder has not been updated since 7/30/25, and this is where she 
would look to see which resident gets a daily weight to be able to document in the EHR.During an interview 
on 8/11/25 at 1:25 p.m., nursing assistant (NA)-B stated she was unaware of binder at the nursing station to 
tell staff what daily weights were to be taken each day. During an interview on 8/11/25 at 2:28 p.m., 
registered nurse/nurse manager (NM)-A stated R3's daily weights were not always being done and if not 
done per physician order, then the physician should be notified which had not always been done. During an 
observation and interview on 8/15/25 at 10:25 a.m., R3 was seated in a recliner with both feet in a dependent 
(hang or dangle) position. R3 stated staff had not applied her compression wraps on her legs. R3 pulled up 
both of her pant legs showing her feet with slippers with no compression wraps; R3's legs were both swollen 
with shiny skin. At 10:27 a.m., R3's family member (FM)-C arrived to visit R3. FM-C stated he was an 
intensive care nurse and had been taking care of R3 while she was at home. FM-C stated R3 used 
compression wraps at home on her lower extremities to reduce swelling due to her congestive heart failure. 
FM-C stated many days when he arrived to visit R3 after lunch R3's leg wraps had not yet been wrapped in 
the morning like they were supposed to be and would have to ask staff to put them on. During an interview 
on 8/15/25 at 10:40 a.m., registered nurse (RN)-B stated R3's compression wraps were supposed to be 
applied at 7:00 a.m., however, had not applied R3's wraps today due to being too busy. RN-B was unable to 
articulate what type of assessment she would perform to evaluate for signs and symptoms of fluid overload 
related to congestive heart failure, nor the rationale for compression wraps, nor how she would determine if a 
resident's edema were worsening. RN-B further stated she had not received any formal training for edema 
monitoring and, I feel I could benefit from some training. During an interview on 8/11/25 at 4:06 p.m., director 
of nursing (DON) stated R3 did not have her weight obtained on 8/6/25 or 8/11/25 and should have been 
obtained.During a follow up interview on 8/15/25 at 2:52 p.m., DON stated R3's compression wraps should 
have been applied prior to R3 getting up for the day and signed off in the MAR, however, were not signed off 
on 8/6/25 and 8/11/25. DON stated that residents with heart failure and/or edema should be monitored daily 
for worsening edema and increased CHF symptoms but had not done consistently. DON further stated that 
nurses had not received any specific to edema and/or CHF monitoring. Review of the facility's Heart failure 
patient care policy, revised August 19, 2024, identified Heart failure is a progressive clinical condition in 
which one or both ventricles of the heart cannot fill with or eject blood efficiently due to a structural or 
functional disorder. -The role in the care of a patient with heart failure includes assessing and monitoring the 
patient for signs and symptoms of worsening heart failure, assisting with medication management, fluid 
management.-Ask the patient about the presence and severity of common heart failure symptoms, including 
chest pain; shortness of breath at rest and with exertion; difficulty sleeping and the number of pillows needed 
for positioning; the presence and description of cough, fatigue, weakness, dizziness, syncope, abdominal 
pain, decreased appetite or early satiety, nausea and vomiting, decreased urination during the day and 
increased urination at night, sudden weight gain, and swelling. Note any changes or trends in the patient's 
symptoms. ---Assess the patient for confusion, disorientation, and other cognitive difficulties (such as 
impaired memory or concentration) because decreased cardiac output may impair blood flow to the brain 
and affect mentation.-Obtain the patient's vital signs because tachypnea, tachycardia, hypertension, and 
hypotension may be signs of heart failure.-Weigh the patient in similarly weighted clothing, on the same 
scale, and at the same time of day that the patient normally performs daily weight measurements to ensure 
comparable data.-Assess the skin of the patient's extremities, and note their color and temperature, Pale, 
cyanotic, and cool extremities suggest poor peripheral perfusion. Assess capillary refill time in the patient's 
fingers and toes. Delayed capillary refill time suggests poor peripheral perfusion. Palpate the patient's 
peripheral pulses and note their strength on a scale from 0 (absent) to +3 (bounding) because weak or 
absent pulses may indicate poor peripheral perfusion. Palpate the patient's extremities for pitting edema. If 
edema is present, note the degree on a scale from 0 (no edema) to +4 (pitting).
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Ensure that residents are free from significant medication errors.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record reviews, the facility failed to ensure the safe and accurate administration 
of prescribed medications to residents, resulting in Immediate Jeopardy. Systemic Failures were identified 
across multiple areas, including transcription errors, incorrect dosing, and medication omissions. The facility 
did not consistently follow the five rights of medication administration, nor did it implement effective systems 
to identify, prevent, investigate, or track medication errors. These failures directly impacted two residents. 
Resident R1 did not receive two prescribed diuretic (manage fluid overload) medications, resulting in ongoing 
congestive heart failure. Resident R4 received 50 mg of prednisone instead of the prescribed 5 mg of a 
potent anti-inflammatory medication, leading to new cardiac symptoms, hospitalization, and admission to the 
intensive care unit (ICU), where he remains. The facility's lack of oversight and failure to implement 
corrective actions placed all residents at risk for serious harm, injury, or death, and necessitated immediate 
intervention to protect resident health and safety.The immediate jeopardy (IJ) began on 7/21/25 when the 
interdisciplinary team identified R1's medication errors but failed to conduct a comprehensive analysis of 
their pharmacy protocols or medication errors to uncover systemic failures in medication management. This 
led to R4 receiving 10 times the prescribed dose of Prednisone that resulted in ICU admission. The interim 
administrator, director of nursing were notified of the IJ on 8/14/25 at 12:58 p.m. The IJ was removed on 
8/22/25 at 2:51 p.m., but non-compliance remained at a lower scope and severity of D meaning no actual 
harm with potential for more than minimal harm that is not widespread. Findings include A facility reported 
incident dated 7/18/25, identified R1's Metolazone (diuretic medication given to treat fluid retention) was not 
given in accordance with physician orders. R1's annual minimum data set (MDS) dated [DATE], identified 
R1's cognition was intact and had diagnoses of biventricular heart failure (a severe form of heart failure 
where both the left and right sides of the heart are unable to pump blood effectively, leading to symptoms of 
both left-sided (shortness of breath, fatigue) and right-sided (swelling in the legs, abdomen) heart failure), 
hypertensive heart and chronic kidney disease (where high blood pressure damages the heart and kidneys, 
while damaged kidneys exacerbate high blood pressure) and hypertension. Further identified R1 received 
diuretics. R1's order summary dated 1/8/25 through 7/21/25, directed to give Metolazone give one 2.5 mg 
tablet daily 30 minutes before AM Torsemide (diuretic medication given to treat fluid retention) when weight 
is 165 pounds or greater, related to hypertensive heart and chronic kidney disease with heart failure and 
stage 1 through stage 4 chronic kidney disease.R1's medication administration record (MAR) dated July 
2025, identified R1 was given doses of metolazone when R1's weight was below 165 lbs., not in accordance 
with physician orders. Administrations included: -7/7/25 weight was 161 pounds, and medication was signed 
as given.-7/10/25 weight was 163.6 pounds, and medication was signed as given. -7/12/25 weight was 163.6 
pounds, and medication was signed as given.-7/18/25 weight was 158 pounds, and medication was signed 
as given. R1's progress note dated 7/18/25, at 1:03 p.m., identified an aide initially shared to this writer that 
R1 was complaining of not feeling well while in her wheelchair and leaned forward in her tray table but still 
conversant. She assisted her to the bathroom, as requested. Vital Signs (VS) checked as resident is still 
complaining of not feeling well. VS checked and noted initial BP (blood pressure) to be 56/34 (Normal 
blood120/80 mmHg). and immediately informed this writer of the low BP. Immediately attended to and saw 
R1 seated on the toilet. R1 was initially conversant but gradually passed out and observed to have inward 
stiffening of upper extremities and stopped responding, lasting for about a minute. R1 gradually regained 
consciousness and was transported back to bed. The note also indicated R1 said, I wasn't feeling well and 'I 
have a little hard time breathing earlier but it's better.' Will inform NP and continue to monitor. At 2:08 p.m., 
Writer informed and updated NP about R1's condition and ordered to send her to the ED for further 
investigation. Informed R1 and agreed. At 2:15 p.m., ambulance came and left the facility at 2:25 p.m.R1's 
emergency department (ED) note dated 7/18/25, at 5:48 p.m., identified R1 was diagnosed with vasovagal 
syncope (triggered by an overstimulation of the vagus nerve that leads to a sudden drop-in heart rate and/or 
blood pressure, resulting in temporary loss of consciousness due to reduced blood flow to the brain). Nursing 
home reported R1 was hypotensive to the 50's and had lost consciousness when they found her. R1 was still 
seated on the toilet with her head leaning on the wall to her right. R1 reported similar episodes in the past 
where she was hypotensive and had similar symptoms. R1 also reported that she checks her weight each 
day and when she is above a certain weight, she takes her diuretic. R1 stated she took her pill yesterday and 
went down 10lbs overnight. (Weight loss was not consistent with R1's record).R1's MAR dated July 2025, 
identified the following weights:-7/16/25: 166.2 pounds-7/17/25: 161.2 pounds; reflecting a 5 lb. weight loss 
in one day7/18/25: 158 pounds; reflecting an 8.2 lb. weight loss in two days. R1's NP visit dated 7/21/25, 
reviewed the 7/18/25 syncopal event and added recurrent hypotensive episodes linked to diuretic use, 
particularly Metolazone, the note identified a plan to adjust Torsemide 40 mg in the am and 20 mg in the pm 
for more consistent diuresis, trying to eliminate the need for PRN (as needed) metolazone and identified 
metolazone 2.5 mg discontinued.R1's Medication Error Report dated 7/21/25, at 11:00 a.m., identified on 
7/18/25 R1 was given Metolazone dose when her weight was 158 pounds, had a syncopal episode and 
transferred to the ED. Report further identified the same error had occurred on 7/7/25, 7/10/25, and 7/12/25 
Metolazone order has been discontinued. Weight parameters have been adjusted. R1‘s IDT team initial post 
investigation review form dated 7/21/25 at 11:00 a.m., identified the root cause of the medication error was 
medications are currently kept with routine medications which could lead to this medication being pulled out 
of the cart with other morning medications. NP noted that Metolazone was given when the weight 
parameters for giving it had not been met on 7/18. The investigation had identified errors had occurred 
several times before 7/18 with the Metolazone. IDT discussed options to possibly move medications that are 
PRN to different location in the cart so they are not inadvertently given with routine meds. Further indicated 
discussion of changing where and how the order was transcribed into EHR (i.e. put in with the daily weight 
order so that when wt. is &gt; 165 initiate PRN Metolazone order, or possibly changing the FONT of the order 
to make it more pronounced with caps or bold face to bring it to nurse's attention more.) In this particular 
case the NP decided to eliminate the metolazone altogether which eliminated the need to move med or 
change where order is written or how it is written.R1's IDT progress note was reviewed in conjunction with 
the IDT Final Post Review Follow Up form both dated 7/28/25, identified IDT reviewed the Medication Error 
incident. The intervention(s) put in place was a new process (was implemented) whereby the order for daily 
weights will be edited and further instructions for when the NP/MD orders a medication to be given in 
response to the weight. We feel this will provide the nurses with increased cues as they enter the weight to 
know if the resident needs it or not. IDT determined the effectiveness of the interventions put into place are 
effective at this time. There were two parts to this error- 1. nothing was cuing the nurse to check PRN meds 
post entering of weights. 2. Nurses had kept the medication with the routine meds and this was moved also. 
Lastly the doctor did decide to discontinue this medication altogether for this resident. Review of R1's 
medication error documentation reviewed between 7/18/25 through 8/7/25 did not identify if audits had been 
completed to determine extent of medication errors that resulted from staff not following rights of medication 
administration and/or medication cart organization and/or transcription of orders with parameters. Further 
there was no indication staff were provided with education pertaining to systems or re-educated on the rights 
of medication administration. R1's Nurse practitioner (NP) visit dated 8/1/25, identified R1 was being seen for 
congestive heart failure and weight gain. R1 reported to nursing her legs are feeling more swollen and weight 
was above parameter at 166.2 pounds. New order to give torsemide 40 mg twice a day for edema. (Order 
dated 7/21/25 included continue daily standing weights notify provider of weight less than 155 lb. or greater 
than 165 lb.) R1's MAR included multiple orders for physician orders for Torsemide and identified R1 was 
administered Torsemide not in accordance with physician orders. On 8/1/25 R1 was administered 40 mg for 
the a.m. block (7:00 a.m. -11:00 a.m.) dose, administered 20 mg at 3:00 p.m. then 40 mg at 7:00 p.m. - for a 
total of 100 mg which was 20 mg over what was prescribed. -On 8/2/25 R1 was administered 40 mg at 6:00 
a.m., administered 40 mg for the a.m. block (7:00 a.m. -11:00 a.m.) dose, administered 20 mg at 3:00 p.m. 
then 40 mg at 7:00 p.m. - for a total 140 mg which was 60 mg over the prescribed dose. -On 8/3/25 R1 was 
administered 40 mg at 6:00 a.m., administered 40 mg for the a.m. block (7:00 a.m. -11:00 a.m.) dose, 
administered 20 mg at 3:00 p.m. then 40 mg at 7:00 p.m. - for a total 140 mg which was 60 mg over the 
prescribed dose. -On 8/4/25 R1's 6:00 a.m. and block (7:00 a.m.-11:00 a.m.) dose of 40 mg was blank 
indicating doses were not administered. The MAR indicated this dose and dosing time were discontinued on 
8/4/25 at 8:56 a.m. R1's NP visit dated 8/4/25, identified R1 presented with increased fluid retention and 
shortness of breath related to heart failure. R1 had increased shortness of breath especially during 
conversation, notable episode of dyspnea at a social event, symptoms have lessened over the last two days 
with reduced talking, abdominal distention which decreased when lying down, increased lower extremity 
swelling. Torsemide ordered on 8/1/25, to give 40 mg twice a day however medication error occurred, nurse 
confirmed R1 received a total of 120 mg per day for 3 days. New order for torsemide give 80 mg twice a day 
x 3 days, then reduce back to 40 mg twice a day. R1's MAR on 8/4/25 through 8/7/25 R1 continued to not 
receive the correct dose of Torsemide per physician order. The MAR identified the aforementioned physician 
order for 80 mg twice day x 3 days, however the start date was for the morning of 8/5/25 at 8:00 a.m. The 
MAR identified the following: -On 8/4/25, R1 was administered 40 mg of Torsemide at 3:00 p.m. and 80 mg 
at 4:22 p.m. for a total of 120 mg, equating to 40 mg under the prescribed dose. -On 8/6/25, R1 did not 
receive any doses of Torsemide. -On 8/7/25, R1 was administered 40 mg at 8:00 a.m. and the 2:00 p.m. 
dosing time was blank. R1's progress note dated 8/7/25 at 12:56 p.m., identified writer noted R1's increasing 
weight despite her diuretic revision recently. During conversation, a while ago, R1 claimed that she had to 
pause for some time after wheeling herself and noted her legs to be more swollen. Observed to be speaking 
in phrases but no obvious labored breathing nor complains of chest pain. Auscultation to lungs revealed 
minimal crackles, bibasilar (lower portion of both lungs) with no wheezing appreciated. Situation, 
Background, Assessment, and Recommendation (SBAR) sent and called NP. She agreed to increase back 
the Torsemide for a couple of days. Will be waiting for orders later this afternoon. R1 informed of this, and 
she acknowledged.R1's new physician order dated 8/7/25, at 3:01 p.m., directed Torsemide 40 mg give two 
tablets twice until 8/12/25 at 10:00 a.m., take 1-2 tablets (40-80 mg total) by mouth 2 times a day. 80 mg by 
mouth two times a day x 5 days starting 8/7/2025; then reduce back to 40 mg by mouth twice a day. R1's 
MAR on 8/7/25 identified R1 received a total of 120 mg of Torsemide which was 40 mg under the prescribed 
dose. R1's Medication Error Report dated 8/7/25 did not identify all the medication errors, the report 
identified that Torsemide 40 mg dose was omitted on 8/4/25 at 7:00 a.m., and on 8/7/25 at 2:00 p.m. 
Immediate intervention identified- only included management was alerted to medication error on 8/11/25 at 
6:00 p.m. while doing a whole house audit. The error report did not identify or include medication errors that 
occurred on 8/1/25, 8/2/25, 8/3/25, 8/4/25, 8/6/25, and 8/7/25. During an interview on 8/11/25 at 2:28 p.m., 
registered nurse manager (NM)-A verified R1 had med errors where she received metolazone 2.5 mg in 
error on 7/7/25, 7/10/25, 7/12/25 and 7/18/25; R1's NP found those errors in which the three nurses who 
made the four errors were not following the rights of medication administration by looking at the actual 
physician order. NM-A was not aware of any subsequent errors involving R1. NM-A was provided and 
reviewed R1's record, NM-A confirmed R1 had not received her torsemide as ordered; on 8/4/25 lacked 40 
mg dose, 8/6/25 was completely omitted, and 8/7/25 lacked a 40 mg dose. NM-A stated on 8/7/25, R1 was 
displaying signs and symptoms of CHF so she called the NP to keep torsemide at 80 mg twice a day for an 
additional 5 days. NM-A stated she was not aware of the torsemide medication errors until just this moment, 
the errors should have been identified earlier. NM-A was unsure of the process for medication errors and 
stated she would just report it to the director of nursing (DON). During an observation and interview on 
8/11/25, at 12:38 p.m., R1 was seated in her wheelchair in her room, R1's legs were swollen and had wraps 
on them. R1 explained she was a former nurse. R1 reported she was getting Metolazone when her weight 
was above 165 pounds, it helped get rid of the swelling in her legs. R1 stated a few weeks ago she blacked 
out in the bathroom and had to be sent to the ED because her blood pressure dropped in the 50's. R1 was 
wondering if the nurses were reading the orders right for her diuretics because she had been exhibiting signs 
and symptoms of congestive heart failure for the last two weeks such as shortness of breath, feeling weak, 
bad swelling in her legs, just in the last week she had noted shortness of breath with just talking. R1 stated 
as far as she knew there had been no medication errors with her diuretics but wondered if the nurses had 
been giving them to her correctly with the increase in symptoms, leg swelling and weight gain.During an 
interview on 8/11/25 at 1:11 p.m., registered nurse (RN)-G stated R1 currently received torsemide 40 mg 
twice a day until 8/12/25. No one had reported to her that R1 was having any shortness of breath. RN-G 
wrapped R1's legs earlier in the morning and noted them to be more swollen, R1's last reported weight was 
168.8 pounds and would have to notify the provider if her weight goes above 165. (Nurses progress note 
dated 8/11/25 at 3:06 p.m. included physician notification identifying R1's weight was outside the 
parameters).During an observation and interview on 8/13/25 at 10:58 a.m., registered nurse (RN)-B was 
standing at the medication cart. RN-B removed five cards of R1's Torsemide with the original pharmacy 
labels which included: -Torsemide 10 mg tablets-give 2 to 4 tablets two times per day (give 40 mg in the a.m. 
and 20 mg in the p.m.) Prescription date of 7/21/25 with 29 tablets remaining-Torsemide 20 mg tablets-give 2 
tablets twice daily. Prescription date 8/1/25 with 14 tablets remaining on one card and second card with 30 
tablets. -Torsemide 20 mg tablets-give 2 to 4 tablets (40-80mg) two times per day; 80 mg twice daily for 3 
days starting 8/4/25 then reduce back to 40 mg twice daily. Prescription date 8/6/25 with 12 pills remaining.
-Metolazone 2.5 mg tablets-give 1 tablet 30 minutes prior to a.m. Torsemide when weight is greater than 165 
pounds. Prescription dated 5/6/25, with 10 pills remaining. When RN-B pulled R1's Torsemide cards out of 
the medication cart and compared it with R1's physician order in the MAR, RN-B could not articulate what 
R1's current Torsemide medication order was when reading it in the MAR. RN-B stated it would be 80 mg 
twice per day which would mean she would give 40 mg in the morning and 40 mg in the evening totaling 80 
mg (instead of 80 mg twice for total of 160 mg). RN-B was unsure of what she administered to R1 for the 
morning dose of Torsemide. RN-B explained R1 would receive a dose of metolazone if her weight was 
greater than 165 pounds; her weight was 169.2 pounds this morning, so R1 would get a dose. RN-B was 
unaware that R1's Metolazone had been discontinued on 7/21/25, and the Metolazone bubble pack was in 
the medication cart and stated she would have given it. During an interview on 8/13/25 at 2:18 p.m., licensed 
practical nurse (LPN)-A stated R1's current Torsemide order was very confusing and hard to understand 
what the exact dose was to administer which could increase the risk of an error reoccurring. LPN-A indicated 
she had not received any training on how to transcribe physician orders in the EHR. LPN-A was not able to 
articulate the process on how to complete a medication error report and how to contact the pharmacy if a 
medication was not available to administer. During an interview on 8/13/25 at 4:19 p.m., Health unit 
Coordinator/licensed practical nurse (HUC/LPN) stated there were no processes in place to ensure 
discontinued/changed medications were removed from the medication carts. HUC/LPN further stated when 
she transcribed a new prescription order in the electronic health record (EHR) she sometimes would place a 
sticky note on the medication cart to inform the nurses the medication needs to be removed. HUC/LPN 
indicated she does not ensure the medication bubble packs are always removed from the cart with new 
medication orders. During an interview on 8/13/25 at 2:36 p.m., RN-C stated she had noticed a problem with 
medications that had been discontinued/changed related to the bubble packs being left in the medication 
carts. This could be a recipe for a disaster and could lead to medication errors if the nurse does not verify the 
prescription cards to the MAR. RN-C had not received any education on rights of medication administration, 
preventing medication errors, or entering/verifying new orders. RN-C stated all new orders should be entered 
by the HUC/LPN, the DON, or the nurse managers and at times they (nurses) were not even told what 
orders were new or have changed.R1's NP visit dated 8/13/25, identified despite recent increases in 
torsemide, R1 continued to exhibit signs and symptoms of CHF such as bilateral lower extremity edema, 
increased weights, and shortness of breath. Current weights twice a week, unable to successfully titrate the 
torsemide back down. Unable to use Metolazone due to syncope and hypotension in the past. New orders 
identified to continue Torsemide 80 mg twice a day. Will implement daily weights. R1's August 2025 MAR, 
dated 8/18/25, at 1:24 p.m., identified physician order for Torsemide to give 100 mg twice a day for 3 days. 
2:00 p.m. dose of 100 mg of torsemide was left blank. During an observation and interview on 8/20/25 at 
approximately 10:30 a.m., DON indicated she had transcribed the order into the EHR on 8/18/25 and 
directed the nurse to give the medication. DON indicated she was informed via an offsite auditor just this 
morning (two days later) the medication record did not identify the medication was administered. DON 
confirmed she had not reviewed R1's MAR on 8/18/25 nor on 8/19/25 to assure the dose was given. DON 
was unaware and unable to articulate how to reconcile medications in order to determine if the dose had 
been administered. During an interview on 8/11/25 at 4:06 p.m., director of nursing (DON) stated R1's 
medication error with Metolazone in July 2025, resulted in R1 being sent to the ED with a syncopal event. 
DON stated they did not review any other resident charts to ensure there were no other medication errors. 
DON stated the facility did not really have a system in place for nurses who were identified that made the 
error; there was not we are not tracking it or doing any education. DON indicated typically with a medication 
error we would be expected to fill out a risk management report, notify the provider, resident/representative 
and follow provider orders. DON indicated since R1's July med error they were not doing any audits to 
identify similar medication errors. DON indicated she was not aware of R1's missed torsemide doses on 
8/4/25, 8/6/25 and 8/7/25. R4 R4's face sheet dated 8/12/25, identified diagnoses of end-stage renal disease 
(a condition in which the kidneys lose the ability to remove waste), hypertensive heart disease (heart 
damage cause by long-term high blood pressure), post kidney transplant (a surgical procedure that replaces 
a damaged kidney with a healthy one from a donor), atrial fibrillation (an irregular, often rapid heartbeat that 
commonly causes poor blood flow), and diabetes (a condition where the body uses glucose as fuel). R4's 
care plan focus identified end stage renal disease with a kidney transplant and immunocompromised. 
Interventions included: medications for anti-rejection (medications taken to prevent organ rejection) as 
ordered and monitor for side effects of medications such as increased blood pressure.R4's significant 
change Minimum Data Set (MDS) dated [DATE], identified R4's cognition was intact. R4's diagnoses 
included, end stage renal disease, dependence on renal dialysis, and kidney transplant status. R4's 
physician orders included the following orders:-Prednisone (steroid used to reduce inflammation and 
suppresses the immune system) 5 mg tablets one tablet daily for renal (kidney) transplant (start date 
7/24/25) R4's medication administration record (MAR) from 7/24/25 through 8/12/25, identified the physician 
order for 5 mg of prednisone and indicated R4 was administered 17 doses of the 5 mg prednisone tab. 
However, R4's Medication Error form dated 8/11/25, identified R4 had been receiving 50 mg prednisone 
instead of 5 mg of prednisone for the last 17 days due to pharmacy sending the wrong dosage. Immediate 
action taken was that medication was pulled from the cart and the physician was made aware. R4's Post 
Incident Medication Error Report form dated 8/11/25, identified the prednisone error as mentioned as well as 
the root cause of pharmacy error, in addition to nursing staff were not following the rights of medication 
administration. Neither form included a comprehensive analysis/investigation nor strategies to prevent or 
mitigate the risk of recurrent like errors. Review of R4's record identified between 7/29/25 and 8/12/25, R4 
had increased blood pressures without identification of an overdose of prednisone had been administered at 
any point as a result of not reconciling medication against physician order upon delivery and then six 
licensed staff were not performing the rights of medication administration prior to administration to ensure the 
dose was accurate. R4's records identified the following course of events that ultimately lead to 
hospitalization as a result of the prednisone medication errors. R4's NP progress note dated 8/1/25, 
identified R1's blood pressure was elevated today however had been stable otherwise. Blood pressure 
reading was 161/80 (normal BP is 120/80). R4's NP note dated 8/6/25, identified R4 had elevated blood 
pressure readings. The note also included new orders for blood pressure medication in addition to a diuretic. 
8/1/25 at 8:06 a.m., 161/60 at 3:50 p.m., 178/798/4/25 at 7:27 a.m., 192/59 at 3:26 p.m., 184/76, at 5:48 p.m.
, 188/778/5/25 at 12:21 p.m., 139/708/6/25 at 10:14 a.m., 166/73Review of R4's occupational therapy (OT) 
notes from 7/29/25 through 8/12/25, identified R4 did not feel well on 7/29/25; R4 had elevated blood 
pressures on 8/6/25 of 160/78 and 8/7/25 of 160/78 millimeters of mercury (mmHg) and 169/78 mmHg. 
Review of R4's physical therapy (PT) notes from 7/29/25 through 8/11/25, identified R4 had elevated blood 
pressures on 7/31/25, 8/6/25, 8/8/25, and 8/11/25. R4 also had shortness of breath on 8/6/25, 8/8/25, and 
8/11/25. R4's NP progress note dated 8/11/25, identified an addendum that nursing reported a medication 
error where R4 had been receiving 50 milligrams (mg) of prednisone daily since 7/24/25, rather than 
receiving 5 mg daily. Blood glucose has been stable however R4 has been hypertensive. Further identified 
R4 received prednisone for immunosuppressive therapy. Last week losartan (high blood pressure 
medication) was increased to 50 mg daily on non-dialysis days and remains hypertensive. Today's blood 
pressure was 184/88, rechecked and was 168/75. Will collaborate with NP in nephrology who manages R4's 
dialysis. Consideration of increasing losartan daily since R4 was hypertensive on dialysis and non-dialysis 
days but would like a better understanding of what R4's blood pressures are during dialysis.R4's OT 
treatment encounter notes dated 8/12/25, identified vital signs were monitored during therapy session. R4 
then got a call from the hospital regarding monitor which was reporting R4 was in atrial fibrillation yesterday 
with variable heart rates. Checked pulse manually and beat was steady at 68. Did have nursing clinical 
manager come in therapy room per R4's request and R4 had nursing talk to the hospital. Hospital reported 
they will put notes in for NP. Relayed R4's vital signs to nursing.R4's progress note dated 8/13/25, identified 
during a therapy session R4 began having chest pain and shortness of breath and was sent to the 
emergency department (ED) for evaluation. R4's ED note dated 8/13/25, identified R4 was seen due to chest 
discomfort and shortness of breath. R4 needed oxygen at 4 liters/min (L/min), had pitting edema in bilateral 
(both) feet and was in atrial fibrillation. R4's Pro BNP (a blood test used to help diagnose heart failure) was 
greater than 70,000 -which roughly three months ago was 13,000 and was showing some concerns for new 
heart failure and needing intravenous (IV) diuresis and was admitted to cardiology. R4's hospital Discharge 
summary dated [DATE], identified R4 had received and incidental increase dose of prednisone for several 
weeks. R4's heart failure exacerbation (the process of making a problem worse) and atrial arrhythmia were 
felt to be related to the prednisone error. R4 received dialysis twice and underwent ultrafiltration (a treatment 
that focuses only on fluid removal, using pressure to push water through a membrane without significant 
solute (dissolved substance) exchange. R4's discharge diagnoses were as follows:1.Acute dyspnea in the 
setting of acute on chronic heart failure, likely related to #2 and #3.2.New onset atrial arrhythmias, 
intermittent, likely related to #1 and #3.3.Accidental/unintentional overdose on prednisone, reported 13 days 
of Prednisone 50 mg (normally takes 5 mg day). During an interview on 8/13/25, at 2:18 p.m., LPN-A 
indicated she worked on 8/9/25, and was responsible for administering R4's medications. LPN-A explained 
when she looked at R4's prescription card did not match the physician order on the displayed MAR on 
8/9/25; R4's MAR order directed to give Prednisone 5 mg tablet give one tablet daily, however, the label on 
the prescription card was Prednisone 50 mg tablets-give one tablet daily. Because there was a discrepancy, 
she referenced the pharmacy prescription order summary and found on 7/24/25 prednisone 50 mg had been 
filled and assumed that was the correct order. She did not know how to find the original physician order in 
the electronic health record (EHR) to compare and verify the dose, she denied contacting the pharmacy, or 
calling the physician to verify the dosage was correct and administered R4 his morning dose (on 8/9/25). 
LPN-A further stated she was not aware the dose she administered to R4 was given in error and did not 
receive any communication and/or education from the director of nursing (DON) that she had made 
prednisone error for R4. During an interview on 8/13/25 at 5:23 p.m., LPN-B stated he had not been made 
aware he made a medication error for R4's prednisone dose on 7/29/25 and 8/6/25. LPN-B had not received 
any education on medication error prevention or the rights of medication administration. During an interview 
on 8/13/25 at 4:19 p.m., HUC/LPN stated on 8/11/25, she received a phone call from the pharmacy informing 
her that R4's prednisone order that had been dispensed 7/24/25, had accidently been dispensed as 
prednisone 50 mg tablets instead of 5mg. HUC/LPN immediately went to the medication cart and removed 
the R4's prednisone prescription (Rx) card and identified the pharmacy was correct in that prednisone 50 mg 
tablets had been dispensed to the facility on 7/24/25, and the card was almost empty. She then had RN-E try 
to identify if there was a discrepancy between the pharmacy order and the physician order, however RN-E 
was not able to identify an issue with the prescription. HUC/LPN then brought R4's prednisone prescription 
card immediately to the DON to inform her of the error. HUC/LPN stated no new process had been put in 
place to ensure all new prescriptions that are entered into the physician orders and are the correct 
prescription received form the pharmacy. During an interview on 8/13/25 at 5:29 p.m., DON stated R4's 
medication error was due to pharmacy error, however, the nurses had not performed the rights of medication 
administration to identify the incorrect dose even though the label on the prednisone card identified it as 50 
mg and not 5 mg as ordered. Had nurses performed the rights of medication administration, the error may 
have been identified sooner or not occurred. DON also stated she had not made any process changes to 
ensure prescriptions being delivered from the pharmacy are correct to prevent a similar error. During an 
interview on 8/13/25 at 12:18 p.m., NP stated R4 began having symptoms of increased blood pressure and 
weight gain over the past week. R4 was currently in the ED due to shortness of breath, chest pain, and was 
currently in atrial fibrillation with ventricular rate. R4 received multiple increased doses of prednisone likely 
caused his symptoms and even if the pharmacy had dispensed the incorrect dose when R4 was re-admitted 
to the facility on [DATE]. NP stated R4 receiving so many higher doses of prednisone put R4 at risk for 
serious harm or even death. NP stated R1's Metolazone being administered when it should not have been 
given could have led to her syncopal episode on 7/18/25. NP stated R1's Metolazone had been discontinued 
on 7/21/25, and the med card should have been removed from the medication cart at the time of it being 
discontinued. R1 having multiple cards of torsemide in the cart with different doses/directions put her at risk 
for an incorrect dose being given and could be the contributing factor to R1 not having improvement in her 
CHF symptoms. NP stated the type of errors for R1 had the potential to cause serious harm or even death. 
During a phone interview on 8/12/25 at 12:55 p.m., consultant pharmacist (CP) was not aware of several 
recent medication errors that were found regarding transcription, not available and omission of medications 
with several different residents and several different nurses. CP stated she meets with the quality assurance 
committee quarterly and attended lasts months meeting, stating they discuss significant medication errors 
but could not remember if it was discussed what prevention measures were in place. CP further stated for 
prevention with each medication error there should be a root cause analysis performed, the nurse making 
the error should be notified and educated. The facility could be performing education with staf

54245626

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

245626 08/22/2025

Rochester Rehabilitation and Living Center 1900 Ballington Boulevard NW
Rochester, MN 55901

F 0867

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Set up an ongoing quality assessment and assurance group to review quality deficiencies  and develop 
corrective plans of action.

Based on observation, interview, and record review, the facility failed to ensure the Quality Assessment and 
Performance Improvement (QAPI) plan and program identified, analyzed, implemented corrective actions, 
and re-evaluated corrective actions to address adverse events and quality deficiencies. This deficient 
practice had the potential to affect all 35 residents in the facility. Actual harm occurred related to the quality 
of care to two residents (R4 and R1). Findings include:See F755, facility failed to identify and prevent 
medication errors due to complete systemic failure. The facility's failures resulted in an immediate jeopardy 
(IJ) with over 79 medication errors occurred in six weeks, resulting in actual harm for 2 of 5 residents (R4, 
R1) reviewed who had medication errors. R4 (cardiac ICU admission) and R1 (ongoing CHF exacerbation). 
The facility lacked systems to prevent errors, notify providers, and investigate incidents-demonstrating a 
widespread failure in medication management. Further review of medication errors revealed a lack of 
analysis of root causes, and there were no implemented corrective actions, and re-evaluated corrective 
actions to address adverse events and quality deficiencies.Review of the requested facility QAPI plans and 
minutes for April, May, June and July 2025, did not identify a focused topic of medication errors, had not 
mention of medication error rates, and not evident quality activities to identify and monitor the effectiveness 
of the facility's pharmacy services were developed or implemented. During an interview on 8/22/25 at 4:00 p.
m., interim administrator reviewed QAPI minutes from April 2025 to July 2025 and verified the quality plans 
did not address medication errors and should have. Facility policy, Quality Assessment and 
Assurance/Quality Assurance Performance Improvement (QAA/QAPI) Committee Policy and Procedure 
dated 11/21, identified when improvement or innovation is indicated based on outcomes and/or new 
information, Performance Improvement Plans (PIP's) will be chartered as needed, a Root Cause Analysis 
(RCA) or equivalent process will be completed when needed to define the problem or need, the QAPI team 
will define who is on the PIP team which will utilize the Model for Improvement process to determine what 
change is indicated based on the RCA findings and additional information identified, the team then proceeds 
with testing the change, making any necessary changes, and then designing an implementation plan and 
once the plan is completed a sustainability (monitoring) plan is created. The metric or process to monitor this 
issue will be added to the QAPI Surveillance Data and Reporting Schedule as the feedback loop for on-going 
monitoring.
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