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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review the facility failed to comprehensively assess and monitor 
signs/symptoms of fluid overload and failed to implement interventions including notification of changes to 
the physician for 1 of 3 residents (R3) who had diagnosis of congestive heart failure (CHF) reviewed for 
change of condition. Findings include:R3's face sheet dated 8/6/25, identified diagnoses of chronic diastolic 
heart failure (a condition in which the heart does not pump as well as it should), atrial fibrillation (an irregular, 
often rapid heart rate that commonly causes poor blood flow), and chronic kidney disease (longstanding 
disease of the kidneys leading to failure).R3's significant change MDS dated [DATE], identified R3 was 
independent with transfers, had intact cognition, and received diuretic medication. R3's cardiac focus care 
plan dated 4/21/25, included the following interventions:-fluid restriction: 2000 milliliters (ml) within 24 hours.
-give cardiac medications as ordered.-monitor vital signs (weekly and as needed). Notify physician of 
significant abnormalities.-monitor/document/report as needed any signs/symptoms of congestive heart 
failure: dependent edema of legs and feet, periorbital edema, shortness of breath (SOB) upon exertion, cool 
skin, dry cough, distended neck veins, weakness, weight gain unrelated to intake, crackles and wheezes 
upon auscultation of lungs, orthopnea, weakness and/or fatigue, increased heart rate, lethargy and 
disorientation. -weight monitoring daily. R3's physician orders were as followed: -compression stockings on 
in morning and off at bedtime-start date of 4/23/25.-Daily weights-start date of 4/3/25 .-Fluid restriction of 
2000 milliliters (ml) within twenty-four hours-start date of 4/1/25.-Furosemide (diuretic) 20 mg, give two 
tablets once daily-start date of 4/2/25 with end date of 5/23/25. -Furosemide (diuretic) 40 mg, give one tablet 
two times per day-start date 5/24/25 with end date of 7/18/25. - Furosemide (diuretic) 20 mg tablets, give 
three tablets in the morning for congestive heart failure-start date of 7/19/25.-Ipratropium-Albuterol nebulizer 
(bronchodilators; opens airways to make breathing easier) four times per day for asthma-start date of 4/1/25.
-Albuterol sulfate inhaler (bronchodilators; opens airways to make breathing easier)-give two puffs every 6 
hours as needed for wheezing-start date of 4/1/25-Albuterol sulfate nebulizer (bronchodilators; opens 
airways to make breathing easier)-administer three ml every 6 hours as needed for wheezing-start date of 
4/1/25. In review of R3's weights from 7/15/25 through 8/4/25, identified R3's weights were taken according 
to the physician's order except on 7/30/25 and 8/3/25 and identified the following:-7/27/25: 322 
pounds-7/28/25: 321 pounds-7/29/25: 321.5 pounds-7/30/25: weight not obtained.-7/31/25: 321 
pounds-8/1/25: 319.5 pound-8/2/25: 318.5 pounds-8/3/25: No weight obtained (refused).-8/4/25: 320 pounds 
Review of R3's record between 7/15/25 through 8/5/25 did not identify that edema monitoring was 
consistently documented. R3's progress note dated 8/1/25 at 11:41 a.m., identified R3's weight had been 
trending up over the last three days. R3's lung sounds had slight wheezes, although this is his baseline and 
does have three plus pitting edema to bilateral lower extremities-although it is his baseline. Today his weight 
is down two pounds. Will monitor his weight over the weekend and if his weight goes up with get him in for 
an acute visit and will continue to monitor. R3's record between 4/1/25 through 8/4/25 did not identify R3's 
goal weight nor baselines of lower extremity edema. Although R3's record dated 8/1/25 identified R3 had 
bilateral 3+ pitting edema, it did not identify the locations/extent of the edema other than lower extremities. 
Even though vital signs (heart rate, blood pressure, oxygen saturations) were obtained once and were within 
normal limits, there was no indication a comprehensive respiratory assessment was completed nor evident 
R3 was assessed and/or administered an as needed (PRN) breathing treatment for wheezing in accordance 
with physician orders. Further not evident R3's physician was notified, nor evident monitoring for edema and 
respiratory assessments were completed until 8/3/25.R3's progress note dated 8/3/25 at 5:45 a.m., identified 
R3 had three plus pitting edema to left foot as well as swelling to left thigh. R3's right foot had two plus pitting 
edema. Audible wheezing noted and crackles (abnormal breath sounds characterized by clicking, bubbling, 
or crackling noise) in bilateral lungs, complaining of feeling tired, breathing fast and unable to catch his 
breath. R3 was coughing throughout the night and was given an as needed cough syrup. Nurse suggested to 
R3 that he be sent to the ED for evaluation, however, R3 refused. R3 was educated on the importance of 
following fluid restriction, elevating legs, and using incentive spirometer. R3's progress note dated 8/3/25 at 
11:35 p.m., identified R3 had worsening congestive heart failure symptoms of increased shortness of breath, 
coughing, bilateral crackles, and bilateral edema to lower extremities. R3 was unable to catch his breath after 
walking from bathroom to the recliner. R3 was given scheduled nebulizer, given as needed cough syrup, 
offered oxygen, however, R3 refused the application of oxygen. R3 was offered to be sent to the ED and/or 
have a telehealth visit, however, R3 refused. R3 stated, What are they going to do for me there, that you 
guys can't do for me here. R3 was provided education on the risk versus benefits of visiting ED and 
verbalized the understanding of the risks of worsening heart complications and worsening respiratory 
distress. Although R3's record dated 8/3/25 identified R3 had edema to specified location with the amount no 
further assessment was included even though there was an increase in edema in the left lower extremity with 
increased adventitious breath/lung sounds, coughing, rapid breathing with shortness of breath, and R3 
complained of being tired, there was no indication the physician was notified. Additionally, there was no 
indication R3 was provided with as needed breathing treatments for wheezing and shortness of breath nor 
evaluation of the effectiveness of the education that was provided. Although, R3's vital signs were obtained 
twice and were within normal limits on 8/3/25, R3's record did not indicate any further monitoring and 
assessments of R3's congestive heart failure symptoms until 15 hours later on 8/4/25. Review of R3's 
medication administration record (MAR) from 8/1/25 through 8/4/25, identified R3 was administered as need 
cough syrup three times and did not identify any as needed albuterol inhaler and/or nebulizers were 
administered. R3's progress note on 8/4/25 at 2:30 p.m., identified a communication to physician was sent 
due to R3 having signs and symptoms of CHF: weight gain, bilateral lower extremity edema up to thighs, and 
increased shortness of breath. R3 had attempted to be sent to the emergency department (ED), but refused, 
therefore a telehealth (remote healthcare) visit was performed with a physician.R3's physician telehealth visit 
note dated 8/4/25, identified R3 has several months of increasing weight gain. Diuretic had been increased 
on 6/21/25, despite this R3 had gained three kilograms in the past two days (amount of weight. gain was not 
consistent with R3's weight record) with increasing shortness of breath and edema in lower extremities up to 
his thighs. At first discussed increasing R3's diuretic and having him seen by the nurse practitioner the next 
day, however, nursing was concerned about R3's symptoms and refusal for transfer to ED. R3 agreed to be 
sent to the ED for evaluation to receive IV diuretic and have blood work. R3's emergency department (ED) 
note dated 8/4/25, identified R3 had been seen due to concerns of increase weight and worsening shortness 
of breath. Vital signs in ED were notable for mild tachypnea (fast breathing) of twenty-nine breaths per 
minute, wheezes, and rhonchi (abnormal breath sound, often indicating presence of fluid or mucus in the 
airway). R3's chest X-Ray report dated 8/4/25, identified cardiogenic (something originating in or caused by 
the heart or a cardiac condition), pulmonary edema (a condition caused by excess fluid in the lungs) with 
associated small pleural effusion ( a buildup of fluid between the tissues that ling the lungs and the chest). 
R3's breathing showed signs of improvement after receiving IV Lasix (diuretic) suggesting R3 may benefit 
from up titration of his daily Lasix to help better manage his congestive heart failure and R3 was discharged 
back to the skilled nursing facility. During an interview on 8/5/25 at 2:33 p.m., licensed practical nurse 
(LPN)-C stated R3's weights had been trending up and she noted wheezing in his lungs. LPN-C informed 
registered nurse (RN)-F about R3's symptoms and was instructed to monitor R3's symptoms over the 
weekend, if he had worsening symptoms then she would have R3 seen for an acute physician visit on 
Monday. LPN-C was unsure of what exactly R3's baseline was for weights, lung sounds, and edema. LPN-C 
reviewed the progress note dated 8/1/25 that she wrote and was unable to articulate how she determined R3 
was at his baseline for weights, edema, and lung sounds in the absence of information in the record. LPN-C 
stated when she came to work on 8/4/25, R3 was worse then when she had seen him on 8/1/25. R3 had 
worsening edema in his legs, cough, and shortness of breath. LPN-C felt R3 was very unstable and 
attempted to have R3 seen for an acute visit with a physician, but was unable to schedule, so had telehealth 
physician visit instead. During an interview on 8/5/25 at 2:23 p.m., LPN-G stated on 8/3/25 R3 was not doing 
well. R3 had crackles in lungs, worsening edema, cough, and shortness of breath that would indicate 
worsening CHF. LPN-G did not notify the physician of her findings, however, did recommended to R3 he be 
seen in the ED for evaluation, but R3 declined to be sent to the ED in fear of being hospitalized .During an 
interview on 8/5/25 at 2:51 p.m., RN-C stated R3' s change of condition began on 8/1/25, however, the 
physician had not been notified until 8/4/25 and should have been notified sooner. RN-C further stated R3 
should have been monitored closely for worsening symptoms of CHF and updated the physician accordingly 
and was unable to identify in R3's medical record consistent documentation of a comprehensive assessment 
or timely physician notification. During an interview on 8/6/25 at 3:22 p.m., family member (FM)-F stated 
when she met R3 at the ED on 8/4/25, R3 was pale in color, extremely short of breath, she could hear 
rattling in his chest and was completely out of it. R3 had told the ED physician that this was his baseline, 
however, that was not R3's baseline. FM-F stated R3 had a fear of being sent to the ED because he did not 
want to be hospitalized , however, he was getting in trouble when she saw him. FM-F stated when R3 was at 
home she would know he was having worsening heart failure symptoms when he began to have noisy 
breathing and would notify the physician right away to see if they could keep on top of his symptoms to 
possible avoid a hospitalization. During an interview on 8/5/25 at 12:41 p.m., physician assistant (PA) stated 
residents with a diagnosis of congestive heart failure need to be monitored closely to be able to identify 
worsening CHF and notify the physician promptly of any changes in their health to prevent further decline of 
the resident. A follow up interview on 8/6/25 at 11:00 a.m., PA stated if she had been notified sooner of R3's 
worsening edema and shortness or breath, it would not have changed the outcome for R3 and he still may 
have eventually needed to get the IV diuretic. During an interview on 8/5/25 at 12:06 p.m., director of nursing 
(DON) stated her expectation would be for the provider to be notified immediately of any change in the 
residents' health status and to monitor the resident closely to possibly prevent decline. DON further stated 
she is in the process of training nursing staff on signs and symptoms of congestive heart failure and the 
correct procedures to perform in the event a resident has a change in condition. Review of the facility's 
Change of Condition-Resident Physician/Nurse Practitioner (NP) Policy dated 8/23, identified the attending 
physician or nurse practitioner will be notified of changes in resident's condition or health status.
Definitions:-Short term change of condition: A change in the residents' health or functioning that is expected 
to resolve or be reversed with minimal intervention or is an established, predictable, cyclical pattern 
associated with a previously diagnosed condition.-Significant change of condition: A major deviation from the 
most recent evaluation that may affect multiple areas of functioning of health that is not expected to be short 
term or imposes significant risk to the resident. -Examples, but not limited to, observations or changes of 
condition to be reported: Changes in behavior/mental health Cognitive &/or behavior changes Change in 
sleep pattern Pain /Fever Eating/appetite changes Change in ADL needs Change in O2/Oxygen 
sat/breathing Wounds/skin issues New medications Mobility changes Falls Change in hearing, vision, or 
speech Bowel/bladder changesThe facility identified a procedure with the following:-Seven days per week, 
attending physician/nurse practitioner (NP) or physician/NP on call is to be notified of condition or health 
changes via phone, fax, or NP board. Fax and phone numbers available in each nurse area.-Notify nurse on 
duty of any change of condition. Then nurse on duty will notify nurse manager or director of nursing (DON) if 
needed.-Notify family member of any change in condition.-Document time of call/fax to provider/NP, reason 
for call, and results/orders received.-Update resident care plan with new or additional changes in care.
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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 maintain documentation of actual 
disposition of medications to include: residents name, medication name, strength, prescription number, 
quantity, date of disposition, and involved staff and method of destruction for 1 of 5 residents (R1) reviewed 
for medication disposition. Findings include:R1's face sheet date 8/6/25, identified diagnoses of hypertensive 
heart disease with heart failure (a condition where high blood pressure that causes the heart to weaken), 
atrial fibrillation (irregular, often rapid heart rate that causes poor blood flow), prosthetic (artificial) heart valve 
, presence of a defibrillator (a device that provides an electric shock to the heart to get out of abnormal 
rhythm), and chronic liver disease (progressive deterioration of the liver). R1's physician orders 
included:-Torsemide (diuretic) forty milligram (mg) tablet give 1 tablet two times a day related to congestive 
heart failure. Hold if systolic blood pressure (top number in a blood pressure reading) was less than 100 
mmHg. (start date of 5/19/25 through 7/9/25).-Torsemide 40 mg tablet give 1 1/2 (60mg total) tablets two 
times per day for congestive heart failure. Hold if SBP less than 100 mmHg. (start date of 7/9/25 through 
7/17/25). Facility pharmacy email dated 7/31/25, identified pharmacy record of a delivery on 7/9/25 of 
Torsemide prescription (RX) (# 2399736) containing 96 (20 mg) tablets. During an interview on 8/5/25 at 
10:06 a.m., R1's physician (MD) on 7/16/25 discovered R1's 7/9/25 Torsemide prescription cards did not 
have any doses removed and a previously ordered Torsemide cards of 40mg twice daily were still present in 
R1's medication storage area. MD removed the cards and instructed nurse to give the cards to the director of 
nursing (DON) to assist in her investigation of a possible medication error. MD did take photos of the 
Torsemide cards and sent them to the DON on 7/16/25. Review of photo images of R1's Torsemide 
prescription that were taken on 7/16/25 identified the following: -Rx: 2369106-two cards of Torsemide 20 mg 
tablet with directions of take 2 tablets by mouth twice daily with 32 tablets remaining. (dispensed on 
5/22/25)-Rx: 2399736 -two cards of Torsemide 20 mg tablets with directions to take 3 tablets by mouth twice 
daily with 96 tablets remaining. (dispensed on 7/9/25) R1's medication error report dated 7/16/25, identified 
R1 had been given Torsemide 40 mg instead of the prescribed Torsemide 60mg from 7/9/25 through 7/16/25.
During an interview on 7/31/25 at 3:48 p.m., registered nurse (RN)-A stated when a medication is destroyed 
they complete a medication destruction log which contains the resident name, prescription numbers, quantity 
of medication destroyed. Once the form is filled out then the medications are place in the Med Safe (a 
medication disposal system) and then the completed log is scanned into the resident's chart. RN-A stated 
R1's medical record did not identify that R1's Torsemide was destroyed on the 7/23/25 log. During an 
interview on 7/31/25 at 3:59 p.m., DON stated after she completed an investigation into R1's Torsemide 
medication error, she proceeded to destroy four prescription cards into the medication destruction bin called 
Med Safe, however, did not document the prescription numbers, quantity, and date of the destruction. During 
a follow up interview on 8/5/25 at 5:06 p.m., DON stated after a discussion with the consulting pharmacist 
(CPharm) she will be creating a medication destruction log for R1's Torsemide that was wasted, however, 
will be only including an undetermined quantity she destroyed. R1's medication destruction record dated 
7/23/25, included multiple of R1 medications that had been destroyed however, did not identify 
documentation of the destruction of Torsemide (RX: 2369106 and 2399736). During an interview on 8/6/25 at 
4:01 p.m., consulting pharmacist (CPharm) stated all medications that are delivered to the facility are 
property of the resident. When any medication needs to be dispositioned in the medication destruction bin, a 
log must be completed to include the resident name, date, prescription number, quantity, signature of staff 
responsible for the disposition, and the documentation of the medication disposition must be maintained in 
the resident's record. CPharm stated the DON informed him that R1's torsemide had not been properly 
documented at the time of destruction and he recommended to document that an unknown amount of R1's 
torsemide had been destroyed and placed in R1's medical record. Review of the facility's Medication 
Destruction Policy/Procedure dated 8/25, identified the following:-Non-controlled medications should be 
recorded in the medical record. A licensed nurse should record the name of the medication, prescription 
number, amount of medication, and date in the medical record.-Medications that meet criteria will be 
appropriately disposed of using the MedSafe receptacle that is affixed and permanently placed.
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**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 medication administration. The facility's failures 
resulted in a significant medication error and an Immediate Jeopardy (IJ) situation for R1 who did not receive 
an increased dose of Torsemide (treat fluid overload related to heart or kidney disease) ordered by the 
physician. R1 was admitted to the hospital cardiac intensive care unit (ICU) for worsening congestive heart 
failure where she remained at the time of the survey. The IJ began on 7/9/25 when staff failed to administer 
an increased dose of Torsemide as ordered, due to not following the rights of medication administration. This 
resulted in 11 incorrect doses between 7/9/25 and 7/16/25. The Administrator and Director of Nursing were 
notified of the IJ on 8/6/25 at 1:22 p.m. The facility implemented corrective action prior to the survey on 
7/21/25 to prevent reoccurrence, so the IJ was issued at past non-compliance.Findings include R1's face 
sheet date 8/6/25, identified diagnoses of hypertensive heart disease with heart failure (a condition where 
high blood pressure that causes the heart to weaken), atrial fibrillation (irregular, often rapid heart rate that 
causes poor blood flow), prosthetic (artificial) heart valve , presence of a defibrillator (a device that provides 
an electric shock to the heart to get out of abnormal rhythm), and chronic liver disease (progressive 
deterioration of the liver). R1's quarterly Minimum Data Set (MDS) dated [DATE], identified R1 was taking a 
diuretic and had moderate cognitive impairment.R1's cardiac focus care plan revised on 3/28/25, identified 
R1 has congestive heart failure, atrial fibrillation, venous insufficiency, prosthetic heart valve, and a cardiac 
defibrillator. R1's goals included, will be free of cardiac complications. Corresponding interventions included, 
fluid restriction of 1500 ml, give cardiac medications as ordered, monitor intake and output, monitor vital 
signs (weekly and as needed), monitor and document sign and symptoms of congestive heart failure, and 
weight monitoring daily. R1's physician orders for cardiac management orders included:-Torsemide (diuretic 
medication) 40 milligram (mg) tablet give 1 tablet two times a day related to congestive heart failure. Hold if 
systolic blood pressure (top number in a blood pressure reading) was less than 100 mmHg (start date 
5/19/25, stop date 7/9/25)-Torsemide 40 mg tablet give 1 1/2 tablets (total of 60 mg) two times per day for 
congestive heart failure. Hold if SBP less than 100 mmHg (start date of 7/9/25, stop date 7/17/25) 
-Spironolactone (diuretic medication) oral tablet 25 milligram give 1/2 tablet by mouth in the morning.R1's 
physician assistant note dated 7/9/25, identified R1 had been seen due to crackles (abnormal breath sounds 
described as popping, bubbling, or crackling) in lungs and increase weights. R1's Torsemide (diuretic) was 
increased from forty milligram (mg) twice daily to Torsemide sixty mg twice daily. R1's progress note dated 
7/16/25, identified R1's face was edematous, had become short of breath, and oxygen level was 86% 
(normal range is typically between 95-100%) and needed supplemental oxygen. R1 was seen by in house 
physician and sent to the emergency department (ED) for evaluation. R1's nursing home physician note 
dated 7/16/25, identified R1 had been seen due to increased oxygen needs and swelling of the face. R1 had 
a history of congestive heart failure and had been taking Torsemide (a diuretic) at 40mg twice daily. R1 was 
seen on 7/8/25 due to an exacerbation of congestive heart failure and Torsemide dose was increased to 
60mg twice daily. A chest X-Ray obtained showed pleural effusions and cardiomegaly consistent of 
congestive heart failure. Since that time, R1's dose had not been increased to 60mg, and had several doses 
of blood pressure medications held due to blood pressures less than 100 systolic. R1 had not had weights 
recorded since 7/9/25, but she has gained several pounds since admission in March. R1 was markedly 
edematous with significant pitting edema to mid back, tense and distended abdomen, facial edema, and 
increased oxygen needs. R1 had not been receiving increased diuretic doses as ordered on 7/9/25 and 
needed urgent evaluation in the emergency department. R1's emergency management services (EMS) note 
on 7/16/25, identified R1 had a new onset of shortness of breath and found to be hypoxic at 86% on oxygen 
at 2 liters/min (L/min). Nursing staff stated R1 had not been taking her diuretic as suspected to low blood 
pressure, but staff was unaware of how often R1 took the diuretic. R1 complained of shortness of breath and 
chest pain. R1 had reported the shortness of breath started the last day or so. R1 also had pitting edema 
(2+) located in upper legs and abdomen. R1's emergency department (ED) note dated 7/17/25, identified R1 
presented to the ED due to increased shortness of breath and increased bilateral leg swelling. R1 was 
normally on 2 L/min of oxygen via nasal cannula and was increased to 3 L/min due to oxygen saturations at 
86%. R1 had not been taking prescribed diuretics due soft blood pressures (hypotension). R1's physical 
exam revealed pitting edema noted on upper legs and abdomen, abdominal distention with abdominal pain 
rated 10/10 on a pain scale, and course (abnormal lung sounds characterized by gurgling or bubbling noises) 
breath sounds. ED laboratory tests identified NT-Pro BNP (blood test used to diagnose and manage heart 
failure) was significantly elevated, increased from prior test and venous pCO2 (measure of the amount of 
carbon dioxide dissolved in venous blood) increased from baseline. R1's computed tomography (CT) 
identified cardiomegaly (enlarged heart) with increased volume of ascites (excessive abdominal fluid), small 
bilateral pleural effusions, anasarca (generalized swelling), and interstitial pulmonary edema in lung bases. 
Findings suspicious for volume overload in the setting of congestive heart failure. R1's hospital note dated 
7/20/25, identified R1 presented in the ED on 7/16/25 with shortness of breath and was admitted to the 
intensive care unit for critical care for acute for decompensated heart failure, pleural effusions, and ascites. 
R1 received diuresis with intravenous Lasix (diuretic), R1 was at high risk for life threatening deterioration in 
condition. During an interview on 8/5/25 at 10:06 a.m., physician (MD) stated on 7/16/25 she was asked by 
the nursing staff to evaluate R1 due to increased shortness of breath and having a puffy face. MD explained 
she examined R1, R1's edema was significant and recommended R1 be seen in the ED for evaluation. R1's 
swelling was significant and shocking that did not just happen overnight, she sent him to the ED for further 
evaluation. After R1 left with the ambulance she asked nursing staff to retrieve R1's Torsemide prescription 
cards to verify the dose she was receiving. MD discovered the prescription cards with the order date of 
7/9/25 did not have any doses removed from the prescription cards and some older prescription cards of 
40mg twice daily were still present in R1 medication storage area. MD notified the director of nursing (DON) 
immediately of the discovery and informed DON that R1 had not received any of the increased Torsemide 
order from the 7/9/25 increase, seven days. R1's medication administration record (MAR) for July 2025 
identified the physician order that directed to administer 60 mg of Torsemide twice daily but hold if systolic 
blood pressure is below 100. Although the MD reported finding no 60 mg doses had been given after they 
were ordered, R1's MAR between 7/9/25 and 7/6/25, indicated 11 doses of 60 mg Torsemide had been 
administered and 4 doses were held due to low blood pressure for evening doses on 7/13/25, 7/14/25, and 
morning dose on 7/16/25. Facility pharmacy email dated 7/31/25, included medication delivery records of 
medications that the facility had returned for repackaging. The record identified on 5/22/25 the facility had 
returned195- 20 mg Torsemide tablets to have them repackaged to the Torsemide 40 mg twice daily which 
were returned to the facility later that day (accounting for 97 doses or 48 days of twice daily doses without 
doses held). During an interview on 7/31/25 at 3:14 p.m., licensed practical nurse (LPN)-B stated on 7/12/25 
the trained medication aide had come to her to question R1's Torsemide 40 mg twice daily prescription card 
not matching the MAR, LPN-B looked at the card without looking at the physician order to verify the correct 
dose. LPN-B instructed the TMA to administer the wrong dose of Torsemide. Then on 7/16/25 MD had 
requested to see R1's prescription cards for her Torsemide orders and after observing the cards she 
identified some discrepancies on the cards verses what was ordered. R1's prescription card of the 
Torsemide 60 mg twice daily had no doses removed from it and R1 had not received any of the increase 
doses of Torsemide. During an interview on 8/1/25 at 1:28 p.m., registered nurse (RN)-E stated she had 
made two different medication errors for R1's Torsemide order on 7/11/25 and 7/15/25. RN-E reported to the 
DON she had administered the incorrect dose of 40 mg verses the ordered 60 mg for both errors. RN-E had 
made the error because the old prescriptions of R1's Torsemide had not been removed from the medication 
storage, she must have just grabbed the wrong ones and not completed the rights of medication 
administration prior to giving them to R1. RN-E had not identified the medication card was the incorrect dose 
in contrast to the physician order. RN-E was unaware she had made an error until the DON brought it to her 
attention. After the notification, RN-E did not fill out a medication error report nor was she directed to. During 
an interview on 8/1/25 at 8:17 a.m., registered nurse (RN)-C stated the causal analysis of R1's medication 
error was due to the previous prescription card not being removed from the medication storage and that the 
nurses did not perform the rights of medication administration to ensure the correct dose was being given to 
R1.During an interview on 8/5/25 at 12:41 p.m., physician assistant (PA) stated she had increased R1's 
diuretic on 7/8/25 due to increased weights and crackles in her lungs. The missed doses of the diuretic could 
have added to her worsening congestive heart failure causing her to be hospitalized . This type of error 
would be considered a significant error because people with her type of heart failure could die if not given the 
correct medication.During an interview on 8/5/25 at 10:06 a.m., medical doctor (MD) stated a resident with 
congestive heart failure even just missing few doses of a diuretic could put them at risk for serious harm or 
even death.During an interview on 8/25/25 at 3:32 p.m., consulting pharmacist (CPharm) stated even if there 
were only a few missed or incorrect doses of a diuretic for a person who was on the verge of worsening CHF 
exacerbation would be considered a significant error due to risk of being hospitalized or even causing poor 
outcomes for the resident. CPharm further stated if the rights of medication administration had been followed 
this error could have been caught sooner and the facility needed to re-educate nurses to ensure the rights of 
medication administration are being followed.Review of the facility's Medication Error Reports 7/9/25 through 
7/15/25 did not identify R1's medication errors that had been made between 7/9/25 and 7/15/25. R1's 
Medication Error Report dated 7/16/25, identified R1 was given Torsemide 40 mg twice daily. Medication 
error made by several different staff member and reason for error was the order was misread. In review of 
the medication error documentation there was no indication of development and implementation of corrective 
measures to prevent and/or mitigate the risk of recurrent errors until after R1's medication error was 
identified on 7/16/25. During an interview on 7/31/25 at 3:59 p.m., DON stated she was informed of R1's 
Torsemide medication errors by MD on 7/16/25. Upon completing an investigation into the error, she 
believed some of the nurses had administered the correct doses of 60 mg from an April 2025 medication 
card that had not been appropriately dispositioned tabs had been returned and repackaged. However, DON 
did not have any documentation of the prescription numbers or the exact doses she believed were 
administered. DON identified the cause of the error was the previous medication card of 40 mg twice daily 
was not removed from the med cart and staff were not performing the rights of medication administration. 
During a follow up interview on 8/5/25 at 12:00p.m., DON stated a system change had not been made prior 
to R1's medication error on 7/16/25 even though there were errors regarding disposition of medication and 
the rights of medication administration. After identification of R1's medication errors, the facility began 
re-education nursing staff on the rights of medication administration/preventing errors and created a new 
order checklist to ensure that the medications disposition was being done with any new order. The facility 
also implemented medication pass audits weekly to ensure appropriate medication disposition and the rights 
of medication administration were followed. In addition, consulting pharmacist was scheduled to provide 
additional medication administration education to nursing staff. Review of the facility's Medication 
Administration Procedure Policy dated 5/2024, identified the purpose to ensure proper consistent medication 
administration. With the procedure as follows:-When in doubt about dosage or effect of medication, always 
refer to the original physician order, Drug Reference Book on nursing unit or to the Pharmacist. If there are 
any questions, HOLD the medication and consult the nurse in charge or attending physician.-Follow the 
Seven Rights when you are administering medication to the individuals you are caring for: Right Person; 
Right Medication; Right Dose; Right Time; Right Route; Right Reason; Right DocumentationThe Immediate 
jeopardy was issued at PNC (past non-compliance) after it was verified the facility implemented the following 
prior to the survey:-Re-educated all nursing staff on proper medication administration/preventing medication 
starting 7/17/25. -Order checklist had been created on 7/21/25 to ensure nurses remove old medication from 
the resident's medication storage. -Audits of medication passes and medication changes began on 7/21/25 
to ensure the medication have been removed with no further errors identified. Plan for auditing will be done 
Monday-Friday for 4 weeks, and monthly thereafter and will report findings to QAPI.-Consulting pharmacist 
has an in-service scheduled for 8/11/25 to educate on medication administration/preventing medication 
errors.
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