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Based on interview, record review and review of other pertinent documents, it was determined that the facility 
failed to ensure a significant medication error did not occur by failing to administer 14 doses of a physician 
ordered antihypertensive (medicine used to control high blood pressure) medication to a resident who was 
subsequently transferred to the hospital for uncontrolled hypertension on 8/12/25 and was diagnosed with a 
Hypertensive Emergency. This deficient practice was identified for 1 of 2 residents reviewed for change in 
condition (Resident #3) and was evidenced by the following: On 10/24/25 at 10:00 AM, the surveyor 
reviewed the electronic medical record for Resident #3 which revealed the following: An Emergency 
Department hospital record with a Physician (MD) History and Physical dated 8/12/2025 at 21:09 (9:09 PM) 
revealed: Chief Complaint: Patient presents via emergency medical service from [facility name redacted] for 
uncontrolled HTN (hypertension), blood pressure at facility was 200 [mmHg] (millimeters of mercury)/96 
(normal range 120/80), Patient unsure if received blood pressure medications today. Patient also with edema 
(swelling) to both lower extremities. History of Present Illness: Past medical history of HTN, HFpEF (Heart 
failure with reduced ejection fraction- heart doesn't pump blood effectively and causes fluid to back up), who 
presented to the emergency room for evaluation of dizziness, generalized weakness, and markedly elevated 
blood pressure. The Assessment/Plan: 1. Hypertensive emergency (A clinical condition where severely high 
blood pressure causes organ damage and requires immediate treatment and hospitalization) . A Cardiology 
Progress Note, dated 8/14/25 at 12:11 PM and signed by the Advanced Practice Nurse revealed the patient 
presented from the nursing facility for uncontrolled HTN Blood Pressure 206-190/100, patient was unable to 
recall if had received HTN meds prior to arrival . HTN urgency resolved after IV (intravenous diuretic) and 
resumption of full GDMT (Guideline Directed Medical Therapy for patients with heart failure) . ? (question) 
compliance with prescribed medications- unclear why/how patient suddenly hypertensive if does take all 
medications as prescribed . A review of the facility Order Summary Sheet dated 7/25/25, revealed an order 
for Entresto Oral Tablet 24-26 MG (Sacubitril-Valsartan), Give 1 tablet by mouth two times a day for HTN, 
Start Date: 6/28/25. A review of the Medication Administration Record (MAR) dated August 2025 revealed 
the following: Entresto Oral Tablet, 24-26 MG (milligrams) (Sacubitril-Valsartan) Give 1 tablet by mouth two 
times a day; Start Date: 7/26/25 at 09:00 AM. The following Chart Codes/Follow- Up Codes (Legend) were 
listed on the MAR: � (check mark) =Administered 22=Drug / Treatment Not Administered 5=Hold 
2=Drug/Treatment Refused 6=hospitalized II=ineffective. The scheduled administration hours were 
documented on the MAR as 9:00 AM and 17:00 (5:00 PM), and a review of the MAR and Progress Notes 
(PN) revealed the following: The 8/5/25 MAR entry for the 9:00 AM Entresto dose had a check mark for 
administered, and the 5:00 PM Entresto dose was coded 22 (not administered). A Progress Note, Effective 
Date: 08/05/2025 at 15:25 (3:25 PM) Type: Nursing Daily Skilled Pathway note documented by the Licensed 
Practical Nurse (LPN #1) revealed: Received resident awake and alert X3 (to person, place and time). 
Resident received medication as ordered without difficulty. While doing resident wound treatment, I noticed 
swelling in both of resident's legs and feet, pitting edema +3 (fluid in tissues that cause an indent when 
pressure applied). MD made aware. Resident is elevating legs and feet in bed. Resident is stable. There was 
no documentation that the MD was made aware of the Entresto that was not administered although LPN #1 
documented a Type: eMar - Medication Administration Note Dated: 08/05/2025 at 16:40 (4:40 PM), Text: 
Entresto Oral Tablet 24-26 MG Give 1 tablet by mouth two times a day for prevention, and was documented, 
on order. The 8/6/25 and 8/7/25 MAR entry for both days at 9:00 AM and 5:00 PM were coded as 22 (not 
administered) for the Entresto. A Progress Note: Effective Date: 08/06/2025 at 08:29 (8:29 AM) Type: eMar - 
Medication Administration Note Text: Entresto Oral Tablet 24-26 MG, give 1 tablet by mouth two times a day 
for prevention and was documented by LPN #1 as on order. The 8/8/25 MAR entry for the 9:00 AM and 5:00 
PM Entresto doses were both coded 5 (Hold), however, there was no corresponding physician order to hold 
the medication. A Progress Note: Type: eMar (Electronic - Medication Administration Note) Effective Date: 
08/08/2025 at 14:19 (2:19 PM), revealed: Note Text: Entresto Oral Tablet 24-26 MG, give 1 tablet by mouth 
two times a day for prevention, and was documented as unavailable, and signed by a Registered Nurse 
(RN). Another eMar - Medication Administration PN, also Dated: 08/08/2025 at 17:28 (5:28 PM), Type: Note 
Text: Entresto Oral Tablet 24-26 MG, give 1 tablet by mouth two times a day was documented as 
unavailable. The 8/9/25 MAR entry for the 9:00 AM and 5:00 PM doses were both coded with a � on the 
MAR to indicate the Entresto was Administered however, an RN Progress Note, Effective Date: 08/09/25 at 
21:32 (7:32 PM), Note Text: Entresto Oral Tablet 24-26 MG Give 1 tablet by mouth two times a day was 
documented as on order. The 8/10/25 MAR entry for the 9:00 AM and 5:00 PM doses for the Entresto were 
both coded 22 on the MAR which indicated the medication was not administered. Effective Date: 08/10/2025 
16:11 Type: eMar - Medication Administration Note Text: Entresto Oral Tablet 24-26 MG, give 1 tablet by 
mouth two times a day for prevention was documented by the RN as unavailable. The 8/11/25 MAR entry for 
the 9:00 AM and 5:00 PM doses for the Entresto were both coded II (Ineffective) on the MAR, and a PN, 
Effective Date: 08/11/2025 at 9:17 AM, Type: Health Status Note documented: LATE ENTRY, Note Text: 
Spoke [Pharmacy Name Redacted] medication Entresto was approved and will be shipped out this evening. 
Awaiting on delivery, signed by LPN #2. An 8/12/25 PN, Effective Date: 08/12/25 at 8:06 AM, Type: eMar - 
Medication Administration Note: Note Text: Entresto Oral Tablet 24-26 MG Give 1 tablet by mouth two times 
a day as on order. A Progress Note, Effective Date: 08/12/2025 at 10:30 AM, Type: Note Text: BP (Blood 
Pressure) elevated today 196 /93, rechecked in left arm 200/95, Resident complained of headache and 
dizziness. MD made aware and new order for Clonidine (medicine to treat HTN) 0.2 mg one time dose. 
Nurse notified, resident updated. Will monitor. A subsequent PN, Effective Date: 08/12/25 at 14:34 (2:34 
PM), Type: Health Status Note Text: Received resident alert and awake. Resident complained of feeling 
lightheaded and dizzy . Vital signs checked BP: 196/93. Resident received medication as ordered without 
difficulty. Resident BP rechecked, resident complained of still feeling lightheaded and dizzy. Vitals rechecked 
BP: 200/95 (left arm) BP: 214/100 (right arm) . MD made aware, ordered for resident to receive Clonidine 0.
2MG. Vital signs rechecked BP:217/104 (left arm) BP:216/107 (right arm) . MD made aware, MD ordered to 
send resident out for uncontrolled hypertension. Resident was sent to hospital at 2:24PM. The MAR dated 
8/12/25, for the Entresto was coded for the 9:00 AM dose as 22 which indicated the medication was not 
administered and the 5:00 PM dose was coded as 6 indicating the resident was now hospitalized . On 
10/24/25 at 11:27 AM, two surveyors interviewed LPN #1, who cared for Resident #3 on 8/5/25, 8/6/25, 
8/7/25, and 8/12/25. LPN #1 stated that she recalled that the Entresto was not available for Resident #3, and 
she confirmed that the facility was waiting to be notified when the pharmacy was going to provide the 
medication. The surveyors showed LPN #1 the MAR for Resident #3 and asked LPN #1 to explain the codes 
on the MAR and to confirm the days the Entresto was not administered to Resident #3. LPN #1 looked at the 
MAR and confirmed Resident #3 did not receive the Entresto on 8/5/25 at 5:00 PM, and neither the 9:00 AM, 
or 5:00 PM dose on 8/6/25, 8/7/25, 8/8/25, or 8/10/25. LPN #1 stated that on 8/9/25 it was unclear how it 
could have been documented with a � as the Entresto was not available and was not in the back up box 
(emergency medication storage), and on 8/11/25 the II coding in the MAR meant the Entresto was not 
administered since the medication was still not available. When asked if LPN #1 notified the MD that the 
Entresto had not been available, she stated she notified the MD, but when asked to locate the 
documentation, she confirmed there was no documentation that the MD was notified. On 10/24/25 at 12:35 
PM, the surveyors interviewed the Director of Nursing (DON) and Licensed Nursing Home Administrator 
(LNHA) regarding how medications were received at the facility. The DON stated the facility received multiple 
deliveries per day and by the next day a medication should have been received. The DON stated if the 
medication had not been received for 3 to 4 days the MD needed to be contacted. The DON stated that due 
to insurance approvals, sometimes medication was delayed, and it should not be checked off in the MAR if 
the medication was not administered if it was not available. The DON also stated there should be a 
corresponding note in the PN regarding medications not being available. On 10/24/25 at 12:44 PM, the 
surveyor asked if the facility reviewed residents who were transferred to the hospital unexpectedly and the 
DON stated that it would be quality assurance. The surveyor asked if there were any incidents or 
investigations related to Resident #3? On 10/24/25 at 1:11 PM, the DON, LNHA and Assistant Director of 
Nursing (ADON) provided the surveyors with a Quality Improvement (QI) Tool for Review of Acute Care 
Transfers for Resident #3's hospitalization that occurred on 8/24/25 (after the resident was transferred to the 
emergency room on 8/12/25 and transferred back to the facility and out again) and documented by the LPN 
Unit Manager on 8/28/25. The QI tool document revealed that it was designed to help your (facility) team 
analyze hospital transfers and identify opportunities to reduce transfers that might be preventable. Complete 
this tool for each or a representative sample of hospital transfers to conduct a root cause analysis. The DON 
then stated the QI form was for Resident #3 for the emergent transfer to the to the hospital on 8/24/25, due 
to increased blood pressure and decreased oxygen level. When asked if anything differently could have 
been done to prevent the emergent hospital transfer? The DON stated, no. The surveyor asked if there were 
any other incidents/ issues or hospital transfers reviewed for Resident #3, and the DON stated there were no 
other concerns for Resident #3. The surveyor informed the facility regarding the concerns related to the 
Resident #3 being transferred to the hospital emergently on 8/12/25. On 10/24/25 at 1:26 PM, the surveyors 
conducted a telephone interview with the Medical Director (MD) who was also Resident #3's medical doctor. 
The surveyor asked what Entresto was used for and if there was a substitute for the medication? The MD 
stated the medication was used to control blood pressure and was for congestive heart failure (CHF- the 
heart fails to pump blood and fluid buildup occurs). The MD stated the medication was a combination 
medication and there was no exact substitute for it. The surveyor asked if it would be a problem if the 
medication was not administered to a resident who required it, and the MD stated, Entresto was a very 
specific medication and the facility should have it because there was no exact substitute. The MD continued 
and stated if he had been made aware that Entresto was not available, he could order other multiple 
medications, or a resident may be sent to the hospital if it was not available. When asked specifically if he 
had recalled Resident #3 not being administered the Entresto, he was not able to comment if he had been 
made aware of the Entresto not being available for Resident #3. On 10/24/25 at 1:45 PM, the survey team 
met with the DON, ADON and LNHA. The surveyor asked the facility if they had been made aware that the 
Entresto for Resident #3 was not available and not administered prior to the resident being sent out to the 
emergency room for high blood pressure? The ADON stated they were not made aware of missing 
medications. When asked if the facility waits to see if insurance will pay for a medication prior to providing it, 
the LNHA stated the facility will purchase and provide the required medicine. The surveyor informed the 
facility of the hospital documentation that questioned why Resident #3 became suddenly hypertensive if they 
received their medications. The LNHA stated they interviewed LPN #1 who confirmed there was no 
documentation regarding the unavailability of the Entresto, and no further information was provided. NJAC 
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