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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40832

Based on review of clinical records and facility documents, and staff interviews, it was determined that the 
facility failed to follow physician's orders for medication administration for two of six residents reviewed 
(Residents R1 and R2).

Findings include:

Resident R1's clinical record revealed an admitted [DATE], with diagnoses that included broken right lower 
leg, stroke, dementia, and muscle wasting. A departmental progress note dated 4/07/25, revealed that 
Resident R1 was transported to the hospital for evaluation and treatment of rectal bleeding. Upon return to 
the facility a physician's order dated 4/07/25, identified to administer Azithromycin (antibiotic) 250 milligrams 
by mouth daily for four days for treatment of Respiratory Syncytial Virus (RSV- seasonal, highly contagious 
respiratory virus that often feels like a common cold).

Review of Resident R1's April 2025 Medication Administration Record (MAR) revealed that he/she did not 
start receiving the ordered antibiotic until 4/10/25, (three days late).

Resident R2's clinical record revealed an admitted [DATE], with diagnoses that included congestive heart 
failure (CHF- long-term condition that happens when your heart can't pump blood well enough to give your 
body a normal supply), kidney disease, heart disease, and respiratory failure. 

Review of a Complaint/Grievance Form provided by the facility on 4/24/25, and dated 3/31/25, revealed a 
concern that Resident R2 hadn't received a new medication on 3/28/25, through 3/31/25, (four days). 

Resident R2's departmental progress note dated 3/27/25, revealed that the facility was made aware that a 
medication as ordered by an outside provider and that the medication would be sent either tomorrow 
(3/28/25), or Saturday (3/29/25).

Review of Resident R2's April 2025 MAR revealed that he/she did not receive the medication until 4/01/25, 
(four days late). 

During an interview on 4/24/25, at 1:20 p.m. the Director of Nursing confirmed that Resident R1 and 
Resident R2's medications were not administered according to physician's orders and were given late.
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