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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Ensure services provided by the nursing facility meet professional standards of quality.

Based on record review and staff interview, it has been determined that the facility failed to ensure that 
residents receive treatment and care in accordance with professional standards of practice relative to 
following physician's orders for 1 of 3 residents reviewed, Resident ID #3. Findings are as follows:Record 
review of a community reported complaint submitted to the Rhode Island Department of Health on 
7/16/2025, alleged in part that Resident ID #3's medications were not administered according to the 
physician's orders.According to Mosby's 4th Edition, Fundamentals of Nursing page 314, states in part, The 
physician is responsible for directing medical treatment. Nurses are obligated to follow physician's orders 
unless they believe the orders are in error or would harm the clients.Record review revealed that Resident ID 
#3 was admitted to the facility in April of 2025 with a diagnosis including, but not limited to, hypertension. 
Record review revealed the following physician's orders:-Metoprolol Succinate (a medication prescribed to 
treat hypertension) ER 50 milligram (mg) one time daily. Hold if Systolic Blood Pressure (SBP) is less than 
100. Hold if Apical Pulse (AP) is less than 60. This order had a start date of 4/26/2025 and was discontinued 
on 7/7/2025.-Metoprolol Succinate ER 50 mg one time daily. Hold if SBP is less than 100. Hold if AP is less 
than 50. This order had a start date of 7/8/2025 and was discontinued on 7/11/2025.Record review of the 
Medication Administration Records (MAR) for April, May, June, and July 2025, failed to reveal documentation 
that the resident's blood pressure or apical pulse were checked prior to administering the medication.During 
a surveyor interview on 7/23/2025 at approximately 10:15 AM, with Registered Nurse, Staff A, she 
acknowledged the resident's MAR failed to reveal evidence that the resident's blood pressure and pulse 
were obtained prior to the administration of the Metoprolol.During a surveyor interview on 7/23/2025 at 
approximately 11:00 AM with the Director of Nursing Services, she could not provide evidence that the 
resident's blood pressure and pulse were obtained prior to administering the Metoprolol, per the physician's 
order.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following 
irregularity reporting guidelines in developed policies and procedures.

Based on record review and staff interview, it has been determined that the pharmacist failed to report 
irregularities to the attending physician, the facility's Medical Director, and the Director of Nursing Services 
(DNS) for 1 of 3 residents reviewed, Resident ID #3. Findings are as follows: Record review of a community 
reported complaint submitted to the Rhode Island Department of Health on 7/16/2025, alleged in part that 
Resident ID #3's medications were not administered according to the physician's orders.Record review of a 
facility policy titled, Medication Regimen Reviews [MRR] states in part, .A licensed pharmacist reviews the 
medication regimen of each resident at least monthly.The MRR includes a review of the medical record to 
prevent, identify, report, and resolve medication-related problems, medication errors, or other irregularities, 
for example, the use of medication.administered without adequate monitoring or in the presence of adverse 
consequences. ‘Irregularities' may also include.other medication errors, including those related to 
documentation.Record review revealed that Resident ID #3 was admitted to the facility in April of 2025 with a 
diagnosis including, but not limited to, hypertension. Record review revealed the following physician's 
orders:-Metoprolol Succinate (a medication prescribed to treat hypertension) ER 50 milligram (mg) one time 
daily. Hold if Systolic Blood Pressure (SBP) is less than 100. Hold if Apical Pulse (AP) is less than 60. This 
order had a start date of 4/26/2025 and was discontinued on 7/7/2025.-Metoprolol Succinate ER 50 mg one 
time daily. Hold if SBP is less than 100. Hold if AP is less than 50. This order had a start date of 7/8/2025 
and was discontinued on 7/11/2025.Record review of the Medication Administration Records for April, May, 
June, and July 2025 failed to reveal documentation that the resident's blood pressure or apical pulse were 
checked prior to administering the medication.Record review of the progress notes revealed, the pharmacy 
had reviewed the resident's medications on 4/27/2025, 5/30/2025, and 6/26/2025. It further revealed that the 
pharmacist had failed to identify that the monitoring of the resident's blood pressure and pulse were not 
documented to ensure adequate monitoring of the medication.During a surveyor interview on 7/23/2025 at 
approximately 12:15 PM with the Consultant Pharmacist, she acknowledged that she had completed the 
resident's medication reviews on 4/27/2025, 5/30/2025, and 6/26/2025. She further acknowledged that she 
failed to identify the above irregularity.During a surveyor interview on 7/23/2025 at approximately 11:00 AM 
with the Director of Nursing Services, she acknowledged that the Consultant Pharmacist had not identified 
the above irregularity.
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