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F 0760 Ensure that residents are free from significant medication errors.
Level of Harm - Minimal harm 41729

or potential for actual harm
Based on record review and staff interview, it has been determined that the facility failed to ensure that
Residents Affected - Few residents are free of any significant medication errors for 1 of 3 residents reviewed, Resident ID #1.
Findings are as follows:

Review of a facility reported allegation submitted to the Rhode Island Department of Health on 12/17/2024
revealed that a family member of the resident alleged that the resident did not receive his/her inhaler
resulting in a hospitalization .

Record review revealed the resident was admitted to the facility in September of 2023 and readmitted in
December of 2024 with diagnoses including, but not limited to, pneumonia and dysphagia (difficulty
swallowing).

Record review revealed a physician's order dated November 19, 2024, for Ipratropium-Albuterol solution 0.
5-2.5 milligram/3 milliliter inhaler four times a day at 7:30 AM, 11:30 AM, 4:30 PM and 9:30 PM (before
meals and at bedtime ), for wheezing and shortness of breath.

Record review of the Medication Administration Record failed to reveal evidence that the resident received
his/her inhaler on the following dates and times:

- 11/19/2024 at 4:30 PM and 9:30 PM
- 11/20/2024 at 7:30 AM, 11:30 AM, 4:30 PM, and 9:30 PM
- 11/21/2024 at 7:30 AM, 11:30 AM, and 4:30 PM

Additional record review failed to reveal evidence that the provider was notified that the resident had not
received his/her inhaler on the above-mentioned dates and times, as ordered.
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F 0760 During a surveyor interview on 12/18/2024 at 12:06 PM with the Director of Nursing Services (DNS), she
acknowledged that the resident did not receive his/her inhaler on the above-mentioned dates and times as
Level of Harm - Minimal harm or ordered. The DNS acknowledged that when the order was entered in the resident's record by the provider on
potential for actual harm 11/19/2024, the nurse on duty did not verify the order therefore is was not sent to the pharmacy for delivery,
as per the facility's process. She further acknowledged that because of this failure, the inhaler was not
Residents Affected - Few delivered to the facility until 11/21/2024 at 9:18 PM, which led to the resident not receiving the inhaler on the

above-mentioned dates and times.

During a surveyor interview on 12/18/2024 at 12:32 PM with a Nurse Practitioner, Staff A, she revealed that
she was unaware that the inhaler was not administered on the above-mentioned dates and times until after
11/21/2024. She indicated that she would have expected the nurse to have sent the order to the pharmacy

on 11/19/2024 and would expect the staff to have administered the inhaler, as ordered.
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