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G0536 A review of all current medications
CFR(s): 484.55(¢c)(5)

A review of all medications the patient is currently using in order to identify any
potential adverse effects and drug reactions, including ineffective drug therapy,
significant side effects, significant drug interactions, duplicate drug therapy, and
noncompliance with drug therapy.

ThisELEMENT is not met as evidenced by:

Based on observation, interview and record review, the home health agency (HHA)
failed to maintain an accurate current medication profile for one of 7 sampled patients
(Patient 2).

This deficient practice has the potential to place the patient at risk for medication
errors and adverse drug reactions.

During areview of Patient 2's Face Sheet (front page of the chart that contains a
summary of basic information about the patient), the Face Sheet indicated a start of
care date (SOC) date of 8/26/2025, with adiagnosis of diabetes mellitustype Il (high
blood sugar levels due to the bodys inability to use insulin effectively).

During areview of Patient 2s Home Health Certification and Plan of Care (POC) for



the re-certification period from 8/25/2025 to 10/24/2025, the POC included an order
for the skilled nurse (SN) to visit the patient once aweek for 9 weeks. The SN was to
conduct skilled assessment and observation, management of patients overall health
status, assess vital signs (measure the basic functions of your body that includes body
temperature, blood pressure, pulse and respiratory [breathing] rate), and instruct
patient and/or patient caregiver regarding medication compliance and dietary regimen.

During ajoint home visit, on 10/31/2025, at 1 p.m., at Patient 2s residence with the
director of patient care services (DPCS), Patient 2 was observed awake, alert, oriented
x 3 (to person, place, and time), and ambulatory with stable gait without using any
assisted device.

During areview of Patient 2s current medication, on 10/31/2025, at 1:30 p.m., with
the DPCS, it was noted there was bottle of Edarbi (used to treat high blood pressure)
80 milligram (mg, a unit of measurement) 1 tablet orally daily with arefill date of 7/16
/2025 and a bottle of Felodipine (used to treat high blood pressure) 5 mg one tab daily
with arefill date of 7/16/2025. Patient 2s current medication list provided by the HHA
indicated both the Edarbi and Felodipine medications were not included in the list.
During a concurrent interview with Patient 2, she stated she was taking the Edarbi and
Felodipine medications daily for several months.

During an interview, on 10/31/2025, at 2 p.m., with the DPCS, the DPCS stated
nursing staff need to review the patients current medication every nurse visit and
update the medication profile in the patients clinical record.

During areview of the agencys policy and procedure (P& amp;P) titled, Medication
Profile, dated April 2020, the P& amp;P indicated patient receiving medications
administered by the organization will have a current, accurate medication profilein
the clinical record. Medication profiles will be updated for each change to reflect
current medications, new, and/or discontinued medications.



