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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to ensure residents were free from significant medication
errors for one (#1) of three residents reviewed for medications errors out of four sample residents.
Specifically the facility failed to:-Ensure Resident #1 was administered Midodrine (for low blood pressure)
per physician's orders and parameters;-Ensure Resident #1 had a blood pressure taken prior to
administration of a hypotension medication; and,-Identify and document medication errors.Findings include:
I. Facility policy and procedureThe Medication Administration policy, revised April 2019, was provided by
the nursing home administrator (NHA) on 10/8/25 at 11:40 a.m. It read in pertinent part, Medications are
administered in a safe and timely manner, as prescribed. Medications are administered in accordance with
prescriber orders, including any required time frame. Medication errors are documented, reported and
reviewed by the quality assurance performance improvement (QAPI) committee to inform process changes
and or the need for additional staff training.The individual administering the medication checks the label
three times to verify the right resident, right medication, right dosage, right time and right method (route) of
administration before giving the medication.Vital signs and allergies are checked prior to administration of
the medication.II. Resident #1A. Resident statusResident #1, age greater than 65, was admitted on [DATE]
and discharged [DATE]. According to the August 2025 computerized physician orders (CPO), diagnoses
included unspecified cirrhosis of the liver, muscle weakness, acute respiratory failure with hypoxia (low
oxygen) and chronic hepatic (liver) failure.The 8/11/25 minimum data set (MDS) assessment revealed the
resident was cognitively intact with a brief interview for mental status score (BIMS) of 15 out of 15. He used
a wheelchair and required maximal assistance with lower body dressing, putting on/off footwear, rolling left
to right and sitting to lying. His overall goal was to discharge into the community.B. Record reviewReview of
Resident #1's August 2025 CPO revealed the following physician's order related to hypotension (low blood
pressure).Midodrine HCI (for hypotension) 5 mg (milligrams) by mouth three times a day for hypotension.
Do not give if the blood pressure (BP) was above 100/60 millimeters of mercury (mmHg), ordered 8/7/25.
-The physician's order required a blood pressure to be taken prior to administering the medication. A review
of the August 2025 medication administration records (MAR) revealed Resident #1 was administered
Midodrine 29 times during the month. Resident #1's blood pressure was not taken prior to the
administration of the medication on the following days:-8/9/25 for the morning and evening dose;
and,-8/10/25 for the morning dose.The Midodrine was administered 21 times when Resident #1's BP was
not within the correct physician ordered parameters to give the medication or the medication was not
administered when it should have been administered per the parameters. The administration discrepancies
were as follows: On 8/10/25 at 12:00 p.m. Resident #1's BP was 112/62 mmHg The medication was
administered but should have been held per the physician ordered parameters. On 8/11/25 at 12:00 p.m.
Resident #1's BP was 106/94 mmHg. The medication was administered but should have been held per the
physician ordered
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parameters. On 8/11/25 Resident #1's evening BP was 98/54 mmHg. The medication should have been
administered per the physician ordered parameters but it was not administered. On 8/13/25 at 7:00 a.m.
Resident #1's BP was 165/77 mmHg. The medication was administered but should have been held per the
physician ordered parameters. On 8/13/25 at 12:00 p.m. Resident #1's BP was 111/60 mmHg. The
medication was administered but should have been held per the physician ordered parameters. On 8/13/25
Resident #1's evening BP was 102/66 mmHg. The medication was administered but should have been held
per the physician ordered parameters.On 8/14/25 at 7:00 a.m. Resident #1's BP was 127/66 mmHg. The
medication was administered but should have been held per the physician ordered parameters. On 8/14/25
at 12:00 p.m. Resident #1's BP was 113/69 mmHg. The medication was administered but should have been
held per the physician ordered parameters. On 8/14/25 Resident #1's evening BP was 110/72 mmHg. The
medication was administered but should have been held per the physician ordered parameters.On 8/15/25
at 7:00 a.m. Resident #1's BP was 107/66 mmHg. The medication was administered but should have been
held per the physician ordered parameters. On 8/15/25 at 12:00 p.m. Resident #1's BP was 115/80. The
medication was administered but should have been held per the physician ordered parameters. On 8/15/25
Resident #1's evening BP was 153/80 mmHg. The medication was administered but should have been held
per the physician ordered parameters.On 8/16/25 at 7:00 a.m. Resident #1's BP was 107/76 mmHg. The
medication was administered but should have been held per the physician ordered parameters. On 8/16/25
at 12:00 p.m. Resident #1's BP was 112/75 mmHg. The medication was administered but should have been
held per the physician ordered parameters. On 8/16/25 Resident #1's evening BP was 117/65 mmHg The
medication was administered but should have been held per the physician ordered parameters.On 8/18/25
at 7:00 a.m. Resident #1's BP was 125/87 mmHg. The medication was administered but should have been
held per the physician ordered parameters. On 8/18/25 at 12:00 p.m. Resident #1's BP was 112/76 mmHg.
The medication was administered but should have been held per the physician ordered parameters. On
8/18/25 Resident #1's evening BP was 108/70 mmHg. The medication was administered but should have
been held per the physician ordered parameters.On 8/19/25 at 7:00 a.m. Resident #1's BP was 106/72
mmHg. The medication was administered but should have been held per the physician ordered parameters.
On 8/19/25 at 12:00 p.m. Resident #1's BP was 104/70 mmHg. The medication was administered but
should have been held per the physician ordered parameters. On 8/19/25 Resident #1's evening BP was
117/75 mmHg. The medication was administered but should have been held per the physician ordered
parameters.III. Staff InterviewsLicensed practical nurse (LPN) #1 was interviewed on 10/8/25 at 2:17 p.m.
LPN #1 said the resident's BP should have been measured prior to the administration of the hypotensive
medication for Resident #1. She said it could not be determined if the resident required the medication or
not if his BP was not measured since the nurse would be unable to determine the parameters for the
medication. She said she should have given the medication on 8/11/25 when Resident #1's BP was 98/54
mmHg. She said on 8/12/25 Resident #1's BP was 105/67 mmHg and she should not have given the
medication. LPN #1 said she was not sure why she confused the parameters for the administration of the
medication. The director of nursing (DON) was interviewed on 10/9/25 at 12:10 p.m. The DON said if the
physician's order for a medication included parameters for the medication, the parameters should be
followed. She said Resident #1's BP should have been measured prior to administering his hypotensive
medication. She said if the medication was given outside of the parameters, the resident could have a poor
outcome. She said she would immediately provide education to the nursing staff on following parameters
and ensuring a BP was measured prior to the administration of a hypertensive or hypotensive medication.
The regional director of clinical services was interviewed on 12/9/25 at 12:20 p.m. The regional director of
clinical services said the facility would immediately
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provide education to the nursing staff related to any medication with parameters in place and the
importance of ensuring vital signs were measured prior to administration. She said the MAR would be
changed from the greater than or lower than sign (> and <) to the words greater than or lower than. She
said she would audit all residents with medication parameters to ensure the parameters were being
followed appropriately.
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