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Provide care by qualified persons according to each resident's written plan of care.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35733

Based on interview and record review, the facility failed to ensure physician orders were followed for 1 of 3 
residents reviewed for medications. A resident's blood pressure parameters were not followed for giving a 
medication. (Resident B)

Finding includes: 

On [DATE] at 9:26 a.m., Resident B's clinical record was reviewed. Diagnoses included, but were not limited 
to, intellectual disabilities, generalized epilepsy, hypotension. 

A Quarterly MDS (Minimum Data Set) assessment, dated [DATE] indicated Resident B's cognition was 
moderately impaired. Resident B expired in the facility on [DATE]. 

Care plans were reviewed and no care plan related to hypotension was developed. 

Physicians orders for March and [DATE] included, but were not limited to:

[DATE]: Midodrine HCI (hydrochloride) (antihypotensive agent ) oral tablet 5 mg (milligram) give 1 tablet by 
mouth every 8 hours for bp (blood pressure) hold if bp above ,d+[DATE], order date [DATE]. 

[DATE]: Midodrine HCI oral tablet 5 mg give 1 tablet by mouth every 8 hours for bp hold if bp above ,
d+[DATE], order date [DATE]. 

Midodrine HCI oral tablet 5 mg give 1 tablet by mouth three times a day for bp hold if bp above ,d+[DATE], 
order date [DATE].

The [DATE] EMAR (Electronic Medication Administration Record) was reviewed and included, but was not 
limited to the following: 

Midodrine HCI oral tablet give 1 tablet via PEG-Tube every 8 hours for bp hold if bp above ,d+[DATE], start 
date [DATE], discontinued date [DATE]. 

The following dates and times were given out of blood pressure parameters: 

0600 (6:00 a.m.)
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,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

1400 (2:00 p.m.) 

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

2200 (10:00 p.m.) 

,d+[DATE]- ,d+[DATE]
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,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

,d+[DATE]- ,d+[DATE]

Midodrine HCI oral tablet 5 mg give 1 by mouth every 8 hours for bp hold if bp above ,d+[DATE], start date 
[DATE], discontinued date of [DATE]. 

0600 (6:00 a.m.) 

,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- bp ,d+[DATE]

1400 (2:00 p.m.) 

,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- bp ,d+[DATE]

2200 (10:00 p.m.) 

,d+[DATE]- bp ,d+[DATE]
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,d+[DATE]- bp ,d+[DATE]

The [DATE] EMAR (Electronic Medication Administration Record) was reviewed and included, but was not 
limited to the following: 

Midodrine HCI oral tablet 5 mg give 1 tablet by mouth every 8 hours for bp hold if bp above ,d+[DATE], start 
date [DATE], discontinue date [DATE].

The following dates and times were given out of blood pressure parameters: 

0600 (6:00 a.m.)

,d+[DATE]-bp ,d+[DATE]

1400 (2:00 p.m.)

,d+[DATE]- bp ,d+[DATE]

2200 (10:00 p.m.)

,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- bp ,d+[DATE]

,d+[DATE]- bp ,d+[DATE]

Midodrine HCI oral tablet 5 mg give 1 tablet by mouth three times a day for bp hold if bp above ,d+[DATE], 
start date [DATE], discontinue date [DATE].

0900 (9:00 a.m.)

,d+[DATE]- signed as given, no bp documented 

1300 (1:00 p.m.)

,d+[DATE]- signed as given, no bp documented

1800 (6:00 p.m.)

,d+[DATE]- signed as given, no bp documented 

On [DATE] at 9:40 a.m., RN 1 indicated if a medication has blood pressure parameters, she put the 
medication in a separate cup, takes a blood pressure, and if out of the parameters holds the medication, it is 
normally on the MAR (Medication Administration Record) if the medicine was held. 
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On [DATE] at 1:10 p.m., the DON provided the current policy on following physician orders, the policy was 
undated. The policy included, but was not limited to: It is the policy of the facility to follow the orders of the 
physician .The facility will have orders to provide essential care to the resident, consistent with the resident's 
mental and physical status upon admission .

This citation relates to Complaint IN00431180.

3XXX,d+[DATE](g)(1)
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