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F 0760 Ensure that residents are free from significant medication errors.

Level of Harm - Minimal harm Based on records reviewed and interviews, for one of three sampled residents (Resident #1), who

or potential for actual harm required medication to treat hypotension (low blood pressure) and had a Physician's order to hold (not
administer) the medication for a systolic blood pressure (SBP-top number, represents the pressure in

Residents Affected - Few arteries when the heart contracts) greater than 120, the Facility failed to ensure the resident was free

from significant medication errors when he/she was administered the medication outside of the
prescribed parameter, placing him/her at risk for high blood pressure.Findings include:Review of the
Facility policy titled, Oral Medication Administration, revised 2024, indicated Facility staff
should:-Review and confirm medication orders for each individual resident on the Medication
Administration Record (MAR) prior to administering medications to each resident.-Review the MAR for
any tests or vital signs that need to be determined prior to preparing the medication.-Obtain and
record any vital signs or other monitoring parameters ordered or deemed necessary prior to mediation
administration.Resident #1 was admitted to the Facility in March 2026, diagnoses included acute and
chronic respiratory failure with hypoxia (low oxygen), urinary tract infection, pneumonia, and
orthostatic hypotension (sudden drop in blood pressure when standing up).Review of Resident #1's
Physicians' Orders for April 2026, indicated it included an order for, but not limited to the
following:Midodrine HCL (medication used to treat low blood pressure) oral tablet 10 milligrams (mg),
give one tablet by mouth in the morning and one tablet by mouth in the afternoon related to orthostatic
hypotension (low blood pressure). Hold (do not give) for SBP (systolic blood pressure) greater than
120, start date 04/03/26. Review of Resident #1's Medication Administration Record (MAR) for April
2026, indicated he/she was administered Midodrine HCL 10 mg by nursing, despite having (per
nursing documentation) a systolic blood pressure reading that was greater than 120, (and therefore
per MD orders it should have been held) on the following dates/times:04/11/26 morning dose
(between 8A.M. and 10A.M.)-BP 128/72 04/11/26 afternoon dose (scheduled between 12P.M. and 2
P.M.)-BP 129/69During an interview on 05/12/26 at 4:00 P.M., Nurse #3 said that she had
administered Midodrine to Resident #1 on 04/11/26 in the morning (between the hours of 8:00 A.M.
and 10:00 A.M.), and again the same day in the afternoon (between the hours of 12:00 P.M. and
2:00P.M.). The surveyor and Nurse #3 reviewed Resident #1's blood pressure documentation for
04/11/26 (morning-128/72 and afternoon-129/69) and Nurse #3 said she should not have
administered Midodrine to Resident #1 because Resident #1's SBP's were greater than 120, both in
the morning and in the afternoon.During a telephone interview on 05/13/26 at 9:50 A.M., the Nurse
Practitioner said that she expected the facility nurses to check Resident #1's blood pressure each
time prior to administering Midodrine and to hold the Midodrine if his/her SBP was greater than 120.
The NP said Resident #1 should not have received Midodrine on 4/11/26, when his/her SBP was over
120.During an interview on 05/12/26 at 4:40 P.M., the Director of Nursing (DON) said her expectation
for medication administration is that nurses read and follow the Physicians' orders on the Medication
Administration Record. The DON said Nurse #3 should not have administered Midodrine to Resident #1
in the morning and afternoon of 04/11/26 when his/her SBP was documented above 120, and
therefore resulted in medication errors.
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F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
records reviewed and interviews, for two of three sampled residents, (Resident #1 and Resident #2),
the Facility failed to ensure they maintained complete and accurate medical records, when their
Certified Nurse Aide (CNA) Activities of Daily Living (ADL) Flow Sheets were incomplete.Findings
include:Review of the facility policy titled, POC (point of care) Documentation Skill Sheet, dated
10/27/23, indicated:-You must chart every time you give care to a resident-You must complete all
charting before leaving-If it's not documented, it means it was not doneResident #1 was admitted to
the Facility in March 2026, diagnoses included acute and chronic respiratory failure with hypoxia (low
oxygen), urinary tract infection, pneumonia, and orthostatic hypotension (sudden drop in blood
pressure when standing up).Review of Resident #1's Minimum Data Set (MDS) Assessment, dated
04/06/26 indicated he/she required various levels of staff assistance with his/her Activities of Daily
Living (ADLs) including but not limited to bathing, dressing, grooming, transfer, toileting and personal
hygiene.Review of Resident #1's ADL Flow Sheets (CNA documentation) dated 04/01/26 through
04/13/26 indicated that for the following shifts, documentation on the flow sheets was
incomplete:-7:00 A.M. to 3:00 P.M. 9 days (out of 13 days) all ADL care areas were left blank.-3:00
P.M. to 11:00 P.M. 3 days (out of 13) all ADL care areas were left blank.-11:00 P.M. to 7:00 A.M. 2 (out
of 13) all ADL care areas were left blank. Resident #2 was admitted to the Facility in September 2023,
diagnoses included vascular dementia, hypertension, and depression.Review of Resident #2's MDS
assessment dated [DATE] indicated he/she required various levels of staff assistance with his/her
ADLs including but not limited to bathing, dressing, grooming, transfer, toileting and personal
hygiene.Review of Resident #2's CNA Flow Sheet for the Month of April 2026 indicated that for the
following shifts, documentation on the flow sheet was incomplete: -7:00 A.M. to 3:00 P.M.-16 days
(out of 30 days) all ADL care areas were left blank.-3:00 P.M. to 11:00 P.M.-2 (out of 30 days) all ADL
care areas were left blank.-11:00 A.M., to 7:00 A.M.- 4 (out of 30 days) all ADL care areas were left
blank.During an interview on 05/12/26 at 3:05 P.M., CNA #2 said CNAs are responsible for
documenting care every shift.During an interview on 05/12/26 at 4:40 P.M., the Director of Nursing
said CNAs should document care every shift, but she realized that there had been omissions in
documentation.
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