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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 2685659Based on interview and record review, the facility failed to 1.) ensure 
medications were administered in accordance with physician orders and 2.) accurately document the 
administration of medications for 6 out of 7 residents (Resident #1, #3, #4, #5, #7, and #8), reviewed for the 
provision of nursing services during medication administration.Findings:Resident #1 (R1)Review of an 
admission Record revealed R1 was a [AGE] year-old male, admitted to the facility on [DATE], with pertinent 
diagnoses which included: history of kidney transplant.Review of R1's Order Summary 
revealed:11/6/25-11/26-25 Tacrolimus ER Oral Tablet Extended Release 24 Hour Give 2 mg by mouth one 
time a day (anti-rejection medication).11/27/25-discharge Tacrolimus ER Oral Tablet Extended Release 24 
Hour Give 3 mg by mouth one time a day.Review of R1's Medication Error Incident Report dated 11/24/25 
revealed, Residents, Tacrolimus ER Oral Tablet Extended Release 24 hour 1 MG, was not given as the 
nurse did not see the medication in the pill packet nor saw the name on the MAR (Medication Administration 
Record) on any of the medication bottle(s) within the medication cart. There were three open medications of 
the same medication in three different spots in the medication cart drawer. Nurse did not feel confident that 
the medications were the same and held the medication, due to all bottles being opened, and names of 
meds not matching on the MAR .Review of Licensed Practical Nurse (LPN) D's Disciplinary Action form 
dated 12/1/25 revealed, (LPN D) did not give a resident their Tacrolimus medication on four separate 
occasions. This resulted in the resident's Tacrolimus trough levels being below the normal range which could 
result in increased risk of transplant rejection .Review of the Facility Reported Incident (FRI) dated 11/25/25 
revealed, .(LPN D) signed on the MAR that he administered the medication 11/19/25 & 11/20/25 however 
with him holding the medication on 11/24/25 (due to not finding the tablet in the med packs) he was 
questioned about the accuracy of the documented administration of the Tacrolimus (since he did not know 
that the Tacrolimus was dispensed in bottles when he couldn't find the medication on 11/24/25). The 
Tacrolimus level of [1.0] on 11/20/25 would directly correlate that he missed the dose on 11/19/25.The 
Facility substantiated that the Tacrolimus was not being given consistently with missed doses as described 
above impacting the Tacrolimus Levels.During an interview on 12/17/25 at 1:50 PM, the Director of Nursing 
(DON) reported that following the identification of the medication error for R1 a facility wide PIP 
(Performance Improvement Plan) was implemented to identify areas of weakness for licensed nurses and/or 
a system breakdown. The DON reported that med pass observations were ongoing and 1:1 education was 
completed when knowledge deficits or medication errors were identified. Additionally, education through the 
online education program was ongoing and a mandatory in person education/meeting was scheduled for 
January.Resident #3 (R3)Review of an admission Record revealed R3 was a [AGE] year-old male, admitted 
to the facility on [DATE], with pertinent diagnoses which included: quadriplegia.Review of R3's Order 
Summary dated 6/6/22 revealed, Valium Tablet 2 MG (diazePAM) *Controlled Drug* Give 2 mg by mouth 
four times a day for muscle spasticity related to OTHER MUSCLE SPASM. To be administered in the 
morning, midday, evening, and bedtime.Review of R3's Controlled Substance Log revealed that on 12/13/25 
the bedtime dose of valium was not documented as removed from the medication card (which would indicate 
the valium was not administered to the resident).Review of R3's December Medication Administration 
Record revealed that on 12/13/25 the bedtime dose of valium was documented as administered.Review of 
R3's Electronic Medical Record revealed no documentation and/or order for the withholding of the bedtime 
dose of valium.Resident #4 (R4)Review of an admission Record revealed R4 was an [AGE] year-old female, 
admitted to the facility on [DATE], with pertinent diagnoses which included: dementia with behavioral 
disturbances.Review of R4's Order Summary dated 8/1/25 revealed, LORazepam Concentrate 2 MG/ML 
*Controlled Drug* Give 0.25 ml by mouth every 12 hours for agitation AND Give 0.25 ml by mouth every 4 
hours as needed for agitation for 14 Days. To be administered at 8:00 AM and 8:00 PM.Review of R4's 
Controlled Substance Log revealed that on 12/7/25 the 8:00 PM dose of ativan was not ot documented as 
removed from the medication card.Review of R4's December Medication Administration Record revealed 
that on 12/7/25 the 8:00 PM dose of ativan was documented as administered.Review of R4's Electronic 
Medical Record revealed no documentation and/or order for the withholding of the 8:00 PM dose of ativan.
Resident #5 (R5)Review of an admission Record revealed R5 was an [AGE] year-old female, admitted to the 
facility on [DATE], with pertinent diagnoses which included: chronic pain.Review of R5's Order Summary 
dated 9/26/25 revealed, traMADol HCl Oral Tablet 50 MG (Tramadol HCl) *Controlled Drug* Give 2 tablet by 
mouth at bedtime for knee pain administer with a snack, max 6 tablets in 24 hours.Review of R5's Controlled 
Substance Log revealed:On 11/26/25 1 tablet of tramadol was documented as removed from the medication 
card (and not the prescribed 2 tablets).On 11/27/25 1 tablet of tramadol was documented as removed from 
the medication card.On 11/30/251 tablet of tramadol was documented as removed from the medication card.
On 12/1/25 there was no documentation that tramadol had been removed from the medication card. On 
12/5/25 1 tablet of tramadol was documented as removed from the medication card.On 12/6/25 1 tablet of 
tramadol was documented as removed from the medication card.Review of R5's November and December 
Medication Administration Record revealed that 2 tablets of tramadol were documented as administered to 
R5 on 11/26/25, 11/27/25, 11/30/25, 12/1/25, 12/5/25, and 12/6/25.Review of R5's Electronic Medical Record 
revealed no documentation and/or order for the withholding of the 12/1/25 bedtime dose of tramadol or the 
decreased (half) dose of tramadol on 11/26/25, 11/27/25, 11/30/25, 12/5/25, and 12/6/25.Resident #7 
(R7)Review of an admission Record revealed R7 was an [AGE] year-old female, admitted to the facility on 
[DATE], with pertinent diagnoses which included: orthostatic hypotension (a drop in blood pressure upon 
position change).Review of R7's Order Summary dated 9/12/25 revealed, Midodrine HCl Oral Tablet 5 MG 
(Midodrine HCl) Give 1 tablet by mouth before meals for orthostatic hypotension related to ORTHOSTATIC 
HYPOTENSION. Hold for systolic (top number of blood pressure) of greater than 110. To be administered at 
6:45 AM, 11:30 AM, and 5:00 PM.Review of R7's December Medication Administration Record (MAR) and 
Blood Pressure Summary revealed:On 12/4/25 R7's blood pressure was not assessed prior to the 11:30 AM 
and 5:00 PM dose of midodrine and the midodrine was held. Additionally, R7's 6:45 AM blood pressure 
assessment (121/74) was utilized/documented for the 5:00 PM dose of midodrine on the MAR.On 12/6/25 
R7's blood pressure was not assessed prior to the 6:45 AM or 11:30 AM dose of midodrine and the 
midodrine was held. On 12/7/25 R7's blood pressure was not assessed prior to the 11:30 AM dose of 
midodrine and the midodrine was held. On 12/9/25 R7's blood pressure was not assessed prior to the 5:00 
PM dose of midodrine and the midodrine was administered. Additionally, R7's 11:30 AM blood pressure 
assessment (107/71) was utilized/documented for the 5:00 PM dose of midodrine on the MAR.On 12/10/25 
R7's blood pressure was not assessed prior to the 11:30 AM dose of midodrine and the midodrine was held.
On 12/11/25 R7's blood pressure was not assessed prior to the 11:30 AM dose of midodrine and the 
midodrine was held. On 12/16/25 R7's blood pressure was not assessed prior to the 11:30 AM dose of 
midodrine and the midodrine was held. Review of R7's Electronic Medical Record revealed no 
documentation for the rationale for administering and/or holding the midodrine without first obtaining a blood 
pressure assessment or a rationale for not following the ordered parameters.During an interview on 
12/18/2025 at 9:07 AM, the DON reported that on 12/6/25 an orthostatic blood pressure assessment was 
completed for R7 (with no documented time) with the following results; 122/76 while down and 105/69 when 
up. The DON confirmed the results were not transcribed on the MAR for the midodrine administration.
Resident #8 (R8)Review of an admission Record revealed R8 was a [AGE] year-old male, admitted to the 
facility on [DATE], with pertinent diagnoses which included: hypertension (high blood pressure).Review of 
R8's Order Summary dated 11/20/25 revealed, Lisinopril Tablet 2.5 MG Give 1 tablet by mouth one time a 
day for Hypertension Hold for Systolic <100.Review of R8's December Medication Administration Record 
and Blood Pressure Summary revealed:R8's blood pressure was not obtained on 12/3/25 and the blood 
pressure obtained on 12/2/25 (150/82) was utilized/documented on the MAR. R8's lisinopril was 
administered on 12/3/25.R8's blood pressure was not obtained on 12/10/25 and the blood pressure obtained 
on 12/9/25 (115/81) was utilized/documented on the MAR. R8's lisinopril was administered on 12/10/25.
Review of R8's Electronic Medical Record revealed no documentation for the rationale for administering the 
lisinopril without first obtaining a blood pressure assessment.During an interview on 12/18/2025 at 9:07 AM, 
the DON and Assistant Director of Nursing confirmed the medication errors identified for R3, R4, R5, R7, and 
R8. The DON reported the expectation was for the licensed nurses to follow the standards of practice for 
medication administration and follow the professional standards of nursing practice as they were trained to 
do. The DON reported that the facility PIP and the mandatory in person education would be modified to 
include the additional sources of medication errors identified during the survey.Review of the facility policy 
Medication Administration last reviewed/revised 6/9/25 revealed, Medications are administered by licensed 
nurses as ordered by the physician and in accordance with professional standards of practice, in a manner to 
maintain safety and prevent contamination or infection.13. Obtain and record vital signs, when applicable or 
per physician orders. When applicable, hold medication for those vital signs outside the physician's 
prescribed parameters.18. Save the signed MAR (Medication Administration Record) after administered. For 
those medications requiring vital signs, record the vital signs onto the MAR.Review of Fundamentals of 
Nursing ([NAME] and [NAME]) 11th edition revealed, (Nurses) are also responsible for documenting any 
preassessment data required with certain medications such as a blood pressure measurement for 
antihypertensive medications or laboratory values, as in the case of warfarin, before giving the medication. 
After administering a medication, immediately document which medication was given on a patient's MAR per 
agency policy to verify that it was given as ordered. Inaccurate documentation, such as failing to document 
giving a medication or documenting an incorrect dose, leads to errors in subsequent decisions about patient 
care. [NAME], [NAME] A.; [NAME], [NAME] G.; Stockert, [NAME] A.; Hall, [NAME]. Fundamentals of Nursing 
- E-Book (pp. 643-644). Elsevier Health Sciences. Kindle Edition.Review of Fundamentals of Nursing 
([NAME] and [NAME]) 11th edition revealed, The National Coordinating Council for Medication Error 
Reporting and Prevention (2021) defines a medication error as any preventable event that may cause 
inappropriate medication use or jeopardize patient safety. Medication errors include inaccurate prescribing, 
administering the wrong medication, giving the medication using the wrong route or time interval, 
administering extra doses, and/or failing to administer a medication. Preventing medication errors is 
essential. [NAME], [NAME] A.; [NAME], [NAME] G.; Stockert, [NAME] A.; Hall, [NAME]. Fundamentals of 
Nursing - E-Book (p. 639). Elsevier Health Sciences. Kindle Edition.
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