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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
interview and document review, the facility failed to ensure steroid medication was given in
accordance with physician orders for 1 of 3 residents (R1) reviewed. R1 had a history of long-term
steroid use and multiple complex medical conditions. R1 had orders from the hospital for prednisone
(a steroid medication) which were not correctly transcribed into the care center record (EMR) causing
at least one missed dose. This error contributed to R1 developing an adrenal crisis and being
hospitalized which constitutes actual harm. However, the facility took corrective actions on 7/24/26
prior to the onsite investigation, so these findings are issued at past non-compliance (PNC). Findings
include:R1's quarterly Minimum Data Set (MDS), dated [DATE], identified R1 had moderate cognitive
impairment along with multiple medical conditions including anemia, high blood pressure, diabetes
mellitus, hypothyroidism (condition where thyroid gland doesn't make enough thyroid hormone), and
unspecified adrenocortical insufficiency (condition where adrenal glands do not make enough
hormones, like cortisol, but the specific underlying cause had not yet been identified). R1's After
Discharge Orders, dated 7/21/26, identified R1 was hospitalized on [DATE] and was being
discharged to the care center. R1 was listed in stable condition and free of communicable disease.
The orders listed R1's medications for the care center which included prednisone 5 milligrams (mg)
tablets with a corresponding taper dose schedule including 17.5 mg daily for 14 days, 15 mg daily for
30 days, 12.5 mg daily for 30 days, then 10 mg daily thereafter. A start date was listed as 5/13/26,
and the diagnosis attached to the prednisone was, Sarcoidosis [inflammatory disease usually with
growth of tiny clumps of immune cells called granulomas, most commonly affecting the lungs, lymph
nodes, and skin] of other sites. Each page of the orders was signed by admission director (AD)-A.
However, R1's Medication Administration Record (MAR), dated 7/2026, identified R1's consumed
medications for the month period which lacked evidence the physician order for prednisone from the
hospital (dated 7/21/26) had been provided, given, or refused. The last recorded dose of prednisone
for R1 was 12.5 mg given on 7/10/26. R1's progress note, dated 7/21/26, identified R1 was
readmitted to the care center from the hospital. R1 was alert and oriented X4 and had edema to both
her upper and lower extremities. R1's progress note, dated 7/22/26, identified R1 was evaluated by
nurse practitioner (NP)-A at the care center. R1 was hospitalized on [DATE] for abdominal pain,
diarrhea, and elevated potassium levels. The hospitalization was complicated by urosepsis. She was
discharged back to the care center on 7/21/26. On this evaluation, R1 reported diffuse abdominal pain
that was minimal, denied chest pain and was agreeable to meet with nephrology to discuss
hemodialysis. NP-A placed some lab testing orders and a taper down of her current antidepressant
medication. R1's progress note, dated 7/23/26, identified R1 was evaluated by NP-A again on an
urgent basis. R1 had reported low blood pressures and was lethargic with no clear cause. R1 had no
increased pain, urine changes or bleeding and had completed treatment for the urosepsis identified
(continued on next page)
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while hospitalized prior. R1's diagnoses were reviewed and NP-A identified R1 as appearing to be
volume up (fluid) and, Adrenal insufficiency: On prednisone. Possibly contributory. A physical exam
recorded R1 as lethargic, pale and mildly diaphoretic with clear lung sounds, no acute rashes on her
skin, and having a regular heartrate and rhythm. R1 was sent to the ED for evaluation. R1's
Emergency Department Note, dated 7/23/26, identified R1 presented to the emergency department
(ED) for evaluation of general malaise. EMS reported R1's blood pressure was 70/40 at the care
center and R1 had a history of hospitalization due to sepsis and adrenal crisis. A physical exam was
completed which found normal heart rate and rhythm, lung sounds clear bilaterally and no evidence of
trauma. The medical decision making (MDM) outlined initial concerns for possible fluid overload given
R1's history of heart failure and her presentation was felt to be consistent with recurrent septic
shock/sepsis. R1 was admitted to the hospital. However, R1's History & Physical, dated 7/23/26 at
3:18 p.m., identified R1 had an extensive medical history including diabetes, adrenal insufficiency,
hypothyroidism, and sarcoidosis (on prolonged steroid taper). R1's blood pressure was low at the care
center and brought to the ED. In the ED, the blood pressure was even noted to have systolic pressure
in the 50's. R1 had been recently hospitalized (7/10/26 to 7/21/26) for hyperkalemia (elevated
potassium) and metabolic acidosis. R1 currently endorses malaise, chills and sweats, and shortness
of breath. R1's lab values were listed which included a lactate level (indicative of infection) of 1.5
which was within normal range. The physician recorded a main concern of septic shock versus
adrenal crisis versus cardiogenic shock. There was no clear source of sepsis infection but was
showing signs of volume overload so IV diuretics were stated. The chart then listed, Addendum . Med
rec [reconciliation] was done[,] and it appears there are several med errors that likely contributed to
the hypotension and adrenal crisis . Prednisone was not started at the nursing home therefore she
has been off steroids for 2 days likely contributing to adrenal insufficiency .R1's progress note, dated
7/24/26, identified the care center nurse contacted the hospital for an update on R1. R1 was in the
intensive care unit (ICU) for an admission diagnosis of adrenal crisis. The note added, [Name] RN
updated regarding missed dose of prednisone and discussed current med orders. This nurse spoke w/
[R1], notified [patient] of missed dose of prednisone. R1's (Facility) Medication Error Reconciliation
Form, dated 7/24/26, identified an error happened on 7/22/26, with handwritten description of the
error. R1's prednisone taper, as transcribed from the hospital orders, had been missed in transcription.
The report listed a section labeled, Outcome to Resident, with handwritten response, Hospitalization.
The provider was notified of the error on 7/24/26, and R1 was transferred to the hospital. The section
labeled, Investigation Summary ., identified R1 remained in the hospital and . is doing well, in ICU.
Drowsy but [alert and oriented] X4 and stable. Admitting DX [diagnosis] adrenal insufficiency. The
report labeled a section, Categories of Medication Errors, and marked this error as, Category C [error
occurred that resulted in hospitalization]. The facility determined this error was not reportable as an
allegation of neglect to the State agency (SA) as only a single dose had been missed and listed
follow-up actions which included changing the process for a triple check of admission orders. The
report was signed by the director of nursing (DON), nurse manager, and administrator. R1's
subsequent hospital records, dated 7/24/26 to 7/28/26, identified R1's subsequent admission and
ongoing care at the hospital, with multiple physician notes recording the adrenal crisis and/or
insufficiency being likely related to the omitted prednisone dosing at the care center. These
included:R1's Hospitalist Progress Note, dated 7/24/26, identified R1 was evaluated by the provider.
The note included, 7/24: with steroids, symptoms seem to have resolved. BP high normal. A primary
diagnosis of adrenal crisis was listed which reviewed the workup and history of evaluation thus far.
The note included the addendum about the missed medication but now added, After steroids restarted,
(continued on next page)
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patient appears to be back to normal. The hospital continued to address R1's multiple other health
conditions including edema and poor kidney function. R1's Nephrology Progress Note, dated 7/27/26,
identified R1 was evaluated for her chronic kidney disease while hospitalized . R1 admitted to the
hospital with significant hypotension in the setting of septic shock/adrenal crisis after stopping home
dose of prednisone. R1 also had acute kidney injury and volume overload. The note recorded an
impression which included, 5. Shock at admission likely from adrenal crisis from mixed [sic] doses of
prednisone. R1's Hospitalist Progress Note, dated 7/28/26, identified R1 remained in the hospital
after presenting to the ED from the care center with profound hypotension (low blood pressure) which
improved rapidly after IV steroid infusion adding, . her presentation was felt to be most consistent
with adrenal crisis related to inadequate outpatient steroid dosing rather than sepsis. R1's infection
work-up in the hospital remained unrevealing and IV antibiotics had been discontinued. R1 was also
found to have anemia and continued to have work-up completed on other medication conditions
including diffuse anasarca (extreme, generalized fluid swelling across body). R1 remained
hospitalized at the time of the onsite investigation (exited 7/29/26) and was unable to be
interviewed. When interviewed on 7/29/26 at 9:11 a.m., registered nurse (RN)-A explained all
medication administrations are completed using the five rights to ensure the correct dose, patient and
route. When a patient returns from the hospital, the orders are entered into the EMR by AD-A or a
nurse. The orders were then double checked by another nurse for accuracy before being listed as
?active.' RN-A stated they recalled having some education on this process just recently but were
unable to recall the exact date of that. If a medication error was discovered, then a form was
completed with the error information and the physician was updated. RN-A stated they had not had to
fill-out one of those forms for a long time and were unsure where they were located. When
interviewed on 7/29/26 at 10:11 a.m., AD-A verified their signature at the bottom of R1's After
Discharge Orders (dated 7/21/26) and stated they often entered orders into the care center record
before they were double-checked by the nurses. AD-A used the start date listed on the prednisone
(5/13/26) to initially enter the prednisone into the facility EMR, however, they forgot to add a field of
information which caused the screen to place a red-font warning at the top until it was correct. AD-A
then went to the provider to confirm the prednisone dose for R1 and returned to the computer but did
not see the red-colored warning. They clicked to save the order; however, it did not save due to the
warning which needed to be addressed. The order packet was then placed on the desk for the nurse,
who was RN-B, to double check and verify them. AD-A stated they were aware an error had occurred
with R1's prednisone as the hospital called the care center when they discovered it had happened and
told them. As a result, education had been provided and AD-A stated they were paying more attention
to orders and to ensure no warnings were displayed with the saved orders in the EMR. On 7/29/26 at
10:29 a.m., NP-A was interviewed and recalled sending R1 to the ED on 7/23/26. R1 had developed
low blood pressure and almost appeared septic aside from the abnormal low heartrate. She had been
deep lethargy and appeared really sick. NP-A stated they had seen R1 on 7/22/26 for an examination
and she looked fine then. NP-A stated they had received a notification after R1 was admitted to the
hospital about the medication error and explained when prednisone was abruptly stopped after being
taken, that it could cause a reduction in cardiac output and lead to low blood pressure and low heart
rates. Those symptoms were also possible in sepsis but usually only in severe cases. NP-A stated it
was hard to imagine a single missed dose of prednisone could cause the rapid change R1 had on
7/23/26, but if it were two or three missed doses, then a change like she demonstrated would be
more likely. NP-A then reviewed the hospital H&P (dated 7/23/26) which included the addendum of
the missed medication. NP-A stated dictation using words like contributing was the hospital's way of
(continued on next page)
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saying the missed medication was the most likely contributor to the event. NP-A stated upon review
of that documentation, the missed medication was possibly a pretty significant reason she was
hospitalized . NP-A added, It fits the picture. When interviewed on 7/29/26 at 11:05 a.m., RN-B
verified they were assigned to R1 on 7/21/26 when she returned from the hospital. RN-B stated R1
arrived back to the care center in the evening hours on 7/21/26 and recalled going through the orders
left on the desk by AD-A. RN-B stated they did not recall ever seeing the order for prednisone but had
since been told they missed it. RN-B stated they should have used the hospital orders to match
against the EMR orders once they had been entered. RN-B acknowledged the medication error and
explained, I think it was just an oversight on my part too. RN-B verified they had been provided
re-education on the expectations for order checking and expressed aloud, I can't have that happen
[again].On 7/29/26 at 11:19 a.m., the director of nursing (DON) was interviewed. DON verified
hospital return orders should be entered and then double checked by a nurse in the EMR. They should
then be checked on the night shift as a triple check. DON stated R1's orders on 7/21/26 should have
passed through three different people at the care center to help catch the error that happened. DON
stated R1 remained hospitalized and, to their knowledge, the final diagnosis was adrenal insufficient
and adrenal crisis. The hospital contacted the care center about the discovered medication error on
7/24/26. DON stated R1 would have had the 7/21/26 dose from the hospital, and the only dose they
could confirm she missed as the 7/22/26 dose. R1 had the change of condition so early on 7/23/26,
that she had not yet had her morning medications which is when the prednisone would have been
given (if it were transcribed). DON stated they then investigated the situation and verified the
medication error had happened but questioned if R1 was ever truly stable when she returned from the
hospital on 7/21/26. DON acknowledged the lack of any charting in the progress notes to show R1 as
lethargic or unwell until the 7/23/26 change of condition. DON stated they knew prednisone was a
medication which was important to take on time as it could cause side effects if abruptly stopped.
DON explained that since this incident happened, they had completed several steps to help prevent
reoccurrence including education to the nurses and auditing other recent readmissions to ensure their
orders were correctly entered and transcribed. They had found no further errors.When interviewed on
7/29/26 at 11:50 a.m., the consulting pharmacist (CP) stated prednisone was an intermediate acting
steroid medication but was hard to say from a pharmacist's standpoint if a single missed dose could
cause that rapid of decline or not. CP stated they didn't feel missing just a single dose could cause a
major clinical change, however, CP added they were unsure of R1's exact clinical background or other
medical conditions. Prednisone had a biological half-life (duration of action and tissue effect) of 12 to
36 hours so there would likely still be some, although reduced, medication in the body with just one
missed dose. A National Library of Medicine article, titled Prednisone, dated 4/2025, identified the
elimination half-life of prednisone was 3 to 4 hours in an adult. The facility Medication and Treatment
Orders policy, dated 2/2024, identified orders would be consistent with principles of safe and
effective order writing. Medications would be administered only by people licensed and authorized to
do so. The policy identified orders for medications would be . transcribed accurately and in a timely
manner. However, the policy lacked specific information on how orders would be double-checked or
audited. The PNC harm-level finding was corrected on 7/24/26 prior to the onsite investigation exited
on 7/29/26. The facility took multiple actions to correct the non-compliance including education to
direct care staff, auditing other residents for medication errors, and reviewing their systems to reduce
the risk of repeated incidence. A sample of other residents was reviewed as part of the investigation,
and no additional errors were identified.

74245164

10/09/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

245164 07/29/2026

The Villas at New Brighton 825 First Avenue Northwest
New Brighton, MN 55112

F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and document review, the facility failed to ensure an allegation of potential neglect of
healthcare was reported to the State agency (SA) for 1 of 1 resident (R1) reviewed who had a
significant medication error resulting in an adrenal crisis and hospitalization. Findings include: R1's
After Discharge Orders, dated 7/21/26, identified R1 was hospitalized on [DATE] and was being
discharged to the care center. R1 was listed in stable condition and free of communicable disease.
The orders listed R1's medications for the care center which included prednisone 5 milligrams (mg)
tablets with a corresponding taper dose schedule including 17.5 mg daily for 14 days, 15 mg daily for
30 days, 12.5 mg daily for 30 days, then 10 mg daily thereafter. A start date was listed as 5/13/26,
and the diagnosis attached to the prednisone was, Sarcoidosis [inflammatory disease usually with
growth of tiny clumps of immune cells called granulomas, most commonly affecting the lungs, lymph
nodes, and skin] of other sites.However, R1's Medication Administration Record (MAR), dated 7/2026,
identified R1's consumed medications for the month period and lacked evidence the physician order
for prednisone from the hospital (dated 7/21/26) had been provided, given, or refused. The last
recorded dose of prednisone for R1 was 12.5 mg given on 7/10/26.R1's progress note, dated 7/23/26,
identified R1 was evaluated by nurse practitioner (NP)-A on an urgent basis. R1 had reported low
blood pressures and was lethargic with no clear cause. R1's diagnoses were reviewed and NP-A
identified R1 as appearing to be volume up (fluid) and, Adrenal insufficiency: On prednisone. Possibly
contributory. A physical exam recorded R1 as lethargic, pale and mildly diaphoretic with clear lung
sounds, no acute rashes on her skin, and having a regular heartrate and rhythm. R1 was sent to the
ED for evaluation.R1's (Hospital) History & Physical, dated 7/23/26 at 3:18 p.m., identified R1 had an
extensive medical history including diabetes, adrenal insufficiency, hypothyroidism, and sarcoidosis
(on prolonged steroid taper). R1's blood pressure was low at the care center and brought to the ED. In
the ED, the blood pressure was even noted to have systolic pressure in the 50's. The physician
recorded a main concern of septic shock versus adrenal crisis versus cardiogenic shock. There was
no clear source of sepsis infection but was showing signs of volume overload so IV diuretics were
started. The chart then listed, Addendum . Med rec [reconciliation] was done[,] and it appears there
are several med errors that likely contributed to the hypotension and adrenal crisis . Prednisone was
not started at the nursing home therefore she has been off steroids for 2 days likely contributing to
adrenal insufficiency .SEE F760 FOR ADDITIONAL INFORMATION.R1's (Facility) Medication Error
Reconciliation Form, dated 7/24/26, identified an error happened on 7/22/26, with handwritten
description of the error. R1's prednisone taper, as transcribed from the hospital orders, had been
missed in transcription. The report listed a section labeled, Outcome to Resident, with handwritten
response, Hospitalization. The provider was notified of the error on 7/24/26, and R1 was transferred
to the hospital. The section labeled, Investigation Summary ., identified R1 remained in the hospital
and . is doing well, in ICU. Drowsy but [alert and oriented] X4 and stable. Admitting DX [diagnosis]
adrenal insufficiency. The report labeled a section, Categories of Medication Errors, and marked this
error as, Category C [error occurred that resulted in hospitalization]. The facility determined this
error was not reportable as an allegation of neglect to the State agency (SA) as only a single dose
had been missed and listed follow-up actions which included changing the process for a triple check
of admission orders. The report was signed by the director of nursing (DON), nurse manager, and
administrator.The Centers for Medicare and Medicaid (CMS) Internet Quality Improvement and
(continued on next page)
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Evaluation System (iQIES) database was reviewed. There was no evidence that the missed
medication had been reported to the SA as an allegation of neglect despite the error causing an
adrenal crisis and contributing to her hospitalization. When interviewed on 7/29/26 at 11:19 a.m., the
director of nursing (DON) verified R1 sustained a medication error due to her prednisone not being
transcribed into the record system (EMR). They had since adjusted their process and reeducated staff
on expectations for order entry. DON stated that, for certain, only a single dose had been missed prior
to R1 being sent back to the hospital on 7/23/26. DON stated they did elevate this incident to
corporate oversight who then determined it was not reportable as it was only a single dose missed
and they felt that couldn't have caused the clinical change R1 demonstrated on 7/23/26. As a result,
it was not reported to the SA.When interviewed on 7/29/26 at 2:28 p.m., the administrator stated they
were out of the office when the incident happened, so questions on reporting it would have gone to
the corporate regional consultant. The administrator verified it was not reported to the SA but was
unsure of the rationale or insight into the decision-making on how that decision was reached. The
administrator stated they believed R1 had been transferred due to a change of condition and not the
medication error itself.The facility Abuse Prohibition/Vulnerable Adult Policy, dated 11/2025,
identified the definition of neglect as, . the failure of the facility, its employees or service providers to
provide goods and services to a resident that are necessary to avoid physical harm, pain, mental
anguish, or emotional distress. The policy directed allegations or suspicions of neglect which cause
serious bodily injury would be reported to the SA within 2 hours of learning of the allegation, or within
24 hours if the allegation did not result in serious bodily injury.
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Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments,
separately locked, compartments for controlled drugs.

Based on observation, interview, and document review, the facility failed to ensure medications were
labeled with current and accurate administration instructions to reduce the risk of medication error for
1 of 1 resident (R2) whose medication administration was observed.Findings include: R2's Order
Summary Report, signed 6/30/26, identified R2's current physician ordered medications and
treatments. This included an order for Propranolol HCL (medication used to treat high blood pressure,
chest pain, and tremors) 30 milligrams (mg) orally three times daily. The order had a start date
recorded as 2/4/2026. On 7/29/26 at 8:53 a.m., R2's medication administration was observed by
registered nurse (RN)-A who prepared the medications from a mobile cart. RN-A handed each
medication blister pack to the surveyor for review. The medications included one labeled Propranolol
10 mg tablets with label directions reading, Give three tablets (30 mg) per g-tube four times daily
before meals and at bedtime. The label had a dispense date recorded as 12/30/2025 and multiple
doses had already been removed from the blister pack prior to this observation. RN-A compared the
labeled medication to the Medication Administration Record (MAR) which directed 30 mg three times
daily (TID) by mouth. RN-A stated the label was wrong and listed the incorrect route for the
medication and incorrect frequency of administration. RN-A verified the dose just removed by them
was not the first one taken from the blister pack and stated incorrect labels should be addressed with
the pharmacy so a new, accurate one can be applied. RN-A stated an incorrect label could cause a
medication error. RN-A then continued to prepare R2's medications and gave them to R2 who was
seated outside in her wheelchair. R2 took the cup of prepared medications whole with water.
Following, at 9:05 a.m., R2 was interviewed and stated she had never even had a gastronomy tube so
was unsure where that direction on the label had come from. R2 stated she'd always taken her
medications orally.When interviewed on 7/29/26 at 11:19 a.m., the director of nursing (DON) stated if
a label is identified as wrong during the medication pass, the nurse should contact pharmacy and
verify the actual provider order in the chart. The pharmacy should then send a new label so the order
and label match. DON reiterated, Everything should match. DON verified R2 never had a g-tube and
stated she was unsure where that direction on the labeled came from. DON stated the label and order
should match to ensure correct instructions are followed and having an incorrect label could cause a
medication error. When interviewed on 7/29/26 at 11:50 a.m., the consulting pharmacist (CP) stated if
nurses find a label that is inaccurate, they should place a sticker over it that indicates referring to the
actual order. CP stated the facility should have those on hand to use. In the meantime, the nurse
should follow the actual order in the MAR as that is likely the correct one. CP stated the label and
order should match to help reduce discrepancy and the risk of medication error adding that a resident
getting an extra dose of Propranolol could cause their heart rate or blood pressure to drop. The facility
Medication Administration - General Guidelines policy, dated 5/2022, identified medications would be
checked using the five rights method before each administration. This included checking the label and
package and comparing them to the MAR. If the MAR and label are different, then the container should
be flagged right away and the order changes communicated to the pharmacy so the next supply of
medication can be labeled with current instructions. However, the policy did not identify how or what
to flag the label with to meet this step.
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