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Based on record review, interview, job description review, and policy review, the provider failed to ensure 
blood pressure medications were administered as ordered by the physician for one of one closed resident 
records (1) by three of three certified medication aides (CMAs) (C, D, and E). These errors in medication 
administration had the potential to impact the resident's health and well-being. Review of October 2025 
closed electronic medical review (EMR) revealed resident 1 was admitted to the facility 10/1/25 and 
discharged from the facility on 10/27/25 due to an unexpected death. He had primary diagnoses of type 2 
diabetes (unstable sugar levels in the blood), orthostatic hypotension (sudden drop in blood pressure when 
you stand up, which can cause dizziness, lightheadedness, or fainting), and weakness.Upon admission, he 
had physician orders to take Midodrine 5 milligrams (mg) twice a day for low pressure. This medication was 
ordered to be held if his systolic blood pressure (SBP) was greater than 135. Also, upon admission, he had 
physician orders to take Fludrocortisone 0.1mg daily for low blood pressure. This medication was ordered to 
be held if his SBP was greater than 140.Review of resident 1's October 2025 Medication Administration 
Record revealed Resident 1 had refused his Fludrocortisone and Midodrine once on 10/11/15.His Midodrine 
should have been held six times in October 2025 when he had a SBP greater than 135, according to the 
ordered parameters for the medication. On 10/4/25 his BP was 165/84, on 10/5/25 his BP was 174/98, on 
10/9/25 his BP was 139/81, on 10/14/25 his BP was 156/77, on 10/19/25 his BP was 206/60, and on 
10/23/25 his BP was 149/74 the medication should have been held according to the ordered parameters, but 
it was documented as administered.The Midodrine should have been given five times when he had a low 
blood pressure in October 2025 according to the ordered parameters. On 10/2/25 his BP was 93/62, on 
10/4/25 his BP was 66/53, on 10/7/25 his BP was 90/65, on 10/8/25 his BP was 66/63, and on 10/14/25 his 
BP was 71/62 and the medication was documented as not given but should have been according to the 
orders. His low blood pressures were not documented as rechecked until the next day for any of the times 
his Midodrine was held.His Fludrocortisone should have been held twice in October 2025 when he had a 
SBP greater than 140 according to the ordered parameters. On 10/4/25 his BP was 165/84, and on 10/14/25 
his BP was 156/77 and the medication should have been held but was documented as administered.
Interview and record review on 10/30/25 at 2:57 p.m. and 4:22 p.m. with director of nursing (DON) A 
revealed the check mark under the dates, in the row of medications for Midodrine and Fludrocortisone, on 
resident 1's October 2025 medication administration record (MAR), indicated that the medication was 
administered to the resident, and the initials indicated which staff administered the medication on those 
dates. She identified the three staff who administered resident the residents medication when it should have 
been held were CMAs C, D, and E. She stated, if a resident had blood pressure medication hold parameters 
ordered, she expected that the blood pressure (BP) would be checked prior to medication administration. If 
the resident's BP was out of the parameters, she would expect the medication not to be administered by the 
staff. If the resident's BP was not within parameters, per the policy, she would have expected the resident's 
physician to be notified each time. DON A confirmed the medication errors and the blood pressure policy had 
not been followed.Interview and record review on 10/30/25 at 4:25 p.m. with CMA C revealed that, when 
administering residents' medications that had BP hold parameters, she would check the resident's blood 
pressure, and if it was out of parameters, she would not administer the medication. If she were to have 
administered the medication and later noticed that the medication should not have been given, she would 
have reported it to the nurse. She was not aware she had administered medication twice in October 2025 to 
resident 1 when it should have been held.When checking the resident's vital signs, and they were not normal 
for the resident, she would notify the nurse. She was not aware of the facility's Blood Pressure Parameter 
Policy, and when she should notify the nurse related to blood pressure concerns. Interview on 10/30/25 at 
4:33 p.m. with RN B revealed, if she had noticed that a resident's medication was given that should have 
been held, she would have checked the resident's vital signs and followed the facility's medication error 
policy and notified the residents physician, the DON, and the resident's family.If a resident's BP was out of 
parameters, she would recheck the resident's BP after a few minutes, and if it was still out of parameters, 
she would notify the resident's physician. To know if the vital signs were out of parameters, she would look at 
the reference sheet that had the parameters listed on it, which was located at the nurses' station. Review of 
the provider's 8/6/13 medication aide job description revealed the CMA was responsible for observing 
symptoms and responses to medications and for reporting such to the charge nurse. They were to take and 
record vital signs, record and report observations and changes in [the] resident's condition to the charge 
nurse. They were responsible in notifying [the] charge nurse regarding med errors. All entries in [the] 
resident's chart must be co-signed by [the] charge nurse.Review of the providers' 8/6/13 registered nurses' 
job description revealed that they were to render professional nursing care to residents, be accountable for 
demonstrating the ability to identify and utilize quality resident care, observe and report symptoms and 
conditions of residents, and administer medications as prescribed by the resident's physician. Their essential 
job duties included to distribute medications accurately and safely.per physician order, participate and 
facilitate in resident care planning and shift records, maintain records reflecting resident conditions, 
medication and treatments, and supervise, assign duties, and provide leadership to all nursing staff.Review 
of the providers' 8/1/24 Blood Pressure and Blood Sugar Parameter Policy revealed the purpose was to 
ensure adequate blood pressure.parameters are reported and monitored by Physicians. The physician was 
to be notified when [a] blood pressure is greater than 180/110 or systolic is lower than 85.Review of the 
providers' 2/1/25 Medication: General Rules Policy revealed the provider expects all employees who 
administer medications to apply professional standards of care during the process of medication 
administration. To give medications only upon written orders of a physician. For medication errors, an 
occurrence report will be filed, the physician, Director of Nursing & POA [power of attorney] will be informed. 
The resident will be monitored for twenty-four (24) hours following the error. The Director of Nursing will 
review, follow-up/education and report medication errors at the QA [quality assurance] meeting.
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