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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44294
or potential for actual harm
Based on interview and record review, the facility failed to ensure Midodrine10 mg ([mg] unit of

Residents Affected - Few measurement) (medication to treat low blood pressure) was held (not administered) in accordance with the
written physician's order for one of three sampled residents (Resident 1.)

This deficient practice had the potential to increase Resident 1's blood pressure beyond the normal range
(normal range: 90/60 millimeters of mercury [mmHg] to 120/80 mmHg) resulting to complications like stroke.

Findings:

1). During a review of Resident 1's Admission Record, the Admission Record indicated Resident 1 was
admitted to the facility on [DATE]. Resident 1's diagnoses included type 2 diabetes mellitus (high blood
sugar) and hypotension (low blood pressure.)

During a review of Resident 1's Minimum Data Set ([MDS] a standardized care screening and assessment
tool) dated 7/8/2024, the MDS indicated Resident could rarely or never was able to understand and be
understood by others. The MDS indicated Resident 1 was dependent and required a two or more person's
assist with activities of daily living (ADLs) such as oral hygiene, toileting hygiene, shower/bathe self, upper/
lower dressing, and personal hygiene.

During a review of Resident 1's Order Sheet dated 7/2/2024, the Order Sheet indicated Midodrine HCL
(medication to treat low blood pressure) oral tablet 10 mg via gastric tube ([GT] a tube surgically placed into
the stomach for medication and nutrition administration) every 8 hours for hypotension. The order sheet
indicated to hold the dose if systolic blood pressure ([SBP] pressure in the blood vessels when the heart
pumps blood) is greater than (>) 110 mmHg.

During a review of Resident 1's Medication Administration Record (MAR) for the month of July 2024, the
MAR indicated Resident 1's Midodrine was not held as indicated in the order sheet on:

1. 7/4/2024 at 10:00 p.m. with a systolic blood pressure of 115.
2.7/5/2024 at 10:00 p.m. with a systolic blood pressure of 114.
3. 7/6/2024 at 10:00 p.m. with a systolic blood pressure of 116.
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F 0658 During a concurrent interview and record review on 8/22/2024 at 1:46 p.m., with Licensed Vocational Nurse
(LVN 1), the Midodrine MAR on 7/4/2024, 7/5/2024 and 7/6/2024 were reviewed. LVN 1 stated the order for
Level of Harm - Minimal harm or midodrine was to hold if SBP >110 and the nurse administered the midodrine on 7/4/2024 to 7/6/2024 at
potential for actual harm 10:00 p.m., which should have been held.

Residents Affected - Few During an interview on 8/22/2024 at 3:00 p.m., with the Director of Nursing (DON), the DON stated the
nursed did not follow the order for midodrine. The DON stated, the Midodrine should have been held when
the blood pressure was over 110. The DON stated not holding the Midodrine could cause high blood
pressure and possibly stroke.

During a review of the facility's policy and procedure (P&P) titled, Medication Administration, dated 4/2008,
the P&P indicated medications should be administered as prescribed, in accordance with good nursing
principles and practices. The P&P indicated, medication is administered in accordance with the written
orders of the attending physician.
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