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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure residents were free from significant medication errors 
for one of three residents (Resident #1) reviewed for medication errors. The facility failed to ensure Resident 
#1's blood pressure/pulse altering medications (Midodrine) was not given outside of the scheduled time 
parameters for the month of November 2025 per the physician's orders. This failure could place residents at 
an increased risk for complications such as decreased blood pressure, decreased pulse, exacerbation of 
symptoms and disease process, and potential hospitalization.The findings include:Record review of Resident 
#1's face sheet dated 11/18/25 reflected an [AGE] year-old-female with an original admission date of 
12/06/23. Resident #1 had diagnoses which included Type 2 diabetes (insufficient insulin production in the 
body), Dementia (the loss of cognitive functioning that interferes with daily life and activities), high blood 
pressure, coronary artery disease (narrowing or blockage of your coronary arteries) and acute kidney failure. 
Record review of Resident #1's care plan with an initial date of 01/15/24, and a revision on 07/18/25 
reflected:Resident #1 has coronary artery disease r/t lifestyle choices and high blood pressure. Interventions 
included:Administer hypotension medications as ordered by MD. Monitor for side effects and effectiveness.
Record review of Resident #1's physician orders dated 09/04/25 reflected:Midodrine Tablet 10 MGGive 1 
tablet by mouth three times a day for Hypotension. Hold if SPB 130 or above. No doses should be given after 
evening meal or within 4 hours of bedtime. Record review of Resident #1's annual MDS dated [DATE] 
reflected a BIMS score of 5 which indicated (severe cognitive impairment). Record review of Resident #1's 
blood pressure log reflected Midodrine was given on the following dates and times: the blood pressures 
reflected Resident #1's reading prior to medication administration. Dinner was noted to be served beginning 
at 5:00pm. 11/02/25 at 9:09pm11/05/25 at 8:43pm11/06/25 at 8:40pm11/07/25 at 8:50pm11/08/25 at 
9:21pm11/12/25 at 8:29pm11/13/25 at 8:57pm11/14/25 at 8:33pm11/17/25 at 8:31pmAttempted interview on 
11/18/25 at 11:36am, Resident #1 was non-interviewable. In an interview on 11/18/25 at 12:14pm, MA A 
stated dinner was served around 5:00pm. MA A stated Resident #1's Midodrine could be given an hour 
before or after 5:00pm. MA A stated if the orders stated do not give after the evening meal, then it should not 
be administered after 6:00pm since the medication was scheduled for 5:00pm. MA A stated if the medication 
was not given as prescribed, Resident #1's blood pressure could drop or become too high. MA A stated 
sometimes when logging blood pressures, the system did not allow MA's to input the blood pressure reading 
and the nurse must be informed so the blood pressure could be documented. MA A stated it was important 
to document accurate times and blood pressure readings to see if there was a pattern and if medication 
needed to be adjusted. MA A stated she did not know why Resident #1's Midodrine medication was given 
outside of prescribed parameters. In an interview on 11/18/2025 at 12:54pm, the DON stated dinner was 
served between 5:00pm and 5:45pm. The DON stated the medication Midodrine was scheduled for 5:00pm 
and could be given an hour before or an hour after. The DON stated the medication should not have been 
given after 6:00pm per physician orders. The DON stated she did not know if staff were signing out the 
medication late or if it was being given at the time documented. The DON stated it was important to 
accurately document the times of medication administration so Resident #1's blood pressure could be 
tracked and trended and to see if medication needed to be held. The DON stated all MA's and nurses should 
be following the physician orders. The DON stated if the medication was not given as prescribed, Resident 
#1 could become hypotensive (low blood pressure) or hypertensive (high blood pressure). The DON stated 
audits were conducted daily and monthly, but the system did not alert them if the medication was given late. 
The DON stated staff were checked off on administering medication randomly and annually to make sure 
they knew the Rights of Administration.Record review of the facility's Medication Administration policy dated 
10/24/22 reflected: PolicyMedications are administered by licensed nurses, or other staff who are legally 
authorized to do so in this state, as ordered by the physician and in accordance with professional standards 
of practice, in a manner to prevent contamination or infection. Policy of Explanation and Compliance 
Guidelines:8. 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. 11. Compare medication 
source (bubble pack, vial, etc.) with MAR to verify resident name, medication name, form, dose, route, and 
time. Record review of the facility's Documentation in Medical Record policy dated 10/24/22 reflected: 
Policy:Each resident's medical record shall contain an accurate representation of the actual experiences of 
the resident and include enough information to provide a picture of the resident's progress through complete, 
accurate, and timely documentation. Policy Explanation and Compliance Guidelines:3. Principles of 
documentation include, but are not limited to:a. Documentation shall be factual, objective, and resident 
centered. i. False information shall not be documented.b. Documentation shall be accurate, relevant, and 
complete, containing sufficient details about the resident's care and/or responses to care.c. Documentation 
shall be timely and in chronological order. e. Record date and time of entry.4. When documentation occurs 
after the fact, outside acceptable time limits, the entry shall be clearly indicated as late entry.
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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 
interviews and record review, the facility failed to, in accordance with accepted professional standards and 
practices, maintain clinical medical records on each resident that were complete and accurately documented 
for one of three residents (Resident #1) reviewed for medical records.The facility failed to ensure Resident 
#1's vital signs were documented in the MAR from 10/01/25 to 10/24/25.This failure could place residents at 
risk for errors in care and treatment.The findings include:Record review of Resident #1's face sheet dated 
11/18/25 reflected an [AGE] year-old-female with an original admission date of 12/06/23. Resident #1 had 
diagnoses which included Type 2 diabetes (insufficient insulin production in the body), Dementia (the loss of 
cognitive functioning that interferes with daily life and activities), high blood pressure, coronary artery disease 
(narrowing or blockage of your coronary arteries) and acute kidney failure. Record review of Resident #1's 
care plan with an initial date of 01/15/24 and a revision on 07/18/25 reflected:Resident #1 has coronary 
artery disease r/t lifestyle choices and high blood pressure. Interventions included:Administer hypotension 
(low blood pressure) medications as ordered by MD. Monitor for side effects and effectiveness.Record 
review of Resident #1's physician orders dated 09/04/25 reflected:Midodrine Tablet 10 MGGive 1 tablet by 
mouth three times a day for high blood pressure. Hold if SPB 130 or above. No doses should be given after 
evening meal or within 4 hours of bedtime. Record review of Resident #1's annual MDS, dated [DATE], 
reflected a BIMS score of 5 which indicated (severe cognitive impairment). Record review of Resident #1's 
MAR reflected vital signs were not documented from 10/01/25 to 10/24/25.In an interview on 11/18/25 at 
12:14pm, MA A stated sometimes when logging blood pressures, the system did not allow MA's to input the 
blood pressure readings and the nurse must be informed so the blood pressure could be documented. MA A 
stated it was important to document accurate times and blood pressure readings to see if there was a pattern 
and if medication needed to be adjusted. In an interview on 11/18/2025 at 12:54pm the DON stated it was 
important to accurately document vitals were taken so Resident #1's blood pressure could be tracked and 
trended and to see if medication needed to be held. The DON stated all MA's and Nurses should be 
following physician orders and documenting vital signs when they were taken to ensure accuracy. The DON 
stated staff were checked off on administering medication randomly and annually to make sure they knew 
the Rights of Administration. Record review of facility's Documentation in Medical Record policy, dated 
10/24/22, reflected: Policy:Each resident's medical record shall contain an accurate representation of the 
actual experiences of the resident and include enough information to provide a picture of the resident's 
progress through complete, accurate, and timely documentation. Policy Explanation and Compliance 
Guidelines:3. Principles of documentation include, but are not limited to:a. Documentation shall be factual, 
objective, and resident centered.i. False information shall not be documented.b. Documentation shall be 
accurate, relevant, and complete, containing sufficient details about the resident's care and/or responses to 
care.c. Documentation shall be timely and in chronological order. e. Record date and time of entry.4. When 
documentation occurs after the fact, outside acceptable time limits, the entry shall be clearly indicated as late 
entry.
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