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INITIAL COMMENTS 

Medilodge of Capital Area was surveyed for an 
Abbreviated survey on 3/5/25.

MI00150466 MI00150230 MI00150369

Census=115

 F0000
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SS= D

Quality of Care § 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the 
comprehensive assessment of a resident, 
the facility must ensure that residents receive 
treatment and care in accordance with 
professional standards of practice, the 
comprehensive person-centered care plan, 
and the residents' choices.
This REQUIREMENT is not met as 
evidenced by:

This citation pertains to intake #MI00150230

Based on observation, interview and record 
review, the facility failed to follow Physician's 
Orders for medications for one Residents 
(Resident #10) of 4 reviewed for physician orders.

Findings include:

Review of the medical record reflected R10 was 
admitted to the facility on 1/23/25, with 
diagnoses that included type two diabetes and 
cirrhosis of the liver. The Minimum Data Set 
(MDS), with an Assessment Reference Date 
(ARD) of 2/14/25, reflected R10 scored 15 out of 
15 (cognitively intact) on the Brief Interview for 
Mental Status (BIMS-a cognitive screening tool). 
R10 no longer resided in the facility.

 F0684
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Review of the physician orders revealed an order 
initiated on 1/26/25 for Lactulose oral solution 10 
grams (GM)/15 milliliters (ML) to be administers 
three times a day. 

Review of the Physician orders revealed an order 
initiated on 1/24/25 for Glimepiride Oral tablet 2 
milligrams (mg) to be administered one time a 
day and an order for Isosorbide Dinitrate oral 
tablet 10 mg to be administered three times a day.

Review of a Quality Assurance form dated 
1/29/25 revealed R10's family member had a 
concern stating "the following medications were 
not available, glimepiride, isosorbide, lactulose. 
All of [R10's] other medications were pulled from 
backup (backup supply).

Review of the Medication administration record 
for January confirmed R10's Lactulose, 
Glimepiride, and Isosorbide Dinitrate were not 
consistently administered on 1/28/25 and 1/29/25. 

Review of Nurses Note dated 1/29/25 at 5:53 PM 
revealed R10's glimepiride, lactulose, and 
isosorbide medications were delivered from 
pharmacy. 

Review of a Interdisciplinary Progress Note dated 
1/31/24 at 12:17 PM revealed R10 "did not get 
consistent doses of her lactulose, glimepiride, and 
Isosorbide since admission. Medications have 
been delivered now, and resident is on continuous 
monitoring ...".

Phone calls were placed to speak to the staff that 
did not provide the medication, however, phone 
calls were not returned by survey exit.

In an interview on 3/5/25 at 10:36 AM, Director 
of Nursing (DON) "B" stated that she had 
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discovered the concern when R10's family filled 
out a Quality Assurance form. DON "B" stated 
that she called the pharmacy regarding the 
missing medication and the pharmacy provided 
the facility with a STAT delivery of the missing 
medications. DON "B" stated that the expectation 
would have been to pull the medication from 
backup or ensure that the timely delivery of 
medication occurred. 

During the onsite survey, past noncompliance 
(PNC) was cited after the facility implemented 
actions to correct the noncompliance which 
included ensuring that all new admissions had 
received their medication per ordered, conducting 
facility wide education which included ensuring 
medications were available and notifying the 
Physician for missed medication doses, and 
auditing carts to ensure completeness. The 
concern was brought to Quality Assessment and 
Process Improvement to monitor compliance. The 
facility was able to demonstrate monitoring of the 
corrective action and maintained compliance. 
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