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Based on observation, record review and weekly for a period of one month then,
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failed to assure all drugs were administered in In the future, the Rurse will ensure staff
compliance with physician's orders for 1 of 1 is properly trained on following client
client (#1) observed during medication parameters in regards to reporting vitals
administration. The finding is:
Observations on 11/13/19 in the group home at
7:10 AM revealed client #1 entering the
medication administration room for morning
medications. Further observations revealed staff
A assisting client #1 with a blood pressure check.
The results of the blood pressure check were
observed to be 125/86 with a pulse of 58.
Continued observations revealed client #1 to be
assisted with receiving medications which
included Toprol XL 50mg, one tablet and Lisinopril ‘
10mg, one tablet. Lisinopril and Toprol XL are
medications used to treat hypertension.
Review of the record for client #1 on 11/13/19
revealed physician orders dated 10/3/19, which
included orders for Toprol XL 50mg, one tablet at
8:00 AM and Lisinopril 10mg, one tablet at 8:00
AM. Further review of the physician orders
revealed parameters for client #1's blood
pressure to be checked twice daily before giving
medications. The instructions indicated that
nursing staff was to be notified if the client's blood
pressure was greater than 150/90 or less than
90/60, or if the pulse was greater than 110 or less
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than 60.
Interview with facility nursing staff on 11/13/19
indicated staff A should have contacted the on
call nurse prior to the administration of
medications because client #1's pulse was 59
(less than 60). Nursing staff confirmed staff did
not contact the on call nurse to notify of the pulse
rate as ordered. Further interview with the
nursing staff revealed that if staff A had reported
the low pulse as ordered, nursing staff would
have advised staff to not administer Toprol XL
50mg, one tablet and Lisinopril 10mg, one tablet.
Therefore, staff A failed to administer medications
in compliance with physician's orders.
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