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Immediately tell theresident, theresident's doctor, and a family member of situations

(injury/decline/room, etc.) that affect theresident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents. Based on interviews and record review

the facility failed to provide change of condition notification to one Resident's (R83) representative when he transferred

to the hospital. Findings included: - R83's electronic medical record (EMR) documented [DIAGNOSES REDACTED]. The Five Day
Minimum (MDS) data set [DATE] documented a Brief Interview for Mental Status score of 2, which indicated severely impaired
cognition. The baseline Care Plan dated 06/10/20 documented R83 had short and long- term memory deficits. He required
extensive staff assistance for his Activities of Daily Living and uses awheelchair for locomotion. He was at risk for

falls due to multiple medications, gait problems, impaired balance, age, and dementia (progressive mental disorder

characterized by failing memory, confusion). The Progress Note dated 06/12/20 at 07:08 AM documented R83 was found on the
floor in asupine (lying horizontally on the back) next to the closet with his feet facing the doorway. He was unable to

tell the staff what had happened. Range of motion to legs and arms was at his normal range. He did not complain of pain at
thetime. His pupils were nonreactive to light, with the right eye noted to be very dry. No active bleeding was noted. He

was noted to be fatigued and restless. The doctor was notified, and an order was received to send R83 to the hospital for

further evaluation. The Director of Nursing was notified. R83's representative was unable to be reached. The oncoming shift was
notified to attempt to reach his representative later. The EMR lacked documentation for further attempts to contact

R83's representative. On 07/29/20 at 11:32 AM Social Service Designee X stated she provides written notification to the
resident and representative regarding hospital discharges. On 07/30/20 at 10:48 AM Licensed Nurse (LN) G stated when she
received an order to send aresident to the hospital for evaluation, she sent the resident even if she was unable to reach

the resident's representative. On 07/30/20 at 12:37 PM Administrative Nurse D stated she was notified of the inability to

reach R83's representative. She expected another attempt to be made later in the day and the attempt to be documented. The
facility's Responding To Medical Emergencies policy dated 02/29/16 documented the LN notified the resident's legally
responsible party to inform them of the change in condition and any subsequent physician orders. The facility failed to

notify R83's representative of hisfall and subsequent transfer to the hospital.

Develop the complete care plan within 7 days of the comprehensive assessment; and

prepared, reviewed, and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents. Based on observation, interviews, and

record review the facility failed to update the care plan to reflect change in code status for Resident (R) 32. Findings

included: - The [DIAGNOSES REDACTED)]. The Annual Minimum Data Set ((MDS) dated [DATE] revealed R32 had a Brief
Interview

for Mental Status (BIMS) score of 10 which indicated moderate cognitive impairment. R32 required total dependence with two
staff assistance for bed mobility, toileting, and transfers. R32 required total dependence with one staff for locomotion,

dressing, eating, and persona hygiene. The Quarterly MDS dated [DATE] revealed R32 had a BIMS score of 13 which indicated
cognitively intact. R32 required total dependence with two staff assistance for transfers, total dependence with one staff
assistance for locomotion, dressing, eating, and personal hygiene. The Cognitive Loss'Dementia Care Area assessment dated
[DATE] revealed R32 had some cognitive deficits which may have impaired his ability to adequately communicate his needs and
wants. The Care Plan revised on 12/05/2019 documented R32 was a Full Code (a technique of basic life support for the

purpose of oxygenating the brain and heart until appropriate medical treatment can restore normal heart and ventilation

action) and directed staff to honor R32's preference for full code. The Orders tab of R32's EMR documented an order with

start date 05/21/20 for DNR (Do not resuscitate (DNR)- or no code, awritten legal order to withhold cardiopulmonary
resuscitation, in respect of the wishes of a person in case their heart stopped or they stopped breathing). The signed DNR

form was present in R32's physical chart. An observation on 07/30/20 at 08:48 AM revealed R32 laid in bed, activities

director told R32 jokes at bedside. On 07/30/2020 at 10:48 AM, Licensed Nurse (LN) G stated aresident's code status wasin the
EMR and in the chart. She stated if a code status was changed the Assistant Director of Nursing updated the care plan.

On 07/30/2020 at 12:27 PM Administrative Nurse D stated code status was in the EMR and DNRs are in the physical chart. She
stated the MDS coordinator updated the care plans. The Individualized Care Plan policy effective date 02/29/2016 directed
facility the comprehensive care plan included any services that were not provided due to the resident's exercising of

rights including the right to refuse treatment. The facility failed to update the care plan to reflect the change in code

status. This placed R32 at risk for not having his wishes regarding resuscitative measures honored.

Ensure necessary infor mation is communicated to theresident, and receiving health care

provider at the time of a planned dischar ge.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents. Based on interviews and record review

the facility failed to document a recapitulation of the facility stay upon discharge from the facility for Resident (R) 35

sampled for discharge. Findings included: - The [DIAGNOSES REDACTED]. R35's Admission Minimum (MDS) data set [DATE]
documented a Brief Interview for Mental Status (BIMS) score of 12, which indicated moderately impaired cognition. He

required limited to extensive staff assistance with his Activities of Daily Living (ADLS). The ADL

Functional/Rehabilitation Potential Care Area assessment dated [DATE] documented R35 required staff assistance for his ADLs due
to his diagnoses. The Care Plan dated 12/12/19 documented R35's goal was to be discharged  to home but, due to

continuing decline in his condition he required a setting which was able to meet and accommodate his needs. The physician's orders
[REDACTED]. His belongings and medications were given to his mother. He was transported by the other facility's

service. Follow up instructions and education were provided to the admitting facility. The Transfer/Discharge Summary tab

of the EMR documented, under Line 6, the recapitulation of stay must include diagnoses, course of illness/treatment and

progress with therapy, pertinent lab, radiology, and consultation results. Facility staff documented only follow up care to follow at
facility of choice. The form lacked a full recapitulation of R35's stay On 07/30/20 at 10:48 AM Licensed Nurse G

stated residents and their representatives were educated on the process for transferring to another facility. She

documented transfers on the transfer/discharge section of the EMRs. There was a box to document which services and their
condition history residents had received prior to the transfer. On 07/30/20 at 12:37 PM Administrative Nurse D verified
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there was no recapitulation of R35's stay in the EMR. The facility's Transfer, Discharge, & Bed-Hold Notices policy dated
10/2/17 lacked documentation for the need for a recapitulation of the residents’ stays. The facility failed to document a
recapitulation of R35's facility stay after his discharge from the facility.

Provide appropriate treatment and car e accor ding to orders, resident's preferences and

goals.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents. Based on record reviews, observations,

and interviews the facility failed to ensure Resident (R)19 received treatment and care in accordance with professional

standards of practice when the facility failed to follow a physician's orders [REDACTED]. Findings included: - The

[DIAGNOSES REDACTED]. The Admission Minimum Data Set ((MDS) dated [DATE] documented a Brief Interview for Mental
Status

(BIMS) score of 15, which indicated intact cognition. R19 required extensive staff assistance with dressing. The Activity

of Daily Living (ADL) Functional/Rehabilitation Potential Care Area assessment dated [DATE] documented R19 required maximum
assistance with his ADLs. The Care Plan dated 10/28/19 documented R19 required compression stockings applied in the morning and
removed at bedtime. He had [MEDICAL CONDITION] (swelling) to both legs. The EMR documented a physician's orders
[REDACTED]. The EMR also documented an order for [REDACTED]. The TAR documented compression stockings were applied
to R19

on 07/28/20 and 07/29/20. On 07/28/20 at 02:05 PM R19 rested in his bed. He had no compression stockings on. There was no
[MEDICAL CONDITION] noted to hislegs. On 07/28/20 at 03:30 PM R19 rested in his bed. He had no compression stockings on.
He stated the staff had not applied them today. On 07/29/20 at 02:30 PM R19 sat in his wheelchair with his legs elevated.

He had no compression stockings on. He stated sometimes the staff donned the stockings and sometimes they didn't. On

07/30/20 at 11:55 AM R19 rested in his bed. He had no compression stockings on. On 07/30/20 at 10:30 AM Certified Nurse

Aide (CNA) M stated the CNAs apply the residents’ compression stockings most of the time. On 07/30/20 at 12:19 PM Licensed
Nurse (LN) G stated the CNAs don the residents compression stockings and the nurses record the procedure. LN G stated she
assessed the resident to make sure the stockings had been donned prior to recording on the TAR. On 07/30/20 at 12:37 PM
Administrative Nurse D stated the CNAs are responsible for the donning of compression stockings. The procedure was recorded by
the nursesin the TAR. She expected the procedure to be done as it was documented. The facility lacked a policy for

following physician orders[REDACTED)]. The facility failed to ensure staff applied R19's compression stockings as directed

by the physician's orders[REDACTED].

Provide appropriate pressure ulcer careand prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents with one resident reviewed for pressure

ulcers (localized injury to the skin and/or underlying tissue usually over abony prominence, as aresult of pressure, or

pressure in combination with shear and/or friction). Based on observations, interviews, and record reviews, the facility

failed to follow wound care orders for Resident (R) 32 as ordered by the wound care center provider for a stage four (wound that
extends below the subcutaneous (beneath the skin) fat into deep tissues like muscles, tendons, and ligaments) pressure ulcer on the
resident's right buttocks/ischium (part of the hip bone). Findings included: - The [DIAGNOSES REDACTED]. The

Annual Minimum Data Set (MDS) assessment dated [DATE] revealed R32 did not have a pressure ulcer at the time of the
assessment but was at risk for development of a pressure ulcer. The Quarterly MDS assessment dated [DATE] revealed R32 had
astage four unhealed pressure ulcer. The Pressure Ulcer/Injury Care Area Assessment (CAA) dated 11/26/2019 revealed R32
was at increased potential for pressure ulcer/injury related to immobility, presence of catheter (soft hollow tube, which

is passed into the bladder to drain urine), incontinence of bowel (inability to control bowel movements) and dependence on
others for repositioning. The Care Plan dated 07/27/2020 documented the resident had a stage four pressure wound to right
ischium and directed facility to administer medications and treatments as ordered and monitor for effectiveness. The Orders tab of the
EMR documented an order with a start date of 07/27/20 to crust peri-wound (tissue surrounding a wound) with

stoma powder (nonmedicated powder that is designed to absorb moisture from raw and broken skin) and skin prep (a solution
when applied that forms a protective waterproof barrier on the skin) with every wound-vac (method of decreasing air

pressure around awound to assist the healing) dressing change every Monday, Wednesday, and Friday for wound care. Wound
care center orders from 07/22/20 provider visit directed staff to crust peri-wound with stoma powder and skin prep with

each dressing change. An observation on 07/27/2020 at 02:53 PM revealed Licensed Nurse (LN) G failed to crust peri-wound
with stoma powder and skin prep as ordered with wound-vac dressing change. An observation on 07/29/2020 at 04:01 PM
revealed LN G failed to crust peri-wound with stoma powder and skin prep as ordered with wound-vac dressing change. On
07/29/2020 at 03:58 PM LN G stated there was a new order for stoma powder but that it was for R32's peri-area rash. She

stated R32 did not have any other wounds. On 07/30/2020 at 09:10 AM Administrative Nurse E stated the nurses review new
orders from the wound clinic and that she reviewed the orders on weekly wound assessments. She stated she had not seen the
most recent order from R32's last wound clinic visit. On 07/30/2020 at 10:48 AM LN G stated when the resident came back
from the wound clinic, the nurse put new orders in the computer, notified the wound nurse of the new order, and gave a copy to the
facility provider. On 07/30/2020 at 12:27 PM Administrative Nurse D stated the charge nurse verified any new orders

from the wound clinic and the wound nurse made sure it was in place. On R32's new order for stoma powder peri-wound, she
expected staff to put it around the outside of the wound. The facility failed to provide a policy for wound care and wound

care orders. The facility failed to follow wound care orders from wound care clinic for R32's stage four pressure ulcer

which had the potential for a prolonged healing process and possible complications.

Ensurethat a nursing home area is free from accident hazar ds and provides adequate

supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Thefacility identified a census of 12 residents. The sample included 12 residents with three residents sampled for

accidents. Based on observations, interviews, and record reviews the facility failed to ensure staff implemented

interventions to prevent injury from falls when staff failed to provide a floor mat asindicated in R2's plan of care. This deficient
practice placed R2 at risk for injury due to falls and/or accidents. Findings included: - R2's electronic medical record (EMR)
documented [DIAGNOSES REDACTED]. The 09/18/19 Admission Minimum Data Set (MDS) documented a Brief Interview
for Mental Status (BIMS) score of 99, which indicated severely impaired cognition. She required extensive staff assistance
with her Activities of Dally Living (ADLS). She was incontinent of bowel and bladder. She had no falls since her admission. The
Quarterly MDS dated [DATE] documented a BIMS score of one, which indicated severely impaired cognition. She required
extensive to total assistance with her ADLS. She had no falls since the prior assessment. The 09/19/19 Falls Care Area
Assessment documented R2 had increased potential for falls related to her gait and balance deficits and cognitive

impairment with poor safety awareness. The resident's Care Plan dated 12/04/19 documented R2 was at risk for falls related

to Alzheimer's [DIAGNOSES REDACTED]. She was provided with fall mats at her bedside, when she was in bed, to reduce the
risk for injury from falls. A Progress Note dated 12/3/19 documented R2 was found lying on the floor, face down with the

left side of her face touching the floor. She sustained a small abrasion to her right pointer finger, both knees were

reddened, her right big toe was bleeding, her left eyebrow was swollen, and her left upper cheek was red and tender to

touch. She was sent to the hospita for further evaluation. On 07/29/20 at 01:21 PM R2 was resting in bed with her eyes

closed. One side of her bed was against the wall. The bed wasin alow position. There was no floor mat noted beside the

bed. A small stool with rollers on it was next to the bed. On 07/29/20 at 03:25 PM R2 was resting in bed. The bed wasin

the low position. There was no floor mat beside the bed. The small stool with rollers on it was about 3 feet from the bed.

On 07/30/20 at 10:30 AM Certified Nurse Aide (CNA) M stated staff knew when residents were afall risk from staff report

and observations of the residents' movements. CNA M stated R2 required her bed to bein alow position and a floor mat

placed beside her bed to help prevent injury from falls. On 07/30/20 at 10:48 AM Licensed Nurse G stated an immediate
intervention was started by the nurse on duty after a resident fall. The comprehensive care plan was then revised by the
administrative staff. On 07/30/20 at 12:37 PM Administrative Nurse D stated falls are investigated to analyze the root

cause of the fall and care plan interventions are implemented. She expected the floor mat to be placed by R2's bedside when the
resident was in bed. The undated Fall Management Program v 1.0 documented the fall investigation ensured the residents
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comprehensve care plans were adjusted as needed. The facility's Individualized Care Plan policy dated 11/1/17 documented
the residents' comprehensive care plans were revised with significant changes in the residents’ conditions. The facility

failed to ensure a floor mat was placed beside R2's bed, while she rested in bed. This deficient practice failed to ensure

her environment was free from accident hazards, as di rected by her comprehensive care plan. This had the potential for
unnecessary injuries associated with afall.

Ensurethat feeding tubesare not used unlessthereisa medical reason and theresident

agrees; and provide appropriate carefor aresident with a feeding tube.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12. The sample included 12 residents with one resident reviewed for feeding tube (tube

for introducing high calorie fluids into the stomach). The facility failed to provide appropriate care and services to

prevent complications of enteral feedings when staff failed to date and time the feeding tube administration tubing and

feeding formulabag for Resident (R) 32. Findings included: - The [DIAGNOSES REDACTED]. The Annual Minimum Data Set
((MDS)

dated [DATE] revealed R32 did not have a feeding tube at the time of the assessment. The Quarterly MDS dated [DATE]
revealed R32 had a feeding tube and received 51% or more of total calories through feeding tube. The Nutritional Status

Care Area Assessment (CAA) dated 11/26/2019 indicated R32 required assistance with meals. The Care Plan initiated
05/21/2020, revision on 06/15/2020 documented R32 required tube feedings related to [MEDICAL CONDITION]. He was dependent
with tube feedings and water flushes ordered by the physician. The Orders tab of the EMR documented an order with a start

date of 07/09/2020 for enteral feeding (tube feedings) of Fibersource (feeding tube formula) HN (high nutrition) at 60

milliliters (mL) per hour every shift. An observation on 07/27/2020 at 09:11 AM revealed R32's feeding tube administration
tubing and feeding formula bag was not dated/timed. An observation on 07/30/20 at 08:30 AM revealed the feeding tube
administration tubing and feeding formula bag was not dated/timed, R32 was receiving feeding formula through administration
tubing at 60 mL per hour. On 07/30/2020 at 10:48 AM Licensed Nurse (LN) G stated the tube feeding bags and tubing are
changed on night shift and are dated. On 07/30/2020 at 12:27 PM Administrative Nurse D stated she expected staff to change
tube feeding bags every 24 hours and to date/initial the tubing and bag. The procedural guideline Care of Gastrostomy or
Jejunostomy (surgical creation of an opening through the skin at the front of the abdomen and the wall of the jejunum (part of the
small intestine)) Tube dated 2014 did not address dating the feeding administration tubing or formula bag. The

facility failed to date and time feeding tube administration tubing and feeding formula bag for R32 which had the potential for
administration of unsafe equipment and unwarranted physical complications.

Provide safe, appropriate pain management for a resident who requires such services.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents. Based on observations, interviews, and

record reviews, the facility failed to assess Resident (R) 32's pain before, during, and after wound dressing change.
Findingsincluded: - The[DIAGNOSES REDACTED)]. friction ) of right buttock/ischium (part of the hip bone) stage four. The
‘Annual Minimum Data Set' (MDS) assessment dated [DATE] revealed R32 complained of pain rarely during the assessment period
and did receive PRN (as needed) pain medication. The Quarterly MDS assessment dated [DATE] revealed R32 denied the presence of
pain and did not receive PRN pain medication during the assessment period. The Cognitive Loss/Dementia Care Area
assessment dated [DATE] revealed R32 had some cognitive deficits which may have impaired his ability to adequately
communicate his needs and wants. The Care Plan dated 12/06/2020 documented the resident had a stage four pressure wound to
right ischium and directed facility to assess and treat pain before, during, and after wound care treatment. On the Orders

tab of the EMR, there was no order for pain assessment scheduled in the Medication Administration Record (MAR). An
observation on 07/27/2020 at 03:12 PM revealed Licensed Nurse (LN) G did not assess pain before, during, or after dressing
change. An observation on 07/29/2020 at 04:09 PM revealed LN G did not assess pain before, during, and after wound dressing
change. Aninterview on 07/27/20 at 09:11 AM R32 stated the wound on his buttocks became uncomfortable when he sat in the
wheelchair too long and he did not receive pain medication for it. An interview on 07/30/2020 at 12:27 PM Administrative
Nurse D stated every resident was assessed for pain every shift and pain was documented on the MAR. An interview on
07/30/2020 at 12:41 PM LN H stated that residents were assessed for pain every shift and the pain assessment was on the

MAR. The undated Pain Management Program directed that a pain assessment included current level of pain and pain
management. The facility failed to assess pain before, during, or after wound dressing change for R32 which placed R32 at

risk for increased pain, physical and psychosocial complications.

Ensure alicensed pharmacist perform a monthly drug regimen review, including the medical

chart, following irregularity reporting guidelinesin developed policies and procedures.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents. Five residents were sampled for

unnecessary medication review. Based on observations, record reviews, and interviews the facility failed to ensure the
Consultant Pharmacist (CP) identified and reported a blood pressure medication was given outside of the Primary Care
Provider's (PCP) ordered parameters for Resident (R) 14. Findings included: - The [DIAGNOSES REDACTED]. The Admission
Minimum Data Set (MDS) dated [DATE] documented a Brief Interview for Mental Status (BIMS) score of 15, which indicated
intact cognition. She required extensive to total staff assistance with her Activities of Daily Living (ADLS). The

Quarterly MDS dated [DATE] documented a BIMS score of seven, which indicated severely impaired cognition. She required
extensive to total staff assistance with her ADLs. The 08/14/19 ADL Functional/Rehab Potential Care Area Assessment
documented R14 required extensive assistance with self-care due to [MEDICAL CONDITION] (paralysis of one side of the body).
The Care Plan dated 08/22/19 documented R14 had altered cardiovascular status due to her [MEDICAL CONDITION] and
[MEDICAL

CONDITION]. The facility administered her medications. The physician's orders [REDACTED]. The Medication Administration
Record [REDACTED]. The monthly Medication Regimen Review (MRR) from August 2019 to June 2020 |lacked evidence the CP
notified the facility of Carvedilol given outside of ordered parameters for R14. On 07/28/20 at 02:22 PM R14 colored a

picture, as shelaid in bed. On 07/30/20 at 10:48 AM Licensed Nurse G stated she held the medication, notified the

physician, and documented the information in the progress notes when aresident's blood pressure was below physician

ordered parameters. On 07/30/20 at 12:27 PM Administrative Nurse D stated she expected the nursing staff to notify the
physician if ablood pressure was outside of the ordered parameters. On 08/03/20 at 08:08 AM Administrative Nurse D stated

she expected the nursing staff to hold a blood pressure medication when a blood pressure was low. 08/03/20 at 12:52 PM
Consultant GG stated she looked at antihypertensives to seeif the medication had parameters and if the medications were

given within parameters. She stated if she saw any that were given outside parameters, she let the facility know. She

stated she noticed several administrations for carvedilol for R14 were given outside parameters and noted that on the July

MRR. The Medication Regimen Review Policy dated 12/01/2007 directed Consultant Pharmacist will conduct MMRsiif required
under a Pharmacy Consultant Agreement. The facility failed to ensure the CP identified R14's blood pressure medication was
given when her blood pressures were outside of physician ordered parameters. This deficient practice had the potential of
unnecessary medication use and unwarranted side effects.

Ensure each resident'sdrug regimen must be free from unnecessary drugs.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

The facility identified a census of 12 residents. The sample included 12 residents. Five residents were sampled for

unnecessary medication review. Based on observations, record reviews, and interviews the facility failed to hold

antihypertensive (medication used to treat high blood pressure) medication for Resident (R) 14, when her blood pressures

were outside standing order parameters. Findings included: - The [DIAGNOSES REDACTED]. The Admission Minimum Data Set
((MDS) dated [DATE] documented a Brief Interview for Mental Status (BIMS) score of 15, which indicated intact cognition.

She required extensive to total staff assistance with her Activities of Daily Living (ADLS). The Quarterly MDS dated

[DATE] documented a BIM S score of seven, which indicated severely impaired cognition. She required extensive to total

staff assistance with her ADLs. The 08/14/19 ADL Functional/Rehab Potential Care Area Assessment documented R14 required
extensive assistance with self-care due to [MEDICAL CONDITION] (paralysis of one side of the body). The Care Plan dated
03/2219 documented R14 had altered cardiovascular status due to her [MEDICAL CONDITION] and [MEDICAL CONDITION].
The
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facility administered her medications. The physician's orders [REDACTED]. The Medication Administration Record [REDACTED].
On 07/28/20 at 02:22 PM R14 colored a picture, as she laid in bed. On 07/30/20 at 10:48 AM Licensed Nurse G stated she held the
medication, notified the physician, and documented the information in the progress notes when a resident's blood

pressure was below physician ordered parameters. On 07/30/20 at 12:27 PM Administrative Nurse D stated she expected the
nursing staff to notify the physician if a blood pressure was outside of the ordered parameters. On 08/03/20 at 08:08 AM
Administrative Nurse D stated she expected the nursing staff to hold a blood pressure medication when a blood pressure was
low. Thefacility failed to provide a policy on administration of antihypertensive medications and their parameters. The
facility failed to hold R14's antihypertensive medication when her blood pressures were outside of physician ordered
parameters. This deficient practice had the potential of unnecessary medication use and unwarranted side effects.
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