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Based on interview and record review the facility failed to follow physician's orders for Resident 1 when 
Resident 1's physician's steroid tapering (process of slowly decreasing a steroid dosage over time) orders 
were not carried out correctly. This resulted in Resident 1 receiving a larger dosage than prescribed for six 
days, and Resident 1 missing one steroid dose entirely.

These failures resulted in Resident 1 not receiving proper treatment, and had the potential to compromise 
Resident 1's health and well-being.

Findings:

Review of Resident 1's clinical record indicated he was admitted to the facility on [DATE] with diagnoses 
including atrial fibrillation (irregular heart rate), chronic obstructive pulmonary disease (chronic lung disease 
that makes it difficult to breathe) with acute exacerbation (sudden worsening in airway function), pulmonary 
hypertension (high blood pressure in the lungs), bronchiectasis (damage to tubes that carry air in/out of the 
lungs), and bacterial pneumonia (infection in the lungs caused by bacteria).

Review of Resident 1's physician order dated 8/15/24, indicated to administer, prednisone (steroid drug used 
to reduce inflammation) 10 mg (mg/unit of measure) Give 3 tablet by mouth in the morning for inflammation 
[30 mg].

Review of Resident 1's physician order dated 9/3/24, indicated to decrease prednisone to 25 mg by mouth 
daily for seven days, indicating specific dates from 9/4 to 9/11 (9/4 to 9/11 is eight days). The physician order 
also indicated to decrease Prednisone to 20 mg by mouth daily for seven days, indicating specific dates from 
9/12 to 9/19 (9/12 to 9/19 is eight days).

Review of Resident 1's medication administration record (MAR), for the month of August and September, 
indicated Resident 1 received 30mg of prednisone from 8/16/24 until 9/9/24.

Review of Resident 1's September MAR indicated two prednisone orders. One order for prednisone 30 mg to 
be given at 9:00 a.m. and a second order for prednisone 25 mg to be given at 10:00 a.m. Resident 1 
received 55 mg of prednisone for 6 days, from 9/4/24 through 9/9/24. Resident 1's September MAR also 
indicated no prednisone was administered to Resident 1 on 9/11/24.
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During an interview and concurrent record review with licensed vocational nurse A (LVN A) on 9/4/24 at 1:30 
p.m., she reviewed Resident 1's September MAR and stated she administered medications to Resident 1 on 
9/6/24. When asked what dosage of prednisone was administered to Resident 1 on 9/6/24, LVN A stated she 
initialed 30 mg of prednisone administered at 9:00 a.m. and 25 mg of prednisone administered at 10:00 a.m. 
LVN further stated she does not recall administering 55 mg of prednisone to Resident 1 on 9/6/24 and stated 
she should have questioned the physician orders for two different prednisone dosages. When LVN A was 
asked what dosage of prednisone was administered to Resident 1 on 9/11/24, she stated there was no 
evidence of prednisone being administered on 9/11/24 on Resident 1's MAR.

During an interview and concurrent record review with the director of nursing (DON) on 9/4/24 at 3:25 p.m., 
she reviewed Resident 1's physician orders for prednisone. The DON stated the physician orders on 9/3/24 
indicated a gradual tapering of the prednisone dosage by 5 mg each week. The DON stated the physician 
wrote an order to decrease the prednisone from 30 mg to 25 mg on 9/3/24. She further stated the order for 
30 mg of prednisone should have been discontinued, but licensed nurses administered both dosages, from 
9/4/24 through 9/9/24. The DON confirmed Resident 1's September MAR indicated licensed nurses 
administered 55 mg of prednisone to Resident 1 for six days, from 9/4/24 through 9/9/24. The DON 
confirmed that Resident 1 did not receive prednisone on 9/11/24. The DON confirmed the physician orders 
for prednisone indicated for seven days but she stated the specific dates identified by the physician in the 
order totaled eight days. The DON stated the licensed nurses should have clarified the orders with Resident 
1's physician.

Review of the facility's undated facility's policy, Physician Orders, indicated the purpose of the policy is to 
establish standardized guidelines for receiving, documenting, verifying, and executing physician orders to 
ensure safe and effective patient care . Orders must be clear, complete, and include all necessary 
information (e.g., name, date, time, and specific instructions). The policy further indicated, Any ambiguities or 
concerns must be clarified with the ordering physician before execution.
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