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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm Based on interview and record review, the facility failed to ensure blood pressure parameters for a resident

or potential for actual harm (Resident B) were followed, as ordered by the physician, for 1 of 3 residents reviewed for quality of
care.Findings Include:The clinical record for Resident B was reviewed on 2/23/26 at 10:45 a.m. The

Residents Affected - Few resident's diagnosis included, but was not limited to, hypotension (low blood pressure) The physician's

order, dated 2/6/26, indicated the resident was to receive Midodrine HCI (hydrochloride) 2.5 mg (milligrams)
three times a day at 8:00 a.m.,12:00 p.m., and 4:00 p.m. for hypotension. The medication was to be held if
the resident's systolic blood pressure (top number measuring the pressure in arteries when the heart
contracts) was above 130. The February 2026 Medication Administration Record (MAR) indicated the
resident received his Midodrine, when his systolic blood pressure was over 130, out of parameters on the
following dates and times:-On 2/07/26 at 4:00 p.m., the resident received the Midodrine when his systolic
blood pressure was 132.-On 2/17/26 at 8:00 a.m., the resident received the Midodrine when his systolic
blood pressure was 138.-On 2/17/26 at 12:00 p.m., the resident received the Midodrine when his systolic
blood pressure was 138.-On 2/17/26 at 4:00 p.m., the resident received the Midodrine when his systolic
blood pressure was 138. During an interview, on 2/23/26 at 2:16 p.m., Registered Nurse (RN) 5 indicated a
resident's blood pressure medication should not have been administered when the resident's blood
pressure was out of the parameters set by the physician. On 2/23/26 at 2:27 p.m., the Regional Director of
Clinical Operations provided a current, undated copy of the document titled Medication Administration. It
included, but was not limited to, Definition.Medication Administration Record - the legal documentation for
medication administration.Policy.lt is the policy of this facility to provide resident centered care.Safety of
residents.is a top priority of care.Procedure.Administer medication only a prescribed by the provider. This
Citation relates to Intake 2726703 3.1-37

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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F 0695

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.

Based on observation, interview and record review, the facility failed to ensure respiratory assessments and
respiratory care equipment were in place for a resident (Resident B) who received breathing treatments for
1 of 3 residents reviewed for respiratory care. Findings include:The clinical record for Resident B was
reviewed on 2/23/26 at 10:45 a.m. The resident's diagnoses included, but were not limited to, chronic
obstructive pulmonary disease (COPD-obstructive lung disease) and emphysema (a chronic, progressive
lung disease). During an observation, on 2/23/26 at 10:26 a.m., Resident B was observed with a nebulizer
machine (a machine that turns liquid medicine into a mist to be inhaled directly into the lungs) at bedside.
The physician's order, dated 2/6/26, indicated the resident was to receive Yupelri (used to treat COPD and
emphysema), 175 mcg (micrograms), 3 ml (milliliters) once daily, per nebulizer at 9:00 a.m. for 20 days.
Review of the February 2026 Medication Administration Record (MAR) indicated, between 2/6/26 and
2/23/26, the resident received a total of 16 doses of Yuplri. The clinical record lacked documentation of the
resident having a pre (before)/post (after) respiratory assessment and cleaning of the equipment after each
administration. During an interview, on 2/23/26 at 2:16 p.m., Registered Nurse (RN) 5 indicated a
respiratory assessment should be completed before and after each nebulizer treatment. On 2/23/26 at 2:27
p.m., the Regional Director of Clinical Operations provided a current, undated copy of the document titled
Nebulizer Treatments. It included, but was not limited to, Definition.Nebulizer.A medication delivery system
that creates a fine mist or aerosol that is directly inhaled for delivery of the medication to the bronchial
tree.Policy.lt is the policy of this facility to provide resident centered care.Procedure.Preparation to provide
treatment.Collect data for respirations, pulse, oxygen saturation and lung sounds
pre-treatment.Administering treatment.Repeat collection of data for respirations, pulse, oxygen saturation
and lung sounds post treatment.Rinse the nebulizer with sterile water and allow it to air dry. 3.1-47(a)(6)
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