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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

34231

Based on interview and record review, the facility failed to ensure the nursing staff followed medication 
parameters for 1 of 4 residents reviewed for quality of care. (Resident C)

Findings include:

The clinical record for Resident C was reviewed on 6/25/24 at 1:38 p.m. The resident's diagnosis included, 
but was not limited to, hypertension.

The care plan, dated 11/14/22, indicated the resident had impaired cardiovascular status due to hypertension 
and medications were to be administered as ordered by the physician.

The physician order, dated 1/23/24, indicated the resident was to receive Lisinopril (medication for high blood 
pressure) 10 mg (milligrams) daily. The medication was to be held if the resident's SBP (systolic blood 
pressure) was less than 100 or if the resident's heart rate was less than 60.

The April 2024 MAR (medication administration record) indicated the medication was administered as follows:

- On 4/03/24, the resident's heart rate was 59

- On 4/04/24, the resident's SBP was 95

- On 4/05/24, the resident's SBP was 85

- On 4/12/24, the resident's SBP was 90

The May 2024 MAR indicated the medication was administered as follows:

- On 5/03/24, the resident's SBP was 92

- On 5/05/24, the resident's SBP was 93

During an interview on 6/27/24 at 10:05 a.m., RN (Registered Nurse) 5 indicated if parameters were in place 
to hold a medication, the medication should be held when out of parameter range. 
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On 6/27/24 at 10:17 a.m., the Director of Nursing provided a current copy of the document titled 
Administering Medications dated April 2019. It included, but was not limited to, Policy Statement .
Medications are administered in a safe .manner, and as prescribed .Medications are administered in 
accordance with prescriber orders 

This Citation relates to Complaint IN00435623.
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