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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm Based on surveyor observation, record review, and staff interview, it has been determined that the

or potential for actual harm facility failed to ensure that residents receive treatment and care in accordance with professional
standards of practice relative to 1 of 3 residents reviewed with a physician's order for lorazepam (a

Residents Affected - Few medication prescribed to treat anxiety), Resident ID #11, and for 1 of 1 wound dressings observed for

a pressure ulcer, Resident ID #159. Findings are as follows:According to Mosby's 4th Edition,
Fundamentals of Nursing, page 314 states, The physician is responsible for directing medical
treatment, Nurses are obligated to follow physician's orders unless they believe the orders are in
error or would harm the clients. 1. Record review revealed Resident ID #11 was re-admitted to the
facility in August of 2025 with a diagnosis including, but not limited to, anxiety disorder. Record
review of a care plan dated 9/2/2025 revealed the resident is receiving hospice services with an
approach to administer medications as ordered for comfort. Further review of the care plan with an
approach start date of 9/27/2024 revealed, the resident is receiving Ativan (lorazepam).Record
review of a Hospice Care Coordination Note dated 9/17/2025 revealed a recommendation to continue
lorazepam 0.5 milligram (mg) by mouth at bedtime and every one hour as needed.Record review of a
progress note dated 9/17/2025 revealed the physician approved the above-mentioned hospice
recommendations. Record review failed to reveal evidence that the physician's order for lorazepam
0.5 mg every one hour as needed was transcribed, as ordered. During a surveyor interview on
9/25/2025 at 9:22 AM with Registered Nurse (RN), Staff A, she acknowledged that the physician's
order for lorazepam 0.5 mg every hour as needed was not transcribed as ordered. Additionally, she
indicated that the resident's anxiety has increased, and s/he has recently needed the lorazepam more
often. During a surveyor interview on 9/25/2025 at 9:47 AM with the Director of Nursing Services
(DNS) she acknowledged that the physician had approved the hospice recommendation for lorazepam
0.5 mg every hour as needed on 9/17/2025 and that the facility failed to put the order in place until it
was brought to the nurse's attention by the surveyor. 2. Record review revealed Resident ID #159 was
re-admitted to the facility in September of 2025 with a diagnosis including, but not limited to,
ulceration (an open wound) of the right mid foot. Record review revealed a physician's order dated
9/19/2025 to cleanse the right plantar (sole of the foot) wound with normal saline and apply Calcium
Alginate AG (a wound dressing that is infused with silver that provides antimicrobial protection,
preventing bacterial growth) daily.During a surveyor observation on 9/25/2025 at 11:37 AM of a
wound care dressing change to Resident ID #159's right foot with RN, Staff A, she cleansed the
resident's wound with normal saline then applied Calcium Alginate, instead of Calcium Alginate AG, as
ordered. During a surveyor interview with Staff A immediately following the above-mentioned
observation, Staff A acknowledged that she applied Calcium Alginate to the resident's wound, instead
of Calcium Alginate AG, as ordered. During a surveyor interview on 9/25/2025 at 11:52 AM with the
DNS, she was unable to provide evidence that the resident had received the appropriate wound care
treatment, as ordered.
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F 0757

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure each resident?s drug regimen must be free from unnecessary drugs.

Based on record review and staff interview, it has been determined that the facility failed to ensure a
resident's drug regimen is free from unnecessary drugs for 1 of 3 residents reviewed who were
receiving an antihypertensive (a medication prescribed to lower blood pressure) medication with
parameters, Resident ID #93. Findings are as follows:Record review revealed the resident was
readmitted to the facility in July of 2024 with a diagnosis including, but not limited to, pulmonary
hypertension (a type of high blood pressure that affects the arteries in the lungs and the right side of
the heart).Record review revealed a physician's order dated 4/30/2025 for Diltiazem HCL extended
release (a medication prescribed to lower blood pressure) 180 milligram (mg) daily, hold the
medication if the systolic blood pressure (SBP, refers to the top number of a blood pressure reading
that indicates the pressure in the arteries when the heart contracts) is less than 110.Record review of
the August and September 2025 Medication Administration Records (MARSs) revealed the Diltiazem
was administered when the SBP was less than 110, on the following dates:- 8/22/2025: SBP of 108-
8/25/2025: SBP of 108- 8/20/2025: SBP of 108- 9/4/2025: SBP of 106- 9/14/2025: SBP of 108-
9/17/2025: SBP of 105During a surveyor interview on 9/24/2025 at 11:30 AM with Certified
Medication Technician, Staff B, she acknowledged that she had signed off the resident's Diltiazem
order on 8/25/2025 and 9/4/2025 as administered when his/her SBP was less than 110.During a
surveyor interview on 9/24/2025 at 9:51 AM with the Director of Nursing Services (DNS), she
acknowledged the Diltiazem should have been held, as ordered, on the above-mentioned dates the
resident's SBP was less than 110.
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