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F 0684 Provide appropriate treatment and care according to orders, resident?s preferences and goals.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm interviews, review of clinical record, and review of facility policy and procedure, the facility failed to
ensure medications were administered according to physician orders for one of four sampled
Residents Affected - Few residents (#2). The deficient practice could result in residents not receiving medications as ordered
by the physician, which could lead to worsening of the resident's medical condition.-Findings
Note: The nursing home is include:Resident #2 re-admitted to the facility on [DATE], with diagnoses that included acquired
disputing this citation. absence of the right leg above the knee, primary osteoarthritis of the left hip, presence of left

artificial hip joint, rheumatoid arthritis, other chronic pain, difficulty in walking, and need for
assistance with personal care.A discharge physician order list dated July 11, 2026, included
medication orders from the discharging hospital. The orders were uploaded into the resident's clinical
record on July 11, 2026, at 9:52 a.m.A nursing note dated July 11, 2026, revealed Resident #2
admitted to the facility at approximately 5:35 p.m.Physician orders dated July 11, 2026, scheduled to
start on July 11, 2026, included:-Clonazepam oral tablet 0.5 mg, to give 0.5 mg orally at bedtime for
anxiety as evidenced by restlessness-Famotidine oral tablet 20 mg, to give 20 mg tablet orally at
bedtime for gastrointestinal discomfort-Simvastatin oral tablet 20 mg, to give 20 mg orally at bedtime
for hypercholesteremia-Clonidine HCI oral tablet, to give 0.5 mg orally two times a day for
hypertension-Doxycycline monohydrate oral capsule, to give 100 mg orally two times a day for
infection-Flovent HFA inhalation aerosol 220 mcg/act, to administer 1 inhalation orally two times a
day for wheezing-Fluticasone propionate nasal suspension 50 MCG/ACT, for 2 inhalations in both
nostrils two times a day-Modafinil oral tablet 200 mg, to give 1 tablet orally two times a day for
wakefulness-Gabapentin 300 mg capsule, to give 1 capsule by mouth three times a day for
neuropathy-Sucralfate oral tablet 1 gm, to give 1 tablet orally three times a day for ulcer
prevention-Oxycodone HCI oral tablet 10 mg, to give 10 mg orally every 4 hours as needed for pain
management for pain level 1-10.The Medication Administration Record (MAR) for July 2026 revealed
that the clonazepam, famotidine, simvastatin, clonidine, doxycycline, flovent, fluticasone, modafinil,
gabapentin, and sucralfate were marked as not administered on the MAR for July 11, 2026; however,
the nurse (Staff #66) documented 7 on the MAR, indicating other / see nurse notes.The clinical record
revealed no evidence on July 11, 2026, indicating why the medications were not administered.
Additionally, there was no evidence that the pharmacy was contacted, the provider was contacted, or
that the medications were attempted to be administered from the emergency kit (e-kit).An admission
assessment dated [DATE], revealed that Resident #2 had vocal complaints of pain, and was
documented to have a pain level of 4 on July 12, 2026, at 2:26 a.m.The clinical record revealed no
evidence that the resident was administered oxycodone for pain during the night shift of July 11-12,
2026.Physician orders dated July 11, 2026, to start on July 12, 2026, included:-Bifidobacterium
bifidum oral capsule, to give 1 unit orally one time a day for bowel health-Enoxaparin sodium injection
(continued on next page)
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F 0684 solution prefilled syringe 30 mg/0.3ml, to inject 30 mg subcutaneously one time a day for clot
prevention-Estrace oral tablet 0.5 mg, to give 1 tablet orally one time a day for hormones-Lidoderm
Level of Harm - Minimal harm patch 5%, to apply per additional directions topically in the morning for pain level 1-10-Suzetrigine oral
or potential for actual harm tablet 50 mg, to give 50 mg orally one time a day for non-opioid oral pain reliefThe MAR for July 2026
revealed that the Bifidobacterium bifidum, enoxaparin sodium injection, estrace, Lidoderm patch, and
Residents Affected - Few suzetrigine were marked as not administered on the MAR for July 12, 2026; however, the nurse (Staff
#66) documented 7 on the MAR, indicating other / see nurse notes.The clinical record revealed no
Note: The nursing home is evidence that the resident was administered medication to address her pain until July 12, 2026, at
disputing this citation. 12:02 p.m. when the resident was administered an oxycodone tablet for a pain level of 9.eMAR-

Medication Administration Notes dated July 12, 2026, revealed n/a for the clonazepam, simvastatin,
sucralfate, clonidine, doxycycline monohydrate, flovent inhaler, gabapentin, famotidine, and

modafinil. Additionally, further eMAR notes dated July 12, 2026, revealed on order for the
Bifidobacterium bifidu, Flovent inhaler, estrace, and modafinil. The clinical record revealed no
evidence that the pharmacy was contacted, the provider was contacted, or that the medications were
attempted to be administered from the e-kit on July 12, 2026.A Brief Interview for Mental Status
(BIMS) assessment dated [DATE], revealed the resident had a BIMS score of 13, indicating Resident
#2 had intact cognition.Care plan reviews initiated July 13, 2026, revealed Resident #2 was receiving
antibiotic therapy for an infection, antihypertensive medication for hypertension, opioid medication,
anticoagulant therapy, and anti-anxiety medication for an anxiety disorder. Interventions included
administering medications as ordered by the physician.The care plan also identified acute and chronic
pain related to a right above-knee amputation, anxiety disorder, chronic back pain, and osteoarthritis
of the left hip. Interventions included assessing pain every shift and administering pain medication
according to the pain scale and physician orders.A facility e-kit inventory log revealed a list of
medications stored in the e-kit, including: -Clonazepam 0.5 mg tablet -Enoxaparin 30mg/0.3 ml syringe
-Doxycycline monohydrate 100 mg capsule -Oxycodone 10 mg oral tabletAn interview was conducted
on July 21, 2026, at 7:19 a.m. with Resident #2 who stated that she arrived to the facility on July 11,
2026, and that she did not receive any of her bedtime medications, and when she asked for them, she
was informed by nursing staff that the facility did not have her physician orders for the medications
yet. The resident also stated that she did not get her medications the next morning, and again was
told that the orders had not been received yet. The resident stated that she was in pain waiting for

her medications.A telephone interview was conducted with a Registered Nurse (RN, Staff #66) on
July 21, 2026, at 1:04 p.m. Staff #66 stated that, upon a resident's admission, the nurse transcribed
physician orders from the transferring hospital or facility into the facility's electronic medical record
(EMR), after which the contracted pharmacy dispensed and delivered the medications. She stated
that if the pharmacy did not receive the orders in time, the medications would not be delivered and the
resident might not receive them on the first night of admission. Staff #66 stated the facility

maintained an emergency medication kit (e-kit) from which nurses could obtain ordered narcotic
medications, if needed.Staff #66 stated she did not believe there was a risk if residents missed their
medications because she reviewed the medication orders and believed none would cause problems if
not administered. She further stated the contracted pharmacy made overnight medication deliveries
between 10:00 p.m. and 11:00 p.m. and again between 1:00 a.m. and 2:00 a.m.An interview was
conducted with the Admissions Assistant (Staff #18) on July 21, 2026, at 2:10 p.m. Staff #18 stated
she receives residents' medical records, including hospital discharge physician orders, before
approving transportation to the facility and stated residents are never admitted before those orders
are received. She explained that admissions are scheduled with a minimum one- to two-hour interval
(continued on next page)
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F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Note: The nursing home is
disputing this citation.

between receipt of the discharge orders and the resident's arrival to allow the admitting nurse time to
transcribe and clarify physician orders in the facility's electronic medical record (EMR).Staff #18
reviewed Resident #2's clinical record and stated the weekend admissions assistant uploaded the
resident's hospital records and discharge physician orders into the EMR on July 11, 2026, at 9:52 a.m.
She stated the resident was scheduled for hospital pickup between 4:30 p.m. and 5:00 p.m., arrived at
the facility at approximately 5:30 p.m., and that sufficient time was available for nursing staff to
transcribe and clarify the physician orders before admission. Staff #18 further stated nurses were
instructed to seek assistance from another nurse or the Assistant Director of Nursing (ADON) if
needed to complete the transcription and clarification process.An interview was conducted with the
Charge Nurse/Licensed Practical Nurse (LPN, Staff #22) on July 21, 2026, at 2:25 p.m. Staff #22
stated she receives text notification from the admissions department when a resident is scheduled

for admission. She stated she reviews the resident's uploaded medical records and hospital discharge
physician orders, transcribes and clarifies the orders in the facility's electronic medical record (EMR),
and obtains verbal report from the transferring hospital. She stated nursing staff rotate responsibility
for admissions to distribute the workload.Staff #22 stated the contracted pharmacy makes multiple
medication deliveries each day, including overnight, and nurses may request additional deliveries as
needed. She stated there should not be an instance in which a resident admitted in the evening does
not receive prescribed medications that night. She further stated that if ordered medications were
unavailable, the nurse should contact both the pharmacy and the provider for further direction.After
reviewing Resident #2's medication administration record (MAR) and clinical record, Staff #22 stated
the resident did not receive scheduled medications on July 11, 2026, and missed most scheduled
morning medications on July 12, 2026. She further stated there was no documentation the nurse
notified the physician or pharmacy on either date. After reviewing the electronic MAR notation of n/a,
Staff #22 stated it most likely indicated the medications were not available. Staff #22 stated failure to
administer ordered medications could place a resident at risk for mental, physical, and psychosocial
harm.An interview was conducted with the Director of Nursing (DON, Staff #5) on July 21, 2026, at
2:54 p.m. The DON stated that, before a resident is admitted from a hospital, the admissions
department notifies nursing staff when the resident's medical records are uploaded into the facility's
electronic medical record (EMR) and when the resident is scheduled to arrive. She stated nurses
transcribe the hospital discharge physician orders into the EMR, and the orders are activated upon the
resident's admission. Once activated, the orders are automatically transmitted to the contracted
pharmacy for delivery on the next scheduled pharmacy run, which occurs three to four times daily,
including weekends. The DON stated the pharmacy also provides an overnight delivery between
approximately 12:00 a.m. and 2:00 a.m. and can make additional stat deliveries when needed.The DON
stated newly admitted residents should receive their scheduled bedtime medications because nurses
have access to the emergency medication kit (e-kit), may request a stat pharmacy delivery, and are
expected to notify the provider if ordered medications are unavailable. She stated nurses are
expected to document provider notification and any instructions received. The DON stated it would
not meet her expectations for a nurse to withhold medications because they were unavailable without
first checking the e-kit and notifying the provider. She further stated the potential risk of missed
medications depends on the medication, the resident's condition, and any alternative instructions
provided by the physician.After reviewing Resident #2's clinical record, the DON stated the hospital
discharge physician orders were uploaded on July 11, 2026, at 9:52 a.m. and activated at 5:44 p.m.
She reviewed the medication administration record (MAR) and confirmed Resident #2 did not receive
any scheduled medications on July 11, 2026, and missed some scheduled medications on July 12,
(continued on next page)
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F 0684 2026. The DON stated the electronic MAR notation of n/a indicated the medications were unavailable.
She further stated there was no documentation on July 11 or July 12, 2026, that the provider had

Level of Harm - Minimal harm been notified or the pharmacy contacted, and acknowledged the medication administration for

or potential for actual harm Resident #2 did not meet her expectations.Review of the facility policy titled Physician Orders, dated
June 2025, revealed it is the policy of the facility to accurately implement orders in addition to

Residents Affected - Few medication orders (treatment, procedures) only upon the order of a person duly licensed and
authorized to do so in accordance with the resident's plan of care.Review of the facility policy titled

Note: The nursing home is Pharmaceutical Services, revised August 2018, revealed it is the policy of the facility to provide

disputing this citation. pharmaceutical services (including procedures that assure the accurate acquiring, receiving,

dispensing, and administering of all drugs and biological) to meet the needs of each resident.
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