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

Level of Harm - Minimal harm 50094
or potential for actual harm
Based on clinical record review, facility documentation, and staff interviews for one of three residents
Residents Affected - Few (Resident #3) reviewed for medication administration, the facility failed to ensure a physician order was
transcribed accurately to ensure a medication was administered in accordance with physician orders. The
findings include:

Resident #3 had a diagnosis of non-displaced right femur fracture and urinary tract infection. The 5-day
admission Minimum Data Set 2/15/23 identified Resident #3 had a Brief Interview for Mental Status (BIMS)
score of 11 indicating moderately impaired cognition and received an antibiotic. The Resident Care Plan
2/24/2023 identified Resident #3 received Vancomycin (antibiotic) intravenous medication. Interventions
directed to administer medication as ordered, and observe and report signs of infection at the intravenous
site.

Nursing note dated 3/3/23 at 4:27 PM identified per the infectious disease clinic Resident #3 should receive
Vancomycin (antibiotic) every 24 hours until 3/13/2023.

Infusion therapy order form dated 3/3/2023 directed to administer Vancomycin 1 gram (gm) every 24 hours
until 3/13/2023.

Physician order dated 3/3/2023 directed staff to administer Vancomycin 1000 milligrams (mg) intravenous
solution every 24 hours until 3/13/2023.

Nursing note dated 3/7/2023 at 11:45 AM identified Vancomycin was noted to be on hold. The note further
indicated, per Infectious Disease on 3/3/2023, Vancomycin 1 gm was ordered to be administered daily. The
physician was updated on the missed doses and an order was obtained to restart the Vancomycin.

Facility incident report summary dated 3/21/2023 identified the unit manager working on 3/7/2023 identified
the Vancomycin was inadvertently placed on hold on 3/4/2023. The APRN, power of attorney, and infectious
disease clinic were notified, new orders were obtained, and no adverse effects resulted from the medication
being placed on hold.

Review of the medication administration record (MAR) identified Resident #3 did not receive Vancomycin as
ordered on 3/3, 3/4, 3/5, and 3/6/2023. The MAR indicated Vancomycin was administered on 3/7/2023.

(continued on next page)
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F 0684 Interview with RN #2 on 1/17/2025 at 2:52 PM identified she called infectious disease on 3/3/2023 and per
infectious disease Resident #3 was supposed to receive Vancomycin every 24 hours until 3/13/2023. RN #2

Level of Harm - Minimal harm or stated the Vancomycin should have been started either on 3/3 or on 3/4/2023, depending on the time the

potential for actual harm medication was ordered to start. Interview identified when RN #2 entered the physician order, she entered a

start date of 3/7/2023 in error, and she could not explain why the error occurred.
Residents Affected - Few

Although attempted, and interview with the former DNS was not obtained during the survey.

Review of facility Medication Pass Policy dated 9/23/24, directed in part, medications are administered safely
and timely per the physician orders.
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