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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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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** 19571
or potential for actual harm
Based on medical record review and staff interview, the facility failed to ensure physicians orders were
Residents Affected - Few transcribed and blood sugars were obtained as ordered. This affected one (Resident #64) of five medical
records reviewed. The census was 62.

Findings included:

Review of Resident #64's medical record revealed she was admitted to the facility on [DATE] at 2:45 P.M.
with diagnoses that included fracture of the right lower leg with surgical repair. anemia, anxiety, laceration of
liver, right talus fracture, and diabetes.

Review of the hospital transfer order dated 07/05/24 revealed orders for finger stick blood sugars before
meals and at bedtime. Review of the facility physicians orders, treatment and medication administration
record revealed no documented evidence the orders were transcribed or finger stick blood sugars were
obtained.

On 08/06/24 at 2:54 P.M., interview with the Director of Nursing verified the order for the finger stick blood
sugars sugars before meals and at bedtime was not carried over and or completed.

This deficiency represents non-compliance investigated under Master Complaint Number OH00155842.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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