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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 interview, the facility failed to ensure physician appointments were
Residents Affected - Few arranged as ordered. This affected one (Resident #16) of four sampled residents. The census was 118.

Findings include:

Review of Resident #16's medical record revealed he was admitted to the facility on [DATE]. Diagnoses
included Chronic Obstructive Pulmonary Disease, morbid obesity, cirrhosis of the liver, congestive heart
failure, anxiety and hypertension.

Review of the Annual minimum data set assessment dated [DATE] revealed his cognition was intact. He is
continent of his bowel and bladder. Uses a wheelchair for mobility. Requires supervision or touching
assistance with oral hygiene, toileting, bathing, dressing and personal hygiene.

Review of the physicians orders revealed an order on 11/27/24 for a consult with Central Ohio Urology
regarding a staghorn calculus (type of kidney stone with branches that can block urine flow and cause kidney
failure) evaluation and treatment and consult Ohio Gastroenterology regarding gastric/esophageal thickening.

Further review of the progress notes dated 12/17/24 revealed the facility contacted Gastroenterology and
urology and they did not accept Resident #16's payment source (two different payment sources
documented). There was no other documentation in attempting to get Resident #16 an appoint with Urology
or Gastroenterology.

Interview with the Director of Nursing on 01/02/25 at 3:50 P.M. verified they had not followed up and made
the appointments for urology and Gastroenterology for Resident #16 since 12/17/24.

This was an incidental finding discovered during Master Complaint Number OH00161075, Complaint
Number OH00160843, OH00160779 and OH00160525.
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