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

Level of Harm - Minimal harm Based on record review and interview, the facility failed to ensure a medical appointment was attended for 1

or potential for actual harm (#3) of 3 sampled residents reviewed for medical appointments.The administrator identified 88 residents
resided in the facility.Findings:A review of hospital discharge orders, dated 03/14/25, read in part, Discharge

Residents Affected - Few instructions Patient needs to follow-up with podiatry 2 weeks after surgery. 3/21/25.An admission

assessment, dated 03/20/25, showed a BIMS of 12 which indicated Resident #3 was moderately impaired for
daily decision making. The assessment showed diagnoses which included amputation, peripheral vascular
disease, and end stage renal disease.A Medication Administration Note, dated 03/21/25, read in part,
Remove sutures/staples from amputation sites to L [left] toes unless contraindicated. Contact [the physician]
with any concerns. One time only for 1 [one] day Appt [appointment] Monday [03/24/25]. Pt [patient] wanted
surgeon to remove sutures.A physician encounter note, dated 03/24/25, read in part, Date of Service:
03/24/25 Visit Type: Follow up Transition of Care: No transition occurred. Details: This is a copy of a signed
encounter note documented in GEHRIMED. Progress Note .Plan: Continue current medical regimen. No
changes. Patient has follow-up appointment today.On 10/14/25 at 1:03 p.m., the resident representative for
Resident #3 stated the delay in therapy was caused due to a missed appointment that would have provided
orders for weight bearing as tolerated, and Resident #3 could have gotten more therapy before discharging
home.On 10/17/25 at 10:29 a.m., the social services director stated the appointment on 03/24/25 was
cancelled due to the staff did not see on the dashboard, Resident #3 had an appointment that day. On
10/17/25 at 11:20 a.m., the DON stated the appointment was scheduled and transportation was set up, but
the staff missed the appointment on the dashboard. They stated the physician was notified and provided
instruction and orders to remove the sutures and re-schedule an appointment. The DON stated the
appointment was rescheduled for 04/09/25, but Resident #3 discharged on 04/08/25.
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