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Cascade Terrace Post Acute 5601 SE 122nd Avenue
Portland, OR 97236

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

Based on interview and record review it was determined the facility failed to ensure physician orders were 
followed for 1 of 3 sampled residents (#1) reviewed for medication. This placed residents at risk for adverse 
medication side effects. Findings include:Resident 1 admitted to the facility in 2025 with diagnoses including 
obesity and diabetes. The 9/23/25 physician order indicated Resident 1 was to receive semaglutide 
(Ozempic) injection once weekly.On 12/23/25 at 11:47 AM, Resident 1 stated that she/he missed several 
doses of Ozempic due to the medication not being ordered. A review of Resident 1's 10/2025, 11/2025 and 
12/2025 MARs and TARs indicated she/he did not receive semaglutide on the following 
dates:-12/16/25-10/30/25-10/23/25-10/16/25-10/9/25-10/2/25Resident 1's Progress Notes indicated that Staff 
2 (LPN) administered medication to Resident 1 on 10/2/25, 10/9/25, 10/16/25, 10/23/25 and 10/30/25, but did 
not administer semaglutide for the following reasons: medication was not filled last week, a new order was 
needed, the prescription had ended, the resident requested a prescription, or the notes were left blank.On 
12/23/25 at 1:19 PM, a message was left for Staff 2. A return call was not received.On 12/23/25 at 2:31 PM, 
Staff 3 (LPN) stated she did not administer Ozempic on 12/16/25 because she thought it had to be 
refrigerated and she was not aware it was kept in the medication cart once opened. On 12/23/25 at 2:52 PM, 
Staff 1 (DNS) acknowledged Resident 1 did not receive semaglutide as ordered on the identified dates.
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