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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 interview and record review it was determined the facility failed to follow physician orders for 2 of 3
or potential for actual harm sampled residents (#s 10 and 11) reviewed for physician orders. This placed residents at risk for a delay in

treatment and adverse medication side effects. Findings include:
Residents Affected - Few

1. Resident 10 admitted to the facility in 2/2017, with diagnoses including peripheral vascular disease.
Resident 10's 9/10/24 Physician Order revealed an order for a right hand x-ray.

Resident 10's 10/8/24 Physician Assistant Encounter Note indicated her/his 9/10/24 x-ray was negative for a
fracture. Resident 10 continued to have pain and limited range of motion. Repeat x-rays were ordered on
9/18/24 and 9/24/24, but were not completed.

Resident 10's 10/10/24 Hospital Records revealed a right wrist fracture.

On 7/2/25 at 9:50 AM, Staff 1 (Resident Care Manager) acknowledged the facility did not obtain Resident
10's right hand x-ray per physician orders on 9/8/24 and 9/24/24.

2. Resident 11 admitted to the facility in 9/2024, with diagnoses including kidney failure.

Resident 11's 9/29/24 Physician Order included an order for hydrocodone/acetaminophen (a narcotic pain
medication) 5-325 mg TID PRN.

Resident 11's 10/2024 MAR indicated her/his hydrocodone/acetaminophen 5-325 mg order was started on
10/3/24 and administered TID (scheduled).

Resident 11's 10/15/24 Provider Note revealed the resident's original hydrocodone/acetaminophen order
was transcribed incorrectly as TID instead of TID PRN and may have contributed to the resident's increased
confusion.

Staff 3 was unavailable to interview.
On 7/2/25 at 9:25 AM, Staff 1 (Resident Care Manager) acknowledged the hydrocodone/acetaminophen was

started four days after the facility received the signed order, and the medication was administered incorrectly
from 10/3/24 through 10/9/24.
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