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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

or potential for actual harm 3 sampled residents (#s 5 and 13) reviewed for bowel and wound care. This placed residents at risk for
unmet care needs. Findings include: A 2025 Facility Bowel Care Protocol revealed the facility will administer

Residents Affected - Few the following interventions to prevent and treat complications related to no bowel movement within 3 days

or longer. These include residents who upon admission received opioid, iron, psychotropics, immobility and
neurological disorders. Interventions included the following:-Residents who've experienced over 3 days
without a bowel movement will be administered Senna to treat the identified constipation. -After 4 days with
no bowel movement, residents will be administered polyethylene glycol (MiraLAX). -After 5 days with no
bowel movement, residents will be administered a suppository.-After 6 days with no bowel movement,
residents will be administered an enema.

1. Resident 5 was admitted to the facility in 11/2025, with diagnoses including hypothyroidism, breast
cancer and depression.

Resident 5's 11/8/25 Care Plan revealed the resident was prescribed an anti-depressant with an identified
side effects including issues with constipation and voiding.

Resident 5's 11/14/25 admission MDS revealed the resident with a BIMS of 14 out of 15 indicating no
cognitive impairment.

An Incident Note dated 11/13/25 revealed the resident was administered a suppository due to not having a
bowel movement for 6 days.

A review of Resident 5's 11/2025 MAR revealed the resident was prescribed both Senna and MiraLAX
(laxative medications used to treat constipation). Further review revealed the resident was not administered
either medication during the time of the resident's identified constipation from 11/7/25 to 11/13/25 and was
only administered the suppository after 6 days with no bowel movement.

On 1/7/25 at 1:24 PM, Staff 24 (RN) stated residents are administered suppositories after 5 days when
additional bowel care interventions such as Senna and MiraLAX fail to be effective. Staff 24 further stated it
was not recommended to only administer a suppository after 6 days with no bowel movement as it did not
follow the facility's bowel care protocol.

On 1/7/26 at 2:00 PM, Staff 22 (CMA) confirmed she administered Resident 5 the suppository per nursing
orders. Staff 22 stated she was unaware of the facility's bowel care protocol.

On 1/7/26 at 2:09 PM, Staff 3 (RCM) confirmed the facility failed to follow the facility's bowel care protocol
after reviewing Resident 5's 11/2025 MAR.
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F 0684 On 1/8/26 at 1:29 PM, Staff 1 (Administrator) and Staff 2 (DNS) acknowledged Resident 5 did not receive
appropriate bowel care.
Level of Harm - Minimal harm

or potential for actual harm 2. Resident 13 admitted to the facility in 4/2025, with diagnoses including infection of amputation stump,
unspecified open wound right thigh, acute posthemorrhagic anemia and acquired absence of right leg
Residents Affected - Few above the knee.

a. A 10/13/25 Physician Order indicated Resident 13 was to receive lubricant eye drops: two drops in each
eye twice a day and as necessary for complaint of dry eyes.

Resident 13's 10/2025 MAR indicated lubricant eye drops were not given from 10/14/25 to 10/29/25.
On 1/8/26 at 11:36 AM, Staff 26 (LPN/Resident Care Manager) stated the order for eyedrops was
transcribed incorrectly, the eye drops were not given to Resident 13 and Resident 13 missed at least 28
doses, which placed the resident at risk for discomfort related to dry eyes.

b. An 8/14/25 Physician order indicated Resident 13 was to receive wound care to his/her right leg two
times a day.

Resident 13's 9/2025 TAR indicated Staff 25 (LPN) charted a 5 on 9/16/25, which indicated to hold
treatment or see nurse note.

Resident 13's 9/16/25 Progress Note indicated care conference, endorsed to evening shift nurse.

There was no documented evidence Resident 13's wound care treatment to his/her right leg was
completed BID on 9/16/25.

c. A 9/18/25 Physician Order indicated Resident 13 was to receive wound care to his/her right leg each day
shift.

Resident 13's 9/2025 TAR indicated Staff 25 charted a 5 on 9/30/25, which indicated to hold treatment or
see nurse note.

Resident 13's 9/30/25 Progress Note indicated meeting with social services.

There was no documented evidence Resident 13's wound care treatment to his/her right leg was
completed on 9/30/25.

d. A 9/18/25 Physician Order indicated Resident 13 was to receive wound care to his/her chest wound each
day.

Resident 13's 9/2025 TAR indicated Staff 25 (LPN) charted a 5 on 9/30/25, which indicated to hold
treatment or see nurse note.

Resident 13's 9/30/25 progress note indicated meeting with social services.
There was no documented evidence Resident 13's chest wound care treatment was completed on 9/30/25.
On 1/8/26 at 12:21 PM, Staff 25 stated on 9/16/25 Resident 13 was in a care conference, so she did
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Level of Harm - Minimal harm

Residents Affected - Few

F 0684 not complete Resident 13's wound care as ordered. She stated on 9/30/25 Resident 13 was in a meeting
with social services so she did not complete Resident 13's wound care.

or potential for actual harm On 1/8/26 at 12:39 PM, Staff 2 (DNS) stated physician orders were to be followed.
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