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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 clinical record review and staff interview, it was determined that the facility failed to implement

or potential for actual harm physician's orders for one of six sampled residents. (Resident 1)Findings include: Clinical record review
revealed that Resident 1 had diagnoses that included congestive heart failure, presence of a heart assist

Residents Affected - Some device, and atherosclerosis of coronary artery bypass graft(s). A review of physician's orders dated January

23 through 29, 2026, and the Treatment Administration Record for January 2026, revealed the following:
Staff were to perform a self-test to ensure proper function of the left ventricular assist device (LVAD) every
shift. There was no documented evidence that staff performed the self-test on two occasions. Staff were to
record pump rate, pulse index, pump power, pump speed, and vital signs. Staff were to use a doppler to
obtain mean blood pressure two times a day. There was no documented evidence that the rate, index,
power, speed, vital signs, or mean blood pressure were obtained on six occasions. Staff were to ensure
backup batteries were on charge at all times and verify placement every shift. There was no documented
evidence that staff performed this task on two occasions. Staff were to monitor daily weights and notify the
provider of changes greater than two pounds (Ibs.) in one day or five Ibs. in one week. There was no
documented evidence that staff obtained the resident's weights on four occasions. Staff were to convert to
batteries one time a day and at bedtime return to main power. There was no documented evidence that
staff converted to batteries two occasions. Staff were to observe for signs and symptoms of driveline
infection every shift. There was no documented evidence that staff observed for signs and symptoms of
driveline infection on three occasions. Staff were to ensure that if the resident goes out of the building, the
backup controller, two extra batteries, and two extra clips go out with the resident. On January 26, 2026, the
resident was transferred to the hospital for a change in condition. There was no documented evidence that
the resident was sent with the backup controller, two extra batteries, and two extra clips. In an interview on
February 24, 2026, at 3:00 p.m., the Director of Nursing confirmed that there was no evidence that staff
implemented the physician's orders as identified. 28 Pa. Code 211.12(d)(1)(5) Nursing services.
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