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

Level of Harm - Actual harm Based on clinical record review select document review and staff interviews, it was determined that
the facility failed to complete routine and weekly skin checks for one of five residents reviewed

Residents Affected - Few (Resident 1). In addition, the facility failed to provide timely and comprehensive care and services

after a change in condition including a respiratory assessment on a resident in respiratory distress,
which resulted in harm as evidenced by hospital admission for respiratory failure that required
intubation and abnormal labs for one of five residents reviewed (Resident 2).Findings Include: Review
of Resident 1's clinical record revealed diagnoses that included multiple sclerosis (a chronic
autoimmune disease where the immune system attacks the protective myelin sheath covering nerve
fibers in the central nervous system, disrupting brain-body communication), diabetes mellitus (the
body's ability to produce or respond to the hormone insulin is impaired, resulting in abnormal
metabolism of carbohydrates and elevated levels, dementia (a condition characterized by progressive
loss of intellectual functioning, impairment of memory and abstract thinking), and zoster encephalitis
(severe inflammation of the brain caused by reactivation of the virus that causes chickenpox and
shingles). Clinical record documented hospital transfer on January 29, 2026, for seizure activity.
Review of Resident 1's hospital record documented shingles positive, shingles rash on anterior
abdomen and treated with Acyclovir (antiviral medication). Review of Resident 1's care plan
documented intervention that included to observe skin for abnormalities and report to the Nurse
Practitioner, initiated September 10, 2019; and report changes in skin integrity found during daily care,
initiated October 14, 2019. Report changes in skin integrity found during daily care, initiated October
14, 2019. Review of Resident 1's January 2026, Medication Administration Record (documentation of
administration of medication, treatments or nursing interventions) documented N (indicating that the
skin check was not done) on January 7th, 14th, 21st, and 28th. Further clinical record review failed to
reveal progress notes regarding the aforementioned skin checks. Interview with Employee 7,
(Regional clinical support) on March 20, 2026, at 2:18 PM revealed that the weekly skin check
should've been completed on Resident 1. Review of Resident 2's clinical record revealed diagnoses
that included Alzheimer's disease (progressive brain disorder that slowly damages nerve cells,
causing a gradual loss of memory, thinking and language abilities), thyroid cancer, and metastatic
cancer of the liver, colon, and lymph nodes. Review of Resident 2's laboratory report dated March 11,
2026, revealed the following abnormal lab results: Sodium level 152 (normal 136-145), Chloride 108
(Normal 98-107), calculated osmolality 316.81 (Normal 275-295 [elevated levels often caused by
dehydration]) and Potassium 3.4 (normal 3.5-5.1). Review of Nurse Practitioner note dated March 11th
at 9:41 PM read, in part, follow up visit for medical management/lab review, resident was noted to be
lethargic (decreased mental alertness and physical energy), unresponsive to verbal stimuli (does not
respond to verbal commands or questions), continues on D5W (intravenous fluids) at 50ml/hr for
hypernatremia (high sodium)/dehydration and potassium chloride 40 meq for 1 dose to be
administered. Review of the physician orders revealed an order dated March 11, 2026, for Potassium
Chloride Oral Packet 40 MEQ. Give 40 mEq by mouth one time for Hypokalemia. Review of the March
Medication Administration Record (MAR) revealed it was not documented as administered. Review of
the nursing note on March 12, 2026, stated that the resident is lethargic but opens eyes when spoken
(continued on next page)
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F 0684 to, she refused breakfast but did drink ensure and milk. Laboratory report dated March 13, 2026,
revealed worsening of the following abnormal lab results: Sodium 156, Chloride 117, calculated
Level of Harm - Actual harm osmolality 324.4; and below normal levels of potassium 3.3, and calcium 7.7 (8.5-10.5). Nurse
Practitioner note dated March 13th 2026, read, in part, follow-up visit for medical management/lab
Residents Affected - Few review, lethargic, nonresponsive to verbal stimuli, continue D5W at 50ml/hr. for

hyponatremia/dehydration, potassium chloride 40meq one dose to be administered. Review of the
nursing note dated March 14, 2026, noted that she refused meals but did drink 20 ml for breakfast, 60
ml for lunch and 120 ml for dinner. Review of the nursing note dated March 15, 2026, at 5:01 PM,
revealed that the physician was at Resident 2's bedside and ordered for resident to be sent to the
emergency room for evaluation and treatment. Review of the physician note entered as a Late Entry
on March 15, 2026, at 5:52 PM, stated that the resident was seen for an acute visit and was noted to
be unresponsive. Further review of progress notes revealed a SBAR (a structured communication tool
used in healthcare to convey critical patient information clearly and efficiently) dated March 15, 2026,
at 5:58 PM by Employee 1, Registered Nurse Supervisor, read, in part, the change in condition was
fever and unresponsiveness. The following vital signs were documented on the SBAR: 3:48 PM pulse
128 beats per minute (normal 60-100); 3:48 PM respiration 12 breaths per minute; 3:48 PM oxygen
saturation 95% on room air, 3:48 PM temperature 98.6 degrees Fahrenheit and at 5:59 PM her blood
pressure was recorded at 118/75. The SBAR tool failed to document abnormal laboratory results, new
medications, and IV fluids she was receiving. It noted that a respiratory assessment was not clinically
applicable to the change in condition being reported. It also noted that a neurological assessment was
not clinically applicable to the change in condition being reported. The primary diagnosis documented
was muscle wasting with additional diagnoses of cancer and dementia, and noted resident was a full
code. The documented time the family was notified of the Resident being transferred to the hospital
was noted as 5:00 PM. There were no vital signs obtained after the change in condition except for her
blood pressure. There was also no assessment from a nurse about the resident's condition.
Emergency Medical Services (EMS) care record dated March 15, 2026, documented that the
emergency call placed to 911 was on March 15, 2026, at 5:54 PM, and they were on scene at 5:59
PM.Review of the EMS narrative stated the following: Emergency medical services are required due
to the Resident being lethargic and unconscious. Care was delayed due to waiting for access to a
locked unit; staff members were observed on their phone not answering the door. Upon entering the
resident's room there were no staff members present. Resident was lying supine on the bed, breathing
was shallow. Resident was immediately placed on a non- rebreather and monitor, vital were obtained.
Several attempts were made to nursing staff for reports and information. Resident was moved to the
stretcher by EMS staff. Paperwork was gathered from staff. Resident's respiratory rate decreased

and was placed on an EtCO2 (a medical device used to deliver oxygen and monitor exhaled carbon
dioxide levels). While in route, several ice packs applied to help with cooling, normal saline was
administered via IV and report called to the hospital requesting respiratory standby. Resident
respiratory rate became insufficient, and a bag valve mask was used to ventilate the resident.
Interview with Employee 2, Licensed Practical Nurse on March 18, 2026, at 1:11 PM revealed she
obtained vitals at 3:48 PM and called Employee 1 (RN supervisor), who came over before the
physician. After the physician was in with the resident he came out and stated she needed to go out
now. She called the RN supervisor who started the paperwork, while she called the responsible party
to let her know Resident 2 was being sent to the ER. She stated that the nurse aid was supposed to
stay with the resident. She went to the Supervisor office and helped the RN with paperwork that was
needed sent to the hospital which took a few minutes. She then went to another resident's room to
check a blood sugar and assist that resident. She stated that she didn't realize that EMS came in to
Resident 2's room. A few minutes later the RN came out of Resident 2's room asking for help and she
went into Resident 2's room where EMS was with Resident 2. During an interview with Employee 1
(RN) on March 18, 2026, AT 3:30 PM, she stated that when the doctor ordered the resident to be sent
(continued on next page)
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F 0684 out, she called 911 and started paperwork. When she went back to Resident 2's room, EMS were the
only ones in the room so she called for the LPN since she knew the resident. She confirmed that she

Level of Harm - Actual harm did not assess the resident because she was being sent out for low sodium levels. She could not
provide a timeline as for when 911 was called. Interview with Emergency Response Personnel 1 on

Residents Affected - Few March 19, 2026, at 1:19 PM revealed they entered the building without difficulty and were aware of

the location of Resident 2. Once at the door they rang the bell to gain access to the unit four times
before they gained access. When they entered the room there was no staff in the room with the
resident. Emergency Response Personnel 2 called three times for help, as they needed to know the
resident's code status and a brief medical history. Approximately 15 minutes passed, a staff member
entered the room and asked what they needed to which EMS responded, a Nurse. A Nurse entered the
room and stated she was the resident's nurse and stated the resident had a temperature of 99.4
degrees Fahrenheit thirty minutes ago. When asked for the resident past medical history the Nurse
responded all she knew was that the resident had dementia. They asked about what medications she
takes and were told she hasn't been taking medications. As they were heading out of the unit both
Nurses met them at the door to let them off the unit and handed them paperwork regarding medical
information. Interview with Eployee7 (Regional Clinical Coordinator) and the Director of Nursing on
March 20, 2026, at 2:18 PM it was revealed that a staff member should've been at the main entrance
to escort EMS onto the unit, and that the nurse should've stayed with the resident. The RN supervisor
or the nurse on the unit should've given report to EMS. It was also revealed that the SBAR tool
should've included the altered lab values and the IV hydration, it should've been accurate. The RN
should've also completed vitals when the LPN informed her of the change in condition of the Resident.
The Director of Nursing stated that the potassium was placed on hold by the Nurse Practitioner and
would provide documentation; however, no documentation was provided. The nurse failed to assess
the resident after a change in condition. After the physician ordered the resident to be sent to the
hospital, documentation revealed a delay of approximately 54 minutes to call 911. Facility staff did
not stay with the resident to ensure any additional interventions were needed if the resident had a
further decline. The facility failed to assess Resident 2's respiratory status, despite her being in
respiratory distress, which required EMS to administer oxygen via non re-breather mask at a rate of
15L/min when they arrived. EMS did not receive an oral report or a thorough written report of the
resident's condition. Review of Emergency Department (ED) physician progress note revealed that
they tried calling the facility multiple times without success to get report. Upon arrival to the ED the
resident was intubated (a medical procedure where a tube is inserted through the mouth to maintain
and open airway and deliver oxygen). Labs were completed while in the ED and the resident was
given IV fluids and IV electrolyte replacement (magnesium, calcium and potassium). A second set of
labs revealed the improvement in labs. Sodium decreased from 153 to 149 and Potassium increased
from 2.4 to 3.6. Review of hospital records revealed that on March 16, 2026, the resident was
admitted to the Intensive Care Unit with diagnoses that included acute respiratory failure, failure to
thrive, cardiac arrest, hypocalcemia (low calcium) and hypokalemia (low potassium). The facility
failed to provide timely and comprehensive care and services after a change in condition resulting in
harm, as evidenced by further clinical decline. 28 Pa. code 201.14(a) Responsibility of licensee28 Pa
code 201.18(b)(1) Management28 Pa code 211.12(c)(d)(1)(3)(5) Nursing services
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