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

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50003
or potential for actual harm
Based on interview and medical record review, the facility failed to ensure the necessary care and services
Residents Affected - Few were provided to meet the needs for one of two final sampled residents (Resident 1).

* The facility failed to ensure Resident 1's levothyroxine medication was continued upon his discharge from
the acute care hospital. This failure had the potential to affect Resident 1's health and wellbeing.

Findings:

Closed medical record review for Resident 1 was initiated on 11/19/24. Resident 1 was admitted to the
facility on [DATE], from the acute care hospital and discharged on [DATE].

Review of Resident 1's acute care hospital H&P examination dated 10/22/24, showed Resident 1 [NAME]
history of hypothyroidism.

Review of Resident 1's ED Patient Education and Visit Summary from the acute care hospital dated
10/22/24, the section for Final Active Medication List showed an order for levothyroxine (a medicine used to
treat an underactive thyroid gland) 100 mcg orally one tablet daily before breakfast on an empty stomach.

Further review of the closed medical record showed no documented evidence levothyroxine was ordered for
the resident upon admission to the facility. There was no documented evidence as to why the levothyroxine
medication was not continued when it was included in the active medications list from the acute care hospital.

Review of Resident 1's Order Summary Report showed a physician's order dated 10/31/24, to administer
levothyroxine 100 mcg by mouth in the morning for hypothyroidism, starting on 11/1/24, six days after
Resident 1 had been admitted to the facility.

On 11/19/24 at 1615 hours, an interview and concurrent closedmedical record review for Resident 1 was
conducted with the ADON. The ADON acknowledged the findings. The ADON further stated the admitting
nurse failed to reconcile the discharge medications thoroughly on 10/25/24 (admitted ). Resident 1 should
have continued his levothyroxine medication as directed in the acute care hospital's discharge medication list
for the treatment of hypothyroidism. The ADON verified Resident 1 was not provided with the levothyroxine
medication until 11/1/24.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Potential for

minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50003

Residents Affected - Some Based on observation, interview, medical record review, and facility P&P review, the facility failed to provide

the necessary care and services to prevent the accidents for one of two sampled residents (Resident 1).

* The facility failed to conduct the initial fall risk assessment for Resident 1. This failure had the potential for
the resident to sustain additional falls and possible injuries.

Findings:

Review of the facility's P&P titled Fall Prevention Program revised 12/28/23, showed upon admission, the
nurse will complete the fall risk assessment along with the admission assessment to determine the resident's
level of fall risk.

Closed medical record review for Resident 1 was initiated on 11/19/24. Resident 1 was admitted to the
facility on [DATE], and discharged on [DATE].

Review of Resident 1's acute care hospital H&P examination dated 10/22/24, showed Resident 1 was
brought in by the ambulance from home after the mechanical trip and fall. The examination further showed
Resident 1 had a left hip intertrochanteric fracture (a break in the upper part of the thigh bone).

Review of Resident 1's Fall Risk form dated 10/25/24, showed the LVN signed the form. However, all
sections of the fall risk assessment were left blank.

On 11/19/24 at 1615 hours, an interview and concurrent closed medical record review was conducted with
the ADON. The ADON verified the findings. The ADON further stated Resident 1 should have a fall risk
assessment completed upon admission as necessary to identify the risks and formulate the appropriate
interventions to reduce or prevent the risk of falls.
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