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

Level of Harm - Minimal harm 50409
or potential for actual harm
Based on interview and record review, the facility failed to ensure medications were administered according
Residents Affected - Few to the physician's orders (PO) for one of three sampled residents (Resident 1) when:

1. Resident 1's Docusate Sodium (medication for constipation [problem with passing stool]) was not held for
episodes of loose stools.

2. Resident 1 was not administered Imodium or Loperamide (medications to treat diarrhea [loose stools]) for
episodes of loose stools.

These failures had the potential for Resident 1 to develop skin breakdown due to episodes of loose stools.
Findings:

1. During a review of Resident 1's PO, dated 4/10/25, the PO indicated, Docusate Sodium. Give 1 capsule
by mouth two times a day for constipation. Hold for loose stool.

During an interview on 4/21/25 at 12:50 p.m. with Resident 1, Resident 1 stated she has been having
diarrhea since 4/11/25, and the licensed nurses and CNAs (Certified Nursing Assistants) have been aware.

During a concurrent interview and record review on 4/21/25 at 4:00 p.m. with Director of Nursing (DON),
Resident 1's ADL (Activities of Daily Living - basic self-care tasks needed to live independently) flowsheet
(ADLF), dated April 2025 was reviewed. Resident 1's ADLF indicated Resident 1 had episodes of loose
stools on 4/11/25 at 1:59 p.m., 4/12/25 at 10:04 p.m., 4/13/25 at 1:45 p.m. and 4:12 p.m., 4/14/25 at 11:32 a.
m., 4/16/25 at 1:59 p.m., and 4/19/25 at 3:57 p.m. (Resident 1 had seven episodes of loose stools from
4/11/25 - 4/19/25). Resident 1's Medication Administration Record (MAR) , dated April 2025 was reviewed.
Resident 1's MAR indicated her Docusate Sodium was not held on 4/11/25 at 5 pm, 4/14 25 at 9 am, 4/16 at
9 am and 5 pm, and 4/19 at 5 pm. DON stated, It (Docusate Sodium) should have been held (on 4/11/25,
4/14/25, 4/16/25, and 4/19/25).

2. During a review of Resident 1's PO, dated 4/14/25, the PO indicated, Imodium. Give 1 tablet by mouth
every 4 hours as needed for Diarrhea.
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F 0684 During a review of Resident 1's PO, dated 4/18/25, the PO indicated, Loperamide. Give 2 tablet by mouth
every 6 hours as needed for diarrhea.
Level of Harm - Minimal harm or
potential for actual harm During a concurrent interview and record review on 4/21/25 at 4:00 p.m. with DON, Resident 1's MAR, dated
April 2025 was reviewed. Resident 1's MAR indicated Resident 1 was not administered Imodium or
Residents Affected - Few Loperamide on 4/16/25 at 1:59 p.m. and 4/19/25 at 3:57 p.m. (for Resident 1's episodes of loose stools).
DON stated Resident 1 was supposed to be administered Imodium or Loperamide on 4/16/25 at 1:59 p.m.
and 4/19/25 at 3:57 p.m.
During a concurrent interview and record review on 4/21/25 at 5:00 p.m. with DON, the facility's policy and
procedure (P&P), titled Administering Medications, dated April 2019 was reviewed. The P&P indicated,
Medications are administered in accordance with prescriber orders. DON stated the facility's P&P was not
followed.
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