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

Level of Harm - Potential for **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49348
minimal harm
Based on observation, interview, medical record review, and facility P&P review, the facility failed to provide
Residents Affected - Some the necessary care and services to maintain the highest practicable well-being for two of eight sampled
residents (Residents 3 and 5).

* The facility failed to follow the physician's order to administer the GT feedings at the scheduled times for
Residents 3 and 5. This failure had the potential to negatively affect the residents' health conditions and
well-being.

Findings:

Review of the facility's P&P titled Physicians Orders revised 11/2019 showed all orders must be specific and
complete with all necessary details to carry out the prescribed order without any question.

a. Medical record review for Resident 3 was initiated on 12/18/24. Resident 3 was admitted to the facility on
[DATE] and readmitted on [DATE].

Review of Resident 3's Order Summary Report showed an order dated 9/6/24, to start the enteral feeding at
1500 hours every day to provide 1100 cc of Jevity 1.5 formula at 55 cc/hr for 20 hrs to provide 1650 kcal via
PEG tube until the total volume was delivered.

On 12/20/24 at 1330 hours, a concurrent observation and interview was conducted with Resident 3's RP.
Resident 3's RP stated Resident 3's GT feeding was not supposed to start until 1500 hours and was already
infusing. Upon observation, 39 ml of Jevity 1.5 cal had already been infused.

b. Medical record review for Resident 5 was initiated on 12/18/24. Resident 5 was admitted to the facility on
[DATE], and readmitted on [DATE].

Review of Resident 5's Order Summary Report showed an order dated 10/4/24, to start the enteral feeding
at 1500 hours every day to provide 1200 cc water at 60 cc/hr for 20 hrs via PEG tube until the total volume
was delivered.
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F 0684 On 12/20/24 at 1538 hours, an interview was conducted with LVNs 1 and 3. When asked what time the
feedings for Residents 3 and 5 were started, LVN 3 stated he started the GT feedings around 1300 hours.
Level of Harm - Potential for LVN 1 stated the feedings were ordered to be started at 1500 hours and the nurses had one hour before and
minimal harm one hour after the scheduled times to administer the feedings. LVNs 1 and 3 verified the feedings for
Residents 3 and 5 were started at 1300 hours instead of the scheduled ordered time at 1500 hours (two
Residents Affected - Some hours earlier than ordered).

On 1/3/25 at 1423 hours, a concurrent interview and medical record review was conducted with the DON.
The DON verified Residents 3 and 5's GT feedings were ordered to start at 1500 hours. The DON stated the
licensed nurses should have followed the physician's orders.

On 1/7/25 at 1423 hours, the Administrator and DON acknowledged the above findings.
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