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OR LSC IDENTIFYING INFORMATION)
F 0684 Provide appropriate treatment and care according to orders, resident's preferences and
oals.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review, the facility failed to ensure a physician order [REDACTED]. This failure had the

harm potential for Resident 1 to receive care and treatment. Finding: Resident 1 was admitted to the facility on [DATE] with
[DIAGNOSES REDACTED]. A review of Resident 1's medical record titled, Wound Assessment and Plan, dated 4/9/18, was

conducted. This record indicated, .Strongly recommend .possible vascular surgery/intervention .wounds unlikely to heal

without vascular intervention. A review of Resident 1's physician order, dated 4/9/18, was conducted. Resident 1 had an

order for [REDACTED].M., was conducted. WN stated if a physician order [REDACTED]. MR was not able to find documentation

that staff made an appointment for vascular MD. MR stated, | can't find if the referral was made. An interview with the

Administrator (Admin) on 3/12/18 at 10:45 A.M., was conducted. The Admin stated physician's orders[REDACTED].

Residents Affected - Few
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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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