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F 309 483.25 PROVIDE CARE/SERVICES FOR
55=p ' HIGHEST WELL BEING

Each resident must receive and the facilily must
provide lhe nacessary care and services to atiain
or maintain the highesl practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

| This REQUIREMENT is not met as evidenced

1 by:

i Based on staff and family interviews and record
 reviews, the facilily failed lo administer an

: antibiotic per physician order for one (1) of three
[ (3) sampled residenls wilh physician antibictic

[ arders. (Resident #2}.

The findings are:
! Resident #2 was admitted to the facility on
. 81042010 with diagnoses including Congeslive
- Heart Failure, Ostgoarthrilis and Diabetes
Meliilus, Review of the latest Minimum Data Sel
{MDS) dalad 3/68/2012 revealed Resident # 2 was
. assessed as cognitively intact and needed
extensive assislance for Activilies of Daily Living.

I

| A review of resident#2 * s medical record~

| revealed a physiclan ' s order signed by the

| Director of Nurses (DON) and dated 4/27/2012 at

| 5:15 PM for a Urina Gulture and Sensttivily Lab

! test for a suspecled Urinary Tracl Infection due lo

t fever symptoms. Review of the nurses noles

f datad 4/29/2012 at 10:00 PM signed by Licensed
Nurse #1 (LN #1) thal the Urine Analysis was

* obtained and documented Residenl #2 had a
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Plan of correction does not

constitute admission or agreement by
the provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and or executed
| solely because It is required by the
provisions of Federal and State law.

Mountaln Trace POC for
complaint survey of 5/16/12

Resident #2 has completed her
antiblotic with all doses

administered.

All residents with orders for
antiblotics have the potential to i
be affected

by this deftcient practice. . . . ...
although none were found to he
affected.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

S ne ST ELOT

{%8) DATE

42
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Urinary Tract Infection and the Physicians office
was notified. An order was received for an
antibiotic to be given twice a day for seven (7)
gays and the initial dose was given and the family
nolified. LN #1 documented that no signs and
symptoms of acute distress wers noted.

Review of Resident #2 ' s Medication
Administraiion Record {MAR) for April 2012
revealed documentation that Residenl #2
received Macrobid 100mg the evening of
4/29/2012 and two doses on 4/30/2012.  Review
of Residant #2 ' s MAR for May revealed no
documentalion thal the Macrobid 100mg had
been given from May 1 through May 8, 2012 as

, orderad by the physician.

Interview on 5/15/2012 al 1:00 PM with LN #2
revealed she had given Resident #2 fwo doszes of
. Macrobid 100 mg in April but had then besn off
work for several days. LN #2 slated upon
refurning on 5/5/2012 she looked for the antibiotic
: for Resident #2 and upon reviewing the May MAR
- noled the physician order for Macrobid 100 mg
r had nal been carried over to the May MAR and
. had not been given, LN#2 stalad she called the
» Physician on call te inform him of the situalion
- and he gave her an order as follows: "If no
symptoms of UTI stop Macrobid. If symptoms do
PUA" LN #2 confirmed she assessed Resident
{ #2 and there was no complaint of urinary pain,
| burning and no temperature indicating a UTI so
she did not do a UA or rastart the Antibiolic.

. Interview wilh the Director of Nurses {(DON) on
- 511612012 at 1:15 PM revealad monthly MAR ' s
- are double-checked for accuracy on the 27th  of

given by the Asslstant Director
of Nursing and

Administrator on 5/22/12 on
Medication Adminlistration and
the procedure of reporting
medication errors, An audit of
current resldent Medication
Administration Records

was completed on 5/28 and
5/29/12 1o ensure all antibiotics
were glven as ordered,

Director of Nursing and/or
Assistant Director of Nursing
will fully investigate all
medication errors within

72hrs of discovery. The Unit
Managers will audit Medication
Administration records

dally x 2 weeks, weekly x 4 {
weeks then manthly thereafter
to ensure antibiotics are

glven as ordered and document
on-audit-form-—-—— -

The results of the Quallty
Assurance audits will be
presented by the Director of
Nursing or
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! the month and than an addilional check is done
! by the night nurse when they are placed in the
- MAR notebook on the last night of the month.
She confirmed a medication error sheet was in
_the process of being filled out and invesligated
- about the incident. The DON stated her
: expeclalions are that lhe final check of the MARs
by the night nurse should have revealed the
physician order received on 4/29/2012 for
Resident #2 and at that lime the order should
have bsen added to the May MAR.
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; Asslstant Director of Nursing to
the Quality Assurance
committee monthly x 3 then
quarterly

thereafter to determine the
need for additional education
and/or monitoring.
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