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A complaint investigation (ARO iBETT) was
conducted on 01/24/13. The complaint was

! substantiated with an unretated deficiency cited.
. i The highest scope and severity was a "D". . .
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The services provided or arranged by the facility
musi meet professional standards of quaiity.

This REQUIREMENT is not met as evidenced , : |
by. :

. Based on observation, interview, and record
i review, the facility failed to ensure services
provided met professional standardg of quality for |
one of three sampled residents (Resident #2). |
Resident #2 had physiclan's orders for a !
yrinalysis with a culture and sensitivity to be
obtalned on 01/18/3; however, facility staff fajled
to ensure the urinalysis with culture and sensitivity
was obtained as ordered by the physician.

The findings include:

Areview of the facility's policy, "Prolocol for
Physicians Orders”, not dated, revealed any new
physician's arders were fo be noted and
lranscribed in the appropriate place and orders
were to be foliowed accordingly.

Interview with Resident #2 on 01/24/13 at 8:00
AM, during tour, revealed the resident had -
axperienced burming and throbbing with voiding. ol
Resident #2 stated hafshe had informed the :

physician when the physician made rounds and
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; thought he was going to do something. Resident
#2 stated "but | guess not.”

A review of the medical record for Resident #2
reveated the facility admitted the residenton - |
07113111, with diagnoses that included i
Hypertension and Esophageal Reflux. A review
of physician's orders dated 01/19/13 revealad an
order for facility staff to obtain a urinalysis with a
culture and sensitivity. Further review of the
medical record revealed no results for the
urinalysis with cuiture and sensttivity.

- Aninterview conducted on 01/24/13, at 9:43 AM,
, with the Clinical Coordinator revealed the i
 urinalysis with culture and sensitivity had not been |
obtained as per the physician order for Resident
#2. The Clinical Coordinator stated on 01/24/13
she spoke with Licensed Practical Nurse {LLPN)
#4, who worked on 01/19/13 when the physician
mads rounds, and tha LPN had stated to her she
must have overlooked the order.

Interview on 01/24/13 at 12:19 PM with LPN #4
revealed she had worked on 01/19/13 when the
physician made rounds on Resident #2 and had
failed to review the physician's order and to obtain :
a urinalysis with a culture and sensitivity. The !
- LPN slzted she reviewed the first page of !
; Resident #2's monthly orders but did not review
 the other pages which contained the progress

- urinalyss with cutture and sensitivity.

|

—E Interview with the Direcfor of Nursing (DON) on [
| D1/24/13 at 4:00 PM revealed siaff were tralned |
' and required to review all physiclan orders. The
{ DON stated she was not awars staff had failed to |
‘ |

: note made by the physician and the order for the .
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review ali the pages of the monthly orders e < ”@
therefore missing the order for a urinalysis with | ;

culture and sensitivity.
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Submission of this plan of correction does not indicate that a deficiency existed or that a deficiency was

cited correctly. This Plan of Correction is being submitted to ensure continuing compliance with State

and Federal regulations,

1)

3)

4)

5)

The physician and RP were contacted regarding the missed arder for a urinalysis with culture
and sensitivity on resident #2. A new order was given by the physician for a urinalysis with
culture and sensitivity and this was obtained on resident #2, and treatment initiated per
physician orders. '

The physician orders/lab orders of all other residents were reviewed by the Clinical Coordinator
and Director of Mursing to ensure that no physician orders had been missed on any resident.
There were no other problems found during this review.

LPN #4 was counseled regarding the missed urinalysis with culture and sensitivity order on
Resident #2. She said that she locked at the initial page where the doctor had signed and did
not see any orders, but did not realize there were multiple pages with orders written on the

- back page. She did voice her understanding of the importance of following all physician orders

and reviewing each page of the current arders when a physician makes rounds to make sure all
orders are followed through. All nurses were in-serviced regarding protocol for taking off any
new orders from the physician and follow-through with these on the Medication Administration
Record and/or Treatment Administration Record, The Clinical Coordinator for each unit will
review all notes following physician rounds to ensure that physician orders have been taken off
and have been accurately followed through with on the Medication Administration Record
and/or Treatment Administration Record.

The nursing secretary and/or Clinical Coordinator will randomiy review the physician
notes/orders of 3 residents on each unit weekly x 3 months, and then 3 on each unit x 1 month
to ensure that there are no further problems with missing any physician orders. Any problems
will be immediately reported to the Director of Nursing and physician and the CQl committee
for correction. .

Date of Correction ; February 11, 2013



