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The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews, resident and staff
interviews, the facility failed to follow the
physician's order for the administration of an
antibiotic for 1 of 3 sampled residents with a
scheduled stent removal procedure. {(Resident
#2).

Findings included:

Resident #2 was admitted to the facility on
1/14/11 with diagnoses which included: celiulitis
and abscess; metastatic adenocarcinoma status
post colostomy and mucous fistula; a history of
hydronephrosis; a history of methicillin-resistant
Staphylococcus aureus urinary tract infections; a
history of kidney stones; and a history of
abdominal pain. The admission's Minimum Data
Set (MDS) assessment dated 1/24/11 revealed
Resident #2 was cognitively intact.

Review of the Physician's Progress Note dated
2/6/11 revealed Resident #2 had a history of
nephrolithiasis and the resident was to follow-up
with Urology for removal of a stent.

The Physician's Order dated 2/14/11 indicated
Resident #2 was to receive Baclrim DS
{(antibiotic) twice each day for five days starting on
3/4/11; which would be three days prior to the
st%moval procedure on March 7, 2011,
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Review of the Medication Administration Record
(MARY) for March 2011 indicated Resident #2 did
not recelve the antibiotic three days prior to her
scheduled Urology visit as ordered.

During an interview on 3/15/11 at 1:52pm,
Resident #2 stated that when she arrived for her
scheduled appointment with the Urologist to have
the stent removed on 3/7/11, he informed her that
the facility notified him (Urologist) of their (facility)
failure to give the resident the antibiotic as
ordered prior to the resident ' s visit. As of 3/15/11
the stent had not been removed.

During an interview on 3/15/11 at 4:16pm, the
facility ' s Wound Nurse revealed that on the day
of Resident #2's Urology appointment, the hall
nurse informed her that the antibiotic ordered by
the Urologist to be administered three days prior
to the stent removal was not transcribed onto the
MAR and therefore was not given to the resident.
The Wound Nurse notified the Urologist of the
transcription error prior to the appointed time of
10:15am; but aiso informed the urology office that
the resident had received the same antibiotic on
2/17111-2/25/11 for a urinary tract infection: and, if
it was still ok to send Resident #2 her
appointment since she didn't receive the antibiotic
three days prior. The resident was able to go to
her appointment with the Urclogist. Upon the
resident's return fo facility, the resident's family
member was upset due to the stent removal
procedure was not done because the facility did
not administer the antibiotic to the resident.
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