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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm 38993
or potential for actual harm
Based on interview and record review, the facility failed to ensure one of eight sampled residents (Resident
Residents Affected - Few 1) physician's orders were followed. This failure resulted in Resident 1 not receiving a dose of intravenous
(IV - used to administer medications directly into the vein) antibiotics (used to treat infection) and the
potential for Resident 1's urinary tract infection to worsen.

Findings:

During a review of Resident 1's Physician's Orders (PO), the PO indicated, Ceftriaxone (antibiotic).use 1
gram (unit of measurement) intravenously one time a day for urinary tract infection for 7 days.start date
5/8/25.

During a review of Resident 1's Care Plan (CP) dated 5/7/25, the CP indicated, Infection: Resident is at risk
for complications related to Urinary Tract Infection and dehydration ceftriaxone.Interventions.Medication per
physician's order.

During a concurrent interview and record review on 5/15/25 at 3:13 p.m. with Assistant Director of Nursing
(ADON), Resident 1's Medication Administration Record (MAR) dated 5/25 was reviewed. The MAR
indicated Ceftriaxone was not administered on 5/12/25. ADON was unable to provide evidence the
medication was administered and stated when the medication was administered it should have been
documented on the MAR.

During a review of the facility's policy and procedure (P&P) titled, IV (intravenous) Administration undated,
the P&P indicated, Documentation.Document in the patient's medical record.Medication, amount, and type of
diluent.date, time of administration.route.administering clinician's initials.
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