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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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F 0690 Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record review, the facility failed to ensure that staff administered medications ordered
Residents Affected - Few to treat a urinary tract infection for 2 of 3 residents reviewed after their return to the facility following

hospitalization.(Residents #1 and #3)The findings include:Record reviewsOn 11/18/25, a review of
Resident #1's electronic medical record (EMR) showed that this resident was admitted to the hospital
on [DATE] for nausea and vomiting and received a diagnosis of urinary tract infection (UTI) and
sepsis syndrome. Upon discharge back to facility on 10/9/25, the physician ordered Augmentin
875/125mg with instructions for Resident #1 to take 1 tablet by mouth two times daily until 10/22/25.
Upon review of the EMR, no order was found for this medication; therefore, it does not appear that
staff administered the medication as ordered.On 11/19/25, a review of Resident #3's EMR revealed
that the resident was admitted to the hospital on [DATE] and received a diagnosis of acute cystitis,

a type of urinary tract infection. The resident was discharged back to the facility on [DATE] with an
order for the antibiotic Ofloxacin 400 mg BID to be administered twice daily. Upon review of the EMR,
no order for this medication was found; therefore, it does not appear that staff administered the
medication.Staff interviewOn 11/19/25 at approximately 9:00 a.m., the Director of Nursing was
interviewed. She was asked why the staff did not start the resident's antibiotics as ordered. She
stated that the hospital is supposed to send the discharge medication reconciliation with the resident
upon return to facility. She reported ongoing issues with receiving paperwork from the hospital and
this resident's orders must have been missed. She was asked what the facility's process is to ensure
staff complete discharge medication reconciliation upon a resident's re-admission. She stated that
the resident's primary nurse is responsible for reviewing the reconciliation and ensuring that
prescribed medications are ordered. Policy reviewThe facility policy (last revised April of 2019)
entitled Administering Medications, states medications are administered in a safe and timely manner,
and as prescribed. 4. states medications are administered in accordance with prescriber orders,
including any required time frame.'

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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