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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to implement and document new fall
interventions after a fall for 1 (R50) of 4 residents who was assessed to be high fall risk upon
admission to the facility. This failure resulted in R50 falling, sustaining a hematoma to her head and 2
rib fractures, and subsequently being transferred to the emergency room for treatment. Findings
include:R50's Undated Face Sheet documents R50 was initially admitted to the facility on [DATE]
with diagnosis of dementia and osteoarthritis.R50's Care Plan, dated 12/29/2024 and revised
11/24/2025 documents the resident is a high risk for falls R/T (related to) history of falls. The
resident will not sustain serious injury through the review date. The resident will be free of falls
through the review date.R50's Quarterly Minimum Data Set (MDS) dated [DATE] documents R50 was
cognitively impaired, had a history of falls and uses a wheelchair.R50's Fall Risk Data Collection,
dated 8/15/2025 documents she was high risk for falls.R50's Progress Note, dated 8/23/2025 9:11
PM, documents CNA (Certified Nurse Aide) informed writer that she heard the resident yelling while in
another patient's room. Writer went to assess the situation and found R50 lying in the middle of the
floor. Her feet facing the door, while entrapped in the bottom of the isolation bin. Her head facing the
bathroom door. Her wheelchair was sitting next to her legs, on the right side, unlocked. A basin full of
water sat by her head. Water spilled all over the floor. She is wearing regular socks. No shoes. Call
light is on the bed, not in use. Writer asked resident how she ended up entangled in the isolation bin
on the floor. Resident stated she was trying to get in her car and thinks she may have fell. Writer
assessed the resident and found redness to the back. No complaints of pain or discomfort to the back
area. Resident had complaints of pain to the BLE (bilateral lower extremities.) 7+. writer assessed the
area and found that she only had complaints of pain to the areas where edema is present. Scheduled
narcotic given and effective. Neuro (neurological) checks initiated. ROM (Range of Motion) completed
on all extremities with no difficulty to upper extremities and little difficulty to lower extremities. Dr
(doctor) office notified. DON (Director of Nurses) notified as well.R50's Care Plan, dated 8/23/2025 an
intervention documented ensure non-skid socks are on.R50's Health Status Note, dated 10/1/2025 at
5:11 AM documents, resident had an unwitnessed fall around 4:30 AM. She has a new skin tear on her
L (left) elbow which was cleaned and dressed. She denies hitting her head. Resident has no other
new marks or injuries.R50's Care Plan, dated 10/1/2025 an intervention documented remind resident
to wear non-skid footwear and remind staff to make sure she has them on when needed. R50's Health
Status Note, dated 10/3/2025 at 11:17 PM, documents CNA notified writer that when she was
walking down the hall, she heard a faint help me. She opened bedroom doors and found resident
sitting on the floor. Writer immediately went to assess the situation and found resident sitting on the
floor in front of her dresser. The two bottom drawers were on the floor. Her wheelchair was in the
corner, unlocked. Her walker was next to the bed. She had on regular socks and a depend. Blood was
behind her on the floor. Writer asked resident how did she end up on the floor. Resident told writer to
worry about someone else. She knows what she is doing. Skin tear to left hand cleanse and dry
dressing applied. Has a hematoma to the left side of the forehead. Complaints of hitting head when
(continued on next page)
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fallen. Complaints of head and bilateral knee/hip pain. 8/10. ROM (Range of Motion) completed on all
extremities. Mild difficulty to lower extremities. Eyes slow to react from neuro check. Speech began
to slur. CNA's lifted from ground into wheelchair. Placed in pajamas. Ambulance called and arrived at
2300 (11:00 pm) to transport to hospital. Message faxed to doctor.R50's Serious Injury Incident and
Communicable Disease Report, dated 10/3/2025 documents R50 fell on [DATE] at 11:00 PM CNA
notified nurse that when she was walking down the hall she heard a faint, help me. She opened
bedroom doors and found resident sitting on the floor. Nurse immediately went to assess the situation
and found resident sitting on the floor in front on her dresser. The two bottom drawers were on the
floor. Her wheelchair was in the corner, unlocked. Her walker was next to the bed. She had on regular
socks and a depend. Blood was behind her on the floor. Nurse asked resident how did she end up on
the floor. Resident told nurse to worry about someone else. She knows what she is doing. Skin tear to
left hand cleanse and dry dressing applied. Has a hematoma to the left side of the forehead.
Complaints of hitting head when fallen. Complaints of head and bilateral knee/hip pain. 8/10. Ice pack
applied to head and neuros started. ROM completed on all extremities. Mild difficulty to lower
extremities. Eyes slow to react from neuro check. Speech began to slur. Ambulance arrived at 11:00
PM to transport resident to the hospital. MD (physician) and POA (Power of Attorney) contacted. ER
(Emergency Room) at hospital per RN (registered nurse) called with report with 2 fx (fracture) ribs
one on each side. Incentive spirometry use as often as possible per doctor at ER. Resident returned to
facility at 2:01 AM Resident still non-complaint with asking for assistance after re-educated about
call light and needing assist. R50's Emergency Department (ED) Clinical Care Summary, dated
10/3/2025 and 10/4/2025 documents chief complaint: fall. The resident had extensive tests done,
including CT head and chest and a left shoulder x ray. R50 sustained right 10th a left 2nd rib fractures
was documented. Discharge diagnoses includes rib fractures.On 1/15/2025 at 11:05 AM R50 was
sitting up in her wheelchair in her room. R50 was awake and stated, Everyone keeps asking me all
about that fall when I hit my head and broke my ribs and I don't want to talk about it anymore, I don't
remember what happened and I don't care to remember. There was a call don't fall sign above R50's
bed and in her bathroom as well.On 1/15/2026 at 10:56 AM V2, Director of Nurses (DON) stated when
a resident falls staff call the on-call staff which is her, V3 ADON (Assistant Director of Nurses) or V1,
Administrator which is an LPN (Licensed Practical Nurse) and they ask what exactly occurred
regarding the fall and what injuries, if any were sustained. V2 stated when a resident falls, she tells
staff an immediate intervention then she reassesses the intervention when she works again to ensure
the intervention is appropriate. V2 stated after a fall the intervention should be a new intervention and
not an intervention that was already documented on the resident's care plan. The point of the
intervention post fall is to prevent future falls. V2 stated R50 was admitted from an assisted living
facility, and she has always been noncompliant with waiting for staff to assist her prior to getting up.
V2 stated when staff added the intervention for nonskid socks to R50's care plan on 8/23/2025 she
expected staff to ensure R50 had nonskid socks on at all times then she fell again on 10/3/2025 V2
stated she read R50 didn't have the nonskid socks on and she was transferred to the emergency room
because staff assessed her and she had hit her head. V2 stated R50 had a hematoma on her head and
the emergency room called and reported R50 sustained two fractured ribs as well.On 1/16/026 at
10:30 AM V9, Nurse Practitioner (NP) stated when a resident is assessed to be a high fall risk, she
expects that to be addressed in the resident's care plan along with interventions to prevent falls.
When a resident falls staff are expected to implement and document the new intervention on the
resident's care plan. She expects staff to assess if that intervention is effective and if not to change
it. V9 stated she expected staff to follow the facility's fall policy and to put implement a
different/progressive intervention between falls on the resident's care plan. The facility's Fall Policy
Revised 3/18, documents if falling recurs despite initial interventions staff will implement additional
or different interventions. If underlying causes cannot be readily identified or corrected, staff will try
various interventions, based on assessment of the nature of or category of falling, until falling is
(continued on next page)

102146051

06/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

146051 01/16/2026

Barry Healthcare & Sr Living 1313 Pratt Street
Barry, IL 62312

F 0689

Level of Harm - Actual harm

Residents Affected - Few

reduced or stopped. In conjunction with the attending physician, staff will identify and implement
relevant interventions to try to minimize serious consequences of falling. If the resident continues to
fall, staff will re-evaluate the situation and whether it is appropriate to continue or change current
interventions. As needed, the attending physician will help the staff reconsider possible causes that
may not previously have been identified.
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Provide safe, appropriate pain management for a resident who requires such services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to assess one newly admitted resident 1
of 1 resident (R69) reviewed for pain management in the sample of 30. The facility also failed to
administer PRN (as needed) pain medication and to get report from the previous facility. This failure
resulted in a nonverbal resident (R69) yelling/screaming out for over 18 hours without being assessed
for pain. A reasonable person who was yelling/screaming for hours would feel intense and
overwhelming sensations of pain causing emotional distress. Findings include:R69's Previous Facility
Documentation states she arrived at the facility with documented diagnosis including chronic pain and
Lupus (an inflammatory disorder.) Physician's orders from previous facility included PRN (when
needed) pain medication.R69's Unsigned and Handwritten Baseline Care Plan, dated 1/15/2026
documents R69 is dependent with bed mobility, locomotion, bathing, toileting, transfers, dressing and
eating. No documentation that resident is yelling/screaming, cognition and communication of verbal or
nonverbal not documented.R69's Undated Face Sheet, documents she was initially admitted to the
facility on [DATE] with diagnoses including Lupus, anxiety and insomnia, no chronic pain diagnosis
documented on R69's face sheet.R69's Health Status Note dated 1/15/2026 at 2:00 PM V10, Licensed
Practical Nurse (LPN) documented resident admitted from previous nursing home in a van via geri
chair. Resident yelling out. Resident very restless, grabbing at groin area. No pain assessment
documented.On 1/16/2026 from approximately 2:00 PM to 2:45 PM Illinois Department of Public
Health (IDPH) surveyors heard R69 yelling continually as she lay in bed. R69's Physician's Order
Sheet (POS), dated 1/15/2026 documents Tylenol 650 milligrams (mg) PRN for mild pain and Ativan 1
mg PRN for severe anxiety. No scheduled pain medication was ordered.R69's Medication
Administration Record (MAR) dated 1/15/2026 no documentation PRN Tylenol was administered. At
8:25 PM V12, LPN documented Ativan 1 mg was administered and documented E for effective. No
documentation of an assessment. No documentation of a pain assessment every shift documented
either.R69's Progress Notes, dated 1/15/2026 no documentation of assessment for R69 when V12
administered Ativan 1 mg PRN at 8:25 PMR69's Electronic Medical Record dated 1/16/2026 at 9:15
AM no documentation of a pain assessment or admission nurse assessment documented or baseline
care plan documented.R69's MAR documents R10 administered PRN Tylenol on 1/16/2026 at 8:20 AM.
The pain was documented a 6 and was documented ineffective.R69's POS dated 1/16/2026 at 10:44
AM staff documented pain assessment every shift for admission protocol. No documentation prior to
this time of an admission pain assessment.R69's Pain Evaluation with Interview, dated 1/16/2026 at
12:54 PM documents the resident is rarely or never understood. Staff assessment for pain: non-verbal
sounds (e.g. crying, whining, gasping, moaning or groaning.) Frequency with which resident complains
or shows evidence of pain or possible pain: indicators of pain 1 to 2 days. What makes the pain better:
Fibromyalgia. What makes the pain worse: moving around a lot. Received scheduled pain medication
regimen: No. Received PRN pain medications or was offered and declined: Yes. Describe
administration patterns, any side effects and effectiveness: PRN Tylenol. Received non-medication
intervention for pain? Yes. Describe interventions and effectiveness: Positioning. No comments
documented.On 1/16/2026 at 9:00 AM through 10:20 AM R69 was observed laying in bed
yelling/screaming out. R69 didn't respond to surveyor's questions and was not verbal at that time. On
1/16/2026 at 11:25 AM V14, CNA (Certified Nurse Aide) and V15, CNA transferred R69 from bed to
geri chair with a Hoyer lift. R69 yelled/screamed during the transfer.On 1/16/2026 at 11:29 AM V14,
CNA stated she was assigned to R69 today and she started at 6:00 AM and when she got to the
facility R69 was yelling/screaming and the nurse (name unknown) told her, That's just what she does.
R14 stated R69 was a new resident and she didn't know anything about her but she seemed to be in
pain and stated R69 is nonverbal and doesn't respond to questions.On 1/16/2026 at 11:31 AM V15,
CNA stated she worked on 1/15/2026 and was here when R69 was admitted to the facility, and she
(continued on next page)
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was yelling/screaming upon admission. V15 stated she left the facility at approximately 2:00 PM and
so she didn't know much about R69. V15 stated she got to work today at 6:05 AM and the night shift
CNA (name unknown) gave her report that R69 was awake yelling/screaming all night long other than
for an hour. V15 stated R69 was nonverbal and doesn't respond to questions.On 1/16/2026 at 12:15
PM R69 was observed up in a geri chair in the dining room yelling/screaming out while staff
attempted to feed her lunch.On 1/17/2026 at 10:45 AM V10, LPN stated she admitted R69 on
1/15/2026. R69 arrived to the facility at approximately 2:00 PM and she was restless and yelling upon
admission. V10 stated R69 was admitted from another nursing home but she didn't get nurse report
from the previous nursing home because no one from that facility called her back so she didn't know
if R69 being restless and yelling out was normal for her or if she had a change in condition. V10 stated
she assessed R69's skin and completed some of the admission paperwork but she had a lot going on
with other resident's so when the night shift nurse (V12, LPN) at approximately 6:00 PM so gave
report that R69 had been yelling out since she was admitted to the facility at 2:00 PM that day and
that the nurse admission assessment wasn't completed including the baseline care plan and she
expected V12 to work on it during the night shift. V10 stated when she left the faciity on 1/15/2026
at approximately 7:00 PM R69 was laying in bed yelling out continuously. V10 stated she understood
R69 had a diagnosis of chronic pain and Lupus but she didn't administer PRN pain medication and V10
stated she didn't know why she didn't. V10 stated the admission pain assessment is part of the
admission nursing assessment so it hadn't been done yet. V10 stated when she got to work on
1/16/2026 at approximately 6:00 AM she heard R69 yelling out and the night shift nurse, V12 gave her
report that R69 started yelling at approximately 5:30 AM. V10 stated she assessed R69 while she
administered her morning medications on 1/16/2026 at 8:15 AM and she administered PRN Tylenol at
8:20 AM for possible pain and she reassessed R69 at 9:20 AM and stated the PRN Tylenol was
ineffective. V10 stated she dropped the ball and she should have assessed and documented a
nonverbal pain assessment when R69 was admitted to the facility and should have administered PRN
Tylenol after the assessment as well and she should have notified the provider to let them know the
resident was admitted to the facility and was yelling out.On 1/16/2026 at 12:32 PM V12, LPN stated
she worked 12 hours night shift on 1/15/2026 into 1/16/2026 and she arrived to the facility at 5:58
PM. V12 stated she immediately heard a resident yelling out from the 300 hall. V12 asked the day shift
nurse, V10 who was yelling and why and V10 gave her report that R69 arrived a few hours ago and
that she continuously yells. V12 stated V10 told her she started R69's admission nurse assessment
but that it wasn't complete, so V12 planned on completing it at some point that shift. V12 stated that
night was crazy meaning a lot of residents needed a nurse and she was running all over the facility so
she didn't complete R69's admission nurse assessment or her baseline care plan. V12 stated she
administered bedtime medications to R69 and she recalled R69 continued to yell out. V12 stated she
assessed a pain assessment on R69 which consisted of her placing her hand on R69's shoulder and
asked if she was in pain. R69 stated R69 was nonverbal and didn't respond to her questions and
continued to yell out. V12 stated looking back she didn't document that she assessed R69 for pain and
she didn't do a nonverbal comprehensive pain assessment either. V12 stated she didn't have time to
review R69's previous facility's medical records and she didn't know R69's diagnoses. V12 stated if
she knew R69 had diagnoses of chronic pain and Lupus and she would have administered the PRN
pain medication to see if it was effective. V12 stated she thought R69 was anxious, so she
administered a PRN anti-anxiety medication to her instead of pain medication. V12 stated she was
running around the entire facility that shift and from what she could recall she thought R69 slept from
approximately 10:30 PM to 5:30 AM but she could be wrong because she was working with residents
on other halls that shift and wasn't on 300 hall all night. V12 stated she didn't have time to complete
R69's admission nursing assessment that shift and she let V10 know that when she arrived to the
facility on 1/16/2026 at 6:00 AM.On 1/16/2026 at 1:10 PM V2, DON (Director of Nursing) stated she
was concerned R69 was in pain due to her yelling and screaming out so she reached out to R69's
(continued on next page)
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provider via fax on 1/15/2026 at approximately 2:30 PM and documented R69 has Lupus, and the
resident was in pain and requested something stronger for pain. V2 stated she didn't receive a
response back from that fax that she's aware of and didn't know anything about a new order for
Celebrex for R69. V2 stated she spoke to V11 (Nurse Practitioner 2) and she stated she would come
and assess R69 sometime today, but she didn't say when and she didn't mention the Celebrex new
order either. V2 stated when a resident is nonverbal, she expects staff to do a nonverbal
comprehensive pain assessment which includes assessing if the resident is yelling out, facial
grimacing and/or guarding. V2 stated when a resident is in pain you can usually visually tell. V2
expected staff to review R69's medical record for diagnoses of pain and expected the admitting nurse
to assess R69 for pain and to administer the Tylenol PRN if it was needed and to document the pain
assessment in R69's progress notes and should have documented the provider was faxed regarding a
stronger pain medication. V2 stated she didn't know if R69 slept the night of 1/15/2026 into
1/16/2026. V2 stated the admission pain assessment is part of the nursing admission assessment
and the admitting nurse should have documented the pain assessment upon admission and if it's not
done the next shift nurse should have the nursing admission assessment completed but staff have 24
hours to complete the admission assessment. V2 stated when R69 was admitted to the facility she
expected the admitting nurse to assess her including for pain and document that assessment in R69's
progress notes. V2 stated it is standards of nursing practice to call and get nurse report from the
facility the resident is being admitted from because then staff understand the resident's baseline.
Staff didn't get ahold of the previous facility regarding R69. Staff reported to her they called three
times, but no one called back. V2 stated she expected staff to report to her if they couldn't get report
for a resident being newly admitted because it's important to have a baseline on the resident.On
1/16/2026 at 12:43 V14, CNA clarified that she got report from a night shift CNA (name unknown) and
that she told her the R69 only slept 1 hour during the night and she yelled out the rest of the night.On
1/16/2026 at 4:00 PM V13, CNA stated she worked night shift on 1/15/2026 into 1/16/2026 and when
she arrived to the facility at approximately 6:00 PM she heard R69 hollering out but she and another
CNA V16, CNA swapped assignments and she didn't work with R69 that night but she spoke to V16 in
the morning on 1/16/2026 before she left the facility at approximately 5:45 AM and V13 recalled V16
told her that R69 yelled all night long.On 1/16/2026 at 12:17 PM V11 (Nurse Practitioner 2) stated
when a resident is admitted to the facility, she expects a nurse to assess the resident within 2-4
hours of admission and to document the assessment, including a pain assessment and to notify her as
soon as possible if the facility has concerns. When a resident is nonverbal and yelling/screaming out
the nurse should have assessed her for pain and then reviewed R69's medical record to see if she has
a pain diagnosis and if she has pain medication prescribed. V11 stated she expected staff to
administer the PRN pain medication and then to reassess her an hour later to see if the pain
medication administered was effective, if the pain medications wasn't effective, she expected staff
to notify her as soon as possible to let her know what the resident's status is so she can make a
professional decision on how to proceed. V11 stated she received a fax from the facility on 1/15/2026
at 2:43 PM that documented R69 has Lupus and they requested something stronger for pain. V11
stated she responded to the fax before she left the office on 1/15/2026 and gave an order to start
R69 on Celebrex 50 milligrams (mg) a day for the treatment of Lupus because it's a anti inflammatory
and that should help with the Lupus pain. V11 stated she expected staff to call the previous facility
and get nurse report on the resident prior to the resident's arrival so they know what her baseline is
as that is standard practice.The Facility Pain Policy, revised 10/2022 states The purposes of this
procedure are to help the staff identify pain in the resident, and to develop interventions that are
consistent with the resident's goals and needs and that address the underlying causes of pain. Pain
management is defined as the process of alleviating the resident's pain based on his or her clinical
condition and establishes treatment goals. Assess the resident at admission and during ongoing
assessments to help identify the resident who is experiencing pain or for whom pain may be
(continued on next page)
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anticipated.The Facility admission Assessment and Follow Up: The Role of the Nurse Policy, revised
9/2012 documents the purpose of this procedure is to gather information about the resident's
physical, emotional, cognitive and psychosocial condition upon admission for the purposes of
managing the resident, initiating the care plan and completing required assessment instructions.
Conduct supplement assessment including pain assessment. Reporting: notify the supervisor and the
attending physician of immediate needs that the resident may have. Report other information in
accordance with the facility policy and professional standards of practice.
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F 0727

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Many

Have a registered nurse on duty 8 hours a day; and select a registered nurse to be the director of
nurses on a full time basis.

Based on interview and record review, the Facility failed to provide the services of a Registered
Nurse (RN) for at least eight hours daily. This has the potential to affect all 56 residents living in the
Facility.Findings include:The Facility's Daily Staffing Schedules were reviewed for 12/1/25 through
1/15/26. These schedules do not document a RN worked for at least eight hours on 12/6/25,
12/7/25, 12/14/25, 12/20/25, 12/21/25, 12/28/25, 1/3/26, 1/4/26, 1/11/26, or 1/14/26.On 1/13/25
at 10:00 AM, V1, Administrator, stated there are occasionally days without RN coverage in the
building.On 1/15/26 at 10:04 AM, V1 stated the Facility does not have a policy regarding RN staffing
and just follows the regulations.The Facility's Long Term Care Facility Application for Medicare and
Medicaid (CMS 671) dated 1/13/26 documents there are 56 residents living in the Facility.
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F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on interview and record review, the Facility failed to track infectious organisms in the Facility
for 1 of 1 residents (R53) reviewed for infection control in the sample of 30.Findings include: The
Facility's Infection Control Log for October 2025 does not list a causative organism for R53's Urinary
Tract infection (UTI). The Log documents R53 received the antibiotic Cipro. On 1/15/26 at 11:20 AM,
V3, Infection Preventionist, stated R53's urine was not cultured, so the Facility does not know which
infectious organism caused R53's UTI. On 1/16/26 at 9:53 AM, V1, Administrator, stated she expects
the Facility to track infectious organisms in the Facility. The Facility's Surveillance for Infections
Policy revised 4/2025 documents, The infection preventionist conducts ongoing surveillance for
healthcare-associated infections (HAIs) and other epidemiologically significant infections that have
substantial impact on potential resident outcomes and that may require transmission-based
precautions and other preventative interventions.
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F 0881

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Implement a program that monitors antibiotic use.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the Facility failed to follow its antibiotic stewardship policy to help
prevent antibiotic resistance for 1 of 1 resident (R53) reviewed for infection control in the sample of
30.Findings include:R53's Face Sheet documents R53 was admitted to the facility on [DATE] with
diagnoses including dementia and congestive heart failure.The Facility's Infection Control Log for
October 2025 does not list a causative organism for R53's Urinary Tract Infection (UTI) and
documents R53 received the antibiotic Cipro.On 1/15/26 at 1:20 PM, V3, Infection Preventionist,
stated the family requested the antibiotic and the physician ordered it, so no culture was ever
obtained.R53's Revised McGeer Criteria for Infection Surveillance Checklist dated 10/24/25
documents UTI criteria was not met.R53's Physician Order dated 10/24/25 documents Cipro 250 mg
(milligram) oral tablet, give one tablet by mouth two times a day for 7 days for UTI.R53's Medication
Administration Record for October 2025 documents R53 received 13 doses of the antibiotic
Cipro.R53's Progress Note dated 10/24/25 documents new order for 250 mg Cipro twice daily for 7
days for UTI.R53's Progress Notes dated 10/25/25-10/30/25 document R53 was receiving antibiotic
for UTI.The Facility's Antibiotic Stewardship Policy revised December 2016 documents, Antibiotics
will be prescribed and administered to residents under the guidance of the facility's antibiotic
stewardship program. The purpose of our antibiotic stewardship program is to monitor the use of
antibiotics in our residents.On 1/16/26 at 9:53 AM, V1, Administrator, stated she would expect urine
cultures to be obtained prior to starting an antibiotic for a UTI.
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