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Provide or obtain laboratory tests/services when ordered and promptly tell the ordering practitioner of the 
results.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44454

Based on medical record review and staff interview, the facility failed to follow physician orders to obtain a 
urinalysis with culture and sensitivity testing as ordered. This affected one (#2) of three residents reviewed 
for a change in condition. The census was 87. 

Findings include:

Review of the medical record revealed Resident #2 was admitted to the facility on [DATE]. The resident was 
discharged from the facility on 06/17/24. Diagnoses included retention of urine, muscle weakness, and lack 
of coordination.

Review of the admission Minimum Data Set assessment dated [DATE] revealed Resident #2 was cognitively 
intact and had an indwelling catheter.

Review of the plan of care dated 06/04/24 revealed Resident #2 had a urinary catheter with an intervention 
to monitor, record, and report signs and/or symptoms of a urinary tract infection (UTI).

Review of the nursing progress notes dated 06/14/24 and timed 4:10 P.M., revealed Resident #2 reported 
pain when he felt like he needed to urinate. The resident's urinary (Foley) catheter was irrigated and the 
resident was encouraged to drink more fluids. 

Review of Resident #2's progress note dated 06/14/24 and timed 6:37 P.M., revealed the nurse practitioner 
(NP) was notified and orders were given to obtain a urinalysis with culture and sensitivity testing (UA C&S) 
and to start Pyridium (an analgesic pain reliever for UTIs). The resident was made aware of the new orders.

Review of Resident #2's physician orders for June 2024, identified an order entered on 06/14/24 with a start 
date of 06/16/24 for a UA C&S.

Review of Resident #2's medical record, including administration records for June 2024, revealed the UA 
C&S was not completed per physician order.

Interview on 06/28/24 at 10:03 A.M., with Licensed Practical Nurse (LPN) #251 verified Resident #2's UA 
C&S was not completed per physician order.
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