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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 observations, medical record reviews
and staff interviews the facility failed to accurately
transcribe and document the physician order to
Medication Administration Records for one (1) of
one (1) resident observed receiving intravenous
(IV) antibiofic therapy. The accurate duration of
1V antibiotic Ampicillin was not documented.
(Resident #50)

The findings include:

Resident #50 was admitfed to the facility on
3/23/2012. The admitting diagnoses included
Urinary Tract Infections (UTI), Bacteremia and
Sepsis related to polymicrobial infections and
Diabetes Mellitus. A review of physician orders
included to administer Ampicillin 2 Grams in 100
ml (milliliter) Normal Saline intravenously through
Peripherally Inserted Central Catheter (PICC) line
every 6 hours for 13 days:

‘Ampicillin 2 gm (gram) IV (intravenously) q
(every) 6 (hours x (times) 13 days'.

Resident #50 was observed for medication
administration on 3/28/12 at 11:36 AM. Licensed
Nurse (LN) #1 was observed administering
Ampicillin appropriately. A further review of the
Medication Administration Record for the month
of March 2012 revealed the Ampicillin 2 Grams

correctly.
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Resident #50 medication order

for Ampicillin 2 Grams was
clarified by the physician and

the clarification order was written. -

Curient residents medication ad-
ministration records were reviewed
to ensure orders were
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transcribed as 14 days instead of 13 days as

ordered by the physician. PRN nursing staff were re-educated

by Nursing Supervisor/DON that two
An interview with LN #1 on 3/28/12 at 11:50 AM nurses are required to verify re-wriften,
revealed that MAR transcription was done by a ! ordass thit dte teanscrbed otite the ‘

week end nurse supervisor who was not available - s g
for the interview. LN #1 also stated that two medication administration record to

nurses always checked for the accuracy in ensure correct transcription.
transcriptions. The interview revealed that the
medication order and MAR transcription for
Resident #50 was done by two different nurses
which might have caused the error in
transcription. LN #1 had not noticed the error in
the entries and stated would get a clarification
order. :

An interview with the Director of Nursing (DON) DON/Designee will conduct QA

on 3/28/12 at 4:30 PM confirmed that all monitoring of the above stated
physician orders were checked and signed off by standard weekly x12 weeks, then
two licensed nurses and her expectation was the - monthly x 6 months of all residents.
physician orders were accurate. . DON/Designee will report results

of QA monitoring to QA committee
quarterly for further compliance
and/or revision.

1112

FORM CMS-2567(02-99) Previous Versions Obsolele Event ID:6U3F11 Facility ID: 923412 If continualion sheet Page 2 of 2




