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F 000 | INITIAL COMMENTS F 000
An Abbreviated Survey investigating Complaint
KY#23366 was conducted on 068/23/15 through Submission of this plan of correction is not
07/01/15. Complaint KY#23366 was & legal admission that a deficiency exists
unsubstantiated with an unrelated deficiency cited or that this statement of deficiency was
8 Scope and Severity of a “D". correctly cited, and is also not to be
F 281 | 483.20(k){3){i) SERVICES PROVIDED MEET F 281} construed as an admission of interest
§8=D | PROFESSIONAL STANDARDS | against the facility, the Administrator or
. . any employees, agents, or other
The servicas provided or arranged by the facility individuals who draft or may be discussed

st meet professional standards of quaiity. in this response and plan of correction. In

addition, preparation of this plan of

i correction does not constitute an
g‘ia REQUIREMENT is not met as evidenced admission or sgreement of any kind by the
Bésed on observation, interview, record review, facility of the truth of any facts al_leged or
review of facility policy and review of Kentucky see the correctness of any allegatmn.b'y the
Board of Nursing (KBN) Advisory Opinion suryvey agency. Accordfngly, t?]e facility
Statement #14, it was detenmined the facility has prepared and submitted ﬁ!ls plan of
falled to administer physician orders according to correction prior to the resolution of any
professional standards of quality for one (1) appeal which may be filed solely because
unsampled resident (Resident A). Licensed of the requirements under state and federal
Practical Nurse (LPN) #4 failed to administer eye law that mandate submission of a plan of
drops 1o Unsampled Resident A according to the correction within (10) days of the survey
physician order. as a condition to participate in Title18, and
' Title 19 programs, The submission of the
The findings include; plan of correction within this timeframe
should in no way be construed or-
Review of KBN ADS #14, last revised 10/2010, considered as an agreement with the

revealed licensed practical nurses should
administer medications or treatment as
authorized by a physician or advanced practice
registered nurse. Medlcation Administration
includes: preparing and giving medication in the
prescribed dosage, routa and frequency,

allegations of noncompliance or
admissions by the facility. This plan of
correction constitutes a written allegation
of submission of substantial compliance
with Federal Medicare Reguirements.

Review of facility policy titled, "Medication
Adminlstration General Guidelines”, dated 2007,

LABORATORY DIRECTOR'S OR PRQVIDER/SUPPLIER RE ESENTATIVE'S SIGNATURE > TILE (X8) QATE

Ltmenazbl 3 /15

risk ("} danotes a daficiancy which the Institution may be excused from cofrecting providing It Is determinad that

Any deficiency statemant ending with an

following the data of survey whather or nol & plan of correction Is provided, Foy nursing homea, the abave findings and plans of comrection are disciosabla 14
'ys following tha date these ducuments are made avaliable (o tha facllity. If deficiencies are citad, an approved plan of comection is raquiske fo continued
2gram pariicipation,
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revealed medications should be administered In
accordanca with the written order of the F281

prescriber, and medications should be verified
correct three (3) times before administration:
when pulling the medication from the medication
cart, when the dose i8 prepared and before the
dose [s administered to the resident.

1) Medication administration was

Record review revealed Unsampled Resit'ienlA observed by the Director of Nurses of

was admitted to the fagiiity on 04/04/38 with the licensed practical nurse #4 on

diagnoses to include: Dementia without Behavior 7122/15. The Ditector of nurses r

g;‘siudi:a;oe. Posﬁi;auma:; tress D[s?rder.d verified that the nurse administered

Gl ronic aancrea 8 Deficiency S the correct eye drops according to the
Arcoma. physician’s orders for resident A

Review of Physician Orders, dated June 2015, 2) The Director Of Nurs

revealed Unsampled Resident A was to receive cl)large nurse observed me: d?::lti?: RN

Dorzolamide HCL/Timolol Maleate (Cosopt aeye
drops) one (1) drop to both eyes twice a day and
Brimonidine 0.2% cne (1) drop to be administered
in both eyes twice a day., Review of July 2015
Medication Administration Record (MAR)
revealed both of the eye drops were to be
administered at 9:00 AM and 9:00 PM.

administration passes of nurses on
7/22/15 and 7/23/15 to verify that
medications are being administered
per physicians. No concerns were
identified.

NAlle t1i
Observation of a medication pass, on 06/24/15 at cu)rrent g;:teit;'l a ;c:: ::i::;ei?ggsm

10:20 AM, revealed LPN #4 administered , . .
Brimonidine 0.2% one (1) drop in each eys and ::" f:omplete Rell\:las ( elgcu'omc
then obtained a dropper bottle from a brown pill m'm_g Sys t em) . c.dlcz.itmn .
container and administer another drop in each admml.stratlon _tral.n ing mc!u.dmg \
eye. Review of the eye dropper bottle revealed it following medication administration

contained Brimonidine 0.2% aiso but the pill according to a physician orders by
container the eye dropper battle came from | 7/24/ 15 : No licensed staff or Certified
stated it was Dorzolamide HCL/Timolol Maleate Medication Aide will work after
{Coscpt eya drops) . Further observation of 7/24/15 without having had this re-
Unsampled Resident A's medication drawer education.

revealed there was no Dorzolamide HCL/Timolol
Maleate in the drawer. This mistake caused the
resident to receive twice the ordered dose of
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Brimonidine 0.2% and miss the dose of
Dorzolamide HCL/Timolol Maleate.
Interview with LPN 44, on 06/24/15 at 1:00 PM, 4) The Director of nurses or the ’
revealed she had given way to many of the wrong Assistant Director of Nurses will
eye drops because they were in the wrong pill complete six (6) medication pass
bottle. LPN #4 stated she did not ook at the eye observations per week for twelve (12)
drop bottle when she tock it out of the plil bottle weeks to ensure medications are
and she should have compared the eye dropper administered according to physicians
bottle label with the pill bottle container label. orders. Six medicsation pass
LPN #4 revealed she did not report the error to observations will be completed
the Charge Nurse right away; and the effects of monthly or when concerns are
the incorrect administration of the eye drops identified for six months by the
could be damage to the eyes, irritation, director of nurses or the assistant
Inflammation, and mess up the eye pressure, director of nurses .

) The results of all audits will be
Interview with LPN #5, on 06/28/15 at 4:01 PM, reviewed with the Quality Assurance
revealed lo ensure the comact eye drop was Committee weekly until substantial
given staff should look at the Medication compliance is achieved and then monthly
Administration Record and follow DL LIS thereafter for at least three months. Any
;it:?c:;::‘edﬂi:::'g;‘t::‘":&;ug;é"ﬁgtht dose time concerns are identified the Quality
and right rc:ute. 8 ' ) Assurance Commitice will convene to

review and make further
Interviews with the Direclor of Nursing (DON), on recommendations. The Quality Assurance
08/24/15 at 12:36 PM, on 06/26/15 at 1:45 PM, Committee will consist of at a minimum
and on 07/01/15 at 10:34 AM, revealed she the Director of Nursing, Assistant Director
expected staff to look at the container the sye of Nursing, Dietary Services Director,
drops were in; compare it to the eye drap botile to Maintenance Director, Activity Director
ensure It is the right medication before and Business Office Manager
admlnisteq‘ng it; and.then. follow the five (5) rights Administrator, with the Medical Direc
of medication administration. : attending at least quarterly, tor
J 5) Date of compliance 7/25/)5
‘Date of
completion
77252015
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