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' Each resident must receive and the facility must

¢ provide the necessary care and services to attain
! or maintain the highest practicable physical,

- mental, and psychosocial well-being, in ‘
. accordance with the comprehensive assessment
. and plan of care.

1

t
|
|
| _1

i

' This REQUIREMENT s not met as evidenced
' by

i Basedon interview, record review and facility

| policy review it was determined the facility failed

to follow Physician orders for one (1) of three (3)
' sampled and two (2) unsamplied residents. The

- facility failed to administer eye drops to Resident
| #1 as ordered by physician.

| The findings include:
| Review of the facility's policy regarding

- Administration of Medications revealed

. medications are to be given at the time ordered;

" or within 60 minutes before or after the

i designated time. The nurse administering the

| medication should initial the resident's medication
| administration record (MAR) in the space
 provided under the date for that medication and
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: ! “This Plan of Correction is prepared and submitted as

F 000  INITIAL COMMENTS F 000 required by law. By submitting this Plan of Correction,

; Regis Woods Care & Rehabilitation Center does not

i admit that the deficiency listed on this form exist, nor

' An abbreviated survey investigating KY 16230 does the Center admit to any statements, findings, facts,

- was initiated and concluded on 10/31/12. The 'or conclusions that form the basis for the alleged

| Division of Health Care substantiated the .‘ fEfiiiengly‘ The lcfmer reszw?s.[he right to Chage“ge in

[ . . < . ' legal and/or regulatory or administrative proceedings the

' allegation with a deficiency cited. deficiency, statements, facts, and conclusli)ons that f%)rm

F 309 the basis for the deficiency.”

F309:

1. The physician for Resident #1 was notified by a
licensed nurse and an appointment with the
ophthalmologist was scheduled and attended on 11/7/12.
No negative outcome was noted and clarification orders
for times of eye drop administration was received and
noted. The 2 unsampled residents mentioned were not
identified to the center.

2.0n 11-1-12 the Director of Nursing, Assistant Director
of Nursing, and Unit Managers completed an audit of
current residents Medication Administration Records
(MARSs) to determine that medications were administered
as ordered. Any concerns identified were addressed at the
time they were identified.

3. The Director of Nursing completed re-education with
the Assistant Directors of Nursing, and Unit Managers on
11/1/12 on Medication Administration, including the
prevention of medication errors, and how to document
when a dose is withheld. The Director of Nursing,
Assistant Directors of Nursing, and the Unit Managers
completed education with licensed nurses on 11/19/12
regarding Medication Administration, including the
prevention of medication errors and how to document
when a dose is withheld.

4. The Director of Nursing, Assistant Director of Nursing,
and Unit Managers will audit the Medication
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| the scheduled time of administration. If a dose of
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F 309! Continued From page 1
| a routinely scheduled medication is withheld or
| refused, the nurse is to initial and circle the initials
. on the resident's MAR in the space provided for
_that dosage administration. An explanatory note |
| is then to be placed in the nursing notes or on the
' back of the MAR.

[
| Interview with Resident #1, on 10/31/12 at 11:17

' AM, revealed the eye drops were not given as

. ordered. Resident #1 stated there were several

| doses that had been missed, particularly the ones
| due at 6:00 PM. He/She stated the drops were

' important due to recent eye surgery.

| Review of the clinical record for Resident #1

' revealed the facility admitted the resident on

| 04/10/08 with diagnoses of Osteoarthritis,
Hypertension, Anemia and Glaucoma. The
facility completed a Resident Assessment on
08/22/12 and determined Resident #1 was

. cognitively intact. Resident#1 had surgery on

- 10/08/12 to relieve pressure which affected the

“nerves in the eyes (Glaucoma). Post operatively

' the physician wrote orders for a steroid eye drop

' (Pred Forte 1%) every three hours while awake

" and an eye drop for temporary relief of corneal

' edema (Muro 128) three times a day.

' Review of the Medication Administration Record
' (MAR) for Resident #1 revealed the following !
- doses of Pred Forte 1% were not initialed as |
" given: 10/13/12 - 12 AM, 3 AM, 6 AM; 10/19/12 - i
112 PM; 10/22/12 - 6 AM, 6 PM; 10/23/12 - 6 PM;
| 10/26/12 - 3 PM, 6 PM; and 10/29/12 - 12 AM.

| The following doses of Muro 128 were not
initialed as given: 10/08/12 - 4 PM; 10/21/12 - 4
| PM: 10/27/12 - 12 AM; and 10/28/12 - 12 AM.

|

F 309

Admiinistration Records 3x/week x 4 weeks, weekly x 8
weeks and then monthly x3 months to determine that
medications are administered as ordered and/or
documentation to explain why the medication was
withheld is completed. Any concerns identified will be
addressed when identified. A summary of audit findings
will be submitted to the Administrator and Director of
Nursing when completed for review and further
recommendation. The Director of Nursing will submit a
summary of these audits to the Performance Improvement
Committee monthly x6 months review and further
recommendation to sustain compliance.

5. Compliance date 11-20-12

|
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F 309? Continued From page 2 ;
' Interview with LPN #1, on 10/31/12 at 6:00 AM,
' revealed if a dose of medication was not given i
' the MAR was initialed and a circle put around the |
. initials indicating the medication was not given.

Interview with LPN #3, on 10/31/12 at 3:25 PM,
 revealed if a dose of medication was missed or E
' refused she would initial the dose on the MAR
- and then circle her initials and chart in the nurses |
'notes the reason for the missed dose and would |
. contact the MD and family member to inform |
' them of the missed dose. She stated that
anytime there was a missed dose of medication
" there was the potential for negative
i consequences.

| Interview with LPN #2, on 10/31/12 at 3:40 PM,
revealed missed doses of medication could have |
| negative consequences for the resident. She

| stated that if a box on the MAR was left empty it
appeared the medication was not given.

“Interview with DON, on 10/31/12 at 3:50 PM,
revealed after a medication was administered to a

_resident the nurse would review the MAR and

. initial the medications administered. Ifthe

| medication was refused, the nurse would initial

“and circle the initials. The nurse would then

| document the reason the medication was not

' given and document who was notified of the

' missed dose. She stated if there are blank

spaces on the MAR it appeared the medication

. was not given. The DON stated any missed dose :

- of medication could have a negative impact on

. the resident. She stated the system had been

broken and the facility needed to work on better

! documentation.
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