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The investigation of complaint #KY00018114 was
initiated on 04/02/12 and concluded on 04/03/12.
KY00018114 was substantiated with deficiencies
cited.

F 281 | 483.20(k)(3)(i)) SERVICES PROVIDED MEET F 281
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review it was
determined the facility failed to ensure Physician's
Orders were followed for one (1) of three (3)
sampled residents (Resident #2). Resident #2
was administered insulin on 02/01-02/03/12;
however, the insulin had been discontirnued
10/05/12.

The findings include:

Record review revealed the facility admitted
Restdent #2 on 06/22/11 with diagnoses which
included Diabetes Mellitus (DM).

Review of the Physician's Orders revealed an
order, dated 10/05/11, to discontinue nutritional
insulin at meal time (Novolog 100 units/milliliter
(ml) eight (8} units Subcutaneous every morning
and ten (10) units at lunch and suppertime).

Review of the February 2012 Medication
Administration Records (MARs) revealed the
facility administered Resident #2 Novolog 8 units
every morning on 02/01/12, 02/02/12 and
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02/03/12.

| Review of the 02/04/12 Incident Report revealed
the medication error was discovered on 02/04/12.

Interview, on 04/03/12 at 10:00 AM, with Licensed
Practical Nurse (LPN) #1 Unit 2 Coordinator
revealed on 10/05/11 the Physician gave a verbal
order to discontinue the resident's insulin that was
ordered to he given in the AM, at lunch and '
suppertime. However, the order to give the
medication reappeared on the February 2012
Recapitulated Physician's Orders and MARs.
Continued interview with LPN #1 revealed the
nurse responsible for ensuring the Physician's
Crders and MARs were correct failed to remove
the discontinued order from the Physician's
Orders and MARs. The same nurse also
administered the insulin to the resident.

Interview on 04/03/12 at 11:42 AM with LPN #2
revealed she did not remember an issue with
insulin, and no one had told her she made an
error. She stated she attended an inservice in
February regarding proper procedure for
transcription of medication orders because errors
were made.

Interview, on 04/03/12 at 9:40 AM, with the
Director of Nursing (DON) revealed LPN #2
compared chart crders with the February 2012
Physician's Orders and had failed to catch the
error on the February 2012 Physician's Orders.
LPN #2 also administered the medication to the
resident. '
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