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The system for drug administration must assure
that all drugs are administered in compliance with
the physician's orders.

This STANDARD is not met as evidenced by:
Based on record review and confirmed by
interviews with staff, the facility failed to ensure 1
of 6 clients (#6) received medications as
prescribed. The finding is:

Review on 6/8/23 of client #6's medication error
report dated 5/8/23 revealed client #6 did not
received his prescribed eye drops Dorzolamide
Hydrochloride 2% to be administered at 8am and
at 8pm to his affected eye on 5/7/23. Further
review of the medication error report indicated
that the container for the eye drops had not been
opened. Additional review of this report indicated
that the facility Nurse and the primary care
physician had been notified. However, there was
no follow up noted by the qualified intellectual
disabilities professional (QIDP) or the facility
Nurse.

Interview on 6/8/23 with staff A confirmed she did
not send the medication error report for client #6
to the facility Nurse or the QIDP.

Record review on 6/8/23 of the facility's
medication error policy which was revised in
2022, revealed once a medication error report

All staff will receive re training on
Skill Creations policy on Medication
Training will also be conducted
with the Regional Nursing Director
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Any deficiency statement ending with an asterisk H denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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has been completed, this report should be
forwarded to the clinical supervisor (QIDP) and
the Facility Nurse who will follow up with the
primary care physician and a determination will
be made if direct care staff need additional
training. The Regional QIDP is also to review for
any necessary follow up.

Interview on 6/8/23 with the QIDP and Regional
QIDP confirmed this medication was not given as
ordered by the physician and staff did not follow
the facility's policy to ensure this medication error
report for client #6 was forwarded to the QIDP
and facility Nurse for necessary follow up. In
addition, the regional QIDP stated the facility is to
follow a buddy system for having a second staff
check behind the medication technician for every
shift. The regional QIDP stated this was not done
per policy on 5/7/23.
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The system for drug administration must assure
that drug administration errors and adverse drug
reactions are recorded.

This STANDARD is not met as evidenced by:
Based on record review and interview, the
system for medication administration failed to
ensure complete and accurate recording was
available for a medication errors for 1 of 6 clients
(#6). The finding is:

Review on 6/8/23 of client #6's medication error
report dated 5/8/23 revealed client #6 did not
received his prescribed eye drops Dorzolamide
Hydrochloride 2% which is to be administered at
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8am and at 8pm to his affected eye on 5/7/23.
Further review of the medication error report
indicated that the container for the eye drops had
not been opened. Additional review of this report
indicated that the facility Nurse and the primary
care physician (PCP) had been notified. However,
there was no follow up noted by the qualified
intellectual disabilities professional (QIDP) or the
facility Nurse.

Interview on 6/8/23 with staff A confirmed she did
not send the medication error report for client #6
to the facility Nurse or the QIDP.

Review on 6/8/23 of the facility's medication error
policy revised in 2022 revealed once a medication
error report has been completed, this report
should be forwarded to the clinical supervisor
(QIDP) and the Facility Nurse for further action.

Interview on 6/8/23 with the Regional QIDP
revealed the facility's medication administration
system was supposed to include notification to
the QIDP, Facility Nurse, PCP and Pharmacist so
trends and patterns of medication administration
errors could be tracked. Additional interview
revealed the facility's medication administration
system was set up to identify if staff needed
additional training and if there were problems with
re ordering medications. The Regional QIDP
identified that in May 2023 the facility had set up a
buddy system where another staff checks behind
the medication technician on each shift to
minimize possible errors. The Regional QIDP
acknowledged the buddy system had not used on
5/7/23 per company policy as evidenced by the
delay noted in identifying this medication error on
the medication error report.
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