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PROVIDER'S PLAN OF CORRECTION

CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to training
clients and staff as needed in appropriate health and
hygiene methods.

This STANDARD is NOT MET as evidenced by:

Based on observations and interview, the facility
failed to ensure staff were sufficiently trained on
medication administration. The affected 1 of 4 audit
clients (#1). The finding is:

During observations of medication administration in
the home on 5/18/26 at 3:57pm, client #1 was
assisted by staff C with scanning medications. Client
#1 administered Dorzolamide-timolol drops in each
eye. Client #£1 then immediately administered Systane
drops in each eye. At no point did staff C encourage
client #1 to wait between the different prescription
eye drops.

Interview on 5/19/26 with the facility nurse revealed
staff should ensure clients wait a minimum of 5 to
10 minutes between administering different eye
drops.
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