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F 0760 Ensure that residents are free from significant medication errors.

Level of Harm - Minimal harm 36395
or potential for actual harm
Based on interview and record review the facility failed to ensure the medications were given and skin
Residents Affected - Few treatment were done for one of three sampled residents (Resident 1). For Resident 1, the facility failed to
ensure:

1. Resident 1' s skin treatment was done and documented in the Treatment Administration Record (TAR,
daily documentation record used by a licensed nurse to document treatments given to a resident) on
12/20/24 and 12/21/24.

2. Resident 1' s eyedrops Brimonidine Tartrate 0.2% solution (eye drops used to lower pressure in the eyes
of residents who have glaucoma) was administered and documented in the Medication Administration
Record (MAR, daily documentation record used by a licensed nurse to document medications given to a
resident) on 12/22/24 and 12/23/24.

These deficient practices resulted in Resident 1 not given his skin treatment and eye drops that may
potentially affect skin healing and increase Resident 1's eye pressure.

Findings:

During a review of the Admission Record indicated the facility admitted Resident 1 on 12/18/24 with
diagnoses including left above knee amputee (L AKA, surgical procedure that involved the removal of the left
leg above the knee joint), muscle weakness and glaucoma (increased eye pressure that leads to permanent
vision loss and blindness).

During a review of the Minimum Data Set (MDS, resident assessment tool) dated 12/24/24 indicated
Resident 1 was confused to year, month, and day. Resident 1 was dependent (helper does all the effort) with
eating, oral hygiene, toileting hygiene, shower/bathe self, upper/lower body dressing and putting on/taking off
footwear.

During a review of Resident 1's Treatment Administration Record for 12/24, indicated to apply betadine
solution (applied on the skin to treat or prevent skin infection) to the L BKA scar with eschar (dead tissue)
and then apply triple antibiotic ointment (three antibiotics bacitracin, neomycin and polymyxin B) after the
betadine. The TAR was not signed on 12/20/24 and 12/21/24 to indicate that Resident 1 had treatment done
on his L AKA site.

(continued on next page)
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F 0760 During a review of Resident 1's MAR for 12/24 indicated to instill one drop of Brimonidine Tartrate 0.2%
solution (eye drops used to lower pressure in the eyes in residents who have glaucoma) to both eyes every
Level of Harm - Minimal harm or eight hours for glaucoma. The MAR was not signed on 12/22/24 and 12/23/24 at 6 a.m., to indicate that the
potential for actual harm eyedrops were given to Resident 1.

Residents Affected - Few During a concurrent interview and record review Resident 1's TAR dated 12/20/24 and 12/21/24 were
reviewed with the director of nursing (DON). The DON confirmed and stated that the TAR was not signed on
12/20/24 and 12/21/24. The DON stated the nurse has to sign the TAR and the MAR to acknowledge that
the treatment was done.

During a review of the facility's policy and procedures (P&P) titled Administering Medications reviewed on
12/5/24 indicated the individual administering the medication initials the resident ' s MAR on the appropriate
line after giving each medication and before administering the next ones. Topical medications used in
treatments are recorded on the resident ' s treatment record (TAR).

During a review of the facility's P&P titled Nursing Documentation reviewed on 12/5/24 indicated nursing
documentation will follow the guidelines of good communication and be concise, clear, pertinent, and
accurate based on the resident ' s condition, situation, and complexity. Timely entry of documentation must
occur as soon as possible after the provision of care and in conformance with time frames for completion as
outlined by other policies and procedures. The resident ' s record specifies what nursing interventions were
performed by whom, when and where.
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