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Provide appropriate treatment and care according to orders, resident's preferences and
 goals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure for one of three sampled residents (Resident A),
 received care consistent with professional standards of practice when a licensed staff failed to properly verify the
 resident's information and the physician's orders [REDACTED]. This failure resulted in the wrong administration of the eye
 drop medication to Resident A. Findings: On August 5, 2020, an unannounced visit to the facility was conducted to
 investigate a complaint related to quality of care concerns. On August 5, 2020, at 10:04 a.m., Resident A was interviewed
 and stated one of the licensed nurses administered the wrong eye drop medication at night. She stated she knew her
 medications very well and she told the nurse it was the wrong medication since she recognized a different color of the eye
 drop bottle. Resident A's record was reviewed. Resident A was admitted   to the facility on [DATE], with [DIAGNOSES
 REDACTED]. The history and physical, dated June 30, 2020, indicated Resident A had the capacity to understand and make
 decisions. A physician's orders [REDACTED]. A physician's orders [REDACTED]. The progress notes, dated July 23, 2020, at
 11:09 p.m., indicated, Res (resident) with an order of Latanoprost at bed time 2100 (9:00 p.m.). Writer accidentally (gave)
[MEDICATION NAME] 0.5% to res left eye. Washed the left eye with water three times . No complain of pain or discomfort.
 (Name of physician) made aware and said, 'It will be ok let's monitor .' On August 5, 2020, at 12:30 p.m., the Director of
 Nursing (DON) was interviewed regarding Resident A and stated Registered Nurse (RN) 1 administered the wrong medication to
 Resident A on July 23, 2020. She stated RN 1 administered the eye drop medication that belonged to another resident. She
 stated RN 1 should have checked the right medication and right patient before administering the medication. On September 3, 2020,
at 12:50 p.m., RN 1 was interviewed regarding Resident A and stated Resident A was alert and oriented and was aware
 of her medications. She stated she grabbed the wrong eye drop medication and failed to verity with the physician's orders
 [REDACTED]. She stated she failed to verify the resident and the medication prior to administration. The facility's policy
 and procedure titled, Medication Administration-General Guidelines, dated January 2017, was reviewed and indicated,
 .Medications are administered as prescribed in accordance with good nursing principles and practices . Prior to
 administration, the medication and dosage schedule on the resident's Medication Administration Record [REDACTED].
 Medications are administered in accordance with written orders of the attending physician . Residents are identified before
medication is administered using (two) methods of identification . Checking identification band . Checking photograph
 attached to medical record . Verifying resident identification with another nurse . According to the Foundations and Adult
 Health Nursing, Seventh Edition, authored by Cooper and Gosnell, Copyright 2015, it indicated: SIX 'RIGHTS' OF MEDICATION
 ADMINISTRATION .The nurse must use each step of the nursing process when carrying out responsibilities pertaining to
 medication administration. Medications are administered in a variety of ways. Regardless of the route by which a drug
 enters the body, the same practices and principles of medication administration apply. .The nurse should follow the six
 rights of medication administration each time he or she must administer a medication . Right medication . Right dose .
 Right patient . Right time . Right route . Right documentation . RIGHT MEDICATION .The nurse should make sure the drug to
 be given is the correct drug, and performs the three label checks: checking the label on the drug's container three
 times-before, during and after preparation . Check the label when taking the medication from where it has been stored .
 Check the label before removing the medication from its container . Check the label before discarding or replacing the
 medication container and before giving the medication to the patient. RIGHT PATIENT The nurse should give the right
 medication to the right patient. The nurse can prevent medication errors by systematically identifying the patient before
 administering medication. There are several ways to do this, and the nurse should follow the facility's policy. The nurse
 should check the patient's identification bracelet to validate his or her name and date of birth, and then the nurse should ask the
patient his or her name and date of birth . Safety Tips for Medication Administration Listen to the patient.
 Listening to the patient can be a mechanism for preventing medication errors. If the patient says that he or she does not
 take a certain medication when preparing to administer the medication, refer to the Medication Administration Record
 [REDACTED].
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