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7 NMAC 6.2.38 MEDICATIONS

7.82.35 AMEDICATIONS: Medications will be
administered or staff assistance with medications
provided and decumanted in acgordance with
state and foderal laws.

A, Licensed heatth care professlonals are
responsible Tor the administration of medications.

B, Facility staff may assist a resident with
medications If written cansent by the residentis
given to the director of the tacliity or their
desighee. |f the resident Is incapable of giving
consent, the restdent's guardian, traatment
guardian or surragate decision makar named in
aceardance with New Mexizo [aw may give
writhen consert for the assistance with
medications. All staff asslsting with medications
shall have successfully compisted an approved
assistanoe with medication training progiram or be
licensed by the State of New Mexico to
administer medications.

C. No medications, including ovor the
counter medications, PRN (when needed)
medications, ar tregtment shall be started,
changed or discontinued by the facliity without an
order by the physicien and antry Into the
resident's record.

D. The facility must have on the premises,
medication refarence materlal that contains
information relating to drug interactions and
side-cffats, : ‘

E. Medications prescribed for ong residant
shall not be used for another resident.

F. The facility shall have a Medigaten_____ |
Administration Record (MAR) decumenting =~ =1} 715

P
all {9y PN

over-the-countar medioations. This ~ * *

documentation shall include: T
{1} Name of resident.
(2} Date started.

medications adminitered to residents, Iréliiime
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(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ;

{A36}. Continued From page 1
i (4) Dosage and form.
} (5) Strength of drug.
| {6) Route of administration (e.g.
i mouth™),
(8) Time taken and staff initials.
discontinued or changed.
|
‘ administering medications.
‘ pharmacy container or blister pack must
assisting.

medications must be closely monitored a

. more of the following conditions:
(1) The resident is capable of

(2) The resident's physician has

shall include:

use of the medication.
(b) Exactdosage to be used.

i be used in a 24 hour period.
! (d} Directions as to what to do
| symptoms persist.

that might occur.

|
! errors to the physician.

(7) How often medication is to be taken.
(9) Dates when the medication is
(10} The name and initials of all staff
G. Any medications removed from the
immediately and documented by the person
H. PRN Medications: The use of PRN

supervised by the facility and is based on one or

determining when the medication is needed.
provided detailed instructions to the pharmacy
regarding the administering of the medication.
The physicians instruction for a PRN medication

(a) Symptoms that might indicate the

{c} The exact amount of medication to

(e} Possible interactions or side-effects

{f) Manufacturer's label information for
directions if deemed adequate by the physician.
I. The facility must report all medication

! J.  The facility shall develop and follow a
| written policy for unused, outdated, or recalled
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; | DEFICIENCY) !
{A36}) Continued From page 2 {A36} 1) | A letter was sent to the residents :
. medications being kept in the facility. doctors letting them know that ‘
[7—1—64, 9-15-70, 7019074, 9-24-76, 7-11-886, a error was made on the MAR. :
1-11-90, 4-7-97; 7.8.2.36 NMAC - Rn, 7 NMAC 2) There is a control substance log
8.2.38, 8-31-00] ) . .
This REQUIREMENT is not met as evidenced that in place for all shifts to sign
by: _ stating that all control substance
Uncorrected Deficiency from 11/13/07 Survey have been accounted for. If any
7.8.2.36l. discrepancies, it must be reported
Based on records review and interview, the to t},le Adrn.lmst'rator 1 _edlatftly.
facility failed to report all medication errors to the An immediate investigation will !
physician for 2 of 4 sampled residents (75%). The be done to find the problem. If 5
' findings are: the discrepancy cannot be solved,
a letter will be sent to the Doctor
A. Review of R3's 11/07 MAR revealed that that d.
omeprazole was entered twice and was initialed a a_y.
' by different staff as given twice per shift (double 3) Ther‘e is a control sub§tance lf)g
 the dosage ordered by the physician) from that in place for all shifts to sign _
- 11/6/07 - 11/9/07. stating that all control substance
, . , have been accounted for. If any ‘
. B. Review of R4's Controlled Substances Log di ies. it tb rted |
: revealed that 15 tablets of Ambien were 1screpanc1f:§, ! mus. © repo © |
| remaining. A physical count of the drug revealed to the Administrator immediately. !
13 tablets remaining. An immediate investigation will f
¢ Duri ervi ih S11/C0-0 be done to find the problem. If
. During an interview wi o-Owner on . be sol
| 14/13/07 at 2:30 p.m., $11/Co-Owner stated, "l thle g'scre.l;fgcy ca:’f‘)tth CIS)O ‘;ed’ i
- should have reported the . . . Ambien error to a letter will be sent to the Lioctor |
[R4's] physician.” Additionally, S$11/Co-Owner that day. Also for regular Meds,
- acknowledged that omeprazole was erroneously the Mar will be checked regular
i entered twice on R3'§ MAR anq initialr—T\d by . for errors, duplicate entries, etc. ‘
| different staff as having been given twice per shift | 4) | All letters have been sent to the \
| from 11/6/07 - 11/09/07. ‘
? Doctors and all forms have been
D. During an interview with the put in place. Effective 2/28/8.
Administrator/Co-Owner on 2/21/08 at 1:00 p.m.,
i the Administrator/Co-Owner acknowledged that |
| the above medication errors had not been !
| reported to R3 and R4's respective physicians. !
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