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§ 003 Initial Comments S 003
An unannounced complaint/incident investigation
survey was conducted at this residence, A
deficiency was identified,
S 565 Residential Care Services 2.4.24.8.1 Medication | S565

Services
2.4.24 (B) (1) Administration of Medications

1. Residences licensed at the M1 level may
administer medications {o residents including, but
not lfmited to, removing medication containers
from storage, assisting with the removal of a
medication from a container for residents with
disability which prevents independence in this act,
and/for administering the medication directly to the
resident.

a. The resident or guardian must providé
written authorization for the residence to provide
administration of medications.

b. Medications shall be administered in
accordance with written orders of a physician.
The residence must provide in writing, a
description of serviees provided by the residence
{0 each physician, including limitations on service.

¢. All medications must be checked against a
physiclan’s orders by a licensed nurse, or
pharmacist.

d. The resident must be identified prior to
administration of any medication.

e. The medication must be in the original
pharmacy-dispensed container with proper labej
and directions attached and be administered in

magcordance with such label,
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f. Injectable medications, including but not
limited to insulin, which cannot be self-
administered by the resident, must be
administered by a Jicensed nurse.

g. There shall be written a policy/procedure
for the disposal of hypodermic needles, syringes
and other such instruments that is in compliance
with rules and regulations governing Hypodermic
Needles, Syringes & Other Such instruments
(Part 20-15-6 of this Titla).

(1) The legal destruction of hypodermic
needles, syringes or other such instruments is the
responsibility of the last entitled or authorized
possessor,

(AA) All personnel or residents legally
authorized to use disposal syringes and needles,
shall destroy them after one (1) use.

(BB} Excess and undesired needles,
syringes and other such instruments shall be
stored in impervious, rigid, puncture- resistant
container for disposal. Intact needles shall be
placed directly into the collection containers.

(CC) Persoringl handling disposal
waste materials such as needles, syringes, and
other such instruments may trest and destroy
such waste by a DEM-approved alfermative
freatment/destruction technology or prepare the
regulated medical waste for off-site transport by a
DEM-permitted medical waste transporter.

h. individual medication records must be
retained for each resident to whom medications
are being administered and each dose

S 565
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S 565 | Continued From page 2 5 565

administered to the resident must be preperly
recorded. '

i. Any medication administered by the
residence and refirsed by a resjdent shall be
documented and reported, as appropriate.

j. Medications shall be stored securely and in
such a manner to prevent spoilage, dosage
errors, administration errors, and/or inappropriate
access. Provisions for safe storage may include
lockable containers, secure spaces, or lockable
units, as appropriate fo the residence and the
resident population.

k. All medication in the: residence, regardiess
of whether controlled by employees or by the
resident, shall be stored securely as stated in §
2 A.24(AN3)(&)(8) of this Part

1. All centrally stored medications shall be
maintained in accordance with manufacturer's
labeling and administered by authorized
personneal,

This Requirement is not met as evidenced by:
Pased on record review and staff interview, it has
been determined that the residence failed fo
ensure that medications shall be stored in such a
manner to prevent administration errors and/or
inappropriate access for the singular resident
reviewed for medications, 1D #1.

Findings are as foliows:

Record review of the residence's policy titled:
"Medication Program" states in part, "...when a
resident's medication is...discontinued.. will be
recorded on & madication refurned for destruetion
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form and returned to the pharmacy (if permitted)
or disposed per the community's disposal
procedure as soon as practical. "

Record review revealed the resident had a
physician's order initiated on 4/6/2023 for
Tramadol 50 mg (milligram), % tablet TID (three
times a day) PRN (as needed).

Additional record review revealed the physician's
order for the Tramadol 50 mg % fablet TID PRN
was discontinued on 5/2/2023.

Record review of the narcofic log page 186,
revealed the above-mentioned medication was
signed off by the staff on the following dates,
indicating the medication remained avaitable in
the medication cart:

-5/3/2023 45.5 tablets on hand of Tramadot upon
discontinuation
~5/9/2023 44 tablets on hand of Tramadol

The record failed to reveal the medication was
administered between 5/3/2023 and 5/8/2023,
indicating an error in the available count. .
Additionally, the medication rermained available to
be dispensed from 5/4/2023 through 5/11/2023.

Record review revealed the physijcian's order for
Tramadol was reinstated on 5/12/2023.

Further record review failed to reveal evidence
that tha Tramado! was disposed of after it was
discontinued on £/3/2023 per the residence's
policy.

During a surveyor interview on 7/18/2023 at
approximately 2:40 PM, the Regional Nurse was
unable to provide evidence the Tramadol was

§ 565

All discontinued medications
Were
removed at time of incident.

Education conducted on 5/10/23
(time of incident) that count must
be conducted every shift with
another associate.

In-service to be held 8/16 &
8/17/23 to re-educate associates
on medication destruction policy
and appropriate medications on
count. '
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§ 565 | Continued From page 4 855 | Following 8/17/23 in-service, all
destroyed after it was discontinue as indicated in residents with schedule IV &V
their policy. medications will have their orders
clarified to ensure no assessment
is necessary and will he removed
from count.
An audit of the narcotic book will
g,fj be conducted weekly x4 weeks,
{ j§\ then monthly x6 months,
aw// Findings will be reviewed in QA.
0 An audit of schedule IV and V
Q}\\i\ orders will be conducted weekly
%4 weeks, then monthly x6
months. Findings will be reviewed
in QA.
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