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!
Administration of Drugs. Drugs shall be : ,ﬂ;af

State Standards and state laws, and in accordance with

administered in compliance with federal |1* va,”j;gm
p p A
accepted professional principles. D

Rules and Regulations for Program 5 -
Administration of Nursing Care Facilities 1) Residents #25, #32, #34, #43,4{‘” 10/14/2005
) ) #10, #12, #20, #37, #42, #45, &
Section 9, Nursing Services. #46 were checked by nursing
. staff to ensure medications were
(f) Administration of Drugs. Drugs shall be given appropriately.
administered in compliance with federal and state 2) The nurse will administer 10/14/200¢

laws, and In accordance with accepted

profsssional princlples medications as ordered & the

procedure for documentation
medication administration will be
followed at each medication
pass.

3) Director of Nursing will monitor  10/14/2005

This Standard was not met as evidenced by:

Based on resident and family interview, staff
interview and medical record review, the faoility

falled to ensure medications were administered randomly for compliance.

as ordered for five (#25, ¥32, #34, #35, #43) and - 4) Nurs'e will administer 10/14/200:
Sever (#10; #12, %20, %37, #4Z, 745, 146) medications & ordared and

non-sample residents. The census was 47. The | document according to the

findings were: standards of the nurse practice

Act for medication

Review of September Medloation Administration administration, . _

records (MARs) revealed medications were not 5) DON held an in-service to all  10/1472005
documented as glven as noted below for 11 nursing staff on rules & |
residents. Interview with licensed practical nurse regulations of medication

(LPN)#1 on 8/22/05 at 2 PM revealed she could administration & documentation,

nat verify if the medications were or wera not 6) Random audits for all nurses will ~ 10/14/200!
administerad, : be done at least quarterly by

DON will occur to insure

1. Review of the September 2005 MAR for : compliance,

resldent #12 revealed the following medications " 7) Medication administration audits 10/14/2005
were not documented as being given: will be reviewed quarterly at the

2. Coumadin (blood thinner)1 mg at 6 PM on ' QA Committee meeting for
8/18/05, _ ongoing compliance,
b. Digoxin (reguiates the heart rata) 0,25 mg .
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Any deficlency statement ending with ah asisrisk (") denote a deficiency which the institution ma it

n y be rxcuged from camating providing it iz
olllller &afaguards provide wufficient protection to the patients, (See Inatructions.) Bxcept for-nuting homes, tha findings stateg gbnve afeﬂ&'ru:!::zmn;g él.-:me
following the data of suryey whether or not a Pian of correction s provided For nursing hoies, the above findings and plang of correction are disclosnble 15-’1

days following e gat i ion : A
prggmm pmﬂ%l 0 ; rg:'a thess documents are made avaitabia to the fxclity. IF deficioncies are citedl, an approved plan of comection is requlsite to continued
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at 8 AM on 9/18/08,

2. Review of the September 2006 MAR for
resident #35 revealed the following medications
were rjot documented ag being given;

a, Coreg (for congestive heart failure) 6,25
mg at 8 AM on 9/7/05,

b, Prevacid 30 mg at 8 AM on §/8/05

0. Effexor (antidepressant) 75 mg at 8 AM on
9/6/05
d. Coumnadin (blood thinner) § mg at 8 PM on
B/6/06.

3. Review of the September 2006 MAR for

resident #25 revealed the following medications

were not documentad as being given:

‘ a. Clonidine (anthypertensive) 0.01 mg at 6
PM on 9/15/05.

4, Review of the Sepfember 2005 MAR for
resident #3?;r_eueaied_the_foIlowlng—medleatians

were not documented as being given:
&. Taprol ER (antihypertensive and
antianginal) 25 mg at 8 AM on 9/15/05,

6. Review of the September 2005 MAR for
resident #34 reviewed the following medications
were not documented as being given:

a. Ecofrin (analgesic) 81 mg at 12 noon on
9/8/05,

b, Lorazepam (antianxiety) 0.5 mg at 12 noon
on 9/8/05,

6. Review of the September 2005 MAR for
residant #20 revealed the following medications
were not documented as belng given:

a, Atsnolol (antihypertensive, antlanginai) 25
mg at 8§ AM on 9/20/06.
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7. Review of the September 2006 MAR for

{F 000)

resident-#37-revealed-the-following-medications

were not documented as being given:
a, Effexor (antidepressant) 76 mg at 8 AM on
9/4405,

on 9/4/06

8. Review of the September 2005 MAR for
resident #42 ravealed the following medications
waere not documented as belng given:

2. Dyazide (dluretic) at 8 AM on 8/17/06.

8, Review of the September 2005 MAR for
resident #43 revealed the following medications
were not documented as being. given:

a. Flomax 0.4 mg at 8 PM on 9/15/06.

b. Remeron (antidepressant) 16 mg at 8 PM
onh 8/15/05,

b. Depakote (anticonvulsant) 500 mg at 8 AM -

— ———"10-Review of the-September 2005 MAR Tor

resident #45 revealed the following medications
were not dooumanted as belng given:

a. Trazadone (antidepressant) 150 mg at 9
PM on 9/7/05

11, Review of the September 2005 MAR for
resident #46 revealed the following medications
were hot documented as being given:

a. Sihemet (antiparkinson agent) 25/100 mg
[ at 12 hoon on 9/8/05,
b. ASA (aspirin) 325 mg at 8 AM on 9/13/08,

| 12. Review of the September 2005 MAR for
resident #10 revenled there was no
documeniation the resident received the following
mediestions;

a, Colace (laxative) 100 milligramg (mg) at8
AM on 9/13/08. :
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