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Administration of Drugs. Drugs shaii be -
administered In compliance with federal '
State Standards and state laws, and in accordance with
accepled professional principles.
Rules end Regulations for Program
Administration of Nursing Care Facflitles 1) Residents #25, #32, #34, #43,  10/14/2005
. #10, #12, #20, #37, #42, #45, &
Sectlon 9, Nursing Sevices. #48 were checked by nursing
. staff to ensure medications were
(f) Administration of Drugs. Drugs shell be given appropriately.
administered In compllance with federal and 4lata 2) The nurse will administer 10/14/2005
IEW;;r af:ld in ﬁﬁfﬂrd?nﬂﬂ With GGGBptEd medications as ordered & the
professicnal principles. procedure for documentation
: , medication administration will be
This Standard was not met as svidenced by: followed at each medication
Based on resident and family Intetview, staff pass. .
Interview and medica] record review, the facility 3) z;%c(:)t;rl oml‘g{:: gl ive\‘flllt)gwomtor 1014/ 2005
falied to ansure madications were administered 4) Nurse ﬁl dminl pte '
A% ofdered for five (#26, #32, #34, #35, #43) and Medioations o ordored or g 10/14/2005
seven (#10, #12, #20, #37, #42, 145, #46) dosurment oo ording to tﬁg
Eﬁg{: ag@ﬁ;?sfdents. The cansus was 47. The standards of the nurse praetice
g8 were: Act for medication
. Inistration.
Review of September Madication Adminlsteation _adm . .
records (MARs) revealet medications wers not 5) DONheld an in-service toall  10/14/2005
documented as given. as noted below for 11 nursing staff on rules &
residente, (nterview with licensed practical nurse regulations of medication
(LPNY#1 on 9/22/08 at 2 PM revealed she could administration & documentation.
hot verify If the medications wera or were not 6) Randam audits for all nurses will - 10/14/2005
administared. be done at least quarterly by
_ DON will eceur to insure
1. Raview of the September 2005 MAR for compliance, i
rasldent #12 revesled the following medications 7) Medication administration audits 10/142005
were not documnented ae belng given: will be reviewed quarterly at the
&. Coumiadin (blood thinnern1 mg at & P on QA Committae meeting for
918105, ongoing compliance.
b. Digoxin (regulates the heart rate) 0.25 mg l
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at 8 AM on B/18/05.

2. Review of the Septembar 2005 MAR for
resident #35 revazled the following medications
were not documented as being given:

8, Corey (for congestive heart failura) 6.25
mg at 8 AM an 9/7/08,

h. Prevacld 30 mg at 8 AM on 9/6/08

¢. Effaxor (antidepressant) 75 my at 8 AM on
8/8/05

o, Cournadin (blopd thinnar) 5 mg at 8 PM on
9/8/06.

3. Raview of the Saptember 2006 MAR for
resldent #25 revealed the follewing medications
were hot documented as belng given:

a. Clontdine (antihypertensive) .01 my at &
PM on 9/15/05.

4. Review of the Septembsr 2008 MAR for
resident #32 revealad the following medications
were not documented as being glven:

&. Toprel ER (anthypertengive and
antiangingl) 25 mg st 8 AM on BH505,

6. Review of the Septamber 2005 MAR for
residant #34 reviewed the tollowing medications
weire not doctmented as baing given:

a, Ecatiin {analgesic) 81 mg at 12 noon on
B/8/0S,

b. Lorszepam (antlanxiaty} 0.6 mg at 12 noon
oh 9/8/05.

6. Review of the September 2005 MAR for
fasident #20 revasled the following medications
were not documentad aa being givan:

4. Atenolot (antihypertenalvs, antlanginal) 26
my at 8 AM o 8/20/08. :
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7. Review of the September 2005 MAR for
resldent #37 revealed the following madications
were not documanted es being glven:

a. Effexor (antldepressant) 76 mg at 8 AM on
814/05.

b, Depakots (anticonvuisant) 500 mg at 8 AWM
on BM06

8, Review of the Septeniber 2006 MAR for
rasident #42 revenlad the fallowing medications
were not documented s being given:

a. Dyazide (diuretic) at 8 AM sn 9/17/06.

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

a. Flomax 0.4 mg at 8 PM oh 9/18/08,

0. Remeton (antidepressant) 18 mg at & PM
on 9/15/05.

10. Review of the Septermber 2005 MAR for
resident #45 revealed the following medleations
were not documentad as belng given;

4, Trazadane (antldepressant) 150 my at 0
PR oe 977/05

11. Reviow of the Septembar 2005 MAR for
residont #46 revealed tha followlng medications
were not documented as belng given:

& Binemet (antiparkinson agent) 25/100 my
at 12 noon on 9/8/05,

| b, ASA (agplrin) 325 mig at 8 AM on 8/13/05,

| 12. Review of the September 2005 MAR for
resldent #10 revaaled there was ho
documentation the resident recelvad the following
medications;

a. Colace: (fuxative) 100 milligrams (mg) at 8
AM an 9113/08.
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