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H{d) Medicatlons.
i A. Addressing the issue of security !

() Prescription drugs shall be dispensed from : for prescription drugs in the facility,

: alicensed pharmacy, labeled with the name,

| address and telephone number of the pharmagy, | we wil procedurally limit access to the -
. hame of resident, name and strangth of diug, “med room” to, or in the presence of,
 directions for use, date filled, expiration date,  Certain designated personne directly

i prescription number and name of physician,

- Controlled substances shall have a warning label involved with the dispensing of med-

“ on the bettle. | ications, namely in this case the RN or

' ; LPN on duty; as well as structurally

! {A) An RN shall destroy all discontinusd providing in the “med room” a secure

- prescriptions; other than controlled substances, _—

' uging acceptable standards or practice. area to prepare medlcat_lons.

: - These changes affect directly the 24

: (B) Discontinued or outdated controlled residents cited,

_ substances shall be destroyed by the RN in the |
| presence of a licensed pharmacist and B. These changes also preciude the
; documented in the resident's record. [ potential for said deficiency to impact

This Siate Rule and Regulation is not met as other current or future residents.

| evidenced by:

. Based on observation, and staff interview, the . C. Invoking these measures addresses

: facility failed to label and safeguard medications ; the issue of preventing recurrence,

: against possible contamination, tampering, or m .

 thefl for 24 residents (#3, #4, #5, 46, #7, #11, D. Administrator will monitor progress
I 12,715, #18, #19, #21, #26, #29, #30, #31, #32, of structural changes and develop and

: #33, #34, #35, #36, #37, #40, #43, #45). The

| findings were: enforce the procedural changes

commensurate with the completion of

- 1. Observation on 6/16/14 at 3:05 PM showed | construction,

| medications were pre-poured and ready for. 5 o o

; administration for 24 residents (#3, #4, #5, #6, #7, E. Administrator will review intendance

#1312, 315, #18, #19, #21, 426, #29, #30, #31, and ensure compliance with safe-

| s e b ey || e medcatonsandeprton

medications wera in indivi ] . :

, hames labeled on the outside. of the cups, The progress at quarterly quality assurance

| medication cups were not labeled with tha meetings. :
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() Medications.

a licensed pharmacy,
atdress and telephons number of the pharmacy,
name of rasident, name and strength of drug,
directions for use, date filled, expiration date,
prascription humber and name of physician,
Controlled substances shall have & warning label
oni the bottle,

prescriptions; other than controfled substances,
using acceptable standards

| substances shall be destroyed by tha RN in the
presence of a licensed pharmacist and
documented in the resident's racord.

This State Rule and Regulation s not mat as
evidenced by

' Based on observation, and staff Interview, the

| facliity failed to label and safegiard madications
against possible contamination, tampering, or
theft for 24 _
#12, #15, #18, #19, #21, 426, 329, 30, #31, #32,
#33, #34, 435, #36, #37, #40, 43, #4E), The
findings were;

: 1. Observation on 6/16/14 at 3:05 PM showed
medications were pre-poured and ready for,
administration for 24 residants (f3, 94, #5, #8, #7,
#11, 412, 15, #18, #16, #21, 426, #20, #30, #31,
#32, 933, #34, #35, #36, #37,
The medications were in individual Clips with
hames labeled on the outside of the cups, The
medication cups were not labeled with the

(i) Presoription drugs shall be dispensed from
iabeled with the nams,

(A} An RN shall destroy all discontinued
or practice,

{B) Discontinusd or outdated 'coratrolled

residents (#3, #4, #5, #6, #7, #1,

#40, 43, 4#45),
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i contents of the cup, and the medications in the

{ cups wera laft uncovered on the top of the

i medication cart In an unlocked room. Inferview
with L.PN #1 at that time revealed the room was

! not locked because staff needed accass for
various files and supplias in the room, The LPN

! stated the pre-poured medications were for the

; evening meal medication pass which would occur

t gt about 5 PM. The LPN stated this was her

i normat routine for getting the medications ready.

¢ Observation at 4,10 PM showed the medications

f continued ko be uncoverad and unsupervised by
: the nurse, and the medication room continued to

: ! be unlocked. Interview with the interim

administrator on 8/16/14 at 4:45 PM revealed the

- medications should be stored in a secured area.
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