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The following defleiancies wers cited on 01/22/08
a3 a result of a complaint survey (complaint ¥
26819) for the requirements of 7.8.2 NMAC for
Agasisted Living Facilites:

7 NMAC 8.2.36 Medications

7.8238 MEDICATIONS: Medications will ba
administered or staif gasistance with medications
provided and documented in accordancs with
state gnd federal laws.

A. Licensad health care professionels are
respongible for the administration of medications,

8. Fagility staff may assist a rasidant with
medications if written congant by the resident is
given ip tha director of the faciity or their
dasignee. if the resident is incapable of giving
oonsent, the residants guardian, reatment
guardian or surmogate decision maker named in
accordance with New Meaxico law may give
written consent for the assistance with
medications. Al staff agsisting with medications
shall have aucoggefully completed an approved
sssistance with madication training program or ba
licensed by the State of New Mexice to
adminteter medicatons.

C. No medications, including over the
counter madications, PRN (when needad)
medications, or treatment shall be startsd,
changed or discentinued by the faciity without an
order by the physician and entry into the
Tecident's record.

D. The facility must have on the premisas,
medication refarence material thet contains
informgtion relating to drug interactions and
side-affects.

E. Medications prescribed for one resident
shall not be usad for another residant,

F. The faciy shail have a Medication
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Administration Record (MAR) documenting
medications administered to residents, including
over-the-counter medications. This
documentation shall include:

(1) Name of resident.

(2) Date started.

{3) Drug product name.

{4) Dosage and form.

(5) Strength of drug.

{6) Route of administration (e.g. "by
mouth"}.

(7) How often medication is to be taken,

(8) Time taken and staff initials.

{9) Dates when the medication is
discontinued or changed.

(10) The name and initials of all staff
administering medications.

G. Any medications removed from the
pharmacy container or blister pack must be given
immediately and documented by the person
assisting.

H. PRN Medications: The use of PRN
medications must be closely monitored and
supervised by the facility and is based on one or
more of the following conditions:;

(1) The resident is capable of
determining when the medication is needed.

{2} The residents physician has
provided detailed instructions to the pharmacy
regarding the administering of the medication.
The physicians instruction for a PRN medication
shall include:

(a) Symptoms that might indicate the
use of the medication.

{b) Exact dosage to be used.

(c}) The exact amount of medication to
be used in a 24 hour pericd.

(d) Directions as to what to doif the
symptoms persist.

{e) Possible interactions or side-effects
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that might occur.
() Manufacturer's label information for
directions if deemed adequate by the physician.
I.  The facility must report all medication
errors to the physician.
J. The facility shall develop and follow a
written policy for unused, outdated, or recalled
medications being kept in the facility.
[7-1-64, 9-15-70, 7019074, 9-24-76, 7-11-86,
1-11-90, 4-7-97; 7.8.2.36 NMAC - Rn, 7 NMAC
8.2.36, 8-31-00]
This REQUIREMENT is not met as evidenced
by:
Refer to
7.8.2.36 (B)
Based on record review and interview the facility . ’
failed to obtain written consent by eight of eight MW%““‘"
(#1, 2,3, 4, 5,6, 7 & 8) sampled residents or their Deod o Dimprass SRR TR Sl
designee before assisting them with medications. qﬁm\wmw%&h
The findings are: Sy L R - N T I L
R N e\ Dhacdron o
A. Review of Resident #1, 2 & 5's clinical record “—’*’-’“-’M,T“"" Ny Sam
on 01/21/08, revealed no documentation of a B Bey 1 (@ > L‘ . )
written consent by the resident or their designee Ve, 9 o '...:a; R
to assist them with taking their medications. Mﬁ " ROoN 7;\\.__\,.,-_.;.;..\ AR A
g O, SRl T ORALAN
B. The administrator was interviewed on . SRR A _\_,,mw
01/21/08 at 4:00 pm. She stated that she had s Sk, . . Nsdra e
recently sent consent forms, regarding consent QSO et Q
for the facility to assist residents with medications SR Qe d s L‘ "h‘) Y
to a local printer, however, as of yet the facility N Sospa s QIS s
had not obtained any of the consents for the eight AW s D e Q_,meua
residents, which were all being assisted with ;’:‘” “35: b e ARS8
medications by the facility. Fo s sakas Wt o Diarnd.
QAR Ao RN wa ko
Refer to: M\Qﬂwmm-'m“k
7.82.36 (A) \Oo ™o T
Based on record review and interview the agency W
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failed to ensure that suppository medication
administered per rectum, were administered by
Licensed health care professionals for 2 of 3 (#1
& 5) sampled residents and failed to ensure that
finger stick blood sugars were conducted by
Licensed health care professionals for 1 of 3 (#1)
sampled residents. The finding are:
A. On 01/21/08 record review for Resident #5
was conducted and revealed the following: D) W WARPHTS, WETNIE SR CW e

1. Review of the Medication Administration Sral T bt Nemasdendc NS
Record (MAR) for 12/2008, revealed, e s deamde— DORD wasiasa
"Promethazine [phenergan] 12.5 suppositories, e TIVRT- Yohawn ax &
unwrap and insert 1 [one] rectally 2-3 times daily, Visrmarorine DaTisase) Soe%

FRN {as needed). DX [diagnoses]. Nausea & Dra_tO PO Y N A
vomiting,” no date. LR ks WS ASS.

2. Review of Physicians orders dated 12/25/08 e B PRE rae o Sake o hednh
revealed, "Promethazine 12.5 mg [milligram] v\ ooy . Dve m\w&q‘mw
supp. [suppository] - unwrap and insert 1 [one] oss. e o Dad- e 0O
supp. rectally 2 to 3 times a day PRN, Dx: N/V Aeprding e SAR \ \-*N"L'\
[nausea/vomiting]." o Aaka SO _ Sataas ol

3. The MAR dated 12/25/08, no time AOma Y At S o ms unaSsong
indicated, was initialed as given by the A Rt \’-"““‘NL
Administrator, a Medication Assistant. LR PR QIS S ) .

4. The Administrator was not a Licensed health PRI S DS AR AR G
care professional. MW mwm&mi%

oo S R :
B. On 01/22/08 record review for Resident #1 s wed px\mm\.\a-w%&. S VN
was conducted and revealed the following: LLN PR o

1. Review of the MAR for 10/2008, revealed, : .

"Promethazine [Phenergan] 25 supp Q [every] s W\@:\MW! w o
4-5 PRN rectally DX: Nausea & vomiting," no AN =485
date. ’ ’ Ao VAR s st R

2. Review of Physicians orders dated 10/24/08 oA eI S N2 X S
revealed, "Phenergan 25 mg supp. 1 [one] via osas, St DA DR A ASS
rectum Q [every] [blank] hrs [hours] PRN, Dx: TRO ; . Nesosse_
Nausea/emesis.” < \Qrena M&L.».A.H_\FY\\O-\QN\

3. The MAR dated 10/24/08 at 11:30 [not ‘_\@‘_ WOTve v\ o,

specified as to am or pm], was initialed as given
by the Administrator.
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4. The MAR dated 10/24/08 at 4:00 [not
specified as to am or pm] indicated that
Promethazine 25 mg supp was given by Staff #1,
a Medication Assistant.

5. The Administrator and Staff #1 were not
Licensed health care professionals.

C. On01/21/08 at 4:15 pm, the Administrator
was asked if she had administered the rectal
suppository for Resident #5. After reviewing the
MAR, she stated, "Yes. | gave it. We can give the
suppository's. | called [name of the facility's
Pharmacist)], and he said we could. If the doctor
or the family tells me to give it [medications], |
give it."

D. On 01/22/08 at 9:22 am, the Administrator was
asked if she administered the Promethazine
suppository to Resident #1. After review of the
MAR, she stated, "Yes. | will never administer a
suppository again." The Administrator was asked
if Medication Assistants were allowed to give
rectal medication. She conceded that they
[medication assistants] should not have given the
suppositories and that they were not Licensed
health care professionals. Staff #1 was not
available for interview.

E. On 01/22/09 record review of the finger stick
blood sugars (accuchecks) on the MAR dated
1212008, for Resident #1, revealed an order
"Accuchecks BID [twice a day] on Mon [Monday],
Wed [Wednesday] and Fri [Friday] Dx: Glucose,"
no date. The 12/2008 MAR blocks indicated the
accuchecks were completed and initialed by the
facility Medication Assistants.

F. An interview was conducted with the
Administrator on 01/22/08 at 9:37 am. When
asked if the Medication Assistants were doing the
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finger sticks, she stated, "Yes. We can." She
was asked to find clarification indicating
Medication Assistants were allowed to do finger
sticks. After looking through her paper work, she
stated that she could not find any verification
allowing them [medication assistants] to conduct
the finger sticks.
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