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A36| 7 NMAC 8.2.36 Medications A36

7.8.2.36 MEDICATIONS: Medications will be
administered or staff assistance with medications
provided and documented in accordance with
state and federal laws.

A. Licensed health care professionals are
responsible for the administration of medications.

B. Facility staff may assist a resident with
medications if written consent by the resident is
given to the director of the facility or their
designee. If the resident is incapable of giving
consent, the resident's guardian, treatment
guardian or surrogate decision maker named in
accordance with New Mexico law may give _ dp
written consent for the assistance with
medications. All staff assisting with medications 0\\“
shall have successfully completed an approved
assistance with medicaticn training program or be
licensed by the State of New Mexico to
administer medications.

C. No medications, including over the
counter medications, PRN (when needed)
medications, or treatment shall be started,
changed or discontinued by the facility without an
order by the physician and entry into the
resident's record.

D. The facility must have on the premises,
medication reference material that contains
information relating to drug interactions and
side-effects.

E. Medications prescribed for one resident
shall not be used for another resident.

F. The facility shall have a Medication
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.
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(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 resident's 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.

(¢) The exact amount of medication to
be used in a 24 hour period.

(d) Directions as to what to do if the
symptoms persist.

(e) Possible interactions or side-effects
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
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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 - Staff Assistance with
medications (shall be) provided and documented
in accordance with state and federal laws.

Based on record review and interviews, the
facility failed to ensure that rectal suppositories as
part of a medication regimen prescribed by a
nursing agency were given only by licensed
personnel in accordance with state and federal
laws for 1 resident (Resident #1) of the facility.
The findings are:

A. On August 24, 2009 at 11:00 AM during review
of resident charts it was noted that Resident #1
had on file, physician's orders for certification
period beginning on 6/9/09. Among the
physician's orders on that documents was an
order for "Gentle Laxative Rectal Suppository 10
MG daily per rectum." During that same review,
the facility MAR (Medication Administration
Record) was reviewed. Initials of varying facility
staff were observed there, indicating that the
suppositories had been applied to Resident #1 by
the facility staff.

B. On August 24, 2009 at 11:00 AM during
inteviews with direct care staff, they confirmed
that direct care staff who had received the
"Assistance with Medications" certificate had
been conducting this invasive process by
applying the suppositories into Resident#1's
rectum. They reported that the nursing agency's
nurse assigned to Resident #1 "had trained" the
facility's direct care staff on how to administer this
invasive procedure to Resident #1. The direct
care staff reported that they did not (up to that
point in time) know that only a licensed nurse or
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other licensed personnel should be providing this
kind of invasive procedure because the agency
nurse did not tell them. The staff reported
“thought it was okay" because the agency's nurse
had "trained" facility staff on how to apply the
suppositories into Resident #1's rectum.

C. On August 24, 2009 during interviews with
direct care staff subsequent to a phone
conversation the facility had had with the nursing
agency's "head nurse", the facility reported that
the agency acknowledged that they knew that this
was happening and told the facility that the
agency that they could have Resident#1's family
apply the suppositories or that the agency could
otherwise have a meeting regarding the matter
and then follow up with the facility. The surveyor
requested outcome of this meeting regarding the
administration of rectal suppositories to Resident
#1 be submitted by fax to the Licensing Authority.
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