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: A revisit wes opnducted féOl'l‘ldl 3/2/2010 through
i ¥2/2010 o address the Condltions of
 Participation in Cllant Protections. A sampling of CMS Nursing and group home staff will receive || 3/30/10
: two residents, one new and one from the previous addlitions] training on Client #2 medication for —
survey, was selected from a population of four osteoporosis, and how it shouidbe
females with varying degrees of disabilities, administerad before breakfast every Tussday.
: Instructions for group home staff will be posted
The findings of the survey were based on as a reminder.

observations and interviews in the home, as well
as a review of the client and administrative
records, Including the Incident raports. '

Based on the findings, the facillty was found to be

in substantial compliance with the Conditions of o
Participation in Client Protections. N 0
W 366 | 483.480(k)(2) DRUG ADMINISTRATION W 388BOVERNMENT OF THE DISTRICT GRCOLUMBL

, DEPARTMENT OF H -'
-~ i"The system for drug administration must assure - “TALTH REGULAHON?&D&%&E?MQ -
! that all drugs, Including those that are - "'TH CAPITOL ST, NE, 2NDFLOOR |
| seif-administered, are administered without error. - *“HINGTON, D.C. 20002

' This STANDARD is not met as evidenced by:
Based on observation, Interview, and record
review, the facility failed to ansure its system for
medication adminlstration assured that all i ;
medications wers administerad without error for :
one o two client in the sample. (Client #2) { '

The findings include:

1. On 37272010, at 8:40 a.m., the medication
nurse was cbserved to administer Client #2 ,
Alendronate Sodium tabiat 70 mg with e glass of !
water. Interview with the nurse at this tme
revealad that the client was prescribed tha
medication one ime a week for osteoporosis, - J

PERISUPBUER ' ?vn& TiE Ty
siafiak (7) denotes a deficlency which the Mlstiution may be excused from comecting providing it is at

bther safeguards provide aulficiant prolaction to the patients. (Sae [nstructions.) Except for nursing homas, tha findings siated above ane disciosabia 90 days -
foliowing the dute of survey whethar or nat a plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosable 14
dlnhﬂmmu:munudmm-ummm&hhwmy. if daficioncies are cited, an approved pian of comection Is requisite to continusd
program participation.
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i On 3/2/2010, at B:42 a.m., review of the

! ingtructions on the label revealed the client was to
be administered the medication one time a week
for osteoporosis. Continued review of the label
on the medication revealad the client was to
receive the medication on Tuasday upon
awakening, 30 minutes prior to breakfast, with a
full giass of water.... o

On 3/2/2010, at B:44 a.m., review of the

dated, 3/2010 at 8:41 a.m. revealed, "Alendronats
Sodium 70 mg (Sub Fosamax weekly) ** Tuesday
** 1 tablet by mouth** Every week** For- =~
osteoporcsis”, upon awakening 30 minutes prior
to breakfast with a full glass of water, and sit’

| upright 30 minutes after dose is given" _

On 3/2/2010, at 6:46 a.m., interview with staff
, Tevealed that the clients had eaten breakfast at
-7:16 a.m. The staff indicated that tha clients
; usually started esting breakiast betwean 7.00
.amand 7:15a.m, .

| Although the medication was administerad at the

hour noted on the MAR (8:30 a.m.), there was no
I evidence It was given In accordance with the time
| frame prescribad in the physician's orders.

* 2. On 3/2/2010, beginning at 8:30 a.m., the LPN
i was chserved to administer Client #2's morning
i medications.

On 3/2/2010 from 8:29 a.m., to 8:40 am., the
medication nurse was observed administering
Client #2's oral medications. .

madication administration record (MAR) revealed -
the medication was scheduled to be administared -
at 8:30a.m. Verification of the physiclan's order |

' .

2. Disciplinary action was taken and the LPN

was required to attend tralning on
documentstion and provida avidence of
attending the training. (see attached sheat)
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 emciprascribed medcaton. 1

| Continued From page 2

1 On 3/2/2010, at 8:50 a.m., review of the
medication administration record and the
correspanding physiclan's ordars revealed, tha
client was aiso prescribad "Artificial Tears Opth
drops, Inatill 2 drops in each eye twice dally.” The
client was nbt obsarved to ba adrrilnie aye
drops. duﬂng the medication adnﬂntstraﬁon

lntarvlewwlth iha medlcatlon num on 3!2:2010
at 8:52 a.m., revealed the eya drops were
praacribed for dry eyas. Further discussion with

thera was no avidence CIIentﬂ had reoa!ved

- | the-medication nurae, however, revesied thatthe- | -
 administration of the eye drops had been
. [ inadvertently. omitted. At the time of the survey,
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A revisit was conducted from 3/2/2010 throuﬁh
3/2/2010. A sampling of two residents, one new
; and one from the previous survey was selécted
from a popuiation of four females with varying . Coee o m
degrees of disabilites. S e
| observations and Interviews in the hama, a8 well R

as a review of the habilitation and administrative S
records, including the incident raports. E
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