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document supervision, evaluation, and training of
unlicensed assistive personnel assisting with
medication administration.

This Statute is not met as evidenced by:
THIS IS A CLASS |l DEFICIENCY

Based on medical record review, observation of
medication pass and staff interview, it was
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A4721 R432-270-19(2)(d)(iii) Medication Administration | A4721 A4721 Medication Administration !
i
The delegation authority must provide and The delegating authority has 04730/08

evaluated and identified the
Residents who may have
medications crushed.

The service plans of the
identified Residents have
been updated by the
delegating authority,
indicating that medications

determined that the delegating authority was not 1+ i~ may be crushed. - =
evaluating, supervising and training unlicensed . . i = S &
assistive personnel assisting with medication &3 b For those Residents whose G % E
administration. Identifiers: 1, 4, 9, and 11. t medications may be crushed™™ |8 &
. an entry has been included g:__% o=
Findings Include: in the Medication T & ES
. Administration Record g S

On 3/19/08 at 11:40 A.M., a caregiver (CG) at the indicating that “Resident's <= . =
facility was observed, during a medication pass, medications may be crushedgg 3 S
£, —

crushing medications for residents. The
caregiver was asked how it is determined which
resident medications were crushed and which
ones are not crushed. She stated she was
trained by another CG who told her which
residents needed their medications crushed.
When asked how many residents at the facility
get medications crushed, she stated there are 9
of 21 current residents getting their medications
crushed.

On 3/18/08, the facility RN was interviewed via
telephone. She was asked how facility staff knew
which resident medications were to be crushed.
She stated, "I document on the service plan
which resident medications need to be crushed.”

Resident 1 was admitted to the facility, on 6/9/06,
with diagnoses including dementia and

! hypertension. The CG passing medications

requiring initials of the CNA @
who is assisting with nt
medication administration. &3

Blirgat o
Certifica

U
3

The delegating authority has,
and will continue to identify
medications that should not
be crushed, with a "DO NOT
CRUSH" alert in the
Medication Administration
Record.

An in-service will be planned
and presented by the
delegating authority, prior to
the end of April 2008, where
the CNAs who assist with
medication administration
will be made aware of

these changes.
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A4721

Continued From page 1

stated this resident's medications are being
crushed. Resident 1's service plan, dated
1/24/08, was reviewed. There was no
documentation in the service plan by the facility
RN to crush medications.

Resident 4 was admitted to the facility, on
8/14/07, with diagnoses including IDDM (insulin
dependent diabetes mellitus), and depression.
Resident 4's medications were observed being
crushed and then administered.

On 3/19/08, resident 4's MAR (medication
administration record) was reviewed on 3/19/08,
there was no documentation on the MAR to crush
resident 4's medications.

Resident 4's most recent service plan, dated
8/31/07, showed documentation that medications
were to be given "whole".

Resident 9 was admitted to the facility on 3/10/06
with diagnoses including Alzheimer's, depression,
CAD (coronary artery disease). Resident 9's
medications were observed being crushed and
then administered.

On 3/19/08, resident 9's MAR (medication
administration record) was reviewed on 3/19/08,
there was no documentation on the MAR to crush
resident 9's medications.

Resident 9's most recent service plan; dated
3/20/07, showed documentation that medications
were to be given "whole".

Resident 11 was admitted to the facility on
9/14/07 with diagnoses including dementia, heart
disease and insomnia. Resident 11's
medications were observed being crushed and
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then administered.

On 3/19/08, resident 11's MAR (medication
administration record) was reviewed, there was
no documentation on the MAR to crush resident
11's medications.

Resident 11's most recent service plan, dated
9/14/07, showed documentation that medications
were to be given "whole".
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A 000 Initial Comments A 000
Based on the annual survey conducted on 2/8/07,
the facility was found to be in substantial
compliance with R432-270 rules governing .
Assisted Living Level II's.
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