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Findings includa:

A review of the facility's pelicy and procedures
"Medication Administration” reveated during the
admtinistration of medicatlons, the medication can
is kept closed and focked when out of sighi of the
madication hurse, No medications are kept on top
of the vart, the carl musat be clearly visible io the
personnel adminlstering medications when
unlocked,

A recard raview revealed the facility admitied
Resldent 2 on 06/20/12 with dlagnosesa to
include Trigerninal Neuralgia, Osteoarthrosis, and
Chronic Obsiructive Pulmonary Disease. Review
of the resident's Physician Orders dated
07/05-31/12 ravealed an order for the narcotic
Tylenol #3, give one tablet by mouth every B
hours for pain. Raview of the Medication
Administration Record (MAR) dated 07/05-31/12
revealed the resident waa réceiving Tylenol #3
every elght haur for pain.

An observation of a medication pass on 07/17/12
6t 3:50 AM revealad CMT #1 punghing
medications out of a pharmaceutical blister
packet to administer Resident #2's medications.
The CMT punched nine madicatians out of the
biister packets and placed the madications in a
single paper souffle cup. She then obtained the
Tylenol #3 from the locked narcotic box and
placed the tablet alone in an individual paper
souffle cup. The CMT #1 placed the Tylenol #3
tablet in the papeér souffle cup on top of the
medication can, which was unsupervised and
unzecured by staff, with three unsupervised
residents in tha area of the medication cart. CMT
#1 then left the medication cart to look for a

i

when performing medication
administration. Nurses and CMTs
were trained by the DON to always
secure medications, including
during medication administration.
Training was completed for nurses
and CMTs prior to 8/13/12,

4) DON and/or desighee will
observe medication pass once
weekly times four weeks and then
monthiy times three months to
ensure staff are securing
medications during medication
administration. All findings will be
hrought to AM clinical meeting for
documentation, From there the
facilities monthly CQI meeting will
trend findings documented from
AM clipical meetings.

5) Date of compliance is 8/13/12.
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medication which was missing from the resident's
medication {ray, CMT #1 was gone from the
medlcation can for approximatsily three minutes,
with the medication cart out of view. Observation
revealed the Tylensl #3 siting In the paper aoufile
oup unsecurad on top of the madication cart.

An Interview with CMT #1, on 07717112 at 10:15
AM, revaaled she should have never [eft the
Tylenol #3 sltting on top of the madication cart
because the medication was a narcotic and was
3uppose o bae locked up. Perinterview, she did
not have a visual of the unsecured drug when she
iefl the area to look for anothar madicatlon and
there was oppartunity for the unsupervised
residents In the area of the medication cart to
take the diug.

An interview with Registered Nurze (RN} #1, on
07/12/12 at 11:30 AM, revealed she would have
considered the Tyleno| #3 tablet lying on lop of
the medication cart a risk for the cognitively
impaired residents in the faclllly. Per Interview,
there were four residents in the facility who
wander and have severe cognitive impairmant,
She further stated, the Tyleno! #3 should have
baen jocked up and not left on {op of the
medication cart which created a danger for thoze
residents,

A nterview with the Director of Nursing (DON}, on
071712 at 10:45 AM, revealed CMT #1 should
hava never left the narcotic, Tylensl #3 sitting on
tep of the madication cart unsecured and out of
her field of vision and the fact there were
unsupervised residents in the 2rea made it a
more serious sliuation. She further stated, the
facility's poilcy/proceduses said medications were
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not to be left on top of the medication cart and
narcof(cs wera always to be securad 11 the
medication cart, The residents with cognitive
fmpairment and the facillty's four wandering
residents who have severe cognitive impairmant
were at greatest fisk of harm due to the
unsupervised medication.
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