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10A NCAC 13F 1004 Medication Adminisiration
{g) The facility shall ensure that medications are
administered to residents within one hour before
or ona hour after the prescribed or scheduled
fime untess precluded by emergsncy situations.

This Rula is not met as evidenced by:

Based on observation, record review, and siaff
interviews, nursing staff failed 16 administer
medications within 80 minules of the scheduled
time for 7 of 32 residents ({#4, #5, #6, #7, #8, #9,
#H0).

Findings included:

Roview of facility "Medication Administration
Procedure” dated June/2008 stated: “Administer
medications within 60 minutes of the scheduled
time. Unless otherwise specified by physician.
For example, If the medication is ordered for 8:00
AM., t must be given between 7:00 AM and 9:60
Al in order to be consldered timely."

Review of "Medication Administration in the
Nursing Facilily" by the American Soclety of
Consultant Pharmacists dated November/2012
staled: "Once a tims Is assigned, the nurse or
aide has 60 minwtas before and 60 minutes after
the designated time to administer the medication.
For example, if "once a day" is desighated {0 be
8:00 AM by policy, the dose may be administered
belween 8:00 AM and 10:00 AM.?

During an observation of a medication pass on
081815 at 8:00AM, Med Tach #1 was observed
not compleling her 8:00 AM medication pass in
{he Aduilt Living Facility (ALF) by 9:00 AM. ltwas
observed that at 9:07 AM Med Tach #1 stifl had 4

D364

No 1] effects were observed for the residents
wha received their medication outside the
accepted parameters. The alleged deficlency
was corrected on 5/20/2015 by scheduling 2
Medlcation Technicians to administer
medication in the Assisted Living wing.

All Assisted Living residents have the potential
to he affected by this alleged deficient practice.

The DON or ADON will ensure 3 staff members
are scheduted for the 40-bed ALF unit for first
shift when people need to be gotten up and
dressed and ready for meals around medication
times. The DON and ADON will observe med
pass on each shift weekly for 4 weeks to
determine needed changes In staffing. Monitors
of second and third shifts show that they can
accomplish the med pass in a timely manner
with 2 staff members on the hail,

The DON or ADON will report menitor results to
the QAPI committee during regular meetings for
the next 4 months, The committee will evaluate
the effectiveness of the plan and make
recommendations as neaded.
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rasidents {4, #5, #6, and #7) left to pass
medications (o in order to complete her 8:00 AM
med pass. Med Tech #1 stated, "with 32
residents 1o pass meds to and only one Med Tech
to do the job, it was hard to complete med pass
most days."

Duting an cbservation of a second medication
pass on 05/19/15 at 9:06 AM, Med Tech #2 was
obsarved not completing her 8:00 AM medication
pass In the Aduli Living Facility {ALF) by 9:00 AM.
It was obsarved that at 9:06 AM Med Tech #2 still
had 3 resldents (#8, #8, and #10} lefl to pass
madications to in order to complete her 8:00 AM
med pass. Med Tech #2 stated, "l help with
geiting residents up for the day; also, am
responsible for completing med pass on 2 med
carls. She sald, "H is very hard fo complete med
pass with only one CNA to halp ma with the 7 AM
- 3 PM shift for 32 residents" . She further
explalined, "There used to he two Med Techs
scheduled at 8:00 AM {one for each med cart)
which allowed them to finish their med rounds
within the allotied time.”

During an infarview with resident #1 on 05/18/15
at 4:18 PM, he stated; "My medications are
almost always given late,” and thal he was not
suse why his medications were not given on time.

Puring an interview with the ADON on 05/19/15 al
4:43 PM, revealed that it was her expectation that
all medications be given no later than 60 before
the dosing time or 60 or ho later than 60 minutes
aftar he dosing time.

During an Inferview with the DON on 05/18/15 at
12:30 PM she revealed thal it was her
oxpectation that all medications be given no
longer than 60 minutes prior or 60 minutes after
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thelr scheduled dosing, per facility policy.
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