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Resident Self-Admin Meds-Clinically Approp

CFR(s): 483.10(c)(7)

§483.10(c)(7) The right to self-administer medications if the interdisciplinary team, as defined by §483.21(b)

(2)(ii), has determined that this practice is clinically appropriate.

This REQUIREMENT  is not met as evidenced by:
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Based on observation, staff and resident interviews and record review, the facility failed to assess and plan a 

resident's care before allowing the resident to self-administer medications for one of four residents reviewed 

for medication administration (Resident #3).

Findings included:

A review of the medical record revealed Resident #3 was admitted 7/9/2019 with diagnoses including 

Diabetes Mellitus, Stroke and mild cognitive impairment. The Quarterly Minimum Data Set (MDS) dated 

2/6/2020 noted Resident #3 was cognitively intact and needed extensive to total assistance for all care with 

the help of one to two persons.

On 2/24/2020 at 2:30 PM, Resident #3 was observed in bed watching television. It was noted on the overbed 

table, a medication cup with three tablets inside. Resident #3 stated it was her Tums and she had a medical 

background and knew how to take the medication. 

On 2/24/2020 at 2:35 PM, Nurse #1 was observed to be at the medication cart. Nurse #1 stated the order for 

the Tums was Tums chewable 2 tablets by mouth every four hours as needed for heartburn or indigestion. 

Nurse #1 stated Resident #3 had indigestion often and so she kept a dose of the Tums at the bedside. 

A review of records revealed on 2/24/2020 at 3:15 PM an assessment was done for Resident #3 for 

self-administration of medication.

The care plan for Resident #3 was reviewed on 2/24/2020 at 3:30 PM, and did not include a focus, goal or 

intervention for self-administration of medication. 

The physician orders were reviewed on 2/24/2020 at 3:30 PM and there was no order for Resident #3 to 

administer her own antacid. 

On 2/25/2020 at 9:00 AM, a review of records revealed an order for Resident #3 to self-administer Tums. The 

order was written 2/24/2020 at 10:15 PM.

On 2/25/2020 the care plan dated 2/24/2020 noted a focus of Resident #3 had a physician order for 

unsupervised self-administration of antacid medication, and a goal of Resident #3 would take medication 

safely and as prescribed through the review date. Interventions included Resident may keep antacid tablet 

with her and take when she desires. Observe that Resident takes the medication in a reasonable amount of 

time. Notify nurse as needed.

In an interview on 2/25/2020 at 10:00 AM, the Director of Nursing (DON) stated education had already 
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The above isolated deficiencies pose no actual harm to the residents
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begun for staff about not allowing residents to self-administer medications.

031099
If continuation sheet  2 of 2

HQ7711Event ID:


