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CFR(s): 483.430(e)(1)

| The facility must provide each employee with

initial and continuing training that enables the |
 employee to perform his or her duties effectively, |

efficiently, and competently.
| This STANDARD s not met as evidenced by: |
| Based on observations, record reviews and :

interviews, the facility failed to ensure staff were
 sufficiently trained to administer medications. |
| The finding is: ‘

' Staff were not effectively trained regarding |
- documenting on the medication administration
record (MAR).

- Observations of medication administration on

3/2/22 at 7:00am revealed, the medication !
| technician (MT) assisted client #13 with .
administering his medication. The MT crushed
client #13's pill and placed it into a cup with
applesauce. The staff immediately recorded their |
initials on the MAR. After signing the MAR, staff |
gave client #13 the cup and he injested the 1
| medication.

' During an immediate interview with the

| medication technician (MT), when asked when
| they should sign the MAR while administering '
- medications, the MT indicated she reviews the

| MAR and medication label twice and then signs

' the MAR right before the client takes the ;
' medication. If a client refuses to take the
medication, she would chart the refusal on the 1
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All Medication Monitors will receive
re- training by the RN Clinical Director
on the Nursing Policy regarding
Medication Administration.

The Regional Nursing Director
will monitor medication administration
twice monthly. '

The RN Clinical Director will monitor
medication administration once monthly.

All monitoring will be documented.
Any concerns will be followed up on.
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- back of the MAR. i ‘ |
| ' DHSR-MH Licensure Segt
Interview on 3/2/22 with the facility Director ‘ .
- revealed medication techicians should sign the i |
| MAR after the client has injested the medication. |
LABORATORY DIRECTOR'S ORPROVIDER'SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE '(X6) DATE

Iy /e Mh Chief Operations Officer- Eastern Region 3/8/2022

Any deficiency statement ending with an astesek (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

pregram participation.
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‘ MARs should not be signed beforehand.
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