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Ensure medication error rates are not 5 percent or greater.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Complaint # NJ  8 Based on observation, interview, and record review, it was determined that the facility failed to ensure
 that all medications were administered without error of 5% or more. During the medication pass on 08/17/2020, the surveyor
 observed two (2) nurses administer medications to eight (8) residents. There were 30 opportunities and two (2) errors
 observed which calculated to a medication administration error rate of 6%. This deficient practice was identified for 1 of
 2 nurses and 2 of 8 residents (Resident #10 and #11) and was evidenced by the following: 1. On 08/17/2020 at 10:10 AM to
 10:25 AM, the surveyor observed the Registered Nurse (RN) administer medications to Resident #10. The surveyor observed the RN
prepare three medications to be administered by mouth to the resident. The medications included two medications used as
 nutritional supplements, [MEDICATION NAME] Acid 250 milligrams (mg) and Beta Carotine 25,000 units; and a supplement to
 treat low potassium levels in the blood, Potassium Chloride ER  (extended release) 10 milliequivalents (Meq). The order for the
Potassium Chloride ER  specified to administer one (1) capsule by mouth in the morning every other day for supplement.
 The precautionary statement printed on the medication administration card read, Take this med with a meal. The RN did not
 address the resident's consumption of breakfast or food at the time the medications were administered. After the RN
 administered the medications to the resident, the surveyor interviewed Resident #10 in the presence of the RN and asked
 when he/she ate breakfast. The resident stated that it had to have been about an hour ago. There was no breakfast tray or
 food in the resident's room at the time of medication administration. The surveyor then stepped out of the resident's room
 and interviewed the RN at her medication cart. The RN stated that the Potassium Chloride ER  should have been administered
 when the resident was eating a meal like breakfast in accordance with the individual manufacturer specifications. The RN
 further stated that the breakfast trays arrived on the unit around 9:00 AM, that C-Wing was the last to be served
 breakfast, and the resident had already eaten his/her breakfast meal. The RN acknowledged that the medications were given
 after 10 AM. A review of Resident #10's August 2020 electronic Medication Administration Record [REDACTED]. The medication
 was plotted to be administered at 9 AM every other day. There were no cautionary instructions on the eMAR that the
 medication needed to be administered in accordance with meals. A review of the manufacturer specifications for the
 Potassium Chloride indicated that the medication should be taken immediately after a meal or with a meal to prevent an
 upset stomach. 2. On 08/17/2020 at 10:46 AM to 11:13 AM, the surveyor observed the same Registered Nurse (RN) administer
 medications to Resident #11. The surveyor observed the RN prepare six medications to be administered by mouth to the
 resident and one medication to be applied to resident's scalp. The medications included [MEDICATION NAME], a medication
 used to reduce the production of uric acid in the body; aspirin used as an anti-[MEDICAL CONDITION] medication;
[MEDICATION NAME], a medication used to treat [MEDICAL CONDITION]; [MEDICATION NAME], a medication used to treat
high blood pressure
 and fluid retention; [MEDICATION NAME], a medication to treat mental/mood disorders; [MEDICATION NAME] cream, a topical
 steroid; and a supplement to treat low potassium levels in the blood, Potassium Chloride 20 Meq. The order for the
 Potassium specified to give 20 Meq by mouth one time a day for [DIAGNOSES REDACTED] (low potassium levels). The
 precautionary statement printed on the medication administration card read, Take this medication with a meal. This time the RN
acknowledged the resident's order for potassium and the precautionary instructions and offered the resident graham
 crackers with his/her medications. After the RN administered the medications to the resident, the surveyor interviewed
 Resident #11 in the presence of the RN and asked when he/she ate breakfast. The resident stated that it had been a while
 ago. There was no breakfast tray or food in the resident's room at the time of medication administration. The surveyor then stepped
out of the resident's room and interviewed the RN at her medication cart. The RN stated that the Potassium Chloride ER  should have
been administered when the resident was eating a meal like breakfast in accordance with the individual
 manufacturer specifications. The RN further stated she gave the graham crackers because she knew the resident had already
 eaten his/her breakfast meal. Upon additional questioning the RN acknowledged graham crackers were not a meal, and she
 should have offered a sandwich. A review of Resident #11's August 2020 electronic Medication Administration Record
 [REDACTED]. The medication was plotted to be administered at 9 AM every day. There were no cautionary warnings on the eMAR
 that the medication needed to be administered in accordance with meals. A review of the manufacturer specifications for the
Potassium Chloride indicated that the medication should be taken immediately after a meal or with a meal to prevent an
 upset stomach. A review of the facility's Medication Administration: General Policy and Procedure, revised 11/01/2019,
 indicated the purpose was to provide a safe, effective medication administration process and that A licensed nurse, Med
 Tech, or medication aide, per state regulations, will administer medications to patients. Accepted standards of practice
 will be followed. On 08/17/2020 at 4:30 PM, the survey team met with the Licensed Nursing Home Administrator (LNHA) and
 Assistant Director of Nursing (ADON) to discuss the medication administration process observation. The ADON stated the
 nurse should read the medication administration card before administrating a medication and follow any instructions. The
 ADON and the LNHA acknowledged the nurse should have administered the Potassium Chloride ER  to the residents with a meal.
 NJAC 8:39-11.2(b), 29.2(d), 29.4(c)
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