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December 2007 medication administration
records (MARs) the medication was given as
ordered. Further review showad there was no
evidence in the medical record that a dose
reduction was attempted since being started on
the medication. in addifion, there was no
contraindication for a dose reduction, or an
evaluation to show why the medication was
nesded,

b. Review of the madical record for resldent # 8
showed a Physician's order dated 2/21/07 for
Ambien 10 mg to be given nightly. Review of the
November and December 2007 MARS revealed
the resident received the medication as ordered.
Further record review showed there was no
evidence of any attermpt to reduce the dose of the
medication in the 8 months sfhe was recsiving It
In addition, there was no contraindication for a
dose reduction, or an evaluation to show why the
medication was needed,

¢, Interview on 12/18/07 at 11:15 AM with the
director of nursing, the nursing home
administrator, the social worker and the nurse
consultant revealad they were unaware of any
attempts to reduce the dose of the hypnotics for
these residents.
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