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FACILITIES done on resident#? and resident #8 to

ensurg¢ they are appropriate to self
administer medication. |
|

A doctors order will be obtained giving

AGING-RIVISIO)

FOR PROGRAM ADMINISTRATION OF
ASSISTED LIVING FACILITIES
CHAPTER 12

Baction 7, Assisted Living Fasility (ALF}) Core
Services,

{lii} The Registered Nurse shall make an initial
assessment of the resident's negds, which
describes the resident's capability to perforrn
ADLSs and notes all significant impairments in
furictionat sapablity...(B) The assessment shail
inchide at least the following information:

(Xi) Medication regimen.

(1.) Dozumentation of resident's ability to
selfmadicate.

This REQUIREMENT is not met as evidenced by:

Based on obsarvation, resident interview, medical
record roview, and staff interview, the facility
failed to ensure 2 of 4 sample residents (7, #8)
who seif administered medications werg
evaluated to be safe to do so. The findings were;

1. During an ehsarvation of medication pass on
8/19/12 at 4:30 PM RN #1 prepared medications
for resident #8. The RN left the medication cup
with the medications en the table for the resident
to take once she had food, The RN then
continued to pass madications to other residents,
Review of the medical record showed a care pian

dated 614112 for the resident which showed

them—permission —t©© self administer

medication |

The service plan will reflect that they may
self administer medications and will also

specify which meds will be left to self )¢
administer R
N
.0

A review of all residents will be done tio .
ensurc they have been properly sereen L e
to self administer medication .- & T

AL Rioroboit wALf be qu ﬁftjf?,%
This will be completed by 11/30/2012 11/30/2Q12

o Q

There are no specific residents {dentified

All nurses who administer medications to
any resident will practice the proper hand
hygicne by using the policy of patherin
all suppties needod and washing and or
sanitizing their hands with hand sanitizer,
They will alsa wash or sanitize before an
contact with each resident during the
medication pass.

The DON and administrator will observe

. 1

random med passes to ensure this practice =
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WYOMING DEPARTMENT OF HEALTH
AGING DIVISION RULES

FOR PROGRAM ADMINISTRATION OF
ASSISTED LIVING FACILITIES
CHAPRTER 12

i Section 7. Assistad Living Facllity (ALF) Core
- Sarvices.

{iil} The Repistorad Nurse shall make an Initial
assassment of the residant's needs, which
deseribes the resident's capablity to perform

1 ADLs and notes all significant impairments in
funuhonal capabllly...(B) The assessmeant shall
i inglude at least the following information:

{XI} Medication regimer,

(1.) Ducumentation of resident's ability to
seif.madicate,

This REQUIREMENT is not met as evidanced by,

Based on observation, resident interview, madical
record review, and stafl interview, the fagilily

i falled to ensure 2 of 4 s2mple residents (#7, #8)
whn self adminlsterod medications were
evaluated to be safa to da 50. The findings ware:

1. During an obgervation of medisation pass on

; B8M2 at 4:30 PM RN #1 prepared medications
' for resident #8. The RN left the medication Lup

| with the medications on the table for the resldent
i lo take once sthe had food. The RN than

| continued to pass medications to other residents.

Raviaw of the medical racord showad a care plan

. dated 6/14/12 for the resident which showed

| The service plan will reflcct that they may

* All nurses who administer medications to
* any resident will practice the proper hand
+ hygiene by using the policy of gathering

thetn permission to self administer
medication

self administer medications and will also
specify which meds will be left to self
administer

A review of all residents will be done to
ensure they have been propetly screened
to self administer medication. A review
of these new residents will be audited and
be presented to the QA team quarteely. o2

This will be completed by 11/30/2012 11/3(

There are no specific residents identificd

all supplies needed and washing and or
sanitizing their hands with hand sanitizer.
They will also wash or sanitize before any
contact with each resident during the
medication pass.

The DON and administeator will obscrve
random med pnsr.eq to cnsure this practice
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SALF | Continued From page 1 saLF | The Don will have an inservice at the noxt

"Requires staff to administer megications.”
Gontinyed reviaw failed to show the resident was
evaluated lo be safe to administer his/haer own
medications. Inferview with the DON on 8/20/12
at 9115 AM verified an evaluzstion was not dona to

nurses meeting and will readdress the
topic quarterly at the aforementione
meetings,

This will be complete by 11/30/2012 11/30/2(]

show resident #8.could-self-administor

medications, and it was expected that the nurge
would observe the resident take the medications,

2. Interview with resident #7 on 9/19/12 at 3:35
PM revealed sthe was able to self administer
medications, and they were laft at the bedside
dally. The resident verifled one time sihe noticed
a medication which was left in a medication cup
at the bedside that was not histhers. The resident
notified the nursing staff they had provided the
wrong medication and it was corrected, Interview
with the DON on 9/19/12 at 4:20 PM verified there
was a "near miss” madication incident that had
occurred on Bf21/12 related to this resident's
medication administration. Review of the incident
showed it was recorded and appropriate action
was taken. However, review of the resident's
medical record falled to show the resident was
evaluated to self adminlster medisations. The
resident's care plan dated 8/14/12 showsd
nursing staff were responsible to administer
medications. Interview with the DON on 9/20/12
at 9115 AM verified the residant had not been
evaluated to be safe to self administer
medications, and the medications should not be
left at the bedside.

Section 6, Parsonnel and Staffing Requirements,

(d} Infection Contrel,

Written policies shall be in effect to ensure that
newly hired and current employees do not spread
@ communizable disease that could be
transmitted through usual Job duties, These shal)
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SALF

Continued From page 2

inalucle but net ba limited to:

(I1) The facility shall require staff to follow
universal precautions when performing direct
resident care,

SALF

This REQUIREMENT.is.not met as-avidenced-by:

Based on observation, review of faciity policy and
procadure, and staff interview, the faciiity fallad to
ensure hand hygiene was practiced between
resident contacts during twa of two observations
of medication pass. The findings were:

Review of the facility's "Medication Managament

Learner's Guide" showed ., Before handling any _

medications, gather ait needed supplies, Wash

your hands, Wash hands before any contact with |

each resident,” The following concerns were
identiflad:

1. Observation of nurse #1 on 9/19/12 from 4:30
PM 1o 4:50 PM showed she administared
medications to four separate residents withaut
performing any hand hyglene between each
resident contact,

2. Observation of RN #2 oh 911912 at 4:50 PM
showed the nurse administered medications to
five separate residents, and at no time during this
observation did the nurse practice hand hygiene
bétween regident contact.

3. Interview with RN #2 on 9/20/12 at 9:15 AM
verified the standard and the expectation for
nurses while passing medications was to clean
their hands between each resident esntact,
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