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ion 7. Asss ving Eaci residents and physical assessmenis wi
ggﬁligg; ssisted Living Facility (ALF) Core apdated by January 15, 2011, .
{b) Resident Assessment and Sarvices. The )
; stafffcontract Registered Nurse (RN} shall Administrator will enswre an RN s
j conduct initial and, at & minimum annually, an completing a physical assessment on all :

- accurate, standardized, reproducible assessment

; of each resident's functiona! capacity, physical

i assessment and medication review,

residents at move-in, change of condition
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142, #3, and all residents in the facility. The 'facility The crecd A 7 o kB b A
. Genaus was 54. The findings were! Fo monlice g Anee T

| Review of the medical record for newly admitted
 msidents #1 and #2 (admitted on $/13/10) '
s ravealed no initial physical assessments had

| been complated, Review of the medical facord for
! resident #3 (admitted on 12/31/08) ravealed no ?
{ ihiial physical assassment or any more recent

| assessment to support the current assistance

i Plan/cara plan. When interviewed on 12/2/10 at

i 12015 PM, the registered nurse director stated the
. facility did not to physical assessments on

; residents unlass they presented with symptoms i
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of ilness. She stated no routine baseling
assessments would be found for any resident,

Section 4. Definitions
{hh) ‘“Medication Management. The

i requirements as established in these Program

Administrative Rules, as well as the Wyetiing
Nurse Practice Act and the Wyoming Board of
Nursing Rules and Regulations.

Section 7. Assisted Living Facility (ALF) Core
Bervices. .

{d) Medications, (v) Medication Administration.
(A} An RN shall be responsible for the
supervision and management of all medication
administration as reguirad by the Wyonring Nurse
Practice Act, and the Wyoming Board of Nursing
Rules and Reguiations.

Wyoming State Board of Nursing Rules and
Regulations,

Chapter 3, Standards of Nursing Practice.
gection 2. Standards of Nuraing Practice for the

i Registerad Professional Nurse.

(a} {i} The registered professional nurse shall: ...
{A) Have knowledge of the statutes and
reguiations governing nursing;

{B) Practics within the legal boundaries for
nursing through the scope of practice authorized
in the Wyoming Nutse Practice Act and the board
' s administrative rules and regutations;...

(L) Base professional decisions on nursing
knowledge and skills, the needs of clients and the
expectations delineated in professional

standards;...

The medication dispensing process tvas
changed to comply with current standards
of nursing practice.

All licensed purses were in-serviced; on

current medication procedures,

]
The administrator will ensure an RNI is
completing monthly medication
observations on all lcensed turses to
ensure compliance, Te—dn will bk
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Section 3. Btandards of Nursing Practice for the
Licensed Praclical Nurse

{b) Standards relating to the licensed pragtical
nurse's responsipilities as 3. member of the
healthcare team,

(i} The licensed practical purae shail...,

(AA) Administer medications accerding to
standards of practioe;...

The RULE 15 not met as evidenced by

Based an abservation, staff interview, and facility
policy raview, the facility failed to ensure nursing
staff administerad madications as per the nursing
standards of practice for medication
administrations. The facllity census was 54
residents aind the current practice had been in
effect for mare than & year. The findings were:

1. interview and observation on 12/3/1¢ at 0515
revealad licensed practical murse (LPN) #1
pourad medications fo rasidents wio requirad
them prior to braakfast, At 6;33 AM, LPN #2
came into the nurses* station and was dentified
as the treatment nurse. By 7:08 AM a satond
observation showed LPN #2 eft the nurses'
station with the treatment cart and rewrned at
716 AM and requested a pain medigation for
resident #5. LPN 31 retriaved the medication,
checked it against the medication record and
handed it 1o LPN #2 wha. then left to deliver the
medication to the resident, Ag LPN #2
administered the medication, the surveyor
inguired how she could do thres checks against
the medication racord to ensurs right doas, right
medication and right patlent, LPN #2 repled,
"That's & good question,” and then stated, "
guess | didn't." At 7:32 AM the surveyer retumed
to the nurses’ station and inquired about the
medications which were poured earlier, LPN #t1
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» stated that the treatment nurse, LPN #2, was
| passing them. The surveyor found LPN #2 and
| she confirmed that she had given residentz #4,
LIS, #6, #7, and #8 the scheduled medications.
| During conversation with LPN #2, she stated that
| If a medlcation error was made dulbmy the pouring
! of medications she woLld not know. When asked
’ what standards of practice required for
medlc:ation pass, she stated, "If you pour it, you
! pass it.” Convergation with LPN #1 at 7:4C
i confirmed with the present system, she oould not
know if the right medications made it to the right
resident,

2. Review of the facility's policy titled, Medication
Service, atates the following:

Community staff will respect the seven rights. of
medication assistance/administration before
each  medication is adminfstered: the right
resident, the right medication; the right time; the
right dose; the right rowte; the righf to refuse; and,

 the right to know.

- The policy aisa instructs, “In the avant that the
preparer s unable fo pass the medications,
previously poured medications will be discarded
and a new set poursd and passed.”

3. Reference information:

a. Elkin, Perry, Polter, " Nuraing Interventions &
Glinical Skills,” fourth edition, copyright 2007,
Chapter 15, The six rights of medication
administration include: Right Medication; Right
Dose; Right Client; Right Route; Right Time; and
Right Documentation. The authors further
instruct, "It is legally advisable to administer only
the medications you prepare. Administering &
drug prapared by ansther nurse increases the
opportunity for error, The nurse who gives the
wrong medication or an incorrect dose is legally
responsible for the errer. ..
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b. Sinith, Duell, Martin, "Clinica! Nurging Skills,
Basic to Advanced Skills,” seventh adition,
copyright 2008, Chapter 18 Safety Pracautions,

- The authors instrict readers in "The Six Rights”
of medication administration which includa: Right {
medication; Right client; Right time; Right mathad
or route of medipation; Right doss; and
Documentation,

" Section 7. Aasisted Living Facility (ALF) Core

. | Sarvices,

| (i) Food Seniice and. Nutrition. (iii) Food service Dining Services Manager was enrofied in

| supervision; (A) Day to day responsibilities for classes to become a Certified Dining

| food production and management of the distary Services Manager. 1222010
 services shall be assigned to a person with _

i nutritlon and fuc;d f!.sewlc;e ;;nanagement Certification will be completed | by

i exparience equivalent fo that of a Certified - ; H7E

: Dietary Manager. Dinning services manager. . AeHTET
The RULE is not met as evidenced by: ' Administrator  will ensure  Dinhing

Services  Manager  progress  |and

Based on staff Interviaw and employée perscnnel completion of ceriification program. DA
file review the failed to enaure the day-to-day , _ \ i[3h/r0) s
responsibilities for food production and The. adwe: waill stade VoW u =y
management were cverseen by a Cerified vplde s of v Doy Yo E A A
Dietary Managar or & person with. nutrition and ]
food senvice managenlzent aquivalent exparience, ”I"Q e, Shode sv iy ‘""‘f
The findings were: ~77 -7 .

Interview with the distary manager on 12/3/10 at
6:46 AM revealed the rmanager had "ServeSafe”
tredning, aind restaurant managerial expearience,
She stated that she was o be enrolled in the
on-line dietary manager course, and was not
currently & Gertified Distary Managat. Interview
 with the administrator on 12/3/10 at 3 PM
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revealed fhe dietary matiager was employed as a
dietary aide and moved the management position
after Kiteheén issues required multiple staffing
vhanges, The administrator stated the manager
would be enrolled in the on-line course 12/6/10,
Review of the manugers employee file revealed
some trade school trainlig in food management,
confirmed the current “ServeSafe” certification,
and experience in restaurant management,

|
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