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W 189 | STAFF TRAINING PROGRAM W 189 | Preparation of this Plan of Correction
CFR(s): 483.430(e)(1) does not constitute admission or
agreemenlt by the provider or the truth
The facility must provide each employee with of facts alleged or conclusion set forth
initial and continuing training that enables the in the statement of deficiencies. The
employee to perform his or her duties effectively, Plan of Correction is prepared and/or
efficiently, and competently. executed solely because it is required
This STANDARD is not met as evidenced by: by the provision of state and federal law.
Based on observations, record reviews and

interviews, the facility failed to ensure staff were
sufficiently trained to administer medications.

The ﬁnding is: W189 2/28/2023
LPN will in-service staff on medication

administration protocols that should be
followed when administering medications.

Observations of medication administration on
1/17/23 at 4:40pm, staff A and client #3 went into
the medication room. Staff A allowed client #3 to
refrieve the medication from the cart. Staff A had
client name the medication, punch the medication

out of the bubble pack and consume. Staff A Plan to Prevent Re-occurrence:

signed the back of the medication package and LPN will conduct random observations
then opened the MAR and checked medications during medication administration and
against the MAR. Stalf A signed the MAR and complete the Medication Observation
client #3 returned the medication to the cart. Form. Any issues cited will be noted and

addressed immediately.
Review on 1/18/23 of the facilty's medication
administration observation form that is used to
check staff off on medication administration
following initial training revealed steps to compare
lhe label on the medication with the MAR at least
three times.

Interview on 1/18/23 with the facility nurse
revealed the expectation is that staff compares
the medication label against the MAR twice prior
to medication administration and then a third time
when signing the MAR after administration. The
facility nurse confirmed that the medication
should not have been administered prior to
comparing the medication label against the MAR.
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Any defigiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determinad 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 dale 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 dalte these documents are made available to the faciiity. If deficiencies are cited, an approved plan of correction is requisite 1o continued
program parlicipation.
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