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“The Adult Cere LicenstreSectlon sonducled an
annual survey and complaint investigatian on July : o N
29, 2015 and July 30, 2015. _ Respotise to cited “deficiencies do not
constitite an adimission or agreement. by
T 374 10A NCAC 13F . 1004(n) Madicatioh D3N the facility of truth -of facts alieged or
Adininistration conclusion set forth in the statémeént of the

deficiencies-or corrective action report. The

| 10ANCAC 13F . 1004 Madication Administration o T . _ _
plani of Correction is' prepared solely as &

{n) The fadiiity shalt assure thaf medications are

adivilnlstersd In accordance with infection control matter of compliahte with State Laws.
maasties that holp fo prevent the development
-and transmission of diseasd of infdction, pravent _ 1 &1l Medication Aides will recefve training on

“Ginasscontamination and provide a.safs-and

sanliary environment Tor staffand residents, infection  control measures  that help

prevent the development and transiission
of disease or infection, prevent tross-
This Rule ls not mat as avidenced by: ' contamination -and prov ide a safe a'nd
| Based on observafions, record reviews, and e e -] SAGIARY. . @AVirORmMent. staff.

| interviews the faclity falled to asslire igdications ™" ; il
were administeredto 2 67 § wsidents (#3 and #6) residents. Trathing will ‘be P_FO&’_IdEd -_qn

-obsarved on & mediation pass in-acsordance 08/31/15 and quarterly thergéafter for the
Jwith-infection control measures. ' next 12 mionths, Tralning will be provided
: by LHPS:

.1 The findings are.. Y

A Chbsivaion b i sadinaion Hss & . Fach ‘Medication: Aide will be observed

A Observation .of a:moming medication pass on _ i e AT dmethe B i

7130115 at 8:18am revegled. _ 9_"’?_”_‘9_”" for the next 12 onths by th"f

- The Medication Alde (MA} cleansad het hands Resident Ca‘_;e_-- Coordiinator preforming .

Wlth &n alcohiol based: hand sanitizer priorio medication pass. RCC. observations will be

adminlstering medications fo Resident#6. : documented and oral and written feedback

=~ Resident #5 received 7 0ral medicalions, 1 eye ; will be provided to the Medication Alde by

-drop, 1.eyelid scrib, and 1 inhaler.

~The MA popped eadh of resident's cral
medications from bubble backs info-figrbare
1 hand, dnd placed thom lilo & séuffis cip fo

the RCC 4t the time of chservation.

All-currant MA will be observed Initially by

ddministerto Resldent #5, : the RCC by'the date 08/31/15 and provided
~The MAwentinto the resident’s room, _ {eedback oral and written feedback.
_administered the'wral medications with & sip of

water, and procaeded to ysean Ocuaoﬁ Scrub ] /, / / .
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_ped to cleanss Reslderit #68's eyalids. {Ocusoft

Serubis.a pre-moisioned foweleite used to

remova ofis and muctis fro the eyelids areas.)
~The MAthen placed one drap of Adificlal Tears

invsach of Resident #5's oyes,

~'The MA did not-gldve prio-to parfarming the
ayilid acrubs or adminlsterng the Ardificial Tears
gphthalmic draps to the resident's eyes.

Interview with the MA at 10:15am.oh 7/30/15

revealed;

-~ She always poppad medicatians from the
bubble packs.Into her hand priof to givingthem fo
residents, but she tisually wore gloves,

~ She usually wore glovas prior fo administering
eya drops fo resldents.

- She did not wear gloves today, because ths

_gloves tha facllity stocked were too big for her

hgnds, {The MA then demonstrated by placing a

| targe vize lntex gldve onto 1ot hand. Per

.opservation, itwas a [sose fil}
= The faclilty does not have small size gloves
avaliable,

.Observation gt 10:20em.on 7/30/15 ravealed iwo

axes of gloves on'top of flis medication cart,

| onelargs slze arxt one medium slze.

Observation of the-countertap at tha nurses
station at 10:30am on. 7/30/15 revealed tivo
partlally full boxes of sniall fatex gloves available

for use,

Review of the faallity's Infoction controf poliey

revaalad gloves should be wom durlng any

pracedure that ifivolved patental exposure )
blood or any body flulds, e.g. tears.

Rafer o teviaw of MA's parsarme] record.

1Above traintng will include using gloves

during any procedire that invoives
potential exposure to blodd or other body
flulds 25 révedled in the fadlity’s infection
control policy, Along with stressing not
havifig oral arother medications exposed to
the ground or other no'sté ile surfaces.

Al Medication Aldes will beprovided
training concerning Medication
Administration by the facilities LHPS nurse
alopg with having Medication Aldes skills
revalidated, Target date 9/1/15
mar————
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| often dropped

B. ‘Random obsgrvations on 07/30/15 at 1:45am.
- revealed: . o
_: Tha-Medloation Alde:(MA) entered Resldent #3's:

roam to administer noon medications.

-The MA handed theresident to piils in
souffle.cup.

~The resldent diopped.one of tha:pills o the
floor.

- The MA picked the Pl up from. the fioor and
_handed it to the. resident who procesaded totake
ihe pitt with watar,

intarview with Resldent #3 on 07/30115 at
11;48am revedied:

-~ The resident was alert and oriented.
- The mpéldént statad he accepted the medication

{that had been dropped e the ﬂoarj bggause he
is piils;

Inteview with the 114 on 07/30/15 af 1’;251op'm
ravealad sha gave Resident#3 the pil from the
fiogr becalsa:

s it was "not on ths floor that tong.”

-"Thé floor lodked clsar.”

="l{:was no different than if he had dropped ton
His dlothiss.”
«The rasident had not refised 1o 1ake the pil
from His Fost,

Refer i review of MA's parsonna! record.

$h rotelved the state approvsd. infdction ‘conifol
fraining on 417115,
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