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4 000'\ 11-94.1 Initial Comments l( 4 000 11-94.1-46(]) Pharmaceutical Services
X . i 1. Corrective Action for Resident in Sample:
| Are-licensing survey was conducted by the State ‘w The DON and the Administrator met with the
| Agency from 11/4/15to0 11/6/15 and 11/9/15to | licensed staff involved and discussed the facility
| 11/10/15. The census on entrance included 42 | policy infraction, in regards to proper
residents. ‘ medication administration procedure. 11/16/15
. A review of proper medication administration
4 195‘ 11-84.1-46(l) Pharmaceutical services i 419 guidelines was also conducted with this licensed
staff, with the emphasis on keeping the
() Al drugs, including drugs that are stored in a medication cart closed and locked when out of
refrigerator, shall be kept under lock and key, sight, and the importance of making sure no
except when authorized personnel are in medications are left unattended, on top of med-
attendance. The facility shail be in compliance carts, at bedside, or anywhere at any time,
‘ with all security requirements of federal and state during the medication administration procedure. 11/16/15
 laws as they relate to storerooms and o ) ‘
pharmacies. 2. ldentification of Other Resident Having
the Potential of Being Affected:
The DON, or the designee, will monitor the
! . . licensed staff involved, daily, weekly, and at
| This Statute is not met as evude.nced.by: random, to ensure compliance of proper
: Based on observation and staff interview the medication administration procedure, and that
| tacility failed to ensure safe and secure storage of no medications are left unatiended, and
all medications. medication carts are always closed and locked
‘ when out of sight. 11/16/15
| Ongoing
3. Corrective Action/Systemic Changes:
All licensed staff meeting was conducted, to
review the facility medication administration
policy and procedure, with the emphasis on
ensuring that no medications are left unattended,
anywhere, at any time, and that medication carts
are always closed and locked when out of sight. 11/16/15
All licensed staff will be monitored during
medication administration procedure, to ensure
compliance of proper medication administration
guidelines and to ensure no recurrence of the
above infractions. 11/18/15
Ongoing
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! 4 195 11-94.1-46(1) Pharmaceutical Services

|
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4195| Continued From page 1 (Contd.)

4. Monitoring of Corrective Actions to

Ensure No Recurrence:
The DON or the designee, and the Pharmacy

Consultant, will conduct a medication

administration observation, to every licensed

staff, weekly, monthly, and at random, to ensure

that every licensed staff is in compliance with

facility’s medication administration guidelines.

The results of the monitoring will be reported to

the quarterly QA meeting and necessary actions

will be implemented as appropriate. 11/18/15
Ongoing
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4 105 11-94.1-53(a) Infection Control
1. Corrective Action for Resident in Sample:
The DON and the Administrator met with the
licensed staff involved and discussed the facility
policy infraction, on Infection Control Policy
Guidelines. 11/16/15
| . ,
4203 11-94.1-53(a) Infection control 4203 A review
Guideli
(a) There shall be appropriate policies and _ was conducted, to remin
procedures written and implemented for the this licensed staff the utmost importance of
| prevention and control of infectious diseases | heacmasliing (O Switzing hends between
that shall be in compliance with all applicable | g;‘;;fe ‘;’:; an:f dg;‘m’;a';cﬁez p:ﬁ"g}‘;g‘v'g
'aws.Of the. fStat.e ang.m'es of m%(.’:fpaﬁr%nem was also discussed, with the reminders on the
relating to infectious diseases and infectious importance of thorough handwashing before and
waste. ; after care. 11/16/15
| 2. Identification of Other Resident Having
This Statute is not met as evidenced by: t tial of Being Affected:
Based on observation, staff interview and policy The DON, or the designee, will monitor the
review the facility failed to maintain an infection licensed staff involved, and the rest of the
' control program designed toprovide a safe, licensed staff, to ensure all licensed staff
sanitary and comfortable environment and to help g’““ced Z“’P"' i"fgc‘i"" control procedure,
. | uring medication administration, and in the
pfevent the development and transmission of | delivery of care to the residents. 11/18/15
disease and infection. ' Ongoing
o 3. Corrective Action/Systemic Changes:
Findings include: All nursing staff meeting was conducted, to
eview the facility’s proper infection control
uidelines, including the importance of
andwashing, and or sanitizing hands before
d after each procedure in the delivery of care. 11/16/15
follow up in-service on infection control, to
Il nursing staff will be conducted, to ensure
taffs understanding on the importance of
andwashing before and after care, and between
love changes. 12/07/15
Office of Health Care Assurance
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4. Monitoring of Corrective Actions to
Ensure No Recurrence:

All staff will be monitored by the DON, or the
designee, on their infection control practices,
including handwashing, and sanitization of
hands, during the delivery of care. Monitoring
will be conducted daily and at random, to ensure
compliance of facility’s infection control
guidelines. The results of the monitoring will
be reported to the quarterly QA meeting and
necessary actions will be implemented as
appropriate. H/11/15
Ongoing
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