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D 000 Initial Comments D 0o / / / /é / /.5'
The Adult Care Section conducted an annual
survey on 11/12/15 through 11/13/15.
D 283 10A NCAC 13F .0004(a)(2) Nutrition and Food D283

Service

10A NCAC 13F .0904 Nutrition and Food Service
(&) Food Procurement and Safety in Adult Care
Homes:

{2) All food and beverage being procured, stored,
| Prepared or served by the facility shall be

i protected from contamination.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to assure that food being served was
protected from contamination.

The findings are:

During breakfast service on 11/13/2015 at 8:20
AM the foltowing observations were made:

: - The residents took their plates to the kitchen
door if they wanted additional food.

i - The kitchen staff wore food service gloves whila
serving food.

1 - The kitchen staff took the resident's plate, often

with her gloved thumb resting on the eating

service of the plate.

. - The kitchen staff placed additional food on the

plate using a serving utensil that was returned to

the pan of remaining food on the hot bar.

- The kitchen staff did not change food service

gloves during the period of ime observed.

- Approximately 10-12 residents received

“seconds" of different food items.

. Interview with Facility Manager and Resident
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| 11/13/2015 revealed:

‘ - The Facilty Manager stated that the facilty dig
| not have enough plates to serve "seconds” on a
| Clean plate.

J - The Facility Manager stated that she wouid

| Place an order immediately for additional plates.
- The Facility Manager stated that she wouid

| @ssure that, until extra plates arrive, food would
‘ be served in a safe manner.

-The RCC will review how to serve food without

' risking contarnination with the kitchen staff
I

] 358’ 10ANCAC 13F .1004(a) Medication
Administration

] 10A NCAC 13F .1004 Medication Administration
(@) An adult care home shall assure that the

i preparation and administration of medications,

f prescription and non-prescription, and treatments
by staff are in accordance with:

| (1 )} orders by a licensed prescribing practitioner

| which are maintained in the resident's record; and
(2) rules in this Saction and the facllity's policies
and procedures.

i This Ruie is not met as evidenced by:

J Based on observation, interviews and record

l reviews, the facility falied to assure medications
were administered as ordered by the licensed

| prescribing practitioner and in accordance with

the facility's policies and procedures for 4 of 14

residents (#6,#7 #8, #9) observed during the

medication pass which included errors with the

administration of medications for diabetes,

treatrent of blood pressure, a calcium

» Supplement and an iron supplement. The findings
| are:

D 358
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pass on 11/13/15.

revealed:

reflux disease.

Caleium),

- with food.

at 4:12 pm.

as ordered.

pm.

interviewed.

The medication error rate was 13% as evidence
by observation of 4 errors out of 29 opportunities
during the 4:00 pm/5:00 pm medication pass on
11/12/15 and the 8:00 am/9:00 am medication

A. Review of Resident #5's FL-2 dated 7/31/15

-Diagnoses included cerebral palsy, mental
retardation, osteoporosis and gastroesophageal

-There was an order for Oyster Calcium 500mg
twice a day with food. (Qyster Calcium is used to
prevent and treat calcium deficiencies. Taking
Calcium with food may increase the absorption of

| Review of November 2015 medication

- administration record (MAR) reveaied Oyster

| Calcium 500mg was scheduled to be

’ administered twice a day at 8:00 am and 5:00 pm

i Observation of the 4:00pm/5:00 pm medication
! pass cn 11/12/15 revealed:
-Resident #8 received his Qyster Calclum 500mg

-The medication aide did not offer any food with
the resident's medication.
-Oyster Calcium was not administered with food

| Observation of the dinner maal on 11/12/15
revealed Resident #8 received his food at 5:23

Observation, interview and record review
revealed Resident #6 was not able to ba
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Refer 1o Interview with the Medication Aide an
“11/12/15 at 6:10 pm.

Refer to interview with the Resident Care

: Cocrdinator (RCC) on 11/12/15 at 6:08 pm.

Refer to interview with the Faciiity Manager on

V111215 at 8:20 pm.

‘ B. Review of Resident #7's FL-2 dated 7/14/15
revealed:

i -Diagnoses included chronic obstructive

| pulmanary disease, hypertension, coronary artery
disease, cerebrovascular accident, atrial

fibrillation, anxiety, depression and transient

Ischeimia attack,

f -Thero was an order for Ferrous Sulfate 325mg

! twice a day with meals. (Ferrous Sulfate is used

i to treat iron deficiency anemia, Taking Ferrous

Su'ato with food or meals may decrease

stomrach upset).

Revii w of November 2015 medication
adrinistration record (MAR) revealed Ferrous
Suizie 325mg was scheduled to be administered
twice o day at 8:00 am and 5:00 pm with meals.

Chzervation of the 4:00pm/5:00 pm medication
pass ¢n 11/12/15 revealed:

-Residont #7 raceived his Ferrous Sulfate 325mg
Lanailg pm.

| ~Tr mesication aide did not offer any food with

i the rosidant's medlication,

FuowH

i -Fencus Sulfate was not administered with a
[ maal as ordered, ’
| Ot ation of the dinner meal on 1112115 |
| 1 -« Resident #7 received his food at 5:28
| o [
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‘f inte ‘ew v Resident #7 on 11/13/15 at 11:50

74245 GOt s "black iron pill before he ate

! -He . net repert any stomach upset from taking
' the i .ous Sulfie without food.

\; Ref I rview with the Medication Aide on
| 110 42 4e o,

; Refor o interview. with the Residant Care
Coorcnator (RCTY on 11/12/15 at 6:08 pm.

Rele . interview with the Facility Manager on
M5 8 520 nm.
'C.obove  Redent #8's FL-2 dated 6/16/15
J reve ks
f -0i - -us inekrod abdominal pain, mental
i relarae oo, hype clycemia, lakocytosis and
diviey it et
-Th x:: an erder for Metformin 850mg 3
B s with nieals, (Metformin s used to
Pty Y tes. Metformin should be taken
'l wit- ‘o 2. uS€ Of prevent gastrointestinal
5
Reow 0f lavei-ber 2015 medication
& P o vrd (MAR) revealed Metformin
B sttininied to be administered 3 times

e san 200 pm and 5:00 pm with

,{ o =y o %:00pm/5:00 pm medication
r BTN reupaled:
- Nl recaiad his Metformin 850mg at

|
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