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Tenant #1's Acetaminophen on his bathroom floor.

Staff C picked up both pills up from the floor, put
them back in the medication cup and proceeded
to give the pills to Tenant #1. Staff C was stopped
by this monitor. Staff C then threw the pills away
in Tenant #1's bathroom trashcan and went to find
the Registered Nurse for direction. The nurse
directed Staff C to use Tenant #1's spares. Staff
C did so without washing her hands after
removing the pills from up off of the floor and or
prior to handling Tenant #1's cassette to remove
the spare medication.

On 9/18/19 at 12:21p.m. review of the medication
policy revealed the policy did not include direction
on handwashing and or procedures for the
wasting of a resident's medication after dropping
on the floor.

On 9/18/19 at 12:30p.m. Staff A confirmed these
findings.
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