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Based on observation, and interview, the facility failed to follow Centers for Disease Control (CDC) guidance
and ensure infection control practices were followed when a Qualified Medication Aid (QMA) passed
medications to 5 residents (Residents E, R, S, T, and U), by touching medications and not properly sanitizing
her hands. This deficient practice had the potential to affect 19 of 20 residents who resided on the 100, 200,
and 300 hallways. Findings include:During a random medication observation on 9/30/25 at 9:28 a.m., QMA 9
was observed administering medications to Resident R. QMA 9 first performed a blood pressure check and
used an ink pen to document the reading in the palm of her left hand. QMA 9 then popped medication tablets
out of bubble packs into the palm of her left hand, placed them into a medication cup, and entered the
resident's room to administer the medications. While preparing to place a transdermal patch onto Resident
R's upper body, QMA 9 was observed to move both sleeves and the neck of Resident R's t-shirt while
attempting to find a patch from the day before. The QMA left the resident's room, documented administering
the medications, and immediately began setting up medications for Resident S. The QMA was not observed
to wash her hands or apply hand sanitizer to disinfect before, during, or after the medication pass. On
9/30/25 at 9:47 a.m., observation of QMA 9 as she popped medications out of bubble packs into the palm of
her left hand, placed them into a medication cup, and handed them to Resident S who was sitting in a
wheelchair in the hallway waiting for her medications. The QMA documented administering the medications
and immediately began setting up medications for Resident E. QMA 9 was not observed to wash her hands
or apply hand sanitizer to disinfect before, during, or after the medication pass. On 9/30/25 at 9:55 a.m.,
observation of QMA 9 as she popped medications into the palm of her left hand, placed them into a
medication cup, and then entered Resident E's room to administer the medications. The QMA left the
resident's room, documented administering the medications, and immediately began setting up medications
for Resident T. The QMA was not observed to wash her hands or apply hand sanitizer to disinfect before,
during, or after the medication pass.On 9/30/25 at 10:12 a.m., observation of QMA 9 as she popped
medications into the palm of her left hand, placed them into a medication cup, and handed them to Resident
T who was sitting in a wheelchair in the hallway waiting for his medications. The QMA documented
administering the medications and immediately began setting up medications for the next resident. QMA 9
was not observed to wash her hands or apply hand sanitizer to disinfect before, during, or after the
medication pass. On 9/30/25 at 10:15 a.m., QMA 9 indicated, during morning medication pass, she routinely
administered medications to 21 of the 22 residents that resided on the 100, 200, and 300 hallways.On
9/30/25 at 10:20 a.m., observation of QMA 9 administering medications to Resident U in the main therapy
gym while the resident sat in a wheelchair among her peers. QMA 9 was not observed to wash or sanitize
her hands before setting up medications for the next resident on the 200 hallway. On 9/30/25 at 10:52 a.m.,
observation of the front 100 and 200 hallways medication cart with Unit Manager 11. A pump bottle of hand
sanitizer was observed stored on the left side of the medication cart with the medication cups. Unit Manager
11 indicated staff should sanitize their hands between each resident during a medication pass, and
medications should never be dispensed by being popped into a staff member's hand. On 9/30/25 at 11:02 a.
m., Unit Manager 11 and a visitor observed QMA 9 as she left Resident W's room and approached the
medication cart. QWA 9 was not observed to sanitize her hands. A sign posted on Resident W's door
indicated, Stop, Enhanced Barrier Precautions Everyone Must: Clean their hands, including before entering
and when leaving the room.On 9/30/25 at 11:04 a.m., QMA 9 indicated she had cleaned her hands before
preparing medications for Resident R, and therefore it was okay for her to pop pills into her hand, but she
should have sanitized her hands after she had touched the resident's clothing. Enhanced Barrier Precautions
(EBP) signs were taped to the doors of seven residents on the 100, 200, and 300 hallways. A Contact
Precautions sign taped to one resident's door on the 200-hallway indicated, Stop Contact Precautions
everyone must: Clean their hands, including before entering and when leaving the room. Providers and staff
must also wear gloves and gown before room entry.The CDC Guidance, dated 2/27/24, Clinical Safety: Hand
Hygiene for Healthcare Workers- Hand hygiene protects both healthcare personnel and patients. Hand
hygiene means cleaning hands with: handwashing with water and soap [e.g., plain soap or with an
antiseptic], antiseptic hand rub [alcohol-based foam or gel hand sanitizer]. Some healthcare personnel may
need to clean their hands as often as 100 times during a work shift to keep themselves, patients, and staff

cafa Knnw whan tn rlaan vniir hande: Immadiataly hafara tainichina a natiant Aftar tnnichina a natiant Aar

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
155206 Page 2 of 2




