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administration.

Individual #4 had been admitted to the facility
03/08/2006. Diagnoses included, but were not
limited to, moderate intellectual disabilities,
downs syndrome, and autism.

On 06/27/18 at approximately 750 a.m., the
surveyor observed RT #1 and RT #2 during a
medication pass and pour observation. During
this observation, RT #1 was observed by the
surveyor to touch Individual #4's medication V-C
Forte with her bare hands prior to dropping it into
the medication cup for administration. This
medication cup included five other medications
that had already been prepared and placed into
the cup.

After placing the V-C Forte into the cup RT #1
picked up the medication cup and placed it on the
iedge to allow RT #2 to administer the medication
to Individual #4. At this point the surveyor stopped
the medication observation and asked RT #1 how
many medications she had touched. RT #1 stated
just the last one. RT #1 then obtained a white
plastic spoon and started to remove the pill from
the cup. The surveyor then asked RT #1 if she
was going to administer the other medications.
RT #1 stated they were probably all contaminated
and she would discard them and start over.

On 06/27/18 at approximately 8:20 a.m. the
facility manager was notified of the issue
regarding infection control during the medication
pass and pour observation.

On 06/27/18 at approximately 8:35 a.m., the
surveyor interviewed RN (registered nurse) #1
who was the QIDP (gualified intellectual
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training for medication administration. When

person to waste the pill. RN #1 stated that the
staff were given a 32-hour medication
administration class and were taught never to
touch the Individuals medications.

No further information regarding this issue was
provided to the surveyor prior to exit.

disabilities professional) and completed the staff

asked what she would have expected of the staff.
RN #1 stated she would have expected the staff
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