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345436 11/18/2025

Wellington Rehabilitation and Healthcare 1000 Tandal Place
Knightdale, NC 27545

F 0695

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review and staff interviews the facility failed to follow professional standards of practice 
and infection prevention measures when Unit Manager #2 (UM #2) failed to remove soiled gloves, perform 
hand hygiene and don clean gloves during tracheostomy (a surgical procedure that creates an opening in the 
trachea (windpipe) through the front of the neck to create an artificial airway and assist with breathing) care 
for 1 of 1 residents reviewed for tracheostomy care (Resident #17). Findings included: Resident #17 was 
admitted to the facility on [DATE] with a diagnosis of quadriplegia and tracheostomy status. Resident #17's 
quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed he was cognitively intact. Resident 
#17 was coded in the MDS as receiving tracheostomy care in the facility. Resident #17's care plan with a 
revision date of 6/22/25 revealed him to have a tracheostomy. A continuous observation of tracheostomy 
care was conducted on 10/2/25 starting at 8:14 AM. Unit Manager #2 (UM #2) entered the resident's room, 
performed hand hygiene and donned a gown and gloves. UM#2 then removed the soiled split gauze from 
behind the tracheostomy flange and threw it in the trash. UM#2 then opened the clean split gauze and 
placed it behind the tracheostomy flange. At 8:18 AM, UM#2 removed the soiled inner cannula and threw it 
away. She proceeded to open the new sterile inner cannula and insert it into the tracheostomy. UM #2 then 
removed the soiled gloves, performed hand hygiene, removed her gown, put it into the trash, removed the 
trash bag, tied it closed and removed it from the room. UM #2 proceeded to take the trash bag and dispose 
of it. In an interview with UM #2 on 10/2/25 at 8:27 AM, she indicated she thought she was performing 
tracheostomy care correctly. UM #2 was unaware she should have changed gloves and performed hand 
hygiene between soiled and clean parts of the procedure. In an interview with the Infection Preventionist (IP) 
on 10/2/25 at 8:45 AM The IP indicated she would expect Nurses to think critically about the procedures they 
were performing. In this case, UM #2 should have considered the possibility of spreading disease causing 
organisms to the resident's airway by not removing soiled gloves after handling the soiled split gauze and 
soiled inner cannula, performing hand hygiene and donning new gloves to place the clean split gauze and 
clean inner cannula. The Administrator was interviewed on 10/2/25 at 9:01 AM. The Administrator stated to 
decrease the risk of spreading disease causing organisms to the residents' airway, UM #2 should have split 
tracheostomy care into clean and soiled parts. She further stated UM #2 should have donned clean gloves, 
removed the soiled split gauze and soiled inner cannula, removed the soiled gloves, performed hand 
hygiene, donned clean gloves and placed the clean split gauze and clean inner cannula.
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