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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm 47569
or potential for actual harm
Based on observation, staff interview, and facility policy review the facility failed to perform hand hygiene
Residents Affected - Few during medication administration. This deficient practice affected three residents (Resident #7, #26, and #42)
of three residents observed for medication administration. The facility census was 81.

Findings Include:

Observation on 11/25/24 from 8:10 A.M. to 8:35 A.M. revealed Licensed Practical Nurse (LPN) #381
completing morning medication administration for the third floor unit of the facility. LPN #381 prepared
medications for Resident #7. LPN #381 did not wash or sanitize their hands prior to removal of the
medications into the medication cup. LPN #381 then entered Resident #7's room and administered the
medications, exited the room and returned to the medication cart without washing or sanitizing their hands.

LPN #381 began preparing medications for administration for Resident #26 without washing or sanitizing
their hands.

LPN #381 then donned a gown and gloves following Enhanced Barrier Precautions (EBP) ordered for
Resident #26, entered the room and administered medications to Resident #26. LPN #381 then removed the
gown and gloves placing them in the trashcan and exited the room without washing or sanitizing their hands.

LPN #381 returned to the medication cart, began preparing medications for administration for Resident #42
without sanitizing their hands. LPN #381 completed medication preparation for Resident #42, donned a gown
and gloves due to EBP orders for Resident #42, entered the room and administered Resident #42's
medications. LPN #381 removed the gown and gloves, placing them in the trashcan and sanitized their
hands prior to exiting the room.

Interview on 11/25/24 at 8:35 A.M. with LPN #381 confirmed her hands had not been washed or sanitized
during the morning medication administration except after Resident #42's medications had been
administered. LPN #381 stated hands are to be washed or sanitized prior to and following medication
administration to each resident.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0880 Review of the facility's policy titled, Administering Medications dated 12/12 revealed, Staff shall follow

established facility infection control procedures (e.g. handwashing, antiseptic technique, gloves, isolation
Level of Harm - Minimal harm or precautions, etc) for the administration of medications, as applicable.
potential for actual harm

Residents Affected - Few

FORM CMS-2567 (02/99) Event ID: Facility ID:

If continuation sheet
Previous Versions Obsolete

366207 Page 2 of 2



