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Bella Terrace Rehabilitation and Nursing Center 1520 Hawthorne Avenue
Columbus, OH 43203

F 0880

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

47569

Based on observation, staff interview, and facility policy review the facility failed to perform hand hygiene 
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. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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 
precautions, etc) for the administration of medications, as applicable.
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