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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, interview, and facility policy review, the facility failed to maintain infection 
prevention practices during medication administration for six of six residents (Resident (R) 4, R5, R10, R11, 
R13, and R15) observed. Two nurses observed placed residents' medications and medical devices on 
surfaces without cleaning them, failed to clean shared equipment and failed to appropriately put on (don) and 
doff (remove) personal protective equipment. These deficient practices had the potential to place residents at 
risk for the spread of infection and cross-contamination and created a risk for an increased potential for 
infections compromising the health and safety of residents. Findings include:1. Review of R4's Face Sheet 
provided by the facility revealed R4 was admitted to the facility on [DATE] and re-admitted on [DATE] with a 
diagnosis that included but not limited to diabetes mellitus due to underlying conditions with diabetic 
neuropathy. Review of R5's Face Sheet provided by the facility revealed that R5 was admitted to the facility 
on [DATE] with a diagnosis that included but not limited to heart failure and unspecified asthma.During an 
observation and interview on 10/01/25 at 4:52 PM, Licensed Practical Nurse (LPN) 1 performed vital checks 
and administered scheduled medications to R4 and R5 in their shared room. LPN1 performed vital checks i.
e. blood pressure and pulse oximeters on R5. Once finished with R5, LPN1 performed vital checks for R4 
and applied eye drops to both of R4's eyes. LPN1 failed to don and doff personal protective equipment 
(PPE) between providing care to the residents. LPN1 returned to the medication cart located in the hall 
adjacent to the room and attempted to discreetly return R4's white and grey glucometer (a device used to 
check blood sugar readings) to the medication cart. LPN1 stated staff are to wear gloves during care and 
perform and hygiene and sanitize the equipment between residents. LPN1 confirmed she did not follow 
procedure for R4's glucometer, she stated no, I am supposed to wipe it down. LPN1 proceeded to obtain a 
germicide wipe from the top of the medication cart and quickly wiped the glucometer and returned it to the 
medication cart, contact time the item must remain wet was not met. Review of the Clorox healthcare bleach 
germicidal wipes formula container revealed the contact time was 3 minutes.2. Review of R10's Face Sheet 
provided by the facility revealed R10 was admitted to the facility on [DATE] with a diagnosis that included but 
not limited to type 2 diabetes.Review of R11's Face Sheet provided by the facility revealed R11 was admitted 
to the facility on [DATE] with a diagnosis that included but not limited to Type 2 diabetes.Review of R13's 
Face Sheet provided by the facility revealed R13 was admitted to the facility on [DATE] with a diagnosis that 
included but not limited to Type 2 diabetes.Review of R15's Face Sheet provided by the facility revealed R15 
was admitted to the facility on [DATE] and re-admit on 04/27/25 with a diagnosis that included but not limited 
to Type 2 diabetes.During an observation on 10/02/25 at 4:13 PM, Registered Nurse (RN) 2 administered 
afternoon medications on the Rehabilitation unit to R10, R11, R13 and R15. RN2 retrieved and placed a 
clear plastic container identified as R10's on top of the medication cart. The container housed a glucometer 
and an insulin pen. RN2 opened the plastic container, removed the glucometer and placed it on to the bare 
medication cart. RN2 preceded to retrieve a glucometer test strip and lancet, placing both items next to the 
glucometer. RN2 performed hand hygiene protocol, placed gloves onto her hands, and preceded to the 
common area where R10 was watching television. RN2 placed the glucometer reader onto a bare table 
adjacent to where R10 was sitting and performed a blood sugar check. RN2 returned to the medication cart, 
removed one glove from her right hand, retrieved the Humalog (insulin for diabetes) pen from the plastic 
container, placed the pen onto the cart. RN2 retrieved a covered needle from the cart, secured it to the pen, 
placing back on the cart, removed the glove from her left hand, applied sanitizer to her hands and donned a 
clean pair of gloves. RN2 retrieved R10 from the common area and wheeled him into his room. RN2 exited 
R10's room, retrieved the insulin pen, returned to the room and administered his insulin. RN2 exited the 
resident's room, doffed her gloves, and disposed of them in the trash can located on the medication cart. 
RN2 failed to perform hand hygiene after doffing her gloves. During this same medication pass, RN2 
retrieved R11's clear plastic container from the medication cart, sanitized her hands and donned a pair of 
gloves. She opened R11's plastic container which contained his insulin pen and glucometer placing on to the 
cart. RN2 retrieved the lancet and placed it on the glucometer gathering the resident's glucometer, test strip, 
and lancet she preceded to the resident's room. Once in R11's room, RN2 placed the glucometer, strip, and 
lancet on to the resident's bare bedside table. RN2 performed a blood sugar check, exited the room, doffed 
her gloves, retrieved R11's insulin pen secured the needle to the pen, placed it on the cart. RN2 sanitized 
her hands and donned a pair of gloves then returned to R11's room, she administered his insulin, exited the 
resident's room, and doffed her gloves disposing of the gloves in the trash can on the medication cart. RN2 
did not perform hand hygiene after doffing her gloves. During this same medication pass, RN2 retrieved 
R13's glucometer and test strip placing them on the bare cart. Leaving the resident's medication on the cart, 
proceeded to R13's room, placed the glucometer on the bare bedside table, prepped R13's finger and 
checked his blood sugar. She then exited the room, retrieved a vial of insulin, and realized there were no 
insulin needles in the cart. Left the cart, proceeded to the medication storage room located behind the 
nurses' station, returned after a few minutes, and drew two units of insulin. RN2 donned gloves after drawing 
the insulin and proceeded to the resident's room and administered the medications. Returned to the cart and 
doffed her gloves in the trash can on the medication cart. RN2 did not perform hand hygiene after doffing her 
gloves. During this same medication pass, RN2 retrieved and placed R15's glucometer, insulin pen, and 
glucometer on the bare medication cart. RN2 proceeded to check R15's blood sugar, returned to the cart and 
retrieved the resident's insulin pen. RN2 returned to the resident's room administer his insulin then returned 
to the cart and doffed her gloves into the trash can located on the side of the trash can. RN2 did not perform 
hand hygiene after doffing her gloves. During an interview on 10/03/25 at 2:49 PM, RN2 stated donning and 
doffing, hand hygiene, and Medication Administration trainings were received annually. RN2 continued to 
state, I probably have been trained to go from clean to clean and dirty to dirty, and now that I am thinking 
about it, I broke infection control protocol by placing the resident's medication and glucometers on dirty 
surfaces. RN2 continued to share personal protective equipment (PPE) should be donned and doffed before 
exiting a resident's room (not at the medication cart) after touching dirty surfaces, before and after patient 
care. RN2 further stated, leaving the cart unattended not donning and doffing before and after resident's care 
and not following hand hygiene protocol was not how she was trained she was in a hurry and rushed through 
the medication pass, due to having a new admission. During an interview on 10/03/25 at 4:00 PM, the 
Director of Nursing (DON) revealed the expectation of facility staff was to maintain proper infection control 
protocols and perform proper hand hygiene before and after performing resident's care. Review of the 
Center for Disease Control and Prevention website, https://www.cdc.
gov/healthcare-associated-infections/hcp/cleaning-global/procedures.
html#cdc_generic_section_9-4-7-noncritical-patient-care-equipment, titled Environmental Cleaning 
Procedures, under section 4.7 table 26 revealed shared non-critical patient care equipment should be 
cleaned and disinfected before and after each use. Further review of the CDC guidelines titled 
Recommended practices in healthcare settings, revealed blood glucose meters whenever possible, assign 
blood glucose meters to a person and do not share . If blood glucose meters must be shared, the device 
should be cleaned and disinfected after ever use.Review of the facility policy titled, Infection Prevention and 
Control Program, dated 07/25/25 revealed under Policy, The facility has established and maintains an 
infection prevention and control program designed to provide a safe, sanitary, and comfortable environments 
to help prevent the development and transmission of communicable diseases and infections per national 
standards and guidelines. The policy further revealed under Standard Precautions: a. all staff shall assume 
that all residents are potentially infected or colonized with an organism that could be transmitted during the 
course of providing resident care and services, b. Hand hygiene should be performed in accordance with the 
facility's established hand hygiene procedures, under Equipment Protocol, a. all reusable items and 
equipment . shall be cleaned or disinfection shall be cleaned .Review of the facility policy titled, Hand 
Hygiene Guidelines, revised 10/30/23 indicated Hand hygiene continues to be the primary means of 
preventing the transmission of infections . Perform hand hygiene (Soap, water, ABHR [alcohol-based hand 
rub]), should be readily available . hand hygiene .
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