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Based on observations, policy review, and interviews, the facility failed to ensure that staff performed hand 
hygiene before and after wearing gloves during blood glucose checks for five of five resident (Resident (R) 5, 
R6, R7, R8, and R9) observed during blood glucose checks. This failure had the potential to place residents 
at risk for the spread of infection and cross-contamination.Findings include: The following was observed 
during observation of blood sugar administration starting on 10/03/25 at 7:07 AM with Licensed Practical 
Nurse (LPN)1. LPN1 was observed performing hand hygiene at her cart. LPN1 picked up a previously 
cleaned glucometer from the cart, before going into R5's room. LPN1 entered R5's room, donned a pair of 
gloves, and performed a fingerstick glucose check on R5. LPN1 exited R5's room still wearing gloves and 
discarded her gloves and lancet at the medication cart on 10/03/25 at 7:10 AM. LPN1 performed hand 
hygiene.On 10/03/25 at 7:11 AM, LPN1 donned a pair of gloves without performing hand hygiene and 
cleaned the glucometer. LPN1 performed hand hygiene at the cart, picked up the previously cleaned and 
disinfected glucometer, a lancet, and a testing strip. and proceeded to R6's room.There was an Enhanced 
Precautions sign on R6's room and a supply cart at the door. The sign indicated gloves and gown were to be 
worn during high contact resident care activities. LPN1 donned a gown and gloves from the cart and entered 
R6's room. LPN1 accidentally dropped the lancet on the R6's floor. LPN1 took off gown and gloves and 
placed them on the supply cart outside the room. LPN1 returned to her cart to retrieve a fresh lancet and 
returned to R6's room. On 10/03/25 at 7:16 AM, LPN1 picked up a new gown and pair of gloves from the 
supply cart. No hand hygiene was performed before donning gloves. LPN1 picked up the glucometer and 
performed the blood glucose check. LPN1 took off her gown and gloves and added them to the ones already 
on the supply cart. LPN1 stated she needed to get a garbage bag to dispose of the gowns. When asked why 
she did not place them in the trash can in the resident's room, she had no response. LPN1 wheeled R6 back 
to the breakfast area and then performed hand hygiene at her medication cart on 10/03/25 at 7:19 AM. On 
10/03/25 at 7:20 AM, LPN1 donned a pair of gloves and cleaned the glucometer, removed the gloves, and 
performed no hand hygiene. LPN1 documented on her computer, touched the keyboard and mouse, reached 
into her pocket for cart keys, opened cart, and retrieved a lancet and testing strip. LPN1 picked up the 
previously cleaned glucometer and went to R7's room. On 10/03/25 at 7:21 AM, LPN1 performed hand 
hygiene and donned gloves. LPN1 checked R7's blood sugar and removed her gloves. LPN1 did not perform 
hand hygiene before applying a fresh pair of gloves to apply a topical medication on R7. After applying the 
topical, LPN1 removed her gloves and performed hand hygiene. On 10/03/25 at 7:26 AM, LPN1 picked up 
the glucometer and returned it to her medication cart. LPN1 donned a pair of gloves, cleaned the glucometer, 
and took off the gloves. LPN1 did not perform hand hygiene and touched the cart, the computer, and mouse. 
LPN1 reached into her pocket for cart keys and retrieved a lancet and testing strip.On 10/03/25 at 7:28 AM, 
LPN1 picked up the clean glucometer and headed to R8's room. R8's room had an enhanced precaution 
sign on the door. LPN1 wore a gown and gloves from the supply cart outside the room, no hand hygiene, 
and entered R8's room. LPN1 performed blood sugar check on R8. On 10/03/25 at 7:31 AM, LPN1 
discarded the gown and gloves in the trash. LPN1 held the glucometer in one hand and placed the other 
hand to collect some hand sanitizer from the wall dispenser in R8's room. LPN1 cupped the sanitizer in her 
hand but did not use it, until she stepped out of R8's room into the hallway and reached her mediation cart. 
LPN1 placed the glucometer on the cart and then brought her hand together to rub the sanitizer.On 10/03/25 
at 7:32 AM, LPN1 donned a pair of gloves and proceeded to document on her computer with gloves on. 
When she finished documenting, LPN1 cleaned the glucometer. LPN1 doffed her gloves and did not perform 
hand hygiene.On 10/03/25 at 7:34 AM, LPN1 went to R9's room. LPN1 performed hand hygiene, performed 
the blood glucose check and discarded the gloves when done, without performing hand hygiene. LPN1 
wheeled R9 back to the dining area.On 10/03/25 at 7:37 AM, LPN1 performed hand hygiene, wore a pair of 
gloves to clean the glucometer. LPN1 doffed her gloves and did not perform hand hygiene. She proceeded 
to document on the computer and put hands in her pocket.On 10/03/25 at 7:43 AM, LPN1 wheeled R10 back 
to the dining area. LPN1 donned a pair of gloves, performed no hand hygiene, and cleaned the glucometer. 
LPN1 doffed her gloves and did not perform hand hygiene.During an interview on 10/03/25 at 7:47 AM, the 
foregoing observations were discussed with LPN1. LPN1 acknowledged she had failed to perform hand 
hygiene before and after wearing gloves.During an interview on 10/03/25 at 1:40 PM, Infection Preventionist 
(IP) stated it was her expectation that staff perform hand hygiene before and after entering resident's rooms 
and before wearing gloves and after taking gloves off.Review of the policy titled Infection Prevention and 
Control Manual General Policies dated 2023 revealed:Cleaning and Disinfecting Blood Glucose Meters 
Policy:It is the policy of the facility to clean and disinfect multi-patient use blood glucose meters. 
Resident-to-resident transmission of blood-borne pathogens is a well-known risk when using lancets, 
needles, and syringes. Blood glucose monitors that are shared among residents must be cleaned and 
disinfected between each use.Procedure:1. Apply gloves before performing a blood glucose test. Glucose 
monitoring, administration of insulin, and any other procedure that involves potential exposure to blood or 
body fluids.2. Do not carry meter, supplies or medications in pockets.3. Unused supplies and medications 
taken to a patient's bedside during fingerstick monitoring or insulin administration should never be used on 
another resident .5. Remove gloves and perform hand hygiene.6. Apply new gloves.7. Thoroughly clean all 
visible soil or organic material (e.g., blood) from glucometer before disinfection.8. Perform hand hygiene (i.e., 
hand washing with soap and water or use of an alcohol-based hand rub) immediately after removal of gloves 
and before touching other medical supplies intended for use on other residents.9. Follow manufacturers' 
guidelines for cleaning and disinfecting glucose meters. Specific guidelines for glucose meters may vary with 
the manufacturer.10. In the absence of manufacturer's recommendations, the glucometer is considered a 
semi-critical device, follow policy for cleaning semi-critical devices.
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