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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review, interview, and observation, the facility failed to ensure that 3 Residents (#'s 2, 4, and 15), of 8 
sampled residents, received adequate supervision to prevent falls. This failed practice placed these residents 
at risk for injury, impaired mobility, pain, and reduced well-being. Findings: Resident #2 Record review on 
9/22-26/25 revealed Resident #2 was admitted with diagnoses that included cerebrovascular accident (CVA - 
also known as stroke, when blood flow to a part of the brain is stopped either by a blockage or the rupture of 
a blood vessel). Further review revealed that Resident #2 had multiple falls: 6/25/25, 7/29/25, and 9/20/25. 
The fall that occurred on 9/20/25 resulted in a major injury. Review of Resident #2's care plans, dated 
6/24/25 and 9/23/25, revealed: . [Resident #2] has limited physical mobility. AMBULATION: The resident 
uses rolling walker for walking . LOCOMOTION: [Resident] uses rollator for locomotion . Review of Resident 
#2's care plan, last review completed on 6/24/25, revealed: . Focus: [Resident #2] is High risk for falls. Be 
sure the resident's call light is within reach and encourage the resident to use it for assistance as needed. 
The resident needs prompt response to all requests for assistance . [Resident #2] needs a safe environment 
with: even floors free from spills and/or clutter. a working and reachable call light. Educate the 
resident/family/caregivers about safety reminders and what to do if a fall occurs. Ensure that [Resident #2] is 
wearing appropriate footwear (correct client footwear or nonskid socks when ambulating or mobilizing in w/c 
[wheelchair]. Follow facility fall protocol. Fall #1 Review of the facility's investigation #684 Un-witnessed fall, 
dated 6/25/25 at 5:27 AM, revealed Resident was ambulating to the bathroom when he/she suddenly felt 
dizzy which led to an unwitnessed fall. He/she was found to be lying on his/her back on the floor by staff. 
He/she denied losing consciousness and had no signs or symptoms of injury. During an interview on 9/24/25 
at 11:57 AM, the Director of Nursing (DON) and the Administrator (ADM) stated that following Resident #2's 
fall on 6/25/25, the resident's in-room care plan was revised to require the assistance of one staff member 
and the use of a walker whenever the resident was out of bed. Fall #2 Review of the facility's investigation 
#694 Un-witnessed fall, dated 7/29/25 at 8:30 AM, revealed Resident #2 was found on the floor by staff after 
they had heard him/her calling out. He/she was lying on the floor on his/her right side beside his/her closet. 
Resident #2 stated he/she was looking for something in his/her closet and lost his/her balance. It was also 
noted that he/she did not call for assistance before getting up. The resident was assessed, and no injury was 
found. Review of Resident #2's in-room care plan, dated 8/17/25, revealed: Walk in room: limited Assist/ 
walker. Walk in unit: limited assist 1 person/ walker. Left sided weakness encourage use. Locomotion on 
unit: Limited 1 assist /walker. Locomotion off unit: Limited 1 assist /walker. Left sided weakness encourage 
use. Safety/fall precautions: Fall risk Q [every] 15 minute checks at night . During an interview on 9/24/25 at 
11:57 AM, the DON and the ADM stated that after Resident #2's second fall on 7/29/25, the care plan was 
updated to include 15-minute checks during the day. Review of the electronic health record (EHR) revealed 
no physician orders for Q15 minute checks and no documentation of the every15 minute checks being 
completed. Fall #3 Review of the facility's investigation #698 Un-witnessed fall, dated 9/20/25 at 2:00 PM, 
revealed the staff responded to Resident #2 shouting for help. Resident #2 was found laying on the floor next 
to his/her refrigerator. The Resident told staff that he/she was walking to his/her window to get something 
and his/her shoe dragged and kicked off. This caused him/her to slip and land on his/her hip and hit his/her 
head. The incident was unwitnessed. Resident #2 was assessed; no injury was found at the time, and he/she 
was administered as needed pain medication. Resident was later evaluated at the Maniilaq Emergency 
Department where imaging was done to the head, pelvis, spine, chest, left femur, left hip, and left tibia-fibula. 
Review of the Maniilaq Emergency Department notes, dated 9/20/25 at 7:32 PM, revealed: Ct scan shows 
cortical fracture of the left femoral greater tuberosity. During an interview on 9/24/25 at 11:57 AM, the DON 
and the ADM stated following Resident #2's third fall on 9/20/25, the resident was placed on 15-minute 
checks around the clock. The DON and ADM stated that the fall on 9/20/25 occurred between the scheduled 
daily every 15-minute checks. Further review of Resident # 2 care plan, review completed on 9/23/25, 
revealed the addition of Q-15 minute checks while in bed for safety. Record review of Resident #2's in-room 
care plan dated 8/17/25, revealed an update, dated 9/20/25, Q-15 minute checks at all times. Record review 
of Resident #2's Morse Fall Scale (a standardized tool to assess a resident's risk of falling), dated 9/9/25, 
revealed a score of 65, scores of 45 and higher being considered high risk for falls. During an interview on 
9/24/25 at 11:57 AM, the ADM stated that Resident #2 was currently being evaluated for a change of status. 
When asked about documentation for the every 15 minute checks, the ADM explained that there was no 
documentation, and the expectation was that they were being done. When asked about the possibility of bed 
and/or chair alarms as an intervention, the ADM stated they were not being used at the facility because they 
considered them a restraint. Review of the facility provided Certified Nursing Assistant (CNA) report sheet, 
undated, revealed a total of nine residents (#'s 4, 5, 6, 8, 9, 10, 11, 12, 14), were on . Q 15 min[ute] Checks. 
Resident #2 was not documented as being on Q 15 min[ute] checks. During an interview on 9/24/25 at 9:26 
AM, CNA #1 stated staff used the CNA report sheet as a quick reference to guide resident cares. Resident 
#4Record review on 9/22-26/25 revealed Resident #4 was admitted to the facility with a diagnosis of 
dementia (a decline in intellectual functioning, including problems with memory, reasoning and thinking). 
Further review revealed Resident #4 has had multiple falls: 6/12/24, 6/13/24, 6/25/24, 7/12/24, 9/24/24, and 
5/29/25. Review of Resident #4's care plan, last review completed on 7/31/25, revealed: . [Resident #4] has 
an ADL [Activities of Daily Living] self-care performance deficit r/t [related to] Activity Intolerance, Confusion, 
Dementia Disease Process Chronic Kidney Disease, Epilepsy . TOILET USE: [Resident #4] requires limited 
assistance by 1 staff for toileting. TRANSFER: [Resident #4] requires total assistance by 2 staff to move 
between surfaces as necessary with the hoyer lift. Further review of the care plan revealed: [Resident #4] 
has had an actual fall with serious injury Poor Balance, Poor communication/comprehension, Unsteady gait. 
[Interventions/Tasks] . Contact Guard Assist while ambulating. Q [Every] 15-minute checks while in bed 
checks [initiated 8/13/2023] . Review of Resident #4's In-Room Care Plan, updated 5/29/25, revealed: 
TRANSFER: Extensive w/[with] staff w/ gait belt WC [Wheelchair] LINE OF SIGHT WHILE OUT OF ROOM.
SAFETY/FALL PRECAUTIONS: HIGH RISK FOR FALLS Q-15-minute checks, CGA [Contact Guard Assist] 
while ambulating in room. gripper socks on at all times. Monitor for toileting times and needs at night.
5/29/2025: Elder is to be line of sight when out of room.Fall #1 Review of the facility's investigation #621 
Un-witnessed Fall, dated 7/12/24, revealed: . [Resident #4] slid out of lounge chair onto carpet. Dycem 
[anti-slip] mat not under [him/her] .[Resident #4] needs [anti-slip mat] underneath [him/her] . Review of 
Resident #4's Post-Fall Huddle Tool, dated 7/12/24, revealed Resident #4 was found sitting on the floor in 
front of his/her recliner. In response to the question, What changes will we make in this [resident's] plan of 
care to decrease this [resident's] risk for recurrent fall based on the immediate cause of the fall? What injury 
reduction intervention will we make to protect the [resident] from recurrent injury? the facility wrote, Make 
sure Dycem [mat's] under [Resident #4] at all times when out of bed & sitting up in chair or wheelchair. 
Review of Resident #4's current care plan and in-room care plan revealed a Dycem mat was not included as 
an intervention. Fall #2 Review of the facility's investigation #636 Un-witnessed Fall, dated 9/24/24, revealed: 
. CNA was sitting very near room [ROOM NUMBER] when [he/she] heard a thud and found [Resident #4] 
laying on the floor near [his/her] bed. Nurse was called to the room and a full assessment was done. 
[Resident #4] has a small abrasion to the left side of knee 1 cm x 1 cm. [Resident #4] stated, I was going to 
use the restroom. [Resident #4] has dementia and was bare footed . Review of Resident #4's Post-Fall 
Huddle Tool, dated 9/24/24, revealed Resident #4 was found near bed, on carpet, on [his/her] back. In 
response to the question, What changes will we make in this [resident's] plan of care to decrease this 
[resident's] risk for recurrent fall based on the immediate cause of the fall? What injury reduction intervention 
will we make to protect the [resident] from recurrent injury? the facility wrote, Watch [Resident #4] closely 
while [he/she] is in bed. Wear grippy socks at all times. Review of Resident #4's In-Room Care Plan, 
updated 5/29/25, revealed: gripper socks on at all times. Review of Resident #4's care plan, reviewed on 
7/31/25, revealed: . [Resident #4] is High risk for falls . Ensure that [Resident #4] is wearing appropriate 
footwear non-skid socks or tennis shoes while ambulating or mobilizing in w/c . Further review revealed no 
intervention documented to ensure gripper socks were worn at all times. Fall #3 Review of the facility's 
investigation #678 Un-witnessed Fall, dated 5/29/25, revealed: . [Resident #4] got up unassisted and was 
walking to [his/her] room and fell in the hallway, unwitnessed fall .[Resident #4] was going to use the 
bathroom .[Resident #4 complains of] right knee pain and has a small abrasion to left side of right knee 
which measured 1.5 cm x 1.0 cm and another abrasion to left knee 0.5 cm x 0.25 cm . Review of Resident 
#4's Post-Fall Huddle Tool, dated 5/29/25 revealed: . [Resident #4] was in dining room going toward [his/her] 
room . CNA was helping CNA with a [resident], 2 CNA's helping another [resident] nearby . In response to 
the question, What changes will we make in this [resident's] plan of care to decrease this [resident's] risk for 
recurrent fall based on the immediate cause of the fall? What injury reduction intervention will we make to 
protect the [resident] from recurrent injury? the facility wrote, Line of sight when out of room. Review of 
Resident #4's ED [Emergency Department] NOTE-Provider dated 5/30/25 at 5:31 PM, revealed: . Fall 2 days 
ago in the room to [his/her] knees. [He/she] did not hit [his/her] head. [He/she] is noted to have soft tissue 
abrasion over [his/her] right knee afterwards by staff . Additionally there is concern for right lower extremity 
swelling . Review of an XR [X-Ray] Ankle Complete Right, dated 5/31/25 at 4:59 PM, revealed: . HISTORY: 
Pain following fall, bruising over [right] lateral malleolus [ankle]. Findings suspicious for nondisplaced lateral 
malleolar fracture . Review of Resident #4's In-Room Care Plan, updated 5/29/25, revealed: 5/29/2025: Elder 
is to be line of sight when out of room. Review of Resident #4's care plan, last review completed on 7/31/25, 
revealed: . [Resident #4] has had an actual fall with serious injury Poor Balance, Poor 
communication/comprehension, Unsteady gait. [Interventions/Tasks] Q 15-minute checks while in bed 
checks. Further review of the care plan revealed Resident #4 Interventions/Tasks of Q-15 minute checks 
while in bed was initiated on 8/14/23. Further review of the care plan revealed no documentation that the 
resident was to be line of sight when out of room. During an interview, on 9/24/25 at 3:01 PM, Licensed 
Nurse (LN) #2 stated it was after Resident #4's fall on 5/29/25, that Resident #4 was made a Q-15-minute 
check. LN #2 further stated the staff do not document the Q-15 minute checks. Review of the EHR revealed 
no physician orders for Q15 minute checks and no documentation of the 15 minute checks being completed. 
Resident #15 Record review on 9/22-26/25 revealed Resident #15 was admitted to the facility with diagnoses 
of dementia. Further review revealed Resident #15 has had multiple falls: 10/5/24, 3/1/25, 6/15/25, and 
7/27/25[EW1] . Review of Resident #15's care plan, last review completed on 9/2/25, revealed: . [Resident 
#15] has an ADL [Activities of Daily Living] self-care performance deficit r/t [related to] Activity Intolerance, 
Fatigue, Arthritis Pain . [Interventions/Tasks] Ambulation: Due to weakness for illness [Resident #15] is 
walking with walker to help prevent falls .TRANSFER: [Resident #15] requires supervision assistance by 1 
staff to move between surfaces as necessary. [Resident #15] is High risk for falls r/t Deconditioning, 
Gait/balance problems. Review of Resident #15's In-Room Care Plan, updated 7/27/25, revealed: 
TRANSFER/ REPOSITIONING: SUPERVISION.8/16/2023, Line of sight while out of room.HIGH FALL RISK .
7/27/2025 Q-15 minute checks for safety, offer to assist with toileting if found awake. Fall #1 Review of the 
facility's investigation #639 Witnessed Fall, dated 10/5/24, revealed: . [Resident #15] was on the bathroom 
floor sitting on [his/her] buttocks legs in front of [him/her] and shoulders up against the wall. [Resident #15] 
had [his/her] walker and 1 shoe was on, the other off of [his/her] foot.[Resident #15] states [he/she] was 
going to the bathroom and lost [his/her] balance when the door swung open too fast . Review of Resident 
#15's Post-Fall Huddle Tool, dated 10/5/24, revealed: . I [Resident #15] tried to grab the door but it opened 
to[o] fast when I [Resident #15] lost my balance . In response to the question, What changes will we make in 
this [resident's] plan of care to decrease this [resident's] risk for recurrent fall based on the immediate cause 
of the fall? What injury reduction intervention will we make to protect the [resident] from recurrent injury? the 
facility wrote, Remind [Resident #15] to slow down has a tendency to walk fast. Fall #2 Review of the 
facility's investigation #659 Witnessed Fall, dated 3/1/25, revealed: . [Resident #15] was in common area 
sitting in chair when [he/she] stood up, turned to the left and lost [his/her] balance tipping backwards. 
[He/she] grabbed toward the medicine cart that was nearby to catch [himself/herself] but unable to reach it. 
[He/she] landed on [his/her] buttocks and rolled back.[He/she] was quick to stand up saying I'm ok. Lost 
[his/her] forward balance using walker . Review of Resident #15's Post-Fall Huddle Tool, dated 3/1/25, 
revealed: . [Resident #15] on floor in front of high back chair in sitting room. In response to the question, 
What changes will we make in this [resident's] plan of care to decrease this [resident's] risk for recurrent fall 
based on the immediate cause of the fall? What injury reduction intervention will we make to protect the 
[resident] from recurrent injury? the facility wrote, Be aware that [he/she] is less stable on [his/her] feet. In 
response to the question, What are you implementing now? the facility wrote, Frequent checks [with] neuros 
[and] staff aware to help be on standby to help [with] sitting and standing. Fall #3 Review of the facility's 
investigation #683 Witnessed Fall, dated 6/15/25, revealed: . [Resident #15] attempted to stand with walker 
and lost balance. Staff was close enough grab [Resident #15] and assist [him/her] to floor. [Resident #15] 
laughed and stated [he/she] was okay . [Resident #15] stated his/her foot slipped as he/she was attempting 
to get up . Review of Resident #15's Post-Fall Huddle Tool, dated 6/15/25, revealed: . foot slipped. sitting on 
the floor near the chair . In response to the question, What changes will we make in this [resident's] plan of 
care to decrease this [resident's] risk for recurrent fall based on the immediate cause of the fall? What injury 
reduction intervention will we make to protect the [resident] from recurrent injury? the facility wrote, 
Encourage [Resident #15] to ask for assistance. In response to the question, Is this a system-wide learning 
event? the facility wrote, Inservice educating staff about fall risk and preventing falls. In response to the 
question, What are you implementing now? the facility wrote, Assist [Resident #15] when standing up to use 
walker. Fall #4 Review of the facility's investigation #692 Un-witnessed Fall, dated 7/27/25, revealed: . 
Resident found lying on RIGHT side in floor in front of WC. [Resident #15] stated [he/she] was trying to get 
into [his/her] chair and missed and fell. [Resident #15] stated [he/she] was getting into [his/her] WC and 
missed and landed on [his/her] RIGHT side, c/o [complains of] pain in RIGHT hip 10/10. Send to ER for 
evaluation. Review of Resident #15's Post-Fall Huddle Tool, dated 7/26/25, revealed Resident #15 was 
found lying on [right] side [at] foot of bed in front of WC. In response to the question, What changes will we 
make in this [resident's] plan of care to decrease this [resident's] risk for recurrent fall based on the 
immediate cause of the fall? What injury reduction intervention will we make to protect the [resident] from 
recurrent injury? the facility wrote, Placed [Resident #15] on Q-15 minute checks. Offer to assist [with] 
toileting if awake. Review of the Health Status Note, dated 7/27/25 at 12:50 AM, revealed: . This writer and 
CNA heard loud noise coming from room. Found [Resident #15] lying in floor on [his/her] RIGHT side at the 
foot of [his/her] bed in front of [his/her] WC. [Resident #15] c/o of 10/10 pain to the RIGHT hip. advised to 
send to [Emergency Room] for evaluation . Review of Resident #15's CT Hip without Contrast, dated 7/27/25 
at 10:53 AM, revealed: . HISTORY: GLF [ground level fall], right hip pain, unable to raise leg; eval for 
fracture. IMPRESSION: 1. Impacted but otherwise nondisplaced subcapital femoral neck fracture [break just 
below the head of the femur (the long leg bone which inserts into the hip socket) where the bone cracks but 
remains properly aligned without shifting out of place] . Review of Resident #15's Primary Care Provider 
Note, dated 8/22/25 at 1:23 PM, revealed: . Status post hospitalization 7/27/2025 through 8/13/2025 for right 
hip fracture and surgery. [Resident #15] had an unwitnessed fall on 7/26/2025, when transitioning from 
[his/her] wheelchair into [his/her] bed. underwent a close reduction percutaneous pinning (CRPP) right hip 
fracture [fractured hip bone is realigned without a large incision and then secured with pins inserted through 
the skin to stabilize the bone during healing] 7/29/25. [His/her] hospital stay was complicated by 
community-acquired pneumonia associated with hypoxia and was treated successfully while hospitalized . In 
addition, patient developed urinary retention and was maintained on Foley catheter upon [his/her] hospital 
discharge . Review of Resident #15's In-Room Care Plan, updated 7/27/25, revealed: . HIGH FALL RISK .
7/27/2025 Q-15 minute checks for safety, offer to assist with toileting if found awake . Review of the current 
care plan and revisions revealed no documentation on the resident's every 15 minute safety checks. Review 
of the daily CNA report sheet revealed Resident #15 required: Q 15 MIN CHECKS. Review of the EHR 
revealed no physician orders for Q15 minute checks and no documentation of the every 15 minute checks 
being completed. Review of the facility provided CMS-802.Resident Matrix, date printed 9/22/25, revealed a 
total of seven residents, had fallen within the reporting period of 120 days. Review of the facility policy LTC - 
Fall Management, last reviewed 2/23/25, revealed: . The resident will be provided a safe environment to 
prevent falls. During an interview conducted on 9/24/25 at 4:17 PM, the DON and the ADM explained the 
facility's fall prevention strategy was to apply the least restrictive means necessary such as removing 
hazards, and increasing safety checks. The most restrictive intervention was to implement one on one 
monitoring for a resident. The facility considered bed alarms and wheelchair seat belts restraints. The fall 
prevention strategy would be applied on a case-by-case basis. The ADM and DON stated the first steps in 
the facility's strategy were to update the in-room care plan to require one-person assistance and the use of a 
walker whenever the resident was out of bed. If the resident experienced another fall, the care plan was 
revised to include 15-minute safety checks during the day. Following an additional fall after implementing the 
daytime 15-minute safety checks, the resident would be placed on 24 hour 15-minute safety checks. The 
DON further added that the 15-minute safety checks were enough to prevent falls. During an interview on 
9/25/25 at 4:37 PM, the ADM stated that the facility's Quality Assurance and Performance Improvement 
(QAPI) committee met quarterly. The Administrator explained that the committee identified and selected 
performance improvement projects, referred to as QAs (Quality Assurances), based on factors such as 
severity, frequency, and identified trends. When asked whether the QAPI committee was working on any 
active QAs, the Administrator stated that there were no active QAs as of 9/22/25.
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.Based on record review, observation, and interview, the facility failed to ensure staff followed accepted 
standards of practice for hand hygiene for 5 residents (#'s 5, 8, 11, 14, and 15), out of 5 residents observed. 
Specifically, staff failed to perform hand hygiene during personal cares and medication administration. This 
failed practice had the potential to place all residents at risk of contamination and transmission of infections.
Findings: Resident #5 Record review on 9/22-26/25 revealed Resident #5 was admitted to the facility with 
diagnoses that included Type 2 Diabetes Mellitus (non-insulin-dependent diabetes). An observation on 
9/23/25 at 12:55 PM, revealed Licensed Nurse (LN) #2 prepared Resident #5's insulin injection at the 
medication cart wearing gloves. LN #2 walked over to Resident #5 and offered him/her the medication. 
Resident #5 agreed and LN #2 pushed him/her in his/her wheelchair to his/her room wearing the same 
gloves. Without changing gloves or performing hand hygiene, LN #2 cleansed an area on Resident #5's 
abdomen with an alcohol wipe and administered the insulin injection. Resident #8 Record review on 
9/22-26/25 revealed Resident #8 was admitted to the facility with diagnoses that included Type 2 Diabetes 
Mellitus. An observation on 9/23/25 at 12:46 PM, revealed LN #2 prepared Resident #8's insulin injection at 
the medication cart wearing gloves. LN #2 walked over to Resident #8 and offered him/her the medication. 
Resident #8 agreed and LN #2 pushed him/her in his/her wheelchair to his/her room wearing the same 
gloves. Without changing gloves or performing hand hygiene, LN #2 cleansed an area on Resident #8's 
abdomen with an alcohol wipe and administered the insulin injection. Resident # 11 Record review on 
9/22-26/25 revealed Resident #11 was admitted to the facility with diagnoses that included dementia (decline 
in intellectual functioning, including problems with memory, reasoning and thinking), chronic kidney disease 
stage 2 (a mild loss of kidney function often with early signs of kidney damage), and systolic heart failure (a 
condition where the left ventricle cannot contract effectively, leading to impaired blood pumping out of the 
heart). An observation on 9/24/25 at 10:00 AM, revealed Certified Nursing Assistant (CNA) #2 and CNA #5 
entered Resident #11's room without performing hand hygiene. After speaking with the resident, the CNA's 
exited the room, and were observed looking around for the location of the alcohol-based hand rub dispenser 
outside of the room. Once found, both staff performed hand hygiene, put on gloves, and assisted the 
resident into the bathroom. With their gloved hands, the CNAs helped the resident lower his/her pants and 
brief, after which the resident sat on the toilet while both CNAs waited outside of the bathroom doorway. 
When Resident #11 was finished, CNA #5 re-entered the bathroom and wiped the resident wearing the same 
gloves. Next, while still wearing the dirty gloves, CNA #5, along with CNA #2 pulled up the resident's brief 
and pants then removed their gloves. Next, without performing hand hygiene, CNA #2 pushed the resident 
into the common area without offering hand hygiene to the resident prior to leaving the bathroom. Resident 
#14 Record review on 9/22-26/25 revealed Resident #14 was admitted to the facility with diagnoses that 
included diastolic congestive heart failure (heart failure caused by the hearts inability to relax and fill 
properly), localized edema (fluid accumulation in the tissues limited to a specific area), and chronic 
obstructive pulmonary disease (a progressive lung condition that causes airflow limitation and breathing 
difficulty due to airway and air sac damage). An observation on 9/24/25 at 9:34 AM, revealed CNA #1 and 
LN #2 entered Resident #14's room to assist him/her to the bathroom. Both staff performed hand hygiene 
and put on gloves. CNA #1 pushed the resident in his/her wheelchair to the commode and the resident 
self-transferred with assistance to stand in front of the commode. Using gloved hands, CNA #1 assisted the 
resident by pulling down the resident's pants and brief. While on the commode, LN #2 removed the resident's 
dirty brief from around the resident's ankles. CNA #1 handed LN #2 a new brief. Without changing gloves or 
performing hand hygiene, LN #2 placed the new brief above the resident's pants, which were still around the 
resident's ankles while the resident was still urinating. At the same time, CNA #1 prepared a damp wipe 
using toilet paper and a spray. When Resident #14 finished urinating, he/she stood up and turned around to 
be wiped. CNA #1 wiped the resident. Without changing gloves or performing hand hygiene, CNA #1 pulled 
up the resident's pants with LN #2's assistance, who was still wearing the dirty gloves from the brief change. 
The resident then turned around and sat back down in the wheelchair. Without performing hand hygiene and 
wearing the same gloves used to wipe the resident, CNA #1 pushed the resident up to the sink so the 
resident could wash his/her hands. Resident #15 Record review on 9/22-26/25 revealed Resident #15 was 
admitted to the facility with diagnoses that included dementia and a closed fracture of the right femur in an 
unspecified part of the femoral neck (break in the upper part of the thigh bone just below the ball of the hip 
joint). An observation on 9/24/25 at 11:01 AM, revealed Resident #15 told staff he/she had to use the 
restroom. CNA #5 wheeled Resident #15 to his/her room and assisted him/her to the toilet using a walker. 
Without performing hand hygiene or putting on gloves, CNA #5 helped Resident #15 stand while CNA #12 
pulled down Resident #15's briefs and pants before assisting him/her to the toilet. After Resident #15 stated 
he/she was finished using the restroom, both CNA #5 and CNA #12 performed hand hygiene and put on 
gloves. CNA #5 assisted Resident #15 up while CNA #12 used toilet paper to wipe the resident. CNA#12 
then disposed of the soiled toilet paper, and without changing gloves or performing hand hygiene, CNA #12 
helped pull up Resident #15's briefs and pants. During an interview on 9/24/25 at 7:31 AM, LN #2 was asked 
if he/she was supposed to perform hand hygiene when entering a Resident's room and he/she replied, yes. 
When asked why he/she did not perform hand hygiene after pushing Residents #5 and #8 to their rooms and 
before administering insulin the previous day he/she responded by saying, it slipped my mind. During an 
interview on 9/25/25 at 10:40 AM, the Infection Preventionist (IP) stated that staff should perform hand 
hygiene after handling DME (durable medical equipment - medically necessary items for individuals such as 
wheelchairs) and before administering medications. She further stated that staff should perform hand 
hygiene after performing peri care (perineal care- cleaning the private areas of a patient to prevent infections 
and odors) before pulling up a resident's pants. Review of the facility policy Hand Hygiene, review date 
10/21/2024, revealed: . Employees engaged in Patient Care Activities will perform hand hygiene in the 
following instances: Before each patient encounter . After coming in contact with patient's intact skin . 
Between tasks or procedures on the same patient to prevent the transmission of infectious agents from a 
dirty body site to a clean site. Hand hygiene is necessary between glove changes . After coming in contact 
with any of the following, regardless if hands become visibly soiled or not: Used patient equipment, etc., (e.g. 
handling sputum containers, bedpans, urinals, catheters) . After toileting a patient .
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