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Residents Affected - Some

Provide and implement an infection prevention and control program.

34273

Based on observation, interview, and record review, the facility failed to implement its infection prevention 
and control program for a census of 52 residents by failing to ensure Certified Nursing Assistant (CNA) 1 and 
CNA 2 performed hand hygiene (cleaning hands by either washing them with soap and water, or by using 
alcohol-based hand rub [ABHR- liquid, gel, or foam which contains alcohol and applied to hands to kill most 
bacteria and viruses]) in accordance with the hand hygiene in-service (ongoing employee educational and 
training program) provided to all staff by the Infection Prevention Nurse (IPN- responsible for coordinating 
infection prevention and control program activities to prevent, detect, and mitigate communicable diseases 
and infections within the facility) on 5/5/2024.

This failure had the potential to spread infection to all residents and staff in the facility.

Findings:

During an observation on 7/2/2024 at 11:51 am, CNA 1 removed CNA 1's soiled gloves after CNA 1 provided 
care to Resident 3. CNA 1 did not wash CNA 1's hands or used ABHR after removing gloves. CNA 1 exited 
Resident 3's room, walked to the clean linen cart, and lifted the blue cover on the clean linen cart, without 
washing hands and/or using ABHR.

During an interview on 7/2/2024 at 12 pm with CNA 1, CNA 1 stated CNA 1 changed Resident 3 because 
Resident 3 was wet. CNA 1 stated after changing Resident 3, CNA 1 went outside Resident 3's room to look 
for a plastic bag. CNA 1 stated the linen inside the clean linen cart with the blue cover was used by staff for 
all residents. CNA 1 stated CNA 1 was supposed to wash CNA 1's hands and sanitize CNA 1's hands after 
removing dirty gloves to prevent the spread of infection.

During an interview on 7/2/2024 at 12:09 pm with Licensed Vocational Nurse (LVN) 2, LVN 2 stated after 
removing dirty gloves, staff (in general) were supposed to perform hand hygiene to prevent the spread of 
infection.
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During an observation on 7/2/24 at 12:23 pm, CNA 2 was observed picking up Resident 6's tray on top of 
Resident 6's table. CNA 2 touched Resident 6's table while CNA 2 picked up Resident 6's tray. CNA 2 went 
outside Resident 6's room and put Resident 6's tray on top of the food cart that was in the hallway. CNA 2 
did not use ABHR or wash CNA 2's hands after CNA 2 left Resident 6's room. CNA 2 then got another tray 
from the food cart and set the tray down on Resident 7's table inside Resident 7's room. CNA 2 touched the 
privacy curtain when CNA 2 set the tray down on Resident 7's table. CNA 2 left Resident 7's room and still 
have not used ABHR or washed CNA 2's hands. CNA 2 then went towards the kitchen, touched the 
doorknob to open the door to the kitchen, and talked to a dietary staff. CNA 2 then got another tray from the 
food cart, went inside Resident 8's room, touched Resident 8's wheelchair and table, and set the tray on 
Resident 8's table. CNA 2 removed the lid from the plate on Resident 8's tray and removed the plastic wrap 
covering Resident 8's dessert. CNA 2 left Resident 8's room and still have not used ABHR or washed CNA 
2's hands. CNA 2 got another tray from the food cart, placed the tray on top of Resident 9's table, then CNA 
2 pulled Resident 9's privacy curtain close. CNA 2 left Resident 9's room and still have not performed hand 
hygiene. CNA 2 walked towards the kitchen, opened the kitchen door, spoke to a dietary staff, then went 
inside Resident 10's room and asked Resident 10 if Resident 10 wanted Resident 10's tray. CNA 2 left 
Resident 10's room without performing hand hygiene and walked towards the kitchen and opened the 
kitchen door. CNA 2 came back from the kitchen with two bowls, went inside Resident 7's room, and handed 
the two bowls to Resident 7.

During an interview on 7/2/2024 at 12:34 pm with CNA 2, CNA 2 was informed CNA 2 was observed 
delivering food to Resident 7, Resident 8, and Resident 9, touching tables, a wheelchair, and privacy curtains 
in the residents' rooms without performing hand hygiene. CNA 2 stated, I'm supposed to use hand sanitizer 
when going in and out of residents' rooms. I forgot.

During an interview on 7/2/2024 at 12:42 pm with LVN 3, LVN 3 stated staff (in general) needed to perform 
hand hygiene after removing gloves. LVN 3 stated when passing out food trays, staff (in general) were 
supposed to use ABHR if they (staff) touched something inside the resident's room. LVN 3 stated if staff did 
not touch anything in the resident's room while passing food trays out, staff did not have to use ABHR. LVN 3 
stated it was important to perform hand hygiene to prevent the spread of germs (disease causing microbes).

During an interview on 7/2/2024 at 1:04 pm with CNA 3, CNA 3 stated staff (in general) were supposed to 
use ABHR every time they (staff) go in and out of residents' rooms. CNA 3 stated staff were supposed to 
wash hands after providing resident care and after removing gloves. CNA 3 stated hand hygiene was 
performed to prevent the spread the infection.

During an interview on 7/2/2024 at 4:10 pm with the Director of Staff Development (DSD), the DSD stated 
staff were supposed to use ABHR every time they go in and out of a resident's room and supposed to wash 
hands after providing resident care and after removing gloves. The DSD stated performing hand hygiene 
was important to prevent the spread of any infection in the facility.

During a phone interview on 7/17/2024 at 1:57 pm with the IPN, the IPN stated staff were supposed to 
perform hand washing before and after providing resident care and were supposed to use ABHR before 
going inside and when exiting a resident's room. The IPN stated hand hygiene was important to prevent the 
spread of infection.
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During a review of the handout (printed information provided to accompany a lecture) which accompanied 
the hand hygiene in-service provided by the IPN on 5/5/2024, the handout indicated hand hygiene was 
performed before touching a resident, before touching shared equipment, and before entering a resident 
room. The handout indicated hand hygiene was performed after removing gloves, after touching a resident, 
after exiting a resident room, after touching resident surroundings, and after performing a resident care task.
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