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F 0812

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

49990

Based on direct observation, staff interview, and facility document review, the facility failed to serve meals in 
a manner that protects residents from cross-contamination. The facility reported a census of 85. 

Findings include: 

A direct observation of the lunch meal on 09/09/24 at 12:26 PM revealed Staff A, Restorative Aide (RA), 
used her ungloved fingers and hand to move ice from a Styrofoam cup into a resident's drink when the 
resident requested ice in his drink. 

A direct observation of the lunch meal on 09/09/24 at 01:08 PM in which Staff B, Certified Nurse's Aide 
(CNA), assisted three separate residents with eating without using hand hygiene in between each resident. 
During the same meal observation she served three meals with her fingers touching resident's food. 

A direct observation of the lunch meal on 09/10/24 at 12:38 PM revealed Staff C, CNA, providing feeding 
assistance for two residents without using hand hygiene between either resident. 

In an interview on 09/12/24 at 10:38 AM with Staff D, she stated policy dictates nursing staff should never 
touch a resident's food. They are to avoid putting their fingers on the top of the plate. If they do touch 
resident food, they are to take the food back to the kitchen and request a fresh plate. She acknowledged 
when providing feeding assistance hand hygiene must be performed between each resident. 

In an interview on 09/12/24 at 10:45 AM with Staff E, Registered Nurse (RN), she stated staff are to perform 
hand hygiene before serving food and to never touch the food or top of the plate. If staff are providing 
feeding assistance they should wash or otherwise sanitize their hands in between each resident assisted. 
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In an interview on 09/12/24 at 10:34 AM with the Director of Nursing (DON), she stated nursing staff are 
expected to follow facility policies and procedures when providing feeding assistance or serving food. She 
acknowledged this included the sanitation of hands before serving food, avoiding contact with resident food, 
and sanitizing hands when switching to assist a new resident. She stated it is never acceptable to touch food 
or drink directly. Staff should acquire fresh food should a mistake be made. 

Review of a facility provided document titled Handwashing/Hand Hygiene, last revised in August 2019, 
documented hands are to be washed after coming into contact with a resident, before and after eating or 
handling food, and before and after assisting a resident with meals.
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