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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Licensure 
Reference Number 175 NAC 12-006.18Based on observation, interview and record review, the facility failed 
to ensure staff followed hand hygiene procedures during the provision of peri-care (the process of washing 
the genitals and anal area to maintain hygiene, prevent infection and prevent skin breakdown) for 2 residents 
(Residents 1 and 2) of 3 residents surveyed. The facility identified a census of 68.Findings are:A record 
review of the facility's undated Hand Hygiene Policy revealed all staff are responsible for following hand 
hygiene procedures. - before and after having direct contact with a residents intact skin.- after contact with 
blood, body fluids or excretions, mucous membranes (a tissue that secretes mucus), non-intact skin, or 
wound dressings.- when hands move from a contaminated-body site to a clean body site during resident 
care.- before and after wearing gloves.A record review of the Infection Control Standard Precautions dated 
3-20, 2024 revealed Hand Hygiene is performed with alcohol-based hand rub (ABHR) or soap and water. 
before and after contact with the resident before performing an aseptic (free from contamination caused by 
harmful bacteria, viruses, or other microorganisms) task, after contact with items in the residents' room and 
after removing personal protective equipment (PPE). Hands are washed with soap and water after direct or 
indirect contact with dirt, blood, and body fluids and after removing gloves. Gloves are changed as 
necessary, during the care of a resident to prevent cross contamination from one body site to another 
(moving from a dirty site to a clean one).A. Record review of Resident 2's undated Care Plan revealed 
Resident 2 was admitted to the facility on [DATE] and had the following diagnoses: Age related physical 
debility (a state of increased vulnerability due to a decline in the body's reserves and function as a person 
ages), Adult failure to thrive (a state of mental and physical decline in older adults), Anxiety disorder (a 
mental health condition characterized by persistent and excessive worry and fear), Fibromyalgia (a chronic 
condition causing widespread musculoskeletal pain, fatigue, sleep problems and cognitive difficulties), 
Hypertension (high blood pressure), Hyperlipidemia (high cholesterol), venous stasis ulcers on lower leg (a 
chronic open sore on the lower leg that occurs when the veins are unable to send blood back to the heart 
properly) and chronic respiratory failure (a long term condition where the lungs cannot get enough oxygen 
into the blood or remove enough carbon dioxide).A record review of Resident 2's Care Plan revealed 
Resident 2 is chairfast (Resident 2 is unable to walk and has severely limited mobility but can sit in a chair or 
wheelchair). Resident 2 required maximum assistance (caregiver to provides 51% to 75% of help) for bed 
mobility, transfers, and upper body dressing. Resident 2 requires total assistance (the highest level of 
physical help for a task), for wheelchair mobility, bathing, and lower body dressing.An observation on 
11/18/2025 at 10:30 AM of peri-care performed by Nurse Assistant (NA) A and NA-B for Resident 2 revealed 
the following: NA-A and B donned gowns, gloves, and masks. They knocked on Resident 2's door and stated 
they were there to provide peri-care. NA-A closed the shades, raised the bed, removed the blankets from 
Resident 2, removed a pillow from beneath the residents' legs and pulled the residents gown up. NA-A 
changed their gloves without using hand sanitizer or washing their hands. NA A separated the a pullup adult 
brief at the waist and rolled the front of the brief down and expose the genitals for cleaning. NA-B handed a 
personal care wipe to NA-A. NA-A started to clean the resident's peri-area from front to back. NA-A used a 
second wipe to clean the groin creases on either side of the genitalia. NA-A discarded the wipe, asked the 
resident to turn towards the window, and gently assisted the resident by placing a gloved hand on her 
buttock and another on her shoulder. When the resident was secure on their side, NA-B removed the 
remainder of the pullup from beneath the resident and using several wipes, cleaned the area from the middle 
to the sides using a fresh wipe on every second pass over the resident's skin. NA-B changed their gloves 
without using hand sanitizer and assisted NA A with placing and pulling the pull up briefs on (gender) legs. 
Both NA's assisted the resident to roll back and forth as they pulled the brief into place. NA-B placed a pillow 
beneath her legs. NA-A pulled the blankets over the resident and both NA's exited the room after removing 
their gloves. NA-A and NA-B did not complete hand hygiene prior to exiting Resident 2's room.An interview 
on 11/18/2025 at 10:45 AM with NA -A confirmed they should have used hand sanitizer or washed their 
hands before and after donning gloves for personal care.An interview on 11/18/2025 at 10:45 AM with NA -B 
confirmed they should have used hand sanitizer or washed their hands before and after donning gloves for 
personal care and that Resident 2 was exposed to cross contamination.B. A record review of Resident 1's 
admission progress note dated 9/24/2025 revealed the resident was admitted for skilled nursing care 
following a cerebral infarction (the death of brain tissue due to a lack of blood flow).A record review of 
Resident 1's undated Care Plan revealed the following diagnoses: Cerebral Infarction, Dysphagia (difficulty 
swallowing), Hemiplegia (loss of muscle function and Hemiparesis (muscle weakness) affecting left side and 
disorder of the brain (any condition that affects the functioning of the brain).A record review of Resident 1's 
Minimum Data Set (MDS - a federally mandated tool used to assess nursing home residents receiving 
Medicare or Medicaid) dated 9/28/2025 revealed Resident 1 had a Brief Interview of Mental Status (BIMS - a 
federally mandated tool used to assess cognitive function in nursing home residents) of 9 which indicated the 
resident has moderate cognitive impairment (a significant decline in thinking and memory that impairs daily 
functioning). A record review of Resident 1's MDS dated [DATE] revealed the resident required substantial 
assistance (helper provides more than half the effort) with personal hygiene, eating and oral hygiene and 
requires the assistance of 2 or more helpers for toileting, bathing, and dressing. Resident was always 
incontinent of bowel and frequently incontinent of urine.An observation on 11/18/2025 at 3:15 PM of 
peri-care performed by NA-C and NA-D for Resident 1 revealed the following: NA-D knocked on the door 
and both NA's used hand sanitizer before they entered Resident 1's room. Both NA's donned gloves. 
Resident 1 was wearing a pullup brief (disposable underwear resembling regular underwear, requiring them 
to be pulled up). NA-C separated the pullup at the waist and rolled the front of the brief down to expose the 
genitals. NA-D handed a personal care wipe to NA-C, and they wiped the residents peri area from front to 
back, using two separate wipes. NA-D used a separate wipe to wipe Resident 1's groin creases. Then both 
NA's used their gloved hands to guide the resident to turn towards the window. NA-D used several wipes to 
clean stool from the residents buttocks, discarding each one after one use. When Resident 1 was clean, both 
NA's placed a clean pullup on the resident and replaced the residents' bedcovers. NA-D returned the side 
table to the side of the bed. Both NA's discarded their gloves and exited the room. Neither NA C or NA D 
used hand sanitizer or changed gloves during the time they spent in the residents room providing care.An 
interview on 11/18/2025 at 4:20 PM with NA-C confirmed they should have used hand sanitizer or washed 
their hands before and after donning gloves. An interview on 11/18/2025 at 4:20 PM with NA-D confirmed 
they should have used hand sanitizer or washed their hands before and after donning gloves. An interview 
with the Director of Nursing on 11/19/2025 at 11:25 AM confirmed it is an expectation of the facility that the 
NA's will change their gloves during peri-care and that they will use a hand-sanitizer in between or wash their 
hands between glove changes. The DON confirmed the facility does not have a Peri-Care policy.
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