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The facility must require staff to wash their hands All facility staff will wash their hands after
after each direct resident contact for which ' each direct resident contact for which hand
hanfdwe!shlnlg 1S 1r;.dicated by accepted washing is indicated by accepted
professional practce. professional standards. This will be
evidenced by mandatory inservice of all
This REQUIREMENT is not met as evidenced staff on accepted professional standards of
by: hand hygiene and facility policies have
- - - b leted. Hand hygiene will b 11/21/06
Based on observation, staff interview, and policy een completed. Hand hygiene will be
review, the facility failed to ensure staff followed monitored for monthly QI and reported
appropriate hand hygiene practices for 2 of 2 quarterly to the QI committee.
residents following personal care. The findings
were;
1. Observation on 10/27/06 at 10:30 AM showed
certified nurse aide (CNA) #1 provided personal
care for resident #18, cleansing the anal and
perineal areas following bowel movement and
urination. While still wearing the gloves used
when cleaning urine and feces from the resident,
the CNA was observed to touch the hoyer lift, the
resident's bare left leg, sweater, shoulders, arms,
and wheelchair. After removing his gloves, the
CNA placed the incontinence brief on the
resident, handled the lift sling, lift, wheelchair, and
the resident's clothing without washing or
sanitizing his hands. Interview with CNA #1 at
11:14 AM revealed he thought he should wait until
the entire process of cleansing and placing the
incontinence pad on the resident was completed
prior to changing gloves. Interview with the
director of nursing at 11:20 AM revealed he
should have removed his gloves after cleansing
the anal and perineal areas, washed his hands,
and then put on-a-Rew pair of gloves prior to
pushing the hoyer IIft from the bathroom to finish
dressing the resident
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2. On 10/27/06 at 11:00 AM, observation revealed
CNA #2 provided personal care for resident #14.
The following concerns were identified:

a. After completing perineal care, the CNA
removed his gloves and put on a new pair of
gloves without washing or sanitizing his hands
betwesn glovings.

b. After placing the new gloves on his hands,
the CNA picked up the urinary catheter drainage
bag and emptied the contents into the toilet. He
then reached into his left pocket to obtain an
aicohol wipe to cleanse the drainage bag tip while
still wearing the solled gloves, Observation
revealed the pocket contained additional clean
gloves to be used for this resident and others as
well.

Review of the facility policy enfitled,
"Handwashing and Hygiene," dated 10/11/08,
revealed instructions to "Decontaminate hands
after contact with body fluids or excretions, ..."
and "Decontaminate hands if moving from a
contaminated-body site to a clean-body site
during patient care." Review of the facility policy
entitled, "Female Perineal Care," reviewed 2/04,
revealed instructions to "Dispose of your gloves
and wash your hands and put on clean gloves."
after cleansing the perineal area.
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