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Forward
Infection prevention and hand hygiene compliance
have a unique set of challenges in Skilled Nursing
Facilities (SNF) and Long Term Care (LTC). As the
acuity of residents increases, the ultimate goal of
reducing healthcare associated infections (HAIs)
becomes increasingly challenging. For residents
of the SNF or LTC facility, there are special
considerations such as, for most the facility is their
home. The residents are often elderly with weakened
immune systems and chronic medical conditions such
diabetes, cardiac and vascular conditions. Residents
often are transferred between their LTC facility and
an acute care facility as their condition worsens.
These factors are important to consider when
developing an infection control program in a SNF or
LTC facility.
In addition to the human factors of pain and
suffering, and possibly death associated with an
HAI, there are also the financial implications of
having residents with HAIs. Non-reimbursement
for preventable events such as HAIs have become
common in the healthcare arena. Acute care

facilities are no longer reimbursed for readmissions
within 30 days after discharge from the hospital, so
they will be discerning as to where their patients
are discharged, and will know the infection rates,
readmission rates and reputation of the SNF or LTC
facility. Looking at these ratings is also important
to family members as they participate in selecting
the right facility for their loved ones. LTCs and SNFs
cannot afford to have residents acquiring HAIs. The
easiest way to minimize HAIs is to promote a robust
hand hygiene program.
This paper focuses on one of the pillars of an
infection control program: Hand Hygiene. The Center
for Disease Control and Prevention identify hand
hygiene as the number one thing a healthcare worker
can do to prevent the spread of infection. Many
different aspects of hand hygiene will be discussed,
including measuring hand hygiene compliance,
how pathogens are spread on hands, and special
considerations in the Long Term Care setting.
Jane Kirk, MSN, RN, CIC

Introduction

Technology-Enabled Observation

Hand hygiene has been the cornerstone of infection prevention
for over 150 years.1 Hands of health care workers (HCWs) have
been implicated in infection transmission in all health care
settings.2 Despite efforts to increase hand hygiene practices,
compliance remains poor. Smith, Carusone, and Loeb reported
a hand hygiene compliance rate of 14.7% in one nursing home
observational study.3 The Centers for Medicare and Medicaid
Services (CMS) conduct annual inspections of skilled nursing
facilities. From 2000-2009 almost 9% of all nursing homes
in the United States received a deficiency citation for hand
hygiene during their annual inspection.4 Most hand hygiene
deficiencies (66.3%) were cited at a level “D”, which was an
infraction that had the potential for more than minimal harm
and was infrequently observed.4

Technology can accompany hand hygiene observations to
make the process easier. One example is using a downloadable
application to count and record hand hygiene observations and
to create reports. A touch screen interface allows one to record
observations, and when finished, e-mails the resulting commaseparated value file for easy analysis.11 These applications can
be downloaded on an iPhone® or iPad®, and the hand held
device can be carried by the observer. An ongoing report of
compliance rates is generated by the application, and this
reduces the time spent tallying and creating a hand hygiene
report.

Barriers to hand hygiene compliance include lack of access to
hand washing sinks, insufficient time, skin irritation, ignorance
about the problem, individual preferences, and poor habits.5
Low staffing levels were associated with receiving a deficiency
citation for hand hygiene in nursing homes.4 One intervention
to increase hand hygiene compliance was the availability of
hand hygiene products.5

A combination of education, behavioral feedback and

A multidisciplinary approach to reduce the risk of infection
transmission through hand hygiene is needed. A combination
of education, feedback, and availability of supplies has been
successful.6 In a survey of nursing home staff, only about 80%
thought hand hygiene was useful despite the overwhelming
evidence supporting the need for better hand hygiene
practives.7 Many other misperceptions about hand hygiene
were identified in this study. There is a continued need to
provide education to direct care givers regarding when and
how to clean hands in a healthcare setting.
Nursing assistants have the most frequent physical contact with
the resident.8 Focused education provided to this target group
improved tested knowledge and hand hygiene compliance
while reducing infection rates.8 The hand hygiene bundle
promoted by the Institute for Healthcare Improvement (IHI)
has five components: demonstrate knowledge, demonstrate
competency, enable staff, monitor compliance, and provide
feedback.9 This paper focuses on enabling the staff. The
IHI recommends placing hand sanitizer dispensers near the
point of care.9 This intervention alone was associated with an
increase in health care worker hand hygiene compliance and
has been repeatedly associated with increases in hand hygiene
compliance, reduction in infections and antibiotic usage.9

The multidisciplinary approach to reduce the risk of
infection transmission through hand hygiene is needed.
availability of supplies has been successful.

Hand Contamination
Contaminated hands are a vector for pathogens. CMS
requires healthcare workers to perform hand hygiene when
providing direct care. Healthcare workers’ hands can become
contaminated with common pathogens including MRSA
and Clostridium difficile after contact with patients and their
environment.10,11 Numerous studies have shown effective hand
decontamination with proper application of alcohol-based
hand sanitizer. One Swedish study demonstrated a reduction
of bacteria on the hands of hospitalized patients through
application of alcohol-based hand sanitizer.12 However, new
evidence illustrates the impact of resident hand hygiene in
skilled nursing facilities (SNF) and proves the need for further
research in this area has been recognized.13

Considerations in Long Term Care
The culture in long term care is to provide care in a homelike setting and to avoid institutional influences whenever
possible. Relationships between residents and staff may be
closer than in acute care due to time spent together, the
nature of activities, and the care provided. Often residents of
skilled nursing facilities require assistance with hand washing
as a part of their own personal hygiene, especially before
eating and after toileting. Residents with dementia, cognitive
impairment, and functional decline, present further challenges

to caregivers when demonstrating hand hygiene. These barriers
can be addressed through education, product availability, visual
cues, and feedback, but staff must be engaged to ensure a
sustained improvement.14 Schweon, Edmunds, Kirk, Rowland,
and Acosta found that a facility hand hygiene program that
involved resident participation resulted in improved compliance
and lower infection rates.15 One component of the program
was provision of hand wipes in group dining rooms and on
meal trays. Residents were educated about hand hygiene and
were assisted with hand hygiene when needed. Signage was
also posted throughout the facility, including the recognition
of a facility champion. A new champion was recognized each
month and these familiar faces were publicized on a rotational
basis. Resident involvement was a core component of this
successful program.

Improving Compliance with Hand Hygiene
Even when commonly recognized barriers are addressed, hand
hygiene compliance in long term care remains challenging.
The World Health Organization (WHO) endorses patient
involvement as an important component of a hand hygiene
improvement program. Patients must be empowered
to participate through education, skills training, and an
environment that is conducive to partnership with the

with CDC and WHO guidelines. Hand hygiene techniques
can be taught through live or videotaped demonstrations;
interactive education using ultraviolet light and fluorescent dye
can also be effective.9 These strategies may be adapted to train
residents in hand washing skills.

Point of Care Hand Hygiene
Federal tag 441 requires that a skilled nursing facility have an
infection control program that includes hand hygiene.18 When
developing the hand hygiene program in a skilled nursing
facility, point of care hand hygiene should be considered
as an important component. Point of care hand hygiene is
defined as the location where three elements come together:
the resident, the healthcare worker (HCW), and the care
of treatment involving contact with the resident or the
resident’s surroundings.16 The point of care is where the HCW
is in contact with the resident for medical and nursing care
purposes.17 The resident and the room environment represent
the patient zone. The patient zone is defined as including the
resident and some surfaces/items in his/her surroundings that
are temporarily and exclusively dedicated to him/her (i.e. all
inanimate surfaces touched by or in direct physical contact with
the patient and touched by the HCW while providing care),
including the patient’s personal belongings.19

Table 1. Potential strategies to overcome barriers in hand hygiene compliance. Adapted from CDC Guideline for Hand Hygiene in Health Care Settings, 2002.17
Potential Strategies to Overcome Hand Hygiene Barriers
Barriers

Strategies

Hand hygiene causes dry skin and irritation

Involve staff in product selection, provide hand lotion

Sinks, soap and paper towels not available

Increase availability by providing alcohol based hand rub

Hand hygiene interferes with resident-staff relationship

Foster resident empowerment in hand hygiene program

Too busy / understaffed

Provide sufficient staffing and convenient placement of hand hygiene supplies

Low perceived risk of infection

Education about risks among LTC population

Not thinking about it /forgetfulness

Visual cues, signage, awareness programs

healthcare workers.16 There are many educational tools
available to enhance hand hygiene education of both residents
and staff. For example, visual cueing can be accomplished
though signage and strategic placement of dispensers in hightraffic areas such as entrances to the building, dining rooms,
and activity rooms. Wall-mounted sanitizer dispensers must
be placed at a height accessible to both residents and staff.
The dispensers should be mounted away from hand washing
sinks in order to increase the number of hand hygiene stations
available.17 Stationary dispensers or personal containers should
also be available at the point of care to facilitate compliance

Approximately 15% of all nursing homes received a
deficiency citation for FTag 441, and specifically hand
hygiene, was the most cited failure in CMS audits from
2000-2007.

When considering the skilled nursing facility environment,
point of care hand hygiene is a logical solution that solves
the barrier to compliance when hand hygiene materials are
not within the caregiver’s reach. Skilled nursing facilities are
required to provide socialization for residents often including

group activities in communal settings.18 Occupational and
physical therapy are vital for maintaining or restoring physical
and mental function, but also increase the risk for person-toperson transmission. In addition there may be exposure to
contaminated environmental surfaces, such as the equipment
found in the physical therapy department.20 Access to hand
hygiene materials may be easier to use if they are located within
reach of the care being provided rather than at the entrance to
the room. On a typical day in a long term care facility, the goal
would be to get the resident out of their room. The resident
will need medications and the nurse will usually deliver them
from the medication cart. Obviously the nurse will want to
perform hand hygiene between each resident. Rather than
having to walk away from the cart to the nearest sink or wall
dispenser, it makes sense to have the necessary products for
hand hygiene on the medication cart or in the nurse’s pocket.
A point of care solution would be within reach for the
caregiver and decreases chances of contaminated hands
touching the resident.

When a resident needs care and the nursing staff performs
hand hygiene at the entrance to the room, they may
contaminate their hands before they touch the resident. A point
of care solution would be within reach for the caregiver and
decrease chances of contaminated hands touching the resident.
According to the WHO, hand hygiene efficacy depends on the
environmental contamination.21 When shared medical devices
and equipment are not cleaned and decontaminated after
each use, hand hygiene cannot be expected to compensate for
failure to comply with these procedures on a regular basis.19 For
this reason policies for equipment and environmental cleaning
must be clear and monitoring must be done to assure that they
are followed. When hand hygiene is performed at the point of
care it eliminates contact with the environment and reduces the
chance of hand contamination.
Increased awareness of the importance of point of care as
a strategy to improve hand hygiene is key to its adoption
in clinical practice. In order to adopt a point of care hand
hygiene model, HCWs must understand the concept of the
patient zone and the relationship between residents, HCWs,
and the resident’s environment. Particular attention should be
given to frontline caregivers, nurses, and other professionals.
Residents and visitors should be included in efforts to promote
hand hygiene at the point of care.22 Healthcare administrators
also should be informed of the adoption of a point of care

hand hygiene program as a standard of care and its role in
preventing healthcare associated infection.
The evidence illustrates that a complete hand hygiene program
can deliver the type of results seen in other studies and help
result in successful CMS audits by complying with Ftag 441
requirements. Ultimately the goal of a robust hand hygiene
program is to reduce healthcare associated infections , and help
improve the quality of life for residents, making the SNF/LTC
facility a preferred facility for hospitals to refer their patient to
without fear of readmission related to infections.
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