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So Very Close!!!
You Have Worked SO 
Hard!!



So What is 
the Vaccine?
https://youtu.be/6EV4hQz
CbJA

https://youtu.be/6EV4hQzCbJA




Vaccinations

https://www.immunize.org/

https://www.immunize.org/




Don’t forget other germs!
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Background
• Patient care requires human touch 

• Healthcare personnel (HCP) frequently wear exam gloves during 
patient care to protect themselves from blood, body fluids, and other 
potentially infectious materials that may contain pathogens

• Gloves protect HCP and patients when used correctly

• When HCP use gloves inappropriately they may spread pathogens and 
increasing the risk of Healthcare Associated Infections (HAI)

• Goal is to describe how HCP use gloves during Standard Precautions 
using a reliable Glove Use Surveillance Tool (GUST)©2015 

Barbara Fassbinder1953-1994
Source: www.workingnurse.com



Methods
• Cross sectional descriptive design in one Midwestern skilled 

long term care facility 

• Describe inappropriate glove use

• Explore if specific HCP characteristics or patient care event 
characteristics impact HCP glove use

• PI observed 76 HCP perform 76 patient care events

• Utilized 74 certified nursing assistant (CNA) observations for first paper

• Test reliability of the GUST

• PI and one of 11 trained observers watched 44 HCP perform 61 
patient care events 
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The Five Facets of Glove Use 
© 2015

1. Touch Points (Gloved and Bare-Handed)  

2. Gloved Touch Points

3. Glove Change Points

4. Actual Glove Changes

5. Glove Changes at a Glove Change Point



The Two Indicators of 
Inappropriate Glove Use 

© 2015

1. Failed Glove Changes

2. Contaminated Touch Points



Aim One
Describe the degree of inappropriate 
HCP glove use during toileting and 

perineal care events

•Observed 74 CNAs and two RNs

•Used CNA observations for first paper

•CNAs failed to change gloves 66% of the time 
when a glove change was indicated

•Over 44% of the CNAs’ gloved touch points were 
defined as contaminated



Five Facets of CNA Glove Use

2213 Total Touch 
Points

1774 Gloved Touch 
Points

339 Glove Change Points

160 Actual Glove 
Changes

111 Glove Changes at a 
Glove Change Point



Two Indicators of Inappropriate CNA 
Glove Use

227 Failed or 
Misplaced Glove 

Changes

782 Contaminated 
Touch Points
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Aim Two
Determine the reliability of the 

Glove Use Surveillance Tool (GUST)

• Trained observers watching primarily CNAs in one LTCF

• Intraclass correlation coefficients (ICC, 2, 1) over 0.75 for 
six out of seven indicators of glove use

• GUST was shown to be a reliable tool in this study



The Two Indicators 
of Inappropriate Glove Use

aICC 

(2, 1)
95% CI

Lower Bound Upper Bound

Failed Glove 

Changes 0.79 0.67 0.87

Contaminated 

Touch Points 0.78 0.64 0.87



Aim Three

Explore selected HCP and 

patient care event characteristics

• There was a significant difference between inappropriate 
glove use by females and males in this study

• Female HCP had significantly more failed glove changes 
and contaminated touch points than male HCP in this 
study (p=0.003)



Exploratory Analysis
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Conclusions
• Gloves have been shown to be a powerful tool for 

protecting both HCP and patients 

• If HCP continue to use gloves after touching surfaces with 
blood, body fluids or other potentially infectious materials, 
they may cross contaminate between patients and the 
healthcare environment

• CNAs used gloves inappropriately in 83% of the patient care 
events in this study

• The GUST was shown to be a reliable tool in this study



Future Steps
• Glove use is an under-examined phenomenon

• Missing link in cross contamination of healthcare environment? 

• More study is needed about how and why CNAs and other 
HCP use gloves 

• Remove barriers to proper glove use 

• Develop effective training and monitoring systems 

• The goal is cost effective, evidence-based interventions to 
prevent healthcare associated infections



Transfers and Handoffs

• The transfer of essential information 

• Responsibility for care of the resident from one health care provider to 
another 

• An effective handoff supports the transition of critical information and 
continuity of care and treatment 

• The Institute of Medicine (IOM): “it is in inadequate handoffs that safety 
often fails first”

Institute of Medicine, 2001 (p. 45)
Friesen MA, White SV, Byers JF. Handoffs: Implications for Nurses. 2008



Joint Commission, National Patient Safety 
Goals Hospital Program

• Interactive communications allowing questioning

• Up-to-date information regarding the resident’s care, treatment and services, 
condition, and any recent or anticipated changes

• A process for verification of the received information, including repeat-back 
or read-back, as appropriate

• An opportunity for the receiver of the handoff information to review relevant 
patient historical data, which may include previous care, treatment, and 
services

• Interruptions during handoffs are limited to minimize the possibility that 
information would fail to be conveyed or would be forgotten



Institute for Healthcare Improvement SBAR

• S = Situation (a concise statement of the problem)

• B = Background (pertinent and brief information related to the 
situation)

• A = Assessment (analysis and considerations of options—what you 
found/think)

• R = Recommendation (action requested/recommended—what you 
want

Monsees EA, Tamma PD, Cosgrove SE, et al. Integrating bedside nurses into antibiotic stewardship: A practical approach. 
Infect. Control Hosp Epidemiol. 2019 May;40(5):579—584.doi: 10.1017/ice.2018.362.



https://www.cdc.gov/hai/pdfs/toolkits/Interfacility-IC-Transfer-Form-508.pdf



https://www.cdc.gov/hai/pdfs/toolkits/Interfacility-IC-Transfer-Form-508.pdf







Local Health 
Departments 
are 
Lifesavers!



Deborah.Burdsall@illinois.gov


