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from direct contact with residents or their food, if
direct contact will transmit the diseass.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens
Personnsi must handte slore, process and
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F 000 i INITIAL COMMENTS FOO0| The licensed nurse (#1) identified was | 3/21/201)
immediately provided 1:1 education on
The survey was done on 2/15-17/2011 and February 15, 2011 by the Director of
03/02-03/2011. Tag F441 was amended and the Nursing (DON} regarding the importance
scopa and severity was changed to "J". of cleaning fmd disinfecting glucometers
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441| between residents and the procedure for
88=J | SPREAD, LINENS cleaning and disinfecting a glucometer
between residents. Following the 1:1
The facility must establish and maintain an education, the licensed nurse (#1) was
Infection Control Program designed to provide a observed by the Director of Nursing for
safe, sanitary and comfortable environment gnc‘l compliance with the procedure, on
to hfalp prevent ‘the d.evelopment and transmission February 15, 2011. At the time no
of disease and infection. residents were specifically identified:
therefore, resident specific actions were
{a} Infection Control Program not : . e
The facility must establish an Infection Control o -p0351ble‘ at tl-zat time.  The fe_acnhty
S learned the identity of the two residents
Program under which it - on March 3. 2011, Neitl id
(1) Investigates, controls, and prevents infections 2 - Neither resident GB
in the facility; nor resident HF currently has any blood
(2} Decides what procedures, such as isolation, gf’me d]sease listed on their Cumulat'ive
should be applied to an individual resident; and lagnosis sheet. Resident GB was being
(3) Maintains a record of incidents and corrective treated by an antibacterial medication for
actions related to infections. an upper respiratory infection at the time
of the survey. Resident HF did not have
{b) Preventing Spread of Infection a}:ly blood borne diseases at the time of
(1) When the Infection Contro! Program the survey. Resident GB has a planned
determines that a resident needs isolation to discharge on March 4, 2011.
prevent he spread of infection, the facility must
isolate the resident. The noted linen was immediately
{2) The fgciiity must prohib.it employees with a removed from the floor, The responsible
communicable disease or Infected skin lesions certificd nursing  assistant  received 3721201

immediate re-education regarding the

facility policy with “handling and
transporting linen”. Nursing
Administration made comprehensive

facility rounds immediately fo identify
any other potential deficient linen
handling and transport practices; none
welenoted

LABORATORY DIRECTOR'S OR PW RESENTATIVE'S SIGNATURE

/45/”’/;“:3 fro4d -

S

Any deficiency staternent endlng with aﬁ/ asterisk {*} denotes a deficlency which the institulion may be excused from correcting providing it Is determined that
other safeguards providae sufficlant protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whethaer or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabla 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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F 441} Continued From page 1 FA4411  Diabetic residents with orders for blood
transport finens so as to prevent the spread of glucose monitoring through the use of a 3212011
infection. glucometer have the potential to be
affected by the same alleged deficient
practice. There were no other residents at
. . . the time of the survey who were showing
g;:fs REQUIREMENT s not met as evidsnced signs and symptoms of abnormaf‘blond
Based on observation, record review and staff Sugas: In ﬂ.] © event that we identify
interviews, the facllity failed to clean and disinfect residents with signs and symptoms of
a glucometer that was shared between 2 of 14 abnormal blood sugars we would notify
sampled residents (resident # 8, #25) observed fhe nhvsnc:z.m for further instructions and
receiving blood glucose monitoring. The facility implement instructions if ordered. The
did not have a written policy and procedure on care plans and cardexes would be
how to clean and disinfact a glucometer that was updated as appropriate.
being shared between residents in the facility.
The facility failed to handle finen to prevent the A chart audit was completed by the
spread of infection in 1 of 14 rooms on the 500 DON, Unit Managers andfor the Staff 3212011
hall (room #513). Development Coordinator (SDC) to
identify residents who have physicians’
If;)% Imaefiri:lefkfe?pwafdy be?an 02 2ff 1{?;' 11 at orders for blood glucose monitoring. The
:00 PM. The facllity was informed of the audit was completed by February 15,
et U 2011, oy g 4) s ety
6:23PM, after the facility provided a credible znsr‘i(:\lggﬂi: ;I:E];tfac'lllig gg; :g:m;g;c:
allagation of compliance. The facility remained ; . .
out%f comp!iancepat a scope and se‘(ferity tevel D demgnated admmlst.tatwe _nurse \_wil
{no actual harm with the potential for more than continue, on an on,gomg be_:sns, fo review
minimal harm that is not immediate jeopardy) for all new phy sicians orders in the morning
the facility to complete employee training and to meeting, daily, Monday through Friday,
monitor its corractive action for glucometer use to  identify ad(_iltlona.i res1.dent3. The
and handling linen properly. weekend supervisor will review all new
orders to identify whether clarifications
Findings includs: are necessary and to identify any
residents who are to be monitored for
1. The (name brand) Blood Glucose Monitoring changes in blood glucose levels.
System User’ Guide read in part: "Cleaning Your
Monitor...Healthcare professionals: Acceptable
cleaning solutions include 10% Bleach, 70%
Alcohal, or 10% Ammonia.” The User's Guide did
FORM CMS-2567{02-99) Pravious Viersions Obsolete Event ID:SELHN Faciiity ID: 922984 |f continuation sheet Page 2 of 156
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F 441 | Continued From page 2 F 441 ) . X
not indicate how o disinfect the glucometer. Om Sys.tem for cleanmg. and 32172011
Alcohol is not considered an EPA (environmental disinfecting glucometers is as
protection agency) approved 'disinfectant.’ follows:
The labet of {name brand) Germicidai Disposable i, Glucometers are to be cleaned and
Wipe, an EPA approved disinfectant, purple disinfected in between residents
topped canister, read in part: "To Disinfect and 2. Glucometer cleaning and
Deodorize: To disinfect nonfood contact surfaces disinfecting is to be completed using
only: Use a wipe to remove heavy soll. Unfold a “Sani-Cloth Wipes” an EPA -Registered
clean wipe and thoroughly wet surface. Treated Hosbi ‘. . ’
ISR ospital-Grade Disinfectant Wipes
surface must remain visibly wet for a full two (2} 3 The Glucometer is to be wined off
minutes. Use additional wipe(s) if needed to ", . . p
assure continuous two (2) minute wet contact using the: Sani-Cloth Wlpe
fime. Let air dry." 4,  Using a clean wipe the glucometer
is to be wrapped for a period of 2
The Center for Dissase Control {CDC) and minutes i _
Prevention Guidelines for Glucose Monitoring 5. Remove the wipe after 2 minutes
read in part; “Any time blood glucose monitoring and allow to air dry before utilizing
equipment is shared between individuals there is again.
a risk of iransmitting viral hepatitis and other
blood borne pathogens.” The facility and Company
- representatives are reviewing whether to
The CDG "Recommended Infaction Control and purchase individual glucometers. The
Safe Injeclion Practices {o Prevent Vice President of Purchasing is in the
Patiant-to-Patient Transmission of Bloodborne process of discussing options with the
Pathogens” read in part: "Environmental surfaces glucometer vendor.
such as glucometers should be decontaminated
regularly and anytime contamination with blood or
body fluids cccurs or is suspected. Glucometers
should be assigned to individual patients. Ifa
glucometer that has been used for one patient
must be reused for another patient, the device
must be cleaned and disinfected.”
Accu-check or fingerstick blood sugar (FSBS)
tests involve sticking a resident's finger with a
lancat to obtain a blood sample, which is then
placed an a stip. The strip goes into a glucose
meter that reads the blood sugar level.
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Resident #25 was admitted to the facility on
1/22107 with multiple diagnoses including
diabetes. Record review of the resident's clinical
record ravealed physician orders dated 2/9/11 for
FSBS BID {twice daily). Resident #8 was
admitted to the facility on 8/19/10 with multiple
diagnoses including diabetes. Record review of
the resident's clinical record revealed physician
orders dated 8/19/10 for FSBS ac (before meals)
& hs {at bedtime;).

During an observation of a medication pass on
02/45/11 at 4:00 P.M., the medication nurse
(nurse #3) entered Resident #25's room, donned
gloves and did a fingerstick. Nurse #3 then
discarded the tancet, took off the gloves, and
moved the medication cart to the opposite side of
the hall to administer medications and do a
fingerstick on Resident #8. She donned gloves in
Resident #8's room, did a fingerstick with the
same glucometer she used for Resident # 25 and
returned to tha cart to dispose of the lancet. The
glucometer was not cleaned and disinfected
between use for Resident # 25 and #8. After she
finished doing the fingerstick on Resident # 8,
nurse #3 retrieved an alcohol pad from the cart
and cleaned the surface of the giucometer.

In a telephone Interview on 3/3/11 at 4:65PM,
nurse #3 stated she had worked at the facility
since June 2010 as a prn (as needed) employes.
Nurse #3 stated her schedule varied due %o her
other full time job. Nurse #3 stated she received
training during employee orientation and with the
staff on the floor. Nurse #3 stated she was
trained by the floor nurse to clean the giucometer
with alcoho! batween residents. Nurse #3 stated
she may have missed cleaning the glucometer
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F 441 | Continued From page 3 F 444

Beginning on February 135, 2011
licensed nurses were provided
mandatory education by the SDC
or the DON regarding glucometer
cleansing and disinfection.
Licensed nurses were educated
prior to the beginning of their next
scheduled shift. Ticensed nutses
who have not been scheduled to
work since February 15, 2011 will
be required to attend the
mandatory education prior to
beginning their next scheduled
shift. The content of the
mandatory education conducted
included the procedure described
above,

32172011

The SDC will re-educate all
nursing staff on the facility policy | 32172011
regarding “handling and
transporting linen t o include, not
placing linen on  floot,
handwashing, bagging linen,
transportation to soiled linen
areas, efc.”.
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F 441 Continued From page 4 F 441 Ongoing education will be provided to
one time c_iuring the med pass observation on the licensed nurses by the Staff
2115/11 with the state surveyor. She stated after Development Coordinator (SDC) based
the med pass observation on 2/15/11, she was on our systems and policies for cleaning
mgemced to clean gnfi disinfect Phe glucometer and disinfecting glucometers and on any 32172011
with (name brand) disinfectant wipes from the ) : .
i . relevant sections of the guidance
| purpte topped canister. Nurse #3 stated she did rovided by the State (“Best Practices
not recall receiving any inservices on glucometers pGl _y,, by Kar h ces-
since her orientation until 2/15/11. Nurse #3 ucometers” by Karen Hoffman of the
stated she was now aware the policy was to use Statewide Program for Infect,l,on Control
the wipes to disinfect the glucometer, wrap it in and Epidemiology (SPICE)). Licensed
another wipe for two minutes, and then let it air nurses, including as needed nurses and
dry. She stated the glucomster should be agency nurses, will not be permitted to
disinfected between each resident. assume floor responsibilities until such
training is completed.
Record review of nurse #3's January 2011 and
February 2011 time record revealed she worked Education regarding glucometer cleaning
on 4/8/11, 1/23/11, 1/26/11, 2/2/11, 246111, and disinfecting and medication pass | 3/21/201
2/15/11, and 2/25/11. observation is a part of the facility’s new '
hire orientation.
Record review of nurse #3's training record
revealed she completed courses entitled
Bloodborne Pathogens and Infection Control on
6/22/10, and infection Control on 10/29/10. The
Staff Development Coordinator (SDC) could
provide no written documentation that the courses
included training on the proper use, cleaning, and
disinfection of glucometers.
Record review of the attendance record of an
Inservice Report entitled Disinfection of
Glucometers, dated 2/10/11, 2/11/41, and 2/12/'1
revealed nurse #3 did not attend.
In an interview on 37311 at 1:44PM, the Director
of Nursing (DON) stated nurse #3 did not attend
the inservices on glucometers 2/10/11, 2/11/41,
or 2/12/11. She stated nurse #3 was a prnnurse.
She stated nurse #3 worked another full-time job
and was unavailable to attend on those days.
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Fa41 g:“““;‘;d *:rf”; page 5 lowed fo skt FA411 Administrative  nutsing  staff
o DON stated no one was allowed to work the : :
floor or on the cart without going through the mcl}ldlng the DON, SDC,
orientation process. She stated orientation Resident ~ Care  Management
included education on infection controf and the Director (RCMD) and / or the RN 3212011
proper use of glucometers. She stated nurse #3 Supervisor continue to conduct
was inserviced on glucometer use on 2/16/11. medication pass observations with
In an interview with the DON and Administrator licensed nurses to verify/validate
on 02/16/11 at 11:30 AM, the events of the entire compliance  with  glucometer
medication pass were reviewed. The DON stated cleaning and disinfection after
the facility had purchased canisters of disinfectant s e
wipes and she had done the in-service on the use s us.e. Adl:ﬂ;mshatwe nursing staff
of the towelsttes. Staff was to wipe the outside of will continue to conduct quarterly
the glucometer on returning to the cart and then medication administration
wrap the glucometer in the towslette wipes for 2-5 observations of 2 nurses weekly
minutes. The DON indicated that they were for iod of 1 h th
currentiy using the red topped canister and the or a period o . montn, then
waiting period was 5 minutes. However the quarterty for a period of 3 months.
facility ordered purple topped canisters. The Additional training will be
wipes in the purple canister would disinfect conducted as needed based on the
inanimate objects In two minutes so that the ) . . .
medication passes could go faster. ‘[lenc‘ls ] identified during
medication pass observation and
in an interview on 3/2/11 at 2:22 PM, the SDC the facility’s monthly infection
stated nurse #3 was hired on 6/22/10 and worked analysis. The DON, and nurse
on a prn basis at least once every two weeks. SR i . .
The SDC stated, upon hire, she trained nurse #3 administrative team, will audit
for two days during erientation. She stated nurse facility corridors as well as
#3 received additional training from the nursing resident rooms 3 times a week for
staff on the floor for five days. The SDC stated .
the training included infection control and the four weeks then Wf.:ekly .f01 3
proper use, cleaning, and disinfecting of months to ensure linen is not
glucometers. She stated the glucometer training deficiently stored.
was repeated at least every six menths for all
staff. The SDC stated she had trained nurse #3
and expected her to follow proper procedure for
disinfecting the glucometer between residents.
She stated the proper procedure for cleaning and
disinfecting glucometers was to clean the
FORM C35-2567(02.99) Previous Versions Obsolote Event 1D:9ELH1 Facllty iD: 922984 If continuation sheat Page 6 of 15
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glucometer with a (name brand} disinfectant wipe
in the purple topped canister, discard the used
wipe, wrap the glucomneter with another wipe for
two minutes, and then let the glucometer air dry.
She stated this procedure was to be followed
after use for each resident. She stated the
pharmacy had completed medication pass
observations of the nursing staff at least twice
since June 2010, but was unsure if any
observations of nurse #3 had besn donsa, She
stafed she was not aware if anyone else cbserved
medication pass. She stated the pharmacy sent
the results of medication pass cbhservations to the
DON.

In an interview on 3/2/11 at 5:35PM, the DON
stated all new staff were trained during orientation
by the SDC. She stated existing staff were
inserviced by the SDC at least every quarter. She
stated the SDC and nurse consultant conducted
medication pass observations during orientation.
She stated the frequency of med pass
observations after orlentation depended on the
staff's knowledge base. She stated existing staff
were observed at least once quarterly. She
stated monitoring of FSBS and the proper use of
glucometers was part of medication pass
observations. The DON stated she recsived the
rasuifs of medication pass observations and a
copy also want to the administrator. The DON
stated nurse #3 last worked on 2/15/11 and was
not on the current scheduls. She stated nurse #3
had been inservicad regarding proper use of
glucometers on 2/15/11 after the medication pass
cbservation with the state surveyor. She stated
nurse #3 had been inserviced several times since
hired in June 2010. The DON stated there was
no written facility policy or protocol regarding
FSBS monitoring, glucometer use, and related

FORM CMS-256702-98) Previous Versions Obsolate Event {:SELH{1
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F 441 Continued From page 6 F441| The Quality Assessment and

Assurance (QA&A) Committee
met on March 2, 2011 to go over
the findings that were presented

‘on March 2, 2011, The Medical (3212011 .

Director was involved with this
discussion. The Quality
Assessment  and  Assurance
Committee approved this plan
during the March 2, 2011
meeting. The QA&A Committee
will reyiew the plan related to
Infectioni Prevention Practices

specifically glucometer cleaning
and disinfecting, weekly for a
period of 4 weeks, then monthly
for a period of 2 months. The
Committee will evaluate the
effectiveness of the plan and
adjust the plan as necessary based
on identified trends. Trends
related to general Infection
Prevention Practices will be
reviewed by the QA&A
Committee in the QA& A meeting
monthly for a period of 3 months,
The Regional Vice President of
Operations, Regional Clinical
Director, Division Director of
Clinical  Services or other
Region/Division team member
will review the Committee’s

minutes and plans developed to
ensure compliance and to assist
with further development of the
Committee as needed.
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F 441

Conlinued From page 7

infection control issues. The DON stated she
expected the staff to clean and disinfect the
glucometers between each resident.

In an interview on 3/2/11 at 5:52PM, the
Administrator stated there was no written facifity
policy or protocol regarding glucometer use. He
stated the facility policy was to use the (name
brand) disinfectant wipes, which were approved
by the CDC and the manufacturer of the
glucometer. He stated the policy was for the staff
to wipe the glucometer with the disinfectant wips,
discard the wipe, wrap the glucometer with
another wipe, let sit for two minutes, and then let
dry. He stated "this should be done between
each resident.” He stated the SDC frained the
staff regarding glucometer use when they were
hired and repeated the inservices quarterly. He
stated the nursing staff was monitored by the
administrative staff and SDC. He stated the
pharmacist and nurse consuitant also conducted
medication pass observations, which included
monitoring for proper glucomseter Use and
infection control, He stated the DON spoke with
nurse #3 about cleaning and disinfecting the
glucometer on 2/15/11 after the medication pass
observation by the state surveyor. He stated
nurse #3 was also inserviced that same day by
the SDC. He stated nurse #3 had been
inserviced several times since her hire.

In an interview on 3/3/11 at 9:40AM, the DON
stated she had reviewed the medication pass
observation reports and there was no written
record that observations had been conducted for
nurse #3.

In a telephone interview on 313411 at 10:31AM,
the Nurse Consultant stated she completed

F 441
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medication pass observations at least quarterly,
every other month if her schedule permitted. She
stated the DON would tell her who to observe.
The Nurse Consultant stated she also did some
random observations and tried to observe the
part-time staff. She stated individual medication
pass forms were completed for each nurse
abserved. She stated the completed forms went
to the DON. The Nurse Consuitant stated she
watched some FSBS monitoring during
medication passes, but "not a lot.” She stated
she observed the staff to see if the glucometers
were cleaned and disinfected with each use. She
stated the glucometers should be cleaned and
disinfected per facility policy and current
guidelines. The Nurse Consultant didn't recall if
she had observed nurse #3.

The Administrator was notified of the immediate
Jeopardy on 3/2/11 at 6:25PM. The facility
provided a credible allegation of compliance on
3/3/11 at 5:55 PM. The allegation of compliance
indicated:

Specific Resident(s) identified to be affected by
the alleged defictent praclice.

The licensed nurse (#1) identified was
immediately provided 1:1 education on February
16, 2011 by the Director of Nursing (DON)
regarding the importance of cleaning glucometers
hetween residents and the procedure for cleaning
and disinfecting a glucometer betwesn residents.
Following the 1:1 education, the licensed nurse
(#1) was observed by the Director of Nursing for
compliance with the procedure, on February 15,
2011, At the time no residents were specifically
identified; thersfore, resident spacific actions
were not possible at this time.
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The facility lsarned the identity of the two
residents on March 3, 2011, Neither resident #8
nor resident #25 currently has any bloodborne
disease listed on their cummulative diagnosis
sheet.

Resident #8 was being treated by an antibacterial
medication for an upper respiratory infection at
the lime of the survey., Resident #25 did not
have any blood bome diseases at the time of the
survey. Resident #8 has a planned discharge on
March 4, 2011,

Resldents with the potential to be affected by the
alleged deficient practice

Diabetic residents with orders for blood glucose
monitoring through the use of a glucometer have
the potential to be affected by the same alleged
deficlent practice. There were no other residents
at the time of the survay who were showing signs
and symptoms of abnormal blood sugars. inthe
event that we identify residents with signs and
symptoms of abnormal biood sugars we would
notify the physician for further instructions and
implement instructions if ordered. The care plans
and cardexes would be updated as appropriate.

A chart audit was completed by the DON, Unit
Managers and/or the Staff Davelopment
Coordinatar {SDC} to identify residents who have
physicians' orders for blood giucose monitoring.
The audit was completed by February 15, 2011,
Forty-sight (48) residents currently residing in the
facility were identified during the audit. The DON
or other designated administrative nurse will
continue, on an ongoing basis, to review all new
physicians' orders in the morning meeting, daily,
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Monday through Friday, to identify additional
residents. The weekend supervisor will review all
new orders to identify whether clarifications are
necessary and to identify any residents who are
to be monitored for changes in blood glucose
levels.

Systemic Changes

Our system for cleaning and disinfecting
glucometers is as follows:

1. Glucometers are to be cleaned and
disinfected in between residents

2. Glucometer cleaning and disinfecting are o
be completed using "Sani-Cloth Wipes" an EPA
-Registered, Hospital-Grade Disinfectant Wipes
3. The Glucomster Is to be wiped off using the
Sant-Cloth Wipe

4. Using a clean wipe the glucometer is to be
wrapped for a period of 2 minutes

5. Remove the wipe after 2 minutes and allow to
air dry before utilizing again.

The facility and Company representatives are
reviewing whether to purchase individual
glucometers. The Vice President of Purchasing
is In the process of discussing options with the
glucometer vendor.

Beginning on February 15, 2011 licensed nurses
ware provided mandatory education by the SDC
or the DON regarding glucometer cleansing and
disinfection. Licensed nurses were educated prior
to the beginning of their next scheduled shift.
Licensed nurses who have not been scheduled to
work since February 15, 2011 will be required to
attend the mandatory education prior to beginning
thelr next scheduled shift. The content of the
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mandatory education conducted included the
procedure described above.

Ongoing education will be provided to the
licensed nurses by the Staff Development
Coordinator {SDC) based on our systems and
policies for cleaning and disinfecting glucometers
and on any relevant sections of the guidance
provided by the State {"Best
Practices-Glucometers" of the Statewide Program
for Infection Control and Epidemiology (SPICE)."
Licensed nurses, including as needed nurses and
agency nurses, will not be permitted to assume
floor responsibitities until such training is
completed.

Education regarding glucometer cleaning and
disinfecting and medication pass observation is a
part of the facility's new hire origntation.

Administrative nursing staff including the DON,
SDC, Resident Care Management Director
(RCMD) and /or the RN Supervisor continue to
canduct medication pass observations with
licensed nurses to verify/validate compliance with
glucometer cleaning and disinfection after use.
Administrative nursing staff will continue to
conduct medication administration observations
of 2 nurses weekly for a period of 1 month, then
quarterly for a pericd of 3 months. Additional
training will be conducted as needed based on
the trends identified during medication pass
observation and the facility's monthly infection
analysis.

The Quality Assessment and Assurance {QA&A)
Committee met on March 2, 2011 to go over the
findings that were presented on March 2, 2011.
The Medical Director was involved with this
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discussion. The Quality Assessment and
Assurance Commitiee approved this plan during
the March 2, 2011 meeting. The QA&A
Committee will review the plan related fo Infection
Pravention Practices specifically glucometer
cleaning and disinfecting, weekly for a period of 4
waeks, then monthly for a period of 2 months.
The Committee will evaluate the effectiveness of
the plan and adjust the plan as necessary based
on identified trends. Trends related fo general
infection Prevention Practices will be reviewed by
the QA&A Committee in the QASA mesting
maonthily for a period of 3 months. The Regicnal
Vice President of Operations, Regional Clinical
Director, Division Director of Clinical Services or
other Region/Division team member will review
the Committee ' s minutes and plans developed
to ensure compliance and to assist with further
development of the Committee as needed.

On 3/3/11 at 6:23PM, the credible allegation of
compliance was validated by observations,
interviews, and record review. Interviews of
aursing staff revealed competency in FSBS
monitoring and the proper uss, disinfection, and
storage of glucometers. Observations of FSBS
monitoring were conducted on all halls in the
facility. Observations of 13 nurses performing
FSBS checks revealed glucomelers were
properly cleaned and disinfected. Approved
disinfectant purple top wipes were available on all
medication carts and used by all nursing staff.
The facility provided evidence of in-service
training for all nursing staff, including nurse #3,
regarding cleaning and disinfecting of
glucometers. Review of medication pass
evaluation forms revealed the checkfist now
included glucometer disinfection. Record review
of infection control logs revealed no
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documentation of blood borne pathogens in the
facility. Interviews with the SDC, DON, and
Administrator revealed monitoring tools were in
place and education of the staff was ongoing.
The interviews revealed active and ongoing
maonitoring of policy implementation.

2. The facility's Department Operations policy for
Soiled Linen Collection & Transfer
release/revision dated June 2007 identified, in
part, the following procedures:

Remove seiled linen from resident areas.

Place soiled linen in containers label "soiled
finen."

The facility Inservice Report dated 08/11/10 for an
inservice regarding and enforcing basic infection
control practices was conducted by Registered
Nurse {RN) #1. The Inservice Report identified, in
part and in large caps, the following infection
control practices:

Make sure that no linen is ever placed on the
floor.

Always place linen in a plastic bag and remove
from the room when you exit.

The Attendance Record for the infection controt
practices inservice dated 08/11/10 was signed by
Resident Care Specialist (RCS) #1.

On 02/156M11 at 10:08 AM, a hospital gown, a bed
draw sheet and a protective bed barrier were
cbserved on the floor in the bathroom of room
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#513.

On 021511 at 10:10 AM, the Unit Manager, RN
#2, stated the linen should not be on the floor. RN
#2 stated the linen should be bagged and put in
the soiled linen container. RN #2 idenlified RCS
#1 as lhe care provider.

On 02/15M1 at 10:15 AM, RCS #1 was observed
in the hallway answering call lights. RCS #1 was
not carrying a plastic bag for soifed linen
collection: and transfer. RCS #1 stated she had
put the used hospital gown, draw sheet and
protective barrier on the floor of the bathroom in
room #513. RCS #1 stated linen was not
supposed to be put on the floor but she was busy
answering call lights and had not brought a bag
for soiled linen into the bathroom with her.

On 02/16/11 at 10:15 AM, the Director of Nursing
{DON) stated soiled linen should not be on the
floor. The DON stated it was an infection control
violation.
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§8=0 Heati fiati dai dlt licensed HVAC contractor to ensure that |
ﬁﬁt:::g' Veni ?t ng, ?n aﬂr Cognz ioning ciomply the system shuts down with the
w e provisions of section 9.2 and are Installed activation of the fire alarm and in

In accordance with the manufacturer's . ,

. accordance with state and federal :
specifications.  19.5.2.1, 9.2, NFPA 904, regulations. There will be a designated =
19.52.2 shut down switch for all
HVAC systeins to use in the event that
the systems aren’t manvakly shut off with
the activation of the fire alarm,

i This STANDARD s not met as evidanced by

E fg ggﬁ;gg ggga) The Maintenance Director will audit the
. rest of the facility to identify any other 471542011
By observatlon on 3/15/11 at approximately noon HVAC systems that don’t properly shut

the following HVAC system was non-compliant

spacific findings include: : Teactor
. : . alatim. The Maintenance Divector or
A. The Air Handing Units (AHU) did not shut designee will audit the rest of the facility

down with fire alarm activation
! : to identify any other HVAC manual
B, There was not a shut down switch for the ' hut down switches that don’t work

. AHU's, i
property.

down with the activation of the fire

The Maintenacne Director or designes
will audit the facility weekly x 4 weeks
then monthly X 3 months {o ensure that
the HVAC system proplely shuts down |
with the activation of the fire alarm as
well as the proper function of manual
shut down switches.

4/15/2011
|

will bring audit results to monthly 4/1 5/2011
QA&A to discuss findings and any

i

l The Maintenance Director or designse
1

1

| needed alteration in the current plan.

!

!

|

I
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specific findings Include a single bulb fixture at ighting & '
gw gg;ggg iﬁ{,;%?{;ﬂ";sdﬁ,ngggﬁgg ;eshab. The maintenance Director or Designee !
non-compliant: specific findings Include the witl audit the facility weekly X 4 wecks 411572011
Alzhelmer's dining room woutd leave the patient and then monthly X 3 months to ensure
in darkness that all means of egress are properly i
' Hluminated in accordance with state and
federal regulation. The Maintenance |
Divector or designee will audit the i
facility weekly X 4 weeks and then
monthly X 3 months to ensure that all
required areas and rooms have proper
lighting wired to the emergency
genetator. !
The Maintenance Director or designee
will bring required audits to monthly 41572011
QA&A X 3 months to ensure the plan is
effective and to discuss any negative
trends or findings,
f :
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¥ DATE
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TITLE

Any daﬂclenzﬂatem Kt (r;ding with an asterisk (*} denoles a dsficlency which 1
olher safeguirds provide sufficlent protaction to the patlents. {See instructions.)
following the date of survey whether or not a plan of correction Is provided, Forn
days following the date these documents are made avallable o the facliity. [f del
program parlclpation,

FORM CMS-26587(02-98) Previous Varslans Obsolela Event ID:9ELHZt

he inslitution may be excused from carrecting providing it is da!e’?mlnadrﬂval
Excep! for nursing homes, the findings stated above are disclosable 90 days
ursing homes, the above flndings and plans of correclion are disclosable 14
Iclencles ara citad, an approved plan of correction 1s requisile to continued
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