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F 4411 483.65 INFECTION CONTROL, PREVENT
§5=p | SPREAD, LINENS

The facility must establish and maintain an
Infection Gontro! Program designed to provide a
safe,
to help prevent the development and transmission
of disease and infection.

sanitary and comfortable environment and

(a} infection Contro! Program

The facitity must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

{b) Preventing Spread of infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

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

{c) Linens

Personnel must handle store, process and
transport linens so as to prevent the spread of
infection.
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Continued From page 1

This REQUIREMENT is not met as evidenced
by: .

Based on observation, record review, and staff
interviews, the facility failed to clean and disinfect
a glucometer for 1 of 1 sampled resident
observed receiving biocod glucose monitoring
(resident #256). Findings include:

The facility's policy, untitted and undated, read in
part: "Cleaning between individual patient use:
Assign giucose meters to individual patients
whenever possible. Glucase meters shared
arnong patients must be cleaned and disinfected
between each pafient use and PRIOR to
returning to the tote for transport or docking
__After each individual patient use, wipe the.
outside of the meter with a Super sani-wipe."

The Center for Disease Control ({CDC) and
Prevention Guidelines for Glucose Moenitoring
read in part: "Any fime blood glucose monitoring
equipment is shared between individuals there is
a risk of transmitting viral hepatitis and other
blood bome pathogens. Decontaminate
environmental surfaces such as glucometers
regularly and any time contamination with blood
or body fluids occurs or is suspected. Giucose
test meters approved for use with more than one
person must be cleaned and disinfected following
disinfection guidelines.

Accu-check or fingerstick bicod sugar {FSBS)
tests involve sticking a resident’s finger fora
bicod sample, which is then placed on a strip.
The strip goes into a glucose meter that reads the
blood sugar level.
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Resident #256 was admitted to the facility on
12/22/10 and readmitted on 9/4/12 with multiple
diagnoses inchuding diabetes. Review of the
resident's clinical record revealed a physician
arder dated 9/4/12 for FSBS before meals and at
bedtime.

Observation on 9/6/12 at 11:37AM revealed
nurse #1 preparing to obtain a finger stick blood
sugar for resident #256. Nurse #1 removed the
glucometer from the tote where is was stored.
The nurse wiped the resident's finger with an
alcohol pad, obtained a biood sample by
disposable lancet, and applied a drop of biood to
the fest strip. The nurse inserted the test strip
into the glucometer. After reading the test
resulis, the nurse removed and disposed of the
used test skip, alcohol pad, and lancet, The
nurse placed the glucometer back into the tote for
storage. Nurse #4 did not clean or disinfect the
ghucometer after use.

in an interview on 9/6/12 at 11:50AM, nurse #1
stated the facility policy was to clean the
giucometers thoroughly once daily at night He
stated the meter was cleaned during the day with
a sani-wipe or other disinfectant if it was visibly
soiled. Nurse #1 acknowledged he did not
disinfect the glucometer after using it for resident
#256.

In an interview on 9/6/12 at 2:08PM, nurse #1
stated he received training at least yearly. The
nurse stated he had completed skills and
competency training. Medication pass
observations were completed routinely by the
Director of Nursing (DON} and senior nurse.
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in an interview on 9/6/12 at 3:01PM, the DON 10/13/12

stated she trained the staff upon hire and
annually thereafter. Her training included
medication pass and proper glucometer.use.
Medication pass observations were completed
periodically by the phamnacist. The DON stated
the facility policy was to disinfect the glucometer
between residents. Her expectation was for the
glucometer to be disinfected between each
resident use and before returning it to the tote for
storage.

No residents were harmed dufing or after this finding.
The glucometer was cleaned prior to be being used on
another resident. Additionally, on 9/6/12, the other 4
glucometers were inspected and deemed acceptable
for use. Each of these was tagged appropriately with a
sticker to indicate that they were cleaned since the last
use. On 9/10/12, the nurse supervisors were in
serviced by the DON to go over the policy and ensure
compliance with it. The remaining nurses and CNAS
were recertified on 10/12 and 10/13.
trained in two ways: Nurses are trained in orlentation
through education and competency prior to starting on
the floor for clinical orientation for 4 weeks. CNAs
must go through the 4 hour course taught at ARMC for
glucometer certification. All clinical staff must be
retrained annually through competency and written
materials. The nurse in question was counseled
verbally on 9/6/12 and was directed to clean the unit
immediately prior to using it on another resident. He
was formally counseled on 10/2/12 and given a copy of
the policy and signed that he understood the policy.

As a result of this finding, the DON will perform 10
unannounced inspections per month for 3 months. At
that time, it will be presented to the QA Committee on
1/17/13 for discussion. Depending on the findings, the
inspections may or may be continued as per the

New hires are

committee’s recommendation.
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In an interview on 9/6/12 at 3:01PM, the DON
ctated she frained the staff upon hire and
annually thereafter. Her fraining included
medication pass and proper glucomeler. use.
Madication pass observations were completed
periodically by the phamacist. The DON stated
the facility policy was to disinfect the glucometer
between residents. Her expectation was for the
glucometer to be disinfected between each
resident use and before returning it to the tote for
storage.
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No residents were harmed during or after this
F 441 | Centinued From page 3 F 441

finding. The glucometer was cleaned prior to be
being used on another resident. Additionally, on
9/6/12, the other 4 glucometers were inspected
and deemed acceptable for use. Each of these
was tagged appropriately with a sticker to
indicate that they were cleaned since the last use.
On 9/10/12, the nurse supervisors were in
serviced by the DON to go over the policy and
ensure compliance with it. New hires are trained
in two ways: Nurses are trained in orientation
through education and competency prior to
starting on the floor for clinical orientation for 4
weeks, CNAs must go through the 4 hour course
taught at ARMC for glucometer certification. All
clinical staff must be retrained annually through
competency and written materials. The nurse in
guestion was counseled verbally on 9/6/12 and
was directed to clean the unit immediately prior
to using it on another resident. He was formally
counseled on 10/2/12 and given a copy of the

‘ policy and signed that he understood the policy.

As a result of this finding, the DON will perform

10 unannounced inspections per month for 3
months. At that time, it will be presented to the
QA Committee on 1/17/13 for discussion.
Depending on the findings, the inspections may or
may be continued as per the committee’s

recommendation.
i
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This Uife Safe CodefLSe
el ty { )survey was

at 42CFR 483.70(a), using the Existi;
Care; Section of the |sg and its referenceq
Publications, This building is Type ME11)
Construction, ane story, with 3 Complete
automnatic Sprinkler syster,.

The deficiencies determined during the Survey
are as follows:

NFPA 101 LFE SAFETY CODE STANDARD

the approved automatic firg extinguishing system
Option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors, Doors are selfclosing and non-rated or
field-applicd protective plates that do not excoed
48 inches from the bottom of the door are
pemmitted.  19.3,2,1

This STANDARD s net met as avidenced by;
Based on observation on Thursday 10/11/2012
at approximately 9:00 AM onward the following

was noted:

1) The soiled finen room corridor door to room
12018C did not close latch and seal,

K 076
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IGRATCORY

er safeguards prov|
wowing the date of s

2) MULTIPLE CONSTRUGT!OH
A BUNLDING

8, WiNG

01 - MAIN BUILDiNG

STREET ADDRESS, CITY, STATE, zip CODE
182p BROOKWOOD AVE

BURLINGTON, NG 27215

No residents were affected by this door,

As a result of this finding, all other
doors were checked and corrected

K02¢

whera necessary. This particidar door

was repaired and tested on 10/12,
Checking doors has been increased in
the PME program to monthly for the
next 3 months and results will be
discussed in Safety Committee. All
mermnbers of the maintenance staff
discussed these findings on 10/12 and
ways 10 avoid them in the future.
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K076 Continued From page 1

Medica) gas storage and administration areas are
protected in accordance with NFpA, 98,
Standaids for Heaith Care Faciiities,

{a) Oxygen storage locations of greater than
3,000 cu.ft, are enclosed by » one-hour
Separation,

(b) Locations for supply systems of greater than

3,000 cu.tt, are w Nted to the outsids, NFEA 99
4.3.1.1.2, 19.3.2 4

) No residents were affecteqd by this U/ 7
finding. The empty storage containers
were removed immediately and placed
in the appropriate rack during the {ife

Safety Inspection. All nursing staff was

This STANDARD s not met as evidonced by:
Based on observation on Thursday 10/11/2012

: h 9:00 the follourt reminded to follow the ryles of storage
aazpﬁé?e{‘l:nately 100 AM onward the fo owing and to read the sign ahove each rack,
1) The oxygen storage was noh-compliant, We have ordered new racks for the
SF’]‘?"éﬁc findings tmc'g‘:‘*‘; ﬂ;;i a“d' ;er?pty do"}i’t%‘?" Rose Hall and they were shipped
Cylinders were stored together. stored within . . .

the same enclosure, empty cylinders shall be priofity on 10/25. They will have signs
Segregated and designated (with signage) from placed above each indicating whether
full %ylfnd?urs.‘ Emptg gyi’indc_efrs ?h”ail l;_e crinar'ked to they are for full or empty cylinders. we
avoid confusion and delay if 3 fy cylinder is T

needed hurriedly, [NFPA 99 4-3.5.2.2b(2); will reiterate the new system on

(Storage Room 12017 1st floon)

November 7 at the next staff meeting
2) In the oxygen cyclinders in the oxygen storage

d floor Rose Hall Jlinder to remind them of the standard. The

room on second floor Rose Ma Xygen cylinders o
were not propetly chained or supparted in a DON will inspect the storage rooms
Proper cylinder stand or cart. [NFPA 99 weelly for 3 months to ensure standard
4-3.5.2.1b(27)] Is being met and report through QA
42 CFR 483,70(a)

K104 NFpa 101 LIFE SAFETY CODE STANDARD K 104
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K 104 Continued From page 2 K 104| No residents were affected by this [o / {6
Penat_ratio‘ns of smoke baitiers by ducts are _hamper. The smoke hamper was
pratected In accordance with 8.3.8. repaired on 10/16 and now closes upon
activation of the fire alarm'systemn. The
State Rep reviewed the manuals from
the company who performed the
This STANDARD is not met as evidenced by: inspection and repairs within the Jast 12
Based on cbservation on Thursday 10/11/2012 months. Maintenance does have a PME
\a:aaspr?;?:é{naie]y 9:00 AM onward the following on the dampers and will continue to
1) The smoke damper located in the smoke wall check them. This item is reviewed
on Rase did not close upon activation of the fire through safety committee.
alarm system. ( Large Damper located above
corridor doors.)
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
SS=E| -
Electrical wiring and equipment is in accordance ’
with NFPA 70, Natlonal Electrical Code. 8.1.2 No residents were harmed by these [o y2 4
exhaust fans. During the ir_tspet:tion, 3
were noted as faulty and these items
"Bhis SdTAND;"RD jts not m'IeTE‘ as §Vid$gﬁie1cff;g';2 were already ordered. Asa result of
ased on observation on Thursday . . . .
at approximately 9:00 AM onward the following the inspection, Maintenance reviewed
was noted: all resident’s fans and found a fourth
1} The egxhagst fags insti:l% batjt';room E[n éesli}dent one missing. Each of these was
;ﬁgﬁ \?va%?u:izg o;’:..O i not operated when replaced on 10/24 upan receipt of the
latest shipment. These fans are also
art of the PME process and are keptin
42 CFR 483.70(a) pan. o P P
stock in the maintenance shop here on
campus. They are reviewed through
Safety Committee.
]
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K00D{ INITIAL COMMENTS K009
This Life Safety Code{LSC) survey was
conducted as per The Code of Federal Register '
at 42CFR 483,70(a); using the Existing Health
Care section of the LSC and its referenced
publications. This building Is Type {21 1)
construction, one story, with a complete
automatic sprinkler system,
There were no Life Safety Code Deficiencies
noted at time of survey.
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