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F 4411 483.65 INFECTION CONTROL, PREVENT F 441 Flling of the Plan of Correction does
8§8=E | SPREAD, LINENS : .
not constitute an admission that the
The facility must establish and maintain an _deficlencles alleged did, in fact, exist.
Infection Conlrol Program designed fo provide a This Plan of Correction is filed as
safe, sanitary and comfortable environment and ) ; h facility’s desire to
to help prevent the development and transmission evidence of the facility’s des
of diseass and infection. comply with the requirements and to

(a) Infection Control P continue to provide high quality of
o ontrol Program

'| The: facllity must establish an Infection Control care.
Pragram under which it -

(1) Investigates, controls, and prevents infeclions
in the facllity; ' . Affected Residents : Resident #9, #38,
(2) Decides what procedures, such as isolation, H56, #70, #78, #108 and #153 were
should be applied to an individuat resident; and ! ’

{3) Maintains a record of incidents and corrective - noted with no adverse reactions

actions related to infections, ' related to glucometer use. Resident 13

& P fing Soread of Infeci * H9, #38, 56, #70, #78, #108 and #153 128

reventing Spread of Infection : : .

{1) When theglnfection Control Program . were provided with individual

determines that a resident needs isolation to ~ glucometers as were other resldents

prevent the spread of infection, the facility must - who require fInger stick blood sugars.

isolate the resident. '

(2) The facility must prohibit employess with a

communicabls disease or infected skin lasions

fram direct contact with residents or thair food, if

direct contact will transmit the disease. Potentially Affected Resldents; DON

(3) The facllity must require staff to wash their :

hands after e:lch direc?residenl contact for which completed audit for 100% of residents

hand washing Is indicated by accepted regarding dlabetic status. All other

professional practice. restdents requiring finger stick blood 1/28/13.
1 () Linens sugars have the potentlal to be

Personnel must handle, store, process and affected. Resldents who require

transport linens so as to prevent the spread of finger stick blood sugars were

infaction,

provided with indlvidual glucometers.

TILE (X8} DATE
A nistrater /713
- v L4
3 eﬂciancy wilch tha institution may be excused from comecting pro
. (See Instructions.) Excepl for nursing homes, the findings stated a

g survey whether or not a plan of correction Is provided. For nursing homes, the above findings and ptans
¥ dale lhese documents are made available to the faciity. If deficiencles are clted, an approved plan of cor

o aﬁon.or-‘q-‘na' Sionadure. Date: 1/31/13
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F 441 | Continued From page 1 F441|  Systems Changes:Policy revised to
: reflect specific instructions regarding
This REQUIREMENT is not met as evidenced individual and shared glucometer 1/14/13
by: . .
3 of 3 observalions for glucometer use disinfecting.
Revisions include;
Based on obsarvalions, staff interviews and j ’
record reviews, the facility failed to properly ~ Todisinfect “shared” glucometer:
disinfect blood glucose monitors {glucometers) * 1)Arrange the supplies so they can be
prior to use for 7 of 7 residants observed for i ched
blood sugar monitering. (Residents #9, #38, #58, ; easlly reache
#70, #78, #108 and #153). . 2)Use an approved disinfectant or
o + germicide wipe
Findings included: : 3)Use wipe as directed by the
A facility policy entitled Cleaning and Disinfaction ! manufacturer and follow the labe!
of Medical Equipment dated 03/2010 specified i instructions on the meter
the effectiveness of the disinfection process L 41U
se extreme care to not get the
depended, in part, on the exposure time to the ) L & .
germicide. disinfectant liquid in the test strip
| port
A review of the lnstrucllor]s prov@ed by the . , 5)Clean the meter thoroughly with
manufacturer of the germicidal disposable wipe ' the wioe f | ds. th
ulilized by the facility was conducted. The . the wipe for several secands, then
direclions specified to accomplish disinfaction of - wrap the glucometer in the wipe and
a hard surface, unfold a wipe and thoroughly wet  leave for the number of minutes the
the surface. Trealed suiface must remain visibly . manufact o ded
wet for a full 2 minutes. Use additional wipe(s) if nutacturer recommende
needed to assure continuous 2 minute wet : 6)The glucometer must remaln “wet”
contact ime. Let alr dry. with the solution to establish proper
1. On 01/08/13 a1 3:49 PM, Nurss #2 was disinfecting of the glucometer
observed removing 2 glucometers from the 400 7)Remove wipe and allow glucometer
hall medication cart and placing them in clear to dry then put away
plastic cups on top of the cart. Removing a "8)Wash and dry your hands
glucometer from its cup, Nurse #2 wiped the : ) vy
glucometer with a germicidal wipe and gatherad thoroughly
other suppllas necessary for blood glucose
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it with a germicidal wipe and gathering other
supplies necessary for blood glucose monitoring
on another resident. In less than 2 minutes of
wiping down the glucometer it was dry and Nurse
#2 collacted a finger stick blood sample for blood
glucose monitoring from Resident #78. Upon
completion of blood glucose monitoring, Nurse #2
removead her gloves and washed her hands,
returned to the medication cari, wiped the
glucometer with a new germicldal wipe and
placed the glucometer back info its plastic cup.

On 01/08/13 at 4:30 PM Nurse #2 was

and will be conducted for 4 weeks.
Audit initlated week of 1/28/13.

Ongoing audlts will be determined
based on results of prior audits. Audit
tool will be reviewed during routine
OA meeting.
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F 441 | Continued From page 2 F 441 he individual
monitoring on a resident. In less than 2 minutes If the glucometer s the individua
of wiping down the glucometer it was dry and residents:
Nurse #2 collected a finger sfick blood sample for i 1)The glucometer will be cleaned as
blood glucose monitoring from Resident #56. ) il
Upon completion of bleod glucese monitoring, heeded or when visibly soiled.
Nurse #2 removed her gloves and washed her o
hands, returned to the medication car, wiped the SDC provided education to all nurses
glucomeler with a new germfcidall Wipe qnd regarding care and placement of 1/21/13
placed the glucometer back into its plastic cup.
Nurse #2 removed the second glucometer from -individual glucometer and use of
the other plastic cup, wipad it with a germicidal “shared glucometer when necessary.
wipe and gathered other supplies necessary for
blood glucose monitering on another resident. In
less than 2 minutes of wiping down the
glucorneter it was dry and Nurse #2 collected a
finger stick blood sample for blood glucose :
monitoring from Resident #70. Upon completion Monitoring: An audit tool was
of blood glucose monitoring, Nurse #2 removed developed to monitor appropriate
her gloves and washed her hands, returned to the d ¢ disinfecti
medication cart, wiped the glucomeier with a new _ procedure of disinfecting .
germicidal wipe and placed the glucometer back glucometers. SDC, or designee, will
into its plastic cup. conduct an audit that will include 5
On 01/08/13 at 4:06 PM, Nurse #2 was observed hurses per week to complete return
removing a glucometer from a plastic cup, wiping demonstration of disinfecting meters 11413
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F 441 [ Continued From page 3

interviewed. Nurse #2 stated facility policy
required having 2 glucometers available on the
madication cart so while one was air drying after
wiping with a germicidal wipe, the ofher
glucomneter could be used without delay for
resident blood glucose monitoring. Nurse #2
sfated that after wiping a glucometer a minimum
of 2 minutes was required for air drying. Asked to
read the manufacturer's instructions on the
pre-packaged, single use germicidal wipe, Nurse
#2 staled surfaces were to remain wet for 2
minutes. Nurse #2 demonslrated disinfection by
femoving a germicidal wipe from the package,
wiping all surfaces of a glucometer wet and
placing it in a clear plastic cup. At the 2 minute
mark, Nurse #2 staled that only a small dime
sized area on the glucometer remained wet.

On 01/09/13 at 10:30 AM a representative from
the manufacturer of the germicidal wipe was
interviewed by telephone. The reprasentative
stated disinfection with the germicidal wipe
required the glucometer to remain wet with
germicidal solution for a minimum of 2 minutes.

On 01/10/13 at 9:34 AM the Staff Development
Coordinator (SDC) was interviewed. She staled
she was responsible for Infection Contro!
monitoring in this facility. The SDC stated nurses
were insiructed to clean glucometers after each
use. She added 2 glucometers were provided on
each medication cart so whils one was drying
after cleaning the other may be used for resident
blood glucose monitoring. She further stated
after the glucometer was wiped it was left o air
dry for 2 minutes before use. The SDC was
unaware the glucometer hag to remain wet for 2
minutes to accomplish disinfection.

F 441
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Continued interview with the SDC on 01/10M3 at
3:05 PM revealed the facilities' present method of
cleaning glucometers did not allow the
glucometer to remain wet with disinfectant for 2
minutes.

2. Afacility policy entitled Cleaning and
Disinfaction of Medical Equipment dated 03/20/10
specified the effectiveness of the disinfection
process depended, in part, an the exposure time
to the germicide.

A review of the Instructions provided by the
manufaclurer of the germicidal disposable wipe
utilized by the facility was conducled. The
directions specified to accomplish disinfaction of
a nard surface, unfold a wipe and thoroughly wet
the surface. Treated surface must remain visibly
wet for a full 2 minutes. Use additional wipe(s) if
needed to assure continuous 2 minuta wet
contact time. Let air dry.

An observation was conducted on 01/08/13 at
3:38 PM of Nurse #1 obtaining finger stick blood
sugar (FSBS) readings. Nurse #1 was observed
entering Resident #38's room and following
proper procedure for obtaining a FSBS reading.
Upon completion, Nurse #1 returned to the
medication cart. She wiped the glucose meter
{glucometer) with a germicidal wips, lossed the
wipe into the trash bin, and left the glucometer
sitting on the medication cart. She did not ensure

F 441
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the glucometer remained wet with germicidal
solution for a full 2 minutes. Nurse #1 removed
another glucometer from a medication cart
drawer and proceeded to Resident #108's room.
She obtained a FSBS from this resident and
returned the glucomeler io the medication cart.
Nurse #1 followed the same procedure of wiping
lhe glucometer with a germicidal wipe, tossing the
wipe into the trash bin, and leaving the
glucometer on the medication cart. She did not
ensure the glucometer remained wet with
germicidal solution for a full 2 minutes. Nurse #1
picked up the first glucometer that had been
drying on the medication cart and proceeded to
Resident #9's room fo obtain a FSBS,
Afterwards, she returned to the medication cart
and foliowed the procedure as described and did
not ensure he glucometer remained wet with
germicidal solution for a full 2 minutes.

An interview with Nurse #1 on 01/08M13 at 3:53
PM revealed #t was facility procedure lo have 2
glucometers on each medication cari. She
explained after utilizing a glucometer, it was
wiped down with a germicidal wipe. She stated
the glucometer was allowed to dry for 2 minules
or more before it was utilized again. Nurse #1
was unaware of ensuring the glucometer
remained wet with germicidal solution for 2
minutes to complete the disinfecting process.

On 01/09/13 at 10:30 AM a representative from
the manufacturer of the germicidal wipe was
interviewed by telephone. The representative
slated disinfection with the germicidal wipe
required the glucometer to remain wet with
gemmicidal solution for a minimum of 2 minutes.
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On 01/10/13 at 9:34 AM the Staff Development
Coordinator (SDC) was inlerviewed. She siated
she was responsible for Infection Control
monitoring in this facility. The SDC staled nurses
were instructed to clean glucomelers after each
use. She added two glucometers were provided
on each medication cart 50 while one was drying
after cleaning the other may be used for resident
blood glucose monitoring. She further stated
after the glucometer was wiped it was left to air
dry for 2 minutes before use. The $DC was
unaware the glucometer had to remain wet for 2
minutes to accomplish disinfection.

Conlinued interview with the SDC on 04410413
revealed the facilities' present mathod of ¢leaning
glucometers did not allow the glucometer to
remain wet with the germicidal disinfectant for 2
minutes.

3. A facility policy enlilled Cleaning and
Disinfection of Medical Equipment dated 03/2010
specified the effectivenass of the disinfection
pracess depended, in pari, on the exposure time
to the germicide.

A review of the Instructions provided by the
manufacturer of the germicidal disposable wipe
utilized by the facility was conducted. The
directions spacified to accomplish disinfection of
a hard surface, unfold a wipe and thoroughly wet
the surface. Treated surface must remain visibly
wel for a full 2 minutes. Use additional wipe(s) if
needed to assure continuous 2 minute wet
contact ime. Let air dry.

An observation was conducled on 01/09/13 at

F 441
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11:09 AM with Nurse #4 obtaining finger stick
blood sugar (FSBS) readings. Nurse #4 was
observed enlering Resident #153's room and
following proper procedure for obtaining a FSBS
reading. Upon completion, Nurse #4 returned to
the medication cart. She wiped the glucose
meter (glucometer) with a germicidal wipe, tossed
the wipe info the trash bin, and lefi the
glucometer silting on a paper lows! on the
medication cart. Nurse #4 did not ensure the
glucormeter remained wet with germicidal solution
for a full 2 minutes. An intarview af this time with
Nurse #4 revealed it was her understanding the
glucometer had to be wet with the germicidal
solution and left to air dry for 2 minutes.

On 01/09/13 at 10:30 AM a representative from
the manufaclurer of the germicidal wipe was
interviewed by telephone. The representative
stated disinfection with the germicidal wipe
required the glucometer to remain wet with
germicidal solution for a minimum of 2 minutes.

On 01/10/13 at 9:34 AM the Staff Development
Coordinator (SDC) was interviewed. She slated
she was responsible for Infaction Control
menitoring in this facility. The SDC stated nurses
were instructed o clean glucometers after each
use. She added two glucomsters were provided
on each medication cart so while one was drying
after cleaning the olher may be used for resident
blood glucoss moniloring. She furiher stated
after the glucometer was wiped it was left to air
dry for 2 minutes before use, The SDC was
unaware the glucomeler had to ramain wet for 2
minutes to accomptish disinfection.

Continued interview with the SDC on 01/10/13

F 441
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revealed the facilities' present method of cleaning
glucometers did not allow the glucometer to
remain wet with the germicidal disinfectant for 2
minutes.
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