DEPARTMENT OF HEALTH AND HUMAN SERVICES

- CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/17/2011
FORM APPROVED

OMB NO. 0938-0391

e facility must establish and maintain an
Infection Conlrol Program designed to provide a
fe, santary and comfortable environment and

0 help prevent the development and transmission
f disease and infection.

(2) Decides what procedures, such as isolalion,
hould be applied to an individual resident, and
(3) Maintains a record of incidents and comective
ctions related to infections.

etermines that a resident needs isolation to
prevent the spread of infection, the facility must

municable disease or infected skin lesions
om direct contact with residents or their food, if
frect contact will transmit the disease.

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

(c) Linens

Personnel must handle, store, process and
nspoit linens so as to prevent the spread of
infection.
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a. Comeciive Action Plan for each resident found to be
affected by the defident practice as led in the 2567,
Immediately Super Sani-Cloth Germicidal Wipes®
meeling Manufacturer's Guideines for disinfection, were
oblainedt and use inffiated on Accircheck for blood
ghucose procedures on Resident#1. This occumred
immediately folowing the idenlification of the deficient

b. Comedtive action for residents having a polential to be
affected by the same deficient practice. The day the
defidency was idenlified Resident #1 was the only
resident with Blood Glucose checks ordered.
immedialely Sani- Cloth Gemicidal Wipes®, meeting
Manufaciurer's Guidelnes for disinfection, were oblai
and initiated for al fufure Accu-checks for all biood
glucose procedures on all esidents. This occumed
immediately folowing the identification of the deficient

¢ Measures putinto place: (o ensure that the deficient

practice wil not occur,

1. Blood Glucose Monitoring polcy was updated by
08/25/11. This policy was updated based on
manufacturer's recommendations for disinfection of
equipment which meets CDC slandards.

confent wil Include updaled policy with appropriate use of
disinfectant and cleaning procedure. Education willbe
compleled by Nurse Manager, Charge Nurse and
Nursing Supervisor. “Justin Time” insetviding was
compieted for all staff reporting to work prior to
impemenlation of formal staff education.

3. Staff compelency will be updated based on new polcy
and procedure no later than 080711, Compelency wil
be compieted by Nurse Manager and Charge Nurss.

d. Monitor the measures to make sure that soutions are
sustained.

1. Monitoring of 1 Blood Gluccse procedure per shift wil be
perfomed for the next 90 days.

2. Auditwl be performed using audit log to be performied by
Nurse Manager, Charge Nurse or Nursing Supervisor.

3. Documentation of monitoring Wil be mainlained on
ohsefvation forms,

{confinued)

2. Staff education wil be completed by 090741, Education
o fbr |
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edical { review. the facility fafled to o be sent via Skilled Nursing Representative to the
m review, ? acilty fai odean hospilal's Performance lmprovement Utiization
e blood glucose meter in a manner fo review Commitlee for review.

equately disinfect after performing a finger
tick biood glucose test on one (1) of one (1)
mpled resident (Resideni#1).

Resident #1 was admitted o the facility on
713011 with a diagnosis of diabetes, among
thers. A review of ihe resident's medical record
evealed a physician order fo check the resident’s
oo sugar level before meals and at bedtime
nd administer sliding scale insulin as needed.

On 08/11A11 at 11:22 a.m. Licensed Nurse (LN)
1 was observed fo perform a finger stick blood
ugar check on Resident#1. LN #1 began by
donning gloves. She pricked the resident’s finger
with a disposable, one tme use lancet, and
applied a drop of the resident’s blood to the end
of the test strip in the blood glucose meter
{glucometer) to check her blood sugar level. LN
i1 disposed of the lancet and test strip and
icleaned the surfaces of the glucometerwith
alcohol wipes. She placed the glucometer back
into its docking station and removed and

disposed of her gloves.

LN #1 was inlerviewed at that fime. She stated
that the glucometer could be used on muitiple
residents but that Resident #1 was the only
resident in the facility who currently had orders for
Enger stick blood sugar testing. She stated she

eaned the glucometer with alcohol wipes after
very use before re-dockingit. She slated she
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had last cleaned it after she had checked the
resident’s blood sugar level before breakfast LN
1 stated she was not aware of any
manufaciurers recommendation for howto
isinfect the glucometer between uses with

nterviewed. She stated glucometers coukd be
used on multiple residents as long as the facility
policy was followed which specrﬁed that the

On 08/11/11 at 15; 54 the Lab Manager was
interviewed He &also stated glucometers could be
sed on multiple residents as long as the fadility

lcohol wipes between uses. He provided a
manufaciurer's manual for the glucometer which
had a copyright date of 2003. The manual
inclicated that the glucometer could be deaned

ith soap and water or alcohol, but that to
isinfect the glucometer a 1 to 10 solution of
bleach o water should be used. He slated he
needed fo review the latest Centers for Disease
trol (COC) recommendations for disinfecting
lucometers to prevent blood bome diseases in

reviewed the manufacturer's manual for the
lucometer and stated that the facility polrcy did
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inferviewed. He stated he had reviewed the
DC recommendations and stated that acconding
o the CDC, isopropyl alcohol was nof considered
n adequate disinfectant for blcod bome
iseases. He stated he intended fo update the
cility policy to make if consistent with

F 441

manufacturer and CDC recommendations for use
of a 1 to 10 solution of bleach to water for
disinfection of glucometers.
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