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This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interviews, the facility failed to clean and disinfect

| the giucometer for 1 (Resident #144) of 1

sampled resident cbserved to have a blood
sample obtained willr the use of a glucometer for
glucose {sugar) monitoring.

Findings include:

The facllity's policy, updated 01/11/2011, read in
part: "Cleaning: Glean outside of meter using a
disposable bleach wipe or germicidal disposable
wipe (sanicloth). Allow fo air dry. NOTE: Clean
and disinfect blood glucose meter afler every
use.”

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

An ghservation, on 02/18/13 at 4:37 PM, was
made of Nurse #1 obtaining a blood sample for
Resident #144 with the use of a glucometer.
Murse #1 donned gloves, obtained a strip for the
glucometer, picked up the glucometer and
entered the resident ' s room. She pricked
Resident#144 ' s finger, placed the strip against
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the middle finger, obtained the blood sample and
placed the stip into the glucometer. Once the
reading was obtained, Nurse #1 exited the
resident room, removed {he testing strip from the
glucometer, discarded it and sat the glucometer
on top of the medication cart. She removed her
gloves and used hand sanitizer. She donned
gloves, drew the insulin to administer to'the
resident, entered the room and administered the
insulin to the resident. She retumed to the
medication cart, discarded the syringe, removed
her gloves and used hand santilizer. Nurse #1
then proceeded to move the medication cart to
the front of the 300 hall. When the nurse was
asked when the glucometer was to be cleaned,
she indicated she would clean the glucometer
when she Tinished passing medication from the
medication cart later in the evening.

On 0211943 at 4:45 PM, Nurse #1 proceeded to
the 200 hall and began to prepare to administer
medications for the residents on the 200 hall.

On 02/19A13 at 4:48 PM the Director of Nursing
{DON}) was approached and asked to have the
glucometer on the 300 hall medication cart
cleaned. The DON was observed to clean the
glucometer on the 300 hall medication cart with
an antimicrobial wipe.

An interview, on 02/19/13 at 4:55 PM, was
conducted with Nurse #1. Nurse #1 stated her
manager had just informed her that the
glucometer should be cleaned after each use.

An interview, on 02/20/13 at 10:45 AM, was
conducted with the DON. The DON indicated the
nurses had been trained on the policy and
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procedure for use of the glucometer and to clean
it after each use. She stated it was her
expectation the nurse would have followed the
facility policy for cleaning the glucometer after
using it for the resident.
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