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All staff on the Transitional Care Unit have been educated

‘ . ) o . re: the procedure for cleaning the blood glucose meter. I5f203
| L?z(;?cf:]gomnﬁ isrgabr[;;‘ gg:;;zlgttzzr;)forlide \ ' The policy of cleaning the blood glucose meter has been
safe, sanitary and cogrlnfortable environment and zgsjaeﬁ]endezopiﬂ?;;;fﬁszl&g ;:enﬁlfiict’:ﬁ::?fliﬂgg Spetin
j ;‘; Elilgazr:‘;’: itr:le:tiavrfiopment and transmission . disinfectant wipes. Specifically, current practice of using
| | the Super Sani-Cloth wipes to ensure the meter has a
i (a) Infection Control Program 5 contacF time (remainsl wet) for 2 minutes. Furthermore,
s Faclfy. uststablich &k I8 clioh Cantral ! the policy and education reflects that all staff must be !
| Progean underwhieh it aware of the.manufacturefs fnStI'L.JCtiOHS of any germicidal
' (1) Investigates, controls, and prevents infections disposable wipe to be used regarding cleaning and
; ! in the facilty: disinfecting of eqmpmer‘mt, including compliance with the

' (2) Decides what procedures, such as isolation, ‘ recomm_ended contact time. All staff have been observed
‘ should be applied 1o an individual resident; and | performing the correct cleaning procedure as described

' (3) Maintains a record of incidents and corrective above, demonstrating understanding of contact time via
3 actibhs related to nfactions. performance and verbalization of same. TCU staff have
i - been provided with a timer to use when cleaning and that |
* (b) Preventing Spread of Infection : is being utilized with each cleaning of the glucometer.
i (1) When the Infection Control Program i ) ) )
' determines that a resident needs isolation to | InTransylvania Regional Hospital's Annual Skills Fair, to be
| prevent the spread of infection, the facility must | held on September 25, 26, 27, all RNs and C.N.As will also ~ 9/27/2013
| isolate the resident. ! be educated regarding cleaning and disinfecting of medical
| (2) The facility must prohibit employees with a *equipment, including following all manufacturer's ,
! ;zrr:n;?r:lé:ta:ciigite\iisti ?;;?(jfz:\ttzdoflz;]ne:?fs;?)rés " | recommendations regarding contact time, in the case of !
: direct contactwill transmit the disease. ! ‘ our facility, using the Super Sani-Cloth Wipes, for a contact
(3) The facility must require staff to wash their - time of 2 minutes. The stations for the glucometer will
% hands after each direct resident contact for which . betwo: one station with glucometer competency check |
| hand wgshing is irlldicated by accepted . off toinclude proper cleaning procedure and another ‘
} professional practice. i separate “cleaning and disinfection” station with all
| (c) Linens | disinfectant products used at TRH with their contact times,
| Personnel must handle, store, process and including the definition and purpose of the contact time.
| transport linens so as to prevent the spread of I' This is an annual training, and shall be continued annually
i infection. ! among all clinical direct care staff.
| |
| | |
| | |
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} This REQUIREMENT is not met as evidenced | :
; by: . Monitoring of appropriate technigue disinfecting the 9/13/2013
! Based on observation and staff interviews, the : glucometer on the Transitional Care Unit shall be

i i facility failed to correctly disinfect a blood glucose

I
. . completed by the Director of Nursing on the Transitional
| meter after use on 1 of 1 resident during \
|
|
|

| observation of obtaining a finger stick blood Care Unit. Monitoring shall include the following:

l sugar. The findings included:

! a.  All staff shall verbalize understanding of

| A review of the instructions provided by the | the appropriate procedure, including i
[ manufacturer of the germicidal disposable wipe i demonstration of disinfecting the |
utilized by the facility was conducted. The glucometer; '
\ directions specified to accgmpllsh disinfection on : b.  Utilizing the recommendations made by the

‘ AP st nifid apsamid tRerghiy wot l disinfectant manufacturer. In the case of

the surface. Treated surface must remain visibly
“wet for a full 2 minutes. Use additional wipe(s) if 1 TCU, the current product of Super Sani

| needed to assure continuous 2 minute wet ; Cloth wipes, shall demonstrate a contact
contact time. Let air dry. | time of 2 minutes.

4 ¢. Initial return demonstration of the

; procedure shall be completed by all TCU

I
! An observation of Nursing Assistant (NA) #1
l staff, and validated by the Director of

obtaining a finger stick blood sugar was
i conducted on 09/04/13 at 11:05 AM. Following

i the procedure at 11:07 AM, NA #1 wiped the ! Nursing or a trained RN validator.
| blood glucose meter with a germicidal disposable ! d. Following the initial training, staff on TCU
wipe. NA #1 ensured the entire surface of the shall be observed monthly, with an

meter Wdai Wipf"d' She :‘ET setdt[]he wip:te aside, unannounced schedule, for accuracy and
removed her gloves, and placed the meter in a ) . .

E docking stat‘ro%l at 11:08 Apl'\/I. An observation of j cormpliance of‘dlsmfectmg the gllucomt—:;ter.

the meter at this time revealed all areas of the | This shall continue monthly until a 100%

meter were not visibly wet. During an interview | compliance rate is achieved for three

with NA #1 at this time, she stated this was the ! consecutive months.

| facility practice and her normal practice of

! disinfecting a blood glucose meter after use,

e. The training shall be reviewed with all
newly hired TCU staff during orientation, |

| ' is training shall |
‘ An interview was conducted with the Director of ‘ and annually after that. This training shall |
|

‘ Nursing (DON) at 12:00 PM on 09/05/13. The
DON disinfected the blood glucose meter
following the same practice as NA #1. She stated |

| the meter did not remain continuously wet all over \

{ for a full 2 minutes using this method of !

include demonstration of verbal
understanding of the procedure and return
demonstration of the clinical procedure.
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I disinfection. The DON acknowledged the ; '
. . . | There f this survey, i i n {
! manufacturer's recommendations for disinfection } - 0. Thissi ‘_a\’_" |ncI|i|dmg demonstration of the
| were not followed fo ensure disinfection of the proper technique for disinfecting the glucometer and the
| blood glucose meter. ' action plan to address the citation, was reported to the
: i Quality Council of Transylvania Regional Hospital on
|
! Wednesday, September 18, 2013, by the Director of
§ | Nursing of the Transitional Care Unit, Val Smith, MHS, RN,
i i
RAC-CT, 9/18/2013
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