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SUMMARY STATEMENT CF DEFICIENCIES

1o help prevent the development and transmission

| (1) When the Infection Control Program -

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

of disease and infection.

{a) infection Control Program

The facility must establish an Infection ControE
Program under which it -

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

(2) Decides what procedures, such as isolation,
shoutd be applied to an individual resident; and
(3) Maintains a record of incldents and corrective
actions refated to infections.

(b) Preventing Spread of Infection

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 thelr food, if
direct contact will transmit the disease.

(3) The facility must require staif to wash their
hands after each direct resident contact for which
hand washing is indicaled by accepted
prolessional practice.

{c) Linens

tant product and process to be
used for disinfection of the
glucose moniotring device betwe

residents was done with “Ephraim

afl

McDowell Regional Medical Cent
Infection Prevention Coordinat
and Laboratory Director 07/28/

"~ |correct disinfectant (10Z Bleag

by the Nursing Home Administrai
Staff on duty 07/28/11 was imme
iately educated regarding the

& the procedure when performing

Revised policy changes were 7
communicated to the designated
Laboratory Certified Trainer by
the Laboratory Director. The
Laboratory Medical Director &
Laboratery Director revised the
policy using the manufacturer's
recommendations for 10% bleach
as referenced by CDC. Each

staff member provided a return
demonstration of their .competen
in this procedure by a laboratd
certified trained trainer. Thi
is evidenced by the attached
Glucose Monitoring Device Compd
tency'Tool for Disinfection

fOor.

glucose monitoring of residents.
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F 000 INITIAL COMMENTS F 0004
A standard heaith survey was conducted on
07/26-28/11. Deficient practice was identified
with the highest scope and severity at "D" level. , _ .
F 441 483.65 INFECTION CONTROL, PREVENT F441|clarification of the disinfec—|08/19/1L
§9-D | SPREAD, LINENS cation of the disinfec— 08/19/11
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X&) DATE

following the ¢

Any dig aﬁament ndlrgwﬁh 5n asterlsk (%) denotés a deficiency wh |ch the msn%usi’;n may be excused from correctmg prowdmg it is determined that
other seteguardg provide sufficignt pratection to the patients, (See instrutions.} Except for nursing homes, the findings stated above are disclosable 90 days

of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documenis are made available 1o the facility. If deficiencles are cited, an approved plan of correction is raquwsnte to continued
program participation.
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Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, review of facility |

policy/procedures, review of manufacturer's
recommendations, and review of Centers for
Disease Control and Prevention (CDC)
guidelines, it was determined the facility failed to
have an effective Infection Control Program in
place to provide a safe environment to pravent
the development and transmission of disease and
infection. The facility failed o ensure resident -
rirulti-use blood glucose moniioring devices were
disinfected between each resident in accordance
with manufacturer's directions, facility
policy/procedures, and CDC guldelines far two of
ten sampled residents (Resident #1 and Resident
#6). On 07/27/11, Registered Nurse (RN) #2 and
SRNA (State Registerad Nurse Aide) #7 were
-observed performing blood glucose monitoring
via fingerstick for Resident #6 and Resident #1.
Staff failed to disinfect the blood glucose
manitoring device between each resident in
accordance with facility policy/procedures and
manufacturar's directions for use. It was further
determined the facllity failed to provide evidence
the facllity’s infection control program was
effective in ensuring the competency of RN #2
and SRNA #7 in the proper technique to disinfeet
glucose monitoring devices as recommended by
-CDC guidelines and manufacturer's guidelines.
The facility policy/procedures did not instruct staff

was determined to he unclear

Trainer, .
Additionally, the Practice/process
qf Glufédse Monitoring was identi-
fiied by the analysis as an outcpme -
qf the unclear policy.
competency with return demonstra-—
tion of the process of disinfec

glucose meters hetween patients

X4 1D SUMMARY STATEMENT OF DEFICIENCIES "D PROVIDER'S PLAN OF CORREGTION ois)
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. ‘ DEFIGIENCY) . :
‘ Refer to ATTACHMENT A.
F 441 | Continued From page 1 - F441

At 1400 on 07/28/11, the causa
agent of the deficient practice

[

policy about the product to b
used for disinfection of . QT
monitoring device. The
following were used to determine
the cause: Infection Preventidh
Coordinator, Infection Prevention
Specialist RN, Laboratory Director,
Laboratory Education Preceptor
Director/Nursing Home Administrator,
and staff RN. The analysis
identified the need for Blood
Glucose Monitoring Policy revidion
by Laboratory Director &. input
pf Pathologist Medical Directod
Laboratory Education Preceptor,
Chief Nursing Officer & Staff RN
¥ith Target Date of completion |
bf revision by 07/28/11 (completlion
)7/28/11 @1545). Action Plan:
[mmediate education of the revilsed
Blood Glucose Montioring
Folicy to begin with existing -
Transitional Care Unit staff on
duty by the Certified Trained

tCOse

Tmmediate

ing
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Dby the facility, the outside of the meter should be

of the recommended disinfectant to use or
directions for use of the disinfectant. in addition,
RN #2 failed to change gloves as required during
wound care for Resident #1 on 07/27/11.

The findings include:.

1, According to the Centers for Disease Control
{CDC) guidelines, updated 03/23/11, "Whenever
possible, blood glucose meters should be
assigned to an individual person and not be
shared. If blood glucose meters must be shared,
the device should be cleaned and disinfected
after every use, per manufacturer's instructions,
o prevent carry-over of blood and infectious

agents. |f the manufacturer does not specify how |

the device should be cleaned and disinfected
then it should not be shared.”

The facility's policy/procedure for "Point of Care
Testing" (dated as revised February 2011)
revealed repeatedly used point-of-care devices,
such as blood glucose meters, if used for multiple
patients, must be cleaned and disinfected after
each yse according to manufaciurer's
instructions. The facility had an additional
policy/pracedure for "Blood Glucose Monitoring"
{(dated as revised and approved March 2008} that
stated staff was required to clean the outside of
the meter with a cloth dampened with a 10%
bleach solution. The policy/procedure further
stated the meters could be cleaned with water or
10% bleach as needed,

According to the- manufacturer's directions for use
for disinfection of the SureStep Flexx Meter used

cleaned with a cloth dampened with a 10%

.. fthrough the following acticns:

- picians).

‘product to be used for disinfeqg-

‘Nursing Home Admlnlstrator, and
"Staff RN. -

18] (X5)
PREFIX (EACGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG " REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ ' DEFICIENCY)
' by the Cerified Trainer 07/28/11,
. F 441 | Continued From page 2 F 441 .

began @ 1845,

Regidents with glucose monitoring
checks were potentially impacted

_br at risk by the deficient prac-
 tice. '

There were (4) residents.
Upon notification by the survey
team 07/28/11, practice change
began by 1400 and verlflcatlon
of policy revisions and practlce
with the revised competency compo-
nents by 07/28/11 @ 1845.

Staff categoreis involved in the
deficient practice include RN, ‘
IL.LPN and PCT(SRNA) (Patient Care |Tech-
The deficient practice will Be
prevented from recurring to these
residents & other futuyre- residgnts
who requitre glucose ﬁﬁ%%ltorlng.

1)YThe Glucose Monitor pelicy was
revised 07/28/11 to clarify . the

tion by the Laboratory Director,
Pathologist Laboratory Director,
Laboratory Education Preceptor,
Chief Nursing Officer, Directot/

Policy Revisions:
a)Clarification of training &
retraining by identifying

the who &I means of training/
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.| thoroughiy wet the surface. The surface should

- temperature for effectiveness.

| glucose test on Resident #1. Resident #1 had

bleach solution. A 30% CaviCide was inciuded
as an effective disinfectant for use on the
SureStep Flexx Meter. The facllity had -
CaviWipes XL available for use which were
pre-saturated with CaviCide. The Caviwipes XL
instructions for use as a disinfectant revealed the
surface to be disinfected should be precleaned
with one CaviWipes XL towelstte. A second
CaviWipes XL toweletie should be used {0

remain visibly wet for three minutes at room

During obgervation of medication pass on
07/27/11, at 3:55 PM, RN #2 performed a blood
giucose test on Resident #6. Resident #6 had
been admiited to the facility with diagnoses that
included cecal abscess, perorated sigmoid
colon, and diabetes mellitus Type Il. RN #2
disinfected the blood glucose meter with alcohot
wipes after use. RN #2 gave the blood glucose
meter to SANA-#7 who performed a blood

keen admitted to the facility with diagnoses ofa -
right hip fracture and end stage renal disease
requiring hemodialysis. Resident#1wason
contact isolation related to a history of MRSA
{Methicillin Resistant Staph Aureus). SRANA #7
used a CaviWipes XL to clean the blood glucose
monitor. However, the SRNA wiped the surface
of the blood glucose meter with only one
CaviWipes XL toweleite and piaced the meter
back into storage at the nursing station.

An interview conducted on 07/27/11, at 4:00 PM,’
with RN #2 revealed it was acceptable to clean
the blood glucose meter with aicohol wipes.
According to RN #2, night shift personnel perform

.|situations requiring additionall

ommendations.

[Refer to ATTACHMENT C.

ment
c)Disinfection using 10% Bleach/
Dispatch between patients clari-
fication on multiple patient use.
{previously read "cleaning").
d)Addition of. 10% Bleach/Dispatch
wipes to equipment needed to
perform procedure.

e)Changes statement of L
be disinfected between patientis
& minimal dwell time with 107
Bleach.

f)Changes regarding when the
test strip holder is cleaned &

cleaning per manufacturer's rec-—
Refer to ATTACHMENT Bl,2,3.

2. The Care Learning Product
for staff educaiton (Electronfc
& paper learning module on Lifp
Scan Glucose Monitoring) was
revised by the Laboratory Direptor
& the Pathologist Medical Direptor
of both CLIA & Point of Care
Testing to specifically note the

disinfecting product & the process.

3. All Transitional Care Unit
Staff who perform glucose testin
wére required to have inservgge/
re-education training that included
the following components:

nsed
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: fCompletion of Care Learning
F 441 | Continued From page 4 F 441Module prior to performing

contact isolation but if the resident was not on

a "big cleaning" at night. BN #2 was unaware of
what constituted a “big cleaning,” pnly that it was
conducted by night shift personnel.

An interview with SRNA #7 on 07/27/11, at 4:05
PM, revealed staff was to use CaviWipes XL fo
ciean the glucose meter if the resident was on

isolation it was acceptable to use alcohol wipes.
SRNA #7 was unaware of the CaviWipes XL
manufacturer's directions to use two wipes for
disinfection.

Interview on 07/27/11, at 4:45 PM, with RN #4
revealed the RN siated staff was required to
clean the glucose testing monitors after each
resident use with a Caviwipes XL toweiette, RN
#4 was unaware of the manufacturer's
recommendations to use two CaviWipes XL
towelettes to ensure disinfection of the monitor.
According to RN #4, it was acceptable fo use
alcohol wipes to clean the glucose testing
monitors, but the RN always used the CaviWipes
XL. :

Interview with SRNA #6 on 07/27/11, at 4:48 PM,
revealed staff was required to use the CaviWipes
XL to clean the exterior of the glucose testing :
monitors after each resident use. SRNA #6 was
unaware of the manufacturer's recommendations
to use two CaviWipes XL towelettes to ensure
disinfection of the monitor. -

Interview with SRNA #9 on 97/27/11, at 5:10 PM,
revealed staff was required to use a CaviWipes
XL towelette to clean the exterior of the glucose
monitors after resident use, SRNA #7 was
unaware of the manufacturer's recommendations

@ 1045 to be available 08/01/11

elucose monitoring procedures,
with documentation of completid
The house supervisor on duty
monitored to assure that there
were sufficient numbers of
Fransitional Care Unit staff wh
nad completed the re-educaiton
re-competency checks to provide
clucose montiro procedures.
Content was revised on paper
D7/28/11 for immediate resoluti
for staff. Submission of revis
thanges to the Computerized Car
Learning product located in Weg
Virginia was completed 07/29/11

pr sooner. Paper versions of
the learning module that addres
isinfection of blood glucose
onitors were in use 07/28/11 b
11 Transitional Care Unit .COmp
are Learning & Competencies fo
e—education/retraining were
ompleted 08/09/11.

Refer to ATTACHMENT Di.
here is mno outside agency staf
or the Transitional Care Unit.
he one RN from EMRMC internal
loat Pool, otcupying a. tempora
osition for the RN on FMLA] ira
lso re-educated.

Refer to ATTACHMENT DI

Return demonstration by the st
ember of proper competency in

.

and

on.
ed

sed

y 1845,
uterized

aff'
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| disinfection of the monitor,

.| Administrator, staff received instruction on

o use two Caviwipes XL toweleties 1o ensure

An interview on 07/28/11, at 11:55 AM, with the
facllity Laboratory Direcior revealed the Director
had completed the revision of the
policy/procedure for "Point of Care Testing" in
February 2011. According to the Laboratory
Director, the individual facility units were notified
of the policy change and each unit should have
verified the implementation of the policy change.
The Laboratory Director stated the-policy had
always stated the exterior of the blood glucose
meter was to be disinfected with 10% bleach and
the revision had only cancerned frequency.

An interview was conducted on 07/28/11, at 11:40
AM, with the interim Unit Supervisor. The Unit
Supervisor stated staff was required to complete
an annual online competency. According to the
Uinit Supervisor, the disinfection of the blood
glucose meters was included in the onlfine
fraining. The Unit Supervisor produced a copy of
the onling training content which stated staff was
to disinfect the glucose testing meters with a 10%
bleach solution. The Unit Supetvisor stated there
was no follow-up cbservation of staff
competency.

An interview on 07/28/11, at 3:45 PM, with the
facility Administrator revealed staff was not
monitored for implementation of i
policy/procedures on ihe unit, According to thé

disinfection of the blood glucose meter during
orientation and any follow-up instruction
concentrated on competency in the use of the
controls for the meters, and not disinfection.

'this completion of the

"|the practice issues as well as|

| STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
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glucometer disinfection prior |
F 441 CommuedFﬂxnpages F 441| to performing glucose monitoring

procedures with sign off. by the
staff member and co-signature |of
the cerified trainer that stafif
member is competent was complelted’
08/09/11.
The re-education/training ensured:

that all staff who perform glucose

monitoring have a clear understan—

ding of the policy & procedure.
Training began 07/28/11 & was
completed by all Transitional
Care Unit Staff who perform

blood glucose monitoring by

08/09/11. This ensures a clealr
understanding of the policy &
procedure & demonstrated compe
tency. The RN who was on FMLA
did complete. the educaticnal pro-
cess 08/02/11 as well as .the
demonstrated competency. To
ensure that the practice will
not recur, any staff hired aftg
re-edu
cation/training of glucose mopi-
toring will receive the.same re-

education/training by a certified
labkoratory trainer, including iem@-gc!"‘
onstrating competency prior to

performing blood glucose monitering.
Anhual competency verification
is revised to reflect/correct

U
H

verifying the psychomotor and .
cognitive skills associated with

slucose monitoring disinfedtion
i b,

FORM CMS-2567(02-98} Previous Vearsiens Qbsolete

Event [D:VKLT 11

Facility ID: 100710

%Atjgm)\%m

IfconﬁnuéﬁonsheetPage gof 8



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED; 08/05/2011
FORM APPROVED .
OMB NO. 0938-0391

. ] STATEMENT OF DEFICIENCIES (Xi) PROVIDER/SUPPLIER/CLIA (xz) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
. AND FLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
. A. BUILDING
. B. WING
185406 07/28/2011

NAME OF PROVIDER QR SUPPLIER

EPHRAIM MCDOWELL REGIONAL MEDICAL CENTER

STREET ADDRESS, GITY, STATE, ZiP CODE
217 SOUTH THIRD STREET

DANVILLE, KY 40423

4 D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
) . DEFICIENCY) '
. ‘ procedures,
F 441 Continuad From page 6

2. Review of the facility's policy/procedure for.
Asepsis (dated as revised October 20009)
revealed medical asepsis (clean technigue)
included hand hygiene, barrier technique to
reduce microbial transmission, and no-touch
dressing technique to avoid contamination of
supplies and glove usage either sterile or clean.
A review of the facility's policy/procedure for
Standard Precautions (Universal) and
Transmission-Based Precautions (dated as
revised QOctober 2009) revealed gloves must be
removed and hands washed after gloves are.

| solled with a specific body fluid of the same

patient. :

Observations on 07/27/11, at 2:20 AM, of wound
care and skin assessment of Resident #1
revealed RN #2 donned gloves, removed the
soiled dressing from the résident's sacral area,
cieaned the wound with normal saline-soaked
gauze, and applied the clean dressing. The RN
did not change her gloves or perform hand
hygiene after removing the solled dressing or
after cleansing the resident's wound.

Interview with RN #2 on 07/27/11, at .42 AM,
revealed she did not change her gloves or
perform hand hygiene during any part of the
wound care process. According to BN #2, she
only'touched the tape on the old dressing and did
not need to change gloves or perform hand
hygiene. ‘

Interview on 07/27/11, at 10:10 AM, with the
facility Infection Control Nurse revealed staff was
required to change gloves and perform hand
hyglene after removing the old wound dressing

F 441| Refer to Attachments E1,2.

No staff members were permitted
to perform glucose monitoring
intil competencies were completfled,
lhe House Supervisor assured tHat
there were sufficient numbers
bf Transitional Care Unit re-tnained
staff to perform glucose monitoring.
A "G" was placed on the time sheet
besides the name of those that [had
been retrained until all were
retrained.” There is no outside
agency staffing for the Transitlional
Care Unit, )

Refer to Attachment Fl1,2,3,4.

A list of Transitiomal Care
Unit Associates was used as a
tool to track completion of
glucometer competency.'

Refer to Attachment Gl,2.

5. Process changes to aid in the

¢onsistency of the process of
4lways using the 107 bleach to
disinfect the glucose meters
between patients include documen-
tation in the electronic medicall

- record intervention, "Glucose
Monitoring". This was revised
07/28/11 by the Nursing Informa
tion Services Director & the
(ertified trainer to include
gonfirmation of the use of the
getual disinfectant/10Z bleach
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‘ , ' : © - and confirmation by a second on-
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and before applying the new dressing.

Review of the training record for RN #2 dated
October 2010 revealed the RN had received
instruction on wound care via a poster
presentation that the RN viewed, There was no .
evidence of an evaluator of the RN’s proficiency
to perform the task.

duty staff person that this prd
did occur.  Transitional Care
Unit staff understand that thev
must document the disinfectant
used as well as have the second
ttaff person on,duty, confirm
‘he use of the disinfectant.
editech Assessment Documenta-
ion titled, "Blood Glucose/FS/

erification TCU Set". To prevent
he deficient practice from recur-
ing, monitoring of the 2nd verifi-
‘tation process will be done by jthe
irector/Administrator weekly flor
t least 21 days & communicated| to

he Performance Improvement Tes)
‘or analysis and assurance of
ontinued compliance. (August 1
2011 @ I2N). The committee wil
etermine any further monitorin
nd the duration of monitoring.
his committee includes the
edical Staff Director, Directeo
ursing Home Administrator, the
S coordinator, Social Worker,
egistered Dietician, Certified
Activity Coordinateor, Registere
Yhysical Therapist, Occupationa
herapist, Nurse Preceptor and
ransitional Care Unit Nursing
taff.

Refer to Attachment H1,2.
-Refer to Attachment I.

he monitoring/tracking system
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - TRANSITION CARE UNIT
B. WING
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TYPE OF STRUCTURE: 1994 Six-story
protected frame Type 1(332) with a complete
automatic sprinkler system throughout.

A life safety code survey was initiated and
concluded on 07/27/11, for compliance with Title
42, Code of Federal Regulations, §483.70(a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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