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Lee County Care and Rehabilitation
_ does not believe and d t admit
An abbreviated survey (KY21895) was that deficienci D,es not admit :
conducted on 07/01/14. The complaint was ‘ a‘ any deticiencies existed, before,
unsubstantiated with unrelated deficient practice ~during or after the survey. The Facility
identified at "D" level. reserves the right to contest the survey
F 441 | 483,65 INFECTION CONTROL, PREVENT F441) findings fthrough informal dispute
S5=D | SPREAD, LINENS resolution, formal appeal proceedings
The facility must establish and maintain an or any administrative or legal
Infection Controt Program designed to provide a proceedings. This plan of correction is
safe, sanitary and comfortable environment and : not meant to establish any standard of -
o hglp prevent lthe dgvelopment and transmission care, contract obligation or position
of disease and infection. . . ;
- and the Pacility reserves all rights to
(a) Infaction Control Program raise all possible contentions and
| The facility must establish an Infection Contral defenses in amy type of civil or criminal
Program under which it - claim, action or proceeding, Nothi
. : . . Nothin
(1) Investigates, controls, and prevents infections : . .p 5 , &
in the faillty contained in this plan of correction
(2) Decides what procedures, such as isclation, should be considered as a waiver of
should be applied to an individual resident; and any potentially  applicable Peer
{3) Maintains a record cf incidents and corrective Review, Quality Assurance or self
actions related to infactions. critical examination privilege which
{b) Praveniing Spread of Infection the Facility does not waive and
{1) When the Infection Control Program reserves the right to assert In any
determines that a resident needs isclation to administrative, civil or criminal claim,
_[psr;:?;tt r?;sr:;rde;ri of infection, the facility must action or procee ding. The facility :
{2) The facility must prohibit employees with a ! offers its‘response, credible allegations
communicable disease of infected skin lesions of compliance and plan of correction as
from direct contact with residents or thelr food, if . part of its ongoing efforts to provide
direct contact wil| transmit the diseasse. ' quality of care to residents
(3} The facility must require staff to wash their
hands after each direct resident contact for which ;
hand washing is indicated by accepted |
nrofessional practice.
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Any daflolency statement anding with &n sstarlsk (*) denotes a deficiency which the inslituiion may be sxcused from correcting providing It is determined that
other safeguards provide sufficient pretection to the patients . (See instructiona.) Except for nursing homes, the indings stated abova are disclosable 90 days
foliowing the date of survey whather or not a plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available 1o the facility, If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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(c) Linens-

Parsonnel must handle, store, process and
transport [inens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:
Basad on chservation, interview, and review of

i facility policy it was determine the facility failed to
: maintain an effective infection control program to
- help prevent the developmant and fransmission

' of disease and infection for two {2) of three {3}

. sampled residents and three (3) unsampled

residents (Resident #2 and unsampled Resident

© A). Observation of the medication pass on
; 07101714 at 11:30 AM revealed Registered Nurse

(RN) #1 failed to sanitize the glucose meter

- before and after use for Resident ¥2; and before
proceading to use the same glucose meter to test
" Resident A's blood glucose level.

: The findings include:

| Aroview of the facility policy,
| "Glueometsr-Claaning of Equipment in Parsonal

Contact," dated December 2310, revealed the
glucose meter exterior surfaces was cleanad
after each resident use with ither an
EPA-registered detergent/germicide wipe ora 10
percent bleach salution,

Observation of the medication pass on 07/01/14
at 11:30 AM revealed RN #1 performed g blood
glucose test on Resident #2 with the blood
glucose monitor without cleaning the machine
first, After the biced glucose test was completed
RN #1 cleaned the glucose meter using soap and

Fadt 1. RN#1 was re-educated
verbally and a competency

was completed on July 1,
2014 by the Staff
Development Coordinator
upon notification by the
surveyor that she had not
completed a correct cleaning
of the glucometer {use of a
bleach wipe) after
completing a bloed sugar

: “check for resident #2 and A.
i The nurse had not followed
the infection control policy
when providing care to
residents in an effort to
prevent cross-contamination
and/or the spread of
infections. Please note
resident #2 or A did not
have any adverse effect
from said practice.

2. All resident’s requiring
staff to assist with direct
contact has the potential for
the spread of infection. The
Director of Nursing, Staff
Development Coordinator,
or Unit Managers will
observe direct care staff
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: providing care to residents
F 441 Continued From page 2 F 441 to ensure the infection

- water, RN #1 was then observed fo take the
same glucose meter and begin to perform a
blood glucase level on Resident A, without
cleaning the meter with a 10 percent bleach
solution on 07/01714 at 11,40 AM.

| Interview with RN #1 on 07/01/14 at 11:45 AM

. revealed bleach wipes were normaily located on

" the medication carts but the cart being used did
not have any. RN #1 said when there were no

" wipes on the cart it was acceptable to clean the

- blood glucose meters with either soap and water,

i alcohol-based wipes, or a bleach wips.

Interview with the Director of Nursing {DON) on
07/01/14 at 3:30 PM revealed the facility had an
in-service in June 2014 about cleaning the
glucose meters but RN #1 had been on leave at
the time. The DON also said the facility had not
in-serviced RN #1 regarding the cleaning of
glucose meters since he/she returned two days
*sarlier. Interview with the DON on 07/01114 at

- 4:42 PM revealed the nurses should be cleaning
the glugose meters before and after each
resident use with facility approved
micro-kil/bleach wipas. The DON stated random
observations were made of staff administering
medications, including blood glucose monitoring,
- at least once a week and no problems had been
- identified.

© immediately.

control policy is followed
during care. Any issues
identified will be addressed
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Managers will complete
observations of Licensed
Nurses completing Blood
Glucose levels daily x 4
weeks, weekly x 4 weeks, 5
- observations monthly x 2
months to ensure the
infection control policy is
being followed.

The Director of Nursing,
Staff Development
Coordinator, and Unit
Menagers will complete
observations of direct care
staff daily x 4 weeks,
weekly x 4 weeks, 5
observations monthly x 2
months to ensure the
infection control policy is
being followed.

Findings of the above stated
audits will be discussed in
the Quality Assurance
meeting monthly for three
moenths for
recoramendations and
further follow up as
indicated. Members of the
Quality Assurance
Committee are: Medical
Director, Administrator, .
Director of Nursing, Unit
Managers, Social Services




3. Education for all licensed

staff was started on July 1,
2014 by the Director of
Nursing and Staff
Development Coordinator.
The education will be
completed by July 25, 2014
for all staff. Education
provided contains the policy
for direct care of residents to
provide a safe, sanitary and
comfortable environment
and to help prevent the
development and
transmission of disease and
infection. Emphasis was
placed on the correct
cleaning of glucose
monitors before and after
use. :

Competencies were started
on July 1, 2014 for all
licensed staff by the Staff
Development Coordinator
for to ensure the infection

control program is being
followed.

. The Director of Nursing,
Staff Development
Coordinator, and Unit




Director, Dietary Manager,
Human Resource Director,
Maintenance Director, and
Quality of Life Director.

5. Date of compliance 7-31-14.




