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F 0655 Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being
admitted

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 51142

Residents Affected - Few Based on record reviews and staff interviews, the facility failed to develop a baseline care plan that

addressed a resident's anticoagulant (blood thinner) medications for 1 of 3 resident reviewed for
anticoagulant therapy (Resident #45).

Resident #45 was admitted to the facility on [DATE] with diagnosis that included fracture of unspecified part
of neck of right femur.

Resident #45's care plan dated 10/1/24 did not include goals and interventions for the use of anticoagulant
therapy.

Record review revealed Resident #45 had an admission order for Enoxaparin Sodium Injection 40 milligram
subcutaneously one time a day due to right hip fracture until 10/22/24.

An admission Minimum Data Set (MDS) dated [DATE] indicated Resident #45 was cognitively intact.

A Review of Resident #45's Medication Administration Record (MAR) for October 2024 revealed Resident
#45 received Enoxaparin Sodium injection 40mg/0.4 ml daily from 10/2/24 through 10/22/24.

During an interview on 10/23/24 at 11:40am the MDS Nurse stated she received new orders daily and
updated the care plan as needed. MDS Nurse stated the nurses would have to look at the care plan to see
anticoagulant therapy goals and interventions and it was also located on the Kardex. The MDS nurse stated
she normally entered anticoagulant therapy to the care plan under skin to monitor for abnormal bruising.

During an interview on 10/23/24 at 12:13pm the NP stated residents on anticoagulants should be monitored
for hematuria and bleeding in addition to bruising. NP stated labs would be done admission then up to NP for
further follow up lab work.

During an interview on 10/24/24 at 11:42am Nurse #2 stated residents that received blood thinners were
monitored for bruising, signs of bleeding, skin color, and blood work would be monitored. Nurse #2 did not
know if it was included in the resident's care plan.

(continued on next page)
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F 0655 During an interview on 10/23/24 1:54pm the Director of Nursing (DON) stated nurses should know the risk of
anticoagulants and monitor for increased signs of bleeding, bruising, blood in urine. DON stated that care

Level of Harm - Minimal harm or plans were completed by the MDS nurse and anticoagulants were normally added under skin unless

potential for actual harm specifically care planned.

Residents Affected - Few During an interview on 10/24/24 at 3:44pm the Administrator stated nurses should know what to monitor for

when a resident is on anticoagulant therapy. The Administrator was not aware that anticoagulant therapy
was not in the care plan for reviewed residents. The Administrator stated she didn't know that a specific care
plan was required for anticoagulant therapy since nurses should know what to monitor.
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 51142

Based on observations, record reviews, and staff interviews, the facility failed to develop and implement a
person-centered care plan for residents on anticoagulants for 2 of 3 residents reviewed for development and
implementation of a comprehensive care plan (Resident #19 and Resident #34).

Findings included:

1) Resident #19 was admitted to the facility on [DATE] and readmitted on [DATE] with diagnosis that
included right hip fracture from recent fall, Open Reduction Internal Fixation (ORIF) right hip.

Record review revealed Resident #19 had an admission order dated 10/2/24 for Enoxaparin Sodium (blood
thinner) injection 40mg/0.4 ml subcutaneously one time a day for post-surgery for 21 days.

Resident #19's care plan dated 10/3/24 did not include goals and interventions for the use of anticoagulant
therapy (received blood thinner medication).

A review of Resident #19's Medication Administration Record (MAR) for October 2024 revealed Resident
#19 received Enoxaparin Sodium injection 40mg/0.4 ml daily from 10/3/24 through 10/23/24.

Record review revealed a progress note by NP dated 10/9/24 that read Resident #19 had a history of
Gastrointestinal (Gl) bleed.

During an interview on 10/23/24 at 11:40am the MDS Nurse stated she received new orders daily and
updated the care plan as needed. MDS Nurse stated the nurses would have to look at the care plan to see
anticoagulant therapy goals and interventions and it was also located on the Kardex. The MDS nurse stated
she normally entered anticoagulant therapy to the care plan under skin to monitor for abnormal bruising.

During an interview on 10/23/24 at 12:13pm the NP stated residents on anticoagulants should be monitored
for hematuria and bleeding in addition to bruising. NP stated labs would be done admission then up to NP for
follow up lab work.

During an interview on 10/24/24 at 11:42am Nurse #2 stated residents that received blood thinners were
monitored for bruising, signs of bleeding, skin color, and blood work would be monitored. Nurse #2 did not
know if it was included in the resident's care plan. Nurse #2 stated if a resident had a history of Gl bleed,
then the resident's bowel movements would be monitored closely for signs blood.

During an interview on 10/23/24 1:54pm the Director of Nursing (DON) stated nurses should know the risk of
anticoagulants and monitor for increased signs of bleeding, bruising, blood in urine. DON stated that care
plans were completed by the MDS nurse and anticoagulants were normally added under skin unless
specifically care planned.
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F 0656 During an interview on 10/24/24 at 3:44pm the Administrator stated nurses should know what to monitor for
when a resident is on anticoagulant therapy. The Administrator was not aware that anticoagulant therapy

Level of Harm - Minimal harm or was not in the care plan for reviewed residents. The Administrator stated she didn't know that a specific care

potential for actual harm plan was required for anticoagulant therapy since nurses should know what to monitor.

Residents Affected - Few 2) Resident #34 was admitted to the facility on [DATE] with diagnosis that included paroxysmal atrial
fibrillation.

Record review revealed Resident #34 had an active order dated 6/3/24 for Apixaban (blood thinner) give 1
tablet orally two times a day.

Resident #34's care plan dated 6/11/24 did not include goals and interventions for the use of anticoagulant
therapy.

A quarterly Minimum Data Set (MDS) dated [DATE] indicated Resident #34 was cognitively intact and
recieved an anticoagulant during the assesment reference period.

A Review of Resident #34's Medication Administration Record (MAR) Apixaban 5mg was administered twice
daily 6/3/24 through 10/23/24.

During an interview on 10/23/24 at 11:40am the MDS Nurse stated she received new orders daily and
updated the care plan as needed. MDS Nurse stated the nurses would have to look at the care plan to see
anticoagulant therapy goals and interventions and it was also located on the Kardex. The MDS nurse stated
she normally entered anticoagulant therapy to the care plan under skin to monitor for abnormal bruising.

During an interview on 10/23/24 at 12:13pm the NP stated residents on anticoagulants should be monitored
for hematuria and bleeding in addition to bruising. NP stated labs would be done admission then up to NP for
further follow up lab work.

During an interview on 10/24/24 at 11:42am Nurse #2 stated residents that received blood thinners were
monitored for bruising, signs of bleeding, skin color, and blood work would be monitored. Nurse #2 did not
know if it was included in the resident's care plan.

During an interview on 10/23/24 1:54pm the Director of Nursing (DON) stated nurses should know the risk of
anticoagulants and monitor for increased signs of bleeding, bruising, blood in urine. DON stated that care
plans were completed by the MDS nurse and anticoagulants were normally added under skin unless
specifically care planned.

During an interview on 10/24/24 at 3:44pm the Administrator stated nurses should know what to monitor for
when a resident is on anticoagulant therapy. The Administrator was not aware that anticoagulant therapy
was not in the care plan for reviewed residents. The Administrator stated she didn't know that a specific care
plan was required for anticoagulant therapy since nurses should know what to monitor.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38515

Based on observations, record reviews, and staff interviews, the facility failed to provide care in a safe
manner, which resulted in the resident falling from her bed, striking her head on the corner of the bedside
table, which resulted in a laceration to her scalp which required 5 sutures. This was for 1 of 3 residents
reviewed for the prevention of accidents (Resident #139).

The findings included:

A review of Resident #139's quarterly Minimum Data Set assessment dated [DATE] revealed severely
impaired cognition with no delusions, behaviors, rejection of care, or instances of wandering. Resident #139
was coded as requiring total assistance with bed mobility and transfers. She was also dependent on staff for
upper and lower body dressing. Resident #139 was always incontinent of bowel and bladder and was coded
as not having had a fall since her last assessment.

A review of Resident #139's care plan last updated on 07/03/24 revealed a care plan area for Falls: At risk
for falls due to impaired safety awareness, poor balance, and psychotropic medication use that was initiated
on 01/08/23. Interventions included to keep the bed in low position when not performing care for safety and
to place a fall mat to the left side of the bed for safety.

A review of facility provided incident and accident logs revealed Resident #139 had an unwitnessed fall on
05/28/24. Per the incident/accident report and analysis, Nurse Aide (NA) #4 reported to Nurse #4 that she
had found Resident #139 on the floor of her room. NA #4 stated she was walking by Resident #139's room
when she heard a noise and went into the room to investigate where she found Resident #139 face down on
the floor. Nurse #4 reported Resident #139 was observed lying face down with blood around her head. Nurse
#4 surmised that Resident #139 hit her head on the corner of her bedside table which resulted in the injury to
Resident #139's head. Nurse #4 reported in the incident report that Resident #139's bed was in a high
position and that there was a fall mat in the room but not on the floor by the bed.

Review of the facility's investigation into Resident #139's fall, dated 05/28/24 revealed the facility determined
that NA #3, who was assigned to Resident #139 at the time she fell , failed to implement Resident #139's
care plan interventions for fall prevention that included a fall mat to her bedside and to keep her bed in a low
position.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

During an interview with NA #3 on 10/24/24 at 9:21 AM, she verified she was assigned to Resident #139 on
05/28/24 and remembered the fall. She reported she was new to the facility and had just been released from
training. She continued, stating she was unaware that Resident #139 was a fall risk and reported she did not
see a fall mat in Resident #139's room. NA #3 reported she had initially entered Resident #139's room to get
her up and ready for the dinner meal. She insisted that she did not touch Resident #139's bed or remove the
fall mat. NA #3 stated once she got Resident #139 ready for the dinner meal, she left Resident #139 in the
bed to go find another nurse aide or nurse to help her transfer Resident #139 from the bed to her wheelchair.
NA #3 stated when she returned with Nurse #6, she saw Resident #139 in the floor and called for help. She
insisted that there were no other staff members in the room when she found Resident #139 in the floor, the
bed was in a high position, and there was no fall mat in the room.

A review of Resident #139's hospital records dated 05/28/24, revealed Resident #139 was seen in the
emergency room after suffering a fall at the facility. Per the records, Resident #139 was treated for a
laceration on her forehead that was cleaned and sealed with 5 sutures and released back to the facility.

An interview with NA #4 on 10/24/24 at 9:46 AM revealed she remembered Resident #139 and the fall she
suffered on 05/28/24. NA #4 reported Resident #139 was confused and needed total assistance with 2
people assisting for transfers. She stated on 05/28/24 NA #3 was assigned to Resident #139 but that she
and other nurse aides would assist if needed. She stated before the dinner meal, she had taken some trash
out of the building and put it in the dumpster and when she returned into the building, as she walked past
Resident #139 room, she heard a noise that she described as a moan come from Resident #139's room.
She stated she immediately went into Resident #139's room and noted Resident #139 was lying face down
in the floor with a pool of blood around her. NA #4 stated she called for help and that Nurse #4 came to
assist. She reported NA #5 came running to the room as well. NA #4 indicated that Nurse #4 assessed
Resident #139 and then she and NA #5 assisted in putting Resident #139 back into her bed until Emergency
Medical Services (EMS) arrived to take Resident #139 to the hospital for evaluation and treatment. NA #4
stated while she assisted Resident #139, she noted that her bed was so high that even with the mechanical
lift elevated to its highest point, she still had to lower her bed to safely get her back into bed. NA #4 stated
she did not see NA #3 until after Nurse #4 had assessed Resident #139 and she and NA #5 were putting
Resident #139 back into bed.

An interview with NA #5 on 10/24/24 at 11:03 AM revealed she remembered Resident #139's fall on
05/28/24. She stated she assisted Resident #139 back into her bed after the fall. She reported that Resident
#139's bed was in a high position and that her fall mat was leaning against the wall in her room.

(continued on next page)
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F 0689 An interview with Nurse #4 on 10/23/24 at 2:02 PM revealed she remembered the incident and Resident
#139. She reported she was assigned to Resident #139 as her nurse on 05/28/24 and that Resident #139

Level of Harm - Actual harm was confused and totally dependent on others for transfers. She verified that NA #3 was assigned to
Resident #139 on 05/28/24 and that she was in another resident's room with Nurse #5 providing care when

Residents Affected - Few she was alerted that Resident #139 was in the floor and injured by NA #4. Nurse #4 stated she immediately

left the resident in the care of Nurse #5 and went to attend to Resident #139. She stated when she entered
the room, she observed Resident #139 lying face down with blood around her head. She stated she went to
Resident #139 and assessed her and placed a towel to a laceration on Resident #139's head. She stated
after she assessed Resident #139 and had NA #4 and NA #5 assist Resident #139 back into her bed until
EMS could arrive. Nurse #4 stated she was aware Resident #139 was a fall risk and she did not know why
her bed was in a high position and her fall mat was not by her bedside with no one in the room. She reported
she did not see NA #3 until after Resident #139 was back into bed and NA #3 reported to her that she had
left Resident #139 to get assistance in transferring her from her bed to her wheelchair for dinner.

An interview with Nurse #6 on 10/21/24 at 10:18 AM revealed she had no interaction with Resident #139's
fall. She stated she did observe the aftermath and that before the fall occurred she observed NA #3 walk by
her while she was charting at the 100 hall's nurses station. Nurse #6 reported about 5-10 minutes later, NA
#3 walked back past the nurses station and looked confused. At that time, Nurse #6 reportedly asked NA #3
if she needed help and NA #3 responded she was looking for someone to help her transfer Resident #139.
Nurse #6 stated she thought it was odd that NA #3 was all the way on the other side of the facility from
where Resident #139 was located looking for someone to assist her when Nurse #6 knew there were at least
2 nurses and several other nurse aides assigned to the unit where Resident #139 was located. Nurse #6
reportedly told NA #3 she would be happy to assist her and walked with NA #3 back to Resident #139's
room. She stated when they arrived at the room, she observed Nurse #4 and 2 nurse aides in the room
attending to Resident #139 who was face down on the floor.

During an interview with the Director of Nursing on 10/24/24 at 1:53 PM, she reported she remembered
Resident #139 and stated she was a confused resident who was a fall risk due to poor safety awareness but
had not been identified as a frequent faller. She reported Resident #139 had a fall prevention care plan in
place on 05/28/24 and that the interventions included to keep her bed in a low position while she was in bed
and to place a fall mat to the left side of her bed. The Director of Nursing stated when Resident #139 fell on
[DATE] and the facility completed the investigation, it was determined that NA #3 had not followed Resident
#139's care plan for fall prevention and was terminated. The Director of Nursing reported when she
questioned NA #3, she informed her that she had left Resident #139 to go find someone to assist with
transferring Resident #139 from the bed. She stated NA #3 had been thoroughly educated and should have
been familiar with Resident #139 and her care needs. She indicated if NA #3 had to go find someone to
assist her with transferring a resident, she should have lowered the bed to a low position and replaced the
floor mat. She stated after the fall, the facility provided education to all of the staff, completed audits, and
placed the fall into the facility quality assurance program.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

During an interview with the Administrator on 10/24/24 at 2:01 PM, she stated she was aware of the incident
and that it was determined that NA #3 had not implemented and followed Resident #139's fall prevention
care plan, which resulted in Resident #139 falling and injuring herself and was sent out to the hospital for
treatment. The Administrator stated she was made aware of the fall when Nurse #4 called her and told her
Resident #139 had fallen and injured herself. She stated during this telephone call, Nurse #4 also reported
concerns as to the way she found the room when she attended to Resident #139. The Administrator reported
Nurse #4 informed her that Resident #139's bed was in a high position and that her fall mat was leaning up
against the wall. The Administrator stated she immediately suspended NA #3 and had her go home and
began her investigation. She stated when she interviewed NA #3, NA #3 reported she did not know Resident
#139 was a fall risk and was unaware of any fall interventions that were in place. When the Administrator
questioned why she was not looking at the fall risk binder located at the nurses station NA #3 reportedly told
her that she was never informed of the binder. The Administrator stated she reviewed NA #3's training and
determined she had signed off on being trained about the location of the fall risk binder. The Administrator
revealed she ultimately terminated NA #3 from the facility. She stated she placed the fall into the facility's
quality assurance program, reeducated all the staff on fall prevention and care plans, and completed audits
on the residents in the facility. She reported she expected her staff to be aware of all care plans and
interventions or how to find them and to implement the interventions to keep the residents safe.

The facility provided the following corrective action plan with a compliance date of 07/12/24:

Address how corrective actions will be accomplished for those residents who have been affected by the
deficient practice:

Upon finding Resident #139 lying on the floor of her room on 5/28/24 at 5:15pm, she was sent to the hospital
for immediate medical care by the licensed nurse on duty.

Due to concerns for failure to follow the written care plan for resident fall safety noted by the licensed nurse
on duty at the time of the fall, the CNA (NA #3) responsible for the provision of care for Resident #139 on
5/28/24 from 7am - 7pm was placed on suspension at 5:52pm pending further investigation by the
Administrator.

Address how the facility identified other residents having the potential to be affected by the same deficient
practice:

On 5/28/24 between 5:52pm - 6:15pm, the licensed nurse on duty assigned nursing assistants to conduct
safety rounds on all residents assigned to the same CNA responsible for providing care to Resident #139
(NA #3) to determine if there were any other residents affected by the deficient practice of this specific
nursing assistant to address any immediate safety concerns. During these rounds, three residents
specifically were found in bed with the bed in the highest position, putting them at risk of falling out of bed
with injury. Assigned nursing assistants provided the necessary care to each of these residents immediately,
including getting them up for dinner and placing all beds in the lower position for safety.
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F 0689 On 5/28/24 between 6:00pm - 6:30pm, the licensed nurses on the unit conducted rounds on all other
residents as well to ensure there were no other concerns or residents affected by deficient practice-there
Level of Harm - Actual harm were no other concerns for resident safety with all devices in place as ordered and beds in the lowest

position at that time.
Residents Affected - Few
Address what measures were put in place or what systemic changes were made to ensure that the deficient
practice will not recur:

Based on the findings of the facility investigation by the Administrator, the CNA (NA #3) was terminated on
6/3/24 for failure to follow the safety care plan as written for Resident #139.

Between 5/29/24 - 6/3/24, the Staff Development Coordinator provided re-education to all nursing staff on
their responsibility to ensure that all safety rounds are completed and all nursing interventions are in place for
all residents assigned to them at all times including fall mats and the appropriate position of the bed for each
particular resident. Staff who did not attend one of the training sessions after 6/3/24 due to vacation, PRN
status, or FMLA were not allowed to work until this training was completed. This training is included in new
hire orientation and will also be completed at least annually for all nursing staff.

Indicate how the facility plans to monitor its performance to make sure that solutions are sustained:

Based on findings of the investigation, the Administrator assigned audits to be conducted daily x 8 days on
each unit for both day and evening shifts by the Director of Nursing, Assistant Director of Nursing, and
Infection Control Preventionist to ensure all safety interventions currently ordered were in place for all
residents as well as education for nursing staff on duty of the importance of making safety rounds during
their shift with successful demonstration on where to locate resident care plans including safety devices
ordered due to fall risk. There were no concerns noted during each audit conducted.

Following the completion of daily audits x 8 days, the Administrator assigned audits to be conducted weekly
by the Director of Nursing, Assistant Director of Nursing, and Staff Development Coordinator x 6 weeks
between 6/4/24 - 7/12/24 to ensure all safety interventions currently ordered were in place for all residents as
well as education for nursing staff on duty of the importance of making safety rounds during their shift with
successful demonstration on where to locate resident care plans including safety devices ordered due to fall
risk. There were no concerns noted during each audit conducted. The Director of Nursing, Assistant Director
of Nursing, and Staff Development Coordinator decided on 07/12/24 to take the plan to the next QAPI
Committee meeting scheduled for 7/19/24 for further review and continue to monitor for compliance.

Date of Compliance: 7/12/24

(continued on next page)
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F 0689 The corrective action plan was validated on 10/24/24. Review of the facility provided monitoring tools
revealed the facility had ongoing monitoring to ensure fall care plan interventions including keeping beds in

Level of Harm - Actual harm low position and fall mats in place while residents were in bed were in place. Observations made of residents
with fall interventions revealed care plan interventions to be in place. There was evidence of in-services with

Residents Affected - Few sign-in sheets, audits, and other interventions that were mentioned in the corrective action plan. Interviews

with staff revealed they were able to verbalize the education regarding fall interventions and procedures,
notification of a fall, and what to do if they notice a fall intervention not in place. The completion date of
07/12/24 was validated.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet

Previous Versions Obsolete 345264 Page 10 of 21



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 02/11/2025
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

345264 B. Wing 10/25/2024

NAME OF PROVIDER OR SUPPLIER

Stanley Total Living Center

STREET ADDRESS, CITY, STATE, ZIP CODE

514 Old Mount Holly Road
Stanley, NC 28164

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0726
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50046

Based on observations, record review and staff interviews, the facility failed to verify and demonstrate
competency for cleaning and disinfecting a shared glucometer according to the manufacturers'
recommendations for using an Environmental Protection Agency (EPA) approved disinfectant cloth for 1 of 4
nursing staff reviewed for competent nurse staff. Nurse #1 was observed not disinfecting a shared
glucometer after use on Resident #28 and before use on Resident #7. Failure to use an approved product
and procedure to disinfect a glucometer in accordance with the manufacturer's instructions has the high
likelihood to expose residents to bloodborne pathogens.

Immediate jeopardy began on 10/23/24 when Nurse #1 failed to demonstrate competency in disinfecting a
shared glucometer between residents. Immediate jeopardy was removed on 10/25/24 when the facility
implemented an acceptable credible allegation of immediate jeopardy removal. The facility will remain out of
compliance at a lower scope and severity level of D (no actual harm with a potential for minimal harm that is
not immediate jeopardy) to ensure monitoring of systems are put in place and to complete employee
in-service training.

Findings included:
This tag is cross referred to:

F 880- Based on observations, record review, staff and Nurse Practitioner interviews, the facility failed to
disinfect a shared glucometer between Resident #28 and Resident #7 according to the facility's policy and
the manufacturer's user guide. Shared glucometers can be contaminated with blood and must be cleaned
and disinfected after each use with an approved product and procedure. Failure to use an Environmental
Protection Agency (EPA)-approved disinfectant in accordance with the manufacturer's instructions for
disinfection of the glucometer has the high likelihood to expose residents to bloodborne pathogens. None of
the current residents were diagnosed with a bloodborne pathogen. This deficient practice affected 1 of 3
residents who required blood glucose levels checks (Resident #7).

Review of Nurse #1's training records revealed the following:

- A sign in sheet dated 1/24/24 with Nurse #1's name present was titled Proper Storage of Diabetic Supplies,
walking education, completed by the pharmacy. Literature attached to the sign in sheet was titled: Proper
Storage of Diabetic Supplies and read in part: Glucometer should be properly cleaned following
manufacturer's guidelines. Best practice is for each patient to have their own meter. If using house meter,
proper cleaning must be performed after each use. The in-service did not specify what to use to clean the
meter or how to clean the meter.

-A point of care testing observation had been completed for Nurse #1 by the SDC on 5/13/24 and 5/15/24.
Cleaning/ disinfecting the testing meter was included on the audit form and indicated that Nurse #1 had
completed the cleaning/ disinfecting of the meter correctly.

-A form with Nurse #1's name, titled Nurse's Annual Skills Check had been completed on 6/2/23 and
included glucometer disinfecting.

(continued on next page)
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-Nurse #1's online education module transcript revealed she had completed an online module entitled
Professional Responsibility in Infection Prevention on 6/9/24. The module content included education on
infection transmission and the reduction of the risk of infections associated with medical equipment, devices
and supplies.

An interview was conducted with the Staff Development Coordinator (SDC) on 10/23/24 at 12:16 PM. The
SDC stated the facility educated nurses on procedures for glucometer disinfection during new hire orientation
and annually. She said nurses were educated annually on glucometer disinfection through the facility's skills
fair. The SDC stated the facility had held its annual skill fair at the beginning of October. The SDC explained
that Nurse #1 had not attended the skills fair in October and still needed to complete her annual skills
competency. The SDC said that she had a make up list for nurses who had not attended the skills fair and
had planned to have them complete the skills fair makeup this week.

An interview with was conducted on 10/23/24 at 7:53 AM with Nurse #1. Nurse #1 said she had worked at
the facility for about 3 years. She stated she had received training on disinfecting glucometers but did not
recall when exactly she had received the training. Nurse #1 said that she thought alcohol was what she was
supposed to use to disinfect the glucometer. She said she could use an alcohol prep pad or could use
alcohol-based hand sanitizer. Nurse #1 removed a disinfectant wipe from her medication cart and said the
disinfectant wipe could also be used but that it cleaned the glucometer the same as the alcohol would. She
could not state the process for disinfecting the glucometer. Nurse #1 did not say why she had not attended
the skills fair.

A sign in sheet titled Nurse Annual Skill Check dated 10/3/24 and 10/4/24 revealed Nurse #1's name was not
on the sign in log.

An interview was conducted with the Director of Nursing (DON) on 10/23/24 at 12:56 PM. The DON stated
nurses should be educated during new hire orientation and annually on glucometer disinfection procedures.
The DON said Nurse #1 had received education in the past on glucometer disinfection. The DON said point
of testing audits for the glucometer had been completed for Nurse #1 and that Nurse #1 had disinfected the
glucometer correctly on the audit. She could not say why Nurse #1 had not known the correct procedure for
disinfecting the shared glucometer, except that she might have been nervous.

An interview was conducted with the Administrator on 10/23/24 at 1:20 PM. The Administrator stated that
education on glucometer disinfection should be completed during new hire orientation and annually for
nurses. She said with the amount of education that Nurse #1 had received she did not know why she did not
know the procedure for disinfecting the shared glucometer.

The facility's Administrator was informed of the immediate jeopardy on 10/23/24 at 2:52 PM.

The facility submitted an acceptable credible allegation of immediate jeopardy removal.

The following interventions were put into place to remove the immediate jeopardy:

1. Identify those recipients who have suffered, or are likely to suffer, a serious adverse outcome as a result of
the noncompliance:

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
345264 Page 12 of 21




Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 02/11/2025
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED
10/25/2024

A. Building

345264 B. Wing

NAME OF PROVIDER OR SUPPLIER

Stanley Total Living Center

STREET ADDRESS, CITY, STATE, ZIP CODE

514 Old Mount Holly Road
Stanley, NC 28164

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0726

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

On 10/23/24 at 7:28 am, Nurse #1 failed to properly clean and disinfect one shared blood glucose meter after
use for Resident #28 and was then stopped before Resident #7 was tested during a medication pass.

Nurse #1 failed to attend the skills fair that included glucose disinfection training and competency that was
offered in October 2024.

Both Resident #7 and Resident #28 were at risk of suffering from the deficient practice. All residents being
cared for/medicated by Nurse #1 who required a blood glucose check using the shared glucometer at any
time while Nurse #1 was on duty were also at risk from being affected by the deficient practice because
Nurse #1 could not verbalize the correct steps to disinfect the glucometer.

(12) other licensed nurses were identified as not having completed the most recent training and competency
on disinfecting shared blood glucose meters. These licensed nurses received education/competency by the
Staff Development Coordinator, Infection Control Preventionist, ADON/Case Management Coordinator, and
DON on the Diabetes Management Policy and Procedures for properly cleaning and disinfecting shared
blood glucose meters before and after each use as well as the significance of doing so for the safety/health
of every resident related to the high likelihood for the spread of blood borne pathogens between 10/23/24 at
4:30 pm and 10/24/24 at 6:00 pm. Any of these licensed nurses who failed to complete this training within
this time frame will not be allowed to work prior to receiving this education.

Nurse #1 was terminated from employment on 10/23/24 at 4:00 pm to ensure no other residents on her
assigned unit have the potential of being affected by continued deficient practice.

2. Specify the action the entity will take to alter the process or system failure to prevent a serious adverse
outcome from occurring or recurring, and when the action will be complete:

Between 10/23/24 at 4:30 pm and 10/24/24 at 6:00 pm, training/education was provided both in person and
via Zoom meeting for all licensed nursing staff by the Staff Development Coordinator, Infection Control
Preventionist, ADON/Case Management Coordinator, and DON on the Diabetes Management Policy and
Procedures for properly cleaning and disinfecting shared blood glucose meters before and after each use as
well as the significance of doing so for the safety/health of every resident related to the high likelihood for the
spread of blood borne pathogens which included validation of competency, either in-person or through
verbally providing the appropriate steps of the procedure. This training specifically included the brand of
disinfectant required, the requirement for the disinfecting of the full surface area of the blood glucose meter
itself, and the required length of wet contact time. No current licensed nurse will be allowed to work prior to
receiving this education from the Staff Development Coordinator, Infection Control Preventionist,
ADON/Case Management Coordinator, and DON. This training will be included in the new hire orientation
provided by the Staff Development Coordinator who will be responsible for ensuring this training and
competency is completed with all licensed nurses, including any agency staff if used, during initial orientation
and prior to starting their first shift . The education and competency of every licensed nurse regarding the
proper cleaning and disinfecting of a multi-use blood glucose meter will be reviewed and verified by the Staff
Development Coordinator at least annually via a skills fair any licensed nurse who does not attend this
mandatory annual competency assessment during the scheduled time will not be allowed to work until this
has been completed.

(continued on next page)
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The Administrator and Director of Nursing are responsible for the implementation and completion of the
removal plan.

The immediate jeopardy was removed on 10/25/24.
On 10/24/24 the facility's credible allegation of immediate jeopardy removal was validated by the following:

An onsite validation was completed on 10/24/24 at the facility. The validation was evidenced by nurse and
administrative interviews conducted that included the required infection control practices for glucometers.
Review of the facility Diabetic Management policy revealed the policy had been updated to include additional
procedures for glucometer disinfection. Interviews with nurses revealed they had received education on the
facility's glucometer disinfection policy/ procedures and completed glucometer disinfection competency
validation. Nurses were able to state the correct process for disinfecting the facility's shared glucometers,
including the correct product to use and wet contact time of two minutes. Nurses were able to verbalize
glucometers needed to be disinfected before/ after each use to prevent the transmission of bloodborne
pathogens. Observations were conducted and revealed nurses correctly disinfected the facility's shared
glucometers according to the facility's policy/ procedures. Any current staff, agency staff, or new staff who
had not received education and competency validation on glucometer disinfection would not be allowed to
work by the facility until the education and competency had been completed. The immediate jeopardy
removal date of 10/25/24 was validated.
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Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated,
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic
medications are only used when the medication is necessary and PRN use is limited.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 51142

Based on record review, and interviews with staff and the Nurse Practitioner, the facility failed to limit the
duration of a psychotropic medication (medication that may affect brain activities associated with mental
processes and behavior) ordered on an as needed (PRN) basis to 14 days for 1 of 3 residents reviewed for
unnecessary medications (Resident #19).

Finding included:

Resident #19 was admitted to the facility on [DATE] with diagnosis that included generalized anxiety
disorder, unspecified dementia with anxiety, unspecified dementia with mood disturbance.

An admission order dated 8/30/2024 for busPIRone HCI (psychotropic medication) oral

tablet 5 milligrams (mg) Give 1 tablet by mouth every 24 hours as needed (PRN) for anxiety. The order had
no stop date.

The admission Minimum Data Set (MDS) dated [DATE] indicated Resident #19 was moderately cognitively
impaired. The admission MDS indicated Resident #19 was taking an antidepressant, but did not indicate
antianxiety medication was being taken.

Review of Resident #19's care plan dated 10/3/2024 revealed Resident #19 had been care planned for
psychotropic/antipsychotic medication use. The care plan interventions included:

-Administer psychotropic medications as ordered by the physician. Monitor for side
effects and effectiveness.

A review of Resident #19's electronic Medication Administration Record (eMAR) for August, September and
October 2024 revealed Resident #19 received no busPIRone HCI in August or September of 2024 and one
dose on 10/6/2024.

During an interview on 10/23/2024 at 12:13pm the Nurse Practitioner (NP) stated PRN
psychotropic/antipsychotic medication orders were to be written for 14 days and then reviewed and rewritten
as needed. If a medication was found to be effective after review, the order could be written for a longer,
specific number of days. The NP did not know why Resident #19's busPIRone HCL order did not have a 14
day stop date. The NP stated that the resident's admission orders should be reviewed on admission.

During an interview with Nurse #1 on 10/24/2024 10:16am Nurse #1 stated PRN psychotropic orders could
only be written for a set number of days, not indefinite.

(continued on next page)
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F 0758 An interview was completed with Nurse #2 on 10/24/2024 at 11:42am, Nurse #2 stated PRN psychotropic
meds could be written for 14 days, then would be reviewed with the NP to see if a new order was needed.
Level of Harm - Minimal harm or Nurse #2 stated when a resident was admitted a medication reconciliation was completed with the NP, if a
potential for actual harm psychotropic PRN order did not have a stop date the nurse should let NP know and have the order changed
to 14 days of duration. Nurse #2 said the busPIRone HCI order for Resident #19 must have been missed
Residents Affected - Few during the medication reconciliation.

During an interview on 10/23/2024 at 1:54pm the Director of Nursing (DON) stated PRN
psychotropic/antipsychotic medication orders were to be written for 14 days and then reviewed and rewritten
as needed. The DON was not aware Resident #19 had a PRN psychotropic order with no stop date.

During an interview on 10/24/2024 at 3:44pm the Administrator stated PRN psychotropic/antipsychotic
medication orders were to be written for 14 days and then reviewed and rewritten as needed. The
Administrator was not aware Resident #19 had a PRN order for busPIRone HCI with no stop date.
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Provide and implement an infection prevention and control program.
50046

Based on observations, record review, staff and Nurse Practitioner interviews, the facility failed to disinfect a
shared glucometer between Resident #28 and Resident #7 according to the facility's policy and the
manufacturer's user guide. Shared glucometers can be contaminated with blood and must be cleaned and
disinfected after each use with an approved product and procedure. Failure to use an Environmental
Protection Agency (EPA)-approved disinfectant in accordance with the manufacturer's instructions for
disinfection of the glucometer has the high likelihood to expose residents to bloodborne pathogens. None of
the current residents were diagnosed with a bloodborne pathogen. This deficient practice affected 1 of 3
residents who required blood glucose levels checks (Resident #7).

Immediate jeopardy began on 10/23/24 when Nurse #1 failed to disinfect a shared glucometer between
residents. Immediate jeopardy was removed on 10/25/24 when the facility implemented an acceptable
credible allegation of immediate jeopardy removal. The facility will remain out of compliance at a lower scope
and severity level of D (no actual harm with a potential for minimal harm that is not immediate jeopardy) to
ensure monitoring of systems are put in place and to complete employee in-service training.

The findings included:

The facility's policy entitled, Infection Prevention and Control Program (revised 1/9/23) included:
Non-disposable equipment will be cleaned and disinfected after use (glucometers) and Equipment used by
multiple residents will be properly disinfected between the use of each person.

The facility's policy entitled, Diabetes Management (Revised 8/7/24) read in part:

Cleaning and Disinfection Guidelines: Glucometers should be cleaned before and after use with a [brand
name] disinfect wipe. Use [brand name] disinfect wipe to wipe and thoroughly wet surface area of glucometer
thoroughly. Allow surface area to remain wet for two (2) minutes. Let air dry.

The manufacturer's user guide for the glucometer used at the facility included cleaning and disinfecting
guidelines. These instructions noted, in part, It is policy to advise health care professionals to clean and
disinfect meters between each patient test to avoid cross contamination issues. A list of products approved
for disinfecting the glucometer was provided by the manufacturer and included the [brand name] disinfectant
wipe used by the facility. The manufacturer list of products approved for disinfecting the glucometer did not
include alcohol. The manufacturer instructions for using the [brand name] disinfect wipe stated to follow the
product label instructions to disinfect the meter.
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A [brand name] disinfectant wipe was available for use at the facility to disinfect shared glucometers. The
[brand name] disinfect wipe was observed on 10/23/24 at 7:28 AM on the 100 back hall medication cart. The
[brand name] disinfectant wipe was a germicidal disinfectant wipe listed as an approved product by the
manufacturer of the glucometer for cleaning/disinfecting the facility's [brand name] glucometer. The
disinfectant wipe product label listed the product as effective against human immunodeficiency virus (HIV-1),
hepatitis B virus (HBV) and hepatitis C virus (HCV). The product label instructions stated, To Disinfect and
deodorize hard, nonporous surfaces: If present, use a wipe to remove visible soil prior to disinfecting. Unfold
wipe and thoroughly wet surface. Allow surface to remain wet for two (2) minutes. Let air dry.

A continuous observation was conducted of Nurse #1 and the 100 back hall medication cart during the
morning medication pass on 10/23/24 from 7:28 AM to 7:52 AM. Nurse #1 collected supplies (a vial of test
strips, a lancet, and an alcohol wipe) and obtained a glucometer from the medication cart in preparation to
conduct a blood glucose check for Resident #28. The glucometer was not labeled with a resident's name.
Nurse #1 removed an alcohol prep pad from the top drawer of her medication cart. She used the alcohol
prep pad and wiped the surface around the test strip insertion site of the glucometer. Nurse #1 was
accompanied as she carried the glucometer and supplies to Resident #28's room. While wearing gloves, the
nurse wiped the resident's finger with an alcohol pad, used a lancet to obtain a drop of blood from her finger
and applied the blood to the test strip inserted into the glucometer. Once the blood glucose results were
obtained, Nurse #1 returned to the medication cart with the glucometer and discarded the trash and lancet.
Nurse #1 removed an alcohol prep pad from the top drawer of her medication cart. She opened the alcohol
prep pad and wiped the surface around the test strip insertion site of the glucometer. Nurse #1 then placed
the glucometer on the top of her medication cart. Nurse #1 left the medication cart to administer medications
to Resident #28 and returned to the medication cart at 7:41 AM. At 7:44 AM Nurse #1 was observed as she
collected supplies (a vial of test strips, a lancet, and an alcohol wipe) in preparation to conduct a blood
glucose check for Resident #7. Nurse #1 obtained an alcohol prep pad from the top drawer of her medication
cart. She picked up the glucometer that was sitting on the top of her medication cart that had been used to
conduct Resident #28's blood glucose check. She opened the alcohol prep pad and wiped the surface
around the test strip insertion site of the glucometer. Nurse #1 was accompanied as she carried the
glucometer and supplies into Resident #7's room. While wearing gloves, Nurse #1 approached Resident #7
with the glucometer and supplies to check her blood glucose. Nurse #1 was stopped by the surveyor and
asked to return to the medication cart.

On 10/23/24 an interview was conducted with Nurse #1 at 7:53 AM. Nurse #1 said she had used an alcohol
prep pad to clean the glucometer because that was what she thought she was supposed to use. Nurse #1
said an alcohol prep pad or hand sanitizer could be used to clean the glucometer. Nurse #1 removed an
individually packaged [brand name] disinfect wipe from the top drawer of the medication cart and stated that
it could also be used to clean the glucometer but that it cleaned the glucometer the same as the alcohol prep
pad or hand sanitizer would. Nurse #1 said the glucometer was supposed to be cleaned before and after
each use to prevent transmission of infection. She explained she had only cleaned the glucometer around
the test strip insertion site with the alcohol prep pad, because that was where the blood sample was inserted.
Nurse #1 was unable to specify how she would disinfect the glucometer using the [brand name] disinfecting
wipe.
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F 0880 On 10/23/24 at 7:57 AM the Risk Management Nurse approached the medication cart during the interview
with Nurse #1. The Risk Management Nurse was notified that Nurse #1 had used an alcohol prep pad and

Level of Harm - Immediate cleaned around the test strip insertion site of the glucometer but had not used a disinfectant wipe to disinfect

jeopardy to resident health or the shared glucometer between resident use.

safety

An interview was conducted with the Risk Management Nurse on 10/23/24 at 7:57 AM at the 100 back hall
Residents Affected - Few medication cart with Nurse #1. The Risk Management Nurse said an alcohol prep pad could not be used to
disinfect the glucometer, and that the entire surface of the glucometer needed to be disinfected not just the
area around the test strip insertion site. He stated glucometers were supposed to be disinfected before and
after each use. The Risk Management Nurse said the [brand name] disinfectant wipe located on the
medication cart was supposed to be used to disinfect the glucometer. He explained the process to disinfect
the glucometer was to use the [brand name] disinfectant wipe to wet all the surfaces of the glucometer, let it
remain wet for 2 minutes, and then let it air dry. He said the purpose of disinfecting the glucometer was to
prevent the transmission of bloodborne pathogens. After the Risk Management Nurse verbalized the process
for disinfecting the glucometer, Nurse #1 stated she should have used the [brand name] disinfectant wipe to
disinfect the glucometer.

An observation was conducted on 10/23/24 at 8:00 AM of Nurse #1 disinfecting the shared glucometer.
Nurse #1 obtained a [brand name] disinfectant wipe from the top drawer of the medication cart. She unfolded
the disinfectant wipe and used it to wipe all the surfaces of the glucometer keeping it wet for 2 minutes. She
then placed the glucometer on a paper to let it air dry.

An interview was conducted with the Nurse Practitioner (NP) on 10/24/24 at 12:13 PM. The NP stated that
the facility should follow its policy for disinfecting glucometers to prevent transmission of bloodborne
pathogens. She stated she was not aware of any resident at the facility who had a bloodborne pathogen
diagnosis.

An interview was conducted with the Infection Preventionist (IP) on 10/23/24 at 12:36 PM. She said that
glucometers were supposed to be disinfected before and after each use. She said the [brand name]
disinfectant wipe was located on the medication cart to disinfect the glucometer. She said glucometers
should be disinfected to prevent transmission of bloodborne pathogens because the facility's glucometers
were shared. The IP did not know why Nurse #1 did not know how to disinfect the glucometer or had thought
it was okay to use an alcohol prep pad to disinfect the glucometer. The IP stated she conducted point of care
testing audits for glucometers. She said when she had audited Nurse #1 in September 2024, she had
disinfected the glucometer correctly.

An interview was conducted with the Director of Nursing (DON) on 10/23/24 at 12:56 PM. The DON said the
facility's glucometers were shared and stored on the medication cart. She said glucometers needed to be
disinfected before and after each use to prevent the transmission of bloodborne pathogens. The DON said
the [brand name] disinfectant wipe should be used to disinfect the glucometer not an alcohol prep pad. She
said she did not know why Nurse #1 had not disinfected the glucometer and had used an alcohol prep pad
instead of a disinfect wipe, except that Nurse #1 might have been nervous.
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Residents Affected - Few

An interview was conducted with the Administrator on 10/23/24 at 1:20 PM. The Administrator said the
facility's glucometers were shared and needed to be disinfected before and after each use. She said the
[brand name] disinfectant wipe, not an alcohol prep pad should be used to disinfect the glucometers. The
Administrator said the purpose of disinfecting the glucometer was to prevent the transmission of bloodborne
pathogens. The Administrator said she did not know why Nurse #1 had not disinfected the glucometer after
using it.

A review of the medical diagnoses for current residents at the facility was conducted. There were no
residents identified as having diagnoses which included a bloodborne pathogen.

The facility's Administrator was informed of the immediate jeopardy on 10/23/24 at 2:52 PM.
The facility submitted an acceptable credible allegation of immediate jeopardy removal.

1. Identify those recipients who have suffered, or are likely to suffer, a serious adverse outcome as a result of
the noncompliance.

On 10/23/24 at 7:28 am, Nurse #1 failed to properly clean and disinfect one shared blood glucose meter after
use for Resident #28 and was then stopped before Resident #7 was tested during a medication pass.

Both Resident #7 and Resident #28 were at risk of suffering from the deficient practice. All residents being
care for/medicated by Nurse #1 who required a blood glucose check using a shared glucometer at any time
while Nurse #1 was on duty were also at risk from being affected by the deficient practice because Nurse #1
could not verbalize the correct steps to disinfect the glucometer.

The blood glucose meter used by Nurse #1 was properly cleaned and disinfected by the Director of Nursing
when she became aware of the initial concern on 10/23/24 at 1:00 pm.

The Director of Nursing reviewed all resident diagnoses to ensure no resident currently has an active
diagnosis of any blood borne pathogen on 10/23/24 at 2:09 pm.

Nurse #1 was terminated from employment on 10/23/24 at 4:00 pm to ensure no other residents on her
assigned unit have the potential of being affected by continued deficient practice.

2. Specify the action the entity will take to alter the process or system failure to prevent a serious adverse
outcome from occurring or recurring, and when the action will be complete.

The current policy and procedures for Diabetes Management was reviewed by the Director of Nursing,
ADON/Case Management Coordinator, Staff Development Coordinator, Infection Control Preventionist, and
Administrator at 3:30 pm to ensure accuracy of procedures following manufacturer's directions.
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F 0880 Between 10/23/24 at 4:30 pm and 10/24/24 at 6:00 pm, training/education was provided to all licensed
nursing staff by the Staff Development Coordinator, Infection Control Preventionist, ADON/Case

Level of Harm - Immediate Management Coordinator, and DON on the Diabetes Management Policy and Procedures for properly

jeopardy to resident health or cleaning and disinfecting shared blood glucose meters before and after each use as well as the significance

safety of doing so for the safety/health of every resident related to the high likelihood for the spread of blood borne
pathogens. This training specifically included the brand of disinfectant required, the requirement for the

Residents Affected - Few disinfecting of the full surface area of the blood glucose meter itself, and the required length of wet contact
time.

No current licensed nurse will be allowed to work prior to receiving this education from the Staff Development
Coordinator, Infection Control Preventionist, ADON/Case Management Coordinator, and DON. This training
will also be included in the new hire orientation training provided by the Staff Development Coordinator who
will be responsible for ensuring this training is completed with all licensed nurses, including any agency staff
if used, during initial orientation and prior to starting their first shift.

The MD/Medical Director and Nurse Practitioner were both verbally notified of the breach by the Director of
Nursing on 10/23/24 at 3:45 pm. The Gaston County Health Department was notified via email by the
Director of Nursing on 10/23/24 at 6:45 pm of the breach. The Responsible Party of resident #28 was notified
of the breach by the Director of Nursing on 10/23/24 at 7:00 pm.

The Administrator and Director of Nursing are responsible for the implementation and completion of the
removal plan.

The immediate jeopardy was removed on 10/25/24.
On 10/24/24 the facility's credible allegation of immediate jeopardy removal was validated by the following:

An onsite validation was completed on 10/24/24 at the facility. The validation was evidenced by nurse and
administrative interviews conducted that included the required infection control practices for glucometers.
Interviews with nurses revealed they had received education on the facility's glucometer disinfection policy/
procedures. Nurses were able to state the correct process for disinfecting the facility's shared glucometers,
including the correct product to use and wet contact time of two minutes. Nurses were able to verbalize
glucometers needed to be disinfected before/ after each use to prevent the transmission of bloodborne
pathogens. Observations were conducted and revealed nurses were correctly disinfecting the facility's
shared glucometers according to the facility's policy/ procedures. Any current staff, agency staff, or new staff
who had not received education and competency validation on glucometer disinfection would not be allowed
to work by the facility until the education and competency had been completed. The immediate jeopardy
removal date of 10/25/24 was validated.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 345264 Page 21 of 21



