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 M 000 Initial Comments  M 000

**Amended 2567 to correct the exit date of the 

survey to 4/29/21  to include the extended survey 

to obtain additional documentation and 

interviews. 

The State Agency (SA) conducted an annual 

recertification survey along with complaint 

investigations (CI), MS #17603, MS #17393, MS 

#17028, MS #17167, MS #16746, and MS 

#16626 from 4/5/20 to 4/9/20. The SA re-entered 

the facility on 4/29/21 for an extened survey to 

obtain additional documentation and interviews. 

During the survey, the SA determined the facility 

was not in compliance with the Minimum 

Standards of Operation for Institutions for the 

Aged or Infirm, state licensure requirements and 

cited M500 for Residents Rights to receive 

adequate and appropriate care and to receive 

mail unopened at a Level IV, Pattern and M610 

related to incontinent care. The SA substantiated 

MS #16626 for failure to assess and failure to 

investigate, prevent, and correct alleged violation. 

The SA did not substantiate MS #16746 for 

Quality of Care and Infection Control, MS #17028 

for staffing and Infection Control, MS #17167 for 

Abuse, Ms #17393 for Quality of Care, 

Rehabilitation, and Accidents, and MS #17603 for 

Quality of Care, with no citations related to these 

complaints.

 

 M 500 45.17.2 Residents' Rights

Residents' Rights. The residents' rights policies 

and procedures ensure that each resident 

admitted to the facility:

1. is fully informed, as evidenced by the resident's 

written acknowledgment, prior to or at the time of 

admission and during stay, of these rights and is 

 M 500 5/27/21
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 M 500Continued From page 1 M 500

given a statement of the facility's rules and 

regulations and an explanation of the resident's 

responsibility to obey all reasonable regulations of 

the facility and to respect the personal rights and 

private property of other residents;

2. is fully informed, and is given a written 

statement prior to or at time of admission and 

during stay, of services available in the facility, 

and of related charges including any charges for 

services covered by the facility's basic per diem 

rate;

3. is assured of adequate and appropriate 

medical care, is fully informed by a physician or 

nurse practitioner/physician assistant of his 

medical conditions unless medically 

contraindicated (as documented by a physician or 

nurse practitioner/physician assistant in his 

medical record), is afforded the opportunity to 

participate in the planning of his medical 

treatment, to not be limited in his/her choice of a 

pharmacy or pharmacist provider in accordance 

with state law, as referenced in House Bill 1439, 

which states that the facility shall not limit a 

resident ' s choice of pharmacy or pharmacy 

provider if that provider meets the same 

standards of dispensing guidelines required of 

long term care facilities, to refuse to participate in 

experimental research, and to refuse medication 

and treatment after fully informed of and 

understanding the consequences of such action;

4. is transferred or discharged only for medical 

reasons, or for his welfare or that of other 

residents, or for nonpayment for his stay (except 

as prohibited by sources of third-party payment), 

and is given a two weeks advance notice in 

writing to ensure orderly transfer or discharge. A 

Mississippi State Department of Health
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 M 500Continued From page 2 M 500

copy of this notice is maintained in his medical 

record;

5. is encouraged and assisted, throughout his 

period of stay, to exercise his rights as a resident 

and as a citizen, and to this end may voice 

grievances, has a right of action for damages or 

other relief for deprivations or infringements of his 

right to adequate and proper treatment and care 

established by an applicable statute, rule, 

regulation or contract, and to recommend 

changes in policies and services to facility staff 

and/or to outside representatives of his choice, 

free from restraint, interference, coercion, 

discrimination, or reprisal;

6. may manage his personal financial affairs, or is 

given at least a quarterly accounting of financial 

transactions made on his behalf should the 

facility accept his written delegation of this 

responsibility to the facility for any period of time 

in conformance with State law;

7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 

physician or nurse practitioner/physician 

assistant, or unless it is determined that the 

resident is a threat to himself or to others. 

Physical and chemical restraints shall be used for 

medical conditions that warrant the use of a 

restraint. Restraint is not to be used for discipline 

or staff convenience. The facility must have 

policies and procedures addressing the use and 

monitoring of restraint. A physician order for 

restraint must be countersigned within 24 hours 

of the emergency application of the restraint; 

9. is assured security in storing personal 

possessions and confidential treatment of his 

personal and medical records, and may approve 

Mississippi State Department of Health
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 M 500Continued From page 3 M 500

or refuse their release to any individual outside 

the facility, except, in the case of his transfer to 

another health care institution, or as required by 

law of third-party payment contract; 

10. is treated with consideration, respect, and full 

recognition of his dignity and individuality, 

including privacy in treatment and in care for his 

personal needs;

11. is not required to perform services for the 

facility that are not included for therapeutic 

purposes in his plan of care;

12. may associate and communicate privately 

with persons of his choice, may join with other 

residents or individuals within or outside of the 

facility to work for improvements in resident care, 

and send and receive his personal mail 

unopened, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

13. may meet with, and participate in activities of, 

social, religious and community groups at his 

discretion, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

14. may retain and use his personal clothing and 

possessions as space permits, unless to do so 

would infringe upon rights of other residents, 

unless medically contraindicated (as documented 

by his physician or nurse practitioner/physician 

assistant in his medical record);

15. if married, is assured privacy for visits by 

Mississippi State Department of Health
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 M 500Continued From page 4 M 500

his/her spouse; if both are inpatients in the 

facility, they are permitted to share a room, 

unless medically contraindicated (as documented 

by the attending physician or nurse 

practitioner/physician assistant in the medical 

record); and

16. is assured of exercising his civil and religious 

liberties including the right to independent 

personal decisions and knowledge of available 

choice. The facility shall encourage and assist in 

the fullest exercise of these rights.

This Statute  is not met as evidenced by:

Level 4- Pattern

Based on observation, staff interview, physicians' 

interview, review of the manufacturer's 

instructions for glucose meter (glucometer), insert 

for germicidal wipes used at the facility, resident 

record review, and facility policy review, the 

facility (a.) failed to ensure nursing staff cleaned 

and disinfected a multi-use glucometer before 

and after fingerstick blood glucose testing for 

three (3) of five (5) sampled residents observed 

for blood glucose fingersticks, Residents #15, 

#27, and #122 and (b.) failed to perform proper 

hand hygiene and glove use for (4) of 5 sampled 

residents, Residents #15, #27, #122, and #230 

and (c.) failed to use a barrier and perform hand 

hygiene for one (1) of 5 sampled residents 

observed during blood glucose monitoring  for 

Residents #230. This practice had the potential to 

affect 32 of 32 residents who received blood 

glucose monitoring, out of a total of 43 residents 

with Diabetes. 

The facility's failure of not following standard 

precautions for infection control by not 

disinfecting the glucometer between residents, 

-All Residents receiving glucometer 

checks were immediately assessed by the 

unit managers with no signs or symptoms 

of infection or adverse reactions.  All 

non-EPA approved wipes were removed 

immediately from all medication carts and 

supply rooms on April 7, 2021 and were 

replaced with EPA approved wipes per 

manufacturer�s instructions. All 

glucometers were cleaned with EPA 

approved wipes. The facility had a total of 

12 multi patient glucometers in use.  An 

emergency Quality Assurance meeting 

was conducted on April 7, 2021 at 

10:00am with the following:  Medical 

Director, Nurse Practitioner, Director of 

Nursing, Infection Preventionist, Quality 

Assurance Nurse, Administrator and 

Assistant Director of Nursing on the 

deficient practice.  LPN #9, LPN #10 and 

LPN #1 were in-serviced by an Infection 

Prevention Nurse from another facility on 

April 7, 2021 on cleaning and disinfecting 

the glucometer before and after usage.  

This in-service also included proper hand 

hygiene. All nurses were in-serviced 

Mississippi State Department of Health
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 M 500Continued From page 5 M 500

placed these and other residents who received 

blood glucose finger sticks (32 total residents out 

of 42 diabetic residents) in a situation which 

caused a likelihood of serious injury, harm, 

impairment, or death, related to the spread of 

blood-borne pathogens due to 

cross-contamination with the multi-resident use of 

the glucometer.

The situation was determined to be an Immediate 

Jeopardy (IJ), which began on 4/6/21 at 7:40 AM, 

when Licensed Practical Nurse #9 failed to clean 

and disinfect a multi-use blood glucometer per 

manufacturer's guidelines before and after use. 

The facility failed to follow standard precautions 

of infection control while performing blood 

glucose finger sticks without cleaning/disinfecting 

the Glucometer before use between three (3) 

residents.

IJ existed at:

45.17.2, M500 - Residents Rights, Level IV 

Pattern

The State Agency (SA) notified the Administrator 

on 4/7/21, at 9:20 AM, of the IJ and provided the 

Administrator with the IJ Template.  An 

acceptable Removal Plan was received on 

4/8/21, in which the facility alleged all actions 

were completed on 4/8/21, and the IJ was 

removed as of 4/8/21. The SA validated the 

Removal Plan and determined  the IJ was 

removed on 4/9/21, prior to exit. The scope and 

severity for 45.17.2, M500,was lowered from a 

Level IV to a scope and severity of Level II, while 

the facility develops and implements a plan of 

correction and monitors the effectiveness of 

systemic changes to ensure the facility sustains 

starting on April 7, 2021 on cleaning and 

disinfecting the glucometer before and 

after usage with return demonstration by 

an Infection Prevention Registered Nurse. 

This Infection Prevention Registered 

Nurse is not employed by this facility.  This 

in-service also included proper hand 

hygiene.

-The facility determined that all residents 

that are receiving glucometer checks have 

the potential to be affected by this 

practice.

-To prevent this deficient practice from 

reoccurring on April 7, 2021, all Licensed 

Nurses were in-serviced on cleaning and 

disinfecting the glucometer before and 

after usage by an Infection Prevention 

Registered Nurse who was not employed 

with this facility, this in-service included 

proper hand hygiene. The supply clerk 

was in-serviced by Risk Manager on April 

12, 2021 regarding ordering and stocking 

the correct EPA approved wipes for 

cleaning and disinfecting the glucometers.  

LPN #9, LPN #10 and LPN #1 were also 

in-serviced with return demonstration by 

Infection Preventionist on May 12, 2021 on 

cleaning and disinfecting the glucometer 

before and after usage. This in-service 

also included proper hand hygiene. An 

in-service was started on May 17, 2021 

with all nursing staff to review proper hand 

hygiene and cleaning and disinfecting 

glucometers before and after usage by 

Quality Assurance Nurse. On-going 

in-services with return demonstration 

continue to be conducted by unit 

managers and Quality Assurance nurses.  

Mississippi State Department of Health
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 M 500Continued From page 6 M 500

compliance with regulatory requirements. 

Findings include:

Record review of the facility policy titled, 

"Surveillance Plan" revised date 11/28/2017, 

revealed  ... "Process Surveillance" reviews 

practices directly related to resident care, to 

identify compliance with established policies and 

procedures based on recognized guidelines. 

Process Surveillance determines for example if 

the facility has and implements procedures in 

place to: ...b. Use appropriate hand hygiene prior 

to and after all procedures ...h. ensure proper that 

reusable equipment is appropriately cleaned, 

disinfected, or reprocessed.

Record review of the facility policy titled, 

"Standard Precautions", effective date 9/19/14, 

revealed "It is the policy of (Proper Name of 

Management Company) facilities to provide 

patient care services that reflects the "Standard 

Precautions" infection control practices when 

interacting with residents. Standard Precautions 

components include, but are not limited to, the 

following: Hand Hygiene...

Record review of the facility policy titled "Infection 

Prevention Program", revised date 11/28/17, 

revealed "Education of Staff, Residents and 

Visitors: Education addressing the principles and 

practices for the preventing transmission of 

infectious agents shall be provided to all facility 

staff, as well as anyone who may have direct or 

indirect contact with the residents or medical 

equipment..."

A review of the Center for Disease Control and 

Prevention guidelines last updated 6/8/17, 

regarding shared blood glucose meters, revealed 

Quality Assurance Nurse will conduct 

weekly audits with three nurses on hand 

hygiene and cleaning and disinfecting the 

glucometer for six months starting on May 

17, 2021.

-Quality Assurance nurse will report 

findings of this audit to be reviewed by the 

Quality Assurance Committee monthly 

beginning May 27, 2021 until such time of 

consistent substantial compliance is 

achieved. Quality Assurance committee 

will review audits to ensure that residents 

receive proper blood glucose checks 

including cleaning and disinfecting the 

glucometer appropriately and staff are 

performing proper hand hygiene for six 

months until substantial compliance is 

achieved as otherwise determined by 

Quality Assurance committee. 

-The Social Services Department, 

Activities Department and office staff were 

in-serviced by the Administrator on 

Residents Rights, including delivering the 

residents mail un-opened on April 9, 2021.

-The Facility has determined that all 

residents that receive mail have the 

potential to be affected.  

-All Department Heads were in-serviced 

by Administrator on May 11, 2021 on 

resident�s rights, including the 

importance of delivering mail unopened to 

the resident. The Risk Manager will be 

conducting an audit of five residents 

weekly for two months beginning May 20, 

2021 by interviewing residents to ensure 

that mail is being delivered unopened.  

Mississippi State Department of Health
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if blood glucose meters were shared, the device 

should be cleaned and disinfected after every 

use, per manufacturer's instructions, to prevent 

carry-over of blood and infectious agents.

Record review of a policy presented by the facility 

related to disinfection of equipment titled 

"Infection Control", with a revised date of 

11/28/17, revealed, "It is the policy of (Proper 

Name of Management Company) facilities to 

operate in compliance with Environmental 

Protection Agency (E.P.A.) guidelines for the 

management of healthcare associated infections. 

(H.A.I.)... Procedure: E.P.A. approved products 

shall be used for disinfecting in the event of H.A.I. 

Appropriate supplies shall be available in each 

resident area." The policy did not specifically 

address the cleaning of glucometers.

In an interview on 4/9/21 at 10:30 AM with the 

Risk Manager stated when asked about a policy 

on disinfection of equipment policy, "This is the 

disinfection policy." RN #4 presented the policy 

"Infection Control" with a revised date of 11/28/17.

Resident #122

An observation on 4/6/21 at 7:40 AM, revealed 

Licensed Practical Nurse (LPN) #9 took the 

glucometer out of the top drawer of the 

medication cart and did not disinfect the 

glucometer. While at the medication cart, LPN #9 

did not wash her hands or use hand sanitizer. 

LPN #9 entered Resident #122's room. LPN #9 

performed the blood glucose fingerstick using the 

EVENCARE G3 meter, placed the meter back on 

the tray, then removed her gloves while in the 

resident room and performed hand hygiene. LPN 

#9 returned to the medication cart, put on gloves, 

and wrapped the meter in a MAGICARE 

This deficient practice will be discussed at 

the monthly Resident Council meeting 

beginning May 18, 2021 and will continue 

on a monthly basis.

-The Risk Manger will bring findings for 

this audit to the monthly Quality assurance 

meeting for review and recommendations 

beginning on May 27, 2021 to ensure that 

Residents Rights for Privacy are being 

observed.  This will continue until 

substantial compliance has been met as 

evidence by no complaints being made of 

unopened mail. 

Mississippi State Department of Health

If continuation sheet  8 of 506899STATE FORM R51H11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 06/17/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

36GR 04/29/2021

NAME OF PROVIDER OR SUPPLIER

OXFORD HEALTH & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1301 BELK BOULEVARD

OXFORD, MS  38655

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 500Continued From page 8 M 500

Premium Alcohol wipe. LPN #9 removed her 

gloves and did not perform hand hygiene.  

Record review of Resident #122's Face Sheet 

included diagnoses of Type 2 Diabetes Mellitus 

with hyperglycemia and Type 2 Diabetes Mellitus 

with diabetic neuropathy, unsp (unspecified). 

Resident #122's Minimum Data Sheet (MDS) with 

an Assessment Reference Date (ARD) dated 

3/21/21 revealed a Brief Interview for Mental 

Status (BIMS) score of 15 indicating Resident 

#122 was cognitively intact. Resident #122's 

Electronic Medical Record (eMAR) for April 2021 

revealed a blood glucose documented on 4/6/21 

at 7:30 AM and signed by LPN #9.

Resident #27

An observation of a blood glucose fingerstick 

using the EVENCARE G3 meter on 4/6/21 at 

10:05 AM, with Resident #27, revealed LPN #9 

took the glucometer out of the top drawer of the 

medication. LPN #9 did not disinfect the 

glucometer, she did not wash her hands or use 

hand sanitizer prior to putting gloves on. LPN #9 

entered Resident #27's room. LPN #9 performed 

the blood glucose fingerstick using the 

EVENCARE G3 meter and placed the meter on 

the tray. LPN #9 removed her gloves. She did not 

perform hand hygiene. LPN #9 returned to the 

medication cart, put on gloves, and wrapped the 

meter in a MAGICARE Premium Alcohol Wipe. 

LPN #9 removed her gloves and did not perform 

hand hygiene.

Record review of Resident #27's Face Sheet 

revealed Resident #27 was admitted to the facility 

on 2/7/12. Resident #27 diagnoses included Type 

2 Diabetes Mellitus with hyperglycemia. Resident 

#27's MDS with an ARD dated 1/13/21 for 

Mississippi State Department of Health
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revealed a BIMS score of 15 which indicated 

Resident #27 was cognitively intact. Record 

review of Resident #27's Administration Record 

(EMAR) for dated 4/6/21 revealed a documented 

blood sugar at 10:09 AM.

 

Interview on 4/6/21 at 10:10 AM, with LPN #9 

revealed she had not performed any other blood 

glucose fingersticks since the earlier one on 

Resident #122. LPN #9 stated that she used the 

alcohol wipes to disinfect the glucometer because 

this is how she was oriented when she was hired 

one month ago. SA asked LPN #9 if she had any 

other wipes in the cart, and she produced 

Micro-Kill Germicidal Alcohol wipes that were in 

the medication cart drawer. When asked what 

she used the Micro-Kill Germicidal Alcohol wipes 

for, she stated that she cleans the medication 

cart off with them when she finishes her 

medications for the shift. She was asked why she 

did not use the Micro-Kill Germicidal Alcohol 

wipes on the glucometer. She stated because 

they told me to use alcohol wipes and that is why 

they stay in the top drawer. She was asked who 

told her to use the alcohol wipes and she stated 

the supervisor. She stated I do not know her 

name. She is in one of the front offices, but she is 

not the Unit Supervisor.

Resident #15

An observation of a blood glucose fingerstick 

using the EVENCARE G3 meter, on 4/6/21 at 

8:05 PM, with Resident #15, revealed LPN #10 

gathered her supplies to include the glucometer. 

She did not disinfect the glucometer and did not 

wash her hands prior to putting on gloves. She 

entered Resident #15's room and placed the 

glucometer on the overbed table with no barrier. 

LPN #10 performed the blood glucose fingerstick 

Mississippi State Department of Health
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using the EVENCARE G3 meter, removed her 

left glove, and held the meter in her gloved right 

hand. LPN #10 returned to the medication cart 

and placed a clean glove on her left hand. LPN 

#10 got a Micro-Kill Germicidal Alcohol wipe out 

of the container, using her left hand, and wrapped 

the meter up. She stated she will leave it wrapped 

up for two (2) to five (5) minutes. She removed 

her gloves and did not wash her hands. 

Review of the Micro-Kill containter label, 

"Directions For Use: Disinfecting: To disinfect 

hard, non porous surfaces, use one or more 

wipes, as necessary, to thoroughly wet the 

surface to be treated. Treated surface should 

remain visibly wet for one minute to achieve 

complete disinfection of all pathogens listed on 

this label." The label included effective 

disinfection of 12 Bactericidal and 11 Virucidal 

pathogens which included Hepatitis B, Hepatitis C 

and Human Immunodeficiency Virus (HIV).

Record review of Resident #15's Face Sheet 

revealed Resident #15 was admitted to the facility 

on 6/6/14. Resident #15's diagnoses included 

Type 2 Diabetes Mellitus with hyperglycemia. 

Resident #15's e-MAR for April 2021 revealed a 

blood glucose had been obtained for 4/6/21 at 

8:00 PM and was initialed by LPN #9.

During an interview with LPN#10 on 4/6/21 at 

8:10 PM, the SA asked LPN #10 had she used 

the glucometer prior to this fingerstick and LPN 

#10 stated, no and that this was the first 

fingerstick she had done on this shift. The SA 

asked LPN #10 was the glucometer clean when 

she removed it from the drawer. LPN #10 stated 

that she should have cleaned it before using it. 

She stated she should have washed her hands 

before and after performing the fingerstick.  LPN 

Mississippi State Department of Health
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#10 stated that she was hired in August and 

completed the new hire videos and computer 

trainings. LPN #10 stated that she was put with 

random nurses for orientation to the medication 

cart and procedures. LPN #10 stated that she 

was taught to wash her hands, put gloves on, 

disinfect the glucometer using the Micro-Kill 

Germicidal Alcohol wipes and keep it wrapped up 

for two (2) to five (5) minutes, perform the 

accu-check, disinfect the glucometer, and wash 

her hands.

Resident #230

On 04/06/21 at 08:05 PM, an observation of a 

bedside fingerstick glucose for Resident # 230 

performed by Licensed Practical Nurse (LPN) #1, 

revealed LPN #1 carried a disinfected glucometer 

and supplies into the room on a barrier and 

placed it on the bedside table. LPN #1 wore 

gloves into the room. She removed the 

glucometer from the barrier and placed in it on a 

chair while she performed the fingerstick. LPN #1 

did not remove her gloves and perform hand 

hygiene when she completed the fingerstick 

blood glucose. With the same gloves on, LPN #1 

picked up a pair of pajamas from the bed and 

held them in her right hand while she 

administered oral medications to Resident #230.  

She exited the room, removed her gloves at the 

medication cart and appropriately disinfected the 

glucometer with disinfectant wipes and then used 

hand sanitizer.

An interview, on 4/6/21 at 8:15 PM, with LPN #1, 

revealed that she realized she put the glucometer 

on the chair and should not have done that. She 

stated that she contaminated the monitor when 

she placed it on the chair. She stated she should 

have removed her gloves when she finished with 
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the fingerstick, because her gloves were 

contaminated, and she could have spread germs 

by touching the other things in the room.

On 04/08/21 at 09:25 AM, an interview with LPN 

#2, Infection Preventionist, revealed that staff 

should remove gloves between procedures and 

perform hand hygiene. LPN #2 stated that LPN 

#1 should have removed her gloves when she 

finished the blood glucose fingerstick and 

performed hand hygiene before touching anything 

else because of possible contamination with 

blood. LPN #2 confirmed the glucometer should 

always be placed on the barrier. The purpose of 

the barrier is to prevent contamination of the 

glucometer. 

Record review revealed LPN #1 performed a 

glucometer competency checklist on 11/19/20 

with instruction to wash hands following the 

proper disposal of the used test strip.

An interview on 4/8/21 at 11:10 AM with RN #2, 

Unit Supervisor. RN #2 stated she is responsible 

for any of the glucometer audits for the nurses 

and she stated that she does random audits but, 

she has not had a new nurse on her unit but if 

she had, that she would do the audit. The SA 

asked RN #2 if someone failed to wash their 

hands or disinfectant the glucometer, what could 

be a concern and RN #2 stated you could take 

something from one resident to the next resident. 

RN #2 stated residents do not have their own 

personal glucometers, unless on isolation.

During an interview on 4/9/21 at 10:45 AM with 

the Corporate Nurse Consultant (CNC) reports 

her role is to oversee the facility is following State 

and Federal Regulations. She states that "in the 

past I have discussed ways to do glucometer 

Mississippi State Department of Health
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checks and med pass. I also help with protocols 

and policies. When asked about any negative 

outcomes of not washing hands appropriately or 

not cleaning and disinfecting the glucometer the 

CNC stated, "We expect the Director of Nurses 

(DON) and Infection Preventionist (IP) to carry 

out task. It's an infection control issue." When 

asked about nurses following policies that had 

been implemented by the facility the CNC 

confirmed nurses should follow the established 

policies. 

During an interview with on 4/9/21 at 11:00 AM, 

with the Director of Nurses, (DON) stated there 

were no infections in the facility. The DON reports 

that when a nurse is hired, they are trained during 

orientation on medication pass and glucometer 

checks, then that is validated by a preceptor. The 

competencies should be completed within the 

same month. She stated when asked about the 

outcome of not properly cleaning the glucometer, 

"There would be a risk for transmission of 

infection from resident to resident. "She further 

reports that hand hygiene should be used before 

entering the resident's room and when 

completing a task and gloves are supposed to be 

worn with any risk of coming into contact with 

bodily fluids. When asked about in-services on 

infection control the DON reports that in-services 

are done "Quite frequently. They do audits 

annually and also do weekly and monthly audits. 

We completed a skills fair in November." The 

DON reports that "nurses should be following 

CDC (Centers of Disease Control) guidelines 

when cleaning glucometers. 

During an interview with the Facility Administrator 

on 4/9/21 at 11:50 AM, stated when asked should 

nurses clean the glucometer according to 

established guidelines, she stated, "Yes they 
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should be following CDC guidelines. It was a 

deficient practice. I don't argue it's a deficient 

practice." She further stated, "I'm know I'm 

responsible to see there are people to follow the 

guidelines. I know it all sets with me."

During an interview with Resident # 122's primary 

Physician on 4/9/21 at 3:45 PM, when asked if he 

was aware of an issue with the facility related to 

glucometer cleaning. The Physician reports he 

was aware. When asked about negative 

outcomes he reports "it's an infection control 

issue. It's unfortunate."

During an interview with the Medical Director, on 

4/9/21 at 4:05 PM, when asked what a negative 

outcome would be if nurses did not properly clean 

the glucometer, the Medical Director stated, "If 

they didn't clean it at all, blood could potentially 

come in contact with the nurses' gloves and get 

on the glucometer. It could be a blood borne 

pathogen hazard, it's infection control."

A review of the Manufacturer's User Guide for the 

"EVENCARE G3" glucose monitor (used by the 

facility), revealed under section titled "Cleaning 

and Disinfecting Procedures for the Meter" the 

meter should be cleaned and disinfected between 

each patient. The following products have been 

approved for cleaning and disinfecting the 

EVENCARE G3 Meter: 

Dispatch Hospital Cleaner Disinfectant Towels 

with Bleach (EPA registration #56392-8)

Medline Micro-Kill Disinfecting, Deodorizing, 

Cleaning Wipes with Alcohol (EPA registration 

#59894-10),Clorox Healthcare Bleach Germicidal 

and Disinfectant Wipes (EPA registration 

67619-12), Medline Micro-Kill Bleach Germicidal 

Bleach Wipes (EPA registration #37549-1).
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A review of the manufacturer's package of 

MAGICARE PREMIUM DISINFECTING WIPES 

(used by the facility in the deficient practice) 

revealed the ingredients are 75% alcohol and 

water. 

Review of an untitled document on facility 

letterhead provided by the facility dated 4/8/21 

and signed by the Administrator revealed, "Prior 

to April 7, 2021 (proper name of facility) did not 

have a policy to clean glucometers."  Record 

review of a typed statement on facility letterhead 

dated April 9,2021, revealed "This facility does not 

have a specific policy on hand washing and 

gloves. We follow CDC guidelines." The 

document was signed by the Facility 

Administrator.

Record review of a document typed by the facility 

dated 4/9/21 "Diabetic Residents at 

OHR"revealed there were 42 resident names 

listed on the diabetic list. Another list provided by 

the facility "Diabetic Residents at OHR with Blood 

Sugar Checks" revealed 32 residents receive 

blood sugar checks. 

Record review of a typed statement from LPN #2, 

Infection Preventionist, revealed that during the 

week of the annual survey, there was zero 

residents in the facility that had the diagnoses of 

Hepatitis B, Hepatitis C, Human 

Immunodeficiency Virus, or Clostridioides difficile. 

Record review of an Inservice Attendance Record 

dated 3/12/21 with an attached agenda included 

handwashing/infection. LPN#9 or LPN#10's 

names were not listed as having attended the 

in-service. 

 

Record review of an Inservice Attendance Record 
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dated 3/31/21 with a brief description of  the 

in-service revealed "Glucometer check off 

regarding cleaning-disinfecting & proper 

procedure checking blood sugars." LPN #1, LPN 

#9 and LPN #10's names were listed as an 

attendees. 

Record review of LPN #10's "Licensed Nurse 

Competency" dated 8/24/20 revealed LPN #10 

had a check mark under Basic Nursing Skills- 

Capillary blood glucose with a completion date 

listed as 8/26/20 and under Medication 

Management- Glucometer checks with a 

completion date listed as 8/27/20..

Record review of a "Glucometer Competency 

Checklist" dated 9/13/20 revealed LPN #10 had 

"Yes" marked under each skill observed and 

documentation indicated, "Nurse Passed 

Competency Check -Yes." 

Record review of LPN#9 "Licensed Nurse 

Competency" dated 3/1/21 revealed LPN #9 had 

a check mark under Basic Nursing Skills- 

Capillary blood glucose and under Medication 

Management-Glucometer checks with a 

completion date listed as 3/1/21.

Record review of the "General Orientation 

Checklist" dated 3/1/21 for LPN # 9 revealed 

"General Purpose: This check list outlines the 

information, which new employees will want to 

become familiar with during his/her introduction 

period." The orientation checklist included, 

"Infection Control."

Record review of a "Glucometer Competency 

Checklist" dated 3/10/21 and 4/8/21 revealed 

LPN #9 had "Yes" marked under each skill 

observed and documentation indicated, 

Mississippi State Department of Health
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"Nurse-Passed Competency Check -Yes." 

Opened mail:

Record review of facility policy titled "Resident's 

Rights Under Federal Law", undated, revealed 

"the facility shall protect and promote the rights of 

each resident, including each of the following 

rights:  the resident has a right to privacy in 

written communications, including the right to 

send and receive mail promptly that is 

unopened."

Review of facility policy titled "Resident Rights 

and Responsibilities", dated 11/28/2017, 

revealed, "facilities shall adopt the Statement of 

Resident Rights, in accordance with all Federal 

and State Regulatory requirements.  This facility 

shall protect and promote the rights of each 

resident."  Revealed "each resident shall have the 

right to communicate with persons of his/her 

choice, and may receive mail unopened or in 

compliance with the policies of the home."

A Resident Council meeting was held on 04/08/21 

at 11:00 AM. Resident #34 voiced concerns about 

some of his packages being opened by Social 

Worker and at times items are removed.  Stated 

he received an electric teapot by mail and that 

package was not opened by staff, but they did 

remove this from his room.  Stated he also had a 

leg brace he ordered, but the staff would not allow 

him to wear this device since it was not ordered 

by a doctor.  Stated these items are in the social 

worker's office.  Stated he has had other 

packages that were opened by SW and then he 

was given the items the SW thought he could 
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have.  Stated he ordered a large projector screen 

so he could watch movies with other residents, 

but he never received this item.  Resident #34 

stated the social worker told him the item was 

received in the facility but since it was too large 

for his room the SW sent it back.  He stated he 

never saw the item and he has not received his 

refund from an online distributor (Proper Name) 

so he is unsure it was sent back.  He stated an 

employee could have taken item. Resident #34 

stated he notified the Postmaster General and 

reported his packages being opened by a staff 

member. Resident #34 stated he was instructed 

that they could issue an arrest warrant, but 

Resident stated he likes the social worker and 

would not want to do this to him.    

An interview on 4/8/2021 at 3:40 PM, with 

Resident #122 revealed she received a package 

with a pair of pants and it was opened when she 

received it. 

An interview with the Social Worker on 4/8/2021 

at 4:25 PM, revealed he had opened some of 

Resident #34's packages.  The SW stated the 

resident was receiving items that were not 

allowed into the resident's room such as lancets 

for finger sticks and large bottles of Aspirin.  He 

stated the resident also had ordered an electric 

teapot and a leg brace and these items are being 

stored in the social workers office.  State Agency  

observed these items in the SW office.  The SW 

stated he realizes he should not have opened the 

packages being delivered to the resident and he 

was trying to ensure safety for the Resident #34, 

as well as the other residents.  He stated he 

should have had the resident open the packages 

and ask for permission to look at contents.  The 

SW stated the resident ordered a one hundred 

inch projector screen that was delivered to the 

Mississippi State Department of Health
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facility, but SW told delivery person to take it back 

since it was so large.  He informed Resident #34 

that item had arrived and he had sent it back but 

he was not aware if Resident #34 had received 

credit back from where it was ordered from.  He 

stated he was unaware of  Resident #75's 

package being opened.  The SW stated he did 

not open this package and does not know who 

did.

An interview with the Administrator, on 4/8/2021 

at 5:00 PM, revealed she was unaware of 

residents' packages being opened prior to being 

delivered to the residents.  Stated she was also 

unaware of Resident #34's projector screen being 

sent back without the resident's permission.  She 

stated it is each resident's right to receive their 

mail and packages unopened and confirmed the 

facility failed to follow the resident rights 

guidelines to ensure the residents received their 

mail and packages unopened.  

An interview with the Administrator on 4/9/2021 at 

9:30 AM, revealed she spoke with  Resident #34 

concerning his mail and his projector screen.  

Record review of the invoice for the projector 

screen revealed it was reordered.

Record review the Face Sheet revealed Resident 

#34 was admitted to the facility on 10/19/2020 

with diagnoses of Type 2 Diabetes Mellitus, 

Chronic Kidney Disease, Stage 3, 

Cardiomyopathy, Cerebral Infarction.

Record review of Resident #34's Minimum Data 

Set (MDS) dated 10/25/2020, Section C, revealed 

the resident had a Brief Interview for Mental 

Status (BIMS) score of 12, indicating resident 

with moderate  cognitive impairment.

Mississippi State Department of Health
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Record review of Resident #122's Face Sheet 

revealed she was admitted to the facility on 

1/7/2020 with diagnoses of Type 2 Diabetes 

Mellitus, Fracture of right femur; Hypertensive 

Heart Disease.  Record review of MDS dated 

3/21/2021 , Section C, revealed the Resident had 

a BIMS score of 15, indicating Resident is 

cognitively intact.

Review of Resident's Rights training revealed the 

SW was in-serviced on Resident's Rights on 

8/17/2020.

The facility provided an acceptable Removal Plan 

for the IJ on 4/8/21. Review of the facilitys 

Removal Plan revealed the facility took the 

following actions to remove the IJ:

 Removal Plan

The facility took the following actions to address 

the citation and prevent any additional residents 

from suffering any adverse outcome.

On 04/06/21, a licensed nurse cleaned the 

glucometer with a 75% alcohol Magi care 

disinfectant wipe. The facility failed to properly 

clean a glucometer and disinfect the multi-patient 

resident use glucometer (Evencare G3 meter) per 

Environment Protection Agency (EPA) registered 

disinfectant observed for Resident #15, Resident 

#27, and Resident #122. This nurse was 

previously in-serviced on March 31, 2021. She 

completed her competency with accuracy by 

using the appropriate EPA approved disinfectant 

wipe. Each unit manager conducted a physical 

Mississippi State Department of Health
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assessment on all residents that have an order 

for glucometer checks.

1. Thirty-six (36) residents have an order for a 

glucometer check. They were assessed by the 

unit managers with no signs or symptoms of 

infection or adverse reactions.

2. All Magi wipes were removed immediately from 

all medication carts and supply rooms on April 

7,2021 and were replaced with EPA approved 

wipes per manufacturer's instructions. All 

Glucometers were cleaned with EPA approved 

wipes. The facility has a total of 12 multi patient 

glucometers in use.

3. An Emergency QA meeting was conducted on 

04/07/21 at 10:00 AM with the following: Medical 

Director, Nurse Practitioner, DON, Infection 

Preventionist, QA nurse, Administrator and ADON 

on the Immediate Jeopardy and removal plan for 

proper cleaning of glucometers. Immediately, a 

directive in-service began and was conducted by 

RN #1 and RN #2 for all Licensed Nurses on 

proper disinfection on glucometer check with 

return demonstration. Neither of these individuals 

are employees of this facility. The following topics 

were discussed in the QA meeting.

a. All diabetic residents at risk to suffering 

adverse outcomes

b. Removal of Magi care wipes from all 

medication carts

c. Directive in-services for all licensed nurses

d. Policy revision on Glucometer Disinfection.

4. A Directive in-service began on 04/07/21 being 

Mississippi State Department of Health

If continuation sheet  22 of 506899STATE FORM R51H11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 06/17/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

36GR 04/29/2021

NAME OF PROVIDER OR SUPPLIER

OXFORD HEALTH & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1301 BELK BOULEVARD

OXFORD, MS  38655

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 500Continued From page 22 M 500

conducted with all Licensed nurses by RN #1 and 

RN #2. The in-service consists of appropriate 

technique, including a return demonstration on 

properly cleaning and disinfection glucometers 

before and after each use. All nurses will be 

educated prior to their next shift and no staff will 

be allowed to work until properly in-serviced. A 

total of 41 out of 57 nurses have been in-serviced 

at this time.

Facility asserts that it is in compliance on April 8, 

2021 at 10:00 AM.

On 4/9/21, the SA validated the facility's Removal 

Plan through observation, staff interviews, record 

reviews, and review of in-service sign-in sheets. 

The SA verified the facility had implemented the 

following to remove the IJ:

1. Interview with the DON and Nurse Practitioner 

revealed that the thirty-six (36) residents with an 

order for a glucometer check were assessed by 

the unit managers with no signs or symptoms of 

infection or adverse reactions.

2. Observation of all medication carts verified that 

all Magi wipes were removed immediately from all 

medication carts and supply rooms on April 

7,2021 and were replaced with EPA approved 

wipes per manufacturer's instructions. Interview 

with the DON revealed all Glucometers were 

cleaned with EPA approved wipes. The facility 

has a total of 12 multi patient glucometers in use.

3. Interview with the DON, Nurse Practitioner and 

Administrator and record review of the sign-in 

sheets revealed an Emergency QA meeting was 

conducted on 04/07/21 at 10:00 AM with the 

following: Medical Director, Nurse Practitioner, 

DON, Infection Preventionist, QA nurse, 

Mississippi State Department of Health
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Administrator and ADON on the Immediate 

Jeopardy and removal plan for proper cleaning of 

glucometers. The following was discussed: All 

diabetic residents at risk to suffering adverse 

outcomes, Removal of Magi care wipes from all 

medication carts, Directive in-services for all 

licensed nurses, Policy revision on Glucometer 

Disinfection. Immediately, a directive in-service 

began and was conducted by RN #1 and RN #2 

for all Licensed Nurses on proper disinfection on 

glucometer check with return demonstration. 

4. Interview with the DON and eight nurses and 

record review of the sign-in sheets revealed a 

Directive in-service began on 04/07/21 being 

conducted with all Licensed nurses by RN #1 and 

RN #2. The in-service consists of appropriate 

technique, including a return demonstration on 

properly cleaning and disinfection glucometers 

before and after each use. All nurses will be 

educated prior to their next shift and no staff will 

be allowed to work until properly in-serviced. A 

total of 41 out of 57 nurses have been in-serviced 

at this time.

The SA validated that all corrective actions to 

remove the IJ had been completed as of 4/8/21, 

and the IJ was removed on 4/9/21, prior to exit.

 M 610 45.21.2 Activities of daily living

Activities of daily living. Each resident shall 

receive assistance as needed with activities of 

daily living to maintain the highest practicable well 

being. These shall include, but not be limited to:

1. Bath, dressing and grooming;

2. Transfer and ambulate;

 M 610 5/27/21
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3. Good nutrition, personal and oral hygiene; and

4. Toileting.

This Statute  is not met as evidenced by:

Based on observation, resident interview, staff 

interview and facility policy review, the facility 

failed to provide Activities of Daily Living (ADL) 

care for one (1) of four residents reviewed for 

ADL care. Resident #16.

Findings Include:

Review of facility policy titled, "Restorative 

Program and Activities of Daily Living - Provision 

of Care, Treatment, and Service: Resident Care", 

dated 1/9/2015, revealed, "it is the policy of the 

restorative program to provide the resident with 

appropriate treatment and services to maintain or 

improve his or her abilities.  A resident who is 

unable to carry out activities of daily living will 

receive the necessary services to maintain good 

nutrition, grooming, and personal oral hygiene."

On 04/05/2021 at 02:45 PM, an observation of 

Resident #16 revealed a strong odor of urine in 

room.  Resident was lying in bed with a large 

sized area of bedsheet and pants noted to be 

discolored and appeared to be wet with urine, 

from mid back to below hips.

On 4/5/2021 at 2:45 PM, an interview with 

Resident #16 revealed he was doing fine.  

Resident appears to be hard of hearing and 

required fairly loud voice to hear.

On 04/05/2021 at 03:10 PM, an observation of 

Resident #16 revealed a strong odor of urine in 

-On April 6, 2021 ADL care was 

immediately provided by the nursing 

assistants for Resident #16. On April 6, 

2021 Resident #16 was assessed by Unit 

Manager with no skin issues noted. 

-All dependent residents have the 

potential to be affected by this deficient 

practice.

-On April 6, 2021, the Unit Managers and 

Director of Nursing observed all Residents 

to ensure that all were groomed and 

dressed appropriately. On May 13, 2021, 

an in-service was initiated by the Staff 

Educator and Unit Managers with all direct 

care staff addressing ADL care and the 

reporting of refusals for ADL care. To 

ensure that the deficient practice does not 

reoccur, beginning on May 24, 2021 the 

Unit Managers initiated daily rounds on 

five Residents for five days per week 

times three weeks, then five Residents 

three times per week times two weeks, 

then five Residents one time per week 

times one week. Residents who refuse 

ADL care will be offered care to be 

rendered by a different staff member. 

-Beginning on May 27, 2021 the findings 

will be reported to the facility Quality 

Assurance Committee for review and 

recommendations. Quality Assurance 

committee will review audits to ensure 
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If continuation sheet  25 of 506899STATE FORM R51H11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 06/17/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

36GR 04/29/2021

NAME OF PROVIDER OR SUPPLIER

OXFORD HEALTH & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1301 BELK BOULEVARD

OXFORD, MS  38655

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 610Continued From page 25 M 610

room and bedsheet and clothing appeared to be 

discolored and wet.   

During an interview on 4/5/2021 at 3:10 PM, 

Resident #16 stated he was hard of hearing and 

having difficulty hearing State Agency (SA) trying 

to speak in a volume that the facility staff in 

hallway could not overhear.

An observation on 04/05/21 at 04:16 PM, 

revealed Resident #16 lying in bed.  Strong odor 

in room.  Resident with discolored bedsheet with 

large brown ring, pink incontinence pad noted 

underneath resident that appeared saturated and 

discolored and resident's right pants leg appeared 

to be wet from hip to below the knee.

An observation on 04/05/21 at 04:44 PM, 

revealed Resident #16 lying in bed with strong 

odor noted.  Bedsheet, incontinence pad, and 

resident's pants appeared to be wet and 

discolored.

An observation on 4/5/2021 at 05:45 PM, 

revealed Resident #16 in bed with bedsheet, 

incontinence pad, and resident's pants discolored 

and appeared to be wet.  Strong urine odor noted 

in room.

An observation the following morning, on 

4/6/2021 at 07:55 AM, revealed resident still lying 

in bed with strong odor in room noted.  Bedsheet, 

incontinence pad, and resident's pants noted to 

be stained and damp looking.  Pants and shirt 

were the same clothes resident had on yesterday.  

A small mark noted on front of pants yesterday 

was present on pants this morning and made 

these pants recognizable. 

An observation on 4/6/2021 at 8:55 AM, revealed 

ADL care is being provided for six months 

until substantial compliance is achieved as 

otherwise determined by Quality 

Assurance committee. 
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Certified Nurse Aide (CNA) #1, picked up 

breakfast tray.  No request offered by CNA #1 to 

Resident #16 for care.  Resident continued to 

remain in soiled bed with soiled clothing as 

previously noted.

An interview  on 4/6/2021 at 9:15 AM, with CNA 

#1 revealed her procedure for her resident 

rounds.  She stated at the beginning and the end 

of each shift, the oncoming and off-going CNA 

make rounds.  She stated during her initial 

rounds, she checks to see that the residents are 

"breathing and dry".  She stated if a resident is 

wet or soiled, care is done.  She stated baths are 

started and given until breakfast and then after 

breakfast, the baths are completed.  She stated 

Resident #16 often refuses to be cleaned up.  

She stated he was wet this morning, but she did 

not work this hall yesterday so she was unaware 

of how long he had been wet.  Stated rounds are 

made at least every 2 hours and the residents 

should be cleaned as soon as noted to prevent 

skin irritation.

Observation on 4/6/2021 at 9:30 AM, revealed 

CNA #1 assisted Resident #16 into the 

wheelchair and taken down the hall to the shower 

room.  Resident #16 was very cooperative.  

Resident #16 did not refuse bath and ADL care.

An interview in Resident #16's room, with Director 

of Nursing (DON) on 4/6/2021 at 9:30 AM, 

revealed she observed Resident #16's condition 

in hallway on his way to the shower and observed 

the resident's soiled bedding.  Stated the resident 

should not be left in that condition. Stated rounds 

should be made at least every 2 hours and care 

should be given then.  She stated this resident 

has often refused care.  Stated if care is refused, 

the nurse should be notified.  Stated this should 
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be documented.  She confirmed the facility failed 

to provide proper care in a timely manner.  Stated 

when the resident was allowed to remain in wet 

clothing and bedding for an extended time, the 

risk of skin breakdown is increased.  

An interview on 4/7/2021 at 3:40 PM, with 

Licensed Practical Nurse (LPN) #2, Quality 

Assurance Nurse revealed the facility has started 

Guardian Angel rounds.  Stated during these 

rounds, the department heads periodically go to 

each resident's room to check on the resident as 

well as the room environment.  Stated she had 

not made rounds on 4/5/2021 or 4/6/2021, so she 

was unaware of the condition Resident #16 was 

in.  Stated she was unaware resident had been 

soiled for an extended period of time (at least 19 

hours observed during this observation).  Stated 

the resident had refused care in the past and she 

had seen him soiled and refusing to be changed.  

Confirmed the resident was not care planned for 

refusal of care or behaviors.  Confirmed the 

facility failed to provide the resident adequate 

Activities of Daily Living (ADL) care in an 

acceptable time frame, and this could lead to skin 

issues.

Interview on 4/7/2021 at 3:55 PM, with DON.  

Stated the staff do bedside handoffs at the 

beginning and end of each shift.  Stated the 

oncoming and off-going CNAs make rounds and 

the oncoming and off-going nurses make rounds.  

Stated the staff had mentioned Resident #16's 

refusal of care on several occasions.  Stated 

some employees are able to get resident to 

cooperate more than others are.  Stated the 

resident has the right to refuse care.  Confirmed 

the resident was not care planned for refusal of 

care and the resident had no behaviors 

documented.  Stated there was no documentation 
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of refusal of care during the past several days.  

DON confirmed the resident did not receive timely 

ADL care and this could lead to skin breakdown.  

DON confirmed that if the resident had been 

refusing care, he should have been care planned 

for this behavior.  The DON confirmed if care was 

refused, the nurse should have been notified to 

intervene and documentation concerning event 

should have been completed.  Confirmed that by 

leaving the resident soiled for an extended period 

of time (at least 19 hours for this observed 

occurrence), the facility failed to meet Resident 

#16's ADL needs and increased the likelihood of 

skin breakdown.

An interview on 4/7/2021 at 4:55 PM, with CNA 

#2 revealed she had charted that she had given 

Resident #16 a shower on the evening of 

4/5/2021.  Stated she was just "trigger happy" 

when she was charting and Resident #16 did not 

receive a shower.  Stated she worked on 

4/5/2021 from 5 PM until 11 PM.  Stated she 

made rounds at 6 PM, 8 PM, and 10 PM.  Stated 

during the 8 PM rounds, she changed the 

resident's brief and put his dirty, wet pants back 

on him.  Stated she took his pants off for the brief 

change and put soiled pants back on.  Stated she 

did not report this to the nurse or document 

event, but stated she should have.  Stated the 

negative outcome of being soiled for an extended 

time could lead to skin breakdown.  Stated at the 

end of her shift at 10:30 PM, rounds were made 

with oncoming CNA.  Stated she informed the 

oncoming CNA that resident and bed was soiled 

and resident did not want his bed to be changed.  

An interview on 4/8/2021 at 7:55 AM, with 

Resident #16 revealed his concerns with ADL 

care.  Stated he has been "left wet" at times and 

he does not like it.  Stated there have been times 
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the staff did not change him quickly. 

On 4/29/21, at 10:03 AM, an observation of 

Resident #16 revealed  two (2) CNAs were in his 

room performing incontinent care.  SA introduced 

self and asked to come in and observe. Resident 

#16 and staff had no objections. Observation of 

Resident 's buttocks and peri area revealed no 

redness or skin breakdown.

On 4/29/21 at 10:15 AM an interview with the 

Resident revealed he did not remember being left 

wet for a long period of time.  States his memory 

is not great but he is doing pretty good for his 

age, can still walk and chew gum at the same 

time.   The Resident revealed he has no 

complaints and is getting pretty good care.  

Revealed they check on him and if he is wet, they 

will change him.  

Record review of a Quarterly Minimum Data Set 

with an Assessment Reference Date of 4/6/21, 

Section C, revealed a Brief Interview for Mental 

Status (BIMS) score of 12, indicating moderately 

impaired cognitive skills for daily decision making. 

Item C1310, Signs and Symptoms of Delirium, 

revealed disorganized thinking that fluctuates and 

changes in severity.  

Record review of the Body Audit Roster for 

Resident #16 revealed on 3/30/21 performed with 

no new skin issues noted, on 4/6/21 performed 

and with no new skin issues, on 4/13/21 

performed and no new skin issues noted, on 

4/20/21 performed and no new skin issues noted, 

and on 4/29/21 performed and with no new skin 

issues.

Record review of care plan revealed no care plan 

for refusal of care, bathing, or ADL care.
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Record review of care plan revealed a care plan 

for potential for skin breakdown related to frail 

skin, age, decreased mobility, episodes of 

incontinence.  Interventions included:  

encourage/assist to turn and reposition while in 

bed and use pillows and wedges as needed; 

incontinence care every 2 hours and as needed 

(PRN), use moisture barrier after each 

incontinent episode - he is able to toilet self but 

has frequent episodes of bowel incontinence and 

occasional episodes of bladder incontinence; 

notify MD/NP if condition warrants; weekly body 

audits; pressure relief devices to bed and 

wheelchair; provide treatments as ordered; keep 

skin clean and dry; inspect skin daily during 

bathing and report any redness or areas of 

concern to treatment or charge nurse; float heels 

while in bed.  

Record review revealed a care plan for requiring 

assistance with ADLs related to weakness, lack 

of coordination, unsteadiness on feet, history of 

shoulder repair.  His ADL function varies from day 

to day.  Interventions include:  bed mobility with 

staff assist per needs or request; dress in neat 

clothing daily with assist per needs or request; 

hygiene with staff assist per needs or request; 

incontinent care/assist with toileting every 2 hours 

and PRN.  He is able to toilet self but is 

occasionally incontinent of bladder and frequently 

incontinent of bowel; nail care weekly and prn; 

locomotion on/off unit via wheelchair with assist 

per daily needs or request; shower 3 x a week 

with assist per daily needs or request; notify 

MD/NP if condition warrants; independent with 

transfers, assist per daily needs or request.

Record review of behavior log revealed the 

resident had no negative behaviors from January 
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2021 - 4/7/21.  Record review of resident's 

departmental notes from January 2021 to 4/7/21 

revealed no incidents of resident's refusal of 

incontinent care, ADL care, bathing, or clothing 

changes were documented.  

Record review of the Face Sheet revealed 

Resident #16 was admitted to facility on 6/3/2019 

with diagnoses of Major Depressive Disorder, 

Vitamin Deficiency, Mild Cognitive Impairment.

Record review of Quarterly Minimum Data Set 

(MDS) dated 1/7/21, Section C, revealed resident 

with a Brief Interview of Mental Status (BIMS) 

score of 11, indicating moderate cognitive 

impairment.  Review of section E - Behavior - 

revealed for E0800 - Rejection of care: presence 

and frequency revealed "behavior not exhibited".  

Section H - Bowel and Bladder - revealed 

resident was occasionally incontinent of urine and 

was continent of bowel.

Record review of a sign-in sheet signed by CNA 

#1 revealed she attended the in-service titled, 

"Incontinent Care Monitoring", dated 11/12/20.  

Record review of a CNA New Employee 

Orientation Itinerary, Day 2, revealed CNA #2 was 

oriented to Activity of Daily Living check-offs on 

3/22/2016. CNA#2's name was not identified on 

the 2/16/2020 or 6/25/2020 CNA training provided 

by the facility.

 M1350 45.43.4 Immediate Jeopardy (Serious &...)

Immediate Jeopardy (Serious and Immediate to 

Health and Safety). A situation in which the facility 

' s failure to meet one or more requirements of 

participation in the Medicare/Medicaid program 

 M1350 5/27/21
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has caused, or is likely to cause, serious injury, 

harm, impairment, or death to a resident.

Based on observation, staff interview, Physicians' 

interview, review of the manufacturer's 

instructions for the glucose meter (glucometer) 

and germicidal wipes used at the facility, record 

review and facility policy review, the facility failed 

to ensure nursing staff cleaned and disinfected a 

multi-use glucometer before and after fingerstick 

blood glucose testing, four (4) of five (5) residents 

observed for blood glucose fingersticks, 

Residents #15, #27, and #122. This practice had 

the potential to affect 32 of 32 residents who 

received blood glucose monitoring, out of a total 

of 43 residents with Diabetes, resulting in an 

Immediate Jeopardy.  Other infection control 

concerns identified included catheter care, glove 

changes and hand hygiene for one (1) of six (6) 

care areas observed, Resident #229 and #230. 

The facility's failure of not following standard 

precautions for infection control by not 

disinfecting the glucometer between residents, 

placed these and other residents who received 

blood glucose finger sticks (32 total residents out 

of 42 Diabetic residents) in a situation which 

caused a likelihood of serious injury, harm, 

impairment, or death, related to the spread of 

blood-borne pathogens due to 

cross-contamination with the multi-resident use of 

the glucometer.

The situation was determined to be an Immediate 

Jeopardy (IJ), which began on 4/6/21 at 7:40 AM, 

when Licensed Practical Nurse #9 failed to clean 

and disinfect a multi-use blood glucometer per 

manufacturer's guidelines before and after use. 

The facility failed to follow standard precautions 

of infection control while performing blood 

glucose finger sticks without cleaning/disinfecting 

-All Residents receiving glucometer 

checks were immediately assessed by the 

unit managers with no signs or symptoms 

of infection or adverse reactions.  All 

non-EPA approved wipes were removed 

immediately from all medication carts and 

supply rooms on April 7, 2021 and were 

replaced with EPA approved wipes per 

manufacturer�s instructions. All 

glucometers were cleaned with EPA 

approved wipes. The facility had a total of 

12 multi patient glucometers in use.  An 

emergency Quality Assurance meeting 

was conducted on April 7, 2021 at 

10:00am with the following:  Medical 

Director, Nurse Practitioner, Director of 

Nursing, Infection Preventionist, Quality 

Assurance Nurse, Administrator and 

Assistant Director of Nursing on the 

deficient practice.  LPN #9, LPN #10 and 

LPN #1 were in-serviced by an Infection 

Prevention Nurse from another facility on 

April 7, 2021 on cleaning and disinfecting 

the glucometer before and after usage.  

This in-service also included proper hand 

hygiene. All nurses were in-serviced 

starting on April 7, 2021 on cleaning and 

disinfecting the glucometer before and 

after usage with return demonstration by 

an Infection Prevention Registered Nurse. 

This Infection Prevention Registered 

Nurse is not employed by this facility.  This 

in-service also included proper hand 

hygiene.

-The facility determined that all residents 

that are receiving glucometer checks have 

the potential to be affected by this 
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the Glucometer before use between three (3) 

residents.

IJ existed at:

483.80  Infection Prevention & Control CFR (s): 

483.80(a)(1)(2)(4)(e)(f) - F 880 - Scope and 

Severity "K"

The State Agency (SA) notified the Administrator 

on 4/7/21, at 9:20 AM, of the IJ and provided the 

Administrator with the IJ Template.  An 

acceptable Removal Plan was received on 

4/8/21, in which the facility alleged all actions 

were completed on 4/8/21, and the IJ was 

removed as of 4/8/21. The SA validated the 

Removal Plan and determined  the IJ was 

removed on 4/9/21, prior to exit. The scope and 

severity for CFR(s) 483.80(a)(1)(2)(4)(e)(f),was 

lowered from a "K" to a scope and severity of a 

"E", while the facility develops and implements a 

plan of correction and monitors the effectiveness 

of systemic changes to ensure the facility 

sustains compliance with regulatory 

requirements. 

Findings include:

Record review of the facility policy titled, 

"Surveillance Plan" revised date 11/28/2017, 

revealed  ... "Process Surveillance" reviews 

practices directly related to resident care, to 

identify compliance with established policies and 

procedures based on recognized guidelines. . 

Process Surveillance determines for example if 

the facility has and implements procedures in 

place to: ...b. Use appropriate hand hygiene prior 

to and after all procedures ...h. ensure proper that 

reusable equipment is appropriately cleaned, 

practice.

-To prevent this deficient practice from 

reoccurring on April 7, 2021, all Licensed 

Nurses were in-serviced on cleaning and 

disinfecting the glucometer before and 

after usage by an Infection Prevention 

Registered Nurse who was not employed 

with this facility, this in-service included 

proper hand hygiene. The supply clerk 

was in-serviced by Risk Manager on April 

12, 2021 regarding ordering and stocking 

the correct EPA approved wipes for 

cleaning and disinfecting the glucometers.  

LPN #9, LPN #10 and LPN #1 were also 

in-serviced with return demonstration by 

Infection Preventionist on May 12, 2021 on 

cleaning and disinfecting the glucometer 

before and after usage. This in-service 

also included proper hand hygiene. An 

in-service was started on May 17, 2021 

with all nursing staff to review proper hand 

hygiene and cleaning and disinfecting 

glucometers before and after usage by 

Quality Assurance Nurse. On-going 

in-services with return demonstration 

continue to be conducted by unit 

managers and Quality Assurance nurses.  

Quality Assurance Nurse will conduct 

weekly audits with three nurses on hand 

hygiene and cleaning and disinfecting the 

glucometer for six months starting on May 

17, 2021.

-Quality Assurance nurse will report 

findings of this audit to be reviewed by the 

Quality Assurance Committee monthly 

beginning May 27, 2021 until such time of 

consistent substantial compliance is 

achieved. Quality Assurance committee 
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disinfected, or reprocessed.

Record review of the facility policy titled, 

"Standard Precautions", effective date 9/19/14, 

revealed "It is the policy of (Proper Name of 

Management Company) facilities to provide 

patient care services that reflects the "Standard 

Precautions" infection control practices when 

interacting with residents. Standard Precautions 

components include, but are not limited to, the 

following: Hand Hygiene...

Record review of the facility policy titled "Infection 

Prevention Program", revised date 11/28/17, 

revealed "Education of Staff, Residents and 

Visitors: Education addressing the principles and 

practices for the preventing transmission of 

infectious agents shall be provided to all facility 

staff, as well as anyone who may have direct or 

indirect contact with the residents or medical 

equipment..."

A review of the Center for Disease Control and 

Prevention guidelines last updated 6/8/17, 

regarding shared blood glucose meters, revealed 

if blood glucose meters were shared, the device 

should be cleaned and disinfected after every 

use, per manufacturer's instructions, to prevent 

carry-over of blood and infectious agents.

Record review of a policy presented by the facility 

related to disinfection of equipment titled 

"Infection Control", with a revised date of 

11/28/17, revealed, "It is the policy of (Proper 

Name of Management Company) facilities to 

operate in compliance with Environmental 

Protection Agency (E.P.A.) guidelines for the 

management of healthcare associated infections. 

(H.A.I.)... Procedure: E.P.A. approved products 

shall be used for disinfecting in the event of H.A.I. 

will review audits to ensure that residents 

receive proper blood glucose checks 

including cleaning and disinfecting the 

glucometer appropriately and staff are 

performing proper hand hygiene for six 

months until substantial compliance is 

achieved as otherwise determined by 

Quality Assurance committee. 
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Appropriate supplies shall be available in each 

resident area." The policy did not specifically 

address the cleaning of glucometers.

In an interview on 4/9/21 with the Risk Manager 

stated when asked about a policy on disinfection 

of equipment policy, "This is the disinfection 

policy." RN #4 presented the policy "Infection 

Control" with a revised date of 11/28/17.

An observation on 4/6/21 at 7:40 AM, revealed 

Licensed Practical Nurse (LPN) #9 took the 

glucometer out of the top drawer of the 

medication cart and did not disinfect the 

glucometer. While at the medication cart, LPN #9 

did not wash her hands or use hand sanitizer and 

put gloves on. LPN #9 entered Resident #122's 

room. LPN #9 performed the blood glucose 

fingerstick using the EVENCARE G3 meter, 

placed the meter back on the tray, then removed 

her gloves while in the resident room and did 

perform hand hygiene. LPN #9 returned to the 

medication cart, put on gloves, and wrapped the 

meter in a MAGICARE Premium Alcohol wipe. 

LPN #9 removed her gloves and did not perform 

hand hygiene.  

Record review of Resident #122's Face Sheet 

included diagnoses of Type 2 Diabetes Mellitus 

with hyperglycemia and Type 2 Diabetes Mellitus 

with diabetic neuropathy, unsp (unspecified). 

Resident #122's Minimum Data Sheet (MDS) with 

an Assessment Reference Date (ARD) dated 

3/21/21 revealed a Brief Interview for Mental 

Status (BIMS) score of 15 indicating Resident 

#122 was cognitively intact. Resident #122's 

Electronic Medical Record (eMAR) for April 2021 

revealed a blood glucose documented on 4/6/21 

at 7:30 AM and signed by LPN #9.
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An observation of a blood glucose fingerstick 

using the EVENCARE G3 meter on 4/6/21 at 

10:05 AM, with Resident #27, revealed LPN #9 

took the glucometer out of the top drawer of the 

medication. LPN #9 did not disinfect the 

glucometer, she did not wash her hands or use 

hand sanitizer prior to putting gloves on. LPN #9 

entered Resident #27's room. LPN #9 performed 

the blood glucose fingerstick using the 

EVENCARE G3 meter and placed the meter on 

the tray. LPN #9 removed her gloves. She did not 

perform hand hygiene. LPN #9 returned to the 

medication cart, put on gloves, and wrapped the 

meter in a MAGICARE Premium Alcohol Wipe. 

LPN #9 removed her gloves and did not perform 

hand hygiene.

Record review of Resident #27's Face Sheet 

revealed Resident #27 was admitted to the facility 

on 2/7/12. Resident #27 diagnoses included Type 

2 Diabetes Mellitus with hyperglycemia. Resident 

#27's MDS with an ARD dated 1/13/21 for 

revealed a BIMS score of 15 which indicated 

Resident #27 was cognitively intact. Record 

review of Resident #27's Administration Record 

(EMAR) for dated 4/6/21 revealed a documented 

blood sugar at 10:09 AM.

 

Interview on 4/6/21 at 10:10 AM, with LPN #9 

revealed she had not performed any other blood 

glucose fingersticks since the earlier one on 

Resident #122. LPN #9 stated that she used the 

alcohol wipes to disinfect the glucometer because 

this is how she was oriented when she was hired 

one month ago. SA asked LPN #9 if she had any 

other wipes in the cart, and she produced 

Micro-Kill Germicidal Alcohol wipes that were in 

the medication cart drawer. When asked what 

she used the Micro-Kill Germicidal Alcohol wipes 

for, she stated that she cleans the medication 
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cart off with them when she finishes her 

medications for the shift. She was asked why she 

did not use the Micro-Kill Germicidal Alcohol 

wipes on the glucometer. She stated because 

they told me to use alcohol wipes and that is why 

they stay in the top drawer. She was asked who 

told her to use the alcohol wipes and she stated 

the supervisor. She stated I do not know her 

name. She is in one of the front offices, but she is 

not the Unit Supervisor.

An observation of a blood glucose fingerstick 

using the EVENCARE G3 meter, on 4/6/21 at 

8:05 PM, with Resident #15, revealed LPN #10 

gathered her supplies to include the glucometer. 

She did not disinfect the glucometer and did not 

wash her hands prior to putting on gloves. She 

entered Resident #15's room and placed the 

glucometer on the overbed table with no barrier. 

LPN #10 performed the blood glucose fingerstick 

using the EVENCARE G3 meter, removed her 

left glove, and held the meter in her gloved right 

hand. LPN #10 returned to the medication cart 

and placed a clean glove on her left hand. LPN 

#10 got a Micro-Kill Germicidal Alcohol wipe out 

of the container, using her left hand, and wrapped 

the meter up. She stated she will leave it wrapped 

up for two (2) to five (5) minutes. She removed 

her gloves and did not wash her hands. 

Record review of Resident #15's Face Sheet 

revealed Resident #15 was admitted to the facility 

on 6/6/14. Resident #15's diagnoses included 

Type 2 Diabetes Mellitus with hyperglycemia. 

Resident #15's e-MAR for April 2021 revealed a 

blood glucose had been obtained for 4/6/21 at 

8:00 PM and was initialed by LPN #9.

During an interview with LPN#10 on 4/6/21 at 

8:10 PM, the SA asked LPN #10 had she used 
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the glucometer prior to this fingerstick and LPN 

#10 stated, no and that this was the first 

fingerstick she had done on this shift. The SA 

asked LPN #10 was the glucometer clean when 

she removed it from the drawer. LPN #10 stated 

that she should have cleaned it before using it. 

She stated she should have washed her hands 

before and after performing the fingerstick.  LPN 

#10 stated that she was hired in August and 

completed the new hire videos and computer 

trainings. LPN #10 stated that she was put with 

random nurses for orientation to the medication 

cart and procedures. LPN #10 stated that she 

was taught to wash her hands, put gloves on, 

disinfect the glucometer using the Micro-Kill 

Germicidal Alcohol wipes and keep it wrapped up 

for two (2) to five (5) minutes, perform the 

accu-check, disinfect the glucometer, and wash 

her hands.

On 04/06/21 at 08:05 PM, an observation of a 

bedside fingerstick glucose for Resident # 230 

performed by Licensed Practical Nurse (LPN) #1, 

revealed LPN #1 carried a disinfected glucometer 

and supplies into the room on a barrier and 

placed it on the bedside table. LPN #1 wore 

gloves into the room. She removed the 

glucometer from the barrier and placed in it on a 

chair while she performed the fingerstick. LPN #1 

did not remove her gloves and perform hand 

hygiene when she completed the fingerstick 

blood glucose. With the same gloves on, LPN #1 

picked up a pair of pajamas from the bed and 

held them in her right hand while she 

administered oral medications to Resident #230.  

She exited the room, removed her gloves at the 

medication cart and appropriately disinfected the 

glucometer with disinfectant wipes and then used 

hand sanitizer.
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An interview, on 4/6/21 at 8:15 PM, with LPN #1, 

revealed that she realized she put the glucometer 

on the chair and should not have done that. She 

stated that she contaminated the monitor when 

she placed it on the chair. She stated she should 

have removed her gloves when she finished with 

the fingerstick, because her gloves were 

contaminated, and she could have spread germs 

by touching the other things in the room.

On 04/08/21 at 09:25 AM, an interview with LPN 

#2, Infection Preventionist, revealed that staff 

should remove gloves between procedures and 

perform hand hygiene. LPN #2 stated that LPN 

#1 should have removed her gloves when she 

finished the blood glucose fingerstick and 

performed hand hygiene before touching anything 

else because of possible contamination with 

blood. LPN #2 confirmed the glucometer should 

always be placed on the barrier. The purpose of 

the barrier is to prevent contamination of the 

glucometer. 

Record review revealed LPN #1 performed a 

glucometer competency checklist on 11/19/20 

with instruction to wash hands following the 

proper disposal of the used test strip.

Record review revealed LPN #1 attended an 

Infection Control in-service titled, "Hand Etiquette" 

on 3/19/21 and addressed the "5 Moments for 

Hand Hygiene", adapted from the World Health 

Organization revealed ... 3. "clean your hands 

immediately after a procedure... to protect the 

healthcare worker and the healthcare 

surroundings from harmful patient germs."

An observation of an indwelling urinary catheter 

care for Resident #229 on 04/08/21 at 2:00 PM, 

revealed LPN #3 performed catheter care with 
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the assistance of Registered Nurse (RN) #1. LPN 

#3 did not change her gloves or wash her hands 

after cleaning and before drying the resident. 

After drying the resident, LPN #3 removed her 

gloves and did not perform hand hygiene. LPN #3 

then donned a glove on her right hand and 

reapplied the leg strap to Resident #229's left 

thigh. She then removed the glove from her right 

hand and washed her hands.

An interview on 04/08/21 at 2:12 PM, with 

Registered Nurse (RN) #1, revealed that LPN #3 

should have changed her gloves and washed her 

hands after she cleaned around the catheter and 

before she dried Resident #229. She confirmed 

that hand hygiene should be performed anytime 

gloves are removed. RN #1 stated that this was 

an infection control issue and could cause a 

urinary tract infection.

An interview on 4/8/21 at 2:00 PM, with LPN #3, 

revealed she should have changed her gloves 

and washed her hands or used hand sanitizer 

before drying the resident. LPN #3 stated this was 

cross-contamination and could cause a infection. 

Record review of the lab reports and Physician 

orders confirmed Resident #229 has not had a 

Urinary Tract infection since her admission on 

3/17/21.

A review of Facility Documentation titled 

"Glucometer Competency Checklist" dated 

3/10/21 and 3/31/21, revealed LPN #9 received 

training on these dates on the meter to be 

cleaned/disinfected before and after use.

An interview on 4/8/21 at 11:10 AM with RN #2, 

Unit Supervisor. RN #2 stated she is responsible 

for any of the glucometer audits for the nurses 
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and she stated that she does random audits but, 

she has not had a new nurse on her unit but if 

she had, that she would do the audit. The SA 

asked RN #2 if someone failed to wash their 

hands or disinfectant the glucometer, what could 

be a concern and RN #2 stated you could take 

something from one resident to the next resident. 

RN #2 stated residents do not have their own 

personal glucometers, unless on isolation.

During an interview on 4/9/21 at 10:45 AM with 

the Corporate Nurse Consultant (CNC) reports 

her role is to oversee the facility is following State 

and Federal Regulations. She states that "in the 

past I have discussed ways to do glucometer 

checks and med pass. I also help with protocols 

and policies. When asked about any negative 

outcomes of not washing hands appropriately or 

not cleaning and disinfecting the glucometer the 

CNC stated, "We expect the Director of Nurses 

(DON) and Infection Preventionist (IP) to carry 

out task. It's an infection control issue." When 

asked about nurses following policies that had 

been implemented by the facility the CNC 

confirmed nurses should follow the established 

policies.

During an interview with on 4/9/21 at 11:00 AM, 

with the Director of Nurses, (DON) stated there 

were no infections in the facility. The DON reports 

that when a nurse is hired, they are trained during 

orientation on medication pass and glucometer 

checks, then that is validated by a preceptor. The 

competencies should be completed within the 

same month. She stated when asked about the 

outcome of not properly cleaning the glucometer, 

"There would be a risk for transmission of 

infection from resident to resident. "She further 

reports that hand hygiene should be used before 

entering the resident's room and when 
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completing a task and gloves are supposed to be 

worn with any risk of coming into contact with 

bodily fluids. When asked about in-services on 

infection control the DON reports that in-services 

are done "Quite frequently. They do audits 

annually and also do weekly and monthly audits. 

We completed a skills fair in November." The 

DON reports that "nurses should be following 

CDC (Centers of Disease Control) guidelines 

when cleaning glucometers. 

During an interview with the Facility Administrator 

on 4/9/21 at 11:50 AM, stated when asked should 

nurses clean the glucometer according to 

established guidelines, she stated, "Yes they 

should be following CDC guidelines. It was a 

deficient practice. I don't argue it's a deficient 

practice." She further stated, "I'm know I'm 

responsible to see there are people to follow the 

guidelines. I know it all sets with me."

On 4/9/21 at 12:45 PM, the CNC stated, "I want 

to add to my statement. I understand it's Infection 

Control but not IJ warranted."

During an interview with Resident # 122's primary 

Physician on 4/9/21 at 3:45 PM, when asked if he 

was aware of an issue with the facility related to 

glucometer cleaning. The Physician reports he 

was aware. When asked about negative 

outcomes he reports "it's an infection control 

issue. It's unfortunate."

During an interview with the Medical Director, on 

4/9/21 at 4:05 PM, when asked what a negative 

outcome would be if nurses did not properly clean 

the glucometer, the Medical Director stated, "If 

they didn't clean it at all, blood could potentially 

come in contact with the nurses' gloves and get 

on the glucometer. It could be a blood borne 
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pathogen hazard, it's infection control. Not taking 

care of infection control could be neglect. I think 

an IJ (Immediate Jeopardy) is drastic."  

A review of the Manufacturer's User Guide for the 

"EVENCARE G3" glucose monitor (used by the 

facility), revealed under section titled "Cleaning 

and Disinfecting Procedures for the Meter" the 

meter should be cleaned and disinfected between 

each patient. The following products have been 

approved for cleaning and disinfecting the 

EVENCARE G3 Meter: 

Dispatch Hospital Cleaner Disinfectant Towels 

with Bleach (EPA registration #56392-8)

Medline Micro-Kill Disinfecting, Deodorizing, 

Cleaning Wipes with Alcohol (EPA registration 

#59894-10),Clorox Healthcare Bleach Germicidal 

and Disinfectant Wipes (EPA registration 

67619-12), Medline Micro-Kill Bleach Germicidal 

Bleach Wipes (EPA registration #37549-1).

A review of the manufacturer's package of 

MAGICARE PREMIUM DISINFECTING WIPES 

(used by the facility in the deficient practice) 

revealed the ingredients are 75% alcohol and 

water. 

Review of an untitled document on facility 

letterhead provided by the facility dated 4/8/21 

and signed by the Administrator revealed, "Prior 

to April 7, 2021 (proper name of facility) did not 

have a policy to clean glucometers."

Record review of a document typed by the facility 

dated 4/9/21 "Diabetic Residents at 

OHR"revealed there were 42 resident names 

listed on the diabetic list. Another list provided by 

the facility "Diabetic Residents at OHR with Blood 

Sugar Checks" revealed 32 residents receive 

blood sugar checks. 
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Record review of a typed statement on facility 

letterhead dated April 9,2021, revealed "This 

facility does not have a specific policy on hand 

washing and gloves. We follow CDC guidelines." 

The document was signed by the Facility 

Administrator.

Record review of a typed statement from LPN #2, 

Infection Preventionist, revealed that during the 

week of the annual survey, there was zero 

residents in the facility that had the diagnoses of 

Hepatitis B, Hepatitis C, Human 

Immunodeficiency Virus, or Clostridioides difficile. 

Record review of an Inservice Attendance Record 

dated 3/12/21 with an attached agenda included 

handwashing/infection. LPN#9 or LPN#10's 

names were not listed as having attended the 

in-service. 

 

Record review of an Inservice Attendance Record 

dated 3/31/21 with a brief description of  the 

in-service revealed "Glucometer check off 

regarding cleaning-disinfecting & proper 

procedure checking blood sugars." LPN #1, LPN 

#9 and LPN #10's names were listed as an 

attendees. 

Record review of LPN #10's "Licensed Nurse 

Competency" dated 8/24/20 revealed LPN #10 

had a check mark under Basic Nursing Skills- 

Capillary blood glucose with a completion date 

listed as 8/26/20 and under Medication 

Management- Glucometer checks with a 

completion date listed as 8/27/20..

Record review of a "Glucometer Competency 

Checklist" dated 9/13/20 revealed LPN #10 had 

"Yes" marked under each skill observed and 
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documentation indicated, "Nurse Passed 

Competency Check -Yes." 

Record review of LPN#9 "Licensed Nurse 

Competency" dated 3/1/21 revealed LPN #9 had 

a check mark under Basic Nursing Skills- 

Capillary blood glucose and under Medication 

Management-Glucometer checks with a 

completion date listed as 3/1/21.

Record review of the "General Orientation 

Checklist" dated 3/1/21 for LPN # 9 revealed 

"General Purpose: This check list outlines the 

information, which new employees will want to 

become familiar with during his/her introduction 

period." The orientation checklist included, 

"Infection Control."

Record review of a "Glucometer Competency 

Checklist" dated 3/10/21 and 4/8/21 revealed 

LPN #9 had "Yes" marked under each skill 

observed and documentation indicated, 

"Nurse-Passed Competency Check -Yes." 

The facility provided an acceptable Removal Plan 

for the IJ on 4/8/21. Review of the facilitys 

Removal Plan revealed the facility took the 

following actions to remove the IJ:

 Removal Plan

The facility took the following actions to address 

the citation and prevent any additional residents 

from suffering any adverse outcome.

On 04/06/21, a licensed nurse cleaned the 

glucometer with a 75% alcohol Magi care 

disinfectant wipe. The facility failed to properly 

clean a glucometer and disinfect the multi-patient 

resident use glucometer (Evencare G3 meter) per 
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Environment Protection Agency (EPA) registered 

disinfectant observed for Resident #15, Resident 

#27, and Resident #122. This nurse was 

previously in-serviced on March 31, 2021. She 

completed her competency with accuracy by 

using the appropriate EPA approved disinfectant 

wipe. Each unit manager conducted a physical 

assessment on all residents that have an order 

for glucometer checks.

1. Thirty-six (36) residents have an order for a 

glucometer check. They were assessed by the 

unit managers with no signs or symptoms of 

infection or adverse reactions.

2. All Magi wipes were removed immediately from 

all medication carts and supply rooms on April 

7,2021 and were replaced with EPA approved 

wipes per manufacturer's instructions. All 

Glucometers were cleaned with EPA approved 

wipes. The facility has a total of 12 multi patient 

glucometers in use.

3. An Emergency QA meeting was conducted on 

04/07/21 at 10:00 AM with the following: Medical 

Director, Nurse Practitioner, DON, Infection 

Preventionist, QA nurse,

Administrator and ADON on the Immediate 

Jeopardy and removal plan for proper cleaning of 

glucometers. Immediately, a directive in-service 

began and was conducted by RN #1 and RN #2 

for all Licensed Nurses on proper disinfection on 

glucometer check with return demonstration. 

Neither of these individuals are employees of this 

facility. The following topics were discussed in the 

QA meeting.

a. All diabetic residents at risk to suffering 

adverse outcomes
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b. Removal of Magi care wipes from all 

medication carts

c. Directive in-services for all licensed nurses

d. Policy revision on Glucometer Disinfection.

4. A Directive in-service began on 04/07/21 being 

conducted with all Licensed nurses by RN #1 and 

RN #2. The in-service consists of appropriate 

technique, including a return demonstration on 

properly cleaning and disinfection glucometers 

before and after each use. All nurses will be 

educated prior to their next shift and no staff will 

be allowed to work until properly in-serviced. A 

total of 41 out of 57 nurses have been in-serviced 

at this time.

Facility asserts that it is in compliance on April 8, 

2021 at 10:00 AM.

On 4/9/21, the SA validated the facility's Removal 

Plan through observation, staff interviews, record 

reviews, and review of in-service sign-in sheets. 

The SA verified the facility had implemented the 

following to remove the IJ:

1. Interview with the DON and Nurse Practitioner 

revealed that the thirty-six (36) residents with an 

order for a glucometer check were assessed by 

the unit managers with no signs or symptoms of 

infection or adverse reactions.

2. Observation of all medication carts verified that 

all Magi wipes were removed immediately from all 

medication carts and supply rooms on April 

7,2021 and were replaced with EPA approved 

wipes per manufacturer's instructions. Interview 

with the DON revealed all Glucometers were 
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cleaned with EPA approved wipes. The facility 

has a total of 12 multi patient glucometers in use.

3. Interview with the DON, Nurse Practitioner and 

Administrator and record review of the sign-in 

sheets revealed an Emergency QA meeting was 

conducted on 04/07/21 at 10:00 AM with the 

following: Medical Director, Nurse Practitioner, 

DON, Infection Preventionist, QA nurse, 

Administrator and ADON on the Immediate 

Jeopardy and removal plan for proper cleaning of 

glucometers. Immediately, a directive in-service 

began and was conducted by RN #1 and RN #2 

for all Licensed Nurses on proper disinfection on 

glucometer check with return demonstration. 

Neither of these individuals are employees of this 

facility. The following topics were discussed in the 

QA meeting.

a. All diabetic residents at risk to suffering 

adverse outcomes

b. Removal of Magi care wipes from all 

medication carts

c. Directive in-services for all licensed nurses

d. Policy revision on Glucometer Disinfection.

4. Interview with the DON and eight nurses and 

record review of the sign-in sheets revealed a 

Directive in-service began on 04/07/21 being 

conducted with all Licensed nurses by RN #1 and 

RN #2. The in-service consists of appropriate 

technique, including a return demonstration on 

properly cleaning and disinfection glucometers 

before and after each use. All nurses will be 

educated prior to their next shift and no staff will 

be allowed to work until properly in-serviced. A 

total of 41 out of 57 nurses have been in-serviced 
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at this time.

The SA validated that all corrective actions to 

remove the IJ had been completed as of 4/8/21, 

and the IJ was removed on 4/9/21, prior to exit.
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