/\O"\ VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

May 29, 2024

Douglas Divello, CEO

Grace Cottage Hospital

PO Box 216

Townshend, VT 05353-0216

Dear Mr. Divello:

The Division of Licensing and Protection completed a recertification survey at your facility on May 8, 2024.
The purpose of the survey was to determine if your facility met the conditions of participation for Critical Access
Hospitals found in 42 CFR Part 485.

Following the survey, your facility submitted a Plan of Corrections (POC), which was found to be acceptable on
May 28, 2024.

Sincerely,
- cl=h

Suzanne Leavitt, RN, MS
State Survey Agency Director
Assistant Director, Division of Licensing & Protection

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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C 000 | INITIAL COMMENTS 000

An unannouncer on-site re-certification survey !
was corsiucted by the Division of Licensing and !
Pratection on 5/6/24 thraugh 5/8/24 fo determine 5
compliance with the Canditions of Parlicipation at !
42 CFR Part 485 Subpart F requirements for ?
Critical Access Hospitals (CAH's). As a result of |
the survay, the foliowing deficiencies were

identified
0 | NURSING SERVICES C10560:
CFR(s); 485.635(d)(4)

C10

N

A nursing care plan must be develaped and kept
| current for each inpatient.

This STANDARD is not met as svidenced by:
Based on recerd review and confirmed by
interview, the Critical Aceess Hoapital failed to i
assure the development of a care plan for one | Tag C1050 POC accepted on 5/28/24 by
patient (Patient #11) admitted with a skin wound, . D. Wideawake/S. Leavitt

Based on record review, Patient #11 was !
admitted in spring of 2024 with a pressure wound ] |
on their cocoyx. Althaugh nursing started a wound
care regimen, and obtained physician orders for

i the wound care five days after admission, the
patient's care plan was not updated to reflect the !
wound, wound care interventions, and progress
of healing. Based on review of the "Wound
Management Protocol” developed by the Nursing
Department and reviewsd in January 2023, ;
Nursing is responsible to assure that care plans i
are upsated to retiect any alteration in skin
integrity. Per interview on 5/7/20024, at 4:35 PM,
the Nurse Manager confirmed that nursing staff
should have updated the patient's care plan to
reflect the wound, interventions, and progress of
the wound. .
C1206 | INFECTION PREVENT & CONTROL POLICIES _ G1206|

26 OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X6) DATE

LABORA Y
N Ctv 5/22]2f

\§ \
Any deficiency #aenten énding with an astensk (') denotes a deficiency which the institution may be excused from corresting providing it is determined that
olher safeguards provide sufficient protestion to the patisnts  (See instructions.) Except for nuraing homes, the findings stated abeve are disciosable 90 days
following the date of survey whether ur not a plan of correvtion is provided. For pursing homes, ihe above findings an plans of correctien are disclosable 14
days feflowing the date these documents are rade available te the facility. [t deficiancies are cited, an approvad plan of correction is requisite to continued
pregram parficpation,
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1208 | Continued From page 1 C1206 i

CFR(s). 485.640(a)(2)

The infection prevention and control program, as

1 decumented in its policies and procadures,

employs methods for preventing and controlling

the transmission of infections within the CAH and i
between the CAH and other healthcare settings; !
This STANDARD is not met as evidenced by:
Based on observation, interview, and policy ?
review the CAH failed to ensure the methads for B?%V?J::‘Saig,%?f::&t;d on 5/28/24 by ,l
preventing and cantrolling the transmission of
infeotiona are followad related to the i
cleaning/disinfecting of re-useable tourniquets '

after blood is drawn for lab testing. Findings
include:

During a tour on 5/6/24 at 3:20 PM of the rowm in ' |
which blood is drawn in the lals, a re-useable
tournicuet was found on the top of a cart with the i
blood drawing supplies. The Lab Director stated
that the patients preferred these types of
tourniquets hecause they didn't pinch skin and

! stated, "We've had these for years.” When the
surveyor asked the Lab Director how this

| taurniquet was cleaned, S/he stated that it was
wiped down with a bleach-type wipe that was

i used throughout the hospital for cleaning

i re-useable equipment.

Per review of the packet insert for the taurniquet,
the manufacturer's directions for cleaning and
disinfection states the following: "Cleaning: Do
not apply mechanical cleaning processes, Wash
the product with commercial washing agents that
are gentle on fabrics at up to 60 degrees i
! Centigrade (hand wash). Disinfection: We
recornmend disinfection with & liquid disinfectant 5
{e.g. CIDEX OPAsolutien) ...Place the tourniguet
in & container (non-metallic), cover it completely
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C1206 | Continued From page 2 L1206 |

with the swlutien and (eave it in the solution for at
least § minutes. After the contact time rinse it
with plenty of fresh water (at least 3 rinsing
rounds of at least 1 minute) and let it dry
afterwards. Do not use chiorine-hased release
agents or aromatic hydrocarbons.”

During an interview on 5/6/24 at 3:30 PM with the i
Lab Director and the Director of Quality/infection i
Control, they confirmed that the staff were not
cleaning/disinfecting the tourniquets per the

| manufacturer's recommendations and should be.

Per review of the policy "Cleaning Reusable

Equipment™reviewed 2/13/23, it states, "Policy:
i In accordance with existing infection control

policies and procedures, GCFHMH G will i
implement and mainfain processes to ensure al : i
reusable patient care equipment is routinely
cleaned before reuse .. Procedure: 2. Use i
hospital-grade disinfectant per manufacturer's !
recommendations. Dwell and drying times vary, i
see disinfectant info sheet", i
E 000 | Initial Comments E 000%

During an unannounced on-site re-certification
survey fram 5/6/24 through 5/8/24, the Division of
Licensing and Protection conducted a survey of |
the Critical Aceess Fospital’s (CAM's) Emergency PR
Preparedness Program to determine compliance
with Cendlitions of Participation at §485.625, the
Emergency Preparedness requirements for
CAH's. As a result of this survey, the following
deficiency was identified.
E 039 | EP Testing Requirements E 039

| CFR(s): 485.625(ct)(2)

| Tag E 039 POC accepted on 5/28/24 by
§416.54(d)(2), §418.113(d)(2), §441.184(d)(2). ' D. Wideawake/S. Leavitt
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E 039 | Continued From page 3 . E039 ’f
| §460.84(0)(2), §482.15()(2), §483.73(A)2), !
| §483.475(d)(2), §484.102(c)(2), §485.68(cl)(2), i

§485.542(d)(2), §485.625(d)(2), §485.727(d)2),
§485.920(d)(2), §491.12(d)(2), §494 62(d)(2)

*[Far ASCs at §416.54, CORFs at §485.68, REMs
at §485.542, OPO, "Organizations” under
§485.7Z7, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62):

(2) Testing. The [facility} must conduct exercises
i to test the emergency plan annually. The [facility]
i must do all of the feilowing:

(i} Participate in a full-scale exercise that is
community-hased every 2 years; or
(A) When a community-hased exercise is not
acceessible, conduct a facility-based functional
exercise avery 2 years, or

(B) If the {facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individual, facifity-based
functional exercise following the onset of the
actual event.
(i) Conduct an additional exercise at least svery 2
years, opposite the year the full-scale or
functional exercise under paragramh (d)(2)(1) of
this section is conducted, that may include, but is
not limited to the following:
{A) A secand full-scale axercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency

i i

H
3
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E 038 | Continued From page 4 £ 039
scenario, and a set of problern statements, i

directed messages, or prepared guestions
designed to challenge an emergency plan.
(ifiy Analyze the {facility's] response to and |
maintain documentation of all drills, tabletop i :
| exercises, and emergency events, and revise the
[facility's] emergency plan, as needed,

“[For Hospices at 418.113(d):) !
(2) Testing for hospices that provide care in the
patients home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hespice must do the following:
(i) Participate in a full-scale exercise that is

| comnmunity based every 2 years; or |
(A) When a community based exercise is not
accessible, conduct an individual facility hased
functional exercise every 2 years; or |
(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospital is axempt from
engaging in its next required full scale
community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event. 1
(i) Canduct an additional exercise gvery 2 years,

|

opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is net limited
to the following:

(A) A second full-scale exercise that is
community-based or a facility based functienal i
EXErcise; or
(B) A mock disaster drill; or ’
(C) Alabletop exercise or workshop that is led by |
| a facilitator and includes a group discussion using | |
| & narrated, clinically-relevant emergency [
i scenario, and a set of problem statements,

[
{
{
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directed messages, or prepared questions
; designed to challenge an emergency plan.

(3) Testing for hospices that provide: inpatient

| care directly. The hospice must conduct

: exercises fo tesi the emergeney plan twice per

| year. The hospice must do the following:

‘ (i) Participate in an annual full-scale exercise that
! ls community-based; or

[ (A) When a community-based exercise is not !
i accessible, conduct an annual individual
| facility-based functional exercise; or : _
{B) if the hospice experiences a natural or i
man-made emergency that requires activation of :
the emergency plan, the hospice is exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that

| may include, butis not limited fo the foliowing: | i
[ {A) Asecond full-scale exercise that is
{ community-based or a fadility based functional
| exercise; or

(B) Amock disaster deill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinicaiiy-relevant emergency scenano,
and a set of problem statements, directed
messages, or prepared guestions designed to
challenge an emergency plan.

(i) Analyze the hospice's response to and
maintain dacurnentation of all drills, tabletom
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

“[For PRFTs at §441.184(d), Hospitale at
§482.15(d), CAHs at §485.625(d)]
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E 039 Centinued From page 6 E 039
| (2) Testing. The [PRTF, Hospital, CAH] must
| conduct exercises to test the emergeney plan ; '

| twice per year. The [PRTF, Hospital, CAH] must

do the following: i
(1) Parficipate in an annual full-scale exercise that |
is community-based; or !
(A) When a community-based exercise is not | |
accessible, consuct an annual individual, '
facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
{facility] is exempt from engaging in its naxt
required full-scale community based or individual,
facility-based functionat exercise following the i
onsef of the emergency event. '

{ii) Conduct an [additional] annual exerdise or
: and that may include, but is not limited te the
following:

(A) A second full-scale exercise that is
cammunity-based or indivieual, a facility-based ,
functional exercise;

{B) Amock disaster drill; or

(C) A tabletop exercise or warkshop that is : i
led by a facilitator and includes a group i i
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(ii)) Analyze the [facility's] response to and
maintain docurmentation of all drills, tablstop
exercises, and emergency events and revise the
| [facility's) emergency plan, as needed. i

*[For PACE at §460.84(ch)) i !
(2) Testing. The FACE organization must conduct |
exercises (o test the emergency plan at least

H H
_j H 1 i

EORMA CRASLIKBTND.00 Brivien e Vasrcione: Ohentats Event [D.1SLDN Eaeifty 10 471300 1 continuation sheot Page 7 of 13



85-22,2824 12:33 From:1808236570817

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Grace Cottage Ueb Fax

Page:168/,17

PRINTED: 05/17/2024

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERSLIPPLIERICLIA (X2) MULTIPLE CONSTRUICTION (X3) DATE SURVEY
ANB PLAN OF CORRECTION IBENTIFICATION NUMBER: ) COMPLETED
A BUILDING
C
471300 B.WING 05/08/2024
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
PO BOX 216
GRACE COTTAGE HOSPITAL )
TOWNSHENER, VT DE3E2
X4 D SUMMARY STATEMENT QF DEFICIENCIES jin] PROVIDER'S PLAN OF CORRECTION a X5;
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACGTION SHQULD BE i COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFCIENCY)

follawing:

event.

i the following:

E 039 | Continued From page 7
annually. The PACE orgamzation must do the

(i) Participate in an annual full-scale exercise that
is coramunity-based;
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(8) if the PACE experiences anh actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
Sngaging in its next required fi:il-scale community
i based or individual, facility-based functional
exercise following the onset of the emergency

or

(i) Conduct an additional exercise every 2
vears spposite the year the full-scale or functisnal
| exercise under paragraph (d)(2)() of this section
i is conducted that may include, but is not limited to

i (A) A second full-scale exercise that is

g community-based or individual, a facility based

| functional exercise; or

i (B) Amock disaster drifl; or

| (C) Atabletop exercise or workshap that is led by
| a facilitator and includes a group discussion,

i using a narrated, clinically-relevant emergency

| sconario, and a set of problem ttatemente,

| directed messages. or prepared questions

| designed ta challenge an emergency plan.

| (i) Anatyze the PACE's response to and

| maintain dacumentation of all drills, tabletop

! exercises, and emergency events and revise the
| PACE's emergency plan, as needed.

]

| *[For LTC Facilities a1 §453.7:3(d):)

| (2) The [LTC facility} must conduct exercises to
test the ernergency plan at least twice per year,
: including unannounced staff drills using the

£039,
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|
|

E 038 | Continued From page 8

emergency procedures. The [LTC facility,
ICFMD] must do the following: ]
(i) Participate in an annual full-scale exercise that |
is community-based; or

{(A) When a community-based exercise is not
accessible, conduct an annual individual,

facility-based functional exercise. : ;
(B) if the [LTC facility) facility experiences an i i
actual natural or man-made emergency that
requires aclivation of the emergency plan, the
1.TC facility is exempi from engaging its next
required a full-scale community-based or |
individual, facility-based functienal exercise

| following the onset of the emergency event.

| (i) Conduct an additional annual exercise that
may include, hut is not limited 1o the following:

(A} Asecond full-scale exsrcige that is
community-based or an individual, facility based
functional exercise; or '

(8) A mock disaster drili; or

(C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of prablem statements, directed
messages, or prepared questions designed te
challenge an emsrgency plan.

(iil) Analyze the [LTC facility] facility's response {0
and maintain documentation of all drifls, tabletop
exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as nesded.

E 039

| [For ICFAIDs at §483.475(d)}:

| {2) Testing. The ICF/ID must conduct exercises

| to test the emergency plan at least twice per year,
i The ICF/HD must do the following:

E (i) Participate in an annual full-scale exercise that

i

{ is community-based; or
| (A) When a community-based exercise is not

FORMCMS.2587(02-99) Previous Versions Obsclate Bvent 12151111 Eacility 10y 4712300 If continuation sheat Page € of 13
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£ 038 | Continued From page 9

accessible, conduct an annual individual, ;
facility-based functional exercise; or. i
(B) If the ICF/IID experiences an actual natural or i
man-made emergency that requires activation of

the emergency plan, the ICF/HD is exempt from | :
engaging in its next required full-scale | 5 i
community-based or individual, facility-based :
functional exercise fallowing the onset of the
emergency event.

(i) Conduct an additional annual exercise that
may include, but is not fimited to the following:
(A) A sacond full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

{B) A mock disaster drill; or

(C) A tabletop exercise or warkshop that is led by
a facilitator and includes & group discussion,
using a natrated, clinically-relevant emergency
scenario, and a set of problem statements, ! i
directed messages, or prepared questions | ! i
Wesigned to challenge an emergericy plan. | :
(il}) Analyze the ICF/ID's response to and i
| maintain documentation of ail diills, tabletop

| exercises, and emergency events, and revise the
ICFAID's emergency plan, as needed.

| *[For HHAS at §484.102)

| (U)(2) Testing. The HHA musl canduct exercises

i fo test the emergency plan at

i least annually. The HHA must do the following:

| (i) Participate in a full-scale exercise that is

| community-based; or

'[ (A) When a community-kased exercise is not
i accessible, conduct an annual individual,

i facility-based functional exercise every 2 years;

L or

_' (B) If the HHA experiences an actusl natural
| or man-made emergency that requires activation
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’ of the emergency plan, the HHA is exempt from '
i engaging in its next required fuil-scale '
| community-based or individual, facility based
functional exercise following the onset of the ,
{ emergency event.
i (i) Conduct an additional exercise every 2 years, '
i opposite the year the full-scale or functional
| exercise under paragraph (d)(2)(i) of this section | i
Lis conducted,  that may include, but is not !
| limited fo the following: =

(A) A second full-scale exercise that is
community-hased or an individual, facility-based
functional exercise; o i

(B) Amock disaster drilt; or

(C) Atabletop exercise or workshop that is !
led by a facilitator and includes a group i
discussion, using a narrated, clinjically-relevant ; i
emergency scenaric, and a set of preblem '
statements, directed messages, or prepared !
questiens designed o challenge an emergency
plan. i
(i) Analyze the HMA's response to and maintain |
docutnsntation of all drifls, tabletop exercises, and [ |
emergency events, and revise the HHA's = i
smergency plan, as neaded.

*[For CPOs at §466.260)

(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
following:

(i) Conduct a paper-based, tabletap exercise or
workshop at least annually. A abletop exercise is
led by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem |
| statements, direcled messages, or prepared ‘
i: questions designed to challenge an emergency

‘ plan. If the OPO experiences an actual natural or
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E 039 | Continued From page 11

man-made emergency that requires activation of !
the emergency plan, the OPQ is exempt from : i
engaging in its next required testing exercise ;
following the onset of the ermergency evert. i
(i) Analyze the OPQO's response to and maintain ! |
documentalion of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
ORQO's) emergency plan, as needed.

E 039/ |

{ *[ RNCHis at §403.748):

| (dX2) Testing. The IINIICI must cenduet

| exercises to test the emergency plan. The RNHCI
| rnust do the following:

| (i) Conduct a paper-based, tabletop exercise at

| least annually, A tabletop exercise is a sroup .
| discussion fed by a facilitator, using a narrated, !
i clinically-relevant emergency scenario, and a set 1
{ of problem statements, directed messages, or

'f prepared questions designed to challenge an

| emergency plan.

| (ii) Analyze the RNHCI's response to and

| maintain documentation of all tabletop exercises,
| and ersergency events, and revise the RNMCH's
emergency plan, as needed.

This STANDARD is not met as evidenced by:
RBased on record review and confirmed by
interview, the Critical Access Hospital failed to
conduct a full-scale exercise within its annual
cycle for 2023.

Based on review of the facility's Incident i
Command System (ICS) meeting netes, the i
| Critical Access Hospital enacted their emergency
plan in March of 2028. Further review of the ICS |
minutes confirmed that the ICS was disbanded in !
2022, On 5{7/2024, the Director of Inpatient |
Nursing, who is alse in charge of Emergency
Planning, cenfirmed that the hospital did not
i participate in a full scale exercise in 2023.
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Grace Cottage Hospital Survey May 6-8, 2024 - Corrective Action Plan

TAG ISSUE PLAIS OF CORRECT:ON RESPONSIBLE PARTY TARGET COMPLETED
NUMBER o
© COMPLETION DATE
C1050 Huising care plao must be developed ard | Each patient with a wound will nave impaired skin integiity care plass initizied within 8 hours of 2dmission. Director of Nursing 6/1226
kept for each inpatient. 10T meetings wil: discuss care plars once a wesk. Directar of Nursing 5/21/2024 5{21/2024
ARl nussing staff will sitest that “hey have reviewed the poticies for care planning and weund aranagement psorocol. Diractor of Nursing 71224
Cx206 Ensure methods for preventing snd Cieaning; The (ah will be switching product and using a Market L2b Clip-Style tournigquet as well as a singie use Lab Director
cantroliing the transmission of infactions  [dispasable rubber band tourniguet. The lab wili foflew manufactuer procedure for disinfection. See Policy #5.6010, 6/1/2034
are foilowed relating ta the
cleaning/disinfecting of ce-usable Disinfection ; The fab will ke switching product and using a Market Lab Gip-Style tourniguet as well continuizgto use a {ab Director
tourniquets ziter blood is drawn for lat single use disposable ruber band tourriguet. The lab will fotow manufactuer procedure, Please see Policy # 5.6016 €/1/2024
testing.
€039 The faciity must conduct axercises 10 test  [#eating with Jon Scett, VHEPC Ra set dates Tor training and discuss process for cempieting diills. Meeting wilt include £P Dicector 7£9/2024
the 2mergercy plan annually. Birector of Emergency Preparedness/ingatiznt Mursing and Cirector of Nursing- Emergency Department.
Active Shooter Tabletnp drili- to include 3 departments at GCH, Iocal EMS and law enfercement, lozal Emacgency £P Direcror 9,30/2024
Preparedness coaiition. Orili will be facilitated by YHEPC and Director of Emergency Preparedness.
Fdass Casaulty Comraunity Drill to include activating Incident Command, utilizing alt dinical staff, Jocal EMS, local €2 Diractor 10/31/2624
Emergency Preparedness coalit on. Drill will be facilitated by VHEPC and Director &f Emergency Preparedness and
Emesgency Department,
Traming and exercise plan for next 3 years compieted. Training plan wifl be based off HYA scores and approved by £P Director 7712024

Emergency Preparedness Committee.
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GRACE COTTAGE FAMILY HEALTH & HOSPITAL POLICY # 5.6010
PAGE: 1
SUBJECT/TITLE: Toumiquet Cleaning and Disinfection OF: 1

EFFECTIVE: 5/20/2024

DEPARTMENT: LABORATORY

Purpose:
Tourniguets are medical devices utilized to halt venaus blood blow, facilitating the identification and
puncturing of veins.

Types of Tourniquets:

1. Clip Style Tourniquet:
- Recommended for use on difficult patients due to its ability to achieva greater tightness without
causing discomfort.

Cleaning Procedure:
-After each use, wipe the product surface area with an alcoho! prep pad as per the manufacturer’s
instructions.

Disinfection Procedure:

Disinfect once a week or if visible soiled.

-Immerse the product in 70-90% ethyl or isopropyl alcohol for a duration of 1 minute.
-Allow the alcohol to evaporate completely and ensure thorough air drying.

2. Rubber Band Tournigquet:
- Designed for single use; dispose of after one use.

This policy ensure the proper usage, cleaning, and disinfection of tourniquets, thereby maintaining hygiene
standards and ensuring patient safety.

Reference: Market Lab, Clip Style Tourniquet, https://ivww.marketlab.com/product/Clip-Style-Tourniquet-
ML53248-RD

Hard copy documents are uncontrolled.
View GCFHH Document Manager for current versgion.






