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This Plan of Corfecrfon is the center’s credible
F 157 | 483 10(b)(11) NOTIFY OF CHANGES F 157 | allegatton of compliance.

88=0 | (INJURY/DECLINEIROOM, ETC) Preparaiion andfor execution of this plan of correction

does ot constliute admission or agreement by the

A facility musl imimedlately Inform the resident; provider of the truil of the facis afleged or conclusions

consult with the resident's physician; and if sel forih in the stafement of deficiencies, The planof

known, nolify the resident's legal roepresentative correcilon Is prepaved and/or executed solely because

or an Intereslad family member when fhere is an Htis requived by the provistons of federal and state low.”

aceldent involving the rasident which resuils in [ 01/03/14
Injury and has the potential for raquiring physician F157

intervention; a significant change in the resident's

physical, mental, or psychosoolal status (Le., a 1, Attending physician is currently

deterloration In heatth, mental, or psychosocial being notified of tab results and

slatus in either life threatening conditions or - consultant physioian’s

clinieal complications); a need fo after treaimant
significantly {1.&., & need lo discontinue an
existing form of {reaiment due to adverse
consequences, or to commence a new form of

recommendations for Resident #89,

2. Residents residing in house medical

freatment); or a decision to transfer or discharge records were reviewed and
the resldent from the facilily as specified In atfending physician was notified of
§483.12(a). Inb resuilts as needed, Residents

residing in house medical records

The facifily must also promptly notlfy ihe resident ) \
wers reviowed and atiending

and, if known, the resident's legal representative

or interasted family member when there is a . physician was notified of consuftant
change in reom or roommate assignment as T recommendations as needed.
specifiad in §483.15{e){2); or a change in Licensed Nurses will notify

resident righls under Fadaraf or Slate law or

regulations as specified In paragraph (b)(1) of atending physician regarding

increased blood glucose greater

this section.

1 than 300 mg/dl or parameters set by
The facility must record and periodically updale the resident’s attending physician.
the address and phons number of the resident's Licensed Nurses will notify

legal representative or Interested family moember. , ..
; attending physician of any

abnorinal lab results. Licensed

This REQUIREMENT Is not met as evidenced b Nurses will notify attending
by: physician of consulting physician’s
SO Bagsed on record review, staff Infervlew, and recommendations
physlcian interview the facliity failed to o
communicate critical lab Informatlon to the
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE e DATE
horsd AdmeninsTrader  0l/o8/1y
“Tasdom V.Y ma}w.s ks

Any deficlency statement ending with an astesisk (*) dencles a deficlency which the institillon may be excused from correcl!ng praviding it1s determined that
ather safeguards provide sufficent protection to the palients , {See Instructions) Except for nurslag homes, the fintings slated above are disclosahie 50 days
folfowing the date of survey vhether or not & plan of comacilon Is provided, For nursing hames, the above findings end plans of eorfeclion ate disclosable 14
days foltowing the dale these documents are made available lo the facility, |f deficiencles are ciled, an approved p'en of cotreclion Is requisiie 1o continued
pregram parlicipation,
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PROVIDER'S PLAN OF CORRECTION

]

physlelan following a consu'll for 1 of 1 residents
{Resident #39) charts reviewed for crtical lab
resulls. .

Findings included:

Record revisw of the residents chart indicated
Resident #89 was originally admitted to the facliity
in September of 2012, The resident was most
recently re-admitted on 9/23/13. Resldeni #89
cumulative dlagnosis consistad of dementla,
diabetes, atral fibrillation, hyperlension and
stroke,

A review of Resident 83 “ s most recent Minimum
Dala Set (MDS) quarlerly review dated 10/21/13
indicated tha rasident was sevarely cognltivaly
impaired

During a record review It was ravealed the
resident had been admitted 1o the hospital on
91713 with the chief complaint belng fover and
confusion with hyperglycemia. A review of the feb
repors indlcated the resident ' s labs wers as
follows upon admission to the hospliat:

HgA1C (test Is used as a standard tool to
delermine biooad sugar control for palients with
diabsfes) 7.3 (nomel range 4.0-6.2)

BUN (bload urea nitragen; high tevets baing
indloative of kidney damage): 18 (normat range
7-25)

Creafinine (higher levels indicative of kidney
darage}:-0.98. (normal.range 0.51-1.00)

GFR {glomerular fillration rate; measures how

5)
o SUMMARY STATEMENT OF DEFIGIENCIES 10 ! coustaion
éfz?ﬂ;( (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOUOEF?R?AETE AT
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPR
DEFIGIENGY)
This Plan of Correction Is the center’s credible
F 1567 | Continued From page 1 F 157 allegatton of compliance.

Preparation andfor execution of this plan of corvection
does not constiivle admission or agreement by the
provider of the iruth of the facts alleged or conclusions
sef fortls fn the stateent of defieiencies. The plan of
correction Is propared aud/or execnted solely because
it is requived by the provisions of federal and state law.

3. Licensed Nurses in-serviced on the
following: when an abnorinal lab
result Is received, licensed nurses
will ensure: MD is notified of
vesults as indicated. Any critical
resulls are immediately called to
MD, Non-Critical/Normal Jabs are
called during business hours or
placed in MD Conmunication box,
Licensed MNurses in-serviced to
notify physician regarding
increased bleod glucose greater
than 300 mg/d{ or parameters set by
the resident’s attending physician.
Licensed Nurses in-serviced on
Consult Protocel: Licensed Nurses
will notify attending physician
tegarding recommendations from a
consulting physician or physician
extender via telephone and fax,
Licensed Nurses will document the
notification in the resident progress
notes, If the attending physician
elects fo order the consuliant's
recommendation, the Licensed

EORM CMS-2£87(02-99) Pravious Versiens Obselete

Event 10:3XFNIT
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well kidney are functioningy 65 (normal range
for older adults > 60)

According to Ihe Discharge summary from the
hosplial, the rasident was discharged back o the
facillly on 9/23/13. The residant's labs on
discharge were as follows:

BUN: 14, Creatinine: 0.78, GFR: >60. Alllabs
wera back within normal ranges,

A review of {he physlcians orders Indicated a
sliding scale insulln coverage ordered on 8723713
that read as follows: ’

Accucheck AC & HS with SSI Novelog as follows:
141170 1 unit
174-200: 2 unils
201-230: 3 units
231-260: 4 units
261-290: 5 units
2914-320: 6 units
3214-350: 7 unils
351-380: 8 units
361-410: 9 units
411-440; 10 unils
441.470: 11 units
471-800: 12 unlis

Further physiclan arder review Indicated resident
was also on Glipizide 2.5 mg by motih dally at
breakfast. That order was dated 9/23/13,

Arecord reviaw indicated on 11/4/13 a History
and Physical ({H&P) from {he resident's

1physiclan.was completed. .The H&P stated under

follow up for Diabetes type It * the last clinic visil
wias one month ago. Manageinent changes

Preparaiion andfor execution of this plan of correction
does nol constitite admission or agreement by the
provider of the truth of the facts alleged or conclusfons
sel forth in the statement of deficiencles. The plan of
corvectlon is prepared andfor exeented solely becouse
it Is vequired by the provisions of federal and state taw.

Nurses will write a physician’s
telephone order. A copy of the
consult will be placed in the
attending physician’s box for the
attending physician to sign and
date. The signed copy will be filed
in the resident’s medical record.

4. DNS, ADNS or Desk Nurse will
randomly review blood glucose
results of three residents with
physician’s orders for blood
glucose monitoring Monday —
FPriday in Chinical Rounds to
validate appropriate physician
notifieation was performed as
indicated, DNS, ADNS or Desk
Nurse will review lab resulis of
thres random residents Monday -
Friday in Clinical Rounds to
validate appropriate notification of
atiending physician was performed
as indicated. DNS, ADNS or Desk
Nurse will review any critical lab
results Monday — Friday in Clinical
Reimds to validate appropriate
notification of attending physician
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made al the last visit include ordering an extra
dose of Novoleg on 10/31. Symptoms do not
Include polydipsia, polyuria, Increased appefite or
faligue. The patient describes this as mild and
unchanged. Assoclated symptoms include
biaddar dysfunction, while assoclated symptoms
do not include exiremily pain, extremity
numbness, extrerily parestheslas or lower
extromily ulcers. Current freatrment Includes
basal insulin (humalog) and glipizide, By report
thare is good compliance wilh treatment and
good toleranes of reatmeant. Initial dlagnosis of
diabetes mellitus type 1t was 10 years ago.
Disease complications do not include peripheral
neuropathy, dlabetic relinopathy, coronary arery
disease, perlpheral vascular disease or lower
extremily ufcoralion. Home glucose testing is
done twice daily. The patient was previously
avaluated during a hospitalization, *

On 11/41/13 Resident #89 had an Endocrine
consull. The resident was evaluated and
relumned to the facility with orders of increase
Glipizida from 2.5 mg at breakfast fo 7.5 mg at
breakfast. This order was transcribed and
changed on the MAR. On 11/13/13, the
consulted endociinologist office faxed a consult
noie o the facifity at 3:12 PM. This consult note
included medication changes and significant lab
fesuits. The second page of the note had a
starred note that stated " see 2 nd page for
annotation.*  On the socond page of laby resuils
lhere was an annotation that was slarred and
typed in bold that stated " 1. random blood
glucose was very high at the time of the labs. 2.
Decling in kidney lunction s noted for the first

- Llime on-her labs--will-need-io monilor this -

Highter control of blood glucoss Is Imporalive to

maintaining her current kidnsy funciton. * And

4D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTICN e
PREFI {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EAGH CORRECTIVE AGTION SHOULD BE c.mg:g loH
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) g7 CROSS-REFERENCED TO THE APPROPRIATE
: DEFICIENCY)
F 157 | Conlinued From page 3 F 157 Tis Plan of Correctlon Is the center's credible

allegation of compliance.

Freparation andfor execniion of this plan of correciion
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
8t foril in the statewment of deficiencles, The planof
corvectlon is prepared andior executed solely because
itis reqisived by the provisions of federaf and state faw.

was porforined as indicated, DNS,
ADNS or Desk Nurse will review
consultani recommendations
Monday — Friday in Clinical
Rounds to validate
recommendations were
communicated to the resident’s
attending physician, Results of the
audits will be reviewed in the
center’s monthly Quality Assurance
Performance Tmprovement {QAPT)
meeting monthly for a minimum of
three months. QAPI Committee
will make further recommendations
as needed to ensure sustained
compiiance,
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then went on fo also say " 5. Hemoglobin Afc
has risen from 6.7% previously and now Indicales
an average blood glucosse of approximately 234
for the last three months, The goal of the
hemoglobin Afc of less {than 8% (or a blood
glucose average less than 180). 6. Thereis a
largs amount of protein present in the urine.
Again, tighter blood glucosse control fs Imperative
{o stabillzing and hopeluily reversing this." The
recard review of lhe endocrine consult from
11711713 stated a diagnosis of uncontrolled
Diabetes Mellitus Il with a Hermoglebin Ale of 9.8
and a GFR of 46. There were no nursing nofes,
physician orders, or communication on the
physician clipboard in his mallbox that indlcated
this report was seen by the physician,

An Interview with Reslklont #88 ' s physiclan was
sonducted over the phone on 12/12/13 al 9:30

AM. He sfated he was not aware of the new ,
findings from the residents Endocrinology constik. E

An Inferview was conduciad with nurse #1 on
1211213 10.00 AM. Nurse #1 staled any orders
that returnad with a resident from a consull are
{ranscribed as telephone orders and the
physician is called to ba notifled of the new
orders. She staled thal there was no
documsntation that is done to show lhal the call
was actually made {o the physician. She sfated
when a fax comas through and there are
Important lab resulis needed for the physiclan in
house lo know the papers are faxed to the
physiclan and signed and dated on the botlom of
the form that it was faxed to the physicians office.,
Then it' s placed In the chart or placed in the
physiclan box so he ¢an initial it when he cames
in. She slated If1t's not signed by the desk
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This Plan of Correctlon is the center’s credible
F 157 | Continued From page 5 F 157 allegatton of compliance,
nurse and there isn* t a copy in his box it has nol Preparaiton andfor execution of this plan of correction
bezen sean by the physiclan. A review of {he does not constitute admission or agreement by e
physicians mailbox al 10:30 Ak revealed there provider of the fruth of the fitcts alleged or conclusions
was no copy of the consult from the sef forth In the sintement of defictencies. The plan of
N correction s prepared andfor execnted solely because
Endotrinologist office. And lh(.a consilt was not 1t is required by the provisions of federal and state law.
signed by the desk nurse that it had been faxed : 01/03/14
{o the physician. 248
An interview was canducted with the Direclor of . : .
Nursing (DON) on 12/12/43 at 3:45 AM. She L fl‘f:‘fem #16 oy f’:.‘“emi_ﬁe“al“'mgf
slated her expectation of her staff would be when © one activilies per the plan o
consulte come back with the resident it is the unit , g’rﬂ,'d '
managers responsibility to notify the physiclan of + Residents care planned for one o
any changes of the residents after a consuit s one activities have beon identified
produced. and arg currently receiving per their
F 248 | 483.15(0(1) ACTIVITIES MEET F 248 planofeare. -
as=p | INTERESTSINEEDS OF EAGH RES 3. Administraior in-serviced Activity

The facllity must provids for an ongoing program
of aclivities deslgned to meet, In accordance wilh
the comprehansive assessmant, the interests and
{he physical, mental, and psychosocial well-baing
of each resident.

This REQUIREMENT is not met as svidenced
by:

Based on rasident observation, record review
and siaff interviews the facility failed to provide
one on one aclivities as indicated by the care plan
to & restdant (Resldent #16) that was dependent
on staff for 1 out of 8 residents reviewed for
aclivitios,

Flndings Included:

-Resident #16-had cumulative diagnoses that

Include brain neoplasms, anxiety, chronic pain,

Director on providing activities per
the plan of care, Administrator in-
serviced Aotivity Director on
promptly documenting activities on
Individual Pariicipation Activity
Record,

4.,  Administrator will randomiy sudit
three resident activities a week to
validate activities are corresponding
with resident’s plan of care,
Administrator will randomly audit
three resident Individual
Participation Activity Records
weckly to validate prompt
documentation. Results of the
audits will be reviewed in the
center’s monthly Quality Assurance
Performance Tmprovement {QAPT)

-meeting monthly for a minimum of
three months. QAPI Commities
will make forther recommendations
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Parkingon ' s and psychosls, . :
psy ﬁmpam!rmr andior execution of this plan of correction
oes 1ot Constitute adimission or agreement by the
The caro plan most recently dated 10/09/13 provider of the fruth of the facts alleged or conctusions
indicated resident was fo have ona {o one set forth in he statement of deficlencies, The plat of
aclivillesfvisils two limes per week int her room, correcilon is prepared and/or executed solely because
it is required by the provisions of federal and state law,
Record review of the activily assessment dated
10/09/13 on 12/11/13 at 3:30pm Indlcated as needed to ensure sustained
fesident snjoys watching TV, fistening fo music, compliance.
responds to louch, family visils aften, animalipets,
attending church sometimes, being read to, lotion
and family bringing in food.
Record review ravealad no documentation that
resident was provided one to one activitles two
times per week as Indicated in the plan of care,
Resident abservation on 12/11/13 at 11:39am
revealed resident lying In bed, awake with
television on,
Resident observalion on 12711713 at 3:28pm
revealed resident lying in bed, grimacing, Lights
and television in the room wers off. When asked
whal was wrong resident slaled " my feet",
Resident obssrvation on 12/12/13 at 8:30am
ravealed resideni lylng in bed awake, legs
elevated and washclath rolled in left hand.
Resident observalion on 12/13/13 al 10:16am
revealed resident seafed in a high back
wheslichair, sfiting in the living room nexl lo
anolhar restdent. Resident nol engaged in
activity.
- Interview onA2/4243 at 8:36am-vilh nurse aide
#1 indlcated resldent gets out of bed weekly to
gst her hair fixed, is repositioned, fed by staff and
FORM CAIS-2567(02-99) Pravious Verskns Obsalale EvontfO:aXFNT FacPliy 1D: 929220 If continuation shesi Pags 7 ¢f 21
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Continued From page 7

has a coniracture o het loft hand. Nurse aide #1
furlher revealed residenl wiil help stretch her
arms and will loosen them when asked, Staff
keeps a rolled washcloth In her left hand. Nurse
aide #1 indlcated resident complains of pain and
when she doas this is reported to the nurse.

Interview on 12/12/13 at 8:51am with the Activity
Director (AD) revealed the résidentgoesfo a
singing activily that her brother in law doss on
Monday afternoon ' s, allends other singing
groups, goes {o the beauly shop, gets her nails
polished and watches TV, When asked for
decumentationfracord of the one to one aclivities
ke AD showad a blank example of an individual
paricipation record ihat is used for one to one
aclivities. The AD stated " The resident does nol
have an individual parlicipalion record for 1:1
aclivities wrilten up. | keep It wrilten on a shaet of
paper and then I document it on the record later. ™
When asked for a copy of ihe paper she was
referring to, the AD provided four sheels of paper
with names that was tlited " Beauly Shop List",
The AD indicated she did not have a current list of
any sesidents * that have altended activities in
groups or 41, The AD stated "Do you want me lo
wilte hers up for this month?”

Inerview on 12/12/13 at 9:36am with the
Administrator revealed the AD has atiended a
class for her activity certification. He staled ™
see her doing aclivllies, she polishes nails and
they play bingo. 1 know for my budget she does
aclivities. § know these restdent’ s love this place
and they love aclivillas and they are praclicing
now for a program on the 21st, It is weird that she
daes net have documentation, maybe she did not

F 248
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F 248 Continued From page 8 F 248! allegaiion of compllance,
understand what you asked. t willdo a P
i i Praparation and/or executfon of this plan of eorrection
{performa nce improvement) ¥ vith her today and does not constitite adinisston or agreement by the
have her give you a list for this week. I can tell provider of the truth af e fucts alfeged or conclusions
you things are happening. I have reimbursed her set forth tn the statement of defictencles, The planof
for the activily ceriification. You can see the correction Is prepared and/for execnled solely because
calendaris a fepaﬁlion hacause the ;eside'nis itis requ!red by the provisions Qfﬁdﬂ‘ﬂl and state Iaw._
prefer those activities, * 01/03/14
F 309 | 483.26 PROVIDE CARE/SERVICES FOR F 309|309

$5=D | HIGHEST WELL BEING

Each resident must receive and the faclity must
provide (he necessary care and services to atlain
or maintaln the highest practicable physieal,
mental, and psychosoclal well-being, in
accordance with {he cornprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on record review, slaff inlervisw, and
physician Interview the facility falled to manage
blocd glucose levels for 1 of 1 resident (Resident
#89) charls reviewad for diabetic contral.

Findings included:

Record review of the residents chart indleated
Resident #8% was originally admitled to the fachity
in Septernbar of 2012, The resldent was most
recently re-admitted on 9/23/13. Resident #89
cumulative diagnoses consisted of dementia,
diabetes, aldal fbrillation, hyperiension and
stroke.

wo|e— - — 1. A review of-Rasident-89-Ls-most recent Minimum

Data Set (MDS) quartery review dated 10/21/13

1. Atiending physician is currently
being notified of lab results and

consultant physician’s

recominendations for Resident #89.

2. Residents residing in house medical |

records were reviewed and

attending physician was notified of
Iab resulis as needed, Residents
residing in house medical records

were reviewed and attending

physician was notified of consultant

recommendations as needed.
Licensed Nurses will notify

attending physician regarding
increased blood glucose greater
than 300 mg/dl or parameters set by
the resident’s allending physician,

Licensed Nurses will notify
attending physician of any
abnormal fab resulis, Licens
Murses will notify aitending

physieian of consulling physician’s

" recommendations.

ed
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This Plan of Correction is the center’s credible
F 308 | Conlinued From page 9 £ a0af affegation of complianee.

indicated the resident was seversly cognilivaly
impaired,

A review of Resident #89 ' s care plan daled
10/30/13 indicatad the resident had Inlerventions
In place for low and high bleod sugar levels. The
Intarventions in place included finger sticks as
ordered before meat and at bedlime, monitor for
stgns or symploms of low or high blood sugar,
diat teaching with resident and family, diet as
orderad low concanlirafed sweets, monitor meal
consumption at meals, diabetlc medications as
ordered, labs as ordered by physician, and
between meal shacks,

Buring a record review It was revealed the
resident had been admitted to the hospital on
9/17/13 with the chief complaini of fever and
confusion with hyperglycsmia. A review of the lab
reporls Indicated the resident* s labs were as
follows upeon admission te the hospliat:

HgA1C {lest is used as a standard lool to
determine blood sugar control for patienis with
diabetesy: 7.3 (normal range 4.0-6.2)

BUN (blood urea nitrogan; high lovels being
indicative of kidney daraage): 19 {normal range
7-25)

Crealining {higher levels indicalive of kidney
damage): 0.98 (normal range 0.61-1.00)

GFR {gtorﬁaru}ar filtralion rate; measures how
well kidney are funclioning): 55 (normal range
for clder adults > 60}

According-to the discharge summary from the

hospital, the resident was discharged back to lhe

FPreparaiion andfor execution of this plan of correction
does nol constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth i the statement of deflciencies. The plan of
corvection Is prepaved andfor execited sofely because
1t Is required by the provisions of federal and state faw.

3. Licensed Nurses in-serviced on the
following: when an abnormat lab
result is received, licensed nurses
will ensure: MD is notified of
results as indicated. Any critical
results are immediately calied to
MD, Non-Critical/Normal labs are
called during business howrs or
placed in MD Communication box.
Licensed Nurses in-serviced to
notify physician regarding
increased blood glucose greater
than 300 mg/dl or parameters set by
the resident’s attending physician.
Licensed Nurses in-serviced on
Consult Protocol: Licensed Nurses
will notify attending physician
regarding recommendations from a
consulting physician or physician
exicnder via telephone and fax,
Licensed Nurses will document the
notification in the resident progress
notes. If the attending physician
elects to order the consuliant’s
recotmmendation, the Licensed

FORM CMS-2667{02-99) Pravicus Versions Chsolele

Event10;3XFN1H
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facifity on 92313, The resident' s labs on
discharge were as follows:

BUN: 14, Creafinine: 0.78, GFR: >80,

Araview of the physician * s orders indlcated
sliding scals Insulin coverage ordered on 9/23/13
ihal read as follows:

Accucheck AC & HS with sliding scale insulin
Novoleg as follows: {AC means befors meals
and H8 means al bedlime)

141170 1 unit

174-200: 2 units

201-230; 3 units

231-260: 4 units

264-280: 5 unils

291-320: 6 unils

321-350: 7 units

351-380; 8 unils

381-410: Sunils

411-440; 10 unils

441-470: 14 unils

471-500: 12 unlts

Further physician order review indlcatad the
resident was also on Glipizide (to confrol blood
sugars) 2.5 mg {milfigrams} by moulh daily at
breakfast. Thal order was dated 9/23/13.

A review of the resident ' s physician orders and
the facility standing orders for this physician did
not indicats the physician nesded to ba cafled
unless the blood sugars were helow 70, There
was o documentalion the physician was nolifed
of flustuating biood sugars in the nursing notes,

.ar on the physiclan communication board.

During a record review of the resident's

Preparation andlor exeoution of this plan of corr¢clion
does nol constitute admission or agreement by the
provider of the truth of the facls alleged or conclusions
sel fortl i the statement of defleiencles, The plon of
corvectlon Is prepared andfor executed solely hecause
it Is required by the provisfons of federal and state fasw,

Nurses will write a plysician’s
telephone order. A copy of the
consult will be placed in the
altending physician’s box for the
attending physician to sign and
date. The signed copy will be filed
in the resident’s medical record.

4, DNS, ADNS or Desk Nurse will
randomiy review blood glucose
results of three residents with
physician’s orders for blood
glucoss monitoring Monday —
Friday in Clinical Rounds to
validate appropriate physician
notification was performed as
indicated. DNS, ADNS or Desk
Nurse will review Jab results of
thres random residents Monday —
Friday in Clinical Rounds to
validate appropriate notification of
attending physiciat was performed
as indicated. DS, ADNS or Dask
Murse will review any critical lab
results Monday — Friday in Clinical
Rounds t6 validaie appropriate
notification of attending physician

STATEMENY OF DEFICIENCIES {X1) PROVIDER/SUPPLERGLIA [X2) MULTIPLE CONSTRUGTION (%4} DATE SURVEY
AHD PUAN OF CORRECTION IDENTIFICKFION NUMBER: COMPLETED
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PREFIX © (EACH DEFICIENCY MUST BE PRECEDED BY FULEL PREFIX {EACH CORRECTIVE ACTION SHOULE BE COMPLEEION
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This Plan af Corvaciion Is the center’s credible
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F 308 | Continued From page 11

madicine adminisiration record {MAR} for
-{ September 23-30, 2013 blood sugars were as
foltows:

Saplember 23: 4:30 PM: 87 8:00 PM: 170
Seplember 24; 7:30 AM: 148 11:30 AM: 233
4:30 PM: 223 8:00 PM: 170

Seplember 28; 7:30 AM: 151 1130 AM: 395
4130 PM: 124 800 PM: 241

Seplember 26: 7:30 AM: 158 11:30 AM: 480
4:30 PM: 270 8:00 PM: none recorded
Seplembsr 27: T30 AM: 127 11:30 AM: 227
4:30 PM: 269 8:00 PM: 82

Seplember 28: 7:30 AM; 216 11:30 AM: 376
4:30 PM: 301 8:00 PM: 283

Seplember 28: 7:30 AM: 194 11:30 AM: 217
4:30 PM: none recorded 8:00 PM: 268
Seplember 20: 7;30 AM: 242 11:30 AM: 358
4:30 PM: 304 8:00 PM: 219

The Qcleber blood sugars accerding to the MAR
wore as follows:

Qotober 1 7:30 AM: 190 11:30 AM; 245 4:30
PM: 202 8:.00 P 226

October 2: 7:30 AM: 223 11:30 AM: 284 4:30
PM: 181 8:00 PM: 222 ’

Qclober 3: 7:30 AM: 180 11:30 AM: 244 4:30
PM: 354 8:.00 PM: 312

Qclobor 4: 7:30 Alt; 220 11:30 AM: 336 4:30
PM: 427 5:00 PM: 205

Oclober 5: 7:30 AM: 219 11:30AM: 312 430
PM: 326 8:00 PM: 140

Oclober 8; 7:30 AM and 11:30 AM none
recorded 4:30 PM: 313 8:00 Pk 143
October 7: 7:30 AM: 263 11:30 AM: 360 4:30
. ERM 35 _8:00.BM: 245 . .

Qclober 8; 7:30 AM: 229 11:30 AM: 385 4:30
PM: 100 8:00 PM: 248

{X4} 1D : SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o5} o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE CO-'-:;A—;‘
TAG REGULATORY QR LSC [DENTIFYING INFORMATION) TAB CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
F 3090 s Plan of Correction is the cenier’s credible

allegation of compliance,

Preparatlon andlor executlon of this plan of correction
does not consitte admission or agreement by the
provider of the teuth of the facts alleged or conclusions
sel forth in the statement of deficlencies. The plan of
corraetion Is prepared andfor executed solely beease
it Is reguired by the provisions of fedeval and state law,

was performed as indicated. DNS, -
ADNS or Desk Nurse will review
consultant recommendations
Monday — Friday in Clinical
Rounds to validate
recommendations werse
communicated to the resident’s
attending physician. Results of the
audits will be roviewed in the
center’s monthly Quality Assurance
Performance Improvement (QAPT)
mesting monthly for a minimum of
three months, QAPT Commiltes
will make further recommendations
as needed to ensure sustained
compliance,

FORM CMS-2667{02-99) Previcus Verskons Cbsclele Event D;3AFN{
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F 309 | Coniinued From page 12

Cotober 9: 7:30 AM: 225 11:30 AM: 370 4:30
PM: 366 8:.00 PM: 370

Qctober 10: 7:30 AM: 225 11:30 Al 479 4:30
PM: 320 8:.00 PM: 241

Qctober 11 7:30 AM: 251 11:30 AM: 387 4:30
PM: 360 8:00 PM: 221

Octoher 12: 7:30 AM: 216 11:30 AM: 387 4:30
PM: 265 8:00 PM: 261

QOclober 13: 7:20 AM: 217 11:30 AM: 471 430 -
Phi: 202 8:00 PM: 326

October 14; 7;30 AM; 205 11:30 AM: 323 430
PM: 363 8:00 PM: 176

Qctober 15: 7:30 AM: 189 11:30 AM: 387 43¢
PM: 342 8:.00 PM: 215

Qctober 16: 7:30 AM: 216 11:30 AM: none
recorded 4:30 PM: 331 8&:00 PM: 301

Oclober 17: 7:30 AM: none 11:30 AM: 492 4:30
PM: 242 8:00 PM: 163

Qctober 18; 7:30 AM: 195 11:30 AM: 260 4:30
PM: 291 8:00 PM: 222

Oclober 19, 7:30 AM: 252 11:30 AM: 316 4:30
PM: 130 800 PM:; 128

Octobar 20: 7:30 AM: 264 11:30 AM: 384 4:30
PM: 139 £:.00 PM; 130

Oclober 21: 7:30 AM: 297 11:30 AM: 170 430
PM: 266 8:.00 PM: 282

Qclober 22; 7:30 AM: 93 11:30 AM: 460 4:30
PM: 260 8:00 PM:; 261

Qclober 23: 7:30 AM: 263 11:30 AM: 321 430
PM: 354 8:.00 PM: 196

Qolober 24: 7:30 AWk 231 11:30 AM: 294 4:30
PM: 161 800 PM: 160

October 26; 7:30 AM: 174 11:30 AM: 442 4:30
PM: none 8:00PM: 448

Oclober 26: 7:30 AM: 193 11:30 AM: 211 4:30
PM: 242 8:00PM: 228

October 27; 7:30 AM: 222 11:3G AM: none 4:30
PM: 283 8:00 P 313

Qclobar 28: 7:30 AM: 204 11:30 AM: 140 4:30

F 306
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F 309

Conlinued From page 13

PM: 251 8:00 PM: 309

Oclober 29; nona recorded

Qclober 30: 7:30 AM: none 11:30 AM: nons
4:30 PM: 207 8:00 PM: 323

October 34: 7:30 AM: 201 11:30 AM: 160 430
PM; 545 then 15 min later 516

According fo physictan orders and nursing notes
dated 10/31/43, the physiclan was called at £:30
PM and orders were racelved to give 13 unlls of
novoleg insulin as a one {ime coverage oider.

A record review Indicated on 11/4/13 a Hislory
and Physical {H&P) from the facility physiclan
was compleled. The H&P stated under follow up.
for Dlabetes type il " the last clinic visit was one
month ago. Management changes made af the
last visit include ordering an exlea dose of
Novolog on 10/31. Symptoms do not include

polydipsia, polyuria, increased appelite or fatfgue.

The pailent describes this as mild and
unchanged. Assoclated symptoms include
bladder dysfunction, while assoclated symptoms
do not include exiremily pain, exiremity
numbness, exiremily paresthesias or lower
extremity ulcers, Gurrent irealment Includes
basal insulln (humalog) and glipizide. By report
there is good compliance wilh trealment and
goed tolerance of lreatment. Initial diagnosis of
diabetes melillus type B was 10 years ago.
Disease complications do not include peripheral
neuropathy, diabetic relinepalhy, coronary artery
dlsease, peripheral vascular disease of lowar
exiremity ulceralion. Home glucose tesling is
done twice dally. The patient was previously
avaluated during a hospllalization. "

The record review of the resident' s MAR for
Navember revealed blood sugars as follows:

F 309
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November 1: 7:30 AM: none 11:30 AM:

430 PM: 217 B:00 PM. 420
November 2; 7:30 AR 234 11:30 AM:
4:30 P 330 8:00 PM: 231
November 3: 7:30 AM: 255 11:30 AM:
4:30 PM: 338 8:00PM: 177
November 4: 7:30 AM: 285 11:30 AM:
4:30 PM: 483 8:00 PM. 194
Novamber 5. 7:30 AM: 291 11:30 AM:
4:30 PM: 248 8:00 PM: 216
MNovember 8: 7:30 AM: 252 11:30 AM:
4:30 PM: 254 8:00 PM: none
November 7@ 7:30 AM: 252 11:30 AM:
4:30 PM: 280 800 PM: 296
Novaember 8: 7:30 AM: 233 11:30 AM:
4:30 PM: 210 8:00 PM: 185
November & 7:30 AM: 278 11:30 AM:
4:30 PWVI: 431 8:00 PM: 216
MNovember 10: 7:30 AM:
4:30 PM: 338 8:00 PM:
Movamber 11: 7:30 AM:
4530 PM: 167 8:00 P
Novembser 12; 7:30 AM:
4:30 PM: 467 8:00 PM:
November 13: 7:30 AM:
430 PM: 265 8:00 PM:
November 14: 7:30 Ak
4:30 PM: 375 8:00 PM:
November 15: 7:30 AM:
4:30 PM: 300 8:00 PM: 360
November 16: 7:30 AM: 399
4:30 PM; 377 8:00 PM: 241
Novernber 17 7:30 AM: 240
4:30 PM: 317 8:00 PM: 179
November 18: 7:30 AM: 247
4:30 PM: 310 800 PM: 260
November 19: 7:30 AM: 264
4:30 PM: 359 8:00 PM: 305
November 20: 7:30 AM:

177
303
330
301
398
247
375
263
201
281

270 11:30 AM:
11:30 AM:
1130 AN
11:30 AM;
11:30 AM:
11:30 AM:
11:30 AM:
11:30 AM:
11:30 AM:
11:30 AM:

265 11:30 AM:

none
210
230
267
239
362
258
303
300
230
474
390
448
410
535 -
none
190
246
402

348
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{4 D
PREFIX
TAG

SUKMARY STATEMENT OF DEFICIENCIES
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i3]
PREFIX
. TAG
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PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENCED TO THE APPROPRIATE DATE

45}
GOMPLETION

F 309

Continued From page 15

430 PM: 406 800 PM: 322

November 24: 7:30 AM: 214 41:30 AM: 214
4:30 PM: 326 8:00 PM: 241

November 22; 7:30 AM: 266 41:30 AM: 238
4:30 PM: 267 8:00 PM: 303

November 23; 7:30 Al 244 11:30 AN 475
4:30 PM: 374 8:00 PM: 259

Novamber 24: 7:30 AM: 264 11:30 AM; none
4:30 PM: 258 8:00 PM: 360

November 25; 7:30 AM: 305 11:30 AM: 397
4:30 PM: 351 8:00 PM: 231

Novembar 28: 7:30 AM: 267 11:30 AM: 246
4:30 PM: 312 8:00 PM: 369

November 27; 7:30 AM: 253 14:30 AM: 326
4:30 PM: 341 800 PM: 202 .
Movember 28: 7:30 AM: 328 11:30 AM: 362
430 PM: 164 8:00 PM: 319

Movember 29 7:30 AM: 220 14:30 AM: none
430 PM: 460 8:00 PM: 476

November 30; 7:30 AM: 274 11:30 AM: 308
4:30 PM: 174 8:00 PM: 238

A record raview of the resident ' s chart Indicated
thare was ne documentation reporting blood
sugar fluctuations lo the facitity physician or the
endocrine offica.

On 14/11/13 Resident #89 had an appoiniment
with her Endocrinologist for her diabetes
management. The resident was evalualed and
relurned to the facility with orders of increase
Glipizide from 2.5 mg al preaklast to 7.5 mg at
breakfast, This order was transcribed and
changed on the MAR,

On 11#13/13, the Endocrinologist faxed a consult
note o the faciiity at 3:12 PM. This consull note
included medication changes and significant lab
resulls. The second page of the note had a

F 309
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starred note that stated " see 2 nd page for
annotation.” On the second page of lab resulls
{here was an annotation that was starred and
typed in bold that stated " 1. random blood
glucose was very high at the time of the labs. 2.
Decline in kidnay function Is noted for the first
tima on her labs - will naed to monitor this -
fighter contrel of blood giucose i3 Impsrativa to
maintaining her current kidney function. " The
raport then goes on fo say " 5. Hemoglobin Atc
has risen from 6.7% previously and now indicates
an average blood glucose of approximatsly 234
for the fast three months. The goal of the
hemoglohin Atc of less than 8% {or a biood
glucose average less than 186). 6. Thereis a
targe amount of protein present in the urine.
Agaln, tighter blood glucose conlrol Is imperative
to stabllizing and hopefully reversing this. ° The
record raview of the endocrine consult from
1141413 staled a diagnesis of uncontrolled
Diabetes Msliilus 1f with a Hamoglobin Alc of 9.8
and a GFR of 46, There were no nursing notes,
physician orders, or communication on the
physiclan clipboard in his mailbox thal indicated
this repori was seen by the fasilily physician,

An interview with Resident #89 ' s facilily
physician was conducted over the phone on
12112413 at 9:30 AM. Ho stated he was not
aware of the 1ab resulls and new orders from the
residents Endocrinology consull and staled that
he would expect the nurses {o call him if the
resident ' s blood sugars remained in the 200
range for any amount of time,

An interview with nurse #2 was conducted on
12012113 at 940 AM. Nurse #2 slaled that she
would oall the physician for a blood sugar when it
bacame outside the range of fhe sliding scale the
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physician ordered. Murse #2 further staled she
would call the physician when the tloed sugar got
400 or above. Nurge #2 stated the resident has
always been high since she had been carlng for
her, She stated she would call the physiclan if
tha blood sugar was higher than the highest blood
sugar written far coverage on the order.

An interview was conducted with nurse #1 on
12112113 10:00 AM. Nurse #1 slaled any orders
that relurn with a resident from a consult are
transciibad as telephone orders and the
physiclan is called to be notified of the new
orders. She indicafed no calf was made {o the
facllity physician. She indicated when she
racalved a fax with important lab results she then
faxos the report to {he facliity physician and signs
and dates It on the boitom indicated that it was
done. Then it ‘s placed In the chart or placed in
the physician box $¢ he can initial it when he
comas in, Areview of the consuit from the
Endocrinologist office dated 11/11/13 and faxed
on 1113413 to the facllity revealed there was no
nurse initial or physician ' s signature or date.

An Interview was conducted with the Director of
Nursing (DON) on 12/12/13 at 9:45 AM. She
stated her expeclation of her staff would be 1o
notify the physiclan of high blood glucose levels
per prolocol, She stated protocol was not virillen
.| and the floor nurse on duty would have fold the
charge nurse who would have been responsible
to call the physiclan for slevated hlood sugars.
‘The DON stated she does not monltor the MARs
herself for changes in blood sugar level lrends.
She expecls her floor nurses and unit managers
{0 be able fo monitor and call the physician when
changes are seen. When consults come back
with the resident it Is the tnit manager’s
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responsibiily to notify the physiclan of any Preparatlon andlor executton of this plan of correction
changes. The way they notify the physician is dcfes Zor. cou}il!!ure admission oragwemen‘r by the
either by faxing the report o the physician ' s SetToth i s st e Oy otetstons
office, calling the physiclan direcily, or placing a correction is prepared andéer executed solely becouse
cepy of the consull report in {he physician's itis required By the provisions af federal aud state law.
malfbox, The DON stated if the consult was .
faxed, the date, fime and nurse ' s Inlliais would F514 : 01/03/14
have been wrillen down on the consult ilself when
It was faxed. 1. Monthly physician orders for
Dup‘ng'an m(ewiew_on 121‘1 2{13 al 2:00PM, the residents #9, #16, #52, #90 and
facility ' s medical director indicated she was not #117 are curre ntly signed and filed
aware the nurses were nol communicating high in the residents’ medical records for
hlood sugar lavels to the appropriate physician. If November and D b
h ) vember and December.,
a resident was seeing an endacrinologlat she 2. Attendine phvsici renil
would follow the referral. She Indicated she + AMGCINg physiolans are currsitly
expacted the nurses {o nolify the physician if the 2;%;2% ;izln;omhly phy_smxan s
blood sugars were trending up. 3. Administrator in-serviced attending
Duting an interview on 12/12/13 at 2:30 PM the physicians on prompt sighing of
Dhysiclan stated the sliding scale coverage for the monthly physician orders,
resident was nol an Ideal way to contro! her biood Administrator in-serviced Medical
sugars. The facliity physictan staled that he Records Clerk to notify
would like to keop the resident ' s HgbAte at 8 for - Administrator if attending
good conlrol. He further slated he was not able physician’s are not signing moenthly
‘to sae the resident * s blood sugars because the orders timely,
MAR was hard to read and was not easlly found 4. Medical Records Clerk will audit
al his convenience during his monthly visils. He monthly physician’s orders monthly
was unable fo explain why the H&P done an when filing physician’s orders in
1174713 Indicated the resident was on a basal the resident’s medical tecord to
¢ 514 TSS:"?';;S(Q';TEES F 514 validate timely signing of
$68 | RECORDS-COMPLETE/AGCURATE/AGCESSIB %g?;}:’ggf\iﬁi :ft‘;’gfcal
LE _ Administrator if attending
The facility must maintaln clinical records on each plgsxcﬁ}ns ?w notdsxgn}ng monl]?lliy
resident in accordance with accepted professional orders timely. Administrator wi
en .| slandards and-practices-that-are complets; - - — |- ... -petform any necessary follow up
accurately documenisd; readlly accessivle; and with attending ?Il)’SIGIaI'lS‘ Res}‘l‘s
of the audits witl be reviewed in the
EventID:3XFN1t Facity 1D 923220 {f contintiation sheet Paga 19 of 21
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. syslematically organized.

The clinical record must contafn sufficient
Information to identify tha resident; a racord of the
resident's assessmants; the plan of care and
services provided; the results of any
preadmisslon sereening conducted by the State;
and progress nofes.

This REQUIREMENT s not met as evidencsd
by:

Based on record raview and staff interviews the
facllity failed o have current doclor ' s orders on
the chari for 5 of 5 residents reviewed for
physiclan orders {resident #9, #1486, #52, #86 and
#117).

Findings included:

Record review or 12/11713 at 11:45am ravealed
{he most current MD {medical doclor) orders on
vach resident * s chart were for Qclober 2013,
The orders for Qctober 2013 did not match the
current MDD orders on the MAR (medication
administration record) for December 2013,

Interview on 12/14/13 at 11:30am with the DON
(Birector of Nursing) Indicated it was the Medleal
Records {MR) responsibility to inptt the orders
monthly and print cnto the monthly MD arders.
The DON stated * Myself and the ADON
(Assistant Director of Nursing) review the charte
each month and compare the MAR and MD
orders.

w—m |- InteTviow on-42/11/43-at-2:00pm with MR Direclor
indicated the MD slill had to orders for Decembar
2013, The MR Director stated " The MD stilf has

(X43 1D SUMMARY STATEMENY OF DEFICIENGIES 3] PROVIDER'S PLAN OF CORRECTION 9
BREFIX {EACH DEFIGIERCY MUST BE PREGEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD RE coMPETIoN
TAG REGULATORY OR LS IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE .
DEFICIENGY)
Yhis Plan of Correction is the center's credible
F 8141 allegation of compliancs, -

Preparation andlor exectiion of ihis plan of correction
does nol constitte admisston or agreement by the
provider of the truth of the facts alleged or conclusions
set forth In the statement of deficlencies. The plan of
corvectlon is prepared and/or executed solely becaise
Itis required by the provisions of federal and siate law,

center’s monthly Quality Assurance
Performance Improvement (QAPI)
meeting monthly for a minimum of
three months, QAPI Committes
will make firther recommendations
as needed to ensure sustained
compliance.
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those orders fo sign and she Isin a mealing, *
When asked for November 2013 MD orders, she
Indicated the MD had those orders as well.
interview on 12/12/13 at 2:20pm with the MD
indicated the nurses* place the orders in the MD
box and they sign them as they come in and out
of lhe facility. The MD stated ™ ) have taken them
out of the facllity once or twice to sign. | recently
took them out of the facliity bacause | was out of
the country. December and Novembar was the
months | had, *
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‘ This Plan of Correction is the oe-nter's credible '
K 000 | INITIAL COMMENTS . K000 allegation of compliance, 0214714
This Life Sa fely Code (L SC) survey was - . 3 ;;’repm'rilr‘on and/or ?ecurfon of this plan of correction
‘ ; N 0es Hol constitute admission or agreement by the
canducted as per Tt?e C_ode of Federal Be_zglster provider of the truth of he fircts afioged or conslisions
at 42CFR 483.70(a); using the 2000 Existing : et forlh It the statement of deficlencies. The planof
1 Health Care section of the LSC and its referenced corvection Is prepared and/or executed solely becanse
publications. This building Is Type 11 it Is required by the provisions of federal and state law.

construction, one story, with a compiete .
adtomatic sprinkler system. A ;

K 052

The deficlencles determined during the survey ;

are as follows: 1. Itis the practice of the center to
K 052} NFPA 101 LIFE SAFETY CODE STANDARD K052 assure that Fire Alarm system
SS<D o is installed In accordance with

A fire alarm system required for life safety Is NFPA standard.

ihstalled, tested, and maintained in accordance )

with NFPA 70 National Electrical Code and NFPA 2. An outside vendor who

72, The system has an approved maintenance Installed the new system has

-and testing program compiying with applicable been contacted to install a

requirements of NFPA 70 and 72, 9.6.1.4 quick disconnect on the main

%  fire panel for testing the phone

ine for the fire alarm system.

8. The Director of Plant Operatlon
~ will monitor all quarterty
inspections by outside vendor
and findings will be discussed
In center's monthly
Performance Improvement

This STANDARD Is not met as evidenced by
' Committee meeting.

42 CFR 482.41{a) =

By observation on 1/16/14 the following fire alarm
system was non-compliant, speciflc findings
Includs; ‘

There was not a quick disconnect for testing the

phonsa line for the firs alarm system.

~ {%6) DATE

LABORATORY DIREC R'§ OR P ViD UPPLIERIREPRESENTATIVE'S SIGNATURE TIELE
. , \ v .
/ W ‘ ‘ AL)ML&"&J‘J{ '01/30/‘1'}

L2

Any deficiency staterient ending with an asterisk (*) denotes a deficiency which the Institufion mgy be excused from carrecting providing it is determihed that”
other safeguards provide sufficlent protection te the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
followlng the dale of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of correctlon ars disclosabie 14
days following the date these documenis are made avallatle to the facility, if deficlencies are citad, an approved plan of correction s requisite to.continued

program parlicipation, .- :
. : . Q:&J’
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