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TR SUMMARY. GTATENENT OF. DEFICIENCIES 10 FROVIRER'S PLAN OF CORRECTION :
PREFX | (BACH DEFIGIENGY MUST BE PRECEDED BY FULL FREFIX  compte
T6G |  REGULATORY OR LSG IRENTIEYING INFORMATION) e ,{%%%HR%?SE&S&[,E 1{\3?&3 fﬁ'.%%‘;?a?im | COMPLETION
, S AR DEFICIENCY) :
R | ' " Ipreparation and/or execution of this plan ]
F 000 * INITIAL COMMENTS . F@0giof correction does mnot consntut?
: % admission or agreement by the provider o
The following eomman abbreviations are used the truth of the facts alleged or
throughout-thls document: conclusions set forth in the statement of
ek . , deficiencies. The plan of correction is
DON  Direetor of Mursing
{MAR  Medication Administration Record prepared and/or executed solely bfc;uilse 1’;
MBS  Minimum Date Set is required by the provisions of federa
RD Registered Diefitian ‘and state law. This plan of correction
; tserves as the facility’s allegatlons of!
: Less commondy used.abibieviationy will be icompliance. : 5/24/ 1 2 i
tannotated in each deficiancy where used, ,
F 273 LABS 20(12)0) COMPREHENSIVE P a7a 483.20 Comprehensive Assessment 14[
$8=D| | ASSESSMENT 14 DAYS AFTERADMIT : ~ 1Days After Admit
] {The facility is committed to conducting al
foacﬁlty ml;;stfﬁmnﬁiut;tacor?pra?ensl'w - . jcomprehensive assessment of a resident|-
:@?ﬁ&gﬁaéﬁ{uﬁ% %;zlgmgfrﬁfgﬁf&ﬁﬁ within 14 calendar days after admission,;
! & : excluding readmissions in which there is

there is no.significant ehange in thetesident's:

| physicel ormental.condition. (Forptrposes of fno significant change in the resident’s

! this section, "readmiseion” neahs @ return 1o the iphysical or mental condition
! facility following-a temporaiy abserice for [Corrective Action: P
| hospitalfzation or for therapeutic.Jéave.) Resident’s 21°s admission assessment was:
' completed on 4/10/12 g
Do L AR 1 otttk a6 auidanted Identification of Others:
EEEEREQULREMENI Is ot met as-evidenced ; The MDS Coordinator/Designee will
PR A and ot PTG : conduct an audit of MDS Comprehensive

Based on staff inferviow and rieditat recerd

reviow, the-facilify failitd to ansyre:an adinissicn Admission Assessments for residents

. MBS assessiisnt Was perforied within the admitted within the last 30 days to ensure
E:required fourteelt dayé-for 1 of 15 saniple completion timely completion any found
residents (#21). The findings were: to be not completed will be completed.

|Systemic Changes:
“The MDS/Designee will conduct a

Comprehensive Asscssment within 14

Review of the rmedical record for resident #21
‘showed sihewagadmitted on-3/23/12. Revigw:of |
L the Initial RAI (Resident Assesermant lnstrmngnt)

 revealed [Ewas Aot sompleted untit 471012 which: days of admit. A tracking tool will be
wiss five days aftorthe fouitesn day requirsment, jused to ensure timely completion of
Actording to the-Centers for-Medieare & Medicaid assessments. The NHA/Designee will

FRGVIDERISUPPLIER NEPREGENTAIIVES SIot TGNATORE TTLE ' ' !('Xﬁ) DaTE

LﬁBﬁ@W‘S o
QAT %Mm 06//25// 2.

Any deficloncy statement ending with an asl (%) clermtas a deficiency whicly the- tnstztutlon rigy- Be excused from corretling providing it is determinid that
other safeguards provide suifieient protection tothe patients. (Sew iastructions,). Exceptfor nirsing:homes, the findings stated above arg disclosalile 90 days
following the date of survey whethier-or nal a plar of correictian I8 provided, Far nursiiig homes; the above ﬁndings and plans-of comrection ara disclosable 14
days fallewing the datethese docurents are made available-to the fadlilly. [f defigentios are cited, an dpproved plan of corredlion is requisite to continued
program pamcipatlen -l o;a .
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a0 " SUMMARY, STATEMENT OF DECIGIENGIES. — EOVISERS PLAN Ok BORREGTION —
e D T e R PREF {EADH CORRECTIVE ACTION SHOWLD BE i COMPLEFION
TAG REGULATORY'OR LS IDENTIFYING INFORMATIEN) THG CROSS:REPERENCELT TO THE APPRUPRIATE DATE
BEFIGIENSY)
review the Comprenensive Admlssmnr———“-——
F 273 | Corififiued Frompage 1 E 273IMDS Assessment schedule weekly during|

§ Lorig-Term Care Facifify ResidentAssessment
| instrument User's Manual, Versien 3.0, Apri
2012, the table entitled “RAI OBRA-required
 Asspssment Suramary” insteucts: MDS
cotnplation and CAA(S) completion date isdhie
14th calendar day of the resident’s sdmissién
(admission date- #13 -calendar deys), Using this
caloulation, this resident!s fouiteaith day would
have been /52, Intervielw with the MDS
coordinator on47101M2 at 516 PMveriflad the
RAl process-was ot chripleted itrthie requited
fourtean day-tieélrzme.

F 280 | 483.20(c)(3), 483. T0(k)(2) RIGHT TO

$8=Di F’ARTICIFATE PLANNING CARE-REVIGE CP

;\_a
=&

Tﬁa residant bas the: nght,; urlless adjudged
! incompetent.or gfherwise found o be
incapacitated underthelaws-of thie Bate, 16
-paricinate it planing.caré arid tteatmant.or
changes inearesand treatmiiit.

Ammprehenﬁtvezgeam plan mustbe devislopsd

| within 7 days after the-completion sfihe

| gomprehensive.agsessment: Qfaparéé by ar
interdlsolplinary team, thatingludes the: aﬁeﬁﬁiﬁg
physitian, a registered miiss.with respaitsibility
for the resident; and-other approp ate tafﬂn
diseiplings as.detar :
and tb thsé; mem ﬁanaatm

: tégaf represemativ& aﬁd per aciically rav:ew.ed
. and revised by a teairiof qualifisd persons after
. egeh agsessmarit,

l T‘fﬂs REQUIREMBNT ‘is niot ifelas evidenced

P 280}

motning IDT  meeting 1o cnsure

compliance.

Monitor:

The NHA/Designee to monitor for trends

during review of completion timeliness &,

report findings during the monthly QA &

i A meeting which will evaluate the

effectiveness of the systemic changes andJ |
i 1mplement addltlonal mtcrventlons asr

needed for a perlod of three months or
until substantial compliance is achieved.
"F280 RIGHT TO PARTICIPATE
PLANNING CARE — REVISE CP
. The facility is committed to ensuring the
resident has the right, unless adjudged
' incompetent or otherwise found to be
incapacitated under the laws of the State,
to participate in planning care and
treatment or changes in care and|
treaiment. A comprehensive care plan:
must be developed within 7 days after the
! completion of the comprehensivel
i assessment; prepared by an IDT, that
{ includes the attending physician, a RN
with responsibility for the resident, and
{ other appropriate staff in disciplines as
! determined by the resident’s needs, and,
to the extent practicable, the participation
of the resident, the resident’s family or the
resident’s legal representative; and
periodically reviewed and revised by al
! team of qualified persons after each)
assessment,

5/24/12
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PREFIX.
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F 280

|indwelling urinary catheter and was not on @

Continued From page 2
. by. N

| Based on gbservation, staff Interviewsand
! miedical récord review, the facility failed to ensure
the-care plan Was Updated to aceurately reflact
the status of 3 of 15 sample residents (#5, #75,
#78). The findings wers:

denission nursing: !
2 admission MO8

. Review of the
Hagesarmicht af

assesstient for resident 45 showed sfhe-was
adriltted o the Tacility with an indwelling: urinary
catheter G)bsama'ﬂan N, {l{QM 2 at7: 3@ AM ‘

4{'3112 care: plan
nﬁi addrem&the urmaffg;

progran avary -t four
' cc:hange durngrounds at - |
e w-wnth»tna MBS caofdinator o
AH 1/42.aL5 PM verified the fesidénthad ai

prampted voiding-schiedule.as indicdted on te

%

rovealed resident #78 utiized abied slatand g

' coordinator stated the-residant:did not ufllize the
- alarms: She stated thia aateplan. neaded to be
updated to show the alarms-were dissontinued.

#73 utllized -8 Bed alaeit-aid. o.chalr damrie
I

-current oare plan. She: dlso-suid 18 current care
 plen sheuld have beeil Lpdated:torefiect the |
“irdwelling urinary cathéter:

2. Review: of the 31812 care plah fof falls

ghair alarm, However, cbservatiohs of the:
residont on 440712 and:4/11/12 revealed no bed
afarny or ehair alarm wasih lage. Dunig an.
interview on #11112.845.15 PM, the MDS

3. Accortiing to the 223412 oéirs plan, resident

~""Correction Action
F 280:

iwas updated on 4/11/12 to reﬂect”

! discontinuation of bed and chair alarm.

residents  receiving the following
assessments: admissions,  quarterly,
annual, and  significant change |

1 will review all care plans for resident’s
i during this time period and revise care|

“Systemic Changes

1 and revising care plans with all quarterly,. .
‘fanmual  and significant change MDS

- plans
i Coordinator/Designee will verify that care

| during care conference and the Care

PROVIDER'S PLAN OF CORRECTION I
(EACH.CORRECTIVE ACTION S8HOULO BE | COMPLETION
CROSSH REFERENQE& EG C)T;E APPRGPETATE ‘: DATE
o :

1. Resident #5°s care plan was updated.
on 4/12/12 to reflect current urinary-
status.

2. The falls care plan for resident # 76!

discontinuation of bed and chair alarm.
3. The falls care plan for resident # 73|
was updated on 4/11/12 to reflect the;

Identification_of Others:

_______.._—-———-—"—'

A record review will be conducted of

‘assessments in the last 30 days by the
MDS Coordinator/Designee. The IDT

-plans as needed.
The IDT will be in-serviced on or before

the date of compliance by the MDS
Coordinator/Designee regarding updatmg‘ ‘

S50 be

during the IDT meeting and revise care
as needed. The MDS

plan rtevisions have been completed

Management Risk Review meetings

f:
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(X410 | SUMMARY STATEMENT OF DEFICIENCIES ) D PROVIDER'S PLAN OF CORRECTION ; (X6)
PREFIX | {EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREEIX (BACH CORRECTIVEACTION SHOULD BE | | COMPLETION
TaG ¢ REGULATORY OR LSCIDENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE ~ DATE
| ! DEFICIENCY) :
! quarterly, annually, and with change of
F 280 | Continued Prom page.2 F 280/ condition. y
. Based oh observation, staff interview-and i 'The QA & A Committee with review data,
: medical record review, the facility failed to .?[gsure obtained by the way of auditskconductedf-.
| the care plan was updated to aceurately reflect by the MDS Coordinator/Désignee
H ) : b . : ) ! gnee
Hhe $ta,t,us (.’f_ 3 of 15 sample residents (#5, #73, _ i monthly and evaluate effectiveness of the ﬁaf ¢ 5
LH#76). The findings wers! _ : Jon
‘ i _ .systepnc change's based on trends ) 5)(:;/
1. Review of the 3/28/12 admission nurslng {identified & implement additional %J,,dr edyl,
: sissegsment and the 4/1/12 admission M8 5 interventions as needed to ensure ea®h YEM
agsessment for resident #5 showed sthe was continned compliance for 3 months or v PO
admitied to the facility with an indwelling urirary until substantial compliance is achieved. . '/‘7/ /&
catheter. Obesrvation on 4/9/12 at 7:30 AM s 1090 A
confirmed the resident had an indwelling: urinary !
! patheter. Review ofilie 471/12 care plan,
' however, revealed It did not address the urinary !
catheter and, In fact, iitdicated the residentwas | é
on a promplad veiding program every twe to four - ;
i hotirs with check and change.du ring reunds at !
! night, Tnterview with the MDS coordinater on ‘ _ :
F 4411712 a5 PM verified the residenthiad an :
| indwelling urinary catheter afd was net on-a
L prompted voiding schedule as indicated on the
| eurrent care plan. She also said the current care :
' plan should have been upddted to reflect the !
“indwelling wrinary catheter. :
i 2. Review of the 3/8/12 cafe-plar for fails o :
i revesled resident #76 utilized a:bed glarm and.a
" chiair alarm, However, obsetvations ofthe f
: resident on 41 0/12 and 4/11/12 revealed ne-bed :
| alarm or chair alarm was In place. Durirg.an
s inferview on 4/11/12 at 5:15 PM, the MDS ]
“coordinator stated the resident did net uglize the f
“alarms: She stated the carg plan nesdéd to be i
“updated to show the alarms were discontinued, :
| 3. According to the 2/23/12 caré plan, resident | :
L #73 utilized @ bed alarmaid a chair dlam to
i '
FORM GMS-2667(02-00) Previous Varsions Qbisdlete Event I NaD41 Facliify (D: WYDo2R If continuatien sheet Page 3of §
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COMPLETED

F 281 ] 483.20(k)(3)(i) SERVICES PROVIDED MEET
g5=p | PROFESSIONAL STANDARDS

, The services provided or arranged by the facility
- must meet professional standards of gualily.
This REQUIREMENT is not met as evidenced
by.
i Based on staff interview and medical record
review, the facilily failed.to énsure staff followed
! physiciar's orders regarding sliding scate insulin !
' management for 1 #41) of 2 sample residents on -
t sliding scale insulin for diabates mellitus. The
findings were:

3

' Review of the Aprit 20112 physician recapitulation

! of ordirs for resident #41 showed s/he had

: diagneses including insulin dependent diabetes

i mellitys. Review of the 3/9/12 physician order

! showed the residenf was on-a siiding scale insulin

| regimen four times psr-day in addition to the

' regularly scheduled doses of insulin. The

| following concerns were identified: |

, a. Review of the April 2012 MAR showed the !

resident's blood sugar reading was 233

i milligrams per deciliter {(mg/dl) at 11:30 AM on

| 41512, Review further revealed the residentwas
! adminigtered 5 units of Humalog insulin.

" | According to the sliding scale orders, the resident

{ .

F 2811 Corrective Action:

IDENTIFICATION NUMBER A BUILDING
535026 B Wine 04/1212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1851 BIG HORN AVE
SHER[DAN MANOR SHERIDAN, WY 82801
x4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
i i
F 280 | Continued From page 3 . F280]
| prevent falls. However, observations on 4/10/12 i : ]
t and 4/11112 revealed neither alarm was in place. .F281 SERVICES PROVIDED MEET.
| During an interview on 4/11/12 at 5:15 PM, the ! PROFESSIONAL STANDARDS :
' MDS coordinator stated the resident did not utilize The facility is committed to Py =
: ‘ ‘ providing or
_the alarms. She stated the care plan neededto | ; .
. be updated to show the alarms were | jarranging  services that must meet
 discontinued. l -professional standards. :
) | 5/24/12;
!

A. Resident # 41 physician orders !
‘humalog sliding scale were reviewed with |
licensed nurses on 4/12/12. Resident
number 41 MAR for 4/5/12 shows:
-resident’s blood glucose level was 112 at
430pm & required no humalog sliding
scale insulin,
@CID. Resident # 41 is receiving blood
#j/ glucose monitoring and humalog insulin
%per sliding scale four times per day in
accordance with physician’s order for
diagnoses diabetes mellitus.
Identification of Others
Nurse Managers and DON will observe 4
nurses administering  blood glucose:
monitoring and sliding scale insulin in
accordance of physician’s orders. Any
errors will be written on a Medication
Variance Report and 1:1 education will be
provided by the DON/Designee.
Systemic Changes
In-service education will be provided to
licensed nurses by the SDC/Designee on
i sliding scale insulin administration using
‘the facilities Medication Administration
"Policy. The DON/Designee will conduct

[ O

!
{
| should have been administered 10 units of |
t |
1

FORM CMS-2567(02-99) Previous Verslons Obsolete Evani ID: NOD41
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" must be provided by qualified persons in
accordange with each resident's writlen plan of
care.

This REQUIREMENT is nct met as evidanced
by

Based on review of diet cards, medical record
review, and staff interview, the facility failed fo

" of 15 sample residents (#78). The findings were:

| Review of the care plan for resident #76 revealed
» meal fortification was started on 3/20/12 for
_tunplanned welght loss. However, review of the
diet card and interview with the dietary manager
on 4/11112 al 12:15 PM revealed the resident's

ensure the written plan of care was followed for 1

41D | SUMMARY STATEMENT OF DEFIGIENCIES LD PROVIDER'S PLAN OF CORRECTION )
pREFIX | (EACH DEFICIENCYMUST BE PRECEDED BY FULL ! PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) LTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i i DE_FICIENCY)
'! ’ random audits for 3 months to ensure
i 281 | Continued From page 4 | F 281 |compliance. SDC will educate nurses on
Linsulin, ; or before the date of compliance.
{ . According to the MAR, blood sugars were regarding use of the Blood Glucose:
| scheduled daily at 6 AM, 11:30 AM, 4:30 PM, and Tracking/Sliding Scale Administration
"9 PM. Review of the Apnl 2012 MAR showed the | Record for documentation of blood sugar |
: resident’s blood sugar reading was not obtained | i Ny . . 1 . .
 on 4/4/12 at 4:30 PM so sthe received no sliding | |and administration of sliding scale insulin.
. scale insulin. Centinued review showed the blood Monitor: _
i sugar reading was 258 mgfd| at 9 PM. ' The QA & A Committee will review
c. Interview with the DON on 4/17/12 at 3:30 i trend from audits conducted by the,
PM Veénﬁgaq the Igwt”ﬁ-:;, gfﬁ of T;g;?éog lrc}st:lhr: . SDC/Designee monthly and  evaluate,
wasr_sl.mlnlstare at 11:30 Al on 2 and tha effectiveness of the systemic changes for
physician orders should be followed. 3 months or until substantial . :
d. According to the Wyoming Nursing is achieved. ubstantial compliance
Practice Act of July 2011 and the Administrative .
Rules and Regulations of Navember 2011, pages F282 SERVICES BY QUALIFIED: 5/24/12\
3-6, nursing must function under the direction of a | IPERSONS/PER CARE PLAN |
licensed physician. The facility is committed to providing or
F 282 | 483.20(k)(3){ii) SERVICES BY QUALIFIED i F 282 larranging services by qualified persons in:
ss=p' PERSONS/PER CARE PLAN : accordance with each resident’s written,
: . o V o plan of care. _
The services provided or arranged by the facility Corrective Action: i

Resident # 76 is receiving a fortified dlet[
in accordance with physician ordets andi
;plan of care. ‘i

Identification of Others:

'The RD will review all residents with |
§s1gn1ﬁcant weight loss  to ensurc.}
‘nutritional interventions on care plan and | N
physician orders are recorded on meal
tray cards on or before the date of
compliance.

Systemic Changes:

Education will be provided by the
' RD/Designee to licensed nurses and
. clerical dietary staff on using the written

FORM CMS-2567{02-99) Previous Versions Obsolete

Evant 1D: N8D4A

Facifity |0 WY0028
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P40
PREFIX
TAG

L

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
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ID PROVIDER'S PLAN OF CORRECTION {X5)
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1

F 282 ' Continued From page 5
: diet card was not updated to reflect the need for
meal fortification. She verified the only way
dietary staff knew to provide the fortified foods
was by referring to the diet card, During an

88=D

F 309!

interview or 4/11/12 at 2:05 PM, the RD stated
that meal fortification was started on 3/20/12,
However, he stated the resident went to the
haspital on 3/30/12, and for some reason the

| meal fortification was not re-started when the
resident returned ta the facility.

483.25 PROVIDE CARE/SERVICES FOR

. HIGHEST WELL BEING

: or maintain the highest practicable physical,
mental, and psychosacial well-being, in

accordarice with the comprehehsive assessmant

_and plan of care.

by:
Based on staff interview and medicat record

; administered the cotrect doses. The findings
were:

' Review of the April 2012 physician recapitulation

! of orders for resident #41 showed sfhe had

! diagneses Including insulin dependent diabetes

- mellitus. Review of the 3/9/12 physician order

Each resident must receive and the facility must
| provide the.netessary care and-services to attain

This REQUIREMENT is not met as evidenced

review, the facllity failed to ensure 1 of 2 sample
residents (#41) who were on sliding scale insulin
i for management of their diabetes mellitus wers

. showed the resident was on a sliding scale insulin |

| reglmen four times per day in addition to the
| regularly scheduled doses of insulin, The

',

! dietary notification form to ensure dietary
F g2, Staff are notified when diet changes occur
: and so that resident meal tray cards are
{ updated accordingly. The RD/Designee
will review residents monitored for

nutritional status weekly to ensure the
- resident’s dietary tray cards are updated
with new interventions.

Monitor: ,

{ The RD/Designee to monitor trends
| during weekly audits and report findings

F 309] to the monthly QA & A Committee which

| will evaluate the effectiveness of systemic
. changes for 3 months or until substantial
- compliance is achieved.

ir——

309 PROVIDE CARE/SERVICES
FOR HIGHEST WELL BEING

necessary care and services to each
resident to attain or maintain the highest
practicable  physical, mental, and
psychosocial well-being, in accordancer
with the comprehensive assessment.

Corrective Action: -
A. Resident # 41 physician orders
thumalog sliding scale were reviewed with
licensed nurses on 4/12/12. Resident|

‘The facility is committed to providing the

f5/24/12

|
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i
F 282! Continued From page 5

: diet card was not updated to reflect the need for

i meal forfification. She verified the only way

dietary staff knew to provide the fortified foods

was by referring to the diet card, During an
interview on 4/11/12 at 2:05 PN, the RD stated
that meal fortification was started on 3/2012.
However, he stated the resident went to the
hospital on 3/30/12, and for some reason the
meal fortification was not re-started when the
resident returned to the facility,
F 309 | 483.95 PROVIDE CARE/SERVICES FOR
g8=D | HIGHEST WELL BEING

Each resident must receive and the facility must

| provide the necessary cars and services to attain
- or maintain the highest practicable physical,
mental, and psychosdcial well-being, in :
| accardance with the comprehensive assessment
" and plan of care. -

This REQUIREMENT is-not met as evidenced
by
Based on staff interview and medicat record
review, the facility faiked to ensure 1 of 2 sample
residents (#41) who were on sliding scale insulin
for management of their diabetes mellitus were

. administered the correct doses. The findings

| were:

i Review of the April 2012 physician recapitulation
of arders for resident #41 showed s/he had

| diaghoses including insulin dependent diabetes

- mellitus. Review of the 3/9/12 physician order '
| showed the resident was on a sliding scale insulin |
i regimen four imes per day in addition to the i

| regularly scheduled doses of insufin. The
. ’ {

lnumber 41 MAR for 4/5/12 shows’
F 282 [resident’s blood glucose level was 112 at’
430pm & required no humalog sliding;
scale insulin.
B. Documentation of blood glucose
monitoring & insulin administration is
verified by using the MAR and/or the
Blood Glucose Tracking/Sliding Scale
‘Insulin Administration Record. Resident
# 41°s blood sugar of 212 at 430pm on
-4/4/12 with humalog insulin coverage of
F309 10 units per physician’s order is
‘documented on resident’s MAR versus|
Blood Glucose Tracking/Sliding Scale
Administration Record. l
C. Resident # 41 is receiving blood:
‘glucose monitoring and humalog insulin:
per sliding scale four times per day in
‘accordance with physician’s order for!
diagnoses diabetes mellitus. :
Identification of Others
Nurse Managers and DON will observe 4
nurses administering  blood  glucose
monitoring and sliding scale insulin in
accordance of physician’s orders.
Systemic Changes
Tn-service education will be provided to
licensed nurses by the SDC/Designee on:
sliding scale insulin  administration
utilizing the facilities Medication
Administration Policy. _ The;
DON/Designee will conduct weekly
random audits for 3 months to ensure
compliance. SDC will educate nurses on
or before the date of compliance

|
|
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‘. ]

F 309 : Continued From page 6 '}

| following concerns were identified: i

j a. Review of the April 2012 MAR showed the

| resident's blood sugar reading was 233 l

milligrams per deciliter (mg/d) at 11:30 AMon |

4/5112. Review further revealéd the residentwas !

- administered 5 units of Humalog insulin, 3

According to the sliding scale orders, the resident |

should have been administered 10 units of |
ingulin,

b. According o the MAR, blood sugars were
scheduled daily at 6 AM, 11:30 AM, 4;30 PM, and
9 PM. Review of the April 2012 MAR showed the
fesident's blood sugar reading was not obtained
on 44112 at 4:30 PM so s/he received no sliding
scale ifisulin, Continued review showed the blood |

! sugar reading was 258 mg/dl at 9 PM.

" c. Interview with the DON on 4/17/12 at 3:30

! PM verified the incorrect dose of Humalog insulin |

t was administered at 11:30 AM on 4/6/12.
F 325} 483.25(i) MAINTAIN NUTRITION STATUS
58=D | UNLESS UNAVOIDABLE

‘ Based on a resident's comprehensive

| assessment, the facility must ensure that a

| resident -

' (1) Maintains acceptable parameters of nutritional |
 gtatus, such as body weight and protein levels, |
: unless the resident's clinical condition !
! demonstrates that this is not possible; and

| {2) Receives a therapeutic diet when there isa
nuttitiorial problem.

This REQUIREMENT is not met as evidenced
by: :

i Based on review of the diet card, medical record
i

'regarding use of the Blood Glucose
F 309 ‘Tracking/Sliding Scale ~Administration
Record for documentation of blood suga
iand administration of sliding scale insulin.;
‘Monitor: t
The QA & A Committee will review!
irend from audits conducted by the
SDC/Designee monthly and evaluate;

effectiveness of the systemic changes for

3 months or until substantial compliance{

is achieved.
‘ i

i
i
1

F325 MAINTAIN  NUTRITION . 5/ 412
STATUS UNLESS UNAVOIDABLE !
Based on a resident’s comprehensive.
assessment, the facility is committed to
ensuring that a resident -

(1)Maintains acceptable parameters of,
nutritional status, such as body weight;
and protein levels, unless the resident’s
clinical condition demonstrates that this is
not possible; and (2)Receives a:
therapeutic diet when there is a nuiritional |
problem.

i Corrective Action: ’
'Resident number 76 is receiving a
fortified diet in accordance with physician|
 orders and plan of care. 5

F 325

1
'
3 1
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F 3251 Continued From page 7 i F325{The RD will review all residents with
- review, and staff interview, the facility failed to j significant weight loss to ensure,
gnsure interventions weré implemented to j nutritional interventions on care plan andt
raintain nutritional status for 1 of 3 sample ; physician orders are recorded on meal
 residents (#76) with unplanned weight loss, The tray cards on or before the date of :
i findings were: , !
compliance. i
Review of the medical record showed resident |Systemic Changes: _
| #76 weighed 216.4 pounds (jbs)-on 1/8/12. A Fducation will be provided by the
' 3/19/12 note by the RD documented the resident RD/Designee o licensed nurses and
was aating less and weighed 187 lbs. On 3/20/12, clerical dietary staff on using the written
there was a physician's order for m.eal-fg;taﬂgatlon dietary notification form to ensure dietary
due to unplanned weight loss. On 3/20/12 the po tified when diet changes ocour
 care plan was revised to include fortified foods. stall are nOUICC &
Interdisciplinary team (D) notes dated 4/3/12 and so that resident meal tray cards arc
' and 4/10/12 revealed the resident was monitored updated accordingly. The RD/Designee
for weight loss, and interventions included meai | iwill review residents monitored for
. fortification. The following concerns were L inutritional status weekly to ensure the
idemiﬁeRd: ew of the diet ard ‘d tar i .resident’s dietary tray cards are updated
a. Review of the diet card and intervisw wi _ : ;
the diotary manageron 411112 at 12:15 PN -with new intetventions. ‘
revealed the resident's diet card was not updated Monitor: . .
to reflect the nead for meal fostification. She ! The RD/Designee to monitor trends
L verified the only way dietary staff knew to provide during weekly andits and report findings
the fortified foods was by refetring fo the diet to the monthly QA & A Committee which
Gafd}-) buri . AF4112.51 2:05 PM will evaluate the effectiveness of systemic
. During an interview on at 2:05 PM, il substantial
_the RD stated the resident's food intakes dropped gl:nnglt;,:nf:; iz gﬁ;t?:dor until su
"in March and s/e lost weight. The RD stated that -omp ‘ .
meal fortification was started on 3/20A12. !
However, he stated the resident went to the ;
hospital on 3/30/12, and for some reason the i
: meal fortification was not re-started when the _ 4 R 465
resident returned to the facility. He also stated the | i : S
' resident's most recent weight was 186.8 lbson | { Corrective Action: ) ,
41912, : | | The identified ice on the walk-in i 5/24112¢
F 465 | 483.70(h) . F465 freezer ceiling has been removed. |
s5=0 | SAFE/FUNCTIONAL/SANITARY/COMFORTABL . The identified ice 3 inches in

| diameter on the non-skid safety floor ;
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F 465 Continued From page 8

|

| The facility must provide a safe, functional,
. sanitary, and comfortable environment for
| residents, staff and the public.

' This REQUIREMENT s not met as evidenced
 by:

Based on observation and staff interview, the

facility failed to ensure the walk-in freezer was

i the ceiling and floor. The findings were:

- walk-in freezer had a 3 foot by 3 foot section of
the celliig npear the condenser unit which was

. covared with ice. The floor below this area
showed two spots of ice about 3 inches in

#1 o 4/11/12 at that time verified the ice had
i been an ongoing issue for about a year, and

'the-ice daily as needed.

| functioning as it should to preventice buiid-up on
Observation on 4/11/12 at 10:10 AM showed the
| diameter on the floor mat where staff would step
 to get items from the freezer. Interview with cook .

| dietary staff dealt with the issue hy chipping away

i

i
|

|
|

will be installed.

Identification of Others:

This issue has been identified and
only affects the sole walk-in freczer

located in facility.

System Changes:
Weekly and as needed

maintenance audits will be completed on
walk-in freezer to ensure compliance with -
standard for 4 weeks then twice a monthg

by the NHA/Designee.

Monitoring:

Maintenance director and/or

designee will monitor for

compliance. Data obtained by way |
of preventative maintenance audits
will be analyzed for patterns and |
trends reported monthly to the !
facility QA&A committee. The
QA&A committee will evaluate the |
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to] |
ensure continued compliance |

monthly x3

mat has been removed. An ]
= 465 appropriate clear plastic air curtain

preventative |

i
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