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* A facility must immedialely inform the resident;
consull with the resident's physiclan; and If
known, notify the resident's legal represantative

accident Involving the resident which restlls in
Injury and has the potential for requiring physician
intervantion; & significant changa In the resident's
physleal, mental, or psychosocial status (le., a
delerioration in haalth, mental, ar psychosocial
siatus in eilher fife threatening condilions or
clinical complicalions); & need {o alter treatment
significantly (Le., a need to discontinua an
exisling forn of reatment due to adverse
consequances, or to commence a new form of
treatment); cr a decislon to transfer or discharge
the resident from the facilly as specified in
§5483.12(a).

The facility must alsa promptly notify the resident
and, If known, the resident's |agal representative
or interested family member when there is 2
change in room or roommate assignment as

ragulations as specifled in paragraph (b)(1) of
i this section.

| The facility must record and perlodicaily update

i the address and phone number of the residant's
lagal representative or interested family member, |

. This REQUIREMENT Is nal met as evidenced

by
Basad on medical record review and staff
Interview lity failed to notify the physiclan
| for 1 of 5 resijés (#119) with @ changa i

or an Inierested family member when therz Isan |

specified in §483.15(e)(2); or a change In :
resident rights under Federal or Staie law or |

Residont #119

Chart review conducted for detes beyond those
reviewed by survey tenm, 07/22/15 demonstroted
one cpisade ol blood glucose did not include
documentatien of intervention or provider
notification. All subsequent blood glucose
documentntion was compleled in a timely monner
with documcatation and provider notification I
epprapriate. Resident had end stage renal Milure
and expired on 08/3/15. Survey occurred on
08/5N5,

ldentifiention of ather residents will occur Dy:

Al residents have the potential to be offected by
assessmenl, intervemtion oad reevalualion off
ohnormal ossessment findings, Dioketic residents
with bedside plucose manitoring ore ot high risk for
abnormnt lab findings.

Systemic Carrective Action:

1. Develop 1ool/meport o pudi: documentaton of
residents with abnermal bedside plucose values for
nssessmenl, Intervention ond reevaluation
documentotivn o spproprinte provider
notification,

2, Conduct nursing education reloted lo
documentation, nursing process und provider
notification. First phase educmian far LPN, RN sad
Medicution Aides completed 08713/15.

Content included assessment, {ntervention,
reevaluation, ond documentation ond provider
notification. Education on collzboration and

' communicalion emong the healtheare team and
resident plan of care education compleled 0B/13/15
for alf stafT et Ploncer Magor,

3. Taassure sustainobility, o Phese 2 educatlon
progrem reinforcing ebeve taplcs as well ns
delegation and seope of practice will be completed
by Jenuary |, 2016.
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clinical stalus. The fintings were:

Raviaw of the 6/14/15 quarlery MDS assessment

for residant #119 showed {he resident had

dlagnoses that inclided dlabeles melliitus. Review
{ of the 7H0N5 physiclan progress nots showed
, .. Wa wili go ahead and continue lo do
Accy-Cheks [blood glucose tasting] bid. [iwice
dally) before meals...” Review of physician orders
showed an order dated 7/11/15 for "Blocd
glucnse evaluation BID [twice daily]." The
follewing concoms were identified:

8. Reviaw of the 7/21/15, imed 7:16 AM,
nurse's note showed "Reported to this nurse by
[enother nurse's name] that resident had bload
glucose of 34 on sat. 7/18/15, 32 on sun, 719/15,

136 an mon. 7/2016, then [hisfher] blood sugar
‘was 38 this am.”
b. Review of the recorded blcod glucose
. aveluations for the detes of 7/168/15, 7/19/15, and |
: 7/20115 dld nol show any such tow blood glucose
, measurements,
o, Furthar raview of the medical record failed -
| to show any evidence the resident’s physiclan
| was contacled regarding low bloed plucose levels ;
{ on the dates of 7M1BHS, 7119/15/ and 7/20115.
[ d. Interview with the resident's physician on
| /6116 at 3:35 PM sonfirmed she had not been
i notified of the resident's low bleod supars, and
would expect to be nolified of low blood sugars,
&, interview with the administrator and DON
on B/5/15 at 4:45 PM confirmed the faclity's |
expectation that low blood glucose !
measuramenls, and any interventions takento
treat the low bload glucose, would be
: documented and the physician natified. ’
F 281 | 483.20(k)(3){i) SERVICES PROVIDED MEET F 281
55=6G | PROFESSIONAL STANDARDS j

S FOR
STATEMENT OF DEFICIENCIES (1) PROVIOER/SUPPLIERICLA. | {X2) MULTIPLE CONSTRUCTION (3] DATE SURVEY
AND PLAN OF CORREGTION IENTFICATION NUMBER: | » avaeoinG - GOMPLETED
c
535022 B. WiNG 08/06/2016
RANE OF PROVIDER O SUPPLER ETREET ADDRESS. CTY, STATE. F GODE Z
800 W 8TH &7 \3
PIONEER MANOR NURSING HOME T e %
) SUVMARY STATEMENT OF DEFICIENCIES ° PROVIDER'S PLAN OF CORRECTION )
PREFX  (EACHOGFICIENCY MUST BEPRECECEDBYFULL | PREFX |  _[EACHCORRECTIVEACTIONSHOULDBE COMPLETION
G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5REFERENCED T0 THE APPROPRIATE oATE
: DEFICIENCY)
[
F 157 | Continued From page 1 FI57 continued
pag E Ly Outcome:

98% of residenis with ohnormal bedside glucose
values will hove documentetion reflecting
assessment, intervention end reevaluation and
provider potification. DON or designee will collect
data {rom record audils menthly with diseropancies
fnvestignted and resalved wilh stafT, Data wil! be
oggregated on dashboard and reported quartesly ot
long term care quality mectings with oction plans
Bs nppropriote,
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11
The services provided or amanged by the facliity ﬁﬁfﬁnﬁnmd to the hospital for care and
must meet professional standards of quality, subsequently dlscharged home with family on
hospice 08/10/15, Resident on Hospice care in the
Close to Home Hospice prior to ndmission to the
This REQUIREMENT s not met as avidencad nursing home, Thorough record review, discussian
v with stolT ond comective action plan developed (o
Based on medical record review, and family and pruv_fdc cere that meets professional siondards of
; 8laiT interview, the facilily falled to provide care quality.
i that mel professional standards of quality for 2 of Resldent 4119
- 14 sample rasldents (#111, #11 9) recalving Chart review conducled for dntes beyond those
nursing care, This faflure résutled in resldent #111 reviewed by servey leam. 07/22/15 demonstrated
becoming unresponsive and being transported to i ""”“[::’i"""r"l“d g'"“:i“ did not i;‘;‘“""
L ncumentotion ol iniervention or provider
,the emergency room. The findings were: notification, All subscquent blnad glucase
documenlation was completed in o timely manner
1. Ravisw of tha 8/1/18 hospital history and with documentation snd provider notification if
physical showed resident #111 had end-stage i approprinte. Resident had end stoge renn! Milure
COPD (chronic obstructive pulmonary disease), | and cxplred on 08/3/15, Survey occurred an
and had baen admitted io the skilled nursing | 08/5/15.
facility for rehabliitation fallowing hip surgery. |
Review of the faclity 7/31/15 admission ! ! Identificotion of gsldents will aceur by
evaluation, imed 3:15 PM, showed the resident ! All residents have the potento] to be offected by
had respiratory symploms that inciuded difficully | Incomplele assessment, Intervention and
 reevaluation of abnormal nssessment findings.

clearing secrelions, shoriness of brealh at resi
and with exartion, and difficulty coughing.
Resplratory effort was noted to be labored, The

Diobetic residents with bedside glucose manitoring
are at high risk for abnormal lob findings.

:‘BE!S!C::: ?-';eh'pa%al-nr:ll: raengﬁs?:;-n ;l;;gt:: o All residents have the potentiad (o be sffected by

saluration was recorded as 88% whie racelving 4 incompletc asscssment, intcrvontion ond

litel nute of suppl ntal viaa 9 reevaluation of abnormal essessmend Andlngs.
o Por NS 97 SUpp emental axygen ; Oxygen dependent residenls arc ot high risk for

' nasal cannuta. The following concarns ware i shrormal sssessment findings,

Identified: |
8. Review of the 8/1/15 physical examination,
timed 4:01 AM, showed the resident was short of
breath with rest and exertion, and wes rioted to | -
1 ba using accessory muscles to braathe, Review |
 of tha 8/115 oxygen saluration check, limed 4

| AM, showed the resident's oxygen saturation was
 recorded as 82% while receiving 4 liters per | |
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NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE \Z
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Pl {EALH DEFICIENCY MUST EE PRECEDED BY FULL PREFDX {EACH CORRECTIVE ACTION SHOULD BB | COMPLETION
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' F 28) contipyed
FZ281 Continued From page 3 F281  Systemic Corrective Action: ]
minule of supplemental oxygen, . 1. Develop tool/report to nudit documentation of !
. b, Further review of the B/1/15 hospial history i restdents with abnormal bedside glucose volues for |
' and physical showad ihe resident's family came :ss:ssment. interveation and recvaluation !
fo visit at 7:30 AM the moming of BHHE and ﬂ;}mwm end pproprinte provider i
Found the resident seated In a chalr with his/her e , .
| 2. Develop fool repert to audit documentation of
4 fuﬁﬁzrggg:?:ya%nhg"::;gssﬂ?n?s residents with obnormal 5202 values for :
L int i
- movemens similar to what patient's family docamenision snd rovies roenton, ’
- described as a selzure, [His/Her] oxygen was 3. Conduct nursing eduention reluied (o !
quite low and because of that, [sfe] was ' documeniation, nursing process and provider
i h'ansfa'n;ad I:ack olt‘i?r lfl.‘lalh]? emarg:ency rl;l;!an;ﬁ' notification, First phasc cducatlon for LPN, RN and '
C. Interview with a family mernber on Medication Aldes completed 08/13/15.
at 10:12 AM revealed when family amived lo visit | Condent included nssessment, intervention, ;
tha resident at 7:30 AM on 81115, the resident ;  resyaluation, and documentation and provider :
was unresponsive and “convulsing.” The famlly nolification. Education on colloboration and j
asked the nurse at the nurses' station for i communication nmong the henltheare 1cam and |
; assistance and the nurse did not come lo aasess resident plﬂl'l ol care education Eumplclcd 08/13/15 l
i I forell steff a1 Ploncer Munor.
the resident. Furiher, the family member stated
the nurse was asked for essistance three times, 4. To assure sustainability, & Phnse 2 education !
and the nurse did nat come o assass the ety reinforcing shave Inpics os well as !
resident until family called for an ambulance, ! bc,'jﬂ:;: " 1"‘12;""';’"’ of practics will be completcd
cii. Revisw of the medical recard showed no ; flade s
nursing assessment was compleled on the I o .
téenme:
vasklent on B/1/15 befors transfer documeantation 98% of resldents with abnormal bedside glucose
timad at 8 AM. The transfer documentation values will have documentation reflecting
showed the resident had an elevaled temperaturs | esscssment, intervention and rezvelustion nad
of 101 degraas Fahrenheit, and his/her oxygen i provider nodfication, DOM or designee will collest
saturation was recorded as 86%. intarview with dats from recard audils monthly with diserepancies |
the sdministrator and DON on 8/6/16 at 6:40 PM investipoted and reselved with staff. Data will bo
confirmed the resident's supplemental oxygen nggregated on doshboard and reported quarterly ot
hed beer tumed off, and revealad the faciity did long term core quolity meetings, |
not know If the oxygen saluration charted on 98% of residents with ohnormel Sa032 values will |
8/1/156 at 8 AM as 86% waes taken before or afler | have documentotion reflecting esscssment, '
the resldent's supplemental oxygen was lurned | f'::;l"_vmffﬂn Bng l:lcew:!hn:lirm nncl“pn:;'liderCI
back on. i notificotion. or designee will colicel data
&. Further inlerview with the administrator and ;  from record audits monthly with discrepasncles
DON on 8/6/15 at 5:40 PM confirmed the nurse Invt.gnl;d nn: mhiulv? wgh staff. Data will be
on duty the moming of 8/1/15 falled to go fo the Iong teem care qugliy moute, - Aol o
' resident's room and assess himvher afier the [ " . . i
FORM CMS-2587(02-69) Pravious Versions Dbsalzte Event ID:700G11 Fachity 10: Wtoz i contiruallon sheat Page 4 of 10
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family reporied to lhe nurse that the resident was |
In distress and confirmad the faclily expectation
in such circumstances would be the nurse would
immedialely perform a head-lo-loe assessment
of the resident and make a determination of
residant needs.

f. Inlerview with the resident's physician on
&/615 at 4 PM revealed the resfdent "had no lung
capaclty' and wotdd becomne hypoxic without

supplemental oxygan,
‘@ Further review of the 8/1/15 hosplal history |
&nd physical shewed the resident had a “possible !
| sefzure event and this could be related to

hypoxia. The patient was hypoxic when they i
found [him/her] and [hisMer] oxygen was nol ’
turnzd on and cerlainly that could he 2
contributing factor.* Additionally, the resident was
found to have elevated troponin levels, indicative
of a non-ST elevalion myacardial infarction (a
type of heart altack),

2. Raview of tha 5/14/15 quarterly MDS :
assessment for resldent#119 showed the
resident had dlegnoses that Included diabstes
malfiue. Review of the 7110716 physician
propgress nole showed *...We will go ahead and
continue te do Accu-Cheks [blood giucose
lesting] b.l.d. fiwice dally] before meals...” Review
of physiclan orders showed an order daled
7111 E for "Blood glucose evaluation BiD [twice
daily}." The folowing consems were Ideniified:

8. Review of the 7/21/15, imed 7:18 AM,
nurse's note showed "Reporied fo this nurse by
: {another nurse's name] that resident had blood
glucese of 34 on sat. 7/48/15, 32 on sun. 7THAN 5,
36 on mon, 7/20/15, then [hisher] blood sugar
was 38 this am.”

b. Review of Ihe recorded blood glutose

evaluations for the dates of 718/ 5, 7/19H5, and
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Continued From page &
7/20/15 did not show any such low blogd glucose
meastirements.
¢. Further raview of ihe medical record failed
to show any evidence the resident's physician
was contacled regarding low blood glucess levels
on the dates of 7HB/18, 7/19/16/ and 7/20/16.
d. Interview with lhe resldent's physiclan on
B/6/15 &t 3:35 PM confirmed she had nol been
! netified of the resident's low blood sugars, and
+ would expact to be notified of low blood sugars,
e. Inlerview with the administrator and DON
i on B/6/15 al 4:45 PM confirmed the faciity's
- expectation that low blocd glucose
measurements, and any intervantions laken to
j treat the low bload glucose, would be
{ documented and the physician notified. ;
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services fo atialn !
or maintaln the highest practicabla physical,
menlal, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

'tl;lis REQUIREMENT s not met as evidencad

Y

Based on medical record review and family and
staff inlesview, the facility falled lo provide
n care to maintain the highest
preclicable well-being for 1 of & sample residenis
with a changa In condilion {#111). This fallura
resulled in the resident becoming unrasponsive
and returning to the hospital. Tha findings were:

F 281

F 309

] |
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F 308 | Conlinued From page & i Faoe ction for cited residents o ?’13,](
Reviaw of the 8/1/15 hospital history and physical Resident #111
showad resldent #111 had end-stage COPD Resident transforred to the hospital for core and
fchronio cbstructive pulmonary disease), and had | subsequently discharged home with family on
been admitted to the skiiled nursing facillly for | hospice 08/10/15, Resident on Hospice care In the
rehabllitation following hip surgery. Review of the | Close 1o Hame Hospice prior to admission (o the
f=cifity 7/31/16 admisslon evaluation, timed 3:15 nugsing home. Thorough record review, discussion
: with stafTand corvective action plan developed (o

PM, showed the resident had respiratary

symploms that included difficully clearing

secretions, shortness of braath at rest and with

axertion, and difficully coughing. Respiratory

' efiort was noled to be labored, The residant’s !

i lempergiure was normal al 96,6 degreas
Fahranhelt, and histher oxygen saturation was

: recorded s 88% while receiving 4 Mers par
minule of supplemental axygen via a nasal

: cannula,

[ Raview of tha 8/1/15 physical examination, imad
4:01 AM, showad the resident was short of breath
with rest and exertion, and was noted to be using
accessory muscles to breathe, Review of the
B/1115 oxygen saluration check, fmed 4 AM,
showed the resident's oxygen saturation was
recorded s 82% whlle receiving 4 liters per
minule of supplamental oxygen.

Furlher review of the 8/1/15 hospital hislory end
physical showed the resident's femlly came to
vislt at 7:30 AM the moming of B/1/45 and found
lhe resident sealed in a chalr with hisher
supplementa oxygen tumed off. She was
*...unresponsive and had some shaking
movements similar to what patient's family
described a3 a selzure. [His/Her] oxygen was

quite [sw and because of that, [s/he] was
translerred back aver to the emaraency room..."

provide eare that mects professional standards of
quality,

Jdentification of other residents will sccur by:
+ All residenis have the potenticl o be afTected by
¢ incomplele documentatlon of nsscssment,
intervention and reevaluntion of sbnormal
| assessment findings. Oxygen dependent residents
| are ol high risk for sbnormal assessment findings.

Systemic Corrective Action;

1. Develap tool/ report to oudit dacumentation of
residents with abnormaol SaO2 values for
usseasment, intervention and reevaluation,
documentation and provider netification.

2. Conduct nursing education related o
documentation, nursing process and provider
notification, First phase educatien for LPN, RN and
Medication Aides complcted 08/13/15,

Conlent included asscssmenl, intervention,
reevaluation, and documentaticn and provider
nolifiention. Education on coliabsaration and
communication among the healtheare teom snd
resident plan of care cducation completed 0B/13/15
for off staf¥ ot Pioncer Manor.

3, To assure susteinability, o Phase 2 education
progrmm reinforcing above topics as well as
delcgation nd scope af’ practice will be compleicd
by January 1, 2016.

d.Develop report for unplanned transfers and
unalyze for performance improvement

i opporutintles,
Interview with 2 family member on B/3/16 at 10:12 i
AM revealed when family amived to vish the H |
Evant t0: 700511 Fachity 1D Woo24 if conlinuallon sheel Page 7 of 10
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regident at 7:30 AM on 8/4/15, the rasident was 1. 98% of residents with unplenned transfers will |
unresponsive and “convulsing.” The famlly asked have documentation reflecting nssessment, |
the nurse at the nurse's statfon for assislance and Intervention, recvalundon and provider nalification,
the nurse did not come o sssess the resident. DON or designee wili collect dotn from record |
Furiher, the family member stated the nurse was l audits monthly with discrepancies Investipated and |
asked for assistance three limes, and the nurse i resolved with stalT. Duta will be nggregoted and |
t:IIr:II rlutf come fo IaJsT:ss the residsnt untii familly , rﬂPoll"tcd quarterly nt long tern care qunlity i
czlled forana 3 i meelings. : !
' TISGSICR ! 2, 98% of residents with abnormal $802 values
Review of the medical record showed no nursing will have documentation reflecting assessment, i
essessment was completed on the resident on . inu:_rvcnlion end rocvaiuaiion and provider
, 811118 before transfer documentation timed a1 8 F“‘f‘“g“’; Dg[';"s or d‘;‘f"“.&:’”'. ¢ollect dai
| AM, The transfer documentation showed the aveetigtod sl et ok sl ppucies
' resident had a lemperature of 101 degrees i agg,cgf‘cd on dashbosrd nd Tenmried s, ,'”
. Fahrenhelt, and his/her oxygen saluration was | | tongterm care quallly mectings,
! re%nrda:l“ as %%1 éntenrlaw with the aduﬂn::h'alnr 1 o
and DON on B/6/15 at 5:40 PM conflrmed the
resident's suprrememal oxygen hed been turned ;
off, and revealed the facillty did not know if the
oxygen saturallon chered an 8/1H16 a1 8 AM as
86% was taken before or after the resident’s
supplemental oxygen wes tumed back on, ;
Further irtarview with the adminisirator and DON .
an B/615 at 6:40 PM cenfirmed the nurse on duty ]
the moming of 8/1/18 faliad (o go lo the residents :
room and assess himvher after the family
reporied lo the nurse thal the resident was in
distress and confirmed the facility expectation in
such clrcumstances would be the nurse would
immediately perform & head-ic-toe assessment
of the resident and make a detarminalion of
resident needs,
interview with the residenl’s physlclan on 8/6/15
at 4 PM revealed the resident "had no lung '
capaclly” and would batome hypoxic without )
supplemanta) oxygen. - !
| :
FORM CMS5-2587{02.89) Proviaus Varsions Gbsolzle Event ID TRGN Facllly 1D Wyoo1 If conlinurtion shaat Page 8 of 10
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Furiher review of the 8/1/15 hospltal history and { PS4 . :
physical showed the resident had 2 "possibla Correction for cited residents 0320}
; Sefzura event and this cauld be relatad ta | !
hypoxia, The peiient was hypoxic when they : Clllilﬂ review conducted for dnl;:s beyond those
found [hkm/her] and [hisher] oxygen was not ’ rcwuwg:d(tl:y s:._ln;cy ;enlm. 07%515 d\:mtlmdstrmcd
turmed an and certainly that could be a . g"‘ ‘P'“’mfi" ";’." X E ““‘:.5" — ;‘; ude
contributing faclor.” Additionatly, the rasident was | | Rl e et o Gl
5 ! . notification. All subsequent blood glucose
found ko hava slevated froponin levels, Indicative i documentalion was completed in a timely manner
T sfevation myocardial infarction (a b '
of & non-S wilh documentation and provider nottfication if
type of hearl altack). approprite, Resident hed end stoge renn! Milure
F 514 ! aaEac'gi%'ts)'cRga A — FE14 and expired on 08/3/15. Survey oceurred on
55=D ETE/ : | OB/S/1S.
LE :
: Identification of other res will pecur by:
The (aclity must maintain clinical records on sach t All residents have the poteniinl 10 be nfficted by
 resident In eccordance with aceepled professional :ﬂcomF‘m d°'-‘;m°ﬂ"'|"°“| of n;s;ssmcmi.
standards and practices that are com ale; ntervention ond recvaluntlon of ohnorma
 accuralely documented; readlly accesg‘lbla; and s
systematically oroanized, edside glucnse monitaring are at high risk for
obnpmal lob findings.
: The clinical recard must contain sufficient
' ., Bystemic Correciive Action:
Inf:’g"agon Io identify g'_eu"'es'fenl': mcord;r the 1. Develop loal/ repori 1o oudit documentation of
rasidents assess':“en  the pian or care an residents with abnarmel 602 values for
services provided; the results of any asscssment, fnervention snd reevaluation,
preadmission screening conducled by the State; documeatation and provider notification,
and progress noles, 2. Conducl nursing education related to
documentation, nursing process and provider
notification. First phase edueation for LPN, RN
This REQUIREMENT Is nat met as evidencad and Medicatlon Aldes complered 08/13/15.
by: Content included assessment, intervention,
Based on medlical record review and staff recvaluation, nnd documentation and provider
intarview, tha facllity falled to malnteln accuratsly notificotion. Eduention o collabortion and
documeantad medical records for 1 of 14 sampla communication among the l_‘lenllhcnrl: team and
residents (#110), Tha findings were; r:s;tii:: gl:;nzl; :nru cducation 08/13/15 lor o1l stofT
o r :
' Reviaw of the 5/14/16 quarterly MDS assassment :Jm’;’;j:ﬁ;’;’:ﬂ'{c :‘:;'g:f\:ﬂ;;’j“f““
showed resident #118 had diagnoses that
included diabeles melltus, Review of the 7/10/15 N el i
: i | T
FORM CHS-2587(02.48} Pravious Viralons Olsolely Evant ID: TeaG11 Facily ID WY0021 If continugtion sheel Page 9 af 10
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i DEFICIENCY)

i
F 514 Continued From page 9
physiclan progress nola showed "...We will go
; 8head and continue 1o do Accu-Cheks [bleod
i glucose testing) b.id, [twice daily] befora meals.,.”
,’ Reviaw of physician orders showed an order
dated 7/11/15 for "Blood glucose evaluation BID
f [twize dafiy)." The following concemns were ;
identifted: |
i 8. Reviewof the 7/21/15, timed 7:18 AM, :
 nurse's nole showed "Reported to this nurse by |
: {anolther nurse's name] that resident had blocd |
* glucose of 34 on sal, 7/18/15, 32 on sun, 71915, |
36 on mon. 7/20/15, then [his/er] blood sugar
. was 38 thls am."
i b Review of the recorded blood glucose :
evaluations for the dates of 7/18/45, 7/19/15, and
+ 720115 did not show any such low bloed glussse |
| measurements.
¢. Interview with the administrator and DON
on B/6/14 at 4.45 PM confirmed the facliity’s
expectation that low blood glucose
measurements, and any Interventions taken 1o
traat tha low blood glucose, would be
documented.

{

! F514
F514| Outcome;

I 98% of residents with abnormal bedside glucose

i values will have documentation reflecting

| nssessmen), intervention and reevaluation and
provider notification. DON or designee will collect
dota from record sudits monthly with discrepancies

| investignted and resolved wilh staff, Datn will be

| aggregaicd and reported quarterly at long term core
quality mectings

|
i
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