06/01/2017  14:06 Fa) P.0021012

DEPARTMENT OF HEALTH AND HUMAN SERVICES PR R Aot

ENTERS FOR MEDICARE & MEDICAID SERVICES 6-0381

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONBTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
o}
88086 B. WING 04/28/2017
NAME OF PROVIDER OR SUPPLIER 8TREET ADDRESS, CITY, STATE, 2IP CODE
1326 BAGE STREET
CARE CENTER
SAGE VIEW CAR ROCK SPRINGS, WY 82901
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . ()
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION EHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

A complaint survey was conducted by Healthcare
Licensing and Surveys from 4/27/17 through
4/28/17, Complaints reviewed in the course of
this survey were complaint intakes
WY000002376 and WYQ00002387,

The following commen abbraviations are used
throughout this document:

. DON: Director of Nursing

i MDS; Minimum Data Set

1 RN: Reglsterad Nurse

| LPN: Licensed Practical Nurse
CNA: Certified Nursing Asslstant

Less :commonly used abbreviations wiil ba
] annatated In each deficlency.

F 157 483,10(g)(14) NOTIFY OF CHANGES F *t57'l 5
8g=p | (INJURY/DECLINE/ROOM, ETC) :

(g)(14) Notification of Changes.

(i) A facility must Immedistely Inform the resident,
consult with the resident's physiclan; and netify,
consistent with his or her authority, the resident
repregentative(s) when there is-

(A) An gccldent Involving the resident which
results In [njury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration In health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER R;FRESENTATIVE‘S SIGNATURE ) TITLE (X&) DATE
- Mt Execuive Dyrrtw Lefg b
Any deficiancy statement ending with an asterzk (*) denctes a deficlency which the Inatitution may be excused from comecting providing It Is daterdindd that

other safeguards provide sutficient protection to the patients. (See instructions.) Except for hursing homes, the findings stated above are dlacloseble B0 days
fallowing the dale of survey whether of not a plan of comection is provided. For nursing homes, the above findings and plare of correction are disclosable 14
days follawing the ichmr these decuments are made svallable to the facllity, 1f deficiancies are clted, an approved plan of carrection s raquisite to continuad
program participation.
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F 157 | Continued From page 1 F 157

(C) A nead to alter treatment significantly (that Is,
& need to discontinue an existing form of
treatment due to adverse consagquences, or to
commence a new.form of treatment); or

(D) A declsion to transfer or discharge the
resident from the facllity as specified In
§483.16(c)(1)(ll).

(ii) When making notification under paragraph (g)
(14)(1) of this section, the facllity must ensure that
all pertinent information specified in §483.15(c)(2)
Is avallable and provided upon request to the
physician,

(i) The facllity must aiso promptly notify the , CLn
.| resident and the resident repregentative, if any, . : .
when there [g-

(AYA c;hange In room or roommate asslgnment
as specified in §483,10(a)(6); or

(B) A change in resident rights under Federal or
State [aw or regulations as specified In paragraph
(e)(10) of this section,

{Iv} The facllity must record and periodically
update the addrass (malling and emall) and
phohe number of the resident representativa(s).
g‘hls REQUIREMENT is not met as evidenced

y.

Based on medical record raview, staff interview,
and policy and procadure review, the facility failed
to ensure residents’ physiclan and/or famlly was
notified for 2 of 5 sample residents (#36, #48)
who had & change in condition. The findings
were:

1. Reviaw of the Aprll 2017 medication
FORM CM8-2587(02-00) Pravious Varsions Obsolets
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‘ : T
administration resord (MAR) showed resident #48 CHANGES IEY OF
had diagnosas which included type 2 diabetas "IN—-—
with hyperglycemia (high blood alucoss). The JURY/DECLINE/ROOM, ETC)
rasident recsived fingerstick blood glucose tests i
avery moming and Januvia (antidlabetic) 26 mg Corrective action physician was notified
\?vye rrg?gg:‘ aft[:de.dﬂma. The following concerna of resident #48 and #38 of blood glucose
a, Further review of the April 2017 MAR levels per facility policy. Contact
showed there were no bload glucose test information was updated for resident #48.
| parameters listed to determine when & physician ID of others DON/Designee has
' should be notified. Further, the resident had 6 out conducted a facility wide audit to validate
of 16 documnented blood glucosa levela (on 4/3, that all notifications necessary were made
414, 418, 4110, 411, and 4/17) which were below to any physician regarding a resident’s
| 80 mg/dt (milligrams per deciliter). . blood glucose level. Resi
| b. Review of the nurae's notes for the days glucose level. Residents who have
when low biood glucose levels-were documented been discharged to the hospital have had
showed no evidence the residant’s physician was their charts reviewed to confirm.
notified. ! notification to family or responsible party
¢. Review of a nuree's note dated 4/17/16 has occurred, ED/Designee has condicted
[ekc) and timed 6 AM showed the nurse "went to a facility wide audit . Heie
residents [sic) room, to check blood sugar audit regarding family,

' (scheduled), callsd resident [s/he] didn't | nofification numbers .and updated ‘as|

; respond.. . blood glucose 50 mg/dl no glucagon [a
. hormone that treats low blood glucose] shots
| avaliable...Oxygen 88% on RA [room alf...”

d. Review of a nurse's note datad 4/17/16
[sic] and timad 6:44 AM showed the facllity was
unable to contact the resldent's spouse. Review
of a nurse's note dated 4/17/17 and timed 7:20
AM showed the facility was again unsuccessful
with contacting the resident's spouse,

e. Interview with the DON on 4/28/17 at 8:41
AM revesled the resident's epouse was not
notifiad at the time of the unresponsive episcde
because the facllity only had 1 phone numbar
listed on the facesheat, Further, she rovealed the
i facesheet was updated in the afternoon on

41717,
f, Interview with the staff development ]
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coordinator (SDC) on 4/28/17 at 8:63 AM |
revealed the resldent's spouse came to the facllity
in the aftarnoon on 4/17/17 looking for the
regident. The SDC confirmed the spouse was not
aware the resident had been transferred to the
hospital. At the time of the visit, the resident's
spouse told the SDC additional contact numbers
had previously been provided and were in the
resident's record. Further interview confirmed the

| alternate contact numbers were Inthe record at |
 the time of the incident. l
' g. Review of the policy title "Blood Glucose

| Monitoring Protocol” lest updated May 2016

' showed "Palicy Statement: Blood glucose levels
are monitorad per physician orders. The
physician is notified when levels ara below 80 or
above 350 unless otherwise spacified by
physician..." i

2. Review of the medical record showed resident
, #38 required dally medication for diabetes
mellitus, Review of the April 2017 medicationa
form showed the physician ordered blood glucose
levels three times a day and sliding scale Inaulin
basad on the blood glucose levels. Further, the
resident had physician orders for Glucotrol 6
milligrams (mg) by mouth two times per day, and
1 Glucagon 1 mg &3 needed. Review of the MAR
1 showed "Humulin R 100 unit/m! (1) Vial sliding
scals Insulln: Blood Sugar is < fless than] 80.00

| or > [greater than] 350.00 Notify MD." The
following concerns were Identified:

a. Review of the April 2017 MAR showed nine
oceasions when the blood sugar was greater than
350mg/dL., (411, 4/5, 4/7, 418, 4111, 4/13, 4/17,
4/18, 4/21), and five occaslons when the blood
sugar was lower than 80 mg/dL (4/1, 4/6, 4/12,
4/18, 4/25), Further review of the medical record
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F 157 | Continued From page 3 F 187 heeded. Systemic changes.

DON/Designee has provided all RN/LPN
‘staff with education regarding physician,
‘notification and blood glucose levels and
facility policy. ED/Designee provided
education to all staff regarding updating|
family contact information in the patient
'record. Monitor DON/Designee will
audit all patient records weekly for 3
months on who receive blood glucose
checks to validate that notification to the
physician was within facility policy.
Resident charts will be reviewed in
clinical meeting to validate notification
was made to family and physician when a
change of condition occurs. ED/Designee
will review charts upon admission for 3
months for proper contact information.
The results will be brought to QAPI
monthly  for  determination  of
need/frequency of on-going monitoring,

Compliance Date: 5/2/17

showad no evidence the physician was notified of

|

a1
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these out-of-range blood sugar levels until
42817, : |

F 308 | 483.24, 483.25(k)() PROVIDE CARE/SERVICES . F 300/

$$=G | FOR HIGHEST WELL BEING F 309 483.24, 48325()(I) PROVIDE

CARE/SERVICES FOR HIGHEST

483.24 Quality of life
Quality of life Is a fundamental principle that WELL BEING
applies to all care and services provided fo facility Corrective action physician was notified

residents. Each resident must recelve and the
facility must provide the necessary care and
services to aftain or maintain the highest

of resident #48 and #38 of blood glucose
levels per facility policy. ID of others

practicable physical, mental, and psychosoclal DON/Designe : , T
wl-oaig,conlsant i the resdents ide o a1 fuily
iconjpre ensive assessment and plan of care. . . necessary were made to any physician
| 483.25 Qualty of care regarding a resident’s blood glucose level
FQual!.ty‘ofcare is a fundaments! principle that that was outside parameters per facility
applies to all treatment and care provided to policy. Systemic changes DON/Designee
facliity residents. Based an the comprehensive " has provided RN/LPEN staff with
- | assessment of a resident, the facility must ensure ' education regarding physici P
that resldents receive treatment and care In 1 Tegarding paysician nouﬁcappn
sccordance with professional standards of and blood glucose levels and facility
practice, the comprehensive parson-centered policy and on proper use of oral glucose
care plan, and tha residents’ cholees, including administration to an unresponsive resident
! but not limited to the following: and. fagility policy regarding proper
| (k) Pain Management not:fﬁcatmn on a resident who has a BS
- outside of paramariters, Any new
The factity must ensure that pain management Is : ; Any
provided to residents who require such services, RN/LPN will also receive facility policy
consiatent with professional standards of practice, regarding BS  protocol.  Monitor
the comprehensive person-centerad cara plan, DON/Designee will audit all patient
and the residents’ goals and preferences. records weekly for 3 months on who
: a H
() Dialysis, The facllity must engure that :;:ewe 1?100d‘ glucose checks t'o.vahdatc.
residents who require dialysls receive such at notification to the physician was and Ofsere
| services, consistent with professional standards within facility policy[. The results will be approprfate diabet
, of practice, the compreheneive person-centered brought to QAPI  monthly for M‘,‘gwm+ wes
care plan, and the residents’ goals and i ! Pugo,mga.
Faclity 10: WYy If coniinuation shest Page 5 of 11
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I hypoglycemia (low blood sugar). The following
: gongerms were Identifled:

prefarences.
This REQUIREMENT Is not met as evidenced

by:

Based on medical record review, staff interview,
and pollcy and procadure review, the facllity falled
to ensure eppropriate management of medical
conditions for 2 of 2 sample residents (#38, #48)
with dlabetes who experlenced low blood sugar
levels. This failurs rasuited in emergency
Interventions and transfer to the hospital for
resident #48. The findings were:

1. Reviaw of the Aprll 2017 medication
administration record (MAR) showed resident #48
had-dlagnores which included type 2 diabetes
with hyperglycemia. The resident received
fingerstick blood sugar tests avery moming,
Januvla (antidiabetic) 26 mg by mouth at
bedtime, and glucagon {a hormone that ralses
the level of glucoss) 1 mp/ml as nesded for

a. Review of the April 2017 MAR showed
there were no blood giucose leve! parameters
listed to determine when a physician should be
notified. The resident had 6 out of 16
documentsd blood glucose levels (an 4/3, 4/4,
418, 4/10, 4/11, and 4/17) which wers below 80
mg/di (milligrams per declliter). Furthsr, medical
record raview showed no evidence the physician
was notified of the low blood glucose lavals, or
that the resident's blood glucose lavels and
medication regimen were assessed untll 4/16/17.

b. Review of a facsimile trensmission dated
4/16/17 showed the facility communicated the
resident's iow blood glucose levels to the
physician on 4/16/17 and stated the reeldent was
*symptomatic."

c. Raview of a nurse's note dated 4/17/16

8 E
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F 309 | Continued From page 5§ F 309

going monitoring.

Compliance Date: 5/2/17

determination of need/frequency of on-

St

FORM CMS-2667(02-88) Pravious Verslions Obsolate Event 1D:K62011

Facifity 1D; WY0043

It continuation shes! Page © of 11




06/01/2017

14:07

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIEB
AND PLAN OF CORRECTION

FAD

P.008/012

PRINTED: 051172017
FORM AF'F‘ROVED

(X1) PROVIDERISUPPLIERICUA
IDENTIFICATION NUMBER:

536056

(X2} MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

COMPLETED

c
04/28/2017

NAME OF PROVIDER OR S8UPPLIER
SAGE VIEW CARE CENTER

8TREETADURESS, CITY, 8TATE, ZIP CODE
1325 SAGE STREET
ROCK SPRINGS, WY 82901

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFIC/ENCIES .
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

D
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG

DEFICIENCY)

CROSB-REFERENCED TO THE APPROPRIATE

s
[ OMFLE’HON
DATE

F 300

' unsuccessful, B/S [blood sugar] 38 mg/dl."

|

| remains unresponsive.”

| revealed the nurae should not have administered
. oral glucose to an unresponsive resident. The

Continued From page 8

[slc] and timed 8 AM showed the nurse "went to
residents [sic] room, to check blood sugar
[glucose)] (scheduled), called resident [s/he] didn‘t
respondad [sic], sternal rub given [s/he] opsned
[his/her] eyas, haoted to be snoring [with] harsh
breath sounds, biood glucose 50 mg/dl no
glucagon shots available, Atternpted to rub
glucose In mouth but wag not much help, Oxygen
88% on RA[room air] commencad 10 L [liters] of
oxygen (five via nasal cannula and 5 face mask)
Oxygen saturation went up to 91%. Patlent

d. Review of a nurse's note dated 4/17/18
[sic} and timed &:30 AM showed "Fire department
on scene, attempts made to site [slc] IV access,

e. Raview of a nurse's note dated 4/17/16
[slc] and timed ;30 AM showed "EMS team
* arrive, placed 10 [Intraosseous; the process of
lnjecting diractly into the marrow of & bone) gave
. 60 ¢e [euble centimeters] dextrose (50%) patlent
became responsive in 3 minutes. B/sugar 246
mg/dL"

f. Further review of the 4/16/17 facsimile to
the physiclan showed the physiclan response on
4/1717 was to discontinue the Januvia, hawever
the resident had already been hospitallzed.

2. Interview with the DON on 4/28/17 at 8:10 AM

DON confirmed that, while administering a
glucagon Injection might have Improved the
resident's condition sooner, the glucagon Injection
was not avaliable at the time hecause it had been
discarded a couple of days prior to the Incident.
The DON further confirmed the facllity should
hava followed Its policy on physiclan notification
of out-of-range blood giucose lavels.

F 309
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‘based on.the blood glucose levels. Further, the

Continued From page 7

3, Review of the policy title "Blood Glucose
Monltoring Protoco!” last updated May 2016
showed "Policy Statement: Blood glucose (evels
are monitored per physician orders. The
physician is notiflad when levels are below 80 or
above 350 unless otherwise speoified by
physiclan...”

4, Review of the medical record showed resident
#38 required dally medication for diabetes
mellitus. Review of the April 2017 medications
form showed the physielan ordered blood glucose
[evels three times a day and sliding scale insulin

rasldent had physician orders for Glucotrel 5
milligrams {mg) by mouth two times per day, and
Glucagon 1 mg as nesded. Review of the MAR
showed "Humulin R 100 unit/mi (1) Vial sliding
acale insulln: Blood Sugsr 18 < {less then] §0.00
or > [greater than] 350.00 Notify MD." The
following concerns were identified:

a. Review of the April 2017 MAR showed nine
accasions when the blood sugar was greater than
360ma/dL, (4/1, 415, 417, 4/8, A/11, 4113, 417,
4/18, 4/21), and five occasions when the blood
sugar was [ower than 80 mg/dL (4/1, 4/, 4/12,
4/18, 4/28). Further review of the medical record
showed no evidence the physician was notified of
thesa out-ofsrange blood sugar levels untll
4/28/17.
483.45(b)(2)(3)(g)(h) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facllity must provide routine and emergancy
drugs and biclogicals to fts residents, or obtain
them under an agreement described In
§483.70(g) of this part. The facllity may parmit

F 308

F-431
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F 431 { Continued From page & F 434 I
unlicensed parsonnel to administer drugs If State
law permits, but only under the general
supervision of a licensed nurse.
F431  483.45(b0)2)3)g)(h)  DRUG
(g) Procadures. Afa;cll!ty :nulstd ?mvlda ] RECORDS LABEL/STORAGE
pharmaceutical services (including procedures
1{ that assure the accurats acquiring, recelving, DRUGS & BIOLOGICALS
dlapensing, and administering of all drugs and .
blologicals) to meet the neads of aach rasident. Cox_'rectlve action glucagon shots are
available for every diabetic that needs one
| (b) Service Consultation, The facility must in the facility. ID of others
employ or uhiain the ervicss of & llcensed DON/Designee has conducted a facility
|p ho wide audit to validate that cvery disbetic
(2) Establishes a systemn of records of recelpt and that needs a glucagon shot has one
disposition of all controlled drugs in sufficlent available. Systemic changes all RN/LPN
detall to enable.an accurate reconciliation; and staff was provided education on facility
S olicy of ordering PRN glucagon fi
(3) Determines that drug records are in order and giabe)t,ic re%i dents glicag ;\I/Ioc:i t’;l:
that an ascount of all controlled drugs is DON/Desi . i
! maintained and periodically raconclled. NDesignee will conduct a weekly
audit for 3 months to validate that all
{g) Labeling of Drugs and Blologlcals. diabetic residents have a PRN glucagon
Drugs and bislogicais used in the faclilty must be available. The results will be brought to
labeled in accordanoe with currently accepted QAPI monthly for determination of
professional principles, and include the need/frequency of on-goj ftori
appropriate accessory and cautionary equency going momitoring.
Instructions, and the expiration date when .
applicable, Compliance Date: 5/2/17 $/2/17
{h) Starage of Drugs and Blologlcals. ’
(1) In accordance with State and Federal laws,
the facllity must store all drugs and blologlcals in
Iocked compartments under proper temperature
controls, and permit only authorized pereonnel to
have access to the keys.
(2) The facility must provide separatsly locked,
FORM CM8-2567(02-061) Praylalrg Veralons Obsolata Evant ID; KSZD1 Facllity ID: WYOD43 1f continuation sheat Page 9 of 11
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[ 1, Review of the April 2017 madication !
* administration record (MAR) showed resident #48 |
» had dlagnoses which included type 2 diabetes

| nurse "went to residents [sic] room, to chack

: on seene, attempts made to sits IV access,

Continued From page 9

parmanently affixed compartments for storage of
controlled drugs listed in Schedule || of the
Comprehenaive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facillty uses single unit
package drug distribution systems in which the
quantity stored is minimal and & missing dose can
be readily detectad.

This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff
interview, the facllity falled to ensure medicationa
were avalilable for 1 of 1 sample residents (#48)
who required medijcation Intarvention duting an

acute incident, The findings wera:
i

with hyperglycemla. The restdent recelvad
fingerstick blood glucose test every morning and
glucagon 1 mg/mi as needed for hypoglycemia,
The following concerns were Identified;

8. Review of a nurse's note for resident #48
dated 4/17/16 [slc] and timed 6 AM showed the

blood sugar [glucose] (scheduled), celled resident
[e/he] didn't regponcded [sic], sternal rub given
[s/he] opened [his/her] eyes, noted to be snoring
[with] hareh braath sounds, blood glucose 50
mg/dl no glucagon shots avallable...”

b. Raview of a nurse's note dated 4/17/16
[sic] and timed &:30 AM showed “Fire department

uhsuccessiul, B/S [blood sugar] 36 mg/dL."

c. Review of a nurse's note dated 4/17/16
[sle] and timed 6:30 AM showed "EMS team
arrive, piaced IO [intraosseous: the process of
injecting directly into the marrow of a bone] gave

F 431

FORM CM8-2687(02.00) Pravious Verslons Obsolate Evant ID:K6ZD11

Faciity ID; WY0D48 If continuation shast Page 10 of 11
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50 cc [cuble centimeters] dextrose (50%) patient ! |
| became responsive in 3 minutes. Bfsugar 246 | |
i mg/dL." |

2. Interview with the DON on 4/28/17 at 8:10 AM
revealed the glucagon injection was not avallable
at the time of the intldent becauss the medication
had been discarded a couple of days prior
because it was past it's expiration date. Further, i
| the DON confirmed the glucagon may have
Improved the resident's condition sooner if it had
been availabls.

‘ |

*

‘
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