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F 000 { INITIAL COMMENTS F 000
An annual re-certification survey was conducted
from Sunday, 11/8/09 through Wednesday,
11/11/09. An entrance conference was
conducted with the Administrator and Nurse . .
Consultant, in the Administrator's office, on This Plan of Correction 18
11/8/09 at 9:40 AM. A conference was held in the being submitted as
conference room on 11/10/09 at 4:45 PM, at required by Federal
which time the Administrator and Director of cepulation. The
Nursing (DON) were informed of the findings that guiation. ¢ this pl £
are, or are likely to place diabetic residents ina Submls§101‘{ of this plan o
serious and immediate threat to their health. The | correction is not to be
insulin dependent diabetics have the high construed as an admission
likelihood of having hypo/hyperglycemic episodes by the facility as to the
by receiving the wrong insulin or the wrong insulin s
doses. The exit conference was conducted in the accuracy of-the citation
conference room on 11/11/09 at 10:30 AM, with nor the findings of facts.
the Administrator, Director of Nursing, Medical Please accept this as our :
Records, Dietary Manager, Nurse Consultani, plan of correction. '
Pharmacy Consultant, Minimum Data Set
Coordinator, Maintenance and other staff. The Abbreviati
facility was informed of the survey team findings reviations
and that this would be an Immediate Jeopardy Adm- Administrator
{1} DON- Director of Nursing
o IDT- Interdisciplinary
The facility failed to: Team
1. Ensure that physician's were notified in a L/ MAR- .IvIec.hcatlon
timely manner of residents' elevated and low Q‘: Administrtion Record
blood sugars. J MD- Medical Doctor
> Ensure th | lowed for y)J | MDS- Minimum Data Set
. Ensure the care plan was follow B )
monitoring/recording blood/glucose levels and/or g‘ﬁ \ NC Nursg Consultant
administering medications. 3\ QA- Quality Assurance
7N Res- Resident
3. Ensure insulin was administered in a timely (%) A= RN- Registered Nurse
manner in relation to a meal, ensure correct ] Q.\ SSI- Sliding Scale Insulin
doses of insulin were administered, ensure the N
correct type of insulin was administered in
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {(X6) DATE
3 \ NN @&m W-25-04
be excused from correcting providing it is determined that

An, ueficiency statement ending with an asterisk (%} denotes a deficiency which the in‘é‘iitution may

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fallowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14~
If deficiencies are cited, an approved plan of correction is requisite to continued

days following the date these documents are made available to the facility.
program participation. i
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F 000 | Continued From page 1 F 000
accordance with physician's orders or ensure
orders were obtained for insulin administration
(There was incomplete sliding scale insulin orders
for a resident, when there was no insulin order for
coverage of blood glucose level ranging from 401
to (-) 448 andfor 401-450,

4. Ensure the Consulting Pharmacist monitored,
reviewed and identified that medications were
administered correctly, that fast acting insulin was
administered correctly, that there were no blanks
on the Medication Administration Record (MAR)
and that medicatipns were available for the
residents as ordered by the physician.

5. Ensure that an effective and efficient Quality
Assurance program identified, monitored and
tollowed up on quality of care issues such as
notifying the physician of high and low blocd
sugars/glucoses; problems with insulin not being
administered as ordered or ensuring orders were
obtained for insulin administration.

6. Ensure that medical records are complete and
have accurate documentation.

The |J effective date is 14/10/09, and is ongoing
untit the 1J is removed. The cited tag of F333 ata
scope and severity of J is a Substandard Quality
of Care citation. . .
¢ 157 | 483.10(o)(11) NOTIFICATION OF CHANGES = 157/ F157 Notification of changes \-90-04
58=J ..
A facility must immediatety inform the resident; 1. The physicians for
consult with the resident’s physician; and if Residents 14 , 15, and 16
known, notify the resident's legal representative were notified of the blood
or an interested family member when there is an
glucose results for QOctober

accident involving the resident which results in
and November on 11/20/09

injury and has the potential for requiring physician
intervention; a significant change in the resident's by the Nurse consultant, RN.

Event ID: M2WG11 Facility ID: TN2708
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F 157 | Continued From page 2 F 157 /
physical, mental, or psychosocial status {i.e., a On 11/24/09, the N(_:’ RN and
Geterioration in health, mental, or psychosocial the DON verified with the
status in either life threatening conditions or physician for Res 14 that he
c!init;al compfications); a need to atter treatment was aware on 11/20/09 for
mg_mﬁcantly (i.e., aneedto discontinue an blood sugars on Resident 14
existing form of treatment due to adverse f ths of March, A
consequences, or to commence a new form of or months of March, August,
treatment); or a decision to transfer or discharge June, September 2009 and
the resident from the facility as specified in the HGB AIC results of June
§483.12(a). and September 2009, and the
The facility must also promptly notify the resident wré)ng ll\rgl léns? dn:iml i‘tered
and, if known, the resident's legal representative andno order for
or interested family member when there is & range 401-450 during august
change in room or roommate assignment as and September .
specified in §483.15(e)(2), ora change in
resident rights under Federal or State law or '
requlations as specified in paragraph (b)(1) of On 11/24/09 the NC,RN and
this section. the DON verified with the
Physician for Resident 15
The facility must record and periodically update that he was aware on
the address and phone number of the resident’s 11/20/09 for blood sugars on
legal representative or interested family member. Res 15 for months of August
and September 2009.
This REQUIREMENT is not mef as evidenced 9. Qther resident’s with the
EV: g " , sical record review potential to be affected were
ased on policy review, medical recora re iew : . . fthe
and interviews, it was determined the facility failed identified by 2 r;wel\:r 0 tt
to ensure the physician was notified of low and blood glucoses Tor tne pas
elevated blood glucose (BG) levels for3of 8 month of diabetic residents
{(Residents #14, 15 and 16) sampled residents : by Director of Nursing and
that the facility had identified and documented as the Nurse Consultant on
being insulin dependent. The failure to notify the N
physician of blood glucoses below 50 and above 11/11/09.. Fmdmgsffrom the
450, placed all diabetic residents in conditions Teview xYere lack o
that are likely to be a serious and immediate notification parameters and
threat to their health. A conference was held in inadequate insulin orders.
the conference room on 11/10/09 at 4:45 PM, at The physicians were notified
Event ID: M2WG11 Facility 1D: TN2708 If continuation sheet Page 30f99
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which time the Administrator and Director of
Nursing (DON) were informed of the findings that
are, or are likely to place diabetic residents ina
serious and immediate threat to their health which
resulted in an Immediate Jeopardy (). The U
offective date is 11/10/09, and is ongoing until the
1J is removed.

The findings included:

1. Review of the facility's "Changes in a
Resident's Condition or Status” policy
documented; "...1t is the policy of this facility...to
notify the...attending physician ...of changes in the
resident's condition and/or status... Procedure 1.
Nursing services shall be responsible for notifying
the resident's atfending physician when ...b.
There is a significant change in the resident’s
physical, mental or emotional status. .. d. There is
a need to alter the resident's treatment
significantly... 4. All notifications must be made as
soon as practical, but in no case shall such
notification exceed twenty-four {24) hours. 5. All
changes in the resident's medical condition must
be propefly recorded in the resident's medical

record..."

Review of the facility's "Diabetic Therapeutic
Protocol” policy documented, "The physician
must approve the use of the Diabetic Therapeutic
Protocol for each of her/his use and write a
corresponding order in the medical record.
Nurses will be informed of this protocol upon hire
and regularly thereafter. Hypoglycemia Protocol If
the resident is asymptomatic, alert, and the finger
stick blood glucose is less than 50 {or as
indicated by the physician)...4. Notify the
physician. The physician is notified even if the
resident improves...Hyperglycemia Protocol If the

NC for new orders. This
review included all diabetics.
The primary nurse for the
resident will be responsible
for notification of the
physician going forward.

3. Licensed nursing staff was
in serviced on 11/14/09
regarding reporting changes
in the resident’s condition to
the physician by the NC, RN.
The diabetic therapeutic
protocol in-service was done
by the Director of Nursing
and the Adm. on 11/10/09,
100 % licensed nursing
attendance.

Nurses not in serviced on this
date will be in serviced prior
to returning to duty . No
agency nurses are utilized at
this time. In-service will be
conducted upon hire and
annually thereafter. Agency
nurses will be in serviced
prior to working. These in-
services will be conducted by
" the Director of Nursing or the
RN supervisor.
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F 157 | Gontinued From page 4 F 157| The existing Diabetic

resident is alert, asymptomatic, and a finger stick
blood glucose is greater than 450 (or as indicated
by the physician): 1. If sliding scale insulin is
ordered, give the ordered dose. 2. Recheck the
finger stick blood glucose in 10 min [minutes]. if
no improvement in the finger stick glucose, nofify
the physician. 3. [fno sliding scale insulin is
ordered, notify the physician.”

Review of the facility's »accucheck/Diabetic Policy
and Procedure’ documented, "It is the policy of
the facility to perform Accuchecks and administer
insulin as ordered by the resident's attending
physician. Procedure 1. Accuchecks will be
performed as ordered by the physician. 2. The
physician will be notified of Accucheck results not
within parameters set by the physician..."

5 The surveyors attempted to contact the
Medical Director on 11/11/08. The Medical
Director returned the call to the state office on
11/12/09 at 10:15 AM. The Medical Director, who
is the attending physician for Resident #14, was
asked when he would expect to be notified of
blood glucose (BG) levels. The Medical Director
stated, "...Certainly if its greater than 400 or 450
they [staff] need to nofify me... if below 60 notify
me..." The Medical Director was asked if he
reviewed the residents' BG fiow sheets. The
Medical Director stated, “...| review the
[Hemoglobin] A1C [a laboratory blood glucose
test that averages blood ghucose for 3 months]
__not the flow sheets...The flow sheetis more for
nursing..." The Medical Director confirmed that he
was not aware of any problems with blood sugars
until 11/11/0% and had not been invited to a
Quality Assurance (QA} meetingin 4 to 5 months
due fo the recent changes in administration.

therapeutic protocol was re-
instated on 11/20/09 to set
parameters for physician
notification of blood
glucoses. )

4. An audit tool to check the
blood glucose levels and
verify physician notification
was developed by NC, RN on
11/10/09
The Director of Nursing or
RN supervisor will audit
diabetic records daily for 4
weeks to ensure compliance,
then monthly for one month
and the quarterly for the next
12 months. The results of the
audits will be reported to the
QA committee weekly for 4
weeks and then monthly for 1
month and then quarterly for
the next 12 months. The QA
committee, comprised of the
Administrator, the Director of
Nursing, the Medical
Director, Dietician /food
service manager, the
- Pharmacy Consultant, the
Social Services director, the
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F 157 | Continued From page 5 F157| Activity director the
Medical record review for Resident #14 : -
documented an admission date of 2/26/09 with epvnronmentilﬂs;:gv 1ces
diagnoses of Mood Disorder, Benign Prostate director, the

Hypertrophy, Suicidal Ideation, Diabetic coordinator, and others as
Retinopathy, Gastroesophageal Reflux Disease, appointed by the
Hy;ipergensignfagd Diabetes Mellitus. A telephone administrator, will make any
order dated 2/26/09 documented "...Fax BG

[blood glucose] to office on 3-5-09..." Review of needed changes 10 the plan
the physician's admission orders dated 2/27/09
documented n Accuchecks ac [before meals] &
[and] hs... 6AM... 11AM... 4PM... 9PM.." Review
of the admission progress note dated 2/27/08
documented "...PMH [past medical history]... DM
[Diabetes Mellitus}, out of control...” The facility's
protocol was for the MD to be notified of blood
glucoses below 50 and above 450. There was no
physician order written that was different from this
parameter.

Review of Resident 14's laboratory BG dated
3/6/09 documented "Test>GlUucose, Result=35,
Flag *L [alert to low BG value], Reference
[Ranges within normal limits] =75-110." There
was ho documentation the Medical Director (MD)

was notified of this low BG.

Review of Resident #1 4's Blood Glucose (BG)
flow sheet for March 2009 documented the
following BG resuits with no documentation that
the physician was notified:

a. 3/8/09 at 9:00 PM - BG was (=) 54.

b. 3/11/00 at 2:30 PM - BG = 496.

d. 3/12/09 at 8:30 PM - BG = 404.
e 3/13/09 at 5:00 PM - BG = 433.
§. 3/13/09 at 9:00 PM - BG = 532.
g. 3/14/09 at 3:00 PM - BG = 510.
h. 3/15/09 at 4:00 PM - BG = 445.
i. 3/15/09 at 8:00 PM - BG = 541.
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1. 3/26/09 at 9:00 PM - BG = 481.

k. 3/27/09 at 4:00 PM - BG = 450.
. 3/29/09 at 9:00 PM - BG = 466.
m. 3/30/09 at 8:00 PM - BG =423.

level HGB A1C.

Review of Resident 14's Jaboratory HGB A1G
dated 6/30/09 documented “Test>HGB A1C,
Result=8.9, Flag H [High A1C level], Reference=<
[oelow] 7.0% [percent].” There was no
documentation the MD was notified of this high

ysician's orders

Review of Resident #14's ph
ACCUCHECK AC

dated 8/1/09 documented
AND HS SS [sliding scale} NOVOLOG
INSULIN...150- [to] 200 4U funits] ...201-250
6U...251-300 8U...301-350 10U...351-400 15U...
451-14U AND MONITOR @ [every] 4 HRS [hours) |
TIL [until} STABLE..." There was no physician's’
order for sliding scale insulin to be given for BG
readings for 401 fo 498. The physician was not
notified to obtain SSI orders for BG for 401-450
as per the facility's diabetic therapeutic protocol.

Review of Resident #1 4's BG flow sheets for
August 2009 documented the following:

a. 8/4/09 at 4:00 PM - BG =416, 14U of Novolog
insulin given. There was no
the physician was notified of the BG, nor was an
order obtained for the insulin administered.

b. 8/6/09 at 4:00 PM - BG = 404, 15U of Novolog
insulin given. There was no documentation that
the physician was notified of the BG, norwas an
order obtained for the insulin 2
c. 8/14/09 at 4:00 PM -BG = 507, there was no
documentation that the physicia
the 507 BG. There was another
on 8/14/09 at 4:00 PM - BG = 448, 15U of
Humalog given. There was no documentation that

documentation that

dministered.

n was notified of
BG documented
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E 157 | Continued From page 7 F 157
| the physician was notified of the BG, nor was an
order obtained for the insulin administered.

d. 8/14/089 at 8:00 PM-BG= 58, there was no
documentation that the physician was notified of

the BG.
e. 8/17/09 at 4:00 PM - BG = 474, there was no

documentation that the physician was notified of

the BG.

£ 8/19/09 at 4:00 PM - BG = 424, 15U of Novolog
given. There was no docurnentation that the
physician was nofified of the BG, nor was an
order obtained for the insulin administered.

g. 8/20/08 at 14-00 AM - BG = §17. There was no
documentation that the physician was notified of

the BG. :

h. 8/21/09 at 4:00 PM - BG = 410, 15U of Novolog
given. There was no documentation that the
physician was notified of the BG, nor was an
order obtained for the insulin administered.

i 8/24/09 at 4:00 PM - BG = 445, 15U of Novolog
given. There was no documentation that the
physician was notified of the BG, nor was an
order obtained for the insulin administered.

j. 8/29/09 at 14-:00 AM - BG = 457. There was no
documentation that the physician was notified of
the BG.

Review of Resident #1 4's physician's
recertification orders for September 2008
documented the same insulin orders as August
2009. Review of Resident #14's MAR for
September 2009 documented that Levimir 25
units was given at 8:00 PM from 9/1/09 through
g/11/09 without & physician's order. Review of
Resident #14's BG flow sheet for September
2009 documented 120 opportunities forthe BG to
be checked. The BG ranged from a high of 467
on 9/23/09 at 4.00 PM to a low of 62 on 9/8/09 at
11:00 AM. The BG on 9/23/09 at 4.:00 PM was
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dated 9/30/09 documented
Result=8.2, Flag

10/6/09 @ [at} 3:15 PM" (6 days
was received). There
level.

During an interview in

The DON stated,
the Doctor..."

diagnoses of Diabetes,
Use Disorder and Below

9/1/09 documented,
CARB [Carbohydrate]

from this parameter.

467. There was no documentation that the
physician was notified of this elevated BG.

Review of Resident 14's laboratory HGB A1C
"Test-HGB A1G, |
H [High A1C level].
Reference=4.2-5.8. it was documented on the
laboratory results form, “Faxed to DR [Doctor]

was no documentation the
MD was notified fimely of the high HGB A1C

the conference room on
11/10/09 at 2:35 PM, the Director of Nurses
(DON) was asked would she expect the nurses to
notify the physician of a blood glucose over 500.
"Jh...Yeah...They should notify

3. Medical record review for Resident #15
documented an admission date of 7710/09 with
Hypertension, Tobacco
knee Amputation.

Review of a physician's order da
"REGULAR CONSISTENT

[before meals) HS W [WITH} NOVOLIN R 83
[SLIDING SCALE] COVERAGE 0-60 = 40Z
founces] OJ [orange juice] 61-150 = NO
COVERAGE, 151-200 = 2U, 201-250 = 4U,
251-300 = 6U, GREATER THAN 300 = 8U..." The
facility's protocol was for the MD to
blocd glucoses below 50 and above 480. There
was no physician order written that was different

Review of Resident #15's August 2009 MAR and
patient record log documented a BG of A0 on

after the resuit

ted 8/12/09 and

be notified of
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F 157 | Continued From page 9

8/4/09 at 4:30 PM. Review of the August 2009
MAR documented actions taken as "ate dinner
with sweets" rechecked BG at 5:30 PM, BG was
116. There was no documentation that the
physician was notified of the low BG of 40.

Review of Resident #15's September 2009 MAR
and patient record logirequest for treatment plan
documented a BG of 45 on 9/28/09 at 6:30 AM,
apple juice given. A rechecked BG of 84 on
0/26/09 at 6:45 AM. There was no documentation
that the physician was notified of the low BG of

45,

4. Medical record review for Resident #16
documented an admission date of 10/23/09 with
diagnoses of Diabetes, Ankie Fracture, Morbid
Obesity, Hypertension, Parkinson's Disease,
General Anxiely, Depression, Chronic Obstructive
pulmonary Disease and Obstructive Sleep
Apnea. Review of the physician's orders dated
41/3/09 documented, "Lantus 8 Units SQ
[subcutaneous] at HS...Accucheck AC and HS ¢
S5 R [regular] insulin 201- 250 =34, 251-300
=61, 301 -350 = 9y, 381 - 400 = 12, > [greater
than] 400 = 12U and recheck in 1 hour..." The
facility's protocol was for the MD to be notified of
blood glucoses below 50 and above 450. There
was no physician order written that was different

from this parameter.

Review of Resident #1 &'s November 2008 MAR
and patient record logirequest for treatment plan
documnented a BG of 43 on 11/8/09 at 6:00 AM,
kool-aid given. There was no documentation that
the BG was rechecked or that the physician was
notified of the low BG of 49.

. The surveyors attempted to contact the

F 167
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E 157 | Continued From page 10 F 157
Physician for Resident #15 and #16 on 11/11/09.
The Resident #15 and #16's Physician returned
the call o the state office on 11/12/09 at 4:40 PM.
Resident #15 and 16's attending Physician
verified that he was not aware of any problems
with insulin regarding his residents in recent
times.
F 164 | 483.10(e), 483.75(1)(4) PRIVACY AND F 164
85=D CONFIDENTIALITY
1\-25- o«

The resident has the fightto personal privacy and
confidentiality of his or her personal and clinical
records.

Personal privacy includes accommodations,
medical treatment, written and telephone
gommunications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

Except as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facility.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another heaith care
institution; or record release is required by law.

The facility must keep confidential all information
contained in the residents records, regardiess of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law, third party payment
contract; or the resident.

F 164

during med pass.

11/14/09

the DON regarding

1. The MAR was closed upon
discovery. Nurse # 3 has been
re-educated by the NC on
11/11/09 on maintaining the
confidentiality of residents’
records by closing the MAR

5 Other residents having the
potential to be affected were "
identified by observation of

med passes by the DON, NC,

and Pharmacy Consultant on

3 The licensed nursing staff
was in serviced on 11/14/09 by

maintaining the confidentiality
of residents’ records by closing
the MAR during med pass.
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date will be in serviced prior to
returning to duty . No agency
qurses are utilized at this time.
In-service will be conducted
upon hire and annually
thereafter. Agency nurses will
be in serviced prior to

working. These in-services

will be conducted by the
Director of Nursing ot the RN |
Supervisor.

The Medication Pass

Evaluation Tool was created

by the DON on 11/14/09 to
audit privacy of Mars. The |
tool includes observation of |
the nurse being evaluated
closing the MAR when not in
use. The DON/NC began the

Medication Pass Evaluation
with nurses on 11/14/09.

4. The Director of Nursing
and NC began the Medication
Pass Evaluation with all nurses
11/14/09 and will continue
until all nurses have been
completed. The DON or the
RN supervisor will observe a

- —
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med pass with 2 nurses 2 times
a week for 4 weeks the 2
nurses weekly for 2 months
and then 2 nurses quarterly for
the next 12 months. . Findings
of the andit will be reported to
the QA committee weekly for
4 weeks, monthly for 2
months, and then quarterly for
the next 12 months. and then
as needed. The QA committee,
comprised of the
Administrator, the Director of
Nursing, the Medical Director,
Dietician /food service
manager, the Pharmacy
Consultant, the Social Services
director, the Activity director,
the environmental services
director, the MDS coordinator,
and others as appointed by the
administrator, will make any
needed changes to the plan.
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F 241
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Continued From page 1
This REQUIREMENT is not met as evidenced

by:

Based on observations, it was determined 10of7
(Nurse #3} nurses failed to maintain the
confidentiality of residents' medical records by not
covering or closing the Medication Administration
Record (MAR) during medication ad ministration.

The findings included:

1. Observations outside of resident room 304 on
11/9/09 at 3:25 PM, Nurse #3 left the MAR open,
on the medication cart, revealing the resident's
private information.

2. Observations outside of resident room 303 on
11/9/09 at 3:35 PM, Nurse #3 left the MAR open,
on the medication cart, revealing the resident’s
private information. '
483.15(a) DIGNITY

The facility must promote care for residents in a
manner and in an environment that maintains of
enhances each resident’s dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced

by

Based on policy review, observations and
interview, it was determined 2 of 6 {Nurses #3
and B) nurses failed to maintained residents’
dignity and respect by entering residents' rooms
without knocking of gaining permission prior 0
entering the room during the medication pass.

The findings included:

1. Review of the facility's Resident Rights policy

F 164

F 241

F 241

1. Nurses #3 and #6 were
re-educated by the DON
and the NC on 11/14/09 on
resident privacy in regard 10
knocking on doors and
gaining permission prior to
entering .

2. Other residents with the
potential to be affected were
identified through
observation of staff entering
rooms on 11/14/09. Staff
were verbally re-educated
by the ADM, DON, and/or
NC at the time of the
observation

\\_QG—GC\
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E 241 | Continued From page 12 F 241 3, Alt taundry, housekeeping, social,
documented, "t is the policy of the facility that all gﬁ‘iﬁ; ativity, mursing and
residents be treated with kindness, dignity, and . e staff were in serviced

on privacy regarding knocking on
respect. Staff members shall knock before doors and paining permission (o enter
entering the resident's room.” on 11/14/09 by the administrator.

o _ o Education on Resident Rights will be

2. QObserfvations durng the medication pass on provided upon hire and annually
11/9/09 at 3:20 PM, Nurse #3 entered resident thereafter for laundry, housekeeping,
room 109 B without knocking o gaining social, dietary, activity, nursing and
permission {o enter. administrative staff.

A Resident Privacy Audit Tool was
Observations during the medication pass On ‘;‘;‘ﬁ%g“ﬁdﬂfa“;d by the DON en
11/9109 at 3:27 PM, Nurse #3 entered resident o eration of k‘;fogﬁfn‘é‘iﬂm
room 302 B without knocking or gaining privacy custains, MAR s closcd, g
permission {0 enter.

_ _ o 4. The Resident Privacy Audit Tool
Observations during the medication pass on will be completed by the Sccial
11/9/09 at 3:30 PM, Nurse #3 entered resident Service Director, the DON, the
room 302 A without knocking or gaining ADM, or NC every day for 2 weeks,

' permission fo enter. then weekly for 4 weeks and then

monthly for the next 12 months. The
2 Observations during the medication pass on {gsgfésé’gme a“d.‘ttts will be reported
11/10/09 at 5:15 AM, Nurse #6 entered into foom o e dﬁ?ﬂﬁﬁfrﬁy ford
205 without knocking or gaining permission to 12 months. The QA commiltee,
enter. comprised of the Administrator, the

) ) o Director of Nursing, the Medical
Observations during the medication pass on Director, Dietician /food service
14/10/09 at 6:10 AM, Nurse #6 entered resident manager, the Pharmacy Consuitant,
room 206 without knocking or gaining permission the Social Services director, the
to enter. Activity director, the environmental

services director, the MDS
. . . . . dinator, and others as a ointed
During an interview in the hallway outside room coordingor, & as appointe
506 on 41/10/09 at 6:15 AM, (after the surveyo! oy ‘:(‘l‘:dafﬁ‘;‘lf;‘;‘;‘;°;;;“};““§fdﬁny
t nocked on the door) Nurse #6 stated, | always make any needed ch arcs to the plan
forget to do that [knock on the door] when the
door is open.”

F 268 | 483.15(h){(7) ENVIRONMENT- SOUND LEVELS F 258

s8=D
The facility must provide for the maintenance of
comfortable sound levels.
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F 258 | Continued From page 13 F258| F2sg

1. The Activity Director and

This REQUIREMENT is not met as evidenced ADM held a Resident Council or

by: 11/14/09 to identify the issues
A 4
Basedd on observations and the group interview, it - | with noise control. :
was determined the facifity failed to rmaintain i i i !
comfortable sound levels on 1 of 4 (200 hall) halls The Activity Dt’re‘?t"f and S":ﬁl :
in the facilty. Six (6) of @ alert and oriented Services Director interviewed the
residents {Resident #9 and Random Residents residents not attending the
(RR) #1, 6, 7, 8 and 9) attending the group Resident council meeting to
lqtervlew camplained of loud noises during the identify issue with noise control
night and early moming hours. on 11/25/09
The findings included: ] ;
2. All residents having the
During the group interview conducted in the parlor potential to be affected were
room on 11/8/09 at 9:00 AM, sampled Resident identified through resident '.
49 and RRs #1, 6, 7, 8 and,9 complained of the : torviews |
noise during the night and early morming hours council and one on om‘a 1;1t§;g;ew. i __,I
related to the laundry barrels being rolled down . | bythe AD and §§ on 11/25/0%. s
the halls. : i
Obsarvations in the 200 Hall on 11/10108 t 524 3. The barrels were insulated to l
servations in the all on 1 at 5: ount of noise . ;
AM and 8:15 AM, revealed laundry barrels being | f:‘::rf; o t:t?l ; ;t lcl::)unci | meetin 'i
transported from the laundry haliway ta the 200 \nother res . &
haliway making a very ioud noise. was held 11/19/09 to inform the i_
E 278 | 483.20(g) - (j) RESIDENT ASSESSMENT B residents of the measures in place
S8=D ' A Noise Level in Hallway Audit
The assessment must accurately reflect the tool wags created by the Adm on ‘
resident’s stafus. 11/19/09/ to document noise '

levels

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

Aregistered hurse must sign and certify that the
assessment is completed.

ORM CME-2567(02-89) Pravious Varsions Obsolate Event 1D: M2WG11 Facilly ID: TNZ708 if continuation sheat Page 14 of 99



11/38/2003 22:14

7317841562

DEPARTMENT OF HEALTH AND HUMAN SERVICES

BAILEY PARK CLC

PAGE ©6/48

PRINTED: 11/20/2009
FORM APPROVED

OMB NO. 0938~039_1_|

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES Xy PROVDERSUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN CF CORRECT!ION {DENTIFICATIO N NUMBER: COMPLETED
A. BUILDING
445339 B. WING 11/11/2009

NAME OF PRCVIDER CR SUPPLIER

STREET ADDRESS, CITY. STATE, ZIP CODE
2400 MITCHELL STREET

F 278
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ghis REQUIREMENT is pot metas evidenced

N

Based on observations and the graup interview, it
was determninad the facility failed ta rmaintain
comfortable sound fevels on 1 of 4 (200 hall) halls
in the facility. Six (6) of 9 alert and oriented
residents {(Resident #3 and Random Residents
(RR) #1, 6, 7, 8 and 9) attending the group
interview complained of loud noises du ring the
night and early moming hours.

The findings included:

During the group inferview conducted in the parlor
room on 11/8/08 at 9:00 AM, sampled Resident
#9 arid RRs #1, 6, 7, 8 and 9 complained of the
nolse during the night and early morning hours
related to the laundry barrels being rolled down
the halls.

Observations in the 200 Hali on 11/10/09 at 5:24
AM and 6:15 AM, revealed laundry barrels being
transported from the laundry hallway to the 200
hallway making a very loud noise.

483.20(q) - (j) RESIDENT ASSESSMENT

The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

discuss noise level during
monthly resident council meeting
once a month for 1 month and
then quartesly for the next 12
months. The Activity Director
will interview one resident on
each hallway once a month for 1
month and then quarterly for the
gext 12 months. The findings
will be presented to the QA
committee monthly for 1 month
and then quarterly for the next 12
months.

The Administrator Maintenance
Director will make walking round

daily for one week, then weekly x
4, then monthly x 3, then
quarterly for the next 12 months
to cover all shifts to assess noise
levels. The findings of these
rounds will be presented to the
QA committee weekly for 4
weeks, then monthly for 3 months
and then quarterly for the next 12
months. . The QA committee The
QA committes, comprised of the
Administrator, the Director of
Nursing, the Medical Director,
Dietician /food service manager,
the Pharmacy Consultant, the
Social Services director, the
Activity director, the

BAILEY PARK CLC
HUMBOLDT, TM 38343
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PREFIX (EACH DEFICIENCY MUST BE PRECEDE DEBY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEEICIENCY)
F 258 Continued From page 13 . . . . |
pag F258) 4 The Activity Director will '_
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F 258 Continued From page 13 F 2568 environmental services director,
the MDS coordinator, and others
as appointed by the administrator, |
This REQUIREMENT is not met as evidenced will make any needed changesto |
by: the plan . ;
Based on abservations and the group inferview, it :
was determined the facility failed to maintdin
comfortable sound levels on 1 of 4 {200 hall) halls
in the facility. Six (6) of 9 alert and oriented
residents (Resident #9 and Random Residents
(RR)#1,8,7,8and g) attending the group
interview complained of loud noises during the
night and earty morning hours.
The findings included:
During the group interview conducted in the partor
room on 11/9/09 at 9:00 AM, sampled Resident
#9and RRs#1,6,7,0and 9 complained of the )
noise during the night and early morning hours \
related to the laundry barrels being ralled down :
the halls. F 2—?8 '
Observations in the 200 Hall on 11/1 0/09 at 5.24 )
AM and B:15 AM, revealed faundry barrels being 1.The MDS for Resident #3
transported from the laundry hallway to the 200 was reviewed by the NC
hallway making a very loud noise. . and & significant change (-05 o
I;SZTEB) 483.20(g) - (J) RESIDENT ASSESSMENT F 278 assessment Was completed
The assessment must accurately reflect the on 122/09 by the MD,S
resident's status. - nurse due to changes 1n
wound staging. Resident #
A registered nurse must conduct or coordinate 9’s MDS was reviewed by
each assessment with the appropriste the NC for accurac d i
i - y an ,
participation of health professionals. MDS attestation done by
A registered nurse must sign and certify that the MDS nurse on 11/22/09 to
assessment is completed. cormrect data entry errar '!
related to dialysisi. !
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F 278 | Continued From page 14 F 278
- Each individual who completes a portion of the . .
assessment must sign and certify the accuracy of 2. Other residents with the
that portion of the assessment. potential to be affected were
) _ identified by a review of the
| under Medicare and Medicaid, an individual wiho current MDS by the NC on
willfully and knowingly certifies a material and 11/21/09 for I resident
false statementin a resident assessment is . © cac resiaen
subject o a civil money penalty of notmore than receiving dialysis and 1o
1,000 for each assessment; or an individual who corrections were needed.
willfutly and knov\{ingly causes another individual No other residents were
to certify a material and false statementina . dentified with pressure .
resident assessment is subjectto a civil money 1
penalty of not more than $5,000 for each ulcers.
assessment.
3. The MDS nurse was re-
Clir{icgi |disadg;eement does not constitute a educated by the DON on
material and false statement. 11/20/09 regarding
accurate completion of the
This REQUIREMENT is not metas evidenced MDS.
by: The Director of nursing will
32?&?&2&‘2?%'1Le?a"éﬂt{ff‘;‘?;“dié‘%‘“‘ﬁgii}‘;' ' review 2 MDS for 59357
i i cc
complete the Minimum Data Set (MDS) for 2 of each month for the next 12
18 (Residents #3 and 9) sampled residents. months. _
An MDS audit tool was
The findings included: created by the NC on
_ 11/20/09. The tool will
1. Medical record review for Resident #3 track any changes needed
documented an admission date of 8/ 31/09 with Yo 8
diagnoses of Acute Kidney Failure, and supporting
Gastrointestinal Stromal Tumor, Pressure Ulcers, documentation.
Colostomy, Left Above Knee Amputation and
sepsis. Review of the MDS dated 9/4/09 4. The findings of the MDS
documented in "Section M. Skin Condition ... & review will be reporte db
Stage 1. A persistent area of skin redness P y
(without a break in the skin) that does not the DON to the QA
disappear when pressure i$ relieved... 3 areas
_b..Stage 2. A partial thickness Joss of skin
Facllity 10; TN2708 if continuation sheet Page 15 of 99
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The resident has the right, uniess 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 treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility

BAILEY PARK CLC HUMBOLDT, TN 38343
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£ 278 | Continued From page 15 F278 committee monthly for 3
layers that presents clinically as an abrasion, months and then quarterly
biister or shailow crater... 3 areas.” The MDS
Sated 10/30/09 documented in "Section M. Skin for the next 12 months.
Oondition 1... a. Stage 1... 1area ... b... Stage 2... The QA committee,
2 areas." The facility failed to accurately assess . comprised of the
the resident for pressure uicers. Review of the Administrator, the Director
weekly ulcer reports dated 9/4/09 and 10/30/09 of Nursing, the Medical
documented 2 pressure ulcers at a stage 3. Director, Dietician ffood
2. Medical record review for Resident #9 service Manager, the
documented an admission date of 1/28/08 and a Pharmacy Consultant, the
readmission date of 3/30/09 with diagnoses of Social Services director, the
Lower Extremity Embolism, Muscle Disuse Activity director, the
Atrophy, End Stage Renal Disease, Malig nant viro ymental sc:,rvices
Hypertension, and Diabetes with Renal Manifest. er} iron
The MDS dated 4/30/08 in *Section P 1 b dialysis director, the MDS
was not documented. The facility failed to coordinator, and others as
accurately complete the MDS. | appointed by the
During an interview in the conference rocom on admmls:;ira(';orl,lwﬂl mtakfh
11/11709 at 8:20 AM, the MDS Nurse stated, "1 any needed changes to the
pull information from the admission nurse plan .
assessment, skin book, and look at the treatment
sheets...there is 50 much information it is hard for
me to gather...) lock at the residents myseif..."
E 280 | 483.20(d)(3), 483.10(0)(2) COMPREHENSIVE Foso| F280 250

1. The care plan for Resident # 9
has been revised to nclude
emergency measures for bleeding
by the NC on 11/22/09 .

n_One other resident receiving
dialysis was identified as having
the potential to be affected. The
care plan was ceviewed by the NC
and changes made 11/12/09.

|

FORM CMS-2567(02-99) Previous Verslons Obsolete Event 1D: MEWG11

Faclity ID: TN2708 If continuation sheet Page 16 of 89



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS EOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/20/2009
FORM APPROVED

OMB NO. 0938-0391
(X3) DATE SURVEY

STATEMENT OF DEFICIENCIES X1} PROWDERISUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION
.+ LAN OF CORRECTION JDENTIEICATION NUMBER: COMPLETED
A BUILDING
: -
445339 B. WING 11/11/2009
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, cITY, STATE, ZIP CODE
2400 MITCHELL STREET
B
AILEY PARK CLC HUMBOLDT, TN 38343
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 280 | Continued From page 16 F 280
for the resident, and other appropriate staffin 3 The-IDT care plan t€am
gisciplines as determined by the residents needs, including 'ghe M-DS nurse, AD,
and, to the extent practicable, the participation of $S, and Dietary Director were 111
the resident, the _resident‘s family or the resident's serviced by the NC on 11/22/09
legal representatwe; and periodically reviewed regarding comprehensive Care .
and revised by a team of qualified persons after tans for emergent bleeding from
each assessment. p.a 5! emergomt &
dialysis access devices.
A care plan audit tool was created
by the NC on 11/12/09. The tool
. . . reflects the care plan is
This REQUIREMENT s not met as evidenced . an . b
by: individuatized and
Rased on medical record review, observation and implementation reflected in the
interview, it was determined the facility failed to nurses notes.
revise the resident care plan for emergency
blegdlng for 1 of 18 (Resident #9) sampled 4. The Director of Nursing of the '.
residents. . - : |
Medical Records nurse will check |
The findings included: 7 care plans a week for 4 weeks |i
) _ _ then 2 care plans 2 month for 2 |
'&“ffd%aéE?SS’SJZ‘A‘%‘*;‘?éfﬁit‘i‘i‘?ﬁ?smg anda months and then quartrly for e |
1SS : ]
readmission date of 3/30/09 with diagnoses of next 12 months a_nd report finding E
Lower Exiremity Embolism, End Stage Renal to the QA committee monthly for
Disease, Diabetes with Renal Manifest and 3 months and then quarterty for
Muscle Disuse Afrophy. Review of the the next 12 months.
comprehensive care pfan had no documentation The QA committee comprised of
for care of emergency bleeding related to o I
Resident #9 having a Left Subclavian Port access the A.dmlmstrator-, the I?lrector of
for dialysis. Nursing, the Medical Director,
Dietician /food service manager,
During an observation and interview with the Pharmacy Consultant, the
Resident #9 In her room on 11/9/09 at 3:45 PM, Social Services director, the
Resident #9 was lying n bed covered up. ‘Activity direct th
Resident #9 invited the surveyor into her room ctivity direc or,the
and told the surveyor she had been 10 dialysis environmental services director,
today. The surveyor asked Resident #9 if she had the MDS coordinator, and others
a shunt. Resident #0 stated, "No, | have @ port. as appo'mted by the administrator, J
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and patted her upper chest.

care plan Nurse stated,

information to gather."
F 282

8S=J) PLANS

care.

This REQUIREMENT

Pharmacists,

wrong insulin doses.
the conference foom on

During an interview in the conference room on
14/41/09 at 8:20 AM, the care plan
asked about the revision of the care
include a care plan for emergency bleeding. The
“ there is so much

information...to gather...'m going to getthemto
look better ! promise...there is just sO much

483.20(K)(3)(i) COMPREHENSIVE CARE

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with pach resident's written plan of

is not metas evidenced

by

Based on policy review, review of "MED-PASS"
provided by the American Society of Consultant
medical record review,
and interview, it was determined the facility staff
fziled to follow the comprehe
monitoringr'recording blood/glucose levels andfor
administering medications as ordered for 4 of 18
(Residents #4, 14,15 and 16) sampled residents.
The insulin dependent diabetic residents have the
high likelihood of having hypo!hyperglycemic
episodes by receiving the wrong insulin or the

A conference was held in
11/10/09 at 4:45 PM, at
which time the Administrator and Director of
Nursing (DON) were informed of the
placed the diabetic residents i
jeopardy (1), The IJ effective date is 11/10/09,
and is ongoing until the 1J 18 removed.

nsive care plan for

the plan . will make any needed
changes to the plan.

Nurse, was
plan to

F282
: NUOTEL Y

1.The care plans for Residents

# 414,15, and 16 are now being

followed regarding monitoring

and recording blood/ glucose

levels and/or administering :

medications as ordered. The care |

plans were reviewed by the DON |

and NC, RN on 11/11/09.

observation '.

o Residents with the poteatial t0

be affected were identified by a

ceview of the physician orders,

MARS, care plans, and diabetic

records for all diabetic residents

was begun on 11/1 1/09 and

completed on 11/19/09 by the

DON, the ADM, and the NC,RN.

Finding were lack of notification

parameters for blood glucoses,

inadequate physician orders for

§SI and insulin.

findings that
n immediate
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The findings included:

{. Medical record review for Resident #4
documented an admission date Of 2/26/09 and a
readmission date of 10/1/09 with diagnoses of
Diabetes, Aphasia, Hypertension, Convulsions,
Stroke with Hemiparesis and Dementia. Review
of the care plan dated 2/26/09 and updated
6/4/09 and 9/2/09 documented, »pccu-checks as
ordered per MD [Medical Doctor) Administer
medications as ordered per MD assess for s/s
[signs and symptoms] for hypo / hyperglycemia..."
Review of Resident #4's August 2009 physician’s
arder documented, " NOVOLINR PER SLIDING
;SSALE AC AND HS 151- fto} 200 31, 201-250

Review of the Medication Administration Record
(MAR) and patient record logfrequest for
treatment plan for August 2009 revealed 10 of 31
opportunities with no documentation of blood
giucoses (BG) being obtained as ord ered and
care planned. Review of the August 2009 MAR
and the patient record log/request for treatment
tan documented the following:
a. 8/10/09 at 8:00 PM - BG 223, no SSI was
documented as given, correct dose was 5U.
b. 8/16/09 at 8:00 PM - BG 167, no
documentation that S8l was given, correct dose
was 3U. The caré planned was not followed to
administer medications as ordered.

Review of Resident #4's physician's orders dated
9/11/09 documented, " OBTAIN ACCUCHECKS
Q [every] AM AT 6 AM WITH SSI NOVOLIN R
LA451-200 = [amount of insulin to be
administered] 3U..." Review of the MAR and
patient record logirequest for treatment plan for

PRINTED: 11/20/2009
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COMPLETION
DATE

1o
PREFIX
TAG

F 282
3 The licensed nursing staff was

in serviced regarding following
the physicians orders and
documentation of medications
and accuchecks on 11/10/09 by
the DON.
The licensed nursing staff was in
serviced regarding following the
plan of care on 11/10/09 by the
DON.
Nurses not inserviced on this date
will be inserviced prior 10
returning to duty . No agency
. nurses are utilized at this time. _
: . Inservice will be conducted upon |
' * hire and annually thereafter. !
Agency nurses will be inserviced
prior to working. These inservices
' will be conducted by the Director
of Nursing or the RN supervisor.
A tool was developed by the i
NC,RNon 1V/ 10/09 to audit the
documentation of blood glucoses
as ordered by the physician and
the notification of the physician
of blood sugars outside the
~ parameters. This tool will show
that the care plan is being
followed in relation t0
administering medication as
ordered and doing accuchecks as
ordered, and notifying the
physcian.
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September

following:

was 3U

was 3U

documented an

documented “...
{and] hs [hour o
oPM..." Review

September 2008 revealed 6
with no documentation of a BG being.obtained as
care planned. Review of Resident #4's

2009 MAR and
Jog/request for treatment plan documented the

a. 9/25/09 at 6:00 AM - BG 175, no
documentation that S8l was given, correct dose

was 3U.
b. 9/26/09 at 6:00 AM - BG 187, no
documentation that S8l was given, correct dose

c. 0/27/09 at 6:00 AM -
documentation that 55| was given, correct dose

d. 9/30/09 at 6:00 AM
documentation that 551 was given, correct dose
was 3U. The care
administer medications as ordered.

Review of the MAR and patient record log/request
for treatrent plan for October 2009 revealed 10
of 30 opportunities with no
BG being obtained. The care planned was not
followed for obtaining BG levels.

o Medical record review

diagnoses of Mood Disorder, Benign
Hypertrophy, Suicidal 1deation,
Retinopathy, Gastroesophageal
Hypertension and Diabetes
the physician's admission orders dated 2/27/09

and updated 6/1 1/09 and 9/20/09 documented,
" ..Risk for complications r/t [related t0] dx
[diagnosis] Diabetes Mellitus... Monitor/record

of 31 opportunities

the patient record

BG 160, no

-BG 168, no

planned was not followed to

documentation ofa

for Resident #14

date of 2/26/09 with
Prostate
Diabetic

Reflux Disease,
Mellitus. Review of

admission

Accuchecks ac [before meals} &
fsleep] ... BAM... 11AM... 4PM...
of the care plan dated 2/26/09

4. The Monitoring :
Accuchecks/MD Notification '
Audit Tool has been done daily

by the Director of Nursing or

NC,RN since 11/11/09 and will
continue to be done daily by the
DON, NC,RN, and the RN

supervisor for 3 more weeks and

the weekly for 4 weeks and then
monthly for 1 month and then |
quarterly for the next 12 months .
Findings will be reported to the
QA committee weekly for 4 |

committee, comprised of the ..

Administrator, the Director of !
~ Nursing, the Medical Director, |

Dietician /food service manager, ‘

the Pharmacy Consultant, the

Social Services director, the

Activity director, the

weeks and then monthly for 1 I
month and then quarterly for the IS
next 12 months, The QA g

environmental services director,
the MDS coordinator, and others
as appointed by the administrator,
will make any needed changes to
the plan .

|
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blood sugar as ordered per MD Monitor for /S
hypofhyperglycemia as needed Administer meds
as ordered per MD..."

Review of Resident #14's March 2009 MAR
documented "...NOVOLOG .GIVE 15 UNITS
DAILY AT 7am... NOVOLOG .GIVE15 UNITS
SUBQ [subcutansous] AT 1130A... NOVOLOG
_GIVE 15 UNITS SUBQ DALLY AT 4PM...
LANTUS ...50 UNITS SUBQ DAILY AT HS [hour
of sleepl...” There was an entry written in on the
March 2009 MAR for "...Accu [check] 8AM..."
There was no documentation that the BG was
checked at 6:00 AM on 3/1/09 and 3/4/09. The
7-:00 AM dose of Novolog was left blank, and not
initialed as given for 3/1/09 through 3/4/09. The
14:30 AM Novolog dose was feft blank, and not
initialed as given for 3/4/09. The 3/5/09 4:00 PM
dose was left blank as not given.

Review of Resident #14's readmission orders
dated 3/6/09 documented » _Continue current
medications except changes in Insulin doses...
Reduce Lantus to 25 units at 9 pm subcu and
start Lantus 10 units in the morning subcu BA. A
total of 35 units Lantus per day instead of 50 units
q [every] PM... Novolog 12 units before breakfast,
lunch & [and] supper... D/C [discontinue] previous
Novolog... Continue to monitor BS 4xiday [four
times per day]...”

Review of Resident #14's BG flow sheets for
3/7/09 through 3/21/09 documented 60
opportunities for the BG to be checked. There
were 3 opportunities with no documentation that
the BG had be obtained as ordered. Resident
#14's BG ranged from a low of 54 on 3/8/09 at
9:00 PM to a high of 541 on 3/15/09 at 8:00 PM.

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

Event 10 M2WGE11

Facility 10: TN2708

i continuation sheet Page 21 of 99



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/20/2009
FORM APPROVED
OMB NO. 0938-0391

CENTERS ECR MEEICARE & MEDICALD SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
445339 N 14/11/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2400 MITGHELL STREET
BAILEY PARK CLC
P HUMBOLDT, TN 38343
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {¥s)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE comgkfgwn
- TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 282 | Continued From page 21 F 282

Review of the nurses note dated 3/11/09 at 7AM,
documented "...Resident [#14] found...in floor in
room by bed... Assisted out of floor.. .resident
became diaphoretic. BG checked - 56..." A
telephone order obtained on 3/11/09 documented
" D5W [Dextrose 5 percent Water] @ 70 cc
[cubic centimeter] / [per] hr fhour] unti BG over
300 then D/C... Blood glucose Q2 [every two
hours] X [times] 24 {hours)... Hold all insulin for
now... [change] Lantus to Levimir 20U [units] @
HS & 10 U in am..." The every two hour BG were
obtained from 8:30 AM until 10:30 PM. The BG
were 81, 160, 342 (Dextrose 5 percent Water
(D5W) infusion was stopped), 496, 493, 302, 128,
96. There was no documentation that the Q2 hour
BS were obtained after 10:30 PM on 3/11/08.

Review of Resident #14's March 2009 MAR and
patient record log documented BG as follows: -
a. 3/13/09 at 6:00 AM - BG=no documentation
the BG was obtained.

b. 3/43/09 at 9:00 PM - BG = 532, Novolog 14U
given, no order for this insufin administration.

. 314/08 at 3:00 PM -BG = 510, Novoleg 14U
given, no order for this insulin administration.

d. 3/15/09 at 8:00 PM - BG = 541, Novolog 14U
given, no order for this insulin administration.
The care plan was not followed for administering

medications as ordered.

Review of Resident #14's blood sugar flow sheet
for 3/22/089 through 3/31/09 documented 40
opportunities for the BG to be checked. The BG
ranged from 99 on 3/24/09 at 8:00 PM to 481 on
3/26/09 at 9:00 PM. There were 8 times with the
wrong doses of insulin being given. The BG with
the incorrect $51 were as follows:

a. 3/23/09 at 5:00 PM - BG = 326, Insulin given =
12U, correct dose = 10U
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b. 3/23/09 at 9:00 PM - BG = 209, Insulin given =
12U, correct dose = bU.

c. 3/24/09 at 11:00 AM - BG = 162, Insulin given =
12U, correct dose = 4U.

d. 3/24/09 at 5:00 PM - BG =229, Insulin given =
12U, correct dose = 6U. '

. 3/25/09 at 9:00 PM - BG = 262, Insulin given =
OU, correct dose = 8u.
£ 3/29/09 at 9:00 PM -
correct dose =14U.

g. 3/30/09 at 6:00 AM - BG = 258, insulin given =
0, correct dose = 8u. ’

h. 3/31/09 at 8:00 PM - BG = 423, Insulin given =
14U, There was no order for insulin to be given

for this blood sugar level.
The care plan was not foilowed when the correct

insulin dose was not administered or when insulin
was given with no order.

BG = 466, SSI given = ou,

Review of Resident #14's physician orders dated
811109 documented " _LEVIMIR INSULIN 20u g
am ... ACCUCHECK AC AND HS S8 [sliding
scale] NOVOLOG INSULIN ... 150-200 4U
201-2506 U ...251-300 8u ...301-350 10U
.351-400 15 U ... [No physician order for
Novelog sliding scale insulin for BG range of
401-450] ...451-14U AND MONITOR Q 4 HRS
TIL [until] STABLE ..." There was no physician
order for Levimir Insulin 25 U HS that was hand
written onto the August 2009 MAR. There was no
physician's order for SS Novolog Insulin for 2 BG
range of 401-450. There was nNo documentation
that the physician was notified that there were no
orders for SS insulin for @ BG range of 401-450
nor was a physician order obtained for SS Insulin
for BG levels within the range of 401-450.
Review of Resident #1 4's August 2009 MAR
documented 24 doses of Levimir 25 U insulin
given at 9:00 PM without an order for Levimir 25
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medications as ordered.

follows:

dose = 4U.

dose = 6U.

dose = B6U.

correct dose = 14U.

U HS. There was one instance of the wrong
sliding scale insulin given (Humalog instead of the
physician ordered Novolog), on 8/14/09 at 4 PM.

The care plan was not followed for administering

Review of Resident #14's August 2009 BG flow

sheets documented 124 opportunities for BG fo
be checked. There were 4 opportunities for BGto
be checked with no documen
obtained. The BG ranged f
8/14/09 at 8:00 PMto a high of 517 ©
11:00 AM. The August 2009 BG flow sheets
noted insulin was not administered as ordered as

tation that a BG was

rom a low of 58 on
n 8/20/09 at

a 8/2/09 at 8:00 PM - BG = 158, Insulin given =
tation of Novolog

ot evimir given", no documen
ordered, carrect

sliding scale insufin given as

b. 8/4/09 at 4:00 PM - BG = 416, Insulin given =
14U. There was no order for s
to be given for a BG of 401
for 14 U was for a BG of 45
c. 8/6/09 at 4:00 PM - BG=
15U. There was no order for sliding scale insulin
to be given for a BG of 401-450. The physician
order for a BG range of 35
of 15 U of Novolog sliding scale insulin.

d. 8/7/09 at 8:00 PM-BG = 231, Insulin given =
*_gvimir [25 UJ", no documentation of Novolog
sliding scale insulin given as ordered, correct

liding scale insulin
-450. Physician order
1 or greater.

404, Insulin given =

1-400 required a dose

e. 8/11/09 at 8:30 PM -BG = 231, Insulin given =
" evimir [25U]", no documentation of Novolog

sliding scale insulin given as ordered, correct

£ 8/14/09 at 4:.00 PM -BG = 507, insulin given =
There was a blank space with 1
of Novolog sliding scale insulin given as ordered,

o documentation
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g. 8/14/09 at 4:00 PM - BG = 448, Insulin given =
Humalog 15U. The wrong insulin was
administered; there is no physician order for
Humalog insulin to be administered. The
physician order was for Novolog sliding scale
insulin but the physician order did not address the
amount of Novolog sliding scale insulin to be
given for a BG range of 401-450.

h. 8/15/00 at 8:00 PM -BG = 251, Insulin given =
n_evimir given [25 U], no documentation of
Novolog sliding scale insulin given as ordered,
correct dose = 8U. _

i. 8/16/09 at 8:00 PM - BG = 348, Insulin given =
“Levimir given [25 U], no documentation of
Novolog sliding scale insulin given as ordered,
correct dose = 10U.

1. 8/18/09 at 8:00 PM - BG = 234, Insulin given =

.| 8U, correct dose = 6U.

k. 8/19/09 at 4:00 PM - BG = 424, Insulin given =
15U. There was no order for Novolog sliding
scale insulin to be given for BG range of 401-450.
The physician order for a BG range of 351-400
required a dose of 15 U of Novolog sliding scale
insulin.

I 8/21/00 at 4:00 PM - BG = 410, Insulin given =
15U. There was no order for sliding scale insufin
to be given for BG range of 401-450. The
physician order for a BG range of 351-400
required a dose of 15 U of Novolog sliding scale
insulin,

m. 8/24/09 at 6:00 AM - BG = 152, Insufin given =
*0 [no Novolog sliding scale insulin given] held pt
[patient] "brittle", correct dose = 4U.

n. 8/24/09 at 4:00 PM -BG = 445, \nsulin given =
15U. There was no order for Novolog sliding
scale insulin to be given for BG range of 401-450.
The physician order for a BG range of 351-400
required a dose of 45 U of Novolog sliding scale

insulin.
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o. 8/25/09 at 4:00 PM - BG = 247, Insulin given =
There was a blank space with no documentation
of Novolog sliding scale insulin given as ordered,
correct dose = 6U.

p. 8/25/09 at 8:00 PM - BG = 151, Insulin given =
"0 {0 units]', correct dose =4U.

q. 8/29/09 at 4:00 PM - BG = 224, Insulin given =
There was a blank space with no documentation
of Novolog sliding scale insulin given as ordered,
correct dose = 6U.

The care plan was not followed for medication
administration when the wrong insulin (Humalog)
was administered, wrong insulin doses of
Novolog sliding scale insulin were administered,
Novolag sliding scale insulin was not
administered as ordered when the BG level
required administration of insulin and the
administration of insulin for a BG of 401-450
without physician orders for this range of BG.

Levimir long acting insulin 25 U was documented
to be given 5 times by the same Nurse #10, on
the evening shiftat8 PM and 8:30 PiM, with no
physician orders for Levimir 25 U HS. There was
no documentation of Novolog sliding scale insulin
administered per physician orders for (5 times)
8/2. 817, 8111, 8/15, and 816/09.

Review of Resident #14's nurses' notes dated
8/14/09 documented "... Accu [check] @ 4PM =
448 SS..." There was nNo order to give SS! for the
BG of 448.

A nurses' note dated 9/1 1/09 at 11:30 PM for
Resident #14 documented, v .Found diaphoretic,
pale & lethargic. Blood sugar checked © result of
22 Accucheck again -- "too low to be read”
_Ambulance called, report given...9f12a'09 3AM...
RTF [return to facility] per ambulance ¢ [with] new.
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MD orders--Skin warm & dry - Color pale..."

Review of Resident #14's’ recertification
physician's orders dated 9/2/09 documented,

" evemir 25 Units Subcutaneous Every HS At 9
PM For Diabetes... Levimir Insulin 20 u Q AM...
Accuchecks AC and HS S8 Novolog Insulin
150-200=4u, 201-250=61, 251-300=8u,
3014-350=10u, 351-400=15u, 451-14u And
Monitor Q [every] 4 HRS Til funtil] Stable..."
Review of a telephone order dated 9/11/08
documented, "...[decrease] Levemir Insulin to 12
units @ hs." Review of a Return to Facility (RTF}
orders dated 9/12/09 documented, "...2. Change
Novolog Insulin sliding scale subcut
[subcutaneous] 150-200=4units, 201 -250=6units,
251-300=8units, 301-350=1 Ounits, 351-400=12
units, 401 or greater=14 units and monitor Q4
hours til stable and notify MD."

A nurses' notes dated 9/1 1709 at 11:30 PM
documented, "[Resident #14] Found diaphoretic,
pale & lethargic. Blood sugar checked ¢ result of
29 Accucheck again-too low fo
read"...Ambulance called...” The 9/11/09 nurses'
noted documented a low BG of 22. The resident
was exhibiting signs and symptoms of :
hypoglycemia (a low BG).

Review of Resident #14's September 2009 MAR
documented that Levimir was administered at the
wrong dose on 2 occasions for the PM dosage.
Review of Resident #14's September 2009 BG
flow sheet documented 120 opportunities for the
BG to be checked. There were 18 with the wrong
doses of insulin given. The BG ranged from a low
of 62 on 9/8/09 at 11:00 AMto a high of 467 on
9/23/09 at 4:00 PM. The BG with the incorrect
531 were as follows:
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BG flow sheet, correct dose = 6U.

was dc_)cumented as given on
BG flow sheet, correct dose = 6U.
was documented as given on the MA
BG flow sheet, correct dose = 4.

that a BG was obtained.

£ 9/12/09 at 6:00 AM - BG = 317, No
was documented as given on the MA
BG flow sheet, correct dose = 10U.

was documented as given on the MA
BG flow sheet, correct dose = 8u.

was dacumented as given on the MA
BG flow sheet, correct dose = 8u.
i, 9/14/09 at 4:00 PM - BG = 1565, No
was documented as given on
BG flow sheet, correct dose = a4,
j. 9/14/09 at 400 PM - BG = 307, NO

BG flow sheet, correct dose = 10U.

was documented as given on
BG flow sheet, correct dose = 6U.

was a wrong dose and the correct do

was documented as given on

5. 9/2/09 at 4:00 PM - BG =241, No $S Insulin
was documented as given on the MAR or on the

b. 9/2/09 at 8:00 PM -BG = 208, No SS Insulin
the MAR or on the

U
c. 9/7/09 at 6:00 AM -BG = 165, No 55 Insulin
d. 8/8/09 at 400 PM -BG = 229, Insulin that was

documented as given = 4U, correct dose = 6U.
e. 9/8/09 at 8:00 PM - BG =no documentation

g. 9/12/09 at 8:00 PM - BG = 264, NO SS Insulin

k. 9/13/09 at 4:00 PM - BG = 289, No 8S Insulin

the MAR or on the

was documented as given on the MAR or on the

k. 9/15/00 at 6:00 AM - BG = 230, No SS Insulin
the MAR or on the

[ 9/16/09 at 8:00 PM - BG = 239, Insulin given =
25U Levimir. The order for Scheduled PM Levimir
was for 12u. The documented 25U Levimir given

8U Novolog. No SS Insulin was documented as
given on the MAR or the BG flow sheet.

m. 9/17/09 at 4:00 PM - BG = 269, No S8 Insuiin
the MAR or on the

R or on the

S5 Insulin
R oron the

R or on the

R or on the

58S Insulin

S5 Insulin

se of SS =
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BG flow sheet, correct dose = 8U.

n. 9/17/09 at 8:00 PM - BG = 176, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 4u.

o. 9/18/09 at 6:00 AM - BG = 201, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = BU.

p. 9/20/09 at 6:00 AM - BG = 215, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 6U.

q. 9/26/09 at 8:00 PM - BG = 308, Insulin given =
20U Levimir. The order for Scheduled PM Levimir
was for 12u. The documented 20u Levimir given
was a wrong dose and the correct dose of S8 =
10U Novolog. No SS Insulin was documented as
given on the MAR or on the BG flow sheet.

[ 9/27/09 at 9:00 PM - BG = 204, insulin given =
12U Levimir. The resident should have received 6
units of Novolog but there was no documentation
any Novolog was given. The care plan was not
followed for administering medications as
ordered.

Review of Resident #14's physician's orders
dated 10/21/09 documented “ LEVIMIR INSULIN
20U Q AM..." and an order initiated 9/12/09 for

» ACCUCHECKS AC AND HS WITH SLIDING
SCALE INSULIN NOVOLOG 0-149= [amount of
insulin to be administered] 0 UNITS,150-200=4
UNITS, 201-2560=6 UNITS, 254-300=8 UNITS,
301-350=10 UNITS, 351 -400=12 UNITS, 401 OR
GREATER=14 UNITS AND MONITOR Qt 4
HOURS UNTIL STABLE AND NOTIFY MD.."

Review of Resident #1 4's October 2008 MAR
documented that Levimir 12 units was
administered at 8:00 PM from 10/21/09 through
10/31/09 without an order. Review of the October
2009 BG flow sheet documented 124

2400 MITCHELL STREET
BAILEY PARK CLC
HUMBOLDT, TN 38343
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opportunities for BG to be checked. There were
16 with the wrong doses of insulin given. The BG
with the incorrect SS| was as follows:

a. 10/2/09 at 11:00 AM - BG = 214, No SS Insulin
was documented as given on the MAR or on the

-} BG flow sheet, correct dose = 6U.

b. 10/5/09 at 9:00 PM - BG = 308, Insulin given =
12U Levimir, there was no documentation on the
MAR or BG flow sheet of SS insulin given. The
correct dose = 10U Novolog. _

c. 10/6/09 at 6:00 AM - BG = 332, Insulin given =
8U, correct dose = 100.

d. 10/9/09 at 6:00 AM -BG = 150, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 4U.

e. 10/10/09 at 6:00 AM - BG = 150, No SS insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 4.

£ 10/11/09-at 11:00 AM - BG = 267, No SS Insulin
was documented as given.on the MAR or on the
BG flow sheet, correct dose = 8U.

g. 10/15/09 at 6:00 AM - BG =251, jnsulin given
= BU, correct dose = su.

h. 10/15/09 at 9:00 PM - BG = 159, Insulin given
= 12U Levimir, No SS Insulin was documented as
given on the MAR or on the BG flow sheet,
correct dose = 4U.

i 10/16/09 at 11:00 AM - BG = 312, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 10U.

j. 10/18/09 at 6:00 AM - BG = 261, Insulin given =
6U, correct dose = 8L,

k. 410/20/09 at 4:00 PM -BG = 300, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 8U.

1. 10/21/09 at 11:00 AM - BG = 370, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 12U.

m. 10/21/09 at 4:00 PM - BG =260, No amount of
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53 jnsulin was documented as given on the MAR
or on the BG flow sheet, correct dose = BU.

n. 10/21/09 at 9:00 PM -BG = 178, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose =4U.

o. 10/25/09 at 9:00 PM - BG = 304, 1nsulin given
= 14U, correct dose = 12U.

p. 10/29/09 at 11:00 AM -BG =215, No S3
Insulin was documented as given on the MAR or
on the BG flow sheet, correct dose =6U.

The care plan was not followed for medication
administration when wrong insulin and wrong
insulin doses were administered.

Review of Resident #14's physician's orders
dated 11/2/09 documented the same insulin
orders as for October 2009. There were 32
opportunities for the BG to be checked from
11/1/09 through 11/9/09. There were three times
with the wrong doses of insulin given. The BG
with the incorrect SSI given were as follows:

a. 11/3/09 at 11:00 AM - BG = 229, No amount of
S8 Insulin was documented as given on the MAR |
or on the BG flow sheet, correct dose = 6U.

b. 11/6/09 at 6:00 AM - B8G = 178, No amount of
SS Insulin was documented as given on the MAR
or on the BG flow sheet, cotrect dose = 4U.

c. 14/9/09 at 11:00 AM - BG = 230, No amount of
53 insulin was documented as given on the MAR
or on the BG flow sheet, correct dose = 6U.

The care ptan was not followed for medication
administration when wrong insulin doses were
administered. :

3. Medical record review for Resident #15
docurnented an admission date of 7/10/09 with
diagnoses of Diabetes, Hypertension, Tobacco
Use Disorder and Below Knee Amputation.
Review of the care plan dated 7/15/09 and
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updated 10/27/09 documented, “Monitor/record
plood/glucose levels as ordered..." Review of a
physician's order dated 8/12/09 and 9/1/09
documented, "...ACCU CHECK AC [before
meals] /HS W {WITH)] NOVOLIN R S8 [SLIDING
SCALE] COVERAGE 0-50 = 40z jounces] OJ
{orange juice] 61-150 = NO COVERAGE,
151-200 = 2U, 201-250 = 4U, 251-300 = 6U,
GREATER THAN 300 = 8U..." Review of
Resident #15's August 2009 MAR and patient
record log documented a BG of 40 on 8/4/08 at
4:30 PM. Review of the August 2009 MAR
documented actions taken as *ate dinner with
sweets" rechecked BG at 5:30 PM, BG was 116.
There was no documentation that the physician
was notified of the fow BG of 40. Review of the
MAR and patient record log/request for treatment
plans for August 2009 revealed 8/1/09 through
8/31/09 there was no documentation that bedtime
(HS) BG were obtained.

Review of the MAR and patient record log/request
for treatment pians for 9/ 1709 through 9/30/09
revealed there was no documentation that the HS
BG had been obtained. Review of Resident #15's
September 2009 MAR and patient record
jog/request for treatrnent plan documented a BG
of 45 on 9/28/09 at 6:30 AM, apple juice given. A
rechecked BG of 84 on 9/28/09 at 6:45 AM.
There was no documentation that the physician
was notified of the low BG of 45.

Review of the MAR and patient record log/request
for treatment plans for 10/1/09 through 10/31/09
revealed there was no HS BG obtained. The caré
plan was not followed for obtaining BG levels.

5. Medical record review for Resident#16
documented an admission date of 10/23109 with
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diagnoses of Diabetes, Ankle Fracture, Morbid
Obesity, Hypertension, Parkinson's Disease,
General Anxiety, Depression, Chronic Obstructive
Pulmonary Disease and Obstructive Sleep
Apnea. Review of the care plan dated 10/23/08
documented, *...Modnitor/record bloodiglucose
levels as ordered per MD..." Review of the
physician’s orders dated 11/3/09 documented,

" antus 6 Units SQ [subcutaneous] at

HS... Accucheck AC and HS ¢ SS R [regular]
insulin 201- 250 =3U, 251-300 =6U, 301 -350 =
U, 351 - 400 = 12U, > [greater than] 400 = 12U
and recheck in 1 hour..." Review of the MAR and
patient record log/request for treatment plans for
November 2009 documented 1 of 11 :
opportunities with no documentation of BG being
obtained. The facility staff failed to follow the care
pian for obtaining BG levels. Review of Resident
#16's November 2009 MAR and patient record
log/request for treatment plan documented a BG
of 49 on 11/8/09 at 6:00 AM, kool-aid given. The
care plan was not followed for notifying the
physician of the low BG of 48.

8. During an interview in the conference room on
11/11/09 at 8:15 AM, the Minimum Data Set
(MDS) nurse verified that the care plans needed
to be followed.

Refer to F157 and F333. - F309
F 309 | 483.25 QUALITY OF CARE F 309 _
SS=E , . . L2509
Each resident rust receive and the facility must 1. Resident #4 is receving
provide the necessary care and services to aftain accuchecks per current physicians
or maintain the highest practicable physical, order. This is confirmed by the
mental, and psychosocial well-being, in Accucheck/MD notification audit |
accordance with the comprehensive assessment started on 11/10/09 done by the i

and plan of care. ,
P NC. i
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Resident #10 now has a |
physician’s order to continue |

This REQUIREMENT Is not met as evidenced
hospice care.

by:

Based on policy review, medical record review
and interview, it was determined the facility failed
to follow physician's orders for obtaining
accuchecks or ensure an order was written for
hospice care for 5 of 18 {Residents #4, 10, 14,15
and 16) sampled residents.

Resident #14’s physician was
contacted by the DON on
11/19/09.

Resident #14 now has accuchecks
done and documented per q_
physician order. This is confirmec |

The findings included:

1. Review of the facility's naceucheck/Diabetic K/MD |
Policy and Procedure” policy documented, “ltis by t.ig'e A.c cuchz(_; d {
the policy of this facility to perform Accuchecks... notification audit started on

11/10/09 by the NC '

as ordered by the resident's attending physician. ' s
Procedure 1. Accucheck will be performed a : i_
ordered by the physician...” Resident #15 now has accuchecks
done and documented per

2. Medical record review for Resident #4 . .
physician order. This is confirmec

documented an admission date of 2/26/09 with

A readmission date of 10/1/09 with current by the Accucheck/MD
diagnoses of Diabetes, Aphasia, Hypertension, notification audit started on
Convulsions, Stroke with Hemiparesis and 11/10/09 by the NC |

Dementia. Review of a physician's order dated |

8/27/09 documented obtain accucheck every AM

Resident #16 now has accuchecks

at6 AM.

Review of Resident #4's August 2009 MAR and
the patient record logfrequest for treatment plan
revealed there was no accucheck documented as
being done on 8/29/09 at 6:00 AM.

Review of Resident #4's physician’s orders dated
9/11/08 documented, *...OBTAIN ACCUCHECKS
Q AM AT 6 AM.."

Review of Resident #4's September 2008 MAR

by the Accucheck/MD

11/10/09 by the NC

done and documented per
physician order. This is confirmec

notification audit started on
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and the patient record log/request for treatment
plan revealed the following:

a. 9/7/09 at 6:00 AM - no documentation of an
accucheck being done.

b. 9/18/09 at 6:00 AM - no documentation of an
accucheck being done.

Review of the physician's order dated 10/26/09
documented, "...OBTAIN ACCUCHECKS Q AM
AT6 AM.."

Review of Resident #4's October 2008 MAR and
patient record log/request for treatm ent plan
revealed the following:

a. 1015/09 at 6:00 AM - no documentation of an
accucheck being done.

b. 10/16/09 at 6:00 AM - no documentation of an
accucheck being done.:

c. 10/26/08 2t 6:00 AM - no documentation ofan
accucheck being done. ;
d..10/27/09 at 6:00 AM - no documentation of an
accucheck being done.
e. 10/28/09 at 6:00 AM
accucheck being done.
f. 10/29/09 at 6:00 AM - no documentation of an
accucheck being done.

g. 10/30/09 at 6:00 AM - no documentation of an
accucheck being done.

- no documentation of an

3. Medical record review for Resident #10
documented an admission date of 5/20/09 with
diagnoses of Alzheimer Disease, De mentia with
Lewy Bedies, Cardiovascular Accident and
Psychosis Disorder with Delusions. Review of the
physician's recertification order dated 11/2/09 did
not include an order for haspice care. Review of
the Nurses Notes dated 11/7/09 documented
hospice care continues.

potential to be affected were 5
‘dentified by a review of residents |
with orders for accuchecks and |
residents with orders for hospice _
care through a record review don¢ !
by the DON on 11/19/09. |
Physician’s computerized orders
for all residents were reconciled
with handwriiten orders for the l.
past three months by the Director
of Nursing.Adm , NC, MDS
nurse, and Med Rec Nurse on
11/15/09

3. Licensed nursing staff were in
serviced on obtaining and
documenting accuchecks as
ordered and following physicians
orders by the DON on 11/19/09.
Nurses not in serviced on this dats
will be in serviced prior to
returning to duty . No agency
nurses are utilized at this ime.
In-service will be conducted upon
hire and annually thereafter.
Agency nurses will be in serviced
prior to working. These n-
services will be conducted by the
Director of Nursing or the RN
SUpervisor.
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Con. lnued' om page 85 F309) The Director of Nursing and the !
During an interview in the conference room on RN . 11 perfi |
11/10/09 at 1:50 PM, the Director of Nursing supervisors wiil periorm .
(DON) stated, "The orders are checked by the monthly physician orders
Medical Records Nurse, she then puts them out reconciliation. 5
at the desk for the night shift nurses fo check the |, An audit tool, Accucheck/MD i
orders ... night shift nurses aré doing the recap notification w I
S as created by NCor -
[recapitulation] of the orders...", a
11/10/09. |
4. Medical record review for Reside nt#14 }
documented an admission date of 2/26/09 with 4. The Director of Nursing or RN
diagnoses of Mood Disorder, Benign Prostate supervisor will compl 5
. . e plete the -,
Hypertrophy, Suicidal |deation, Diabetic MD noti . - !
Retinopathy, Gastioesophageal Reflux Disease, Accucheck notification Audit
Hypertension and Diabetes Mellitus. A telephone tool 5 days a week for 4 weeks
order dated 2/26/09 documented “... Fax BG : then monthly for 1 month and %
[blood glucose] to office on 3-5-00..." Review of then quarterly for the next 12
the physician's admission orders dated 2/27/09 months |
documented “...Accuchecks ac [before meals] & The Meél'c R d 1
[and] hs [bedtime]  BAM...11AM..4PM...OPM..."  Medical Records nurse wi
audit 2 medical records weekly
Review of Resident #14's March 2009 Medication ongoing to ensure correct
Administration Record (MAR) had an entry written procedure for physicians orders.
to obtain "...Accu [checK] BAM..." There was no The 1 F : .
documentation that the BG was checked at 6:00 bro estu gls ° Klese anilts will be
AN on 3/1/09 and 3/4/09. The BG results for 6:00 ught the QA committee
AM were documented as follows: 3/2/08 was (=) weekly for 4 weeks then monthl
148, 3/3/09 BG = 67 and 3/5/09 BG = 146. There o1 onth and thsen artor o
was no documentation that the BG results were quarterly fot
faxed to the attending physician as ordered. the next 12 mon_ths. _ |
The QA committee, comprised 0! |
Eﬁ}’a%“; ﬁf Regig!e;}gggs BG ﬂOVtV zhg;ts for the Administrator, the Director of I
roug ocumente Nursi h ical Di |
opportunities for the BG to be checked. There DI-IJ ts'lr}g;‘t/fe l\gedlca: Director, i
were 3 opportunities that there was no etician /food service manager, |
documentation that the BG were obtained. the Pharmacy Consultant, the
Social Services director, the
Review of the nurses nofe dated 3/11/09.at 7AM, Activity director, the
documented "...Resident [#14] found...in floor in
room by bed... Assisted out of floor.. .resident
If continuation sheet Page 36 of 99
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F 309 | Continued From page 36 F309| epvironmental services director, |

became diaphoretic. BG checked -56..." A the MDS$ coordinator, and others
telephone order obtained on 3/11/09 documented : ‘aistrator,
»D5W [Dextrose 5 percent Water] @ 70 cc as appoilted by thz a((ilr:}:;l;stez; i 0’ !
[cubic centimeter] / [per] hr [hour] until BG over will make any neece &

300 then DIC... Bload glucose Q2 [every two the plan .
hours] X [times] 24 [hours)..." The every two hour
BG were obtained from 8:30 AM until 10:30 PM.
The BG were 81, 160, 342 (D5W infusion was
stopped), 496, 493, 302, 129, 96. There was no
documentation that the Q2 hour BG were
obtained after 10:30 PM on 3/11/08.

Review of Resident #14's March 2009 MAR
revealed no documentation of the BG being
obtained on 3/13/09 at 6:00 AM.

Review of Resident #14's physician's orders
dated 8/1/09 documented an order initiated
2/27/09 for " ACCUCHECK AC AND HS.."
Review of the August 2009 BG flow sheets
documented 124 opportunities for BGtobe
checked. There were 4 opportunities with no
documentation that BG were obtained.

5. Medical record review for Resident#15
documented an admission date of 7/10/08 with
diagnoses of Diabetes, Hypertension, Tobacco
Use Disorder and Below Knee Amputation.
Review of Resident #15's physician's order dated
8/12/09, 9/1/09 and 10/21/09 documented,
*ACCU CHECK AC/HS... [resuits] 0- [to) 60 =
{give] 4oz [ounces] 0J [orange juicel]..."

Review of Resident #15's August 2008 MAR and
patient record fogfrequest for treatment plan
documented the following:

a. 8/29/09 at 6:30 AM - no documentation of an
accucheck being done.

b. 8/30/09 at 4:30 PM - no documentation of an
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accucheck being done.

¢. 8/1/09 through 8/31/09 there was no
documentation that the HS accuchecks were

done.

Review of Resident #15's September 2009 MAR
and patient record logfrequest for treatment plan
documented the following.

a. 9/2/09 at 11:00 AM - no documentation of an
accucheck being done.

b. 9/18/09 at 4:30 PM - no documentation of an
accucheck being done.

c. 9/24/09 at 6:30 AM - no documentation of an
accucheck being done.

d. 9/4/09 through 9/30/09 {except for 9/6/09) there
was no documentation that the HS accuchecks
had been doné.

Review of Resident #15's October 2009 MAR and
patient record jogirequest for tfreatment plan
documented the following:

a. 10/7/09 at 4:30 PM - no documentation of an
accucheck being done.

b, 10/8/09 at 6:30 AM - no documentation of an
accucheck being done.

c. 10/18/09 ar 4:30 AM -no documentation of an
accucheck being done.

5. Medical record review for Resident #16
documented an admission gate of 10/23/09 with
diagnoses of Diabetes, Ankle Fracture, Morbid
Obesity, Hypertension, Parkinson's Disease,
General Anxiety, Depression, Chronic Obstructive
Pulmonary Disease and Obstructive Sleep
Apnea. Review of the physician's order dated
10/26/09 and 11/3/09 documented,

» _Accucehcks AC and HS.." Review of the
October 2009 MAR and patient record logfrequest
for treatment plan revealed there was no
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
whao enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidahie; and a resident having
pressure sones receives necessary treatment and
services to promots healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on policy review, medical record review
and observations, t was determinad the facility
failed to ensure a dressing change was
performed under aseptic techniques and failed to
follow physician's orders for cleaning the pressure
ulcer for 1 of 1 (Resident #3) sampled residents’
observed for dressing change.

The findings included:

Review of the facility's "DRESSING CHANGE
(CLEANY)" policy documented, "...PU RPOSE 1.
To protect wound. 2. To prevenit infection and
spread of infection... INFECTION CONTROL 1.
Observe universal precautions... EQUIPMENT
...2. Prescribed cleaning solufion(s)...
Procedure... 7. Cleanse wound with prescribed
solution if ordered..."

pressure uicer dressing change
according to aseptic technique
and according to physician’s
orders. This is confirmed by
direct observation of dressing
change by the DON on 11/14/09.
Nurse #9 will not perform wound
care until skill competency for
dressing change completed.

2. Other residents having the
potential to be affected were
identified by body audits done by
the charge nurses according to
schedule. Inservices on wound
care and dressing changes were
started for the nurses on 11/14/09

3 RN nursing staff were 10
serviced on wound care including
staging and measurement by the
DON on 11/14/09 .

Other nurses were inserviced on
11/19/09 by the DON regarding
wound care and dressing changes.
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documentation that a BG was obtained on
10/26/09 at 11:00 AM and 4:00 PM. Review of the
November 2008 MAR and palient record
log/request for treatment plan revealed there was
no documentation that a BG was abtained
11/6109 at 8:00 PM. :
F 314 | 483.25(c) PRESSURE SORES F314
$5=D 1. Resident #3 is now receiving {n-29-0%
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Medical record review for Resident #3
documented an admission date of 8/31/09 with
diagnoses of Acute Kidney Failure, Celostomy,
Gastrointestinal Stomal Tumor with Metastasis to
the Liver, Prassure Ulcers on the right frochanter,
left trochanter, sacrum and right foot, Left Above
Knee Amputation and Sepsis. Review of a
physician's telephone order dated 11/9/09
documented, "All ulcers to be cleaned ¢ [with]
wound cleaner and wet to dry dressings c sterile
water cont [continue] soaking foot in soap and
water,"

Observations in Resident #3's room an 11/9/09 at
3:30 PM, revealed Nurse #3 put supglies on the
overbed table without a barrier. With gloved
hands the nurse cut away the old dressing from
Resident #3's righit foot pressure vlcer then
placed the scissors on the bedspread. After
Nurse #8 washed Resident#3's right foot
pressura ulcer (stage IV) with soap and waler she
took a 10 cubic centimeter (cc) syringe of Normnal
Saline (NS) with a 4 by (x) 4 and wiped across the
pressure uicer wound one time, then took another
4x4 and NS and wiped downward twa times.
Nurse #9 removed her gloves, put on new gloves,
then placed new 4x4's aver the pressure ulcer
and then applied NS and placed an abdominal
(ABD) dressing over the 4x4's and secured with
paper tape. After charting the assessment of
Resident #3's right foot pressure uicer, Nurse #9
obtained new supplies from the medication cart
that included Kerlix, syringes of NS, gloves and
ABD dressing. Nurse #9 placed these items on
the overbed table without a barrier. Nurse #9 then
obtained paper towels outside of Resident #3's
room because there were no more paper towels
in the resident's bathroom. Nurse #9 placed the
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F 314 | Continued From page 39 F 314| A skill competency for aseptic i

dressing change was started on
11/21/09 for licensed nurses. No |
nurse will be allowed to perform |
pressure ulcer dressing changes '
until the skill competency is
completed. !
A skill competency for dressing |
changes for licensed nursing staff -
will be conducted upon hire and :
then annually thereafter. |
Skill competency will be o the
General Orientation Checklist for
nurses,

4. The Administrator will review
the General Orientation checklist
for new nurses ongoing.

The Director of Nursing will
observe z nurse perforroing
pressure ulcer dressing change
weekly for 2 weeks and then
monthly for 2 months and then
quarterly for the vext 12 months,
( Start Date 11/14/09) The resuits
of this observation will be
reported to the QA committee
weekly for 2 weeks, monthly for
2 months, and then quarterly for
the next 12 months. The QA
committee, comprised of the
Adminjstrator, the Director of
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F 314 Continued From page 40 F 314! Nursing, the Medical Director,
Efoi’:: ;3:’;150 on tshk?hb;cr}\{;fd? e ;0?$Sd§ i?nd Dietician /food service manager,
nds, then wiped her
hands with the paper towels. Nurse #9 then put the ?ha.rma(:;y Cogsultant, the
on her gloves and took the Kerlix and secured the Social Services director, the
dressings on Resident #3's right foot pressure Activity director, the
ulcer. With the same gloved hands, Nurse #3 environmental services director,
removed the old dressing from Resident #3's right the MDS coordinator, and others
Trochanter pressure ulcer (stage V), After s appointed by the administrator,
cleaning the pressure ulcer with NS and applying as app Y ’
a dressing, Nurse #9 washed her hands, applied will make any needed changes to
new gloves and removed the dressing from the plan . will make any needed
Resident #3's sacrum pressure ulcer, The changes to the plan.
sacrum pressure ulcer was cleansad with NS “
then a new dressing was applied. Nurse #9 did
not follow infection control practices nor did she
cleanse the pressure uicer with a wound cleanser f
as ordered, N i 5
F 223 483.25(h) ACCIDENTS AND SUPERVISION F323) 1, The stgrage room door was ) 1 w-25-.0%
§5=D , d '
\ closed and secured upon _
The facility must ensure that the resident : 6
. . 2 n
en\fironment remains as free of accident hazards discovery by Nurse #60
as is possible; and each resident receives 11/10/09.
adequate supervision and assistance devices to
prevent accidents, 2. A tour of the facility was made
* | by the Administrator and
Maeintenance Director to identify
other storage areas that were not
This REQUIREMENT fis not met as evidenced secured and any needed action _
by: - . . taken. No residents were affected. | ¢
_Based on policy review, observation and o Diet i
interview, it was determined the facility failed to 3. Nursing, L1e ary,
ensure the environment was free from accident Housekeeping, Mf’;‘n_te“m?ce’
hazards when chemicals were stored unlocked in Activity, SS, Administrafive staff B
z ;tt:rage room on 1 of 4 (200 hall storage room) was in serviced by the . |
. Administrator regarding secuﬂﬂ%ﬂ
The findings included: areas that contain items that co3
pose a hazard on 11/18/09.
FORM CMS-2567(02-88) Pravious Verslons Cbselats Event ID: M2wG 1 Facliity ID; TRN2704 if continuation sheet Page 41 of 99




PRINTED: i1/20/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED
A. BUILDING
445339 B. WING 11/11/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5400 MITCHELL STREET
BAILEY PARK CL
AILEY PARK CLC HUMBOLDT, TN 38343
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION (5}
PREFIX (EACH DEFICIENCY 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)
F 323 | Continued From page 41 £ 3p3| In-service will be done upon hire |
Review of the facility's "Storage Areas" policy and annually thereafter. :

documented, "It is the policy of this facility that

storage areas be maintained in a clean and safe 4 A Hazard Audit was created by ;
_manner...CIeaning supplies...shall be stored as the NC on 11/19/09. The tool
instructed on the labels of such products. shows obser vation of storage !:

Observations in the 200 haliway storage room on areas being secured.

11/10/09 at 5:10 AM, revealed the daoor {o the

room was propped open. The storage room 4 Rounds will be made daily for
contained the following chemicals: Is then monthly for 1 montt |
a. Nineteen (19) boxes - Enema Mineral Oil. %o‘:gemonths then quﬁrteﬂy for |

b. Four (4) Penner Patient Care- whirlpool

disinfectant- external use only. the next 12 months by the

c. Four (4) bottles- Aliclenz- wound cleanser. Administrator and documented ot
d. Fourteen (14) boxes - alcohol preps. the Hazard Audit to ensure
e. Four (4) boxes - denture cleanser. operl
f. Eight (8) bottles - cucumber melon _ storageczla;’:az?. re p;-lljl b g reportec
conditioner, shampoo and body wash- external secured. Findings Wi rep
use only. : to the monthly QA commuittee
g. Three (3) bottles - Mositurizing body lotion - : weekly for 2 weeks, then monthly
external use only. o for 3 months, then gquarterly for
h. Fifteen (15) boitles - no rinse periwash - the next 12 months. The QA
External use only. . .

committee, comprised of the

The facility did not have residents that exhibited

wandering behaviors. Administrator, the Director of

Nursing, the Medical Director, |
During an interview in room 2068 on 11/40/09 at Dietician /food service manager, ;
6:18 AM, Nurse #6 stated, "Well | know we got
that one [deficiency] ... | left that door [storage the I"harmag:y Cor_lsultant,}‘:he
room door] open ...i did it ... | went and left it S_ocFa! Services director, the

open..." Activity director, the

F 332 | 483.25(m)(1) MEDICATION ERRORS F332| environmental services director, 1-95 -0
Ss=E . » the MDS coordinator, and others
The facl_llty must ensure that it is free of as appointe d by the administrator,
medication error rates of five percent or greater. .
will make any needed changes to
the plan.
This REQUIREMENT is not met as evidenced
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by:

Based on policy review, review of the
"MED-PASS" provided by the American Society
of Consultant Pharmacists", medical record
review, observation and interviews, itwas |
determined the facility failed fo ensure the
medication error rate was less than five percent
(%) for sampled Residents #11, 14, 15 and 18
and Random Residents (RR}) #1, 3, 4and 5. Five
(5) of 7 nurses (Nurses #1, 3, 4, 5 and 7) made
41 errors out of 43 opportunities for error which
resulted in a medication error rate of 25.58%.

The findings included:

1. Medical record review for Resident #11
documentad an admission date of 2/1/09 with
diagnoses of Difficuity Waiking, History of Fails,
Incontinence, Coronary Artery Disease,
Hypertension, Gastric Esophageal Reflux
Disease, Peptic Ulcer Disease and Alzheimer's
Disease.

Observations in Resident #11's room on 11/9/09
at 8:55 AM, revealed Nurse #1 administered an
Enteric Coated Aspirin 81 milligrams {mg) and 2
Isosorbide 30 mg tablets.

Review of Resident#11's cu rrent recertification
orders dated 11/2/09 did not include an order for
Aspirin or Isosorbide. The administration of
Aspirin and Isosorbide without a physician's order
resulted in medication errors #1 and #2.

2 Review of the "MED-PASS" provided by the
American Society of Consuitant Pharmacists for
typical dosing administration related to meals
documented "...Novolog... [administer} 5- [to} 10
minutes before meals... "

. F332

1. Resident #11’s physician was
notified on 11/23/09 by the NC.
Nurse #1 has been re-educated
taken regarding medication
administration by the DON on
11/19/09. Resident#11 is now
receiving medication per
physician’s orders. This was
validated by the physician order
reconciliation by the DON, NC,
MDS nurse, and Medical Records
Nurse on 11/14 and 11/15/09.
Resident #11 sustained no ill
effects

Resident #14 is now receiving
insulin within the appropriate
time frame regarding meals. This
was validated by the physician
order reconciliation by the DON,
NC, MDS nurse, and Medical
Records Nurse on 11/14 and
11/15/09.

Nurse #4 was re-educated
regarding the appropriate time
frame for insulin administration it
relation to meals by the DON on
11/10/09
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Resident #15 is now receiving

Medical record review for Resident #14
documented an admission date of 2/26/09 with
diagnoses of Diabetes, Mood Disorcler, Benign
Prostate Hypertension, Suicidal \deation,
Diabetes Retinopathy, Abnormality of Gait,
Gastric Esophageal Refiux Disorder and
Hypertension. Review of the physician's orders
dated 11/2/09 documented "...SLIDING SCALE
INSULIN NOVOLOG... 301-350 =10 UNITS..."

Observations during medication adminisiration in
Resident #14's room on 11/0i00 at 3:50 PM,
revealed Nurse #4 obtained a blood glucose (BG)
of 332. Nurse #4 administered 10 units of
Novolog insulin fo Resident #14 at 4:14 PM.
Resident #14 had not received his dinner meal at’
5:15 PM, one hour after the fast acting insulin had
been given. The administration of Novolog more
than 15 minutes before Resident #14 was served
a meal resuited in medication error #3.

During an interview in the conference reom on
14/11/09 at 8:35 AM, the Consultant Pharmacist
was asked how long he had been consulting with
this facility, how often did he come to the facility
and what was he responsible for. The Consultant
Pharmacist (CP) stated, "| have been coming
here pretty close to a year... { am here once a
month... | do general medication reviews...” The
surveyor asked the CP if he had done any
inservices with {he nursing staff. The CP stated, "I
have not done any recently due to the turn over
fwith staff]...” The surveyor asked the CP what
charts did he review, what did he look at and how
often. The CP stated, "Monthly...| look at every
chart in the building...chart reviews, | look at
allergies, labs and anything to do with
medications..." The CP was asked if he had found

medication within the appropriate
time frame. This was validated by
the physician order reconciliation
by the DON, NC, MDS nurse,
and Medical Records Nurse on
11/14 and 11/15/09.

Nurse #5 was re-educated
regarding medication
administration timing on 11/19/0¢
by the DON.

Resident #18 is now receiving
medication within the appropriate
time frame, This was validated by

the physician order reconciliation
by the DON, NC, MDS nurse,
and Medical Records Nurse on
11/14 and 11/15/09.

Nurse #5 was re-educated
regarding medication
administration timing on 11/19/05
by the DON.

RR #1 is now receiving
Coumadin within the appropriate
time frame. This was validated by
the physician order reconcili ation
by the DON, NC, MDS nurse,
and Medical Records Nurse on
11/14 and 11/15/09. Nurse #5
was re-educated regarding
medication administration on
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any problems with insulins. The CP stated, "No, |
have not... Me and [named the DON] did discuss
the timing of insulins..." The CP was asked if he
had found in his review any holes/blanks in the
MAR. The CP stated, "One hole is too many... |
just don't know how to enforce making the nurses
scared to leave holes..." The CP was asked if he
reviewed the resident’s orders and recertification
orders. The CP stated, "l do not review every
single order... No...There are some Jorders] that
do not get documented accurately." The CP was
asked if he was aware of any serious problems
with the recertification orders. The CP stated,
“Well, they have a serious problem with
staffing...Every month it is different nurses..." The
CP was asked if he felt there was @ problem at
this facility. The CP stated, “Absoiutely... Staffing
has been a huge issue...” :
3. Review of the facility's *"MEDICATION
ADMINISTRATION-GENERAL GUIDELINES"
policy documented, *Procedures...10)
Medications are administered within 60 minutes
of scheduled time, except pefore or after meal
orders, which are administered based on
mealtimes..." -

Medical record review for Resident #15
documented an admission date of 7/10/09 with
diagnoses of Diabetes and Hypertension. Review
of the physician orders dated 11/2/09
documented, "Metformin HCL 500mg Tab [tablet]
(1) po BID [two times a day] for DM [Diabetes
Mellitus] ...8AM and 4PM.."

Opservations in Resident #15's room on 11/10/09
at 5:25 AM, revealed Nurse #5 administered 500
mg of Metformin to Resident #15. The
administration of the Metformin two hours and 30

dose of Megace. This was
validated by the physician order
reconciliation by the DON, NC,
MDS nurse, and Medical Records
Nurse on 11/14 and 11/15/09.
Nurse #5 was re-educated
regarding liquid medication
dosing on 11/22/09.

RR #4 is now receiving
medication within the appropriate
time frame. This was validated by
the physician order reconciliation
by the DON, NC, MDS nurse,
and Medical Records Nurse on
11/14 and 11/15/09. Nurse #5
was re-educated regarding
medication administration timing
on 11/19/09 by the DON.

RR #5 has been discharged.

2. Other residents with the
potential to be affected were
identified through a medication
pass observation with each nurse
conducted by the DON and NC
started on 11/14/09 through
11/22/09.
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F 332 | Continued From page 45
minutes before the ordered time resulted in
medication error #4.

4. Medical record review for Resident #18
documented an admission date of 7/10/09 with
diagnoses of Hyperlipidemia, Incontinence,
Osteoarthrosis, Disorders of the Thyroid,
Coronary Artery Disease and Dementia. A
physician’s order dated 11/2/109 documented
*Glucophage [Metformin an oral hyperglycemic]
.| 506 mg Tab (1) po BID...8AM and 4 PM."

Observations in Resident #18's room on 11/10/09
at 5:10 AM, revealed Nurse #5 administered a
500 mg tablet of Metformin to Resident #18. The
administration of the Metformin two hours and
fifty minutes before the ordered time resulted in
medication error #5.

5. Medical record review for RR #1 documented
an admission date of 1/12/09 with diagnoses of
Dislocated Shoulder, Joint Pain, Muscle
Weakness, Recurrent Depression. A physician's
order dated 11/2/09 documented "Coumadin 3
mg Tablet 1 po Q [every] day at 5 PM."

Observations in RR #1's room on 11/9/09 at 3:50
PM, revealed Nurse #3 administered a 3 mg
tablet of Coumadin to RR #1. The acdministration
of the coumadin 1 hour and 10 minutes before
the ordered time resulted in medication error #5.

6. Medical record review for RR #3 docu mented
an admission date of 10/15/09 with diagnoses of
Subdural Hemorrhage, Gastrostomy, Aphasia,
Dysphagia and Muscle Disuse Atrophy. A
physician's order dated 11/4/09 documented,
"Megace 40 MG [milligrams / [per] ML [milliliter]
Oral Susp [suspension] 80 MG PO [by mouth}

3 Licensed nursing staff were in
serviced regarding medication
administration by the Director of
Nursing on 11/19/09.

A medication pass was done with
each nurse by the Pharmacy
Consultant and the Director of
Nursing and NC starting on
11/14/09 through 11/22/09. No
nurse was allowed to pass
medication until the medication
pass was completed. One to one
education was provided as needed
during the med pass.

A medication pass competency
will be completed with nurses
upon hire and then annually.

4, The Director of Nursing will
observe one med pass per week
for 4 weeks and then quarterly.
The Pharmacy Consultant will
conduct a med pass with at Ieast 2
nurses on the monthly visit. The
results of these observations will
be reported to the QA committee
weekly for 4 weeks and then
monthly ongoing. The QA
committee, comprised of the
Administrator, the Director of
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BID For Appetite.”

Observations at the medication cart in front of RR
#3's room on 11/10/09 at 5:17 AM, revealed

| Nurse #5 poured up 2.5 ml of Megestrol. The

correct megace dose should have been 2 mi'not
2 5 ml. This resulted in medication error #7.

During an interview at the medication cart in front
of RR #3's room on 11/10/09 at 517 AM, Nurse
#5 stated, "...it's [the amount of Megestrol poured
up] right beneath the 2.5mL"

7. Medical record review for RR #4 documented
an admission date of 9/14/09 with diagnoses of
Morbid Obesity, Diabetes, Congestive Heart
Failure, Chronic Obstructive Pulmonary Disease
and Muscle weakness. A physician's order dated
11/2/09 documented, "Metformin HCL 1,000 MG
Tablet 1 PO BID...8AM and 4PM.." :
Observations in RR #4's room on 11/10/02 at
5:31 AM, revealed Nurse #5 administered
Metformin 1,000 MG to RR #4. The
administration of the Metformin fwo hours and 29
minutes before the ordered time resuited in
medication error #8.

8. Medical record review for RR #5 documented
an admission date of 12/29/09 with diagnoses of
Joint Pain, Low Vision, Depressive, Alzheimer's,
vascular Dementia, Incontinence and
Osteoarthrosis. A physician's order dated 11/2/09
documented, "...Multivitamin TAB [tablet] (1) po
QD..." A telephone physician's order dated
11/8/09 documented, "Tesslon Perle 100 MG
capsule 3x's [times] a day for 7 days for cough.”

Observations in RR #&'s room on 11/10/09 at

Nursing, the Medical Director,
Dietician /food service manager,
the Pharmacy Consultant, the
Social Services director, the
Activity director, the
environmental services director,
the MDS coordinator, and others
as appointed by the administrator,
will make any needed changes to
" the plan.
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B:20 AM, revealed Nurse #7 administered
Nasocort nose spray with one spray in each
nostril of RR #5. There was na physician’s order
for the Nasccort nose spray. The administration
of the Nasocort nose spray without a physician’s
order resulted in medication error #9. '
Murse #7 did not administer a Multivitamin or
Tesslan Perle to RR #5. The failure to administer
the Multivitamin and Tesslon Perle resulted in
medication errar #10 and #11.
9. During an interview in the canference room
with the Director of Nurses (DON) on 11/10/09 at
2:00 PM, the DON was informed of the
medicalion errors and the problem with the
recertification orders. The DON stated, *...Night
shift should be recapping [verifying that the .
recertification orders are complete and correct] ...| oo
have not folfowed through [with the receriification ,
arders] ...One of the nurses was handling that..." '
The DON was also asked when she would expect
insulins to be given in relation fo meals. The DON
stated, "...should be.given 30 minutes before j
meals unless it's that special insulin {Novolog and 1. Residents #4 and #14 are ;
Humalog] .. timing is critical..." " now having their insulin l \W-10-0%
F 333 | 483.25(m)(2) MEDICATION ERRORS F333| .dministered within the proper |
55=J , - |
The facility must ensure that residents are free of time frame before meals, |
any significant medication errors, correct amount, the correct !
insulin ordered, and as per ‘:
current physician orders. ;
This REQUIREMENT is not met as evidenced Physicians for resident #4 and '
by:
Based on policy review, review of "MED-PASS" #1 4‘were‘ contacted for
provided by the American Society of Consultant clarification orders for correct
Pharmacists, medical record review, observation timing, correct insulin, and l
and interview, it was detenmined the facility failed correct amount on 11/10 and '
to ensure that residents were free of significant 11/11/09. ;
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F 333 | Conlinued From page 48 Fa33| The residents were regssessed 1
and physcians notified by the

medication errors, The nursing staff failed to
administer insulin within the proper time frame
before meals, administer the correct amount of
insulin according to the sliding scale and/or failed
to obtain orders for insulin administration for 2 of
8 (Residents #4 and 14) sampled residents the
facility had identified and documentexd as being
insulin dependent. The insulin dependent
diabetics have the high likelinood of having
hypoglycemia and hyperglycemia episodes by
receiving the wrong insulin or the wraong insulin
dases, A conference was held in the conference
room on 11/10/09 at 4:45 PM, at which time the
Administrator and Director of Nursing (DON) were
Informed of the findings that placed the diabetic
residents in immediate jecpardy {M). The IJ
effactive date is 11/10/09, and is ongoeing until the
1J is removed. ‘

The findings included:

1. Review of the facility's "Diabetic Therapeutic
Protacol” policy documented, "The physician
must approve the use of the Diahetic Therapeutic
Protocol for each of histher resident’s use and
write a corasponding order in the medical record.
Nurses will be infarmed of this protoco! upon hire
and regularly thereafter. Hypoglycemia Protocal if
the resident is asymptomatic, alert and the
fingerstick blood glucose [BG] is less than §0 (or
as indicated by the physician): 1. Give a form of
carhohydrate that contains glucose. Orange juice
with 2 teaspoons of sugar is acceptable. If the
resident is unable to swallow due to other medical
canditions, give Glucagon 1 mg. [milligram] IM
[Intramuscutar] naw. 2. Rechack the finger stick
blood glucose in 15 minutes. 3. If the finger atick
blood glucose remains less than 50 and the
resident remains asymiptomatic, repeat the

DON and the NC RN on
11/10/09 and 11/11/09

2. Other residents with the
diagnosis of diabetes have the
potential to be affected and the
diagnosis was used to identify
which resident.

The residents identified by the
DON and NCRN had
physician orders clarified for
insulin administration times
and amounts,ranges of insulin,
and correct insulin on 11/10/09
and 11/11/09.

3, Nurses were inserviced on
11/10/09 by the Director of
Nursing regarding time frames
for insulin administration in
relation to meals,
administering the correct
amaunt and type of insulin,
physicians orders and
documenting insulin
administration, 100 % of
nurses were inserviced on the
Diabetic Therapeutic Protocol
on
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treatment, 4. Notify the physician. The physician
is notified even if resident improves. 5. Ifthe
finger stick blood glucose retumns to normai, have
the resident eat a meal or snack containing a
form of piotein. (i.e. [such as] a peanut butter or
cheese sandwich, milk, cheese and crackers.) If
the resident is non responsive and the finger stick
glucose is less than 50 (or as indicated by the
physician): 1. Give Glucagon 1mg IM now. 2.
Notify the physician and prepare for haspital
transport. 3. Recheck the finger stick blocd
glucose in 10 minutes. 4. If the resident remains
unresponsive and the finger stick bloed glucose is
less than 50, give Glucagon 1mg IV now and call
far emergency transport to the hospital. 5. Notify
{he physician and responsible party.
Hyperglycemia Protocol If the resident is alert;
asymptomatic, and finger stick blood glucose is
greater than 450 (or as indicated by the ,
physician); 1. If sliding scale insulin is ordered,
give the ordered dose. 2. Recheck the finger stick
blood glucose in 10 min. {minutes] If no
improvement in the finger stick glucose, notify the
physician, 3, If no sliding scale insulin is ordered,
notify the physician.”

Review of the facility's "AccuchecluDiabetic Palicy
and Procedure” policy documented, "It is the
policy of this facility to perform Accuchecks and
administer insulin as ordered by the resident's
attending physician. Procedure 1. Accucheck will
be performed a ordered by the physician. 2. The
physician will be notified of Accucheck resu lts not
within parameters set by the physicians. 3.

Insulin will be administered as ordered by
physician, this includes scheduled insulin
administration as well 25 ordered sliding scale
insulin. 4. Diabetic Therapeutic Protocol will be
implemented for bicod glucose less than 50 or

at this time. Inmservice will be
conducted upon hire and
annually thereafter. Agency
nurses will be inserviced prior
to working. These inservices
will be conducted by the
Director of Nursing or the RN
supervisor.

Axn insulin administration skill
check off was done for each
nurse started on 11/12 and
completed on 11/17/09. The
skill check included a visval
return demonstration. Ne
nurses were allowed to
administer insulin until the

The insulin administration
times were changed on the
MAR to reflect proper time
frame before meals according
to the type of insulin on
11/10/09 and 11/11/09

on 11/11 and 11/12/09 and

completed prior to giving
medication.
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skill check off was completed.
Current physicians orders were
obtained on 11/10/09 11/11/09.

A medication pass skill check
off with each, nurse was started

continues until all murses have
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F 333 | Continued From page 50 E 333 An igservir_;e was donlcl?lyg%g |
greater than 450 unless otherwise ordered by the Medical Director on { /12/%4 i
physician." for the nurses regarding 1n51;11n ;
onset, peak and duration an :
Review of the faciiity's “MEDICATION the effects of hypo/hyper ‘;
ADMINISTRATION-GENERAL GUIDELINES” \ycemia 5
policy documented, “Procedures. .1 0) gy ' l
Medications are administered within 60 minutes , d
of scheduled time, except before or after meal The Medical Recoras nurse
orders, which are administered based on will take the copies of new
mealtimes..." orders and verify correct ;]
transeription by comparing the
2 Medical recard review for Resident #14 cnistration 1
documented an admissiori date of 2/26/09 with orders to the admlmstlr;a I
diagnoses of Mood Disorder, Benign Prostate records 5 times a wee
Hypertrophy, Svicida! Ideation, Diabetic ongoing. :
Retinopathy. Gastroesophageal Reflux Disease, |
Hgépener‘!sioré z:)nd D};abgtfs Eaeﬂtus. .?gr;};ssion Orders for sliding scale insulin
orders signed by a Registered Nurse on h
2426/09 and sigried and dated by the physician on have been for matte: on ; © « 1
2127109 documented * ... Accuchecks ac [before MAR 1n sequence rom lowe [
meals] and hs [bedtime] ...Novolog 18 u [units) to highest to make any Zaps 4
sq [subcutaneous]9 am ..0C'd [discontinued] easily visible to the i
See New Order ... Novolog 15 usq 1130 A [ inistering nurse. i
11:30 AM] ... Novolog 15 U sq 4 pim -.. Lantus 80 adm B
usqhs ...de' d See New Qrder .." A Physician's . m
telephone order dated 2/26/09 at 6:30 PM signed The consultant pharmacist wi
by Nurse #10 and signed by the physician on ensure that orders and MARs
' ;’0101 ’ug[‘;oﬁ;mﬁ’]’te‘g---ﬁh’etNo‘ggcgéf’hU % (a) are reconciled through the
am [7: ... Give Lantus 50 U s (hour th rmacy review
of sleep] ...Fax BG to office on 3-5-09.." monthly E;,::a ccusr,ac of the
Resident #14's hospital transfer "Physician process. 1he Y
Orders" signed and dated 3/6/09 documented * reconciliation is verified by the ;
__Continue current medications except changes pharmacist’s signature on the I
in Insulin doses ... Reduce Lantus to 25 units at 9 computerized orders. :
pm subcu [subcutaneous] and start Lantus 10 :
units in Tue [Tuesday] morning subcu 6 A [8:00
AM] ... A total of 35 units Lantus per day instead
of 50 units q [every] Pm .. Novolog 12 units
pefore breakfast, lunch & [and] supper ...DIC
Evant ID;MRWE14 Facllity 10; TN27CH If continuation aheet Page 51 of 98
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[discontinue] previous Navolog ... Continue to
monitor BS [Blood Sugar] 4 X [times]/ [per] day ...
For hypoglycemia - give Orange juice &2 packs
of Sugar and if unresponsive give Glucagon 1 mg
IM [intramuscular] PRN [as needed] for
hypoglycemia...” ‘

A Physician's telephone order dated 3r21/09
documented " ...NO [New Order] for Novolog
sliding scale 150- [to] 200 4U, 201-250 86U,
251-300 8U, 301-350 10U, 351-400 12U, 450 &
Alabove] 14U & above 450 Monitor O [every] 4
fhours] ..." There is no documented sliding scale
insulin order for a BG for 401-149. The nurses did
not notify the physician to obtain orders for a ssl
done for a BG from 401449 as per the facility's
diabetic therapeutic protocol. The facility's
protocol was ajso for the MDD to be notified of
blood glucoses below 50 and above 450. There
was no physiclan order written that was different
from this paramefer. e

Review of Resident #14's March 2009 Medication
Administration Record (MAR) documented

* NOVOLOG ...GIVE 15 UNITS DAILY AT
7am... NOVOLOG ...GIVE 15 UNITS SUBQ
[subcutaneous] AT 1130A... NOVOL0G ...GIVE
15 UNITS SUBQ DAILY AT 4PM... LANTUS .50
UNITS SUBQ DAILY AT HS..." Documentafion of
*"ACCUCHECK AC AND HS" listed the times of
ngaAM ... 11AM .. 4PM ...9PM..."

There was a separate hand written entry on the
March 2009 MAR for "...Accu [check] 8AM..."
There was no documentation on the March MAR
that the BG was checked at 6:00 AM an 3/1/09
and 3/4/09. (The BG flow sheet documented the
3/1/09 BG was 212 but had no docurnentation for
BG on 3/4/09 at 6 AM.) There was & discrepancy

7:30 am, 11:30am, and Spm.
Rapid acting insulins: Novalog
was scheduled 15 minutes
prior to meals. Novolin R was
scheduled 30 minutes prior to
meals.

4. An audit tool, Med
Pass/Shift Change Daily Audit
developed by the DON on
11712/09, is being utilized cach
shift to ensure completeness of
the med pass. The audit tool

| _ will be done by on duty nurses

and involves reviewing the
MAR for completeness. It 15
dope between every shift. This
will be done daily ongoing.
The Director of Nursing or
Nurse Consultant will review
the audits daily for
completeness for 2 weeks then

weekly for 2 weeks then
monthly for the next 12months

(Start date 11/13/090. The
Director of Nursing or the RN
supervisor will verify the
accuracy of one audit a week
for 2 weeks, the one per month
for 2 months, and then,
quarterly for the next 12
months (Start date 11/ 13/09)
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F 333 Continued From page 52 F 333| The Director of Nursing and
between the MAR and the BG flow sheet. the Nurse Consultant are doing
On the MAR the BG resuits for 6:00 AM were a daily audit of actual insulin
documented as follows: 3/2/09 was (=) 148, administration tn relation to
3/3/09 BG = 67, 3/5/08 BG = 146, and 3/6/09 meal times and the resuits
"Hosp [Hospital]' was documented. The 7:00 AM recorded. This will be done
dose of Novolog 15 Units was left blank, and not daily for 2 weeks and then
initialed as given for 3/3/09 and 3/4/C%; was
documented “Held" for 3/5/09 and had a weekly for 2 weeks anldzthen
handwritten note "DC'd [discontinued] 3/6/09 See quarterly for the next
New arder”, .| months.
‘ The resuits of the audits will
On the MAR the 11:30 AM Novolog dose was left be reported to the QA
blank, and not initialed as given for 3/4/03. The :
4:00 PM dose of Novolog and the 9:00 PM dose committee weekly for 1 weeks
of Lantus were initialed as given for 3/4/09. The and then quarterly for the next
3/5/09 date documented the 7:00 AM dose of 12 months. The QA
Navolog was "Held", the 11:30 AM dosa was committee, comprised of the
initialed as given, and the 4:00 PM dose was left Administrator, the Director of
blank as not given. There was no documentation Nursing. th ‘{\,/Iedi cal Director
that the BG resuits were faxed to the attending ursing, the. : :
physician as ordered, Review of the nurses’ notes Dietician /food service
for 3/5/00 af 3:30 PM, dacumented ”...res. manager, the Pharmacy
{Lesiient!tnotedfo be unresponsive, diaphortic Consultant, the Social Services |
iaphoretic), et [and] res. biood sugar 34..." On : svity director
3/5/09 Resident #14 was sent to the hospital and d1rect01:, the ACtl\;’lI}? dEre >
admitted. the environmental services
director, the MDS coordinator,
Resident #14 was readmitted to the facility on and others as appointed by the
3/6/09 with changes of insulin orders noted on administrator, will make any i
above Hospital Transfer "Physician Orders" dated g i
3/6/09. needed changes to the plan :
Review of Resident #14's BG flow sheets for
“March 09" documented no BG [evels for 3/4 and
3/5/09. The BG flow sheets for 3/7/09 through
3/21/09 documented 60 opportunities for the BG
fo be checked. There were 3 opportunities with no
documentation that the BG had been obtained as
Evant ID:M2Wd11 Faclily 1D: TN2Z70B Jf continuation sheet Page 53 of 99
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ordered (the spaces were blank). Resident #14's
BG ranged from a low of 54 on 3/8/09 at 9:00 PM
to a high of 541 on 3/15/09 at 8:00 PM.

Review of the nurses note dated 3/11/09 at7:20
AM, documented "...Resident [#14] fourd...in floor
in room by bed... Assisted out of floor...resident
became diaphoretic. BG checked - 56...called
and got orders from Dr. [named physician] IV
started ...D5W [Dextrose 5 percent water] @ 70
infusing...” signed by Registered Nurse #1 1.

An undated telephone order signed by Registered
Nurse #11 at 8:30 AM and signed by the
physician on 4/13/09 documented "..DEW @ 70
ec [eubic centimeter] / [per] br [hour] until BG over
300 then D/C... Blood.glucose Q2 [every two

“hours] X [times] 24 [hours]... Hold alf insulin for

now... [change] Lantus to Levimir 20U [units] @
HS & 10Uinam.." .

In review of this telephone order signed by the
physician on 4/13/09, the reviewer would have no
knowledge that the telephone order was given on
3/41/09 until review of the nurses notes of 3/11/09
at 7:20 AM that documented the nurse called the
physician and "got orders W started ..DEW @
70 infusing ..." and both telephone order and
nurses note were signed by Registered Nurse
#11.

Review of the BG flow sheets documented the
every two hour BG was obtained on 3/11/09 from
8:30 AM until 10:30 PM. The BG was 81 at8:30
AM, 160 at 10:30 AM, 342 at 12:30 PM (D5SW
infusion was stopped), 496 at 2:30 PM, 493 at
4:30 PM, 302 at 6:30 PM, 129 at 8:30 PM, 96 at
10:30 PM. Therea was no documentation that the
Q2 hour BS was obtained after 10:30 PM on
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F 333 | Continued From page 54

3/11/09. The next BG {aken was documented on
3/12/09 as 126 at 6 AM, 197 at 11:00 AM, 279 at
4:30 PM and 404 at 8:30 PM.

Review of Resident #14's March 2009 MAR
documented that Levimir 10 U in AM was given at
6 AM from 3/13 through 3/31/09. Levimir 10 U at
& AM should have been given on 3/12/09, but the
space is blank. Levimir 20 U at HS was
documented given at 8 PM from 3/16 through
3/20/09; a blank space was nioted on 3/30/09; and
then documented given on 3/31/09. Levimir 20 U
at HS should have been given from 3/11/09
through 3/15/09, but the spaces are blank for
these dates.

Review of the March 2008 MAR documented
physician ordered (3/6/09) scheduled Novolog 12
U before breakfast, lunch & supper was not given
on 3/12 to 13/09 as ordered and not given before
breakfast on 3/14/09. A hand-written note
documented the scheduled Novolog was "DC'd
3.24-09." The telephone order of 3/11/09
changing the long acting Lantus to Levimir did not
address the shorter acting scheduted 12 U of
Novolog before breakfast, lunch and supper. The
new phone order on 3/21/08 for Novolog sliding
scale insulin was not followed from 3/21/09
through 3/25/09 at 6 AM. Instead, the scheduled
dose of Novolog 12 U was given from 3/21/09
from to 3/25/08. -

Review of the March 2009 patient record log
documented BG as follows:

a. 3/13/09 at 9:00 PM - BG = 532, Novolog 14U
given, no order for this insulin administered.

b. 3/14/09 at 3:00 PM - BG = 510, Novolog 14U
given, no order for this insulin administered.

c. 3/15/09 at 8:00 PM - BG = 541, Novolog 14U

F 333
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given, no order for this insulin administered.
The administration of insulin without an order
resulted in significant medication errars.

Review of a telephone order dated 3/21/09 for
Resident #14 documented "..NO [new order] for
Novolog sliding scale [SSI] 150- 200 [administer]
4U, 201-250 6U...251-300 8U, 301-350 10U,
351-400 12U, 450 & * 14 units & above 450
monitor g 4 [hours]...” There was no order for an
insulin dose for a BG between 401 and 449. The
staff failed to follow the facility's diabetic
therapeutic protocol of notifying the physician if no
sliding scale insulin is ordered.

Review of Resident #14's blood sugar flow sheet
for 3/22/09 through 3/31/09 documented 40
opportunities for the BG to be checked. The BG
ranged from 98 on 3/24/09 at 8:00 PM to 481 on
3/26/09 at 9:00 PM. There were 8 {imes with the
wrong doses of insulin being given. The BG with
the incorrect SS1 was as follows:

a. 3/23/09 at 5:00 PM - BG = 326, Insulin given =
12U, correct dose = 10U.

b. 3/23/00 at 9:00 PM - BG = 209, nsulin given =
12U, correct dose = 8U.

c. 3/24/09 at 11:00 AM - BG = 162, insulin given =
12U, correct dose = 4U.

d. 3/24/09 at 5:00 PM - BG =229, Insulin given =
12U, correct dose = 6.

e. 3/25/09 at 9:00 PM - BG = 262, insulin given =
blank space - no documentation of SSl given,
correct dose = 8U.

£ 3/29/09 at 9:00 PM - BG = 466, Insulin given =
No documentation the SSI was given, correct
dose Novolog 14U.

g. 3/30/09 at 8:00 AM - BG = 258, Insulin given =
blank space - no documentation of S8l given,
correct dose = 8U.
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h. 3/31/09 at 8:00 PM - BG = 423, Insuiin given =
14U. There was no order for insulin to be given
for this blood sugar level.

The administration of the wrong insulin and wrong
insulin doses of insulin resulted in significant
medication errors.

Review of Resident #14's physician orders dated
8/1/09 documented "...LEVIMIR INSULIN 20u q
am ... ACCUCHECK AC AND HS SS[sliding
scale] NOVOLOG INSULIN ... 150-200 4U
..201-2506 U ...251-300 8U ...301-350 10U
351400 15 U ... [No physician order for
Novolog sliding scale insulin for BG range of
401-450] ...451-14U AND MONITOR Q 4 HRS
TIL [until} STABLE..." There was no physician
order for Levimir Insulin 25 U HS that was hand
written onto the August 2009 MAR. There was no
documentation that the physician was notified that | -
there were no orders for S8 insulin foraBG ;
range of 401-450 nor was a physician order
obtained for SS Insulin for BG levels within the
range of 401-450.

Review of Resident #14's August 2009 MAR
documented 24 doses of Levimir 25 U insulin
given at 9:00 PM without an order for Levimir 25
U HS. This resulted in significant medication
errors. There was one instance of the wrong
sliding scale insulin given {(Humalog instead of the
physician ordered Novolog), on 8/14/09 at 4 PM.
This resulted in & significant medication error.
Review of Resident #14's August 2009 BG flow
sheets documented 124 opportunities for BG to
be checked. There were 4 opportunities for BG to
be checked with no documentation that a BG was
obtained. The BG ranged from a low of 58 on
&/14/09 at 8:00 PM to a high of 517 on 8/20/09 at
11:00 AM. Significant medication errors with
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physician ordered sfiding scale insulin noted on
the August 2009 BG flow sheets are as follows:

a. 8/2/09 at 8:00 PM - BG = 158, Insulin given =
"Levimir given", no physician’s order for this
insulin and no decumentation of Novolog sliding
scale insulin given as ordered, carrect dose = 4U.
b. 8/4/09 at 4:00 PM - BG = 4186, Insulin given =
144J. There was no order for sliding scale insulin
to be given for a BG of 401-450.

¢. 8/6/09 at 4:00 PM - BG = 404, Insulin given =
15U. There was no order for sliding scale insulin
to be given for a BG of 401-450.

d. 8/7/09 at 8:00 PM - BG = 231, Insulin given =
"Lavimir [25 UJ", no physician's order for this
insulin and no documentation of Novelog sliding
scale insulin given as ordered, correct dose = 6U.
e. 8/11/09 at 8:30 PM - BG = 231, Insulin given =
" evimir [25U]", no physician's order for this ' :
insulin and no documentation of Novolog sliding ' ‘
| scale insulin given as ordered, correct dose = 6U.
‘| §. 8/14/09 at 4:00 PM - BG = 507, Insulin given =
There was a blank space with no documentation
of Novolog sliding scale insulin given as ordered,
correct dose = 14U.

g. 8/14/09 at 4:00 PM - BG = 448, Insulin given =
Humalog 15U. The wrong insulin was
administered; there is no physician order for
Humalog insulin to be administered. The
physician order was far Novolog sliding scale
insulin but the physician order did not address the
amount of Novolog sliding scale insulin fo be
given for a BG range of 401-450.

h. 8/15/09 at 8:00 PM - BG = 251, Insulin given =
“Levimir given [25 UJ", no physician's order for
this insutin and no documentation of Novolog
sliding scale insulin given as ordered, correct
dose = 8U.

i. 8/16/09 at 8:00 PM - BG = 348, Insulin given =
"Levimir given [25 UJ", no physician's order for
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this insulin and no documentation of Novolog
sliding scale insulin given as ordered, correct
dose = 10U.

j. 8/18/09 at 8:00 PM - BG = 234, Insulin given =
8U, correct dose = 6U. )
k. 8/19/09 at 4:00 PM - BG = 424, Insulin given =
15U. There was no order for Novolog sliding
scale insulin to be given for BG range of 401-450.
1. 8/21/00 at 4:00 PM - BG = 410, Insulin given =
15U. There was no order for sliding scale insulin
to be given for BG range of 401 -450.

. 8/24/09 at 6:00 AM - BG = 152, Insulin given =
"0 [no Novolog sliding scale insulin given] held pt
{patient] "brittle”, correct dose = 4U.

n. 8/24/09 at 4:00 PM ~ BG = 445, Insulin given =
15U. There was no order for Novolog sliding
scale insulin to be given for BG range of 401 -450.
0. 8/25/09 at 4:00 PM - BG = 247, Insulin given =
There was a blank space with nodocumentation
‘of Novolag sliding scale insulin given as ordered,
correct dose = 6U.

p. 8/25/09 at 8:00 PM - BG = 151, Insulin given =
"0 [0 units]", correct dose = 41

q. 8/28/09 at 4:00 PM - BG = 224, Insulin given =
There was a blank space with no documentation
of Novolog sliding scale insulin given as ordered,
correct dose = 6U.

The administration of the wrong insulin
{Humalog), administration of wrong Insulin doses
of Novolog sliding scale insulin, Novolog sliding
scale insulin not administered as ordered when
the BG level required administration of insulin and
the administration of insulin for a BG of 401-450
without physician orders for this range of BG,
resulted in significant medication errors.

Levimir long acting insulin 25 U was documented
to be given 5 times by the same Nurse #10, on
the evening shift at 8 PM and 8:30 PM, with no
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physician orders for Levimir 25 U HS. There was
no documentation of Novolog sliding scale insulin
administered per physician orders for (5 times)
8/2, 8/7, 8/11, 8/15, and 816/09.

Review of Resident #14's nurses' notes dated
8/14/09 documented "...Accu [check] @ 4PM =
448 SS coverage given accu [check] @ 8pm
58..." There was no order fo give SSI for the BG

of 448.

A nurses' note dated 9/11/09 at 11:30 PM for
Resident #14 documented, * _Found diaphoretic,
pale & lethargic. Blood sugar checked ¢ resuit of
22. Accucheck again - "too low to be read" ...
Ambulance called, report given... 9/12/09 3AM...
RTF [return to facility] per ambulange ¢ [with] new
MD orders—Skin warm & dry - Color pate...”

Review of Resident #14's recertification
physician's orders dated 9/2/09 documented,

" evemir 25 Units Subcutaneous Every HS At 9
PM For Diabetes... Levimir insulin 20 u QAM...
Accuchecks AC and HS SS Novolog Insulin
150-200=4u, 201-250=6uy, 251-300=8u,
301-350=10u, 351-400=15u, 4561-14u And
Monitor Q [every] 4 HRS Til [until] Stable..."
Review of a telephone order dated 9/11/09
documented, "...[decrease] Levemir Insulin to 12
units @ hs." Review of a Return to Facility (RTF)
orders dated 9/12/09 documented, *. ..2. Change
Novolog Insulin sliding scale subcut
[subcutaneous] 150-200=4units, 201-250=6units,
254-300=8units, 301-350=10units, 351-400=12
units, 401 or greater=14 units and monitor Q4
hours til stable and notify MD."

A nurses' notes dated 9/11/09 at 11:30 PM
documented, "[Resident #14} Found diaphoretic,
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pale & lethargic. Blood sugar checked ¢ resuit of
22. Accucheck again--'too low to
read"...Ambulance called..." The 9/11/09 nurses’
noted documented a low BG of 22. The resident
was exhibiting signs and symptoms of
hypoglycemia (a low BG). '

Review of Resident #14's September 2009 MAR
documented that Levimir was administered at the
wrong dose on 2 occasions for the PM dosage.
Review of Resident #14's September 2009 BG
flow sheet documented 120 opportunities for the
BG to be checked. There were 18 with the wrong
doses of insulin given. The BG ranged from a low
of 62 on 9/8/09 at 11:00 AM to a high of 467 on
9/23/09 at 4:00 PM. The BG with the incorrect
551 were as follows:

a. 9/2/09 at 4:00 PM - BG = 241, No §S Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 6U.

b. 9/2/09 at 8:00 PM - BG = 208, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 6U.

c. 9/7/09 at 6:00 AM - BG = 165, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 4U.

d. 9/8/08 at 4:00 PM - BG = 229, Insulin that was
documented as given = 4U, correct dose = eL.
e. 9/8/09 at 8:00 PM - BG = no documentation
that a BG was obtained.

£ 9/12/09 at 6:00 AM - BG = 317, No S8 Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 10U.

g. 9/12/09 at 8:00 PM - BG = 264, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 8U.

h. 9/13/09 at 4:00 PM - BG = 289, No SS Insufin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 8U.
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i. 9/14/09 at 4:00 PM - BG = 155, No 8S Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 4U.

j. 9/14/09 at 4:00 PM - BG = 307, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 10U.

k. 9/15/09 at 6:00 AM - BG =230, No S8 Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 6Uu.

. 9/16/09 at 8:00 PM - BG = 239, Insulin given =
25U Levimir. The order for Scheduled PM Levimir
was for 12u. The documented 25u Levimir given
was a wrong dose and the correct dose of S8 =
8U Novolog. No SS Insulin was documented as
given on the MAR or the BG flow sheet.

m. 9/17/09 at 4:00 PM - BG = 269, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, comrect dose = 8u.

n. 9/17/09 at 8:00 PM - BG = 176, NO 58 Insulin ‘
was documented as given on the MAR or on the !
BG flow sheet, correct dose = 41,

o. 9/18/09 at 6:00 AM - BG = 201, No S8 Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 6U.

p. 9/20/09 at 6:00 AM - BG = 215, No S8 Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 6U.

q. 9/26/09 at 8:00 PM - BG = 306, Insulin given =
20U Levimir. The order for Scheduled PM Levimir
was for 12u. The documented 20u Levimir given
was a wrong dose and the correct dose of S& =
10U Novolog. No 3S Insulin was documented as
given on the MAR or on the BG flow sheet,

r. 9/27/09 at 9:00 PM - BG = 204, Insulin given =
12U Levimir. The resident should have received 6
units of Novolog but there was no documentation
any Novolog was given.

The administration of the wrong insulin in addition
to the wrong insulin doses resulted in significant
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medication errors.

Review of Resident 14's laboratory HGB AlC
(blood teste gives the average of the blood
sugars levels for a 3 month period) dated 9/30/09
documented, "Test>HGB A1C, Result=8.2, Flag
H [High A1C tevel], Reference=4.2-5.8. It was
documented on the laboratory results form,
"Faxed to DR [doctor] 10/6/09 @ [af] 3:15 PM" (6
days after the result was received). There was no
documentation the MD was notified timely of the
high HGB A1C level.

Review of Resident #14's physician's orders
dated 10/21/09 documented *...LEVIMIR INSULIN
20U Q AM..." and an order initiated 9/12/09 for

" ACCUCHECKS AC AND HS WITH SLIDING
SCALE INSULIN NOVOLOG 0-149= [amount of

{ insulin to be administered] 0 UNITS, 150-200=4

UNITS, 201-250=6 UNITS, 251-300=8 UNITS,
301-350=10 UNITS, 351-400=12 UNITS, 401 OR
GREATER=14 UNITS AND MONITOR Q 4
HOURS UNTIL STABLE AND NOTIFY MD..."

Review of Resident #14's October 2009 MAR
documented that Levimir 12 units was
administered at 8:00 PM from 10/21/09 through
10/31/09 without an order. Review of the October
2009 BG flow sheet documented 124
opportunities for BG to be checked. The BG
ranged from a high of 394 on 10/15/09 at 9:00 PM
to a low of 74 on 10/24/09 at 4:00 PM. There
were 16 with the wrong doses of insulin given.
The BG with the incorrect $S1 were as follows:

2. 10/2/09 at 11:00 AM - BG = 214, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 8U.

b. 10/5/09 at 9:00 PM - BG = 308, Insulin given =
No documentation on the MAR or BG flow sheet

F 333
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of SS insulin given. The correct dose = 10U
Novolog.

c. 10/6/09 at 6:00 AM - BG = 332, Insulin given =
81, correct dose = 10U,

d. 10/9/09 at 6:00 AM - BG = 150, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, carrect dose = 4U.

e. 10/10/09 at 6:00 AM - BG = 150, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 4U.

£ 10/11/00 at 11:00 AM - BG = 267, No S8 insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 8U.

g. 10/15/09 at 6:00 AM - BG = 251, insulin given
= 6U, correct dose = 8U.

h. 10/15/09 at 9:00 PM - BG = 159, Insulin given
= No S§ Insulin was documented as given on the
MAR or on the BG flow sheet, correct dose =-4U.
i, 10/46/09 at 11:00 AM - BG = 312, No S8 Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 10U,

j. 10/18/09 at 68:00 AM - BG = 261, Insulin given =
BU, correct dose = 8U.

k. 10/20/08 at 4:00 PM - BG = 300, No 8S Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 8U.

. 10/21/09 at 11:00 AM - BG = 370, No S8 Insulin
was documented as given on the MAR or on the

'BG flow sheet, correct dose = 12U.

m. 10/21/09 at 4:00 PM - BG = 260, No amount of
SS Insulin was documented as givent on the MAR
or on the BG flow sheet, correct dose = 8U.

n. 10/241/09 at 9:00 PM - BG = 178, No SS Insulin
was documented as given on the MAR or on the
BG flow sheet, correct dose = 4U.

0. 10/25/09 at 9:00 PM - BG = 394, Insulin given
= 14U, correct dose = 12U.

p. 10/29/00 at 11:00 AM - BG =215, No §S
Insufin was documented as given on the MAR or
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on the BG flow sheet, correct dose = 6U.
The administration of the wrong insulin doses
resulted in significant medication errors.

Review of Resident #14's physician's orders
dated 11/2/09 documented the same insulin
orders as for October 2009. There were 32
opportunities for the BG to be checked from
11/1/09 through 11/9/09. There were three times
with the wrong doses of insulin given. The BG
with the incorrect SSI given were as follows:

a. 11/3/09 at 11:00 AM - BG = 228, No amount of
S5 Insulin was documented as given on the MAR
or on the BG flow sheet, correct dose = 6U.

b. 11/6/09 at 6:00 AM - BG = 178, No amount of
SS Insulin was documented as given on the MAR
or on the BG flow sheet, correct dose = 4U.

¢. 11/9/09 at 11:00 AM - BG = 230, No amount of
SS Insulin was documented as given on the MAR
or on the BG flow sheet, correct dose = gU.

The administration of the wrong insulin doses
resulted in significant medication errors.

During an interview in the conference room on
11/11709 at 9:10 AM, Nurse #8 was asked if the
facility had provided any inservices regarding
insulins and how insulins should be administered,
"None before you [surveyors] got here... Now,
they [the facility] wants fo put it [accu checks and
morning insulin administration] on us [the day
shift nurses]... This morning [11/11/09] they
changed it to give {morning insulins] at 7 AM...
They won't listen to me... They have just made
these changes to impress you... [Named
Resident #14] is everywhere [blood glucose high
and low]... He is a bad diabetic... { asked [named
the Director of Nursing] why did we [day shift]
have fo do his accuchecks and give insulin, Why
couldn't the night shift keep doing it? And she told
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me it was because we would have weight loss all
over the place, because the night shift would be
giving sandwiches and snacks with the insulin
and the resident might not eat their breakfast."

Review of the "MED-PASS" provided by the
American Society of Consultant Pharmacists for
typical dosing administration related to meals
documented "...Novolog... [administer] 5 [to] 10
minutes before meals... "

Observations during medication administration in
Resident #14's room on 11/9/09 at 3:50 PM,
revealed Nurse #4 obtained a BG of 332. Nurse
#9 administered 10 units of Novolog insulin to
Resident #14 at 4:14 PM. Resident #14 had not
received his dinner meal at 5:15 PM, one hour
after the fast acting insulin was given.

During an interview in the conference room on
14/11/09 at 8:35 AM, the Consultant Pharmacist
was asked how long he had been consulting with
this facility, how often did he come {o the facility
and what was he responsible for. The Consultant
Pharmacist (CP) stated, "t have been coming
here pretty close to a year... | am here once a
month... | do general medication reviews..." The
surveyor asked the CP if he had done any
inservices with the nursing staff. The CP stated, "I
have not done any recently due to the turn over
{with staffl..." The surveyor asked the CP what
charts did he review, what did he ook at and how
often. The CP stated, "Monthly...1 ook at every
chart in the building...chart reviews, | look at
allergies, labs and anything ta do with
medications..." The CP was asked if he had found
any problems with insulins. The CP stated, "No, |
have not... Me and [named the DON] did discuss
the timing of insulins... the [Hemoglobin] A1Cs [a
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blced glucose test that averages blocd glucose
for 3 months] have been good..." The CP was
asked if he had found in his review any
holes/blanks in the MAR. The CP stated, "One
hole is too many... | just don't know how to
enforce making the nurses scared to leave
holes..." The CP was asked if he had attended
the facility's Quality Assurance (QA) meetings.
The CP stated, "They have not requested me at
QA." The CP was asked if he reviewed the
residents’ orders and recertification orders. The
CP stated, "I do not review every single order...
No...There are some [orders] that do not get
documented accurately." The CP was asked if he
was aware of any serious problems with the
recertification orders. The CP stated, "Well, they
have a serious problem with staffing...Every
month it is different nurses.,." The CP was asked
if he felt there was a problem at this facility. The
CP stated, "Absolutely... Staffing has been a huge

issue..."

Review of the Consultant Pharmacist Review
sheet for 3/20/09 through 10/23/09 had no

documentation of the idenfified concerns with
insulin administration as noted above for Resident
#14, yet the pharmacist stated he reviewed every

chart.

The surveyors attempted to contact the Medical
Director on 11/11/08. The Medical Director
returned the call to the state office on 11/12/09 at
10:15 AM. The Medical Director, who is also
Resident #14's attending physician, was asked
when he would expect to be notified of blood
glucose (BG) levels. The physician stated,

" Certainly if it's greater than 400 or 450 they
[staff] need to notify me... if below 60 notify me..."
The Medical Director was asked if he reviews the
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resident's BG flow sheets. The Medical Director
stated, "...] review the [Hemoglobin} A1C ...not the
flow sheets... The flow sheet is more for nursing..."

3. Medical record review for Resident #4
documented an admission date of 2/26/09 with
a readmission date of 10/1/09 with current
diagnoses of Diabetes, Aphasia, Hypertension,
Convulsions, Stroke with Hemiparesis and
Dementia. Review of Resident #4's August 2009
physician's order documented, "...NOVOLIN R
PER SLIDING SCALE AC AND HS 151-200 3U,
201-250 5U..."

Review of Resident #4's August 2009 MAR and
the patient record log/request for treatment plan
documented the following:

a. 8/10/09 at 8:00 PM - BG 223, no SSl was
documented as given, correct dose was 5U.

p. 8/16/09 at 8:00 PM - BG 167, no
documentation that SSI was given, correct dose
was 3U. The failure to administer the ordered 35I|
resulted in significant medication errors.

Review of Resident #4's physician’s orders dated
9/11/09 documented, "...OBTAIN ACCUCHECKS
Q AM AT 6 AM WITH SSI NOVOLIN R ...151-200

=3U-"II

Review of Resident #4's September 2009 MAR
and the patient record log/request for treatment
plan documented the following:

a. 9/26/09 at 6:00 AM - BG 175, no
documentation that SS| was given, correct dose
was 3U.

b. 8/26/09 at 6:00 AM - BG 187, no
documentation that SS1 was given, correct dose
was 3U.

c. 9/27/09 at 6:00 AM - BG 160, no
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documentation that SS1 was given, correct dose
was 3U.

d. 9/30/09 at 6:00 AM - BG 168, no
documentation that SSI was given, correct dose
was 3U.The failure to administer the ordered SSI
resulted in significant medication errars.

The surveyors attempted to contact the Physician
for Resident #4 on 11/11/09. The The Physician
for Resident #4 returned the call to the state
office on 11/12/09 at 4:40 PM. The Aftending
Physician for Resident #4 verified that he was not
aware of any problems with insulin regarding his
residents in recent times.

483.60(a),(b) PHARMACY SERVICES

The facility must provide routine and emergency
drugs and biologicals fo its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of alt drugs and biolegicals) to meet
the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced

F 333

F 425

F425 1= 2% -0

1. Resident # 14 ‘s eye drops are now
available and being given as ordered. The
medication was in the med cart on 11/19409.
Validated by the DON on 11/19/09.

2. Other residents with the potential to be
affected were identified through a
reconciliation of the reviewed physician’s
orders and the medication available in the
med carts by the Director of Nursing and the
Nurse consultant on 11/1%/09.

Medications were obtained as needed.

3. Licensed nursing staff was in serviced on
ensuring medication availability and
medication ordering by the Director of
Nursing on 11/19/09.

Nurses not in serviced on this date will be in
serviced prior to returning to duty . No
agency nurses are utilized at this time. In-
service will be conducied upen hire and
annually thercafter. Agency nurses will be in
serviced prior to working. These in-services
will be condusted by the Director of Nursing
or the RN supervisor.
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by: The RN supervisors will check medication
Based on medical record review, it was availability 3 times per week and order !
determined the facility failed to provide medication as needed ongoing.
pharmaceutical services to ensure prescribed A medication availability audit tool was
medications were administered as ordered for 1 created by the NC on 11/19/09.
of 18 (Resident #14) sampled residents. 4. The RN supervisors will complete the
The findings incl . medication availability audit tool 3 imes a
e findings included: week ongoing. The Director of Nursing will
. . . review the resuits of the audits on a weekly
Medical record review for Resident #14 basis for 3months and the quarterly for the
documented an admission date of 2/26/09 with a next 12 months.
diagnosis of Diabetes Mellitus Type 2, Mood The results of the audits will be reported to i
disorder, Disorders of the Thyroid, Suicidal the QA committee monthly for 3 monthsand
Ideation, Diabetic Retinopathy, Lack of then quarterly for the next 12 months, The :
Coordination and Abnormality of Gait. A QA comuntes. e Nursing, th
physician's order dated 8/1/09 documented, y edi““s‘f‘? or, the Director ol Hursing, the
N Y cal Director, Dietician /food service
Xalatan 0.005% [percent] Eye Drops One GTT er. the Pharmacy Consultent, the
drop] OU [both] eyes Q [every] HS [night] ! TN, e ot ity di :
[ : iyl ol gnt... Social Services director, the Activily directer
Review of the August 2009 Medication the environmendal services director, the MDE o
Administration Record (MAR) revealed the coordinator, and others as appointed by the :
Xalatan eye drops was circled as notgiven on administrator, will make any needed changes |
August 1st through 13th. documentation on the to the plan . 1
back of the August 2009 MAR revealed "8/13/09
8P [PM] Xalatan 0.005% eye gtts-not given-not
here, ordered from pharmacy.” The facility failed
to ensure Resident #14's Xalatan eye drop
medication was available when ordered.
F 428 | 483.60(c) DRUG REGIMEN REVIEW F 428] 1428
SS=J A U A
The drug regimen of each resident must be ] h
reviewed at least once a menth by a licensed 1. Residents # 11, # 14 #15,and
pharmacist. #18 and Random residents #1,#3,
) ) . #4_ and # 5 are receiving
The pharmamst m_t_:s.t report any n’lregulannes to medication correctly and
the attending physician, and the director of :stentl ‘thin th
nursing, and these reports must be acted upon. consistently, within the proper
time frame, and according to
current physicians orders as of
11/13/09.
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by:
Based on medical record review, it was
determined the facility failed to provide
pharmaceutical services {o ensure prescribed
medications were administered as ordered for 1
of 18 (Resident #14} sampled residents.
The findings included:
Medical record review for Resident #14
documented an admission date of 2/26/09 with a
diagnosls of Diabetes Mellitus Type 2, Mood
disorder, Disorders of the Thyroid, Suicidal
Ideation, Diabetic Retinopathy, Lack of
Caoordinalion and Abnormality of Gait A
physician's order dated 8/1/09 docurmented, -
"Xaiatan 0.005% [percent] Eye Drops One GTT
[drap] OU [both] eyes Q [every] HS [night]..."
Review of the August 2009 Medication '
Administration Record (MAR) revealed the -
Xalatan eye drops was circled as not given on
August 1st thraugh 13th. documentation on the
back of the August 2009 MAR revealed "8/13/09
8P [PM] Xalatan 0.005% eye gfts-not given-not
here, ordered from pharmacy.” The facility failed
to ensure Resident #14's Xalatan eye drop
medication was available when ordered.
F'.S‘;Zj 48360(0) DRUG REGIMEN REVIEWW F 428 1. Residents # 11‘ #14 #IS,and L AQo-oF
The drug regimen of each resident must be #18 and Random residents
reviewed at least once a manth by a licensed #1 43, #4, and # 5 are
pharmacist, receiving medjcation correctly
The bh it must tany ' tarilies fo and consistently, within the
e pharmacist must report any irregularities .
the attending physician, and the director of prop er.tlme frame, am:}il . .
nursing, and these reports must be acted upon. according to current physicians
orders as of 11/13/09. This
was verified by the DON thru :
observation and record review, |
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g’his REQUIREMENT is not met as evidenced
y:

Based on review of the facility’s ‘Phamacy
Services Agreement Terms and Conditions’,
medical record review, abservations and
interviews, it was determined that the Consulting
Pharmacist failed to monitor, review and identify
medications that were not administered correctly,
that fast acting insuling (insulin that reaches i's
peak effect in 15 to 30 minutes) were not
administered correctly and that there were no
blanks on the Medication Administration Records
(MAR) (indicating the insulin was not
administered at all) for 4 of 18 (Residents #1 1,
14, 15 and 18) sampled residents and 4 Random
Residents (RR #1, 3, 4 and 5). The pharmacy
consultant failed to ensure nursing staff
administered insulin within the proper time frame
before a meal, administer the correct amount of
insulin according to the sliding scale and/or failed
to obtain orders for insulin administration which
resulted in conditions that were likely to be
serious and immediate threat to the health of 2 of
7 (Residents #4 and 14) sampled diabetic
residents. The facility failed to ensure that
ordered medications were available for 1 of 18
(Resldents #14) sampled residents. A copference
was held in the conference room on 11/10/09 at
4:45 PM, at which time the Administrator and
Director of Nursing (DON) were informed of the
findings that are, or are likely to place diabetic
residents in a serious and immediate: threat to
their health. The insulin dependent diabetics have
the high likelihood of having hypoglycemia and
hyperglycemia episodes by receiving the wreng
insulin or the wrong insulin doses. This placed the
diabetic residents in immediate jeopardy (|J). The

reviewed Residents # 11,#14,#

#15, and 18 and Random

Residents 1,3,4, and 5

medication regimer :
onl11/13/09 and :
recommendations were made '
and sent to the physician on i-
11/13/09.

The Administrator re-educated
the pharmacy consultant on
11/12/09regarding the
expectations of 2 monthly
medication regimen review for
all residents and identification
and reporting of medications
being administered correctly .
and consistently, timing of i
insulin in relation to meals, the ;
correct dosage of insulin, the i
correct ingulin, ranges of SSI i
and physicians orders for

medication.

Resident 14 has all ordered
rmedication available.

2. All residents have the
potentizl to be effected.

The pharmacy consultant
completed a medication
regimen review for all
residents on 11/13/09 and
recommendations were made
and sent to physicians, Correct
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1J effective date is 11/10/09, and is angoing until
the'lJ is removed.

The findings included:

1. Review of the facility's "Pharmacy Services
Agreement Terms and Conditions" documented,
"{, Conslilting Services...provides ...the following
services at the Facility: (@) Once each month,
consult with the Facility's staff as to each
resident's drug regimen and provide a written
report of concerns of inappropriate ufilization
paltemns (if any) to the Facility's administrator,
Directar of Nursing Services or the resident’s
physician, as appropriate. (b) Consult with the
Facility's staff as to its creation and maintenance
of its Pharmacy Policy and Procedure Manual,
including (without limitation} its creation and
implementation of policies and pracedures in
respect of the distribution, contral and use of

month, observe a medication pass from the
Facllity to a patient, and note cancerns related to
quality assurance (if any) o the Facility’s
Adrninistrator... (f) Using its pharmacy staff,

on pharmacy issues {each one-hour long) for the
Facility's staff. (g) Once each month, attend a
meeting with the Administrator and Director of
Nursing at each Facilty to discuss Pharmacy
issues. (h) On Facility's request (but not more
than once per calendar quarter), serve (in an
advisory role) ane the Facility's Quality Assurance
and Assessment Committee..."

During an interview in the conference room on
11/11/09 at 8:35 AM, the Consultant Pharmacist
was asked how long he had been consulfing with
this facility, how often did he come to the facility

prescription drugs in the Facility... (d) Once each !

coordinate and conduct two educational programs

" nurses monthly ongoing and
. review the MARs for :

monthly for med
observation.
__________,_..-'-

BAILEY PARK CLC
HUMBOLDT, TN 36343
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where applicable.

A medication/ MAR
reconciliation to ensure meds
available was done by the
DON and NC,RN on 11/19/09
and meds ordered if needed.

3. The pharmacy consultant i
will complete a medication :
regimen review and make
recommendations to the

physicians on a monthly basis.

The Pharmacy consultaut will
conduct a med pass with 2

completeniess. The pharmac
consultant will rotate shifts

The Pharmacy consultant will |
be notified of the dates and g
times of the QA meeting by :
the Administrator and will

attend the QA meetings to

report on Concerns.

The RN supervisors will
conduct a medication/MAR
reconciliation on Sunday,
Tuesday, and Thursday
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and what was he responsible for. The Consuitant
Pharmacist (CP) stated, "l have been coming
here pretly close lo a year... ] am here once a
month... | do general medication reviews...” The
surveyor asked the CP if he had done any
inservices with the nursing staff. The CP stated, "I
have not done any recently due to the tura over
[with staff]..." The surveyor asked the CP what
charts did he review, what did he ook at and how
often. The CP stated, "Manthly...I look at every
chart in the building,..chart reviews, { lock at
allergies, labs and anything to do with
medications...” The CP was asked if he had found
any problems with insulins. The CP stated, "No, |
have rot... Me and [named the DON] did discuss
the timing of insulins... tha [hemoglobin] A1Cs
[laboratory test that measures the average of the
blood glucose levels over a three manth period]
have been good..." The CP was asked if he had
found in his review any holes/blanks in the MAR.
The CP stated, "One hole is foo many... [ just
don't know how to enforce making the nurses
scared to leave holgs...” The CP was asked if he
nad attended the facility's Quality Assurance (QA}
meetings. The CP stated, "They have hot
requested me at QA." The CP was asked if he
reviewed the resident's orders and recertification
orders. The CP stated, "l do not review every
gingle order.., No... There are some [arders) that
do not get documented accurately.” The CP was
asked if he was aware of any serious problems
with the recertification orders. The CP stated,
"“Well, they have a serious problem with staffing...
Every month it is different nurses...” The CP was
asked if he felt there was a problemn at this facility.
The GP stated, "Absolutely... Staffing has been a
huge issue..."

Review of the Consultant Pharmacist Review

Availability Audit Tool. The
audit tool was created by the
NC on 11/19/09 and is used to
check the medication in the
cart against the MAR and
when the meds are ordered and
received, The Audit Tool will
be reviewed weekly by the
Dicector of Nursing ongoing.
4 The Pharmacy consultant
will create a written report of
findings on each visit. The
ADM will complete the
Quarterly Report quarterly to
verify the Pharmacy consultant
performance. The Director of
Nursing will review the
Pharmacy report for accuracy
and completeness on &
monthly basis and the Med
Availability Audit weekly and
report any findings to the QA
committee weekly for 4 weeks
and then quarterly . The QA
committee, comprised of the
Administrator, the Director of
Nursing, the Medical Director,
Dietician /food service
manager, the Pharmacy
Consultant, the Social Services
director, the Activity director,
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F 428 | Continued From page 73 F 428! the environmental services

sheet for 3/20/09 through 10/23/09 had no director, the MIDS coordinator,
gioc?_megtat.iontoftthe ider&tiﬁed cur;aems with - and others as appointed by the
insuiin administration for Resident #14, yet the - ;
pharmacist stated he reviewed every chart, Refer administrator, will male any
to F333. needed changes to the plan .

: . | will make any needed changes _
2. The pharmacy consultant failed to observe to the plan. -;
administration of medications with the nursing !
staff or to conduct inservice training for the
nursing staff to ensure a medication error rate
was less than five percent (%). Five {5) of 7
nurses (Nurses #1, 3, 4, § and 7) made 11 errors
out of 43 opportunities for error which resulted in
a medication error rate of 25.58%,Three (3) of 3
shifts made medication errors. Refer to F332.

3. The phamacy consultant failedto observe 1 .
administration of medications, failed lo review
medication administration records, failed to.
review hlood sugar fiow sheets for completeness
and accuracy of sliding scale insulins
administered, failed to review the accuracy of
recertification orders and failed to ensure that
residents were free of significant medication
errors, The pharmacy consultant failed o ensure
nursing staff administered insulin within the
proper time frame before a meal, administer the
correct amount of insulin according to the sliding
scale and/or failed to obtain arders far insulin
administration which placed 2 of 7 {Residants #4
and 14) sampled diabetic residents in conditions
that are, or are likely to place diabetic residents in
a serious and immediate threat to their health.
The insulin dependent diabetics have the high
likelihood of having hypoglycemia and
hyperglycemia episodes by receiving the wrong
insulin or the wrong insulin doses. Refer to F333.
F 441 | 483.65({a) INFECTION CONTROL

55=E
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F 428 | Continued From page 73 F 428
sheet for 3/20/08 through 10/23/09 had no
documentation of the identified concerns with
insulin administration for Resident #14, yet the
pharmacist stated he reviewed every chart. Refer
to F333. .

2. The pharmacy consultant failed to observe
administration of medications with the nursing
staff or to conduct inservice training for the
nursing staff to ensure a medication error rate
was less than five percent (%). Five (5) of 7
nurses (Nurses #1, 3, 4,5and 7) made 11 errors
out of 43 opportunities for error which resulted in
a medication error rate of 25.58%.Three (3) of 3
shifts made medication errors. Refer to F332.

3. The pharmacy consultant failed to obhserve
administration of medications, failed to review
medication administration records, failed to
review blood sugar flow sheets for completeness
and accuracy of sliding scale insulins
administered, failed to review the accuracy of
recertification orders and failed to ensure that
residents were free of significant medication
errors. The pharmacy consuitant failed to ensure
nursing staff administered insulin within the
proper time frame before a meal, administer the
correct amount of insulin according to the sliding
scale andfor failed to obtain orders for insulin
administration which placed 2 of 7 (Residents #4
and 14) sampled diabetic residents in conditions
that are, or are likely to place diabetic residents in
a serious and immediate threat to their health,
The insulin dependent diabetics have the high
likelihood of having hypoglycemia and
hyperglycemia episodes by receiving the wiong
insulin or the wrong insulin doses. Referto F333.

F 441 | 483.65(a) INFECTION CONTROL ' F 441
88=E '
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The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The-facility must establish
an infection control program under which it
investigates, controls, and prevents infections in
the facility; decides what procedures, such as
isolation should be applied to an individual
resident: and maintains a record of incidents and
corrective actions related to infections.

This REQUIREMENT is not met as evidenced
by:

Based on policy review, medical record review
and observations, it was determined 4 of 6
‘(Nurses #1, 3, 5 and 6) nurses observed
.administering medications failed to clean the
'glucometer between residents to prevent the
possibility of cross contamination of blood and
failed to perform proper handwashing to prevent
the potential spread of infection.

The findings included:

1. Review of the facility's "Hand Washing" policy
documented, “...wash hands before and after
procedures... proper hand-washing techniques
must be followed at all times... use disposable
hand towel to turn off faucet."

a. Observations during medication administration
on 11/9/08 at 9:00 AM, Nurse #1 entered room
302, assisted the resident fo lie down, gave the
resident a tissue, administered eye drops in the
resident's right eye while holding the tower lid with
her left hand, administered eye drops in the _
resident's left eye, held the left eye lid with her left

F 441

F441 .
Tu-25-04
1. Glucometers were cleaned on '
11/10/09 by the staff nurses .
Nurse #1 and Nurse #3 were re-
educated regarding handwashing
on 11/12/09 by NC and an
educated staff nurse. Nurse #5
and Nurse #6 have been re-
educated regarding cleaning of
the glucometer by the NC on
11/19/09.

2. All residents have the potential
to be affected regarding
handwashing. Residents receiving
finger stick blood glucoses per
glucometer have the potential to
be affected. Handwashing and
skill competency was started on
11/12/09 and Glucometer
cleaning inservice was done on
11/19/09

3. Nursing staff, dietary,
maintenance, activity, SS,
laundry, housekeeping, and
administrative staff were in
serviced regarding handwashing
and a skill competency begun on
11/12/09 through 11/14/09 by the
NC and staff nurse that was
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index finger. Nurse #1 then washed her hands,
turned the water off and dried her hands. Nurse
did not wash hands after assisting the resident up
in bed or prior to administering the eye drops.

b. Observations during medication administration
on 11/8/09 at 3:20 PM, Nurse #3 entered room
302 A to administer medications to the resident.
Nurse #3 patted the resident from room 304 Bon
the back three times and then patted the resident
from room 302 A two times on the back. Nurse #3
failed to wash her hands or use gel between
these resident contacts.

Cleaning and Disinfection of Glucemeters” policy
documented, "...CDC [Centers of Digease
Control] states that HBV [Hepatitis B Virus] can
survive for at least one week in dried blood on
environmental surfaces or on contaminated
instruments... disinfect after each use the exterior
surfaces following the manufacturer’s directions
using a cloth/wipe with either an EPA -registered
detergent / germicide with a tuberculocidal or
HBV/HIV [Human Immunodeficiency Virus] iabel
claim, or a dilute bleach solution of 1:10 {one part
bleach to 9 parts water) to 1:100 goncentration...
Alcohol should never be used...”

a. Observations during medication administration
on 11/10/09 at 5:10 AM, Nurse #5 entered room
303 with the glucometer that was not observed
clean before entering the room. The nurse
placed the glucometer on the resident's overbed
table without placing a barrier between the
glucometer and the table. She placed a bleod
glucose test strip into the glucometer, stuck the
resident's finger to obtain a drop of blood, placed
the resident's blood sample onto the test strip and

2 Review of the facility's "Recommendations for -

Handwashing was observed as
part of the medication pass
competency for licensed staff.
Newly hired staff will be
educated on the handwashing
policy and skill competency upon
hire and then annually thereafter.
A glucometer cleaning policy and
guideline was established on
11/18/09 by NC and approved by
Administrator and DON on
11/19/09 .

Handwashing competency will be
done annually and upon hire.
Newly hired licensed nursing staf
will be informed of the
glucometer cleaning policy and
guideline upon hire.

4. The Director of Nursing or RN
supervisor will observe at least
one nurse 5 times a week
performing fingerstick blood
glucoses for cleaning of the
glucometer for 2 weeks, then
weekly x 1 month and then
quarterly for the next 12 months.
The administrator will review
newly hired nurses orientation
checklists for glucometer training
ongoing. The findings will be
reported to the QA committee
weekly for 2 weeks, then monthly
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the accucheck monitor displayed the resident's
blood glucose reading. Nurse #5 failed to clean
the glucometer after completing the procedure. At
5:31 AM, Nurse #5 entered room 103 with the
glucometer that was not observed cleaned before
entering the room.. The nurse placed the
glucometer on the resident’s bedside table
without placing a barrier between the glucometer
and the table. She placed a blood glucose test
strip into the glucometer, stuck the resident's
finger to cbtain a drop of blood, placed the
resident's blood sample onto the test strip and the
accucheck monitor displayed the resident's blood
glucose reading. Nurse #5 failed to clean the
glucometer after completing the procedure. Nurse
#5 obtained blood samples from the residents
and failed to clean the glucometer between each
resident use.

b. Observations during medication administration
on 11/10/09 at 5:53 AM, Nurse #6 entered room
208 with the glucometer that was not observed
clean before entering the room. The nurse
placed the glucometer on the resident's overbed
table without placing a barrier between the
glucometer and the table. She placed a blood
glucose test sirip into the glucometer, stuck the
resident's finger to obtain a drop of blood, placed
the resident's blood sample onto the test strip and
the accucheck monitor displayed the resident's
blood glucose reading, Nurse #5 failed to clean
the glucometer after using it. Nurse #6 placed the
glucometer on the top of the medication cart. At
£:00 AM, Nurse #6 entered room 205 placeda
box with the glucometer, test strips and lancets
on the resident's bedside table. The glucometer
was not observed cleaned before taking it into the
resident's room for use. Nurse #6 did not place a

The QA commiittee, comprised of
the Administrator, the Director of
Nursing, the Medical Director,
Dietician /food service manager,
the Pharmacy Consultant, the
Social Services director, the
Activity director, the
environmental services director,
the MDS coordinator, and others
as appointed by the administrator,
will make any needed changes to
the plan .
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barrier between the glucometer and the bedside
table, She placed a blood glucose test strip into
the glucometer, stuck the resident’s finger ta
obtain a drop of blood, placed the resident’s blcod
sample anto the fest strip and the accucheck
.. monitor displayed the resident'’s blood glucose
reading. Nurse #6 failed ta clean the glucometer
after using it. Nurse #8 then left roorn 205 and
placed the glucometer in an apen box on top of
the medication cart. Nurse #6 failed to clean the
glucometer after using it.
¢. Each resident did not have their own
glucometer. Each medication cart had cne
glucometer that was used for multiple residents,
Each resident that had orders far finger stick
bload glucose {BG) had a finger stuck with a
lancet to obtain a blood sample to obtain 2 BG
reading. The test strip is placed in the _
glucometer, the resident then will have a finger .
stick and a blood dreplet will be dropped onto the -
strip. The blood could drop on tha glucometer
machine, The glucometer machines were not
cleanad prior to being used nor were they cleaned
between each resident use.
Fs;iJo 483.75 ADMINISTRATION F480) | 1y Regional Director E 1120~ 0%
A facility must be administered in a manner that visited the facility on I 1/ ] 1/09 |
enables it to use its resources effectively and to ensure that the facility 13 |
efficiently to attain or maintain the highest being administered effectively |
practicable physical, mental, and psychosocial and efficiently. i
well-being of each resident. ‘ The Nurse Consultant has been |
_ in the facility with the Director :
This REQUIREMENT is not met as evidenced of Nursing daily from 11/1109
g}!: | ED.PASS through 11/25/09 to ensure that
ased on policy review, review of “MED- ! facility is bein !
provided by the American Society of Consultant th&e inist y d effccgtivel and ‘
Pharmacists, review of the facility’s "Pharmacy admintsStere ¥
Services Agreement Terms and Conditions®, efficiently. ’
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) i . ' The Director of Nursing wit
medical record review, observations and .. ! dl'\] ¢ ﬁ% with
interviews, it was determined the facility’s supervision and input Irom
Nurse Consultant ensured that

administration including the Administrator and the

Director of Nursing (DON) failed to effectively and the following corrective

efﬁcienﬂy ensure that the fac]lit}' identified, measures were ta_ken and that H
rmonitored and followed-up on quality of care’ the Administrator was |
issues such as notifying the physician of elevated " d and ed:
and/or low blood sugar (BS) levels. The facility's intormed ang approved.
failure to notify the Medical Doctor (MD) of a low The physicians for Residents #
or elevated blood sugars/glucoses placed 3 of 8 14, # 15, and # 16 were
(Residents #14, 15 and 16) sampled residents notified of the blood glucose
identified by the facility as being insulin dependent results for October and
in conditions that are, or are likely fo be serious N b 11/20/09 by th
and immediate threat to their health. The failure ovember on y the
to administer insulin in a timely manner in relation Nurse consultant, RN.
to a meal and the failure to administer the correct On 11/24/09, the NC, RN and
dosage of insulin placed Residents #4 and #14 in the DON verified with the
canditions that are, or likely ta be in a serious and - .
immediate threat to their hzalth. The insufin : physician for Resident # 14
dependent diabetics have the high fikefihood of that he (the physician) was
' aware on 11/20/09 of blood

having hypoglycemia and hyperglycemia *

episodes by receiving the wrong insulin or the sugars on Resident # 14 for

wrong insulin doses. A conference was held in months of March, August,
the conference room on 11/10/09 at 4:45 PM, at :
which time the Administrator arid Director of June, September 2009, the
Nursing (DON) were informed of the findings that HGB AIC results of June and
placed the diabetic residents in Immediate September 2009, the wrong
Jeopardy (lJ). The |J effective date is 11/10/09, insulin administered and no
and is ongaing until the 1J is removed. MD SSI order for range 401~
e : 450 during August and _
The findings included: i
& fndings ! September ,On 11/24/09 the
1. The administrative staff failed to ensure ~ NC,RN and the DON verified
physicians were notified of low and/or elevatad " with the Physician for Resident
blood glucose (BG) levels. The facility failed to 5 that be physic :
notify the physician of a BG as high as 541 for #15 that he(t lel ?20}/’03; n) '
Resident #14 on 3/15/09 at 8:00 PM. The facility was awaie on VJ Ior
blood sugars on Resident # 15

failed to notify the physician of a low BG of 40 on
Resident #15 on &/4/09 and a low BG of 45 on |

‘OAM CMS-25687(02-08) Pravious Verslons Obsolste Event I0: M2WG1T1 Facility |D: TIN27D8 if continuation sheat Page 79 of 59



11/30/2089 22:14

7317841562

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

BAILEY PARK CLC

PAGE 36/48

PRINTED: 11/20/2009
FORM APPROVED

QMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDERISUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NIJMBER! COMPLETED
A BUILDING
B. WING
445339 W 11/11/2009

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS. CITY, STATE, ZIP CODE
2400 MiTCHELL STREET

9/28/09. The facility failed to notify the physician
of a low BG of 49 on Resident #16 on 11/8/08.

Referto ‘F15?.

2. The administrative staff failed to ensure that
residents were free of significant medication
errors. The nursing staff failed to administer
insulin within the proper time frame before a
meal, administer the correct amount of insulin
according to the sliding scale and/for failed to
abtain orders for insulin administration which
placed diabetic residents in a serious and
immediate threat to their health, The: insulin
dependent diabetics have the high likelihoad of -
having hypoglycemia and hyperglycemia
episodes by receiving the wrong insulin or the
wrong insulin doses which resuifed in immediate
jeopardy (1J) for 2 of 7 [Residents #4 and 14)
sampled residents receiving insufin. Refer to

F333.

3, The administrative staff failed to ensure the
Consulting Pharmacist monitored, reviewed and
identified concerna with medicatian
administration, inserviced nurses, ensure
medications were available and participated in the
Quality Assurance meetings. Refer to F4238.

4. The facility's administration including the
Administrator and the Director of Nursing (DON}
failed lo effectively and efficiently ensure that all
residents were maintained at their highest
practicable wefl-being. The administrative staff
failed to ensure that the facility identified,
monitored and followed-up on quality of care
issues such as notifying the physician of high and
low blood glucose (BG) levels, failed to ensure
there were no significant medication errors, failed
to ensure the pharmacy consultant monitored

Residents #4 and #14 are now ‘
having their insulin |
administered within the proper ]
time frame before meals,

correct amount, the correct
insulin ordered, and as per
current physician orders.
Physicians for resident #4 and
#14 were contacted for
clarification orders for correct
timing, correct insulin, and
correct amount on 11/10 and
11/11/09. '
The residents were reassessed '
and physicians notified by the
DON and the NC,RN on
11/10/09 and 11/11/09.
Residents # 11, # 14 #15,and
#18 and Random residents
#1,#3,#4, and # 5 are
receiving medication correctly
and consistently, within the
proper time frame, and |
according to current physicians
orders as of 11/13/09, This |
was verified by the DON thru
observation and record review,
The pharmacy consultant _
reviewed Residents # 11,#14 # |
#15, and 18 and Random
Residents 1,3,4, and 5 l
medjcation regimen i
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pag 490 September 2009,

onl1/13/09 and

FORM GMS-2587(02-09) Pravloua Vatalens Cbeolate

Event ID:M2WGEI

Facllity ra, TNZTUH

If contmuation snslel Page B0 of 99




11/38/2009 22:14

7317841562

DEPARTMENT OF HEALTH AND HUMAN SERVICES

BAILEY PARK CLC

PAGE 37/4B

PRINTED: 11/20/2009
FORM APFROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULYIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
445339 11/11/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
BAILEY PARK CLC 2400 MITCHELL STREET
HUMBOLDT, TN 38343
{X4) ID SUMMARY STATEMENT OF DEFIGIENGIES i PROVIDERS PLAN OF CORRECTION xS
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE CONPLETICN
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
DEFICIENCY)
£ 290 | Continued F recommendations were made
ontinued From page 80 F 480  and sent to the physician on

medicalicn administration and the availability of
medications and failed to ensure the Medical
Director participated in the Quality Assurance
process.

During an interview in the-conference room an
11/11/09 at 8:35 AM, the Consultant Phamacist
was asked how long he had been consulting with
this facility, how often did he come to the facility
and what was he responsible for. The Consultant
Pharmacist {CP) stated, "I have been coming
here pretty close to a year... | am here once a
month... | do general medication reviews..." The
surveyor asked the CP if he had done any
inservices with the nursing staff. The CP stated, "l
have not dore any recently due to the turn over
[with staff]...” The surveyor asked the CP what
charts did he review, what did he look at and how
often. The CP stated, "Monthly...| look at every
chart it the building...chart reviews, | lock at

“gllergies, labs and anything to do with

medications...” The CP was asked if he had found
any problems with insulins. The CP stated, "No, !
have not... " The CP was asked if he had found in
his review any holes/blanks in the MAR. The CcP
stated, "One hole is too many... | just don't know
how to enforce making the nurses scared to leave
holes...” The CP was asked if he had aftended
the facility's Quality Assurance {QA) meetings.
The CP stated, "They have not requested me at
QA." The CP was asked if he reviewed fhe
resident's orders and recertification arders. The
CP stated, “I do nat review every single order...
No...There are some [orders] that do not get
documented accurately.” The CP was asked if he
was aware of any serious problems with the
recartification orders. The CP stated, "Well, they
have a setious problem with staffing. ..Every
month it is different nurses...” The CP was asked

11/13/09. The Administrator 'l
re-educated the pharmacy
consultant on 11/12/09
regarding the expectations of a
monthly medication regimen
review for all residents and
identification and reporting of
medications being

administered correctly and
consistently, timing of insulin

in relation to meals, the correct
dosage of insulin, the correct
insulin, ranges of SSI and
physicians orders for
medication,

The Medical Director has |
participated in a QA meeting
and has held an in-service for
the nurses.

2,
The Director of Nursing with
supervision and input from the |
Nurse Consultant ensured that
the following was done to
identify others with the ‘
potential to be affected, :
corcective measures were taken
and that the Administrator was |
informed and approved: .
Other resident’s with the !

*0RM CM5-2507(02-98) Pravious Versiona Obsolate
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if he felt there was a problem at this facility. The
CP stated, "Absolutely... Staffing has been a huge
issue..."

Review of the Consultant Pharmacist Review
sheet for 3/20/09 through 10/23/08 had no |
documentation of the identified concemns with
insulin adminisiration for Resident #14, yet the
pharmacist stated he reviewed every chart. Refer
to F333.

During an interview in the conference room on
11711709 at 9:10 AM, Nurse #8 was asked if the
facility had provided any inservices regarding
inswlins and how insuling should be administered,
“None before you [surveyors] gof here... Now,
they [the facility] wants to put it [accuchecks and
morning insulin administration] on us [the day
shift nurses)... This morning [11/11/09 they
changed it to give [morning insulins] at 7 AM...
They won't listen to me... They have just made
these changes to impress you."

The surveyors atterripted to contact the Medical
Director on 11/11/09. The Medical Director
retumed the call to the state office on 11/12/09 at
10:15 AM. The Medical Director (MD) confirmed
that he was not aware of any problerns with blood
sugars until 11/11/09 and had not been invited to
a Quality Assurance (QA) meetingin4fo §
menths due to the recent changes in
administration. When the MD was asked about
attending and participating in QA, he: stated, "l
think before quarterly [when he attended QA], but
changes with the Administrator and maybe the
Nursing Director, I have not...Whenever they call
me 1 come right away. They have notcalled me in
four or five months. | think it is due to rapid

change over with staff... There is this rapid in and

- going forward. .

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (M5
BREFIX (EACH DEFICIENCY MIJST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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i otential to be affected were
F 48¢ | Continued From page 8 p . .
rage b1 F490|  identified by a review of the

blood glucoses for the past
month of diabetic residents by
Director of Nursing and the
Nurse Consultant on 11/11/09 . |
Findings from the review were -
lack of notification parameters
and inadequate insulin orders.
The physicians were notified

as needed by the DON and/or
NC for new orders. This
review included all diabetics.
The primary nurse for the
resident will be responsible for
notification of the physician |

Other residents with the
diagnosis of diabetes have the .
potential to be affected and the
diagnosis was used to identify
which resident. The residents
identified by the DON and
NC,RN had physician orders |
clarified for insulin '
administration times and |
amounts, ranges of insulin, and
correct insulin on 11/10/09 and
11/11/09. :
The pharmacy consultant
completed a medication

regimen review for all _
residents on 11/13/09 and i
recommendations were made
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F 490 | Continued From page 81 F ago| 2nd sent to physicians. Correct |

if he felt there was a problem at this facility. The

CP stated, "Absolutely... Staffing has been a huge
issue..."

Review of the Consultant Pharmacist Review
sheet for 3/20/09 through 10/23/09 had no
decurmentation of the identified concems with
insulin administration for Resident #14, yet the
pharmacist stated he reviewed every chart. Refer
to F333.

During an interview in the canference room on
11/11/09 at 9:10 AM, Nurse #8 was asked if the
facility had provided any inservices regarding
insulins and how insulins should be administered,
"None before you [surveyors] got here... Now,
they [the facility] wants to put it faccuchecks and
maorning insulin administration] on us [the day
shift nurses}... This morning [11/11/09 they
changed It to give [morming insulins] at 7 AM...
They wont listen to me... They have just made
these changes to impress you.”

The surveyars attermpted to contact the Medical
Director an 11/11/09, The Medical Rirectar
returned the call to the state office on 11/12/09 at
10:15 AM. The Medicat Director (MD}) confirmed
that he was not aware of any problerns with blood
sugars until 11/11/08 and had not been invited to
a Quality Assurance {QA) meelingin 410 5
months due o the recent changes in
administratian. When the MD was asked about
aftending and participating in QA, be stated, "I
think before quarterly [when he attehded QA], but
changes with the Administratar and rnaybe the
Nursing Direétor, | have not.., Whenever they call
me | come right away. They have not called me in
four or five months. ! think it is due to rapid
change over with staff... There is this rapid in and

insulin type was included [
where applicable. A '
medication/ MAR l
reconciliation to ensure meds |
available was done by the '
DON and NC,RN on 11/15/09
and meds ordered if needed.

3. The facility administrator
was re~educated by the
Regional Director on 11/11/09
regarding the expectations and |
responsibilities of the :
administrator’s role in
effectively and efficiently
administering the facility.
The DON was re-educated by
the Nurse Consultant on
11/11/09 regarding the
expectations and
responsibilities of the DON
role in effectively and
efficiently administering the
facility,
The Director of Nursing with
supervision and input from the
Nurse Consultant ensured that
the following measures and or
systematic changes were made
5o that previous practices do .
not recur. The Administrator ’
was informed and approved: .
If continuation sheet Page 82 of 98
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F 490 | Continued From page 81 Fagp| Nurses not in serviced on any |
if he felt there was a problem at this facility, The date will be in serviced prior to
CP stated, "Absolutefy... Staffing has been a huge returning to duty. In-service
issue...” will be conducted upon hire
Review of the Consultant Pharmacist Review and annually thereater.
| H . |
sheet for 3/20/08 through 10/23/08 had no Agency nurses will be 1o |
documentation of the identified concemns with serwce_d prior to Woflﬂﬂg : :
insulin administration for Resident #14, yet the These in-services will be I
pharmacist stated he reviewed every chart. Refer conducted by the Director of
to F333, | Nursing or the RN supeivisor.
‘During an intesview in the conference roam on No a.ger_lcy nurses are utilized i
11/11/09 at 9:10 AM, Nurse#8 was asked if the at this time. N
facility had provided any inservices regarding Licensed nursing staff was in :
insulins and how insulins should be administered, serviced on 11/14/0%
"None before you [surveyors] got here... Now, aparding reporting changes in
they [tne facility] wants to put it {accuchecks and . ':hE e sli dint’l?s con c%iti on t% the .
moming insulin administration] on uS [the day r' X N ‘
shift nurses]... This morning [11/11/08they : phys;c}an by the NC; RN. The
changed it ta give [morning insulins] at 7 AM... diabetic therapeutic protocol 1
They won't listen to me... They"have just made iy-service was done by the
these changes to impress you. Director of Nursing and the
. 1} !
The surveyors aftempted to contact the Medical ﬂ_;dm. on 11/ 1_0’( 09, 100 % ;
Director on 11/11/08. The Medical Director licensed nursing attendance. ‘
returned the call to the state office on 11/12/08 at The existing Diabetic !
;th: ;I IF: :xM.sThetM:’dica! Eirec:tor (bi‘.lﬂD) cor;::\raedd therapeutic protocol was re- '
at he was not aware of any prablems witn bloo : ;
sugars until 11/11/09 and had not been invited to instated on 1 1/2}(‘}:’0? to set i
a Quality Assurance (QA) meeting in 410 5 parameters for physician :
months due to the recent changes in notification of blood glucoses.
administration, When the MD was asked abaut Nurses were in serviced on
;fite;fgng and Parftiefciip?ﬁgg inhm.ﬁge ;tzte&i'l but 11/10/09 by the Director of
nk before quarterly [when he attende , bu - g
changes with the Administrator and maybe the Nur‘smg I eg&rdl.ng tlm?’ frgmes
Nursing Director, | have not...Whenever they call for ‘T}S“lm administration in
me | come right away. They have not called me in relation to meals,
four or five months. [ think it is due to rapid administering the correct i
change over with staff... There is this rapid in and amount and type of insulin, ‘
FO RM CMS-2587(02-5) Fravious Verslons Obsalate Evant |D: M2Wa11 Faciiity ID: TN2708 If continuation sheet Page B2 of 99
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F 480 | Continued From page 81 F 490 ghiswlarf_» or?:;iﬁzd ’l
i he felt there was a problem at this facilly. The 3 R 00 % of i
CP staled, "Absolutely... Staffing has been a huge administration. 1tV 70 0 |
issue...” nurses were in serviced on the I

Diabetic Therapeutic Protocol |
Review of the Consultant Pharmacist Review on 11/10/09, !
sheet for 3/20/09 through 10/23/09 had no . . - : :
docurmentation of the identified concems with An msug‘n adnl;rn stration S}]f’”' |
insulin administration for Resident #14, yetthe check off was done for eac \
pharmacist stated he reviewed every chart Refer nurse started on 11/12 and
to Fa33. compteted on 11/17/09. The
Duri i erview in th i skill check included a visual
uring an interview in the conference room on :
11741/09 at 9:10 AM, Nurse #8 was asked if the return demonstration. No i
facifity had provided any inservices regarding nurses were allo_v.red to :
insulins and how insulins should be administered, administer insulin until the
"None before you [surveyars] got here... Now, skill check off was completed,
they [;he_facﬂ@y} wants to put it {accuchecks and Current physicians orders were
moming insulin administration} on us [the day . obtained om 1 1/10/09 11/11/09
shift nurses]... This morning [11/11/08 they . ined on 1 I/AVUS 1 .
changed it to give fmoming insulins] at 7 AM... The insulin administration
They won' listen to me... They have just made times were changed on the
these changes fo impress you." MAR to reflect proper time
The surveyors attempted to contact the Medical fra:;le :Jeforefglealls. according
Director on 11/14/09. The Medical Director 0 the type of insultn on
returned the call to the state office on 11/12/08 at 11/10/09 and 11/11/09 .
10:15 AM. The Medical Director (MD) confirmed A medjcation pass skill check
that he was not aware of any problerns with blcod off with each nurse wag started
sugars until 11/11/09 and had nat been invited to on 11/11 and 11/12/09 and 1
a Quality Assurance (QA) mesting in 4to 5 . o ,
months due to the recent changes in continues until all nurses have |
administration. When the MD was asked abaut corpleted prior to giving .,
attending and participating in QA, he stated, i medication. ’
think before quarterly [when he attended QA], but An in-servic ;
changes with the Administrator and maybe the Medi c; D{ ec\tvas do?;’ /bg /Ehe f
Nursing Director, | have not..Whenever they call irector on 11/19/09 |
me | come right away. They have not called me in for the nurses regarding insulin j
four or five manths. | think itis due to rapid onset, peak and duration and '
change over with staff... There is this rapid in and the effects of hypo/hyper ’I
Facllay EXE?EPI& s roesmaesmse e 0208 B2 0f 99
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F 490 | Continued From page 81 F 490 Tl:‘e Medical Rec_‘ords nurse
if he felt there was a problem at this facility. The will take the copies of new
CP stated, "Absolutely... Staffing has been a huge orders and verify correct i
issue..." transcription by comparing the |
Review of the Consultant Pharmacist Review ordersto the administration
rmacist Revi .
sheet for 3/20/09 through 10/23/08 had no  Tecords 5 times a week
documentation of the identified concerns with ongoing. o
insulin administration for Resident #14, yet the Orders for sliding scale insulin
pharmacist stated he reviewed every chart. Refer have been formatted on the
to F333. MAR in sequence from lowest
During an interview in the conference room on to ]?'ghe.St. to make any gaps
easily visible to the

11/11/09 at 9:10 AM, Nurse #8 was asked if the

facility had provided any inservices regarding administening nurse.

insulins and how insulins should be administered, The consultant pharmacist will
"}r:lone be;ore you [surveyars] got here.., Now, ensure that orders and MARS
they [the facility] wants to put it [accuchecks and . .
morning insulin administration] on us [the day are reconciled through‘thc

: monthly pharmacy review

shift nurses).., This marning [11/11/08they .

changed it o give [morning insulins] at 7 AM... process. The accuracy of the

They won' fisten t_q me... They have just made reconciliation is verified by the
these changes to impress you. pharmacist’s signature on the
The surveyars attempted to contact the Medical computerized orders.
Director on 11/11/09, The Medical Director Mealtimes for the facility are
retumed the call to the state office on 11/12/09 at 7:30 am, 11:30am, and Spm.
10:15 AM. The Medical Director (MD) confirmed ; s P
that he was not aware of any problers with biood Rapid acting msulmt“f. Novaiog
was scheduled 15 minutes

sugars until 11/11/09 and had not been invited to
a Quality Assurance (QA) meeting in 4 to &
months due to the recent changes in

prior to meals. Novolin R was
scheduled 30 minutes prior to

administration. When the MD was asked about , meals.
attending and participating in QA, he stated, "l :
think before quarterly [when he attended QA), but The pharmacy consultant will
changes with the Administrator and maybe the COYPP‘“G a medication regimen
Nursing Director, | have not...Whenever they call review and make

me [ come right away. They have not called me in recommendations to the

four or five months. I think it is due to rapid physicians on a monthly basis.

change over with staff... There is this rapid in and
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The Pharmacy consultapt will |
F 490 | Continued From page 81 F490| conduct a med pass with 2 !
if he felt there was a problem at this facility. The nurses monthly ongoing and ;
CP stated, "Absolutely... Staffing has been a huge review the MARs for ,=
ISSU... completeness. The pharmacy l
Review of the Consultant Pharmacist Review consultant will rotate shifts
sheet for 3/20/09 through 10/23/09 had no - monthly for med pass
documentation of the identified concems with observation.
in;'ulin aqr?intis:radﬁgn for_Resigent #14.h yer-.: tgeéf The Pharmacy consultant has
,fo g;rggqs stated he reviewed every chart. Reier been notified of the dates and
) ' times (11/20/09) of the QA
During an interview in the conference room on meeting by the Administrator
11/11/09 at 9:10 AM, Nurse #8 was asked if the . and will attend the QA
facility had provided any inservices regarding meetings to report On cancerns. l|
insulins and how jnsulins should be administered, . .
"Nane befare you [surveyors] got here... Now, Th? Medical Director has been
they [the tacility] wants to put it [accuchecks and , nouﬁed (11/20/09) of the .dates
morning insulin administration] on us [the day and times of the QA meeting :
shift nurses]... This moming [11/11/09 they _ by the Administrator, \
changed it to give jmorning insulins] at 7 ANL... : The RN supervisors will
They wont listen to me... They have just made duct a medication/MAR
these changes to impress you.” concuct a meaicato
_ reconciliation on Sunday,
The surveyars atiempted to contact the Medical Tuesday, and Thursday ’
Directog c:lr: 1 1!‘:!1:0"91.l T‘h;zI trt:ec:‘:ical Diﬁiﬁb 00 at ongoing and record the |'
retumed the callto the s ofice oN a . bl
10:15 AM. The Medical Director (MD) confirmed i“d’f‘l‘g;. l‘.’“ tie Efle,‘}‘ca;‘“;f'h |
that he was not aware of any problerns with blood vailability Audit Lool. Rhe
sugars urtil 11/11/09 and had not been invited to audit tool was created by the
a Quality Assurance (QA) meefing in 4to 8 NC on 11/19/09 and is used to |
manths due fo the recent changes in check the medication in the |
administration. When the MD was asked about : :
attending and participating in QA, he stated, "l ca}:-t agimst fge MAR dand d !
think before quarterly [when he attended QA], but when the meds are oraer ed &n
changes with the Administrator and rmaybe the received. The Audit Tool will !
Nursing Director, | have not...Whenever they call be reviewed weekly by the '
me | come right away. They have not called me in Director of Nursing ongoing. !
four or five months. | think it is due to rapid
hange over with staff.. There is this rapid in and . ; .
enang _ staff... There | P 4.An Administrative Audit tool
Evant ID; MIWG11 Facll was developed by the Regional fheetPage 820f33

“ORM CMS-2507(02-08) Pravieus Versions Obselata



PAGE 44/48

11/38/2069 22:14 7317841562 BAILEY PARK CLC
PRINTED: 11/20/20090
DEPARTMENT OF HEALTH AND HUMAN SERVICES _ : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-0391
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {x2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETED
A, ALILDING
) 445339 B.WING : 11/11/2008
MAME OF PROVIDER DR SUPRLIER STREET ADDRESS, CITY, STATE, ZIF CODE
2400 MITCHELL STREET
BAILEY PARK CLC . HUMBOLDT, TN 38343
SUMMARY STATEMENT OF DEFICIE NGIES D PROVIDER'S PLAN OF CORRECTION X5}
éi“e’r-!g( (EACHDEFICIENCY MIJET BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM;‘;EI’ION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-nsrvanegggré E g;', E APPROPRIATE ;
: Director. The Regional
re ?Ent;mlﬁi Fro:: Ty B:.:l tthis facliity. Th F4%0! Director and/or the nurse |
if he felt there was a problem at this faciiity. The : ; i
CP stated, "Absolutely... Staffing has been a huge consultant will beinthe |
issue,..” facility and complete an audit
2 x a week for the next 3 |1
Review of the Consultant Pharmacist Review months then Ix a week forthe
o o
on iden 25
insulin administration for Resident #14, yet the Adn}lqlstrgtor and DON are
pharmacist stated he reviewed every chart. Refer administering the facility
to F333. effectively. Any changes to the
, . , plan will be based on the
During an interview in the conference raom on findings.
14711/09 at 9:10 AM, Nurse #B was asked if the ; . . _
facility had provided any inservices regarding “ The D ].r t?ctor oé"[*lursn;% WItt};l |
insulins and how insulins should be administered, | supervision and input from the
“None before you fsurveyors] got here... Now, Nurse Consultant ensured that

they [the facility] wants to put it [accuchecks and the following monitoring and

morning insulin administration] on us [the day _' nality 2§SUTANCE Programs

 shift nurses... This marning [11/11/08 they _ ieretym v ot the

changed it to give [moming insuling] at 7 AM... putinp :
Administrator was informed

They won't listen to me... They have just made

these changes to impress you." and approved :

An audit tool to check the

The surveyars attempted to cantact the Medical :

Director on 11/11/08. The Medical Director bL°°‘.1 51“""5:: il.e"e.ls and verify

returned the call to the state office on 11/12/09 at physician notfication was
developed by NC, RN on

10:15 AM. The Medical Directar (MD) canfirmed

that he was ot aware of any problerms with bioed 11/10/09 . The DON was

sugars until 11/11/09 and had not been invited to wserviced by the NC on the
a Quality Assurance (QA) meeting in 4t0 audit tool ot 11/10/09. The
months due to the recent changes in . . X
administration. When the MD was asked about Director of'Nprsmg'or RN _

- supervisor will audit diabetic

aftending and participating in QA, he stated, "l

think before quarterly [when he attended QA)], but records daily for 4 weeks to

changes with the Administrator and miaybe the ensure compliance, then |
Nursing Director, 1 have not...Whenever they call ’ :
me [ come right away, They have not called me in monthlgw f?r oEc montl{n and the
four or five months, [ think itis due to rapid quarterly for the next 12
months. The RN Supervisor

change over with staff... There is this rapid in and
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AN CMS-2557(02-99) Previous Verslens Cbsolete If contipuation sheet Page 82 of 90



11/30/28B9 22:14

7317841562

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

BAILEY PARK CLC

PAGE  45/48
PRINTED: 11/20/2008
FORM AFPROVED
OMB NO. 0938-0391

(X2} MULTIPLE CONSTRUCTION

(%3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA DA Y e
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
: A, BUILDING,
445339 B WING — 11/11/2009

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY. STATE. ZIF GODE
2400 MITCHELL STREET

BAILEYPARK CLC HUMBOLDT, TN 38343

x4) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN QF CORARECTICN {%5)
F(’RE)le (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACIH CORRECTIVE ACTICN SHOULD BE coag};egmn

TAG REGULATORY CR L5G IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TC THE APPROPRIATE

DEFICIENCY}
1 i i N
F 490 | Continued From page 81 £ 480 w1_11 be msgmcgd by the: I_JO
prior to being given aunditing

If he felt there was a problem at this facility. The
CP stated, “Absolutely... Staffing has been a huge

fssue...”

Review of the Consultant Phamacist Review
sheet for 3/20/09 thraugh 10/23/08 had no - .
documentalion of the identified concerns with
insulin administration for Resident #14, yet the
pharmacist stated he reviewed every chart. Refer
to F333.

During an interview in the conference room on
11/11/09 at 9:10 AM, Nurse #8 was asked if the
facility had provided any inservices regarding
insulins and how insulins should be administered,
“None before you [surveyors) got here... Now,
thay [the facility] wants to put it [accuchecks and
moming insulin administration] on us [the day
shitt nurses]... This morning [11/11/08 they
changed it to give [morning Insulins] at 7 AM...
They won't fisten to me... They have just made
these changes to impress you."

The surveyors attempted to contact the Medical
Director on 11/11/09, The Medical Director
refurned the call to the state office on 11/12/03 at
10:15 AM. The Medical Director (MD) confirmed
that he was nat aware of any problems with blood
sugars until 11/11/08 and had not been invited fo
a Quality Assurance (QA) meeting in 4to 5
months due to the recent changes in
administration. When the MD was asked about
attending and participating In QA, he stated, "l
think before quarterly fwhen he attended QA], but
changes with the Administrator and maybe the
Nursing Directar, | have not...Whenever they call
me | come right away. They have not called me in
four or five months. | think itis due to rapid

change over with staff... There is this rapid in and

4 weeks then monthly for 1

Administrator, the Director

Dietician /food service
manager, the Pharmacy

the environmental services

by the DON on 1 1/12/09, is
being utilized each shift to
ensure completeness of the

the on duty nurses prior to

audit tool will be done by o
duty nurses and involves
reviewing the MAR for
completeness. It is done

I
responsibility. The results of {
the audits will be reported to
the QA committee weelkly for |
month, and then quarterly for
the next 12 months. The QA
committee, comprised of the ‘

Nursing, the Medical Director,

Consultant, the Social Services "
director, the Activity director,

and others as appointed by the
administrator, will make any |
needed changes to the plan . \
An audit tool, Med Pass/Shift |
Change Daily Audit developed

H
l
director, the MDS coordinator, |

med pass. The DON inserviced

using the tool on 11/12/09.The

between every shift, This will
be done daily ongoing, The

of'\

n
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F 490| Continued From page 81 Fago| Director of Nursing or rise |
if he felt there was a problem at this facility. The Consultant ) review the |
CP stated, "Absolifely... Stafiing has been a huge audits daily for completeness !
issue...” for 2 weeks then weekly for2 |
Review of the Consultant Ph <t Rei weeks then monthly for the |
eview of the Consultant Pharmacist Review tart date
sheet for 3/20/09 through 10/23/09 had no - ’1“;’/‘;3%‘;“",‘;{113 gi tda p 5
documentation of the identified concems with 3/09). The Director of i
Nursing or the RN supervisor .

insulin admiristration for Resident #14, yet the )
will verify the accuracy of one

pharmacist stated he reviewed every chart. Refer

to F333. audit a week for 2 weeks, the

During an interview in the conference room on one per month for 2 months,

11/11/09 2t 910 AM, Nurse #8 was asked if the and then quarterly for the next

facility had provided any inservices regarding | 12 months (Start date

insulins and how insulins should be administered, |- 11/13/09)

"None before you [surveyors] got here... Now, The Director of Nursing and

they [thé facility] wanis to put it [accuchecks and - the Nurse Consultant are doing

moming insulin administration] on uS [the day dail it of actual insuli

shift nurses}... This morning [11/11/08 they ' a daily audit of actual Insuin !
' adrpinistration in relation to \

changed it to give [morning insulins] at 7 AM...

They wen't listen to me.... They have just made meal times and the results l

these changes to impress you." recorded, This will be done

The surveyors attempted ta contact the Medical daily fgr 2 wscllis (Start ljat:_

Directar on 11/11/09. The Medical Director 11/10/09) and then weekly Tor
2 weeks and then quarterly for

relurned the call to the state affice on 11/12/09 at
1315 AM. The Medical Director (MD) confirmed
that he was not aware of any problerns with blood

the next 12 months. The resuits |
of the audits will be reported to |

sugars unfil 11/11/09 and had not been invited to the QA committee weekly for |
a Qut?] Irlt)’:l As?ur;nce (QA) nr':eeting in4tod 4 weeks and then quarterly for ‘
months due fo the recent changes in :
administration. When the MD was asked about the ncm'rt 12 month§. The QA
committee, comprised of the

attending and participating in QA, he stated, "l

think before quarterly [when he attended QA], but Administrator, the Director of

changes with the Administrator and maybe the Nursing, the Medical Director,
Nursing Director, | have not...Whenever they call Dietician /food service
me | come right away. They have not called me in the Ph '
four or five manths. | think itis due to rapid manager, the Fnarmacy
Cousultant, the Social Services

director, the Activity director, —_—
JT CONLITUANLI 311w o 1E'IQB B2 of 99
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the environmental services

F 490 | Continued From page 81 F490( *
director, the MDS coordinator,

if he felt there was a prablem at this facility. The h
CP stated, "Absolutely... Staffing has been a huge and others as appointed by the

. 1] .o . |
issue... administrator, will make any |
. ) needed changes to the plan.

; |

Review of the Consultant Pharmacist Review The Pharmacy consultant will |

documentation of the identified concems with . po
findings on each visit. The

sheet for 3/20/09 through 10/23/09 hadno - -~ : .
create a written report of |
insulin administration for Resident #14, yet the

phamacist stated he reviewed every chart. Refer ADM will complete the

to F333. . : . Quarterly Report quarterly to

During aninterview in the conference rcom on verify the Phartoacy f:onsultant
performance. The Director of

11/11/09 at 9:10 AM, Nurse #8 was asked if the

facility had provided any inservices regarding Nursing will review the

insulins and how insulins should be administered, | Pharmacy report for accuracy

"None before you [surveyars] got here... Now, and completeness on a

they [the facility] wants to put it [accuchecks and S thlv basis and the Med

morning insulin administration] on us [the day .| monthly b \

shift nurses]... This moming {11/11/09 they X Availability Audit weekly and

changed it to give [morning insulins] at 7 AM... report any findings to the QA

They won't listen to me.., They have just made committee weekly for 4 weeks

these changes to impress you. and then quarterly . The QA

The surveyors attempted to contact the Medical oomn.nftee, comprl se.d of the

Director on 11/14/09. The Medical Director Administrator, the Director of

retumed the call to the state office on 11/12/09 at Nursing, the Medical Director,

10:15 AM. The Medical Director (MD) confirmed Dietician /food service

that he was not aware of any problems with bload .

sugars until 1171108 and had not been in vited fo ganagle T thehPh;m!a?y . |

a Quallty Assurance (QA) meeting in 4to onsultant, the Social Services |
director, the Activity director, |-

months due fo the recent changes in

administration. When the MD was asked about the environmental services

altending and participating in QA, he StathdA“ director, the MDS coordinator,
think before quarterly [when he attended QA], but : '
changes with the Administrator and maybe the agd others as "‘p?‘?mt*’l‘: by the .
Nursing Director, | have not...Whenever they call administrator, will make any |
needed changes to the plan .

me 1 come right away. They have not called me in
four or five months. | think itis due to rapid The functioning of the QA

change over with staff... There is this rapid in and committee and the facility’s
) Foc, PTOBTESS on the action plans Jest Page BZ of 99
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F 490 | Continued From page 81 F 490 will be reviewed weekly by the

if he felt there was a problem at this facility. The
CP statad, "Absolutely... Staffing has been a huge

issue,.."

Review of the Consultant Pharmacist Review
sheet for 3/20/09 through 10/23/08 had no - |
documentatian of the identified concerms with
insulin administration for Resident #14, yet the
pharmacist stated he reviewed every chart. Refer

fo F333.

During an interview in the canference room on
11/11/09 at $:10 AM, Nurse #8 was asked if the
facility had provided any inservices regarding
insulins and how insulins should be @dministered, |
"None before yau [surveyors] got here... Now,
they [the facility] wants to put it [accuschecks and
morning insulin administration] on us [the day
shift nurses]... This moming [11/11/08 they
changed it fo give [moming insulins] at 7.AM...
They won't listen to me... They have jist made
these changes to impress you,"

The surveyors attempted to cantact the Medical
Directar on 11/11/09. The Medical Director
returned the call to the state offlce on 11/12/09 at
10:15 AM. The Medical Director (MD) confirmed
that he was not aware of any problems with blaod
sugars untif 11/11/09 and had not been invited to
a Quality Assurance (QA) meeting in 410 5
months due to the recent changes in
administration. When the MD was asked about
attending and participating in QA, he stated, "l
think before quarterly [when he attended QAJ, but
changes with the Administrator and maybe the
Nursing Director, [ have not...Whenever they call
me | come right away. They have not called me in
four or five months, I think it is due to rapid
change over with staff...There is this rapid in and

Regional Director and the

nurse consultant for 4 weeks |
and then monthly for 3 months -
and then quarterly for the next

12 months.
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F 490 | Continued From page 82 F 490
out of nurses..." Refer to F520.
F 514 | 483.75(1)(1) CLINICAL RECORDS F 514
§S=J
The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented, readily accessible; and F514 !
systematically organized. | -q0-0%
The clinical record must contain sufficient 1. Resident #14 now has '
information to identify the resident; a record of the documentation of accuchecks and
;esm!gnt's fsﬁszzm,;”tsi ;h?tsplgfna%;care and correct insulin as ordered, has
ervices provided; the resu L . .
preadmission screening conducted by the State; sliding scale with ranges with no
and progress notes. blax}ks m the ranges, aqd
notification parameters in place
‘ verified by the DON 11/10/09.
This REQUIREMENT is nat met as evidenced -
by: ' .
Based on policy review, medical record review Resident #4 now has
and interview, it was determined the facility failed documentation of accuchecks and
to maintain complete and accurate medical correct insulin as ordered, has
R‘:Cg{dst_as ‘i'gde.n?‘id ?Y bl;nks %H(EHER) . sliding scale with ranges with no
edication Administration Recor an lanks in th
blood glucose (BG) flow sheets, failure of the b ir.lf 5 ltl} the rangest and_ {
physician to set parameters for sliding scale notification parameters in place
insulin (SSI) and/or the nurses failed to notify the verified by the DON on 11/10/09.
physician of no parameters for 88l for BG range
Egm'ﬁmtto#gl) 1 :50 iﬂfé?r 401-I4d99 fo_rd3 Otfss Resident #15 now has
esidents #4, 14, an sampled residen .
tnat the facility had identified and documented as docume’.matif’“ of a‘;c“cge‘l’iks and
being insulin dependent. The insulin dependent correct insulin as ordered, has
diabetics had the high likelihood of having sliding scale with ranges with no
hypo/hyperglycemia episodes by receiving the blanks in the ranges and
wrong insulin or the wrong insulin doses. A notification parameters in place
conference was held in the conference room on :
11/10/09 at 4:45 PM, at which time the verified by the DON on 11/10/09.
Administrator and Director of Nursing {DON) were
informed of the findings that are, or are likely to
Event ID: M2WG11 Facility ID: TN2708 If continuation sheet Page 83 of 99
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place diabetic residents in serious and immediate
threat to their health which resuited inan
immediate Jeopardy {lJ). The lJ effective date is
14/10/09, and is ongoing until the IJ is removed.

The findings included:

1. Review of the facility's "Changes ina
Resident's Condition or Status” policy
documented, "...It is the policy of this
facility...Procedure 1. Nursing services shall be
responsible for notifying the resident's attending
physician when ...d. There is a need to alter the
resident's treatment significantly... 4. All
notifications must be made as soon as practical,
but inn no case shall such notification exceed
twenty-four (24) hours. 3. All changes in the
resident's medical condition must be properly
recorded in the resident's medical record..."

Review of the facility's "Diabetic Therapeutic
Protocol" policy documented, "The physician
must approve the use of the Diabetic Therapeutic
Protocol for each of herfhis use and write a
corresponding order in the medical record.
Nurses will be informed of this protocol upon hire
and regularly thereafter. Hypoglycemia Protocol (f
the resident is asymptomatic, alert, and the finger
stick blood glucose is less than 50 (oras
indicated by the physician)...4. Notify the
physician. The physician is notified even if the
resident improves...Hyperglycemia Protocol If the
resident is alert, asymptomatic, and a finger stick
blood glucose is greater than 450 (or as indicated
by the physician): 1. If sliding scale insulin is
ordered, give the ordered dose. 2. Recheck the
finger stick blood glucose in 10 min [minutes]. If
no improvement in the finger stick glucose, notify
the physician. 3. If no siiding scale insufin is

2. Other residents with the
potential to be affected were
identified by a review of the
residents with the diagnosis of
diabetes conducted by the DON
and NC from 11/10 through
11/19/09 that included a review
documentation of accuchecks,
correct insulin as ordered, SSI
with ranges with no blanks in the
ranges, and notification
parameters. This included
completeness of documentation
on the MAR.

3. Nurses were inserviced on
regarding completing the
documentation of medication and
treatments given on 11/10/09 by
the DON, NC and ADM.

Nurses not in serviced on this dat@
will be in serviced prior to
returning to duty . No agency
nurses are utilized at this time.
In-service will be conducted upon
hire and annually thereafter.
Agency nurses will be in serviced
prior to working. These in-
services will be conducted by the
Director of Nursing or the RN
SUpPErvisor.

FORM CMS-2567(02-99) Previous Verslons Obsolate

Event ID:M2WGT1

Facility ID: TN2708

If continuation sheet Page 84 of 99




PRINTED: 11/20/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUP PLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
445339 B. WING 11/11/2009

NAME OF PROVIDER OR SUPPLIER

BAILEY PARK CLC

STREET ADDRESS, CITY, STATE, ZIP CODE
2400 MITCHELL STREET
HUMBOLDT, TN 38343

{x4) ID SUMMARY STATEMENT CF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE compLEEnou
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATI
DEFICIENCY)
F 514 | Continued From page 84 F514

ordered, natify the physician.”

2. Medical record review for Resident #14
documented an admission date of 2/26/09 with
diagnoses of Mood Disorder, Benign Prostate
Hypertrophy, Suicidal Ideation, Diabetic
Retinopathy, Gastroesophageal Reflux Disease,
Hypertension and Diabetes Meliitus. Review of
Resident #14's March 2009 Medication
Administration Record (MAR) documented

" NOVOLOG ...GIVE 15 UNITS DAILY AT
7am... NOVOLOG ...GIVE 15 UNITS SUBQ
[subcutaneous] AT 1130A... NOVOLOG ...GIVE
15 UNITS SUBQ DAILY AT 4PM... LANTUS ...50
UNITS SUBQ DAILY AT HS..." There was an
entry written in on the March 2009 MAR for

* . Accu [check] 6AM..." There was no
documentation that the BG was checked at 6:00
AM on 3/1/09 and 3/4/09. The 7:00 AM dose of
Novolag was left blank, and not initialed as given
for 3/1/09 through 3/4/09. The 11:30 AM Novolog
dose was left blank, and not initialed as given for
3/4/09. The 4:00 PM dose of Novolog dose was
left blank as not given.

Review of Resident #14's BG flow sheets for
3/7/09 through 3/21/09 documented 60
opportunities for the BG fo be checked. There
were 3 opportunities with no docume ntation that
the BG had been obtained as ordered.

A telephone order obfained on 3/1 1/09
documented "...Blood glucose Q2 [every two
hours] X [times] 24 [hours]..." There was no
documentation that the Q2 hour BS were
obtained after 10:30 PM on 3/11/09.

Review of the March 2009 patient record log
documented 3/13/09 at 6:00 AM - BG = no

A Med Pass Shift Change Daily
Audit tool was created on
11/12/09 by the DON.

4. The nurses will complete the
Med Pass Shift Change Daily
audit every shift ongoing. The
Director of Nursing will review
the results of the audits 5 days a
week for 4 weeks and then
weekly for 4 weeks and then
monthly ongoing and will report
the results to the QA committee
weekly for 4 weeks and then
monthly for 3 months and then
quarterly. The QA committee,
comprised of the Administrator,
the Director of Nursing, the
Medical Director, Dietician /food
service manager, the Pharmacy
Consultant, the Social Services
director, the Activity director, the
environmental services director,
the MDS coordinator, and others
as appointed by the administrator,
will make any needed changes to
the plan .
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documentation of a BG being obtained.

Review of a telephone order dated 3/21/09 for
Resident #14 documented "...NO [new order] for
Novolog sliding scale [SSI] 150- [to] 200
[administer] 4U, 201-250 6U...251-300 8U,
301-350 10U, 351-400 12U, 450 & * [above] 14
units & [and] above 450 monitor q 4 [hours]..."
There was no order for an insulin dose for a BG
between 401 and 449. There was no
documentation that the physician was notified that
there were no orders for sliding scale (SS) insulin
for a BG range of 401449 norwas a physician
order obtained for SS Insulin for BG levels within
the range of 401-449.

‘Review of Resident #14's March 2009 Medication
- Administration Record (MAR) documented
‘" NOVOLOG ...GIVE 18 UNITS DALLY AT
7am... NOVOLOG ...GIVE 15 UNITS SUBQ
[subcutaneous] AT 1130A... NOVOLOG ...GIVE
15 UNITS SUBQ DAILY AT 4PM... LANTUS ..50
UNITS SUBQ DAILY AT HS..." Documentation of
*ACCUCHECK AC AND HS" listed the times of
“wAM ...11AM ...4PM ...9PM..."

There was a separate hand written entry on the
March 2008 MAR for "...Accu [check] BAM.."
There was no documentation on the March MAR
that the BG was checked at 6:00 AM on 31409
and 3/4/09. (The BG flow sheet documented the
3/4/09 BG was 212 but had no documentation for
BG on 3/4/09 at 5 AM.) There was a discrepancy
between the MAR and the BG flow sheet.

On the March 2009 MAR 7:00 AM dose of
Novolog 15 Units was left blank, and not initialed

as given for 3/3/09 and 3/4/09.
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On the March 2009 MAR the 11:30 AM Novolog
dose was left blank, and not inifialed as given for
2/4/09. The 4:00 PM Novolog dose was left hiank

as not given.

Review of Resident #14's BG flow sheets for
"March 09" documented no BG levels for 3/4 and
3/5/09. The BG flow sheets for 3/7/09 through
3/21/09 documented 60 opportunities for the BG
to be checked. There were 3 opportunities with no
documentation that the BG had been obtained as
ordered (the spaces were blank). Resident #14's
BG ranged from a low of 54 on 3/8/09 at 9:00 PM
to a high of 541 on 3/15/09 at 8:00 PM.

An undated telephone order signed by Registered
Nurse #11 at 8:30 AM and signed by the
physician on 4/13/09 documented "...DSW
{Dextrose 5 percent water] @ [af] 70 cc [cubic
centimeter] / [per] hr [hour] until BG over 300 then
D/C... Blood glucose Q2 [every two hours] X
[times] 24 [hours]... Hold all insulin for now...
[change] Lantus to Levimir 20U [units] @ HS & 10
Uinam..."

In review of this telephone order signed by the
physician on 4/13/09, the reviewer would have no
knowledge that the telephone order was given on
2/19/09 until review of the nurses notes of 3/11/09
at 7:20 AM that documented the nurse called the
physician and "got orders ..IV started ...DSW @
70 infusing..." and both telephone order and
nurses note were signed by Registered Nurse

#11.

Review of the BG flow sheets revealed there was
no documentation that the Q2 hour BS was
obtained after 10:30 PM on 3/11/09.
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Review of Resident #14's March 2009 MAR
revealed Levimir 10 U at 6 AM should have been
given on 3{12/09, but the space is blank. Levimir
20 U at HS revealed a blank space for 3/30/09,
and then documented given on 3/31/09. Levimir
20 U at HS should have been given from 3/11/09
through 3/15/09, but the spaces are blank for
these dates.

Review of the March 2009 MAR documented
physician ordered (3/6/09) scheduled Novolog 12
U before breakfast, lunch & supper was not given
on 3/12 to 13/09 as ordered and not given before
breakfast on 3/14/09. A hand-written noie
docurmented the scheduled Novolog was 'DCd
3-21-09." The telephone order of 3/11/09
changing the long acting Lantus to Levimir did not
address the shorter acting scheduled 12U of
Novolog before breakfast, junch and supper. The
new phone order on 3/21/09 for Novolog sliding
scale insulin was not followed from 3121109
through 3/25/09 at 6 AM. Instead, the scheduled
dose of Novolog 12 U was given from 3/21/08
from to 3/25/09.

Review of a telephone order dated 3/21/09 for
Resident #14 documented "...NO [new order] for
Novolog sliding scale [SSI] 150- [to] 200
fadminister} 4U, 201250 6U...251-300 8U,
301-350 10U, 351-400 12U, 450 & A 14 units &
above 450 monitor q 4 [hours]...” There was no
order for an insulin dose for a BG between 401
and 449. The staff failed to follow the facility's
diabetic therapeutic protocol of notifying the
physician if no sliding scale insulin is ordered.

Review of Resident #14's blood sugar flow sheet
for 3/22/09 through 3/31/09 documented 40
opportunities for the BG to be checked. The blood

F 514
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sugar flow sheet revealed blank spaces &s
follows:

a. 3/25/09 at 9:00 PM - BG = 262, Insulin given =
blank space - no documentation of S8l given.

b. 3/26/09 at 8:00 AM - BG was blank.

c.3/28/09 at 8:30 PM - BG was blank. :
d. 3/30/00 at 6:00 AM - BG = 259, Insulin given =
blank space - no documentation of SS1 given.

Review of Resident #14's physician orders dated
8/1/09 documented “...LEVIMIR INSULIN 20u g
am ... ACCUCHECK AC AND HS SS [sliding
scale] NOVOLOG INSULIN ... 150-200 4U
_.201-250 6 U ...251-300 8U ...301 -350 10U
_.351-400 15U ... [No physician order for
Novolog sliding scale insulin for BG range of
401-450] ...451-14U AND MONITOR Q 4 HRS
TIL [until] STABLE..." There was no physician
order for Levimir Insulin 25 U HS that was hand '
written onto the August 2009 MAR. There was no )
documentation that the physician was notified that
there were no orders for S8 insulin for a BG
range of 401-450 nor was a physician order
obtained for SS Insulin for BG levels within the
range of 401-450.

Review of Resident #14's August 2009 BG flow
sheets documented 124 opportunities forBG to
be checked. There were 4 opportunities for BG to
be checked with no documentation that a BG was
obtained. The August 2009 BG flow sheets
revealed the following:

a. 8/5/09 at 4:30 - PM - BG = was 297 with no
documentation that Novalog insulin administered.
b. 8/6/09 at 8:00 PM - BG = blank no
documentation the BS was obtained.

c. 8/7/09 at 8:00 PM - BG =231, Insulin given =
Levimir no amounf given.

d. 8/10/09 at 8:00 PM - BG = blank no
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documentation the BS was obtained.

e. 8/11/09 at 8:30 PM - BG = 231 Insulin given =
Levimir no amount giver.

£ 8/14/09 at 4:00 PM - BG = 507 insulin given is
blank.

g. 8/22/09 at 9:00 AM -~ no BG obtained.

h. 8/25/09 at 4:00 PM - BG = 247, Insulin given =
There was a blank space with no documentation
of Novolog sliding scale insulin given.

i, 8/26/00 at 11:00 AM - no BG obtained. :
j. 8/29/09 at 4:00 PM - BG = 224, Insulin given =
There was a blank space with no documentation
of Novolog sliding scale insulin given.

There was no documentation of Novolog sliding
scale insulin administered per physician orders
for (5 times) 8/2, 8/7, 8/11, 8/15, and 8/16/08.

Review of Resident #14's recertification :
physician's orders dated 9/2/09 documented, '
i_evemir 25 Units Subcutaneous Every HS AL9
PM For Diabetes... Levimir Insulin 20 u Q AM...
| Accuchecks AC and HS SS Novolog Insulin
150-200=4u, 201-250=6u, 251-300=8u,
301-350=10u, 351-400=15u, 451-14u And
Monitor Q [every] 4 HRS Til funtil} Stable..."

Review of Resident #14's September 2009 MAR
revealed the following;

a. 9/2/09 at 4:00 PM - BG =241, insulin given is

blank. '

b. 0/2/09 at 8:00 PM - BG = 208, insullin given is

blank.

c. 9/5/09 at 6:00 AM - BG = 167, insulin given is

blank.

d. 9/7/09 at 6:00 PM - BG = 165, insullin given is

btank.

e. 9/8/09 at 8:00 PM - BG = is blank.

£ 6/12/09 at 6:00 AM - BG = 317, insulin given is

blank.
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g. 9/12/09 at 8:00 PM - BG 264, insulin given is
blank.
h. 9/13/09 at 4:00 PM - BG = 289, insulin given is
blank.
i, 9/14/09 at 4:00 PM - BG = 307, insulin given is
blank.
j. 9117109 at 4:00 PM - BG = 2869, insulin given is
blank.
k. 9/17/09 at 8:00 PM - BG = 176, insulin given is
blank.
. 9/18/00 at 6:00 AM - BG = 201, insulin given is
‘blank.
m. 9/20/09 at 6:00 AM - BG = 215, insulin given is
blank.

Review of Resident #14's physician's orders
dated 10/21/09 documented "...LEVIMIR INSULIN
20U Q AM..." and an order initiated 9/12/09 for

» ACCUCHECKS AC AND HS WITH SLIDING
SCALE INSULIN NOVOLOG 0-149= [amount of
insulin to be administered] 0 UNITS,150-200=4
UNITS, 201-250=6 UNITS, 251-300=8 UNITS,
301-350=10 UNITS, 351-400=12 UNITS, 401 OR
GREATER=14 UNITS AND MONITOR Q 4
HOURS UNTIL STABLE AND NOTIFY MD..."

Review of Resident #14's October 2009 MAR

revealed the following:

a. 10/2/09 at 11:00 AM - BG = 214, insulin given
is blank.

b. 10/19/09 at 6:00 AM - BG = 150, insulin given
is blank.

c. 10/10/09 at 6:00 AM - BG = 150, insulin given
is blank.

d. 10/11/09 at 11:00 AM - BG 267, insulin given is
blank.

e. 10/15/09 at 11:00 AM - BG = 312, insulin given

is blank.
£ 10/20/09 at 4:00 PM - BG = 300, insulin given is
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blank.

g. 10/21/09 at 9:00 PM - BG = 178, insulin given
is blank.

h. 10/29/09 at 11:00 AM - BG = 215, insulin given
is blank.

Review of Resident #14's physician's orders
dated 11/2/09 documented the same insulin
orders as for October 2008. There were 3 times
11/2/08 through 11/9/09 that SSI was left blank as
follows: 11/3/09 at 11:00 AM, 11/6/09 at 6:00 AM
and 11/9/09 at 11:00 AM.

3. Medical record review for Resident #4.
documented an admission date of 2/26/09 with
a readmission date of 10/1/08 with current
diagnoses of Diabetes, Aphasia, Hypertension,
Convulsions, Stroke with Hemiparesis and .
Dementia. Review of Resident #4's August 2008 ,
physician's order documented, "NOVOLIN R PER
SLIDING SCALE AC AND HS[bedtime] 151-200
=31, 201-250 =5U, 251-300 = 7U, 301-350 =9U
351-400 = 11U Over 400 CALL MD."

Review of Resident #4's August 2009 MAR and
the BG flow sheet revealed the following:
a. 8/6/09 at 8:00 PM - BG 153, insulin given is

blank.
b.8/26/09 at 11:00 AM - BG 211, insulin given is

blank.
¢. 8/26/09 at 4:00 PM - BG 221, insulin given is

blank.
d. 8/29/09 at 6:00 AM - BG 167, insulin given is

blank.

Review of Resident #4's physician's orders dated
9/11/09 documented, "...OBTAIN ACCUCHECKS
Q AM AT 6 AM WITH SSI NOVOLIN R ...151-200

=3U..."
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Review of Resident #4's September 2009 BG
flow sheets for 9/1/09 through 9/30/09
documented 30 opportunities for the BG to be
checked at 6:00 AM. The BG on 9/18/09 at 6:00
AM was 201 the amount of insulin given was
blank.

During an interview in the state office on 11/12/09
at 4:40 PM, the Attending Physician for Resident
#4 verified that he was not aware of any problems
with insulin regarding his residents in recent
times.

4. Medical record review for Resident #15
documented an admission date of 7/10/09 with
diagnoses of Diabetes, Hypertension, Tabacco
Use Disorder and Below knee Amputafion.
Review of a physician's order dated 8/12/09 and
9/1/09 documented, "...ACCU CHECK AC [before
meals] /HS W [WITH] NOVOLIN R SS [SLIDING
SCALE] COVERAGE 0-60 = 40z [ounces] OJ
[orange juice] 61-180 = NO COVERAGE,
151-200 = 2, 201-250 = 4U, 251-300 = 6U,
GREATER THAN 300 =8U..."

Review of Resident #15's BG flow sheeis for
8/4/09 through 8/31/08 documented 31
opporiunities for the BG to be checked at bedtime
(HS). There were 25 opportunities with no
documentation on the MAR or BG flow sheets
that the HS BG was obtained.

Review of Resident #15's September BG flow
sheets for 9/1/09 through 9/30/09 documented 30
opportunities for the BG to be checked at HS.

There were 25 opportunities with no
documentation that the HS BG had been obtained
as ordered. Resident #15's BG ranged from a
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high of 346 on 9/3/09 at 4:00 PM to a low of 45 on
9/28/09 at 6;00 AM.

Review of Resident #15's October BG flow sheet
from 10/1/08 through 10/31/09 documented 22
opportunities for the BG to be checked at HS.
There were 20 opportunities with no
documentation on the MAR or BG flow sheet that
the HS BG's had been done as ordered. Resident
#15's BG ranged from a high of 200 on 10/4/09 at
4:00 PM to a low of 49 on 10/19/09 at 6:00 AM.

During an interview in the state office on 11/12/09
at 4:40 PM, the attending Physician for Residents
#15 verified that he was not aware of any
problems with insulin regarding his residents.

*| 5. During an interview in the conference room on
-1 1111709 at 8:35 AM, the Consultant Pharmacist

- [ was asked how long he had been consulting with
this facility, how often did he come to the facility
.and what was he responsible for. The Consultant
Pharmacist (CP) stated, "l have been coming
here pretty close to a year... [ am here once a
month... | do general medication reviews..." The
surveyor asked the CP if he had done any
inservices with the nursing staff. The CP stated, "
have not done any recently due to the turn over
[with staff]..."” The surveyor asked the CP what
charts did he review, what did he look at and how
often. The CP stated, "Monthly...I look at every
chart in the building...chart reviews, | look at
allergies, labs and anything to do with
medications..." The CP was asked if he had found
any problems with insulins. The CP stated, "No, |
have not... Me and [named the DON] did discuss
the timing of insulins... the [hemoglobin] A1Cs
{laboratory test that measures the average of the
blood glucose levels over a three month period]
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F 514 | Continued From page 94 , e
have been good...” The CP was asked if he had
found in his review any holes/blanks'in the MAR.
The CP stated, "One hole is too many... | just
cllon‘t know how to enforce making the nurses
deared to leave holes..." The CP was asked if he
had attended the facility's Quaiity Assurance {QA)
meetings. The CP stated, "They have not
requested me at QA." The CP was asked if he
reviewed the resident's orders and recertification
orders. The CP stated, "l do not review every
—. _ . _lsingle order...No...Thereare somefordersithat-—| _ _ . |- — - - - o = — oo m g e
—_ do not get documented accurately." The CP was
asked if-_he-.was aware—o.r,any-s.enous-problems—— IR S NI pmOMERTE BT TLT e SA ST AR A e RPN SNE LN AN
with the recertification orders. The ClP stated,
"“Well, they have a serious problem with staffing...
Every month it is different nurses..." The CP was
asked if he felt there was a problem &t this facility.
The CP stated, "Absolutely... Staffing has been a
huge issue..." . )
F 520 | 483.75(0)(1) QUALITY ASSESSMENT AND F 520 ) ' :
ss=J | ASSURANCE ‘ ‘ : :
| , F520 ;o ([ 4
A facility must maintain a quality assessment and .
assurance committee consisting of the director of 1.The Quahty Assurance
nursing services; a physician designated by the Committee met on 11/13/09 and
facility; and at least 3 other members of the formulated action plans for the
facility's staff. following processes:
) Notifying the physician of blood
The quality assessment and assurance glucoses
commitiee meets at least quarterly to identify . . . .
issues with respect to which quality assessment I’}SUIm administration and
and assurance activities are necessary, and diabetes management
develops and implements appropriate plans of Pharmacy Services and
action to correct identified quality deficiencies. availability of medication
A State or the Secretary may not require Medl_catlon Errors
disclosure of the records of such committee Quality Assessment and
except insofar as such disclosure is related to the Assurance
Event D; M2WG11 Facility 10: TN2708 If centinuation sheef Page 950f 99
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compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and carrect quality deficiencies will not be used as
a basis for sanctions. . ’ .

This REQUIREMENT is not met as evidenced
by:

- _Bal-sed_an_p_olicy-_review,;".Rharma'c-;y Semvices— . + . .- _ .-

BAILEY'PARK CLC HU
' F CORRECTION x5)
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN O
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F 520} Continued From page 95 F 520

. |.Agreement Terms.and Conditions”, medical__....|-..

—hrergrd teview, observations andinterviews, twas |

determined the facility's administrative staff failed
to identify and address quality of care issues such
as notifying the physician of high and low blocd
glucose (BG) levels, failed to ensure that there
were no significant medication errors, the
pharmacy consultant failed to monitor, review and |
identify medication administration concerns fo
bring forth to the Quality Assurance Meetings and
the Medical Director failed fo participate in the
Quality Assurance {QA)} process. The failure of
the administrative staff to identify and address
these areas of concern to QA resulted in
conditions that are, or are likely to place diabetic
residents in a serious and immediate threat to
their health. The insulin dependent diabetics have
the high likely hood of having hypoglycemia and
hyperglycemia episodes by receiving the wrong
insulin or the wrong insulin doses. A conference
was held in the conference room on 11/10/09 at
4:45 PM, at which time the Administrator and
Director of Nursing (DON) were informed of the
findings that placed the diabetic residents in
Immediate Jeopardy.

The findings included:

2. All residents have the potential
to be affected |

3. The Quality Assurance
Committee was in serviced on

| regional nurse. The in-service

11/17/09 regarding the
requirements and functioning of a
Quality Assurance program by the

included identifying issues with
respect to which quality
assessment and assurance :5
activities are necessary and |
developing and implementing
plans of action to correct
identified quality deficiencies.
Systems were put into place to
monitor change in condition,
insulin administration, diabetes
management, availability of
medication, medication errors,
quality assurance and pharmacy
services.

4. The functioning of the QA
committee and the facility’s
progress on the action plans will -
be reviewed weekly by the
Regional director and the nurse’
consultant for 4 weeks and then|
periodically thereafter. }
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The administrative staff failed to ensure
physicians were notified of low and/or elevated
blood glucose (BG) levels. The facility failed to
notify the physician of a BG as high as 541 for
Resident #14 on 3/15/09 at §:00 PM. The facility
failed to notify the physician of a low BG of 40 on
Resident #15 on 8/4/09 and a low BG of 45 on
9/28/09. The facifity failed to notify the physician
of alow BG of 49 on Resident #16 on 11/8/09.

Refer to F157,
[ Review of the fncmtys "Pharmacv Serwces
~rAgreement Terms and-Conditioris™d OCUmented
"1. Consulting Services...provides ..
services at the Facility: (a) Once each month,
consult with the Facility's staff as to each
resident’s drug regimen and provide a written
report of concerns of inappropriate utilization
patterns {if any) to the Facility's administrator,
Director of Nursing Services or the resident's
physician, as appropriate. (b) Consult with the
Facility's staff as to its creation and maintenance
of its Pharmacy Policy and Procedure Manual,
including (without limitation) its creation and
implementation of policies and procedures in
respect of the distribution, control and use of
prescription drugs in the Facilify... (d} Once each
month, observe a medication pass from the
Facility to a patient, and note concerns related to
quality assurance (if any) to the Facility's
Administrator...
coordinate and conduct two educational programs
on pharmacy issues (each one-hour long) for the
Facility's staff. {g) Once each month, attend a
meeting with the Administrator and Director of
Nursing at each Facility to discuss Pharmacy
issues. (h) On Facility's request (but not riiore
than once per ¢calendar quarter), serve (in an
advisory role) one the Facility's Quality Assurance

the following

(f) Using its pharmacy staff,

BAILEY PARK CLC
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (x5}
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D
- [EAGH CORRECTIVE AGTION SHOULD BE

and Assessment Committee..."

During an interview in the conference room on
11/11/09 at 8:35 AM, the Consultant Pharmacist
(CP) was asked if he had attended the facility's
Quality Assurance (QA) meetings. The CP stated,
"They have not requested me at QA."

The pharmacy consultant failed to observe
administration of medications with the nursing

nursing staff to ensure a medication error rate

" 7T wase lessethan five percent (%) Five- (By of 7 =

nurses {Nurses #1, 3, 4, 5 and 7) made 11 errors
out of 43 opportunities for error which resulted in
a medication error rate of 25.58%. Medication
errors were made on all three shifts...

The pharmacy consultant failed {o observe
administration of medications, failed to review
medicationh administration records, failedfo
review blood sugar flow sheets for completeness,
failed to ensure the accuracy of administration of
sliding scale insulins and failed to review the
accuracy of recertification orders. The pharmacy
consultant failed to ensure nursing staff
administered insulin within the proper ime frame
before a meal, administer the corect amount of
insulin according to the sliding scale and/or failed
to obtain orders for insulin that was administered
resulted in conditions that are, or are likely to
place diabetic residents in a serious and
immediate threat fo their health. The insulin
dependent diabetics have the high likely hood of
having hypoglycemia and hyperglycemia
episodes by receiving the wrong insulin or the
wrong insulin doses for 2 of 8 (Residents #4 and
14) sampled diabetic residents. Refer to F332,

F333 and F428.

staff orto conduct inservice training_farthe . _ . |

x4y 1D
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During an interview in the conference room on
11/10/09 at 12:00 PM, the Administrator was
asked if the facility conducted Quality Assurance
meetings. The Administrator stated that they have
monthly and quarterly meetings. The
Administrator further stated that the Medical
Director was on the committee. The Administrator
was asked fo provide proof that the Medical
Director had attended the Quality Assurance
-meetings at least quarterly. The Administrator — | - — |

‘1 - FAdministratorstated'that shercould riot find-ary |
proof that the Medical Director had attended any
QA meelings since July 2009.

The surveyors attempted fo contact the Medical
Director on 11/11/09. The Medical Director .
returned the call to the state office on' 11/12/09 at )
10:15 AM. The Medical Director was asked if he N
is-involved with the Quality Assurance meetings.
The Medical Director stated, "...changes with
administration...whenever they call me i come...
they haven't called me in 4 or 8 months..."
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