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F 000 [ INITIAL COMMENTS F 00| This plan of correction does hot constitute an
admission or agreement by the provider of the
Correction date  4/3/20 and 4/12/20 truth of facts alleged or the conclusions set
forth in the statement of deficiencies. This plan
The following deficiencies are the result of an of cqrrectlon is prepared solely because it fs
required by State and Federa! law.

investigation of complaints 87083-C, 87404-G,
47521-C, 87597-C, 88273-C and 89296-C was

conducted February 12 - March 19, 2020 F684

1. Resident #2 discharged from facility on

Ali of the complainis were substantiated. February 15, 2020.

2. The Director of Nursing/Designee

See Cade of Federal Regulations (42CFR), Part completed an audit on April 3, 2020 of current
483, Subpart B - C. residents that have blood sugar orders and
F 684 | Quality of Care F 684 daily weights to identify if any other residents
58=c | CFR(s): 483,25 may be affected.
§ 483,25 Quality of care 3, Director of Nursing/Designes educated
Quality of care is a fundamental principle that licensed nurses on following orders as
applies to all treatment and care provided to prescribed by the physician, including the
facility residents. Based on the comprehensive meonitoring of blood sugars and weights as

assessment of afesident, the facility must ensure ordered on Aprit 3, 2020.

that residents receive treatment and care in
accordarnice with professional standards of
practice, the comprehensive peérson-centered
care plan, and the residents’ choices.

This REQUIREMENT is not met ds avidenced

4. The Director of Nursing/Desighee will
complete audits 3 days/week for 4 weeks,
Then waekly times 8 wesks to ensure weights
and blood sugars continue to be complsted
and documented as required, The results of

by: ] these audits will be taken to the facility Quality
Based on record review, policy review, resident, Assurance/Parformance Improvement
physician and staff interview, the facility failed to Committee monthly for three (3) months for
provide care and treatment in accordance with review and recommendations as needed, The
professional standards of practice for 1 of 3 Director of Nursing is responsible for
‘residents reviewed (Resident #2), On 1/24/20, monitoring and follow up.
Resident #2 admitted to the facility from the _
hospital with diagnoses that included diabetes, Compliance: 04/03/2020 04/03/2020

coronary artery disease, heart failure, high bload
pressure, and atrial fibrillation (irreguiar
| heartbeat}, Durmg her stay atthe facﬂtty, shewas . .
DT hospitalized on 1/28/20; returned to the facility-on -

/\ 2/5{20, and sent to the hospital again on 2/16/20,

\?{]RA%ORY DIRECTOR'S OR F’RGVIDER.’SUPP{IER REPRESENTATIVE'S SIGNATURE TILE /’ )
ey
Al 1 ? QSQQ& L\/@d—"‘&v \\H“Qxd‘(x C?/QG;’Z@

Any deﬁcnency staternent erf@ing with an asterisk {*) denctes a deficlency which the instilution may be excused from carrecting providing it Is defarmined that
other safeguards provide sufficlent proteztion o the patients. (See instructions,) Exeept for ndrsing homes, the findings stated above are disclosable 90 days
following the date of survey whethar or net & plan of comection Is provided, For nursing homes, the above findings and plans of corréction are disclosable 14
days folleving the ddte these docurneats are made available te the facility, If deficiencies are sited, an approved plan of carrection is requisite to continued
prograim participation
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==-monitor-the-resident's dietary-compliance:==

The facility failed to administer scheduled
inedications as prescribed, failed to monitor bleod
sugar levels as prescribed, and failed to monitor
the resident's weight as prescribed, which was
verified by the resident's Primary Care Provider
(PCP}in an interview on 2/24/20, The faciiity
reported a census of 28 residents,

Findings include:

According to the Minimum Data Set (MDS)
assassiment tool dated 1/27/20, Resident #2 had
diagnioses that included:

coronary artery disease, heart failure, high blood
pressure, renal {kidney) insufficiency, diabetes,
encephalopathy (disease that alters brain function
or structura), atrial fibrilfation {irregular heart
rhythm), and an Implanted cardiac defibrillator.
The Brief Interview for Mental Status (BIMS)
score of 14 out of 16 indicated the resident
displayed no cognitive deficits. The MDS
documented the resident required either
supervision or extensive assistance of one staff
for activities of daily living (ADLs). The MDS also
documented the resident required insuiin
injections and anficoagulant medication {blood
thinner).

Review of a care pfan with a revision date of
2719 revealed a diagnosis of diabetes and
directed staff to administer medication as
ordared. According to the care plan, education
staff should provide education to the resident,
family, andfor caregiver regarding the importance
of compliance to prevent complications of the
disease, The care plan also directed staff to

SHENANDOAH, JA 51601
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The after Visit Summary related to the resident's
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11220 - 1/24/20 hospitalization directed the
resident's blood sugar goal should range between
100-180. Checl before meals and at bedtime
unless the resident’s Primary Care Provider
{PCP)} arders something different, and refer
{Resident #2) to Nutritional Services for diabetes
and failed nurse education.

Hospital Discharge Medication Orders:

1. Apixaban 5 mg tab by mouth {po) twice a day
{BID) for irregular heart rhythm. Give next at
bedtime (HS) 1/24/20.

2. Aspirin 81 myg tahiet po daily (QD) for heart
health, Give next dose in a.m. on 1/25/20.

3, Calcium/Vitamin D 500 mg/200 units tablet po
BID for osteoporosis, Give next dose at HS on
1/24/20,

4. Carvedilol 6.25 mg tablet po BID with meals
for blood pressure and heart rate. Next dose due
evaning 1/24/20.

5. Ezetfimibe 10 mg tablet po at HS for
cholesterol with next dose due at HS on 1/24/20.
6. Famotidine 20 mg tablet po BID for heartburn
with next dose dus in the evening on 1/24/20.

7. Ferrous Sulfate 325 myg tablet po OD with
breakfast as iron supplement with next dose due
1/25/20 in a.m.

8. Furosemide 20 mg tablet po QD for edema
{swelling) with the next dose due 1/25/20 in a.m.
9. Glargine (Lantus) insulin 10 units QD with
breakfast for fype 1 diabetes with the next dose
due on 1/25/20 in a.m.

10, Lispra {Humalog) insulin 4 units 3 times daity
{TID) with meals for type 1 diabetes with next
dose due in the evening of 1/24/20.

chest pain with next dose dus on 1/25f20 in a.m,
12, Pravastatin 40 mg tablet po at HS for
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cholesterol with next dose diue at badtime on
1724120,

A fax sent to the PCP dated 1/25/20 requested
the PCP to specify any other orders for Resident
#2 in to hospital discharge. orderad: a diabetic,
low salt diet, weights 3 times per week (M-W-F),
and blood sugar checks 4 times a day before
meals and at bedtime.

The January 2020 Medication Administration
Record (MAR) documented:

a, Staff gave the 1st dose of Aspirin 81 mg, on
1/26/20 instead of 1/25/20, The MAR revealed no
administration of ordered medication on 1/28/20.
Staff wrote "insulin not required.”

b. Staff gave the 1st dose of Ezetimibe 10 mg at
HS on 1/25/20 instead of 1/24/20.

¢. Staff gave the 1st dose of Ferrous Suifate 326
mg in a.m. on 1/26/20 rather than 1/25/20.

d. Staff gave 1st dose of Furosemide 20 mg in
a.m. on 1/26/20, not 1/26/20 as ordered.

e. Staff gave the 1st dose of Glargine Insulin 10
units in a.m. onh 1/26/20 instead of 1/25/20, The
MAR revealed the staff administered Glargine in
the a.m. of 1/27/20 with a blood sugar level of
453.

f. Staff gave the 1st dose of isosorbide 60 mgi24
hour in a.m. oh 1/26/20 instead of 1/25/20 as
orderad.

g. Staff gave the 1st dose of Pravastatin 40 mg
at HS on 1/25/20, not 1/24/20. The MAR revealed
staff failed to give the medication an 1/24/20
because the medication was on order,

h. Staff gave the 1st dose of Apixaban 5 mg in

i

---::.:;‘._-_r:;a;mzoﬁil&Glzo,instead-of-:HS;on»,rtl J24(20 < Fhas ey

WMAR feCorded sttt did rof give it in the a.m, of
1/25/20 because staff did not schedule it. The
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resident did not receive the medication in
evening on 1/25/20 due to medication not
available, or on 1/28/20 with no explanation
documented by staff,

i. Staff gave the 1st dose Calcium/Vitamin D 500
mgf200 units in the evening on 1/25/20 instead of
bedlime on 1/24/20. The MAR revealed the
medication had been omitled the evening of
1/24/20 and the morning of 1/25/20 because staff
did not schedule it on the MAR, 1/26/20 due to
not available, and 1/28/20 with no explanation
given,

j. Staff gave the 1st dose of Carvedilof the
avening of 1/25/20 instead of the evening of
142420 as ordered. The MAR revealed staff
failed to give the madication on 1/24/20 in the
avening due to medicafion on order and 1/28/20
with no explanation recorded. According to the
MAR, the resident did not raceive the madication
11256120 in the a.m. baecause staff did not schedule
it on the MAR to be given.

k. Staff gave the 1st dose of Famotidine on the
evening of 1/25/20 rather than the evening of
1724120 as ordered, because staff did not
schedule it, 1/25/20 due to medication
unavailable, 1/28/20 with no explanation, and
1/28/20 due to resident "hospitalized." The MAR
also revealed medication not given in a.m. on
1/25/20 because staff failed to list the order on
the MAR at that time,

I. Staff gave the 1st dose Furosemide on 1/26/20
in the evening rather than 1/24/20 as ordered,
The MAR revealed the resident did not receive
the medication in the evenings on 1/24/20 due to
not scheduled, 1/25/20 due to not avallable, and
1/28/20 with no explanation. According to the

M&Brthﬁ {ﬁsi,dﬂ nt-did-not-rece ive-th e:medieaﬂ?n S
O tHE ORGSO 1/25/20 bécatiss they had hot
scheduled it to be given yet.
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m. Staff administered the st dose of Lispro
Insulin 4 units at lunch on 1/28/20 (blood sugar
483) instead of on the evening of 1/24/20 as
ordered. The MAR revealed the resident did not
receive the Lispro on the evening of 1/24/20 and
morning of 1/25/20 because staff falled to
schedule it on the MAR, and on 1/28/20 with no
explanation,

n. According to the MAR, staff checked the
resident's blood sugar at 4:00 p.m. on 1/24/20 as
ordered. The MAR documented a blood sugar
level of 378 at 9:00 p.m. on 1/24/20. The MAR
revealed staff failed to check her blood sugar at
11:00 a.m. on the morings of 1/25/20 because
they did not add it fo the MAR to direct staff to
check it.

Review of the January 2020 Treatment
Administration Record {TAR) documsnted staff
failed to check Resident #2's weight on Monday,
1/27/20 because staff did not scheduie it to be
done.

An EMAR Orders Administration Note dated
1/24/20 at 5:00 p.m. noted Resident #2 admitted
ta the facility. The author wrote she dosumented
har entry "after some time" without a specific time
of admission, According to the note, the resident
reportedly broke her wrist, some ribs and her
pelvis after she fell at home and a diabetic
specialist followed her for dlabetes,

Heaalih Status Notes revealsd:

a. On 1125120 at 11:19 a.m., staff documented
they entered all of Resident #2's medications into
A .-.-.ih&-_G(;‘fmputer;-.Ihe;nufse:{}ontaeted;the:pharmacy::—.:n:::: RIS P HEES o

ot wnes e

ahd they réportad they would deliver all
medication that night.
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b, On 1/25/20 at 11:53 p.m., staff documented the
resident's medication artived during her shift and
she gave 4 units of Humalog at bedtime. The
nurse noted resident's heartbeat irreguiar and
lung sounds diminished, with swollen lower legs
and ankles.

¢. On 1/26/20 at 10:45 p.m. documented the
resident as an insulin dependent diabetic. The
nurse noted that the resident's lungs were
diminished and she had swollen lower legs and
ankles.

d. On 1/28/20 at 2:54 a.m. documentaiion an
order that directed a diabetic, low salt dief, weight
3 times weekly, and check blood sugars before
meals and at bedtime.

e. On 1/28/20 at 11:20 a.m., the resident
displayed shortness of breath and her lungs
saunded "tight". The nurse also documented
administered 2 puffs from a breathing treatment.
According to the documentation, the resident
reported enly slightly improved symptoms with
continued shorthess of breath. The nurse
obtained a physiclan's order to give a stat,
one-time dose of Lasix (water pill) and reassess
the resident in 3 howrs.

f. On 1/28/20 at 11:43 a.m. documented Lasix 40
mg given as ordered, The nurse documanted the
resident's heart rate at 104 beats per minute with
a blood oxygen level at 96% on 2 liters of
supplemental oxygen. The nurse coached the
resident to pursed lip breathe and take slow,
calming breaths through her nose,

g. On 1/28/20 at 4:25 p.m., the resident's
condition seemed to improve that afternoon. The
nurse documented the resident continued with
shortress of breath and rapid breathing and the

I 684

nurse-awalted-the-physician's:retum:eallsrrmmmmmmmass: s

“h.OR 1128120760 4745 0 m. " doctmentad the nurse

obtained an order to send the resident to the ER
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{Emergency Room).

The document titled Weight Summary showed
Resident #2's January weights as 135 Ibs. on
1/26/20 at 12:11 p.m. and 135 lbs, on 1/27/20 at
8:15 a.m.

The After Visit Summary regarding hospitalization
for acute on chronic systolic heart failure between
1128120 - 2/5/20 identified a goal to keep the
resident's blood sugar level in the 100-180 range
and to check her blood sugar before meals and at
badtime unless instructed by her doctor. The
physician described the resident's discharge
candition as stable. The summary directed the
resident should follow-up with her PCP injto 2
weeks and any of the following should be
reported; temperature, severe uncontrofled pain,
extrems fatigue, difficulty breathing, persistent
nausea and vomiting, and signs of infection. The
physician ordered daily weights after the
resldent’s first void and before breakfast and
report a galn of 3 Ibs. in 24 hours or § [bs, pounds
from discharge hospital weight. Also, contact
provider if resident showed signs/symptoms of
fluid overload: weight gain, shoriness of breath,
difficulty breathing with exertion, cough,
new/increased swelling in lower legs, shoriness
of breath while lying flat, new or Increased oxygen
needs, and increased fatigue or weakness, The
summary directed a resident with Type 1 diabetes
should receive insulin and make all efforts to
receive a consistent carbohydrate diet.

The 2/5/20 Hospital Discharge Medication Orders
directed;

1T Apabans mg EEBIE o BID WIHH thé next
dose due at bedftime that night.
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2. Aspirin 81 my tablet po QD with the next dose
due the next morning.

3. Calcium/Vitamin D 500 mg/200 units po BID
with the next dose due that evening.

4, Carvadilol 8.25 mg tablet po BID with meals
with the next dose due that evening.

5. Ezeftimibe 10 mg tablet po at HS with the next
dose due at bedlime that night.

6, Famotidine 20 mg tablet po BID with the next
dose due at hedtime that night.

7. Ferrous Sulfate 325 mg tablet po QD with
braakfast with the next dose due the next
morning.

8. Glargine insulin 6 units injected QD with
breakfast for Type 1 diabetes the next dose due
the next morning.

9, Lispro insulin 3 units injected TID with meals
for type 1 diabetes with the next douse due the
next afternoon. 0.

10. Isosorbide 60 mg/24 hour po QD with the
next dose due the next morning.

11. Pravastatin 40 mg po at HS with the next
dose due at badltime that night

i2. Ropinircle 0.26 mg tablet, 3 tablats po HS
with the next dose due at bedtime that night.

13) Torsemide 20 mg tablet po QD with the next
dose due the next morning.

A Health Status Note dated 2/5/20 at 1:30 p.m.
documented the resident re-admittad from the
hospital,

A Healih Status Note dated 2/6/20 at 4:43 a.m.
documented the resident’s bedtime blood sugars
448. The nurse obtained an order to administer
15 units of insulin now. A follow up test revealed

:|-the-resident's-blood.sugar resulls.as:889 - mimmmmm o

An EMAR Orders Administration Note dated
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2/5120 at 6:15 p.m, documented Ropinirole 0.25
my. as unavailable,

An EMAR Orders Administration Note dated
2/8/20 at 10:31 p.m, directed staff to weigh the
residertt daily and contact the PGP with 2 Ib. gain
in one day ora 5 ib, gain in a week k ralatad to
heart failure. The nurse documented they had not
checked the Resident's weight before breakfast,
therefore it would not be acourate,

A phane order dated 2/9/20 at 9:25 a.m,, noted by
the nurse on 2/13/20, directed staff to inject
Glargine 10 units QD for Type 1 diabetes.

A phone order dated 2/9/20 at 9:28 a.m., noted by
the hurse on 2/13/20, diracted staff to inject
Lispro 5 units TID for Type 1 diabetes,

A phone order dated 2/9/20 at 9:30 a.m., noted by
the nurse on 2/13/20, directed staff lo inject
Lispro 5 units one time only for a blood sugar
reading of 562 until 2/9/20 at 11:53 p.m.

A Health Status Note dated 2/9/20 at 8:34 a.m.
revealed staff contacted the on-call dogtor to
report a blood sugar level of 562, The nurse
obtained a new order to increase Glargine insulin
to 10 units every morning and increase Lispro
insulin fo 5 units with each meal and 5 extra units
"now",

An EMAR Orders Administration Nofe dated
2{9/20 at 10:31 p.m. revealed the resident's
welght had not been checked before breakfast,

ZTI0 8T 204 pom. contained orders as follows:
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1} Obtain daily weights for 2 weeks and fax
results to the PCP's attention on Thursdays.

2) Give insulin after meals, never before, Hold
meal fime insulin if Resident #2 eats less than
25% of her meal.

3) The Resident reported she is not receiving
evening mea! insulin on a regular basis. She is
Type 1 diabetic and requires regular timely inaulin
gdministration to avoid death,

4) Please ensure Resident #2 is on a no added
salt and diabetic diet. She needs both; not one or
the other,

5) Admintster 5 units of Lispra once “now" for a
blood sugar reading of 528. Re-check her blood
sugar in 2 hours and calf the PCP with the results.
Staff documented on the order that they called
the PGP at 4:30 p.m. to clarify and received an
order to re-check the Resident's blood sugar and
administer 5 units if it measured higher than 400,
The nurse documented the Resident's blood
sugar level as 193 at that time.

A Health Status Note dated 2/11/20 at 512 p.m.
documanted receipt of a fax from the resident's
PCP regarding the residenis diet, insulin, and
weights and an order to administer 5 units of
Lispro for a blood sugar level of 528. The order
directed staff to re-chack the blood sugar in 2
hours and notify PCP of results. The nurse
documented that she had not given the § units of
Lispro bacause she had not observed a blood
sugar result that high on her shift. The nurse
consulted the PCP ip know to do since she had
not given the 5 extra units of Lispro, had not
re-checked in 2 hours or called back, The PCP
ordered her to check Resident #2's blood sugar

SHENANDOCAH, IA 51601
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espnowk-and-adminfster-S-unifts-of Lisprodf the:blood =] s

S(IFar18varwas over 400, The PCP algo ordered
her to call him back after re-checking the
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Resident's blood sugar in 2 hours. The nurse
documented Resident #2's blood sugar as 193,

A phone order dated 2M2/20 at 8:15 a.m., noted
by the nurse on 2/13/20, directed staff o inject
Lispro 5 units additionat STAT (immediately) for
high blood sugar.

A phone order dated 212720 at 8:17 a.m.,
directed the resident to receive Lispro 5 units one
time only after breakfast untit 2/12/20 at 11:29
a.m. for & high blood sugar reading.

A Health Status Noted dated 2/12/20 at 8:20 a.m.,
documented a bload sugar reading of 500 hefore
breakfast. The nurse obtained an order to
administer 5 units of insulin in addition to the
scheduled dose, and another 5 units after the
resident ate breakfast, The PCP also ordered the
nurse to call with the bloed sugar results before
lunch.

A Health Status Noted dated 2/12/20 at 10:39
a.m., the nurse documented resident's blood
sugar still high. She then nofified the PGP of
unconirolled blood sugars.

Fax correspondence dated 2/12/20 at 1:25 p.m,
notified the PCP the resident had lost 11 pounds.
The nurse documented the resident's £26/20
weight as 135 pounds and her 2/5/20 weight as
124 pounds. The nurse also notified the PCP that
the resident consumed anywhere between 0-50%
of her no added salt (NAS) diet. The PCP
documented that he attributed her weight loss to
treatment of acute heart failure and ordered the
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The Doctor's Orders and Progress Notes dated
2113120 noted the resident's weight as 136.8
pounds. The PCP ordered:

1. Change Glarging to 12 units QD.

2. Change Lispro to 7 units TID after
consumption of 50% of the resident's meals.

3. Torsemide 20 mg by mouth ance "today”.

4, Fax the rasident's blood sugar log to the PGP
on 2/19/20.

A Health Status Note dated 2/13/20 at 1:25 p.m.
documented the resident's PCP saw her on
routing rounds. The nurse documented she
discussad blood sugar management and new
dosing with the PCP, and he wanted to get her
blood sugar levels down into the 200's.

An EMAR Orders Administration Note dated
2/13/20 at 7:17 p.m, nofed Ezetimibe 10 mg was
unavailable.

A Health Status note dated 2/14/20 at 3:49 p.m,
documented the nurse called the PCP after
getting 3 consecutive "HI" blood sugar readings.
The nurse obtained an order o give & units fast
acting insufin (Humalog) and recheck blood sugar
in 2 hours.

A Health Status Note dated 2/14/20 at 11:53 p.m.
documented that the resident had eaten an ice
cream snack, potatoes for lunch and a cookie.
The nurse noted that she observed 4 consecutive
“HI” results when she tested the resident's blood
suigar level, According to the nurse's
documentation, another RN gbtained an order to

r-administerd. units-of-Humalog “now-and-recheck === o
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iR 2 hours: at which time the resident's blood
sutgar measured 577, The nurse documented that
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administered the scheduled insulin and the
resident did not eat much for her evening meal,
but stated she felt "so much better". The resident
slept most of the evening before her blood sugar
was checked again; at which time it measured
274,

A Health Status Note dated 2/15/20 at 2:45 a.m.
documented a blood sugar reading of "HI" and
the resident with decreased responsiveness. The
nurse documented the resident's vital signs as
temperature 99.6 F., respirations 24 (breaths par
minute) and shallow, blood pressure 112/60 and
oxygen level 94%. She described the resident as
being weak and unable to ambulaie.
Documentation revealed the resident had not
haen given the after meal insulin, so she
administerad it. After consulting an on-call doctor,
the nurse rechecked the blood sugar in 20
minutes per order; which she documented as
“HI". The nurse documented the resident dfd not
respond to her but whimpered throughout their
encounter, The resident could not answer
questions. An order was obtained to send the
resident to the ER.

EMAR Orders Administration Note dated 2/15/20
at 7:51 p.m. documented staff missed checking
Resident #2's blood sugar before supper, The
nurse documented the current reading as "HI",

A phone order dated 2/16/20 at 12:37 am.
authorized the facility to send the resident to the
ER immediately for persistent hyperglycemia with
continued decreased level of consclousness.

N S — <AHealth-Status -Note.dated 2418720 at4218-2: M R R T e e B

| asetmientad the résidant was admitied 1o the
hospital for further observation.
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A review of the February 2020 MAR revealed:

1. Staff administered the 1st dose of Asplrin 81
mg. by mouth for heart health on the moming of
2/8/20 instead of 2/6/20 as ordered. The MAR
revealed the resident did not recelve the
medication on  2/6/20 and 2/7/20 dus to
hospitalization {resident was readmitted on
215120}, 29120, 2110720 and 2/11/20 doses were
not administered without an explanation and
2/14/20 due to the resident refusal,

2, Staff administered the 1st dose of Ezetimibe
10 mg. by mouth for cholesterol at bedtime on
215/20 as ordered. The MAR documented the
resident did not receive the medication on
2/13/20 because the medication was not
available.

3. Staff faxed daily weights to PCP on Thursday
2013/20 related to congestive heart failure as
ordered on 2/11/20.

4, Staff administered Glargine 10 units on the
mornings of 2/9/20 through 2/13/20 as ordered
{MAR initialed for both 8 and 10 unils on 2/9/20)
on 2/9/20.

5. Staff administered Glargine 12 units for type 1
diabetes on the mornings of 2/14/20 and 2/15/20
as ordered on 2/13/20.

8, Staff administered the 1st dose of Ropinirole
0.25 mg. for restless leg syndrome at bedtime on
216120 instead of 2/5/20 as ordered. Medication
documented as being unavailable,

7. Staff did not administer the dose of
Calcium/Vitamin [ 500 mg./200 units on 2/8/20,
2198/20, 2112/20 and 2/13/20 with no explanation
or due to the medication being unavailable,

-8:-Staff-administered-Lispro-4-units T -aHunch s s

on 2/5i20 instead of 3 units as ardered on 2/5/20.

Staff administered 3 units in the evening of 2/5/20
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and TID on 2/6/20 through the morning dose on
219120, at  which time they discontinued that
dose with a blood sugar level of 562,

9. Staif administered Lispro 15 units one fime
only on 2/5/20 at 10:00 p.m. for a blood sugar
reading of 448,

10. Staff administered Lispro 5 units one time
only on 2/8/20 at 9:29 a.m. for a high blood sugar
reading.

11, Staff administered Lispro 5 units one time
only on 2/8/20 at 9:41 a.rn. for a blood sugar
raading of 562,

12. Staff administered Lispro 5 units TID atlunch
an 2/9/20 through the lunch dose on 2/11/20 as
ordered on 2/9/20,

13. Staff administered Lispro 5 units TiD (if
Resldent #2 ate at least 26% of her meal) starting
in the evening on 2/11/20 through the lunch dose
onh 2/13/20; at which time they discontinued that
dose with a blood sugar level of 459,

14. Staff administered Lispro 5 units immediately
on 2M2/20 at 8:25 a.m, for a high blood sugar
reading.

15, Staff administered Lispro 5 units one time
only after breakfast on 2/12/20 at 9:08 a.m. fora
high blood sugar reading.

16. Staff administered Torsemide 20 mg in
addition to Resident #2's normal dose
Immediately for edema on 2/13/29 at 4:45 p.m.
17. Staff administered Lispro 7 units TID at lunch
{if Resident #2 ate at least 50% of her meal)
starting at supper an 2/13/20 through the lunch
dose on 2/15/20,

18, Staff administered Lispro 6 units one time
only on 2/14/20 at 5:36 p.m,

19. Staff checked the resident’s blood sugar

,.befo]‘@mea]sgnd:-at;bgdgjme.sidlii,_Ig..di..,;,:ckq.p_.mt___“,,“:...w e R T S T L R

on 2/5/20 through 11:00 a.m. on 2/15/20. The
MAR lacked documentation of a blood sugar
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«| -discharge:-orders-are:in:the-building.<The-DON-

check at 4:00 p.m. on 2/15120, Documentation
revealed the 9:00 p.m. blood sugar reading as
5000.

Review of the February 2020 Treatment
Administration Record (TAR) revealed it failed to
direct staff to weigh the resident after the
resident's first merning urination (void) and before
breakfast as ordered on 2/5/20. The TAR {ailed to
contain documentation that indicated the staff
weighed the resident daily as ordered. The TAR
also failed to contain documentation that verified
staff faxed the resident's blood sugar log to the
PCP on 2/19/20 as ordered.

A document titled Weaight Summary documented
the resident's February weights as follows:

1. 2/12/20 at 8:24 a.m. = 135.1 pounds.
2. 2113120 at 9:46 a.m. = 136.8 pounds.
3. 2/14/20 at 8:23 a.m, = 134.7 pounds.
4, 2115120 at 12:14 p.m. = 1356.5 pounds

The 2013 Blood Glusose Testing proceduse to
monitor bleod glucose level directed staff to verify
the physician's order for blood glucose testing
and reporting parameters and notify the physician
if the blood glucose is out of parameter range.
The policy also directed staff to document the
blood glucase level on the MAR or in progress
noles, and also the resident's response io their
blood glucose level if out of parameter range.

During an interview on 2/24/20 at 12:45 p.m,, the
Director of Nursing (DON)}, stated staff are to fax
admission orders o the pharmacy as soon as the

“ESEEEd thelr admission process as 'broken.”
When asked, the DON also stated staff should
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check the emergency medication kit {e-kit) for
meadication on hand to ensure medication can be
administered as prescribed, She added staff
should call the pharmacy if speciflc medications
are not in the facllity/e-kit, and pharmacy can
deliver them STAT if necessary, The DON stated
the pharmacy delivers by midnight and they are
pretty good about getting the medication here in a
fimely manner. The DON staied she spoke to the
doctor about making sure insulin was
administered as prescribed and informed him
they were worlding on the processes,

During an interview on 2/24/20 at 2:54 p.m. with
Resident #2's PCP, he stated he expectad the
facility to notify him of a high blood sugar reading.
The PCP stated he did not write specific orders
about when to nofify him, but facilities usually
have a poiicy with the threshold somewhere
between 300 and 500, and he certainly expected
to ba notified for any reading over 500. The PCP
also stated he would have expacted the facility
staff to check the resident's blood sugar and
administer all medications as ordered, especially
after a lengthy hospitalization for congestive heart
faliure as Resident #2 had prior to her 1/24/20
admission o the facility. The PCP said
medicatlon and diet adherence would probably be
the greatest factors in preventing re-admission to
the hospital, and not tracking biood sugar and not
raceiving medications as ordered could have
potentially contributed to the resident being
re-hospltalized after her 1/24/20 admission. The
PCP reported uncontrolled diabetes could
potentially be a risk factor for developing infection
such as pneumonia, and added hyperglycemia

morbidity and mortality in pneumonia. The PGP
satd hyperglycemia and the resulting
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camplications directly resulted in Resident #2
being hospitalized on 2/16/20, He stated
pheumonia and congestive heart failure were
factors that contributed to that hospitalization, and
the 215720 hospitalization could be directly
attributed to blood sugar control. The PCP sald
he expacted staff to foliowed physician's orders in
a timely manner and administer medications as
ordered.

In an interview on 3/9/20 at 10:68 a.m., the Nurse
Consultant stated the resident's blood sugars had
been out of control and she felt relleved that they
called the doctor and sent her fo the hospital. The
Nurse Gonsultant reported the facility did not
accept the resident back afier her second
hospitalization hecause her bleod sugars were
{00 brittle {vaviable, hard to manage}, and added
they had too many temporary agency nursing
staff in the building and could not meet Residaent
#2's needs.

On 3/12/20 at 11:00 a.m. the Dietary Supervisor
reported in an interview she had worked as a
cook in the facility for a couple of years, left for
approximately @ months, and came back abouta
week ago as the Supervisor, The Dietary
Supervisor stated the difference between a
diabetic dlet and a regular diet are a smaller
scoop size for starches, a smaller or different
dessert than a regular diet, and they sither do not
raceive bread and butter or just get a half of a
slice. The Dietary Supervisor stated a regular diet
also has lower sodium and does not differ from &
no added sait diet, The Distary Supervisor stated
the diets are folfowed carefully as far as she

F 684

-knows=She-stated she-could-only-speakfor:

TTEE

Terself because there wera no ofher caoks on the
shift she worked but only the cook plates the
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food. She stated there is no record of what type
of diet a resident gets served on any particular
day they just foliow the order. The Dietary
Supervisor stated she can only assume a
resident got served the type of diet the physician F8ss .
ordered, 1. Resident #11 was counseled by the Director
F 688 | Free of Accident Hazards/Supervision/Devices F 689 g{lg]v;iirr?magn%?hgﬁghigé 5&20 ?};’l";‘: niﬁth .
$5=D | CFR(s): 483.25(c){1)(2) g sKlant to puil er n e

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d){1) The resident environment remains
as free of accident hazards as is possible; and

§483.26(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, policy review, resident
and staff interview, the facility failed to properiy
supervise 1 of 3 residents reviewed (Restdent
#11). The facility reported a census of 28.

Findings include:

The Minimum Data Set {(MDS) assessment with a
completion date of 12/6/19 listed diagnoses of
mood disorder, hip pain and disorder of bone
density and structure. The Brief Interview for
Mental Status (BIMS)documented a score of 15
out of 15 which indicated no cognilive deficits.
The MDS documented the resident as being
independent with most aclivities of daily living
{ADLs}; including the ability to self-propel her
wheelchair.

of Nursing on March 6, 2020 to n

it since.

an audit on Aprit 6, 2020 of curre

residents with their wheelchalr,

Administrator on March 28, 2020

document,

An'observation on 2/13/20 at 8:48 a.m. revealed

wheelchair. She agreed and has not done it
since. The resident with the glectric
wheelchair was also counseled by the Director

rasidents with his wheelchair. He has not done

2. The Director of Nursing/Dsesignee complated

identify others who use elsctric wheelchairs.
Residents identified were informed of the
expectations of not pulling or pushing other

3. Department Heads were educated by

addressing resident safely issues at the fime it
Is noticed. Also, to inform Diractor of Nursing
or Administrator of incident to monitor and

The Director of Nursing/Designee educated
other nursing staff related to addressing
resident safety concerns at the fime the
concern is identified and complete
documentation as required by April 12, 2020,
Director of Nursing educated residents that
utilize an electric wheelchair, that they are not
allowed to pull anyone with thelr wheelchairs
on Aprit 6, 2020. Any residant that starls to
use or is admitted with an electric wheelchair
-will be.educated.at-thattime-on pulling
“residentsTin TagulEr whesleHalrs, -

ot puill other

nt residents to

related to
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. p g . L F 888 4, Director of Nursing/Designee will monitor
a resident operafing an electric wheelchair with residents that utilize electric wheelchairs
Resident #11 hangmg onto h'IS chair and be|ng weekly for four {(4) weeks and then month]y for
pulied down the hallway. Resident #11's feet two (2) months to ensure residents continue to
hovered just abova the floor and sometimes slid follow guidelines of not pulling other residents
on the floor as he towed her wheslchair from her in a wheelchair. Results of these audits wifl be
room and down the haliways past various offices Aaken ta the facility Quality Assurance/
going towards the front of the building-an Performanca Improvement Committee monthiy
approximate distance of 142 fest. for thrae (3) months for review and
recommandations as needed. The
An observation on 2/20/20 at 10:40 a.m. revealed Adrministrator is responsible for monitoring and
a residsnt operating an electric wheelchair while follow up.
Compliance 04/12/2020 0471212020

pulling Resident #11 in her wheelchair behind him
as she held onto his. Resident #11's feet hoverad
just above the flaor and sometimes slid on the
floor as he towed her wheelchair around a corner
from the middle hailway to her
room-approximately 106 feet,

Ohservation on 2/26/20 at 9:18 a.m. revealed a
resident oparating an electric whealchair while
towing Resident #11 in her wheelchair behind him
as she hald onto his. Resident #11's feet hovered
just above the ficor and sometimas slid on the
floor as he fowed her wheelchair from the middle
of the haliway going past the Director of Nussing's
(DON) office, around a corner and all the way to
her room-approximately 142 feet, Multiple staff
membaers passed by the two residents without
saying anything. A Certified Nurse's Aide {CNA)
grabbed onto and walkad behind the back of
Resident #11’s wheelchair while saying "you can
tow me fao". The GNA hung onfo the wheelchair
for approximately 106 feet without intervening.

Observation on 2/27/20 at 8:40 a.m. revealed a
resident operating an electric wheelchair while

Jowing-Resident#1-in-hecwhaeslahair-behind-Him ==

RN

45 Shé hsld &hito His, Resident #17's 1eef Rovered
just above the floor and sometimes slid on the
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-wheelehairthe.day-this-surveyor-wimessed--

floor as he towed her wheelchair from her room,
down the hallways past various offices and
nurse's stations and exited a door to the
designated smoking area-approximately 245 feet,

Review of a Care Plan with a revision date of
3/26/17 documented Resident #11's risk for falls
related to weakness from chemotherapy and
antidepressant use, Interventions implemented
on 12/19/19 included indepandant use of a
wheelchair throughout the fagility. The Care Plan
instructed staff to encourage her fo ask for
assistance when she felt weak or tired and offer
to assist her if she appeared fatigued.

Review of a document labeled The Behavioral
Management Overview dated May 2014 directed:

1. The facility provides individual care and
services that promote the highest pracficable
leve! of function for each resident, If a resident
develops behavlors that are harmfu! or potentially
hamfiy) to themselves or others, a behavior
management plan will be implemented,

Procedure;

1. Identify and address possible causes of
the behavioral symptoms.

2, Develop the care plan.

4, Implement and document individualized
goals and interventions.

7. Evaluate effectiveness of interventions.

During an Interview on 2/13/20 at 9:25 a.m., the
rosident stated the nurse took over pushing her

4 i SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION e B
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another resident towing her behind his electric
wheelchair, The resident stated the nurse had
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said, "l better push you, The state is here”. The
resident stated she can seff-prapel her awn
wheelchair independently and the nurse did not
put the foot rests on her wheelchair from the time
she began pushing it until the time she stopped at
the front entry, Resident #11 said, "l just let my
feat dangle above the floor".

Buring an interview on 3/12/20 at 8:05 a.m. with
the Corporate Nurse Consultant 2, she stated
various aspects of supervision, accidents, and
hazards are incorporated into their policies. The
Consultant stated they do not have a general
policy specifically related to resident towing other
residents behind an eleciric wheelchair, The
Consuitant stated the resident is cognizant and
does what she wants to do. The Consultant
stated the resldent wondered why "it was a big
deal" as she had done it for a long time and
nothing had happened. The Consuitant
acknowledged she understood the potential for
Injury and stated she had observed serious
accidents with injuries from residents being
pushed in wheelchairs while their feet were
dragging on the floor. The Consultant stated staff
hiave grown accustomed to it and did not
recognize it as a hazard. She stated they needed
to be educated. The Nurse Consultant stated she
axpected staff to intervene whenever they see
residents involved in potentially hazardous
situations,

During an interview on 3/12/20 at 11:40 a.m. with

Staff B, CNA, she stated the facility had never

told them to intervene whenever they saw the

other resident towing Resident #11’s wheelchair

-...-|-hehind:his-electric.wheaelchair. Staff-B.stated---- o b i - AT P I T
N RESHEATH T Ritehes d ride™ With thé other

resident because she gets short of breath from
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salf-propelling her own wheelchair, Staff 8 said
they call it their "choo chog" train, The CNA
acknowledged grabbing onto the bagck of
Resident #11's wheelchair a couple of weaks ago
and acting like they were pulling her too, Staff B
stated she did not think of it as a big deal. She
stated the resident had been towing Residant #11
behind his electric wheelchair for af least the last
couple of months if not longer. The CNA statad
she did not understand why it was considered a
problem other than the fact somebody could get
hurt. Staff B stated she realized Resident #11
could get her feet stuck under her wheelchair and
get hurt. Staff B stated that today the facility told
them fo discourage the residents from continuing
tadoit.

During an interview on 3/12/20 at 11;45 a.m. with
Staff C, Physical Therapy Assistant (PTA), she
stated she has seen the resident towing Resident
#11's wheelchalr behind his electric whealchair.
Staff C said she had become accustomed to
seeing it, Staff C stated the facility has naver fold
them to intervens when they saw it happening.
Staff C said she had never intervened nor has
she seen other staff intervene, The PTA said she
understands how it could be dangerous and how
Resident #11 could run into the back of the other
rasident's electric wheelchalr if he stopped
suddenly. Staff C stated she belisved Resident
#11's wheelchair couid also tip over. The PTA
stated they know not to push a resident in a
wheelchair if they do not have their feet resting on
the foot rests. Staff C said she still has not been
told 1o intervane if she saw the Resident towing
Resident #11 in her wheelchair.

F 689

F880:pInfection-Prevention-&Control i R
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§483.80 Infection Control
The facility must establish and maintain an
infection prevention and contro! program
designed to provide a safe, sanitary and FB8o

comfortable environment and to help prevent the
development and fransmission of communicable
diseases and infections.

§483.80(a) Infection prevention and controf
program.

The facility must establish an infection pravention
and control program (IPCP) that must include, at
a minimum, the following elements;

§4B3.80(a)(1) A system for preventing, identifying,
reporting, investigating, and confrolling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services tunder a contractual
arrangement based upon the facility assessment
conducted according fo §483.70(e} and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the programy, which must include,
but are not limited to:

(1) A system of surveillance designed o identify
possible communicahle diseases or

infactions before they can spread to othet
persons i the facility;

(i) When and io whom possible incidents of
communicable disease or infections should be
reporied;

{ii}) Standard and transmission-based precautions
{0 be followed to prevent spread of infections;

1. Resident #6 was assessed by the Director
of Nursing initially on March 12, 2020 with no
signs and symptoms of infection or Gl upset
noted. Through a follow-up assessment and
chart review on April 8, 2020, the resident
continued to have no signs and symptoms of
infaction or Gl upset from incident,

Resident # 10 was assessed by the Director of
Nursing initially on March 12, 2020 with no
signs and symptoms of infection or G| upseat
noted. Through a follow-up assessment and
chart review on April B, 2020, the resident
continued to have no signs and symptoms of
infection or Gi upset from incident.

Staff A recelved education; counseling related
to maintaining infection control during
medication administration on March 12, 2020
by Director of Nursing. CMA will have a
Medication Administration Skills Checklist
completed prior to returning to a med cart

2, Director of Nursing/Designee will perform a
Medication Administration Skills Checklist on
current nurses and C.M.A.'s prior to April 12,
2020 to ensure infection control is maintained
as required during Medication Administration.

3. Director of Nursing/Designee will re-educate
licensed nurses and C.M.A's on the
Medication Administration requirements and
expectations, including maintaining infection
control during medication administration by

== (iv)\When:and:-how-solation:should:-be:used-for-grrms

“Aprl A2 2020

tésident; inclading but not lEnitéd o

FORM CMS-2567(02-99) Previous Versions Obsclele

Event 10:YDB41

Facillly ID; 1A0520

If eantinuation sheal Page 25 of 27




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/02/2020

FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {42} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
C
166631 B.WING 0371912020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GARDEN VIEW CARE GENTER 1200 WEST NISHNA ROAD
SHENANDOAH, 1A 61601
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION X8 ..
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOLLD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Gontinued From page 25 F 880

{A) The type and duration of the isclation,
depending upon the infectious agent or organism
involved, and

(B} A requirement that the isolation should be the
least rastrictive possible for the resident under the
circumstances.

{v} The circumstances under which the facility
must prahibit employess with & communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

{vi)The hand hygisne procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4} A system for recording incidents
identified tnder the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handie, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80{f) Annual review.

The facllity will conduct an annual review of its
IPCP and update thelr program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on cbservation, record review and staff
interviews, the facllity staff failed to consistently
practice acceptable Infection Control standards
for 2 residents (Residents #6 and #10) during
observation of medication administration, The
facility reported a census of 28 residents,

4. Director of Nursing/Designee will complete
{3) Medication Administration observation
audits weekly for 4 weeks and monthly for two
{2) months to ensure infection control
continues to be maintained during medication
administration. The resuits of these audits will
be presented to the facility Quality Assurance/
Performance Improvement Committee monthly
for three (3) months for review and
recommendations as needed. The Director of
Nursing is responsible for monitoring and

follow up,

Compliance 04/12/2020

(41122020

|-Eindingsdncluge: oo

1. Agcording to the Minimum Data Set (MDS)
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assessment tool dated 1/2/20, Resident#6 had
diagnoses that included aphasia (difficulty
understanding or spaaking), stroke, dementia,
and difficulty swallowing. The resident scered 0 of
15 during the Brief Interview for Mental Status
(BIMS) test, which meant the resident displayed
severe cognitive deficits. The MDS documented
the resident was iotafly dependent on 1 or 2 staff
members for most Activities of Daily Living
(ADLs).

Obsarvation on 3/9/20 at 12:07 p.m. revealed
Staff A, Certified Medication Aid {CMA) handling
one of Resident #6's pills with her bare hands
bafore she crushed it, mixed it in pudding, and
administerad it to the resident in a medication
cup.,

2. According to the MDS dated 2/13/20, Resident
#10 had diagnoses that included stroke,
depression, and hemiparesis {(muscle weakness
aor partial paralysis on one side) or hemiplegia
{paralysis on ene side). The MDS documented
the resident required extensive assist of 1 or 2
staff members for most ADLs.

Observation on 3/9/20 at 12:13 p.m. revealed
Staiff A handled one of Resident #10's pills with
her bare hands before administering it to the
resident in a medication cup.

During an interview on 3/12/20 at 8:45 a.m, with
the Director of Nursing {DON) and the Cormporate
Nurse Consultant, both acknowiedged they

considered handling medication with bare hands
an unacceptable practice.
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