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FO00000
F000000 This Plan of Correction
This visit was for a Recertification and conshtut.eS the written a”?gat"’,n
. of compliance for the deficiencies
State Licensure Survey. cited. However, submission of
this Plan of Correction is not an
Survey dates: November 17, 18, 19, 20, admission that a deficiency exists
and 21. 2014 or that one was cited correctly.
? This Plan of Correction is
o submitted to meet requirements
Facility number: 000414 established by state and federal
Provider number: 155436 law. Hickory Creek at Winamac
AIM number: 100288550 desires this Plan of Correction to
' be considered the facility's
allegation of Compliance.
Survey team: Compliance is effective 12/21/14.
Jennifer Redlin, RN-TC
Caitlyn Doyle, RN
Heather Hite, RN (11/17, 11/18, 11/19)
Julie Ferguson, RN
Census bed type:
SNF/NF: 27
Total: 27
Census payor type:
Medicare: 1
Medicaid: 19
Other: 7
Total: 27
These deficiencies reflect State findings
cited in accordance with 410 IAC
16.2-3.1.
Quality review completed on November
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following 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

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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26, 2014, by Janelyn Kulik, RN.
F000241 | 483.15(a)
SS=D DIGNITY AND RESPECT OF
INDIVIDUALITY
The facility must promote care for residents
in a manner and in an environment that
maintains or enhances each resident's
dignity and respect in full recognition of his
or her individuality.
Based on observation, record review, and F000241 F241 1. What corrective action 12/12/2014
interview, the facility failed to ensure will be .done by the facility? Al
R e L staff will be re-educated by the
each resident's dignity was maintained Administrator and Director of
related to waiting to enter a resident's Nursing on the importance of
room after knocking for 2 of 3 residents treating all residents with dignity
reviewed for dignity. (Resident #1 and gnd rgspect by _12/ 12114,
4 including knocking on the doors
) to their rooms and waiting for a
response before entering the
Findings include: room. _2. How will the facility
identify other residents having the
potential to be affected by the
1. Qn 11/17/14. at 2:30 pm, the . same practice and what
Resident Interview was initiated with corrective action will be taken? Al
Resident #1. The interview was residents have the potential to be
conducted in the resident's room. The affected and all staff will be
d losed to th ident' " educated upon hire and annually
oc?r w.as close O. f:res1 ents room to thereafter and at any time an
maintain confidentiality. issue is identified on the
importance of treating residents
On 11/17/14 at 2:32 p.m., during the YV'tlh g'gniy a“ké' respect. Lh'st
. . includes knocking on residen
Res1dept Interview, CNA #1 kn(?cked on doors and waiting for a response
the resident's closed door. She did not as well as identifying themselves
wait for a response from the resident. She when entering the resident’s
entered the resident's room and went to 'rotorr:j.. If 5;.”3’ m(:mber of the
. . , interdisciplinary team or
get an item out of the resident's Administrator observe that staff is
roommate's closet. The CNA then left not knocking on doors and
the room. waiting for the resident’s
response before entering, he/she
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On 11/17/14 at 2:35 p.m., during the will stop the employee at that time
Resident Interview, CNA #1 knocked on and will rg-tram them on the’ need
h i 'S ol he di for knocking on the resident’s
the resident's closed door. She did not door and waiting for a response
wait for a response from the resident. before entering. The applicable
She entered the resident's room and went department manager will be
to get an item from the resident's notified of the observation no later
. than the next scheduled morning
roommate's side of the room. The CNA meeting, and
then left the room counseling/progressive
disciplinary action will be done as
On 11/17/14 at 2:40 p.m., during the :/T;:]'Cfted by the S'.tllljit'on't . 3t.
) ) at measures will be put into
Res1de.nt Interview, CNA #1 kno.cked on blace to ensure that this practice
the resident's closed door. She did not does not recur? Each
wait for a response from the resident. interdisciplinary team manager
CNA #1, accompanied by CNA #2 and and Administrator will monitor for
Resid ‘[’#2 rered the resident! staff compliance with knocking on
esiden » entere c r.es1 ents .room. resident doors, identifying
CNA #1 and CNA #2 assisted Resident themselves, and entering the
#2 into bed. room with the resident’s
permission as they make frequent
. . rounds throughout the building as
The record for Resident #1 was reviewed part of their normal duties during
on 11/18/14 at 11:22 a.m. The their work hours. In addition, the
Admission Minimum Data Set (MDS) interdisciplinary team managers
assessment, dated 9/14/14, indicated the complete Gduardllgn ?ng(tell routnds
) . . on assigned residents at leas
resident had a Brief Interview 9f Mental 5days a week. As part of these
Status (BIMS) score of 15, which rounds’ interviews and
indicated she was cognitively intact. observations of resident care are
done. Observations of staff
. . . . compliance with knocking on
Interview w1t.h 'Fhe Director of N1.1rs1ng residents’ doors and waiting for a
(DON), Administrator, and Nursing response before entering the
Consultant on 11/20/14 at 3:05 p.m., room will be part of the Guardian
indicated staff should wait for the Angel rOL_J”“gS- dﬁny |dznt|f|ed
) . issues will be addressed as
resident to respond before entering the indicated in question #2. 4. How
room. will corrective action be monitored
to ensure the deficient practice
2. On 11/17/14 at 3:00 p.m., the does not recur and what QA will
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Resident Interview was initiated with be putinto place? The
Resident #2. The interview was Administrator or DON w'|II bring
. . , the results of the Guardian Angel
conducted in the resident's room. The rounds, as well as observations
door was closed to the resident's room to made at other times, to the
maintain confidentiality. monthly QA&A Committee
meeting for review and
. recommendation on an ongoing
On 11/17/14 at 3:02 p.m., during the basis. Any recommendations
Resident Interview, CNA #1 knocked on made by the committee will be
the resident's closed door. She did not followed up by the designated
wait for a response from the resident. department manager who wil
Sh tered th i dent’ report the results of those
¢ entere ¢ resident's room, recommendations back to the
approached Resident #2, and asked the committee at the next scheduled
resident if she needed anything. QA&A meeting. Date of
Compliance: 12/12/14
The record for Resident #2 was reviewed
on 11/18/14 at 11:22 a.m. The Quarterly
Minimum Data Set (MDS) assessment,
dated 10/7/14, indicated the resident had
a Brief Interview of Mental Status
(BIMS) score of 15, which indicated she
was cognitively intact.
Interview with the Director of Nursing
(DON), Administrator, and Nursing
Consultant on 11/20/14 at 3:05 p.m.,
indicated staff should wait for the
resident to respond before entering the
room.
3.1-3(t)
F000279 | 483.20(d), 483.20(k)(1)
SS=D DEVELOP COMPREHENSIVE CARE
PLANS
A facility must use the results of the
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assessment to develop, review and revise
the resident's comprehensive plan of care.
The facility must develop a comprehensive
care plan for each resident that includes
measurable objectives and timetables to
meet a resident's medical, nursing, and
mental and psychosocial needs that are
identified in the comprehensive assessment.
The care plan must describe the services
that are to be furnished to attain or maintain
the resident's highest practicable physical,
mental, and psychosocial well-being as
required under §483.25; and any services
that would otherwise be required under
§483.25 but are not provided due to the
resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(b)(4).
Based on record review and interview, F000279 F279 12/12/2014
the facility failed to develop a resident _
care plan for the diagnosis of diabetes What corrective action will
mellitus, for 1 of 5 residents reviewed for bedone by the facility?
unnecessary medications. (Residents #15) -
A care plan for resident
Findings include: #15addressing diabetes
was created immediately.
Resident #15's record was reviewed on
11/18/14 at 1:51 p.m. The resident's On 12/12/14, all nurses
diagnoses included, but were not limited W!”be |nserV|ceq by the
to, dementia and diabetes mellitus. Director of Nursing on the
development of care plans
There was a lack of documentation to thatare to tbetr\:vntter_]dm s
indicate the resident had a care plan rehspor?se 0 d?t_reSI ents
and/or interventions related to the c anglng conaitions
. . . anddiagnoses.
diagnosis diabetes mellitus.
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The Quarterly MDS (Minimum Data Set)
assessment dated 9/4/14 indicated a
diagnosis of diabetes mellitus.

During an interview on 11/18/14 at 2:45
p-m., with the DON (Director of Nursing)
and the MDS (Minimum Data Set)
Coordinator, they indicated there was no
care plan for diabetes mellitus.

3.1-35(a)

2. How will the
facilityidentify other
residents having the
potential to be affected by
the samepractice and what
corrective action will be
taken? No other residents
havebeen identified as
being affected. Care plans
are in place for each
residentaddressing their
current medical needs.

If the DON or other IDT
memberfinds that a resident
is lacking a care plan for a
current medical need,
shewill make sure that one
is written immediately to
reflect all interventionsthat
are in place to meet that
resident’s needs.

Once that is done, she
willre-train the nurse(s)
involved regarding the
facility policy for care
plandevelopment. She will
also provide counseling as
indicated by the
noncompliance.

3. What measures will
beput into place to ensure
that this practice does
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not recur?

During the morning
interdisciplinary team (IDT)
meeting thatoccurs at least
five days a week,
newphysician orders are
routinely reviewed and care
plans updated to
reflectchanges in condition,
treatment, and diagnoses
obtained from the
informationreviewed.

In addition, the DON
ordesignee will perform
random care plan audits 3
days a week for 30 days
andthen weekly for 60 days.
Results of the audits will be
forwarded to
theAdministrator for review.
Identified issues will be
addressed as indicated
inquestion #2.

4. How will correctiveaction
be monitored to ensure the
deficient

practice does not recur
andwhat QA will be put into
place?

The DONwiill bring the results of
the audits to the monthly QA&A
committee meetingfor 90 days. At
that time, if 100% compliance has
been reached, the
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QA&ACommittee may decide to
stop the audits. However, the IDT
morning managementmeeting
review of new physician orders
and development of new/revised
careplans will continue on an
ongoing basis.
Date of Compliance: 12/12/14
F000282 | 483.20(k)(3)(ii)
SS=D SERVICES BY QUALIFIED PERSONS/PER
CARE PLAN
The services provided or arranged by the
facility must be provided by qualified
persons in accordance with each resident's
written plan of care.
Based on record review and interview, F000282 F282 12/12/2014
the facility failed to follow resident's
physician orders and care plans, related to 1. What corrective action
blood sugar monitoring and insulin will be done by thefacility?
administration for 2 of 5 residents All medication
reviewed for unnecessary medications administrationrecords
(Resident's #8 and #15) related to insulin
administration and blood
Findings include: sugar checks were
clarifiedand rewritten
1. Record review for Resident #8 was immediately for residents
completed on 11/18/14 at 11:24 a.m. The #8 and
diagnoses included, but were not limited #15.
to, diabetes mellitus and hypertension. ) ) )
There will be an inservice
The Admission Minimum Data Set 0? ,1\]2/1 ?/1 4 by_ the_ DII;(;C’(OI’
(0] ursing reviewin e
(MDS) assessment completed on 8/4/14, . . g . . g
S . .. insulin administration
indicated the resident was cognitively
. ) . ) . ) andblood glucose checks,
impaired. The resident received insulin
e . as well as the
administration 7 x in a 7 day assessment . .
documentation of each in
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period. accordance withcurrent
physician orders. Following
A care plan dated 8/4/14, indicated the the re-education, nurses will
resident had diabetes mellitus and was at be observedby the Director
risk for diabetic distress. Interventions of Nursing or Designee
included to administer medications as completing these
ordered. procedures.
The November 2014 Physician Order _
Summary indicated an order for Novolog 2. M
(diabetes medication) Flexpen insulin per faC|.I|tv|dent|fv.other
sliding scale to be given three times reS|de.nts having the
daily. To be given at am, lunch, and HS potential to be'affected by
(at bedtime). The units to be given were the Sameprac_tlce a_nd what
] corrective action will be
as followed:
taken?
Blood sugar of 172-200= 2 units . o .
£ . All residents with insulin
Blood sugar of 201-250= 4 units
. andblood sugar checks
Blood sugar of 251-300= 6 units .
] have the potential to be
Blood sugar of 301-350= 8 units
Blood 2350 10 uni affected, however all were
00d sugaro — 10 units checkedand none were
, o found to have been
Revu?v&f of tl.le October 2014 Me.dlc'atlon affected.
Administration Record (MAR) indicated
the following: 3. What measures will
beput into place to ensure
On 10/2/14 at lunch time the residents that this practice does
blood sugar was 325. One box on the not recur?
MAR indicated the resident received 6 The DON and or Designee
units of insulin, the other box indicated willaudit the medication
the resident received 8 units of insulin. administration records 3 x a
The resident should have received 8 units week for 30 days, then
of insulin. The Director of Nursing weeklyfor 60 days to ensure
(DON) could not confirm how much accurate monitoring and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2CJ711 Facility ID: 000414 If continuation sheet Page 9 of 29
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insulin the resident received on this date. documentation of blood
sugars andinsulin
On 10/18/14 before breakfast the administration in
residents blood sugar was 178. The accordance with physician
MAR indicated the resident received 0 orders. Any identified
units and the resident should have errors will be immediately
received 2 units of insulin. addressedand nurses
re-educated with
The October 2014 MAR indicated the disciplinary action as
resident was receiving insulin injections needed.
four times a day on the following dates:
Errors will also be
10/1, 1072, 10/3, 10/4, 10/5, 10/6, 10/7, documentedas Medication
10/8, 10/9, 10/10, 10/11, 10/12, 10/13, Errors and (‘j"’g' bﬁ 50N
10/14, 10/15, 10/16, 10/17, 10/19, 10/20, '”V(:;t'c?"‘?e_ t ytt eo "
10/21, 10/22, 10/24, 10/25, 10/26, 10/27, an t m'”'s,“"’,(j’r' t,?cg ©
10/28, 10/29, 10/30, and 10/31/2014 route cause Is 1aentified,
the process will be
reviewed and revised,if
Review of the November 2014 MAR o
. . necessary. Any changes in
indicated the following: ) . .
process will be in-serviced
) to all licensed nursesat that
On 11/3/14 at HS the residents blood time
sugar was 351 and the resident received 6
units of ir¥sulin. The. resid.ent s.hould 4. How will correctiveaction
have received 10 units of insulin. be monitored to ensure the
deficient practice does not
On 11/7/14 at HS the residents blood recur and what QAwill be
sugar was 301 and the resident received 6 put into place?
units of insulin. The resident should The DON will bring the
have received 8 units of insulin. resultsof audits and any
medication error
The November 2014 MAR indicated the investigation to the QA&A
resident was receiving insulin injections Committee atthe next
four times a day on the following dates: scheduled monthly meeting.
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Anyfurther
11/1,11/2,11/3, 11/4, 11/5, 11/6, 11/7, recommendations made by
11/8,11/9,11/10, 11/11, 11/13, 11/14, the QA&A Committee will
11/15, 11/16, and 11/17/2014 be followed up bythe DON,
who will bring the results of
Interview with the DON on 11/19/14 at those recommendations to
11:34 a.m., indicated the residents the followingmonth’s
physician order indicated the resident to Committee meeting. The
receive insulin three times a day but the auditing will continue for 90
. o :
resident was receiving insulin four times days until 100_ 7ocompliance
a day. has been achieved. The
QA&A Committee may
Interview with the DON on 11/20/14 at decide to stop theauditing
11:17 a.m., indicated the resident report, however, e.my )
. . . medication error, including
received the wrong amount of insulin on . i
those related toinsulin and
the days above. . .
accucheck administration,
. . . will be brought to the QA&A
Interview with the Administrator on Commi tteef?)r review e?n d
11/20/14 at 11:30 a.m., indicated blood .
L . recommendation on an
sugars and insulin administration have . .
. . ongoing basis.
been an issue and was an ongoing process
to fix. Date ofCompliance:
2. Resident #15's record was reviewed 12/12/14
on 11/18/14 at 1:51 p.m. The resident's
diagnoses included, but were not limited
to, dementia and diabetes mellitus.
Review of Physician's Order Summary
(POS) for October and November 2014,
included an order for "accuchecks: check
blood sugar twice daily. Notify MD if
below 60 or above 400, Humalog
(insulin) Kwik inj (pen device for insulin
injections) 100/ml (milliliters): use per
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sliding scale: 60-150=0 units; 151-200=4
Units, 201-250=8 Units, 251-300=12
Units, 301-350=16 Units; 351-400=20
Units; over 400= give 20 Units and call
MD."

A review of October 2014 MAR
(Medication Administration Record)
indicated a lack of documentation for
blood sugar glucose monitoring results at
BB (Before Breakfast) on October 2 and
October 4, 2014.

A review of the resident's October 2014
MAR indicated, on 10/3 the evening
blood sugar result was 178, the resident
received no insulin and should have
received 4 Units of insulin. On 10/5 the
evening the blood sugar result was 216,
the resident received no insulin and
should have received 8 Units of insulin.
On 10/9 the evening blood sugar result
was 151, the resident received no insulin
and should have received 4 Units of
insulin. On 10/11 the evening blood
sugar result was 183, the resident
received no insulin, and should have
received 4 Units of insulin. On 10/12 the
evening blood sugar result was 185, the
resident received no insulin and should
have received 4 Units of insulin. On
10/22 the evening blood sugar result was
171, the resident received no insulin and
should have received 4 Units of insulin.
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On 10/25 the evening blood sugar result
was 177, the resident received no insulin
and should have received 4 Units of
insulin. On 10/26 the evening blood
sugar result was 167, the resident
received no insulin and should have
received 4 Units of insulin.

A review of the November MAR 2014
indicated lack of documentation for
blood sugar monitoring results at BB on
11/5,11/10 & 11/18 and evening on 11/4.

A review of the resident's November
2014 MAR indicated, on 11/8 the
evening blood sugar result was 158, the
resident received no insulin and the
resident should have received 4 Units of
insulin.

During an interview on 11/18/14 at 2:35
p.m. with the DON (Director of Nursing)
indicated, the October and November
MARS had lacked documentation for
blood sugar results and missing insulin
coverage.

On 11/19/14 at 1:30 p.m., the DON
provided the policy, titled, "diabetic
Testing" and indicated this document was
current. This policy indicated the
following: "...DOCUMENTATION:

...blood glucose level in mg/dl
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F000329
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(Milligrams/deciliter), including time and
date of test...."

3.1-35 (g)(2)

483.25(1)

DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free
from unnecessary drugs. An unnecessary
drug is any drug when used in excessive
dose (including duplicate therapy); or for
excessive duration; or without adequate
monitoring; or without adequate indications
for its use; or in the presence of adverse
consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that
residents who have not used antipsychotic
drugs are not given these drugs unless
antipsychotic drug therapy is necessary to
treat a specific condition as diagnosed and
documented in the clinical record; and
residents who use antipsychotic drugs
receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue
these drugs.

Based on record review and interview,
the facility failed to follow resident's
physician orders and care plans, related to
blood sugar monitoring and insulin
administration for 2 of 5 residents
reviewed for unnecessary medications

(Resident's #8 and #15)

Findings include:

F000329

F329 1. What corrective action
will be done by the facility? All
medication administration records
related to insulin administration
and blood sugar checks were
clarified and rewritten
immediately for residents #8 and
#15. There will be an inservice
on12/12/14 by the Director of
Nursing reviewing the insulin
administration and blood glucose

12/12/2014
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checks, as well as the
1. Record review for Resident #8 was documentatlor) of each in L
] accordance with current physician
completed on 11/18/14 at 11:24 a.m. The orders. Following the
diagnoses included, but were not limited re-education, nurses will be
to, diabetes mellitus and hypertension. observed by the Director of
Nursing or Designee completing
The Admission Mini Data S these procedures. 2. How will
¢ Admission Minimum Data Set the facility identify other residents
(MDS) assessment completed on 8/4/14, having the potential to be affected
indicated the resident was cognitively by the same practice and what
impaired. The resident received insulin correc.tlve acthn V,‘”” b? faken?
dmini ion 7 x i 7d All residents with insulin and
a n.nmstratlon X In a / day assessment blood sugar checks have the
period. potential to be affected, however
all were checked and none were
A care plan dated 8/4/14, indicated the found to have been affected. 3.
ident had diab i d What measures will beput into
r?s1 ent .a %a e.tes mellitus an Was at place to ensure that this practice
risk for diabetic distress. Interventions does not recur? The DON and or
included to administer medications as Designee will audit the
ordered. medication administration records
3 x a week for 30 days, then
o weekly for 60 days to ensure
The November 2014 PhySlClan Order accurate monitoring and
Summary indicated an order for Novolog documentation of blood sugars
(diabetes medication) Flexpen insulin per and insulin administration in
lidi le to be g three ti accordance with physician
S 1_ Ing scale O_ ¢ given three times orders. Any identified errors will
daily. To be given at am, lunch, and HS be immediately addressed and
(at bedtime). The units to be given were nurses re-educated with
as followed: disciplinary action as needed.
Errors will also be documented as
) Medication Errors and will be
Blood Sugar of 201-250= 4 units Administrator.Once the route
Blood Sugar of 251-300= 6 units cause is identified, the process
. ill i i if
Blood Sugar of 301-350= 8 units will be reviewed and reV|§ed,|
) necessary. Any changes in
Blood Sugar of >350= 10 units process will be in-serviced to all
licensed nurses at that time. 4.
Review of the October 2014 Medication How will corrective action be
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Administration Record (MAR) indicated monitored to ensure the deficient
the following: practice does not recur and what
' QA will be put into place? The
DON will bring the results of
On 10/2/14 at lunch time the residents audits and any medication error
blood sugar was 325. One box on the investigation to the QA&A
MAR indicated the resident received 6 Comtr:llttee att.the TXt ?cgﬁduled
. . . .. monthly meeting. Any further
units of insulin, the other box indicated recommendations made by the
the resident received 8 units of insulin. QA&A Committee will be followed
The resident should have received 8 units up by the DON, who will bring the
of insulin. The Director of Nursing results of those recommendations
' to the following month’s
(DON) could not confirm how much Committee meeting. The auditing
insulin the resident received on this date. will continue for 90 days until
100%compliance has been
On 10/18/14 before breakfast the achle(;/eant:e QtA&ﬁw Comdn.:.lttee
. may decide to stop the auditing
res1der.1ts ‘F)lood sugar Was 178. The report; however, any medication
MAR indicated the resident received 0 error, including those related to
units and the resident should have insulin and accucheck
received 2 units of insulin. administration, will be brought to
the QA&A Committee for review
o and recommendation on an
The October 2014 MAR indicated the Ongoing basis. Date of
resident was receiving insulin injections Compliance: 12/12/14
four times a day on the following dates:
10/1, 10/2, 10/3, 10/4,10/5, 10/6, 10/7,
10/8, 10/9, 10/10, 10/11, 10/12, 10/13,
10/14, 10/15, 10/16, 10/17, 10/19, 10/20,
10/21, 10/22, 10/24, 10/25, 10/26, 10/27,
10/28, 10/29, 10/30, and 10/31/2014.
Review of the November 2014 MAR
indicated the following:
On 11/3/14 at HS the residents blood
sugar was 351 and the resident received 6
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units of insulin. The resident should
have received 10 units of insulin.

On 11/7/14 at HS the residents blood
sugar was 301 and the resident received 6
units of insulin. The resident should
have received 8 units of insulin.

The November 2014 MAR indicated the
resident was receiving insulin injections
four times a day on the following dates:

11/1,11/2,11/3, 11/4, 11/5, 11/6, 11/7,
11/8,11/9, 11/10, 11/11, 11/13, 11/14,
11/15, 11/16, and 11/17/2014.

Interview with the DON on 11/19/14 at
11:34 a.m., indicated the residents
physician order indicated the resident to
receive insulin three times a day but the
resident was receiving insulin four times
a day.

Interview with the DON on 11/20/14 at
11:17 a.m., indicated the resident
received the wrong amount of insulin on
the days above.

Interview with the Administrator on
11/20/14 at 11:30 a.m., indicated blood
sugars and insulin administration have
been an issue and was an ongoing process
to fix.

2. Resident #15's record was reviewed
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on 11/18/14 at 1:51 p.m. The resident's
diagnoses included, but were not limited
to, dementia and diabetes mellitus.

Review of Physician's Order Summary
(POS) for October and November 2014,
included an order for "accuchecks: check
blood sugar twice daily. Notify MD if
below 60 or above 400, Humalog
(insulin) Kwik inj (pen device for insulin
injections) 100/ml (milliliters): use per
sliding scale: 60-150=0 units; 151-200=4
Units, 201-250=8 Units, 251-300=12
Units, 301-350=16 Units; 351-400=20
Units; over 400= give 20 Units and call
MD."

A review of October 2014 MAR
(Medication Administration Record)
indicated a lack of documentation for
blood sugar glucose monitoring results at
BB (Before Breakfast) on October 2 and
October 4, 2014.

A review of the resident's October 2014
MAR indicated, on 10/3 the evening
blood sugar result was 178, the resident
received no insulin and should have
received 4 Units of insulin. On 10/5 the
evening the blood sugar result was 216,
the resident received no insulin and
should have received 8 Units of insulin.
On 10/9 the evening blood sugar result
was 151, the resident received no insulin
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and should have received 4 Units of
insulin. On 10/11 the evening blood
sugar result was 183, the resident
received no insulin, and should have
received 4 Units of insulin. On 10/12 the
evening blood sugar result was 185, the
resident received no insulin and should
have received 4 Units of insulin. On
10/22 the evening blood sugar result was
171, the resident received no insulin and
should have received 4 Units of insulin.
On 10/25 the evening blood sugar result
was 177, the resident received no insulin
and should have received 4 Units of
insulin. On 10/26 the evening blood
sugar result was 167, the resident
received no insulin and should have
received 4 Units of insulin.

A review of the November MAR 2014
indicated lack of documentation for

blood sugar monitoring results at BB on
11/5,11/10 & 11/18 and evening on 11/4.

A review of the resident's November
2014 MAR indicated, on 11/8 the
evening blood sugar result was 158, the
resident received no insulin and the
resident should have received 4 Units of
insulin.

During an interview on 11/18/14 at 2:35
p.m. with the DON (Director of Nursing)
indicated, the October and November
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MARS had lacked documentation for
blood sugar results and missing insulin
coverage.

On 11/19/14 at 1:30 p.m., the DON
provided the policy, titled, "diabetic
Testing" and indicated this document was
current. This policy indicated the
following: "...DOCUMENTATION:
...blood glucose level in mg/dl
(Milligrams/deciliter), including time and
date of test...."

3.1-35 (2)(2)

483.65

INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to
provide a safe, sanitary and comfortable
environment and to help prevent the
development and transmission of disease
and infection.

(a) Infection Control Program

The facility must establish an Infection
Control Program under which it -

(1) Investigates, controls, and prevents
infections in the facility;

(2) Decides what procedures, such as
isolation, should be applied to an individual
resident; and

(3) Maintains a record of incidents and
corrective actions related to infections.

(b) Preventing Spread of Infection
(1) When the Infection Control Program
determines that a resident needs isolation to
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prevent the spread of infection, the facility
must isolate the resident.
(2) The facility must prohibit employees with
a communicable disease or infected skin
lesions from direct contact with residents or
their food, if direct contact will transmit the
disease.
(3) The facility must require staff to wash
their hands after each direct resident contact
for which hand washing is indicated by
accepted professional practice.
(c) Linens
Personnel must handle, store, process and
transport linens so as to prevent the spread
of infection.
Based on observation, interview, and F000441 F441 1. What corrective action 12/12/2014
record review, the facility failed to ensure will b'e done bv.the facility’? Al
. . . Nursing staff will be re-educated
infection control practices and standards on hand washing technique,
were maintained related to, hand washing including proper hand washing
while assisting residents with their lunch procedures related to sanitation
meal for 1 of 1 dining observations. Wh"? ?ssis;in?hreggentts dufring
. ' meal time by the Director o
(Resident's #1 and #20) Nursing on December 12, 2014.
This re-training will also include
Findings include: direct observation of individual
hand washing technique. 2.
. . How will the facility identify other
During an observation of the noon meal residents having the potential to
on 1 1/17/14 at 1243 p.m. in the dmmg be affected by the same practice
room, the following was observed: and what corrective action will be
taken? All residents have the
. , potential to be affected; however,
CNA #3 turned Resident # 20's broda none have been identified as of
chair around to face the other direction at this time. If the Administrator,
the dining room table, opened Resident DON or other department
#1's paper for the straw, placed the straw manager observes staff with
. .. inappropriate
using her unsanitized or washed fingers handwashing/sanitation
into the resident's lemonade, then techniques while assisting
proceeded to assist feeding both residents during meal service,
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residents, using her left hand for Resident he/she will stop the staff person
#20 and the right hand for Resident #1. at th"f't t|me.and ask that they
sanitize their hands before
proceeding further. They will be
During an interview on 11/17/14 at 12:47 observed throughout that meal by
p.m. with CNA #3, indicated she should the DON, Administrator, or
have used hand sanitizer before assisting manager present during the meal
. . to make sure that they perform
the residents with the meals. hand hygiene as per policy. After
the meal service, the DON wiill
A facility policy on "Hand make sure that the staff member
Washing/Alcohol-Based Hand Rub has been retrained in the facility
. . policy regarding hand
revised 7/10, and received as current washing/sanitation that is to be
from the DON (Director of Nursing), done while assisting residents
indicated "...GUIDELINES: ... Before with meal service. Progressive
and after each resident contact; After disciplinary action may be used
. . . . for continued noncompliance. 3.
touching a resident or handling his/her What measures will be put into
belongings;...." place to ensure that this practice
does not recur? The Director of
3.1-21(1)(3) Nursing or designee will complete
three random hand washing
observations weekly for four
weeks, two observations weekly
for four weeks and then one
observation weekly for four weeks
until all staff who assist residents
with meal service have been
observed. Any identified issues
will be addressed at the time of
observation as indicated in
question #2. 4. How will
corrective action be monitored to
ensure the deficient practice does
not recur and what QA will be put
into place? Results of the hand
washing observations and dining
room observations will be
reviewed each month by the
facility QA&A committee until
100% compliance has been
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achieved. Even though the QA&A
Committee may decide to stop
the hand washing observations,
the DON or designee will perform
random hand washing audits and
dining room observations at least
weekly on an ongoing basis.
Date of Compliance: 12/12/14
F000465 | 483.70(h)
SS=E SAFE/FUNCTIONAL/SANITARY/COMFOR
TABLE ENVIRON
The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.
Based on observation and interview, the F000465 F465 1. What corrective action 12/21/2014
facility failed to maintain a functional W'”,be done by the fa!cmtv?. The
K Maintenance Supervisor will
and safe environment related to marred repair rooms 2B, 4A, 7A, 158,
walls, gouged walls, chipped paint on and 17A as cited on the
walls, and loose baseboards throughout CMS-2567 by12/21/14. Al staff
the facility. will be reminded of the facility
system for notifying the
Maintenance Supervisor when
Findings include: staff finds a need for repair in any
of the resident care areas,
During an environmental tour with the m;lt:_?lng tf)ﬁ;ro}?m?tbyf/ 2{:‘/ 14.
Maintenance Director on 11/20/14 at otH ercr);vs;zlentseh :\(;ilnlqvtlh : e
2:30 p.m. through 2:40 p.m., the potential to be affected by the
following was observed: same practice and what
corrective action will be taken?
Room 2B: The wall between the bed and aﬁ;;ﬁ::egse Z?jvriisi:,ttfztt;arl ;?1 : ©
dresser was marred. One resident resided Maintenance Supervisor will
in the room. check all rooms for need of any
repair work. Once that is done,
Room 4A: The paint on the walls by the tehaecz]vrglo:t.ri ;e'\p/)gi;f;:::: s (Iae for
bed was chipped. One resident resided in Supervisor will notify the
the room. Administrator as each room is
finished. 3. What measures
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Room 7A: There were gouges in the wall will be put into place to ensure
by the baseboard of the door. The that this practice does not recur?
. The interdisciplinary managers
baseboard under the sink was loose and will check the rooms of the
pulling away from the wall. The wall in residents that they are assigned
the corner by the closet was gouged. to during their Guardian Angel
Two residents resided in the room. rounds that oceur at least 5 days
a week. They will report any need
for repair to the Administrator and
Room 15B: The paint on the wall next to Maintenance Supervisor during
the bed was peeling. Two residents the morning management
resided in the room. meeting, so that the Maintenance
Supervisor can schedule the
repair to be done as quickly as
Room 17A: The paint on the walls by possible. Any maintenance repair
the sink was chipped. One resident that has been found and
resided in the room. requested by other staff members
will also be addressed at the
morning meeting and scheduled
Interview with the Maintenance Director for correction. The Maintenance
at the time of the tour indicated all above Supervisor will notify the
areas were in need of repair. Administrator as each .repair is
completed. 4. How will
corrective action be monitored to
3.1-19(H) ensure the deficient practice does
not recur and what QA will be put
into place? Results of the
monitoring done by the Guardian
Angel rounds and other staff
requests for repairs will be
forwarded to the Quality
Assurance Committee for further
review each month.This will
continue on an ongoing basis.
Date of Compliance: 12/21/14
F000520 | 483.75(0)(1)
SS=D QAA COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS
A facility must maintain a quality
assessment and assurance committee
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consisting of the director of nursing services;
a physician designated by the facility; and at
least 3 other members of the facility's staff.
The quality assessment and assurance
committee meets at least quarterly to
identify issues with respect to which quality
assessment and assurance activities are
necessary; and develops and implements
appropriate plans of action to correct
identified quality deficiencies.
A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related
to the compliance of such committee with
the requirements of this section.
Good faith attempts by the committee to
identify and correct quality deficiencies will
not be used as a basis for sanctions.
Based on interview, and record review, F000520 F520 1. What corrective action 12/12/2014
the facility failed to identify and will be done by the facility? The
. . Administrator and the
implement plans of action to correct interdisciplinary team will be
quality deficiencies related to following re-trained by the Nurse
physician orders for blood sugar Consultant on the facility policy
assessment and insulin administration for for quality assurance and
. . assessment meetings, including
2 of 5 residents reviewed for unnecessary the function and need for
medications (Residents #8, #15). This continuous assessment,
had the potential to affect all residents review,planning, and
residing in the facility that received development Of action plans to
. . . . . address identified concerns and
insulin administration. issues within the facility, including
those related to insulin and
Findings include: accucheck administration and
documentation of each by
- . .. 12/21/14. _ 2. How will the facilit
The facility failed to ensure physician identify other residents having tr:/ o
orders were followed for blood sugar potential to be affected by the
assessment and insulin administration for same practice and what
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Residents #8 and#15. corrective action will be taken? All
residents have the potential to be
. f . affected by this practice. On an
Record review for Resident #8 was ongoing basis identified concerns
completed on 11/18/14 at 11:24 a.m. The or issues in any area, including
diagnoses included, but were not limited insulin and accucheck
to, diabetes mellitus and hypertension. adm|n|strat|9n and
documentation, that affect the
o residents’ care will be brought to
The November 2014 Phys101an Order the interdisciplinary team meeting
Summary indicated an order for Novolog at the next scheduled morning
(diabetes medication) Flexpen insulin per meeting which occurs at least 5
lidi 1 be oi h . days a week. The more severe
S 1. ing scale t0. € given three times issues will be immediately
daily. To be given at am, lunch, and HS addressed by the Administrator or
(at bedtime). The units to be given were other member of management
as followed: staff to make sure that the
resident is safe and comfortable.
) Those situations will also be
Blood Sugar of 172-200= 2 units brought to the interdisciplinary
Blood Sugar of 201-250= 4 units team to review and discuss what
Blood Sugar of 251-300= 6 units interventions or other action is
. needed to make sure that
Blood Sugar of 301-350=8 gmts process improvementis in place
Blood Sugar of >350= 10 units and being monitored so that it
continues to occur as planned, or
Review of the October 2014 Medication go.(tjhatt.tfhedneed for more :evnsmn
.. . . is identified as necessary to
Admmlstr’fmon Record (MAR) indicated correct the situation until
the following: compliance is in place and the
residents’ care and services is
On 10/2/14 at lunch time the residents apllprbopnatt?.t 3. lV\lhattmw
will be put into place to ensure
blood .sugflr was 325. Qne box qn the that this practice does not recur?
MAR indicated the resident received 6 In addition to the review of the 24
units of insulin, the other box indicated hour report, focus charting,
the resident received 8 units of insulin. |n<(:j|den:)riports, l“eW pthICIaTt
The resident should have received 8 units orers,behavior '0gs and resutts
) ) i i of the Guardian Angel rounds
of insulin. The Director of Nursing which occurs at least 5days a
(DON) could not confirm how much week as part of the
insulin the resident received on this date. interdisciplinary morning
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management meeting, the
On 10/18/14 before breakfast the interdisciplinary team meets
. weekly for Standards of Care
residents blood sugar was 178. The which analyzes ongoing trends or
MAR indicated the resident received 0 patterns within the facility
units and the resident should have requiring problem-solving or
received 2 units of insulin. some type of intervention. Any
additional needs for process
improvement are discussed and
The October 2014 MAR indicated the approaches are developed for
resident was receiving insulin injections correction. The monthly QA&A
four times a day on the following dates: Committee meets to review the
results of all prior problem
identification and the
10/1, 10/2, 10/3, 10/4, 10/5, 10/6, 10/7, interventions that have been put
10/8, 10/9, 10/10, 10/11, 10/12, 10/13, into place to provide improvement
10/14, 10/15, 10/16, 10/17, 10/19, 10/20, in thde seTvices Ec‘:“d care of thﬁ
residents. This Committee wi
10/21, 10/22, 10/24, 10/25, 10/26, 10/27, continue the review and oversight
10/28, 10/29, 10/30, and 10/31/2014. of all faci|ity processes until
ongoing compliance is
Resident #15's record was reviewed on genjons_tlfsteg on agonssltteni
) . , asis. The Nurse Consultant or
1.1/18/14 a.t 1:51 p.m. The remdel-lt s- the Regional Director of
diagnoses included, but were not limited Operations will review the
to, dementia and diabetes mellitus. minutes of the morning
management meetings, weekly
. . . Standards of Care, and monthly
1
Review of Physician's Order Summary QA&A Committee at least weekly
(POS) for October and November 2014, for the next 90 days. They will
included an order for "accuchecks: check indicate their review by their
blood sugar twice daily. Notify MD if signature and date of review on
below 60 b 400. Humal each committee’s minutes. Any
'e OW Or? (.)V.e ’ u‘ 0g . . identified concerns will be
(insulin) Kwik inj (pen device for insulin discussed with the Administrator
injections) 100/ml (milliliters): use per an interdisciplinary team
sliding scale: 60-150=0 units; 151-200=4 members taht the time of d”zje
. . i ith traini irecti
Units, 201-250=8 Units, 251-300=12 review, with fraining and direction
] ; for improvement provided for the
Units, 301-350=16 Units; 351-400=20 committee members. 4. How will
Units; over 400= give 20 Units and call corrective action be monitored to
MD." ensure the deficient practice does
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not recur and what QA will be put
A review of October 2014 MAR into place? The QA&A Committee
.. .. . will meet at least monthly to
(Medication Administration Record) review and provide
indicated a lack of documentation for recommendations as needed for
blood sugar glucose monitoring results at all areas identified as needs
BB (Before Breakfast) on October 2 and !mprc.)\./em.ent, including those )
October 4. 2014 identified in the survey and written
ctober 4, : on the CMS-2567. Action plans
for newly identified issues will be
A review of the resident's October 2014 developed with interventions and
MAR indicated, on 10/3 the evening Idoiun;entatlon of ptro(gj:]ress orh
. ack of progress noted on each as
blood sugar result was 178, the resident the improvement activities are
received no insulin and should have integrated into the facility
received 4 Units of insulin. On 10/5 the services. As interventions are
evening the blood sugar result was 216, added or changed, they will be
h d ived no insuli d documented on the action plan.
the resident recel.ve no 1ns.u in a.n . The Administrator and
should have received 8 Units of insulin. interdisciplinary team will use
On 10/9 the evening blood sugar result these as a point of reference as
was 151, the resident received no insulin _tgeytf’f‘{o;k on eatc: of t:e i
. . identified areas throughout the
and should have received 4 Units of month. The action pl agn s for areas
insulin. On 10/11 the eVening blood a|ready identified as needing
sugar result was 183, the resident improvement will be reviewed at
received no insulin, and should have ?ach QA&A Comm'Fteﬁ] meeting
. . . . o0 assess progress in the
recel.ved 4 Units of insulin. On 10/12 the correction efforts. The results will
evening blood sugar result was 185, the be analyzed by the Committee
resident received no insulin and should members and recommendations
have received 4 Units of insulin. On made as neeided to conpt\lfrtwegtge
. improvement process. After
10/22 the e\{emng blo.od suga.r resglt was days, the Nurse Consultant and
171, the resldent recelVed no lnsuhn and Regiona| Director of Operations
should have received 4 Units of insulin. may decide to stop the
On 10/25 the evening blood sugar result dogumer;t;tnon of th.f‘t'r w<‘eekly
was 177, the resident received no insulin :?i\;:ﬁréso- ho(\?vg\c/)(::mtlh:iviews
insulin. On 10/26 the evening blood of the committees including the
sugar result was 167, the resident QA&A Committee will continue on
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received no insulin and should have an ongoing basis. Date of
received 4 Units of insulin. Compliance: 12/21/14
Interview with the Administrator on
11/21/14 at 11:06 a.m., indicated the
Quality Assessment & Assurance
(QA&A) Committee put an action plan
in place on 9/24/14 for an area of
concern with blood sugar protocol. She
indicated they knew they had a problem
with blood sugar protocol and brought it
to the QA&A committee in September.
She further indicated the committee
should have caught the medication
errors and the issue was ongoing.
3.1-52(b)(2)
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