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I. Resident #1 had no'changes.
An abbreviated standard survey (KY19192) was related to.the accu check being
conducted on 10723-24/12. The complaint was Completed after ameal. The
substantiated. Deficient practice was identified at Physician and Medical Director were
‘D' fevel, _ notified by the DON on. 10/24/2012
F2B714B3 20'{'(}{3}(2} SERVICES. PROVJDED MEET F 284 that the acen chack was obtained aﬁe,r
§5=1 | PROFESSIONAL STANDARDS | the meal began on 10/17/2012.- No
. i new orders noted.
The services provided orarranged by the Tacility
[oust meat professional standards of quality. 2. The DON (Director of
Nursing)/UM (Unit Manager and.
ETD (Education and Training
This REQUIREMENT is not met as evidenced Director) will complete a one time
By audit of all Medication
Basad on observation, interview, and record Administration Records (MARS) by
review, the facility failed to ensure services 11/21/2012, that 1pc-iu@es a60day
provided met professional standards of quality for - took back of all diabetic orders (9-13-
one of three sampled residents (Residant #1). 2012 throngh 11/13/2012) to identify
Resident #1 had physician's orders for any diabetic orders not transcribed
accuchecks {biodd glucose jevils) to be obiained correcily dndfor obtained at the
prior fo meals and at bedtime; however, facility correct fime per physicians orders,
staff failed to.ensure an accucheck was obtained Anv issue identified will be
on 10/17/32, prior to the noonrmeal, as ordered immediately corrected and reported to
by the physician. the physician.and family,
_ o A random, unannounced, observation
The findings Include: of 15 accu checks will be completed
. . . o by the ETT by 11/22/2012 fo identify
An interview with the Director of Nursing {DON) any aceu check not completed at the
on 10/24/12, at 1:00 PM, revealed the faciiity gid right time and per physicians order.
not have & spedific policy related t obtdining Auy 'iésue id e.nﬁfé'd'wllinb e '
| accuchacks. However, according to the DON, immediately reported to the physm;an
1 accuchecks would be-obtained by ficensed staff and-famil
-as ordefed by the physician. an by :
1 Areview of the medica! record for Resident #1 3. Th_e ETD wﬂ!_ra—:educate ?u
revealed the facilty readmitted the residert on licensed riurses, verbally and by e
| 06#03712, with diagnoses that included Morbid written competency, regarding ;
LABORATORY DIREGTOR'S OR PROVIDER/SUPFLIER REFRESENTATIVE'S 51 GIATURE TITLE 58] DATE :
| /E%}Z«/M Loy Bdemimistealee i hehia
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Any deficiency siztement endmg with an asienek {* dencles a deficiency which tha institution may ke excused from correcting providing It is detarmined That

other-safeguards provide sufficient protectrnn 10 the: patients -(See instructions; } Excapt fof nursing homes, the findings staigd above are distlosabie 90 days

following the: date of survey whether or poi.a plan of correction is.provided. Forj nursing homes; the above findings and pisns of correction are discicsable 34
days fallowing the date these documents are masie avaiiable fo the facllity. ‘f-deficiencies are cited; an approved plan of corraction is requisite to continued
program paricipation. .
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SUMMARY STATEMENT OF DEFICIENCIES

D

Obesity and Diabetes Meflitus. A review of
physician’s orders dated 10701712 through
10/3142, revealed the resident was to have

| "Accuchecks before. meals and at bedtime.®

A review of Resident #1's Medication
Admmistration Record (MAR) for October 2612
revealed on 10/17/12, the 11:30.AM area for
documenting the resident’s acoucheck resuit and

-subsequent insulin administration at that time was

darkenad out, and there was not a blood glugose
levelinsulin dosage entered.

An intendew conducted on 10/23/12, at 520 PM,

-and on 10424712, at 1:06 PM, with Resident #1

révealed on 10/17/12, the resident's accuicheck
was.not obtained by facifity staff prior to the noan
meal. Resident #1 stated an.accucheck was
obtained by staff prior 1o the meming meal and
prior'to the evening meal, put an accucheck was
not obtained at any tifme in between.

An interview was vanducted on 10/24/12, at 4:20
PM, with the Licensed Practical Nurse {LPN) wha
was responsibie for obtaining Resident#1's
accucheck pricr to the noon meal on 10/17/12.

“The LPN stated she was making rounds with the.

physician on 10/17/12Z, at 11:30 AM, and was:
unable {o-obiain the resident’s accucheck prior to
the resident eating the nopr meal and failed to
ask another staff member to obtain the resident's
accucheck:

An inferview canducted 'on 10/24/12, at2:15 PM,
with the Unit Manager for Resident #1's unit
revaaled she had asked the LPN {o make rounds
with the physician on 10747/12, butfalled ta
consider-that the LPN would be urable to obtain.
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, . ollowing physicizns orders, W
F 281 | Continued From page 4 Foge| [ollowing physiciens orders, who to

nofify if all dssigned tasks cannot be
compieted t¢ ensure alf physicians
arders are followed and professicnal
standards of care. This will be
completed by 11/22/2012.

The DON/ETD and for UM will
monitor 5 unannounced, random accu
checks weekly x 4 weeks begmning
11/23/2012to ensure accu checks are
completed timely and per physicians
order,

The Unit Manager will verify diabetic
orders are carrectly transcribéd to
MAR by comparing order to MAR 5
x weekly x 4 weeks beginning the
week of 11/22/2013,

The Régional Nurse will manitor that
diabefic otders are franscribed
correcily by randomty reviewing 5
diabetic orders montidy and
comparing’to the TAR and noting
time administered.

Social Services will interview 3
cognitive diabetic residents weekly x
4 weeks bepinning week ol '
11/22/2012 to ensnre that insulin is
administered tirely and to note any
issues with administration times. The
DON will monitor interview results
weekly.

4. The QA Commiittee (consisting of
Administrator, DON, Unit Managers ,
Social Services, Activities
Department and Medical [¥irector)
will meet monthly beginning 11/2012
to review audit results and revise
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plan as needed. The audits will

F 281 | Confi ‘ Fa . o A
Con'tmued me pgge 2 e . . _ F 281 continue until issue is resolved.
Resident #1's: dccucheck imely, The Unit
Manager stated there was no spetific Broceduse 5. Date of Compliance 11277012

in place at the facliity for ensuring resident needs
were met and nofdelayed when a physician
required the assistance of a.nurse to make
rounds-in the facility.

Tnterview with the DON reveated she had been
unaware Resident#7's accucheck had not been
cbtained prior to the noon meal pn 10/17/12, untit
10124113,
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