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On 091710 at 4:00 PM, Resident #14's
accucheck result was 544 mg/dl, LPN#5
administered 16 units of Lantus insulin and 7
units of the sliding scale Humalog insufin. In
accordance with the ordered calculation, LPN #5
shoutd have administered 14 units of the sliding
scale Humalog insulin.

On 09/18/10 at 4:60 PM, Resident #14's
accucheck result was 151 mg/di. LPN #5 withheld
the Lantus insulin, without consuiting with the
resident's physician. LPN #5 should have
administered 16 units of Lantus insulin as
ordered.

2. Review of the physician's orders revealed on
09/20110, the routine Lantus insulin was changed
to 12 units in the aflerncon. Review of the
resident's Diabetic Record from 09/20/10 through
10/05/10 and follaw-up interviews with licensed
staff revealed the following significant medication
errors:

On 09/20/10 at 4:00 PM, Resident #14's
accucheck result was "HI*. LPN #2 administered
12 units of Lantus insulin and 10 units of the
sliding scale’ Humalog insulin. Resident #14's
actual blood sugar was undetermined and the
amount of Humalog insulin need could not be
calculated.

Gn 09/21710 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #5 administered
42 units of Lantus insulin and 10 units of the
sliding seale Humalog insulin. Resident #14's
actual blood sugar undetermined and the
resident's nesded dosage of Humalog insulin
could not be calculated,
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On 09/22/10 at 4:00 PM, Resident #14's
accucheck result was "HI®. LPN #5 administered
12 units of Lantus Insulin and 10 units of the
siiding scale Humalog insulin. Resident #14's
actual blood sugar was undetermined and the
resident's needed dosage of Humalog insulin
could not be cateulated.

On 09/24/10 at 4:00 PM, Resident #14's
accucheck result was "HI*, LPN #5 administered
12 units of Lantus insulin and 10 units of the
sliding scale Humalog insulin. Resident #14's
actual blood sugar was undetermined and the
resident's needed dosage of Humalog insulin
could not be calculated. :

On 09/25/10 at 5:00 AM Resident #14's
accucheck was "HI". LPN #7 administersed 8
units of Humalog insulin. Resident #14's actuai
blood sugar was undetermined and the resident's
needed dosage of Humalog insulin could not be
calculated.

On 0972710 at 4:00 PM, Resident #14's
accucheck resull was "HI*. LPN #9 administered
12 units of Lantus insulin and 10 units of the /
sliding scale Humalog insulin. Resident #14's
aclual blood sugar was undetermined and the
resident's needed dosage of Humalog insulin
could not be calculated. -

On 09/28/10 at 4:00 PM, Resident #14's
accucheck was 537 mg/dl. LPN #8 administered
administered 12 units Lantus insulin and 7 units
of Humalog insulin. [n accordance with the
ordered calculation, LPN #8 should have
administered 14 units of Humalog insulin.

On 08/29/10 at 4:00 PM, Resident #14's
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accucheck result was "HI*. LPN #8 administered
12 units of Lantus insulin and 10 units of the
sliding scale Humalog insulin. Resident #14's
actual blood sugar was undetermined and the
resident's needed dosage of Humalog insulin
could not be caiculated. '

On 09/30/10 at 4:00 PM, Residenl #14's
accucheck result was *HI". LPN #8 administered
12 units of Laritus insulin and 10 units of 1he
sliding scale Humalog insulin. Resident #14's
actual blood sugar was undetermined and the
resident's needed dosage of Humalog insulfin
could not be calculated.

On 10/01/10 at 4:00 PM, Resident #14's
acecucheck result was *HI'. LPN #1 administered
42 units of Lantus insulin and 10 uniis of the
sliding scale Humalog insulin. Resident #14's
actual blood sugar was undstermined and the
resident’s needed dosage of Humaleg insulin
could not be calculated.

On 10/04/10 at 4:00 PM, Resident #14's
accuchack was 367 mg/dl. LPN #6 administered
1%:units of Lantus insulin and 5 units sliding scale
Humalog insulin. in accordance with the ordered
calculation, LPN #8 should have administered 8
units of Humalog insulin.

On 10/05/10 at 4:00 PM, Resident #14's
accucheck was 331 mg/dl. LPN #5 administered
12 units of Lantus insulin and no sliding scale
Humalog insulin. In accordance with the ordered
calculation, LPN #5 should have administered 7
units of Humaleg insulin.

3. Review of the physician's arders en 10/06/10,
revealed routine Lantus was increased to 14 units
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every day. Review of the resident's Diabetic
Record from 10/06/10 through 10/28/10 and
follow-up interviews with licensed staff revealed
the following significant medication errors:

On 10/06/10 at 7:00 AM, LPN #1 administered 4
units of sliding scale Humalog insulin based on
Resident #14's accucheck of 227 mg/dl, which
was obtained at 5:00 AM. Based on the
physician's order there was no indicated need for
sliding scale insulin unless the resident's blood
sugar was greater than 260 mg/dl. LPN #1
should not have administered any sliding scale

'| Humalog insulin.

On 10/07/10 at 7:00 AM, LPN #1 administered 4
units of sliding scale Humalog insulin based on
Resident #14's accucheck of 232 mg/dl, which
was obtained at 5:00 AM. Based on the
physiclan’s order there was no indicated nsed for
sliding scale insulin unfess the resident's blood
sugar was greater than 250 mg/dl. LPN #1
should not have administered any sliding scale
Humalog insufin.

On 10/07/10 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #5 adminisiered
14 units of Lantus insulin and 10 units of the
sliding scale Humalog insulin. Resident #14's
actual blood sugar was undetermined and the
resident's needed dosage of Humalog insulin
could not be caiculated.

On 10/08/10 at 4:00 PM, Resident #14's
accucheck result was 463 mg/dl. LPN #5
administered 14 units of Lantus insulin and 10
units of the sliding scale Humalog insulfin. In
accordance with the ordered calculation, LPN #5
should have administered 12 units of Humalog
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On 10/09/10 at 4:00 PM, Resident #14's
aceucheck was 302 mg/dl. LPN #3 administered
14 units of Lantus insulin and no sliding scale
Humalog insulin. In accordance with the ordered
caloufation, LPN #3 should have administered 6
units of Humalog insulin.

On 10/10/10.at 4:00 PM, Resident #14's
accucheck was 468 mg/dl. LPN #5 administered
14 units of Lantus insulin and 10 units of sliding
scale Humalog insulin. In accordance with the
ordered calculation, LPN #5 should have
administered 12 units of Humatog Insulin.

On 10/11/10 at 4:00 PM, Resident #14's
accucheck was 503 mg/dl. LPN #5 administered
14 units of Lantus insulin and 10 anits of sliding
scale Humalog insulin. In accordance wilh the
ordered calculation, 1.PN #5 sheuld have
administered 13 units of Humalog insulin.

On 10/13/10 at 4:00 PM, Resident ##14's

accucheck result was 133 mg/dl. LPN#5

/ withheld 14 units of Lantus insulin, without
consuitation with the resident's physician. LPN

#5 should have administered 14 units of Lantus

insulin as ordered.

On 10/14/10 at 5:00 AM, Resident #14's
accucheck was 326 mg/dl. LPN #7 failed to
administer any sliding scale Humalog insulin. in
accordance with the ordersd calculation, LPN #7
should have administered 7 units of Humalog
insulin.

On 10114410 at 4:00 PM, Resident #14's
accucheck was 333 mg/dl. LPN #8 administered
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14 units of Lantus insulin and no sliding scale
Humalog insulin. In accordance with the ordered
calculation, LPN #8 should have administered 7

- units of Humalog insulin.

On 10715110 at 4:00 PM, Resident #14's
accucheck was 523 mgfdl. LPN #2 administered
14 units of Lantus insulin and no sliding scale
Humalog insulin. In accordance with the ordered
caleulation, LPN #2 should have administered 14
units of Humalog insulin.

On 10/16/10 at 4:00 PM, Resident #14's
accucheck was 345 mo/di. LPN #5 administered
14 units of Lantus insulin and no sliding scale
Humalog insulin. In accordance with the ordered
calculation, LPN #5 shouid have administered 8
units of Hurnalog Insulin.

On 10/17/10 at 4:00 PM, Resident #14's
accucheck was 280 ma/dl. Unknown licensed
staff failed to administer either the scheduled 14
units of Lantus insulin or the 6 units of sliding
scale Humalog insulin, which was indicated in
accordance with the ordered calculation.

On 10/18/10 at 4:00 PM, Resident #14's
accucheck result was "HI”, LPN #8 administered
14 units of Lantus insulin and 8 units of the sliding
scale Humalog regular insulin. Resident #14's
actual blood sugar was undetermined and the
resident's needed dosage of Humalog insulin
could not be calculated.

On 10/19/10 at 4:00 PM, Resident #14's
accucheck was 440 mg/dl. LPN #2 administered
14 units of Lantus insulin and no sliding scale
Humalog insulin. In accordance with the ordered
calculation, LPN #2 should have administered 11
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units of Humalog insulin.

On 1072010 at 4:00 PM, Resident #14's
accucheck was 491 mg/dl. LPN #5 adminisiered
14 units of Lantus insulin and 10 ynits of sliding
scale Humalog insulin. In accordance with the
ordered calculation, LPN #5 should have
administered 13 units of Humalog insulin,

On 10/21/10 at 5:00 AM, Resident #14's
accucheck was 376 mg/dl. LPN #7 administered
7 units of sliding scale Humaleg insudin, In
accordance with the ordered calculation, LPN #7
should have administered 9 units of Humalog
insulin.

On 10/21/10 at 4:00 PM, Resident #14's
accucheck result was “HI". LPN #5 administered
14 units of Lantus insulin and 10 nits of the
sliding scale Hurmalog regular insulin. Resident
#14's actual bleod sugar was undetermined and
the resident's needed dosage of Humalog insulin
could not be calculated.

On 10/23/10 at 5:00 AM, Resident #14’s
accucheck was 333 mg/dl. LPN #7 failed to
administer any siiding scale Humalog insulin. In
acgordance with the ordered calculation, LPN #7
should have administered 7.units of Humaiog
insulin,

On 10/23/10 at 4:00 PM, Resident #14's
accucheck resuft was "HI". LPN #4 administered
14 units of Lantus insulin and 10 units of the
sliding scale Humalog insulin. Resident #14's
actual bloed sugar was undetermined and the
resident's needed dosage of Humalog insulin
could not be calculated.
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On 10/23/10 at 10:00 PM, Resident #14's
accucheck result was *HI", LPN #6 administered
10 units of the sliding scale Humalog insutin.
Resident #14's actual blood sugar was
undetermined and the resident's needed dosage
of Humalog Insulin could not be caleutaled.

On 10/25/10 at 4:00 PM, Resident #H4's
accucheck result was "HI". LPN #9 administered
14 units of Lantus insulin and 8 units of the sliding
scale Humalog insulin. Resident #14's actual
blood sugar was undetermined and the resident's
needed dosage of Humalog insulin could not be
calculated.

On 10/28/10 at 4.00 PM, Resident #14's
accucheck was 461 mg/dl. LPN #5 administered
14 units of Lantus insulin and 8 units of the sliding
scale Humalog insulin. In accordance with the
ordered caiculation, LPN #5 shouid have
administered 12 units of Humalog insutin.

4. Review of the physician's orders revealed on
10/29f10, the routine Lanius was changed from
4:00 PM to be-administered at 7:00 AM and the

: - | sliding scale insulin was changsd to bleod sugar
/ minus 100 divided by 40. A review of the
pre-printed orders revealed sliding scale insulin
was to be given for biood sugar results greater
than 250 mg/dl. Review of the resident’s
Diabetic Record from 11/01/10 through 01/09/11
and follow-up interviews with licensed staff ‘
revealed the following significant medication
Brrors:

On 11/01/10 at 4:00 PM, Resident #14's
accucheck was 493 mg/dl. LPN #2 administered
8 units of the sliding scale Humalog insulin. In
accordance with the ordered caleulation, £.PN #2
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: shoufd have administered 9 units of Humalog
insulin,

On 11/03/10, Resident #14's accucheck was 161
ma/dl at 6:00 AM. LPN #1 failed fo administer
Resident #14's scheduled dose of 14 units Lantus
insulin at 7:00 AM as ordered. LPN #1
administered the 14 unils of Lantus insulin at
11:00 AM. :

Cn 11/03/10 at 4:00 PM, Resident #14's
accucheck result was "HI*. LPN #5 adminisiered
10 units of the sliding scale Humalog insulin.
Resident #14’s actual blood sugar was
undstermined and the resident's needed dosage
of Humalog insufin could not be calculated.

On 11/04/10 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #5 administered
10 units of the sliding scale Humalog insuiin,
Resident #14's actual bloed sugar was
undetermined and the resident’s needed dosage
of Humalog insulin could not be calculated.

On 11/05/10 at 5:00 AM, Resideni #14's

accucheck was 414 mgfdl. LPN #7 administered /
5 units of the sliding scale Humalog insulin. In
accordance with the ordered calculation, LPN #7
shouid have administered 7 units of Humalog

insulin.

On 11/08/10 at 5:00 AM, Resident #14's
accucheck was 280 mgfdl. LPN #6 failed fo
administer any sliding scale Humalog insulin, in
accordance with the ordered calculation, LPN #6
should have administered 4 units of Humaleg
Insulin,

On 11/0810 at 4:00 PM, R.esiden{ #14's
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accucheck resuit was "HI". LPN #5 adminisiered
10 units of the sliding scale Humaleg regular
insufin, Resident #14's actual blocd sugar was
undetermined and the resident's needed dosage
of Humalog insulin could not be calculated.

On 11/09/10 at 4:00 PM, Resident #14's
accucheck result was "Hi*, LPN #5 administered
10 units of the sliding scale Humaleg regutar
insulin. Resident#14's actual blood sugar was
undetermined and the rasident's needed dosage
of Humalog insulin could not be calculated.

On $1/10/10 at 4:00 PM, Resident #14's.
accucheck was 502 mg/di. LPN #5 adminisiered
14 units of Lantus insulin and 7 units of siiding
scale Humaleg instlin. LPN #5 should not have
administered the 14 units of Lantus as the time of
administration had been changed to 7:00 AM on
10/29/10. In accordance with the ordered
calculation, LPN #5 shouild have administered 10 -
unils of Humalog insulin.

On $1/11110 at 7:00 AM, Resident #14's
accucheck result was 137 mg/dl. LPN #1
withheld the Lantus insulin, without consulting
with tha resident’s physician, LPN #1 should have
administered 14 unils of Lantus insulin as
ordered.

On 11/12/10 at 4:00 PM, Resident #14's
accucheck result was "Hi". LPN #6 administered
10 units of the sliding scale Humnalog reguiar
insulin. Resident #14's actual blood sugar was
undetermined and the resident's needed dosage
of Humalog Insulin could not be calculated.

On 11/13/10 at 4:00 PM, Resident #14's
accucheck result was "HI*. LPN #5 administered
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10 units of the sliding scale Humalog reqular
jnsulin. Resident #14's actual blood sugar was
undetermined and the resident's needed dosage
of Humalog insulin could not be calculated.

On 11/14/10 at 5:00 AM, Resident #14's
accucheck was 302 mg/dl, LPN #6 falled to
administer any sliding scale Humalog insulin. In
accordance with the ordered calculation, LPN #6
should have administered 5 units of Humalog
insulin. ‘

On 11/1410 at 4:00 PM, Resident #14's
accucheck resulf was "HI". LPN #5 administered
"1 10 units of the sliding scale Humalog insulin.
Resident #14's actual blood sugar was
undetermined and the resident's needed dosage
of Humaieg insulin could not be calculated.

On 11/15/10 at 12:00 AM, Resident #14's
accucheck result was "HI". LPN #6 administered
10 units of the siiding scale Humalog insulin.
Resident #14's actual blood sugar was
undetermined and the resident's needed dosage
of Humaleg insulin could not be calculated.

On 11/15/10 5:00 AM, Resident #14's acc/mheck
was "HI*. LPN #6 failed to administer the sliding
scale Humalog insulin. Resident #14's actual
bilood sugar was undetermined and the resident’s
needed dosage of Humalog insulin could not be
calculated.

On 11/15/10 al 4:00 PM, Resident #14's
accucheck result was "HI". LPN #2 administared
10 units of the sliding scale Humalog insulin,
Resident #14's actual blood sugar was
undetermined and the resident’s needed dosage
of Humalog insulin could not be cakeulated.
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On 11/16/10 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #5 administered
10 units of the sliding scale Humalog insudin.
Resident #14's actual blood sugar was
undetermined and the resident's needad dosage
of Humgzlog insulin could not be calculated.

On 11/17/10 at 4:00 PV, Resident#14's -
accucheck result was "HI". LPN #5 administered
10 units of the siiding scale Humalog regular
insulin. Resident #14’s actual blood sugar was
undetermined and the resident's needed dosage
of Humalog insulin couid not be caloulated.

On 11/19/10 at 5:00 AM, Resident #14's
accucheck was 268 mg/dl. LPN #7 failed to
administer any sliding scale Humalog insulin. in
accordance with the ordered calculation, LPN #7
should have administered 4 units of Humalog -
insuiin, :

On 11/21/10 at 5:00 AM, Resident #14's
accucheck was 326 mg/dl. LPN #6 failed to
administer any sliding scale Humalog insulin. In
accordance with the ardered calculation, LPN #6
should have administered 5 units of Hurmnalog
insulin.

On 11/22/10 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #5 administered
10 units of the sfiding scale Humaleg regular
insulin. Resident #14's actual blood sugar was
undetermined and the resident's needed dosage
of Humatog Insulin could not be calculaled.

Oon 11/24/10 at 4:00 AM, Resident #14's
accucheck was 274 mg/dl. LPN #5 failed to
administer any sliding scale Humalog insulin, In
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accordance with the ordered calculation, LPN #5
should have administered 4 units of Hurnalog
insulin.

On 11/26/10 at 4:00 PM, Resident #14's
aceuchack resuif was "HI". LPN #2 administered
16 units of the sliding scale Humatog insulin.
Resident #14's actual blood sugar was
undetemmined and the rasident’s needed dosage
of Hurnalog insulin could not be calculated.

On 11/27/19 at 5:00 AM, Resident #id's
_accucheck result was "HI". LPN #7 administered
8 units of the sliding scale Humalog insulin.
Resident #14’s aciual blood sugar was
undetermined and the resident's needed dosage
of Humalog Insulin could not be calculated.

On 11/27/10 at 4:00 PM, Residont #14's
accucheck result was “HI". LPN#5 administered
10 units of sliding scate Humalog regular insulin.
Resident #14's blood sugar could not be
determined and the resident's needed dosage of
HMumalog insulin could not be calculated.

On 11/29/10 at 4:00 PM, Resident #14's
accucheck result was 367 mgldl! LPN #5
administered 5 units of siiding scale Humalog
insuiin. In accordance with the ordered
calculation, LPN #5 should have administered 6
units of Humalog insulin,

On 12/01/10 at 4:00 PM, Resident #14's
accucheck was 256 mg/dl. LPN #5 did not
administer sliding scale Humalog insulin. in
sccordance with the ordered caiculation, LPN #5
should have adminisiered 3 units of Humaioeg
insulin.
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On 12710710 at 5:00 AM, Resident #14's
accucheck was 361 mg/dl. LPN #7 did not
administer sliding scale Humalog insutin. in
accordance with the ordered calculation, LPN #7
should have administéred 6 units of Humailcg
insulfir. ‘

On 1212110 at 4:00 PM, Residend #14's
accucheck was 509 mg/dl. LPN #7 administered
5 units of sliding scale Humalog insulin. in
accordance with the ordered calcutation, LPN #5

"should have administered 10 units of Humaiog

insutin.

On 12/13/10 at 4:00 PM, Resident #14's
accucheck was 411 mg/dl. LPN #9 administered
4 units of sliding scale Humalog insulin. In
accordance with the ordered calculation, L.ON #9
should have administered 7 units of Humalog
insufin, .

On 12114710 at 4:00 PM, Resident #14's
accucheck was 476 mg/dl. LPN #2 administered
5 units of sliding scale Humalog Insulin per
nursing judgment. In accordance with the ordered
calculation, LPN #2 should have administered 8
units of Humalog insutin.

On 12/15/10 at 4:00 PM, Resident #14's
accucheck was 377 mg/dl. LPN #2 administered
5 units of sliding scale Humalog insulin. In
accordance with the ordered-calculation, LPN #2
should have administered § units of Humalog
insulin.

On 12/16/10 at 4:00 PM, Resident #14's
accucheck was 383 mg/d). LPN #2 administered
5 units of sliding scale Humalog insulin. tn
accordance with the ordered calcuiation, LPN #2

F 333
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should have administered 7 units of Humafog
insulin.

On 12/17/10 al 4:00 PM, Resident #14's
accucheck result was “Hi". LPN #2 administered
10 units of sliding scale Humalog regular insulin.
Resident #14's blood sugar could not be
determined and the resident's needed dosage of
Humalog insulin could not be calculated.

On 12/19/10 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #4 administered
10 units of sliding scale Humalog regular insulin,
Resident #14's blood sugar could not be
determined and the resident's needed dosage of
Humalog insulin could not be calculated.

On 12/20/10 at 4:00 PM, Resident #14's
accucheck result was "HI“. LPN #1 administered
10 unifs of sliding scale Humalog regular insulin.
Resident #14's blood sugar could not be
determined and the resident's needed dosage of
Humalog insulin could not be calculated.

On 12/24/10 at 5:00 AM, Resident #14's .
accucheck result was 270 mg/dl. LPN #15 did not
administer sliding scale Humalog insulin. In
accordance with the ordered calculation, LPN #15
should have administered 4 units of Humalog
insulin,

On 12/22/10 at 4:00 PM, Resident #14's
accuchack result was "HI®. LPN #1 administered
10 units of sliding scale Humalog regular insulin.
Resident #14's blood sugar could not be
determinad and the resident's needed dosage of
Humalog insulin coutd not be calculated.

On 12/23/10 at 5:00 AM, Resident #14's
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accucheck result was "HI". LPN #7 administered
7 units of sliding scale Humaleg Insulin. Resident
#14's blood sugar could not be determined and
the resident's needed dosage of Humalog insulin
could not be caiculated.

On 12/23/10 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #2 administered
10 units of sliding scale Humalog insulin.
Resident #14's blood sugar could not be
determined and the resident’s needed dosage of
Humalog insulin could not be calculated.

On 12/23/10 at 8:00 PM, Resident #14's _
accucheck result was “HI". LPN #7 administered
5 units of sliding scaie Humalog insulin. Resident
#14's blood sugar could not be determined and
the resident's needed dosage of Humalog insulin
cauld not be calculated.

On 12124110 at 5:00 AM, Resident #14's
accucheck resutt was 377 mg/dl. LPN#7 did not
administer sliding scale Humalog insuiin. In
accordance with the ordsred calculation, LPN #7
should have administerad 6 units of Humalog
insutin, ) /

On 12/24110 at 4:00 PM, Resident #14's
accucheck result was "HI".  An unidentified LPN
administered 10 units of sliding scale Humalog
regular insuiin. Resident #14's blood sugar could
not be determined and the resident’s needed
dosage of Humalog insulln could not be
calculated.

On 12/2510 at 12:00 AM, Resident #14’s
accucheck result was "HI*, LPN #7 administered
5 units of sliding scale Humalog insulin. Resident
#14's bicod sugar could not be determined and
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#14's blo

the resident's needed dosage of Humalog insuiin
could not be calculated. ’

On 12/25/10 at 5:00 AM, Resident #14's
accucheck result was 344 mgfdl. LPN #7 did not
administer sliding scale Humalog insufin. In
accordance with the ordered calculation, LPN #7
should have administered 6 units of Humalog
insulin, ‘

On 12/27/10 at 6:00 AM, Resident #14's
accucheck result was 211 mg/dt LPN #1
administered 10 units of Lantus Insulin. LPN #1
should have administered 14 unifs of Lantus
insulin as ordered. '

On 12/27/10 at 4;:00 PM, Resident #14's
accucheck result was "HI. LPN #2 administered
10 units of sliding scale Humalog insuiin.
Resident #14's blood sugar could rot be
determined and the resident's needed dosage of
Humalog instiin could not be calculated.

On 12/27/10 at 8:00 PM, Resident #1d's
accucheck result was "HI". LPN #2 administered
& units of sliding scate Humalog insulin, Resident
sugar could not be determined and
the resident's needed dosage of Humalog Insulin
could not be calculated.

On 12/28/10 at 4:00 PM, Resident #14's
accucheck result was "HI". LPN #5 administered
10 units of sliding scale Humalog insulin.
Resident #14's blood sugar could not be -
determined and the resident's needed dosage of
Humalog insulin could not be caicutated.

On 12/29/10 at 4:00 PM, Resident #14's
accucheck result was 258 mg/dl. LPN #5 did not
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administer sliding scale Humalog insulin, In
accordance with the ordered calculation, LPN #5 -
should have adminisiered 3 units of Humalog
insuiin.

‘On 1231110 at 10:00 PM, Resident #14's

accucheck result was 494 mg/dl. LPN #2
administered § units of sliding scale Humalog
insulin. In accordance with ordered calculation,
LPN #2 should have administered 9 units of
Humalog insulin.

On 01/04/11 at 11.00 AM, Resident #14's
accucheck result was *HF. LPN #1 administered
10 units of sliding scale Humalog insulin.
Resident #14's blood sugar could not be
determined and the resident’s needed dosage of
Humalog insulin could not be calcuiated.

On 01/01/11 at 4:00 PM, Resldent #14's
accucheck result was "HI". LPN #4
administered 10 units of sliding scale Humalog
insulin. Resident #14's blood sugar could not be

determined and the resident's needed dosage of

Humalog insulin could not be calculated.

On 010211 at 11:30 AM, Resident #14's
accucheck result was "HI". LPN #1 adminisiered
10 units of sliding scale Humalog regular insulin.
Resident #14's blood sugar could not be
determined and the resident's needed dosage of
Humalog insulin could not be calculated.

On 01/08/11 at 8:00 PM, Resident #14's
accucheck resull was 362 mg/di. LPN #6 did not
administer sliding scale Humalog Insulin. n
accardance with the ordered calculation, LPN #6
should have administered 6 unils of Humalog
insulin.
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On 01/09/11 at 12:00 AM, Resident #14's
accucheck result was 262 mg/dl. LPN #6 did not
administer sliding scale Humalog insulin. In
accordance with the ordered calculation, LPN #6
should have administered 8 units of Humatog
insufin.

Interview with the Director of Nursing {DON), on
02/25/11 at 5:00 PM and on 03/08/11 at 1:05 PM,
revealed she expacted the licensed staff to notify
the physician for direction whenever there was a
"HI" glucometer reading because there would be
no blocd sugar level to use to calculate the
administration of sliding scale insulin. She stated
the nurse should never alter any dose of
medication based on nursing judgement and if
the licensed staff had a concem regarding the
administration of any medication she weuld
expect the staff to notify the physician of their
concemn and seek diraction for the medicaticn
administration. The DON revealed it woutd be
oulside the nurse's scope of practice {o alter any
dose of medication based solely on their
judgement. ‘

IAterview with Resident #14's attending physician,
on 02/25/11 at 5:50 PM and on 03/08/11 at 1:30
PM, revealed he expected the licensed staff to
notify the physician when there was a "HI"
glucometer reading and he was unaware the
licensed staff had routinely aftered the dose of
insulin administered for Resident #14. He
revealed the slaif should have notified him or the
physician on-call anytime there was a concern
with the administration of any medication and
never base administration on nursing judgement
without contacting & licensed physician for
direction.
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An acceptable Allegation of Comﬁ]iance (AoC)
was received on 03/16/11 and detalled as follows:

Criteria #1: Resident #14 no longer resides at the
facitity. An audit was completed by the Assistant
Director of Nursing (ADON) of the diabetes
management inferventions documented for
Residernt #14, with investigation of the
circumstances in which insulin administration was
not consistent with the MD {physician) orders.
The facility disciplinary action policy was has been
implemented for the licensed nursing staff
identified to have insulin administration
inconsistent with MD orders, in the form of a final
writlen warning with further non-compliance to
result in disciplinary action up to and including
termination.

Criteria #2: An audit has been completed by the
ADON on 03/09/11 of the facility residents with
the diagnosis of diabeles requiring insulin
administration the last 80 days to determine that
glucose finger stick results have been obtained,
documented and reporled with accurate insulin
dosage administration as indicated, Addendum
to the audit was made on 03/15/11 by the ADON
identifying the error of administering sliding scale
insulin without having an actual glucese reading,
instead basing the calctlation on & reading of
"HIGH.” The DON and Administrator reviewed
these findings. Al identified discrepancies
involving inaceurate insulin dosage administration
were identified as significant medication errors
and were reviewed with and acknowledged by the
atlending physician to discuss the residents
current status and review current insulin orders.
No new physician orders were indicated or
determined by the physiclans, MD orders for

F 333
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paramelers for reporting of high and low glucose
levels were obtained for residents receiving
insulin Injections. The hyperglycemia policy was
provided and acknowledged by the facility
attending physicians and Medical Director.

Criteria #3: The facliity policy/procedure for
Diabates Management, including management of
hyperglycemia was reviewed/frevised to address
the following:

A. Obiaining, interpreting, and reporting of
glucose finger sticks in accordance with physician
orders and physician ordered result paramaters.

B. Assessment of the resident with abnormat
glucose finger stick results, with documentation
and reporting of the findings.

C. Administration of Insutin In accordance with
physician orders to avoid significant medication
errors.

The facility has implermented a new Diabetic
Record to be used for the documentation of
glucose finger stick resulls, insulin dosage orders,
/ and administration. The DON received in-service
education as provided by the nursing consuliant
by felephone conversations on 03/08/11 and
03/09/11, prior to the in-service for the licensed
staff on the following:

A. The F-157 regulatory requirements for
physiclan notification, including netification of the
MD for finger stick glucose results in accordance
with MD ordered paramaeters, and MD notification
of assessment findings related to resident change
in status, especially as associated with
hyperglycemia.
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B. Administration of insulin in accordance with
MD orders, and the need to notify the physician if
the residents status denotes that insulin order
changes may be indicated.

C. Raview of the facility Diabetes Management
Policies and Procedures and revisions, including
the new Diabstic Record; physician ordered
parameters for the reporting of glucose finger
siick results; the calcutation of sliding scale insulin
dosage in accordance with MD orders; and the
administration of insulin in accordance with
physician orders.

D, The protocol for two nurses 1o verify and initial
routine and sliding scale insulin doses
administered to residents. The DON received
in-service education as provided by the nursing
consultant on 03/15/11, prior to the in-service for
the licensed nursing staff on the following:

A. Revisions to the Diabstic
Management-Hyperglycemia policy.

B. Administration of insulin in accordance with /
MDD orders, and the need to notify the physician if

the resident’s status denotes that insulin order

changes may be indicated.

LHiilizing the empioyee listing, licensed nursing
staff have received in-service education provided
by the DON on 03/09/11, on 03/15/11 and on
031611 regarding Diabetes Managemant
interventions, including but not limited to the
following:

A. The F-157 regulatory requirements for
physician notification, including notification of the
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MD for finger stick glucose resulls in.accordance
with MD ordered parameters, and MD notification
of assessment findings related to resident change
in status, especially as associated with
hyperglycemia.

B. Administration of insulin in accordance with
MD orders to prevent a significant medication
error, and the need to notify the physician if the
residents status denotes that insulin order
changes may be indicated.

C. Review of the facility Diabetes Management
Policies and Procedures and revisions, including
the new Diabetic Record; physician ordered
parameters for the reporting of glucose finger
stick results; the caleulation of sliding scale insulin
dosage in accordance with MD orders; and the
adrministration of insulin in accordance with
physician orders. -

D. The protocol for two nurses to verify and initial
routine and sliding scale insulin doses
administered to residents. Licensed nursing stafl
were administered a written medication
administration test which included questions
pertaining to insulin, as provided by the DON on
03/09/11, on §3/15/11 and on 03/16/11. Licensed
nurses will be provided the in-service information
referenced above as part of the facility orientation
process, and will have completion of the Diabetes
Management Skills Checklist as provided by the
DON or designee. The Administrator has
reviewed all in-service information and verified
attendance of licensed nursing staff on 03/17/11.

Criteria #4: Two (2) licensed nursing staff will
varify and initial routine and sliding scale insulin
doses administered fo residents. The CQI
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indicator for the monitoring of compliance with the
facility policy/procedure and MD orders for
Diabetes Management will be utilized montily X 2
menths, and then quarierly thereafter under the
supervision of the DON. The Administrator will
review the completed CQI indicator to determine
compliance and to determine if an action plan is
indicated for any identified fssues. The DON
and/or Nurse Consultant will review all facility
Diabetic Records weekly X 1 month, and then five
chosen randomly on a manthly basis thereafter to
determine compliance with the facility -
policiesiprogedures and MD orders. The CQ!
indicator for the monitoring of the effecliveness of
the QA orocess will be utilized monthiy X 2
months and then quarterly under the supervision
of the Administrator. The Corporate Consultant
will review the completed CQY indicator to
determine if an action plan is indicated for any
identified issues. A Diabetes Management skills
check list is being completed on two licensed
nursing staff daily for two weeks, and then weekly
for four weeks, and then monthly for three
monlhs, and then quarterly thereafter by the
DON/Pharmacy Consultant/Administrative
Nursing/Nursing Consultant during observati?ns
of finger stick glucose testing and insulin
preparationfadministration to determine
compliance with these procedures and accurate
insulin administration.

Criteria #5: March 17, 2011.

During the extended survey, on 03/16/11 through
03/18/11, verification of the removal of Immediate
Jeopardy was compieted as follows:

Interviews with Ragistered Nurse (RN) #1, RN #2,
RN #3, LPN #8, LPN #9, LPN #10, LPN ##11, LPN
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#12 and LPN #13, on 03/17/11 at 2:25 PM, on
03/18/11 at 9:00 AM, on 03/17/11 at 11:35 AM, on
0317111 at 2:17 PM, on 03/18/11 at 9:30 AM, on
03717711 at 1:55 PM, on 03/17/11 at 10 :35 AM,
on 03/17/11 at 3:00 PM and on 03/17/11 at 1:50
PM respectively, revealed the licensed staff were
educated regarding notification of the physician
for finger stick glucose results in accordance with
physician ordered parameters; physician
notification of assessment findings related fo
resident change in status, administration of insuiin
in accordance with physician orfders to prevent a
significant medication error; the need to notify the
physician if the residents status denotes that
insulin order changes may be indicated; physician
ordered parameters for the reporting of glucose

| finger stick results; the caleulation of sliding scale
insulin dosage in accordance with physician
orders; and the protocol for two nurses to verify
and initial routine and sliding scale insulin doses
administered to residents. The interviews
revealed the staff understood the content of the
inservice and individual responsibility.

Observations of RN #1, LPN #11 and LPN #13,
on 83/17/11 between 11:00 AM and 11:45 AM,

ravealed staff obtained accuchecks on five /
residents and administered insuiin to four
residents. [nsulin doses were verified by two
licensed staif as directed by the AoC. Both
routine insulin and sliding scale insulin was
administered in accordance with the written
physician order,

A record review, on 03/17/11 at 10:30 AM,
revealed the facility had initiated Diabstic
Managemsnt check lists for all licensed nursing
staff on 03/11/11 and had completed 16
competency checks at the tims of review with the
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pracess continuing until all licerised nursing staff
had been checked off.

A record review, on 03/17/11 at 10:35 AM,
revealed all licensed nursing staff had completed
a written test on medication administration and
raview of the test revealed questions pertained to
Diabetes, insulin and insulin administration
including questions requiring the staff to calculate
sliding scale insulin doses.,

A review of ail residents records with the
diagnosis of Diabetes who also received either
sliding scale insulin or routine ingulin, on 03/17/11
at 11:50 AM, revealed all residents had the new
Diabetic Record in place with physician
estabiished parameters for physician nofification
regarding both high and low blood sugar levels.
Record review also revealed four residents with
the diagnosis of Diabeles, who only had
accuchecks ordered but did not have orders for
insulin, had the new Diabetic Record in piace with
established parameters for physician nofification
regarding abnormal blood sugar fevels.

A review of the facility's audit of other residents
with the potential to be affected by the deficient
practice revealed the facility identified other
residents affected by the practice and notified the
physician of each resident affected by the
deficient practice.

A review of sign-in sheets for all in-services the
facility provided in response to the Immediate
Jeopardy revealed all licensed staff had atlended
the training sessions eéxcept one staff member
who was hospitalized.

An interview with the DON, on 03/17/11 at 2200
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PM, revealed the DON would monitor the
Continuous Quality Improvement (CQ) by
auditing all diabetic records weekly for cne month
and then five chosen randormly on a monthly
basis thereafter to determine compliance with the
facility policy/procedure and physician orders.

The DON stated the audit would include whether
the resident had Diabeles identified through the
care plan process, maonitoring of the diabetic
record fo ensure accuracy and completion,
parameters for hypoglycemia and hyperglycemia
wers listed on both the Diabetic Record and the
physician orders and documentation of evening
snacks provided (o Diabetic residents. She
stated all hypo and hyperglycemic events wouid
be reviewed to ensure all protocols were foilowed.
The DON stated if audits do not demonstrate at
least 95 percent compiiance, an action plan would
be developed immediately to address any
identified problems.

An interview with the Administrator, on 03/18/11
at 11:15 AM, revealed he would be completing a
check liat after reviewing audits completed by the
DON to ensure policy and procedure was
followed correctly and if any problem were to be
identified regarding audits not being completed as
directed by the AoC, he would initiale disciplinary
action.

Based on the above observations, inferviews and
review of records, il was determined the
Immediate Jeopardy was removed, effactive
03/17/11, as alleged in the AcC with the scope
and severity lowered to an "E", based on the need
to continue to evaiuate the implementation of
changes and quality assurance activities.
483.75(0)(1) QAA _
COMMITTEE-MEMBERS/MEET

F 333

F 520
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QUARTERLY/PLANS

A facility must maintain a quality assessment and

assurance committee 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 quslity assessment and assurance
commitiee meets at least quarterly o identify
issues with respect 1o which quality assessment
and assurance activilies 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 allempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

/

This REQUIREMENT is not met as evidenced
by: .
Based on interviews and record review, it was
determined the facility failed to ensure the qualily
assessment and assurance commitlee was
effective in identifying and correcting quaiity of
care issues related to the inappropriate
administration of insulin for one resident (#14) in
the selected sample of 15. The facility failed to
ensure policy and procedures related to
medication adminisiralion were followed and
resident's were fres from significant medication

F 520

“appropriate plans of action o correct

483.75(0){1} - QAA COMMITTEE -
MEMBERS/MEET/QUARTERLY/PLANS
The facility shall maintain a qualty
assessment and assurance committee
consisting of {i) the director of nursing
services; (i) a physician designated by the
facility; and {ill) at least 3 other members
of the facility's staff. (2) The quality
assessment and assurance committee {I)
meets at least quartedy to identify issues
with respect to which quality assessment
and assurance activities are necessary,
and (i) develops and Implements

identified quality deficiencies. (3) 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. (4) Good faith attempls by
the committee to ideniify and comect
deficiencies will not be used as a basis for
sanctions:

Criteria 1:

+ Rasident #14 no longer resides at the
facility. An audit has been completed by
the ADON of the Diabetes Management
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errors. Resident #14 had multiple diagnoses
which include Diabetes (uncontrolled blood sugar)
and the physician had ordered routine insulin and
sliding scale insulin administration {dosage of
insulin is adjusted based on the resident's blood
sugar level) to control the resident's bleod sugar.
Record review revealed from 09/01/10 through
01/13/11, the facility’s licensed nurses falled to
administer or hold (did not administer} insulin
medicaticn to Resident #14 in accordance to the
physician's order a tolal of one hundred and ten
{110) times. The documentation revealed the
licensed nursing staff withheld the resident's
routine scheduled insuiin (non stiding scale) six
{6} times; withheld sliding scale insufin despite the
physician's order to administer the insulin based
on the resident’s elevated blood sugar level
twenty-four (24) times; and, altered the dosage of
sliding scale insulin that was not in accordance
with the physician arder for sliding scale insulin
eighty (80) times. As a resuft of the facility
practice, Resident #14 was at risk for severe
hyperglycemic and hypoglycemic episodes. The
facility's failure to identify the improper
administration of insulin resulted in a situation that
was likely to cause serious injury, harm,
impairment, or death. [mmediate Jeopardy was -
dentified and the facility was notified, on
03/08/11.

The findings include:

A review of the facility policy entitled, Quality
Assurance Program, with an effective date of
January 1998 and a revision date of May 2004,
revealed the facility's Quality Assurance Program
was a comprehensive program designed 1o
monitor all departmenis and the physical plant in
order to identify areas in which there are

F 520 interventions documehted for resident

#14, with  investigation of the
circumstances identified in which Insulin
administration was not consistent with the
MD orders. The facility disciplinary action
palicy has been implemented for the
licensed nursing staff identified to have
insulin administration inconsistent with MD
orders, in the form of a final written
warning with further non-compliance fo
result in disciplinary action up to and
including fermination.

Criteria 2:

e An audil has been completed by the
ADON on 3-8-11 of facility residents with
the diagnosis of diabetes requiring insulin
administration for the last 80 days to
determine that glucose finger stick results
have been obtained, documented and
reported with accurate insulin dosage
administration as indicated. Addendum
to the audit was made on 3/15/11 by the
ADON  ideniifying the emor of
adminisiering sliding scale insulln without
having an actual glucose reading, instead
basing the calculation on a reading of
*HIGH', The DON and Administrator have
reviewed these findings. Al ‘identified
discrepancles inyolving inaccurate Insulin
dosage administration were identifled as
significant medication errors and were
reviewed with and acknowledged by the
altending physicians to discuss the
resident's current status and review
current insulin orders, No new physician
aorders were Indicated or determined by
the physicians. - '

¢ MD orders for parameters for the
reporting of low and high glucose levels
have been obfained for residents
receiving  insulin  injections. The
hyperglycemia policy was provided and
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problems or opportunities for improvement. The
Execulive Guality Assurance Committee is
respensible for the implementation of the program
through development of appropriale plans of
action that support ahd encourage quality care
and cormect identified qualily deficiencies. The
Pclicy further states that the Director of Nursing is
the Quality Assurance Coordinator.

The facility admitted Resident #14, on 01/10/08,
with diagnoses to include Diabstes Mellitis and
Chronic Renal Failure. Review of Diabetic
Records for the months of September 2010,
October 2010, November 2010, December 2010
and January 2011 revealed on 110 occasions
licensed nursing staff altered the amount of
sliding scale insulin administered, withheld both
routine Insulin and siiding scate insulin,
administered sliding scale insulin of various
amounts without a valid blood sugar resuit
needsd to calculate the dosage of insulin, altered
the dosage and time of administration of the
routine Lantus Insulin all of which was not in
accordance with the physiclan's orders for
Resident #14. The documentation revealed the
ticensed nursing staff withheld the resident's
routine scheduled insulin {non sliding scale) six
{6) times; withheid sliding scale insulin despite the
physician’s order to administer the insulin based
on the resident’s efevated blood sugar level '
twenty-four {24) times; and, altered the dosage of
sliding scale insulin that was not in accordance
with the physician order for sliding scale insulin
sighty (80) times, Review of the Resident #14's
medical record revealed no documented
evidence that the licensed nurses notified the
physician when a need to alter treatment was
indicated. Additionally, there was no documented
evidence that the charge nurse made two

~ Diabetes Management, including
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physicians and Medical Director.
Criteria 3:
° The facilty policy/procedure for

management of hyperglycemia has been
reviewed/revised to address the following:
{a) Obtaining, interpreting, and reporting
of glucose finger stick resulls In
accordance with physiclan orders and
physician ordered result paramsters; (b)
Assessment of the resident with abnomal
glucose finger stick resulfs, with
documentation and reporting of the
findings; and (¢} Administration of insulin
in accordance with physician orders to
avoid significant medication errors.

s The facility has implemented a new
Diabetic Record to be used for the
documentafion of glucose finger stick
results, insulin  dosage orders, and
administration,

s The Director of Nursing received in-
service education as provided by the
Nursing Consultants by telephone
conversations on 3/8 and 3/9/11 and in
person on 3/15/11 prior to the in-service
for the licensed nursing staff on the
folowing: (a) The F 157 regulalory
requirements for physician nofification,
including noflification of the MD for finger
stick glucose resuits in accordance with
MD ordered parameters, and MD
notification of assessment findings rft
resident change in status, especially as
associated with  hyperglycemia; (b)
Administration of insulin in accordance
with MD orders, and the nesd to notify the
physician if the residents’ status denotes
that insulin order changes may be
indicated; {c}) Review of the facility
Diabetes Management Policies and
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attempts to notify the attending physician within a
ten minute period and when unsuccessful,
notified the physician on call or the Medical
Direcior regarding the need to alter Resident
#14's diabetic treatment. (Refer to F333 for
Resident #14's physician orders related to
diabetic management and for specific detail of
dates of the facility administering diabetic
medications not in accordance with the
physician's orders) '

The facility could provide no evidence that their
Quality Assurance program had identified or
impiemented a plan of correction related to their
licensed nursing staff routinely altering Resident
#14's diabetic treatment without notifying the
physician {altending/on caifmedicai director).

Interviews with the Director of Nursing (DON)
designated as the Quality Assurance Coordinater,
on 02/25/11 at 5:00 PM and an 03/08/11 at 1:05
PM, revealed the nurse shouid never alter any
dose of medication based on nursing judgement,
and if the licensed staff had a concern regarding
the administration of any medication she would
expect the staff to notify the physician of their
concem and seek direction for administration.
She further revealed that had never identified this
practice occurring In this facility.

An interview with the facility's former administrator
{04/01/02 through 01/28/11), on 03/18/11 at 8:20
AM, revealed the Continuous Quality
improvement (CQi) commitiee met at least
tuarterly to discuss identified problems or
concerns and.develop action plans to address
any idenlified areas. She stated she was
unaware the licensed nursing staff was not
administering insulin in accordance with written

new Diabetic Record; physician ordered
parameters for the reporting of glucose
finger stick results; the calculation: of
sliding scale insulin dosage in accordance
with MD orders; and the administration of
insulin in  accordance with physician
orders; and {d) The protocol for 2 nurses

.o verify and initial routine and sliding

scale insulin doses administered to
residents. -

e Uiilizing the employee listing, licensed
nursing staff have received in-service
education provided by the DON on 3/9/11,
3/15/11 and 3/16/11 regarding Diabetes
Management interventions, inciuding but
not limited to the following: (a) The F 157
regulatory requirements for physician
notification, including nofification of the
MD for finger stick glucose results In
acctordance with MD ordered parameters,
and. MD notificaion of assessment
findings A resident change in status,
especially as associated with
hyperglycemia; (b) Administration of
insulin in accordance with MD orders to
prevent a significant medication érror, and
the need to notify the physician if the
residents’ status denotes that insulin order
changés may be indicated; (¢} Review of
the facility Diabetes Management Policies
and. Procédures and revisions, including
the new Diabetic Record; physician
ordered parameters for the reporing of
glucose finger stick results; the caiculation
of sliding scale insulin dosage in
accerdance with MD orders; and the
administration of insulin In accordance
with physician orders; and {d) The
protocol for 2 nurses to verify and initial
routine -and sliding scale Insulin doses
administered fo residents.
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physician’s orders, but felt it was a problem she
should have been aware of throeugh the CQ)J
pracess.

An interview with tha facility Medical Director, on
03/18/11 at 10:25 AM, revealed the CQ
committee mst at least quarierly and more often
as needed. He slaled the CQi process should, -
hopefully, identify an issue such as improper
insulin administration but he was unawars of the
problem untll identified through the survey
process,

An interview with the facility's current
administrator and the facility owner, on 03/1 8!1 1
at 11:18 AM, revealed care issues were identified
through the CQ! process by review of quality
indicators, review of audits completed for each
depariment, concerns braught to managements
attention from either staff membars, residents or

| resident's families and from rounds conducted to

observe care. While the facility identifies quality
concems through these methods, they could not
provide evidence that their CQ! process had
identifiad these failures In Improper insulin
administration.

An acceplable Allegation of Compliance (AoC)
was teceived on 03/16/11 and detailed as follows:

Criteria #1: Resident #14 no longer resides at the
facility. An audit was completed by the Assistant
Director of Nursing {ADON) of the diabetes
management interventions documented for
Resident #14, with investigation of the
circumstances in which insulin administration was
not consistent with the MD (physician) orders.

| The facitity disciplinary aclicn policy was has been

implemented for the licensed nursing staff

administered a written  medication
administration  test which  included
questions pertaining fo insulin, as
provided by the DON on 3/9/11, 3/15/11
and 3/16/11.
¢ licensed nurses will be provided the in-
service information referenced above as
part of the facility orientation process, and
will have completion of the Diabetes
Management Skills Check fist as provided
by the DON or designee.
» The Administrator has reviewed all in-
service  information  and  verified
aftendance of licensed nursing staff on
3MeM11.
e As chairperson of the QA Committee,
the Administrator shall delegate and
supervise the Implementation and
evaluation of these correclive actions to
ensure that the facility is in compliance
with State and Federal regulations
regarding resident rights, quality of care,
resldent assessment and administration.
Criteria 4:
e Two {2} licensed nursing staff will verify
and Initial routine and sliding scale Insulin
doses administered to residents.
s The CQI indicator for the monitoring of
compliance with the faclity
policy/procedure and MD orders for
Diabetes Management will be utilized
monthly X 2 months, and then quarterly
thereafter urider the supervision of the
DON. The Administrator will review the
completed CQl Indicator to determine
compliance and to determine if an action
plan is indicated for any identified issues.
* The DON and/or Nurse consultant will
raview all facility Diabetic Records weekly
X 1 month, and then § ¢hosen randomly
on a monthly basis thereafter to determine
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identified to have insulin administration
inconsistent with MD orders, in the form of a final
written warning with further non-compliance to
result in disciplinary action up to and including
termination.

Criteria #2: An audit has been completed by the
ADON on 03/09/11 of the facility residents with
the diagnosis of diabetes requiring insulin
administration the tast 90 days to determine that
glucose finger stick results have been obtained,
documented and reported with accurate. insulin
dosage administration as indicated. Addendum
to the audit was made on 03/15/11 by the ADON
identifying the error of administering sliding scale
insulin without having an actual glucose reading,
instead basing the calculation on a reading of
"HIGH.” The DON and Administrator reviewed
these findings. Al identified discrepancies
involving inaccurate insutin dosage administration
were identified as significant medication errors
and were reviewed with and acknowledged by the
attending physician to discuss the residents
current status and review current insulin orders.
No new physician orders were indicated or
determined by the physicians. MD orders for
parameters for reporting of high and low glucose
levels were obtained for residents receiving
insulin injections. The hyperglycemia policy was
provided and acknowledged by the facility
atlending physicians and Medical Director.

Criteria #3: The facility policy/procedure for
Diabetes Management, including management of
hyparglycemia was reviewed/revised to address
the following:

A. Obtaining, interpreting, and reporting of
giucaose finger sticks in accordance with physiclan

policies/procedures and MD orders.

¢ The CQl indicator for the monitoring of
the effectiveness of the QA process will
be utilized monthly X 2 months and then
guarterty: under the supervision of the
Administrator.  The Corporate Consultant
will review the completed CQI indictor to
deternine if an action plan is indicated for
any identified issues:

e A Diabetes Management skills check
list is being completed on 2 licensed
nursing staff daily for 2 weeks, then
woekly for 4 weeks, and then monthly for
3 months and then quarterly thereafter by
the DON/Pharmacy Consuitant/Admi-
nistrative. Nursing/Nursing  Consultant
during observations of finger slick glucose
testing and insulin preparation
administration to determine compliance
with these procedures and accurate
insulin medication adminlstration,

Criteria 5:

0311911
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orders and physician ordered resuil parameters.

B. Assessment of the resident with abnormat
glucose finger stick results, with documentation
and reporting of the findings.

C. Administration of insulin in accordance with
physician orders to avoid significant medication
EFfors.

The facility has implemented a new Diabetic
Record to be used for the documentation of
glucose finger stick resuits, insulin dosage orders,
and administration. The DON received in-service
education as provided by the nursing consultant
by telephone conversations on 03/08/11 and
03/09/11, prior to the in-service for the licensed
staff on the following:

A. The F-157 regulatory requirements for
physician nelification, including notification of the
MD for finger stick glucose results in accordance
with MD ordered paramaters, and MD notification
of assessment findings related to resident change
in status, especially as associated with
hyperglycemia.

B. Administration of insulin in accordance with
MD orders, and the need to notify the physician if
the residents status denoctes that insulin order
changes may be indicated. o

C. Review of the facility Diabetes Management
Policies and Procedures and revisions, including
the new Diabetic Record; physician ardered
parameters for the reporting of giucose finger
stick results; the calculation of sliding scate insulin
dosage in accordance with MD orders; and the
administration of insulin in accordance with
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physician orders.

D. The protocol for two nurses to verify and injtial
routine and sliding scale insulin doses
administered fo residents. The DON received
in-service education as provided by the nursing
consultant an 03/15/11, prior to the in-service for
the ficensed nursing staff on the following:

A. Revisions to the Diabetic
Management-Hyperglycemia paticy.

8. Administration of insulin in accordance with
MD orders, and the need to notify the physician if
the resident's status denotes that insulin order
changes may be indicated. :

LHilizing the smployee listing, licensed nursing
staff have received in-service educaticn provided
by the DON on 03/09/11, on 03/15/11 and on
03/16/11 regarding Diabetes Management
interventions, including but not limited to the .
following:

A. Tha F-157 regulatory requirements for
physician nolification, including notification of the
MD for finger stick glucose resulls in accordance
with MDD ordered parameters, and MD notification
of assessment findings related to resident change
In status, especially as associated with
hyperglycemia.

B. Administration of insulin in accordance with
MD orders 1o prevent a significant medication
error, and the need fo notify the physician if the
residents status denotes that insulin order
changes may be indicated,

€. Review of the facility Diabetes Management
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Policies and Procedures and revisions, including
ihe new Diabetic Record; physician ordered
parameaters for the reporting of glucose finger
stick resulis; the calculation of sliding scale insulin
dosage In accordance with MD orders; and the
administration of insulin in accordance with
physician orders.

D. The protocol for two nurses to verify and initial
routine and sliding scale insulin doses '
administered to residents. Licensed nursing staff
were administered a written medication
administration test which included questions
pertaining to Insulin, as provided by the DON on
03/09/11, on 03/15/11 and on 03/16/11. Licensed
nurses will be provided the in-service information
referenced sbove as part of the facility orientation
process, and will have completion of the Diabeles
Management Skills Checklist as provided by the
DON or designee, The Administrator has

_reviewed all in-service information and verified

atlendance of icensed nursing stafi on 03/17/11.

Criteria #4: Two (2} licensed nursing staff will
verify and initial routine and sliding scale insulin
doses administered to residents. The CQl
indicator for the monitaring of compliance with the
facility policy/procedure and MD orders for
Diabetes Management will be utilized monthly X 2
months, and then quarterly thereafter under the
supervision of the DON. The Administrator will
raview the compleled CQI indicator to determine
compliance and to determine if an action plan is
indicated for any identified issues. The DON
andfor Nurse Consultant will review all facility
Diabetic Records weekly X.1 month, and then five
chosen randomiy on a monthly basis thereafter {o
determine compliance with the facility
palicies/procedures and MD orders. The CQI
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indicator for the monitoring of the effectiveness of
the QA process will be utilized monthly X 2
months and then quarterly under the supervision
of the Administrator. The Corporate Consultant
will review the campleted CQ) indicator to
determine if an action plan is indicated for any
identified issues. A Diabetes Management skills
check list Is being complsted on two licensed
nursing staff daily for two weeks, and then weekly
for four weeks, and then monthly for three
months, and then quarierly thereafter by the
DON/Pharmacy Consultant/Administrative
Nursinig/Nursing Consultant during observations
of finger stick glucose testing and insulin
preparationfadministration o determine
compliance with these procedures and accurate
insulin administration.

Criteria #5: March 17, 2011,

During the extendead survey, on 03/16/11 through
03/18/11, verification of the removal of Immediate
Jeopardy was completed as follows:

interviews with Registéred Nurse (RN} #1, RN #2,
RN #3, LPN #8, LPN #9, LPN #10, LPN #11, LN
#12 and LPN #13, on 03/17/11 at 2:25 PM, on
03/18/11 at 9:00 AM, on 03/17/11 at 11:35 AM, on
03/17/11 at 2:17 PM, on 03/18/11 at 9:30 AM, on
03/17/11 at 1:55 PM, on 03/17/11 at 10 :35 AM,

1 on 03/17/11 at 3:00 PM and on 03/17/11 a 1:50
FM respectively, revealed the licensed staff were
educated regarding notification of the physician
for finger slick glucose results in accordance with
physician ordered parameters, physician
notification of assessment findings related to
resident change in status, administration of insulin
in accordance with physician orders to prevent a
significant medication error; the need to notify the

F 520
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physician if the residenis status denotes that
insulin order changes may be indicated; physiclan
ordered parameters for the reporting of glucose
finger stick resulis; the calculation of sliding scale
insufin dosage in accordance with physician
orders; and the protoco! for two nurses to verify
and initial routine and sliding scale insuiin dosés
administered to residenis. The interviews
revealed the slaff understood the content of the
inservice and individual responsibility.

Observations of RN #1, LPN #11 and LPN #13,
on 03717111 between 11:00 AM and 11:45 AM,
revealed siaff obtained accuchecks on five
residents and administered insulin o four
residents. Insulin doses were verified by two
licensed staff as direcied by the AoC. Both
routine insulin and sliding scale insulin was
administerad in accordance with the written
physician order,

A record review, on 03/17/11 at 10:30 AM,
revealed the facliity had Initiated Diabetic
Management check lists for all licensed nursing
staff on 03/11/11 and had completed 16
competency checks at the time of review with the

process conlinuing until all licensed nursing staff /
had been checked oft.

A record review, on 03/17/11 at 10:35 AM,
raveated all licensed nursing staff had compleled
a written test on medication administration and
review of the test revealed questions pertained to
Diabetes, insulin and insulin administration
including questions requiring the staff to calculate
sliding scale insulin doses.

A review of all residents records with the
diagnosis of Diabetes who also received either
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sliding scale insulin or routine insulin, on 03/17/11
at 1150 AM, revealed all residents had the new
Diabetic Record in place with physician
established paramslers for physician notification
regarding both high and low biocd sugar levels.
Record review also ravealed four residents with
the diagnosis of Diabetes, who only had
accuchecks ordered but did not have orders for
insulin, had the new Diabetic Record in place with

_established parameters for physician notification

regarding abnormal blood sugar levels.

A review of the facility's audit of other residents
with the potential to be affected by the deficient
practice revealed the facility identified other
residents affected by the practice and notified the
physician of each resident affected by the
deficiant practice.

A review of sign-in sheets for all in-services the
facility provided in response to the Immediate
Jeopardy revealed all licensed staff had attended
the fraining sessions except one staff member
who was hospitalized.

An interview with the DON, on 03/17/11 at 2:00
PM, revealed the DON would monito# the
Continuous Quality Improvement {CQl) by
auditing ali diabetic records weekly for one month
and then five chosen randomiy on a monthly
basts thereafer to determine compliance with the

| faciiity policyfprocedure and physician orders.

The DON stated the audit would include whether
the resident had Diabetes identified through the
care plan process, monitoring of the diabstic
record to ensure accuracy and completion,
parameters for hypoglycemia and hyperglycemia
were listed on both the Diabetic Record and the
physician crders and documentation of evening
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snacks provided to Diabetic residents. She
stated all hypo and hyperglycemic events would
be reviewed to ensure all protocols were followed.
The DON stated if audits do not demonstrate at
least 95 percent compliance, an action plan would
be developed immediately io address any
identified problems. :

An interview with the Administrator, on 863/18/11
at 11:15-AM, revealed he would be completing a
check list after reviewing audits compieted by the
BON to ensure policy and procedure was
followed correctly and if any problem were to be
identified regarding audits not being completed as
directed by the AoG, he would initiate disciplinary
action. )

Based on the above observations, interviews and
review of records, it was determined the
Immediate Jeopardy was removed, effective
03/17/11, as alleged in the AoC with the scope
and severity lowered to an "E”, based on the need
to continue to evaluate the implementation of
changes and quality assurance activities.
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
, . |ABUILDING 01 - MAIN BUILDING 01
B. WING : <
185341 ) 02/22/2011
NAME OF PROVIDER OR SUPPLIER ' ) STREET ADDRESS, CITY, STATE, ZIP CODE

402 W. FARTHING STREEY

GREEN ACRES HEALTH CARE MAYFIELD, KY 42066
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A Life Safety Code survey was initiated and
conducted on 02/22/11 o determine the fadility’s
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire}and
found the facility to be in compiiance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified duririg this survey.

W DER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE T aonTE
' /4%7/};;':73'«7'3/ /lpri/ 7, 2011

deficlency sta%emant anding with an asterisk {*) denotes a deficiency which the institution may be excused from comecting praviding it Is delennined that
her safeguards provide sufficient protection to the patients. (See instructions.) Except for aursing homes, the findings staled above are disclosable 80 days
Tollowing the date of survey whether of not a plan of correction s provided. For nursing homes, the above findings and plans of correclion are disclosabte 14
days following the date these documents are made available 1o the faclity, f deficdencles are cited, an approved plan of comection is requisits to continued
program participation.
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