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F 0656

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with

timetables and actions that can be measured.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on staff interview, facility document review, and clinical record review, it was determined that facility staff

failed to follow the comprehensive care plan for two of six Residents (Residents #4 and #6) in the survey sample. 1. For

Resident #4, facility staff failed to follow the plan of care and obtain laboratory tests per physician's orders

[REDACTED]. For Resident #6, facility staff failed to monitor and document food percentage intake per plan of care on

several occasionsin February and March of 2020. The findings included; 1. Resident #4 was admitted to the facility on

[DATE] with [DIAGNOSES REDACTED]. Resident #4's most recent MDS (minimum data set) assessment was a quarterly
assessment

with an ARD (assessment reference date) of 9/7/20. Resident #4 was coded as being moderately impaired in cognitive function
scoring 12 out of possible 15 on the BIMS (Brief Interview for Mental Status Exam). Review of Resident #4's clinical record revealed
that shewas diagnosed with [REDACTED]. The following note was documented by the physician on 9/3/20: .(Name of

Resident #4) wastested for COVID-19 on 8/27/20 -she was positive. She was transfer to Covid unit on all droplet

precautions .Her sister isworried about her Covid positive results. | discussed with her detail that she does not have any severe
symptoms at this time and we will continue to monitor her. | will send some blood work today . Review of Resident

#4's September 2020 POS (physician order [REDACTED]. Status: Completed. Start date: 9/3/20. End date 9/4/20. Review of
Resident #4's clinical record failed to reveal any evidence that the above test was completed. There was no copy of the

resultsin Resident #4's clinical record. Resident #4's care plan dated 3/19/20 and revised on 10/9/20 documented the

following: Due to COVID-19 outbreak, the resident is at risk for infection r/t (related to) [MEDICAL CONDITION] exposure

and resident's current health status .Interventions: Labs and cultures as ordered. On 10/8/20 at 12:42 p.m., Resident #4's

laboratory result from 9/3/20 was requested from ASM (Administrative Staff Member) #1, the facility Administrator. On

10/8/20 at 3:12 p.m., atelephone interview was conducted with ASM #1, the facility Administrator and ASM #2, the DON

(Director of Nursing). When asked what they could determine about the 9/3/20 laboratory test for Resident #4; ASM #1 stated that
that laboratory test was not done; that they could not find arequisition form for the lab or find the resultsin the

laboratory computer system. ASM #1 stated, Lab has no record. On 10/8/20 at approximately 1:00 p.m., a telephone interview

was conducted with RN (Registered Nurse) #1. When asked the purpose of the care plan, RN #1 stated that the care plan was

used as aguide for resident care. RN #1 stated that each individual care plan was resident specific to their needs. RN #1

stated that it is also updated with any changesin the resident's status. When asked if it was important for the care plan

to be followed, RN #1 stated, Oh yes. On 10/9/20 at 2:00 p.m., ASM #1 and ASM #2 were made aware of the above concerns. ASM
#1 stated again that they did not have arequisition form for Resident #4's labs. Facility policy titled: Comprehensive

Care Planning documents in part, the following: An interdisciplinary plan of care will be established for every resident

(All staff must be familiar with resident's Care Plan and all approaches must be implemented. No further information was

presented prior to exit 1) CBC (Complete Blood Count) -Y our blood contains red blood cells (RBC), white blood cells (WBC),

and platelets. Blood count tests measure the number and types of cellsin your blood. This helps doctors check on your

overall health. The tests can aso help to diagnose diseases and conditions such as[MEDICAL CONDITION], infections,

clotting problems, [MEDICAL CONDITION], and immune system disorders. This information was obtained from The National
Institutes of Health. https://medlineplus.gov/bloodcounttests.html. (2) CMP (Complete Metabolic Panel) - A CMPis used to

check several body functions and processes, including: Liver and kidney health, Blood sugar levels, Blood protein levels,

Acid and base balance, Fluid and electrolyte balance, Metabolism. Thisinformation was obtained from

https://medlinepl us.gov/lab-tests/comprehensive-metabolic-panel-cmp/. (3) PT/INR ([MEDICATION NAME]/International
Normalized Ratio - A [MEDICATION NAME] time (PT) test measures how long it takes for aclot to form in ablood sample. An
INR (international normalized ratio) is atype of calculation based on PT test results. [MEDICATION NAME] is a protein made by
theliver. It isone of several substances known as clotting (coagulation) factors. This information was obtained from
https://medlineplus.gov/lab-tests[ MEDICATION NAME]-time-test-and-inr-ptinr/. (4) D-Dimer -A D-dimer test looks for D-dimer in
blood. D-dimer is a protein fragment (small piece) that's made when a blood clot dissolvesin your body. This

information was obtained from:

https://medlineplus.gov/lab-tests/d-dimer-

test/#:~:text=D%2D dimer%620i s%20a%20protei n,once%20y our%20i njury%20has%20heal ed.

2. For Resident #6, facility staff failed to monitor and document food percentage intake per plan of care on severa

occasionsin February and March of 2020. Resident #6 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED].
Resident #6's most recent MDS (minimum data set) prior to discharge on 3/17/20; was an admission assessment with an ARD
(assessment reference date) of 2/10/20. Resident #6 was coded as being moderately impaired in cognitive function scoring 11 out of a
possible 15 on the BIMS (Brief Interview for Mental Status) exam. Review of Resident #6's clinical record revealed a note by the
Dietitian on 2/4/20 that documented the following: Food and Fluid Intake % (Percentage) Breakfast 25-50 %,

Lunch 25-50 %, Dinner 25 -50 % Food preferences were obtained. Weight Profile: H (height) 70.0 in (inches) lying down, W
(weight) 176.8 Ibs (pounds) Mechanical lift scale .Intake does not meet residents needs. poor to fair appetite .Goal:
Diet/Supplements as ordered. Assist with meals as needed and monitor. Offer substitute if < (less than) 50 % (percent) consumed
.monitor labs, weights and po (by mouth) intake for any undesired changes. Review of Resident #6's nutritional care plan dated
2/12/20 documented the following: Resident has increased nutrition/hydration risk related to Dx (Diagnoses) w/documented (with)
pressure areas, poor po- appetite stimulant in place. received mechanically altered diet secondary to Dx. dysphagia. Goal: Diet
adequate in nutrition to aid in wound healing, weight maintenance, tolerate lest (sic) restrictive diet w/(with) adequate po intake
.Interventions: Monitor dietary intake (date initiated 2/12/20) .Offer alternate food if <50 % (percent) of meals. Review of Resident
#6's February 2020 ADL (Activities of Daily Living) tracking form revealed severa holes (blank spots) for the following dates under
meal percentage for Eating: 2/11/20, 2/13/20, 2/15/20, 2/18/20, 2/19/20, 2/22/20, 2/23/20, 2/25/20, 2/27/20, 2/28/20, 2/30/20, 2/31/20.
All three meals were not documented on those dates. Review of Resident #6's March 2020 ADL tracking form revealed several holes
for the following dates under meal percentage for Eating: 3/1/20, 3/5/20, 3/8/20 through 3/15/20; 3/18/20 through 3/21/20 and 3/23/20
through 3/30/20. All three meals were not documented on the those dates. On 10/8/20 at approximately 1 p.m., atelephone interview
was conducted with RN (Registered Nurse) #1, anurse familiar with Resident #6. When asked about resident #6's appetite, RN #1
stated that nursing staff would have to frequently encourage Resident #6 to eat. RN #1 stated that some days he was slower at eating
than other days and that some days he would flat out refuse some meals. RN #1 stated that the family was aware of his poor appetite
and that hisintake was much better on days the sister would come in and sit with him. When asked what holes or blank spaces meant
on the ADL flow sheet for eating, RN #1 stated that the nursing aides must have forgot to chart. RN #1 stated that the nursing aides
usually documented meal percentage on the ADL flow sheet. RN #1 also stated that back in February and March of 2020 meals
percentages were being documented on a paper chart. RN #1 stated that meal percentage was now being documented in the computer
system and the system will aert nursing staff if documentation is not completed. RN #1 stated that the nurses were also supposed to
go behind the nursing aides to ensure all documentation was being completed. When asked if she went behind her nursing aides to
ensure complete and accurate documentation, RN #1 stated that MDS usually went behind them every month. RN #1 stated that she
wasn't even aware that the nursing aides were not documenting on the ADL flow sheet. When asked how she was to monitor his meal
intake if there were days of blank spaces on the ADL flow record, RN #1 stated that she was aware that Resident #6 had a poor
appetite but there were never days of him refusing all three meals. RN #1 stated that Resident #6 would always eat something. RN #1
stated that the nursing aides would have alerted her if Resident #6 refused all meals and then she would have notified the physician.
When asked how she would have offered alternate meals for an intake of less than 50 percent; if intake was not documented on the
clinical record, RN #1 stated that she was not sure; that she may have been made aware verbally by the nursing aide. RN #1 could not
recall that far back if any specific instances where she offered alternate food options to Resident #6. When asked the purpose of the
care plan, RN #1 stated that the care plan was used as a guide for resident care. RN #1 stated that each individual care plan was
resident specific to their needs. RN #1 stated that it is also updated with any changes in the resident's status. When asked if it was
important for the care plan to be followed, RN #1 stated, Oh yes. When asked if she could determine if intake was being monitored if
it was not documented on the ADL flow sheets, RN #1 stated that she wasn't sure and could not recall that far back. RN #1 stated that
intake should have been documented. On 10/9/20 at 2:00 p.m., ASM #1, the facility Administrator and ASM #2, the DON (Director of
Nursing) were made aware of the above concerns. No further information was presented prior to exit.




F 0684 Provide appropriate treatment and care according to orders, resident's preferences and

oals.
Level of harm - Actual **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm Based on staff interview, medical record review, facility documentation review, and in the course of a complaint

investigation, the facility staff failed to provide treatment and services for the management of a diabetic resident, that

Residents Affected - Few led to a hyperglycemic episode with a blood glucose (sugar)* level of over 600 on 3/17/20 which required hospitalization
congtituting harm for one of six residents in the survey sample, Resident #6. A plan of correction previously put into

place by the facility was reviewed and accepted, therefore this harm level deficiency is cited as past non-compliance. The

findings included; Resident #6 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Resident #6's most recent

MDS (minimum data set) prior to discharge on 3/17/20; was an admission assessment with an ARD (assessment reference date)

of 2/10/20. Resident #6 was coded as being moderately impaired in cognitive function scoring 11 out of apossible 15 on the BIMS

(Brief Interview for Mental Status) exam. Review of Resident #6's clinical record revealed that he was admitted to the facility on

[DATE] with sliding scale insulin and Accuchecks (blood sugar checks). The following order was in place on

2/3/20: Humalog (1) Solution 100 unit/ml Inject per sliding scale if 151-199 = 3 units SQ (subcutaneous-under the skin);

200-249 = 6 units SQ; 250-299= 9 units SQ; 300-349 = 12 units; subcutaneously before meals and at bedtime for diabetes.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards 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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Level of harm - Actual
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Residents Affected - Few

(continued... from page 1)

This order for sliding scale insulin was d/c'd (discontinued on 2/11/20) by the Physician Assistant (PA). There was no

evidence that Resident #6 was placed on any Accuchecks (blood sugar checks) after his sliding scale insulin was

discontinued. Further review of Resident #6's February 2020 MAR (Medication Administration Record) revealed on 2/11/20

(last day of Accuchecks) Resident #6 did not require insulin at 8:00 am. and 11:30 am. The following note was documented

by the Physician Assistant on 2/16/20 as alate entry for 2/11/20 Following up today regarding repesat labs including BMP

(2), CBC (3), liver function studies .BMP (basic metabolic panel) significant for persistently elevated creatinine (4) of

2.53 (previously 2.35), BUN (blood urea nitrogen) (5) 34, potassium 4.8, sodium 141, glucose 128 mg/dL . Blood glucoseis

range from 99 to 216 mg/dL, averaging in the 150s to 160s most days .Repeat BMP, CBC .STAT (immediately) due to worsening
renal function. Further review of Resident #6's POS (physician order [REDACTED]. This laboratory test was documented as
completed on 2/25/20. Review of Resident #6's |aboratory test (BMP) dated 2/25/20; revealed Resident #6 had a blood glucose level
of 317. Thislaboratory test was not signed by the physician until 4/2/20 which was after the resident was discharged  to the hospital
on [DATE]. Review of anursing note dated 3/17/20 documented the following: Resident appears lethargic.

Blood Sugar check, result HI. (Name of PA) at facility. Resident evaluated by (Name of PA), order received to send resident to ER
(emergency room ). Report given to ER. A note documented by the PA on 3/17/20 documented the following: ED

(emergency department) transfer: Acutely altered mental status, critical [MEDICAL CONDITION] (high blood sugar), [MEDICAL
CONDITION](elevated pulse) .Nursing staff reports at the patient's mental status has been declining over the past several

days. He has become more lethargic and is refusing medications. He sleeps most of the day and his PO (by mouth) intake has

been poor. His family took him to a doctors appointment yesterday and noticed that he seemed sluggish and lethargic. Blood
glucose was checked today and was greater than 600. |t was reassessed after 30 minutes and was still reading as greater

than 600. He has a[DIAGNOSES REDACTED]. Most recent spot blood glucose check was performed three weeks ago was 130
mg/dL.

He was not having his blood glucose checked regularly since he had remained well-controlled and was not taking any

medications. Most recent labs performed 2/25 including BMP were accessed online today and reviewed. This was significant

for elevated creatinine of 1.62 (sic, creatinine was 1.65 on 2/25 result), BUN 33 (sic; BUN was 22 on 2/25 result),

potassium 3.7, sodium 141, glucose 317 mg/dL. It does not appear that any providers were made aware of these lab results,

or that elevated glucose was addressed at that time, as the lab results were not scanned into his chart. On examination

today, the patient is lying in bed in an obtunded state. Strong [MEDICATION NAME] (7) odor noted on his breath. Unable to
wake patient up with sternal rub or verbal stimuli .pulseis mildly [MEDICAL CONDITION] at 103 bpm .Due to significant
change in mentation, critical [MEDICAL CONDITION] of greater than 600 mg/dL, and [MEDICAL CONDITION] patient is being

it

sen

via 911 to the emergency room now . Review of Resident #6's comprehensive care plan for Diabetes documented the following on
2/27/20: The resident has diabetes mellitus .The resident will have no complications related to diabetes through next

review date labs as ordered by doctor contact md (medical doctor) with any abnormalities . A late entry note by the

Physician's Assistant on 3/19/20 for 2/11/20 documented the following: Late Entry Note: Note Text Addendum: Based on BG
(blood sugar) reading remaining well controlled (150s-160s average) and HA1c of 5.4 %, sliding scale insulin as monotherapy is not
recommended (Based on ADA (American Diabetes Association) . guidelines). Therefore, sliding scale insulin will be

discontinued but Accuchecks should continue to be monitored regularly. Repeat BMP scheduled for 2/16/20. Review of Resident #6's
hospital records was conducted. The History and Physical dated 3/17/20 documented the following: .brought from nursing home for
altered mental status and [MEDICAL CONDITION]. Hyperosmolar Hyperglycemic (8) state, Altered mental status; likely secondary
to the above; Acute on chronic Stage IV (four) [MEDICAL CONDITION]; likely secondary to the above, Leukocytosis

(elevated white blood cells); could be secondary to the above; rule [MEDICAL CONDITION] (infection) .he was brought from
nursing home for being altered and less responsive. Blood sugar read high, above the limit .In the ED his glucose was found above
1100 and with Leukocytosis of 20. He received IV (intravenous) fluids, IV insulin, empiric antibiotics .and is

admitted for further management .3/17/20 at 3:49 p.m., H and P Labs .Glucose 1,158 (HH) .BUN 68 (H) (high) .Creatinine

3.51 (H) .Hemoglobin Alc 8.9 (H) est (estimated average glucose) 209. Review of the hospital discharge summary dated

3/24/20 documented the following: Discharge Diagnoses: [REDACTED]. 2. Acute on chronic metabolic [MEDICAL CONDITION]

9,

now resolved. 3. Acute on Stage |V [MEDICAL CONDITION] .4. Leukocytosis, resolved . On 10/8/20 at 12:07 p.m., an interview
was conducted with ASM (Administrative Staff Member) #4, the Physician Assistant. ASM #4 stated that she had discontinued
Resident #6's SSI (dliding scale insulin) because his blood sugar had been stable and his HA 1c was within normal limits on

hislast drawn laboratory test prior to 2/11/20. ASM #4 stated, If you look at the ADA guidelines, there was no indication

for Accuchecks and SSI (dliding scale insulin). ASM #4 stated that she usually writes an order to continue blood sugar

checks for afew weeks after sliding scale insulin is discontinued for her diabetic residents. ASM #4 stated that staff did not continue
to monitor his blood sugar levels; but that it was not indicated per ADA guidelines. When asked how ASM #4

conveys orders to the nursing staff, ASM #4 stated that most of the time, she will discontinue and input orders directly

into the computer system herself. ASM #4 stated, | find that doing it myself is necessary. When asked if she could recall

inputting Resident #6's orders to d/c (discontinue) sliding scale insulin or if she gave the order to the nurse; ASM #4

stated that she could not recall. ASM #4 stated that it was her intention to have nursing staff monitor Resident #6's blood sugar levels
after sliding scale insulin was discontinued. ASM #4 then stated that nursing staff also failed to make any

providers aware of acritical glucose level on his 2/25/20 BMP test. ASM #4 stated that the elevated glucose was at alevel of 329
(sic; sugar was actually at 317). ASM #4 stated that if she had seen that elevated blood sugar, she would have

ordered additional monitoring at that time. When asked if the failure to continue blood sugar checks and the failure to

report acritical lab caused Resident #6 harm; ASM #4 stated that she couldn't say; that if she had monitored Resident #6's blood
sugars after the critical lab it probably would have been for aweek or two anyway. When asked if she could have

possibly seen atrend of sugar readings and ordered some sort of medication/treatment for [REDACTED].#4 stated that she
couldn't say; that she wasn't sure the cause of his blood sugars being el evated because Resident #6 was discharged  to

the hospital on [DATE] and did not access to his hospital records. ASM #4 stated that Resident #6 may have had an

infection; that she recalled the wound care physician saying his Stage 4 sacral ulcer was infected. Review of Resident #6's 3/17/20
wound care note and hospital records failed to evidence any infected wounds. On 10/8/20 at approximately 1:00 p.m., a telephone
interview was conducted with RN (Registered Nurse) #1. When asked the process for obtaining ordered laboratory

tests, RN #1 stated that once the physician orders [REDACTED]. RN #1 stated that laboratory tests are drawn in the early

morning on 11-7 shift by the laboratory technician. RN #1 stated that the laboratory technician will check the lab book

prior to drawing blood to determine which residents need lab work. RN #1 stated that once the |ab tests is obtained, the

nurse will document on the MAR/TAR (Medication Administration Record [REDACTED]. When asked how nurses know to follow
up on alaboratory test that was recently drawn, RN #1 stated that nurses should get the information in report, and then they

would follow up on the lab. RN #1 stated that the nurses can check the lab book to seeif the technician had drawn the lab

and can also check the laboratory computer system for the result. RN #1 stated that |aboratory tests were usually faxed to

the nursing station and if they receive an abnormal lab, they would immediately call the physician. RN #1 stated that from

there, the physician would give orders; the nurses then file the lab into a communication book for the MD (Medical Doctor). When
asked if nurses should document that the |aboratory test was obtained and results were reviewed; or if the physician

was made aware of an abnormal lab result, RN #1 stated, Me, personally will also do a nurse's note. When asked if the

laboratory results were scanned into the electronic medical record once the results were reviewed by the physician, RN #1

stated that another staff member usually scanned laboratory results into the computer system. RN #1 could not recall the

staff member responsible for scanning in lab results. RN #1 stated that the results that are scanned into the electronic

health record have to be signed by the physician first. On 10/8/20 at 1:38 p.m., further interview was conducted with ASM

#4 the PA. ASM #4 stated that she did recall discontinuing the insulin order herself. ASM #4 stated that she forgot to

write an additiona order for blood sugar checks. ASM #4 stated that when the facility was owned by a previous company;
Accuchecks and sliding scale orders were separate orders. ASM #4 stated that Resident #6's Accucheck orders were attached

to the dliding scale orders so when she discontinued sliding scale insulin Accuchecks were also discontinued. ASM #4 stated that she
assumed Resident #6 had a separate order for Accuchecks already in the system. ASM #4 stated that that was her

mistake however the critical glucose level should have been reported to the providers immediately and addressed. When asked how
she determined that facility staff failed to report the critical glucose test to any providers; ASM #4 stated that on

3/17/20, when she assessed Resident #6, she noticed that his breath smelled of [MEDICATION NAME] and he wasin acomalike
state. ASM #4 went back to Resident #6's chart to look at recent labs and noticed the lab that was ordered for 2/25/20 was

not in hisclinical record. ASM #4 then stated that she had to look up the lab in the laboratory system and found the

elevated glucose level. ASM #4 then stated that she went back to Resident #6's clinical record to see what his Accuchecks
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F 0770

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 2)

had been running and realized that no one was monitoring his blood sugar levels after the insulin was discontinued. On

10/8/20 at approximately 5:00 p.m., ASM (Administrative Staff Member) #1, the Administrator and ASM #2, the DON (Director

of Nursing) were made aware of the potential for harm. Any additional information was requested at this time. On 10/9/20 at
approximately at 1:17 p.m., ASM #1 and ASM #3, the corporate nurse provided a plan of correction that had been started in

response to Resident #6's hyperglycemic episode. The following was documented: 1. On 3/17/20, resident, (Name of Resident

#6) was sent out by ambulance to the hospital for a high blood sugar. The physician's assistant was in the facility and

assessed him and sent him to the ER. The responsible party for the resident was notified. 2. The facility conducted a 100

percent audit of current residents with a[DIAGNOSES REDACTED]. Completed 3/31/20. The facility provided education to the

physician (Medical Director), NP (Nurse Practitioner), and the PA (Physician's Assistant) on ordering and clarifying when

blood sugars are to be checked. Completed via phone 4/2/20. Standing orders for blood sugars monitoring was put into place. 4/1/20.
3. Education was provided for the licensed nursing staff by the DON (Director of Nursing) and RDCS (Regional

Director of Clinical Services) on Diabetes, Blood Glucose monitoring and follow through. Began 4/1/20. The education will

also be provided to new hires during orientation. 4. Audit daily (M-F) of new admissions with a[DIAGNOSES REDACTED]. Audit
daily (M-F) of new orders which may require blood glucose monitoring to ensure that blood glucose was scheduled correctly

by DON or designee x 3 months. 5. 4/6/2020 Review of the facility audits and education revealed that the above plan of

correction was implemented by facility staff. Further review of the education revealed that staff were also educated on

reporting abnormal laboratory tests to the physician or provider on 3/28/20, 3/31/20, and 4/2/20. Facility Policy titled,

Diabetic Protocol documentsin part, the following: The provider and staff will work together to give the appropriate

treatment to manage diabetes. .the nurse shall assess/document and report the following: -Any signs and symptoms of

infection (urine, skin/wound, upper respiratory etc.) or other acute illnesses; -Change in intake/thirst; -Neurological

changes such as changesin level of consciousness or orientation; - Resident's age and gender; -Resident's blood sugar

history over 48 hours. -Usual patterns (fluctuations, trends) of blood sugars over recent months; -Approximate intake over

24 hours; -Current medications; -Dose and time of most recent hyperglyemic agent given; -Recent labs e. Based on the

preceding assessment, including cause and complications, the provider may order further interventions, which may include:
treatment of [REDACTED)]. The provider will follow up on any acute episodes associated with a significant blood glucose

level changes and deterioration of previous glucose control and document resident's status at subsequent visits until the

acute situation is resolved. g .the provider will order desired parameters for monitoring and reporting information related to diabetes
and blood sugar management. The staff will incorporate such parameters into the Medication Administration

Record [REDACTED)]. *Blood Glucose- The amount of glucose (sugar, measured in mg/dL) in your blood changes throughout the
day and night. Your levelswill change depending upon when, what and how much you have eaten, and whether or not you have
exercised. Normal Blood Sugars normal fasting (no food for eight hours) blood sugar level is between 70 and 99 mg/dL. A

normal blood sugar level two hours after eating is less than 140 mg/dL. Diabetesis diagnosed by any one of the

following: Two consecutive fasting blood glucose tests that are equal to or greater than 126 mg/dL. Any random blood

glucose that is greater than 200 mg/dL. An Alc test that is equal to or greater than 6.5 percent. Alcis an easy blood test that gives a
three month average of blood sugars. A two-hour oral glucose tolerance test with any value over 200 mg/dL.

This information was obtained from https://www.virginiamason.org/whatarenormal bloodglucosel evels. (1) Humalog- rapid acting
insulin used to lower blood sugar. This information was obtained from The National Institutes of Health.
https://dailymed.nlm.nih.gov/dailymed/drugl nfo.cfm?seti d=ce8354f4-bf 07-4923-8755-47f 62e4 (2) BMP (Basic Metabolic Panel) -
A BMP s used to check several body functions and processes in the body. A BMP gives your doctor information about blood
ureanitrogen (BUN), or how much nitrogen isin your blood to measure kidney function, creatinine, another indicator of

kidney function, glucose, or blood sugar (having high or low blood sugar could both indicate pancreatic issues), carbon
[MEDICATION NAME] (CO2), or [MEDICATION NAME], agas that can indicate issues with your kidneys or lungs, calcium,
which

can indicate bone, kidney, or [MEDICAL CONDITION] issues (though sometimes not included in aBMP), sodium and potassium,
minerals that indicates your body ' s overall fluid balance, chloride, an electrolyte that indicates fluid balance. This

information was obtained from The National Institutes of Health. https://www.healthline.com/health/cmp-vs-bmp. (3) CBC
(Complete Blood Count) -Y our blood contains red blood cells (RBC), white blood cells (WBC), and platelets. Blood count

tests measure the number and types of cellsin your blood. This helps doctors check on your overall health. The tests can

also help to diagnose diseases and conditions such as[MEDICAL CONDITION], infections, clotting problems, [MEDICAL
CONDITION], and immune system disorders. This information was obtained from The National Institutes of Health.
https://medlinepl us.gov/bloodcounttests.html. (4) Creatinine-is a waste product made by your muscles as part of regular,

everyday activity. Normally, your kidneysfilter creatinine from your blood and send it out of the body in your urine. If

thereisa problem with your kidneys, creatinine can build up in the blood and less will be released in urine. If blood

and/or urine creatinine levels are not normal, it can be asign of kidney disease. Thisinformation was obtained from
https://medlineplus.gov/lab-tests/creatinine-test/. (5) BUN (Blood, Urea, Nitrogen) - Urea nitrogen is what forms when

protein breaks down. A test can be done to measure kidney function by the amount of urea nitrogen in the blood. This

information was obtained from https://medlineplus.gov/ency/article/ 4.htm. (6) Hemoglobin HA1c- The test results give you a picture
of your average blood sugar level over the past two to three months. The higher the levels, the greater your risk

of developing diabetes complications. The goal for most adults with diabetes is an HA1c that is less than 7%. HA1c test

results are reported as a percentage. The higher the percentage, the higher your blood sugar levels over the past two to

three months. This information was obtained from https://www.diabetes.org/alc. (7) [MEDICATION NAME] - are chemicals that
build up when your body starts to burn fat for energy. The most common cause of [MEDICATION NAME] in diabeticsisinsulin
deficiency. Without enough insulin, glucose builds up in the blood stream and can't enter cells. The cells then burn fat

instead of glucose. Thisinformation was obtained from https://beyondtypel.org/[MEDICATION NAME]. (8) Hyperosmolar
[MEDICAL CONDITION]- A serious complication of diabetes mellitus, hyperosmolar hyperglycemi[ DIAGNOSES REDACTED]
(HHS) happens when

blood sugar levels are very high for along period of time. Symptoms of HHS can include extreme thirst, frequent urination, changes
in your vision and confusion. HHS is an emergency . Thisinformation was obtained from

https://my.clevelandclinic.org/heal th/diseases/ -hyperosmolar-hyperglycemic-syndrome. (9) Metabolic [MEDICAL CONDITION]-
result from systemic illness, such as diabetes, liver disease, [MEDICAL CONDITION] and heart failure Metabolic

encephal opathies usually develop acutely or subacutely and are reversible if the systemic disorder istreated. If left

untreated, however, metabolic encephal opathies may result in secondary structural damage to the brain. Thisinformation was
obtained from The National Institutes of Health. https://www.ncbi.nlm.nih.gov/books/NBK /.

Provide timely, quality laboratory services/tests to meet the needs of residents.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on staff interview, clinical record review and facility document review, it was determined that facility staff failed to obtain a
laboratory test on 9/3/20 per physician's orders [REDACTED].#4, in the survey sample. The findings included;

Resident #4 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Resident #4's most recent MDS (minimum
data

set) assessment was a quarterly assessment with an ARD (assessment reference date) of 9/7/20. Resident #4 was coded as

being moderately impaired in cognitive function scoring 12 out of possible 15 on the BIMS (Brief Interview for Mental

Status Exam). Review of Resident #4's clinical record revealed that she was diagnosed with [REDACTED]. The following note was
documented by the physician on 9/3/20: .(Name of Resident #4) wastested for COVID-19 on 8/27/20 -she was positive.

She was transfer to Covid unit on al droplet precautions .Her sister isworried about her Covid positive results. |

discussed with her detail that she does not have any severe symptoms at this time and we will continue to monitor her. |

will send some blood work today . Review of Resident #4's September 2020 POS (physician order [REDACTED)]. Status:
Completed. Start date: 9/3/20. End date 9/4/20. Review of Resident #4's clinical record failed to revea any evidence that

the above test was completed. There was no copy of the resultsin Resident #4's clinical record. Resident #4's care plan

dated 3/19/20 and revised on 10/9/20 documented the following: Due to COVID-19 outbreak, the resident is at risk for

infection r/t (related to) [MEDICAL CONDITION] exposure and resident's current health status .Interventions: Labs and

cultures as ordered. On 10/8/20 at 12:42 p.m., Resident #4's |aboratory result from 9/3/20 was requested from ASM
(Administrative Staff Member) #1, the facility Administrator. On 10/8/20 at 12:43 p.m., ASM #1 stated that he did not have
laboratory results for Resident #4 on 9/3/20. On 10/8/20 at approximately 1:00 p.m., a telephone interview was conducted

with RN (Registered Nurse) #1. When asked the process for obtaining ordered |aboratory tests, RN #1 stated that once the
physician orders [REDACTED]. RN #1 stated that |aboratory tests are drawn in the early morning on 11-7 shift by the

laboratory technician. RN #1 stated that the Iaboratory technician will check the lab book prior to drawing blood to




FORM CM S-2567(02-99) Event ID: YL1011 Facility 1D: 495201 If continuation sheet
Previous Versions Obsolete Page 3 of 4



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED:11/9/2020

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED
OMB NO. 0938-0391
STATEMENT OF (X1) PROVIDER/ SUPPLIER [(X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
DEFICIENCIES /CLIA A.BUILDING COMPLETED
AND PLAN OF IDENNTIFICATION B. WING h0/09/2020
CORRECTION NUMBER
495201
INAME OF PROVIDER OF SUPPLIER ISTREET ADDRESS, CITY, STATE, ZIP
PORTSIDE HEALTH & REHAB CENTER 4201 GREENWOOD DRIVE
PORTSMOUTH, VA 23701

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0770

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0842

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 3)

determine which residents need lab work. RN # stated that once the lab tests is obtained, the nurse will document on the
MAR/TAR (Medication Administration Record [REDACTED]. When asked how nurses know to follow up on alaboratory test that
was recently drawn, RN #1 stated that nurses should get the information in report, and then they would follow up on the lab. RN #1
stated that the nurses can check the lab book to see if the technician had drawn the lab and can aso check the

laboratory computer system for the result. RN #1 stated that laboratory tests were usually faxed to the nursing station.

RN#1 that if they receive an abnormal |ab; they would immediately call the physician. RN #1 stated that from there, the

physician would give orders. RN #1 stated that the nurses then file the |ab into a communication book for the MD (Medical
Doctor). When asked if nurses should document that the |aboratory test was obtained and results were reviewed; or if the

physician was made aware of an abnormal lab result, RN #1 stated, Me, personally will also do a nurse's note. When asked if the
laboratory results were scanned into the electronic medical record once the results were reviewed by the physician, RN

#1 stated that another staff member usually scanned laboratory results into the computer system. RN #1 could not recall the staff
member responsible for scanning in lab results. RN #1 stated that the results that are scanned into the electronic

health record have to be signed by the physician first. On 10/8/20 at 3:12 p.m., atelephone interview was conducted with

ASM #1, thefacility Administrator and ASM #2, the DON (Director of Nursing). When asked what they could determine about
the 9/3/20 laboratory test for Resident #4; ASM #1 stated that that laboratory test was not done; that they could not find
arequisition form for the lab or find the results in the laboratory computer system. ASM #1 stated, Lab has no record.

When asked why the lab was not completed, ASM #2 stated that she had a call placed out to the nurse (Licensed Practical
Nurse-L PN #2) who documented that the laboratory test was completed. This writer also asked to talk to LPN #2. On 10/9/20

at 10:57 am., an interview was conducted with LPN #2, the nurse who signed that the 9/3/20 lab was completed. LPN #2

stated that Resident #4 was on the COVID hall on 9/3/20 due to her COVID positive status. LPN #2 stated that nursing staff
assigned to the COVID hall are not allowed to access the rest of the building or the nurses station. LPN #2 stated that

when she saw the order for the CBC, CMP, D-Dimer etc. to be drawn on Resident #4; she called over to the Unit 2 nursing

station and asked the nurse on the unit to make lab slips for Resident #4's 9/3/20 labs. LPN #2 could not recall the nurse

she had spoken to. LPN #2 stated that the lab technician was supposed to draw labs on the COVID side last. LPN #2 stated

that because she can only stay on the COVID hallway; she could not check if a requisition form had been created or if the

lab technician had signed off in the lab book that she was going to draw Resident #4's labs on 9/4/20. LPN #2 stated that

the laboratory technician usually arrives early in the morning to draw labs, the day after the lab is ordered. LPN #2

stated that she documented Resident #4's |abs as completed because once she saw the order, she notified the nurse at the

nursing station to create lab slips. LPN #2 stated that if she didn't mark the lab as completed, the lab could have

possibly been drawn twice on Resident #4. On 10/9/20 at 2:00 p.m., ASM #1 and ASM #2 were made aware of the above concerns.
ASM #1 stated again that they did not have arequisition form for Resident #4's labs. No further information was presented

prior to exit. ASM #1 stated that the facility did not have a policy on obtaining labs. ASM #1 was able to present a policy regarding
following physician's orders [REDACTED]. No further information was presented prior to exit. (1) CBC (Complete

Blood Count) -Y our blood contains red blood cells (RBC), white blood cells (WBC), and platelets. Blood count tests measure

the number and types of cellsin your blood. This helps doctors check on your overall health. The tests can also help to

diagnose diseases and conditions such as[MEDICAL CONDITION], infections, clotting problems, [MEDICAL CONDITION], and
immune system disorders. This information was obtained from The National Institutes of Health.

https://medlinepl us.gov/bloodcounttests.html. (2) CMP (Complete Metabolic Panel) - A CMP is used to check several body
functions and processes, including: Liver and kidney health, Blood sugar levels, Blood protein levels, Acid and base

balance, Fluid and electrolyte balance, Metabolism. This information was obtained from

https://medlinepl us.gov/lab-tests/comprehensive-metabolic-panel-cmp/. (3) PT/INR ([MEDICATION NAME]/International
Normalized Ratio - A [MEDICATION NAME] time (PT) test measures how long it takes for a clot to form in ablood sample. An
INR (international normalized ratio) is atype of calculation based on PT test results. [MEDICATION NAME] is a protein made by
theliver. It is one of several substances known as clotting (coagulation) factors. This information was obtained from
https://medlineplus.gov/lab-tests[MEDICATION NAME]-time-test-and-inr-ptinr/. (4) D-Dimer -A D-dimer test looks for D-dimer in
blood. D-dimer is a protein fragment (small piece) that's made when ablood clot dissolvesin your body. This

information was obtained from:

https://medlineplus.gov/| ab-tests/d-dimer-
test/#:~:text=D%2Ddimer%620i s%20a%20protei n,once%20y our%20i njury%20has¥20heal ed.

Safeguard resident-identifiable information and/or maintain medical records on each

resident that arein accor dance with accepted professional standards.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on staff interview, facility document review and clinical record review, it was determined that facility staff failed to document
meal percentage intake at every meal on the February and March 2020 ADL (Activities of Daily Living) flow

sheets for one of six sampled residents, Resident #6. The findings included; Resident #6 was admitted to the facility on

[DATE] with [DIAGNOSES REDACTED]. Resident #6's most recent MDS (minimum data set) prior to discharge on 3/17/20; was
an

admission assessment with an ARD (assessment reference date) of 2/10/20. Resident #6 was coded as being moderately impaired in
cognitive function scoring 11 out of a possible 15 on the BIMS (Brief Interview for Mental Status) exam. Review of

Resident #6's clinical record revealed a note by the Dietitian on 2/4/20 that documented the following: Food and Fluid

Intake % (Percentage) Breakfast 25-50 %, L unch 25-50 %, Dinner 25 -50 % Food preferences were obtained. Weight Profile: H

(height) 70.0 in (inches) lying down, W (weight) 176.8 Ibs (pounds) Mechanical lift scale .Intake does not meet residents

needs. poor to fair appetite .Goal: Diet/Supplements as ordered. Assist with meals as needed and monitor. Offer substitute

if < (lessthan) 50 % (percent) consumed .monitor labs, weights and po (by mouth) intake for any undesired changes. Review of
Resident #6's nutritional care plan dated 2/12/20 documented the following: Resident has increased nutrition/hydration risk related to
Dx (Diagnoses) w/documented (with) pressure areas, poor po- appetite stimulant in place. received mechanically altered diet
secondary to Dx. dysphagia. Goal: Diet adequate in nutrition to ard in wound healing, weight maintenance, tolerate lest (sic)
restrictive diet w/(with) adequate po intake .Interventions: Monitor dietary intake (date initiated 2/12/20) .Offer alternate food if <50
% (percent) of meals. Review of Resident #6's February 2020 ADL (Activities of Daily Living) tracking form revealed severa holes
(blank spots) for the following dates under meal percentage for Eating: 2/11/20, 2/13/20, 2/15/20, 2/18/20, 2/19/20, 2/22/20, 2/23/20,
2/25/20, 2/27/20, 2/28/20, 2/30/20, 2/31/20. All three meals were not documented on those dates. Review of Resident #6's March
2020 ADL tracking form revealed several holes for the following dates under meal percentage for Eating: 3/1/20, 3/5/20, 3/8/20
through 3/15/20; 3/18/20 through 3/21/20 and 3/23/20 through 3/30/20. All three meals were not documented on the those dates. On
10/8/20 at approximately 1 p.m., an telephone interview was conducted with RN (registered nurse) #1, a nurse familiar with Resident
#6. When asked about resident #6's appetite, RN #1 stated that nursing staff would have to frequently encourage Resident #6 to eat.
RN #1 stated that some days he was slower at eating than other days and that some days he would flat out refuse some meals. RN #1
stated that the family was aware of his poor appetite and that his intake was much better on days the sister would come in and sit with
him. When asked what holes or blank spaces meant on the ADL flow sheet for eating, RN #1 stated that the nursing aides must have
forgot to chart. RN #1 stated that the nursing aides usually documented meal percentage on the ADL flow sheet. RN #1 also stated
that back in February and March of 2020 meal's percentages were being documented on a paper chart. RN #1 stated that meal
percentage was now being documented in the computer system and the system will alert nursing staff if documentation is not
completed. RN #1 stated that the nurses were also supposed to go behind the nursing aides to ensure all documentation was being
completed. When asked if she went behind her nursing aides to ensure complete and accurate documentation, RN #1 stated that MDS
usually went behind them every month. RN #1 stated that she wasn't even aware that the nursing aides were not documenting on the
ADL flow sheet. When asked how she was to monitor his meal intake if there were days of blank spaces on the ADL flow record, RN
#1 stated that she was aware that Resident #6 had a poor appetite but there were never days of him refusing all three meals. RN #1
stated that Resident #6 would always eat something. RN #1 stated that the nursing aides would have alerted her if Resident #6 refused
all meals and then she would have notified the physician. When asked how she would have offered alternate meals for an intake of
less than 50 percent; if intake was not documented on the clinical record, RN #1 stated that she was not sure; that she may have been
made aware verbally by the nursing aide. RN #1 could not recall that far back if any specific instances where she offered alternate
food options to Resident #6. When asked if Resident #6's medical record was complete if there were several days of blank spaces
under meal percentage; RN #1 stated, No, it's not a complete medical record. Further review of Resident #6's clinical record revealed
no concerns related to a significant weight loss. On 10/9/20 at 2:00 p.m., ASM #1, the facility Administrator and ASM #2, the DON
(Director of Nursing) were made aware of the above concerns. Facility policy titled, Record Retention, did not address the above
concerns related to a complete medical record. No further information was presented prior to exit.
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