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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

 Based on record review, staff interview, and policy review the facility failed to follow professional standards ith regard
 to documentation on the Medication Administration Record [REDACTED]. The facility reported a census of 39 residents.
 Findings include: Record Review of July 2020, MAR, for Resident #1 revealed missing documentation of insulin administration and
blood sugar readings for the dates of July 6 and July 8, 2020. During an interview on 7/22/20 at 12:18 PM, Staff A,
 Registered Nurse (RN), verified she was the nurse working with Resident #1 on July 6 and 8 of 2020. She reported she forgot to
document the results on the MAR, although she had documented the blood sugar readings and insulin administration in her
 personal notebook. The RN then opened the notebook during the interview and pointed to the numbers. She added now she would
make a late note in the resident's medical record and document the values at this time. During an interview with the
 Director of Nursing (DON), on 7/22/20 at 1:00 PM, she revealed she expected nursing staff to completed and review their
 documentation after each shift and prior to leaving for the day. The Insulin Administration policy, with a revision date of September
2014, instructed staff to document the resident's blood glucose result as ordered and the dose and concentration
 of the insulin given.
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