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F 000 INITIAL COMMENTS F 000

 On 12/21/21, through 12/22/21, a standard 
abbreviated survey was conducted at your facility. 
Your facility was found to be NOT in compliance 
with the requirements of 42 CFR 483, Subpart B, 
Requirements for Long Term Care Facilities. 

The following complaints was found to be 
SUBSTANTIATED: H5492207C (MN79346), with 
deficiencies cited at F684.

The following complaint was found to be 
UNSUBSTANTIATED: H5492208C (MN79474).

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Departments acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
onsite revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained.

 

F 684 Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.

F 684 1/18/22
SS=D

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

01/07/2022Electronically Signed

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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F 684 Continued From page 1 F 684

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure physician 
orders for labs and dietary changes were followed 
for 1 of 3 residents (R2) reviewed for physician 
orders. 

Findings include:

R2's Face Sheet reviewed 12/22/21, indicated 
R2's diagnosis included type II diabetes, 
hypertension, protein-calorie malnutrition, and 
cerebral infarction (stroke). 

R2's quarterly Minimum Data Set (MDS) dated 
10/12/21, indicated R2 had a moderate cognitive 
impairment, required extensive assistance with 
most activities of daily living, and was not on 
insulin. 

R2's care plan dated 5/19/19, indicated R2 had 
type II diabetes, and required ongoing nutritional 
monitoring and medications as ordered. The care 
plan further indicated R2 was at risk for nutritional 
concerns related to his diagnosis, and staff were 
to provide and serve diet as ordered, obtain and 
monitor lab/diagnostic work as ordered, report 
results to the physician, and follow-up as 
indicated.

R2's Physician Visit note dated 11/30/21, 
directed: Please draw A1C (blood test that 
measures the percent of red blood cells that have 
glucose attached) check on 12/3/21, please place 
patient on carbohydrate controlled diet, please 
decrease Magic Cups (supplement) to 4 times a 
day (from 5 times a day).

 1. Affected Residents – Resident R2 
was not affected by this practice. R2 no 
longer resides at facility. Resident’s 
missed A1C would not have detected 
recent high blood sugars and prevented 
hospitalization. Resident has documented 
noncompliance with ordered diets and diet 
change order would not have affected 
resident’s blood sugars. 

2. Residents that receive orders vis fax 
have the potential to be affected. TCP is 
the only provider group at facility that 
sends orders via fax. Residents who are 
followed by TCP have received chart 
review to ensure that orders from the past 
30 days have been transcribed and 
processed. 

3. Facility identified gap in internal 
process related to receiving physicians 
orders on 12/22 and process change 
initiated. All of TCP’s faxes were being 
sent to main fax machine and lead to 
faxed orders not being received by 
appropriate personnel. Facility got fax 
machines for each nursing station on 
12/23 and started education with all 
licensed nursing staff on receiving faxes 
on each floor and checking fax machines 
at least once per shift and entering any 
received orders. TCP was updated on 
new process and fax numbers for each 
floor on 12/23. 

4. Audits will be conducted by DON or 
designee to verify that all orders are 
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F 684 Continued From page 2 F 684

R2's Order Summary dated 12/21/21, indicated 
R2 remained on a regular mechanical soft diet, 
received five Magic Cups per day, and did not 
reflect the order for A1C draw placed 11/30/21. 

On 12/14/21, at 1:24 a.m. an Emergency 
Department (ED) note indicated R2 had a blood 
glucose level of 930 (normal is 70-140) and A1C 
of 13.3 (normal A1C is below 5.7) in the ED, and 
indicated his diabetes was not being managed at 
the facility. 

On 12/14/21, at 3:16 a.m. a progress note 
indicated the hospital called and said R2 was 
admitted for high blood glucose levels and urinary 
tract infection (UTI). 

On 12/21/21, at 1:03 p.m. nurse practitioner 
(NP)-A was interviewed and stated R2 had 
experienced significant weight loss in 2020, 
Magic Cups were ordered, and Metformin 
(diabetic medication) was discontinued 5/21. R2's 
goal was an A1C of less than 7.5% and was well 
controlled at that time. NP-A stated at the end of 
April, R2 had 6.1% A1C, at the end of July R2's 
A1C was 7.7%. NP-A stated another A1C level 
was ordered on 11/30/21, to check the A1C on 
12/3/21. NP-A stated she did not have results for 
that lab and was unsure if it was completed. NP-A 
stated she had decreased R2's Magic Cups and 
started R2 on a carbohydrate controlled diet. 
NP-A stated she would expect the facility to 
complete the orders as written. 

On 12/21/21, at 1:46 p.m. medical record staff 
(MR)-A was interviewed and stated they did not 
have a completed lab request form for R2, which 
was needed to order lab draws for residents. 
MR-A did not recall a recent A1C for R2,  and 

entered. Providers will provide DON with 
list of residents they have written orders 
for. DON will audit list of residents to 
ensure that orders have been received 
and transcribed. Audits will be done on 
provider’s scheduled days each week at 
facility. Audits will be continued for 4 
weeks or until compliance is met. Audits 
will be brought to QAPI by administrator or 
designee for quality assurance.
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stated it was possible it had been missed. 

On 12/21/21, at 1:43 p.m. registered nurse 
(RN)-A was interviewed and stated she did not 
recall an order for A1C lab draw for R2 in 
December. RN-A reviewed R2's orders in the 
paper chart, and verified orders were present for 
A1C draw, Magic Cup, and carbohydrate 
controlled diet. RN-A stated, "No one has signed 
the orders" from 11/30/21, and stated when new 
orders come in, the nurse on shift is supposed to 
sign and process the orders, initiate the lab 
request form, and fax it to the lab. RN-A reviewed 
R2's electronic medical record and verified R2 
had not been changed to a carbohydrate 
controlled diet. RN-A called the lab, who verified 
the A1C was not drawn as ordered on 11/30/21, 
and R2 had not had an A1C lab drawn since July.

On 12/22/21, at 9:40 a.m. the nutritional services 
director (NSD)-A was interviewed and stated R2 
was on a regular diet with mechanical soft texture 
and honey thickened liquids. NSD-A stated she 
was not aware R2 had diabetes, or an order had 
been placed on 11/30/21 for a carbohydrate 
controlled diet. NSD-A stated nursing staff were 
responsible to inform dietary services of changes 
in diet orders, and update the electronic medical 
record.

On 12/22/21, at 10:00 a.m. the director of nursing 
(DON) and director of clinical operations (DCO) 
were interviewed. The DON stated they identified 
RN-B had worked on 11/30/21, when R2's orders 
were written. RN-B stated the fax did not come 
through during his shift, he was not able to 
indicate when the orders came into the fax 
machine, and stated he never saw the orders. 
The DON stated the expectation was to sign and 
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process physician orders as soon as they are 
received, as written. 

The facility policy Order Entry by Dieticians dated 
3/12/18, directed daily, at clinical start up, the 
Interdisciplinary Team will review all orders within 
the prior 24 hours and will be responsible to 
ensure the order entry process is followed.

A policy on physician orders was requested, but 
not provided.

FORM CMS-2567(02-99) Previous Versions Obsolete JO8611Event ID: Facility ID: 00253 If continuation sheet Page  5 of 5






	PCRLtr Rich
	OrigCertLtrRich
	Hlth2567Rich - 
	OrigLicLtrRich

