oo ‘a‘ T l‘ e :—f
B #&Wi’g"ﬁ ¥

PRINTED: 0111372045

L . ) FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY . :
AND PLAN OF CORRECTION HGENTIFICATION NUMBER: A BUILDING: / COMPLETED B
o g3 ' S
FCLOASI02 8. NG 12/31/2014 E

NANE OF PROVIDER OR SUPPLIER -

SCUNDVIEW FAMILY CARE HOME UNIT M

STREET ADDRESS, CITY, STATE, ZF CODE

FLAT ROCK, NC 28731

15 EAST MONET COURT , i / i i

Administration

10A NCAC 13G 1004 Medication Administration
{a} Afamily care home shall assure that the
preparation and administration of medications,
prescription and non-prescription and treatments
by staff are in accordance with: )
{1) orders by a licensed prescribing praciificner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures,

This Rule is not met as evidenced by:
TYPE 8 VIOLATION

Based on observation, interview, and record
review the facility failed to assure Humalog and
Levemir insuling and Lisinopril were administered
as prescribed for 2 of 3 sampled residents
(Resident #1 and Resident #3).

The findings are:

A. Review of Resident #1's current FL2 dated
11/20/14 revealed:

-Diagnoses included feft hip frachire, status post
open reduction and internal fixation of left hip.
type 2 diabetes mellitus, bipolar disorder,
depression, seizures, and chronic pain.

-A medication order for Novoleg insulin {used to
reduce biood sugarfast acting) per sliding scale
before meals and at bedtime (FSBS 180-200=1
unit, 201-250=2 units, 251-300 = 4 units,

[ 2}3 SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PEAN OF CORRE: (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHbULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION; TAG CROSS-REFERENCGED TO THE APPROPRIATE DATE
PEFICIENCY) . :
€ 000! Initial Comments €000 ¢220
The Adult Care Licensure Section and the OQ Qﬁ(\m@k\g I (Q(@ i
Henderson County Department of Social Senvices QU-P@ X . - ord P
conducted an annual survey on December 30-31, 13 ob R i
2014, ‘ o 6 '
fud Tadn and
€ 330 304 NCAC 13G .1004(a} Medication €330 :

St B
o smegrdond |

QD N OEXY WO QAL D
Q\M}\{a}ﬁm 212 hos

STATE FORM

Division of ice Regulat: -
LABDRATORY DIRECTOR'S OR P Dm@iPLlER REPRESENTATIVE'S SIGNATURE

A .

[ ]

4BT714 ¥ coctingation sheet 1 of 29

¥ . B
HAwlS




PRINTED: 011372015
FORM AFPROVED
Division of Health Service Regulation .
STATEMENY OF DEFICIENCIES X1) PROVIDERISUPPUERICLIA {<2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIRIGAFION NUMBER: A BUILDING: COMPLETED
FCLO45102 B. NG 12134112014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
SOUNDVIEW FAMILY CARiE HOME UNIT N 15 MONET COURT
FLAT ROCK, NC 25731
o SUMMARY STATEMENT OF DEFICIENGIES o - PROVIDER'S PLAN OF CORRECTION x5)
PREFLX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD B coMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. ’ CEACIENCY}
G 330 | Continued From page 1 C ¢330 A AAEN
_ o Ano) ohedt ]\Y 5 ﬂ\z\B
301-350= & units, 361-400 = 8 units, gréater than \co¥en © ey 2
ADO notify physician). TARARA
-Amedication order for Levemir {(used fo reduce - AO M@S\af‘\ \‘I'\
blood sugar-fong acting) 4 units daily at bedtime. '\
-A medication order for Novolin N {usad to TNoES \C
reduce blood sugarintenmediate acting} 5 units - leﬂ}_x{'\\{\ Ao %cp}s\w’i .
twice a day before meals. ) ’
Congidnd ANZO.

Review of an order written by Resident#1's
1 Primary Care Physician {PCP) dated 11!26!14

reveaied: . ; .
-Discontinue current dose of Levemir oy N Yokl 2\1\\6
-Change Humulin N (bicequivalenf to Novolin N} t\‘éﬂ"f\\f\\ ":?Y.YGL E
to Levemir 12 units daily.times one week, then 14 "N\\\ LR AL N Y{P
units daily tmes one week, then 16 units daily, ? - - OJ'\A .

ob  cnsaliovns 0
Review of an order written by Resident #1's R_
Endocrinoiogist dated 12/13/14 revealed: QrEasma Oy ét\ ¢
-Levemir 9 units twice daily. A -
-Humalog {bicequivalent to Novelog) 4 units o dars &J'Q‘\ ¢
before meals three times daily.
-See attached for sliding scala. . i VO ww\@
-Keep glucometer al bedslde.

Mdcana - \-wow

1. Review of Resident #1's record revealad there

was np documentation of a sliding scale for this : E AR B PR "3\@8\9—

order dated 12/1144. % o m\\ s Yy 03“,
-

Interview with the Supemsor on 12/30/14 at :}5\\4 e \D ﬁ\_g_g\

&48am revealed: ) . :\‘Q &\ A o:\' ub\"\’\ 0}\ }\M

-She was the primary cars giver for the residents

in the home 24 hours a day / 7 days a week - Q‘
except she had scheduled time off o Tuesdays S eXechvemic > Coxhe

Sam fo 7pm. o . ) )Pv\p_ AQ}\W \D &m&ﬂv\ﬁk

-The facifity had been administering Novolog _
msulin per sfiding scale order from the FLZ dated .

11/20/14 for Resident #1. , o 59 e oA’*M
~5he had taken Resident #1 1o the

Endocrinologist for the appointment on 12/11/14.
-She stated normally the Transporter would have

Division of Health Sarvice Regulation
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taken the resident fo the appoiniment, but the Ov ABN S M &\bC JQX\\‘H‘(\LLP
Transporter had been on vacation, sc she had . .
taken Resident #1 fo the appointment herself. Cradicovon W Yoo Wi -
-To her knowledge there wasn't another sfiding a B ‘\'t)NL
scale order initiated by tire Endocrindlogist visit : \63‘ Q)t\) TO0OENL
on 12/11/114. -

~To her knowledge the resident had never taken ™ é\lﬁ O}\@ﬂ Cow )l' M\A ‘
Humatog insufin, but had always bee : ! E ! ¢ i
umatog insufin, & ays been on | Q_\,};\’\Q_y \ a=

Novoleg insudin.
-She had assumed since the Endecrinologist had \ t;:l
been given Resident #1's folder with her current ) Medac odn A

medication administrafion record he had been v Q_QC)( )“) } }\\ r

referring to that order when he had written "see ;
attached for sliding scale” on the ordered dated - e}md m& 3\0\3\&. ;:
1211414, O€. w
-She stated she would call the Endocrinology Neoy NNASE Yo ‘oo
office and get them to send a copy of the order é
they had on file for the visit on 12/11114. d
- eayo\td -

“Interview with the Administrator on 12/30/14 at - : O&\ - u)\\\

9:53am revealed: A ™D mé.kc I\ eLo TS

-Resident #t “fell one weekend twice due to low QA

blood sugar” \)_Q {’}C{}f\‘(\&ﬂ > MWQM

-'[Resident #1] had gone to the Endocrinologist . \ : 5

ard they changed her medicine all up and she fell {p(\é\ ATONG A.\ 0& ?

ard had a hip fraciure.” R A .
-"[Local home health agency name] has been \ﬁ \?\\Q_ \D&QA ‘N\.Léd(ﬂ-i‘\ﬁn
handiing agogressive physical therapy with her.”

' oA

Review of an Endocrinologist's order for Resident
#1 dated 12/11/14 received from Resident #1's
Endoerinologist on 12/30/14 &t 11:11am revealed:
-Blood glucose{B(G) monitoring kefore every meal
and bagiime.

-Humaleg Insufin {SS1): BG less than 50-Treat
low BG, delay injection until immediately after
meal; BG 51-70-Immediately eat. Taks injection
just before eating. Reduce insulin by 2 uniis; BG
71-150-Take prescribed dose of insulin.

-Take addifiona! Humalog Insulin {Pre: Breakfast,
Divisfon of Health Service Reguiation - _
STATE FORM Lo T 4BTTH ) 1 continuation sheet 3 of 21




Division of Health Service Reaulafion
STATEMENT OF DEFICIENCIES
AND PLAN OF GORREGTION

PRINTED: G1/13/2018
FORM APPROVED

{£1} PROVIDER/SUPPLIER/CUA
IDENTIFICATION NUMBER:

FCLB45102

052} MULTIPLE CONSTRUCTION
A, BUILDING:

B.WING

{X3) DATE SURVEY
COMPLETED

12/31/2014

NAME OF PROVIDER OR SUPPLIER

SOUNDVIEW FAMILY CARE HOME LNIT N

FLAT ROCK, NC 28731

STREET ADDRESS, CITY, STATE, ZIP CODE
15 EAST MONET COURY

T 4D
. PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST 8E PRECEDED BY FULL
RESULATORY OR LBC IDENTIFYING INFORMATICN)

i3}
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION
(BACH CORRECTIVE ACTION SHOULD B
CROSS-REFERENCED TO THE APPROPRIAIE
DEFICIENGY)

5)
COMPLETE
DATE

C 330

Cantinued From page 3

Lunch, Supper) BG 151-209, 1 unit; BG 201-250,
2 units; BG 251-300, 3 units; BG 301-350, 5
units; BG 351400, 7 units.

-Take additional Humalog Insulin (badtime) BG
151-200, none;, BG 201-250, 1 unit; BG 251-300,
2 units; 36:1-350, 3 units; BG 351-400, 5 unils.

Interview with the Supervisor on 12/30714 at

11 Pam revealed:

-"Here's the {prder] from the Endocrinologist's
office.”

They did not give me that when | was there."
I assumed she was meant io continue the old
sliding scale insufin order because [the
Endacrinalogist} had her folder fwith the her
current orders and eMAR] in front of him.”

-The medication orders were entered into the
eMAR system by the pharmacy.

-The eMAR system just popped up prompting
time Tor BG 1o be obtained and then it calcuwlated
what dose of insulin to administer to the resident.
-She was raspoensible for faxing over new crders
recaived from a physician.

-A copy of the orderwas alse sent to the main
office where the staff would double check all the
orders entered by the pharmacy.

Interview with the Supervisor on 12/31/14 at
2:08pm revealed "[The Endocrinologist's sliding
scale order dated 127/11/14] would have been
faxed over to the office and the pharmacy if | had
gotit”

Review of Resident #1's November 2014
Elechonic Medication Administration Record
(eMAR} revealed the BG range from 11/25114,
7pm to 9pm until 14/30/14, 7pm to Spin was 42 to
467.

Review of Resident #1's December 2614 eMAR

G330
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revealed:

-A computer generaled entry for Novolog as per
sliding scale. :

-The actual sliding scale used was not printed on
the eMAR.

-The BG range from 1271714, 7am to Bam ontil
12/10/44, 7pm to Spm was 45 10 473,

-The BG range from 12/11/14, 11am to 1pm untif
1214114, Tam to Sam when Resident #1 was
sent to the hospital was 56 to 284,
-Administrafion times were scheduled for 7am to
Bam, 11am to tpm, 4pmto 6pm, and 7pm 1o
Spm.

-From 12711714, 1tam to 1pm dose fo 12/14/14,
Tam 1o 9am dose, there were 2 occurrences out
of 2 opportunites where Novolog shiding scale
was documented as administered inaccurately.
-On 1212114, at 7ato 9a, BG 285, 4 units
Novolog documented as administered, 3 units
required,

-0n 1213114, at 7p tv Sp, BG 254, 4 unifs
Novolog documented as administered, 2 units
required.

Observation of Resident #1's medications on
hand in the facility on 12/30/14 at 3:31pm
revealed:

-There was one parfially used multidose vial of
Novolog insulin.

-The label had Resident #1's name with the
following desing instructions "use as directed
sliding scale.”

Interview with the Supervisor on 12/30414 at
1:16pm revealed:

-She had taken Resident #1 10 the
Endocrinologist for the appointment on 12/11/14.
-She had taken a folder with the resident's current
medication adeinistration record which also
contained the resident's fingerstick blood sugar

€330
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resulis.

-When she and the resident returmned back fo the
facility she reafized when she went 1o fax the new
medication order to the pharmacy, * realized fthe
physician] had the wrong medication,”

Since it was just writing the wrong insulin down
{Primary Care Physician's name] fixed i for me
that day.”

"l did not realize the sliding scale for the insuin
had changed until | called them today to clarify
what scale the order referred foo "

-She stated she had thought the physician was
referring to the same scale ordered on the
11420114 FL2,

Telephone interview with the facility pharmacy on
12/30/14 at 2:00pm revealed;

-Resident #1's sliding scale order was from the
FL2 dated 11/20/14. ]

-The order was as follows: Novalog insulin per
shding scele before meals and at bedtime (FSES
180-200=1 unit, 201-250=2 units, 251-300 =4
uhits, 301-350= 6 units, 351-400 = 8 unifs,
greater than 400 notify physician}.

-An order had never been received from Resident
#1's Endocrinologist dated 12/11/14.

Telephone inferview with Resident #{'s
Endocrinologist’s certified medicai assistant on
12430714 at 3;17pm revealed: :
-Resident #1 had been seen in their office: last on
1211114,

-The order for the sliding scale “was printed at
her visit™ and given {o the resident and caregiver.
~-The copy of the order that was faxed to the
faclity on 12/30/14 was what had been ordered
by Resident #1's Endocrinclogist and what he had
intended the resident receive.

-Their office had followed Resident #1 for a
number of years and her blood sugars were
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Review of the facility medication administration
policy section on medication changes revealed;
-Obtain a writter order from the physician with
clear and concise information as te the name of
the medication, the exact dosage, the strength,
the purpose of the medication, the date the
medicaion is to be changed, full administrative
directions.

-Orders are to be faxed to the pliarmacy
imnenediately,

~The medication administration record is to be
changed,

-Place a label from the pharmacy, which reads
"Directions changed, refer to chart” on the
medication over tha initial directions.

Review of an Accident/incident Report for
Resident #% dated 12/13/14 revezied:

-On 121314 at 7am, "Found resident in floor"
-"[The resident] stated that she fell out of bed.
Refused fo go to femergency room] at 7am, but
by Sam {the resident] stated her leg was feeling
worse.” .

-Resident #1 was sent to locat emergency room
on 12/13/14 at 9:20am for evaluation.
-Recommended sieps to prevent recurrence:
"Encourage {resident] to use call bell when feeling
wezk or unstable. Contact physician regarding
med changss 12/11 that may have contributed to
instability."

Review of an Accident/incident Report for
Resident #1 dated 12/14/14 revealed:

-On 12/14/14 at 7am, "Observed resident in floor.
[The resident] could not speak. Cabled 511
checked [blood glucose] itwas 56.

-Resident #1 was sent to local emergency room
an 12114114 at 7:43am for evaluation.

Division of Health Servics Reguigtion
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-Recommended sieps to prevent recurrence:
"[Home Healfh} to evaluate and treat. [Family
Member] requesied primary care to manage
diabetes due to falls since med change on
12111114 '

Review of a discharge summary for Resident #1
dated 12/16/14 ravealed the resident was
admitted fo a local hospitat for treatment on
12/14114 for a2 closed trochanteric fracture of the
femur and Type | diabetes melitus with
hemoglobin A1C between 7 and 8,

Interview with Resident #1 on 12/30/14 at 8:25am
and 12/31/14 at 7:55am revealed:

-She had fived in the facility for about 2 monihs
and she really "liked" living there. -

-Her blood sugars were not well controlled with
her medications.

-She stated shie had been an inpatient in a local
hospital in October 2014 when she fell originally
and bioke her left fernur and the hospital “did
surgery and put a metal rod in my leg

-She was dischamged from that hospital te a
skilled nursing facility for rehabifitation.

-She stated then she was discharged from the
skilled nursing facility and to the current assisted
living facility.

-She was cumrently receiving physical therapy with
home health in the facilily two times a week.

< can walk, but with a fimp."

-'I have starked using a cane and that helps.”
-Ste had fallen twice during December in the
current facility.

-The first fall had cccurred on 12/13/14 and she
stated she "didn’t want fo go to the femergency
room] at first, but later my head starfed hurting. 1
had a big egg an my head."

-At that peint the resident notified staff she
warted {o be evaluated and staff sent her out for
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evaluafion at & local emergency room,
~The resident was evaluated and refumed to the
facilify fater in the day on 12/13/14. .
~The resident stated she fell again on the moming
of 12/14114 and was sent to the emergency room

for evaluation where a CT scan {cross seciional
images of the bones) of the her left hip revealed
she had "reinjured the femur” and these was a
“haltline fraciure in the bone | sfili had left"”
~The surgecn 5zid it should not ba a problem
since it was a hailine fracture.” :
 -The surgeon fold her the fracture would "heal in . ’
no time."
-The resident believed her blood sugar gelling too
low did cortribute to her fall.
-She stated she had been "really upset” about the
recent changes the Endocrinologist had made to
her insuling and "I'd rather my sugar be high than
real low.”

intenvlaw with the Administrator on 12/30/14 at
3:.57pm revealad:

-She stated the Endocrinologist was a fault for the
problems Resident #1 had with her low BG which
colld have led to her falt, .
-She stated "He didn't reconcile his orders” or
review the cumment redication adminisiration
record (MARY} her staff had provided for him
during the visit.

“The Endocrinologist had crdered to “discontinue
medications” the resident "wasn'ion” :
-“Since he didn't attach & new scale we assumad
that he was referencing the shiding scale that was
in the folder with her current MAR.™

-"When [the Endocrinologist] made those
changes within days she fell.” .

-"The prAmary care provider started following her
after the hospital discharge and she’s had no falls
sinee.” :

-"1 think the medication changes contribuied to
Division of Health Service Regutation
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these falls.”

-On 12/11/14, "It was [the Supervisor's] day off
and she-was in and out throughout the day.”
-'fThe relief Supenvisor] thought [the Supenisor]

.| had faxed the orders o the phamacy.”

~The: order for Resident #1 had not ever gotlen
faxed to the pharmacy.

-"Cur office [staff] check order changes against
what the pharmacy enters.™

-Since the Endocrinologist’s order had been an
their own form, a copy must not have aver gotten
to the outgoing box for the office staif to review.

Interview with the Administrator on 12/31/114 at
8:50am revealed:

~The rehabilitation facility where Resident #1 had
heen discharged from before coming o the
gurrant facility had not told them about "problems
with biood sugars.”

-She belizved both falls wers related {o
medication changes.

Telephone interivew with Resident #1's family
member on 12/31/14 at 8:30am revealed:

~She believed Resident #1°s falls were related to
changes made by the Endocrinologist to the
resident's insulin crders.

-Resident #1 and she had recently decided o
ieave the Endocrinciogy practice wham the
resident had seen for 16 years because the
physician "adiusted her svening levemir znd she -
fell twlce™

~The "dases were too high making [Resident #1's]
sugars too low at night®

="A normal blood sugar at night is disasterous for
hef.”

-She stated often fimes changes made to
Resident #1's orders after hours or on weskends
by the Endocrinology practice physieians did not
“get into her charf” in the their offics.
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-"[Facifity name} is ihe best eare [Resident #1}
has had.”

-She felt a primary care physician was capable of
handling Resident #1’s insulin orders.

Telephone interview with the cerfified medical
assistant for Resident #1's Endocrinologist on
12/31/14 at 9:52am revealed:

-Tha Endocrinologist was caring for patients and
could not come to the phone.

-However, she stated the Endocrinologist's exact
words were "Insulin ean cause hypoglycemia and
this can cause falls.”

2. Review of an Endocrinologist's order for
Resident #1 dated 12/11/14 received from
Resident #1's Endocrinologist on: 12/30/14 at
11:11am revealed Lavemir 9 units at breakfast
and bedtime daily.

Review of the facility medication administration
policy revealed medication administration times
were defined for & twice dally medication to be
administered at 8am and 8pm.

Review of Resident #1's November 2014
Eledironic Medication-Administation Record
{eMAR) revesaled the BG range from 1172504,
7pm toOpm untit 11/30/14, 7pm to 9pm was 42 to
487. :

Review of Resident #1's December 2014 eMAR
revealed: .

-A computer generated entry originating on
12/11414 for Levemir 9 unis fwice daily.

The BG range from 12/1/14, 7am to Sam upti
12710114, 7pm to Spim was 45 to 473,

-The BG range from 12/11/14, 1tam fo 1pm until
12114414, 7am to 9am when Resident#1 was
serit to the hospital was 56 fo 294.
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-The Levemir 9 units was scheduled on the
eMAR to be administered at 8:30am to 8am and
4:30pm to 5:30pm. -

-Levemir 9 units was documented as
administered at 6:30am to 9am and 4:30pm to
5:30pm on 12M2/14 and 12/13/14 unfil Resident
#1 was admitted o the hospital on the morning of
12714114, ’

Interview with the Administrator on 12/30/14 at
9:53am revealed: ’

-Resident #1 "fell one weekend twice due o low
blood sugar.”

~TResident#1] had gone to the Endocrinologist
and ihey changed her medicine all up and she fell
and had a hip fracture.”

-"[Local home health agency name] has been
handling aggressive physical therapy with her."

Interview with the Supervisor on 12/30/14 at
i1:11am revealed:

~The Levemir insulin order dated 12/1114 was
faxed to the facility phammacy on 12/11114.

-The medication orders were entered inte the
eMAR system by the pharmacy.

~The eMAR system just popped up prompting a
time and calculated dose of insulin to administer
to the resident.

-She was responsible for faxing over new orders
received from a physician.

-A copy of the order was also sent to the main
office where the staff would double check all the
orders entered by the pharmacy.

Telephone inferview with the facility pharmacy on
12430114 at 2:00pm revealed they had received
the order from the facility for Levemir 8 units twice
daily on 12/11714,

Telephone intarview with Resident #1's
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Endocrinologist's certified medical assistant on
12/30/14 at 3:17pm revealed:
-Resident #1 had been seen in their office last on
12111114 . : :
-The insulin orders wers printed at the visit and {
given to the resident and caregiver.

-The copy of the order that was faxed to the
facility on 12/36/14 was what had been ordersd
by Resident #1's Endoerinologist and what be had
intended the rosident receive.

-Fheir office had followed Resident #1 fora
number of years and her blood sugars were
“erratic.”

Review of an Accident/incident Report for
Resident #1 datad 12/13/14 revealed:

~On 12/13/14 at 7am, "Found resident in floor.”
-[The resident] stated that she fell out of bed,
Refused to go to [emergency room] at 7am, but
by Sam [the resident] stated her leg was feeling
worse."

-Resident #1 was sent to local emergency room
on 12/13/14 at 5:20am for evaluation.
-Recommended steps to prevent recumence:
“Ensourage [resident] fo use call bell when feeling
weak or unstable. Contact physician regarding
med changes 12/11 that may have confributed to i
instability* .

Review of an Accident/incident Report for
Resident #1 dated 12/14/14 revealed:

-On 12/14]14 at Tam, "Observed resident in floor.
{The resident] could not speak. Called 911
chacked [blood glucose] it was 56."

-Resident #1 was sent 1o local emergency room
on 12/14/14 at 7:43am for evaluation.
-Recommended steps 1o prevent recurrence:
"[Home Health] to evaluzte and treat. [Family
Member] reguested primary care fo manage
disbetes due to fails since med change on

Divisicn of Health Service Regulation
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Review of a discharge summary for Resident #1
dated 12/16/14 revealed the resident was
admitted to a tocal hospital for treatment on
12/14/14 for a closed frechanteric fracture of the
femur and Type | diabstes mellitus with
hentoglobin A1C between 7 and 8.

Interview with Residert #1 on 12/30/14 at 8:25am
and 12/31/14 at 7:55am revealed:

-She had lived in the facility for about 2 months
and she really "Tiked" fiving there.

-Her bload sugars were not well controlled with
her medications.

-She stated she had heen an Inpatientin a local
hospital in Octobar 2014 when she fell originally
and broke her lef femur and the: hospital "did
surgery and put a metal rod In my leg.”

-She was discharged from that hospital o a
skilled nursing facility for rehabilitation.

-She stated then she was discharged from the
skilled nursing facility and 1o the current assisted
living faciiity.

~-She was currently receiving physical therapy with
home heatth in the fadility two times 2 week,

- ean waik, but with a iimp.”

=" have: started using a cane and that helps™
-She had fallen twice during December in the
current facility.

~The first fall had occurred on 12713/14 and she
stated she "didn’t want to go to the [emergency
room] at first, but later my head started hurting. |
had a big eqg on my head.”

-At that point the resident nofified staifshe
wanted 1o be evaleated and staff sent her out for
evalustion at 3 local emergency room.

-The resident was evaluated and returned to the
faciiity later in the day on 12/13/14,

-The resident stated she fell again on the moming

Division of Health Service Reguiation
STATE FORM

4BT711

¥ cootmyation sheet 14 of 21




PRINTED: 01/13/2015
FORM APPROVED
Division of Health Service Requlstion . i
STATEMENT GOF DEFICIENCIES (X1) PROVIGER/SUPPLIER/CLIA 062) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEFR: A BLILDING: GOMPLETED
FCLO45102 B.wakG 1213112044
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
15 EAST MONET COURT
S VIEW F; :
OURD ARILY CARE HOME UNIT N FLAT ROCK, NC 25731 :
g | . SLIMMARY STATEMENT OF DEFICIENCIES in PROVIOFR'S PLAN OF CORRECTICN x5
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE GOMPLETE ‘
TAG REGULATORY OR L5C IDENTIEYING INFORMATION) TAG CROSE-REFERENCED 70 THE AFPROPRIATE DATE
' DEFAICIENCY) ’
€330} Continued From page 14 : C330

of 12714714 and was sent to the emzrgency room
for evalvation where a CT scan {cross sectional
images of the bones) of the her left hip revealed
she had “reinjured the femur” and there was a
“hairdine fracture in the bone | still had ="

-"The surgeon sald it should not be a problem
sinca it was a hatline fracture,”

-The surgeon told her the fracture would “heal in
no time.”

~The resident believed her blood sugas gatting too
low did contribute to her f=ll.

-She stated she had been “realiy upset’ about the
recent changes the Endoctinologist had made to
her Insulins and "V'd rather my sugar be high than
real low.”

Inferview with the Administrator on 12/30/14 at
3:57pm revealad:
-She siated the Endocrinologist was a fault for the
problems Resident #1 had with her low BG which
could have led to her fall.-
-She stated "He didn't reconcile his orders” or
review the current medication administration
record {(MAR) her staff had provided for him :
during the visit. ' f
-The Endocrinoiogist had ordered to "discontinue
medications” the residant "wasn{on.”
“"When [the Endocrinofogist] made those
changes within days she fell”
-"The primary care provider started following her
after the hospital discharge and she's had na falis
sihce." :
="l think the medication changes coniributed io o
these falls.” :
~0n 12711714, "It was [the Supervisor's] day off
and she was in and out throughout the day.”
~'TThe relief Supervisor] thought [the Supervisor]
. | had faxed the orders to the phammacy.”

| -The order for Resident #1 had not ever goﬁen
faxed {0 the phamacy.

" Division of Health Sewvica Regufation .
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-Since the Endoceinologist's order had been on
their own form, a copy must not have ever gotten
to the outgoing box for the office staff iv review.

Telephone interivew with Resident #1's Tamily
member on 12/31/14 at 8;30am revealed:

-She believed Resident #1's falls were related to
changas made by the Endocrinologist to the
resident’s insulin orders.

-Resideni #1 and she had recently decided fo
lsave the Endocrinology practice whom the
resident had seen for 10 years because the
physician "adjusted her evening levemir and she
fell twice."

-The “*doses were foo high making [Resident #1's]
sugars too low at night”

<A nommal blood sugar at night is disasterous for
her.*

~She stated often imes changes made to
Resident #1's orders after hours or on weekends
by the Endocrinolegy practice physicians did not
"gst into her chart” in the their office.

~[Faciity name] Is the best care [Resident #1]
has had.”

-She felt a primary care physician was capable of .-

handling Resident #1's insulfin orders.

Interview with the Administrator on 12/31/14 at
8:50am revealed:

-The rehabilitation fachity where Resident #1 had
been discharged from before coming ta the
current facility had nof told them about "problems
with blood sugars.”

-She believed both falls were related to
medication changes.

Telephone interview with the certified medicat
assistant for Resident #1's Endocrinologist on -
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~"Our office [staff] check order changes against
what the phammacy enters "
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12/31A14 at :52am revealed:
-The Endocririclogist was caring for patients and
could not come to the phone.

-Heowaver, she stated the Endocrinologist's exact
words were "Insulin can causs hypaglycamia and
this can cause falls." :

B. Review of Resident #3's current FL2 dated
8/28/14 revealed diagnoses included:
~encephatopathy

-urinary tract infections

-coronacy atherosclerosis

-thabetes mellitus

-schizoaffectiva disorder

Review of a physician's order for Resident #3
dated 10/8/14 revealed an order to check vital
- signs weekly.

Review of a physician's order for Resident #3
dated 9/22/14 revealed Lisinopril {used to
regulate blood pressure) 10mg daily.

Review of a physician's order for Resident #3
dated 11/13/14 revealed:

~Lisinoprit 10mg daily discontinued.
~Lisinopril 20mg daily.

Review of a physician's order for Resident #3
dated 11/20/14 revealed:

-"[Followup] was needed after [biood pressure]
has been very high."

-Lisinopril 30mg daily.

Review of Resident #3's November 2014 e-MAR
revealed: )

-A& computer generated entry for Lisinopril 10mg
dakly.

-Lisinoprit 10my was documanted as

"| administered 11/1/14 to 14/13/14 daily at 8am.
Division of Health Service Reguiation
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-A computer generated entry for Lisinopril 20mg
daily beginning 11/14114.

-Lisinopril 20mg was documented as
administered 1114/14 to 11/20/14 daily at 8am.
-A computer generatad entry for Lisinopril 30mg
daily beginning 11/21/14.

-Lisincprif 30mg was documented as
administered 11/21714 to 11/30/14 daily at Bam.

Normmal blood pressure is considered 120/80
according o the National Institute of Health.

Continued review of Resident #3's November
2014 =-MAR revealed:

~0n 11/4714, blood pressure documented
156/117,

-On 11/11/14, blood pressure documented
150/107.

-0On 11118114, blood pressure documented
168/136.

-On 11,2514, blood pressure documented
165788

Review of Resident #3's December 2014 eMAR
revealed:

-A computer generated entry for Lisinoprit 30mg
Gaily.

-4 isinopril 30mg was documented as
administered 12/1/14 to 12/30/14 daily at 8am.

Continued review of Resident #3's December
2014 eMAR revealed: o

-0n 1272114, blood pressure documented
131/408.

-On 12/8114, bived pressure documented 156/88.
-0On 1211614, blced pressure documented
145786,

-On 12£2314, blood pressure documented
1687198,
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Observation of Resident #3's medicaticns on
hand on 12/30/14 af 11.00am revealed:

~There was one bubble pack of Lisinopril 20mg
tablets on hand for the resident.

In the lower drawer on the medication cart, there
was a bubble pack of Lisinoprit 10mg tablets for . oo
Resident #3. : -
-There were no tablets of Lisinopril 30mg strength . : . ;
on the medication cart for Residant #3.

Interview with the Supervsor on 12/3014 at
10:30am revealed:

-"T have been giving [Resident #3] Lisinopril
20mg."

-"| didn't see the increase fo 30mg” because it
was before | started working in this facility.

Interview with the facility phamnacy on 12/30/14 at
4:28pm revealed:

~The phamacy received an electronic copy of the
order for Lisimoptil 30mg daily on 11/20M14.

-The Lisinopril 30mg was filled on 11/20/14.

-The Lisinopril 30mg tablets were delivered on
11/21/14 and signed off as recelved by the facifity

Administrator. }0\&9‘&

Revisw of a phamacy delivery manifest dated 03/ e
14/21/44 at 5:06pm revealed: - 2 -—_
-The Administrator signed as having received tha
Lisnopril 20mg tablets.

Interview with the Administrator on 1230714 &t
4:45pm revealed:

-The medications were scanned nto the eMAR
systemn, but did not know where the Lisinopri
30mg tablets went.

=The Lisinopril 30mg iablets were not on the

-{ medication ¢art. .

Telephone interview with Resident #3's primary
Division of Healfh Service Regulafion -
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care physician's assistant on 12/30/14 5t 4:18pm
revealed:

-He was not concemed about Resident #3 not
getfing the Lisinopril 30mag daily as orderad.
-Lisinopril 30mg daily would have made the blood
pressure too low.-

~Low blood pressure would have increased the
resident's risk of falis.

Based on abservations, record review, and
attempted interviow with Resident #3 on
12/30/14, Resident #3 was determinad not to be
interviewable.

A plan of protection was provided by the facility on
1243014 ard included the following:
-Administrative staff will review all report of
consultations and hospital discharges fo ensure
all arders are reconciled,

W ransport our residents to al medicalhospital
visits so we will be aware of each physician visit
and chack for any new/changed orders.
-Administraiive check in will be done two to three
times weekly to ensure compliance.

CORRECTION DATE FORTHETYPE B
VIOLATION SHALL NOT EXCEED FEERUARY
14, 215,

3.5. 131D-21(2) Dadlaration of Residents' Rights

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
2. To receive care and services which are
atlequate, appropriate, and in complianoce with
relevant fedsral and state laws and rules and
regulations.

330
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: DEFRCIENCY) :
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This Rule is not met as evidenced by: .
Based on observations, inferviews and record ) : i
review, the facility failed to ensure residents : : i
received care and services which are adequals,
appropiate and incompliance with relevant fedsral
and state laws and rules and regulations refated
to medicabon administration.

The findings are:

Basad on observation, interview, and record

-| review the facility failed to assure Humalog and
Levemir insuling and Lisinopril were administered
as prescribed for 2 of 3 sampled residents
{Resident #1 and Resident #3). { Referto tag
£330, 104 NCAC 135G .1004{z) Medication
Administration (Type B Violation)]
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Shook, Linda

_
From: Norville, Charity P
Sent: Monday, February 16, 2015 817 AM
To: Jeffriesa@hendersoncountydss.org
Cc: Shook, Linda; Penland, Beverly D; Burns, Pam S
Subject: Soundview Family Care Homes Unit N-Henderson County
Attachments: Soundview Family Care Homes Unit N 2015-02-02 POC 4BT711.pdf

Please find attached copy of the approved Plan cf Correction (POC) for the above
referenced facility.

Thank vyou,

Charity Norville BSN, RN

NC Department of Health and Human Services
Division of Health Service Regulation

Nurse Consultant-Adult Care Licensure Section
12 Barbetia Drive, Asheville, NC 28806

Phone: (828) 670-3391-

Fax: (828) 670-5040

charity. norville@dhhs.nc.gov
www.ncdhhs.ne.gov/dhsr

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally priveleged, or ctherwise confideniial information, including cenfidential information relating to an
ongoing State procurement effost, is prohibited by law. If you have received this e-mail in error, please notify the sender immediately and delete ali records of this

e-mail.




