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D 000 Initiai Comments D 0o0o

The Adult Care Licensure Section and the
Reobseson County Department of Social Services
conducted an annual survey on March 22 - 24,
2016.

D 273) 10A NCAC 13F .0902(b) Health Care D 273

10A NCAC 13F .0902 Health Care

(b) The facility shall assure referral and follow-up
to mest the routine and acute health care needs
of residents,

This Rule 15 not met as evidenced by:
TYPE B VIOLATION

Based on record review and interview, the facility
failed to assure referral of an elevated heartrate . . .
and follow up of finger stick blood sugar resuits Responsgs to the Clte.d (!eﬁCIenCIES do
according to paramaters provided by the licensed not constitute an admission or
praciifioner to mest the routine and acute health agreement by the facility of the facts
care needs for 1 of 3 residents {Resident #3) alleged or conciusions set forth in the
sampled. Statement of Deficiencies or Correctivel
Action report; the Plan of Correction
The findings are: is soley prepared as a matter of

compliance with State Law.
Review of Resident #3's current FL-2 dated

02/02/2016 revealed diagnoses included
hypertension, hyperlipidemia, morbid obesity,
mild mental retardation, chronic paranoid
schizophrania, and diabstes malfitus typa 1.

*Note: New Resident Care Coordinato:{
hired on 4/18/16 with extensive assisted
living experience.
a. Review of physician orders for Resldent #3

dated 02/02/2016 revesled a physiclans order for
weekly pulse.

Review of February 2016 electronic Medication
Administration Records (eMARs) revealed:
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-Thare was no documentation of weekly pulse. Health Care Referral & Follow up to
~There was no entry to obtain a weelkly pulse. include comparing physician orders,
medication administration record,
Review of March 2018 eMARS revealed weekly medications on hand and processing
puise rates included the following: all orders. (Initiated on 3/23/16)
-On 03/09/2016 at 2:00pm, pulse rate of 151,
ORIHBRNB 200 RUlse At ot Quick MAR reviewed to ensure 5/8/16
Review of care notes revealed no documentation er.ysl'c'a:: dolr_gggeg %aganmh:xaés aie
of contact with Resident #3's Primary Care ASI g4 i ted :
Provider (PCP) regarding the above heart rates. ny discrepancies corrected and
clarifications forwarded to Primary
(According to the National Institute of Health, 60 - Care Physician.
100 beats per minute is considerad a nomal
heart rate.) Additional training provided on 5/8/16
obtaining physician ordered vital signs
Interview with the Medication Aide (MA) on (blood pressures, pulse, weights) to
03/23/2016 at 1:45pm revealed: include parameters, executing
-The MA had never d‘lecked Resident #3‘3 pUISB phySECtan Ordered parameters_ho'ding
'?_hte' i bacfiorcail fie.tbmalt or administering medications,
5 e abostag:;zgt ;3 © call the physician or documentation, notification of
“The MA usually worked on the 11pm - 7am shift physician and FSBS to include sliding |
scale ingulin coverage.
Interview with the Resident Care Coordinator . . . .
(RCC) on 03/23/2018 at 3:15pm revealed: Training provided by qualified licensed 5/8/16

-The RCC did not know If Residant #3's pulse
rate of 151 on 03/08/2016 had besn referred to
the PCP.

-The RCC did not know if Resident #3's pulse
rate of 142 on 03/16/2016 had been referred to
the PGP,

~The RCC did not know if the facllity had a policy
and procadure for guidance to staff on when to
contact the physiclan ragarding vital signs
obtained by staff.

Intarview with the Primary Care Provider (PCP)
on 03/2312016 at 3:25pm revealsd:
-The PCP was aware of the 161 puise rate for

professional to include return
demonstration, standard for

normal heart rate, blood pressure &
understanding, when obtaining
physician ordered vital signs and FSB$
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D 273 Continued From page 2 D273
Resident #3. Order processing tracking system 5/8/16
-The PCP hed rechecked Resident #3's pulse implemented to include, but not limited
rate when it was recorded as 151 and Resident to:
#3's pulse rate was much lower, -Faxing order to phamracy
~The PCP did not remember if the pulse rate of -Review & approval of order by RCC
142 for Resident #3 had been bought to her -Delivery/receipt of medications
attention.
-The PCP stated she probably would not have RCC will review Quick MAR weekly 5/8/16
?;r;: anything different with regards to the puise to ensure physician orders and
~The PCP had not provided to the facility any parameters are followed as ardered.
parameters for puise rates on when to notify the
PCP.
Compliance will be monitaring by the | 5/8/16
Refer to interview with the Executive Director and Executive Director in coordination
Regional Directar Corporate Operations with the Nurse Consultant during. site
Specialist on 03/23/2016 at 3:43pm. visits.
b. Review of physician orders for Resident #3 . f 1
revealed an order dated 03/03/2016 which E@‘;Z y 'c:?:t ﬁzaatnhf;;;dg{gog ' S/8/18
included to discontinue all previous blood glucose 9 'III b it ; A6 B
checks; blood glucose check before meals and pressurgs Yl BE m.onl.ore ) HHIE,
" {every] 06:30am, q 11:30am, g 4:30pm: RCC.WIth communications to the
Humalog sliding scale 3 times dally injection for physician to assure that all residents
above sugars to bs given right after meals, Issues are addres_sed. The orde.rs
0-150; no Insulin, 161-200: 4 units, 201-250; 6 and parameters will be entered into
units, 251-300; 8 units, 301-350: 10 units, the Quick Mar system, which is the
351-400; 12 units, 401-450; 15 units, 451 or same system utilized for medications.
more: 15 units and call the doctor. This will allow for checking and
maonitoring these vitals.
Review of the eMARS for March 2016 for
Eiesldant 3 revealed: It will be the RCC's responsibility to | 5/8/16
-On 03/03/2016 at 4:00pm, Resident #3's finger monitor the P Y
: parameters and
stick blood sugar (fsbs) was documented as 520. notifications to the physician
-On 03/03/2016 at 8:00pm, Residertt #3's fsbs PRy ‘
was documented as 487. ; : ; ;
-On 03/04/2016 at 12:30pm, Resident #3's fsbs Executive Dlrgctor will monitor and 5/8/16
was documented as 495. assure compliance.
-On 03/06/2016 at 4.00pm, Resident #3's fshs
was documented as 478.
Divislon of Health Service Regulation
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Review of Resident #3's Care Notes ravealed:
-The staff documented contact with the physician
on 03/03/2016 at "12:16 1st shift' when Resident
#3's fsbs was "4 [there were blank spaces behind
the number 4]’ and the doctor stated there ware
new orders coming In and to only call if it's over
500.

-The staff documented calling with the physician
on 03/03/2016 at "2:16 1st shift" when Resident
#3's fabs was "6 [there were blank spaces behind
the number 5" but no answer and a voicemail
was left.

Interview with the Medication Aide (MA) on
03/23/2016 at 1:45pm revesled:

-The MA did not usually work on the 7am - 3pm
shift.

~The MA had only been working at the facllity
since the end of February 2016,

-The MA had never called the physician about
Resident #3's finger stick blood sugar (sbs)
results.

Interview with the RCC on 03/23/2016 at 2:25pm
revealed:

-The MA was supposed to call the Provider when
the {sbs readings were outside the prescribed
parameters.

~The MA would document In the resident care
notas or on a physician order form if the physician
notification occurred for fshs resuits outsida the
prescribed paramaters for notification.

Interview with the Primary Cara Provider (PCP)
on 03/23/2018 at 3.25pm revealed:

~The PCP had been getting some phone calls
when Resident #3's fsbs was outside the PCP
prescribed parameters for notification.

-The PCP was not sure of the exac! dates and
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times she had been notlfied,

Refer to interview with the Executive Director and
Regional Director Corporate Operations
Speclalist on 03/23/2018 at 3:43pm.

Interview with the Executive Director and
Regional Director Corporate Operations
Spacialist on 03/23/2018 at 3:43pm revealsd:
-Parameters for notifications to the physician
ware Individualized for each resident and should
be established by the physician or PCP,
-Notifications of elevated blocd sugars, heart
rates, blood pressures went directly to the
physician's office.

-Notifications from staff to the physician or PCP
would be documented in the resident care notes.

Review of the Plan of Protection submitted by the
facility on 03/23/2018 revealed:

-The Administrator and Resident Care
Coordinator (RCC) will assure the physician or his
deslgnes ls Inforined of changes in condition or
parameters for blood pressures, blood sugars, or
vital signs and follow up on orders and document
in care notes, weight book, and Coumadin book.
-A new tracking order form will be Implemented
immediately and monitored by the RCC and
Administrator to assura accurate follow-up and
delivery of order and medications.

-An immadiate chart audit will be done
03/23/2016.

-Ongoing oversight of Adminlstrator to assure
timely follow-up and compliance.

DATE OF CORRECTION FOR THIS TYPE B
VICLATION SHALL NOT EXCEED MAY 8, 2076.
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10ANCAC 13F .0802 Health Care

(c} The facllity =hall assure documentation of the
following in the resident's record:

(3) written procadures, treatments or orders from
a physician or other licensed health professional;
and

(4} implementation of procaedures, treatments or
orders specified in Subparagraph {c}{3) of this
Rule.

. , . New order tracking system implemented 5/8/16
This Rule is not met as svidenced by:

to ensure all physician orders are
PPEBVICEATION processed and approved by RCC to
Based on record review and interview, the facllity include by not limited to; physician
failed to assure physician's ordsrs for monitoring ordered b!ogd pressure, pul§e, weights,
of pulse rates (Resident #3), blood pressures food intake in cenjunction with FSBS
(Residents #2, #3), weights {Resident #2), finger and insulin administration,

stick blood sugars (Resident #3}, and food intake
(Resldent #1) , were Implemented as ordered for
3 of 3 residents {Residents #1, #2, and #3)

sampled. Additional training provided on 5/8/16

-obtaining physician ordered vital signs

The findings are: (blood pressures, pulse, weights, FSBS)

1. Review of Resident #3's current FL-2 dated to m(?"'.]de paramelers, executing .
02/02/2016 revealed diagnoses included physmn_ap or d|ered pafam.eters-holdlng
hypertansion, hyperipidemia, morbld obesity, or administering medications,

mild mental retardation, chronic paranoid documentation, notification of
schizophrenia, and diabetes mellitus typs I1. physician and FSBS to include sliding

scale insulin coverage.
Review of the Resident Register complated for

Residant #3 revealed an admission date of Training provided by qualified licensed | 5/8/16
02/08/2016. professional.
8. Review of physician orders for Resident #3
revealed:
Diviston of Health Service Regulation
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D276 Continued From page & Biamh Quick MAR training provided for 5/8/16
-There was a physician's order dated 02/02/2016 Medication Aides to include proper
for weekly blood pressures and pulse. documentation of_; -
-There was & physiclan's order dated 02/16/2016 -Medication Administration,
for datly blood pressure for 14 days and record on ~-Physician Ordered BP's, Pulse,
medication administration record (MAR). Weights, Pulse, Weights, FSBS
-There was a physician's order dated 03/02/2016 Insulin parameters v/s meal
for dally blood pressure for 14 days and record on intake,
AR -Sliding Scale Administration,
-Notificati of Physician for out of
Review of Resident #3's February 2018 electronic pHtCAtanS y
g range parameters,
Medication Administration Records {eMARs) .
revealad: -Documentation.
~There was no documentation for blood pressure RCC wilt monitor compliance
or pulse readings. . ;
~There was no entry on the eMAR for the blood ED will assure that the RCC is 5/8/16

pressure or pulse to be cbtained and
documented.

Review of Residant #3's March 2016 eMAR's for
blood pressure and pulse readings revealed:
-On 03/02/2018 at 2:00pm, Resident #3's blood
pressure was documented as 126/84 and the
pulse rats was 78,

-On 03/08/2016 at 2:00pm, Resident #3's blood
pressure was documented as 114/93 and the
pulse rate was 151.

-Cn §3/16/2016 at 2:00pm, Resident #3's blood
pressure was documented as 106/81 and the
pulse rate was 142,

-There were no other blood pressures or pulse
rates recorded for Resident #3.

(According to the National Institute of Health, a
person s considered hypertensive if the systolic
blood pressure is 140 or higher and diastolic Is 90
or higher. According to the National Institute of
Health, 60 - 100 beats per minute Is considered a
narmal heart rate).

Review of Care Notes for Resident #3 dated

monitoring for compliance.
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Continued From page 7

02/28/2016 through 03/22/2016 revealed:

~There was no documentation of any biood
pressures,

-There was no documentation of any pulse rates.

Interview with the Resident Care Ceordinator
(RCC}) on 03/22/2016 at 4:10pm ravealed:

-All vital signs were recorded on the eMAR's,
-The Medication Aide (MA) was responsible to
obtain and document vital signs.

-Any blood pressure or vital signs documented on
the eMAR would also print on the treatment
record {TAR).

Intarview with a MA working on 03/23/2016 at
1:45pm revealad:

-The MA had never checked Resldant #3's blood
pressure or pulse rats,

-Tha MA usually worked the 3rd shift {11pm to
7am).

-The MA had only been working at the facility
stnhee the end of February 2018,

Interview with the Primary Cara Provider (PCP)
on 03/23/2016 at 3:25pm revaealed:

-The PCP had not received any blood prassure
readings for the 14 day periods the hlood
pressures had been ordered for.

-The PCP reordered the blood pressure checks
because the blood pressures were not done the
first time ordered.

-The PCP believed the resident had besn started
on & new medication and wanted to monitor the
effects of the medication.

b. Review of physiclan orders for Resident #3
revealed:

-There was & physician's order dated 02/02/2016
for dally finger stick blood sugar {fsbs) checks.
-There was a physician's order dated 02/28/2018

D276
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for blood sugar checks twice dally fallowing a
hospital emargency room visit for hyperglycamia.

Further review of Resident #3's record revealed
Resident #3 had an emergency room visit on
03/01/2016 for hyperglycamla,

Review of Resident #3's care plan dated
02/16/2016 revealed Resident #3 was assessed
to be fully dependent for blood glucose
monitoring.

Review of Resident #3's February 2016 eMAR's
and TARs revealsd:

-There was no documentation for finger stick
bleod suger {fsbs) results,

-There was no transcription of an order for daily
fsbs chacks.

-There was no transcription of an order for twice
daily fsbs checks.

-There was a transcription on the February 2018
TARs as follows: "DC'd: Mon, Wed, Fri before
breakfast; Tues, This. Sat, Sun, at 2pm; FSBS
less than 40 and patient is awake give 1 cup of
juice, recheck the blood glucose 15 minutes after
the juica and notify the docter; FSBS 40-60 give 1
cup of juice and notify the doctor; FSBS 61-80
give % cup of juice; FSBS of 451 or more call the
doctor; if iow blood sugar and unresponsive call
EMS and notify the doctor ",

Review of February 2016 Care Notes for
documentation of finger stick blood sugar results
for Resident #3 ravealed:

-There were no Care Notes documented prior to
02/28/2018.

-On 02/28/2016 at 6:20am staff documented
resident's fshs was 426 after resident went to MA
and stated how he felt.

-The 02/28/2016 8:20am care ncte did not state
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exactly what the resident said to staff regarding
how he felt.

-The 0272812018 6:20am care note documented
the resident stated he fell during the night.

Interview with the RCC on 03/23/2016 at 12:55pm
revealed:

-Blood sugar results were recorded on the
eMAR's,

-The MA was responsible to obtain and document
finger stick blood sugar results.

-Any blood sugar results documented on the
eMAR would alsa print on the treatment record
(TAR),

-Tha RCC had reviewed the TAR and it looked
like the finger stick blood sugars had not been
checked for Resident #3 during the month of
February 2018,

-Rasident #3's fsbs was now beaing checked
morning, funch, and supper,

Interview with a Medication Aide {MA) on
0312412016 at 3:20pm revesled;

-The MA remembered checking Resident #3's
blood sugar and administering insulin when it was
high.

-The MA could not provide exact dates for fsbs
checks,

Interview with the Primary Care Provider (PCP)
on 03/23/2016 at 3:25pm revealed:

-The PCP remembeared getting calls about
Resident #3's fsbs but did not remember exact
dates.

-The PCP did not remember if she had reviewed
blood sugar results for February 2016 but would
check back in her records.

2. Review of Resident # 2's current FL-2 dated

D 278
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3/2/16 reveaied:

-Diagnoses of Osteoarthritis, A, Chronic Kidney
Diseass, Benign Prostatic Hyperplasia,
Hypertensive Disorder, COPD, GERD, Anxiety,
Peripheral Vascular Disease and Gastrointestinal
Hemorrhage,

-An arder for blood pressure to be checked dally,

Review of Resident Register revealed Resident #
2 was admitted to the facility on 2/8/16.

Review of the March 2018 Medication
Adminlstration Record (MAR) for Resident # 2
revealed blood pressures were being checked
weekly and recorded on the MAR as follows:
~On 03/01/2016 at 1:00pm, blood pressure
reading of 136/68,

~0n D3/08/2016 at 1:00pm, blood pressure
reading of 133/79.

-On 03/15/2016 at 1:00pm, blood pressure
reading of 115/84,

-On 03/22/2016 at 12:44pm, blood pressure
reading of 127/80,

Interview with the RCC on 3/23/16 at
approximately 11:15 am revealed:;

~She was unaware that Resident # 2's blood
Pressure was ordered to be checked dally.
-Resident # 2's blood pressure was ordered to be
checked weekly,

-She had missed the order change on Resident
#2's current FL-2.

~ltwas her responaibillty to ensure that any new
orders were transcribed to the MAR,

Interview with a MA on 3/23/16 at 11:20 am
revealad:

-She had not been checking Resident # 2's blood
pressure daily.

~She had been checking Resident # 2's blood
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pressure weekly and was unaware of an order
changa to check it dally.

-lt was the RCC's responsibility to make sure any
new orders were updated on the MAR.

Interview with Resident #2 on 3/23/16 at 11:30
am revealed:

-No one chacked his blood pressure daily,
-Sometimes staff would check his blood pressure,

interview with the facility medical providar on
3/23/16 at 3:40 pm revealad:

-Her infention was for staff to check Resident #2's
bloed pressure weekly and record it on the MAR,
~She signed the current FL-2 but overlooked the
order for the blood pressure te be checked daily.
-She stated that she would write a new order
today for the blood pressure to be checked
weekly.

Record review of a physician’s order dated
02/16/2016 for Resldent #2 revealed a

1 physician's arder for Resident #2's weight to ba

checked weakly and recorded on the MAR.

Review of the February 2016 eMAR for Resident
#2 revealed no documented weights for Resident
#2.

Interview with Resident #2 on 3/23/16 at
approximately 11:30 am revealed he had never
been weighed at the facility.

Interview with the Resident Care Coordinator
(RCC) on 3/23/16 at 11:45 am revealed:

-The wheelchair scale at the facllity were broken
and thare was no way to weigh Resident #2.
-No other attempts had been made to weigh
Resident #2.

D27e

Facility scales are in good working
condition. Staff will be trained in the
proper use of the scales.

It will be the responsibity of the RCC to
assure that staff are properly weighing

residents and to set the scheduled time
for obtaining physician crdered weights
unless specified time of day by physiciah.

It will further be the responsibility of the
ED to assure that physician ordered
weights are taken, documented and
notifications according to physician
expectations/orders.

5/8/16

‘6/8/16

5/8/186
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Observatlon of the wheelchair scales on 3/24/18
revealed the ramp for the scale was missing and
the scale was not stable enough to support a
wheelchalr.

interview with the Regicnal Diractor on 3/24/16 at
3:30 pm revesled:

-New wheelchair scale had been ordered and
should be at the facllity on 3/25/16.

-8he had not been informed that the facility
neaded a new wheelchair scale.

3. Review of Residant #1's current FL2 dated
03/09/16 revesled:

-Adlagroses list that included acute/chronic
respiratory distress, diabetes, hospital acquired
pneumonia, chronlc anemia, recurrert deep vein
thrombosis, history of pancytopenia, anxiaty,
stalus post mitral valve repair, alterad mental
status, tobacco user, coronary arterlosclerosis,
history of lung cancer, and history of psychotlc
disordar.

| ~ There was an order for finger stick blood sugar

{FS8B8}) checks before meals and at hour of
sleep.

Review of Resident #1's Resident Regster
revaaled an admission date of 02/02/186.

Review of a subsequent physician order dated on
03/16/16 to start an 03/17/16 revealed:

-There was an order to check FSBS before
breakfast, lunch, and supper and enter this
glucose level for the sliding scals insulin to be
glven after a subsequent meal.

-There was an order for Novolog Sliding Scale
insulin (Novolog is a fast acting injectable
madication used to help lower blood sugar [avels
in diabetics) three times a day to be given right
after breakfast, lunch and supper as follows:

D276
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0-150 = no insulin, 151-200 = 4 units, 201-250 =

6 units, 261-300 = 8 units, 301-350 = 10 units,

351400 = 12 units, 401-450 = 15 unlts, 451 or

more = 15 unfts and to call the doctor

~-There was an order if the resident ate less than

haif of any meal, than hold that dosa of sliding Food intake for Resident #1 5/8116

scale insulin. will be added to Quick MAR for

-There was an order for finger stick blood sugar monitoring and recording.

of 61-80 give one ¥ cup of juice; for finger stick
blocd sugar of 40-60 give one cup of juice and
notify the doctor; for finger stick blood sugars Jess
than 40 and awake, give 1 cup of julce, recheck

Med Aides will fellow physician orders
related to intake and orders for holding
Insulin based on precentage (%) of

the blood sugar 15 minutes after the julce and meal consumption.

nolify the doctor; If the patient has a low blood . . . .

sugar and unresponsive call EMS (Emergancy Trammg will be provided by qualified 5/18/16
Medical Services) and noiify the doctor, professional.

Review of Residents #1's prior FL-2 dated It will be the responsibility of the RCC | 5/8/18
02/05/16 revealed an order for finger stick blood to assure the weights are taken

sugar checks before meals and at hour of sleep, according to physician orders.

Review of a subsequent physiclan's order dated
{2/16/16 revealad.

-There was an order o sheck finger stick bloed
sugars before breakfast, lunch, and suppar and
to enter this glucose level for the sliding scale
insulin to be given after a subsequent meal,
-There was an order for Novalog Sliding Scale
Insulin three times a day to be given right after
breakfast, lunch and supper as follows: 0-150 =
no insulin, 151-200 = 4 units, 201-250 = 6 units,
251-300 = 8 units, 301-350 = 10 units, 351-400 =
12 unlts, 401-450 = 15 units, 451 or mors = 15
units and to call the doctor

-There was an order if the resident ats less than
half of any meal, then hold that dose of sliding
scale insulin.

~There was an order for finger stick blood sugar
of 51-80 give one % cup of Julce; for fingar stick
bload sugar of 40-80 give one cup of juice and
Division of Health Service Regulation
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notify the doctor; for finger stick blood sugars less
than 40 end awake, give 1 cup of juice, recheck
the blood sugar 15 minutes after the Julce and
notify the docler; If the patient has a low blood
sugar and unrasponsive call EMS and notify the
doctor,

Revlew of Resident #1's February 2016 EMAR
{(Elactronic Medication Administration Record) as
of 02/18/186 ravealed:

-Thare was an entry to parform a finger stick
blood sugar three times a day before meals and
dose per sliding scale with Novolog Flexpen
injection (Novolog Flexpen is an injectable fast
acting medication that comes in a prefilled pen to
help lower blood sugar levels) as follows: 0-150 =
0 units; 151-200 = 4 units; 201-250 = 6 units;
251-300 = 8 units; 301-350 = 10 units; 351 - 400
= 12 units; 401450 = 15 units; 451 or more = 15
units and call the doctor,

-There were entry times to administer the sliding
scale at 8:00am, 12:00pm and 5:00pm

- On 02/18/16 the MA entered her initials by tho
antry for 12:00pm, the row for sita administration
of the insulin was blank, there was entry for bicod
glucose as 0; and insulin amount given was 0.
-There were no aexceptions documented for
2/18/16 at 42:00pm.

-On 02/18/16 the MA entered her initials by the
entry for 5:00pm, the row for site administration of
Insultn was blank; there was an entry for blood
glucose as 0; and insulin amount given was 0.
-There were no exceptions documented for
2/18/186 at 5:00pm.

~On 02/19/16 the MA entered her initlals by the
entry for 8:00am, the row for site administration of
inaulin was blank; there was an entry for blead
glucese as 0; and insulin amount given was 0,
-Thers was an exception documented for this
order datad 02/16/16 that patlent refused on
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2/19/16 at 9:03am.

-0On 02/19/16 the MA entered her Inltials by the
entry for 12:00pm, the row for site administration
of insulin was blank; there was an entry for blood
glucosas as 0; and insulin amount given was 0,
=Thera was an exceplion documented for this
order dated 02/16/16 that patient refused an
2/19/16 at 11:50am.

-On 02/19/16 the MA entered her inltials by the
antry for 5:00pm, the row for site administration of
insulin was blank; there was an entry for blood
glucose as 0; and insulin amount given was 0,
-There were no exceptions documented for
2/18/16 at 5:00pm.

-0n 02/20/186 the MA entered her initials by the
entry for 8:00am, an entry of N for site
administration of insulin; there was an entry for
blood glucose of 128; and Insulin amount given
was 0.

-On 02/20116 the MA entered her initials by the
entry for 12:.00pm, an entry of N for site
administration of Insulin; there was an entry for

‘blood glicose of 150; and Insutin amount given

was 0.

-On 02/20/16 the MA entered her Initials by the
entry for 5:00pm, an entry of L for site
administration of insulin; there was an entry for
blood glucose of 128, and insulin amount glven
was Q.

-0n 02/21/16 the MA entered her initials by the
entry for 8;00am, an entry of N for site
administration of insulin; thate was an entry for
blood glucose of 98; and insulin amount given
was 0.

-0On 02/21/16 the MA entered her initials by the
entry for 12:00pm, an entry of N for site
administration of Insulin; there was an antry for
blocd glucose of 92; and insulin amount given
was 0.

-On 02/21/16 the MA entered her initials by the
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entry for 5:00pm, an entry of N for site
administration of insulin; there was an entry for
blood glucose of 118; and insulin amount given
was 0.

-0n 02/22/16 the MA enterad her inltlats by the
entry for 8:00am, an entry of N for site
administration of insulin; thera was an entry for
blead glucoss of 140; and insutin amount glven
was 0.

-On 02/22/16 the MA entered her inltials by the
entry for 12:00pm, an entry of N for site
administration of insulin; there was an entry for
blood glucose of 114; and insulin amount given
was 0.,

-On 02/22/16 the MA entered her initials by the
entry for 5:00pm, an entry of N for site
adminlstration of insulin; there was an entry for
blood glucose of 150; and insulin amount given
was 0.

Review of Resident #1's February 2018
Electronic Medication Administration Record
{EMAR) as of 02/16/16 ravealad:

- There wag documentation under the excaptions
that Resident #1 was hospltalized from 02/23/16
to 02/29/18.

-Thera were no computerized entries on the
February 2016 MAR to entsr glucose level for the
sliding scals insulin to be given afler a
stbsequent meal on the MAR.

-There was no documentation to indicate intake
of subsequent meals,

~There were no computearized entries on the
February MAR for & finger stick blood sugar of
61-80 glve one % cup of juice; for finger stick
blood sugar of 40-60 give one cup of julce and
notify the doctor; for finger stick blood sugars less
than 40 and awake, give 1 cup of julce, recheck
the blood sugar 15 minutes after the julce and
nolify the doctor; If the patient has a low blood
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sugar and unresponsive call EMS (Emergency
Medical Services} and notify the doctor,

Review of Resident #1's March 2016 EMAR
(Electronic MedIcation Administration Record)
revealed:

-There were no blood sugars recorded from
03/10/16 through 03/17/16.

~There was a computerized entry dated 03/18/16
to check fingsr stick blood sugars three times a
day after breakfast 8:30pm, lunch 1230pm, and
supper 5:30pm and dose as follows: ¢-150 =0
units; 161-200 = 4 units; 201-250 = 6 units;
251-300 = B units; 301-350 = 10 units; 351-400 =

12 units; 401-450 = 15 units; 451 or mere = 15
units and call the doctor.

- On 03/18/16 the MA entered her initials by the
entry for 5:30pm; site of administration right; there
was an entry for blood glucose of 148; there was
no row for insulin amount given.

-On 03/19/16 the MA entered her initials by the
entry for 8:30am; site of adminlstration N: there
was an entry for blood glucose of 136, there was
no row for insulin amount given.

-On 03/19/16 the MA entered her initlals by the
entry for 12:30pm; site of administration N; there
was an eniry for bloed glucose of 115, there was
no row for insulin amount given,

-On 03/15/16 the MA entered her initials by the
entry for 5:30pm; sile of administration teft; there
was an entry for blood glucose of 124, there was
no row for insufin amount given,

-On 03/20/16 the MA entered her initiais by the
entry for 8:30am; site of administration right, there
was an entry for blood glucose of 207, there was
no row for insulin amount given.

-On 03720/16 the MA entered her inltlals by the
entry for 12:30pm; site of administration N; there
was an entry for blood glucose of 79, there was
no row for insulin amount given,
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-Cn 03/20/16 the MA sntered her initials by the
entry for 5:30pm; slta of administration left; there
was an entry for blood glucosa of 126, thare was
no row for Insulln amount glven.

-0n 03/21/16 the MA entered her inltials by the
entry for 8:30am; site of administration right; thera
was an entry for bleod glucose of 188, there was
no row for insulin amount glven

-0n 03/21/16 the MA entered her Initials by the
entry for 12:30pm; slte of administration left; there
was an entry for blood glucose of 168, there was
no row for insulin amount glven,

-On 03/21/16 the MA entered her Initials by the
entry for 6:30pm; site of administration right; there
was an entry for blood glucose of 228, there was
no row for Insulin amount glven,

-On 03/22/16 the MA entered her Initials by the
entry for 8:30am; site of administration N; there
was an enfry for blood glucose of 107, there was
no row for insulin amount given,

-0n 03/2216 the MA entered her initials by the
entry for 12:30pm; site of administration N; there
was an entry for blood glucose of 140, thera was
no row for Insufin amount given,
~On 03/22/16 tha MA aentered her initials by the
entry for 5:30pm; site of administration N; there
was an entry for blood glucose of 133, there was
no row for Insulin amount given.

-On 03/23/18 the MA entered her initials by the
entry for 8:30am; site of administration left arm;
there was an entry for bloed glucose of 177, there
was no row for insulin amount given.

-On 03/23/18 the MA entered her Inltials by the
entry for 12:30pm; site of administration left; thera
was an anlry for blood glucose of 126, there was
no row for insulin amount given,

-On 03/23/16 the MA entered her Initials by the
entry for 5:30pm; site of administration right; there
was an entry for blood glucose of 114, there was
no row for insulin amount given.
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-There were no exceptions entered for the
Novolog sliding scale and finger stick blood
sugars from 03/18/16 through 03/23/16.

Review of Resident #1's March 2016 TAR
ravaaled:

-There were no blood sugars recorded from
03/10/16 through 03/17/18.

-There was a computerized entry dated 03/18/16
to check finger stick blood sugars three times a
day befaore breakfast 7:30am, before lunch
11:30am, and before suppser 4:30pm.

-There was a computerized entry to enter glucose
lavel for the sliding scala insulin to be given after
a subsequent meal initialed by MA's from
03/18/16 through 03/22/18,

-There was a computerized entry for Novolog
Sliding Scals insulin three times a day to be glven
right after breakfast, lunch and supper; If resident
ate loss than one half of any meal, then hold that
dose of sliding scale insulin.

-There was an entry for finger stick blood sugar of
61-80 glve one % cup of juice; for fingar stck
bicod sugar of 40-60 give one cup of juice and
netify the doctor; for finger stick blood sugars less
than 40 and awake, give 1 cup of juice, racheck
the bleod sugar 15 minutes after the juice and
notify the doctor; If the patient has a low blood
sugar and unresponsive call EMS and notify the
doctor; the MA ' s entered initials from 03/18/16
through 03/22/16.

-Thers were no exceptions entered for the
Novolog silding scale and finger stick blood
sugars from 03/18/16 through 03/22/18.

-There was no decumentation to indicate a
percentage amount of a subsequent meal eaten
by Residant #1.

Interview with the RCC (Residant Care
Coordinator) on 03/23/16 revealed there were na
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additional documents for medication
adminlstration crders or a TAR (Troatmant
Administration Record) for February 2016 for
Resident #1.

Interview with a MA on 03/24/16 at 2:30pm
revealed:

-There were two parsonal care aides assigned to
monitor focd intake during each meal.

-The MA's ware are also responsible to observe
the residents food intake during rmeals.

-if the MA had to leave the dining area during

| meal time, it was the responsibility of the personal

care alde to report the amount of the maal the
residents ate to tha MA.

-There was not a form designated to record the
food Intake amount for residents.

-There was net a list provided to personal care
aides of diabstic residents who would require
manitoring of meal intake,

Review of the Plan of Protection submitted by the
facility on 03/30/2016 revealed:

~The facility had immediately put into place a
bucket tracking form as of 03/30/2016 to make
sure that all physiclans orders are carried out
corractly and on tima.

-Staff have basn shown how to use the form.
-The Administrator will check ali ordars daily to
confirm that all orders are carried out and
edministered as ordered,

DATE OF CORRECTION FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED MAY B, 2016.

10A NCAC 13F .0904(e)(3) Nutrition and Food
Service

D2vs

D 309
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104 NCAC 13F .0904 Nutrition and Food Service
(e} Therapeulic Diets in Adult Care Homes:

(3) The facility shall maintain an accurate and
current listing of residents with physiclan-ordered
therapeutic dists for guidance of focd service
staff.

This Rule is not met as evidenced by:

Based on cbservation, racord review and
Interviews, the facility failed to maintain an
accurate and current listing of 2 of & residenls
(Resident #1, Resident #2) with physician ordered
therapettic diets.

The findings are:

1. Review of Resident #1's current FL-2 dated
3/9/16 revealed:

-Diagnoses includedAcute Chronic Respiratory
Distress, Diabsetes Mellitus, Hospital Acquired
Pneumenia, Chronic Anemia, Recurrent DVTs,

1 History of Pancytopenia, Anxisty, S/P Mitra! Valve

Repair, Altered Mental Status, Tobacco User,
Coronary Arterlosclerosis, History of Lung
Cancer, History of Pgychiatric Disorder.

-An order for a Cardiac/Diabetic diet.

Review of the modified diat list posted In the
kitchen revealed Resident #1 was on & Regular
diet.

Review of the current diets offered by the facility
revealad the facllity offered Regutar, No added
table salt, Mechanical Soft, Pureed, and Fat Free
diets.

Interview with the Dietary Manager on 3/23/18 at
11:40 am revealed:
~He kept a binder In the kitchen with all of the

All Diet orders will be reviewed and
clarified to assure that all resident diets
are being implemented as directed by
their physician. Information on facility
offered diets wilt be shared with the
physician should a diet ordered require
¢larification.

Note: Facility supports a liberalized diet,
which is recognized and also supported
by the diabetes association.

Employees will receive additional
training on how to encourage residents
to follow their physician ordered diets.
RCC will be notified of resident's
wishing to exercise their right to choosd
not to follow the diet ordered. RCC

will notify physician of resident choice
and ask for further instructions.

5/8/16

5/8/16

5/8/16

Divislon of Health Sorvice Ragulation

STATE FORM

DE4GH

Hf continuation shest 22 of 42




PRINTED: 04/14/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALO78095 B.WING 03/24/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
104 HOPE LANE
HOPE SPRINGS
RED SPRINGS, NC 28377
o 10 SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION B
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D 309 | Continued From page 22 D 308

current diet orders for all of the residents.

-The most current dist order for Resident #! was
for a Regular diet dated 2/16/16 according to the
information that was providged ta him.

~The facility doss not offar a Cardiac/Diabelic diet
and residents with those diet orders should not be
admitied unless their doctor can change the diet
order to one that the facility offers.

Interview with the Administrator on 3/23/18 at
11:50 am revealed:
~The facllity does not offer a Cardiac/Diabetic

| diet.

-Normally the medical provider for the resident
reviewsd the diets offered by the facility and
chose the appropriate diet for the resident.

-5he did not know why Resident #1's diet order
had not been changed to one that was offered by
the facility.

2. Review of Resident # 2's current FLs-2 dated
3/2116 revealed:

-Riagnoaes included Osteoarthritls, A, Chronic
Kidriey Disease, Benign Prostatic Hyperplasia,
Hypertensive Disorder, COPD, GERD, Anxlety,
Peripheral Vascular Disease and Qastrointestinal
Hemaorrhage.

-An order for a Cardiac diet,

Review of the modified diet list posted In the
kitchen revaaled Resident #2 was on a Regular
diet / No added table salt dist.

Review of the current diets offered by the facility
revealed the facility offered Regular, No added
table salt, Mechanical Sofl, Pureed, and Fat Free
diats.

Interview with the Digtary Manager on 3/23/16 at
11:40 am revealed:

Diet orders for all residents have been | 5/8/16
listed and placed in the Dining Room/
kitchen area for immediate reference.
Physicians have signed new diet order
sheets and they are located in the
resident's chart and the dietary
department.
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«Ha kept a binder in the kitchen with all of the
current diet orders for all of the residents.

-The most current diet order for Resident # 2 was
for a Regular/No added table salt diet dated
2/16/16 according to the information that was
providad to him.

-The facility did not offer a Cardiac dlef and
residents with those diet orders should not be
admitted unless their doctor can change the diet
order to one that the facility offers.

An interview with the Administrator on 3/23/16 at
11:50 am revealed:

-The facility does not offer a Cardiac diet.
-Normaily the medical provider for the rasidant
reviewed the diets offered by the facllity and
chose the appropriate diet for the resident.

~She did not know why Resident # 2's dist order
had not been changed to one that was offerad by
the facility.

D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food D310
Service

10A NCAC 13F .0904 Nutrition and Food Service
() Therapeutic Diets in Aduit Care Homes:

(4) All therapeutic diets, including nutritional
supplernents and thickened liquids, shall be
served as ordered by the resident's physician,

This Rufe is not met as evidenced by;

Based on chservation, record review and
interviews, the facility failed o serve the
therapeutic diet ordered by the physician for 3 of
6 sampled residents (Residents #1, #2, #4).

The findings are;
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1. Review of Rasident #1's current FL-2 dated
3/9/16 revealed:;

-Diagnoses included Acute Chronic Respiratory
Distress, Diabetes Mellitus, Hospital Acquired
Pneumonia, Chronic Anemia, Recurrent DVTs,
History of Pancytapenia, Anxiety, S/P Mitral Valve
Repair, Altered Mental Status, Tobacco User,
Goronary Arteriosclerosis, History of Lung
Cancer, History of Psychiatric Disorder.

-An order for & Cardiac/Dlabelic diet.

}| Review of the modified diet list posted in the

kitchen revealed Resident #1 was on a Regutar
diet.

Review of the current diets offerad by the facility
revealed the facility offared Regular, No added
table salt, Mechanical Soft, Pureed, and Fat Fres
dlets,

interview with the Dietary Manager on 3/23/16 at
1140 am revealad:

~He kept a binder In the kitchen with all of the
current diet orders for all of the residents,

-The most current diet order for Resldant #1 was
for a Regular diet dated 2/16/16 according to the
information that was provided to him.

-The facility does not offer a Cardiac/Diabstic diet
and residents with those dlet orders should not be
admitted unless their doctor can changs the diet
order to one that the facllity offars.

Interview with the Administrator on 3/23/16 at
11:50 am revealed:

-The facility does not offer a Cardiac/Diabetic
diet,

-Normally the medical provider for the resident
reviewed the diets offered by the facllity and
choss the appropriate diet for the resident.
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. Pag Diet orders are maintained in the 5/8/16

residents chart as well in a binder in the
dietary/dining area.

It is the responsibility of the RCC to 5/8/16
assure that the diet orders signed are
delivered to the Dietary Manager to be
included in the binder for all

residents,

it will further be the responsibility of the | 5/8/16
ED to assist in monitoring the orders as
residents are admitted to the facility.

It will also be the responsibility of the EQ
to assure that the diet orders for new
admissions are compatible with the
liberalized diets offered by the facility.
Clarifications will be obtained for diets
not offered by the facility.
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-She did not know why Resident #1's diet order
had not been changed to one that wae offered by
the facility.

Observation of the noon meal on 3/22/16
rovealed Rasident #1 was servad a meal
according to a regular diet menu.

2. Review of Resident # 2's current FLs-2 dated
3/2/16 revealed:

-Diagnoses included Osteoarthritis, A, Chronic
Kidney Disease, Benign Prostatic Hyperplasia,

{| Hypertensive Disorder, COPD, GERD, Anxiety,

Peripharal Vascutar Disaase and Gastrointestinal
Hemorrhage.
-An order for a Cardiac diet.

Review of the modified diet list posted In the
kitchen revealed Resident #2 was on a Regular
diet / No added table salt diet.

Review of the current diets offered by the facility
revealed the facility offered Regular, No added
table salt, Mechanical Soft, Pureed, and Fat Free
diets.

Interview with the Distary Manager on 3/23/16 at
11:40 am revealed;

-He kept a binder in the kitchen with all of the
current diet orders for all of the residents.

-The most current diet order for Resident # 2 was
for a Regular/No added table salt diet dated
2/16/6 according to the Information that was
providad to him.

~Tha facility did not offer a Cardiac diet and
residsnts with those diet orders should not be
admitted unless thelr doctor can change the diet
order to one that the facility offers.

An interview with the Administrator on 3/23/16 at
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11:50 am revealad:

-The facllity does not offer a Cardiac diet.
-Normally the medical provider for the resident
reviewed the diets offered by the facllity and
chose the appropriate diet for the resident.

-She did not know why Rasident # 2's diet order
had not been changed to one that was offered by
the facility.

Obsarvation of the ncon meal on 3/22/16
revegled Resident # 2 was served a meal
according to a regular diet menu with no salt on
the table.

3. Review of Resident # 4's current FL-2 dated
1129/16 revealed:

-Diagneses included Gangrene of third tos,
Hypertension, Chronic Alcohol Abuse, History of
Polysubstance Abuse, and Peripheral Vascular
Disease,

-An order for a No Added Table Salt diet.

Ohservetion of the noon mes! on 3/22/16
revealed:

-Resident # 4 had 3 individual salt packets and
was adding salt to his meal.

-~Thaere was no additional salt on the table.

Interview with Resident # 4 on 3/22/16 during the
nooh meal revealed:

-He got the additional salt from the top drawer in
the buiffet.

-The food needed some sall.

Interview with the Distary Manager on 3/22/16 at
approximately 12:15 pm revealed:

-The faciiity provided individual salt packets to
rasidents that requested salt.

-The individual salt packets were kept Inside of a
drawer in a buffet in the dining room.
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~Cafeleria staff would havae to give residents the
additional salt packets,

Interview with a Personal Care Aide {PCA) on
03/22/18 assisling dietary staff in setving the
resldents revealed:

-Resident # 4 had asked her for the additional salt
packets and she had given them to him.

-She stated that she was unaware that Resident
# 4 was not supposed to have additional salt.
~She stated she thought that she was supposed
to give the Residents salt and other condiments if

-| they requested them.

Interview with the Administrator on 3/22/16 at
4.:00 pm revealed she thought if the residents
asked for additional condiments, staff had to
accommodate them so as not to violate thelr
rasident rights.

10A NCAC 13F .1004(a) Madication
Adminlstration

10A NCAC 13F ,1004 Medication Administration
(a) An adult care home shall assure that the
preparation and adminlstration of medications,
prescription and non-prascription, and treatments
by staff are in accordance with:

(1) orders by a licensed prascribing practitioner
which are maintained in the resldent's record; and
{(2) rulesin this Section and the facility's policies
and procedures,

This Rule s not met as evidenced by:
TYPE B VIOLATION

Based on observation, intarview, and record
review, the facility failed to assure maedications
were administered as ordered by the licensed

D310

D 358
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prescribing practitioner and in accordance with

the factlity's policies and procedures for 2 of &

residents (Residents #1 and #3) observed during

the medication passes, including errors with

insulln administration, and 2 of 3 residents

{Residsnts #2 and #3) sampled for record review,

including arrors with insulln administration and Medication administration training 5/8/16

topical creams.
The findings are:

1. The medication error rate was 7% as

| evidenced by 2 errors out of 28 opportunities

during the 12:00pm medication pass on
03/222016, the 4.00pm medication pass on
03/22/2018, and the 8:00am medication pass on
03/23/2018.

'| a. Review of Resident #3's current FL-2 dated

02/02/2016 revealed diagnoses included
hypertension, hyperipidemia, morbid obesity,
mild mental retardation, chronic paranoid
schizophrenia, and diabates mellitus type JI.

Review of physician orders for Resident #3
revealed:

-There was a physician's order dated 02/02/2016
for finger stick blood sugar (fsbs) checks daily.
-There was a physlcian's order dated 02/28/2016
for fsbs checks two times a day.

-There was a physician's order dated 03/02/2016
for fsbs checks daily Monday, Wednesday, Friday
befors breakfast, and Tuasday, Thursday,
Saturday, Sunday at 2pm. For fsbs of 500 or
more call doctor; 81-80 give % cup of juice; for
fshs 40-60 give 1 cup of juice and notify doctor;
far fsbs less than 40 and patiant is awake give 1
cup of juica, recheck the blood glucose 15
minutes after the juice and notify the doctor; if
patient has a low blood sugar and is

provided on 3/25, 3/28 & 3/31/16 by the
LHPS Nurse and a physician,

Medication administration refresher
training provided to include, but not
limited tg;

-Proceduure & use of scanners
-Procedure for discarding discontinued
medications in multidose packs
-FS88, insulin administration, rotating
administration sites

-Obtaining physician ordered blood
pressure & pulse to include physician
ordered parameters :
-Documentation

-Notification of physicians

-Medication administration hour window

PO's, insulin, liquids, eye drops, inhaler
& nasal sprays.

Training refresher provided by qualified
licensed professional.

-Administration of medications to includg:

5/8/16

518116
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uhresponsive calt EMS [emergency medical
sorvice] and notify the doctor.

~There was a physiclan's order dated 03/03/2016
fo discontinue all previous blood glucose checks;
blood glucese check before meals and "q" [every]
06:30am, q 11:30am, q 4:30pm; Humalog {a fast
acting injectable medication used to lower blood
sugars) sliding scale 3 times daily Injaction for
sbove sugars to be given right after mesls.
0-150: no Insulin, 151-200: 4 units, 201-250: 8
units, 251-300: 8 units, 301-350: 10 units,
351-400; 12 units, 401-450: 15 units, 451 or
more: 15 units and call the doctor. If the resident
eats less than half of any meal, then hold that
dase of sliding scale insulin, For blood glucose of
61-80 give ¥ cup of orange juics; for fsbs 40-60
give 1 cup of orange juice and notify doctor; far
fsbs less than 40 and patient is awake give 1 cup
of orange juice and check the blood glucose 15
minutes after the julce and notify the doctor; if the
patient has a low blood sugar and Is
unresponsive call EMS and notify the doctor.

Observation of the medication pass on
03/2212016 at 12:03pm revealed:

-The Medication Aide {MA)} performed a fshs
chack for Resident #3.

-Resident #3's fsbs results were observed to be
182,

-The MAinformed Resident #3 he would "have to
get a shot™,

-The MA prepared Humalag Insulin 4 units and
Injected the Insulin Into the right upper arm of
Resident #3 at 12:08pm.

-Resident #3 was instructed by the MAto go
down 1o the dining room far lunch,

-Resident #3 proceeded to the dining room and
was observed eating at 12:10pm.

Review of Resident #3's elactronic Medication

D 358

RCC will be responsible to assure
medication aides understand the
systems in place and are following
the procedures. RCC will conduct
random medication pass observations
and provide additional instruction and
guidance as needed.

RCC will review Quick MAR and check
check medication carts weekly to assun
medications are being administered as
ordered.

Compliance will be monitored by the
ED and nurse consultants during site
visits.

5/8M6

5/8/16
e

B/8/16

Divislon of Health Service Regulation
STATE FORM

DE4G1t If cortinuat

ion sheet 30 of 42




PRINTED: 04/14/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {*2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILEANG: COMPLETED
HALD78085 B. WING 03/24/2016
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 2P CODE
104 HOPE LANE
HOPE SPRINGS
RED SPRINGS, NC 23277
X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S FLAN OF CORRECTION ©8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
D 358 | Continusd From page 30 D 358

Adminlstration Records (eMARs) for March 2016
revealed;

-There was an entry for fsbs checks at 6:30am,
11:30am, and 4;30pm printed to the eMARSs with
documentation of fsbs 03/04/2018 through
03/18/2016.

~There was documentation that the order had
been "SUSPENDED 18 MAR 2016",

~There was a second entry for Humalog insufin
injections which Included fsbe three times daily
hefore meals and dose per sliding scale right
after meals with documentation of amount given,
site, and fsbs results timed for 8:30am, 12:30pm,
and 5:30pm from 03/03/2016 through
03/22/2018.

Intarview with the MA on 03/22/2016 at 12:55pm
revealed:

~-Tha MA performed the fsbs check for Residant
#3 before meals.

-Resident #3 "can get his insulln right afler
meals”.

-Resident #3 was supposed to have Insulin
administered three times daily right after meals.
-Resident #3's orders had changed many times.
~The MA adminlstered the insulin on 03/22/2016
at the meal time because she was "distracled,
nervous."

-Resident #3 usually was administered insulin
after meals.

Intarview with the Medication Aide (MA) on
03/23/2016 st 8;:00am revealed:

-The MA had already administered Resident #3's
medication.

~The MA would check Resident #3's fsbs after
Resident #3 ate breakfast,

-The instructions on the eMAR were to check
Resident #3's fsbs bafore meals but instructions
regarding time were for 8:30am.
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| cancar, oxygen dependent, hypertension, anxiety,

~The MA thought she should perform the fsbs
before Resident #3 ate, but the MA did not have
anywhare to record the fsbs before 8:30am.
-The MA administered medications at the times
printed on the eMAR.

-The MA would check with the Resldent Care
Coordinator (RCC) as suggested about chacking
Resident #3's fsbs.

Observation of the MA on 03/23/2016 betwean
8.05am and 8:07am revealad:

-The MA called Resident #3 out of the dining
room at 8:05am.

-The MA took Residant #3 into the medication
room and performed the fshs.

-Rasident #3 retumed to the dining room after the
fsbs was performed.

-Resident #3 was served his breakfast beverages
at 8:10am.

b. Review of Resident #1's current FL-2 dated
02/06/2016 revealed diagnosss inciudad lung

depression, history of desp vein thrombosls,
anamis, and diabetes mellitus,

Interview with Rasident #1 on 03/23/2015 at
8:35am revealad Resident #1 had already eaten
breakfast.

Observation of the medication pass on
03/23/2016 from 8:40am to 8:50am revealed:
~The Medication Alde (MA) performed & fabs
check for Resident #1,

-Rasident #1's fsbs result was abserved to be
177,

~The MA stated Resident #1 would be
adminlstered Novolog Flexpen insulin 4 units
according to the prescribed sling scate,

-The MA preparad Novolog insulin 4 units and
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injected the Insulin Into the left upper arm of
Resident #1 at 8:44am.

Interview with the MA on 03/23/2016 at 8:50am
ravealed:

-Residsnt #1 was supposed to be administered
Lantus Insulin 10 units every morning at 8am,
-The MA was nct going to administar the Lantus
tnsulin to Resident #1 “because 1 missed it, it's
too late to give it now, supposed fo get it at 8am,
can't mix the insufin".

-The MA stated she usually worked the 3rd shift
and not the 1st shift and did not give the Lantus
on the 3rd shift.

-She would contact the Residant Care
Coordinator for clarification on administering the
Lantus insulin,

immediate observation of the MA and RCC on
03/23/2016 revesled:

~The MA called the RCC to the medication cart.
-The RCC approached the medication cart and

reviewed Resident #1's eMAR instructions.

~The RCC told the MA shs would get clziification
from the physician.

-The MA did not administer the Lantus Insulin to
Resident #1 at that ime.

Interview with the RCC on 03/23/2018 at 9:20am
revealed:

~The RGC had contacted the physician and the
PCP.

-The PCP wanted Resident #1 to be administered
the Lantus insulin as ordered.

-Resident #1 was supposed to have heen
atministared the Lantus Insulln at Bam.
~Resident #1 was supposed {o have been
administered the Lantus insulin before she ate.
-Amedication error report would be complstad.
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Observation of the MA on 03/23/2016 at 9.40am
revealed:

-The MA approached Resident #1 and prepped
the resident's left upper arm for administration of
Lantus Insulin 10 units subcutaneously.

~The MA stopped after surveyor asked the MA
about rotating sites for insulin administration.
~The MA stated she usually rotated sites when
administering insulin.

-The MA then prepped the right upper arm and
administered Lantus Insulin 10 units
subcutanacusly,

Review of physician orders for Resident #1
revealsd:

-There was a physician's order dated 03/17/2016
for finger stick blood sugar (fsbs) checks before
breakfast, lunch, and supper. Enter this glucose
Isvel for the sliding scale insulin to bs given after
the subsequent meat.

-There was & physician's order dated 03/09/2016
for Lantus (a long acting injectable medication

used to treat lower bleod sugars in diabetics) 10
uhits subcutanecgusly daily.

Review of Resident #1's electronic Treatment
Administration Records {TARs) for March 2018
ravealed:

-Instructions for fsbs before breakfast, lunch, and
supper. Enter this glucose lavel for the sliding
scale Insulin to be given afier the subsequent
meal.

-The fsba's were scheduled for 7:30am, 11:30am,
and 4:30pm,,

Raview of Resident #1's eMARSs for March 2018
revealed:

-Instructions for Lantus insulln Injections included
to infect 10 units subcutaneosusly dally {do not mix
with other insulin products).
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~The Lantus insulin administration time was
scheduled for 8:00am,

2, Review of Reslcent #3's current FL-2 dated
02/02/2018 revealed diagnoses included
hyperiension, hyperlipidemia, morbid obesity,
mild mental retardation, chronic parancid
schizophrenia, and diabetes mellitus type 1.

a, Review of physician's orders dated 03/08/2016
revealed a physician's order to start Levemir
insulin (used to lower blood sugars in diabetes)

| 10 units every night at bedtime.

Review of the March 2018 eMARs for Resident
#3 revealed:

-There was no enlry transcribed to the eMARS for
Levemir Insulin.

-There was no documentation of administration
on the eMARs of Lavamir Insulln for Resident #3.

Interview with the Resident Care Coordinator
(RCC) on 03/23/2016 at 12:55pm revaaled:

~Reakient #3 was supposed o be administered

Levemlr Insulin at night,

~The RCGC knew there was an order for Resident
#3 to be administerad Levernir.

-The RCC had faxed the Lavemir order to the
phamacy but did not remember the date but did
get a faxed confirmation.

~The RCC did not know if the pharmacy received
the Lavemir order because she had not checked
back with the pharmacy.

-The RCC was responsible to assure physician
orders were on the eMARs.

~The pharmacy pravider put the orders in the
QuikMar,

~The RCC had to approve orders before order
was releasad for the MA to administer the
medication.

-The RCC was rasponslble to check the EMAR
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waekly against the hard copy physician order.
-Levemir Insulin should be showing up on the
eMAR.

-The RCC did not know If the Levemir Insulin was
recelved at the facility from the pharmacy,

-The MA was responsible for racelving
medications from the pharmacy and checking the
madications against the pharmacy dellvery ticket.
-The RCC was responsible to perform medication
cart audits weekly.

-The RCC could not provide a date as to when
she had completed a medicatlon cart sudit at the
facility.

Interview with a Medication Aide (MA) on
03/23/2016 at 1:30pm revealed:

-The only insulin Resident #3 was being
administered was for a sliding scale.

-The MA thought she had administered Levemir
insulin to Resident #3 in the past but did not
remember dates.

tnterview with the RCC on 03/23/2018 at 1:55pm
revealed.

-The RCC had called the pharmacy about the
Lavemir.

~The RCC refaxed the order fo the pharmacy on
03/23/2018.,

-The RCC did not have a copy of the original
faxed Levemir order to the pharmacy.

-The RCC thought she had a copy of the faxed
order.

-The Levemir Insulin had not been dispensed
from the pharmacy.

Interview with a MA on 03/24/2016 at 3:20pm
revealed:

-The MA thought it had been & while since she
had administered Levemir Insulin to Resident #3.
-The MA rememberad adminlstering it in the past
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but did not remember when the Levemir order
had changed.

Review of tha February 2016 sMARS for Residant
#3 revealed no documentation of administration
of Levemirinsulln since the resident was admitted
to the facility on 02/09/2016.

Interview with a Pharmacy Representative on
03/24/2016 at 8:20am revealed:

-The pharmacy received an order from the facility
on 03723/2018 for Levemir insulin 10 units
subcutanecusty every night.

-The Levemir order was esigned by the PCP on
03/02/2018.

-The Levemir insulin was dispensed and
delivered to the facility on 03/23/2018,

-There had been no Levemir ingulin dispensed to
the facifity prior to 03/23/2016.

Interview with the Primary Care Provider (PCP)
on 03/23/2016 at 3:25pm revealsd:

~The PCP was not aware the Levemir insulin had
not been administered, ' '

-The goal with the Levemir insulin was to
disconfinue the sliding scale insulln and get an
acceptable dose of Lavemir to keep Resident #3
a more conslstent blood sugar level throughout
the day.

b. Revlew of physician orders for Resident #3
revealed;

~There was an order dated 02/02/2016 for
Risperidone (used to treat schizophrania) 4mg
twice a day.

~There was an order dated 03/16/2016 to
discontinue Risperdal 4mg two times a daily.
~There was an order dated 03/16/2016 to start
Rispardal 3mg two times a day.
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Review of the March 2016 electronic Medication
administration records (eMARs) for Resident #3
revealed:

~There was documentation of administration of
Risperidone 4mg twice daily at 8am and 8pm,
-The last dose of Risperidone 4mg was
documented as administered on 03/18/2016 at
8am.

-There was documentation of administration of
Risperidone 3mg twice daily at 8am and 8pm,
~The first dose of Risperidone 3mg was
documented as administered an 03/18/2016 at
8pm,

Review of medications on hand with the
Medication Alde on 03/23/2016 at 1:40pm for
Resident #3 revealed:

-There was a pharmacy digpensed blister pack
labeled for Risperidone 3mg tablat take one tablat
twice dally for Resident #3,

-Risperidone 3mg tablets were dispensed on
03/19/2018.

~Thera was one tablet packaged in each biister
labeted for moming.

-There were three tablets ramaining for the
morming dose with the dates for 03/24/2018,
03/2512016, and 03/26/2016,

-There was cne tablet packaged in each blister
labeled for bedtime.

-There were five blister packs with one tablet
each remaining for the bedtime dose with the
dates for 03/22/2016, 03/23/20186, 03/24/2016,
03/25/2016, end 03/26/2016.

-Resperidone 4mg tablets was dispensed on
03/17/2016.

-There were ten tablets packaged in each blister
labsled for morning, including one Risperidone
4mg tablet,

-There were three blister packs ramalning for the
morning dose with the dates far 03/24/2018,

D 358
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03/26/2018, and 03/26/20186.

-There wers five tablets packaged in each blister
labeled for bedtime.

-There were four blister packs tablets remaining
for the bedtime dose with the dates for
03123/20186, 03/24/2018, 03/25/2016, and
03/26/2018.

Interview with a Medication Alde {MA) on
03/23/2016 rovealed:

-The MA comparad the madications in the blistar
pack to the eMARS whan administering

| medications.

-The MA had never removed any medications
from the medicafions in the bllster pack before
administering the medication to the residents.
-The MA was not sure what the procedure was to
be used when a medication in a medication
packaged with other medications had besn
changed or discontinued,

-The MA thought the packaged medication would
need to be returned to the pharmacy.

Interview with a Pharmacy Representative on
03/24/2016 at 8:20am rovealed:

-The pharmacy receivad an order on 03/18/2018
dated 03/16/2016 to discontinue Resperidone
4mg and start Resperidona 3mag.

-The pharmacy packaged the medications for
residents al the facility on a weekly schedule.
-All medications for a specific time wers
packaged in one bubble of the blister pack.

-If a medication in the bubble had bean
discontinued, the facllity was to discard the pil
that had been discontinued.

-The facllity was supposed to be scanning the
medicatlon cards and that lets the MA know what
to give and what not to give,

-The current order for Resperidane was 3mg
twice a day.
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Observation of the Madication Aide {MA} on
03/24/2016 at 10:20am revealed:

~The MA prapared medications for administration
to a resldent.

-The MA locked at the blister pack and then at the
eMAR screen for the resident she was preparing
to administer medication.

-The MA popped the pills from the blister pack
and checked the madication off on the sMAR.
-The MAwas not obsarved to scan the packaged

_ medication card.

Interview with the MA on 03/24/2016 at 10;26am
revealed:

~-The MA had never used the scanner on the
medication cart,

-The MA did not know if the scannar on the
medication card was hooked up.

Interview with a second Medication Alda {(MA) on
03/24/2016 at 11:25am revealsad:

<The MA was used to loaking at the medication
paciage.

-The MA compared the medication package to
the eMAR.

~There was a scannar on the medication cart but
the MA did not use the scanner.

-The MA had used the scanner "a few times" and
it had been “maybe 3 -4 weeks ago".

-The MA had never removed any medications
from the medications in the blister pack before
administering the medication to the residents.
-The MA would have to call the doctor if the
wrong medication was in the medication package.

Resident #3 was out of the facility on 03/24/2016
and unavallable for interview.
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Review of the Plan of Protection submitted by the
facility on 03/23/2016 revealed:

~Facllity plan for training of staff on diabetic and
insulin administration to be done 03/31/2016 by
LHPS nurse and by Corporate M.D. on
03/28/2018,

-The Adminfstrator will assura meds ordersd and
administered by Med Alde and RCC on gaing
everyday,

-Immediate training will be done 03/24/2018 on
medication administration and completed on all
by 03/25/2016,

-The Administrator will check orders dally with
RCC and confirm meds are ordered and
dellvered timely and administered as ordered.
-Immediate chart audits will be done 03/24/2018,
~Gharts, med caris, and chart audits will be
performed weekly to assure compliance.

DATE OF CORRECTION FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED MAY 8, 2015.

G.&. 1310-21(2) Declaration of Residents’ Rights

G.5. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on observations, intervisws and racord
review, the facility falled ensurs residents
recelved care and services which are adequate,
appropriate and in complience with relevant
federal and state laws and rules and regulations
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related to health care and medication
administration,
The findings are:
1. Based on record review and Interview, the Resident Rights training provided by | 3/15/16
facility failed to assure referral of an elevated the area ombudsman.
heart rate and follow up of finger stick blood o ) ) .
sugar results according o parameters provided Additional Resident nghtS review 5/8/16
by the licensed practitioner to meet the routine provided by the Exective Director
end acute health care needs for 1 of 3 residents on 4/29/16.
{Resident #3) sampled. [Refer to Tag 273, 10A
NCAC 13F .0002(b) Health Care (Type B 1-Please refer to Tag 273 for additiona
Viotation)). inforamtion on the Plan of Correction far
10A NCAC 13F .0902(b) Health Care.
2. Based on observation, Inferview, and record
review, the faclity failed to assure medications 2-Please refer to Tag 358 for additional
were administered as ordered by the licensed information on the Plan of Correction far
prescribing practitioner and Ih accordance with "
the facility ' s policies and procedures for 2 of 6 10A _N,CAC _1 3 F .1004(=2) Medication
residents (Residents #1 and #3) observed during Administration.
the medication passes, including errors with
insulin administration, and 2 of 3 residents 3-Please refer to Tag 276 for additional
(Residents #2 and #3) sampled for record review, information on the Plan of Correction
including errors with insulin administration and for 10A NCAC 13F .0202 (c) 34
topical creams. [Refer to Tag 358, 10A NCAC Health Care.
13F .1004(a) Medication Administraticn (Type B
Violation)}. Executive Director will be responsible | 5/8/16
) to assure that all areas reference in the
3. Based on record review and interview, the Plan of Correction/Protection are
facility failed to assure physiclan's orders for implemented and oversight provided
monitoring of pulse rates, blood pressures, " " int f i
welghts, finger stick blood sugars, and food 0 assure maintenance of compliance
Intake , were implementad as orderad for 3 of 3 are followed by staff.
tesldents {Residents #1, #2, and #3) sampled.
[Refer to Tag 276, 10A NCAC 13F .0902(¢)(3-4)
Health Care (Type B Violation)].
Division of Healh Service Regulation
STATE FORM etvs
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