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anngal survey and a follow-up survey on January
1 13,2018,
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Thefindings are:

| Review of Resident #2's current F1.2 dated
“BI15/M5 revealed:
Diagnosesincluded Diabetes Melitus i,
-An order for finger stick E}éued sugars {FSBS) }
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three times a day before meals.

Continued review of the current FL2 revealed
medications included:

-Levemir, administer 36 units at bedtime (a long
acting insulin used to lower high blood sugars)
then increase by 1 unit every third day until FSBS
stays below 130.

-Humalog sliding scale insulin {a short acting
insulin used to lower high blood sugars) three
times a day before meals per results of the FSBS
as follows:

~-FSBS greater than 150 = 1 unit.

-FSBS greater than 200 = 2 units.

-FSBS greater than 250 = 3 units.

-FSBS greater than 300 = 4 units.

-FSBS greater than 350 = 5 units.

-FSBS greater than 400 = 6 units.

-A physician's order for the resident to perform his
own FSBS testing and to self-administer his
insulin.

. Review of the Resident Register revealed
Resident #2 had been admitted to the facility on
211113,

Review of a subsequent physician order dated
9/3/15 revealed an order for Victoza 1.2mg by
injection daily. (Victoza is a non-insulin
medication that helps lower blood sugars.)

| Review of subsequent physician orders dated

- 11/4/15 revealed:

-Change Levemir from 36 units at HS to 16 units
with breakfast and 16 units at bedtime.

-Novolog Flexpen (a rapid acting insulin used to
lower high blood sugars) inject 4 units with
breakfast, lunch and dinner.

-Check blood sugar three times daily with meals
for sliding scale.
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-Change Novolog insulin sliding scale to:

-FSBS less than 50 = treat low blood sugar. Delay
Novolog Flexpen injection until immediately after
meal and reduce all Novolog insulin by 6 units.
Notify physician.

-FSBS 51-70 = immediately eat’ Take injection
just before eating reducing all Novoiog insulin by
4 units.

-FSBS 71-150 = Take prescribed dose of Novolog
Flexpen insulin.

-FSBS 151-200 = 2 units.

-FSBS 201-250 = 4 units.

-FSBS 251-300 = 6 units.

-FSBS 301-350 = 8 units.

-FSBS 351-400 = 10 units.

-Greater than 401 = notify physician.

Review of subsequent physician orders dated
12/2/15 revealed:

-Discontinue the Victoza.

-Continue FSBS testing before meals.
-Change Novolog Flexpen to 4 units before
breakfast and supper and 6 units at lunch.
-Add FSBS testing at bedtime and use the
following Novalog insulin sliding scale:
-FSBS 151-200 = 0 units.

-FSBS 201-250 = 2 units.

-FSBS 251-300 = 2 units.

-FSBS 301-350 = 6 units.

-FSBS 351-400 = 8 units.

-Greater than 401 = Naotify physician.

Review of the most current Medication Review
report from the facility pharmacy dated 10/15/15
revealed:

~The resident had been self-administering his
own insulins.

-The resident had been checking his own blood
sugars.

-A recommendation the facility complete a self
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administration evaluation for medication the
resident was taking on his own. {This had not
been done.)

: Review of the most current Licensed Health
i Professional Support Sheet (LHPS) dated

10/15/15 revealed:

-Tasks included FSBS testing and injections.
-The resident had been checking his own blood
sugars and self administering his insulins.
-There were no recommendations for the FSBS
and sliding scale insulin.

Review of Resident #2's Medication
Administration Records {MARs) for November
2015 revealed:

-"Self Admin" (self administration) had been hand
written across the MAR after each of the insulin
orders and the FSBS results area. .

-There were no blood sugars documented for
November 2015,

~There were no doses of sliding scale insulin
documented as administered for November 2015.

Review of Resident #2's Medication
Administration Records (MARs) for December

: 2015 revealed:

-"Self Admin" (self administration) had been hand
written across the MAR after each of the insulin
orders and the FSBS results area. .

-There were no blood sugars doecumented for
December 2015.

-There were no doses of sliding scale insulin
documented as administered for December 2015.

Review of Resident #2's Medication
Administration Records (MARs) for January 2016
revealed:

-"Self Admin" (self administration) had been hand
written across the MAR after each of the insulin
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orders and the FSBS results area. .

-There were no blood sugars documented for
January 2016.

-There were no doses of sliding scale insulin
documented as administered for January 20186.

Interview with Resident #2 on 1/13/16 at 10:10am
revealed:

-Since becoming a diabetic, "about & years ago”,
he knew what to do to keep his blood sugars
under control. :

-He was compliant with his diet and knew what to
eat and what not to eat. '

-He could tell by how he felt if his blood sugar
was high or too low.

“When he felt his blood sugar was low, he would
ask the staff for a teaspoon of peanut butter and
they would get it for him.

-He had been taught to take the peanut butter by
a dietician when he first was told he had diabetes.
-He had asked the staff several times in the past
for peanut butter, but that had been just after he
arrived (2013), not recently.

-If he felt his blood sugar was too high, he would
teil the staff and they would call his physician.
-He stated his blood sugar had not been over 300
in "a long time".

-He had been doing his FSBS testing and giving
himself insulin for years.

-His physician had written an order for him to
check his own blood sugars and to self
administer his own insulins

-The insulin was labeled and came from the
facility pharmacy

-He kept the insulins in a refrigerator in his room.
-He had his own FSBS testing machine which he
kept in his room.

-He kept a daily log, in his room, of the FSBS
results and the amount of insulin he administered
by sliding scale when needed.
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-He had created this form himself.

-He took this log with him when he went to see
his doctor.

-The facility staff did not check the log.

-The facility staff did not check his FSBS testing
machine: ;
-At suppertime on 1/1/16, the FSBS testing meter '
showed "low" and would not register a blood ‘
sugar result. ‘
-He realized, after several attempts to get a blood
sugar reading, the battery needed to be replaced. |
-He thought he told the Administrator, "a day or
two after that", and she stated she would get him
a new one.

-He had not received a new battery as of this
inferview.

-He said he normally would have fold the regular
Medication Aide/Supervisor in Charge (MA/SIC),
"but she had been out sick a fot."

-One of the staff from another home brought over
a battery from another FSBS testing machine but
it didn't fit.

-He stated he had been going by how he felt and
did not feel he had needed additional insulin.
-Since admission, the staff had not watched him
check his FSBSs or administer his insuling

Review of Resident #2's FSBS log revealed
December 2015 FSBS results as follows:
-Breakfast: 72-119.

-Lunch: 85-200. Additional insutin {2 units) had
been administered on 12/21/15 for FSBS of 200.
-Supper: 70-207. Additional insulin (2 units) had
been administered on 12/5/15 for FSBS of 181,
12/16/15 (2 units) for a FSBS of 185, and
12/28/5 (2 units) for FSBS of 207.

-Bedtime: 74-292. Additional insulin {4 units)
given 12/12/15 for a FSBS of 292.

Review of Resident #2's FSBS log revealed
Division of Health Service Regulation
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Sanuary 113, 2016 FSBS results as folfows: _

~Therewere 48 FSBS opportunities and 2 : 2
‘documented results. _

=Qh 14116, Bréakiast =140 and Lunch =120..
~From: 17418 at 4:00pm thiolgh 14318 at lunchy,

“noresuits had been documentad dig to the
1585 festing maching not working.

interview oni 1713716 &t 11:30pm with the: : |
 Administrator reveaied: ' : ) :
-Resident #2 had nottold her he needed 2 batléry :
for his F3BS testing foaching,
~She had leamed ahout the battery from the : |
MT/SIC on 12116 _ : ‘
~5he tad purchased & battety ahd had iTwih her : '
dhat morring 10 take 1o Resident #2.
“iShe did niot ask Resident#2- routlneiy ahout
i neading suppliesor if his.squipmant was working:
~Shie did riot fevigy Resident #2's FSHS. log.
<She stated the physician had bean making a let
-of changesto Resident #2's insuling.
~She locked at the current FSBS fog and stated
«they were pretty stable now.
-Bhe siated Resident #2 $hoild not have been
| withauta funct:omng FsBs testirig machine.

Intervieve on 1113488t 1a0am with the BASIC
revedled::
~Resident #2 told her on /12118 that he nesded a
1 battery for'his FSBS festing machine,
{ -Sheirmmediately told fhe Administrator who said
| shewouid step and get Ghe-on her way 1o the
fac;hty the next morning:.
<She did not review Resident Ha's! FSBS g
| hen a log was completed, she placed it in the:
mszdeni‘s recard.
| “She-had made him a log shest but he made his
ownwhich was easier for him 1o uss,
-Bhe did not check Resident #2's equipment ot
munttur the temgeratura Gf the refngeratar v his:
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| vour where thg insulin was stored il use.
-She had not and did fiot obisérve the resident's
.mjacésor} techmque or infection control practicas.
+She did not-know i Resident #2's physician had:
‘been informed of the resident's inability fo chack
| his FSBS since 171718 &t 4:00pm,

-Sha stated the staff needed 1d check on the ;
reskisnt's eqtipment and’ FSBS log oft & regular _ _ i
| basis 53 something like this "doesn't happen : ¢
again®

Atlempted letephions interviews on 1713/16 a8
11:10am and 3:25pm to-Resident #2's physician’s ] : ;
| office ware not returmned by exit. ' L

A Pfan of Pmteaﬂon providedt by the fadilily on

| Janvary 13,2016 included the following:

“The battery has been replaced,

i ~The Admiriistrator-will monitor weekly fo ensure
it suppfies for proper Use are onshte.
~The-Administrator will find out What the battery

1 lfe s exactly forthe miske and model of the

1 ghicometer (FSBE testing maching);

~The Adminfsiratorwil assure ihe battery is.
replaced ina tnmeiy manner to avoid 8 repeatof
this incident.

~The Adriinistrator will document on the AR
when the chetking and follow-ui has otturrad.

| CORRECTION DATE FORTHISTYPE B
VIOLATION SHALL NOT EXCEED FEBRUARY
28; 2018,
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| heedsd in response to the medication review and § oo, S\ 2y U‘“’P Wik

doclmignted, inciiiding that the physician er : Raa¥e vy o {""%\ WM\\‘A
' 2% wowrs o e
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_ _ ton (RS G me A LAY o
This.Rule is nolumet as evidenced by : et Q,,aw‘(\ Oy
Baged o inlerviews and record reviews, the '
facility failed Yo ensure-attion was taken as- ¥ ‘%‘,Q\ﬂ Mm\{“\ KV@\L\&%‘% e
needed inresponse to the medication review for: 5\(\%\}‘ o, Capen {?U;-\{(i et
Yof 3 sampled residents (Resident #2) with- _ ‘\7\ M AL
phaimacy recommendations.. h oY
- S ﬁi}m&ﬂ IR C A Gias
The findings are: LAk Bl Qﬁ;“m‘?\x}&ﬁ Liev
 Review of Resident #2's current FL2 dated ] OXN (B BhAn NS W\:&Q‘;ﬁd{ &
B/5H5 revealsd: ] TE LA BEE PAEiY .
~Diagnioses included. Disbetes Melitus I, L O mt‘f\‘*’"‘\ $ %‘Sﬁfﬁ,{)ﬁ? _
-An-order for fingsr stick bltiod sugars (FSESY SO A L) ol
thres times a day before meals. %Q,\? &.&mﬁ\\%

e A BN ONS
“‘Continued review of the clirent ELY revealed

rmedications incudad:
=Levemir, admmss%er 36 units &t bedtinie (atong
acting insulin used o lower Figh blood SUgATS)
thenincrease by 1 unit.every third day until F$BS
1 stays below 130,

~Humalog slsdiﬁg scate insUiin @ short goting
insilin used to iower high blood supars) three
{ times.a day before meals per results of the rSBs
‘as follows:
-F3RS. gneater than180=1 Lt
-FBBS greater than 200 = Zunits.
| -FSBS greater than 260 =3 units.

-FSBS greater than 300 = 4 urits.

~FSBY greater than 360 = 5 uhits,
 <FSBS greater than 400 8 units,
| -A physitlan's order forthe reszdem {0 perform His
-own FSBS testing and to self-administer his
: insading

Review of the Resident Register revealed

: Residant #2 had been acém&tted t6 the facifity o
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211013,
‘Review of the most current Medication Revigiv
report from the facility pharmacy dated 10715/15
L revéalad:
| ~The resident had been self-adminisigiing his
own insuling,
SThe: restdent had Béen checking his own blood
| sugars,
1 “Arecommendation the facliity complete a seif
- administration evaivation for medication the _ . .
fastderﬂ was iakmg ey his oW 4 ¢

' Review of Resident #2's record on 1/13/18
Tevealed no medication seff-administration
- assessment could be located in the record

interview with Resident #2 on 1413418 at 10:10apm
‘revaaied;

~His physxc:ran hadwritten-an order for hiin fo
chéck his own bisod'sugars and to self
administer his owit instins

| ~He had been‘doing his FSRS tesling. and giving

] hsmseif insuim fm' years

results an& the ameum of msulsr; te admzmstered
by sliding scale whien rieadsd.

1 -He 1ok this fog with-him when he wentto sea
Hig {iﬁc:tun

~The faclity staf did not check the Jog.

~The facility staff did not check His FSBS festing
machins,

-Since adimission, the staff had ot watched him
check his FSBSs or administer his insufing,

Intarview.on 1713796 &t 11:57 20 with the nurse:
“from e phammasy r&sporxsibie for the fadication
Teviews revealsd;

| <She had just spoken with the facility MASIC

1 {Medication. Asﬁe!Supﬁmscr-muCharge} ’ami
Dwzswn o Heath Bervice Regulalion
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FORM APPROVED

| BYATEMENTCF DEFIDIENCIES. Py PROVIDER/BUFPLIERIGLIA .
-AND BLAN OF coRRBCTION ]

IDENTIFICATION NUlsER:

FChostasy

{2} MUATIPLE CONSTRUCTION R

ABUADING:

Bue__

UATE shivey

COMPLETED

Q111312016

NAME OF PROVIDER OR:SUPBLIER

WOODLAND TERRACE EAMILY CARE HOME &

STREETADDRESS. CITY, STATE, 2IF CODE;
1 ELLA LANE
ALEXANDER, KT 28701

Q4
PRERN
TAG

SUMIARY STRTENENT OF DEFENGIES.
(BACH DEFICENCY MUST BE PRECEDED BY FULE
REGULATORY SRISC IDENTIEYING INFORMATION):

n:y
PREFIK
TAG

L PROVIDERS BLAN OF CoRsecTIoN:

{EACH CORRECTIVE ACTION BHOUD BE
CROSS-REFERENGED YO THEARPROPRIATE

- COMRLETE
DaTE

s

Continiued From page 10
re-schedilied the medicatiarn revigw:

: -She had complefed the medication fevisw.on

104518, _
~She had written the Tecoimmendation the facility
complele a self-administration evaluation for:
Resident #2. :

~Shie woud expedt the fadility to tollow thiraugh on

|#he recommendation.
1-<She woukd follow-up on the retommandation
1 when she raturned lo complete the January 2016

midication revigw,

interview on 1/13116 at 11:30pm with the

- Admitistrator revegled:

-She was aware the pharmacy surse had

recommended e faclity complete a ‘
‘self-administration evaltation for Resident &2
~~Because the resident had beer taking his own
1-medigation:hefore his admiss

jon to the facility,

-she felt it had not been necessary.

“The physician had weitten an order far the
rasident'to setf-administer his medications and
she felt the medication séif-administration
evaluationhid not been necessany;

«fie had. not seen the Fesident self-adrminister s
madication,

Interview on 1/13/16 at 11:40am with e MASIC
revealad:

| -She had seen the recommendation-from the:

phamiticy nursa that the facility complete a

i self-atafinistration evalustion fof madication

Resident #2 was taking on his own,

-She stated this had not been done because the
resident had been taking his own medication
before admission to the faciity,

~She felt It wasn't naecessary because the
‘physician had wiitter.an order for the resident to
self-administer his medication. :

-She had ot observed the resident

0881

DEFIGIENGY

STATE FORM

‘Divlsion of Health Service Hegwation

SLYEH

It ioiifinsiin aheat 45 715
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PRINTED: 032372015
FORMAPPROVED

STATEMENT OF DEFICIENCIES (K} PROVIDER/EUPPLERICLIA
ANLY PLAN OF CORRECTION. TPENTIEICATION NUMBER:

FCLOT1351

B VNG

D) MUCTI R CONSTRUSTION.
ABURDING:

{%3) DATE SURVEY
T CORELETED

_oingiots

WOODLAND TERRACE FAMILY CARE HOME &

NAME OF PROVIDER OR SUPPLIER _ﬁmmmmﬁss; CITY, STATE ZFCalbs
H ELLA LANE
ALEXANDER, RC: 28704

e SUMMARY STATEMENT OF DEFICENCIES. _
PREFIX (EACT{ DEFICIENCY MUST BE PRECEDED BY FULL,
Tagy REGULATORY OR 130 IDENTIEYING INEURMATION;

T PROVIDER'S BLAN OF CORRECTION

: zzsﬁicgs&m'

o

PREFIX N {E.ACH'CE)RR!;Q“TNERQ’?!QN,S&GQLDBE COMPLETE,
Yo CROSEREFERENCED TO THE APBROPRIATE DAYE:

C 381 Confinted From page 11
seff-adiminister hie medication,.

{ Attempted teléphone inferviews on 1713118 at
| 1 10am and 3:25pi 1 Rasident #s physiclan's
1 office were not returned by exit.

C 912 G, 1310-24(2) Declaration of Residents' Rights

6.8, 131021 Dedlaration of Residents Rights
Every resident shall have the foliowing rights:
2. Torecelve care and ssrvices which are.

| -adequate, appropriate, and in compliance with
{ relevant faderal and state laws and-rules and

| regulations.

This Rule s Aictmet asevidenicad by:

Based o) observiations, interviews arid fecard
reviews, the facifity falied fo assure resitdents
recelved care:and services which were adediate;
‘epproptiate-and in compliance with relevarnt
federal ang state laws and nijes and regulations,
| Tegarding the self-administration of medications,

| The findings are;
Based on'obsetvation, record review and
- iderviews, the facility falled to Bvaluate and
: assure the-mental and physical abilty-of 1 of 1
-saraplad residents {Resident #2) with 5
pfiysicians order to seli-administer Leverie and
. Novolog and Humalog insulins [Refer o Tag ©
: 350; 1TCANCAG 13F .1004(8) (Type B Violation)j.
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