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{0000} Initial Comments ) . {D 00G)
" The Adult Care Licensure Section and the Surry
' County Department of Social Services conducted E
a followup survey and complaint investigation on :
+ 03/14/19 through 03/15/19 and 03/18/18. The ;
complaint investigation was initiated by the Surry .
» County Department of Social Services on
. 03/05/19, ;
|
10A NCAC 13F .0302(b) Health Care | {D 273}

(D 273)

. 10A NCAC 13F .0802 Health Care
' (b) The facility shall essure referral and follow-up

to meet the routine and acute health cars needs

“of residents.

This Rule Is not-met as evidenced by:
Foﬂow—up 1o Unabated Type B Violation

. Based on these findings, the previous Unabated
- Type B Violation was not abated.

" Based on observations, intarviews and record

reviews, the facility Tailed to notify the primary
care providers for 2 of 3 sampled residents
(Residents #2 and #3) regarding fingerstick
blood sugars (FSBS) greater than 350 and
antifungal medication and blcod pressure (BP)
results outside the ordered parameters(#2), an

" eye drop not available for administration and
_blocd pressure results outside of ordered

parameters (#3),
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' The findings are:

1. Review of Resident #2's current FL2 dated
| 12/06/15 revealed diagnoses included diabetes
i and hypertansion.

a. Review of Resident #2's current FL2 dated
. 12/06/18 revealed physician orders for fingerstick :

blaod sugars (FSBS) before meals and at
" bedtime.

' Review of Resident #2's subsequent physician's 6}6@ M?LM@{”’

order dated 12/20/18 revealed an order to notify

the physician if blood sugar was less than 70 or M M

greater than 350.

( !t Review of Resident #2's January 2019 glectronic
( " Medication Adrinistration Record (eMAR) i
- revéaled:
* “Fhere was an entry for FSBS before meals and ;
" at bediime scheduled 7:00 am, 12:00 pm, 5:00 ;
pm and 9:00 pm and notify the physician i blood !
. sugar legs was than 70 or greater than 350.
! .Resident #2 had three documented FSBS resuits i
greater than 350 as follows:
-On 01/10/19 at 9:00pm, the FSBS result was
- 388.
- -On 01/16/19 at 5:00pm, the FSBS result was
378.
-On 012719 at 12:00pm, the FSBS result was
375,
* “There was ho documentation of physician
" notification for FSBS results greater than 350 in
January 2019,

- Review of Resident #2's February 2019 6MAR
revealed:
" “Thare was an entry for FSBS before meals and
at bedlime scheduled 7:00 am, 12:00 pm, 5:00
pro and 9:00 pm and notify the physician if blood
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. sligar less was than 70 or greaiér than 350.
i -Resident #2 had ten documented FSBS results g
. greater than 350 as follows: i
| -On 02/06/19 at 9:00pm, the FEBS result was
353,
- -0n 02/12/19 &t 12;00pm, the FSBS result was
391. :
| -0 02/12/19 at 9:00pm, the FSBS result was 3
: 400. H
-0 02/13/19 at 9:00pm, the FSBS result was
; 363, i
. -0On 02/14/19 at 12:00pm, the FSBS result was :
. 397.
i -On 02/19/19 at 9:00pim, the FSBS result was :
393. [
(o -0 02/22/19 at 12:00pm, the FSBS result was ;
‘ 442,
. 1 -On 02/23119 at 8:00pm, the result was
( On 02/23118 at 9:00pm, the FSBS resul
, 447,
.-0n 02/25/19 at 9:00pm, the FSBS result was
, 394, ‘
-On 02/27/19 at 12:00pm, the FSBS result was
' 397. :
-There was no documentation of physician
notification for FSBS results greater than 350 in
: Feb"ruary 2018,

" Review of Resident #2's March 2019 eMAR

revealed:

. ~There was an eniry for FSBS before meals and

* at bedfime and scheduled for 7:00 am, 12:00 pm,

: 5:00 pm and £:00 pm and notify the physician if

blood sugar less was less than 70 or graater than

350.

" -Resident #2 had six documented FSBS results

~ greater than 350 as follows: ;
-On 03/06/18 at 9:.00 pm, the FSBS result was :
305. H
-0n 03/07/19 at 5:00 pm, the FSBS result was
383.
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C-On G3/07/19 at 9:00 pm, the FSBS result was
?gi'O:SIOQH 9 at 12:00 pm, the FSBS resulf was
I ?g;.OSMOHQ at 12:00 prn, the FSBS result was
gg‘%ﬁﬁ?Qat 9:00 pm, the FSBS result was
?';t?ére wag rio documentation of physician
ggﬁig'c.:’atiun for FSBS greater than 350 in March

Review of Resident #2's care nofes revealed:
*-On 01/16/18 at 4:53pm, staff notified the
physician of Resident #2's FSBS of 378.
i ~There was ne documeniation the physictan was
! nofified regarding the additionat 18 FSBS resuits
{ - greater than 350 between 01/10/19 to 03/11/19.

'u-——\
.

" Interview with Resideni #2 on 03/15/19 at 3:55pm
" revealed:

. ~Facility staff checked her FSBS four times a day.
: -She did not know her FSBS results.

-She did not know when she had any symptoms
of hypaglycemia or hypefglycemia.

" Interview with the medication aide (MA) on
i 03/15/19 at 3:00pm revealed:
' -The Supervisor or Resident Care Coardinator
" (RCC) were responsible for physiciart notification
_of FSBS when outside the ordered parameters,
. -Resident #2's FSBS was checked before meats
! and at bedtirhe.
-She knew the PCIP was 1o be notified for FSES
" resulis fess than 70 and greater than 360,
-5She did not know the FSBS was graater than
l 350 in January 2019, in February 2019, and in
1 March 2018,
. ~Physician notification of FSBS results outside of
grdefed parameters should be documented in the

i
i
!
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care notes.
- -She had hotified the PCP of FSBS results
- outside of ordered parameters, but nof in the

racent months,

: -The PCP could have been notifled and the

Superviser or RCC did not document the

- notification in the care notes.

-Without documentation in the resident care
notes thare was no way to show the physician
was notified.

* Inferview with the RCC on 03/15/19 at 10:28am

fevealed:

- -The MA/Supetvisors were responsible for

! obtaining FSBS.

: -The MA, Supervisor or RCC were responsible for
physician notification.

-8he did not know there were FSBS results
greater than 350 in January 2019 through March

- 2019,

-If the PCP was notified regarding Resident #2's

' FSBS results thers should be documentation in
" the care notes.
: ~The fadility did not have & system to check and

ensure the MAs contacted the PCP regarding
Resident #2's FSBS results less than 70 or

; greaterthan 350,

Interviev with the Executive Director on 03/15/19
al 6:30pm revealed; -

- -The MA or Supervisor were responsible for

. obtaining FSBS.

| -She expected staff to notify the physician with
- FSBS oulside the ordered paramsters.

-Staff were expected to document physician

; nofification in the care notes,
: -Bhe did not know the physician was not notified
. of the FSBS outside of the parameters.

Interview with the Administrator on 03/18/19 at
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Continued From page 5

~ 1:65pm revealed:
, ~The MA or RCC were responsible for obtaining
. FSBS and documenting on the eMAR.

-If the FGBS was outside of parameters the MA or
RCC wers responsible for physician nofification.
-He did not know about Resident #2's FSBS

- outside the parameters from January 2019
. threugh March 2019,

Interview with Resident #2's primary care providar
- (PCP) on 03/18/19 at 5:55pm revealed:

-She expected the staff to call her with FSBS
below 70 and greater than 350.

" . -8he had been notified of FSBS oulside ordered
: parametars in the past.
. ~She did not remembar being notified in January,
« February, or March 2019 of FSBS outside of

ardered parameters,

. -She visited the facility every other week.

. -Bhe reviewed FSBS results when she visited the
 facility.,

i «If the facility had notified she cbuld have

adjusted her diabetic medication.
-Resident #2 was last seen by the PCP two
weeks ago.

" b. Review of Resident #2's-current FL2 dated
¢ 12/08118 revealed no order for bleod pressure
| (BP).

' Review of Resident #2's subsequent physician's
- order dated 12/20/18 revealed thers was a

+ physician's order to obtain BP daily and notify the
: physician if BP greater than 140/85 or less than

T00/50,

. Review of Resident #2's January 2012 electronic
+ Medication Administration Record (eMAR)

« revealed:

. -There was an entry to check BF daily an first

5 {D 273}
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© shift and netify the physician if BP greater than
- 140/85 or less than 100/50.
-Resident #2 had three documented BPs outside
. the ordered parameters as foliows:
©-0n 01/24/19 the BP reading was 98/56,
{ -0On 01/26/19 the BP reading was 129/69.
F-0On 01/27/19 the BP reading was 129/86.
1 -On 01/28/19 the BP reading was 134/95.

_Review of Resident #2's February 2019 eMAR
revealed:
-There was. an entry to check BP daily on first
: shift-and naotify the physician if 8P greater than
* 140/85 or less than 100/50. -
' -Resldent #2 had eleven documented BPs
. outside the ordered parameters as foliows:
(. | -On02/04/19 the BP reading was 142/78.
( . -On 02/10/19 the BP reading was 138/88. .
. - -0n 02/11/15 the BP reading was 142/76.
- -0n 0214119 the BP reading was 140/86.
- ~On 02/15/19 the BP reading was 146/88.
' -On 02/16/19 the BP reading was 142/88.
-0On 02/20/19 the BP reading was 95/58,
- -0On 02/22/19 the BP reading was 99/67.
-Cn 0272519 the BP reading was 152/85,
-0n D2/26/19 the BP reading was 124/86.
-On 02/26/19 the BP reading was 142/73.

Review of Resident #2's March 2018 eMAR
revealed:

-There was an entry to check BF daily on first
shift and hotify the physitian if BP greater than
140/85 or less than 100/50.

-Resident #2 had seven documented EP’s
ouiside the ordered paramesters.

-On 03/05/18 the BP reading was 144/88.
-0n 03/07/19 the BP reading was 142/86.
-On 03/08/19 the BP reading was 142/88.
-0On 03/106/19 the BF reading was 144/84.
-0n 03/11/19 the BP reading was 142/88.
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Continued From page 7
-On 03/14/19 the BP reading was 142/78.

-0n 03/15/19 the BF reading was 142/80.

" Review of Resident #2's care nofes revealed no
_ physician notification for the 21 BPs outside the
; ordared parameters from 01/24/19 through

$ 03/15/19.

« Interview with Resident #2 on 03/156/19 at 3:55pm

revealed:

' -Facility staff checked her BP daily.

-She did not remember her BP resulis.

| interview with the medication aide (MA) on

03/15/19 at 3:00pm revealed:
-The Supervisor or Resident Care Coordinator
{RCC) were responsible for physician notification

1 of Resident #2's BP when results were oulside of
the ordgred parameters.

-Resident #2's BP was checked daily.
-MAs wera responsible for obtaining BPs,

+ -She did not know ahout the ordered BP

- parameters for Resident #2.

- -She did not know there were seveéral BPs

" raquiring physician notification from January 2019

through March 2018.

_-The MA/RCC was responsible for physician

notification via telephone of BPs outside of

- ordered parameters.

-Physician telephone notification for Residant #2's
BP should be documented in the care notes,

: -She never notified the physician for Resident

#2's BPs. She must have overlooked the.

‘ instructions on the elMAR.

Intetview with the Resident Care Cogrdinator
(RCC) on 03/15/19 at 10:26am revealed:
~Thie MA or Supervisor were responsible for

. obiaining Resident #2's BP.

{278

S 7
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i physician notification regarding Resident #2's

. BPs outside of orderad parameters.

+ -She did not know there was BPs that required

' physician natification from January 20189 through
March 2018,

» -If the PCP was notified regarding Resident #2's

' BP results, there should be documentation in the

: care notes.

~ -The facility did not have a system to check and

- ensure the MAs contacted the PCP regarding

Resident #2's BP results outside of ordered

© parameters.

-The facility was not conducting MAR audits.

; Interview with the Executive Director on 03/15/19
: at 6:30pm revealed:
" -The MA or Supervisor were responsible tor
{  obtaining Resident #2's BP daily.
~ -Bhe expected staff to. notify Resident #2's
: physician for BPs outside the ordered
; parameters.
¢ -Siaff were expected to document physician
" notification fof Resident #2's BPs inthe care
notes.
-If thére was ne documentation the physician was
nutified theré was no way to know if the physician
" was notified.
" -She did not know Resident #2 had BP results
requiring physician notification, '
-The facilily was not conducting MAR audits,

i

- Interview with the Administrator on 03/18/19 at
: 1:565pm revealed:;
-The MA or RCC were responsible for obtaining

. «if Resident #2's BP was outside of parameters
i the MA or RCC were responsible for physician
- netification.
-He did not know Resident #2's BP was oulside
the parameters from January 2019 through

' Resident #2's BP and documenting on the sMAR.
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March 2019.

1 Interview with Resident #2's PCP on 03/18/19 at
5:55pm revealed:
-She expected the staff to call her with BPs
greater than 140/85 or less than 100/50.
-Bhe did not remember being notified in January,
: February, or March 2019 of BPs cutside of
" ordered parameters.
-She vigited the facility every other wesk.
-She reviewed BF results during visits,
-Resident #2 was last seen two weeks ago and
her BP was within narmal limits.
-If the facility had notified her of Resident #2's
+ BPs outside of ordered parameters she could

( o : " have adjusted BP medications,

' ¢ Review of Resident #2's current FL-2 dated
05M17/18 revealed an order for nyamyc 100,000
units/gram apply topically to abdominal skin folds
twice a day.

" Revigw of Resident #2's January 2019 electronic -

 Medication Administration Recard (eMAR}
revealed: '

: -There was afi entry for nyamye 100,000

, units/gram apply topically to abdominal skin folds
twice & day and scheduled for application at
8:00am and 9:00pm.

. -Nyamy¢ was not documented as applied for 15

- of 62 opportunities.

-Nyamyc was nat documented as applied at
9:00am on 01/24/18, and on 01/30/19-01/31/19.

. -Nyamyc was not documented as applied at

: 9:00pm on 01/01/19-01/03/19, 01/06/19-01/06/19,
" O110M9-01/12/19, and on 01/25/19-01/28/19.

" -There was documentation nyamyc was not

! appliad on the above dates for the reason the

" resident refused.

i
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. Review of Resident #2's February 2019 eMAR
| revealed:

-There was an entry for nyamyc 100,000

¢ units/gram apply topically to abdeminal skin folds

twice a day and scheduled for application at

- 9:00am and 9:00pm.
. -Nyamyc was not documented as applied for 7 of
. 56 opportunities.

-Nyamyc was not documentad as applied at

. 9:00am on 02/01/18, 02/05/19-02/06/19 and on
L D2/28119,

-Nyamyc was not documented as applied at
9:00pm on 02/04/18, 02/07/18 and on 02/28/19,

- -There was documentation hyamyc was not
- applied on the above dates for the reason the

" resident refused.

Review of Resident #2's March 2019 eMAR
revealed:
-Thiere was an entry for nyamyc 100,000

. unitsigram apply topically to abdominal skin folds

twice a day and scheduled for applicafion at

© 9:00am and 9:00pm.

; -Nyamyc was not documented as applied for 5 of
" 14 opportunities.

. -Nyamye was not documented as applied at

9:00am on 03/01/19, and on 03/05/19-03/06/18.
-Nyamyc was not documented as applied at

' 9:00pm on 03/04/19 and on 03/07/19.

~There was documentation nyamyc was not

- applied on the above dates for the reason the

resident refused.

" Raview of Resident #2's record revealed no

documentation Resident #2's provider was

 notified of the 27 refused doses of nyamyo.

| Interview with Resident #2 on 03/15/19 at 3:55pm

reuealed:
-Staff administer all medications.

!

i
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-She did not remember refusing nyamyc.

_Interview with a medication aide (MA) on
031519 at 3:00pm revealed:
-Resident #2 refused nyamye often.
-After a resident refused a medication three times
the physician should be nofifiad.

_-Physician notification shauld be documented in

 the care notes.

' «She did nict remember i she notified the
physician regarding Resldent #2's refusal of

' nyamyc or net.

" Many staff did net take the time to document
physician notification in the care notes.
-Without documentation in the resident care

( . notes there was no way show the physician

' was notified regarding refusals.

Telephone intgrview with the facility's contracted
* pharmacy on 03/18/19 at 1:20pm revealed
. nyamyc (15 gram boftle) was dispensed on
02/Z8/M19. '

~ Interview with the Resident Care Coordinator
| (RCC) on 03/1519 at 10:26am revealed:
' _The RCC was responsible for eMAR audits.
. -She had hot performied eMAR audits since
- amployed at the facility,
-She did not know Restdent #2 was tefusing
| nyamyc.
- -The physician should have been notified after
ihe resident refused nyamye three times.
-The Supervisor or RGC were responsible for
" physician notification regarding medication
refusals. ) ‘
. Fhysisian notification should be doctimended in
. the resident care notes and without
. docurnentation thare was no way to show the
. physician was notified.

[ D 273}
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« Interview with the Executive Director on 03/15/19

at 6:30pm revealed:

-The Supervisor was responsibie for physician .

notification for medication refusals,

-Staff should notify the physician after three

' refusals, .
-When staff netified the physician there should be !
a hote documentad in the resident care notes.

. -She did not know Resident #2 had been refusing J&C W A
_nyamyoc. 77

Interview with the Administrator on 03/18/19
1:55pm revealed: ; 7 -/ ,?
_-The physician sheuld be notified if a resident
" continued to refuse a medication.
s * -Staif were expected to document any physician
(o0 notification in the care netss.
' -He did not know Resident #2 was refusing
; nyaimye.

——

Telephone interview with Resident #2's-primary

care provider on 03/18/19 at 5:08pm ravealed:

-8he did not know Resident #2 was refusing

ryamyc.

-She expectad staff to make her aware of

medication refusals,
- -If the staff had notified her she could have
changed the nyamyc to a diffefent route of
administration or discontinued the medicafion.
-If the resident had yeast that went untreated
Resident #2 could get cellulitis secondary to
yeast.

2. Review of Resident #3's current FL2 dated
12/17/18 reveated diagnoses included
pneumonia, lung mass, chronic obstructive
pulmonary disease exacerbatlon, chronic
hypoxia, hypertension, hyperglycemia, and

. generalized anxiety disorder.
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* a. Further review of Resident #3's current FL2

- dated 12/17/18 revealed:

. -There was a medication order for Lisinopril 10
mg one tablet daily {a medication used to treat

" high blood pressure).

. Review of Resident #3's signed physiclan's

orders dated 02/14/19 revealed an order fo check
- blood pressure BP once daily and notify the
primary ¢are provider (PCP) If systolic BP (SBR)
was greater than 140 or if diastolic BP (DBP)was
. greater than 85,

* Review of Resident #3's eMAR for February 2018
| fevealed:

-There was an entry to check and record BP
between 7:00am and 3:00pm and nofify the
_primary care physician (PCP) i SBP was greater
: than 150 or the DBP was greater than 90.

-There was no entry on the eMAR to check and
record BF and notify the PCP if the SBP was over
. 140 or if the DBP was grealer than 85.

. ~There were nina of twenty-eight BP readings

¢ outside of the ordered parameters as follows:
-0n 02/15/19, the BP reading was 132/88.

-0On 02/17/18, the BF reading was 138/88.

~(On 02/18/18, the BP reading was '136/86.

©-0On 02/21/19, the BP reading was 133/95,

-0On 02/22/18, the BP reading was 142/108,

-0On 02/23/19, the BP reading was 128/88.

-On 02/25/19, the BP reading was 142/78.

¢ ~On 02/26/19, the BP reading was 148/96.

CLOn 02/27H1 g, the BP reading was 124/101.

Review of Residen{ #3's @MAR for March 2019
| revealed:
-There was an entry to check and record BP
. between 7:00am and 3.00pm and riotify the
" primary care physician (PCP} if SBP was greater

{D 273}
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. than 150 or the DBP was greater than 90.
-There was no eniry to check and record BP and
nolify the PCP if the SBP was over 140 or if the
DBF was greater than 85.

-There were nine of fifteen BP readings outside of

i the ordered parameters as folloivs:

* -0n 03/G1/19, the BP reading was 157/70.

-0On 03/02419, the BP reading was 169/89.

-On 03/03/19, the BP reading was 156/98.

*-On 03/04/19, the BP reading was 172/89.

-0On 03/06/19, the BP reading was 142/88.

-QOn 03/08/19, the BP reading was 142/84.
-0n 03/09/19, the BP reading was 146/79.
-0n 03/10/19, the BP reading was 149/96.
-0n 03/12/19, the BP reading was 138/88.

[ ' Review of Resident #3's Care Notes revéaled no
b ! documentation the PCP had been notified of the

' . 18 BPs outside of ordered parameters in January,
+ Fehruary, ar March 2019,

- Interview with Resident #3 on 03/15/19 &l
“10:38am revealed:;

-She had been getling her BP checked daily for a
long time because she had high blood pressure.
~The MAs checked her BP daily, but she was not
tokd when her BP was high.

¢ Inferview with a medication aide {MA} on
- BA/EA1Q at 2:53pm revealed:
" .She knew Residant #3 had an order to check her
~ BP daily and notify the PCP if the BI? was outside
. of the ordered perameters.

-The parameters were difficult to read in the
- eMAR system.
-She did not know what Resident #3's BP
parameters were without looking at the eMAR,
-The MA supervisors or the Resident Care
Coordinator (RCC) were responsible for
. contacting the physician and documenting in the

A e S/ Ve
6=t 7
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care notes when a resident's BP was above the

ordered parameters, i
-She did not remember Resident #3's BP being ;
above the parameters when she checked it and

she hiad never contacted Resident #3's PCP

regarding bledd pressures.

i -She did not know why thers were no notes

- documenting BPs above the parameter and PCP

was contaited. w M@W’%—

« "It must have got over locked."
| | %
Interview with the Executive Director (ED) on P % W W

03/156/19 &t 5:39pm revealed: ‘
_~She would expect for the MAs to contact a | d‘;’/éﬂ ’/ 7
- resident's physician if their BP was over the :
- ordered parameters.
{ -Bocumeniation of contact with the physician
{ regarding BPs should be in the care notes.
- -She did not know Residént #3 had parameters
: for BP. o
-"I'm sure the doctor was not called."

- Interview with the RCT on 03/15/19 at 7:22pm

revealed:

. -She did not know Resident #3's BP parameiers

i without looking at the eMAR and did not know of

" any changes to BP parameters for Resident #3.

i -She did not know Resident #3's BP had baen
ahove the parameters and there was no
documentation the PCP had been contacted,

- ~The MA supervisors were respansible for

contacting the PCF when BPs were above the

parameters.

+ ~The MA supervisors were responsible for

- documenting in the care notes if the BP was

* elevated and the PCP had been contacted.

Interview with a MA on 03/18/19 at 11:46am
reveated:
-The MAs wers responsible for checking BPs.

Division of Health Service Regulation
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-She had not seen the parameters for BP for
Resident #3.
-The MAs and supervisors were respensible for

, contacting the PCP regarding issues with BPs

. and it should be documented in the care notes.

i -She was not sure if she had ever contacted the
PCP regarding BPs.

tnterview with the Administrator on 03/18/19 at
1:55pm revealed:

" -The RCC, MA supervisors, or MAs were
" responsibie for checking BPs.

-He did not know about Resident £3 having BP
readings greater than the ordered paramaters
until 03/15/19.

-Staff should have contacted the physician
regarding elevated BP according to the

. physician's orders and document on the eMAR

and in the resident's record.

: -He expected all trealment orders to be
' completed as crderad.

[nterview with Resident #3's PCP on 03/18/M18 at

» 4:03pm revealed:
-~=Bhe expected 1o be contacted by the facility if
| Rasident #3's BP was greater than 140485,

~The facility had nat contacted her regarding any
BPs.

" b. Review of Resident #3's current FL-2 dated

12/1718 revealed an order for Aiphagen P instill

" one drop twice dally to hoth eyes.

. Review of Resident #3's electronic Medication
Administration Record (eMAR) for January 2019

' revealed:

. -There was an entry for Alphagen P eye drops

¢ instill one drop in both eyes twice a day and

! scheduled for administration at 8:00am and

© 8:00pm.

‘ 0273}
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-Alphagen P was not documented as
administered for 11 of 14 opportunilies on the

- following dates: 01/25/19 at 8:00am and 8:00pm;
- 01/26/19 at 8:00am and 8.00pm; 01/27/19 at

- 8:00pm; 01/29/19 at 8:00am and 8:00pm;

- O01/30419 at B:00am and 8:00pm; and 01/31/19 at
+ 8:00am and 8:00pm.

. -There was documentation Alphagen P was not

- administered for the reasons, "Patient unable to

- take medication” and "Waiting on pharmacy.”

- Review of Resident #3's eMAR for February 2019

revesled:
-There was an entry for Alphagen P eye drops
instill ane drop in both eyes twice a day and

- schedufed for administration at 8:00am and
- 8:0Cpm.

-Alphagen P was not documeanted as

administered for 17 of 22 opportunities on the
following dates; 02/01/19 through 02/07/19 at

8:00am and 8:00pm; 02/08/1¢ and 02/10/19 at

" 8:80am: and G2/11/1€ at 8:00pm.

~There was decumentation Alphagen Pwas not
administerad for the reasons, "Patient unable to
take medication" and “Waiting on pharmacy."

- Revisw of Resident #3's care notes revealed no

docurmnentation the PCP or gphthalmologist had
been notified of Resident #3 was not

. administerad Alphagen P eye drops 28 times in

January or February 2019,

" Intesview with Resident #3 on 03/15/19 at

10:50am revealed:

-She received one eye drop in the morning and
two different eye drops in the evening.

-She did not gef her eye drops for abouf two

- weeks, but did not remember when or why she
" did not get them..

o273y
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Interview with a medication aide (MA) on
. 03/15/19 at 2:53pm revealed:
- -She remembered Alphagan P eye drops not
being administered to Resident #3 in January and
| February 2019 because staff was waiting on the
pharmacy to send.
* -She would have normally told an RCC, but there
. was not an RCC employed at the facility during :
! that time,
| -She did rot know what the hold-up was with the ;
pharmacy.
-She did nct know why she had not contacted the
primary care provider (PCP} when the eye drops
were not administered.

interview with Resident #3's ophthalimiologist's
office on 03/15/19 at 3:54pm revealed:
. -The d&ffice had not been contacted regarding
" Resident #3 not being administered eye drops for
i 28 times between 01/25/19 and 02/11/19.
+ -Resident #3 was seen in the office on 03/15/19,

Interview with the coniracted pharmacy on ]
03/15/19 at 3:59pm revealed: i
' ~There was an order for Alphagan P instil one i
drop in both ayes twice a day.
-The Alphagan P was not on a cycle fill and had
. te be requested by the facility.
~There was a reguest fo refili Alphagan P an
01/23/19 and it was deliverad to the facility on
: 01/24/19.
. ~There was another request to refill Alphagan P
on 01/29/19, but the pharmacy did not dispense,
* because it had been delivered to the facility on
01/24/19,
' -Alphagan P was also dispensed on 02/13/19 and
- on 03/05/19.

. Interview with the Executive Dirgctor (EE) on |
(3/18/1S at 6:05pm revesled; i
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" .She did not know Resident #3 did not receive
her aye drops as ordered by the physician for 28 i
times between 01/25/12 and 02/11/19. ;
-8he expected the MA supervisor or RCC to ;
contact the physiciart regarding madication not i
being admihistered and document in thie care

. hotes. I

. -She thought staff may have gotien the eye drops

P, . ‘
_in from the pharmacy and put them in the 4 M
" medication cart without notifying the incoming i QM, 174

- Interview with the Resident Care Coordinator : - /
{RCC) on 03/15/19 at 7:22pm revealed; - 7
. -She did not know Resident #3's eye drops were "
¢ " not documented as administerad for 28 times

(; J between 01/25/19 and 02/11/19.

{ . ~The MAsg or supervisors were responsible far

* gontacting the physician when medication was
- not administersd as ordered and documenting in
_ the resident's care notes, '

" interview with a MA on 03/18/19 at 11:46am
revealed: .
-Alphagen P eye drops were not administered for
sixteen days between 01/24/19 and 02/11/19

- because they were not i the facility.
-She contacted the pharmacy regarding the eye
drops, but did not contact Resident #3's :
ophthalmologist or PCP to let them know eyé ;

- drops had not been administered. g
-5She did not remember when she contacted the ‘
phammacy and did not remember if she
documented contacting the pharmacy. :
-Any documentation of contacts with physicians !
should be in the care notes.

- Interview with the Administrator on 03/18/19 at
1:55pm revealed:
-The RCC or MA would be responsibie for

slaff the eye drops came in from the pharmacy. MM WJ .
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~ notifying the physician and documenting when
- medication was not administered,
-He did not know until 03/15/19 Resident #3 did
- not receive her eye drops as ordered.
- -He expected for medication to be administered
as ordered.

The facility failed to notify the primary care ‘
providers for 2 of 3 sampled residents regarding :

' nofification of 18 fingerstick blood sugars (FSBS) Qféé W_&%,z &
greater than 350 placing the resident at increased ;

risk for chronic hyperglycemia and 27 refused M

doses of an antifungal medication (Resident #2),

an eye drop not avaitable for administration with | - /
) . no documentation for administration 28 fimes 'f év ’C” f
(' . belween 01/25/18 fo 02/11/19 #2), and 21 blobd i
* pressure results outside of ordered parameters :
{ . between 01/10/19 to 03/15/19 (Resident#2) and
' 18 blood pressure results outside of ordered
parameters between January, February and !
' March 2019 (Resident #3} placing the residents |
at increased risk for organ damage or sfroke,
- This failure was defrimental o the heaith, safety
- and welfare of the residents and consfitutas a i
- Confinuing Unabated Type B Violation. :

The facility provided a plaf of protection in
accordance with G.5. 131D-34 for this violation !
on 0371519,

(D 276)

{0275 10A NCAC 13F .09C2(c)(3-4) Health Care

10A NCAG 13F .0%02 Health Care

{c) The facility shall assure documentation of the
- foliowing ¥ the resident's record: !

{3) written procedures, treatments or orders from

a physician or other licensed health professional;

and i

{4) implementation of procedures, treatments or
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- orders specified in Subparagraph (2)(3) of this
- Rule.

- This Rule is not met as evidenced by:
"TYPE B VIOLATICON

1 Based on observations, interviews, and record
B reviews, the facility failed to implement
(" ' _ : physician's orders for 3 of 3 sampled residents
, {Resident #1, #2, and #3) related to orders for
(. continucus positive alrway pressure (CPAP) and
blood pressures (BP) (#3); orders for laboratory
fests regarding an antipsychotic medication (#2);
and orders for finger stick blood sugars {FSBS)
and cantinuous oxygen #1).

: The findings are:

- 1. Review of Resident #3's current FL2 dated
12{17/18 revealed diagnoses included

© pnaumaonia, lung mass, chronic ohstructive

' pulmonary disease exacerbation, chronie

, ypoxia, hypertension, hyperglyceriia, and

| generalized anxiety disorder.

" a. Further review of Resident #3's current FL2
" dated 12117118 ravealed there was no ordar listed
on the FL2 for a CPAP,

Review of Resident #3's physician's order dated
12/21/18 revealed an order to restart CPAP.

- Review of Resident #3's electronic Medication
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Continved From page 22

. Administration Records {eMARs) and electronic

Treatment Administration Record (eTAR) for
Janary, February, and March 2019 revealed

. there was no entry for CPAP on either eMAR or
CeTAR,

| Observation of Resident #3's room on 03/14/19 at
: 4:34pm revealed:

~There was a CPAP machine coverad in a layer of
dust sitting on the floor beside Resident #3's bed.,
-There was an oxygen mask fying on the fioor
beside the CPAP machine with tubing attached.
-There was no power cord attached to the CPAP
machine.

-Resident #3 was present and did not exhibit any

: difficully brezhting or shoriness of breath.

Intsrview with Resident #3 on 03/15/19 at
10:38pm revealed:
~3he used to use the CPAP machine, but it was

"1 tom up and beepad when it was turned on.
~ -Sha had not used the CPAP machite in about
. aix months.

-"They know it beeps and | don't know what to do

' ta get it stopped."
i -"The CPAP machine helped her with breathing.*

: Interview with a representative from the

coniracied pharmacy oh 03/15/19 at 11:04am
reveated:

- ~The phattacy did nat have any physician orders
fora CPAP,

. ~The pharmacy was respeonsible for entering ali

- madication orders on the 6MAR and the facility

: was responsible for entering treatment orders

" which would show up on the eTAR.

-8he did not see where CPAP had been entered
onto the eTAR by the facility staff.

" Interview with a medication aide {MA) on

: {D 278}

i
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03415119 at 2:53pm revealed:
© 1 -The Resident Care Coordinator {(RCC) and MA
supervisors were responsibie for reviewing new
" orders and sending them to the pharmacy.
. -She knew Resident #4 had a CPAP machine, but
- she had not used it for months because air
~ seeped from around the mask.
-She thought the orders for the CPAP had been
discontinued since it was not on the eMAR
' -Bhe did not know about the physician’s orfder
dated 12/21/19 for Resident #3 1o restart the
: CPAP.

" Interview with the Exacutive Direcior on 03/15/19
. at 6:37 pm revealed:
. ~The RCC and the MA supervisors were
! responsible for raviewing new orders and making
{ sura they were implemented.
: -She did not know about the physician's order

. dated 12/21/18 for Resident #3 to restart CPAP.

" -She did not know if Resident #3 was not using

the CPAP machine as ordered by the physician.

.

" interview with the RCC on 031519 at 7:22pm

' revealad:

. ~She did not know if Resident #3 currently used
her CIPAP machine or not.
-She did not know about the physician's order

. dlated 12/21/19 for Resident #3 {6 restart CPAP.
-The RCE and the MA supervisors were

" responsible for reviewing new orders and making
sure they were Implemented.
~The RCC was responsible for conducting record

. audits, but she had not conducted one since she

started workad at the facility in February 2018

| -She did not-know when a record audit was last
completed.

interview with a MA on 03/18/19 at 9:28am
revesied:

: D 278}
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-She knew Resident #3 had a CPAP machine, but
she would not wear i,
, ~She did not know if the CPAP machine was
- working properly or not.
-If the CPAP machine was rot working properly, it
" would be the RCC's or the Executive Director's
" responsibifity to make sure it was repairad.
-She did not know if anyone told the RCC or the

' Executive Director the CPAP machine was not '
working properly. &( Wﬂ
-She thought Resident #3 last wore the CPAP .

over six months age. . M W \j_ Mu

-She used to document Resident #3's use of the

CPAP on the eMAR, but she had not h
AP on the eMAR, but she had not seen the (3/%/_/?

- CPAP listed on the eMAR In a while.

—

Aftempted telephone Interview with Resident #3's
4 putmonologist on 03/18/19 at 11:022m was
( unsuccessful,

Interview with a second MA on (G3/18/19 at
11:48am revealed:
-The RCC was responsibie for reviewing new
" orders when thay came into the facility and the
. RCC or MA would fax the new ordars fo the
© pharmacy.

~-She had not seen an order for Resident #3 to
“wear a CPAP and the CPAP order was not on the
" eMAR.

-She had never seen Resident #3 wear the
. CPAP,

Interview with the Administrator on G3/18/19 at
1:55pm revealed:
-The RCC was responsible for reviewing new
orders when they came into the facility and faxing
~ them to the pharmacy.
-He did not know until 03/15/19 Residert #3 was
not using CPAP as ordered. |
~He expected treatment orders to be completed
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; as ordered.

Interview with the primary care physician (PCP)
o 03/18/19 at 4:03pm revealed:
-She knew Resident #3 had CPAP ordered by the
" pulmonologist, but shée thought Resident #3 had
been refusing to wear the CPAP.
- -She sent Resident #3 to the pulmonologist due
to her respiratory status.
. -She expected Resident #3 to use the CPAF as
ordered by the pulmonolegist.

b. Review of Resident #3's current FL.2 dated
P 12117118 revealed:
- -There was no order to check bload pressure
(BP) listed on the FL2.
. -There was a medication order for Lisinopril 10
myg one tablet daily (a medication used to treat
 high blood pressure).

Review of Resident #3's signed physician's
i orders dated 2/14/19 revealed:
i -There was an order to discontinue Lisinepril.
- -There was an order to check blood pressure BP
: once daily and notify the primary care provider
- (PCP) if systolic BP (SBP) was greater than 140
or if diastolic BP (DBP) was greater than 85.

* Review of Resident #3's electronic Treatmeant
Administration Record (eTAR) for February 2018
: revealed:
~There was an entry to check and record BP
between 7:00am and 3:0 pm and notify the
_ primary care physician (PCP) if SBP was greater
! than 150 or the DBP was greater than 90.
. -There was no entry to check and record BP and
* notify the PCP if the SBP was over 140 or i the
. DBP was greater than 86.
-Residerd #3's SBP ranged from 124 {o 148 and
the DBP ranged from 66 to 100.
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_ Review of Resident #3's ¢ TAR for March 2016

. revealed;

- “There was an entry to check and record BP
between 7:00am and 3:00pm and notify the
primary care physician (PCP} if SBP was greater
than 150 or the DBP was graater than 90.
-There was ho entry to chack and record BP and
notify the PCP if the SBP was over 140 or if the
DBP was greater than 85.

_ -Resident #3's SBP ranged from 120 to 169 and

_ the DBP rangad from 70 to 96.

_ Interview with Resident #3 on 03/1519 at
. 10:38am revealed:
- -She had been getting her BP checked daily for a

{ " Jong time because she had high blood pressure.
A . -The MAs checked her BP daily, but she was not
(  told when her BP was high.

_ Interview with a representative from the

 contracted pharmacy cn 03/15/19 at 11:04am
revealed:
-The pharmacy was responsible for entering all
madication arders on the eMAR and the facility
was responsible for entering treatment orders
ineludirg BP checks which would show up on the
eTAR.

 .The latest order on the e TAR was dated
07130115 %o chack BP daily and notify PCP if

. greater than 150/90.

* Interview with a medication aide (MA) an
0311519 at 2:83pm revealed: )
i -She knew Resident #3 had an order to check her
. BP daily and nofify the PCP if the BP was outside
' of the crdered parameters.

-The parameters were difficult to read in the
. eMAR system.
i -She administerad medication and treatments

Je al7acted

:3’/&77 |
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- according to what was on the eMAR.

* -She did not know what Resident #3's 8P
parametars were without locking at the eMAR or
if there had been any recent changes ir the BP
order.

-She did not remember Resident #3's BP reading
belng outside of the ordered parameters.
-She had never contacted Resident #3's PCP

-The Resident Gare Coordinator (RCC) and MA
. supervisers were responsible for reviewing new
orders and sending them to the pharmacy to be
updated on the eMAR.

Interview with the Executive Director (ED) on
{' 0371519 a1 6:39pm revealed:
- -The RCC and the MA supervisors wers

( : responsible for reviewing new orders and making
. sure they wers implemented.
' , -She did not know there was an order dated
02/14/19 to check and record BP and notify the
. PCP if the SBF was over 140 or if the DBP was

greater than 85,
" -She expected treatment orders tc be

implemented as ordered by the physician,

Interview with the RCC on 03/15/18 at 7:22pm

" ravealed:

+ -The RCC and the MA supervisors wers
responsible for reviewing new orders and making

" sure they were implementad.
-The RCC or MA supervisors were respensible

' for entering treatment orders onte the eTAR.

~-She did not know Resident #3's BP parameters
without looking at the e TAR and did not know

- Resident #3's BP orders were changed on
02/14/19,

" -She did not know why the BP orders to contact
PCP if BP was over 140/85 was nof entered on

; the eTAR,

regarding BP readings outside of the parameters,

i

Ste abiatedl
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i
| Interview with @ MA on 03/18/19 at 11:46am
‘ revealed:
| .Tha RCC was responsible for reviewing new
" orders and the RCC or MA would fax the new
; orders {o the pharmacy.
- -The MAs were responsible for checking BPs.
| -She had not seen the parameters for BP for
i Resident #3 and did not know if there had been
. any changes to Resident #3's BP parameters,

" interview with the Administrator on 03/18/19 at

- 1:55pm revesled:

-The RCC was responsible for reviewing new

- orders and faxing them to the pharmacy.

. “The RCC, MA supervisors, ar MAs were
responsible for checking BPs and following
physician's orders.

. -He expected all treatment arders to be
completed as ordered.

Interview with the PCP on 03/18/18 at 4:03pm
* reveated: _
" .She chaniged the order for BP checks with
. parameters when she disconitinued the Lisinopril
. for Resident #3.
. -She did not know Resident #3's BP had been
. outside the parameters of 140/85.
! -She expected the facility to follow the arder
" dated 02/14/1¢ and to contact her if Resident #3's
" BIP was greater than 140/85.

2, Review of Resident #2's current FL2 dated
12/06/18 revealed:

-The diagnoses included gastroesophageal reflux
disease, hyperiension, anxiety, type [l diabetes
mellitus, schizophrenia, congestive heart failure,
ang chronic obstructive pulmaonary disease.
-There was an order for divalproex 500 mg (used
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to treat mental health disorders like
schizophrenia) two times a day.

Review of Resident #2's physician orders dated
01/07/19 revealed:

-There was an order for divalproex 500 mg every
morning, 250mg at 3:00pm, arid 500mg at

bedtime. Wé
-There was an order-to obtain a valprele acid &{/ %;
level (VIPA) (a blood test that reflacts the level of i .

* valproic acid in the systeém and is essential to o ! QJ{ m W

- monitor to ensure therapeutic levels of the

medication and avoid toxicity). . % - [ f

- Review of Resident #2's [aboratory results
< !revealed there were no results for the VPA level
(. ! ordered 010719,

(‘ © Interview with Resident #2 on 63/15/19 &f 3:55pm
revealed she knew home heaith cbtained labs on
her every week, but she did not know if a VA
level was. drawn in January 2019,

Interview with a medicalion aide (MA} on 03/15//9

. at 3:00pm revealed:

+ -Home Health (HH) drew ail labs for Resident #2.
-The Resident Care Coordinator (RCC) was

" responsible for assuring labs were drawn and

faxed the labs to the pharmacy.

-She did not know Resident #2's VPA level

. ordered 01/07/18 was not obtained.

Interview with the RCC on 03/18/19 at 4:48pm

revealed:

-The Supervisor or RGC were responsible for

faxing lab orders to the HH agency and assuring

tHe labs were obtained.

~The RCC was responsible for conducting eMAR

. audits -and she had not completed eMAR audits
since starting at the facility on 02/25/19,
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. -The MA or RCC wers responsible for faxing lab
orders to the HH agency.
-The RCC was responsible for assuring the labs

were drawn.

: -She did not know why the VPA level orderad
04/07/19 was not chtained.

Interview with the Executive Director on 03/18/19
| at 5:85pm revealed:
" =The RCC was respansible for faxing the lab
- arder to the BH agency and assuring the labs
* were ablained.

-She thought the lab order may have remained in
" the walt folder and was not faxed to the HH
: agency as ordered,

P

' Interview with the Administrator on 03/18/19 at
1:55pm revesled:

" -The RCC was responsible for assuring labs were
chtained as ordered.
-He did not know Resident #2's VPA level ordered

. 0107118 was not obtained,

Interview with & reprasemtative from the
contracted HH agency on 03/18/19 at 2:24pm
revealed:

-She obtained a VPA level on 03/15/19 (37.8)

* (Therapeutic range for valprolc acid (total) is
50-125 pofml..)

-The lagt VPA prior to 03/15/19 was obtained on
11/28/18 (45.7).

. -The HH did not receive the order for a VPA lavel .
"o 01/07/M9.

Telephone interview with Resident #2's primary

i care provider on 03/18/19 at 5:08pm revealed:

. -She did not know Resident #2's VPA level was

" not obtained after the crder was written on
010718,

. -She expected staff to ensure labs were obtained
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as ordered.

. ~The divalproex dosage depended on the VA
»level.

-If the VPA was not obtained, the divalproex could

. be out of the therapeutic lsvel.
-If Resident #2's VPA was not therapeutic there
- ceuld be behavior changes.

. 3. Review of Resident # 's current FL? dated
- 02/20/19 revealed diagnoses included

hypercapnic hypoxemic raspiratory failure,

~chronic obstructive pulmonary disease

exacerbation, bibasitar pneumonia, history of
coronary artery diseass, history of hypertension,
diabetes, spinal stenosis, cbslructive sleep

. apnea, and altered mental status/resolving.

. a. Further review of Resident #1's current L2

dated 02/2019 revealed a physician's order for
fingerstick blood sugars four times a day, befors

. meals, at night, and as neéded,

. Review of Resident # 's February 2018 elecfronic
¢ Medication Administration Record (eMAR)

| revealed:

. ~There was an entry to check fingerstick blood

sugars on Monday and Friday at 7:00 am, the
order was dated G9/20/18.

+ -There was docurmentation FSBS were obtained
: from 02/0119 to 02/28/19 at 7:00 am,

-Resident #1's FSBS ranged from 160 to 247,

. Review of Resident # 's March 2019 {eMAR)
, revealed:

-There was an entry to check fingerstick blood
sugars on Manday and Friday from 03/01/19
through 03/12/19 at 7:00 am,

-There was an entry to check fingerstick blood

. {D 276}
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i E sugars four imas g day beginning 03/13/19 at
; 7:00am, 11:30am, 4:30pm, and 8:00pm.

| Interview with Resident #1 on 03/14/18 at

11:00am revealed:

-He had been in the hospital with pneumonia and
had returned to the facifity on 02/20/19.

-The medication aides were checking his blood

. sugar before meals and at night as of yesterday
{03/13/19), but before that, they were checking it

 twice per week.

, “He did not know the physician at the hospital had

ordered his blood sugar to be checked four times

. & day when he returned from the hospital.

* Telephote Interview with a medication aide {MA)
- on 03/18/19 at 12:15pm revealed:
" -She checked Resident #1's FSBS twice daily

during her shift,

, ~She had never added fingerstick biood sugars to
- the eMAR as she did not know how and thought
- the pharmacy entered all orders.

-She thought before Resident # went to hospital,
his blood sugar was checked che time a day.

- -She thought fingerstick blood sugars had been
f increased to three times a day and one time at
; night, but she was unsure when this happened.
» -The order for the increase in checking blood

. sugars had been entered on the eMAR one day
- last week.

Interview with the Executive Director on 03/18/10

" at 6:00pm revealed:

. -She did not know why the order for the increase

- in finger stick blood sugars was not entered on

r the eMAR or eTAR untit 03/13/19,

. -The physician had not been notified of the finger
- stick blood sugars not being started until 03/13/19
+ when the origingl order was dated 02/20/19.

{D 276}
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b. Review of Resident #1's current FL2 dated

D2/20/19 revesled;

-Resident #1 was semi-ambulatory and used a
. manual wheelchair as an assistive device,

-There was a physician's order for axygen at 3

liters per minute (L/m) continuous.

Review of Resident #1's hospital discharge

" summary dated 02/20/19 revealed:

' ~Resident #1's date of admission was on
02/12/19.
-Resident #1°s date of discharge was on 02/20/19

. ~Resident #1 was admitted with acute respiratory

- fallure secondary to chronic obstructive

“ pulmonary disorder exacerbation and possible
pheumonia.

- -He was discharged from the hospital with

(' - continuous oxygen at 3 L/m, which was ordered

. . by the physician at the hospital, and delivered to
the facility by the local medical aquipment

. company.

Observation of Resident #1 on 03/14/1¢ at
. 11:00am revealed;
-He was wearing a nasal cannula with oxygen
from the concentrator set at 3 Lm.
-He was not having any difficulty with breathing.

i Interview with Resident #1 on 03/14/19 at

" 11:00am revaaled:
-He had been in the hospital in February 2019

. and had retumned to the facility on 02/20/19.

» -He did not have oxygen before going to the

» hospital.
-He was sent home from the hospital with oxygen
at3L/m.
-He knew that he was supposed to use oxygen
continucus, but he used it when he needed it.
~The staff had tofd him that he needed a portable
oxygen tank on the back of his wheslchair fo use
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medicatian administration or tar administration
records.
-She did not know why oxygen at 3 {./m was not
enfered oh the Febiuary 2019 eTAR.
-She entered oxygen at 3 L/m continscus to the
: 6TAR on 03/12/19.

-Resident #1 had heen wearing oxygen

' intermittently since she began werking in ‘
- February 2019. ; k\j&’;, W

-The physician had not been notified Resldent #1
was not wearing oxygen at 3 L/m continuous.

:
§

" Interview with the Executive Director on 03/1 8/19

at 6:00 pm revealed: o /
_She did not know why oxygen was not entered : é{ "’é 7)

RS on the eMAR or e TAR upon Resident #1's return
{: fromthe hospitel on 02/20/18.
.She did not know why oxygen was not entered

. on the eTAR until 03/12/19. _ i
.She knew that Resident#1 had been wearing
oxygen in his room when he would come in from !
smoking or when he was shott of breath, and she [
did not know if the physician had been nformed f
that the resident was not using the oxygen
| continuous.

- The facility failed to assure implementation of

 physician's orders for 3 of 3 residents (Residents : {

' g1 #2, and #3) with orders for continuous
positive airway pressure (CPAP) and an order for
dally blpod pressures with parameters resulting in

blood pressures not obiained hetween February

- and March 2019 for a resident with diagnoses of

" chironic obsiructive pulmanary disease and

" hypertension (#3); laboratory tests to monitor the !
level of valproic acid necessary for ordering
dosage changes of an antipsychotic medication

" with results less than therapeutic ranges which
could result in possible behavioral changes (#2);

. and finger stick blood sugars ordered 4 imes
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daily and were obtained only 1 time daily from
G2/01191c 02/28/19 and an arder for continuous
oxygen bejng utilized as needed by a resident
with diagnoses of hypercapnic hypoxemic
respiratory failure, chronic obstructive pulmonary
- dissase exacerbation, bibasilar pneumonia,

+ obstructive sleep aprea, and diabetes {#1). The
facllity's failure to implement physician's orders

!t for residents was detrimentat to the heaith, safety
- and welfare of the residents and constitutes a

- Type B Violation.

The facllily provided a plan of protection in
accordancs with G.S. 13103-34 for this viclation
on 04/12119,

{ CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MAY 2, 2019,

{D 358} 10A NCAC 13F ,1004(a) Medication

Administration

10A NCAC 13F 1004 Medication Administration
. (@) An adult care home shall assure that the
 preparation and administration of medications,
: prescription and nen-prascription, and treatments
" by staff are in accordance with: -
(1) orders by a licensed prescribing practitioner
" which are maintained in the resident's record; and
- {2) rules In this Section and the facility's policies
- and procedures.

{D 276}

{D 358}
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; This Rule Is not met as evidenced by:
TYPE B VIOLATION

Based on cbservations, record reviews, and
- interviews, the facility failed to administer
medications as ordered for 3 of 3 sampled
- residents (#1, #2, and #3) in regards fo a
medication used to treat chronic obstructive
« pulmonary disease and a medication used io
treat glaucoma (#3), an antipsychotic medication
- (#2), and an antibiotic and a steriod @#1).

' The findings are:

L 1. Review of Resident #3's current hospital FL2
datad 12/17/18 revesled diagnoses included
pneumonia, Iung mass, chronic obstrustive
pulmonary diseass (COPD) exacerbation, chronic
hypoxia, hypertension, hyperglycemia, and

I generalized anxiety disorder.

¢ &, Further review of Resident #3's FL2 dated

12117118 revealed there was an order for

- ipratropium bromide albuterol sulfate (Duoneb)
inhale one vial four times daily (a medicafion

" used to treat symptoms of GOPD.,

Review of Resident #3's pulmonologist
physician's order dated 12/21/18 revedled there
was an order to condinug duonebs as needed.

Review of Resident #3's elactronic Medication
. Administration Record (eMAR) for January 2019
' revealed:
. ~There was an entry for duonab one vial via
! nebulizer at 8:00am, 12:00pm, 4:00pm and
' B:00pm (scheduled times of administration and

57
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| not as needed).
-Scheduled duoneb was documented as
administered 123 out of 124 Oppotiunities on the

~following dates: 91/0-1/19 through 01/09/19 at

- 8:00 am, 12:00pm, 4:00pm: 01/10/19 at 8:00am,
4:00pm, and B:00pm; and 01/11/19 through

- 01/31/19 at 8:00am, 12:00pm, 4:00pm, and

© 8:00pm.

-+ -There was an entry for duoneb one vial every

* four hours as needad.
-There were no as needed doses of duoneh

- cocumented as administered.

" Review of Resident #3's eMAR for February 2019
- revealed:
- -There was anh entry for duoneb one vial via
{ « nabulizer at 8:00am, 12:00pm, 4:00pm and 8:0
L pm (scheduied times of administration and not as
( : needed).
-Scheduled duoneb was docurnented as
admirtistered 110 out of 112 opportunilies on the
Toliowing dates: 02/01/19 through 02/9/19 at
8:00am, 12:00pm, 4.00pm, and 8:00pm; 02720019
at 4:00pm and 8:00pm; and 02/21/9 through
02/28119 at 8:00am, 12:00pm, 4:00pm, and
. 8:00pm,
. -There was an entry for duoneb one vial every
four hours as needed,
i ~There were no as needed doses of duoneb
documented as administered.

- Review of Reslident #3's eMAR for March 2019

" revealed:
~There was an eniry for duciteb one vial via
nebulizer at 8:00am, 12:00pm, 4:00pm and

' 8:00pmn (scheduled times and not as needed).

~ -Scheduled Duoneb was documented as

+ administered 52 out of 54 opportunities on the

* following dated: 03/01/19 through 01/04/19 at
8:00am, 12:00pm, 4:00pm, and 8:00pm, 03/05/19

. {D 358} |
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. at 8:00am, 4:00pm, and 8:00pm; 03/06/19 at
" 8:00am, 12:0 pm, 4:00pm, and 8:00pm; 03/07/19

at 12:00pm 4.00pm, and 8:00pm, 03/18/19
through 03/13/19 at 8:00am, 12:00pm, 4:00pm,

- and 8:00pm; and 03/14/19 at 8:00am and
12:00pm.
' -There was an entry for dueneb one vial every

four hours as needed.
-There were no as neaded doses of duonab
documented as administered.

. Observatiqn of Resident #3's medication an hand
- on 03/15/19 at 10:58am revealsd:

-There were two vials of ducneb availablo for

. administration.
- -The package was labeled: inhale one vial via
" nebulizer every four hours as needed and 30 vials

were dispensed on 01/23/18.
-Duonek every four hours scheduled was not

. available In the facility for adminisiration.

Interview with Resident #3 on 3/15/8 at 10:38am
and 10:50am revealad:
-She received nebulizer treatments four times

_ daily.

-5She could request a nebulizer freatment if she
was having "bad" breathing.

+ -She did not khow when she last had difficuity

breathing and did not know i there had been any

- changes in her medication,

' Interview with the pulmonalogist assistant at

Resident #3's pulmonologist's office on 03/18/18
at 11:02am revealed:
~Resident #3 had current nebulizer treatmeant

- orders daled 02/21/19 for duonsb four times daily

as needed and two ofher routine pulmonary
medications.

-She did ot know duonebs were being
administered to Resident #3 four times daily,

{D 358)
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routinety.
-Duoneb should have only been used when
Resident #3 was having difficufty breathing .

. -Regular use of duoneh could possibly increase
the heart rate.

Interview with a medication aide {MA) on
0315418 at 11:08am and 2:53pm reveated:
-Resident #3 received duonebs four fimes daily.
" -She administered a duoneb via! to Resident #3
: this moming at 8:00am.
. -She thought the last scheduled duoneb vial was
. administered on yesterday (03/14/19),
-Sometimes MAs used the as needed duonebs
when the scheduled duonebs ran low instead of

o reordeting scheduled duonebs.

f.g © " -She usually fried io reorder medication when
‘ - there was & week's worth of medication

( , Yemalning in the facility.

" -Bhe just went into the eMAR system to reorder

* the scheduled and as needed duonebs,

- ~3he did not know of any changes in the orders

for duoneb.

-The Resident Care Coordinator {RCC) and the
MA supervisars were respansible for reviewing
new orders and sending them to the pharmacy.
-No facility staff had completed cart or record

" audits since she has been employed at the
facility.

-The pharmacy completed record audits, but she

- did not know how oftan,

Interview with the Executive Director (ED) on
03/15/1% at 6:39pm revealed:

-The RCC and the MA supervisors were
responsible for reviewing new orders that came
inta the facility. '

-New medicatian orders were to be sent to the
pharmacy to be added to the eMAR for
medication administration.

i
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. ~She did not know of any changes in duoneb
i orders for Resident #3.

-She expected for medication to be administered
as ordered by the physician,

Interview with the RCC on 03/1519 at 7:22pm
revealed: , :
-The RGC and the MA supervisors ware

" responsible for reviewing new orders and sending

thern to the pharmacy.
-She did not know there were any new orders for

. duoneh for Resident #3.
* -She had not completed any record raviews and
: had not seen the new order for duoneb.

" Interview with a second MA on 03/18/19 at

11.48am revealed:

| The RCC was responsible for reviewing new
. orders and the RCC ar MA would fax the new

orders to the pharmacy.
-Resident #3 had orders for duonsb nebulizer
treatments four times daily, but she was not sure

- whather of not she had orders for nebulizer
: freatments as needed.

-Bhe administered duoneb to Resident #3 during

. her shift.
+ -8he did not know of any changes n the order for

ducneb for Resident #3.

interview with a reprasentative from the

contracted pharmacy on 03/18/19 at 1:44pm
revealed:

-There was an order dated 04/19/17 for duoneb
inhale one vial four times daily,

-Duonehb four times daily was last dispensed on
1015/18 and 03/15/19 with one hundred and fifty

| vials,
| -There was an ordér dated 09/20/18 for duoneb

four times daily as needed.
-Ducnet: four times daily as needed was last

. {D 358)
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- dispensed on 01/23/19, 02/1941 8, and 03/04/09

withi thirty vials, (There was no documented use

- of as needed duoneh )

. Interview with the Administrator on 0371819 at

1:55pm revealed:
-The RCC was responsible for reviewing new
erders and faxing them to the pharmacy.

. -He expected all medication to be administerad

as ordered by the physician,

* b. Review Resident #2's current FL2 dafed
12117118 revealed an order for Alphagan P instil

ohe drop twice daily to beth eyes,

Review of Resident #3's slectronic Madication

. Administration Record (eMAR) for January 2019
: revealed:
. -There was an entry for Alphagan P eye drops

# Instill ane drop in both eyes twice a day at 8:00am
tand &00pm,

~-Alphagan P was documented as not

; administered for 41 of 14 opporiunities on the
following dates: 01/24/19 at 8:00am and 8:00pm;

, 01/25/19 at 8:00am and 8:00pm; 01/27/19 at

8:00pny; 01/29/12 at 8:00am and 8:00pm;

01/30/19 at 8:00am and 8:00pm; and 01/3119 at

{ 8:00am and 8:00pm.

. ~There was documentation Alphagan P was not

» administered between 01/25/19 and 01/31/19 for
- the reasons, "Patient unable to fake medication®
- and "Waiting on pharmacy."

! Review of Resident #3's eMAR for February 2019
| revealed:
- ~There was an entry for Alphagan P eye drops

instill one drop in both eyes twice a day at 8:00am

- and 8:00pm,
- “Alphagan P was documented as not
- administered for 17 of 22 opportunities on the
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foilowing dates 02/01/19 through 02/07/18 at
8:00arm and 8:00pm; 02/08/19 and 02/10/19 at

- 8:00am; and 02/11/19 at 8:00pm.
-There was documentation Alphagan P was not
administered between 01/25/19 and 01/31/12 for
the reasons, "Pafient unable to take medication”
and "Waiting on pharmacy.”

Observation of Resident #3's madication on hand
Fon 03715/19 at 10:58am revealed:

-There was one package of Alphagen-P eye
. drops available for administratior .
~-The package was labeled: instill one drop in both
eyes twice daily and was dispensed on §3/05/19,

. Interview with Resident #3 on 03/15/19 at
[\ i - 10:50am revealed:
o ! -8ha received one eye drop in the morning and
(,. * two different eys drops in the evening.
' _ -Bhe did not receive her eye drops for about two
weeks, but did not remember when.

~Interview with a medication aide (MA} on
03/15/19 at 2:53pm revealed:

- -She remembered Alphagan P eye drops not

¢ being administered to Resident #3 in January and

" February 2019 because staff was waiting o the

: pharmacy to send.

. -Bha did not remember if she had contacied the

" pharmacy or not,

" -The MAs and the RCC ware responsible for

- contacting the pharmacy regarding medications.,
-She did not know if anyone glse contacted the

; pharmacy and did not know what the hold-up was

! with the pharmacy.

-No cne had completed an eMAR or cart audit

" since she has worked at the facility.

I Iiterview with an assistant at Resident #3's
i ophthalmologist's office on G3/5/19 at 3:54pm
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revealad:

-Resident #3 was seen in the office on 03/1 5/19
and there were no current conceins.

-Eye drops were expected to be administered as
ordered.

Interview with a representative from the
. contractad pharmacy on 03415/19 at 3:58pm

revealed:

-Thers was an order dated 10/23/18 for Alphagan
P instill one drop in both eyes twice a day.
-There was a requeast 1o refill Alphagan P on
01/2319 and it was delivered to the facility on
01/24/18

-There was another request to refill Alphagan P

f on 01/29/19, but the pharmacy did not dispense,

- because it had been delivered to the facility an
- 01241189,

-Alphagan P was alsc dispensed on 021319 and
on 03/05/19.

 Interview with the Executive Director (ED} oa

: 03/18/19 at 6:05pm revealed:

i--The MAs and supervisors wers responsible for
" medication administration.

. ~The MAs, supervisors, and the RCC were

| responsible for reviewing physician's orders that
- came into the facility and faxing them to the

! pharmacy fo be updated on the eMAR,

" -She did not know Resident #3 did not receive

her eye drops as ordered by the physician for
fifteen days between 01/25/19 and 03/05/19.
-5he expected expected medication to be
administered as ordered by the physician.

Interview with the Resident Care Coordinator
{RCC) on 03/15/18 at 7:22pm reveaied:
-She had not reviewed the eMARs since being

: employed &t the facility and did not know

Residert #3's eye drops were documented as not

D358}
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- administered for fiftean days between 01/25/19
and 02/1119,
-She did not know why the eve drops were not
+ administered because she was not employed at
 the facility during that time.

- Interview with a second MA on 03/18/19 at
11:48am revealad:
-Alphagan P eye drops were not administered for

* fifteon days between 01/25/19 and 03/05M19
because they were not in the facility.

. -She contacted the pharmacy regarding the eye
drops, but did not know the eye drops had besn

+ delivered to the facility.
-There was no process to ensure all MAs knew

- when medication had been delivered to the
{ ‘ facility.

' Interview with the Administrater on 031819 at
1:55pm reveaied:
-Hs thought the RCC was responsible for eMAR
and record audits, but did not know how often
they were completed.

- -He did not know until 03/15/19 Resident #3 did

rat receive her eye drops as ordered by the

! physician,
-He expected for medication to be administerad
as ordered by the physician,

2. Raview of Resident #2's current FL2 dated
12/06/18 reveated:

- -The diagnoses included gastroesophageal reflux
disease, hypertension, anxiety, type Il diabetes

. mellitus, schizophrenia, congestive heart faifure,

" and chronic obstructive pulmonary disease.
~There was an order for clozapine (a medication
used lo treat schizophrenia) 200 mg twice a day.

Review of Resident #2's physician orders dated

' {D 358)
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and 9:00pm.

follows:

( ©: medication,

medication.

follows:

- medication.

{D 358} Continued From page 46 _:' {D 358}

: /20118 revealed an order for clozapi‘ne 25mg
 (with 200mg to equal 225mg) at bedtime.

. Review of Resident #2's January 2019 elactronic
medication administration record (eMAR)

| -There were 5 of 62 opportunities clozapine 200
mg was not documernited as administered ag

-Clozapine 200mg was not documented as

administersd at 9:00am on 01/06/19. Staff ! . .

documented clozapine was not administered ‘ /5:’6/ ~( 7
- because the resident was unable to take the

-Clozapine 200mg was not documented as
- administered at 9:00pm on 01/04/19-01/05/19.
Staff documented clozapine was not administerad
- because the resident was unable to take the

. -There was an entry for clozapina 25 mg (at
bedtime along with 200mg to equal 225mg) at
bedtime scheduled at 9:00pm.

-Thers wera 13 of 31 opportunities clozapine 25

. Mg was not documented as administered as

-Clozapine 25my was not documented as i
- administered at 9:00pm on 01/02/ 9-01/06/19,
01/09/19-01/41/19, and on 01/25/19-01/31/19.
-Qn 01/03/19-01/25M1 9 at S:00pm, staff
- documented clozapine was not administered
because the resident was unable o take the

©-0n 01/26/19 at $:00 pr), there was
documentation clozapine was not administered
because the resident refused the medication.
-On 01/27/19 at 9:00 pm, staff docurented
clozapine was not administered because the i : ]

| -There was an entry for clozapine 200mg twice a
- day and scheduled for administration at 9:00am

&
3
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resident was unable to take the medication.
-On 01/28/19-01/31/19 at 8:00 pm, there was
. documentafion clozapine was not administered

- because the facility was waiting on the pharmacy,

- Review of Resident #2's February 2019 eMAR

. revealed: :

, -There was an entry for clozapine 200mg twice a

 day and scheduled for administration at 9:00am
and 9:00pm.
~Clozapine 200 mg was documented as
administered at 8:00am and 9:00pm daily from

- 02/01/19 through 02/28/19.

* -There was an entry for clozapine 25 mg {(at
bedtime along with 200mg to equal 225mg) at
bedtime scheduled at 9:00pm.

< ~There were 14 of 31 opportynities clozaping 25

. mg was not documenied as administerad ag
follows:

-Clozapine 28mg was not documented as
administered at 9:00pm on 02/014 9-02/06/19,
and on 02/08/19 through 02/14/19.

1 -0n 0201/19-02/03/19 at 9:00 pm, there was
! documentation clozapine 256 myg was nof

" administered because the facility was waiting on

. the pharmacy.
- -On 02/04/19-02/05/19 at 9:00 pm, there was

documentation clozapine 25mg was not-

. administered because the rasident was unable to

! take the medication.

- -On 02/06/19 at 9:00 prm, there was

docurnentation clozapine 25my was not

. administered because the facility was waiting on

' the pharmacy.

- -0n 02/08/19-02/11/19 at 9:00 pm, there was
documentation clozapine 25mg was not

- administered because the resident was unable to

! take the medication.

+-0n 02/12/18-02/14/18 &t 9:00 pm, there was

. documentation clozapine 25mg was not

: {D 358}
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; administered because the facility was walting on
i the pharmacy.

. Observation of Resident #2's medication on hand
for administration an 03/15/1¢ at 3:57pm
revealed:

-Clozapine 200mg was available for

: administration.

. -On 02/14/19, clozapine 200mg was dispensed

. for a total of 56 tablets. There were 16 tablsts

: remaining in the bubble pack.

0N 03/1319, clozapine 200mg was dispensed
for 2 total of 56 tablets. There were two bubble
packs fuii (56 tabiets were remaining).

. -0n 02/14/19, clozapine 25mg was dispensed for

{" & total of 28 tahlets. There were 3 tablats

. remnaining in tha bubble pack,
. -On 03/13/19, clozapine 25mg was dispensad for
a total of 28 tablets (28 tablets ware remaining).

Interview with Resident #2 on 03/15/19 at 3:55pm
revealed:
-Staff administered all medications.
-She knew she was prescribed clozapine.,
~She did not know why she was prescribed
clozapine,
-She did not know the dose or frequency for
- clozapine.
-She did net know if she had missed any doses.

+ Interview with a representative from the

- contracted pharmacy on 03/18/19 at 1:20pm
revealed:
-The pharmacy had to have lab results in order fo
dispense clozapine.
-There were several occasions when Resident #2
would have been without clozapine becauss the
pharmacy did not receive lab results,

-Dispense dates for clozapine were as follows:

-Clozapine 25mg was available for administration,
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-On 12/19/18, clozapine 200mg was dispensed
for 14 tablets.
-On 01/04/18, clozapine 200mg was dispensad
_ for 14 tablats.
- -0n 01/11/19, clozapine 200mg was dispensed
for 6 tablets,
-On 01/16/189, clozapine 200mg was dispensad
for 4 tablets,
-On 01/17/18, clozapine 200mg was dispensad
for 10 tablets.
- -0n 01722119, clozapine 200mg was dispeised
" for 4 tablets.
-0n 01/24/19, clozapine 200mg was dispensed
 for 42 tablsts,
-0On G2/14/19, clozapire 200mg was dispensed
) for 56 tablats,
{ L -0n 03/13/19, clozapine 200mg was dispensed
7 ; for 58 tablats.
] 0N 1274918, clozapine 28mg was dispensad for
7 tablets.
-On 01/04/19, clozapine 25mg was dispensed for
7 tablets,
-0n 01/11/18, clozapine 25mg was dispensed for
. 3 fablets.
-On 01/15/19, clozapine 25mg was dispensed for
- 2 tablets,
-On 01/17/19, clozapine 25mg was dispensed for
- b tablets.
. ~On 01/2219, clozapine 25mg was dispensed for
, 2 lablets,
- -0n 02/14/19, clozapine 25mg was dispensed for
. 28 tablets,
0N 03/13/18, clozapine 25mg was dispensed for
28 tablets.

Interview with & medication aide (MA) on
03A15/19 at 3:00pm revealed:

-She knew of several occasions the ciozapine
200mg and clozapine 25mg was not available to
be administerad,
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" -5he thought the delay in the clozapine being

- dispensed from the pharmzcy was due to labs not

getting faxed to the pharmacy,

-The pharmacy had fo receive the lab results

before the clezapine would be dispensed,

~The MA/Supervisor was responsible for faxing

over labs to the pharmacy.

- -She falt the labs were drawn and staff did not fax.
labs to the pharmacy for a few days.

- <A cohtracted home health {HH) agency abtained
labs for Resident #2.

" -She had rot noticed any change of in behaviors,

Interview with the Resident Care Coordinator
(RCC) an 03/08/19 at 9:20am revealed:
-She knew Resident #2 had labs drawn weekly

I for clozapine.

" -She was responsible for making sure labs were

' obtained as ordered.

- ~&he or the Supervisor were responsible for

faxing lab results to the contracted pharmacy.
-The pharmacy required labs to dispense
clozapine.

- ~She did not know clozapine was not

- administered as ordered jn January and February
2019,

-She was responsible for eMAR audits,

. -She had not conducted eMAR audits at the
facllity because she had been fecusing on other

; areas,

* Interview with the Executive Director on 03/1 8/18
~at :00pm and 5:55pm revealed:
-She did not know Resident #2 missed doses of
* clozapine 200 mg and 25mg in Janhuary 2019 and
: February 2019,
! “The Supervisor ar RCC were responsible for
i faxing (ab orders to the home health agency.
i ~The Supervisor or RCC were responsible for
» faxing labs resuits to the bharmacy.
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-No one was performing a double check to make
sure labs were done or they were faxed to the
pharmacy so the medication was defayed from
the pharmacy.

~8he remembered getting a fax and eal! from the
pharmacy requesting lab results. She did riot

. know the date of the contact,

- -She found the lab results in a folder and assured
the resuits were faxed immediately to the

. pharmacy.

- Interview with the Administrator on 03/18/19 at
© 1:55pm revealed:
- -He did hot know if the facility was conducting
eMAR audits.
_ -He did not know Resident #2 missad doses of
! clozapine 200mg and 28mg in January and
February 2018,
- -The Supeivisar or RCC were responsible for
. Making sure labs were cbiained and faxed to the
- pharmagy when necessary,

- Interview with the a nurse from the faciiity's
contracted HH agency on 03/18/19 at 2:24pm
revealed:

-She obtained weekly labs from Resident #2 for

clezapine.

- ~The facility faxad lab orders to the HH agency.

' -The HH agency faxed the facility the lab results.
-The fecility was respensible for faxing the labs to
the pharmacy.

-The clozapine would not be dispensed without
the lab results.

Interview with Resident #2's primary care provider
_ (PCP) on 03/18/19 at 5:08pm revealed:
' -She visited the facility every other week,
-Not administering clozapine as ordared could
' cause Resident #2 to go into a psychotic state,
~-She did not know Resident #2 missed scheduled

Dasgy |

See @A Lirs
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clozapine in January and February 2019,

3. Review of Resident #1's current FL-2 dated
0Z/20119 reveaied diagnoses included

hypercapnic hypoxemic respiratory failure,

chronic obstructive pulmoenary disease _
exacerbation, bibasilar pneumonia, history of
coronary ariery disease, history of hypertension, :
diabetes, spinal stenosis, obstructive slesp

apnea, and altered mental status/resolving. ' @,{7_ m%éi

 a. Further review of Resident #1's current FL-2 g

" dated 02/20/19 revealed there was an ofder for ' m

" Levaquin 780 mg, one tablet at 9:00am for saven W i

- days. ‘
[ , : 57’ o é?

Review of Resident #1's electronic Medication

Administration Record (eMAR) for February 2019

revaealed:

" -There was an entry for Levaquin 750 mg

i scheduled to be administered at %:00am,

~-Resident #1's Levaquin 750 mg was

i docurmented as administered on the eMAR on

021217119, 02/22/19, G2/23/18, 02/25(19, 02/26/19,

and 02/27/18, but eMAR exception notes

, indicated "waiting on pharmacy” on the same

i dates.

| -Resident #1's Levaquin 750 mg was
documented as not administered due to "waiting

+ on pharmacy" on 02/27/18.

. -The order for Levaquin 750 mg was documented
as expired on 02/28/19,

* Review of Resident #1's eMAR for March 2019

. revealad:

: -There was an entry for Levaquin 750 mg
scheduled fo be administered at 9:00am. _‘
-Resident #1's Levaquin 760 mg was :

“documented as admindstered at 9:00am :
beginning 03/02/19 through 03/10/189.
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+-0n 03/01/19, Levaquin 750 my was not
- administered for the noted reason of “waiting on
pharmacy".

Review of the care notes on 03/15/19 at 4: 30pm
revealed:
~ There was an entry on 02/23/19 that the
cemputer crashed during the morning medication
pass and showed all-morning medications as
- administered, but the Levaquin 750 mg was not
administered due to walteng on medication from
pharmacy.
~There was an enlry on 02/27/19 that the
medication aide had accidently "hit administer for
 the Levaquin order, but | meant to hit did not
' administer, waiting on meds from pharmacy”.

Interview with the Resident Care Coordinator
“(RCC) on 0:3/15/13 at 4:00pm revealed:
-Ghe reviewed the medication orders for Resident
- #1 on gither 02/26/19 or 02/2719, when she
; discovered the Levaquin 750 mg was not in the
: medication cart.
: ~The lransportation staff member had transported
- Resident #1 to his eye appointmest on 02/27/19,
which was where the pharmacy was alsa Jocated.
-The RCC had advised the transportation staif
i member fo ask someone with the pharmacy if
they would overnight the Levaquin 750 mg to the
facility for Resident #1.
-The pharmacy did not overnight the |_evaquin
750 mg tablets.
- -8he cailed the pharmacy on 02/27/19 and the
- Levaquin 750 my, was shipped to the facility on
- 03/01/19 and Resident #1 began taking the
medication on 03/02/19.
~She knew when Resident #1 retumed to the
 facility from the hospital on 02/20/19, the hard
» prescription for Levaguin 750 mg was given to the
medication aids on duty.
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| ~The medication aide on duty had faxed the hard

prescription for Levaquin 750 myg to the facility
contracted pharmacy instead of the pharmacy
Resident #1 used,

-She did not know why the medication aide on
duty had faxed the hard prescription o the wrong

' pharmacy, other than the madication aide was
. not told or the medication aide was fold, and she

did not reamember.

-She did not know why Levaquin 750 mg was
inttialed as administered on 02/21/1 9, 02/22/18,
02/23/18, 02/25/19, 02/26/19, and 02727115
because she knew the medication was not in the
medication cart.

- -The primary care physician was not nolified that

-Resident #1 had not started taking the Levaquin
.-as per the order ffom the physician at the

hospital.

Interview with the Medication Alde/Supervisor oh
0315/19 at 2:50pm revealed she had initiaded
that she had administered the Levaguin 750 mg -

- to Resident #1 on 02/23419 and 02/27/19 at 9:00

am, bui she had documented in the care notes

that it was not administerad.

Attempted telephone interview with a medicatian

aide on 03/1819 at 10:00am was unsucesssful,

Altempted telephane interview with Resident #1's

- primary care physician on 03/18/19 at 1:450m

was unsuccessiul,

Irterview with Executive Director on 0341871 9 at
6:00pm revealed:

~The medication aide an duty on 02120119 faxed
 the Levaquin 750 mg prescription to the facility

contracted pharniacy instead of the pharmacy
Resident #1 usad,

_~The medication aide on duty had been told that

|
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Resident #1 used a different pharmacy, but she
either was not listening or she had just forgotten,
; ~Bhe did not follow up on the discharge
- orders/current FL-2 for Resident #1 to ensure he
' received the Levaquin in a fimely manner.

b. Review of Resident #1's current FL-2 dated
0272619 revealed there was an order for

" Pradnisone 40 mg (a steroid used to treat

: breathing disorders) twice daily for three days,
then 20 mg twice daily for three days, then 10 myg

twice daily for three days, then 10 mg daily for i ! :
three days, &C‘ WW _
Review of Resident #1's electronic Medication : ) W
' 1 Administration Record (eMARY) for February 2019 : / W -
_ | revaaled: :
( - -Thare was an enlry for Prednisone 40 mg ' ‘é’/ é /ﬁ .

" scheduled for administration twice daily for three
days, 20 mg twice dally for three days, 10 mg
twice daily for three days, and 10 mg daily for
three days, '

-Frednisons 40 mg was documented as not
administered and the was was "waiting on
pharmacy".

.,

. Raview of Resident #1's eMAR for March 2019
revealed:
~Thera was an entry for Predrisone 40 mg
scheduled for administration twice daily for three
~ days, 20 mg twice daily for three days, 10 mg
twice daily for three days, and 10 mg daily for
three days.
- ~Prednisone 40 mg was documented as
~ administered twice a day on 03/02/19 and
t - Q3/03/19; a morning dose on 03/04/1 8, but it was
I documented as not administerad for the avening
- dose with the reason documented as waiting on
" pharmacy;
-Prednisone 20 mg was documentad gs
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administered twice daily from 03/04/119 threugh
03/06/19.

, ~Pradnisone 10 mg was docuemined as
administered twice daily from 03/10/19 through
03/12/19.

Interview with the Resident Care Coordinator
(RCC) on 03/156/19 at 4:00pm revealed:
-She saw on the eMAR for March 2019 that a 40

. mg dose was initialed as administered on
03/04/18 for the morning, but also on 03/4/19 a

: moiming dose for 20 g was initialed as
administered.
~The medication aide that had inifialad a morning

- dose of Prednisone 40 mg and a morning dose of

. Prednisene 20 mg administered was no longer a

" medication aide,

- ~The medication aide initiafed the wrong date and

“was not paying altention.

-8he reviewed orders for Resident #1 on either
02/26/19 or 02/27/19 when she discovered
 Prednisone was not in the medication cart.

i transportation staff member had transported

Resident #1 to his eye appointment on 02/2719,

which was where the pharmacy was also located.

' -The RCC had advised the transportation staff

- member to ask someone with the pharmacy if

- they would overnight the prednisone to the facil

- for Resident #1,

' -The rharmacy did not overnight the Prednisone
prescription.

-She called the pharmacy on 02/27/19 and the

- Prednisone was shipped to the facility on

- 03/01119 and Resident #1 began taking the
medication on 03/02/19,

. -She knew when Resident #1 returned to the
facility from the hospital on 02/20/19, the harg
prescription for Prednisone was given to the
medication aide on duty.

. -The medication aide on duty had faxed the hard

ity
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- prescription for Prednisone to the facility

' confracted pharmacy instead of the pharmacy

Resident #1 used.

~She did not know why the medication aide on

duty had faxed the hard prescription to the wrong

pharmacy, other than the medication aide was

- not told or the medication aide was told, and she
did ot remember,
~The doctor was not notified that Resident #1 had
not started taking Prednisone as per the order
from the physician at the hospital,

- Telephone Interview with a representative from

. the facility coniracted pharmacy on 03/14/19 at

* 11:30am revealed:

- -0n 02/20/19, an order for a Prednisons was

i faxed to them for Residant #1.

« -The order was for Prednisone 40 mg twice daily

for 3 days, 20 mg twice daily for three days, 10
g twice daily for three days, and 10 mg daily for

- three days.
-The pharmacy did not fill the prescription

because it was noted in their system that

- Resident #1 received his medications from

- another pharmacy.

- -On 02/28/19, the facility faxed an update for the
eMAR only, no medications were sent for
Resident #1.

» Aftempted felephone interview with a medication
aide on 03/18/19 at 10:00am was unsuccessful.

| Atternpted telephoite interview with Resident #1's
. primary care physician on 03/18/19 at 1:45pm
. was unsuceessful.

- Interview with Executive Director on 03/18/19 at
" 8:00pm revealed: :

~The medication aide on duty on 02/20/19 faxed
the presgription for Prednisone 1o the wrang

- {D 358}
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- pharmacy as Resident #1 did not use the facility
contracted pharmacy.
-The madication aide on duty had baen told that
Residert #1 used a different pharmagcy, but she
. sither was not listening or she had just forgotten.
* -She did not foliow up on the discharge orders for
- Resident #1 to ensure hé received Prednisone in
~ atimely manner.

The facility failed to assure medicafions were

. administered as ordered which resulted in an

- antibiotic not being administered untii nine days
after it was ordered and a steriod not being
administered ag ordered and a steroid not being
administered until fen days after it was ordered
(#1) an antipsychotic medication was not

. administered due to ab results not being faxed to

. the pharmacy (#2) which could iead to a

5 psychotic siate; and a medication used to treat

* chronic obstructive pulmonary disease was used
four times daily when it should have been used
avery four hours as neaded which could lead to
increased heart rate and a medication sed to
treat giaucoma was not administered twenty sight
times (#3}. This failure was detrimental fo the
heslth, safety, and welfare of the residents and

1 cohstitutes a Type B Violation,

' The facility provided & plan of protection in
accordance with G.S. 131D-34 for this violation
on 03/15/19.

i CORRECTION DATE FOR THE TYPE B
* VIOLATION SHALL NOT EXCEED May 2, 2019,

{D 367). 10ANCAC 13F .1004()) Medication

Adminisiration

10ANCAC 13F 1004 Medication Administration

¢ {D 358}

ID 367}
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. {} The resident's medication administration
. record {(MAR) shall be accurate and include the
, following:

{1) resident's name;

{2) name of the medication or treatmant order:
(8) strength and dosage or quantity of medication
administered,

(4) Instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident:

- {6} date and time of administration;

+ (7) documentation of any omissicn of
medications or treatments and the reason for fhe
. omission, including refusals: and,

(8) name or initials of the person administering
the medication or treatment. if initials are used, a
signature equivalent to those initials is to be

~ documented and maintained with the medication

administration record (MAR),

This Rule is not met as evidenced by

Based on observations, record reviews and
interviews, the facility failed to assure the
medication administration records (MARs) were
accurate and complete for 1 of 3 samplad

residents {Resident #1}.

. The findings are:

- Review of Resident #1's current FL2 dated
- 02/20M8 revealed:
, -Diagnoses included hypercapnic hypoxemic

o /9

Division of Health Service Raguiation

STATE FORM
(

&858

VX5P13

if continualton sheat 60 of 88



Division of Health Service Regulation

PRINTED: 04/12/2019
FORM APPROVED

{

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

-

(%1) PFROVIDER/SUPPLIER/GLIA
DENTIFICATION NUNBER:

HALOBG013

(X2} MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

A. BUILDING:

B. WING

R

03/18/2018

E OF PROVIDER OR SUPPLIER

500 JOHNSON RIDGE ROAD

ELKIN ASSISTED LIVING

ELKIN, NC 28621

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY HULL
REGULATCRY OR L.8C IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION {X85)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSB-REFERENCED TO THE APP ROPRIATE DATE
DEFICIENCY?}

o367}

Continued From page 80

respiralory failure, chronic obstructive pulmonary

. disease exacerbation, bibasiiar pneumonia,
~ history of coronary artery disease, history of
- hypertension, diabetes, spinal stencsis,

obstructive sleep apnea, and altered mental
statusfresclving.

" -Resident #1 was semi-ambulatory and used a
" manual whaelchair as an assistive device.

i “There was a physician's order for oxygen at 3
liters per minute continuously.

Review of & hospital discharge summary dated

02/20/19 revealed:

-Resident #1 was admiited to the hospital on

02112119 with acute respiratory failure secondary

to chronic obstructive pulmonary disorder

exacerbation and possitile pneumonia. .
-He was discharged from the hospital ont 02/20/19 ,

. with & physician's order for oxygen, which was !

ardered by the physician af the hospital, and
deliverad {o the facility by the local durable
medical equipment company.

* Observation of Resident #1 on 03/14/19 at 11:00
~am revealed he was wearing a nasal cannula via

the oxygen concentrator at 3 liters per minute.

 Interview with Resident #1 on 03/4/19 at
- 11:00am revealed:

-He had been in the hospital in February 2019

! and had returned to the fachiity on 02/20/19.

' -He did not have cxygen before going fo the

* hospital,

. -He was sent home from the hogpital with oxygen
- at 3 liters per minute.

| -He knew he was supposed to use oxygen

- continuous, but he used it when he needed it.

' -The staff had told him that he nesded a portable

oxygen tank on the back of his wheelchair fo use
when he was out of his room.

« (D 357}
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. -He told staff he was not able to get up from the

- wheelchalr, walk outside and leave oxygen inside,
while he went out to smoke,
-He knew when his exygen level was low and

. knew whan he needed o go to his room and use

 the oxygen.

" ~He knew his oxygen lavel was low when he

- would come back in from smoking and when he
was short of breath.

i Review of Rasident #1's February 2019 elecfronic
Medication Administration Record (eMAR) and

! electionic Treatment Administration Record

! (eTAR) révealed no entry for oxygen at 3 Lim via

" nasal cannula,

Review of Resident #1°s March 2019 eMAR and
( - ¢TAR revealed an entry on the eTAR for oxygen
at 3 L/t via nasal carmula beginning on 03/12/19.

- Interview with Medication Aide/Supervisor on

. 03/15/19 at 2:50pm reveated;
-The Resident Care Coordinator (RCC) was
responstble for reviewing physician crders.

: -Sometimes the pharmacy would enter the order
for oxygen on the (eMAR/eTAR) and sometimas

" the medication aides would enter the order,
-She knew that Resident #1 had been wearing
oxygen, but she did not realize that it was not
entered on the eMAR or eTAR.

 -She had not told the RCC that oxygen was not
on the eMAR or eTAR.

Interview with the RCC on 03/18/12 at 4:00pm
" revealed:
-Oxygen should be entered on the eMAR or e TAR
by either the RCC or the medization aides.
-The pharmacy did not enter oxygen-on tha
- eMAR or eTAR,
- -She did not know why oxygen at 3 liters per

S @ ched
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| minute was not entered on the February 2019
eMAR.

-She entered oxygen at 3 liters par minute
continuous to the eMAR on 3/12/19.

! ~Resident #1 had been wearing cxygen
intermittently since she came to work in February
2019.

-The physician had not been notified that
Resident #1 was not wearing oxygen at 3 L/m
" continuous.

 Interview with the Executive Director on 03/1 8119

+ ait B:00pm revealed:

- -She did not know why oxygen was not entered

- on the eMAR or e TAR upon his return from the

: hospitat on 02/20/19. ‘

" -8he did not know why oxygen was not entered

» on the eTAR until 03/12/19.

-Bhe knaw that Resident #1 had been wearing
Gxygen in his room when he would come in from

- smoking or when he was short of breath, but she

- did not know if the doctor had been informed that

" he was not using the oxygen continuous

{D912}§ (3.5, 131D-21(2) Declaration of Residents' Rights

| G.8. 131D-21 Deciaration of Residents’ Rights
Every resident shall have the following rights:

. 2. Toreceive 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:

(D912}
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Based on observations, record reviews, and
interviews, the facility failed to assure every
, resident had the right to receive care ang
services which are adequats, appropriate, and in
compliance with rules and regulations as related
to health care, medicafion administration, and
adult care home infaction pravention
. requirements,

The findings are:

" 1. Based on observafions, interviews and record
reviews, the facility failed to notify the primary
: care providers for 2 of 3 sampled residerts
{Residenis #2 and #3) regarding fingerstick
!" - blood sugars (FSBS) greater than 350 and
. ’ " antifungal medication and blood pressure (BP)
(, " resulis outside the oidered parameters(#2), an
eye drop not avaifable for admiristration amd
blood pressure resulis outside of ordered
- parameters (#3). [Refer to Tag 0273 10A NCAC
* 13F .0902(b) Health Care {Continuing Unabated
- Type B Viotation)].

, 2. Based on observations, interviews, and record
reviews, the facility fallad to implement

_ bhysician's orders for 3 of 3 sampled residents

~ (Resident #1, #2,; and #3) related to orders for

continuous positive airway pressure ( CPAP) and

blood pressures (BP) (#3); orders for laboratory

tests regarding an antipsychatic medication {#2);

and orders for finger stick bicod “sugars (FSBS)

+ and cotitinuous oxygen #1). [Refer to Tag 0276

- 10ANCAC 13F 0902{c){3-4) Health Care {Type

. B Violationj].

3. Based on observations, record reviews, and
. Interviews, the facility failed to administer

' medications as ordered for 3 of 3 sampled
residents (#1, #2, and #3) in regards to a

-
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medication used to treat chronic obstructive
pulmenary disease and a medication used fo

' treat glaucoma (#3), an antipsychatic medication
. (#2), and an antibiotic and a steriod (#1). [Refer
- 10 Tag 0358 10A NCAC 13F 1004(a) Medication

Administration (Type B Violation)],

4.Based on observations, interviews, and record

. reviews, the facility failed to implement & written

D932

infection controt policy consisternt with the federal
Centers for Disease Control (CDCY and
Prevention guidefines to assure pioper infaction
conirol procedures for the use of glucometers for
5 of 5 diabetic residents sampled (Residents #2,
#4, #5, #5, and #7) with orders for blood sugar
monitoring resulting in sharing of glucometers
between residents. [Refer to Tag 832 5.8,
131D-4.4(A}{b) Ach Infection Prevention
Requirements (Type B Violation)).

G.8. 131D-4.4A (b) ACH Infection Prevention

Reguirements

| G.S. 131D-4.4A Aduit Care Home Infection
i Prevention Requirements

(b) In order to prevent transmission of HiV,

hiepatitis B, hepatitis C, and othef bloodborne

. pathogens, each adull care home shall do alt of

the following, beginning January 1, 2012:

(1) implerent a written infection control poticy
consistent with the faderal Centers for Diseass
Control and Prevention guidslines on infection
control that addresses at least all of the fallowing;
a. Proper disposal of single-use equipment used
1o puncture skin, mugous membranes, and other
tissues, and proper disinfaction of reusable
patieat care items that are used for muitiple
residents.

| o1y |

: D932
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1 with exudative lesions or weeping dermatitis from
- engaging in direct resident care that involves the

b. Sanitation of rooms and equipment, including

cleaning procedures, agents, and schedules.
- & Accessibility of infection control devices and
' supplies,
- d. Blood and bodily fluid precautions.
- &. Procedures fo be followed when adult care
home staff is exposed to blood or other body

fluids of another person in & manner that poses
- significant risk of transmission of HIV, hepatitis B,

hepatitis C, or other bloodbome pathogens,
. f. Procedures to prohibit adult cars home staff

potential for contact between the resident,
. Bguipment, or devices and the lesion or

. dermatitis until the condition resolves,
_(2) Require and monitor compliance with the

- faciiity's infection controf noficy.

(3} Update the infection control policy as
necessary to prevent the transmissian of HIV,
hepatitis B, hepatitis C, and other bloodborne

pathogéns.

This Rule is not met as evidencad by:
“TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facllity failed to implement a written

D932
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I
" infection control palicy consistent with the federal

Centers for Disease Control {CDC) and

Prevention guidelines to assure proper infection

control procedures for the use of glucometers for

5 of 5 diabetic residents sampled {Residents #2,
| #4, #5, #6, and #7) with orders for biood sugar
 fonitoring resulting in sharing of glucometers
~hetween residents.

The findings are:

» Intervisw with the Executive Director on 03/15M9
at 8:30pm revealed there were 14 rasidents with

. fingerstick blood sugar (FSBS) and 1 resident

" was in the hospital,

{7 " Obsevation of 2 FSBS for Resident #6 on

: . 03M5M9 at 4:30pm revealed:

+ -The medication aide (MA) wore gloves to obtain

the FSBS.

. ~The MA retrieved a plastic bag labeled with

" Resident #7's name.”

- -Thé glucometer pouch inside the plastic bag was

! labeled with Resident #7's name,

~The glucorneter inside the pouch was labeled

¢ with Resident #7's hame.

- -The MA obtained a FSBS check using a single

- use disposable lancing device and proper
infection prevention technigues.

_-The MA dispesed of the single use lancing

- davice in g biohazard container and placed the
testing strip in trash.
-The MA cleaned the giucometer with an alcohof
pad and placed the glucometer back In the
pouch.

Qbservation of two medication carts on 03/15/1 g
- at 3:57pm revealed;
_-The two medication carts contained 12 residents'
| glucometers and a house glucometer.

!
! poaz
i
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D932 Continued From page 67

. -Each resident and the house glucometer had a
« clear plastic bag containing a glucometer labeled
! with a resident's name or house glucometer,
~-The glucometer pouches (Brand A and B) were
. labeled with the 5 residents’ names and the
- house glucometer was labeled as house
" glucometer.

-Thers were single use dispesable lancing
~ devices available on both medication carts,
- -There were no Environmental Protection Agency
+ {EPA) approved disinfecting wipes available for
! staff.

" Review of the Centers for Disease Control and
Prevention (CDC) guidelines for infection control
' revealed the CDC recommends biood ghicose

{ * monitoring devices {glucometers) should not be

' ' shared between residents. If the glucometer is to

* be used for more than one person, it should be

 cleaned and disinfected per the manufacturer's
instructions. If the manufactursr does not list
disinfection information, the glucometet should
not be shared between residents.

Review of the manufacturer's user manual for the
: Brand A glucometer revealed the glucometer was
" racommended for usa by a single persdn and
i should not be shared. No disinfection procedures
' were recommended.

¢ Review of the rmanufacturer's user manual of the
. Brand B glucometer revealad the glucometer

- was recommended for use by a single person

- and should not be shared. No disinfection

- procedures were recommended.

1. Review of Resident #8's current FL.2 dated
: 12/26/19 revealed:

~The diagnoses included diabstes mellitus.
" -There was ne arder to check fingerstick blood

f
{ DO32
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Continued From page 68

sugars (FSBS).

Review of the Resident Register for Rasident #8
. revealed an admission date of Q3/01/19.

Review of Resident #6's subsequent order dated
03/13/19 revealed an order for F3BS before

- meals and at bedtime.

| Observation of Residert #5's FSBS on 03/15/19

at 4:52pm revealed:
-Resident #6 did not have an assigned
glucometer,

. -Resident #8's FSBS reading was 300,
" -The MA used Resident #7's glicometer,

. Review of Resident #5's March 2019 electronic
- Medication Administration Record {eMAR)

revealad:

*~There'was an entry to check FSBS before meals

and al bedtime scheduled at 6:30am, 11:30am,
4:30pm, and 8:00pm from 03/1 3M9 at 4:20pm
through 03/13/49 at 8:00pm. This entry was

- discontinued on 03/14/19.

-There was second entry to check FSBS before
meals and at bedtime scheduled at 7:30am,
11:30am, 4:30pm, and 8:00pm from 03/14/19 at
7:30pm through 03/15/18 at 8:00pm,

-F3BS values were documented before meals

: and at bedtime from 03/13/15 through 03/15/18

- with a FSBS range from 120 to 300,

i ~There were days when multiple FSBS values
“documented on Resident #6's March 2019 MAR

t that did not match FSBS readings recorded in the
- glucometer history with examples as follows:

-0n 08/13/19 at 4:30pm, the FSBS reading was
275, and there was a corresponding FSBS value
recorded in the house glucometar.

; "0n 03/15/19 at 4:30pm, the FSBS reading was
' 300, and there was & corresponding FSBS value

. D93z
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D982 : Continued From pags 69

; recorded in the Resident #7's glucomster.

None of the FSBS readings recorded in the
history of the glucoreter used for Resident #2
could be matched to FSBS values documenied

" on the MARs of sampled residents #2,#4, or
| #5).

nterview with Resident #6 on 03/15/19 at 7:40pm
. revegled:

-She did not have an assigned glucometer,
-The glucometer the staff used to obtain her
F5BS did not have her name on it.

-She did not know if the staf cleaned the

i glticomater after cach use.

* Interview with the Executive Director on 03/15/19
* at 6:35pm revealed:

| -She knew Resident #6 did not have a

i ghacometer,

-She did not know Resident #6 was ordered

" FSBS.

Attermnpted interview with Resident #5's primary

" care provider (PCP) on 03/18/19 at 16:30am.

© Rafer to interview with a medication aldo (MA)Y on
: 03MEMS at 4150m.

. Refer to interview with the Resident Care
* Coordinator (RCC) on 03/15/19 at 718pm.

- Refer to interview with the Executive Director on
: O3/15/19 at 6:32pm.

Refer to inferview with the Administrator on

" 03/18/9 at 1:55pm.

: 2. Review of Resident #4's current FL2 dated

09/25/18 revealed:

|
|
|

?
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-Diagnoses included diabetes mellitus with

digbetic neuropathy.

* -There was an order to check fingerstick blood

- sugars (FSBS) twice a day.

Obsarvation of the glucometer identified fof
Resident #4 on 03/15/19 at 4.52pm revealed:
-The plastic bag was labeled with Resident f#4's
name.

: -The pouch was not labeled with Resident #4's
! name.

-The Brand A glucometer located in the pouch
was not labeled with the resident's name.
-The date and time was not set to the correct

- time,

_ -Fhe dats and time was sef for 02/65/19 1:01am.

Review of Resident #4's Brand A glucometer's

history compared with Resident #4's electronic

- administration record (eMAR) on 03/15/19 at

- 4:52pm revealed:

: -The FSBS readings recordad in the glucometer's
_ history compared to values documentad o

- Resident #4's March 2019 MAR were inconsistent

for FSBS values documented on the MAR.
-The FSBS values documented on Residsnt #4's

- March 2019 MAR were not recorded in Resident
! #4's glucometer's history.

. -There were days when multiple FSBS readings

| were recorded in the glucometer's history within a
-~ short period of time and none matched FSES

values documented on Resident #4's March 2019
MAR with examples as follows:

-On 0172219 at 11:08am, the FSBS reading was
327, and there was no corresponding FSBS value

- recorded on the MAR.

-On 01/25/19 at 5:39am, the FSES reading was

1390, and there was no corresponding FSBS valtie
" recorded on the MAR,

-On 01/26119 at 5:06pm, the FSBS reading was
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247, and there was no corresponding FSES valye
. recorded on the MAR. '
-On 01/27/19 at 1:31am, the FSBS reading was
483, and there was no carresponding FSBS value
recorded on the MAR.
-On 01/27M19 at 4:27pm, the £SBS reading was
458, and there was no carresponding FSBS value
recorded on the MAR.
-On 01/29/19 at 3:37pm, the FSBS reading was
587, and there was no corresponding FSBS valye
« recorded on the MAR.
F-0n 01/29/19 at 5:38pm, the FSBS reading was
289, and there was no corresponding FSRS value
recorded on the MAR, :
-0On 01/29/19 at 8:15pm, the FSBS reading was
o 314, and there was no corrgsponding FSBS valus
[ i recorded on the MAR.
C-On 01/26M19 at 8:24pm, the FSBS reading was
527, and there was no corresponding FSBS value ;
recorded on the MAR, i
-0On 01/29/19 at 8:25pm, the FSBS reading was
170, and there was no corresponding FSBS value
i recorded on the MAR,
. -On 01/29/19 at 8:31pm, the FSBS reading was :
¢ 371 and there was no corresponding FSBS value i
recorded on the MAR. !
l

-0n 01/28/19 at 8:38pm, the FSRS reading was

375, and there was no corresponiding FSBS value
- tecorded on the MAR.

-On 01/29/19 at 8:41pm, the FSBS reading was ;
1 329, and thare was no carresponding FSBS value i
: recorded on the MAR, i
; -On 01/36/19 at 2:17am, the FSBES reading was
| 261, and there was no corresponding FSBS value
recorded on the MAR,
-On 0173019 at 2:34pm, the FSBS reading was
i 545, and thare was no corresponding FSBS value
' recorded on the MAR.

. Review of Resident #4's March 2019 slectronic
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Medication Administration Record (eMAR)
revealed:

. -There was an entry to check FSBS twice & day

» before brealdast and bafore supper scheduled at
7.00am and 4:30pm.

. -On 03/12/18 the FSBS times changed to 6:00am
and 4:30pm.
-FSBS values were documented twice a day from
03/01/18 through 03/15/19 with a FSBS range i
from 236 to 533. 4
-There were FSBS values documented on
Resident #4's March 2019 MAR that did not

match FSBS readings recorded in the glucometer
history with examples as follows: !
-On 02/01/19 at 4:30pm, the FSBS reading was

_ . 243, and there was no corresponding FSBS value

W !recordedin the glucometer.

-On 03/02/19 at 4:30pm, the FSBS reading was

P HI, and there was no corresponding FSBS value

recorded in the glucoreter.

-On 03/03/19 at 7:00am, the FSBS reading was

399, and there was no corregsponding FSBS value

recorded in the glucometer.

-On 03/03/19 at 4:30pm, the ESBS reading was

268, and thers was no correspanding FSBS value

' recorded in the glucometer,

. ~On 03/04/19 at 7:00am, the FSBS reading was

- 428 and there was no corresponding FSBS value

recorded in the glucometer.

-On 03/05/19 at 7:00am, the FSBS reading was

1 236, and there was no corresponding FSBS value ;

| recorded in the glucometer,

- -0n 03/06/19 at 7:00am, the FSBS reading was

289, and thers was no corresponding FSBS value i

recorded in the glucometer.

. -On 03/06(19 at 4:30pm, the FSBS reading was

© 423, and there was no corresponding FSRBS value
recorded in the glucometer.

- -On 03/07M1S at 7.00am, the FSBS reading was

i 458, and there was no corresponding FSBS valus
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. recorded in the glucometer,

" -On 03/07/19 at 4:30pm, the FSBS reading was

HI. and there was no corresponding FSBS valus

recorded in the glucometer,

- -On 02/08/19 at 7:00am, the FSBS reading was

1 248, and there was no corresponding FSBS value
recorded in the glucometer. |
-On 03/08/19 at 4:30pi, the FSBS reading was :
270, and there was no corresponding FSRS value
recorded in the glucometer,

- -On 03/08/18 at 7:00am, the FSBS reading was
583, and there was no corresponding FSBS value

. recorded in the glucometer,

. -On 03/09/18 at 4:30pm, the FSBS reading was

. 322, and there was no corresponding FSBS value

* recorded in the glucometer,
-On 03/10/19 at 7:00am, the FSBS reading was

- 345, and there was no corresponding FSBS value J

- recorded in the glucometer.
-0n 03/11/19 at 7:00am, the FSBS reading was
278, and there was no corresponding FSBS value
* recorded in the glucometer.
-On 0311219 at 6:00am, the FSBS reading was
1 236, and there was no corresponding FSBS value
- recorded in the glucomester.
' -0n 03/13/19 at 6:0Cam, the FSBS reading was
. 348, and there was no corresponding FSBS value
! recorded in the glucometer.
-0On 03/14/19 at 6:00arm, the FSBS reading was
| 395, and there was no corresponding FSBS value
- recerded in the glucomater, |
- -On 0315/19 at 12:00pm, the FSBS reading was !
© 276, and there was no corresponding FSBS value
recorded in the glucometer,

"+ None of the FSBS readings recorded in the :
. history of the glucomater used for Resident #2 !

i could be matched to FSBS values documented

" on the MARS of sampled residents (#2, #5, #6, or i
 H#7). g
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lnterv:ew with Resident #4 on 03/15/19 at 7. 35pm

- revealed:
. -Staff checked his FSBS ance daily.

-He did not know if he had an assigned

glucometer with his name on it.

 Interview with Resident #4's primary care provider

(PCP} on 03/18/12 at 10:20am revealed:

+ -He prescribed Resident #4's FSBS testing.
' -He expected Resident #4 to have his own
: assigned glucomster.

-She did not know the staff had used another
resident's glucometer to chack Resident #4's

- 8BS,

-The staff sharing glucometers was concerning

. due to the possible transmission of blood botne
| diseases belween residents,

Refer to Interview with a medlcatlon aide (MA) on
03/15/18 at 4:15pm.

: Refer to interview with the Resident Care
- Coordinator (RCC) on 03/15119 at 7:18pm.

. Refer to interview with the Executive Dirsctor on
© 03/15/19 at 6:32pm.

Refer to interview with the Administrator on

- 03/18M16 at 1:55pm.

3. Review of Resident #5's current FL2 dated

' 11/26/18 revealed:
: -Diagnoses included hyperglycemia.
* «There was an order to check fingerstick blood

sugars (FSBS) before meals and at bedtime.

Observation of the glucometer identifled for

; Resident #5 on 03/15/19 &t 7:25pm revealed:
. -The plastic bag was {abeled with Resident #5's

;
|
|
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' name.

¢ ~The pouch was labeled with Resident #5s name.
~The Brand A glucometer located in the pouch

was not labeled with the resident's name.

-Resident #5's glucometsr would not turi on.

. Review of Resident #5's Match 2018 electronic
| Medication Administration Record (eMAR)
| compared to the house glucometsr on 03/15/19

- day scheduled at 7:00am, 12:00pm, and 4:30pm.

[ wera inconsistent for FSBS values documented é . )
b . on the MAR. /j’_/é "‘//f

: -The FSBS vafues documented on Resident #5's i

* March 2019 MAR were not recorded in the house
glucometer's history.

. -FSBS values were documented three fimes a

. day from 03/01/19 through 03/15/18 with a FSBS
range from 197 to 456. t

+ -There were days when multiple FSBS readings

+ wera recorded in the glucometer's history within a
short period of time and none matched FSES
values documented on Resident #5's March 2019

+ MAR wilh examples as foliows:
-On 03/26/19 at 8:04am, the FSBS reading was

: 430, and there was no caresponding FSBS value

- recorded on the MAR ;

- -On 03/26/19 at 8:07am, the FSBS reading was i
169, and there was no corresponding FSBS valye

" recorded on the MAR

- -On 03/26/19 at 8:09am, the FSBS reading was

© 215, and there was no corresponding FSBS value

- recorded on the MAR

, ~On 03/30/19 at 5:40pm, the FSBS reading was

- 157, and there was no corresponding FSBS value
recorded on the MAR

revealed; ' M _

-There was an entry to check FSBS three times a i § ol 72

' -The FSBS readings recorded in the house

" glucometer's history compared o values M M
documented on Resident #5's March 2018 MAR
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~-0n 03/30/19 at B:37am, the FSBS reading was
' 283, and there was no corresponding FSBS value
 recorded on the MAR
*-On 03/30/19 at 8:04am, the FSBS reading was
233, and there was no corresponding FSBS value
" recorded on the MAR
-On 03/30/19 at 8:11am, the FSBS reading was
' 257, and there was no carresponding FSBS value
" recorded on the MAR, _
-On £3/30/19 at 8:20am, the FSBS reading was
_ 315, and there was no corresponding FSES value
. recorded on the MAR
-On (3/30/19 at 8:28am, the FSBS reading was
173, and there was no correspanding FSBS value
_recorded on the MAR .
. -On 03/30/19 at 9:36am, the FSBS reading was
. 274, and there was no corresponding FSBS value
: recorded en the MAR
—-0n G3/30/18 at 3:44pm, the FSBS reading was
334, and there was no corresponding FSBS value
- fecorded on the MAR
-0n 03/30/18 at 5:49pm, the FSBS reading was
275, and there was no corresponding FSBS value
recorded on the MAR '
-There were days when FSBS values
docurnented on Resident #5's March 2019 MAR
- matchied FSBS readings recordd in the house
glucometer history with examples as follows:
-0n 03/01/19 at 7:00 am, the FSBS reading was
212, and there was a corresponding FSBS value
. recorded in the house glucometer.
-0n 03101719 at 12:00pm, the FSBS reading was
264, and there was a corresponding FSES value
- recorded in the house glucometer.
~-On 03/02/19 at 12:00pm, the FSBS reading was
357, and there was a correspending FSBS value
" recorded in the house glucometer. ’
-0On 03/04/19 at 12:00pm, the FSBS reading was
260, and there was a corresponding FSBS value
t recorded in the house glucomester.

Su attrebed
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; -On 03/05/19 at 7:00am, the FSES reading was
£ 230, and there was a corresponding FSBS value
fecorded in the house glucometer.
" -On 03/06/19 at 5:00pm, the FSBS reading was
52, and there was a correspending FSBS valua
recorded in the house glucometer, i
-On 03/07/19 at 5:00pm, the FSBS reading was 7
235, and there was a corresponding FSBS value : i
recorded in the house glucometer. : -
-0On 03/10/19 at 5:00pm, the FSBS reading was
337, and there was a corresponding FSBS value
recorded in the house glucometer. i
~-On B3/10/19 at 12:00pm, the FSBS reading was '
392, and there was a corresponding FSBS value
i recorded in the house glucometer.
. 1 -On 03/10/19 at 7:00am, the FSBS reading was
-( . 202, and there was a corresponding FSBS value
( recorded in the house giucometer.
. -0 03/11/19 at 5:00pm, the FSBS reading was
' 377, and there was a corresponding FSBS value
recerded In the house glucometer.
~0n 03/11/19 at 7:00am, the FSBS reading was ;
. 262, and there was a corresponding FSBS value !
recorded in the house glucometer.
' -On 03/12/19 at 5:00pm, the FSBS reading was
i 456, and there was a corresponding FSBS value
: rocorded in the house glucometer.
~0n 03/14/19 at 7:00am, the FSBS reading was
: 228, and there was g corrgsponding FSBS value
: recorded in the house glucometar.
<0n 03/15/19 at 7:.00am, the FSBS reading was
, 361, and there was a corresponding FSBS value :
recorded in the house glucometer. |
* ~There were FSBS values documented on
_ Resident #5's March 2019 MAR that did not
match FSBS readings recorded in the house
" glucometer history with examples as follows:
-On 03/09/1¢ at 5:00pm, the FSBS reading was
: 288, and there was no corresponding FSBS value
i racorded in the glucometer.
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-On (3/11/18 at 12:00pm, the FSBS reading was
. 248, and there was no corresponding FSBS value
recorded in the glucometer,
©~0n 03/12/18 at 7:00am, the FSBS reading was
, 300, artd there was no corresponding FSBS value
recorcled in the glucometer.
-On 03/12/18 at 12:00pm, the FSBS reading was
224, and there was no corresponding FSBS value
. recorded in the glucometer,
1 -On 03/13/18 at 7:.00am, the FSBS reading was
. 212, and there was no cotvesponding FSBS value
recorded in the glucometer.
| -On 03/13/18 at 12:00pm, the FSBS reading was
230, and there was no corresponding FSBS value
recorded in the glucometer, :
c *-0On 03/13/19 at 5:00pm, the FSBS reading was
{ 352, and there was no corresponding FSBS valuye
' recorded in the glucometer.
| -On 03/14/19 at 12:00pm, the FSBS reading was
| 276, and there was no corresponding FSII%S value

" recorded in the giucometer.
-On 03/14/19 at 5:00pm, the FSBS reading was
+ 258, and there was ho corresponding FSBS valua
" recorded in the glucometer.
- -On 03/15/19 at 12:00pm, the FSBS reading was
: 322, and there was no corresponding FSBS value
recorded in the glucometer.
- -On (3/15/19 at 5:00pm, the FSBS reading was
298, and there was no corresponding FSBS value ]
recorded in the glucometer. 5

Nene of the FSBS readings recorded in the

. history of the glucometer used for Resident #2 ‘
; could be matched to FSBS values documented ;
- on the MARSs of sampled residents (#2, #4, #6, or
#7).

Interview with Resident #5 on 03/15/19 at 7:30pm
! revealed;
; -staff checked her FSBS at Isast three times a
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I
- day. ;
-3he did not know If her glucometer was iaheled P '
. With her name.

Interview with the Executive Director on 02/1 519
. at 8:35pm revealed staff told her an 03/15M9 that :

: Resident #5's glucometsr was not working and
the MA used the house glucometer. , M m %
Interview with Resident #5's primary care provider :
{PCP) on 03/18/19 at 10:30am. g /) W
- Refer to interview with a medication aide {MA) on W

03/15/19 at 4:15pm. ; i
T T

- Refer to inferview with fhe Resident Care |
Lo Coordinator (RCC) on 03/15/19 at 7:18pm, |

Refer to inferview with the Executive Director on
C03/15/19 at 8:32pm,

' Refer io interview with the Administrator o
- 03/18/19 &t 1:55pm.

- 4. Review of Resident #2's current FL2 dated ‘
12/08/18 revealed: ;
-Diagnoses included diabetes mellitus. I

+ -There was aiv order to chack fingerstick blood
sugar (FSBS) before meals and at bediime.

Gbservation of the glucometer itentified for ;
Resident #2 on 03/15/1S at 4:47pm revesled: ; {
' -The plastic bag was fabeled with Resident #2's
" namae,
-The pouch was labeled with Resident #2's name,
-The Brand B glucometer located in the pouch
was not labeled with the resident's name.
~The date and time was nct set to the correct

time. ;
-The date was set for 03/15/19 and times was sat ! : J
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- for 4:52pm. i

Review of Resident #2's Brand B glucometer
¢ history compared with Resident 2's electronic ! :
" administration record (eMAR) on 03/15/19 at : : ;

4&:47pm revealad: '

-The FSBS readings recarded in the glucometer's
. history compared to FSBS values documented on
" Resident #2's March 2018 eMAR were
- incansistent for FSBS values documented on the
MAR,

-There were days when multiple FSBS readings
were recorded it the glucometer's history within a
ghort period of time and none matched FSBS

* values documented on Resident #2's March 2019 !

MAR with examples as follows: | ' ,
-On 03/11/19 at 5:59am, the FSBS reading was /fzf{ 47

-

( . 214, and there was no corresponding FSBS value

- recorded on the MAR.

-0n 03/11/19 at 4:51pm, the FSBS reading was

. 327, and there was no correspending FSBS value

" recorded on the MAR. ;
-Gn 03711/19 at 9:47pm, the FSBS readmg was i

« 157, and there was no correspending FSBS value i
recorded on the MAR.

i «On 03/13/19 at 5:55am, the FSBS reading was

| 260, and there was no corresponding FSBS value

: recorded on the MAR.

*-On 03/13/18 at 4:58pm, the FSBS reading was
352, and there was na corresponding FSBS value
recorded on the MAR, .

-On 03/13/19 &t 5:11pim, the FSBS reading was
303, and there was no corresponding FSBS value
racorded on the MAR.
-On 03/16/19 at §:22am, the FSBS reading was
_ 221, and there was no correspondlng FSBS value
- recorded on the MAR,

Review of Resident #2's March 2019 electronic !
. Medication Administration Record (eMAR} :

Division of Health Sefvice Regulafion
STATE FORM %% VX5P13 If confinuation sheet 84 of 88

;
L




Division of Health Service Regulation

PRINTED: 04/12/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLiA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

[ HALOBS013

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3} DATE BURVEY
COMPLETED

R

B.WING 03/1812019

AME OF PROVIDER OR SUPPLIER

ELKIN ASSISTED LIVING

STREETADDRESS, GITY, STATE, ZiF CODE
500 JOHNSON RIDGE ROAD

(X4} 10 _SUMIMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ELKIN, NG 28824

b PROVIDER'S PLAN OF CORRECTION : o8
PREFIX {EACH GORRECTIVE ACTION SHOULD RE ,  COMPLETE

TAG CROBS-REFERENCED T3 THE APPROPRIATE ' pATE
DEEICIENCY)

Doss Continued From page 81

. revealed;
| -There was an eniry to check FSBS before meals
and at bedtime scheduled at 7:00am, 12:00pm,
1 5:00pm, and 9:00pm.
-FSBS values were documented before meals
and at bedtime from 03/01/19 to 03/14/19 with a
F8BS range from 172 fo 470,
-There wefe FSBS values documented on
_ Rasident #4's March 2019 MAR that did not
" match FSBS readings recorded in the diucometer
. history with examples as follows:
-On 03/11/19 at 7:00am, the FSBS reading was
1 217, and there was no corresponding FSBS valus
: recorded in the glucometer.
- -On 03/11/19 at 12:00pm, the ESBS reading was
¢+ 232, and there was no corresponding FSBS value
recorded in the glucometer,
- =0n G3/11/19 at 5:00pm, the FSBS reading was
' 337, and there was no corresponding FSBS value
recorded in the glucometer.
~0n 03/12/19 at 12:00pm, the FSBS reading was
: 248, and there was no corresponding FSBES valye
; recerded in the glucometer,
- -On 03/12/19 at 9:00pm, the FSBS reading was

.“_\‘

racorded in the glucomefer.
' -On 03/13/19 af 7:00am, the FSBS reading was
1 241 and there was no corresponding FSBS valye
" recorded in the glucometer,
~-0n Q371319 at 12:00pm, the FSBS reading was
1237, and there was no corresponding FSBS vaiue
' recorded in the glucometer.
-On 03/13/19 at 9:00pm, the FSBS reading was
- 302, and there was no comresponding FSBS value
' recorded in the glucometer.
" -On 03/14/19 at 12:00pm, the FSBS reading was
214, and there was no corresponding FSBS value
recorded in the glucometer.

+ None of the FSBS readings recorded in the

297, and there was no corresponding FSBS valus

|

i

]
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* history of the glucometer used for Resident #2

" could be matched fo FSBS values documentad
on the MARs of sampled residents (#4, #5, #8, or
#7).

- Interview with Resident #2 on 03/1 518 at 3:55pm
revealed:

-Staff checked her FSBS three times a day.

- -She had an assigned gfucometer, but the

: glusemeter did not have her name on it.

» Interview with Resident #2's brimary care provider
" (PCP) on 03/18/19 at 5.08pm revealed;
-She expected Resident #2 to have her own
; assigned glucometer,
o -She did nof know the staff had used another
{ resident's glucometer to check Resident #5's
( FSBS,
) . -The staff sharing glucometers was concerning
- due to the possible transmission of blood bome
. diseases between residents.

i Refer to interview with a medication aide (MA) on
. 03/15/19 at 4:15pm,

. Refer to interview with the Resident Care
" Coordinator (RCC) on 03/15/19 at 7:18pm.

- Refer to interview with the Executive Director on
03/15/19 at 6:320m.

Refer to interview with the Administrator on
i 03118119 at 1:85pm.

5. Review of Resident #7's current FL.2 dated
02/13/19 revealed:

-Diagnoses included diabetes mellitys,

-There was an order io check fingerstick blood
sugars (FSBS) once daily before lunch,

. De3z

;
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1 Gbservation of the glucometer identified for

. Resident #7 on 03/15/19 at 4:52pm revealad:
~The plastic bag was labeled with Resident #7's

f name,

* -The pouch was labeled with Residerit #7°s name.

, -The Brand A glucometer located in the pouch

" was not labeied with the resideri's name.

- -The date and fime was not set to the correct
ine | v bl thu A
-The date and time was set for 12/23/19 4:01am. E . - :
| Review of Resident #7's Brand A glucometer's ‘
 history compared with Resident #7°s electronic s M—’—

administration record (eMAR) on 03/15/19 at
- 4:51pm revealed: éw é /_,,.g ,

- -The FSBS readings recorded in the glucometer's
{ . history compared to values documented on
( - Resident #7's March 2019 MAR were inconsistent
- for FSBS values dacumented on the MAR,
~-The FSBS valyes documented on Resident #7's
- March 2019 MAR were not recorded in Resident
- #T's glucometer's history. |
~There were FSBS readings recorded in the '
- glucometer's history within & short period of time F
and none matched FSBS values documented on
i Resldent #4's March 2019 MAR with examples as
 follows;
-0n 12/05/18 at 7:20pm, the FSBS feading was ,
. 353, and there was no corresponding FSBS valus
recerded on the MAR.
-On 12/05/19 at 10:62pm, the FSBS reading was
870, and there was nho corresponding FSBS value |
“recorded on the MAR. i
+-0On 12/05/19 at 10:53pm), the FSBS reading was i
302, and there was rio corresponding FSBS value
- recorded on the MAR.
-On 12/23/19 at 3:36am, the ESBS reading was
| 300, and there was no corresponding FSBS value
recorded on the MAR.
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- Review of Resident #7's March 2019 electronic

' Medication Administration Record (sMAR) ;

~revealed: ;

- -There was an entry to check FSBS once daily !
before lunch scheduled at 11:30am.

- -FSBS values were documented ohce daily from
03/0r1/19 through 03/15/19 with a FSES range

; from 135 to 472.

, ~There were FSBS values documented on

Resident #4's March 2018 MAR that did not
' match FSBS readings recorded in the glucometer

history with examples as follows:

; -On 0301719 at 11:30am, the FSBS reading was
- 204, and there was no corresponding FSBS value
- recorded in the glucometer.

~-On G3/03/19 at 11:30am, the FSBS reading was
- 254, and there was no correspanding FSBS value
I recorded in the giucometer.

. ~On 03/04/19 at 11:30am, the FSBS reading was
t 408, and there was na cotresponding FSBS valug
recorded in the glucometer.

-On 03/05/19 at 11:30am, the FSRS reading was i
"o, and there was no corresponding FSBS vaiue :
recorded in the glucometer,
~On 03/06/19 at 11:30am, the FSBS reading was i
211, and there was no corresponding FSBS value ;
- recorded in the glucometer.

-On 03/08/19 at 11:30am, the FSBS reading was

413, and there was no corresponding FSBS value
- recordad in the glucometer.

-On 03/11/19 at 11 :30am, the FSBS raading was

" 211, and there was no corresponding FSBS value
resorded in the glucometer.

- -0n 03M12/19 at 11:30am, the FSBS reading was

© 198, and there was no corresponding FSBS value i
recorded in the glugcometer.

: =On 03/13/19 at 11:30am, the FSBS reading was

" 345, and there was no corresponding FSBS vaiue
recorded in the glucometer.

-0n 03/14/19 at 11:30am, the FSBS reading was
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. 143, and there was no sorresponding FSBS valug
recorded in the glucometer,

+~0On 03/15/19 at 11:30am, the FSBS reading was
- 135, and there was no corresponding FSBS value

recorded in the glucomater.

None of the FSBS readings recorded in the

- history of the glucometer used for Resident #7

could be matched to FSBS values documented
on the MARSs of sampled residents (#2, #4, #5, or

H6).

- Interview with Resident #7 on 03/15/19 at 7:45pm

revegied:
-Staff checked her FSBS once a day.
-She had a glucemeter assigned to her and had

. her hame written on the pouch.

_Interview with Resident #7's primary care provider
! (PCP} on 03/18/19 at 10:20arm revealsd:
- -He prescribed Resident #7's FSBS testing.

-He expected Resident #7 1o have his own
assigned glucomeater,

-She did nol know the staff had used another
resident's glucometer to check Resident #7's
FSBS.

' -The stalf sharing glucometers was concerning
1 due to the possible ransmission of blood borne
diseases between residents,

Refer to interview with a medication aide {MA) on

- 03/15/19 at 4:15pm.

" Refer to interview with the Resident Care
" Coordinator (RCC) on 03/15/19 at 7:18pm.

Refer to interview with the Executive Director on
G3/15/19 at 6:32pm. )

Refer fo interview with the Administrator on

| Dg32
i
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* 03/18/19 at 1:55pm.

" Interview with a medication aide (MA} on
03/15/19 at 4:15pm revealed:
-The glucometers were shared batween
resicents.
' -Two residents did not have an assigned
 glucometers including Residant #6.
- «She knew glucomedters were not supposed to be
. shared between residents,
-Staff had been sharing glucometers because the
facility had & difficult bme getling testing strips for
certain glucometers because of insurance.
' -She routinely cieaned the glucometer sfter each ;
use with an alcohol swab as directed by another
, MA when she hired,
| -She only used single used disposabie lancing
: devices to stick residents' fingers when obtaining
‘ FSBs.
-~Bhe told the Resident Care Coordinator (RCC) ;
. and the Administrator, :

——

Interview with the RCC on 03/15/19 at 7:18pm

- revealed:

¢ -She did not know staff were sharing glucomaters
between residents,
-She did not know there were residents without
an assigned glucometer,

- -She did not know there were residents with
orders for FSBS checks without an assigned

" glucometer,

+ ~Sha did not know there was an issue with getting

. test strips for glucometers,

Interview with the Executive Director on 03/15/M9
at 6:32pm revealed: i
. ~She did not know staff were sharing assigned ;
* residents’ glicometers,
- -She knew staff were sharing the house
. glucometer and cieaning it after each FSBS.
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! -She did not refer to the manual or call customer
service for Brand A or Brand B glucometers to
question if the glucometers could be shared.
~The facility did not have any residents with blood

- borme pathogen digeases.

- ~She knew the facility had a problem getting test
strips for glucometers in the past but did not know

i It was a current isstre.

-She would make sure new glucometers were
» purchased for all residents with FSBS ordered as
" of 03115119,

- Interview with the Administrator on 03/18/16 at
1:55pm revealed:
-He was made aware an 03/15/18 the staff had
T : been sharing glucometers,
(' I -He expacted every resident to have their own
" agsigned glucometer,

- The fagility failed to implement infection control

procedures consistent with CDC guidelines

placing residents recelving fingar stick blood

sugar checks with glucometers at risk due to

possible expesure to bfood bome pathegens

« because staff were sharing glucometers for

- Residents #2, #4, #6, #6, and #7. This failure wags

_ delrimental fo the health safety and welfare of the
residents and consfitutes a Typa B Violation.

. The facility provided a plan of protection in
- accordance with G.8, 1310-34 on 03/15M 9,

- CORRECTION DATE FOR THE TYPE B
- VIOLATION SHALL NOT EXCEED MAY 2, 2019.

f

| N
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ELKIN ASSISTED LIVING
HAL-086-013

PLAN OF CORRECTION
DHSR FOLLOW-UP

10A NCAC 13F. 0902(b) Referral & Follow Up
e RCC/Designee reviewed all new resident orders to ensure residents receive services in a timely manner.
3/15/19 and ongoing

e RCC/ Designee completed chart audits to ensure each order is referred to an appropriate agency if
indicated. 3/15/19 to 3/21/19

e RCC/Med Aides reviewed orders for resident refusals, parameters and durable medical equipment and
contact the physician for follow-up as needed. 3/15/19 and ongoing

10A NCAC 13F. 0902(c)(3-4) Documentation

e RCC/Designee will document physician contact as necessary according to any parameters ordered for the
resident. 4/12/19 and ongoing

e Any staff member found not following policy and procedures will be disciplined up to and including
termination. 4/12/19 and ongoing

10A NCAC 13F. 1004(a) Medication Administration

e  Executive Director/RCC completed medication carts and MAR audits to ensure residents’ medications are
available in the facility. Any medications found not in the facility were immediately sent to pharmacy to
ensure availability. 3/18/19 to 3/21/19

e RCC/Designee reviewed daily orders notebook to follow up on any new medication orders to ensure
residents receive medications timely. 3/27/19 and ongoing

10A NCAC 13F. 1004(j) Medication Administration
e RCC/Designee will ensure that medications and treatments appear on the MAR’s as ordered by physician.
3/25/19 and ongoing

e  Executive Director/Designee reviewed MAR’s weekly x4, then monthly to ensure medications/treatments
are documented correctly. 4/8/19 and ongoing



ELKIN ASSISTED LIVING
HAL-086-013
PLAN OF CORRECTION
DHSR FOLLOW-UP
G.S. 131D-21(2) Declaration of Residents’ Rights
e  Staff were retrained on residents’ rights. 5/2/2019
e Any staff found not following policies and procedures will receive disciplinary action up to and including

termination. 5/2/19 and ongoing

G.S. 131D-4.4 ACH Infection Prevention Requirements
e RCC/Designee immediately ordered & obtained all new glucometers for all diabetic residents needing
finger stick blood sugars. 3/15/19
e RCC/Med Aides/SIC all received diabetic retraining. 3/18/19-4/1/2019

e RCC/Designee will review orders notebook 5 x per week to ensure any resident needing finger stick blood
sugars receives a glucometer. 3/15/19 and ongoing

e Med Aide/SIC will immediately report any issues with a residents’ glucometer to the RCC/ Executive
Director. 3/18/19 and ongoing

e  Surry County Health Dept. completed on-site visit to monitor compliance of infection control. Health
Department representative state that we were in compliance and they were closing the case. 4/22/2019

Karen Shaver, Compliance Director 5-6-19



