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Furnishings

10A NCAC 13F 0306 Housekeeping and

| Furnishings

{a) Adult care homes shall

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards,

| This Rule shall apply to new and existing

| facilities.

|

i This Rule is not met as evidenced by:
| Based on observations and interviews, the facility
failed to assure that 2 of 4 common showers

were free of a black substance resembling mold,
| The findings are:

Observations on 10/26/16 at 12:08pm and
12:37pm revealed:

-There was a black substance on the grout lines
where the wall met the floor, on the lower seam of
the comers and on the ledge of the privacy stall
| wall of the shower in the common bathroom

| between resident rooms #5 and #7.

| -There was a thick black substance on the grout
lines on the lower back wall of the shower in the
common bathroom between resident rooms #17
and #18.

| Interview with a Personal Care Aide (PCA) on

| the Provider., Any changes to Provider's
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o DDEJ. Initial Comments D 000 Response Preface:
| The provider submits this Plan of Action
The Adult Care Licensure Section and the (POA) in accordance with specific
Columbus County Department of Social Services regulatory requirements. The Provider
conducted an annual and follow up survey on does not denote agreement with the
10/26/16, 10/27/16 and 10/28M16. Statement of Deficiencies nor does it
| constitute an admission that the stated
D078 10A NCAC 13F .0306(a)(5) Housekeeping and Do78 deficiencies are accurate.

The Provider submits this POA with the
intention that it be inadmissible by any
third party in any civil or criminal action
against the Provider or any employee,
agent, officer, director, or shareholder of
the Provider. The Provider hereby
reserves the right to challenge the findings
it at any time the Provider determines that
the findings: (1) are relied upon to
adversely influence or serve as a basis, in
any way, for the selection and/or
imposition of future remedies, or for any
increase in future remedies, whether such
remedies are imposed by the State of
Maorth Carolina, or any other entity; or

(2) serve, in any way, to facilitate or
promaote action by any third party against

policy or procedures should be considered
to be subsequent remedial measures as
that concept is employed in Rule 407 of
the Federal Rules of Evidence and should
be inadmissible in any proceeding on that
basis.

Division of Health Service Regulation

LABCORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES BIGNATU ‘h/ TITLE (¥8) DATE
P\ o> President 121118

STATE FORM

Reviewvred and nm:e".;-r-ed

FreviSions . 1\21|1n

URMDM

wiln ammerdment< /Ipe-

If contiruation sheet 1 of 16

s




Division of Health Service Regulation

A Nt IR MW W R

TABOR COMMONS

703 ELIZABETH STREET
TABOR CITY, NC 28483

STATEMEMNT OF DEFICIENCIES (x1) PROVIDERSUPPLIERMCLIA (X2 MULTIPLE COMNSTRUCTION (%3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HALOZ4015 B.WNG 10/28/2016
MAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

| -The RCC was not sure what cleaning products
| were used to clean the showers.
| -The RCGC checked the cleanliness of the facility

!

continued compliance with this rule

4 D SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION [5)
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PEEFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D079 | Continued From page 1 Dove D079 - 10A NCAC 13F .0306 a(5)
1D/26/16 at 4:534pm revealed: Housskeeping and Fumishings I [S——
-She had worked in the facility for approximately - Areas were treated and disinfected prior
| three years. to exit of surveyors. ’ and
-Housekeeping cleaned the bathroom every day. - Areas as part of routine community On-going
-She had not noticed the black substance in the maintenance and housekeeping will be
showers and did not know how long it had been assessed for future cleaning and repair
there, needs. If such needs are identified they
will be brought to the attention of the
Interview with a Housekeeper on 10/26/16 at appropriate personnel.
5:.01pm revealed: - Staff will be reminded to follow
| -The black substance looked like mold. community procedures for reporting 11M1iN6
| -She did not know how long it had been there. cleaning and maintenance needs at the
-The black substance did not nnse away with next staff meeting.
water. - The Administrator or her designee will
-The shower probably needed to be sprayed continue to round routinely on a weekly | 10/28/116
Gowrn With bleach. basis in all areas of the building to identify | and
R ———— any areas r_aqu!ring gdditiunal attention of | On-going
10/27/16 at B:59am revealed: housekeeping or maintenance personnel.
-There was a housekeeper on duty every day,
-5he worked from Tam until 1pm and another
Housekeeper warked 1pm until 4pm. 131 -10A NCACI1 3F .0408(a)
-The housekeepers used bleach and a for Tuberculosis
disinfectant to clean the bathrooms. - Staf{ had previous 2 step documented; | 6/11/14
-She had not noticed the black substance in the , only required single step upon
showers in the common bathrooms.
-The showers were cleaned daily.
| Interview with the Resident Care Coordinator | 10/28116
| (RCC) on 1V27/16 at 9:08am revealed: CAC 41A 0205 On-going
-The RCC was not aware of any black substance
| in the showers in the common bathrooms. duct singig skin
-The bathrooms, including the showers, were test on employees who ara.able to
cleaned several times each day by the produce a previous 2 step adkqinistration. | 10/28/16
| housekeepers. - Administrator or her designeewill On-going
i ::; '::ec tried to have the showers cleaned after continue to monitor all new hires g ensure
| N
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{4} 1D SUMMARY STATEMENT OF DEFICIENCIES B | PROVIDER'S PLAN OF CORRECTION )
PREFIX [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D078 | Continued From page 2 D 079 34 - 10A NCAC 13F .0703(a)
every day and must not have noticed the black Tuberculosis Test 10128118
substance in the showers. - Restdent was admitted from a SNF
commurnily on 9/6/186, with a first step
Interview with the Administrator on 10/27/16 at documenteéd at SNF community. Therefore
10:45am revealed: resident only vequired 2nd step within 12
| -She was not aware of the black substance in the months of admission. 2nd step was
showers in the common bathrooms. administered on 18(28/16 by community RN
-Staff cleaned the bathrooms and showers daily consultant
with the facility's regular cleaning products. _ Al residents will continue to be required to
 -She had just picked up some bieach and she have a first step prior to Admission ?:tr"nn 10/28M16
| would have the housekeepers use the bleach to date of admission and will heve 2nd step On-going
i U 8 SHOWMS, completed within 12 months of admission as
| -The housekeepers were responsible for e ' g
| monitoring for cleanliness every day. is required by 10A NCAC 41A .0%05
-The Administrator might check sometimes but CONTROL MEASURES —
there was no regular schedule for oversight on TUBEHCL! L.GSIS' )
housekeaping practices. - T!'ula Admlmsirafmr or her demgpee_l wi On-going
continue to monitor all new admissions foga ™" 9
Interview with the Administrator on 10/27/16 at completed 2 step TB test,
4:05pm revealed: \
-The housekeeping staff had cleaned the D358 and D912 Medication Administraiton
showers with bleach. and Resident Right's 10/28/18
-The Administrator had checked them after - Medications will continue to be given as o A
cleaning and there was still some black staining. |ordered by the resident’s physician. n-going
-She was going to contact the facility's repair - We will continue to notify a resident’s 10128118
person to repiace grout. provider when a resident routinely refuses ;
' _ their medication. If the resident continues wC going
| Observation on 10/28/16 at 1:48pm revealed the routinely refuse we will get a signed order |
showers in the common bathroom near resident from the provider about the frequency
rooms #5 and #17 were clean with faint black desired for our communication about
“ta':i?fa:f'oﬂmm lines visible.on close refusals so that the provider's awareness is
e : clearly documented in the resident's record.
. . - These issues will be reinforced with staff in
D 131) 10ANCAC 13F .0406(a) Test For Tuberculosis D 131 the next staff meeting. 111116
- The Administrator or her designee will
10A NCAC™3E .0406 Test For Tuberculosis skiiilen g il S acis M-F x 210/31/18
{a) Upan empl nt or living in an adult care é weeks, weekly basis x 4 weeks, and then [On-going
home, the admini r and all other staff and rrmnthll thereafter unless an 'tS-Erl..IE with
any live-in non-residents shall be tested for =y p‘ligncﬂ T clake
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D 131 | Continued From page 3 D131

tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 10A NCAC 41A .0205
including subsequent amendments and editions.
ies of the rule are available at no charge by
cting the Department of Health and Human
Tuberculosis Control Program, 1902

| Mail Sersige Center, Raleigh, NC 27888-1902,

The findings are:

Review of Staff A's employee
-Staff A was hired on 6/5/14.
~Staff A was a Medication Aide (MA)and
| Supervisor.
-There was a nagative Tuberculosis (TBy skin tast
result dated 6/13/16.

-There was no second TB skin test or
documentation of previous testing in the 12
months prior to hire,

Telephone interview with Staff A on 10/28/16 at
1:10pm revealed:
-Staff A worked at a local hospital until starting at
the facility and had completed T8 tests annually
at the hospital,
| -The last TB test she had at the hospital was in
| February 2014.

-Staff A had provided documentation to the facility
at hire of her TB testing history.
-Staff A had contacted the local hospital the
marning of 10/28/16 to request a copy and the
person in charge of the TB test result records
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Intenview with the Administrator on

9:50am revealed:

-The Office Manager and the Administrato
| responsible for employee records and makin

sure the records were completa,

-She was certain Staff A had completed the 2

step TB skin tests and that the documentation

was just misplaced.

[ 04 NCAC 13F .0703(a) Tuberculosis Test,

ical Exam & Immunizatio

10A NOWMC 13F 0703 Tuberculosis Test, Medical
& Immunizations

ission to an adult care home, each
ted for tuberculosis disease

e control measures adopted
ealth Services as

0205 including
aditions. Copies of

resident shall
in compliance
| by the Commission
specified in 10A NCAC
subsequent amendmeants al
the rule are available at no ch

Center, Raleigh, North Carolina 27698~
[

This Rule is not met as evidenced by:
Based on interviews and record reviews, the
facility falled to assure 1 of 5 sampled residents

D234

STATEMENT OF DEFICIENCIES {%1) PROVIDERVSUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (¥ DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING:! COMPLETED
R
HALDZ4015 B. VNG 10/28/2016
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
703 ELIZABETH STREET
TAROR LOMMRY TABOR CITY, NC 28462
(a4} 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D131 i D13
Interview Wjth the Office Manager on 1002716 at
formation was kept separataly
rd
| -5he was certain Staf/\ had completed the
required 2 step TB testi
-She was working on locatihg the documentation
| for the second TB test for Sta
Rerroved |
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D234 Continued From page 5

WResident #5) completed Tuberculosis testing in
| adgordance with control measures adopted by the
Cofgmission for Public Health upon admission to

| Obesity,

Review of Resident #5%
| revealed he was admittag to the facility on 9/6/16
from anather facility.

Review of Tuberculosis (TB) ¥est results for
Resident #5 revealed:
-There was a TB skin test placecyon 7/12/18 and
read as negative but did not have '§ date the

result was read.
-There was documentation that Resident #5
refused a TB skin test on 7/20/186.
-There wara no other TE skin tests or resyits.

Interview with Resident #5 on 10/28/16 at
revealed:

| -He rememberad having TB skin tests done in
past although he could not remember when,
-He could not remember having a 2 step TB skin
test done,
-He did not refuse having a TB skin test at his
prior residence.
-If he needed to have a 2 step TB skin test he
would allow it to be done, "It wouldn't be a

. problem.”

oZam

Interview with the Resident Care Coordinator

O 234

Rerroved

Division of Haalth Service Regulation
STATE FORM

e URMD11

IF confiration sheet 8 of 18



_Division of Health Service Regulation

oS AEE N R WL

STATEMEMT OF DEFICIENCIES {X1) PROVIDERSLIPPLIERICLIA [(X2) MLLTIFLE CONSTRUGCTION (X3 DATE SURNEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! : COMPLETED
A, BUILDING:
R
HALD24015 B. WING 10/28/2016

NAME OF PROVIDER DR SUPPLIER

TABOR COMMONS

STREET ADDRESS. CITY. STATE, IiP CODE
703 ELIZABETH STREET
TABOR CITY, NC 28483

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4 1D
PREFIX |
TAG

8]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOLULD BE
CROSS-REFERENCED TO THE APPROPRIATE .
DEFICIENCY)

COMPLETE
DATE

rd,

red not having TB tests results

's previous facility and having to
ults.

ere had been an additional
pleted 2 step TB test.
did TB skin testing for

call to get tests
-She thought that
page documenting
-The Home Health nu
the facility.

-She would check and seey
had been misplaced.

the documentation

Review of "Record of TB Screen
#5 revealed a TB skin test was pla
10/28/186.

" for Resident

Interview with the Administrator on 10/27/
5:25pm revealed;

-The RCC handled TB skin tests far the
residents,

-Residents had the 2 step TB test prior to or upon
admission to the facility.

-Documentation for TB skin tests were kept in the
resident's record,

D 358 10A NCAC 13F .1004(a) Medication

Administration

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

{1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
{2) rules in this Section and the facility's policies
and procedures,

[

D234

0358
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D 358 | Continued From page 7

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

Based on interviews, observations and record
reviews, the facility did not administer Lantus
insulin as orderad by the primary care provider for
1 of 2 sampled residents (#3) resulting in 24
missed doses out of 57 opportunities.

| The findings are:

Review of Resident #3's current FL-2 dated
4/28/16 revealed:

-Diagnoses included Dementia, Diabetes Mellitus,
Atrial Fibrillation, Coronary Artery Disease,
Hyperension, and Cognitive Impairmeant.

-Thera was an order for Lantus 65units
subcutaneous (SQ) injection every morning.
(Lantus is a long acting insulin that starts working
after several hours and works over a 24 hour
period to evenly control blood sugar levels.)

Review of Resident #3's Saptember 2016
electronic Medication Administration Record
(BMAR) revealed:

~There was an entry for Lantus 65units daily at
Bam.

-There were 14 entries whera the staff initials
were circled (September
4.6,7,9,10,12,15,16,20,21,26,28,29 and 30, 2016)
indicating an exception in administered Lantus.
-Staff documented Lantus was not administered
for 11 of the 14 exceptions because the resident
refusad.

-Staff documented on September 7, 15 and 21,
2016 the Lantus was not administered because It
was held per primary care provider (PCP) crders,

Review of Resident #3's October 2016 eMAR

D 358
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HALO24015 b 10/28/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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TABOR COMMONS
TABOR CITY, NC 28463
4o | SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) [ TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 358 | Continued From page 8 D 358
revealad:
-There was an entry for Lantus 85units SQ daily
at Bam.

-There were 10 entries where the staff initials
were circled (October 2, 7, 11, 12, 13, 15, 16, 24,
25 and 26, 2016) indicating an exception in
administered Lantus.

-Staff documented Lantus was not administerad
for each of the 10 exceptions because the
resident refused.

-The documentation box for for October 8, 2016
was blank.

Interview with a Medication Aide (MA) on
10/27/16 at 12:00pm revealed if Resident #3's
finger stick blood sugar (FSBS) level was less
than 100 she would not take her Lantus.

Interview with Resident #3 on 10/26M16 at
11:55am and 10/28/16 at 1:25pm revealed:

-She was a diabetic and was on insulin.

-She did not refuse her medications.

-If her FSBS was low (like 85) some staff would
not give her insulin and some staff would.

-She got two shots in the maming and one before
lunch and one before dinner,

-Staff would hold bath shats in the morning if her
blood sugar was low,

Attempted interview with Resident #3's
Responsible Person on 10/27/16 at 1:02pm was
unsuccassiul,

- Review of Resident #3's current FL-2 dated
4128016 revealed:

-There was an order to check FSBS four times

daily, before each meal and at bedtime,

-There was an order for Novolog Gunits 5Q

injections three times daily before meals, hold if

FSEBS is less than 100. (Movolog is a rapid acting

Division of Health Senica Regulation
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| insulin used to lower blood sugar levels.)

Raview of Resident #3's September 2016 aMAR
revealed:

-There were 118 FSBS results documented
ranging from 66 - 342,

| -On 11 of the 14 days Resident #3's Lantus was

not administered, her FSBS results were
documented as 66 - 98.

-On 8/7/16 the FSBS was 103, on 910716 the
FSBS was 342 and on 9/30/16 the FSBS was
113.

-There was an entry for Novelog Bunits 5Q
injections three times daily before meals, held if
FSBS is less than 100.

| -On 11 of the 14 days the Lantus was not

administered, staff documented the &:30am

| Novolog was withheld per PCP orders.

-The FSBS result was documented as less than
100 on the 11 days where the Lantus and the
Movolog were not administerad.

Review of Resident #3's October 2016 eMAR
revaaled:

-There were 104 FSBS results documented
ranging from 70 - 266,

-0On & of the 10 days Resident #3's Lantus was
not administered, her FSBS results were
documented as 74 - 100.

-0n 10/24/16 the FSBS was 115 and on 10/25/16
the FSBS was 117.

-There was an entry for Novolog Bunits 5Q
injections three times daily before meals, hold if
FSES is less than 100,

-0n 7 of the 10 days the Lantus was not
administered, staff documented the 8:30am
Movolog was withheld per PCP orders,

| -The FSBS result was documentad as less than

100 on the 7 days where the Lantus and the
Novelog were not administered.

STATEMENT OF DEFICIEMCIES 1) PROVIDER{SUPPLIERICLLA (42 MULTIPLE CONSTRUCTION [43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A, BUILDING:
R
HAL024015 B. WING 10/28/2016
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
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TABOR CITY, NC 28483
4} 1D SUMMARY STATEMENT OF DEFICIENCIES [ D PROVIDER'S PLAN 0OF CORRECTION )
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION BHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATICN) | TaG CROSS-REFERENCED TO THE APPROPRIATE DATE
D 358 | Continued From page 9 O 358
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PREFIX
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

' o

PREF|X
TAG

PROVIDER'S PLAN OF CORRECTION o
[EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

D 358 | Continued From page 10

| Review of PCP orders for Resident #3 on
102716 revealed:

-There were no PCP orders to hold Resident #3's
Lantus.

-Thera were no PCP written parameters to hold
Lantus for Resident #3.

-She could not remember the circumstances on

87716, 9/15/16 and 9/21/16 that documented the

Lantus was held per PCP orders.

-She could not remember if the Lantus had

| parameters or not,

| -She thought the Novolog did have parameters to
hold if Resident #3's FSBS was less than 100,
-Resident #3 would refuse Lantus if her FSBS
was less than 100,

|

: Confidential interview with a third MA revealed:

-Resident #3 received Lantus insulin in the

momings.

-Lantus insulin was a scheduled medication,

-The Lantus insulin would not be held from

administering to Resident #3, and if the resident's

blood sugar was too low, "that's commaon sense

to hald it. She would say under 100 would be too

low. B5 units is a lot". She would need to notify

the doctor first though.

-The doctor could be notified by either calling or

faxing.

-If the doctor wanted the Lantus held, the doctor

would give a telephone order,

-The signed order would be in the resident's

record,

Interview with a fourth MA on 10/28/16 at 4:00pm
revealed:

-Resident #3 was given her prescribed Lantus at
breakfast each moming.

Interview with a second MA on 10/28/16 revealad:
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-Resident #3 never refused her Lantus insulin,
-Resident #3 usually rejected her Movolog insulin
| if her blood sugar was less than 80mg/dL, and

' always refused Movolog if her blood sugar was
less than 80mg/dL.

-Resident #3 never refused her Novaolog
administration during the 3-10pm shift.

-The MA had faxed Resident #3's PCP once to
ask about withholding administration of Lantus

administration to Resident #3.

Interview with the Resident Care Coordinator on
1(/28/2016 at 3:35pm and 4:10pm revealed:
-She did not think there were parameters or a
physician's order to hold Resident #3's Lantus
insulin.

-She knew Resident #3's Novolog insulin was to
be held when the resident's FSBS reading was
less than 100,

-She was aware Resident #3 was refusing the
Lantus insulin when the FSBS reading was less
than 100.

-She was not aware if staff were holding Resident
#3's Lantus insulin when the resident's FSBS
reading was less than 100,

-Residents’ medications should be administered
unless there was a PCP order to hold or the
resident refuses.

-The MAs were expected to report any concems
about administering residents’ medications to the
PCP or to the RCC and then the RCC would

| follow up with the PCP.

| Interview with the Registered Nurse (RN) at the
PCP's office on 10/27/16 at 3:17pm revealed:
-Resident #3 was seen by the PCP on 8/9/16 for
a regular follow up visit.
-The nurse could not verify any facility
notifications or requests to the PCP for Resident

insulin, His reply was to never hold Lantus insulin
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-The normal practice was for the facility staff to
fax any concerns, the PCP would review, sign
and then fax the signed notification back to the
facility.

-The PCP's office did not keep copies of the
natifications.

-The signed notifications were kept in the
resident's record at the facility.

-The PCP would want to be notified of Resident
#3 refusing Lantus that many times (11 refusals in
September 2016 and 10 in October 2016).

-The concern would be that her blood sugar
would not be regulated,

Review of a "Telephone Order Sheet" dated
10/2716 for Resident #3 revealed:

-Staff documented Resident #3 had refused her
Lantus for the past 3 days due to her blood sugar
being low "as you are aware of how she has done
in the past."

-Staff documented that FSBS results were
attached and requested recommendations.

-The PCP signed the form and ordered the
Lantus dose to be decreased by Sunits per day.
-There was an additional PCP entry at the bottom
of the page which was cut off on the copy.

Telephona interview with the RN at the PCP's
office on 10/28/16 at 2:35pm revealed:

-The PCP's office received notifications and
requests from the facility regarding many different
residents freguently.

-Once the PCP reviewed, signed and faxed the
notifications andfor requests, they were shredded
| in their office. .

-The PCF made note on 10/27/16 that Resident
#3 refused Lantus 15 times last month,

-The PCP reviewed the FSBS results and
decided to lower the Lantus dose on 10/27/16.
[Diwisbon of Health Service Regulation
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-The PCP was seeing patients and was not
available.

Intarview with the RN at the PCP's office on
10/28/16 at 4:45pm revealed:

-The resident was seen every month by the PCP.
-The facility staff brought the eMAR for the PCP
to review at each visit,

-The PCP was aware of the BS results and the
Lantus refusals.

-Resident #1 was seen B/8/16 by the PCP and on
9/7/16 by another provider.

-The RN was not sure what the PCP expected for
any parameters on Resident #3's Lantus,

-The PCP orders for parameters on the Lantus
would be in the Resident's record.

-The PCP had left for the day and was not
available for intenview.

Interview with the Administrator on 10/28/16 at
4:15pm revealed;
-5taff were expected to contact the PCP when a
medication order needed clarification or
parameters.
| -Staff send requests to the PCP by fax and the
PCP would comment and sign the request and
fax it back to the facility.
-The request signed by the PCP was kept in the
| resident record.
| -The MAs or Supervisors were able to contact the
physician.
-The RCC was primarily responsible for the
oversight of medications and follow up with the
| PCPs.
-Thare was no written policy and procedure for
the medication administration process.

Review of the facility's Plan of Protection
revealed;
-Staff will be educated on documenting properly

D358
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G.5. 1310-21 Declaration of Residents’ Rights
Ewvery 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,

Based on observations, intenviews and record
review, the facility failed to ensure residents
received care and services which were adequate,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to infection prevention procedures.

The findings are:
Based on interviews, observations and record

reviews, the facility did not administer Lantus
insulin as ordered by the primary care pravider for
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when medication is refused.
-Staff will obtain a PCP provider order prior to
| holding any medication and follow the PCP order.
-All staff will be educated on following PCP
orders.
-All medications will be administered as ordered.
-All staff will be educated on proper
documentation for medication.
-The RCC will monitor residents' MARs on a daily |
basis for two weeks, weekly for four weeks and
then manthly.
| THECORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED 1212186,
{
D'E'Jz! G.5, 1310-21({2) Declaration of Residents’ Rights Doz
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1 of 2 sampled residents (#3) resulting in 24
missed doses out of 57 opportunities. [Refer to
Tag D358 10A NCAC 13F .1004(a) Medication
Administration (Type B Viclation)]
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