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-She worked fulf time as a Medication Aide {MA)

and Supervisor on the 11 pm to 7 am shift i the

. Speciat Care Unit (SCU

- -Her most current CER raming was done on

- D114/2015 with the American Heant Association

. with & two year expiration

-Staff C's Cardio-Pulmonary Resuscitatian (CPR)

and cheking managemsent centification fraining
was nol done within the [ast 24 menths and had

| expired

Rewew of Staff F's personnel record on

; Q202017 revealed:

-She was rabired 1o work 2t the facility on
CBAZIZ0NT.

-She worked as a Medication Aida {MA) and
Supannsor.

-Her most current CPR training was compeled
on 04/25/2015 wath an approved CPR trainer

. - The vaidity period prnted on the 042572045
CPER training certificale was "2 years”.

-Staff F's Cardo-Puirenary Resusciaton (CPR)
| and choking managemeant certifcation franing
wes not done within the (38t 24 months and had
exprred o G4/25/201S

Rewiew of $taf G's personnel record on
D292017 reveaied.

-She was hired fo work at the {aality on
0210402014,

- -8he warkad as a Medicatior Aide {8dA) ang
! Suparvisor.

-ier most cusrent PR ranirg was done m

! «There was a recommanded renewal date of
1 032017 printed on the C3/20:2035 CPR
carification card.
“Trare was a CPR cerd dated 09:28/2017
P documenting complaton of 2 CPR curriculum
’ with an pnline haealth care academy
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i -Staff G's CPR and cheoking rmanagement
certificaticn training wae not done within the last {
24 months and had expired on G3/2017. !

Review ¢f the slaffing schedule for September I
14, 2017 through September 27, 2017 revesled '
-Trere was no CPR cerfiod stafl person on the
pramsses during the 7am - 3pm shit on
09:18/2017.

-There wasz no OFR cernfied staff person on tha
prermises dunrg the 3pm - tpm shift on
0ar16/2017.

-Trere was no CPHE cartified staff person on the
premises during the ¥pm - 7am shift on

09/14/2017. DSM6/2017 GOMBIR2017. 081973817, §
GO2572017 Q2802017 09R26/2047. and i
092712017

. Imarview with the Business Othce Managear
{BOM) on 0972272017 at 9-10am revagled. ;
$1af F had informed the BOM that St F's PR |
fraimng was curren but the staff could not accass |
har CPR card vecause % was in 5101399, ‘
-She had contacted e previous empicyer about i
Staff F's CPR and the previous smpioyer did not : ;
have record for CPR traimng for Staft F. |
-She did not think Staff F had & current CPR ‘
cerifization,

Interview with the BOM on 08/29/2017 at
12:00pm revealed:

-She nad previously schedu'ed & medication
aidas employed at the factity for CPR cenification
but Staff C srd Staft G did oot attend e class.
-She knew Staff C and Staff G did rnot have a
curient CPR certfication bacauss thay did not
attend the (4726/2017 scheduled CPR training.
-She was responsibie Lo ensurg staff parsonnet
records included appropriate documentaticn for i
| required training. '
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0 15?§ Caontinued From page 3

-She got a copy of sta#t CPR cerufications when
the staff was hired,

-Ghe had been empioyed at the facllity for 8 years
and was nct aware of the need for CPR o be
parformed i the faciity since her hire date

-Sha monitored staff persornel records by use of
= spread sheet tickier syslem which she reviewed
reguiarly.

-She could not gwve a frequancy on how ollen she
rewgwed e Ioker sysiem but opened it gl the
tina 1o ook at different things

-There had heen a ot of 51239 charges at the
facility.

-Interview or 09/29/17 at 12:08pm with the BON
revealad:

-She was espons:bie for having current
documentation of CPR it Staif C's parsonaad
fites.

-The BOM asked for CPR certification cards at
stafl onsntation whan they ware hired

-She had a "tickier” system to lrigger reviewing
staff qualificatons . including CPR.

-She did nat know how often Statf C's CPR
treining documsntation had been reviewad.
-She was not aware Sta# C's CPR training nad
expirag,

Infarview with the Executive Direciar (EDY on
08/29/2017 at 12 0%pm ravealed:

-The Business Office Manager (BOM; was
responsible for hawing curent dosumentation of
CFR in staff records.

-She was responsitie for compleling the staff
work schedule.

-She thought Staff C and Slaf¥ G were certified In
CPR hecause the slaf kad told her they were
certified,

-She had never seen tre staffs CPR cards.
-8he had not asked anyons # the staffl had
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0187 Continued From page 4

» previded the faciity with a capy of their current

| CPR certifications

|

' Atemgted phone inlerviews with Staff C on
C9/29/17 betwaar 12015 pm and tha end of the

. Survgy were unsuccessiul.

Telephene interaew with Statf G on $8/25/2017 &
1:30pm revealad,

-Sha had been amployed &1 the faciily for 4
years

-She worked at the facilty 5 - 6 days each week.
-She was CPR certified through the Red Cross
-She tock an online CPR course on the evening
of 09728/2017 bacause she knew her CPR was

© due to expire,

-A st of staff reeding 10 gt CPR certsfied had
been postad &t the faciity that incduded hes name.
-Nommally the Exscutive Director (ED) o7
Busiress Ofice Manager (BOM) waould let stas
know if training was needad

-Sne did nol know wihen her CPR explred.

-8he normratly parucipated in o dassroom setting
CPR course which mchided a retum
demenstration of CPR performarnice.

-She was not able fo parkoipate i the {as!
classroom CPR course offaraed at the fadility.
-She had never taken a CPR course at the
facility,

: Teiephone interview with Staff F on 09/26/2017 at
1:40om reveaiod

-Sne had seen employed at the facity for aboat 2
litthe over & month,

-She had "recently” started working as a
Supervisor at the facitity.

-Ghie was the only medication aide in the fazility
when she sworked.

-Her work schedube was for a full time employse,
inciuding working every cther weekend.

C 167

Dewssion of Health Ssnvics Reguiztion
STATE FORM

s YELGAY

Frarhenapion shest 8§ of 16




FRINTED: 1/ 1172017

FORM APPROVED
Division of Haalth Service Regulation
STATEMENT OF DEFICAENCIES 1) PROVICEASBURDLICRCLIA (X MR TIPLE COMSTRUCTION W3 DATE SYRvEY
AND PLAN 2 GORRECTICH ICENT FICATION MUMBER! A RN TENG COMPLETED
HALOO1141 NG i 09/29/2017
NAME OF PROVIGER OR SUFFLIER Sires! ADURESS, GITY, STATE, ZIP CODE
118 ALAMANCE ROAD
HOMEPLACE OF BURLINGTON
BURLINGTON, NG 27215
ek D ! SURMARIY STATERENY OF DEF CIENCIES el i AROVDETTS PLAN OF SORRESTION 5
FREFIX | EAGH DEFICIENG Y MUST BE PRECEDED €Y FULL BREPE | {EACH CORRECTIVE ACT:ON SEOULG BE CAMBLETE
TaG SLGULATORY DR LSC HIENTIFYING THEGHIAATION) T84 ‘ CROSSREFERENCED TO THE ARRRIFRIATE TATE
; | DEFICIENGY;
D 187 “ GContirued From pags 5 pier |

-She was certthed in CPRL

-Her CPR cersheator card was stcred in a
storape baitding.

-She had taken a classroom CPR courss at a
pravicus employar " not mistaken”,

~-Bhe did not remember the date she had taken
the CPR traimng.

-She had peen contacted by the BOM on
092852017 and requested 1o provide a copy of ;
i ner CPR card. !
! -Sha thought she had been asked by the BOM :
upon hire to provide a copy of har OPR card but i
was "not sure”.

f The facility's failure to aseurs at least oee stalf on
auty for each shift every day were adequately
irainec by having completed a courss on CPR
andl choxing managemeant within the last 24
months was detrirertal o the heath and safely
of the residents ip case of an emergancy
recuinng cardic-pulmonary resusgiiation or
managament of a choking residant This
constitres a Typa B Violaton.

Revnew of the Plan of Protectior submitiad by the
Exacutive Director on 08/2%/2017 revealed the
followang:

-The tacility wil ensure that every shift has a CPR
vedified stalf mamber,

-The schedule will Clearly indicate the person who
is CPR cerdified.

-A CPR class will e scheduled immaediately.
-Personrel records were reviewsd on £829/2017
and a list was compiad for dentfication of
immediate CPR training nesgs.

~Staff records will be revigwed quarterly o ensure
CPR certifizatiors are current.

-The facility will rmake sure classes gre scheculed
in advanca so thare are no lapses

-Capies of valid CPR cards will be obtained
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The findings are

10A NCAC 13F G904 Nutrton And Food Seivice
(¢} Foad Raqurements
{3} Daily menus for reguiar diets shall inciude the

in Adult Care Homes.

{A) Homogenized whale milk, iow fat mik, skim
mitk or puttemmilk. One cup {8 cunces) of
pesteurizeg milk at least twice 2 day.

i Reconstitted dry ik or diluted evaporated mitk
may be used in cooking only and not far drinking 1
purposas dus 1o risk of pacterial conteminaticn
during mpang and 1he iower nutntioral value o
the product i 100 much water 1s usad,

Tns Rule is notmet as evidenced oy

Based on oosarvalions, interviews, and recerd
reviave, the facility failed 10 assure milk was
served at least twice dai'y for 1 of 3 residents
(Resident #1} served meal frays in their rooma.

Review ot e Registered Dietitian's menus for
GI27-282077 revenled resicents were o be
served mitk with breekfast, lunch and dinner

Raview of Resident #1's cusrent FL-2 dated
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D 288! Continued From page 7

-There was an order for reguiar, puread diet, with
nactar thickened tquics.

| Thre resident had slurred spesch and resded

- feading assisiance.

. Obsarvations of the dinner meal served to

: Resident #1 on Q9127/2017 at 5:35 pm revesied

| -Resxdent #1's plate was taken in the resicent's

room by the Personal Care Akde {PCA).

i -Therg were 'our puread food Rems on the

' resident’s plate

-There weare no ceverages on the resident's food

iray.

-The PCA removed a carton ¢f pre-mixed nectar

thickaned water hrom the refrigerator in the

residant’s reom and poured & small cup of the

raclar thickened water in a small clear plastic
Cup.

Intardew wein the PCA cn CO/27/2017 ai 540 pm
revealed.

-She thought the clear piastic cup contaired
"arourd 4 sunces (oz) o water

-Gne normally cave Residant #1 cranberry jLico.
-She thaught Resident #1 had been served milk

+ oy the merring shift sipff,

-Every enoe in a white she cffered Resident #1
miik,

-Mitk was nct on the meny for the supper meal for
Rasidant #1

Observations in the refrigerator on CYZ7/2017 in
Resident #1's rocm revealed:

+ -There was a 45 oz carlon of pre4nmed nectar

& thickened consistency sweataned tea.

i -There was a § ¢z carton of pre-mixed rectar

+ thickened consistency reduced fat milk.

-There was a opensd carien of pre-mixed naclar
thickenad consislensy walar

|
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Resident #1 on 0E/28/2017 atr 8:15 am revealed:
~Rasident #1's piate was taken in the resdent’s
room by another PCA

~There wera four pureed food items on the
rasident's plate.

-There wsre no beverages on the rmsident's fond
tray.

‘ !
. Dbservations of the breakfast mea! served to i [
]
|

interview with tha saccng PCA on 09/28/2017 at
820 am revea'ed

-5he had aireedy given Resicent #1 neclar
thickened consistency cranperry jute.

-Sre wauld give Resident #1 negtar thickened
consistancy waler with her meg!

-Resident #1 cid not drink misk.

-She did not recall sening Resident #1 milk.
-She had not seen Resulen: #1 with nectar
thickered consistency milk

‘Resident #1 would De served nactar thickened
consistency tea for lunch

-She knaw what liquids (o seve Resden: #1
based on the distary lray menu card

Observation of the second PCA on 09/28/2017 at i

8:25 am revealed she Iooxked in the refrigerater in

Resident #1's room and removed an 8 o2 carton
of neciar thickened consisiercy reduced fat milke

interview with the second PCA on G928/2017 at
826 am revesied:
-There was nectar thickaned cons.stency mitk in !
the refngerator.
-She did not know there was nactar thickened
consistency milk in the rsfigerator
-She would give Residant #1 the mil« from the
rafrigerator with her breakfast.
-She usuaily worked on another flasr.
-Sornetimes Resident #1 was served yogurt, bul
there was no yogur served fos the brealdast mest
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D209, Conbinued From page
on 2852017,

| Interview with: the Dietary tanager (OM) on
QIZTNT at 550 pm andt on ¥28/17 at 12:1G pm

| revealad:

| _Residents with reom trays hed menu sheets,

- preparad for each meal, for each resident

" indicating the type of diet to be served and the

drinxs to he placed on the car, for delivery, 1o the

room fray residanis,

-The menu sheels were placed under the plates

for the PCAS to know o which resxlent the glate

was ta be seved

~The residents’ ¢choice of drinks were

docvmented on the menu sheets except for

Hesdent #1.

-Resident #1's pre-thickened liquid drinks were

stored in her rogm refnigerztorn, staff would teke

the residents d-inks cut of the refrigarator at

mezltime o serve 0 the resident

- The DM did not keow which diinks were served

0 Resqgdant #1, there wore choices of water, mik

les. and cranberry plice.

-The PCAs deing feeding assistarce for Resicent

#1 chose the drinks offered Lo Rasidant #1 at

meals

Chservation, intervisw, and racord review for
Reswent #1 revealed the resident was not
internewable.

| Observation on 92917 at 855 am ravedied there
were 8 0z, canions of pre-made of nectar
thickened tea, waler, cranbery juice, and milk in
Residert #1's room refrigerator

Interview weh the O on S/2%8/17 at 252 am
revealed:

-Resident #1 would mumbile when spoxen to; i
was difficult to understand what her preferances

D296
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L Zggi Continued From page 10

were for mea's, she needed to be offered the
food to see if she waniad it.

-On the RD's menus milk was documented (o be
. served at every maal.

. -Tha PCAs had not been spacifically directed to

i offer milk to Resident #1 at every meal, there was
. an assortment of drinks in Resident #1's room
_tefngeralor and the PCAg chose the drinks for

| har,

-PCAs had not recerved cietary trairing on

| etitians’ prepared manus.

-The It was responsitie far having milk
documeniad on Rasideni #1's meal fray menu
sheet for every mea. to prompt the PCASs to offer
mik to Resident #1 at meals.

i -Tha DM would changs the manu sheets b have
. the drinks fisted and fo indicate milk was to be

* served at each maal for Resigent #1

| Atternpited mterview with Resident #1's Power of
| Atterney (POA} on 929717 at t0:50 am a~d at

| 3.00 pm was unsuccessful

Intervew with Residert #81's Primary Care

- Proader (POP) oo 829017 at 11.60 am revested:
. -The PCP was »of aware Resident #1 had not

! been offeretd milk with her meals,

-On 2/C8/17, Residert #1 was ordered a regutar
diet of pureed foods with nectar thickened liguids;
the resicdent shauld have been offered mik with
rer mesls as par the regstered dietitar's {RD)
meal pian.

-The PCP wouid be sending the facility a dietary

| order for Resident #1 10 have milk offerad at
every meal.

Interview with the Admimstrator on 82017 at
10:15 am revealed,

-She was unaware Resident #1 was not being
. offared mulk with every meai,

0 298
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{a; An adult care home shalf ensure contact with
the rasident's physicizn or grescribing practitaner
for verification or clarifcaton of orders for
medications and freatments:

(1) il erders for admission of readmission of the
resident are not dated and signed within 24 howss
of admiszion or readmission to the faciity,

(2} if orders are naot clear or comphete; or

{3} # multiple admission forms are receivad upen
admissicn or readniission and orders on the
forms are not e same.

Tre facity shall ensure that this venfication or
ciarification i3 documenied in the resident's
record

This Bule g not met as evidenced by

Besed or merviews and resord reviews. the
faciiity failed to contact the physician for
clasification of a Humalog sticing scaie nsulin
medication ardar for 1 of 2 ressdents sampied
(Rasxient #1) who were receiving siding scale
msulin,

The findings are:

STATEMENT OF DEFICIENCIES 1 PROMIDERS UPPUERICLIA (XDHAATPLE CONRSTRUCTION XD DATE SURWVEY
AND PLAN GF SORRESTION IDENTIFIGATION NUSIER: A SUILDANG: CONMPLETED
. b [EH
HALOOHi41 8 ViING 09/28/2047
NAME, OF PROVIEER DR SUPPULR STREET ADDAESS, CITY, SVATE, 207 CODE
113 ALAMANCE ROAD
HOMEPLACE OF BURLINGTON
BURLINGTON, NC 27216
043D SUREBMARY § 18 EMENT OF QEFIDIENGIES o) | PROVIDER'S PLAN OF CORRECTION (K8
PREFIX TEACH DEF CHENGY MUST 36 FRECEDED BY FLLL PREEN | {EACH CORRECTIVE ALTION SHIWAD BE COMPLETE
e | REGLLATORY QR LS IDENTITNG INFORMATION; TAG : CROSE-REFERENCED TO THE APPROPRIATE DATE
! ; i DEFIC/ENGY)
i I
[ T i
D 248, Continued From page 11 D299 1
! i
| .Resident #1 should have been offered mitk with %
. her meals as per ine RD's meny instructions. {
| -Mik and other drinks were kegt stocked in ;
. Resident #1's refngesalor 1
: -5iaff should hava bean told to offer mik 3 times |
a day 16 Rasident #1. l
-Saff who fed Residert £ should have been | !
- offering mik Lo the resident io drink 8t every }
meal. }
~ s
k=) - 3 4 M 1, i © L
N 344 10A NCAC 13F 1002{2) Meicaticn Orders D3 The  (Ormmons L9 LE, .
| 1GANCAC 13F 1002 Medication Orders QAL & ‘\r‘r“~!>if!\’ i\
l
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|
i
D 344 Continued From page 32 0 344 T ; \ ‘ ) ]
i i " ) - {} é) -lJ: : |
- Review of Resident #1's current FL-2 dated | UL* Yok .2»4”1.5 h'j\ _ |
| 080172017 reveaied: i 5 E {;x@-‘— "'\‘F&T\_S(] o (=g A
- -Diagnoses inciuded Insutin Dependent Diabetes : t - ‘ M}( . A
| Metiitus. R 5 {' e, ii\ {(hn o dnL
-There was a physiciars order ‘or Humaloy ; - !
tnsuiin [an mjectable medicaticn used to lower | { Ol f a8 {“ ‘%0 RAXE \[L} €
hlood giucose levels) per sliding scale ’ -
" - - - 2 Ta MEPB .
Daramaiers (ofte L»*_ g qid i ‘ \:
Revew of a subsaguant physician's arder for 5 T’l\ £ M&&& : f‘@';..,(%@ﬂ
. Humalog skaing scale insulin dated 08/08/2017 ; l\
vaaked: - : < : A1 RTeN i
rovealed: ‘ ‘ . . . D !f i— U i (_f 9 (, ﬁ"l ¥
-There were instructons to add the folicwing ooy
siiding scalz to bese Humalog il pre-meal giucose . \, l \ { C}’\\P L&-—\mﬁ_,
is greater than 250 250 to 350 = plus * umt 350 % - —P\,\ .
to 450 = pius 2 urits, and greater than 450 = plus ! ¢ "\ e 0 ) < ~\ o 3 Iv-E
S une i T A I
-The 55! parameter baginning rangs and ending e O (AT A
range were duplizated with each increase in the 3 \\ ‘ b e
prascribed amount of insulin 10 be acministered : o f.:i’“f_ ' Sp Ly «-J
| Further review of physic.an's orders revealed ;A; S50 A0 3 f;i o ’\/
there wars no cladfication orders or ' t
communicalions between the staf and Primary e n Pi‘ 5N
Care Provider regarding the 08:08/2017 Humalog 3 ¢ . .
stidirg scale msulir order 1 ¥\ ‘-\ \'\ €. (Lol /r'

Raview of Augus: 2017 Medication Administration % '%f L Ca PN“ Ve dwn i"/ '

Records iMARS) for Resident £1 reveaed, ' . b ) ERVAS

“The 08/08/2017 Humalog S5I shysician's order Ol Lf (s wh ‘(fl‘ e
was handwrtien on the MAR with instructions of i :

© shitking scale Humaiog for pre-meal glucosa ovar : , :

280: 250 i 350 give T unit. 351 1o 45C give 2 T ,r) /-‘"

units. and grezter than 450 give 3 units. | Chears L o

-The handwritian instructisns on the MAR did not i

| match the mstructions on the G8AG/2017 order. :

-Thers weore o documented blood giugose levels .

of 320 or 480.

-There was documeantation of the resident's blood

glucose levels ranging from 8% to 270,
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' Review of a hospilal dgischarge summary
physician's order for Humalog slidng scals msulin
Gated 061712017 reveslsd

-Thera werg mstructions to add the following
scaie to base Humalog accoraing to pre-meal
plucose leval for inger stick blood glucose of

' 180 - 240 = plus 1 unit, 240 - 300 = clus 2 units,
300 - 360 = plus 3 units, 386 - 420 = plus 4 unis,
42C - 480 = plus 5 units, 480 - 540 = plus 5 units,
greater than 540 = plus 7 unlts,

-The SSI parameter beginning range and anding
. range were duplicated with gach ircreass in the

i pre-scribed amount of insulin (o be administered.

Further review of phys:can's orders revesad
there were ng clarification orders or
comrmunications betwaen the staf ard Primary
Care Provider regarding the 081M7:2017 Humalag
shding scale insuln order

Review of August 2017 dedicaton Adrministration
Records (MARSs) for Resident #1 revealed'

-The 0B/17/2017 Humatog SSI physizian's order
was handwritten on the MAR with instructions to
add the lolowing scale fo base Humalog
accerding to pre-meai glucose tavel for finger
stick plood glucose of 180 - 240 =1 unit, 240 -
300 = 2 uruts, 300 - 360 = 3 units, 350 - 420 =4
units 420 - 480 = 5 units. 480 - 540 = £ units,
graater than 540 = 7 units.

-There wera no docurrented blcod glucose lavels
| when the Huemalog 5S1 parameter nstructions for
admnistering the 851 were unciear and needed
ctarifizaiion.

-There was documentaton of the resident's blood
ghicose mvels ranging fram 50 to 214,

Raview of Seplamber 2017 Medization
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Administraton Records (MARS) for Rasident #1
rovealed:

-The 08/17/2017 Humalgg SSI physician's ordar
was handwritten on the MAR with instructions to
add the following scale to base Humalog
according 1o pre-meaal glucose level: for fingar
stick blood glucose of 180+ 240 = 1 unit, 240 -
3C0 = 2 upits, 300 - 360 = Junits, 380 -420 = 4
units, 420 - 480 = 5 units, 480 - 540 = £ units,
groater than 540 = 7 units,

-There were no ducumantsd Dlood glucoss levels
when the Humalog SS| parametar instructions for
administenng tha 58 were unclear and needead
clanfication

-There was documentation of the resdent's blood
gluccsa levels rangqa from 74 10 428,

. Ravigw of a subsaquent physician's order for
Humalog s'idirg scale insulin deted GB/16/2017
revealed:

-Trere ware Instructons for Humalog S8t as
follows 180 - Z10 = 1 unit. 210 - 260 = 2 units,
260 - 340 = 3units, 310 - 360 = 4 units, 360 - 410 ;
= & unils, 410 - 450 = € units, graater than 460 = ]

T units, :
-The 85! parameter begnning rarge and ending
range ware dunl.czted with each increase in the
prescriced amount of insulin © be admimnstered.

Further review of ghysician's orders revaaled : \
there ware na clarification orders or | ;
communications batwsen the staff and Primary
Cara Provicer regarcing the 06/18/2017 Humalog
siding scale insulie order.

-The 09/192017 Mumaleg SSI physician's oider ;
was handwniten on the MAR with instruchcns to ;
add the following scale, 180 - 210 = 1 unit, 210 - ‘
260 =2 unfis, 260 - 310 = 3unts, 35C-3680=4 ‘
units, 380 - 410 = S yns 410 - 480 = § unils. ! i
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D 344, Cortnued From page 15 D 344

! greater than 480 = 7 units, ;
* ~There was docurnentaticn of the resident's bicod
| gluccse lovals rangirg from 93 to 325,

-Thare were ne documented oload glucoss levals
when the Mumaicg 581 parameter instructions for
administering the $8| were unclear and nesded
ciarficaton.

intervienv with the Resident Care Director (RCD)
on 0872872017 at 4:30pm ravesied:

: -The Medication Aides (MAS! ware nesporsiole to
" transcribe new orders to the MARS

<The MAs placed a tracking form in her box with

| each new oraer and included a copy of the new

| order attached

-The MAs faxed ali new orgers 1o the provider
pharmacy.

-She was rasponsit’e o check the MARs to
ehzure the physician's order was transceibed ;
correctly 1 e MAR. f ‘ i
-Resulent #1°s insulin olers changed every ;
WERK,

-Sre remembeced the Humakog 85I order for :
Resicent #1. |
-She remembared saying to & Medication Arde ‘
that the Humalog S5! orde nesced to be

- clarified.

-She guessed the darilication crdar for tha
Humalog 58 revar happened.

-5he did rot have a clanficason order for the
Humalog 58!

Interview with Executive Dicector (ED) cn
09V282017 &t 4:35pm revealed:

-3he wes not sure why the Humalog SS1 order
had net been "picked ug” !
-There was a Consultan: Nurse who was in ths
facility every Friday ang Saturday and she had :
agked tha nursa to review Resident #1's record
Pivlson of Heakn Service Regulation
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" due to lve resident's mecical status
- -8he would not adrinister any Humalsg insulin !
: because sne would nct knew what amourt of
Humatlog msulin fo administer for certain bigod
giucose ieve's basad on tha way the curent
Humaleg sfiding scaig order was written,

rterview with @ Medication Aide (MA} on
09/2G6/2017 at 9.40am revealed.

-She had administered insulin to Residen: #1.
-5hg thought the Humalog SSI orgder was clear
oW,

-There had been 1ots of changes with Residant
#1's msulin orders.

-According to tha oraer on the MAR, Resident
#1's Humaiog S5 was still unclsar and nzeded to
be charifie

-The physician wouid nesd to be cortacted via '
fax for @ clankcalion order.
| -According to the currest 097192017 Hurnalog
S8 order, she would not know what amcunt to
admirnister 1o Resident #1 il the residert’s bloed I
gluccse leval was 210, 240, 315, 380, £1D, or i
480, !
-She would probably give the lower emount of i
Humaley msulin prescribed i the resident's blood
glucose was 210260, 310, 360, 410, or 4860.
-She did not have a clear answaer of what she
would adminsier to (e rasident

-She did not know of the 08/189/2517 Humalog SSI
order hag been clanfed. f !

Interview with a secord MA on 097292017 at

G R8am revealad.

-The 08/16/2017 Humalog SSI order was unclear
-She could not make a decision on what amount
of Humalog insutin 1o admnister, therafora the
S8l order should be clarified.

-If Resident #1's dlood glucose level was 210
2630, 310, 360, 410, or 460, she would not
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0 344

Continuaa From page 17

D912

adrministar any amount of Humalog irsuln unl
e order was ciarfied

-She had no' noliced s duglicate the 83!

. parameter beglaning rangs and ending range
were duplicatad with each Incresse in the
prescribed amount of insulin,

-Ske had never gotten a bleoa glucose raading
tha! was one of the duplicated paramaters.

intennew with Phygicen's office sta¥ on

| 09292047 at 10:30am revealed:

-Tre facility had not contacted the physician's
office untii the moming of 032872017 o get the
Humalog 85I order clarifed

-Tha current S5I order seemad "2 Hltie
qugstionable”.

-The Humalog 351 orcer needod clanification,

intervieny with the ED on CO/2%2017 af 11 15am
revealed she had just *ecsived a clanfied
Humelog SSI1 order for Resdent #1. The ED
provided a copy of the §9/258/2017 clarlfied
Humalog SS| order for raview

Review of the Humalag sliding scale inst'in

| orderdaied 09/29:2017 for Resident A2 reveaied
the follewang instructions:

1680 - 210 add 1 unit, €17 - 260 add 2 units, 281 -
310 add 3 units, 311 - 360 add 4 uaits, 367 -410

' add & units, 411 - 480 add & units. 467 - 510 add

7 unifs, over $11 add B unils.

G.S 131D-21(2Z) Declaration of Residents’ Rights

G.5. 1310-21 Dedaration of Rasidents' Rights
Every resident shat have the following rights:
2. To regaive care and services which are
adequate. appropnate. and in compiiance with
relavant fedaral and siate ‘aws and rules and

D344
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; t
; regulations, !
This Ru'e is not met as evidencad oy. !
Based on observations, interviews, and record i
: reviews. the facity faited lo ensure that residants ;
| recawved care and sarvices were were adeguats, :
' approprate, angd in compliance with relavant
faderal and siate laws and rules and reguations
| a3 it relates to training on cardio-pulmnary
! resuscitation
" The findings are
Based on record reviews ard intarviews, the
facility failed to assure 3 of 5 sampied staq (G F, i
I ard G) had compiated wihin the last 24 monihs a : }
- course on Cardio-Puimonary Resuscitation (CPR) ! |
- and choxing managemsnt. [Refer to Tag D187,
10A NCAC 13F. 0507 Training on
i Cardio-Pumonary Resusctation {Type B
Violation}]. ;
|
i
i
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