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Initial Comments

The Adult Care Section conducted a follow-up
survey from 10/17/2019 - 10/18/2019.

10A NCAC 13F .0909 Resident Rights

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

This Rule is not met as evidenced by:
NON-COMPLIANCE CONTINUES

Based on observation and interviews, the facility
failed to ensure residents received a reasonable
response time from staff when they pulled their
call light.

The findings are:

Observations of the third floor on 10/17/19
11:17am during initial tour revealed:

-There were 22 residents on the third floor.

-The residents' rooms had a call bell with an
attached string on the wall near the bed.

-All residents also had lanyards with an attached
call pendant to be worn around their neck.
-There was a laundry staff delivering clothes to
the residents, a primary care provider (PCP) and
a contract nurse administering flu shots to the
residents.

-There were no other staff on the third floor.

Observation after a call pendant was pressed in
room 301 on third floor on 10/17/19 from 11:05am
through 11:35am revealed there was no staff
response.
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Observation on 10/17/19 at 3:12pm revealed:

-A resident's hallway door was open.

-The resident was asleep in a recliner with the
foot elevated.

-The resident had slipped down in the recliner so
that her head was bent to the side at the back of
the seat and her legs were bent at the knees
hanging off the elevated foot of the recliner.

Observation on 10/17/19 from 3:15pm to 3:31pm
revealed no response to a pulled call bell until the
personal care aide (PCA) delivering 3:00pm
snacks stopped at the resident's room.

Interview with a PCA on 10/17/19 at 3:35pm
revealed:

-She was not responding to the resident's call bell
when she assisted the resident in the recliner.
-The PCA had worked 3:00pm until 11:00pm on
10/16/19 and the resident's call pendant "kept
going off so it must have been broken".

-When the resident's call bell was pulled at
3:15pm, the PCA thought it was the call pendant
"acting up again".

-She did not know if the call pendant had been
reported as broken on 10/16/19.

-The PCA was giving snacks, walked by the open
door and saw the resident slipped down in her
chair and repositioned her.

-When a resident pulled a call bell cord or
pressed a call pendant, PCAs received a page
identifying the resident and if the page came from
the call bell or pendant.

-The PCA could not explain why she did not
respond to the page since it showed coming from
the call bell rather than the call pendant.

Interview with a resident on 10/17/19 at 11:24am
revealed:
-He did not like the facility's service, he had
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pushed the call button in his room and did not
receive a response from staff on several
occasions (no additional details provided).

-The response time to the call bell system was
slow to no response on an intermittent basis.
-He noticed the slow to no response with the call
bell system mostly occurred on the weekends
and at night.

-When pushed, the call bell system would ring to
the staff's pagers and to the front desk of the
facility.

Interview with a second resident on 10/17/19 at
11:35am revealed:

-The staff's response to the call bell system took
a little longer on the nights and weekends.

-The staff's response time to the resident's call
bell would vary and could be fifteen to thirty
minutes.

Interview with the Resident Care Coordinator
(RCC) on 10/18/19 at 1:40pm revealed:

-She expected the PCAs to remain in their
assigned work area unless paged to assist in
another area.

-She expected a resident's call for assistance to
be answered "as soon as possible".

-If staff was assisting a resident when a second
resident called for assistance, the staff should
either call for another staff or let the second
resident know she will be there as soon as
possible.

-The RCC could not explain why the page to
room 301 was not answered.

-She would have maintenance check the
resident's call pendant.

Interview with the Executive Director (ED) on
10/18/19 at 2:40pm revealed:
-A new call bell system had been approved for the
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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.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure medications
were administered as ordered for 1 of 5 sampled
residents (Resident #5) including errors with
insulin.

The findings are:

Review of Resident #5's current FL2 dated
06/20/19 revealed:

-Diagnoses included hypertensive kidney
disease, weakness, cognitive communication
deficit and aphasia following cerebral infarction
[diabetes mellitus was not listed].

-There was a medication order for Novolog
(Novolog is a rapid acting insulin used to lower
blood sugar) sliding scale insulin (SSI) according
to the following scale: for fingerstick blood sugars
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-She expected instillation would be completed as
soon as all ordered components arrived.
-The new system would allow reports to be
generated showing staff response time to call
bells and would identify any problem areas.
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(FSBS) result of 0-150= 0 units; 151 - 200 = 1
units; 201 - 250 = 2 units; 251 - 300 = 3 units; 301
- 350 = 4 units; 351 - 400 = 5 units; greater than
400 call the physician.

Review of Resident #5's August 2019 Medication
Administration Record (MAR) revealed:

-There was a computer generated entry for
Novolog SSI to be administered 3 times a day
with administration times of 7:30am, 11:30am,
and 4:30pm according to the following scale for
FSBS result of 0-150= 0 units; 151 - 200 = 1
units; 201 - 250 = 2 units; 251 - 300 = 3 units; 301
- 350 = 4 units; 351 - 400 = 5 units; greater than
400 call the physician.

-Resident #5's FSBS was documented as 162 on
08/13/19 at 11:30am and would have required 1
unit of insulin; 0 units were documented as
administered.

-Resident #5's FSBS was documented as 180 on
08/14/19 at 4:30pm and would have required 1
unit of insulin; 0 units were documented as
administered.

-Resident #5's FSBS was documented as 233 on
08/15/19 at 11:30am and would have required 2
units of insulin: 1 unit was documented as
administered.

-Resident #5's FSBS was documented as 183 on
08/18/19 at 4:30pm and would have required 1
unit of insulin: 3 units were documented as
administered.

Review of Resident #5's September 2019 MAR
revealed:

-There was a computer generated entry for
Novolog SSI to be administered 3 times a day
with administration times of 7:30am, 11:30am,
and 4:30pm according to the following scale for
FSBS result of 0-150= 0 units; 151 - 200 = 1
units; 201 - 250 = 2 units; 251 - 300 = 3 units; 301
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- 350 = 4 units; 351 - 400 = 5 units; greater than
400 call the physician.

-Resident #5's FSBS was documented as 199 on
09/19/19 at 11:30am and would have required 1
unit of insulin: 0 units were documented as

-Resident #5's FSBS was documented as 191 on
09/21/19 at 11:30am and would have required 1
unit of insulin: 0 units were documented as

-Resident #5's FSBS was documented as 386 on
09/19/19 at 4:30pm and would have required 5
units of insulin: 4 units were documented as

-Resident #5's FSBS was documented as 376 on
09/26/19 at 4:30pm and would have required 5
units of insulin: 4 units were documented as

Review of Resident #5's October 2019 MAR

-There was a computer generated entry for
Novolog SSlto be administered 3 times a day with
administration times of 7:30am, 11:30am, and
4:30pm according to the following scale for FSBS
result of 0-150= 0 units; 151 - 200 = 1 units; 201 -
250 = 2 units; 251 - 300 = 3 units; 301 - 350 = 4
units; 351 - 400 = 5 units; greater than 400 call

-Resident #5's FSBS was documented as 169 on
10/02/19 at 7:30am and would have required 1
unit of insulin: 0 units were documented as

-Resident #5's FSBS was documented as 388 on
10/05/19 at 7:30am and would have required 5
units of insulin; 3 units were documented as

-Resident #5's FSBS was documented as 166 on
10/05/19 at 11:30am and would have required 1
unit of insulin; 0 units were documented as

Division of Health Service Regulation
STATE FORM

08%9 QC4s12

If continuation sheet 6 of 9




Division of Health Service Regulation

PRINTED: 11/04/2019

FORM APPROVED

administered.

-Resident #5's FSBS was documented was 253
on 10/13/19 at 7:30am and would have required 3
units of insulin: 5 units were documented as
administered.

-Resident #5's FSBS was documented as 252 on
10/14/19 at 7:30am and would have required 3
units of insulin; 2 units were documented as
administered.

-Resident #5's FSBS was documented as 258 on
10/16/19 at 7:30am and would have required 3
units of insulin; 2 units were documented as
administered.

-Resident #5's FSBS was documented as 261 on
10/16/19 at 11:30am and would have required 3
units of insulin; 2 units were documented as
given.

-Resident #5's FSBS was documented as 225 on
10/17/19 at 7:30am and would have required 2
units of insulin; 3 units were documented as
administered.

Interview with Medication Aide (MA) on 10/18/19
at 5:06pm revealed:

-Before administering insulin to a resident, she
would obtain a FSBS.

-She would reference the insulin sliding scale
ordered by the primary care physician (PCP) and
would administer insulin to the resident according
to the sliding scale.

-If the resident's FSBS result was higher than the
ordered sliding scale she would know notify the
Director of Resident Care/Licensed Practical
Nurse (DRC/LPN).

-She would notify the DRC/LPN if she observed
on the resident's MARs the resident did not
receive enough or too much insulin per the sliding
scale orders.

Interview with a second MA on 10/18/19 at
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5:14pm revealed:

-She would reference the insulin sliding scale
ordered by the PCP and would administer insulin
to the resident according to the sliding scale.

-If she observed on the MARs the resident was
not administered the accurate number of units of
insulin per the PCP's orders on a previous shift,
she would notify the DRC/LPN.

-She had not noticed any inaccuracies on the
residents' MARSs related to insulin administration.

Interview with a third MA on 10/18/19 at 5:19pm
revealed:

-Before administering insulin to a resident, she
would reference the insulin sliding scale orders
on the MARs.

-She would administer the insulin to the resident
per the insulin sliding scale orders depending on
the resident's FSBS results.

-If she noticed any inaccuracies on the MARs
related to the resident's insulin administration,
she would notify the DRC/LPN.

-She would chart her notification of the DRC/LPN
in the resident's progress notes.

Interview with the DRC on 10/18/19 at 1:30pm
revealed:

-The MARs are reviewed monthly by the DRC,
Regional Nurse and area managers.

-The MARs were reviewed for omissions rather
than the correct dosage of insulin if the resident
was on "sliding scale insulin".

-Resident #5 had not complained of symptoms of
high or low blood sugars (shakiness, sweating,
excessive thirst or hunger) nor been sent out [to
the emergency department] because of her blood
sugars.

-Resident #5 had a prescription for glucose
tablets she could keep at bedside for self
administration if she felt her blood sugar was too
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low.
-The MA that made several of the SSI errors was
no longer employed by the facility.

Interview with the regional nurse on 10/18/19 at
3:40pm revealed:

-She reviewed MARs when she was in the facility.

-The reviews were to assure that medications
were administered not the accuracy of SSI
coverage.

-Sliding scale insulin coverage would be reviewed
closer in future audits.

-The facility had also contracted a nursing
consultant to review records.

-Errors in insulin coverage had not been reported
to her by the consultant.

Interview with the Executive Director (ED) on
10/18/19 at 3:15pm revealed she knew the DRC
and the regional nurse reviewed the MARs, but
she did not know if they went "line by line"
reviewing dosage.

Attempted telephone interview with Resident #5's
PCP on 10/18/19 at 4:55pm was unsuccessful.
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