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| complaint investigation via desk review on ; ed ( # A _ '7/“[20 20
' 06/03/20-06/11/20. Policy attached ( )

|
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1 10A NCAC 13F .1004 Medication Administration

I (a) An adult care home shall assure that the ool wislaa o vn +anj
preparation and administration of medications, Locoe ol
prescnptlon and non-prescription, and treatments 0’” OA,OLQILAJ _LD {Ju" I
| by staff are in accordance with: Lonnon LA
' (1) orders by a licensed prescribing practitioner Mo ](t 0,(.L’u.. ‘

. Which are maintained in the resident's record; and "@mmd Lo J 20

' (2) rules in this Section and the facility's policies %L(M"l MO /MMOAL, LN !
and procedures. umnurwis ouwon. s maad. |

0)!! i RALL
This Rule is not met as evidenced by: Lundlesa. ‘L’ maThaclia ( d)

Based on interviews and record reviews, the S P,}u, an. Qtin Ch’m""‘“i'?
facility failed to assure rapid acting insulin was LLJ %
administered within the appropriate time frame

ri ident #5). ' e TS
prior to meals (Resident #5) O l Ul: P % g7,_ 8 2020
The findings are: -pw-vchwL -Z%Oq /el \-'-&C)W
| Review of the facility's medication administration b‘_d, BN wo a
policy revealed:* OL b"‘ﬁ
-"Medications should be given within one hour of OO m
either side of the specified times." ‘H,(’,O,Lﬂ') ) on 1-8- Zo200% 2100

-The policy did not specifically address sliding

scale insulin (SSI) administration. O, Ak ) D mnunf}tv b‘Ll .08 .20

 Telephone interview with the Executive Director ’ _oun) [es2o20
' (ED) on 06/11/20 at 4:07pm revealed: ‘Puvtoia Hough :

| ~The facility did not have a written policy on SSi Phoamaodt

 administration, Qttachimind C |

~The medication aides (MA) were trained and
expected to administer SSI before meals, but no ,
! earlier than 30 minutes prior to the meal unless |
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| Review of Resident #5's current FL-2 dated
06/04/20 revealed:

-Diagnoses included uncontrolled diabetes with
hyperlipidemia, dementia, depression,
cerebrovascular accident, and peripheral
neuropathy.

| -There was an order to check finger stick blood
sugar (FSBS) before meals and at night and
cover with SSI.

Review of Resident #5's signed physician's
| orders dated 12/01/19 revealed there was an
order for Humalog Kwikpen 100 units/milliliter

' 0-200=0 units, 201-250= 2 units, 251-300= 4
units, 301-350=6 units, 351-400= 8 units, and

| 401-450=10 units. (Humalog insulin is a rapid
acting insulin which, according to the
manufacturer of Humalog, has an onset of action

|'in 0 to 15 minutes with the peak concentration in

| 30 to 90 minutes).

Review of Resident #5's signed physician's
orders dated 06/02/20 revealed:

-There was an order for Humalog insulin at
breakfast, lunch, and dinner-use sliding scale for
FSBS as follows: 80-150=0 units, 151-200=2
units, 201-250=3 units, 251-300=5 units,
301-350=7 units, 351-400=9 units, 401-450=11
units, 451-500=13 units, 501 and over=13 units
and call the physician.

-There was an order for Humalog insulin at
bedtime-use sliding scale for FSBS as follows:

| 301-350=2 units, 351-400=3 units, 401-450=3

| units.

(ml) insulin-use sliding scale for FSBS as follows:

Do on MAR:

QLA Q0 thuy QAL

omd Reoioemt Ccuu. Coamb»rab; 1

Otbmunalcda Un'f?)mfrlq on Rencele
Cune Cdordumeta witl. rmomitor (new)

g 1
T7"0!. 2020
I
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| -There was an order to inject Humalog insulin
| 0-15 minutes before meals.

' Review of Resident #5's May 2020 electronic
medication administration record (eMAR) from
05/10/20-05/30/20 revealed:

-There was an entry to check FSBS at 7:30am,
11:30am, 4:30pm, and 8:00pm and administer
Humalog Kwikpen 100 units/milliliter (ml)
 insulin-use sliding scale for FSBS as follows:
0-200=0 units, 201-250= 2 units, 251-300= 4
units, 301-350=6 units, 351-400= 8 units, and
401-450=10 units.

-Resident #5's FSBS ranged from 75-450.

Review of Resident #5's Orders Administered
Report dated 05/10/20-05/30/20 revealed:

| -Resident #5's Humalog SSI was documented as
administered more than 30 minutes prior to meals
| for 10 of 27 opportunities, ranging from 32 !
minutes to 1 hour 14 minutes prior to the
! scheduled meal time.

-Resident #5's Humalog SSI was documented as |
administered after the meal for 6 of 27 {
opportunities, ranging from 4 minutes to 26
minutes after the scheduled meal time.

Review of Resident #5's June 2020 eMAR from

06/01/20-06/08/20 revealed: |

-There was an entry to check FSBS at 7:30am, ]

11:30am, 4:30pm, and 8:00pm and administer |

| Humalog Kwikpen 100 units/milliliter (mil) [

 insulin-use sliding scale for FSBS as follows: : ;

| 0-200=0 units, 201-250= 2 units, 251-300= 4 '

| units, 301-350=6 units, 351-400= 8 units, and

| 401-450=10 units with a discontinue date of
06/02/20.

| ~There was an entry to check FSBS at 7:45am,
11:45am, and 4:45pm and administer Humalog

| Kwikpen 100 units/ml insulin- use sliding scale for
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FSBS as follows: 80-150=0 units, 151-200=2

| units, 201-250=3 units, 251-300=5 units,

301-350=7 units, 351-400=9 units, 401-450=11
units, 451-500=13 units, 501 and over=13 units
and call the physician with a start date of
06/02/20.

-There was an entry to check FSBS at
bedtime-use sliding scale for FSBS as follows:

| 0-200=0 units, 201-250= 2 units, 251-300=4

units, 301-350=6 units, 351-400= 8 units, and
401-450=10 units with a start date of 06/02/20.
-Resident #5's FSBS ranged from 122-423.

Review of Resident #5's Orders Administered
Report dated 06/01/20 revealed Resident #5's
Humalog SS| was documented as administered
more than 30 minutes prior to the meal for 1 of 1
opportunity.

Review of Resident #5's Orders Administered
Reported dated 06/02/20-06/08/20 revealed

' Resident #5's Humalog SSI was documented as

| administered more than 15 minutes prior to meals

I for 4 of 4 opportunities, ranging from 46 minutes
to 1 hour 11 minutes before the scheduled meal

| time.

; Telephone interview with Resident #5's Power of

| Attorney (POA) on 06/09/20 at 12:13pm revealed:

i -Resident #5 had problems with her blood sugar
(BS) being too high.

| -Resident #5 occasionally complained of feeling

! her BS was too low upon waking in the mornings.

| -Resident #5 had been skipping her dinner meal
to try and prevent her BS from becoming too
high.
-Resident #5 would refuse to have her FSBS
checked at night and SSI administered because

| she skipped her dinner meal.
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| Telephone interview with an evening shift MA on
06/09/20 at 2:04pm revealed:
-She had worked at the facility for approximately
| 2 years.
| -The evening shift MAs administered SSI around
| 4:00pm.
| -Dinner was served at 5:00pm.
| -She had never been told administering SSI 1
I hour in advance of a meal was too early.
|

Telephone interview with a second evening shift
| MA on 06/09/20 at 3:35pm revealed:
[ -She had worked at the facility for 1 year.
| -The evening shift MAs administered SSI
| between 4:00pm and 5:00pm with all other
evening medications.
-She did not know Resident #5 had a physician's
| order to administer SSI 0-15 minutes prior to
| meals,

| Telephone interview with the Resident Care
Coordinator (RCC) on 06/10/20 at 10:46am

| revealed:

-She provided oversight to the MAs,

-She, the ED, and a night shift MA were

| responsible for processing new orders when

received by the‘facillty.

-She did not verbally communicate Resident #5's
 order to administer SS| 0-15 minutes prior to
meals because "we did that anyway."

-The SSI administration would not "pop" on the
eMAR for MAs to be able to administer until 1

| hour prior to meals.

-MAs administered medications, other than
insulin, to all residents at the beginning of their
medication pass and then would return and begin
insulin administration immediately afterwards,

- making the time of administration closer to

| scheduled meal times.

-New orders were verbally communicated to MAs.

D 358
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Attempted telephone interview with Resident #5's
Endocrinologist on 06/11/20 at 9:38am was
unsuccessful.

Telephone interview with Resident #5's Family
Nurse Practitioner (FNP) on 06/11/20 at 3:09pm
revealed:

-Her expectation was Humalog and other rapid

| acting insulins should not be administered more
I than 15-30 minutes prior to meals.
| -If Resident #5's Endacrinologist ordered to

administer her Humalog 0-15 minutes prior to
meals, she would expect the MAs to administer
the insulin no more than 15 minutes prior to
meals.

-If rapid acting insulins were administered too far
in advance of meals, it could cause the resident's
BS to drop too fast, resulting in confusion,
lethargy, and the "jitters."

( Telephone interview with the Administrator on

06/11/20 at 4:16pm revealed:

' -Her expectation was for MAs to administer SSI

within 30 minutes prior to meals.

| -Resident #5's SSI should have been

administered within 30 minutes prior to her meals
up until 06/02/2b when the Endocrinologist

} ordered for the SSI to be administered 0-15
| minutes prior to meals, at which time, the MAs

should have begun administering insulin within 15
minutes prior to her meals.
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