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thinner (#1).

The findings are:

03/07/23 revealed;

Based on observations, Interviews and record
reviews, the facllity faflad to administer
medications as ordered for 2 of 5 sampled
residents (#1 and #2) related to insulin
administration (#2), and a antinypertensive
medlcation, an antacid medlcation, and a blood

1. Review of Resident #2's current FL2 dated

-Diagnoses included Type 1 diabates melkitys,
chronic pancreatitls, and cognitive impairment,
-Thete was an order io check fingerstick biood
sugars (FSBS) before meals and at bedtime.
-There was an urder for Novolog {a rapid acting
insulln to help lower mealtime blood sugar level
spikes) Infect 2 units twice daily at 8:00am and
5:00pm and hold if the FSBS reading was less
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Review of Resident #2's physician's orders dated S 9,.,\4_& ou PA-
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-There was a problems/concerns section with g; i B jssds ;

documentation FSBS readings showed varlable Mo d Moy L‘é’j‘ o A

high and low readings. Qlhucead. Loagcdn. all me

-The eMAR suggested staff was not following
hold parameters and held insulin more fraquently.
-There was an order for insutin compliance to be
clarified by the faclilty staff to determine if insulin
order changes were needed, '
-There was an order for a request for the facllity
staff member to contact the endocrinclogist triage
medical assistant and review Resident #2's
eMAR discrepancies.

Raview of Resident #2's Care Noles reveaied
there was no documentztion Resident #2's
endocrinologist office was contected by the
facility,

Review of Resident #2's March 2023 electronic
medication administration record (eMAR)
revealed:

-There was an entry for FSBS checks four imes
a day at 8:00am, 12:00pm, 5:00pm, and 9:00pm,
-There was an entry for Novolog inject 2 units at
8:00am and 5:00pm and hold if the FSBS reading
was less than 80,

-There was documentation of 13 instances out of
58 opportunities between 03/01/23 through
03/31/23 when the FSBS reading was greater
than 80, ranging from 81 to 173, and the
Novolog was documented as not administered
with not applicable (n/a) as the reason why the
insulin was not administered and the following
FSBS readings ranged from 117 to 560,

Review of Resldent #2's 04/01/23 through
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04/25/23 eMAR revealsd:

-There was an entry for FSBS checks four times
a day at 8:00am, 12:00pm, 5:00pm, and 8:00pm.
-There was an entry for Novoleg inject 2 units at
8:00am and 5:000m and hald if the FSBS reading
was less than 80.

-There was documentation of 3 instances out of
48 opportunities between 04/01/23 through
04/26/23 where the FS8S reading was less than
BO, ranging from 71 fo 74, and the Novolog was
administered,

Cbservation of Resident #2°'s medications
available for administration on 04/25/23 at
12:05pm revealed there was a Novol.og flexpen
available for administration.

Interview with a medication aide (MA) on
04/25/23 at 3:07pm revealed:

-Resldent #2 was diabetic and his FSBS ran low
and high.

-3he did not administer Resident #2's scheduled
Novolog at 8:00am on 03/05/23, 03/06/23,
03/11/23 and 5:00pm on 03/04/23 and 03/08/23
because she read the order on the eMAR
incorrectiy.

-She knew she was supposed to administer
Resident #2's Novolog insulln If his FSBS
reading was greater than 80.

Interview with the MA supervisor on 04/26/23 gt
10:17am revealed:

-She did not knaw why she documented not
applicable (n/a) for the Novolog insuiin she was
supposed to administer to Resident #2 on
03/01/23-03/03/23, 03/08/23, 03/18/23, 03/18/23,
and 03/28/23 when the FSBS reading was
greater than 80,

-Resident #2 may have refused the scheduled
Novolog because Resident #2 would sometimes
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hot feel like eating,

-She was supposed to document on the eMAR
refused if Resident #2 refused his Novolog.
~The facility's policy for medication administration
Included administering medicatlons as ardered by
the physician or documenting correctly why a
medication was not administered,

-She was not supposed ‘o document not
applicable on the eMAR when a medicalion was
not administered,

-She did not call Resident #2's primary care
provider (PCP) when she did not administer
Resident #2's insulin to see if additional orders
were needed.

-She and the Clinical Services Director were
fesponsible for monthly eMAR audits, but she
had not completed an audit for Resident #2.

Interview with Regident #2 on 04/26/23 at
10:44am revealed:

-He was born with Type 1 diabetes.

-He was seen by an endocrinologist last month
and was fold his FSBS readings were too high.
-He did not have any symptoms when his FSBS
readings were elevated.

-When his FSBS readings were low, he would
experience abdominal pain.

-The facllity staff administered hls medications,
but he did not know if he received all his
scheduied insulin medications.

-He did not remember refusing any insulin
injections from the facillty staff.

Interview with the Clinical Services Director on
04/25/23 at 12:05pm revealed:

~The MA Supervisor was responsible for auditing
the eMARs to make sure medications were
accurate and to check for accuracy,

-She or the MA Supervisor were responsible for
clarifying or requesting new medication orders
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and notifying the PCP of medication errors.

-She did not know Resident #2 was administered
instdin when i should have been held or not
administered insulin as ordered.

Interview with the Adminlstrator on 04/25/23 at
4:10pm revealed:

-She did not know some of the facility staff had
not administered insulin as ordered to Resident
#2 or held the scheduled insulin when Resldent
#2's FSBS was less than 80.

-She did not know why the MAs documented not
applicable insteac of not administered on
Resident #2's eMARs when the insulin was not
administered.

-The facliity's registered nurse (RN) was DA, ijj\%(\_ NLG:\J&\(AA o n_so\\nﬁ

responsible for monthly eMAR audits to make 2 *.’I . | i : 4
sure medlcations were administered as ordered. W *g Gad Lo \

~The MAs were trained to adminlster medications C‘»UV\JQM Ho CMMP‘W: mw\\}ddj
as crdered per the faclity's policy for medlcation MuLch( g Roadbheass 1o

administration. . N W Gu vwad L oo vu_:

-The MAs were also taught diabetic fraining. e 4o o
Ly c QA Vunrse o

-She expected staff to follow physician's orders , * U

and administer or hold insuiin as ordered. B A L e

“The MAs should have cafled to notify the PGP Cuppromcied Y4 e Mo A

when they did not administer Resident #2's

NovoLog when the FSBS was greater than 80 or

when they admInistered the Nevol.og when the

FSBS was less than 80,

-

Telephone Interview with the PCP on 04/26/23 at
12:3Bpm ravealed:

-Resident #2's blood sugars were complicated
since he was a Type 1 diabetic and had chronic
pancreatitis which affected Resident #2's body
from producing insulin and caused difficulty in
controlling the diabetes,

-Resident #2's NovolLog insulin should have been
administered when the FSBS reading was greater
than 80.
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L

-Resident #2's Novolog insulin should not have
been administered when the FSBS reading was
less than 80.

-When the facllity staff did not administer the
scheduled doses of NovoLog when It was
supposed to be given, it would cause an increase
in Resident #2's bicod sugar levels.

-He expected the facility staff to administer
Resident #2's insulin as ordered or cail for any
missed or excess doses of insulin administered {o
see if any new orders were needed for Resldent
#2,

-Resident #2 could experience diabetic
ketoacidosis (a serious, life-threatening
cemplication of diabetes where the body
produces excess blood aclds), hospitalization, or
death from not being administered his Insulin.
-Resident #2 could experience shakiness,
tlzziness causing a fall, or diabetic coma from
being administered insulln when the FSBS
reading was less than 80,

Telephone interview with Resident #2's
endocrinolegist triage medical assistant on
04/26/23 at 1:21pm revealeq:

-Resident #2 was first seen by the endocrinologist
in February 2023.

-Resident #2 was seen again on 03/46/23
because the facility did not send a history of
FSBS readings with Resident #2 during the
February 2023 appointment and Resident #2's
endocrinologist ordered a request for a facllity
staff member to contact her to review Resident
#2's eMAR discrepancies.

-The facility did not contact her regarding
Resident #2's FSBS's and insulin errors so she
contacted the facllity or 03/27/23.

-The office had an after hours call service and the
facility had never contacted the office regarding
Resident #2's insuiin being held when the FSBS
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the FSBS was less than 80 to see if new orders Y P\'l@\' : IR Aono e
were needed for Resident #2, i §D’L LA CURN NS dg W

2. Review of Resident #1's current FL2 dated
03/21/23 revealed diagnoses inciuded vascular
dementia and cerebral infarction (disruption of
bleod flow to the brain).

a. Review of a physician's order dated 12/15/22
for Resident #1 revealed amlodipine (used to
treat high blood pressure) 5mg take 1 and %
tablets (7.5rng) every day.

Review of Resident #1's electronic Medication
Administration Record (eMAR) for March 2023
revealed:

-There was an entry for amlodipine S5mg take 1
and 1/2 tablets (7.5mg) every day with an
administration time of 8;00am to 1C:00am.
~There was documentation the amlodipine was
not administered 10 times from 03/01/23 -
03/31/23,

-There was documentation the amlodipine was
not administered due to waiting on medication
frem pharmacy.

Review of Resident #1's eMAR for 04/01/23 -
04/25/23 revealed:

-There was an entry for amiodipine 5mg take 4
and /2 tablets (7.5mg) every day with an
administration time of 8:00am to 10:00am.
-There was documentation the amladipine was
not administered 5 times from 04/01/23 -
04/25/23.

-There was documentation the amiodigine was
not administered due to waiting on medication
from pharmacy.

Cbservation of Resident #1's medications
avallable for administration on 04/25/23 at
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11:30am revealed there was one bolile |abeled
amlodipine 5mg, take 1 and 1/2 tablets (7.5mq)
daily.

Telephone interview with the facility's contracted
Physician's Asslstant (PA) on 04/26/23 at
12:34pm revealea:

-Resident #1 had a history of a cerebrovascular
accident (CVA) (damage to the brain from
interruption of blood supply).

-Resident #1 was prescribed amlcdipine for high
blood pressure,

-Not receiving the amlodipine for his biood
pressure put Resldent #1 at risk of increased
blood pressure which could cause a GVA,

Refer fo the review of staff progress notes for
Resident #1 dated 03/04/23 tc 04/10/23,

Refer to the telephone interview with a
representative from the facility's contracted
pharmacy on 04/26/23 at 8:20am.

Refer to the atternpted telephone interview with a
representative from the local pharmacy on
04/26/23 at B.45am.

Refer to the interview with the medication aide
{MA)} Supervisar on 04/25/23 at 10:05am,

Refer to the interview with the Clinical Services
Director on 04/25/23 at 10:00am.

Refer to the interview with the Administrater on
04/25/23 at 4:30pm and 04/26/23 at 10:50am.

Refer to the Interview with Residant #1 on
04127123 at 11:07am.

Refer to the attempted telephone interview with
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D 358

Continued From page &

Resident #1's Pawer of Attorney (POA) on
04/26/23 at 11:10am.

b. Review of physician's orders dated 09/22122
for Resident #1 reveaied lisinopril (used to troat
high blood pressure) 20mg daily.

Review of Resident #1's electronic Medication
Administration Record (eMAR) for March 2023
revealed:

-There was an entry for lisinoprii 20mg daily with
an administration fime of 8:00am to 10:00am.
-There was documentation the lisinopril was not
administered 10 times from 03/01/23 - 03/31/23.
~There was dacumentation the lisinopril was not
administered due to walting on medication from
pharmagy.

Observation of Resident #4's medications
available for adminlstration on 04/25/23 at
11:30am revealed there was one bottle labeled
lisinopril 20mg daity.

Tetephone Interview with the facility's contracted
Physician's Assistant (PA) on 04/26/23 at
12:34pm revealed;

-Resident #1 had a history of a CVA,

-Resident #1 was prescribed lisinopril for high
blood pressure.

-Not receiving the fisinapril for his bioed pressure
put Resident #1 at risk of Increased biond
pressure which could cause a CVA,

Refer to the review of staff progress notes for
Resident #1 dated 03/04/23 to D4/10/23,

Refer to the telephone interview with a
representative from the facifity's contracted
pharmacy on 04/26/23 at 8:20am.
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Refer to the attempted telephone interview with =
representative from the lacal pharmacy on
04/26/23 at 8:45am.

Refer to the Interview with the medication aide
{MA) Supervisor on 04/25/23 at 10:05am.

Refer to the interview with the Clinical Services
Director an 04/25/23 at 10:00am.

Refer to the interview with the Administrator on
04/25/23 at 4:30pm and 04/26/23 at 10:50am.

Refer o the intenview with Resident #1 on
04/27/23 at 11:07am,

Refer to the attempted telephone interview with
Resident #1's Power of Aftarney (POA) on
04/26/23 at 11:10am.

c. Review of physician's orders dated 09/22/22
for Resident #1 revealed clopldogre) (used fo thin

the hlood and prevent blood clots) 75mg daily.

Review of Resident #1's electronic Medication
Administration Record {eMAR) for March 2023
revealed:

~There was an entry for clopidogre| 75mg daily
with an administration time of 8:00am to
10:00am.

-There was documentation the clopidegrel 75mg
was not administered 13 times from 03/01/23 -
03/31/23.

-There was documentation the clopidogref was
not administered due to waiting on medication
from pharmacy.

Observation of Resident #1's medications
available for administration on 04/25/23 at
11:30am revealed there was one bottle labeled
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clopldogre) 75mg daily,

Telephone Interview with the faciiity's contracted
Physician's Assistant (PA) on 04/26/23 at
12:34pm revealed;

-Resident #1 had a history of a CVA,

-Resident #1 was prescribed the clopidagrel as a
blood thinner and not recelving it could Increase
his risk of a2 CVA.,

Refer to review of staff progress notes for
Resident #1 dated 03/04/23 to 04/10/23.

Refer to the {elephone interview with a
representative from the facility's contracted
pharmacy on 04/26/23 at 8:20am.

Refer to the attempted telephone interview with a
representative from the local pharmacy on
04/26/23 at §;45am.

Refer to the intervisw with the medication aide
(MA)} Supervisor on 04/25/23 at 10:05am,

Refer to the interview with the Clinical Services
Director on 04/25/23 at 40:00am,

Refer {o the interview with the Administrator on
04/25/23 at 4:30pm and 04/26/23 at 10:50am.

Refer 1o the interview with Resident 1 on
04/27/23 at 11:07am.

Refer to the attempted telephene interview with
Resident #1's Power of Atterney (POA) on
04/26/23 at 11:10am.

d. Review of physician's orders dated 09/22/23
for Resldent #1 revealed famotidine (used to traat
and prevent acid Indigestion) 20mg twice daily.
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Review of Resident #1's electronic Medication
Administration Record (eMAR) for March 2023
revealed:

~There was an entry for famotidine 20mg twice
dally with administration times of 8:00arm and
6:00pm.

~There was documentation the famotidine was
not administered 19 times from 03/01/23 -
03/31/23,

-There was documentation to read the staff
progress notes regarding the famotidgine.

Review of Resident #1's electronic Medication
Administration Record (eMAR) for 04/01/23 -
C4/25/23 revealed;

-There was an entry for famotidine 20mg twice
daily with administration times of 8:00am and
6:00pm.

-There was dacumentation the famotidine was
not administered 11 times from 04/01/23 -
04/25/23.

~Thera was documentation to read the staff
progress notes regarding the famotidine.

Observation of Resident #1's medications
avallable for administration on 04/25/23 at
11:30am revealed there was one bottle |zbeled
famotidine 20mg twice dally.

Telephone interview with the faclity’s contracted
Physician's Assistant {PA) on 04/25/23 at
12:34pm revealed:

-Resident #1 was prescribed famotidine for
increased stomach acid.

-Not receiving famotidine put Resident #1 at risk
of Increased stomach acid,

Refer to review of staff progress notes for
Resident #1 dated 03/04/23 to 04/10/23.
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Refer to the telephone Interview with a
representative from the facility's contracted
pharmacy on 04/26/23 at 8:20am.

Refer to the attempted telephone interview with a
representative from the Jocal pharmacy on
04/26/23 at 8:45am.

Refer o the interview with the medication aide
(MA) Supervisor on 04/25/23 at 10:05am,

Refer to the interview with the Clinleal Services
Directar on 04/25/23 at 10:00am,

Refer to the interview with the Administrator on
04/25/23 at 4:30pm and 04/26/23 at {0:50am.

Refer to the interview with Resident #1 on
04/27/23 at 11:07am,

Refer to the attempted telephona Interview with
Resident #1's Power of Attorney (POA) on
04/28/23 at 11:10am.,

Review of the staff progress notes for Resident
#1 dated 03/04/23 to 04/10/23 revealed:

-There was documentation the medications had
not arrived from the jocal pharmacy and the
resident was stitl waiting on the medications from
the local pharmacy.

-There was documentation the Supervisor
attempted to get the medications from the local
phamnacy.

~There was no decumentation staff had
communicated the need for Resident #1's
medications from the facility's back up cantracted
pharmacy.

Telephone interview with a representative from
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STATE FORM

BHVEB11

# eontinuetion shesl 13 of 18




PRINTED: 05/01/2023

the facility’s contracted pharmacy on 04/26/23 at
8.20am revealed:

~The pharmacy entered Resident #1's
medications into the eMAR system via data entry.
~Resident #1's medicaticns were dispensed by
another pharmacy.

-If the facility had difficulty getting the other
pharmacy to dispense Resident #1's medications,
the facility would need to communicate that with
the pharmacy and the medications would be
dispensed,

-The pharmacy had not received any
communication from the facility about the need
for any of Resident #1's medicatiors In the
months of March or April 2023.

Interview with the medication aide (MA)
Supervisor on 04/25/23 at 10:05am revealed:
-She was responsible for ensuring the residents'
medications were in the facility.

-She would audit the medication carts once every
two to three weeks to ensure medications were
avaitable and If not, would reach out to the
appropriate pharmacy.

-She knew Resident #1 did not have some of his
medications to administer in March and April
2023,

-it had been difficult to obtain Resident #1's
medicatlons from the focal pharmagy.

-She had contacted numerous staff at the local
pharmacy about the need for the medications.
-5he had not contacted the facility's contracted
pharmacy because they would only dispense over
the counter medications for Resident #1.

-She had documented each time she contacted
the local pharmacy in a notebook but could not
locate the notebook,
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Interview with the Clinical Servicas Director en
04/26/23 at 10:00am revealed:
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L

-The MA Supervisor was respensible for auditing
the medication carts to ensure medications were
avaitable to administer,

-The MA Supervisor would contact the
appropriate pharmacy for refilis.

-She knew some medications were not available
{0 adminlster to Resident#1 in March and April
2023,

-She had informed the MA Supervisor that
Resident #1 was out of medications.

-She knew the Supervisor had contacted the
Tacility's contracted pharmacy but the pharmacy
had informed her that Resident #1's medications
were dispensed by the locaj pharmacy.

Interview with the Administrator on 04/25/23 at
4:30pm and 04/26/23 at 1 0:50am revealed:
-The facility's Registereq Nurse (RN) was
Tesponsible for auditing the &MARs monthly for
missed medications,

~The facifity's contracted pharmacy should have
been contacted as the back up pharmacy for
Resident #1's medications,

-She thought that Resident #1 only wanted the
locai pharmacy to dispense his medications.
-Bhe did not know why the facility's contracted
phamacy was not contacted.

Interview with Resicent #1 on 04/26/23 at
11:07am reveajed:

~He did not remember if he had missed any
medications in March or Aprit 2023,

-He did not remamber if staff had asked him
Pemission to use the facility's contracted
pharmacy for his medijcations.

Attempted telephane Interview with a
representative from the the loca) pharmacy on
04/26/23 at 8:45am was unsuccessful,
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Was unsuccessfyl,

this violation.

2023,

Attempted telephone interview with Resident #1's
Power of Attorney (POA) on 04/26/23 at 11:10am

The facility faiied to ensure medications were
administered as ordered for Resident #2 who was
not administered insulin when the blood sugar
reading was greater than 80 resutting in
subsequent elevated bigod sugar readings up to
560 and placed Resident #2 at risk of developing
diabetic ketoacidosis, hospitalization, and/ar
death, and administered insuin when the blood
Sugar reading was less than 80 placing Resident
#2 at risk of going into a diabetic coma, and to
administer medications to reduce biood pressure
and a blood thinner to Resident #2 who had a
history of a stroke. This failure was detrimentai to
the health and safety of Resident #1 and #2 and
constitutes a Type B Violation,

The facility provided a plan of protection in
accordance with G.8. 131D-34 on 04/25/23 for

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 10,

D 358
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