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10A NCAC 13F .1004 Medication Administration
(@) 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 administer

 medications as ordered for 1 of 3 sampled
residents (#2) including administration of correct
units of insulin using a sliding scale based on

| blood sugar (BS) levels.

g The findings are:

' Review of Resident #2's current FL-2 dated

' 09/24/25 revealed diagnoses included type 2
diabetes mellitus, chronic systolic heart failure,

. history of stoke, visual dementia, anemia and

; hypertension.

Review of Resident #2's signed physician's order
dated 09/25/25 revealed: _
~There was an order for a continuous blood
| glucose sensor to check BS and replace every 15
| days. '
| _There was an order for Novolog (a rapid-acting

Medication Administration

The administrator of the Facility
conducted a eMAR audit at the end of
October 2025 and discovered that the
correct units of insulin using a sfiding
scale base on blood sugar (BS) levels
were not properly administered during
a 3 day pericd. She immediately
conducted a training for all of the
Medication Aides (MA) on insuiiin
admnistration and paremeters.

Following the survey conducted on
11-25-202525, additional refresher
training was done 11-30-2025.
Henceforth, all Medication Aides are
adminustering Insulin using the correct
sliding scale based on blood sugar
(BS) levels.
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| insulin used to treat high blood sugar levels) Flex
Pen 100 units/ml inject 5 units three times a day

' before meals, and add additional units for blood
sugar values per sliding scale insulin (SSl)

| parameters: BS 150-200 = add 2 units, 201-300 =

i add 4 units, 301400 = add 6 units and >401 =

{ add 8 units.

Review of Resident #2's October 2025 electronic

| medication administration record (eMAR) from

- 10/09/25 through 10/31/25 revealed:

| -There was an entry to check BS three times a

day before meals scheduled at 7:30am, 11:30am,

i and 4:30pm.

| -There was an entry for Novolog Flex Pen 100

| unitsfml inject 5 units three times a day before

! meals, and add additional units for BS values per

SSI parameters: BS 150-200 = add 2 units,

- 201-300 = add 4 units, 301-400 = add 6 units and

- >401 = add 8 units.

-The eMAR had a space for documentation of the

BS, a time of administration and a space for

i documenting the amount of Novolog

| administered.

-The incorrect amount of Novolog insulin was

administered for three days from 10/11/25

through 10/14/25 with examples as follows:

-On 10/11/25 at 4:10 pm, BS was 153 and 7 units

of Novolog should have been administered but 9

units of Novolog were documented as

adminisiered on the eMAR.

-On 10/12/25 at 7:50 am, BS was 194 and 7 units

of Novolog should have been administered but 10

" units of Novolog were documented as
administered on the eMAR.

, -0On 10/13/25 at 11.30 am, BS was 136 and 5§

units of Novolog should have been administered

but 10 units of Novolog were documented as

| administered on the eMAR.
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— The administrator will continue to

monitor and audit eMar to ensure
compliance.
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. Interview with Resident #2's primary care provider

| {(PCP) on 11/25/25 at 2:51 pm revealed:

| -She was aware Resident #2 was on insulin with
sliding scale parameters.

| -She was not aware insulin was administered

| incorrectly for three days in October.

-The BS levels would fluctuate if the amount of

insulin was not administered correctly.

-She was not aware of Resident #2 having any

hypoglycemia or hyperglycemia levels in October

2025,

-She would expect the insulin to be administered

~as ordered.

Interview with a medication aide (MA) on 11/25/25
! at 3:00 pm revealed:
-She had administered Resident #2's Novolog
insulin three times a day and adjusted the units if
" the BS was over 150. |
-She was aware some MAs were not used to |
using the sliding scale for Resident #2. |
-The Administrator trained all MAs on the sliding 1
scale in October 2025. ;
~-She was unsure of the exact date of the training ;
I

Interview with the Administrator on 11/25/25 at
3:15pm revealed:
-She was aware there were errors in the amount
of insulin that was administered in the beginning
of October 2025.
' -When she saw the errors, she immediately did a !
! training on insulin administration and parameters
with all the MAs.
-She was responsible for eMAR audits.
-She expected MAs to administer the correct
amount of Novolog using the parameters as
written in the order.

| Based on observations, record reviews and

| interviews, it was determined Resident #2 was
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