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Tha Adult Care Licensure Settion and the Martin, - I )
County Dapartment of Saciat Services completed | -
an annual and follow up survey on 05/05/23 and o~ | -\'Q‘};‘-_
g5/08/23. . | ',
. ' R e -fi":g
, itdi i 107 /
O B T B S i st 5O
was maintained in safe operating condition: | :
o : To prevent this from occurring again theses measures v
LACHC 136 0317 Bulding Sarvice have heen put in place. The facility poficy will be dated | f’ >
; and maintained as often as changes oceur. The policy has . “&
3 . been dated, | X
() The Eulding Anel.All firs safety, e!e.ctr_tcal. : 1. Fire protection and training and policy hes been A5
machanical, and Pumbing equipment in a family updated to include to keep this from seourting 1 .
czse home shall be malntained in a safe and again, . P ' L
operating condition A Fire Watch Log Sheet will maintained at the I |
facitity until the re-establishment of fire alapmn l liz
Service; which time this sheet js 1o be submitted to o
the Director/Supervisor of the Fields Fouridation, E ,é
. . . The'log will be available at aH times during the fire | oo
| This Rule is notmet as ‘ngyed by wateh and include the following information | '
| TYPE B VIOLATION o Timos that the perlodic patrol was completed | -
) . {include start and end of shift. | 2 .
| Based on observations and interviews, the facifity b, Name of the person conducting the fire watch | Sl
Ifaﬂed%oensure fire safety equipment was ¢ Record of any communication(s) to the Fire X
| maintained in a safe operating condition rolated Department | v
{o a smoke detector that was not functioning d.  Note any alarm system work or any hazardous i T
propetly due to a dead battery. conditions found. o] 5
e Facility Name and Address is included on the ! | i
The findings are: WatchLog, - | {
: . £, Form i3 attached with Plan of correction. ; -
| Review of the factity's Fire Safety Policy (not | &
| dated) revealed: To prevent from occutring apain thags stepe will ba "
~The Tacllity would maintain the fire safely | put in place with documentation to support: * !
i equipment in a safe and operating condition. 1. All smoke detectors will be fested at least |
| tf the fire equipment becomes inoperative, the once a month by pressing the test button and ‘
i facility would call the proper maintensnce = “miaking sure they sound. If they do not l ,"}
- personne] o repair equipment as soon as sound, the batteries will be checked and o | ;
possible: , replace them if needed, ' i,
~Vhe facllity would schedute.additional siaff for 2, Al smoke detector batteries will be replaced | | j
&ﬁ%ﬁégg;mﬁ?@%ﬁ:ﬁoﬁnmsumm REPRESENTATIVE'S 5IGNATURE THLE ! P g
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R 4!;
| FCLD58008 B. WING G5/08/2023 st
NAME OF FROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE. ZIP CODE
, 1057 LARD-FIELDS LANE ol
FIELDS FOUNDATION WILLIATISTON, NG 27692 &
o@D SUMMARY STATEMENT OF DEFICENCIES b PROVIDER'S PLAN OF CORRECTION T om) &
PREFR {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE £+
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRISTE DATE  f A
I DEFICEENCY} 4y
wl
C 162! Continued From page 1 £: 109 - '{ :
: . at least once ayear, or whenever they chirp, g HE -
the purpose of "fire walch” if the equipmeat waming thai the battery is low. Fields W
. cannot be immediately repaired. Foundation will change our smoke detector ! g R
batteries when we change our clocks for ! 3
Review of ihe facility's fire safety inspection with daylight saving time in the spring and fall. :
completion date of 12/08/22 revealed there was 3. Oursmoke detectors will be replaced every 3
documentation of approval with no re-inspeciion 10 years or more often if needed, or y
requesiad. accotding to the manufacture’s instructions. of
Fields Foundation will check the date printed
Obsarvation of facility on 05/05/23 intemmittently on the back of the detector to se¢ how old it A
from 8:305""3:155_:: rivsal;ad: ¢ : is. In the event the date is not visible the LY
-There was an audible beeping of a smoke smoke detector’s will be replaced. 4
gs;czcicr in a resident bedroam off the Bving room 4, Smoke detectors are included in each 41} i
" leepi kitchen, haliwa; L
-There was a smoke detector In the living room Z:gr::;u,::: ;?mg area, Kiielen o _ 8 l
K ?a:gmzyi" the haliway teading to the far end of the 5. A smoke Detector Inspection log shest will i 13
: R 2 intained i facility at a}l times to -
! “There was a smoke detectar in the kitchen. ?:cml:ﬁ“;oulgﬁ: g,w iy atd 5
-There was no mention of tihe simelke detecior " Location o fsmollce detector N3
besping by staff until surveyor asked about it E’ i e e ﬁ
“There was no aitempt made fo tast or replace "B «fb . |
' the batteries in the smoke detector or confact SL sr eplareD Y +or Insoection which will | i |
imanagement regarding the need to look into the inl::lll:: ;‘:’ stector Inspeciion Wiici W I 3
unift : : i
mattar untl prompted by the survayor. o Roommlit ¢ j
Interview with the Assisiant to the administrator £ Location l g
on 05/05/23 at 5:30prm: g. Serial Number of the smoks detector J
| -He did not know how long the smoke detecior h, Is tthhe Sn;%kﬁ dﬂie]?fﬂr securely fastened
had been besping. - to the wali or celling
-The batterigs in the smoke detsctors were i.  Does the smoke detector show no.
checked yearly and wore tast checked in August ev1d§nct.a of physieal c]amange, paint
P 2023, : application, or excessive grease and dirt
[ accumulation
| Interview with the medication aide (MA} on j.  'What is the expiration date of the smoke
' 05/05/23 af 2:15pm revegled: detectors battery
| =She had notraporied the smalke deteciar was k. Dces the battery need replacement
| besping. 1.  Testing of Detectors ;
-She had not nioticed the besping noise and did m. Have &ll Smoke Detectors In the l
not kriow hiow fong it had been doing so. instailation been tested? :
n. How many Smoke Detectors were tested H
Interview with the facility Manager on 05/08/23 at 0. Have all detectors what were tested PR
ivision of Health Servite Reguiatien pasged the operational test proceduras oy
STATE FORM “ p. How many Smoke Detectors were ttan cheet 265 43
_ tested? ' F ‘ T
q. Have-all Smoke Detectors that failed the g
tests been repluced n
r. Is any further ection required to meet T
compliance of these ingtailations L

5. Next due date for Smoke Detector .
‘ Inspection 5
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STATEMENT OF DEFICIENCIES | (37) PROVIDERISUPFLIERIOUA @) MULTIPLE CONSTRUGTION 03) DATE SURVEY
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NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21° GODE g
i 1057 LAND-FIELDS LANE i
FELDS FOUNDATION VIALLIABISTORN, BIE 27802 J
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [ £
RRERDX {EACH DEFICIENCY A2IST BE PRECEDEDRY FULL : PREFIX CORRECTIVE ACTION SHOULD B ot i
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG - camam%u&%ég&smmopmm | bar=
C 162 Confinued From page 2 ci2 | | i
!)a = t.  Nexttestis dueon ] | Y
4:45pm ravealed: : o] Fields Foundation will implement Stoke-in-can that S
;%gﬁé?ﬁg‘:gto? E!{gep EquIpment funclioning | ie & erayable asrosol that mimies the properties of 3
; . It will actj i 2 iE
-He did ot remember hearing the smoke real smoke. It will activate smoke detestors like real :f
4

detector baeping when he visited the Tacility on
05/05/23 and he thought the beeping had just
bagun on 05/05/23.

-He was contacted on 05/05/23 in the early

smoke. This will be used monthly to test all smoke
detectors as an additiona] safefy measure. Al staff will
be trained on how to administer the uge of Smoke
Detector Tester in the can for finctional testing of
smoke det?ctors monthly,

l
|
I

afternoon about 2 smoke alarm beeping.
~Smoke detecior batteries were checkad yeardy
during the annuaf fire iInspection but the facility
used bafieries that were suppose to ba good for
40 yaars,

-He expacted staff to review facility policies,
including fire safety yearly and report any smoke
detetiors where suspecied of not worling
properiy immediately.

Infervisw witit the Assistant {0 the Adminisirator
on 05/0BI23 at 4:50pm revasled:

-He contacied an elesivician to come and check
the smoke detestor for proper functioning on
05/05/23 immediately afier being notified of the

|
|

Type B: Facility failed to ensure fira gafety equipment
was maintained in safe operating condition:

To provent this from ocourring again theses measures
have been put in place, The facility policy will be dated
and maintained as often as changes aceur. The policy heg
been dated,

L. Fire protection and training and policy has been
updated to include to keep this from oceurring
again,

A Fire Watch Log Sheet will maintained at the

facility until the re-establishment of fire alarm

service; which time this shest is to be submitted to
the Director/Supervisor of the Fields Foundation.

The log will be available at all timeg during the firs f
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besping watch and include the following information ' ‘ z Ji
g 8. Times that the periodic patrof w leted 3 ]
-He had not noticed the smoke detettor was (include start aﬁd e;d of?shiﬁ_ s eomp I ¢
1 beeping and not oparating as it should, b, Name of the person conducting the fire watch ] 2
. ¢. - Record of any communication(s) to the Fire ! 3
: Observation of the facility on 05/05/23 ot 5:46pm: Department :
| ~Two men entersd the fasility with a laddsr and d.  Nots any alarm system work or any hazardous | |
were directed o the resiient raom with the conditions found, l ; -
bsaping emoke detector. e Facility Name and Address is included on the l i
~This battery was changed in the smoke detector. Watch Log. i
I ~The smoke detector no longer beeped. £ Form ia nttashod with Plen of vorrootion, l :
The facliity f2fled fo ensure safoty equipment was . R
malntained in safe operaling condition as C102:Addendum per telephone converstio with le;,_
Pydensed by a beeping smoke detector thatwas | =4 f L o ne i B S Facilly Manager will be respg
Ignored by staf fat was hresent. Thefa??ws for the monitoring as outlined above. R
failure fo ensure the safe operating condition of 06/09/23-M. Bennett I o
saffely equipment was defrimental to the health, 3 . . B
Bivislon of Heath Serios Regalaton '?é; :
STATE FORM [ RDWPH i eentinuntion shoet 3 01'52;5}
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AND PLAN OF CORREGTION IDENTIFICATION NUMBER: ﬁuzmm- O e i
R B
FCLUSE005 B. wWiNe 0556/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE "
. - 1057 LANDFIELDS LANE
FIE U :
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gg| | SUMMARY STATEMENT OF DEFICEENCIES Y PROVIDER'S PLAN OF CORRECTION e
PREFIK {EACH BEFICIENCY FUST BE PRECEDED BY FULL, PREFIX | CH CORRE MPLET &1 |
TAG REGULATORY DR LSC IDENTIFYRNG INFORMATION} TAG CHOSS REFERENCED 10 s AR | o
| DEFICIENCY) ' X
€ 102} Continued From page 3 ¢ 102 | " . |
X Type B: Facility failed to ensure all staff qualifications
safety and welfars of the residents and were met to meet the ¢ hours of continuing education
constittiies a Typs B Viclation. annually related to medication administretion.
_ To prevent this from ocenrring apain Fields Foundation !
The facliity providad 2 plan of protection in has trained and will continue training all staff to meet the {
aceondance with G.S. 131D-34 on 85/05/23 for 6 hours of medication education training annuatly or
this viciation. = more ofien if needed. And the required Fhougof !
. v contiming education. -
THE CORRECTION DATE FORTHE TYPES a.  To prevent this from occurring again & dated 4
VIOLATION SHALL NOT EXCEED JUNE 22, tralning record will be kept at the facility at all -.z.g
2623, times that will be maintained by the facility |
Registered Nurse that will facilitate all T3
! . medication (raining,
Gids g’?;NCAC 13G. 9403(b} Qualifications OFf G138 b, Training log sheet will include the following
ication Staff c. A staff medication training log sheet for Fields
. . . Foundation home will be a document that o
{t) Medication afdes and their divect supssvisors, records the date, name and signature of each &
excapt persons authorized by state oscupational staff member who has completed medication T
licensure laws fo administer medications, shall administration. *
complata six hours of continuing education d.  The log sheet will also indicate which course =
annually related to medication administration. the amount of hours and the staff member has ]
taken and passed. 1
e. The medication administration courses will S
provide unlicensed-staff at Fields Foundation ¥
/ basic knowledpe and skills needed to ensure ) A
‘ M P that medication administration is performed in 2
a safe and effective marner. . S
f.  Successfuf completion of the annual 6 hours R |
1 This Refe Is not met as evidenced by: plus training will prepare all staff employed at o
TYPE B VIOLATION Fields Foundation to suceessfully administer 3
medication. i
Based on interviews and record reviews, the g. Name and position of the staff member 1
facifity failed to ensure staff administering b Date and duration of the fraining ,
medications had the required 6 hours of annual L Name and credentiels of the instructor
fralnling for madinating sdminictration. i._Topies covered in tha training . ﬁ
The findings are: | i &
1. Review of Staff A's personrief record revealed: | 4
~8he was hired on 03/12/21 as 2 modiesfon alde - =g
Division of Heslth Sorvice Reguaton L
STATE FORM e ROWR11 If aantinuation ohaok 4 of B
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Division of Health Service Requlation FORM APPROVEL”
o EVAENT OF DEFICIENCIES | 0tt) PROVIDERISUPPLIERIGLIA | 02y Mo o 2
GORRECTION DENTIFICATION NUVBER: | 40 oo NIGTESUREY, o
R i s
FCEO58008 5. WING __ : 05/08/2023 .
NAE QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE .
- VALLIAMSTON, NC 27502 " ]
ey ID SUMMARY STATEMENT OF DEFICIENCIES ; -
PREFIX {EACR DEFICIENCY pUST BE PREGEDED BY FULL m‘gm (Efgu? gﬁcﬁ'ﬁfgﬂﬁéﬁgggae cotr -
TAG REGULATORY OR LSG INENTIRVING INFORRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE %
; DEFICIENGY) & )ﬁ
C 132 Continued From page 4 c132 _ e
8 striction gy
| -Sh;;zq';?g:eted 15 hour medication aide tralning i‘ iﬁ?nﬁg-ggh ;;ﬁfcrﬂ;n?er ARl mtuckion *‘%
on s ) o : Y
~The was documentation she passed the é: gﬁﬁ;ﬂ:ﬁiﬁ&m It
Medication Aide exam on 0502121, o 3. Date of completion of each course b
Clinica! Skils Checkiist on 05/18/21. 5. Signature of instructor +E
-There was documentation of 1 hour of centinuing 6,  Certificate number (if applicable) .
educafion related to medication atiministration 7. The training log sheet wilt be kept in a ¥t
conducied on 03/30/22 by a local geriatricladuit secure place and be available for B
mental health spscialty team, inspection by the Adult Care Licensure ; L
Section or Martin County Depariment of
Review of a resident's medication adminisiration Soclal Services ay needed,
racord for April 2023 revesled Staff A . 8§ Training Forms attached for 6 hours of
| administered medications 18 of 31 days. [ Management Continuing Education and 6
hours for Medication Management ~-
interview with Staff A on 05/08/23 at 14:20am annually. .
; revealed : k
- ~She received medieation fraining onca in awhile _ " ;
but could not remomber when she last recelved | 3 IVH‘
raedication fralning. - C132:Addendum per telephone converstion with-M.
Dol ik sta Fersived B hormaind Fields pn 06/09/23: The Facility Manager will be
i e il O respongible for monitoring as oulined above.
-8he did rot know 6 hours of continuing 09/23-M.B it .
education for medication was required each year, | 06/09/23-M.Benne yE D
| Refer to interview with the Facility Manager on : ¥ i
05/08/23 at 4:00pm, ; f..
Refer to interview with the Assistant to the
Administrator on 05/06/23 at 5:15pm. E:
2. Review of Staff B's personnel record revealed: ]
§ -She was hired on 01/06/06 as a MA. P
~The was dacumentation she passed the .
Meadication Aide exam on 09/13/07. I - 3
~She comploted ihe Metleation Administration ;3
Chinical Skills Checidist on 10/01/07.
-There was dosumentation of 1 hour of continuing F
education related to medication adminisiration Cod
conducted on 03/30/22 by a loeal gesiatricfadult | .1
Division of Health Senica Regulation B
STATE FORM L ROWP1 If continuation shset 5of: ;fi
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED -;, "

R ek
FCLOESONS B.WiNG 0E05/2023 '
NAME OF FROVIDER OR SUPPLIER STREET ADDREBS, €TV, STATE, ZIP CODE :
FIELDS FOUNDATIORN 1097 LAND-FIGLDS LANE
BRALLIAMBTON, N 275802 : -i
pa)in SURMARY STATERZENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION

PREFIX (EACH PEFICIENCY MUST BE PRECEDED BY FULL PREFDX {EACH CORRECTIVE AGTICRN SHOULD BE COMPLETE
FAG REGULATORY OR LSC IDENYIFVYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE 1
DEFICIENGY} ; Ix

c 132! Continued From page 5 G132 | Al
mental tealih spacialty feam.

~There was documentation of a 3 hour training on
nebulization and inhalers on 04/20/22,

Review of a resident's medleation administration
rocord for April 2023 revegled StaffA .
administered medications 12 of 31 days.

Interview with Staff B on 05/08/23 at 1:25pm
revaalsd:

-She supervised the other MAs in the faciliiy.
-She was not ewars she needed to have § hours
of madication and 6 hours of managsement
continuing sducation each year.

-She cauld not remembier the last ime she
raceivad continling education for medications.
~She had not received continuing educstion for
managemant.

Refer to interview with the Facifity Manager on
05/08/23 at 4:80pmm

Refer to interview with the Assistant to the
Adminis{rator on 05/08/23 zt 5:15pm.

3. Review of Staff C's porsonnel record fevesled:
=3hs was hired on 07/21/19 as a MA.

-She completed 15 howrs of medicafion aide
waining on 07712119, -

=There was documentation he'pazsed the
Medication Alde exam on 08/05/18.

-She complsted the Medication Adminlsiration

Glinieal Skills Checklist on 07/12/19. o
~Thera was documentation of 1 kour of esniinuing

education relaied fo meadication adminlstration
conducted on @3/30/22 by @ local gerizticiaduit
mental heslh Specag!ty team.

Review of a resident's medication administration
ragoyd or April 2023 revealed SiefFfC

Diviefon of Heslth Servica Rogulaton
STATE FORM
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healitty team but the team had hecdme usnireliable
over the past year. T

l did not know when they happened.

Interview with the Assistant (o the Administrator
on 05/08/23 at 5:15pm revealed:

=The Administrator and the facility Manager were
respensible for scheduling trainings for the staft

[ -He did not know when tralnings were conducted.

Refer to Tag 330 10A NCAC 13 .1004(z)
Medication Administration,

Refer to Tag 330 10A NCAC 136G J1004()
Medication Administration.

The facility failed fo ensure medicaton aides
ressived 6 hours of continuing education credits
eath year for medication aldes that adiministerad
medications including high risk Mmedieatibn such
&s insufin by injection. The facility's failure fo
ensure 6 hours of confinuing education weas
detrimentsl o the fiealth, safety and welfare of
the resident and constituies 2 Type B Violatidn,

=He used fo sehedule fralnings with a Iocal mental

-He thought there had baen mare trainings bit ho

PR'I__NTED: 05/25/202% -
Division of Health Service Reaulafion . ORMAPPROVE:
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA, {42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY % ¢
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED . "%
B.WING B
. FGLO5a%08 - 05/03/2023
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, 2IP gang .f-
1057 LARD-FIELDS LANE
FELDS FOUNDATION WILLIAMSTON, He 27852 A
o | SUNMARY STATEMENT OF DEFICENCIES - | PROVIDER'S PLAN OF CORREGTION s &
PREFIX ' (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX CH GORRECTIVE A SHou co 3y
TAG REGUILATORY OR LSC IDENTIFYING INFORRIATION) TAG CR%ASS-REFERENGED nglvognlgtpao?nsfm gfr%@f
] DEFICENGY) i3
C 132| Continued From page B c 132 0
administered medications 13 of 31 days. N
| Reterto mterview with the Fanllity Manager on "
| 05/08/23 at 4:00pm T
. #ir]
| Refer to interview with the Assistant to the R
 Administrator on 05/08/23 at 5:15pm. !
|
Interviaw with the Facility Manager on O5/08/23 at :
4:80pm revenlad: _j
=He was respansible for scheduling fraings for o
tha siaff. 2
-He thought MAs were required fo have 12 hours
of continuing education each year.

e I

4

STATE FORM
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FGLO52068 B, WING 080812023
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FiELBS FAUNDATION YWILLIABISTON, NG 27502 :
NI SUMMARY STATERENT OF DEFICEENCIES PROVIDER'S PLAN ' ‘ &
JUE | SR ST OF pEFCETES < T
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TOTHEAPPROFPRIATE | DATE - 1
DEFICIENEY) l .
C 132} Continued From page 7 C 132 | Type B: Facility failed to ensure afl staff qualifications
* were met qualifications of Supervisor-In-Charge. B
. ; To prevent this from occurring again Fields Foundetion i
The facility provided a plan of protection in ; has trained and will continue training all staff including &
aceordance with 6.8. 131D-34 on 05/08/23 for * the Supervisor-In-Charge.
this violation. . : 2. To prevent this from occurring nosin a dated r
‘ : / : training record will be kept at the facility at all <
THE CORRECTION DATE FOR THE TYPEB ) times that will be maintained by the facility
VIOLATION SHALL NOT EXCEED JUNE 22, L, Registered Nurse and Supervisor-In-Charge
2023. ) that will fecilitate sll Management trainings
. . related to Continuing Education.
N b.  Training log sheet will include the following
e éﬂ’:ﬁ&? _,Egt;gfgg Qualifications of Sl c. Astaff Confinued Education training log Sheet
for Fields Foundation home will be a document
that records the date, name and signature of
éOA NQAC_; %ghng Qualiiications of each staff member who has completed teaining.
HpRRIsarER rge d. "The log sheet will also indicate which course -
s e : th th d the st
Tha supervisor-in-charge, who is responsible o ta;:,:naﬂén;:ssegfm wndthe stefmemberhas
( $he administrator for camrying out the program in a e. The training will provide unlicensed staff as o
femily care. home in the absence of the Fields Foundation basic knowledge and skills ~ A
adm!nfstmtpr. shall meet the following - needed to ensure that training is performed in a D
Tequiraments: . - safe and effective manner annually s
(1) be 21 years or older, if employed on or after £ Successful completion of the annual 6 hours 3
the efiective date of this Rule; plus training will prepare all staff employed at
(2) the supervisor-in-charge, employad on or Fields Foundation to successfully care for the )
after August 1, 1891, shall be a high school home and residents, N
graduate or certified under the GED Program or 2. Continuing Education 12 hours annvally is a )
passed the altsmative examination esiablished requirement of Ficlds Foundation staff but not limited to:
by the Department of Heelih and Human a. Infection Control, this training will cover topics such
Services prior v the effsciive date of this Rule; as what fs an infection, how infections are transmitted.
and ' 3. How to protect self and others from bloodbotne
(3) eam: 12 hours a year of continuing education pathopgens, .
credits related to the managament of adult care 4. 'P'erscnnl Chre, Residents R.igl}ts, communication,
homes end cars of aged and disabled persons, hypgiene, prooming, nutrition, eliminetion, mobility,
Rezdopted Ef. July 1, 2021, I%O[ZJ{@
This Rule is not met as evidenced by: / :
TYPE B VIOLATION QD !
]
Division of Health Semvise Regulaton -
STATE FORM 8843 RDWP11 ifcontinuztion sheat Gof;,

C102:Addendum per telephone converstion with Mr.
Fields on 06/09/23: the Faciliy Manager will
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€124 Continued From page 8 C134 Safety, management of adult care homes and care of the H
. \u/ aged and disabied person ete. -
Based on interviews and record reviews, the 5. Medication administration will also'teach staff how to
Tacility failed to ensure the Suparvisor in Charge | safely and accurately administer mediations to residents,
received 12 hours of eentinuing education related Training will cover topics such as medication orders,
fo management of adult care homes and care of labels, forms storage, dispasal, orientation training to the
the aged and disabled persons. facility, safety training, special needs, practical
; knowledge and skills, cognitive and hehavioral care,
‘ infection contro] nutrition and hydration, nebulization
Thelndkgs.ars: and inhalers food and safuty handling, documentation,
Review of Staff B's personnal record revealed: orors, advarse reactions, ote,
-She was hired on 01/06/06 as a medication aide 6. Allstaff who work direotly with residents must
1 (MA) ‘ complete all training P
- Sh e' completed the Medication Administration 6. These trainings will be provided to all staff employed '
' Cfinical Skifls Checlfist on 10/01/07, f 8 Fields Foundation,
-~There was documeniztion of 1 hour o continuing ’ G d
aducation refated ta medication adminisiration A pe%"é??ﬁ;‘ﬁ?iﬁn MA in the facility and_ -1
condueted an 03;3?"22 by a lagal geﬁaiﬁaredui_t duttes and responsibilities will include, ; ‘::'
menta health specialty i_eam. - . 2. Will receive continuing education specific * ]
~There was documentation of a 3 hour training on to the management of adult care homes, R
nebulization and inhalers on (4720722, 2 All medications will be administered as ordered ;
~There was dosumentation of 3 1 hour Team . by a licensed professional, ;;
Building education on 09/28/22. i b, Ensure medication administered ac ordered "
) C.  Residents attend scheduled appointments, Ty
Irterview with Staff B on 05/08/23 at 1:25pm ' The facility Registered Nurse will ensure that medication .
revealed: ; aldes receive 6 hours of continuing education each year 3
'~She supervised the other MAs In the facility. including high risk medication such as insulin by
-t was her responsibility to ensure medication injection, which could be detrimental to the health, safety
orders were implementad, medications ware and welfare of the residents,
-administered as ordered, and residents’ attended :
thelr scheduled appointments.  * :
~Staff concemns were reported to her and she i
1 veould nofify the facility Manager or flie Aseistant - v 4
. to the Administrator sinea the Administiator was : %
. nat available due {0 a medica) concerm: 3
-8he was not aware she needed to have 12 hours 3
of continuing education each year, * . -
-She had noft recaived confinuing educetion i3
spacific to ive management of atuft care fiomes.
Interview with the Facifity Manager on 05/08/23 at i
4:00pm revealed: | -
ivision of Health Service Regulation : } : A
STATE FORM eax9 RDWP11 If continuation ehest 855
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C 134 | Continued From page 9 C134
-He was responsible for scheduling trainings for

! the staff.

-He thought MAs were required to have 12 hours
of eonfinuing education each year but he-did not
know 6 hours in management were required for
the Supervisor in Charge.

~Hs thought there had been %ﬁb;e trainings buthe
did not know wien they happshed.

Interview with the Assistant ta the Administrator
on 05/08/25 at 5:15pm revealad:

~The Adminisirator and the facility Manager were
‘ responsible for scheduling frainings for the atafl.
 -He was not aware & howrs In management were
required for the Supervisor in Charge.

-He did not kniow when trainings were conducted.

The faciliiy failed {0 enswre medication aides
received 6 hours of confinuing education eradiis
each year for medication aldes that administered

ensure 8 hours of continuing education was
deirimantal to the heaith, safety end walfare of

the resident and constitutes a Typs B Violation.

The faeility provided a plan of profection in
! aecordance with G.S. 131D-34 on 05/D8723 for
this violation. ‘

THE CORREGTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 22,
2023,

4

medications including high risk medication such
as insulin by mjecﬁoHEfE&iﬁ??famWe o QD

| has trained and will continue training all staffincluding
" the Supervisor-In-Charge. Training will be provided and

Type B: Facility failed to ensure all staff qualifications
were met that edministered medications including high
risk medications muoh as insutin by injection,

To prevent this from occurring agein Fields Foundation

dacumented by Registered Nurse,

2 To prevent this from aceurring agein a dated
training record will be kept at the facility atall |,
times that will be maintained by the faeility
Registered Nursz and Supervisor-In-Cherge l
that will facilitate all Managerment trainings
related to high risk medications such as inautin
by injection. The Fields Foundation will ensure
all medication aids receive 6 hours o of
continuing education each year.

b.  Training will be available by a Registerad
Nurse of afl Fields Foundation staff on insnlin
administered by injection,

. The training to prepare staff to adminigter
insulin safely and effectively.

d.  The training includss education sbout injection
technigue for delivery of insulin, including »
review of hypoglycemia (causcs, detection,
treatment and prevention) as well as when to
check blood glucose and individvealized pre and
post meal targets.

e.  Staff will receive training to adminisier insulin

.-‘ 5
C 185 10ANCAC 136 .0601{=} kanagement and Other | C 18 Arels o el i v e
Staff competent to administer insulin to the

resident(s) served. 3

JOANCAC 136G .0601Mangement and Other £ Smffwill ecelve disbetcs patient education ;. |

Staff annually or as often as needed. .
Dwislon of Hesith Samvics Regiation :ﬁ
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| ()} Afamily care home administrator shall be
responsible for the tofal opsration of a family care
home and shall also be responsible to the
Division of Heslin Service Regulation and the
county department of social services for meeting C185
and mainigining the rules of this Subchapter. Field
The co-administrator, when there is one, shall there

* share equsal responsibility with the administrator ; facility. 06/09/23 M.Bennettf
for the operation of the home and for maeiing the operations of the y
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C 185| Continued From page 10 C i85 &}

:Addendum per telephone converstion w?ih Aar.
on 06/09/23: The Facility Manager will ensfire
is an Administrator available to oversee thel

f

| supervisor in charge and qualifications of

' Review of the facihty’s license revealed;

-The expiration date of the facifity's Hcense was

-Six residents were at the facility.
. =The medication aido (MA) was present.
| -The Administrator wes not dn-site,

DRSTon of Health SeMice Regulation

and maintaining the rules of this Subchapter.
The term administrator also refers o
co-administrator where it is used in this
Subchapter.

This Rule is not met as evidenced by @
TYPE B VIOLATION

Based on observations, record revisws and
interviews, the Administrator fafled to ensure the
total operation of the facility to meet the e

areas related to building senvice equipment,
medication adminisiration, qualifications of

medication staff.

The findings are:

~The faclfity was llcensed effactive 01/07/23 for a
capacity of G ambulatory rasidents,

1213123,

Ohservation of the facility upon arrival on
05/05/23 at 8:30am revaalsd:

Type B: Facility Administrator failed to cnsure the total
operation of the facility to meet the rule related to
building service equipment, medication administration,
qualifications of supervisor in charge and qualification of
medication staff,

1. To prevent this fom happening again the SIC
has been fully trained in all areas to suppott
building service equipment, medication
administration, health and safaty and all annual]
fraining requirements related to the ahove.

2.  Bafety equipment has been identified in the
beginning section of this plan of correction and
will continue to be followed,

3. Administering medication and required & hours
of annual training for medication has been
identified and corrected.

4. Facility has documented fralning for SIC has 6
hours of continuing education and this will
continne annually and more ofien ifneeded.

Based en observation interviews and record seviews the
faoility failed to administer medication as ordered,
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Continued From page 11

interview with a MA on 05/08/23 at 11:20am
revealed:

~The SIC was the Suparvisor in Charge (SIC) and
she reported eny issues {0 her.

~The Administrator had been on & leave of
absence but she could ot say how long.

Interview with the SIC on 05/08/23 at 1:25pm
revealad;

~She was the Supervicar in Charge for the MAs at
the factlity.

| -Siaff concams ware reported to her and she
would nofify the facliity Manager or the fssistant
{o the Adminlsirator sincs the AdminisTsior was
not available.

~She was not aware of any process for aversight
of har work rols but ths facility had monthly staff
meetings to discuss concemns that came up.

nterview with the facility Mansger on 05/08/23 ot
- 10:05am revealed:

~Tha Administrator was in the fagilily at feast
waakly prior to March 2023,

-He and the Assistant o the Administrator took on
| the duties of the Administrator temporarily since

» she had basn out.

~Staff would call him first but could always call the
Assistant to the Adminisirator if he was not
avaltable.

-He expected the Administratar to retum at the
end on May 2023.

~They had not looked for a temporary

; Adminisirator sincs the Administrator was going

. to return to duties within a few months of being
absent

Interview with the Assistant to the Adminjstrafor
on B5/08/23 at §:15pm revealed:
~The Adminisirator had been on 2 lsave of

G 185
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c 185! Confinued From page 12

! abzenca since March 2023,

| ~He and the facllity Manager ware managing the
fachity temporarily until the Administrator was able
fo retum.

-He lived next door to the facility and was in and
out of the facility almost daily. .

-He and the fasility Manager wera always
avaiiable by phone for staff quastions or issues
that cama up.

~He had “gouod staff® and ha thought they wera
deing what was required in the facility.
~Oversight of staff had not besn what it should
have since the Administraior went ott in Mareh
2023 and things had fallen threugh the cracks,

Naon-compliance was identified in the following
fule areas:

1. Based on observations and interviews, the
facility falled to ensure fire safety equipmeant was
mainizined in a safe operating condition refated
to a smoke defector that was not functioning
properly due to a dead battery. [Refarip Tag 102
T0ANCAC 13G .0317(a) Building Service
Equipment (TYPE B VIOLATION)].

2. Based on Intervisws and record reviews, the
: facility failed to ensure staff administering

| medications had thr required 6 hours of annual
training for medication adminisfration. [Refer to

of Medication Staff (TYPE B VIOLATION)L.

3. Based on interviews and record reviews, the

» facility failed to ensure the staff supsrvisor for
siaff that were administering medications had the
required & hours of eontinuing education for

NCAC 136G .0402 Qualifications of
Suparvisor-In-Charge (TYPE B VIOLATION]].

Tag 132 10ANCAC 136G .0403() Miﬁcﬂﬁoﬂi)’

-]

managament annually. [Refer to Tag 134 104 g

C 185

w

To prevent this from oceurring again: 1
Fields Foundation will have training on how —
to document changes from a physician’s
ordefs on the Medication Administration i
Record. Medication will only be i
administered in accordance to a physicians - 4

It will include instructions on how to
transcribe orders onto the MAR correctly.
This will include proper abbreviations,

. Tl g

calculating stop dates comestly, transcribing
[
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(TYPE B VIOLATION)}.

4. Based on observaiions, interviews and racord
reviews, the facllity failed to administer
medications as ordered for 2 of 3 residents G,
#3) that were preseribed long-aciing inswlin (#1,
#3) and a short aciing insulin (#2) tobe 4
administered by injection: [Refer to Tag, 330 10A
NCAG 136G .1604(a) Medication Adminisiration

5. Based on ocbsesvailons, interviews, and record
reviews, the facilily failed to ensure the g
madication adminisiration records werne scouraie
for 1 of 3 sampled residents (#3)who had ssveral
doss changas ordarad for 2 madication used i
control blood sugar. [Refer to Tag 342 tDANCAC
13G . 1004(jy Medication Administration (TYPE B
VIOLATION).

6. Based on intsrview and record reviews, the
facillty failed 1o ensura an sssessment and
physician's order was in placs for 3 of 3 sampled
residents (#1, #2, #3) who seif-administarsd
medications used to cantrot bland sugar hy
Injection (#1, #2, #3). [Refer to Tag 356 20A
NCAC 136 .1005 Saei~Administration of
Madicafions {Standard Deficiency)]. "

The Administrator failed fo ensure the overall
management and fotsl operations of e faclily a3
svidenced by failure fo maintzin substaniia!l
compliance with the rules and statites govemning
Adukk Care Homes, related o building sorvice

qushifications of supervisor in charge and
qualifications of medication staff, This fallure
detrimanital to-the health, sefiety and welfars of
the rasidents and constifutes a Type B Violation.

equipment, medication administration; ,]

The facility provided a plan of protection in

E
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C 185 | Continued From page 13 C 185 PRN orders appropriately copying orders

=

* prescription medications are printed on the

. 'The residents medication adminjstration

- physician’s orders, advanced practice

completely and legibly, and discontinuing
orders,

Keeping up with medication orders. The
home will stay organized and create and
maintain a list of medications for each Lo
patient. o
The list will include information such as the &
name of the medication, the dose, the route ]
of administration, and the frequency.

The Medication Administration Record will
be used at ali times, to document when
medications are given and any changes to the

registered nurse, or physician agsistant. It is
important for staff to consult with a
registered nurse prior to administering any
insulin dose that is determined based on 2
blood glucose test result,

Seaff will be trained on how to transcribe
orders onio the MAR correctly and how fo
document any changes,

All orders will be filed with the patients FL- |
2 and MAR book.

A medical consultation sheet will accompany
each resident fo any medical appointment for
the doctor to document findings, train staff, "
resident and to give consultative information
to support orders,

Any residents who gelf edminister
medication should have a physicians order to
self administer medications and will be
maintained in the patients MAR book.
Residents must be competent and physically
able to self~administer their medications if
the following tequirements are met: the salf-
adreinistration is ordered by 2 physician or
other person legally authorized to prescribe
medications in North Carolina and -
documented in the resident’s record; and
specific instructions for adninistration of -

i
o r". ¥
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1
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-3
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B

medication label.

record (MAR) will ba aceurate and include
the following resident’s name; name of the
medication or treatment order; strength and
dosage or quan{ity of medication

administered; instructions for administating
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C 185 o 14 | cies |
Crntiney & _.m pEgs ‘ the medication for treatment. J
' accordance with G.S. 131D-34 on 05/08/23 for L. Staff will assure that the preparation and ‘
this violation. administration of medications, prescription 11
I ' Q- and non-prescription, and treatments by staff ‘ i
CORRECTION DATE FOR THE TYPE B _b are in accordance with orders by a licensed g1
VIOLATION SHALL NOT EXCEED JUMNE 22. ' 'prescribing prantiﬁnner which are : :
2023. ' maintained in the resident’s record. -

|
< 330]

T0ANCAC 136G .1004(a) Medication
Administration

10A NCAC 136 1004 Medication Administration
| (@) Afamily care home shall asauee that tae .
preparation and administration of medicaticns, *
prescripfion and non-p iption and frsatments
by staff ara in aceordanecs with: g
(1) orders by a lieensed presoribing practitioner .

and procedurss.

] This Rule is not met as evidenced by:R?&

TYPE A2 VIOLATION

Based dn observations, interviews and record
revisws, the facility falled to administer
medications as orderad for 2 of 3 residents ihat

+ were prescribad long-acting insulin (#1, #3) and a
. short acting insutin (#3) to be administered by
Injection. _

Ths findings are:

- Review of the facility’s fedication Administration
Policy {not dated) revealed:

~Medications should be administered in
accordance with the prescribing praciitioner's
orders.

-Siaff wito have demonstrated compatency

which are maintsined In he resident’s record; and |
(2) tules in this Section and the facil?l_y's poliias -

ordered that were prascribe long-acting insulin and a
short acting insulin to be administered by injection:
t
Ta prevent this from happening again the 81C
hes been fuily trained in all areas to support
medication administration, health and safely
and all annual tralning requircments related to

" the above,
2.
Registeted Nurse and Physicians office will
provide training and doctmentation to Support
iraining oceurred.
Based on observation interviews and record reviews the
facility failed to administer medication as ordered.
3.
The facility policy will updated and dated to
reflect any changes: :
4
Training to support proper administration of
medication for long-acting itsulin and a short
acting insulia to be administered by injection,
. .
_ Training will include the foliowing by a
Licensed medical provider.
b.

The medication administration record (MAR)
shail be accurate end include the following:
resident’s name; name of the medications or
treatment order; strength and dosage or quantity
of medication administered; instructions far
administering the medication or treatment

G,
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Elueometer is a small, portable device that lets you check *
blood sugar levels. Here are the training steps that will be :
followed,
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’ d treatments by staff ave ordered by a —w <t
according fo State rulss may prepare and = 2 » . £
b S stymantviy i;;:ﬂied prescribing practitioner in the residents ’ﬁg
1. Rex;lew of R?sident_#a's current FL-2 dated Training of stafFon how to propesly administer f; ;
02/01/23 revealed: a Novolog pen will include instructions on how .
-Diagnoses ineluded disbales type . to attach e fresh pen needle, prime the pen, and i
-Thare was na information documented for dial the coreet dose. Staff will also be trained o
orientation statys. ¥, on how to properly store and dispose of used
needles,
Raview of Resident #3°s Rezident Ragnsﬁar
revealed an ad’misslen date of 04/01/19., staff will be trained on how to uncap both caps -
on the pen.
Review of Resident#%'s Liconsed Health
Profassional Suppurz {LHFS) dated 04/03/23 These are the steps t? be trained on how to %
reveslad: -+ . properly use a Novolog Flexpen: L
~The LHFS was sigﬁed by me facility's Registered L.
Nurse (RN). attach a fresh pen nr:-,edie: Screw or'click r
~Thers was dncumsntatmn Residenf had "Blood the neadle seourely in place according to :
glucose 300 oh insufin and orzl glycemic Ec mmzufﬂﬁ‘nomm;hs insh'uctioélls.tkgmove !
medications®. e cap(s) from the pen needls to expose
LHPS tasks ingluded blood giucose monitoring. the neede,
-There was no documentation for L HPS task of . - .
administsring medications by ifjection. pEIpE pen: Poling “-h_‘:s AL ’
& Bir, digl ofie Or two umnifs on BPEﬂ .,
Qbservation of Noveldg administration on and pross the plunger fully with your
05/05/23 at $1:56am revealed: (Novolog is a y  umb: Bepectinalddup apgieecs
short acting i su! used 2
levels.) g insulin fo onrol blood sifgar dial the correct dose; Tum the dose
5 : selector dial until the number of units you
t;: ?\lglvitlj;? :gg Zi;f: éMAi ol E}ilpt.ll-g 'f: : :’gﬁg?gflgrgn : need to inject is displayed in the dose
she piacsd a NovoL.og peri in front 6f Resident g odot B
inject the insulin: pinch the skin &t your
;ll'?eelsriljdfnéhij? reqvested ass‘,istaﬁce to‘admiriister . injeetion site and ilzxsert the needle at 4 00-
-The MA washed her hands and donnéd gloves gegmatangle. Bresvdoyim o0 tinjectoy B
button until it stops moving and slowly
before picking up the Novoleg-pen. count to 6 before removing needle from
~The MAramoyed4 tap WS roveala smaﬂer cap your skin.
that covered the needlg. 5, i
~The MA placed the capped needle to Res:dant dispose of used needles properly: Remave 1
| #3's ebdamen and pressed the pen to adminisier and safely dispose of used needles.
DivisTon of Haallh Senice Regulation 6. ;
STATE FORM =] staff will be trained to wash hands end nse shoat 16 af
gloves. S
Training on how to blood glucose monitoring: A i é

stff will wash hand or clean them with an I
aleohol pag. N
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reveslad:

~Sha thought the cho!ng PN was a new way of
i adminlstering the insulin and the insulin was
administerad through the sma‘li cap wvenng the
nesdle.

-She did not know the second cap ooueﬁng the
nezdle needed to be removed priortd- .
administration of the medlcation.

=Residant #3's Novclog and Lantus insulins wera
in the same type pati delivery system and used
the same fype neadies. ;

~Both insuling were administered the same way
without removing the small cap  that covered the
neadie.

-She thoiight the smafl mp remamed in place
during administrafion for .:afaty and so the
injeciion did not hurt zs bad, .

Review of Resident #3's fab repoit dated
12128/22 revealed her hemoglabin AlCwas 82.°
(According to the American Disbstes Assogciation,
a hemogichin A1C value of 5.7 40 6.4 1s |
prediabeles and a value of 6.5 and.above is in the
dishstic range. The geal range for people lnnng
with diabstes is less than 7.)

Review of Resldent #3's lab report far 03/31/23
revealed her hemoglobin A1C was 8 5.

Review of Resident #3's ﬂawsheet for February
2023 revealed:

~There was documeniaton Resident#3's
fingerstick blood sugar {(FSBE) was checked four
' fimes sach day at breakfas? funch, dinnernd

| badtime.

place the drop of blood on the test strip

wait for the glucometer to display your biood
sugar level.
Staff will reccive additional training an what to do if
blood glucose is low or high may include instruction on
how to recognize the symptoms of low and high blood
sugar,
1.
low blood sugar can occur if vou miss a meal,
take too tnuch insulin or other diabetes
medication, exercise more than usnal, or drink
aleohol. Symptoms of low blood sugar may
include shaking, sweating, nervousness or

hunger, All staff will follow doctor’s
instructions for treating low blood sugar.

high blaod sugar can accur if you eat more
carbohydrates than usual, are Jess active than
usual, are sick 6r under stress, or take certain
medication. Symptoms of high blood sugar my
include frequent urination, increased thirst,
blurred vision, fatigue, and headache. All staff’
will follow doctor’s instructions for treating
high blood sugar.

Training on removing the small cap that covers
the insulin needle on a Novolog flexpen:

Nurse will train all staff to wash hands

remove the cap(s) of the fnsulin pen

Dlvisiop of Haa[th Sorvice Regulation
STATE FORM

attach & new pen needle onto ths insulin pen by
pulling the paper tab off the pen needle and
screwing the new need!le onto the pen

remove the outer cap of the needle. Staff will
nezd the outer cap to remove the reedle ffom
the pen when are done with the injection’

remove the inper cap

anxlety, irritability or conftision, dizziness, and :

S| eemMERR, | 5, | cmtmemowom @
CORRE CN SHOULD co
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG ﬂm&mmc&ammeﬁ‘mwnﬁm Dz 7
EFICIENEY)
G 330! Continued From page 16 C 320 &
the medication. ' " tumonthe glucometer by inserting a test strip
~The MAremovad and discarded the cappsd e
needle info a biohazard container. prick finger with a lancet to get 2 smail dep of
blood
Interview with the MA on 05/05/23 at 11:53am d.

IH]
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' =The FEBS ranged from 125 fo 359 at bedime.
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€330 Continued From page 17 cao | N B f
-The FSBS ranged from 100 fo 1486 before a )
broakiast. ’ J . T
d |1 o
~The FSBS ranged from 123 fo 289 before hmeh, B i e TR ok Eto aheok N
~The FSBS ranged from 168 to 423 before P ok
dinner. : ] staff will always wash hands | g
~The FEBS ranged from 150 to 344 at battime. b. FAN
turn on the glicometer by inserting a test strip. | ok
Review of Resident #3's flowsheet for March The glucometer sereen will tell ou when it's , i
2023 revealed: time put blood on the strip :
-Thers was documzntation Resident #3's FSES t, l i
was checked four imes each day at brealtfast, staff will use the lancing device to pierce the -
lunch, dinnar and bedtime. s side of'the finger, next to the fingernail (or I ;ﬁ:}~
~The FSBS ranged from 905 to 194 bafore another recommended location). This hurts less i
breakfast. . than lancing the pads of the finger. ey
~The FSBS ranged from 137 o 276 before lunch. | ! 4 il
~The FSBS ranged from 144 to 356 before | blood plucose level will appear on the meter’s : : 7
dinner. s display | é
j

Review of Residsnt #3's flowsheet for Aprit 2023

revealed:

~There was documentation Resident #3's FSBS

was checked four times each day at breaifast,

hunch, dinner and badtime.

~The FSBS ranged from 105 to 194 before

breakfast.

-The FSBS ranged from 137 fo 276.bafore lunch.

;The FSBS ranged from 144 to 366 hafore
innar.

-The FSBS renged from 125 {0 359 at badtime.

Review of Resident #3's flowshest for ay 2023
ravealad:

~Thera was documentation Resident #3's FSBS
was chacked four times each day at breakfast,
lunch, dinner and bedtime.

~The FSBS ranged from 80 to 172 before
breakfest,

~The FSBS ranged from 50 to 225 bsfore lunch.
~The FSBS ranged from 113 to 331 before dinser.

OIVETon of Health Service Raegulation

STATE FORM

nurse will provide training on how to |
administer the proper units for NovoLog !
FiexFen '
a“ J

|

staff will read the MAR
b
check the tabel to make sure they are using !
the right insulin pen ,
remove the pen cep 1o check the insulin.
Do not use insulin that is cloudy or not
clear, or if it has any specks.

wipe the pen tip with an aichol pad

remove the seal on the needle cap and
twist or push (based on the needle type) :
the needle straight onta the pen tip. |

select a dose of 2 unifs asid take oif tae
outer needle cap (gave it) and Innernesdle
cap (throw it away)

with the pen pointing up, tap the insulin to
move the air bubbles to thep.

press the button all in and make sure
insulin comes out of the needle. Repest up
fo twa more times with the same needle if
heeded,

check the the dose counter show #0” after
the safetv test.

L3
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~The FSBS v : Jr it |
ranged from 103 to 314 at bedtime. turn the dose counter to sefect you ;._f‘_
a. Review of Residenit #3's current FL-2 dajed o {bed dosz.of Novalag Fleten
: 02104723 revealed a physician's order for Novolo . : e
| Flexpen, 12 unis o ks adminitored by jocton it o ey '
each day with Junch and breakfast. & P
Training on administering Basaglar will be
Review of Resldent #3's physicians order dated provide% the nurse: Train%ng ste% will be
101_1?!.‘22 revealed Novolog 10 units, to be documented for each staff.
adminjsterad by injactior with braalfast and lunch a
each day. staff will administer Basaglar
] ) i subcutaneously into the abdominal
Raview of Resident #3's physicians erder dated 5 area, thigh, or deltoid g
12028122 revealed an order to Increass Humalog | b. .
to 12 units with breakizst and lunch dach day. staff will rotate injection sites within || . eg
(Hixma'lq'g is short-acling insulin used o control the same region from one injection to ]| &
blood sugar levels,) the next to reduce the risk of b 73
‘ lipodystrophy and localized ) e
Review of Resident #3's physicians order dated cutaneous amyloidosis ) -
03/3%/23 revealed:- S e :
. -Humalog 14 unils were to be administesad by wipe the skin with an alcohol swab
 injestion with brealfast and lunch each day. and let the infection site dry bafore #
-Them was dogumentation that Movoleg eould ba you inject dose | ; F
given depending on insurance coverage. - b
. ' s staff will administer at the same time T
Raview of Resident #3's madlcation eaoﬁ gay and use a new needle for
administration record ach dose.
el (AR) for March 2023 Training will be provided for all steff o |
-Thiers was a computerized entry for Novol to review orders and MAR at the
| Flexpen 12 unita to bo admlrn!s'fged with begioning of each shift }
 brealdastand lunch. © - - P o
~There was documentation of administrafion each ' ; s o tratmd g
: y R s nurse will provide fraining for all staff'to be
ggya?f’géﬂﬂam and 12:00pm from 63/01/23 to familiar will alt resident orders, Nurse will tzain
" staff'to record when medication was given on
Review of Resident #3's MAR for Apr 2023 g teMAR -
?;ealed: - . nurse will train staff on how to follow the g
~Ther= was a compitterized eniry for Novolog process for correctly changing medications on
Flexpan 12 units to be administerad with the MAR with supporting documentation from k|
| breakiast snd lunch. a licensed provider. 5
l¥isfon of Health. Sarvice Reguiaton 8 ik
STATE FORM ) the nurse will ensure that all training S upto | e 19 ut-:%';
date and documented on training log to support f
training occurred. .

Training will occur te ensure Medication Administration
records ate accurate related to the dose of insulin that will
be administered. There will be an order to support

snything on the MAR [
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Coniinued From pege 20

03/31/23 revealed Humaleg 16 units was fo be -
gdministered by injection each evening with
dinner.

Raview of Resident #3's medication
adminisiration record (MAR) for Mamh 2023
revealed:

~There was a computerizad enter for Novolog
Flexpan 14 unlis to be administered with dinner.
~There was decumentation of administration each
day at 5:00pm from 03/31/23 to 83/31/23.

Review of Resident #3's AR forApri} 2023
revezlad;

~Thera was a computerized enfry for Novoleg
Flexpen 14 units to be administerad with dinner.
~The 14 was marked through and 16 was

{ handwritten abova the entry with handwritten

instructions to start 03/31/23,
~There was documentation of administration each
day =t 5:00pm from 04704723 to 04/30/23.

Review of Resident #3's MAR for May 2023
reveslad: |

-There was & computerized enw for Novolog
Flaxpen 14 units to be administerad with dinnsr.
-There was documentation Noveleg Flexpen 14
units was adminislerad each day af 5:00pm on
05/01/23 to 05/04/23.

Refer to telephone interview with the Reglsterad
Nursg (RN) for the facility on 048/05/23 at 4:65pm.

Rofer to Interview with the fagility Managsr on
05/08/23 at 4:£5pm.

Refer to-inteyview with the Assistant io the
Administrator on 05/08/23 at 5:15pm.

¢. Roview of Restdent #3' current FL-2 dated

C 330
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C 330

Continued From page 21

02/0%/23 ravealed a physician's order for
Basagiar 40 uniis to be administerad each night
I at bed time. {Baseglaris a long-acting insulin

, used 1o contre! blood sugar lavels.)

Review of Resident #3's physicians order dated
05/16/22 revealed Lantus was to be Increased to
38 units each day.(Lanfus is a fong-zcting inswlin
used o contro! blaod sugar levels.)

Review of Resident #3's physicians evder dated
12/28/22 revealed Lanius was tb be increased fo
40 units each day.

Raview of Resident #é's physiclans erder dated
01/30/23 revealed Lantus was to be increased to
42 unifs each day.

Review of Resident #3's physicians order dated
03/3%/28 revealed Lantus 46 units was toba
: administered each day.

Reviaw of Resident #3's medication
adminjsiration record (MAR}) for March 2023
revealed: - :
~Thars was a computerized entry for Basaglar 38
units that was marked through with 2 hand written
48 over the units fo ha administored with dinner.

: ~There was documentation of adminisiration each
day at 5:00pm from 03/01/23 to 03/31/23,

Review of Resident #3's MAR for April 2023
ravealed:

-There was a computerized entry for Basaglar 38
units to be administered every day and was
schaduled for 8:00pn1..

-The 38 was marked through, and & hand written
42 was also marked through with a hang written
48 handwsition over the units to be administered.
-There was documentation of zdministration each

P
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G 330| Continued From page 22 c33p ; -_:,5{31
day at 5:00pm from G4/04/23 to 04/30/23. ' &

Review of Resldent #3's MAR for May 2023
ravealed:

~There was a compnterized eniry for Basaglar
with hand written 46 units to be administered :
each day. B
~There was documentation Basaglar 46 units was &
administered each day at a-ouprn cn 05/01/23 to :
05704123, g8 ?’;ﬁ%

|

Intarview with Resldent #3 on 05/08/23 &t 1:12pm i
reveaied: o
~Her FSBS ran high datly; usually over 200. ;
-She gave herself insulin injections but
someiimas the siaff would do it

=Her insulins were in a pen delivery system and
the staff would dial in the doss for each )
medication before giving she gave the Injection fo ;
heraelf. p
-She did npt know there was a second eap ]
! covering the needle and she nor the staif
reroved the small-¢cap prior to injecting the
medisation before 05/05/23.

-She weke up on 05/07/23 and didn't foed well;
she was pouring sweat and felt lite she was

| fioating.

i She pulled the calt bell for staff to assist her and
asked the A 1o walk behind her in case sha sl
a9 they walked to the Kilchen.

-Her FEBS was 50 and she was given orange
juics that helped her faef 2 little better.

Intsrview with the RN for Resident #3's prinary
care provider's {(FOP) ofiice on 05708/23 at
8:25am revealed:

-Restdant #3 was diagnosed with diabates that
was unconirolied.

-Boily long and shont scting insuling hed been

increasad several times in an effort 1o conirol the '

Divislon of Haelth Servics Regulation -"
STATE FORM . L ROWPH I continuation sheat 23 q;
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blood sugar levels. ' ':
, “Unconiralied dlabetes causad damaas to smal)
- blood vassels including the heart and eyes. o
-Blood suger levels that were too low could lead &
{o dizziness, falls and possibly coma. VR
-Bleod sugar levels that were 100 high could lead i
io diabetic ketoacidosis (DKA) dus tothe " n
breakdown of fat too quiclly and the body would "4
kecome {oxic, requiring hospitalization. . £
~Blood sugars that run foo low or tao high could 5
[ be fife threatening. el
interview with the facility's confracted pharmacist '
on 05/08/23 at 2:15pm revealed:

~Residsnt #3 was ordered both long and short
acting insulins that were administered by Injection
via a pen device o 11/02/21,

-Whether Resident #3 received Lanius or
Bzsaglar and Humalog or Novelog depended on
what insuranea would agree to pay for and the
medications were used intarchangeahly.

- ot receiving the mstiins as ordered would
causs biood glucose o not be coniralied,
-Uneonirolied diabetes caused damags fo bloog
vessels that could lead to decreased vision and
heart problems such as stroke.

Second Interview with a MA on 05/08723 at
1:25pm ravesled:

-Resident #3 had beon on insulins by pen delivery
systam for quite a whils but she was not sure of
the data.

~She thought the facility RN conducted diabetes
training every 3 months bui removing the eaps of
the needls was not included In the training.

-She did not ask fer any additional fralning on the
pen because she thought thay were using it
comesty.

| Intervisw with a second MA on 05/08/23 at

DivisTen of Heal Seivice Regulaton
STATE FORM
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{

: 11:20am revealed:

~Resident #3's FSBS consistently ran In the 200°s
o 300's ranpe. l
-She thought Residant #3's insuline may have
peen dispensed in a vial and administered by
syrings when she began woridhg approximately
one and a half years age bui she was not sure.
; ~She completed dizbatic training yearly that was
taught by the facifity RN, but the training did not 2T
include the administraton of medications only e
signe and symploms o wateh for i the blood Ty
sugarwas too high or too low. i
-She recaived fraining from the RN on the w1
administration of insulin using the pen, but she
did not remember when that training was. 3
~The training using the pen delivery system "e
included putting = new needle en each fime but | o 2
did not inchude uncapping the neadle prior to : LY
injection. ’

-She had administerad both the long and short
acting insulins to the rasidants using the same
type delivery system that used the sames nesdles.
-Sha did not know there was & second cap over .
the naadle that needed to by ramoved and she )
did nat fmow the residents did not recsive the /
magications through the capped naedle. 5 5
“The facillty RN eonductad = training on 05/05/23 ! : ?
and she (MA) administered medicationson - ;

05/06/23 znd 05/07/23.

-Resident #3 rang her c2ll belt on 05/07/23 saying
sha did not feel well.

~-Resident #3 was very sweaty and her FSBS was
found to be 50 at about 8:55am.

~She gave Resldant #3 arange juice and some
grapes and rechecked her FSBS at 10:00am with
result of 100,

Atiempted telephone intervisw with Resident #3's
primary care provider (PCP} on 05/08/23 at
9:16am was unsuccesshul.

Diision of Hegith Service Regulabon
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Refer to telephone interview with the Registered
- Nurse (RN for the facility on 05/05/23 at 4:05pim.

| Refer to interview with the facility Manager on
| 0510823 at 4:45pm.

- Refer to interview with the Assistant to the
Adminisfrator on 05/08/23 at 5:15pm.

2:Reviow of Regident #1"s currentFL-2 dated
06/30/22 revealdd:

-Diagnoses included diabetes.

~There was documentation he was intermittentiy
disorientzd.

-there was an order for fingerstick blond sugar
(FSBS) checks three times each day.
~There-was an order for Tresiba FlexToush 38

' unlis to be administered by injection each day at
bedtifme. {Tresiba is a long acting insulin used o
lower blood glucoss.)

Review of Resident #1's current assessment and
care plan date G7/15/22 revealed Resident #1
was totally dependant on staff assistance for
bathing.

- Review of Resident #4°s lab report dated
06/14/22 revealed a hemoglobin A1C of 6.0,
{According to the American Diabates Assosiation,
a hemoglobin ATC value of 5.7t0 6.4 is

; prediabsies and a value of 6.5 and above is in the

' diabzfic range. The goal range for pecple living

; with diabetes is less than 7.)

|
! Review of Resident #1's lab report dated
} 10117122 revealed a hemoglobin A1C of 6.4,

Review of Resident #1°s medication
adminiztratfon repord (MAR) for Mareh 2023

C330

CC3
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revealed:

~There was a compwierized eniry for Tresiba
FlexTouch 38 units to be injected each night at i
bedime. e
~There was documentation of administration each : A
night at 8:00pm from 03/01/23 16 03/31/23, -2

Review of Restdent #1's flowsheet for March
2023 reveaied:

~There was decumneniation Resident #1°s FSBS :

was checked threa imes cach day at brealfast, #
lunch and dinner. E
~There was documsniation FEBS ranged from .
136 to 227 at breakiast. . .
. ~There was documeniation FSBS ranged from 71| , ! s 7
fo 284 at tunch. _ - 4
~There was documentation FSBS ranged from 93 ‘
to 2684 at dinner. S 4’;

Review of Resident #1's MAR for April 2023
ravealed:

; =There was & tomputerized entty for Tresiba

. FlexTouch 38 uniis to be injzcled each night at
bedtims,

-There was documentstion of administiation each
night af 8:00pm from 04/01/23 to 04/06/23 and
from 04/12/23 to 04/36/23.

~There was documentation Tresiba FlaxTouch
was not administersd on 04/07/22 to 04/11/23 1
because he was on a home visit.

Review of Resident #1's flowsheet for April 2023
vavealed:

~There was donumentation Resident #1's FSBS
was checked three imes ezch day at braakfast,
lunch and dinnar,

~There was documentation FSBS ranged from
144 to 297 at brealfast. (Range is approximate
based on legibility of decumentation.) ]
~There was documantation FSBS ranged from 84 i

Fivision of Health Servica Regulaton
STATE FORM L] RDVWPH i continuation gheet 27 og
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to 214 at funch. (Range is approximate based on -5
legibility of documentation.) ; T
~There was documentation FSBS rangad from 4
121 to 371 at dinner. (Rangs is &pproximate T8
based on legibility of documentation.) 3]

i Review of Resident #1's MAR for May 2023 143
revealed:
~There was a computerized entry for Tresiba

.- FlexTouch 38 unifs to be injacted each night at
bediime. ;
-There was documentation of administration each . %
night at 8:00pm from 05/0123 to 05/07/23. : )

Review of Resident #1's flowsheat for May 2023 m
ravealed:

~There was documentation Resident #1's FSBS
was checked throe times aach day at breekfast,

| lunch and dinner.

: <There was documeniation FSBS rangad from 77
| 10 203 st brealdast.

| -There was documentation FSBS ranged from
126 to 172 at funch. '

-There was documentation ¥SBS ranged from
1100 185 at dinner.

! Interview with Resident #1 on 05/08/23 at 6:34pm
Favealed:

~He gave himsalf Tresiba using the pen delivery
system at night and his wife woutd give it when ke
went home for visits.

-One cap was removed from the nesdie and the
plasfic tip was pressed to his skin for
admtnistration.

~he fait better since staff bagan administsring his
medication on 05/05/23,

-His blood sugars ran in the 200s prior to :
05/06/23 and has baen running in the 100s since : P
the staif began administering the Tresiba. :
luislan of Haatth Servico Regulation : ;é
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Attempled telephone interviow with Resident #1's
primary ears provider (PCP) on 05/08/23 at

b O:16am was tnsuccassiul.

Refer to telephone interview with the Registered
Nurse (RN} for the facility on B5/05/23 at 4:05pm.

Refer to interview with the facifity Manager on
05/a8/23 at 4:45pm.

Refer to interview with the Assistant to the
Adminisirator on 05/08/23 at 5:15pm.

Telephone interview with the Registered Nirse
{RN) for the faciiiy an 05/05/23 at 4:05pm
ravezled;

-She was responsible for edueating faciily staff.
-She rememberst complating an in-sorvics with
the MAs individuafly when the residenis were
infdally prescribed insulins to be adminlsicred via
the pen defivery system, but she did not recall the

data.
1 ~The in-service included the procedura for

administering medieations by injection and how to
piace needie and dial up the dose using the pen
delivary system.

~The service did not include uncapping the
neetle for adminjstration.

-Sha was not aware siaif did not know about
removing the second cap fo expose the peedle
prior o fhe adminisiration of tha medisations.

Interview with the facility Manager on 05/08/23 at
4:453m revoaled:

-The facllity RN was nasponsible for education
and trainings.

«the sizif recsived dighstic edizcationyearly.
-The Al procedurs, including the uncapping of
the needle should hiave bean included inthe
training for adminisiration of insulin using the pen
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- MAs to.ensure they wera administaring

Continued From page 29 £330 3
dalivery system to ensure staff adminictorad the i yad

madications propory when the insulin PENs wara 7 @ ;’4 )

J

orderad.

-He was not sure exactly what the training
consisted of.

- -He did not know staff had nof been exposing the
nsadie for proper administration of the insulin
medications.

-It was imporiant residents receivad their
medications as ordersd by the provider o keep
fhem healthy. ' "

P
v

Interview with the Assistant io the Administrator ’h
on 05/0B/23 at 5:15pm revaaled: L
{ -The faciiity RN was responsible for tralning the ot

medications competently. : g
-He expacted each stap of administering -
medieations by pen dslivery system, inetuding
uncapping, {o be covered during training.

- The facilily failed to administer msulin Injections  Type A2; The facility failed to administer insifiin injections to dependent
e samplad insulin dependant residents which esidenty, Coeaddl e L o B
causett high biood sugars which could damags to [To prevent this from occurfing apain the following measures have been fo B
the heart. High blood sugar could have csused  fin place. The facility Nurse and the SIC will monitor the MAR deily for % &
the Residenis fo davelop a life-threatening completentess. The facility Nurse will monitor the following and train, |, * §
condition. The failure placed the residents st &, Fields Foundation Staff will meke sure all Residents MAR include 1
substantia) visk for serious physical harm , fingss [Residents name; nams of medication or treatment ogder, slr'mgth and

and death and constitutes a Tyne A2 violation.  jdosage or quentity of medication adnfinistezed. It will also include o

instructions for administering medications or freatment. o

The facility providad a plan of protaction in l °
accordance with G.S. 1310-34 on 05/05/23 for o
this viotation. Al

THE CORRECTION DATE FOR THE TYPE A2 B
VIOLATION SHALL NOT EXCEED JUNE 7, R
2023,

ivision of Health Service Regulaticn
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(4) instructions for administering the medication
or treatment;

{5) reason or justification for the administration of |

medications or irealments as needed (PRN)and
dosumenting the resuling effect on the sesident;
{6) date and ime of adrinistration;

{7y documentation of any omission of
medications or reatmenis and the reason for tha
omission, including refissals; and

{8} rame or initials of the person administering
{he medication or treatment. If inkials are used, a
signatire equivakent iothoss nitials is to ba
decumsanted and mzintained with the medication
administration record (MAR}.

This Rule Is not met as evidenced by:
TYPE B VICLATICN

Based on observations, interviews, and record
raviews, the Fanility failed fo ensure the
megicstion adminisiration records were accurate
for 1 of 3 sampled residents {#3) who had several
dose changss orderad for a medication used to
confro! biood sugar.

The findings are:

Review of the facility’s Medication Administration
Palley (not dakedq) revezled medications should be

STATEMENT OF DEFICIENCIES £41) PROVIDERISUPPLIERICLIA () BAULTIPLE CONSTRUCTION {%3) DATE SURVEY M i
AND PLAN OF GORREGTION IDENTIFICATION NUVRER: A BULDING: COMPLETED g& ]
R ys
FELZ6T08 B.WING ps/ngia0as
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4057 LAND-FIELDS LANE B
FIELDS P OUHDETIN WILLIAMSTON, NG 27522 o
(X4 Ip SUNMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF CORRECTION ey S
PREFDS {EACH DEFICENGY MUST g PREGEDED BY FULE FREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLET; - :g(
THG REGULATORY OR LEC IDENTIFVING mmﬁmnmm) TAB |  CROSS-REFERENGED TG THE ARPROPRIATE DATE .
DEFIGIENCY) L
C 342| Continued From page 30 C342 Y
€ 342 10ANCAC 136 .1004(j) Medication C342 i
AdminisiFation
10A NECAC 136G . 1004 Medicaiion Adminisirztion ) 4
i) Tha resident’s medication administaton o« « !
record (MAR) shall be accurate and include the )
following: ‘
(1) recident's name; R
(2) name of the medication or treatment order;
(3) strength and dasage or quaniity of PR "?(@/
medication administered; Type B: Pecility failed to ensure the medication
edministration records-were accurate for residents due to

several dose changes ordered for a medication used to
control blood sugar:

All staff will be trained by a Registered Nurse or licensed
Medical Professional to ensure all residents medication
administration record (MAR) is acourate and include the
following:

Resident’s name; name of the medication or ireatment
order; strength and dosage or quantity of medication
administered; instructions for administering the

' medication or treatment.

1. :
To prevent this from happening again the SIC
has been fully trained in all aress to support
medication administration, health and safety
and a]! annual training requirements related to
the above,

Registered Nurse and Physicians office will
provide training and.documentation to support
fraining ocourred.
Based on observation interviews and racord reviews the
facility failed to administer medication as ordered.

Oviston of Flemiih Service Regulahan

STATE FORM

3
The facility policy will updated and dated to
reflect any changes.
4,
Training to support proper administration of
medication for long-seting insulin and a short
acting Insulin to be administered by injection,
a
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. ) . “Training will include the following by a S
admlpister’e'd Ir:damurdance with the prascribing ticensed medical provider. ' i
prasiitionar's orders., b. L5
The medication administration record (MAR)
Review of Resident #3's eurrent FL-2 dated shall be gocurate and includo the fullowing: | 2
02/07/23 revealed: resident’s name; name of the medications or i fL:
-Dlagnoses included dishetes type I, treatment order; strength and dosage or quantity -
~There was no information documented for 1 of medication administered; instructions for ;o
oiientation status. administering the medication or treatment .
-There was an order for dizbsiic testing 4 times e )
daily. preparation and administration of ail
redications, prescription and non-prescription,
Review of Resident #3's lab raport dated and treatments by staffare ordered bya
1212822 revesled her hemoglobin A1C was 8.2, l;c;:nrf]ed prescribing practitiongr in the residents
. I¢ N
- Review of Resident #3's lah report for 03/31/23 i - g
N Training of staff on how fo properly administer B
i.'evealed her hermoglobin A1C was 8.5. a Novolog pen will include instructions on how R
. ; i d )
Raview of Residant #3's flowsheet for February 0 attuch a fresh pen needle, prime the pen, an R
rovalt: ] |
| -There was documentation Resident #3's e P £}
. fingerslick blood suger (FSBS) was cheeked four | o e
times each day at breakfast, unch, dinner and 3 ; i L
| padtme, ' h gr:fé;vgge trained on how to uncap both caps S
~The FSBS rangsd from 100 to 146 bafore . ‘ -
breakfast, : . |
1o be trained on how to
-The FEBS ranged from 123 to 269 before lunch. ;ﬁf;:,fﬁgf:ﬁﬁfmfug%expmm oV - E
: ;{he FSBS ranged from 168 o 423 before 1.
niner, " : t
. attach a fresh pen needle: Screw or click
-THE' FSBS Fanged fm 150 ia 344 at hadilm@. the needle securely in p]agc acmrding to E
the manufacture’s instructions, Remove :
l goegaw of Ffa:ident #3's flowsheet for March the cap(s) from the pen needle to exposs
revealed: the needle,
~Fhere was documentation Resident #3' FSBS E 2,
was checked four Simes each day at breakfast, prime the pen: Pointing the needle np in g
junch, dinner and badiime. the air, dial one or two units on the pen =T !
~The FSBS rangead from 106 to 194 before and press the plunger fully with your ¥
brezldast, thumb. Repést until a drop appears.
~The FSBS ranged {from 137 to 276 before lunth. 5. _ -8
~The FSBS ranged from 144 to 355 bafore dial the correct dose: Tutn the dose 2 L
| clinnar. sclector dial until the number of units you :
DWiaion of Haalth Serice Reguation ;Pi;%;?vmleﬂt isdisplayedin the dose 3t ;'"_.‘gg
STATE FORM L . ton shast 3204 45
4, o
infeet the insulin: pinch the skin at your o
injection site and inscrt the needle gt & 90- T
degres angle. Prass down on the injection .
buiton until it stops moving and slowly 5
L count 1o 6 before removing needle from A
your skin, i
5 A
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=The FSBS ranged from 125 to 359 at bediime.

Review of Resldent #3's fowshsat for Apri 2023
ravealed:

-Thers was documetitation Resldent #3's FSBS
was chacked four imes each day st breakfast,
lunch, dirner and bediime.

-The FSBES ranged from 108 10 194 befare
braalkfast.

-The FSBS ranged from 137 to 278 before lunch.
=The FSBS ranged from 144 {o 366 before
dinner,

~The FSBS ranged from {25 {0 359 at badiime.

| Review of Resident #3's flowshsat for May 2023

revealad; ,
~There was dosumenialion Resident #£3's FSBS
was ghacked four imes each day at breakdast,
tunch, dinner and badiime.

~The FSBS ranged from 80 fo 472 bafore
braakiast,

-Tho FSBS rangad from 50 to 225 before lunch.
~The FSBS rangsd from 113 to 331 bsiore dinner,
-The FSBS rangad from 103 to 314 at badime.

a. Review of Resident #3's current FL-2 dated
G2/01/23 revsaled a physician's arder for Novolog
Flexpen, 12 units {o be administared by Injection
each day with lunch and bresidast. (Novologis a
short-geting insufin used to contro! bload sugar

lsvels.)

Review of Resident #3's physicians ordar dated
1012722 revealad Novolog 10 units, to bz
administerad by injection with breakiast and lunch
cach day.

Rewvisw of Resident #3°s physicians order dated
12/28/22 revealed an order to increase Humalog
{o 12 unifs with braakfast and lunch ezch day.
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dispose of used needles properly; Remove
and safely dlspose of used needles,
4. .
staff will be trained to wash hands and use
. loves.
Training on how to bleod glucose monitoring: A
glucometer is a small, portable device that lets you check
blood sugar levels, Here ave the training steps that will be
followed.
a,
staff will wash hand or clean them with an
alcohol pad.

tum on the glucometer by inserting a test strip

prick finger with a lancet to get a small dep of
blood

place the drop of blood on the test strip

wait for the glucometer to display your blood
sugat level,
Staff will receive additional training on what to do if
blood glucose is low or high may include instraction on
how to recognize the sympioms of Tow and high blood
sugar.
1.
low blsod sugar can oceur if yon miss a meal,
take too much insulin or other disbetes
medication, exercise more than usual, or drink
aleohol. Symptoms of low blood sugar may
include shaking, sweating, nervousness or

hunper. All staff will follow doctor's
instructions for treating low blood sugar,

high blood sugar can occur if you eat more
carbohydrates than usual, are less active than
usual, are sicl or under stress, or take certsin
medication. Symptoms of high blood sugar my
include frequent urination, increased thirst,

Division of Hazlth Sanvica Regulatian

STATE FORM

blurred vision, fatigue, and headache. All staff
will follow doctor®s instructions for freating
high blood sugar.

Training on removing the small cap that covers
e insulin needle on a Novolog flexpen:

Nurse will train all giaff to wash hands

anxiety, irritability or confusion, dizziness, and

fon shieat 3d g
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| (Hurnsleg is 3 short acting insulin used to control

bload sugar levels.)

Review-of Resident #3's physicians order dated
03/31/23 revealod:
-Humalog 14 units were to be administeved by

 injettion with breakfast and lunch-each day.

~There was documentation that Novolog could be
given depending en instrance covarage.

Roview of Resident #3's medication

- administration record (MAR) for March 2023
, ravealed:

~There was a computetized entry for Novolog
Flaxpen 12 unijis to be administerad with
brealtfest and kmch.

| -There was documentation of administration each

day at 8:00am and 12:00pm from 03/01/23 fo
03/31/23.

Review of Resident #3's MAR for April 2023

| Fevesaind:

-There was a computerized entry for Novolog
Flexpan 12 units fo be administared with
breakfast and iungh,

~The 12 was merked through and 14 was
handwiitten above the entry and handwritten
Iinstruefions to cizrk 03/51/23. .

~Thers was docureniation of administrstion sach
day st 8:00am and 12:00pm from 04/01/23 fo
04/30/23.

Review of Resldent #3's MAR for May 2023
revealad:

-There was a comptitarized entry for Novoleg
Flerpen T4 units to be administered with

! breakiast and lunch,

~There was documeniztion Novolog Flexpen 14
units was administered each day &t 8:00am on
05/0%/23 to 05/05/23 and at 12:00pm on-05/01/23

Svigicn of Healit Seioe Reguiation

STATE FORM

2800

c,

remave the cap(s} of the insulin pen

aitach a new pen needle anto the insulin pen by
puiling the paper tab off the pen needle and
screwing the new needle onto the pen

remove the outer cap of the needle. Staff will
need the outer cap to remove the needle from
the pen when ate done with the injection’

remove the inner cap

Nurse will provide training on steps to check
finger stick blood sugar: :

staff will always wash handg

turn on the glucometer by inserting a test stiip,
‘The glucometer screen will tell ou when it's
time put bleed on the strip

staff will use the lancing devica to pierce the
side of the finger, next to the fingemail (or
another recommended location). This hurts less
than Jancing the pads of the finger.

blood glucose level witl appear on the meter’s
display

nutse witl provide training on how to
administer the proper units for NovoLog
FlexPen
a,
staff will read the MAR
b.
check the label to make sure they are using
the right insulin pen

* yernove the pen eap to check the insulin,
Do not use insulin that {s eloudy or not
clear, or if it has any specks.

wipe the pen tip with an alchol pad

remove the seal on theneedle cap and
iwist or push (based on theneedle typs)
the needle straight onto the pén tip.,

select a doze of 2 units and {ale off the
outer needle cap (save it) and Inner needle
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to 05/04/23. cap (throw it awey) e
Refer bo telephons Interview with the Registered with the pen pointing up, tap the insulin to A
Nirse (RN) for Resident #3's primary care mpvethealr babbles wticp; A
pioviders (PCP) office an 05/08/23 at 9:25am. erssleduiBomall S f;;
Refer to intarview with the MA on 05/6/23 at ookl e e
11:20am. naeded. 2
.;;Ih
Refer to Infarview with & second MA an 05/08/23 check tha the dose counter show “0 after “".
&t 1:25pm. the safety test. e
Refer to interview with the facilily Manager on tum the dose counter o select you i
05/08/23 at 10:05am. prescribed dese of NovoLog FlexPen Lo
units, .
Reter to Interview with the Assistant to the Please do notpush the button while £
Administrator on 05/08/23 at 4:16pm. selecting dose for patient, =
b. Review of Resident #3's current FL-2 dated Tralning on administering Bassglar willbe |
02/0123 revealed a physician's order for , provided the nurse: Training step will be o
Basagler 40 units fo be adininisterad each night ] documented for each staff. D
at bed fime. (Basaglar is a long-eciing insulin & I
used fo coniro! blodd sugar levsls.) staff will administer Basaplar &
subcutaneously into the sbdominal o
Review of Resident #3's physicians order dated area, thigh, or deltoid g
0846722 ravealed Lantus was .be increased to b, N » <
28 unils each day. (Lantus is long-adiing insulin stadf will rotats injection sites within Dk
used to control blood sugar levats.) the same region from one injection to =
) the next to reduee the risk of :
Review of Resident #3's physicians order dated Hpodystrophy and localized "
12/28/22 revesled Lantus was to be increased to . cutaneous amyloidosis
40 unlts each day. ' wipe the skin with an alcohol swab
- d Jet the injection site dvy before
Review of Residant #3°s physicians order dated i J
01/30/23 revesled Lantus was to be-ntreased to g T etkdes
42 units each day, staff will administer at the same time
Review of Resident #3's physicians order dafed o A S
03’3?@3 revealed: Lantus 48 units was to be Training will tie provided fot el staff
‘administered each day. to review orders and MAR at the
Divigion of Hesith Service Ragulation beglaning of each shift.
STATE FORM o
6. :
nurse will provide trainiog for all staff to be
familiar will all resident orders. Nurse will train
staf¥ to record when medication was given on
the MAR.
7

nurse witl train staff on how to follow the
process for correctly chancing medications on
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Continuad From page 35

Revisw of Resident #3's medication
administration record {MAR} for March 2093
revested:

-There was a computerized entry for Basaglar 38
. units that was maiked through with 2 hand written
40 over the unils to be administerad with dinner.
-There was documentation of administration each
day 2t 5:00pm from 03/01/23 10 03/31/23.

Review of Resident #3's MAR for April 2023

C3i42

the MAR with supporting documentation from
a licansed provider.
8.

the nurse will ensure that all training is up to

date and documented on training log to support

training ocourred,
Training will occur to ensure Medication Administration
records are accutate related to the dose of insulin that wili
be administered, There will be an order to support
anything on the MAR

18 ate
LI

[X3) DATE SURVEY
COMPLETED - -

revealad:

~There was a compirierized entry for Bassglar 38
uniis to be administerad with dinner.

-The 38 was marked through, and a hand written
42 was gdiso marked through with 2 hand written
486 hangvritien over tha units 1o be administered.
-There was documentation of administration ezch
. day at 5:00pm from 04/01/23 to 04/20/23.

Review of Resident #3's MAR for May 2023

revegled:

~Thare was a computerized entry for Baeaglar

withy hand written 46 uniis to be administerad

eatch day.

~There was documentation Basaglar 46 units was

+ adminlstered each day ai 8:00pri on 05/04/23 to
05/04723.

Attempted telephone interview with Resident #3's
primary care provider-on 85/05/23 st 12:15pm
and 1:35pm and again on 05/08/23 at 9"16am
was uRsuccessful.

Refer to telephone interview with the Regisiered
Nurse (RN} for Resident #3's primary care
provider's (PCF) offica an 05/08/23 at 9:25am.

Refer to. interview with the KA on 05/8/23 at
T 2Ham.

Divislon of Health Service Regulaion
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Centinued From pege 38

Refer o interview with & second A on 05/08/23
&t 1:35pm. ‘

Refer to intervigw with the facllity Manager on
(5/08123 at 10:05am.

Refer to inferview with the Assistant to the
Administeator on 05/08/23 2t 4:15pm.

Telephone interview with the Reblstered Nurse
(RiN) for Resident #3's primary care préviders
(PCP) offica on 05/08/23 af 8:25am revestad:
~Resldsnt #3 was diggnosed with diabstes that
was uncenollad.

-ltwas Important for MARS to bie acourate in
order fo properly administer medications a5
ordeped.

~Both Long and short acting insulins had been
ineregsed several times in an effort to confrol the
bloed sugarfevels.

-Unconirolled diabstes caused damage fo small
blaod vessels inciuding the heait and eyss.
-Blood sugar levels that ware too low could lsad
to dizziness, falis and possibly coma.

-Bload sugar levels that were too high contd lead
to diabietic ketoacidosis (DiCA) due to the
breakdown of fat tho quickiy and the body would
bacome toxic, requirng hospitalization,

-Blood sugars that run too low or foo high could
bea life threatening.

interview with a medlcation alde (M4A) on
05108/23 &t 11:20am revealsd:

-Medication orders should bs-clear and accurste
on the MAR fo-ensure residents’ tecsived the
medication as erderad by tha physisian.

-She maskad throngh dose changes when the
dose was changed for a medicztion, but she did
not remembsr what the dates for the changes

Cas2
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(4D SUNMARY. STATEMENT OF REFICIENCIES D PROVIDER'S PLAN OF CORRECTION
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€ 342| Confinued From page 37 C342
were for Resident 3 and was unableto tell what
deses were givan en which dafes by looking at R
tha MARs. b
~She did not know sha should not mark through a ' 0
dose eath fime the dose changed. ?

| “The facility RN completed her MA training and ; S
-she mey heave taught the process for comrectly s
changing medications on the MAR but she did not
remembrer,

Interview with 2 second MA on 05/08/23 at

( 1:25pm revealed:

-She had oversight of the oifer MAs and her
dutigs includsd ensuring medieations wore
administared as ordsred neluding ansuring new
orders and medication changes were on te MAR
. acourately.

-Any new orders for dose chahges should be
re-written in a blank box on the MAR and e
documentation that a change had ocourred .
should ba-made in the administration N
documentation portion beside the discontinued el
medication.

-She was unakils to tsll what dose of the !
prescribid insuling were administersd on each 7
day by reviewing Resident #3'%s iiARs,

-She-was not aware the MA was marking thraugh
and ovsrwriting the dose when the medication

T N O

dose changad.
 =There was no process In place for reviewing
" MARS for accuracy,

~The process for changing medication orders on
the MAR was taugiit in MA training by the faeiity
P RM.

Interview with the facllity Manrager on 05/06/23 at e
10:05am reveslad:
-He expaciet KARS to be clear and accurate, . B
. -He and tha Assistant Administrator were ;
| responsible for reviewing MARS for accuracy but

o

a2
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€ 23421 CGontinued From page 38 , G342 P
audiis had not bsen completed since sometims in i 5 K?@( 4
Marsh 2023 when the Adminisirator was on lesve 7
of abserce,
-Staii were fralned on the propey way to
transeribe ordens upon hire.

~He was not aware the MALzd marked thraugh .
dozes instead of transeribing the order in & newr 3

“block as she was taught.

'-He thoughit ths MA may have taken 2 short cut {o
save ime because of addsd responsibiliies or
maybe that was how orders were done at another

: facility she worked for. ‘ ]

Inferview with the Assistant {o the Adminisirater ' _ 15

on 05/08/23 at 4:15pm ravealed: ! S
-AARS shiould be accurats for proper _ "

adminlsiration of medications and should reflect g

.clearlywiat was adinistered.

~He usually reviewss resident records and MARs
montily bift he-hed notin 2 couple of months
begause of personal congems.

~He thought staff knewr what they shoutd do, how
to-do it and were doing if corractly. ) &

The facllity failed to ensure medication
administration resards were eccurate related to
the dose of insulin that was to be administered to
a resident with uncontrollad diabetes which
increased the risk of life-threatening conditions i
associsted with imcontioiled bicod sugar levels. '
Thia facility's failure fo-onsure the accuracy of the
medication adminisiration racord was defrimental
to the heelth, safely and welfare of the resident
and constitites a2 Typs B Violation.

The Taoiiy provided & pan of pratection In i
accordanes with G.5. 131D-34 on 05/08/23 for
titfs violation. «

THE CORRECTION DATE FOR THETYPE B
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. VIOLATION SHALL NOT EXCEED JUNE 22, .
;o * 13537
2023 b /AES
C 350] 10ANCAC 136G 1005 {2 and b} C 350 1k
Seif-Administration O Medications EM
- 10ANCAC 13G .1005 Sai:-Adminisiration OF c -
Wistiications C350:Addend telephone conversation with’
(a) The facility shall permit residents who ars -Agaendum per telephone con
compeftent and physically able to self-administer | M. Fields on 06/09/23: The SIC and the
thelr madications if the following requirements are| Facility Manager will be . -
met: responsible for ensuring orders are in place prior t¢;
(1) the self-administration is ordered by a self administration of medications.06/09/23-M.Benngtt
physiclan or other parson legally authorized fo v
prascribe meadicstions In North Carolina and P
documented in.the resident’s record; and £ .
{2) specific Instructions for adminisiration of f AT s . -3
preseription medications sire printed on the E&Pi‘?' Facility failed to medication Self 8
| medication fabel, o inistration guldelines: ;
(B) The facility shall nofify the physician when: | [ 0 FPHett :&fbfg‘;? o oing sgain the following !
{1) there is a changs in the rasident's mentsf or ., putin place. ; ;
' physical ability to.seif-administer: " el L . .
(2) tha resident is non-compliant with the ;. 'Ihgﬁself administration of medication, Fieldy B
physiclan's ordérs; or mgué’omﬂ";‘ staff can only permit residents who by
(3) the resident is nor-compliant with the faciity's adminiser thas o Enyaicelly able o self: ity
nadication policles and procaduras. ! medications if the following ~i
medication po nap tequirements are met. The self-administrarion ic : £
Avesident's right to refuse medications does not |/ ordered by & physician o other ser L0018 S
- imply the inabilily of the resident to I authorized to prescribe medicaﬁ%;rﬁ:l el i
self-administer medicaticns. documented in the resident’s record, Staff [ g
' training will occur to support if there Is no 1 -
evidence of a Physicians order that no resident
can self administer medicarion, Specific
@ . instructions for administration of prescription
This Rule s not met as svidenced by medications will be printed on the medication o
Sased on interview and record reviews, the lzhel, L
facility falled to ensure an assessment and b. ., |
physician's order was in place for 3 of 3 sampled Fields FPoundation will ensure that an assessment "
residents (1, #2,#3) who self-administered | &nd physicians ordar be In place for any resident to
medications used to coiitrol blosd sugar by l' :ﬁg;r&dinmlster medications used to control blogg
Division of Heafth Sarvice Reauietion : - - B
8TATE FGRM - e3e RODWP11 K continuation shost 46 m‘-:F-
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C 360 | Confinued From page 40
infoction (#1, #2, #3).

The findlngs are:

Review of the fasiity's Resident
Self-Administration of Wedication policy (not
dated) ravoalag:

~The Residant would e compsatent and physically
able to self-administer medications.

~There would bs a-sélf-administration order by a
physician or other legally authorized parson o
preseyibe.

=The order would ba kepf in the resident's record.

1. Revisw of Resident #3' cument FL-2 dated
02104123 revealed:

-Dizgnoses included digbetes type I,

~Thera was no infarmation dosumsnted for
orientafion status.

Review of Resident #3's Resident Replstar
revealed an admission date of 04/09/99.

Review of Resident #3's cument assessment and
care plan dated 07/15/22 revesled:

~Rasident #3 raquirad exionsive sesistance from
staff for injections four times each day.
-Resident #'s vision was limited and she worg
glassas,

Review of Resident#3's Licensed Haalth
Professional Support (LHPS) dated 04/03/23
revealed:

~The LHPS wag signed by the-Rsegistered Murse
! (RN for the fachily.

_ ~-Thars was documentstion Residernt #3 had
"blogd giucose 360 on insulin and aral glycemic
madications”.

- HPS tasks includid blecd glucose monitoring.
~These was no documentation for LHPS task of

€ 350

-

! mT
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€ 350| Continued From page 41 C 350 i ’ﬁ
| administering medications by Injection. ¢ 3

i

| Review of Resident #3's resident record revealed
ffiere was no.doctimentation of a physician's
order for self-administration of any medication.

a. Ravisw of Resident #3's current FL-2 datad
02/01/23 revealed o physiclan's order for Novolog | - iy
Flexpen, 12 units 6 bs administered by injection ' e
each day with lunch and brealfast.

Review of Rasiderit #3's physiolans order dated
10/12/22 revealed Novolag 10 units, o be
stiministered by irjection with breakfast and lunch
| @ach day.

Review-of Resident #3's physicians order dated
12/28/22 ravealed an order o increase Humalog
{0 12 units with brealifast and lunch esch day.

| (Fumaleg is shork-acting insulin used to conirol
bloocd supar levals.)

.
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Review of Resident #3's physicians order dated
| 03/3%/23 reveslad:
-Humalog 14 units ware to be administered by
infection with breakfast and lunch esch day.
~Thers was documentation that Novelog-could ba
given depending on insurance coverage.

Review of Resident #3's medication
administration record (MAR) for March 2023
revasled:

-There was & computerized entry for Novolog

! Fledpan 12 unkts to be administered with

| breakfast and lunch.

-There was dotumentation of administration each
day at 8:00am snd 12:00pm from 63/01/23 to
0343123,

| Review of Resident #3's MAR for April 2023
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revealed:

~Thiere was a comiputerzed oniry for Novolog:
Flexoen 12 units o be administered with !
brealdast and lumch. f
-The 12 was marked through and 14 was b
handwitten above the entry with handwritten ' :
Uinstructions to start 03/31/23. &
: ~Therg was desumeniation of adminisiration ezch
day &t 8:00=m and 12:000m from 04/01/23 t0
04/30723.

Review of Rasident #3's MAR for Meay 2023 i
revealed:

| =There'was 2 compiuterized entry for Novolog
Flexpen 14 units to be administered with A
breakfast and lunch. &
~There was documentation Novolog Flexpen 14 @
units was administered each day at 8:00am on P
05/01/25 to 05/15/23 and at 12:00pm on-05/01/23 8
to 05/04/23. ; i

' b. Revisw of Resident #3's current FL-2 dated
02704725 revealed a physiclen's arder for Novolog

Flexpen, 14 units to bs ddministsred each day . .

with dinner. ?

_._..,
e 2
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Review of Resldent #3's physicians order dated - e
10M2/22 revesled Movolog Flexpen 12 units was B
to be administered by inlestion with dnner. ' E

Review of Residant #3's physlsians order dated K |
+ | 12/28/22 rsvealad-an order to increase Humalog i
to 14 units with dinner. :’

Revigw of Resldant #3's phisiclans order dated
03/34/23 revealed-Humalog 16 nits was fo be : y
3dminist‘ered by injection eath evening with .

Infsier.

Review of Resldant #3's medication
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administration record (MAR) for March 2023
revealed:

~There was a computerized enter for Novolog A
Flexpen 14 uniis to bis administered with dinnar, ¥

~There was documentation of adminisiration ezch _ .4
day at 5:00pm from 03/61/23 to 03/31/23. ¢ |
Review of Resident #3's MAR for April 2023

revedled: £

' ~There was a computarizetl enry for Novelog ;
Flaxpan 14 units fo be administerad with dinner. B L
~The 14 was marked through and 16 was 1 e |
handwritten above the entry with handwritien :

| inefructions to stark 03/31/23.

~Thare was documentation of administration each
day at 5:00pm froh 84/04/23 to 04/39/33.

Review of Residsnt #3's AR for May 2023
ravealed:

-There was a computarized entry for Movolog
Flaxpen 14 units to be administered with dinner, |
~There was documentation Novaloy Flexpen 14
units was administered each day at 5:00pm on e
05/04/23 to 05/04/23. : -

¢. Review of Resitdent #3's cument FL-2 dated
02/01/23 reveslad a physician's order for
Basaglar 40 units {o-be administered each night &
at bed time. (Basaglar is a fong-avling insulln Ky
uged fo coritrol biood suger levels.) :

Review of Resident #3's physicians order dated wR
09716122 revealed Lantus was to be increased to <"
3B units each day.(Lanfus s @ long-acting insulin
used fo canfro! bland sugar lavels.)

Review of Residant #3's physicians erder dated
12/26/22 revesled Lantus was to ba inereasad to :
40 units each day.
WISTor oF Hualth Servics Neauigean %
STATE FORM 6150 ROWP11 H continuation shest Muf'gf?g
M7
3

PR,

-



PRINTED: 05/26/2023

. . . FORM APPROVED)-

Division of Health Sarvice Requlstion T
STATEMENT OF DEFICIENCIES £41) PROVIDER/SUFPLIERICUA PR)MULTIPLE CONSTRUCTION {X3) DATE SURVEY -

AND BLAN OF CORRECTION IDENTIFIGATION NUNBER: A BUILDING: COMPLETED

Y 'y

‘.%..‘5‘
L

g

R 2
FOLOBER0E B.WING ' 05/08/023 ;-
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS; CITY, STATE, 2IP SODE oh

_ 1057 LANDFIELDS LHARE
FIELBS FoUNDATION WIRLEARISTON, NC 27552

3y Iny BUMMARY STATEMENT OF DEFICIENCIES ry _ PROVIDER'S PLAN GF CORRECTION 068) - o
PREFE (EACH DEFICIENCY MUST BE ERECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8= COMPIETE |,
TAG REGULATORY R LEC IDENTIFVING INFORMATION) TAG CRDSS-REFERE\IGEDBTHE APPROPRIATE DATE ¥
DEFICHNCY)

C 350| Conltinued From page 44 350 o

Review of Resldent #3's physicians order dated .
01/30/23 revealed Lantus was to ba incraased to E
42 units each day. - I

Review of Residant #3% physielans crder dated
0331723 revealed Lantus 46 unils was (o ba
" | administered each day.

{ Revisw of Resident #3's medication
adminlstration record (MAR) for March 2023
révented:

~There was a compuierized. entry for Besagiar 38
units that was mariced through with-a hand written
40 over the units to be administered with dinner.
~Thars was docurneniztion of administration each
day at 5:00pm from 03/04/23 1o 023/31/23. q.e

' Review of Resldant #3's MAR for Aprit 2023 - ‘I
revealed: !
~There was a computerized entry for Basaglar 38 st
units to be administered svery dsy and was SR
scheduled for 8:00pm.. : l -
~The 38 was marked through, and a hand written
42 was also merked through with a hand writien i
486 handwritten over e units to be administered.
~There was docurentstion of adminisiration esch
day st 5:00pm from 04/0/23 fo 84/30/23,

Review of Resident#3's MAR for May 2023

revealed: ' | ,
~There was a computerized eniry for Basagiar i I
with hand written 46 units to be adminisiered - i

each day. .

-There was documentation Basagler 46 uniis was .
adminisiered each day at 8:00pm on 05/01/23 to :

05/B4/23. ; o

Intervisvr with Resi@ent #3 on 05/08/23 ot 1 M2pm .

ravesisd: : E
-Fer FSBS ran high daily; usually ovar 200, I e
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© 350! Continued From page 45 C 359

| “She gave herself ingulin injections but
aomelimes the staff would do it

-HerInsulins were in a.pan delivery system and
the staff would dial in the dose for each
medication before giving shs tava e Injection 1o
herself.

-She did not know there was a sacond cap
covering the neadle and she nor the staff

i ramoved the small cap ptior to Injecting the
maedication before 05/05/23.

' Interview with the Supervisor in Charge

l (SiC)/medication aide (MA) on 05/05/23 a¢

| 1:58pm rovealed; o 5
~Resident #3 usually adminlstered her Humalag R
and Lantus to herself but somestimes staff would 14

, administer the injections. 1

’ ~She did not know i there was an order for "
Rasident #3 1o be able to self adininlster the :

| injection. : ii

IAﬁempted telephone interview with Resident #3's '
primary care provider (PCP) on 05/08/23 ot - : « g
. 9:18am was unsuccesshut, 2%

i {SIC)imedication aide {i1A) an 05/05/23 at M
1:58pm. . ; :

Rafer o intdrview vith the Supenviserin Charga

Refer to telephone interview with the facllity's - ‘ ;i
contracted pharmacy on 05/08/23 at 2:15pm. i 1

Reler to Intervievy with the facility Manager on
05/0B/23 at 4:45pm,

Refér to-Interview with the Assistant to the
i Adminisirator on 05/08/23 at 51 Spm.

l 2. Review of Resident #1's curtent FL-2 dated
 08/30722 rovealed:
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-Diagnoses included dizbstes. v 3

-Thare was documentation he was Intermittently
disorientad.

~Titere was gn-order for fingerstick bloed sugar
chesks three imes cach day.

~There was 2n order for Treslba FlexTouch 38
unils n;? ba administared by injeclion each day at
bediime.

Raview of Resldent #1's Residerit Register
revealed he was admitted on 06/05/08,

Review of Restdent ¥#1's curvent assessment and
eare plan date 07/95/22 revealed:

~Residant #1 required limitad assistancs from
sidf for eating and dressing.

-Resident#1 required extensive assistance from
stafffor graoming.

-Resident#1 was totally dependant on siaff
assistance for bathing.

Review of Resident #1's resident record revealed
thare was no physlcian's order for
self-administration of any medicatien.

Review of Resldant #1's medication
adminisiration record (MAR) for Mareh 2023
revegled:

~There was a compuiarized antry for Tresiba
FlexTouch 38 units 1o be infacted sach night at -
hediime.

~There was decumentaiion of administration each
night et 8:00pm from 08701723 to 03133/23.

Review of Resident #1°s MAR for Apri 2023
revested:

~There was e computarized entry for Tresihba
FlexTouch 38 units fo be injectzd each night at
bediima.

~There was dosumeniation-of admilristration each

g
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night at 8:00pm from 04/01/23 to 04/66/23 and WZ%f

L

"
+

from 04/12/23 o 041301273,

~There was documeniaiion Tresiba FlexToueh
was notadministered on Q40723 to 04711/23
! beeause he was on a home visit

Reviaw of Resldent #1's MAR for May 2023
revealad:

~Thera was g computerizad antry for Tresiha
FlexTauch 38 uniis o be injected sach night at ¥y
bedtima,
“Thers was documentation.of administration each
night at 8:00pm from 05/01/23 to 05/07/23.

Infervisw with Resident #1 on 05/08/23 at 6:34pm
ravealed;

-He gave himself Trosiba using the pen delivery -
systern at night and his family member woutd give: "
itwhen he wont hama for visits. o
~Ons cap was removed from the needls and the
plastle tip wes pressad to-his skin for

- gdminisiration.

-Ho felt better sinca staff began administering his
mediegtion on 05/05/23, 3
-His blond sugars ram'in the 200s priorto 5
05/06/23 and has been running in the 100s sines
« the staff began administesing the Tresiba, |

Intarview with the Supervisor in Charge _ i,
{SICYmatication zlde (MA) on 05/05123 at i
1:58pm reveaisd: :

~Resident #1 gave himsalf his Tresiba injection
each night and had been giving himse¥ infeclions
sinee Befare he was admitted to the faciity. £
=She didngt know if thers was an order for i
Resident #1 to be able to seif adminlster the £
injecsion. ¥

Attemnptad telephone intarview with Resident #1's

primary care provider (FCP) on 05/08/23 at
Bividion of Hesalth Séfvica Regtilaticn
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©r16am was unsuctessiul,

Refer to intsrview with the Supervisor in Charge
. (SICYmedication aide (MA) on 05/05/23 at

4:36pm.

Refar to tslephons interview with the facility's
contracted pharmacy on (15/06/23 at 2:15pm.

Rafer to interview with the facilily Manager on
05108723 at 4:450m.

Rafer to Interview with the Assistani {o the
Adminigtraor on 65/08/23 &t 5:15pm.

3. Revisw of Resident #2's current FL-2 dated
1215722 revealed:

-Diagnoses included mild intalleciual disability,
bipolar disorder and disbatas type il

~Thers was an order for Trolicity 1.5/0.5mi, 4
sytinge fo be injected every Tusaday.

Review of Resident #2'5 Resident Registar
ravezled:

-Resident #2 was adniitted on 11/18/21.
-Residant #2 wore glassas dus to limited vision.

Review of a physician's order dated 04/268/23
revealed Trulicity 3mg/D.5ml, 1 syringe was o be
injseted every Wednosday.

Review of Resident #2's resident record revealed
thers was no documentzation of 2 physiclen's
order for sef-admintstration of any medication.

Review of Resident#2's medication
administration racord (MAR) for March 2023
revegted:

~There was a computerized entry for Trulloily
Smglﬁ 5ml, 1 syringe was fo be injected every
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~Thers was documsniation of administration on
: 03/01/23, U3/08/23, 02/15/23 and on 03/20/23.
- ~There was. no documeniation of administration
on 83/22/23, ‘

Revigw of Resident #2's madication
adminlstration record (MAR) for April 2023
revealed:

~Thers-was a computerized entry for Trullclty
3mg/0.5mi, 1 syringe was to be injected every =
Wednesday. &
-Thera was decumentation of administration on
04/05/23, 04112123, 04/19/23 and 04/26/23.

Review of Residant #2's medication

. administration record (MAR) for May 2023
ravealed:

-Therawas a computsrized entry for Trulicity
Smgl0.5ml, 1 syringe was fo be injected every
Wednesday.

-There was documentation of administration on
G5/05/23.

! Interview with Resident #2 on 05/05/23 at 6:05pm
revealed:

-She gave herself the weslkly Injection of Trullcity
that came In a single use pen. E
-She was faught by her primary care provider how bR
to admiinister the medication by Injection. '

TR

B R S UL

Interview with the Supervisor in Charge
{SIC)/medication aidé (MA) on 05/05/23 at
1:56pm revesgied:

-Rasident#2 always gave herself the Trulicity
injection each wéek and the pens were single
dose.

-Rasident #2 was taught how fo give the injection
at the doctor's offics.

~Bhe did-not Imow if there was an order for
DiviElon of Health Sarvice Regulation
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Rosident #2 to b able h: self administer the
injection.

Attompled telephone interview with Resident #2's
primaty cara provider (PFCP) on 05/08/23 at
9:16am was unsuccessful,

Refer {o Intsrview with the Supenvisor in Charge
(Sig)lmadmah-on aida (MA) an 05/05/23 at
1:58pm

Refer to telephone interview with the facility’s
contractad pharmacy on 05/08/23 af 2:35pm.

Refer to interviaw with the facility Manager an
05/08/23 at 4:45pm.

Refor to Infasview with the Assistant fo the
Administretor on 05/08/23 at 5:15pm.

Inferview with the Suparvisor in Chargs
(SIC)Ymedication alde (MA)-on 05/05/23 at
1.58pm revaaled:

-Orily Insulins were gsif-atiminisfered by the
residents,

-She was not aware residents needed to have a
physician's order in place to self~-administer
medications.

Telephone interview with the faclily's confracted
phermacy on 05/05/23 at 2:15pm revealed:
-Residenis should be assessad o snsure they
ware capsble prior to self-adminlsisring
medigations. _

-Without ensuring a resident was capaible of
selt-adminisiering medicstions, the resident ray
nat receive the corvest dose or, if administered by
injeeifoh, could cause infegtion if fiot given
corrasily.
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Confinued From page 51

Interview with the facility Manager on 05/08/23 at
4:45pm revealed:

-He thought self-administration orders were in

, placa for the residents on insulin.

' -He thought the residents’ prescifoing physician
taught them how lo give the injections to
figynsolves.

-He thought the resjdents were capalile of
administering thelr insulins by injection after the

- | MA dialad up the doss,

Interview with the Assistant to maAdmmrsirator
on 05/08/23 at 5:15pm revealed:

=He did not know stalf were not aware an order
for seif administration wais required.

~The praseriber would be responsible for

; assogsing whether a resldent was able to seff

- administer medications.prior fo writing the order.
-He thought the self-administration ordérs were in
place for the Residenis that seif-administered
thelr inguline by injection.
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