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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 

Edgecombe County Department of Social 

Services conducted a follow-up survey and 

complaint investigation on October 18, 2023. The 

complaint investigation was initiated by the 

Edgecombe County Department of Social 

Services on October 5, 2023.

 

 D 358 10A NCAC 13F .1004(a) Medication 

Administration

10A NCAC 13F .1004 Medication Administration

(a)  An adult care home shall assure that the 

preparation and administration of medications, 

prescription and non-prescription, and treatments 

by staff are in accordance with:

(1)  orders by a licensed prescribing practitioner 

which are maintained in the resident's record; and

(2)  rules in this Section and the facility's policies 

and procedures.

This Rule  is not met as evidenced by:

 D 358

FOLLOW-UP TO TYPE A2 VIOLATION.

The Type A2 Violation was abated. 

Non-compliance continues.

Based on observations, interviews, and record 

reviews, the facility failed to administer 

medications as ordered for 1 of 4 residents (#1) 

observed during the medication pass including 

errors with insulin; and for 1 of 5 sampled 

residents (#1) for record review including errors 

with insulin. 

The findings are:

1. The medication error rate was 6% as 

evidenced by 2 errors out of 30 opportunities 
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 D 358Continued From page 1 D 358

during the 8:00am medication pass on 10/18/23.

Review of Resident #1's current FL-2 dated 

08/24/23 revealed diagnoses included muscle 

weakness and acquired absence of left leg below 

the knee.

a. Review of Resident #1's current FL-2 dated 

08/24/23 revealed:

-There was an order for fingerstick blood sugar 

check (FSBS) before meals and at bedtime.

-There was an order for Novolog (a short-acting 

insulin used to treat high blood sugar) inject 9 

units 3 times daily with meals if FSBS over 150.

Observation of the 8:00am medication pass on 

10/18/23 revealed:

-The medication aide (MA) checked Resident 

#1's FSBS.

-Resident #1's FSBS was 169 at 8:30am.

-The MA placed a needle on Resident #1's 

Novolog pen.

-The MA used her pen to tap the side of the 

Novolog pen.

-The MA dialed the Novolog pen to 9.

-The MA swabbed Resident #1's left upper 

abdomen with an alcohol wipe.

-The MA administered 9 units of Novolog to 

Resident #1 at 8:38am.

-The MA did not prime Resident #1's Novolog 

with 2 units prior to administering the medication.

Review of Resident #1's October 2023 electronic 

medication administration record (eMAR) 

revealed:

-There was an entry to check FSBS before meals 

and at bedtime scheduled at 7:30am, 11:30am, 

4:30pm, and 8:00pm.

-FSBS was documented as 169 at 7:30am on 

10/18/23.
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 D 358Continued From page 2 D 358

-There was an entry for Novolog inject 9 units 3 

times daily with meals if FSBS is over 150 

scheduled for administration at 8:00am, 12:00pm, 

and 5:00pm.

-Novolog 9 units was documented as 

administered at 8:00am on 10/18/23. 

Interview with the MA on 10/18/23 at 12:17pm 

revealed:

-When she administered insulin to residents via 

insulin pen, she was supposed to "waste" 2 units 

of insulin before administering the insulin to a 

resident.

-The reason she was supposed to waste 2 units 

of insulin was to remove any bubbles that may be 

in the pen. 

-She used her pen to tap on the side of Resident 

#1's Novolog pen to remove any bubbles before 

administering it to him.

-She did not waste 2 units of Resident #1's 

Novolog before administering it to him.

Interview with the Administrator's assistant on 

10/18/23 at 12:24pm revealed:

-The facility's Resident Care Coordinator (RCC) 

was out on medical leave.

-She was the Administrator at another facility but 

was at this facility today to assist the 

Administrator in the RCC's absence.

-A MA should prime an insulin pen with 2 units of 

insulin prior to administering it to a resident.

-It was important to prime the insulin pen with 2 

units of insulin prior to administration to remove 

any air from the needle. 

Interview with the Administrator on 10/18/23 at 

12:31am revealed he expected MAs to follow 

proper technique when administering insulin to 

residents.
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 D 358Continued From page 3 D 358

Telephone interview with Resident #1's primary 

care provider (PCP) on 10/18/23 at 3:54pm 

revealed:

-She expected MAs to prime Resident #1's insulin 

pen with 2 units of insulin prior to administering it 

to the resident.

-Not priming Resident #1's insulin pen with 2 units 

of insulin prior to administration could cause the 

resident to receive an incorrect dosage of insulin 

which could cause him to have high FSBSs. 

b. Review of Resident #1's current FL-2 dated 

08/24 23 revealed there was an order for Lantus 

(a long-acting insulin used to treat high blood 

sugars) 8 units every morning.

Review of Resident #1's progress note dated 

09/14/23 revealed there was an order to increase 

Lantus 8 units in the morning to 10 units.

Review of Resident #1's physician order sheet 

dated 10/02/23 revealed there was an order to 

discontinue the order for Lantus increase from 8 

units to 10 units.

Observation of the 8:00am medication pass on 

10/18/23 revealed:

-The medication aide (MA) placed a needle on 

Resident #1's Lantus pen.

-The MA used her pen to tap the side of the 

Lantus pen.

-The MA dialed the Lantus pen to 8.

-The MA swabbed Resident #1's right upper 

abdomen with an alcohol wipe.

-The MA administered 8 units of Lantus to 

Resident #1 at 8:38am.

-The MA did not prime Resident #1's Lantus with 

2 units prior to administering the medication.

Review of Resident #1's October 2023 electronic 
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 D 358Continued From page 4 D 358

medication administration record (eMAR) 

revealed:

-There was an entry for Lantus inject 8 units 

every morning scheduled for administration at 

8:00am.

-Lantus 8 units was documented as administered 

at 8:00am on 10/18/23.

Interview with the MA on 10/18/23 at 12:17pm 

revealed:

-When she administered insulin to residents via 

insulin pen, she was supposed to "waste" 2 units 

of insulin before administering the insulin to a 

resident.

-The reason she was supposed to waste 2 units 

of insulin was to remove any bubbles that may be 

in the pen. 

-She used her pen to tap on the side of Resident 

#1's Lantus pen to remove any bubbles before 

administering it to him.

-She did not waste 2 units of Resident #1's 

Lantus before administering it to him.

Interview with the Administrator's assistant on 

10/18/23 at 12:24pm revealed:

-The facility's Resident Care Coordinator (RCC) 

was out on medical leave.

-She was the Administrator at another facility but 

was at this facility today to assist the 

Administrator in the RCC's absence.

-A MA should prime an insulin pen with 2 units of 

insulin prior to administering it to a resident.

-It was important to prime the insulin pen with 2 

units of insulin prior to administration to remove 

any air from the needle. 

Interview with the Administrator on 10/18/23 at 

12:31am revealed he expected MAs to follow 

proper technique when administering insulin to 

residents.
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 D 358Continued From page 5 D 358

Telephone interview with Resident #1's primary 

care provider (PCP) on 10/18/23 at 3:54pm 

revealed:

-She expected MAs to prime Resident #1's insulin 

pen with 2 units of insulin prior to administering it 

to the resident.

-Not priming Resident #1's insulin pen with 2 units 

of insulin prior to administration could cause the 

resident to receive an incorrect dosage of insulin 

which could cause him to have high FSBSs. 

2. Review of Resident #1's current FL-2 dated 

08/24/23 revealed:

-Diagnoses included muscle weakness and 

acquired absence of left leg below the knee.

-There was an order for Lantus (a long-acting 

insulin used to treat high blood sugars) 8 units 

every morning.

Review of Resident #1's progress note dated 

09/14/23 revealed there was an order to increase 

Lantus 8 units in the morning to Lantus 10 units in 

the morning.

Review of Resident #1's progress note dated 

10/02/23 revealed medications were reconciled 

on the electronic medication administration 

record (eMAR) and the resident had an order 

dated 09/14/23 to increase Lantus 8 units to 

Lantus 10 units but the eMAR still reflected 8 

units. 

Review of Resident #1's physician order sheet 

dated 10/02/23 revealed there was an order to 

discontinue the order for Lantus increase from 8 

units to 10 units. 

Review of Resident #1's September 2023 

electronic medication administration record 
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 D 358Continued From page 6 D 358

(eMAR) revealed:

-There was an entry for Lantus inject 8 units 

every morning scheduled for administration at 

8:00am.

-Lantus 8 units was documented as administered 

at 8:00am on 09/14/23 to 09/30/23 except on 

09/21/23 and 09/22/23 where it was documented 

the resident was at the hospital.

-There was no entry for Lantus 10 units every 

morning.

Review of Resident #1's October 2023 eMAR 

revealed:

-There was an entry for Lantus inject 8 units 

every morning scheduled for administration at 

8:00am.

-Lantus 8 units was documented as administered 

at 8:00am on 10/01/23 and 10/02/23.

-There was no entry for Lantus 10 units every 

morning.

Interview with Resident #1 on 10/18/23 at 2:52pm 

revealed:

-He received 8 units of Lantus every morning.

-He was not aware of his morning Lantus every 

being increased to 10 units.

Interview with a medication aide (MA) on 

10/18/23 at 12:17pm revealed:

-It was the Resident Care Coordinator's (RCC) 

responsibility to fax new medication order to the 

facility's contracted pharmacy.

-Sometimes the RCC would give the medication 

orders to a MA and the MA would fax the orders 

to the pharmacy.

Interview with the Administrator's assistant on 

10/18/23 at 12:24pm revealed:

-The facility's Resident Care Coordinator (RCC) 

was out on medical leave.
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 D 358Continued From page 7 D 358

-She was the Administrator at another facility but 

was at this facility today to assist the 

Administrator in the RCC's absence.

-The facility used an order processing system for 

all orders received for residents.

-New orders were placed in a folder to be 

reviewed by the RCC.

-The RCC then faxed any new medication orders 

to the facility's contracted pharmacy.

-The pharmacy profiled medications and placed 

them on the resident's eMARs.

-Medication orders that were entered on the 

eMAR by the pharmacy were then verified and 

approved by the RCC.

-The RCC was expected to fax Resident #1's 

Lantus order to the pharmacy as soon as it was 

received so it could be placed on the resident's 

eMAR.

-It was important to fax Resident #1's new Lantus 

order to the pharmacy as soon as it was  received 

so the resident would receive the correct dosage 

of insulin so he would not have issues with any 

increased blood sugars.

Interview with the Administrator on 10/18/23 at 

12:31pm revealed:

-The RCC performed chart audits on 2 resident 

files each week. 

-When the RCC performed chart audits she 

checked the chart to make sure all orders had 

been processed and were being followed.

-He expected the RCC to send any new 

medication orders to the facility's contracted 

pharmacy as soon as they were received. 

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 10/18/23 at 

12:50pm revealed:

-When the pharmacy received orders from the 

facility, they entered them on resident's eMARs 
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 D 358Continued From page 8 D 358

and the facility then approved the orders. 

-The current order on file for Resident #1's 

morning dosage of Lantus was 8 units.

-The order date for the 8 units of Lantus was 

07/10/23.

-She did not see an order in their system for 

Resident #1's morning dosage of Lantus to be 

increased to 10 units. 

Telephone interview with Resident #1's primary 

care provider (PCP) on 10/18/23 at 3:54pm 

revealed:

-She ordered for Resident #1's morning Lantus to 

be increased from 8 units to 10 units because his 

blood sugars had been running higher than usual.

-When she noticed that Resident #1's Lantus had 

not been increased to 10 units as ordered she 

ordered for his Lantus to be decreased back 

down to 8 units.

-She ordered for Resident #1's Lantus to be 

decreased to 8 units because his hemoglobin 

A1C had decreased (Hemoglobin A1C is a 

laboratory test used to measure blood sugar 

control over a 3-month period). 

-She expected the facility to increase Resident 

#1's Lantus to 10 units as ordered on 09/14/23. 

-Not increasing Resident #1's Lantus to 10 units 

as ordered could have caused his blood sugars to 

run high which could cause adverse effects on his 

kidneys or eyes and put him at increased risk for 

infection.
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