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acknowledges receipt of the Statement ¢f
Deficiencies and proposes this Plan of

L Correction to the extent that the summary
- of findings is factually correct and in order

to maintain compliance With applicable
EQUIREMENT s not met ldanced LR i
Tnis R Q 8 not met ag eviden rules and provisions of quality of care of

The fﬂcﬂ![tﬁr must ensure that residents are fraa of
any significant medication errors,

b ! . o
g:ased ori record review and staff Interview, the residents. The Flan of Correction 1§
facility filed to administer the insulin dosage submitted as a written allegation of
ordered for 1 of 3 residents and 7 opportunities corapliance. .
(Resldenﬂ# 106).

Pine Ridge Health & Rehabilitation’s
response to this Statement of Deficiencies
does not denote agreement with the
Staterment of Deficiencies nor does

it constitute an admission that any !
deficiency is accurate. Burther, :

The ﬂndin_gs included:

Resident #108 was admitted on 8/14/09 and
readmitted on 9/6/11 with diagnoses including
diabetes and vascular dementia.

The 7/12/12 quarterly Minimum Data Set (MDS) Pine Ridge Health & Rebab reserves
asgessmeni revealed Resident # 106 was the aght to Teflﬂfj any Gf;ﬂ}e dgﬁcxencws
moderaiely cognitively impaired. on this Statement of Deficiencies through l

informal Dispute Resoiutmn formal appeal |
Rewew 0f the Madication Regimen Raviavs Note procedure andfor any other administrative i
to Attendlng Phystcian/Prescriber dated 8/13/12 or tegal proceeding

revealed i* (Name of resident) currently receives
Lantus (aitype of Insulin) 15 units SQ
(subcutardeous) at bediime in addition to Navolin
R sliding bcale insulin. Recent fasting blood
giucose: levels havs ranged from 174-266.
Afbemoon readings 187-319. Please consider
uncreasmg this resident ' s Lantus te 17 units SQ
nightly e_\qd increase by 2 units every 3 days untl]
fasting glicoseo < {less than) 150. " Fudher
reviaw revesled the ghysician agreed o the
mcommehdaﬂon on 8/29/12.

Ravtewioif the Physician Orders datad 8721/12

WOMTORWVEPRESENTAHWS SIGNATURE . ‘fﬂl_E m:) DAY
Wﬁ % /.,mz

Any dBﬁGWNMM with an astenisk {*) danctes a deficiency which the inatitution may be excused from comecting providing If iz determined that

othar safeflard vida suficant protection 1o tha patiants. (Ses instruclons.) Except for nursing hemes, the findings stelad above are,disciosable 30 cays
following th&ata of burveyiwhether or nol & plan ef comracdon is provided. For nursing homas, the above findings and plans of corection ore disclosable 14
days following the date thee doturnanta are made available to the faclilty. If deficiencios are cited, an epproved plan of corroction is rsqulsxtc ta continued
program participation. |
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F 333 | ContlnuediFrom page 1 o

revealed: % Lantus to 17 units sq (subcutaneaus)
nightly at bedhma and increase by 2 units ¢
{evary) 3_day3 until fasting blood glucona < 160."

Review of the Medication Administration Record
(MAR) for B/21/12 through 8/28/12 revealed
Resident # 108 received 17 units of Lantus insufin
at badtime evenings from 8/21/12 through
872912, iRurther raview of the MAR foc 8/21/12
through 8/29/12 revealed Resident# 106 's
fasting hlobd glucose was recorded as ordered
on Maonday * 6, Wednesdays and Fridays at 6:30
AM. On 8123112 {day three post implemantation
of the on;lér) Resident # 106 ' s fasting blood
glucose was recorded as 168. The other fasting
blocd glumse readings durfng this time period
were 8124!12 {2189}, 8/27/12 (219) and 8/29/12
(253). Allbf these results wore over 150 but the
Lantus was not increased as ordered. The first
opportunity to increase the Lantug as ordered
was identified as 8/2312 and each day following
was another opportunity for a total of 7
apportunifes (8/23/12 through 8/29/12).

Interview with Nurse # 1 on 8/30/12 at 11:10 AM
revaaled that she transciibed the order to the
Medication Record. She stated that the nurse
who gave the Lantus at bedtime should have
reviewad the blood glucose results to determine i
the dosa needed to be incmazed. She
ad(novdteged the oversight was a medication
error and stated she would report it to the Nursing
Supervis’o:r_ '

Interview with the Nursing Suparvisor on 8/30/12
at 11:15.AM revealad that she had soma

concems Wwith the origlnal order and was worried
a requirad increase in the Lantus insulin dosage

For Resident #106 the Médicarion
F3331 Administration Record was rewritten 9/2772012 -
1 reflect clear datesfdosage and for
titration of insulin by the charge nurse
on 8/30/2012. The DONotified the

physician on 8/30/2012. The caurent
order was discontnued and a new
order received.

The DON andfor Qf Nurse reviewed
100% of the physician orders for
all residents receiving insutin to
verify correct oxders and " transcription
to the Medication Admidistration
Recoxd on 9/3/2012.
No further issues were identified.

All Nurses will be inserviced on
transcription of orders and administration
per the Medication Administration Records
to inchde insvlin by the: Slaﬂ" Facilitator. .
The DON or ADON williaudit Medication
Administration Records of all residents
receiving inswlin to inclide Resident #106
duriag monthly reviews of Physician
Orders and MARs uglizing a QI tool.

The DON or ADON will follow up as
appropriate on any conccm upon
identfication.

The results of the audits wifl be for-
wavded 1o the Exeontive Qf Committee
monthly x5 and quarterly thereafter for ]
the identification of polential trends.
for follow-up as deemed necessary

" and to determine the necd for and/or
frequency of continued QI monitoring.
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would be missed, She stated that the nurse who
gave the evemng dose of Lantus should have
checked, the blood glucose results o see if the
doseage of Lantus insulin to ba given should be
increased; She also said she would write up a
medicaliop error report In regands o the wrong
dosage having been given io resident # 106 and
would cortact the physician fo determina how he
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K000 INITIAL COMMENTS KOO0-  pine Ridge Health & Rehabilitation Center
o ' acknowledges receipt of the Statement of
This Life Safety Code (LSC) survey was Deficiencies and proposes this Plan of
conducted as per The Code of Federal Reglster . - Correction to the extent that the summary
at 42 CFR 483.70(a); using the 2000 New Health of findings is factually correct and in order
- Care section of the LSC and its refarenced " to maintai oliance with applicable
publications. This faciiity is Type If (211) 0 maintain compi “°§ vith app ica
protected construction, and is utilizing North . ru!t;s and provisions o quahty_ef care of
residents. The Plan of Correction is

Carolina Special Locking arrangements. The ,

facility is equipped with an automatic sprinkier submitted as a written allegation of

system. compliance.
N : Pine Ridge Health & Rehabilitation’s

CFRi#: 42 CFR 483.70 (2) ‘ response to this Statement of Deficiencies
K 045 NFPA 104 LIFE SAFETY CODE STANDARD does not denote agreement with the
§s=D ' .

Hlumination of means of egress, including exit ’ .Statemefnt of Degct?ngles ?‘or fioes

discharge, is arranged so that faiture of any single. it constitute an admission thal any

‘ deficiency is accurate. Further,

lighting fixture (butb) will not leave the area In
darkness, (This does not refer to emergency
tighting In accordance with section 7.8.) 19.2.8 -

Pine Ridge Health & Rehab reserves
the right to refute any of the deficiencies
on this Statement of Deficiencies through
informal Dispute Resolution formal appeal
procedure and/or any other administrative
. ) or legal proceeding.
This STANDARD s niot met as evidenced by:

Based on the observations and staff interview

during the tour on 10/10/2012 following exit
discharge Hllumination was observed as - K045 10/26/2012
noncompliant as the specific findings include e e
there were no exit dischargs lighting on the The identified outside light at the therapy
emergency circult at the required exits from the room was replaced with a double lighting

fixture on 10/11/2012.

Activities and Therapy rooms.

All other outside emergency lights were
checked by the maintenance supervisor
to sure double lighting fixtures are in place

Reaulred automatic sprinkler systems are and compliant.
continuously maintalned in reliable operating .

CABORATORY OIREGTOR'S OR PROVIDER/JUPPLIER REPRESENTATIVE'S SIGNATURE THLE P P

( HAed (% /

Any deflciefigy statement ending with an asterisk (*} denote:-. a deficiency which the institution may be excused from correcting providing it is determined that

other safebliards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days

following the date of survey whether of not & plan of correction is pravided. For nuesing homes, the sbove findings and plans of correction are disclosable 14
ved plan of correction is requisite to continued

days foilowing the date ihese documents are tmade available to the faclity, i deficiencles are siled, an appro

program participation. .
- a - [ {\‘r

CFR#: 42CFR483.70 (a)
K 062 NFPA 101 LIFE SAFETY CODE STANDARD

§8=t
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K082 Continued From page 1
condifion and are Inspected and tested
pericdically.  18.7.8, 4.6.12, NFPA 13, NFPA
25,875

_This STANDARD s not met as evidenced by

- Based on the observations and staff interview
during the tour on 10/10/2012 the facllify has a

" required accslarator installed on its dry pipe
sprinkler system. This accelerator has a valve
that Is essential to the sprinkier system. This

. valve is not currently electrically supervised to

- protect the system agalnst it being accidently
turned off.

CFR#: 42 CFR 483.70 (a)

KO4§ Contimued

e

The Maintenance Director will check
outside emergency exit lights weekly for
effective lighting.

The results of the weekly monitoring will
be forwarded to the next QI Committee
monthly and quarterly thereafter for the
identification of potential trends, for follow
-up as deemed necessary and to determine
the need forand/or frequency of continued
monitoring.

K062 10/26/2012

The accelerated valve that is essential to

the sprinkier-system was wired into the fire
paneland became electrically supervised on
10/19/2012,

This is the only sprinkler system Riser Room
for the facility to be checked.

The accelerator valve will be monitored
weekly by the maintenance director.

The monitoring results will be forwarded io
the Executive QI Committee monthly x3

and quarterly thereafter for the identification
of potential trends, for follow-up as deemed
necessary and to determine the need for
and/or frequency of confinued QG monitoring,
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This Life Safety Code (LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483,70(a); using the 2000 New Health
Care section of the LSC and its referenced
publications. This facllity is Type Il unprofecied
consfruction, and is utilizing North Carolina
Special Locking arrangements. The facility is
equipped with an autormatic sprinkfer systemn.

There were no Life Safety Code deficiencies
noted at the time of the survey ni Bullding 2.

CFR# 42 CFR 483.70 (a)

TITLE (X6} DATE

cighty siatement ending w:dﬂ an astetlsk (%) denc’tes # deficlency which the institution may ba excused from correcting providing it is delsrmined that

Any defi f/

other safdguards provide sufficient protection to the patieats. {See instructions.) Except for nuising homes, the findings stated above are dlsclosable 90 days
follawing the date of survey whether or not a plan of correction is provided. For nursing homas, the abova findiags and plans of correction ate disclosable 14
days following the dale these decuments are made availabla to the faciiily. If deficiencies are cited, an approved plan of corraction is requisite to continued

prograen participation.
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