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MOORE COUNTY HOME FOR AUTIBTIC ADULTS

W 188 | STAFF TRAINING PROGRAM W 188
CFR(s): 483.430(e)(1)

The facility must provide esch amployee with
initial and continulng tralning that enables the
employee to perform his or her duties effectively,
efficiently, and compatantly.

This STANDARD [s not met as evidenced by:
Baged on obgervations and interviews, the facility
failed to assure staff recelved ongolng tralning to
agsune cormpetancy in behavior management,
medication administratlon and interactions, This
potentially affacted all clients residing in the
fawility. The findings are:
1. Staff were not trained not to mark the
medication administration record when the
medication was not provided, '

During medication administration observations on
12/18/18 at 8:00am, client #3 was not provided
with any topleal madication,

Raview an 12/18/18 of cliant #3's physiclan
arders dated 11/14/18 revealed an order for
Triameinclong Aceton 0.26% Apply on skdn thres
times & day."

Interview on 12/18/18 with the manageament
confirmed that the medication is not being given.
The manager indicatad sha "knows for a fact” itis
not being given because they have not had it

Furiher review on 12/18/18 revealed the
madication administration record for the entire
month of Decamber is marked as giving the
medication.

OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIBNATURE TIME B DATE

) 708 LGS iglia

ent ending Wilh an anterisk {*) denotes a daficisncy which the Institution may be excused from corecting providing {tis determined that/  ©
othet/sategua avide suficent protection to the patterts . (Ses bustructions,) Excapt for nursing homes, (he Nindings steted above ate disclosable 00 deys

follging the dete of survsy whether or riot a plan of correction Ia provided. For nuraing hoities, the above findings and plans of Sorrection are disclosable 14

dafs following the dmte these documanta are mads avallable {o the faciity. If deficlencles aré tiled, an approved plah of conection 3 requisits to continued

program panticipation,

-
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CFR(s): 483.430(e)(1)

The facility must provide each emplayes with
Inltial and continuing tralning that enablas the
employee to patfarm his or her duties effactively,
efficlently, and competently.

Thig ETANDARD is not met as avidenced by:
Baged on obsarvations and inferviews, the faclity
falled to assura staff recelvad ongolng training to
283Ure competency in behavior managemant,
medication adminlstration and interactions. This
patentially affected all cliants rasiding In the
facility. The findings are:

1. Btalf wera not tralned not to mark the
madication sdminlstration record whan the
madication was not provided,

During medication administration obzervations on
12/18/18 at §:00am, cllent #3 was not provided
with any topical medication.

Raview on 12/18/18 of client #3's physician
orders dated 11/14/18 revasled an order for
Trismeinolone Acston 0.25% Apply on skin thrae
timea & day,"

Interview on 12/18/18 with the management
confirmed that the medleation is not balng given.
The manager indicated sha "knows for a fact’ it Is
not being givan because they have not had It,

Further raview on 12/16/15 revealed tha
radication administration racord for the antire
month of December js marked as giving the
medication,
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‘W 188 | Continuad From page 1 wiss| A1l Staff Lol be 1hsen ced
(nterview on 12/18/18 with the manager stated o M&JLLCCZL{’IOVT acdm ;W[m
she has no idea why staff ara marking it, they are , ed and do ’
riot currently giving the medication bacause she : & prlecea and Cltmentzton
thinks It was. discontinued a long time back, g mﬂdéaa:hﬂﬂ LAYOYG ¢
¢ £ {
Review of the record did not revest physiclan Home Manager w (Z‘i Honm
orclers to discontinue the medieation, ;{mmem‘f’ L ; Al i;? CS 4
beervihens b opea~
2. Staff ware not compatently trained to 3‘5&% ﬁ_{ L and NW’E)@
conslstently implement clignt #1's behavior (Ragiueli }’
support plan (BSP) as written, spacifically W)DYN*HV v

components addreasing nen-compliancs and
loud voealizations.

During ebaervations in the afterncon and evening
o 12/17/18 and in the moming on 12/18/18,
client#1 was continually prampted to comply with -
tasks at hand and patiodically expressad
eplsodes of loud vocalizations. She was aimost
constantly seeking attention verbatly or physically
from others. Staff were repastedly rediracting
her, { Far example, when she wouldn't put her
-shaes on, she was repeatadly asked to put her
shoes on. Wnen she continually pointad to her
socks she wae told saveral times her socks are
praty.) There wers no pausses and na ignoring of
aftention seaking bahaviors throughout the
observations,

Review on 12/18/18 of cllent #1's (ndlvidua!
program plan (JPP) dated 5/10/18 revesled g
bahavior program for cllent #1 dated 3/20/47.
This plan addressed non-campliance, crying,
selfInjurious behavior, loud vocalizations, and
decraasa the use of mittens, Review of the
intervantion strategies revealad the fallowing:
“Non-Compliance -Give [Cliant #1] an instruetion,
If she doss not comply within one minute, staff
will repaat the instruction. If sha doss not comply
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W 188 | Continued From page 2 W89

in one additional minute, staff will put her through
the activity using gradusted guidance. It is
important {6 note that the staff may entice
compliance by reminding har of reinforgement
she may earn if compliant....Loud Vocalizafions:
Staff will ignore her inapprapriate verbalizations,
that are desigried o gain sttention from othars
(NO EYE CONTACT, NQ CORRECTIONS,
etn.)...(Do NOT glve har any undo attention.)
wretum 1o ongoing activitles or prograrms.”

Interview with ataff on 12/18/M8 revealed that
client#1 is mare active and attention seaking
lately (since a medication change.) The staff
interviewsd could not regurgitate her plan's
strategles but stated thay do the best they can at
getting her to comply.

3, Biaff ware hot competantly {rained to
implement Gllent #8's BSP conslstently s
wiittan, specifically components addressing loud
vacallzations,

During observations In the morning on 12/18/18
about 9:00arn, client #8 yalled and spit. He was
told repoatadly 10 go to his room, Whan loudly
vocalizing he was not made to do anything bit
Instead sent to his room,

Revigw on 12/18/M18 of cliant #8's IPP datad
10/10/18 revealod a BSP dated 3/6/18. This BSP
revealed that when cllent #8 vocalizes loudly,
"Staff will ignore. .if ha Is baing disruptiva to
othears, staff may rediract him to clean the
bagaboards, mopping an area ot ather busy
chora”

Interview with stalf on 12/18/18 ravealed staff
could-not explain the components of the program
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Continued From page 3

but stated that sending him to his roam was a
part of the program. One staff was not sure if
that was part of the prograrm but admitted that is
what they do. She did confirm she had recalved
training on the bahavior programs but could not
remembar the lady's name who tralned her,

4. Staff were not competently trained in policles
on Interacting in @ manner that supports client
choice, self-datermination and self-management
{specifically, client #1 and #4 were not allowed to
dtink beverages at meal time as they desired.)

During mael time observations on 12/17/18 and
12/18/18, client #1 and #4 wanted more
beversges and both ware told they naedad o eat
fmore bafore getting more baverages.

Interview an 12/18/18 with staff, revesled all staff
ancourage clients to et by withholding thelr
baverages until they eat more,

Review on 12/18/18 of cllent #1's IPP datad
8/10/18 ravealed nothing about withholding
beverages until she ate morg.

Review on 12/18/18 of client #4's IPP dated
Q/22/18 revealed nothing about withholding
heverages untll he ate more

Interview on 12/18/18 with staff confirmaed they
were trained on staff intersctions. Staff further
indicated that they were not "withhalding the
beveragas" but ust encouraging the clients to
aal,

5, Btaff were not compatently trained to assure
the medication room was kapt locked unless in
there adminiatering madications.
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During observations of tha marning madication
administration pass, the sieff walked out of tha
raom and down the hall betwaen cllents, A
sscand ataff took aver at one point and also
walkad out and down the hall betwasn cllents,
Both staff lsft the madication room unlocked
when thay left.

An intatview on 12/18/18 with one of the staff who
laft the room unlocked revealed she had nevaer
been taught to lock the medication room between
clignts,

Interviaw on 12/18/18 with management
confirmed that the door should be locked when
nobody is In there administering medications.
She also indicated staff had in fact bean trained
oh thig.

8. Staff wara rot competently trained to assure
all medications ware glvan as orderad.

A. Cliant #1 and cllent #8 refusad to take their
medications during the morning medicafion
administration.

During observations on 12/18/18 of the morning
medication paes, cliant#1 and #5 refused to take
their morning medications.

1.. Raview on 12-18-18 of cliant #1's physiclan's
otders dated 12/1/18 revealed tha following
maming medications:

Inoslol 500mg Tak Take twa tablets by mouth
dally

Ariplprazale (B-Abilify} Take One tablet by mouth

W 188
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Take ona tablet by mouth In the moming
(B-Revia)

Proprarolol HCL ER 80mg Teke one ¢apsule by "
mouth In the moming
{B- inderal LA)

Calcium 500 Mg with Vitamin D 2001
Take One tablet by mouth twice daily.

Triamelnolone Aceton 0.025 % Apply on skin 3
times a day (B-Arstocort)

Magnesium Oxide 400 mg Tab,
Taks 1/2 tablet by mouth 2 times a day

Folic Acld 1mg tab
Take twa tablets by mouth onge dally (B-Folvite)

JCeatlrizine HOL 10 my
Take ona {ablet by mouth in the morning
{B-Zyrtac)

Prenatal Tak
Take one Tablet by mouth in the moming

2. Review on 12-18-18 of cllent #8's physician
order's reveslad the following maring
madications:

Sartraline HGL 100 mg. tab
Take one fablet by mouth avery day
{B-Zoloft)

Clonidine HCL .1mg tab
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Naltraxone HCL 50mg
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Take one-half tablet by mouth in the marning

Risparidons 3 mg Take one tablet by mouth
twice dally
{B-Risperdal)

Divaiproex Sadium ER 500 my
Take one tablat by mouth twice dally.
{B-Depakole ER)

Arnoxicilin/Clavulan 875-126mg Tab
Take ang tablet by mouth twice daily
(B-Augmantin)

Antacid tablat 500mg
Take one tablet by mouth fwice dally

Orazepam Gmg tab
Take one tablet by mauth twice dally
(B-Allvan)

intarvigw with staff on 12/16/18 confirmad the
clfents did not take any of their madications,
Further Interview with ataff revealed this happsns
spmetimss,

7. Staff were not tralned {o consiatently assure
cllent #3 swallowad alf of her medications,

During & morming medication pass on 12/18/18,
cllant #3 did not swallow all of her crushed
medications. She was handed all medicatians
and assisted In trylng to swallow dry crushed
powder for all oral medicstions ordered, As she
was aseisted she spit much of it into a paperowal
as staff assisted her In wiping her mouth as it
came back up, Some of that splt up remains was
put In water and re-administered. Other rmounts
was thrown away. 3 large chunks (appearing to
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Continued Fram pags 7
be quarter size piaces) fall to the floor In the

| process. Staff did not Indicate she knew they fil),

In fact, she stated, "Good yau got It all* at the end
of the pass,

After thiat, the staff was ssked to plck up the
fieces of madication from the fioor. She picked
Up twa and then the third was aiso pointed out to
her, She stated, "Wall she got most of it."

Review of the physivian's orders for
12/4/18-12/31/18 confirmed the following oral
medications;

Amltriptyline HCL 80 mg Tab,
Takes 1 tablat by mauth prior to procedure,
{B-Elavil)

Magnssium QOxide 400 mg tak,
Take 1/2 tablet by mouth 2 times a day

Vitamin D 5000 1) Cap
Take one Capaule by mauth ance a weak
{B-Drisdol)

Folie Acld 9mg Tab
Taka two tablat by mouth ance daily
{B~Folvite)

Cetlrizine HCL 10mg
Take one tablet by mouth in the moming
(B-Zyriec)

Pranatal Tab
Take ong tablet by mauth in the moming,

Aftar polnting ouf the dropped medications to the
staff attar the obsarvation on 12/18M8 che
acknowladged that the cliant did not gat all of her

W 189
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medication, afterall, No indication or note of
medicatlon error was made by slaff,

W 227 | INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(4)

The Individusl program plan states the spacific
objectivas necessary to meet the cliant's naeds,
as identified by the cotmprehansive assesament
requirad by paragraph (¢)(3) of this section,

This STANDARD is not met as avidencad by:
Besed on vbservations, record reviews snd
interviews, the facility failed to assure aff neads
wara addrossad with spacific objectives In the
Indliviual program plans (1PPg). This affectad 2
of 3 audit clients (#1 and #8). The finding (e;

1. Client#1's abesrvad nead to take her
medications was not addressed In & program,

During observations on 12/18/18 at the 7:32AM
meadication sdministration pass, client #1 refused
to take her medicatlons. She wae distracted and
sstive, Touching everything araund her and
refuging to participats in the medication pass,
She was physically sesisted to do some parts and
would Jark away from paris of the praparation.
The cllant picked up lotion and wanted some but
the staff sald, "You can have some If you take
your medications.” Latat tha staff went to get
another steff. The sacond staff came in and
blocked client #1 In with har bady whenevar she
would try to leave. She tock the lation and said,
"Okay, if you get some iotlon will you then take
your maedications?” The staff assisted her with
abtalning lotion. Client #1 continued to refuse to
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take har medications and falt to the fiaor.
Eventually, the ataff ssid she would write rafused
onf. »

Interviews on 12/18/18 with 2 staff confirnad that
sometimes cllent#1 refuses her medications,
The staif did not know how to addross the
medication refusal, The staff stated they just keep
trying different things when she rafuses.

Reviaw on 12/1818 of cliant #1's IPP datad
$/110/18 revealad & plan for "non-compliance, SIB
and Crying." The plan for non-compliance did not
address not complylng with the madication pasa.
There were no strategies and no goal to take her
madications,

Further infarview an 12/18/18 with managemant
canfirmed thare is no writien plan 1o address the
need for her to take her medications.

2. Client #6's observad naed to address spitting
was not addregsed In a program,

During observations on 12/16/18, cliant #6 bagan
spitting at ataft. Ha spit in their facas sevaral
times. He was told 1o go to his room but this
would not stop his spitting, Staff stood by with a
chalr irs the hallway after sending client £5 to his
raom,

Reviaw on 12/18/18 of cllentiig's IPP dated
10/1018 revealed a behavior suppon pian for
nun-gompliance, vocalizations, self wetting but
not for spitting.

Interview with staff on 12/18/18 revealed ollert #8
often gats agitated and spits and 2 staff revealed
they did not know for surs if this Is in his plan but
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thay try to deal with it by sending him %o hiz room
if he spits. Staff stated, often he wants to go to
hia room so it ian't & problam to get him thera,
PROGRAM IMPLEMENTATIGN

CFR{s): 483.240{d)(1)

As s00n as the intardisciplinary tesm has
Tormulated a cllent's individual program plan,
each clisnt must recaiva & continuous active
traatment program conaisting of needed
intervantions and services in sufficlant number
and fragquency to suppart the achisvement of the
abjectives idantified In the individual program
plan.

This STANDARD s not met 22 evidencad by:
Basad on observations, record reviews and
interviews, tha facility did not assure consistent
implementation of the behavior suppart pragrams
for 2 of 3 gudit clients (#1 and #8). The findings
are;

1. Client #1's behavior support plan (BSP) was
not consistently implemented as written,
specifically companents addrassing
non-compliance and loud vocalizations,

During observations in the afierncon and evening
on 12/17/18 and in the moming on 12/18/18,
client #1 wag continually prompted 1o comply with
tacks at hand and pariodically expresaed
apisodes of loud vocalizations, She was aimost
canstantly seeking attention varbally or physically
fram othem. Siaff were aimost cangtantly
rediracting her, ( For example, when she wouldn't
put her shoes an, she was continuelly and
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conslantly asked to put her shoes an.) Thare
wena ho pauses and no ignoring of attantion
seeking bahaviors throughout the observations.

Raview an 12/18M18 of cllant #1'¢ individual
program plan (JPP) dafed 5/40/18 revealed a
hehavior program for client #1 datad 3/20/17.
Thig plan addressed non-complianes, erylng,
sel-njurious behavior, loud vocalizations, and
decraase the use of mittans, Review of the
intervention strategios revealed the following:
"Nun-Gompliance ~Give [Glient #1) an inatruction.
If she doss not comply within one minute, staff
will rapeat the Inatruction. 1f ahe doas not comply
in one additional minute, staff will put her through
the activity using graduated guidance. itis
important to note that the atalf may entlce
compliance by reminding her of reinforcement
ghe may sarn if compliant....Loud Vocalizations:
Staff will ignorg her inappropriate verbalizations,
that are designed to gain attention from others
{NQ EYE CONTACT, NO CORRECTIONS,
ote.)...(Do NOT give her any undo attention.)
wretuen to ongalng ectivities or programs.

Interview with steff on 12/18/48 ravealed that
cllent #1 is more active and attention sesking
lately (slnce & medication change.) The staff
interviewed could not regurgitate her plan's
strategies but stated thay do the best they can at
getting har to comply.

2. Cilent #8's BSF was not congistently
implemantad as written, apacifically componenta
addressing loud vocalizations.

During obssrvations in the morning on 12/8/18
about £:00am revealad cllent #6 yalling and
spitting. He was told repeatedly {0 ga o his
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room. When loudly vocalizing he was not mada
10 de anything but instead sant to his raom,

Raview on 12/18/18 of cllent #6's IPP dated
10710118 revealad 3 BSP dated 3/6/18. This BSP
revealad that when client #6 vacalizes loudly,
“Staff will ignore...If he Is baing disruptive to
athers, staff may redirsct him 1o clean the
bagaboards, mopping an area or other busy
chora,”

Interviaw with statf on 12/18/18 revealed staff
could not regurgitate the components of the
program but statad that sernding him to hig room
was a part of the grogram.  One staff was not
sure if that was part of the program but admitted
that ls what they do.'Sha did canfirm she had
recaivad training on the behavior programs but
could not remember the lady's name who trainad
her.

CONDUCT TOWARD CLIENT

CFR(s): 483.450(2)(1)(0

These policles and procedures must address the
axtant to which cliant choice will bs
accommadated in dally decision-making,
emphasizing self-<dstermination and
self-managsment, 1o the extent possivle,

This STANDARD is not met as evidenced by:
Based on obsarvations, record reviews and
interviews, policies on cllant choice,
self-defermination and self-management ware
not conslstently implermnentad by staff. This
affected 2 of 3 audit cllents. The findings are:

1. Glient #1 and #4 were not allowad to drink

W 249

W 260

3

-

feh
sy

FORM CGMB-2867(02.98) Pravisus Visrelons Qhbaolnta

Event i011XCX11

Faclity I; Q32244

By dan.ig,1q Chlents # i
el pse will be reviaved
o reviged s needect fxn’c}\
thewe PP regcling cln phin

‘ ?b@(e»mﬂ es cliring meal ]
gl)’m. A &%Wwﬂ‘ k:a Lndex-
rieed on any medificotiens
Ordwill bEmanitereg anel

olysanved (o Qppropute
Hovoe mj{ﬁ
ENDP ap

iednlinugdan sheat Fage 18 of 20

Yy

irple.




01/ 1042018

DEPARTMENT OF HEALTH AND HUMAN SERVIGES
TERS FOR MEDICARE & MEDICAID SERVICES

16! 54 GREATER |MAGE HE&LTH CARE CORP,

(FAX)S10 481 1000

P.016/022

PRINTED: 12/121/2018
FQORM ARPRQVED
OMB NO. 0938-0361

STATEMENT OF DEFIGIENCIES (%7} PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER;

340264

{X2) MULTIPLE GONSTRUETION
A, BUILDING

B, WIRG

(X% DATE SURVEY
COMPLETED

12/18/2018

MAME OF PROVIDER OR SUPPLIER

MOORE COUNTY HOME FOR AUTISTIC ADULTS

STREET ADDRESS, CITY, STATE, ZIP CODE
1112 DEVONBHIRE TRAIL
ABERDEEN, NC 28315

4 1D SUMMARY BYATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENGCY MUST BE PRECEDED BY FULL
TAG REQULATORY OR LBC IDENTIFYING (NFORMATION}

D FROVIDER'S PLAN QF CORRECTIGN
PREFIX {EACH CORRECTIVE ACTION BHOULD BE
TAG CROSS-REFERENCED TO THE APPROFRIATE

DEFICIENGY)

(48)
COMPLETION
DATE

W268 | Continued From page 13
bevarages at meal time as thay desired,

During meal time obaervations on 12/17/18 and
1218718, cllent #1 and #4 wanted more
beverages and both were told they neadad to eat
mora before gefting more beverages.

intarview on 12/18/18 with staff, revesled all staff
encourage cliants to aat by withholding thelr
beverages until thay eat more,

Review on 12/18M18 of client #1's IPF dated
51018 ravealsd nothing about withholding
baverages until she ate more,

Raview on 12/18/18 of cllent #4's IPP dated
§/22/18 revaaled nothing about withholding
beverages untl ha ate more,

Interview on 12/18/18 with management
confirmed staff should not tell individuals thay
cannot drink whan they want to drink,

W 286 | MGMT OF INAPPROPRIATE CLIENT
BEHAVIOR

CFR(3): 483.450(5)(3)

Technicuas ta manage inappropriate cllent
kehavior must never be used as a substitute for
an active trsatment program.

This STANDARD Is not met as evidericed by:
Based on obssrvations, recard review and
Intarviews, the facility falled to assyre all
tachniques to manage behavier were
incarporated Into the active treatment plan. This
affectad ona aydit client (#6). The finding Is:
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The technique of sending cllsnt #6 to his room
when he spits Is not incomporated Into an aative
trastmant program.

During observatlons In the morning on 1211818
about 8:00am revealad cllant #6 yelling and
spitting. He was told rapestadly {0 go to his

| raorn,

Reviaw on 12/18M8 of clisnt #6's BSP dated
3/6/18. This BSP did not address spitting.

Intarview with ataff on 12/18/18 revaalad staff did
not know what the plan gaid to do when client 88
8pits, but that for spitting they send him fo his
room.

intervisw with menagament on 12/18/18
confirmad the BSP did not Include the technique
of sending him to his room when he spits. :
W 388 | DRUG ADMINISTRATION

CFR(s): 483.480(k)(2)

The systam for drug administration must assure
that al} drugs, including those that are
seif-adminlatered, are administerad without error.,

This STANDARD s niot met as evidehced by:

Bagsd on ebaervations and racerd reviews the
facliity failed to assure all medications were given
without airor, This affectad 3 of 4 the clients
obzerved getting medications in the moming @#1,
#3 and #6), The finding b

1. Client #1 and clisnt #8 refusad to take thalr
medications during the morning madication
administration.
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During observations on 12/18/18 of the morning
madication pass, cllant #1 and #6 rafused to take
their morning madications,

A, Review on 12-18-18 of cllent #1's physiclan's
orders dated 12/1/18 revesled the following
morning medlcations;

inositol EOOmg Tab Take two tablats by mouth
daily

Aripiprazale (B-Abilify) Take One tahlat by mouth
dally

Naltrexona HCL 50mg

Take one tablet by mouth in the moming
(B-Revia}

Propranclol HCL ER 80mg Taka one capsuls by
meuth in the morning
(B indéral LA)

Calclur 500 Mg with Vitamin D 2001
Take One tablst by mouth twice daily

Triameinolone Aceton 0.026 % Apply oh skin 3
fimes a day (B-Arstocort)

Magnesium Oxlda 400 myg Tab.
Take 1/2 tablet by mouth 2 timas a day

Falic Acid 1mg tab
Take two tablets by mouth once daily {B~Fofvite)

[Gatirizine HGL 10 mg
Take one tablat by mouth I the morning
(B-Zyries)
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Prensts) Tab
Take ong Tablet by mouth In the moming

B. Review on 12-18-18 of client #6's physlclan
order's revealed the following moming
medications:

Seriraline HCL 100 mg. tab
Teke one tablet by mouth avary day
(B-Zoloft)

Cloniding HGL .1mg tab
Take one-half tablet by mouth in the moming

Risperidene 3 mg Take ong tablet by mouth
twics dalty
{B-Rlgpardal)

A Divalprosx Sodium ER 500 mg

Take ono tablat by mouth twice dally,
{B-Depakota ER)

Amaxicilin/Clavulan B75-126mg Tab
Teks one tablet by mouth twics daily
(B-Augmentin)

Antacid tablat 500mg
Take one tablat by mouth twice dally

Qrazepam .Smy fab
Take one tablet by mouth twice datly
{B-Ativan)

Interview with etaff on 12/18/18 canfirned the
cliants did not take any of thelr madleations,
Further interviaw with staff revealed this happens
sometimes.
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2, Siaff did not assure cllent #3 swallowed all of
her madications and that she raceived the
ordered topical madieation,

During a marning medication pass an 12/18/18,
client #3 did not swallow all of bar crushad
madications, She was handad all madications
and aggisted in trying to awallow dry crushed
nowder for all oral medications ardered.  As she
was asslstad she spit much of It into a papertowal
as staff asslatad har in wiping her mouth az it
came back up. Some of that spif up remaine was
put in water and re-adminigteted. Other amounts
was thrown away, 3 large churiks (appearing to
ba quarter size places) fell to the floor in the
process, Staff did not indicate she knew thay fall.
In fact, she stated, "Good you got it ali” at the end
of tha pass,

Aftar that, the staff was asked 1o plek up the
places of medication from the flaor. She picked
up two and than tha third was also pointed outto
her, She steted, "Wall she got most of it.”

Raview of the physician's ardars for
12/118-12/31/18 confirmed the following oral
medications:

Armitriptyline HOL 50 mg Tab.
Take 1 tablat by mouth prier to procedure,
(B-Elavil)

Maginesium Oxide 400 mg tab.
Taka 1/2 tablet by mouth 2 fimea a day

Vitamin D 5000 U Cap
Take one Capsule by mouth once a week
(B-Drisdol)
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FORM CMS2687(02-59) Praviaus Veraions Dbeolets

Evht IDVIXCHHM

Reclly 10 832244

It continuatioh sheet Page 14 ot 20




0141042018

161 55 GREATER MAGE HEALTH CARE CORP,

. DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(FAX)910 497 1000

P.021/022

PRINTED: 12/21/2018
FORM APFROVED

OMB NO, 0938-0381

(1) PROVIDER/SUPFLIER/GLIA
IDENTIFIOATION NUMBER:

34G268

(X2) MULTIPLE CONBTRUGBTION
A, BUILDING

B, WiNG

{(%3) DATE SURVEY
COMPLETED

12/18/2018

NAME OF PROVIDER OR SUPPLIER

MOORE COUNTY HOME FOR AUTISTIC ADULTS

STREET ADDRESS, CiTy, STATE, ZIP CODE
M2 DEVONSHIRE TRAIL
ABERDEEN, NC 28315

X4) 12
PREFIX
TAG

SUMMARY BTATEMENT OF DERICIENGIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF GORRECTION
PREFIX
TAG

REFICIENGY)

(EACH CORRECTIVE AGTION SHOULD BE
GROSI.REFERENCED TO THE ARPROPRIATE

{xe)
COMPLAETION
DATE

W 388

Wwas2

Continued From pags 18

Folic Acid tmg Tab

Take twao {ablet by mauth once dally
(B-Folvita)

Celirizine HOL 10mg
Take one tablet by mouth in the moming
{B-Zyrtac)

Frenatal Tab
Take one tablet by mouth in the morning.

After pointing out the dropped medications, stoff
in an Interview on 12/18M18 confirmed that meant
she did not get all of her madication ag ordered.

Further review ravealed an order for
triamcinclone Acaton .025% toploal apply on skin
3 times a day (B-Arlatocort),

During an interview on 12/18/18, management
wag askad about the topical and confirmed she ls
positive client #3 did not get this medication and
hasg not heen recalving it, despite tha
documeantation on the MAR ravealing that asid it
had baen belng given in the mormings, She could
nat reveal a physiclan's order te discontinue the
medication,

DRUG STORAGE AND RECORDKEEPING
CFR(s): 483480012

The facllity rust keep all drugs and biolagloals
lncked exceapt when being prepared for
adminiatration,

This STANDARD s riot met as evidenced by:
Based on observations and intarviews, the facility
fallad to assure all medleations were lacked up
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untit the point of administration, This potential
affacts all cllents residing In the facility, The
finding is:

The medication raom was Ieft unlacked betwean
clients during the medication pass,

During observations of the morning medication
administration pass on 12/,18/18, the staff walked
out of the room, leaving the door unincked snd
the cabinet unlocked, She walked down the hall
betwesn clisnt medication administration pBgseg,
Asacond staff taok over at ane point and also left
the ares complately unlocked and walked out and
down the hell between cllants also, Both staff left
the medication room unlogked when they laft,

[ An Intarview an 12/18/18 with one of the ataff who
left tha room unlooked revealad she had never
been taught to lack the medication raom betwaen
cliants,

Interview on 12/18/18 with management
sonfirmed that the deor should be looked when
nubody is In there administering medications.
She alep indicated staff had in fact been trained
on this,
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