' PRINTED: 05/01/2019
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED

346243 B, WING 04/30/2019

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

467 CREEK ROAD
WESTSIDE RESIDENTIAL ORRUM, NC 28369
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ;
W 000 INITIAL COMMENTS ) W 000
No deficiencies were cited as a result of a
complaint survey conducted on 4/29/19 for Intake
- #NCO00150594,
W 249 PROGRAM IMPLEMENTATION W 249
CFR(s): 483.440(d)(1) W 249 The facility will ensure that {_,)qd‘i
As soon as the interdisciplinary team has ex::@m:s;:g&:‘:“ _
formulated a client's individual program plan, @ ceded Interventions/tools and !
each client must receive a continuous active ‘ o rvices Identified In the IPP.
treatment program consisting of needed services ICe '
"interventions and services in sufficient number
-and frequency to support the achievement of the
objectives identified in the individual program
 plan.
| This STANDARD is not met as evidenced by: ‘
~ Based on observation, interviews and record ; RECEIVED
| reviews, the fagility failed to ensure each client .
- received a continuous active treatment plan _ MAY 23 2009
. consisting of needed interventions and services ‘ ,
identified in the individual program plan (IPP) in DHSR-MH Licensure Sect
! the area of adaptive equipment. This affected 1 ‘
- of & audit clients (#3). The finding is:
Client #3 was not provided the use of his adaptive
@ * spoon during medication administration. Habilitations Specialist willin- oy 0l
i staff be client -
During morning medication administration in the ”s;t:g: of ada':;;: d:i::; o: é' }
home on 4/30/19 at 8:35am, staff spoon fed client meals/medications. Program
_#3 his medication using a plastic spoon. Manager and Habilitatlon
' Additional observations revealed client #3 using : . an gnst ol monor weekly. GP
' an adaptive spoon, with Staff D providing hand pﬁf W i::“'" Rrwee -
“over hand assistance during his meals. ‘ and Nurses wiil monitor monthly-
 During an interview on 4/30/19, Staff D stated
. et I
LABORATORY D?ﬁoﬁ's OR PROVIDEGFSIPPLIER/REFRA SENTATIVE'S SIGNATURE '4- {X8) DATE
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Any deficiency statement ending With an aste (9 dendtes a deficiency which the Institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencles are cited, an approved plan of correction Is requisite to continued
program pariicipation,
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W 249 Continued From page 1 W 249
client #3 has never used his adaptive spoon
during his medication administration.
‘Review on 4/30/19 of client #3's occupational
“therapy (OT) evaluation dated 2/27/19 stated,
- "[Client #3] continues to need assistance with
' feeding self while using adaptive utensils."
During an interview on 4/30/19, the qualified
inteflectual disabilities professional (QIDP) {
- confirmed client #3 is suppose to use his adaptive ‘
| speon during medication administration.
W 368 DRUG ADMINISTRATION W 368
| GFR(s): 483.460(k)(1)
The system for drug administration must assure W 268 The facility will ensure that . 444
| that all drugs are administered in compliance with afl drugs are administered in . 4,’)’
‘ the physician's orders, compliance with physician’s
; orders,
: This STANDARD is not met as evidenced by:
" Based on observation, record review and
interview, the facility failed to ensure the system
! of administrating medications as ordered was
implemented. This affected 2 of 5 audit clients
(#3, #6) The findings are:
1. Client #3 did not receive his cream and nasal R
| spray. 1.  Nurses will train and in- f)’i‘ {
service all staff on , é P
. During medication administration observation in administering all ordered
| the home on 4/30/19 at B:35am, Staff D medications to client #3
administered client #3 nine pills. Further : {by mouth, nasal sprays,
cbservations revealed client #3 did not receive inhalers, cremes etc). Ny
i any other medications, sprays or ointments, \)\,\q,s}\% ‘N;A\:L "‘m::‘(ts
wWee 1 A
| Review on 4/30/19 of client #3's physicians Mgi‘e;“y\;‘f‘:;:e. ‘}m\(
i order's signed 2/13/19 revealed the following: 0+
| }
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This STANDARD is not met as evidenced by:

Based on observations and interviews, the facility

. failed to ensure all drugs were packaged and
labeled with the name of the person prescribed
the medication, with instructions on how to
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W 368 Continued From page 2 W 368
"Ketocanzole 2% cream apply to affected
area...8am and Azelastine 0.15% Nasal spray 1
 spray in each nostril once as directed...8am."
During an interview on 4/30/19, the facility's nurse
confirmed client #3 should have received the
Ketocanzole cream and Azelastine nasal spray as
ordered.
2. Client #6 did not receive his fiber powder.
During medication administration on the home on 2. Nurses wl‘l“s:;;" andIn- 4
4/30/19 at 7:31am, client #6 consumed fifteen service a 3 :“ dered : é-’):H
pills with water. Further observations revealed administering all o e’:
there was nothing added to the water, medications to client #6. \
They will ensure that ;
' Review on 4/30/19 of client #6's physicians staff is aware of mixture
- order's signed 2/15/19 revealed the following: methods refating to <
' "GNP Fiber Powder Mix 1 tablespoon in 60z of powdered mﬁ‘ﬁé‘;’:z e ;
: i " orders. Ao\
water daily 8am. &E&M SobES W \\53 m‘,?\x’mw |
- RS Al
During an interview on 4/30/19, the facility’s nurse WE " S\:”J:M"\ ]
confirmed client #6 should have received the fiber WO |
. powder mixed with water as ordered. ;
W 374 DRUG ADMINISTRATION W 374
CFR(s): 483.460(k)}(7) i
' The system for drug gdminist.ration must assure W374 The Facility and Nurses will 6;* ,,_.ﬂ
that drugs used by cl_lents while not under the ensure that all medications are : ‘
direct care of the facility are packaged and labeled/packaged in accordance ;
_labeled in accordance with State law. with State Law.

!
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' During morning medication administration
observations in the home on 4/30/19 at 7:31am,
Staff D administered client #6 fifteen pills and eye
drops along with his Incruse and Advair inhalers.
Further observations revealed client #6's Incruse
and Adair inhalers were not labeled.

' During an interview on 4/30/19, Staff D revealed
client #6's Incruse and Advair inhalers should be

. labeled with his name, Further interview revealed

- Staff D "thought" the boxes for client #6's inhalers

-were thrown away.

During an interview on 4/30/19, the facility's nurse
confirmed client #6's Incruse and Advair inhalers
should have been kept in their boxes, which are
- labeled and not thrown away.
W 436 SPACE AND EQUIPMENT
CFR(s): 483.470(g)(2)

I
The facility must furnish, maintain in good repair,
and teach clients to use and to make informed

- choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

[

, This STANDARD is not met as evidenced by:
- Based on observation, record review and staff
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“administer the medication and instructions as to :
how often to administer the medication for 1 of 5 ! .
audit clients (#6}. The finding is: ’ Murses will ensure that all
medications are labeled in
Client #6's Incruse and Advair inhalers were not correct/appropriate containers .,
labeled. when delivering to Group Home. é’jﬂ’ (9
Nurses will in-service all staff an

maintenance of containers
medications are packaged in for
client #6. Group Home manager
and Nurses will monitor weekly
and QP wiil monitor monthty.

W 436

V436 The facility will ensure that
all cllents are taught to use and
make informed decisions about
any adaptive devices Identified by
the interdisciplinary team as
needed by the cllent.

i
'
'
1
t
H
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interview, the facility failed to ensure 1 of 5 audit |
clients (#6) was provided and taught how to ‘

manage the cleaning of his dentures. The finding Habilitation Specialist will develop

. a goal for client #6 to be taught to p 0 ‘i
Client #6 was not pravided or taught how to :‘;:‘;i:;:ﬁ';:‘;;"d‘e‘::’;::m" it
manage the cleaning of his dentures, deaing to client medication
During observations in the home on 4/30/19, administration list to maintain
client #6's container where his denfures are kept denture care. Program manager
had visible signs of mold. wili ensure that container Is
. adequately cleaned and will
During an interview on 4/30/19, Staff D revealed replace as needed. All staff wiil be
client #6 should have denture cleaner which is In serviced by Habilltation
kept in his bedroom. Further interview revealed Speclalist and Nurses on denture
Staff D is the one who cleans client #6's denture cleantiness within goal, per MAR
container. and monitoring. Habllitation
Spedallst, Program Manager will
Review on 4/30/19 of client #6's oral exam dated monitor weekly and QP and Nurses
3/20/18 revealed he has dentures. Further will monitor monthly.

review of client #6's record revealed he does not
have any training in regards to the cleaning of his
dentures.

During an interview on 4/30/19, the qualified
intellectual disabilities professional (QIDP)

. confirmed client #6 does not have any training in
regards to the cleaning of his dentures.
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