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W 124 | PROTECTION OF CLIENTS RIGHTS W 124

CFR(s): 483.420(a)(2)

The facility must ensure the rights of all clients. q

Therefore the facility must inform each client,
parent (if the client is a minor), or legal guardian, %L) +D

of the client's medical condition, developmental

and behavioral status, attendant risks of
treatment, and of the right to refuse treatment. ﬂ(}n Bg__

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the legal guardian was informed
timely of the change in medical condition for 1 of
6 clients (#3). The finding is:

On 4/15/19 a review of facility incident reports
from 2/2018-present revealed medication error
reports for client #3 on 3/28/19 and 3/29/19.
Review of the medication errors on 3/28/19 and
3/28/19 revealed client #3 was not given Vimpat
and Clonazepam medications as ordered
because medications had run out. Further review

of the 3/29/19 medication error report revealed RECEIVED
client #3 was unable to get his Vimpat medication
due to medication not coming in, staff reported
seizures to Program Director and Nursing as JUN 'i 7 2019
client had four seizures in the group home.
Additional review of the 3/29/19 medication error
revealed staff to report client #3's guardian picked DHSRNHL&C

up the client on 3/29/19 and the guardian Black Mountain / WRO
contacted staff to report the client had two
seizures while with the guardian. Subsequent
review of the medication error reports for
3/28-29/19 revealed no notification of the
guardian regarding the medication errors or the
client's seizures in the group home.

RY DIRECTOR'S OR PROVIDER/SUPPLIER REPR TIVE'S SIGNATURE * TITLE (X6) DATE
a m%(){Q ) Kd @\q

y statemert ending with an ;s/te\risk *) de‘r-wo\eé a deficiermmcﬁ the institution may be excused from correcting providing it is determined th:{t
other safeguards provide sufficient protection to the patients . (See ins' ions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction 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 deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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CFR(s): 483.440(e)(2)

The facility must document significant events that
are related to the client's individual program plan
and assessments.

This STANDARD is not met as evidenced by:
Based on document review and interview, the
facility failed to document an interdisciplinary
team meeting for 1 of 6 clients (#1) relative to
medication errors that resulted in a change in the
client's medical status. The finding is:

On 4/15/18 a review of facility incident reports
from 2/2019-present revealed medication error
reports for client #3 on 3/28/19 and 3/29/19.
Review of the medication errors on 3/28/19 and
3/29/19 revealed client #3 was not given Vimpat
and Clonazepam medications as ordered
because medications had run out. Further review
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Interview with the facility qualified intellectual
disabilities professional (QIDP) on 4/15/19
revealed client #3 ran out of Vimpat and
Clonazepam medications on 3/28/19 due to
delivery issues with the pharmacy. Further
interview with the QIDP revealed she did not
contact the guardian regarding the medication
errors and the client's seizures that occurred on
3/29/19. Interview with nursing staff on 4/15/19
revealed she had not contacted the guardian
regarding client #3's medication issues or change
in medical status with four seizures in the group
home on 3/29/19, as the group home manager or
QIDP calls the guardian. Interview with the group
home manager on 4/15/19 revealed she was on
vacation during the time of the medication errors.
W 253 | PROGRAM DOCUMENTATION W 253
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of the 3/29/19 medication error report revealed
client #3 was unable to get his Vimpat medication
due to medication not coming in, staff reported
seizures to the Program Director and Nursing as
client had four seizures in the group home.
Review of client #3's record on 4/15/19 revealed
no documentation of prevention measures
relative to the incident.

Interview with the qualified intellectual disabilities
professional (QIDP) on 4/15/19 verified client #3
was not given medications as prescribed for
Vimpat and Clonazepam on 3/28-3/29/19.
Interview with the QIDP further revealed the
medications were not delivered from the
pharmacy as expected on 3/25/19 due to an
issue with the prescription expiration. The QIDP
additionally revealed the pharmacy tried to deliver
the medications after 3/25/19 and there was no
response at the door of the group home. The
QIDP verified on 4/2/19 a new delivery protocol
was established with the pharmacy to include the
use of a specific group home door for deliveries
and phone numbers for administrative staff if
there is no response at the group home. Further
interview with the QIDP revealed a team meeting
was held on 4/10/19 with the executive director,
client #3's mother, the QIDP and the home
manager to address the medication errors,
effects of medication errors on the client and a
new protocol for pharmacy deliveries. The QIDP
confirmed she did not document the team
meeting or have any written documentation from
the meeting available.

NURSING SERVICES

CFR(s): 483.460(c)

The facility must provide clients with nursing

W 253

W 331
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services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed failed to provide
nursing service in accordance with the needs of 1
of 6 clients residing in the home (#3) relative to
staff training, reporting medical needs to the
physician and documentation of medical issues in
the client's record. The findings are:

A. Nursing services failed to assure staff were
trained in reporting medication administration
errors and changes in medical condition to the
nurse in a timely manner for client #3.

Review of the record for client #3, conducted on
4/15/19 revealed physician's orders dated 3/1/19
documenting client #3 should receive
Clonazepam 0.5 mg by mouth once daily at 8:00
PM and Vimpat 300 mg. by mouth twice daily at
8:00 AM and 8:00 PM, among others. Review of
the facility's medication administration error
reports revealed reports dated 3/28/19 and
3/29/19 documenting client #3 had not received
his routinely ordered Clonazepam 0.5 mg or
Vimpat 300 mg. on 3/28/19 or 3/29/19 due to
these medications not being available in the
home. Review of seizure records for client #3
revealed client #3 had 4 recorded seizures on
4/29/19, with the most recent seizure prior to
3/29/19 reported on 12/31/18 during a home visit.

Interview conducted with the nurse on 4/15/19
revealed the nurse was not notified of the
medication errors for client #3 which occurred on
3/28/19 and 3/29/19 until after client #3 had 4
seizures on 4/29/19, at which time the nurse
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in the group home.

activity for client #3.

Review of the record

W 331 | Continued From page 4

advised staff to administer Clonazepam 0.5 mg.
as ordered by the physician to be given on an
as-needed basis for seizures. This interview with
the nurse further revealed the nurse should be
notified immediately of any medication errors or
changes in medical status for all clients residing

Interview conducted with the qualified intellectual
disabilities professional (QIDP) on 4/15/19
revealed client #3's guardian (mother) picked him
up from the group home and transported him to
the urgent care around 4:00 PM on 3/29/19
related to the increase in seizure activity. Further
interviews on 4/15/19 with the QIDP and the
program manager, verified by interview with the
nurse revealed no staff training related to
medication administration or the reporting of
medication errors or changes in medical status
for clients had occurred following the medication
administration errors and increase in seizure

B. Nursing services failed to assure medication
errors and a change in medical status for client
#3 was reported to the physician.

for client #3, conducted on

4/15/19 revealed physician's orders dated 3/1/19
documenting client #3 should receive
Clonazepam 0.5 mg by mouth once daily at 8:00
PM and Vimpat 300 mg. by mouth twice daily at
8:00 AM and 8:00 PM, among others. Review of
the facility's medication administration error
reports revealed reports dated 3/28/19 and
3/28/19 documenting client #3 had not received
his routinely ordered Clonazepam 0.5 mg or
Vimpat 300 mg. on 3/28/19 or 3/29/19 due to
these medications not being available in the

W 331
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home. Continued review of the medication
administration error reports revealed no
documentation of physician notification. Review
of seizure records for client #3 revealed client #3
had 4 recorded seizures on 4/29/19, with the
most recent seizure prior to 3/29/19 reported on
12/31/18 during a home visit.

Interview conducted by telephone with the nurse
on 4/15/19 revealed the nurse had not notified the
physician of the medication administration errors
which occurred on 3/28/19 and 3/29/19 or the
increase in seizure activity for client #3 following
these errors.

C. Nursing services failed to assure
documentation was included in the record for
client #3 relative to medication administration
errors and change in medical status for client #3.

Review of the facility's medication administration
error reports, conducted on 4/15/19, revealed
reports dated 3/28/19 and 3/29/19 documenting
client #3 had not received his routinely ordered
Clonazepam 0.5 mg or Vimpat 300 mg. on
3/28/19 or 3/29/19 due to these medications not
being available in the home. Continued review of
the medication administration error reports
revealed no documentation of physician
notification. Review of seizure records for client
#3 revealed client #3 had 4 recorded seizures on
4/29/19, with the most recent seizure prior to
3/29/19 reported on 12/31/18 during a home visit.

Review of the record for client #3, conducted on
4/15/19 revealed no documentation related to the
medication errors which occurred on 3/28/19 and
3/29/19, no documentation of seizure activity on
3/29/19 and no documentation of client #3's visit
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CFR(s): 483.460(k)(8)

The system for drug administration must assure
that drug administration errors and adverse drug
reactions are reported immediately to a physician.

This STANDARD is not met as evidenced by:

On 4/15/18 a review of facility incident reports
from 2/2019-present revealed medication error
reports for client #3 on 3/28/19 and 3/29/19.
Review of the medication errors on 3/28/19 and
3/28/19 revealed client #3 was not given Vimpat
and Clonazepam medications as ordered
because medications had run out. Further review
of the 3/29/19 medication error report revealed
client #3 was unable to get his Vimpat medication
due to medication not coming in, staff reported
siezures to Program Director and Nursing as
client had four siezures in the group home.
Subsequent review of the medication error
reports for 3/28-29/19 revealed no notification of
the physician regarding the medication errors or
the client's siezures in the group home.
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to the urgent care on 3/29/19.
Interview conducted with the qualified intellectual
disabilities professional (QIDP) on 4/15/19
revealed client #3's guardian (mother) picked him
up from the group home and transported him to
the urgent care around 4:00 PM on 3/29/19 due
to the increase in seizure activity. Interview
conducted by telephone with the nurse on 4/15/19
verified the nurse had not placed any
documentation in client #3's record related to
these changes in medical status for client #3.
W 376 | DRUG ADMINISTRATION w 3?6
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CFR(s): 483.460(1)(2)

The facility must keep all drugs and biologicals
locked except when being prepared for
administration.

This STANDARD is not met as evidenced by:
Based on observation and interviews, the facility
failed to assure all medications were
appropriately stored and locked for 1 of 6 clients
residing in the group home (#3). The finding is:

Observations were conducted on 4/15/19 related
to the availability and storage condition of
medication prescribed for client #3. These
observations revealed client #3's routinely
prescribed medications, including Clonazepam
0.5 mg. and Vimpat 100 mg. tablets were stored
in the locked medication closet located off the
living rcom of the home, with the cantrolled drugs
. including Clonazepam 0.5 mg., located in a
locked box inside the locked closet. Further
observation of the storage of medications for
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Interview with the facility qualified intellectual
disabilities professional (QIDP) on 4/15/19
verified client #3 ran out of Vimpat and
Clonazepam medications on 3/28/19 due to
delivery issues with the pharmacy. Interview with
nursing staff on 4/15/19 revealed she did not
contact the physician regarding client #3's
medication issues or change in medical status
with four siezures in the group home on 3/29/19,
as the group home manager or QIDP calls the
physician. Additional interview with the QIDP and
the facility home manager verified the physician
was not contacted.
W 382 | DRUG STORAGE AND RECORDKEEPING W 38;,
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client #3 revealed his Clonazepam 0.5 mg.
prescribed to be given as needed (PRN) was
located in a separate locked closet in the office of
the group hame. The Clonazepam was observed
to be located in a plastic bin inside the closet
along with a controlled drug ordered for another
client residing in the home. This bin was further
observed to contain items of clothing and other
items unrelated to the controlled drugs.

Interview conducted with the nurse on 4/15/19
revealed all medications, including controlled
drugs and medications ordered to be given PRN
should be stored in one locked cabinet with
controlled drugs under double lock.
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Mountain Ridge Group Home POC

Compliant Investigation Survey

The following POC will be implemented by June 26, 2019 to address deficiencies

W 124 PROTECTION OF CLIENTS RIGHTS CFR(s): 483.420(a)(2)

The facility must ensure the rights of all clients. Therefore the facility must inform
each client, parent (if the client is a minor), or legal guardian, of the client's
medical condition, developmental and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.

This STANDARD is not met as evidenced by: Based on record review and
interview, the facility failed to ensure the legal guardian was informed timely of
the change in medical condition for 1 of 6 clients (#3).

Lutheran’s Response:

Lutheran Services staff will ensure the rights of all clients. Mountain Ridge
program director provided an in service training on May 1, 2019. This
training educated/refreshed staff on medication administration protocol to
include the legal guardian is to be notified of client’s change in medication
condition and documented. This training was documented on a staff
meeting agenda.

W 253 PROGRAM DOCUMENTATION CFR(s): 483.440(e)(2)

The facility must document significant events that are related to the client's
individual program plan and assessments.

This STANDARD is not met as evidenced by:

Based on document review and interview, the facility failed to document an
interdisciplinary team meeting for 1 of 6 clients (#1) relative to medication errors
that resulted in a change in the client's medical status.

Lutheran’s Response:



Mountain Ridge program director provided an in service training on May 1,
2019. Staff were educated/refreshed on procedures for documentation.
Lutheran Services uses an internal web-based incident reporting system
that all employees are required to use at the time of an incident. This allows
senior management to analyze trends in order to improve programs and
prevent future occurrences. In addition, the program director created a
team meeting form that will be used during significant events to document
interdisciplinary team meetings. These forms will be located in the client
file.

W 331 NURSING SERVICES CFR(s): 483.460(c)

The facility must provide clients with nursing services in accordance with their
needs.

This STANDARD is not met as evidenced by:

Based on observation, record review and interview, the facility failed to provide
nursing service in accordance with the needs of 1 of 6 clients residing in the
home (#3) relative to staff training, reporting medical needs to the physician and
documentation of medical issues in the client's record.

Lutheran’s Response:

Mountain Ridge program director provided an in service training on May 1,
2019. Staff were educated/refreshed on medication procedures to include
reporting of errors and changes in medical conditions to nursing services.
Within the next 60 days, the program director will implement quarterly
medication education trainings for all staff. The program director will work
with Southern Pharmacy and Lutheran Services internal trainings to
provide ongoing continued education. These trainings will be documented
and signed off by all staff on a quarterly bases.

W 376 DRUG ADMINISTRATION CFR(s): 483.460(k)(8)

The system for drug administration must assure that drug administration errors
and adverse drug reactions are reported immediately to a physician.



Lutheran’s response:

Mountain Ridge program director provided an in service training on May 1,
2019. Staff were educated/refreshed on medication procedures to include
reporting of errors and changes in medical conditions to consumer’s
physicians. This will be documented in the consumers’s contact note. In
addition, within the next 60 days, the program director will implement
quarterly medication education trainings for all staff. The program director
will work with Southern Pharmacy and Lutheran Services internal trainings
to provide ongoing continued education. These trainings will be
documented and signed off by all staff on a quarterly bases.

W 382 DRUG STORAGE AND RECORDKEEPING CFR(s): 483.460(1)(2)

The facility must keep all drugs and biologicals locked except when being
prepared for administration.

Lutheran’s response:

Lutheran Services has evaluated the current medication storage process at
Mountain Ridge. A locked file cabinet was placed in medication room and a
locked box for each client’s control medication. In addition, staff attended
a in service training on May 1, 2019 to educate/refresh medication storage
standards to include that medications are to remain locked in the file
cabinet and that the medication storage room is to remained locked at all
times unless medication is being administered. Within the next 60 days,
the program director will implement quarterly medication education
trainings for all staff. The program director will work with Southern
Pharmacy and Lutheran Services internal trainings to provide ongoing
continued education. These trainings will be documented and signed off by
all staff on a quarterly bases.



