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W 249 PROGRAM IMPLEMENTATION W 249 ) ) o )
CFR(S)Z 483.440(d)(1) For Client #4, QIDP will prowde 'ln-sgrwce
on oral care objective as stated in Client
As soon as the interdisciplinary team has #—4_Ir_\d|wdual Suppqrt Pian, o> weJI_ as
formulated a client's individual program plan tratm'ng 20 apprapriale administiation.of
- each client must receive a continuous active, Prevident SD.O.O Booster toothplaste pet
o current physician order. PC will observe
treatment program consisting of needed program implementation at least weekly.
interventions and services in sufficient number QIDP will monitor progress at least
and frequency to support the achievement of the | monthly.
objectives identified in the individual program
plan. Implementation by 9/30/19
This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to implement sufficient
interventions to support the achievement of an
oral hygiene objective for 1 of 3 sampled clients
(#4). The finding is: RECE'VED
Observations in the group home on 8/27/19 at ‘
6:35 AM revealed staff C assisting client #4 with
the administration of morning medications. SEP 12 2019
Continued observations after the administration of |
client #4's pills, staff C assisted client #4 with the
application of toothpaste onto a toothbrush. DHSRNHL&C
Further observations revealed client #4 exited the Black Mountain / WRO
medication administration area holding his
toothbrush with paste on it and entered a
bathroom to brush his teeth, without staff present.
Review of the record for client #4 on 8/27/19
revealed an individual support plan (ISP) dated
' 2/22/19. Continued review of the ISP revealed a
current objective related to oral hygiene. Further
review of the oral hygiene objective revealed
client #4 should brush and floss his teeth, after
each meal. Review of the tasks for the oral
hygiene objective revealed staff were to assure
(X6) DATE
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Any deficiepty sl lemem ending with an asierlsk (*) denoie:/z?aﬁﬁcy whlch the institution may be excused from correcting prowc“ng itis cﬂelerm\ned that
other saféguards provide sufficient protection to the patients<{See instructions.) 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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client #4 brushed his teeth and gumline, |
thoroughly.

Review of the record for client #4 on 8/27/19
revealed physician's orders dated 7/4/19 for
Prevident 5000 Booster toothpaste, "use thin
ribbon layer, brush teeth for 2 minutes twice daily,
spit out, do not swallow.” Continued review of the
record for client #4 revealed a dental consult visit
on 2/20/1¢ which indicated "moderate bleeding"
and "generalized gingivitis." Further review of the
2/20/19 dental consult revealed a
recommendation to continue helping client #4 to
brush his teeth daily and to floss.

Interview with the qualified intellectual disabilities
professional (QIDP) on 8/27/19 confirmed client
#4's oral hygiene objective was current. Further
interview with the QIDP confirmed staff should
accompany client #4 into the bathroom, to assist
him with toothbrushing, and to assure the
program objective tasks are completed to support
the achievement of the objective. |
W 368 | DRUG ADMINISTRATION W 368 For Clients #3 and #4, Lead Nurse will

CFR(s): 483.460(k)(1) consult with prescribing Physician regarding
the administration of the client's orders. QIDP
The system for drug administration must assure will provide in-service per advisement from

ASMC Lead Nurse on appropriate

administration of prescribed orders. PC will
observe drug administration at least weekly,
QIDP will monitor progress at least monthly.

that all drugs are administered in compliance with
the physician's orders.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interview, the system for drug administration
failed to assure all drugs were administered in
compliance with the physician's orders for 2 of 4
clients (#3 and #4) during medication
administration. The findings are:

Implementation by 9/30/19
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administered in compliance with physician's
orders for client #3. Examples include:

Observations in the group home on 8/27/19 at
7:10 AM revealed client #3 left the medication

and gel on it, as well as a medication cup with
green liquid in it. Continued observations
revealed client #3 entered the bathroom alone,

staff, and then exited the bathroom holding the
toothbrush and an empty medication cup.
Interview with staff C who administered
medications to client #3 revealed 3 separate
prescribed pastes or gels were applied to client
#3's toothbrush which included: Biotene Dry

' Mouth Toothpaste 0.15%, Biotene Dry Mouth
OralBalance gel and Cavarest Gel 1.1%.

' Continued interview revealed client #3's

Rinse.

Review of the record for client #3 on 8/27/19
revealed physician's orders dated 7/4/19 which
indicated, as follows: Biotene Dry Mouth Paste,
brush teeth twice daily as directed; Biotene Dry
' Mouth OralBalance Gel, rub on teeth and gums

twice daily as directed, and Biotene Dry Mouth
Oral Rinse, rinse in mouth twice daily for 45

package directions on 8/27/19 for the Cavarest

Gel 1.1% indicated, "After brushing with
 toothpaste, rinse as usual, then apply a thin

ribbon of gel on the teeth with a toothbrush or

bedtime."

A. Oral hygiene medications/treatments were not

administration area with a toothbrush with paste

remained in the bathroom for 2-3 minutes without

medication cup contained Biotene Dry Mouth Oral

twice daily for dry mouth; Cavarest Gel 1.1%, use

seconds, do not swallow, spit out. Review of the

mouth tray for at least one minute, preferably at
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Interview with the facility nurse on 8/27/19
revealed the Cavarest Gel 1.1%, Biotene Dry
Mouth OralBalance Gel, and the Biotene Dry
Mouth Paste were applied at the same time to
client #3's toothbrush because he would not be
able to tolerate multipie, separate applications.

clarify or to discuss the administration of client
- #3's oral hygiene medications/treatments.
- Further interview also confirmed staff should

medications/treatments are being administered
as ordered and as directed.

B. An oral hygiene treatment was not
administered in compliance with physician's
orders for client #4. Examples include:

| Observations in the group home on 8/27/19 at

the administration of morning medications.
Continued observations in the medication

client #4's pills and then assisted client #4 with

a toothbrush. Further observations revealed
client #4 exited the medication administration
area holding his toothbrush with paste on it and
entered a bathroom to brush his teeth, without
staff present.

Review of the record for client #4 on 8/27/19

revealed physician's orders dated 7/4/19 which
| included, Prevident 5000 Booster toothpaste,

"use thin ribbon layer, brush teeth for 2 minutes

review of the record for client #4 revealed a

Continued interview with the nurse confirmed the
prescribing physician had not been contacted to

accompany client #3 into the bathroom to assure

6:35 AM revealed staff C assisted client #4 with

administration area revealed staff C administered

applying Prevident 5000 Booster toothpaste onto

twice daily, spit out, do not swallow." Continued
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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 interview, the facility
failed to assure all drugs and bioclogicals were
kept locked except when being prepared for
administration. The finding is:

Observations in the group home on 8/27/19 at
6:54 AM revealed staff C prompted client #3 to
the medication closet area for his morning
medication administration. Further observations
revealed staff C prompted client #3 to wash his

- hands when he approached the medication closet
area. Continued observations revealed staff C
then followed client #3 into the kitchen area and
assisted him with washing his hands.
Subsequently, during this time, observations
revealed staff C also left the door to the
medication closet area unlocked and slightly open
for approximately 45 seconds.
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dental consult visit on 2/20/19 which indicated
"moderate bleeding" and “generalized gingivitis."
Further review of the 2/20/19 dental consult
revealed a recommendation to continue helping
client #4 to brush his teeth daily and to floss.
Interview with the facility nurse on 8/27/19
confirmed staff should have assisted client #4
with brushing his teeth to assure compliance with
physician's orders.
W 382 DRUG STORAGE AND RECORDKEEPING W 382 Dalmoor Drive group home will ensure all

drugs and biclogicals are kept locked
except when being prepared for
administration. QIDP and Program
Coordinator will in-service staff on
guidelines pertaining to drug storage as
outlined in Medication Administration
Training from NC Dept of Health. QIDP
and Program Coordinator will provide
ongoing medication administration
training related to drug storage and
record keeping at least quarterly during
monthly staff meetings and group home
observations.

Implementation by 9/30/19
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Interview with the facility nurse confirmed staff C
had been trained to keep the medication door
locked when not in use. Further interview
confirmed the medication door should have been
locked prior to leaving the medication
administration closet area to assist client #3 with
washing his hands.
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