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A complaint survey was conducted on
3/22/21-3/23/21. Deficiencies were not cited as a
result of the complaint survey for Intake
#NC00174125.

W 285 | MGMT OF INAPPROPRIATE CLIENT W 285
BEHAVIOR

CFR(s): 483.450(b)(2)

Interventions to manage inappropriate client
behavior must be employed with sufficient
safeguards and supervision to ensure that the
safety, welfare and civil and human rights of
clients are adequately protected.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the team failed to assure interventions to
manage the behavior of 1 of 4 sampled clients
(#11) was employed with sufficient safeguards
and supervision to assure the welfare of the client
was protected. The finding is:

Observation in the facility throughout the
3/22-23/21 survey revealed client #11 to ambulate
in a wheelchair with a pin release seat belt.
Continued observation on 3/23/21 at 7:15 AM
revealed client #11 to sit in her wheelchair in the
common area of suite A and to verbalize "l want
to go to bed". Staff A was observed to
acknowledge client #11 and encourage the client
to stay in her wheelchair due to the need to sit up
with having ate breakfast. Further observation
revealed client #11 to ambulate into her bedroom
next to her bed, to utilize a clothing hanger under
her bedding and to unfasten the wheelchair
seatbelt. Subsequent observation at 7:18 AM
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revealed staff A to monitor the common area of
suite A while client #11 stood up from her
wheelchair and stood at her bed. Additional
observation at 7:19 AM revealed staff B to
observe client #11 standing at her bed and to
enter the clients room to provide assistance to
client #11 with transferring into her bed.
Observation of staff C revealed the staff to also
enter client #11's room, to talk to client #11 and
assist with transferring the client into her bed.

Interview with staff A on 3/23/21 at 7:17 AM
revealed when client #11 is in her wheelchair and
goes to her room he does not provide close
supervision as the client is unable to get out of
her wheelchair with the seat belt secured.
Interview with staff C on 3/23/21 at 7:21 AM
revealed client #11 verified she had released the
pin on the seatbelt. Continued interview with staff
C revealed client #11 can unfasten her seatbelt if
she is not closely monitored.

Review of records for client #11 on 3/23/21
revealed an individual program plan (IPP) dated
6/25/20. Review of the IPP revealed adaptive
equipment to include a wheelchair with a pin
release seatbelt. Continued review of records for
client #11 revealed a physical therapy
assessment dated 6/11/20 that revealed the need
for assistance and contact support for stand pivot
transfers. Further record review for client #11
revealed a nursing evaluation dated 6/5/20 that
reflected with mobility, client ambulates with
assistance and requires monitoring to help
prevent falls.

Interview with the facility qualified intellectual
disabilities professional (QIDP) on 3/23/21
verified client #11 has osteoporosis and is a fall
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risk. Continued interview with the QIDP revealed
the pin release latch was added to client #11's
wheelchair to prevent falls as the client was
unlatching her seat belt and falling. Further
interview with the QIDP revealed she was
unaware the client had been unlatching her
seatbelt and the restrictive latch implemented
should not allow staff to negate proper
supervision of the client.

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.

This STANDARD is not met as evidenced by:
Based on observations and interview, the facility
failed to keep prescription medication and
topicals locked for 7 of 15 clients residing in the
facility (#1, #2, #3, #9, #10, #11 and #12). The
findings are:

A. The facility failed to ensure topicals were kept
locked for clients #1, #2, #3, #9, #10 and #12.
For example:

Observations throughout the morning of 3/23/21
from 6:45 until 9:15 AM of the facility's two
shower rooms located on the back hallway of the
facility revealed various shower baskets of
multiple clients (#1, #2, #3, #9, #10 and #12) to
sit in unlocked wall cabinets. Continued
observation of the shower baskets for clients #1,
#2, #3, #9, #10 and #12 revealed various topicals
and hygiene items with pharmacy labels.

Further observation of the shower rooms

W 285

W 382
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revealed a cart in each room, one of which was
locked and the other unlocked with additional
prescribed topicals.

Interview conducted on 3/23/21 with the facility
nurse revealed the treatment carts in the shower
rooms should contain all prescribed topical
medications for each client and should remain
locked at all times when not in use. Continued
interview with the facility nurse verified prescribed
topicals should not be kept in the unlocked wall
cabinets

B. The facility failed to ensure medication was
kept locked for client #11. For example:

Observation in the facility on 3/23/21 in suite A at
8:05 AM revealed staff D to prepare client #11's
morning medications for administration at a
medication cart in the common area of suite A.
Staff D was observed to access client #11's
medications, to lock the cart and take
medications to the client in her room. Continued
observation revealed staff D to leave a opened
bottle labeled as Haloperidol on top of the
medication cart, unattended, while in client #11's
room. Subsequent observation at 8:08 AM
revealed staff D to return to the medication cart,
place a secured cap on the bottle of Haloperidol
and place the bottle in the medication cart.

Interview with staff D on 3/23/21 revealed she
was unsure if medication for client #11 should be
left on top of the medication cart, unattended, as
the bottle cap was used with administration in the
client's room. Interview conducted with the facility
nurse on 3/23/21 verified medication should not
be left unattended and unlocked.
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