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W 000 INITIAL COMMENTS W 000

A complaint investigation was completed during
the recertification survey on 4/19 - 4/20/21.

There were no deficiencies cited as a result of the
complaint survey for intakes NC00176251 and
NC00176256.

W 229 INDIVIDUAL PROGRAM PLAN W 229
CFR(s): 483.440(c)(4)(i)

The objectives of the individual program plan
must be stated separately, in terms of a single
behavioral outcome.

This STANDARD is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure objectives for 2 of 9 audit
clients (#5 and #7) were stated separately and in
terms of a single behavioral outcome. The
findings are:

A. Review on 4/19/21 of client #5's Individual
Program Plan (IPP) dated 3/23/21 revealed the
objectives, "When presented with two cues,
[Client #5] will identify the penny correctly and tell
how much it is worth with no errors 60% of trials
for 3 consecutive months" and "With one verbal
cue, [Client #5] will recognize and say the
alphabet A - F with 2 or less errors 50% of trials
for 3 consecutive months."

During an interview on 4/20/21, the Qualified
Intellectual Disabilities Professional (QIDP)
acknowledged the objective statements were not
written in terms of a single behavioral outcome.

B. Review on 4/19/21 of client #7's IPP dated
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10/6/20 revealed an objective to "...assemble six
four letter words and pronounce (kite, sand, lion,
mom) them with physical prompts for 85% of
trials for 3 consecutive months".

Interview on 4/19/21 with the QIDP and
Habilitation Specialist (HS) confirmed the
objective statement was not written in terms of a
single behavioral outcome.

W 340 NURSING SERVICES W 340
CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observations, record and policy
reviews and staff interviews, the nursing services
failed to ensure that staff were sufficiently trained
in medication administration policy for 2 of 9 audit
clients (#8 and #9). The findings are:

A. During morning observations on the Green
Acres Unit on 4/20/21 at 7:42am, the licensed
practical nurse (LPN #1) had several small
medications cups prepared with crushed
medications dissolved in water, on top of the
medication cart. LPN #2 remained in the
medication room, at her cart. LPN #1 approached
client #8 at a table and rolled him into the
medication room. LPN #1 announced to client #8
that she was pouring his medications for allergies
and seizures into his gastrostomy tube (g-tube) at
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7:45am.

During observations in the Blue Bayou Unit on
4/20/21 from 7:13am - 7:25am, LPN #3
dispensed medications from the mobile
medication cart and took the medications to a
client at a table in an activity area and a client
sitting in their bedroom. The clients were not
prompted or encouraged to come to the
medication area and medications were not
dispensed in their presence.

Interview on 4/20/21 with LPN #3 indicated she
generally does not move the medication cart from
the medication area and medications are usually
taken to the clients where they are located.

Review on 4/20/21 of the facility's Medication
Administration Policy, dated October 2018 read
"Medications are administered at the time they
are prepared.”

Interview with LPN#1 on 4/20/21 revealed that
she liked to have the medication already set up
before she brought the clients into the medication
room.

Interview with the assistant director of nursing
(ADON) on 4/20/21 revealed that when a client
with a g-tube is scheduled for medication, the
client should be brought into the medication
room, then the medications should be prepared.

Interview with the director of nursing (DON) on
4/20/21 revealed that medications should not be
prepared outside of the clients' presence.

B. During morning observations on the Green
Acres Unit on 4/20/21 at 8:00am, LPN #1 brought
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client #9 into the medication room to give
medications. Client #9 has a g-tube; therefore
LPN #1 used a stethoscope to check the
placement of the g-tube before administering
medication. LPN #1 had crushed and dissolved
the following medications, Baclofen, Lamictal and
Prevacid into a liquid format by adding water to a
medicine cup. LPN #1 then poured the medicine
into a syringe, connected to the g-tube. LPN #1
measured a capful of MiraLAX powder into a cup
of water and poured the content into the syringe.
The MiraLAX would not empty the syringe. LPN
#1 was observed to tap and gently shake the
syringe several times, however the medication
would not move. LPN #1 emptied the contents of
the syringe back into a cup, then used a syringe
plunger to draw back the residual content into the
syringe. LPN #1 then poured the MiraLAX back
into the syringe, and all the medication emptied
out of the syringe into the g-tube.

Review on 4/20/21 of client #9's physician orders
for Feb-April 2021, read flush g-tube with 50cc's
of water after AM meds.

Review on 4/20/21 of the facility's Medication
Administration via feeding tubes policy dated
October 2018 read, "Unclamp tube and
administer thirty (30) cc of water prior to
medication administration."

Interview on 4/20/21 with LPN #1 revealed that
she did not flush the g-tube prior to administering
medications because it was not ordered by the
physician.

Interview on 4/20/21 with the DON revealed that
LPN #1 did follow the physician's order, however,
as a rule of thumb, the nurse should always clear
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or flush the g-tube before giving medications
otherwise, you run the risk of pushing in air and
causing a blockage. The DON acknowledged that
their medication administration policy
recommended flushing the g-tube before and
after giving medications.

W 368 DRUG ADMINISTRATION W 368
CFR(s): 483.460(k)(1)

The system for drug administration must assure
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 staff
interviews, the facility failed to administer
medications for 1 of 9 audit clients (#9) based on
physician's orders. The finding is:

During morning observations on the Green Acres
Unit on 4/20/21 at 8:08am, the licensed practical
nurse (LPN#1) mixed a capful of MiraLax powder
into 4 ounces of water. The MiraLax was poured
into a syringe and given to client #9 through a
gastrostomy tube (g-tube).

Review of client #9's physician orders for
Feb-April 2021 read, Dissolve 1 capful 17gm in
120 ml of prune juice daily and give via g-tube.

Interview on 4/20/21 with the LPN#1 revealed that
the order was to mix the MiraLax with prune juice
and not water. She acknowledged that it was an
oversight.

Interview on 4/20/21 with the assistant director of
nursing (ADON) revealed that the medication
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should be given as written.
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