a8/ 2552021 10 57 GREATER IMAGE HEALTH CaRE CORP, {Fa3810 431 1000 SRR RF B 3]

PRINTEL: 08/18/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPPROVED
ICARE & MEDICAID SERVICES JMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONBTRUCTION (X5} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING COMPLETED
346272 B.WING g8 7iz021
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
CREST ROAD GROLP HOME 114 GREENHOUBE LANE
SOUTHERN PINES, NC 28387
04 1D SUMMARY §TATEMENT OF DEFILIENCIES o PROVIDER' PLAN OF CORRESTION 8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
T8G REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CRGSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 282 | PROGRAM MONITORING & CHANGE w 2e2 s \
CFR(s): 483.440(0)(3)(D The facility will ensure that the 8/17/20
documentation of all Human
The committes should review, approve, and Rights Committee reviews will
monitor individual programs designed to manage be maintained in the facility.
inappropriate behavior and other pragrama that, Documentation will be reviewsd
in the apinion of the committes, involve risks to monthly by the Habilitation
cllent protection and rights. Specialist and quarterly by the
QIDP,

This STANDARD Is not met as evidenced by:

Bagsd on record raview and interviews the
designated human rights committes (HRC),
falled to review, approve and monitar the
behaviar support plan (BSP} which includes
behavioral medications for 3 of 3 sudit cllents {#1,
#2 and #6). The findings are:

A, Reaview on BMA6/21 of client #1's Individual
program plan (IPP) dated 3/1/21 reveaied he has
a behavior support program (BSP) to addross
non-compliance, stealing, slopament, property
destruction, profanity and aggraession, Review on
8M16/21 of cllent #1's BSP dated 4/2/21 ravealed
this program Incorporates the use of
Methyinhenidate, Clonidine, Zlpresidone and
Depakote, Further review of this program did not
revea! any sipnaturas by the HRC.

3nwmew ors SN2 with the qualified intellsctual
disabiliies profassional (QIDP) revealed she
would ook for the HRC signatures for cllant #1's
BSP, however they wara not located,

B. Reviaw on B/16/21 of cliert #2's 1PP dated
8/26/20 revealsd she haa a BEP to addrass
bahaviors of inappropriate touching, loud
vocalizations, non-compllanes and physical
aggraasion. Roview on 8/18/21 of cllent #2's BSP
mvealed thEe program incorporatas the use of

ROVIDER/SUPRLIER REPRESENTATIVE'S SIGNATURE TRE (X8} DATE

[ 2704 ghasHal

ool anding with an aterisk {*) danotes a deficlancy which fhe Insiktion may be' exsused fram corraating proviaing it ia determingd ey
fivfe b aufiiciant protection o the patants . (Ses instructions.) Excompt for nursing honses, the ndings stated otove are distionsbio 80 days
foliowlng the dete of amay whathar or riot & plan of cormection ls provided. For nursing Bomes, the above fingings ang plans of corsaction ane disciosable 14
dayy foliowing the date theas doruments one made svaliabls 1o the facility. If deficisncies am cltad, an approved plas of corraction i raguisite to continued

program participation,
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Continvad Fram page 1
Rizperdal and Ativan. Further review of this

program did not rovea! any signaturas by the
human rights committoe (HRC).

interviaw on B/17/21 with the QIDP revealad she
would look for the HRG slgnatures for clfant #2's
BSP, howaver they were not locaied,

C. Raviow on 8M16/21 of client #5's IPP dated
12/28/20 revesled he has a BEP dated 3/1/20 to
addrass the inappropriata behaviors of
non-compliance, self-injurious bahavior, proparty
dostruction and inappropriate sexusl behaviors.
Further review of cllent #5's BSP revealed this
program incorporates the use of Quetiapine,
Fluoxatine, Clonazepam and Carbamazepine.
Further review of thia progrem did not revaal any

sighaturas by the human rights commilttee (HRC).

Interview on 8/17/21 with the QIDP revealsd she
would fouk for the HRC signatures for client #5's
BSP, however they were not locaisd.
PHYSICIAN SERVICES

CFR{s): 483.460(a)(3)

The facillty must provide or obtain preventive and
general medical cara,

This STANDARD is not met a5 evidenced by:
Baged on record reviews and interviews, the
facility falled to assure 1 of 3 audit cllents (#2)
waa refarred her {0 a physician as recommendsd
for contraceptive options, The finding Is:

Review on 8/16/21 of ¢lient #2's physician notes
dates H5/21 ravealed her urgent care physician

W 2i2

W az22
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W 322 | Continued From page 2

racommended chant #2 be refarred to a family
nurse practionar for consideration of Impiantation
of an intrautetine device (I} for contraceptios.
Further raview of her physician notes datad
1/5/21 raveelod: * S: Appointmant fo establish
new PCP, raquesting contraceptive mansgement,
D Vitats stable, P: Continue following with [nama
of peychlatrist]. Refer to [Name of family nurse
practioner] for conslderation of IUD. Racheck
PRN.®

Raview on 8/17/21 of cllent #2's physiclan notes
and rursing notes revesiad no further
appaintmernts or follow up.

nterview on 817721 with the qualified intellectual
disabilitles professional {QIDP), the facility nurse
anhd the hablittation apeciallst (filling in for the
regldence manager) revealad there had baen no
foliow up on this recommendation since the
appointmant an 1/5/21.

NURSING SERVICES

CFR{s): 483.460{c)

W 331

The facility must provide cliends with nursing
sorvices in accordance with thelr neads.

This STANDARD i nof met as evidenced by:
Based on obaervations, record review and
rterviews, the facility faltad to ensura 2 of 3 audit
cliante (#1 and 2} were provided nursing services
In accordance with thelr medical neeads. The
findings are:

A Review on BME/2 of cllant #2's physichan
notes dated 1/5/21 revealed her urgent care
physician recommended clisnt #2 ba referred to a

W2z

w331

8/31/202140
All recommendations for referrals by
physicians for preventative and
general medical care for ali clients
bave been addressed to include
Client#2. All recommendations will
be monitored for follow- up weekly
by nurse, bi-monthly by Home
Manager monthly by Hab.Specialist
and QIDP.
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W 831 | Continued From page 3 wast] All medication changes and/or

family nurse practioner for consideration of
implantation of an intrautering device (UD) for
contracaption. Further raview of her physician
notes dated 1/5/21 rovealsd: * 5! Appointment to
establish new PCP, requesting contracaptive
managament, D: Vitals stable, P: Continue
following with [name of peychiatrist]. Refar to
IName of family nurse practionar] for
congideration of IUL, Recheck PRN."

Raview on 8M7/21 of diant #2's nursing notes
revealed cllant #2 had an office visi{ today, this
wag her first vish with &n adult physiclan, Tha
physiclan did a refarral for her Depo Proveta
Infection today, Nothing else done. Schedule
appointment as needad. (It should ba noted thess
rotes were transcribad by the habiltation
specislist ag the Nurse hag not boan In the facliity
for gavaral months because of COVID-18
concems.)

Review on 8/17/21 of cllent #2's physician notes
and nursing notes ravealad no further
appointments or follow up.

interview on 8/17/21 with tha qualified intellectual
disabliities professional (QIDP), the faciiity nurse
snd the habliitation speclallst {filling in for the
ragsidence rmanager) revealed there had been no
follow up on this recommendation gince the
appointmernt on 1/5/21. Further interview with the
nurse ravaaled she had not bean in the facllity for
saveral months dus to concems of COVID-15
exposure and ghe was unawsre of this
racommendation.

B) Revisw on B/16/21 of client #1's physician
notes dated 5/18/21 saw (name of physiclan), *

Would ke to decrease Risperda), Need letier

recommendations will be addressed
upon recommendation. Specifically
though not limited to client # 1
medication change.
Recommendations will be
monitored weekly by Nurse,
bi-monthly by Home Manager and
monthly by Hab,Spec/QIDP.
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Continued From page 4
about madication change.”

Review on 8/17/21 of cliant #1's provious
physician orders 3/1/21-6M/21 revealed,
*Rispardat 1 mg. Take 1 pill orally at badtime.*

Raview on 81M7/21 of client #1's physician orders
dated 5117721 revealed *Rispardal ¥ mg. Take 1
plll oraily at badtims.”

Interview on 8/17/21 with the facility nurss, the
QIOP and the habilitation specialist (filling in for
the residence manager) revealed the
recommendation to lowar client #1's Rispardal
had not besn completed. Further inferview with
tha nurse ravealed she had not besn In the faclity
for sevaral months due to concems of COVID-18
axposure snd she was unawara of this
racommendation.

NURSING SERVICES

CFR(s): 483.480(c){A)H)

Nursing services must include, for those gllents
cortified as not neading a medical care plan, a
raview of thair health status which must be on a
quartsrly or more frequent basls depending on
client nasd,

This ETANDARD s not met as evidenced by:
Based on review of records and Interview,
nursing services failled fo ensura quarterty nursing
assossmanis ware conducted in a tmaely manner
for 3 of 3 sampled clients (#1, #2 and #5). The
findings are:

A) Review on 8/18/21 of cllent #1's nursing notes
revealed there were no nurelng quarierly

W3

W 336

QIDP monthly. .

By 8/17/2021 all quarterij} nursing 1@} 1723
nursing assessments for all clients

are located in their individual records
Nursing quarterlies documentation

will be roonitored by Hab.Spec and
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W 336 | Continued From page § W 336
assessmants from 9/2020-8/2021.

intarview on 8/17/21 with the facliity nurse
revealed sha had not complsted cllent #1's Jast
gquarterly asaessment from 6/1/21-8/1/21. She
stated she had completad assessments for the
pravious quarier, however thase assessments
could not ba located.

interview on 8/17/21 with the facllity nursa and
the qualified Intelisctual dissbilities profeasionst
(QIDP) revealad client #1's nursing quartarly
fsgassments could not be located from
Bl2020-8/2021,

B) Review on B/16/21 of ¢lient #2's nursing notes
ravealad there ware no sursing quarterly
assessmants from 8/2020.8/2021.

Intarview on 8/17/21 with the facility nurse
ravealed she had nol complatad client #2'% (ast
quarterly assessment from 5/1/21-871/21. She
statad she had completed assessments for the
pravious guarter, however these assesemeanis
could not be tocated.

Intarview on 8/17/21 with the fagility nurse and
the qualiflad intellestual dizabilities professional
{QIDP) ravenled cllont #2's rursing quarterly
assassments could not ba located from
9/2020-8/2021.

C) Review on 8/18/21 of client #5's nursing notes
ravarlad thers wery no nunsing quartedy
assassments from 9/2020-8/2021.

Interview on 8/17/21 with the facility nurse
revealad she had not completad cliant #5'% last
quarterly assassment from 5/1/21-8/1/21. She

FORM CMS-2887(02-5) Pravious Verskona Obasisly Event D2 Y1851 Fociy I0: 855488 ¥ continuation shest Page & of 12
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stated she had completed assessments for the
previous quarter, however thase assessments
could not be locatad.

interviaw on 8/17/21 with the facility nurse and
the qualified intellectual disabliitias profesalonal
{QID) revoaled cllent #5's nursing quartery
assessments could not be located from
9/2020-8/2021.

W 3689 | DRLUIG ADMINISTRATION W 368
CFR({s): 483.460(k)(2)

The systam for drug administration must agsurs
that afi drugs, Including those ihat are
salf-administerad, ars administared without arror.

This STANDARD % not met a3 evidenced by:
Based on observations, interviews and record
raviews, the facility falled o ensure all drugs were
administorad without error, This affected 2 of 3
audit cllents (#1 and #2). The findings are:;

A) Review on BM7/21 of client #2's nursing notes
dated 1/6/21 revealed clant #2 hed an oflos visit
today. This was her first vislt with an adult
physician. The physicisn did a refarral for har
Dapo Provera injection today. Mothing eize done.
Schedule appointmant ag needed.

Review on 8/17/21 of cliant #2's physician orders
dated §1/21-8/1/21 ravesled an order, *
Medroxypragesterona (Dapo Provers) 150mg.
Inject 1 ml. {150mg.) into shoulder, thigh or
buttocks every three months.”

Review on 8/17/21 of cllent #2's physlclan orders
dated 3/1/21-5/11/21 revealed an arder,

FORM CM3-2507(02-09) Pravious Vanians Obaciala Event ID:YiIMEN Facillty ID; 953428 i continuation sheet Page 7 of 12
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W 368 Continued From page 7 waeg| All staff will be in serviced on drug ‘w’ﬁ[ﬁ@
" adminigtration procedures and ;
Medruxyprogesterone (Depo Provera) 150mg. 1s. Tmpi . 21
Inject 1 mt, (150mg.) into shoulder, thigh or protocols. Implementation of
buttocks every three months.” procedures will be monitored
weekly by Home Manager,

Review on 8/17/21 of nursing notes for cliant #2
did not ravaal whather thess injections had beon
sohedulad to be ghvar since the recommendation
was made to atert Depo Provara on 1/5/21.

interview on B/17/21 with the facllity nuree and
qualified intallectual disabllities profassional
confirmaed the order for Medroxyprogestarana
{Dapo Provera) 150mg. Inject 1 mi. (150mp.)
svary three months had never been schadulad to
be given as ordered since January 5, 2021,

B) During obsarvations of the madication
administration peas on 8M7/21 at 6:03am client
#1 was adminlsterad Clonidina 0.1mg. (1),
Divalproex 125mg. (1), Methyiphenidate 10mg.
{1) by mouth,

Review on 8/17/21 of cliont #1'a physicizn ordars
datad BASZ1 revealnd Clonidine 0.1mg. (1),
Divalproex 125mg. (1), Methyiphenidate 10mg.
{1) by mouth, All medications given ware ordered
by tha physician and recorded on the medication
adminiatration record fo be given at 8:00am,

interview on 8/17/21 with the facility nurse
raveaied madications for clients can be
administered an hour bafore they are ordered or
an hour aiter thay are orderad. Further interview
shae nooded {0 be contactad about the deviation
fram these fimes s0 she could contact the
physician, Additional interview an 8/17/24 at
#0am ravealnd she had not been contacted by
staff F who had administersd medications.

bi-monthly by Nurse and monthly by

Hab.8pec. and QIDP.
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Gontinued From page 8
SPACE AND EQUIPMENT
CFR({s): 483470(g)(1

The facility must provide sufficlent space and
etquipment in dining, Iving, health sorvices,
ratraation, and program areas (Including
adadquataly equipped end scund treated aress for
heating and other evaluations If they are
conducted In the facility) 1o enable staff to provide
cllents with needad services as requirad by this
subpart and as identifiad In each client's ndividual

program pian.

This STANDARD Is not met as evidenced by:
Based on observaflon and interview, the faciiity
falled to provide & variety of lsisure supplies for 3
of 3 gampled cllents (#1, #2 and #5). The finding

ia:

Bunng altarnoon obsarvetions on 8M16/21 from
J:45pm-T:00pm client #1 sat In hig room on his
bed end watched video, went to a housemates
roorm to watch videns, play a computer garme snd
participated in a walk outslde. Cllent #2 satin g
chalr or on the couch on the iving room watehing
televizlon and participated In a walk with her
hougsemates., Client #5 walked around the living
room holding & book, watched television and
particlpated In a walk with her houssmates, Direct
Care staff A and B were working In the facility,

Observation on 8/16/21 at 4;60pm under the
folavision in the living area revealed several locse
puzzie ploces that were lying on & shelf ina
cabinet benaath the televigion. There was &
Candyland game that was missing saveral
places. Thera wera also other games that ware
missing piecas and miscallanaous playing cards

W 436
W 435

o . 9/15/21
The facility will ensure sufficient
equipment and supplies are
maintained in the facility. for
¢ntertainment and leisure. The
availability of equipment and
supplies will be monitored by Home
Manager bi-monthly and monthly by
Hab-8pec and QIDP.
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lving on the shelf,

Interviews on BI16/21 with statf A and B revealed
the resldence manager (RM) is in charge of
purchasing islsurs supplles for tha cllants and
keaping these organized so the tlents in the
facility can make choloas about what activities
thay would jike to participate in,

Interview on 8/16/21 with the habiitation

specialiat (HE) confirmed the RM Is in charge of
purchasing Ielszura aupplias for the clients and
keaping theae supplies organized so the cllents in
the facllity can make lelsure choices about what
activitias they would like to participate in.

W 438 | SPACE AND EQUIPMENT W 436
CFR{s): 483.470{p)2)

The facllity must fumish, maintain in good repalr,
and teach clionts to use and o maka Informed
choloes about the wse of derdures, eyeglssses,
haaring and other communications sids, braces,
and cther devices idontifled by the
Interdisciplinary team as needad by tha cllant.

This STANDARD is not met 88 evidencad by;
Based on observation, record review and
Interview, ths facliity falled to sssure cllents wers
faught to tolorate wearing their eyaglasses and
assist in assuring thelr glasses wers maintalned
in good repair. This affected 2 of 3 sudit clients
{#1 and #2) whe wora prascribad glasses. The ,
findings are:

A} During obzervations in the home throughout
tha survay on B/16-8/17/21, cllent #1 did not wear

FORM OMS-2687(02-84) Fravious Varslors Obsaiste Bverd I0: Y4¥511 Fackity ID: 855485 If continuntion sheat Paga 10 of 12
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ayeglasses when playing video gameas, reading
instructions for video games, during meaitimes or
when he watched tolovision. Clant #1 was not
prompted or assisted 1o waar eyegiasaes by staff
working in the faciiity.

Review on 8/17/21 of cliemt #1's visual
exaringtion dated 5/17/21 revealed glasses
prescription glven, wear as neadsd.

Interviow on 8/17/21 with the qualified intellectual
disabilities profasstonal (QIDP), faciity nurse and
habilitation spaciaiist revaaled client #1's glasses
ars kept In the madication reom. The habilltation
spacialist was able to locate cllent #1's glazses In
the madication room.

Further interview on B/7/21 with the habiilation
spacialist (HS) revealed the team had not
cunsidered a training program to help cilent #4
tolarate wasring hls glasses,

B) During observations in the homs throughout
the survey on BI1E-8/17/241, cllent £2 did not wear
her giasses when watching television or during
moaltimes. Cliant #2 weas not prompted or
assistad to wear eyeglasses by staff working in
the facility,

Raeview on 817/21 of client #2's visual
examination dated 10/23/20 revesied Myople
Aatigmatism, New prascription for glasses glven.

intarview on 8/17/21 with the gualified intellectual
digabliities profassional (QIDP), facility nurse and
habiltation speciatist revesled client #1's glasses
@ra kept In tha madication reom or in cflent #2's
bedroom. The hebilitation speciallst was able to

locate cllent #2's glasses I her bedroom drawer.

W 436

REFICIENCY}

) i //5 21
The tearn will ensure that all

clients are furnished in good repair
assistive equipment and taught to
make informed choices and use .
Specifically to include client #1
and client #2 wearing eyeglasses,
Home manager will monitor daily
and bi-monthly by Hab. 8pec and
monthly by QIDP.
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Further interview on B/17/21 with the habliitation
specialist (H5) rovenied the feam had not
considered a training program (o help chent #2
tolerate wearing her giassas.
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