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W 382 | DRUG STORAGE AND RECORDKEEPING W 382 W 382

CFR(s): 483.460(1)(2)
The Nurse will in-service staff on
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, record review and
interview, the facility failed to assure all drugs and
biologicals were kept locked except when being
prepared for medication administration for 1
sampled client (#2). The finding is:

ensuring all medications are kept
locked and not left unattended
when not being administered.
The clinical team will monitor

through Medication

Observations in the group home on 12/21/21 at
7:00 AM revealed client #2 to enter the
medication room with staff assistance. Continued
observations revealed staff B to prepare the
following medications for administration:
Bentropine 0.5mg, Clonidine 0.2mg, Divalproex
125mg (5 pills), Fluphenazine 1mg, Metformin
500mg, Oyster Shell Calcium 500mg,
Triamterene/HCTZ 75/50 tabs, Lactulose and
Lotemax. Further observations at 7:09 AM

Administration Observations
and Interaction Assessments
completed 2xs a week for a
period of one month, then:

routinely thereafter. In the future,

revealed sfaff B fo exit the medicafion room with e . ;
the door open while leaving client #2 sitting in the Qualified Professional will
front of his medication cup. Observations :
revealed staff B to return to the medication room ensure all staff are trained on
with applesauce to resume medication A L

ensuring medications are

administration for client #2.

Review of the record for client #2 on 12/21/21 kept locked and not left

revealed a person-centered plan (PCP) dated .

7/112/21. Continued review of the record revealed unattended when not being

a bghgwqr support pla.n for client .#?. dated 7/8/21, SdiRiEtsrad. ‘

which indicated that client #2 exhibits the DHSF?‘ . Me Ltal H ‘
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following target behaviors: toileting accidents,
refusal, self-injurious behaviors (SIBs), ingesting
items and uncooked food (impulsively and -2/21/22
rapidly), grabbing and eating uncooked food, Byed/ol
removing cooked food from hot pots and eating it,
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards 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

iays following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of carrection is requisite to continued

Jrogram participation.
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urination/defecating on clothes, destroying
clothing, disrobing in public areas and disruptive
vocalizations.

Interview with the facility nurse on 12/21/21
verified that client #2 should not have been left
unattended in the medication room. Interview
with the qualified intellectual disabilities
professional (QIDP) and nurse confirmed that
medications should remain locked at all times
unless medication administration is being
performed.

W 436 | SPACE AND EQUIPMENT W 436
CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by:

Based on observations, record review and
interview, the facility failed to provide teaching
relative to eyeglasses for 1 non-sampled client
(#1). The finding is:

Observations in the group home on 12/21/21
from 6:30 AM to 8:30 AM revealed client #1 to
participate in various activities including to get
dressed, make his bed, help with meal
preparation, set the dining table, participate in a
letter activity and to participate in the breakfast
meal. At no point during the observation period
was client #1 prompted to wear his eyeglasses.

Review of the record on 12/21/21 for client #1
revealed a person-centered plan (PCP) dated
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5/3/21. Continued review of the record for client
#1 revealed a vision consult dated 3/24/21 which
listed the following diagnosis: Hyperopia,
Presbyopia, blepharitis and nuclear sclerosis.
Review of the vision consult revealed that client
#1 wears eyeglasses throughout the day. Staff
should prompt client #1 to wear eyeglasses and
maintain good repair.

Interview with the facility nurse on 12/21//21
verified that client #1 usually wears his
eyeglasses with no issues. Interview with the
qualified intellectual disabilities professional
(QIDP) verified that client #1 is easily redirected
to wear his eyeglasses with no problems. Further
interview with the nurse and QIDP confirmed that
staff should prompt client #1 to wear his
eyeglasses during the day as prescribed.

W 436

Team will meet to discuss the

use of client #1's eye glasses.

The Habilitation Specialist will
in-service staff as a result of

team meeting. Qualified Professional
will revise Personal Care

Plan to include the results of

the meeting. Clinical team will
monitor 2xs a week for a period

of four weeks through interaction

assessmentstoensure—client

is wearing eye glasses as
prescribed. In the future, the
Qualified Professional will ensure
client #1 and all people supported
are afforded training to use any

adaptive devices as prescribed.

By: 2/21/22
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