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W 000 INITIAL COMMENTS W 000

 A complaint survey was conducted during the 
recertification survey on 7/10 - 7/11/23 for intake 
#NC00203190. The complaint was not 
substantiated and did not result in any 
deficiencies.

 

W 288 MGMT OF INAPPROPRIATE CLIENT 
BEHAVIOR
CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client 
behavior must never be used as a substitute for 
an active treatment program.
This STANDARD  is not met as evidenced by:

W 288

 Based on observations, record review and 
interviews, the facility failed to ensure a technique 
to manage inappropriate behaviors was included 
in a formal active treatment plan. This affected 1 
of 3 audit clients (#1).  The finding is:

During morning observations in the home on 
7/11/23 at 8:25am, Staff A retrieved a small tablet 
from a cabinet in the office area and gave it to 
client #1 as she sat on the couch. 

Immediate interview with Staff A revealed the 
tablet belongs to client #1 and her tablet is kept in 
a file cabinet in the office to keep it from getting 
damaged.

Additional interview on 7/11/23 with the Site 
Supervisor (SS) and Qualified Intellectual 
Disabilities Professional (QIDP) indicated a client 
who used to live at the home would take client's 
tablets and break them. Further interview 
revealed client's tablets were kept in the cabinet 
to keep the former client from damaging them.
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W 288 Continued From page 1 W 288
Review on 7/10/23 of client #1's record did not 
indicate her tablet should be kept out of her room 
due to the behaviors of other clients in the home.

W 369 DRUG ADMINISTRATION
CFR(s): 483.460(k)(2)

The system for drug administration must assure 
that all drugs, including those that are 
self-administered, are administered without error.
This STANDARD  is not met as evidenced by:

W 369

 Based on observations, record review and 
interviews, the facility failed to ensure all 
medications were administered without error. 
This affected 1 of 3 clients (#1) observed 
receiving medications. The finding is:

During morning observations of medication 
administration in the home on 7/11/23 at 7:00am, 
client #1 ingested Miralax powder, Vitafusion, 
Nortrel, Atarax, Latuda, Zyprexa, Lithium, 
Synthroid, Inderal, Depakote, Cogentin and 
Saphris. The client was also assisted to use 
Periguard mouth rinse.  No other medications or 
treatments were administered.

Review on 7/11/23 of client #1's most current 
physician's orders revealed an order for Flonase 
50mcg spray, use 2 sprays in each nostril once 
daily at 7am.

Interview on 7/11/23 with the facility's nurse 
confirmed client #1 should have received Flonase 
spray during the 7:00am medication pass as 
indicated.
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