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W 210 | INDIVIDUAL PROGRAM PLAN W 210 (The interdisciplinary team will ensure
CFR(s): 483.440(c)(3) all evaluatiorg, to inchyde i o/15/2018
. o examinations, are campleted within the
Within 30 days after admission, the first 30 days of any person moving into
interdisciplinary team must perform accurate the residerce of Walmit Cresk. Prior to
cupplement the preiminary evalusion conducied ecilssion e as soon as the 10C hes
supplemen ion con p .
prior to admission. been approved,.l\hrsmg will schedule all
necessary appointments. In the event,
Nursing faces challerges with the medical
provider not having ava:Llabﬂ.lty within
This STANDARD is not met as evidenced by: the 30 day time period, nursing will
Based on record review and interview, the facility mede documentation of such challenges
failed to obtain a needed hearing evaluation for 1 in the rursing mtes that will became
of 4 newly admitted clients (#2) no later than 30 pert of the person's record.
days after admission. The finding is:
QP and/or Social Worker will monitor to
The facility failed to obtain a hearing examination determine that all evaluations are campléted
for client #2 in a timely manner. within thirty days of admssmns through
campletion of the 's Admissions
Review on 4/18/18 of client #2's individual (hecklist (Form #7030). Docurentation
program plan (IPP) dated 5/10/17 revealed he of this checklist begins dLD'JIlg the
was admitted to the facility on 4/11/17. Further SC]’.‘GEI‘]]I?g s ad erds after thirty
review of client #2's record revealed a hearing days ERFRS “%H"ltczi f"edlth
examination dated 6/12/17.
During an interview on 4/18/18, the director of [ 1 70 B
nursing (DON) confirmed client #2's hearing .
examination was not done within 30 days of Lic. & Cert. Section
admission.
W 350 | DENTAL SERVICES W 350 | After each person's dental examination
CFR(s): 483.460(e)(3) the team mplielrlssewav all ratings. For 0/15/2018
N _ ' o those people with "less than good' rating,
The facility must provide education and training in the team will determine the next course
the maintenance of oral health. of action to inprove the oral status of
each person. The team will consider if
This STANDARD is not met as evidenced by: the g[.fisifn 13 resi ]S]tlvefto Uoo] th brgsh—
Based on record review and staff interviews, the e s 3 o S0, . P traml'ng
facility failed to ensure adequate training and/or or guidelires to improve the person's
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ) TITLE (X6) DATE
Boicdio i 9ppdws) O dreria Lo far) 4-20-18

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
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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education was provided for the maintenance of
good oral health for 1 of 8 audit clients (#30) The
finding is:

Client #30 had no evidence of education or new
fraining to address deteriorating dental status.

Review on 4/18/18 of client #30's record revealed
he was seen by the Dentist on 11/18/16 and
received a "Poor Oral Hygiene rating" with
recommendations fo "Increase brushing.”

Interview on 4/18/18 with the Facility Social
Worker revealed the Dentist was contacted after
client #30's dental visit on 11/18/16. Further
interview revealed the Dental Hygienist visited the
facility on 2/3/17 to provide training to staff on
better toothbrushing techniques. The Social
worker for the facility provided several inservice
sheets which indicated all staff received inservice
training.

Review on 4/18/18 of client #30's dental visit on
10/6/17 revealed he received a full mouth
debridment with fluoride treatment and received
an oral hygiene rating of "Poor".

Review on 4/18/18 of client #30's Individual
Program Plan (IPP) dated 1/18/18 revealed no
written training programs for toothbrushing.
Further review of the IPP revealed, "Doesn't like
toothbrushing but will tolerate it sometimes."

Interview on 4/18/18 with the Qualified Intellectual
Disabilities Professional (QIDP) revealed client
#30 depends on direct care staff for all of his
personal hygiene needs and adult daily living
skills (ADL). Further interview revealed there has
been no additional inservice training completed

will also determine if staff are provid-
ing proper tooth brushing techniques and
if staff are mot competent, they will
receive education on how to properly
hegsﬁt the maintenance of good oral

to provide edicational training to staff
which will include a damonstration of
proper tooth brushing techniques.
Regarding client #30, a fomal training

tolerance to tooth brushing. The best
ethod of instruction will be determined
after observations of the tooth brushing
ectivity. The QP, Cocupational Therapist
ard Hebilitation Specialist will work
together to develop this formal training
objective.

Monitoring to determine if the team has
addressed each person's oral hygiene
needs will ocour through monthly medical
record reviews (each person receives a
review every six months) campleted by
Nursing. Additional monitoring will
becur through tooth brushing observations
carpleted by either of the following; (P,
Narsing, Social Worker, or Administrator.
Documentation of these dbservations will
e maintained for review at the facility'
onthly internal quality assurance
feetings. One observation each month will
be campleted for all pecple with "poor"

The team has scheduled a dental hygienist

objective will be implemented to increase

Ul

ratings. (ne observations every three
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HEALTH SEVICE, LLC

April 27,2018

Ms. Sherri Capps, RN/Nurse Consultant |

Mental Health Licensure and Certification Section
Division of Health Service Regulation

2718 Mail Service Center

Raleigh, North Carolina 27699-2718

RE: Plan of Correction for Annual Recertification Survey completed April 18, 2018
Walnut Creek, 5709 U.S. Hwy 70 East, Goldsboro, NC 27534

MHL# 096-009

Dear Ms. Capps:

Enclosed is the Plan of Correction for the tags cited during the recent recertification survey at Walnut Creek.

Please do not hesitate to call if you have questions regarding this matter.

Sincerely,

Endw Lo Lard

Linda Woodard

Administrator

Enclosures

Walnut Creek
5709 US 70 East * Goldsboro, NC 27534
919.778.3524 Voice 919.778.9619 Fax



