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W 130 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.  

Therefore, the facility must ensure privacy during 

treatment and care of personal needs.

This STANDARD  is not met as evidenced by:

W 130

 Based on observation and interview the facility 

failed to assure privacy was maintained for 2 of 6 

clients (#3 and #4). The findings are:  

A.  Observation on 8/7/18 at 7:55 AM revealed 

staff to assist client #3 into his room.  Staff was 

observed to ask client #3 if the client would 

change his shirt in preparing the client to leave for 

the day program.  Additional observation revealed 

staff to assist client #3 with changing his shirt 

while leaving his bedroom door open visible for 

anyone, including this surveyor to observe the 

client while changing.  

B.  Observation on 8/7/18 at 7:58 AM revealed 

staff to assist client #4 with entering his room and 

prompting the client with the need to change his 

pants before leaving for the day placement 

program.  Staff was further observed to leave the 

bedroom door of client #4 open  while changing 

the client's pants, allowing the client to be visible 

to all including this surveyor while changing the 

client's pants.  

Interview with the facility qualified intellectual 

disabilities professional (QIDP) revealed staff 

should have closed the bedroom doors of clients 

#3 and #4 while assisting each client with 

changing clothing.  Further interview with the 

QIDP verified staff are provided privacy training 

relative to client rights to privacy when each staff 
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W 130 Continued From page 1 W 130

is hired and staff could benefit from additional 

training due to survey observations.

W 331 NURSING SERVICES

CFR(s): 483.460(c)

The facility must provide clients with nursing 

services in accordance with their needs.

This STANDARD  is not met as evidenced by:

W 331

 Based on observation, review of the records, and 

staff interview, nursing services failed to address 

medical recommendations for 1 of 6 clients (#2) 

relative to a gait belt.  The finding is:

Observation throughout the 8/6-7/18 survey 

revealed client #2 to wear a gait belt and be 

assisted by staff with ambulation with staff holding 

loops attached to the back of the client's gait belt.  

Observation in the group home on 8/7/18 at 7:00 

AM revealed this surveyor to be in the facility 

medication room observing a medication pass for 

client #3.  During the observation, staff entered 

the medication room and informed this surveyor 

that client #2 had fallen and nursing had directed 

the client be taken to the emergency room for 

medical evaluation due to a abrasion to the head 

as a result of the fall.  Interview with staff 

revealed client #2 to have multiple falls over the 

past few months.  Observation of client #2 before 

transport to the hospital for medical treatment 

revealed the client to seem oriented, aware of 

injury by pointing to his head and with calm 

demeanor. 

Review of client #2's record on 8/7/18 revealed a 

neurology consult on 7/25/17 with a 

recommendation: gait belt needed for safety.  A 
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W 331 Continued From page 2 W 331

review of facility incident reports over the review 

year revealed client #2 to have documented falls 

on 9/18/17, 12/27/17, 3/18/18, 3/25/18, 4/5/18 

and 5/19/18.  A review of medical treatment after 

each fall revealed no further medical treatment 

necessary with exception of the fall on 5/19/18.  

Review of a 6/5/18 physical therapy (PT) consult 

revealed during the 5/19/18 fall, client #2 acquired 

a maxillary fracture and left orbital fracture bleed. 

Additional review of medical reports revealed 

injuries acquired during the 5/19/18 fall to resolve 

with no further treatment needed.  Further review 

of the 6/5/18 PT consult revealed 

recommendations for client #2 to continue an in 

shoe lift and the use of a gait belt during the day 

due to a history of falls.  The 6/5/18 PT consult 

further revealed the client to be at a moderate to 

high risk for falls in the future.  Review of nursing 

notes for client #2 over the review year verified 

falls indicated in the facility incident reports and a 

nursing note on 6/21/18 revealed: "Gait belt 

recommended by OT.  Gait belt ordered."

Interview with the facility nurse revealed client #2 

had started wearing a gait belt per the 6/5/18 

recommendation by the physical therapist.  

Further interview with the facility nurse revealed 

she did not know a recommendation had been 

made by the neurologist in 7/25/17 relative to a 

gait belt due to not being employed by the facility 

at that time. Interview with administration staff 

revealed there had been changes in the nursing 

oversight and the neurology recommendation had 

been overlooked.  Additional interview with the 

facility nurse verified client #2 should have had a 

gait belt furnished as of the 7/25/17 neurology 

consult.  The facility nurse further verified client 

#2 had fallen seven times since the 7/25/17 gait 

belt recommendation, to include the fall on the 

FORM CMS-2567(02-99) Previous Versions Obsolete RLXD11Event ID: Facility ID: 921514 If continuation sheet Page  3 of 4



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/15/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

34G184 08/07/2018
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

3747 BON REA DRIVE
BON REA DRIVE GROUP HOME

CHARLOTTE, NC  28266

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 331 Continued From page 3 W 331

current survey day of 8/8/18. Subsequent 

interview revealed the facility protocol regarding 

head injuries related to falls require medical 

evaluation by the local emergency room or 

emergency clinic. Continued interview with the 

facility nurse further revealed there had been no 

formal guidelines implemented regarding the 

client's gait belt and no training had been 

provided to staff relative to the use of the client 's 

gait belt.
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