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The facility must ensure the rights of all clients.
Therefore, the facility must provide each client
with the opportunity for personal privacy.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to assure the right to
privacy and obtain written informed consent for 1
of 3 sampled clients (#3) related to use of an
audio monitor. The finding is:

Observations in the home on 1/15/19 at 8:20 AM
revealed an audio monitor receiver located on a
corner bookshelf next to a couch in the living
room. Continued observations revealed the
monitor was on, voices were heard coming from
the monitor, and 2 other clients sitting in the living
room during this time could overhear the voices
as well.

Interview on 1/15/19 at 8:21 AM with staff
revealed the audio monitor is for client #3 and is
used to monitor him to prevent falls. Further
interview revealed an audio monitor is stationed
in client #3's room and both audio monitors are
left on. Continued interview with staff, revealed he
had been in client #3's room along with client #3
minutes ago to assist the client with care needs.
Subsequent interview revealed the staff member
was unaware that everyone else in the living
room area could also hear the client care
conversation he had with client #3 during this
time as well.

Review on 1/15/19 of a facility record dated
/v\ on of a facility
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The team met to review all safety measures for
Client #3 and at this time the audio monitor will
not be utilized. The Chief Regulatory Officer will
inservice the QP to obtain written consent,
even if verbal consent obtained, for the audio
monitor if utilized for a safety measure for all
clients to ensure protection of client rights.
Staff will be inserviced to ensure the rights of all
clients if an audio monitor is implemented as a
safety measure for any clients. The QP will
notified the Chief Regulatory Officer and/ or
designee if implementation of audio monitor to
ensure follow up to ensure written consent is
obtained. This will be monitored by the team
conducting annual chart reviews.
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9/6/18 documents the addition of a baby monitor
in 2/18 to ensure the safety of client #3 in the
home. In addition, review of a facility record dated
12/19/18 documents other safety measures
regarding client #3 to include securing a dresser
to a wall.

Interview on 1/15/19 with the qualified intellectual
disabilities professional (QIDP) and subsequently
the Director of Quality Services verified the facility
added the baby monitor fo client #3's individual
support plan (ISP) in 2/18 as a safeguard to
prevent falls. Continued interviews revealed
client #3 had experienced falls during 8/18 and
one during 10/18 and the facility sought to further
enhance safeguards to protect client #3 from fails
with other safety measures including a bed pad
alarm, a safety floor mat and a motion detector
sensor for his bedroom door.

Interview on 1/15/19 with the QIDP confirmed the
baby audio monitor for client #3 should not be left
on in the living area where other clients and
possibly visitors could overhear interactions. The
QIDP and the Director of Quality Services also
confirmed there was no current written/informed
consent for the use of client #3's baby monitor.
INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(4)

The individual program plan states the specific
objectives necessary to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.

This STANDARD is not met as evidenced by:

W 129

W 227

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: SRGUM

Facility ID: 921401

If continuation sheet Page 2 of 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/22/2019
FORM APPROVED

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
34G164 B. WING 01/15/2019

NAME OF PROVIDER OR SUPPLIER

A JACK WALL GROUP HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
1213 MOSS SPRINGS ROAD
ALBEMARLE, NC 28001

sampled clients (#4) failed to include objective
training to address identified needs relative to
promoting self-independence as evidenced by
observations, interview and review of records.
The finding is:

Client #4 did not participate in activities to
promote increased engagement,
self-independence.

Observation at the group home on 1/14/19 at
1:30 PM revealed client #4 swept the home's
dining area floor. Further observations at the
home on 1/14/19 from 3:30 PM - 4:30 PM
revealed client #4 sat in the living room area
watching TV and participated in a sensory activity
for 20 minutes. Continued observations from 4:40
PM - 5:10 PM revealed client #4 was in his room
with the door closed and out of his room briefly
for medications only to return immediately to his
room after receiving his medications. Subsequent
observations at 5:20 PM revealed client #4 to
come out of his room, sit at his dining table place
setting, and wait to eat his meal. While staff did
ask client #4 to participate in chore activities,
client #4 refused and remained in his room.

Morning observations at the group home on
1/15/19 from 6:45 AM - 7:05 AM client #4 was
noted to be in his room. Further observations
revealed client #4 to exit his room at 7:10 AM to
eat breakfast, and finish eating at 7:35 AM.
Continued observations revealed client #4
returned to his room at 8:00 AM.

Interviews on 1/14/19 with staff (2) revealed client
#4 frequently remains in his room. Further
interviews on 1/15/19 with staff (2) revealed client
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The team will meet to discuss Client #4 in
developing a plan by reviewing the ISP to
encburage participation in activity to promote
increased engagement, self-independence. The
team will review Client #4 BSP plan to make
changes as warranted. The QP will inservice
staff on changes. All clients ISP, programs, BSP
and schedules will be reviewed to ensure
participation in activities to promote increase
engagement and self-independence. The QP
will inservice staff on all ISP, goals, BSP, and
schedules. The QP will be inservice by the Chief
Regulatory Officer to have future ISP plans to
include goals to be reviewed prior to
implementation. The Chief Regulatory Officer
will monitor over the next year to ensure
review of all clients plans to ensure plans are
developed to encourage participation in
activities to promote increase engagement and
self-independence. The QP and Manager will
conduct weekly observations in the home to

ensure clients are encourage participation in
activities to promote increase engagement and
self-independence for at least 2 months or until
the issue is resolved.
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#4 prefers to remain in his room and has
vocational activities at the home scheduled from
9:30 AM - 10:30 AM as evidenced by client #4's
daily schedule posted on a physical clipboard
located on a table in the living room.

Review on 1/15/19 of client #4's ISP dated
9/27/18 revealed the following need/preference
assessments: enjoys walking in local park,
playing bingo game, arts & crafts, skating, variety
of music and dancing sometimes, reading
comics, looking at coupons, community outings.
Continued review revealed "[Client #4] will
continue to receive regular formal training
opportunities to assist in the kitchen, participating
in various simple meal preparation activities to
increase his skills in this area.”

Review on 1/15/19 of goals for client #4 revealed
objectives for brush teeth, complete chores,
participate in meal preparation, money skill
activity, medication administration participation,
display 0 aggression against self/others/property,
useffollow written transition schedule, focus on
tasks and select a healthy snack.

Review on 1/15/19 of client #4's behavior support
plan (BSP) effective date 11/18 identified
preventive measures for staff to use to interact
with him as "...for increasing participation staff
should bring simple activities to [client #4] and
use object, gesture and hand-over-hand, or
verbal prompts to assist him with participation. As
soon as he participates in an activity, give him
reward of a favored activity (positive attention,
etc.)."

Interview on 1/15/19 with the qualified intellectual

disabilities professional (QIDP) and the group

W 227
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other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:

Based on observation and interview, nursing
services failed to assure staff were trained as
needed in appropriate health methods during
medication administration. The findings are:

A. Observation of morning medication
administration on 1/15/19 at 7:05 AM revealed
staff assisting client #1 with punching out his pill
packs of medications consisting of Vitamin D,
Naltrexone, Risperidone, Topiramate,
Hydrocortisone, Certavite, Tegretol XR,
Omeprazole, and Levetiracetam into a clear
medication dispenser box unit. Further
observations revealed within the clear medication
dispenser box unit was a conical shaped
apparatus where the punched pills were
supposed to fall into the medication cup located
underneath. Continued observations revealed
much of client #1's punched pills fell within the
inside compartments of the medication dispenser
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home manager verified client #4 is in need of
more goals to promote increased engagement in
self-independence activities. Further interview on
1/15/19 with the QIDP revealed client #4 enjoys
his iPad; however, the iPad is currently being
repaired.
W 340 | NURSING SERVICES W 340
CFR(s): 483.460(c)(5)(i
(s) ()(5)() W340
Nursing services must include implementing with A

and B. The team will meet to evaluate B9
the effectiveness of the box unit being
used as part of medications
administration. The QP and Nurse will
evaluate Client #1 and Client #5 in the
area of medications participation. The
QP and Nurse will review all
Medications administration
assessments for all individuals to
determine that appropriate health
methods during medication
administration occur. Staff will be
inserviced by nursing that should have
obtained, use gloves and not bare
hands to retrieve the pills. The QP,
Manager and/or nurse will conduct
weekly medications observations for 2
months or until the issue is resolved.
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box unit instead of into the medication cup and
the medication technician retrieved the pills into
the bare palm of her hand, placed the pills into a
medication cup and administered them to client
#1.

B. Observation of morning medication
administration on 1/15/19 at 7:35 AM revealed
staff assisting client #5 with punching out his pill
pack of medications consisting of Divalproex DR,
Fish Oil, Folbic, Lamotrigine, Zonisamide, and
Topiramate. Further observations revealed many
of his pills fell within the inside compartments of
the medication dispenser box unit instead of into
the medication cup and the medication technician
retrieved the pills into the bare palm of her hand,
placed the pills into a medication cup and
administered them to client #5.

Interview on 1/15/19 at 7:40 AM with the involved
medication technician revealed pills often fall
within the inside compartments of the medication
dispenser box unit and it is a problem. Further
interview revealed she has informed supervisory
staff of this problem.

Interview on 1/15/19 at 7:47 AM with another staff
revealed there are times when you will need to
shake the medication dispenser box unit to get
the pills to fall into the medication cup and this is
not a frequent problem.

Interview on 1/15/19 with the home manager
revealed staff should have put gloves on first
before she retrieved the pills and the home
manger verified gloves were present in the
medication area for staff use. Further interview
revealed all staff are trained to properly
administer medications to clients. Continued
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interview on 1/15/19 with the qualified intellectual
disabilities professional (QIDP)on 1/15/19
revealed staff should have obtained and used
gloves and not her bare hands to retrieve the
pills.
W 455 | INFECTION CONTROL W 455
CFR(s): 483.470(I)(1)
There must be an active program for the
prevention, control, and investigation of infection W455
and communicable diseases. 3 -1 Qf{oj
The QP and Nurse will inservice the
T;HS SdTANDbARD It§ not mzt _a? eV_ldean: bfy: ity staff on prevention, control and
ased on observations and interviews, the facili : s . .
failed to ensure a sanitary environment was Investlgajclon of infection and
provided to avoid transmission of possible communicable diseases. Inservice will
infection and prevent possible include to ensure precautions are taken
cross-contammap‘on. While this |m.med|ate.ly to promote client health and preven t
affected 2 of 6 clients (#1 and #5), it potentially ossibl L )
affects all 6 clients residing in the home. The possible cross- contamination during
findings are: medication administration. Please refer
to W340 for additional POC.
Precautions were not taken to promote client
health and prevent possible cross-contamination
during medication administration.
A. Observation of morning medication
administration on 1/15/19 at 7:05 AM revealed
staff assisting client #1 with punching out his pill
packs of medications consisting of Vitamin D,
Naltrexone, Risperidone, Topiramate,
Hydrocortisone, Certavite, Tegretol XR,
Omeprazole, and Levetiracetam into a clear
medication dispenser box unit. Further
observations revealed within the clear medication
dispenser box unit was a conical shaped
apparatus where the punched pills were
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interview on 1/15/19 with the qualified intellectual
disabilities professional (QIDP) on 1/15/19
revealed staff should have obtained and used
gloves and not her bare hands o retrieve the
pills.
W 455 | INFECTION CONTROL. W 455
CFR(s): 483.470(I)(1)
There must be an active program for the
prevention, control, and investigation of infection W455

and communicable diseases.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure a sanitary environment was
provided to avoid transmission of possible
infection and prevent possible
cross-contamination. While this immediately
affected 2 of 6 clients (#1 and #5), it potentially
affects all 6 clients residing in the home. The
findings are:

Precautions were not taken to promote client
health and prevent possible cross-contamination
during medication administration.

A. Observation of morning medication
administration on 1/15/19 at 7:05 AM revealed
staff assisting client #1 with punching out his pill
packs of medications consisting of Vitamin D,
Naltrexone, Risperidone, Topiramate,
Hydrocortisone, Certavite, Tegretol XR,
Omeprazole, and Levetiracetam into a clear
medication dispenser box unit. Further
cbservations revealed within the clear medication
dispenser box unit was a conical shaped
apparatus where the punched pills were

The QP and Nurse will inservice the
staff on prevention, control and
investigation of infection and
communicable diseases. Inservice will
include to ensure precautions are taken
to promote client health and prevent
possible cross- contamination during
medication administration. Please refer
to W340 for additional POC.
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supposed fo fall into the medication cup located
underneath. Continued observations revealed
much of client #1's punched pills fell within the
inside compartments of the medication dispenser
box unit instead of into the medication cup and
the medication technician retrieved the pills into
the bare palm of her hand, placed the pills into a
medication cup and administered them to client
#1.

B. Observation of morning medication
administration on 1/15/19 at 7:35 AM revealed
staff assisting client #5 with punching out his pill
pack of medications consisting of Divalproex DR,
Fish Oil, Folbic, Lamotrigine, Zonisamide, and
Topiramate. Further observations revealed many
of his pills fell within the inside compartments of
the medication dispenser box unit instead of into
the medication cup and the medication technician
retrieved the pills into the bare palm of her hand,
placed the pills into a medication cup and
administered them to client #5.

Interview on 1/15/19 at 7:40 AM with the involved
medication technician revealed pills often fall
within the inside compartments of the medication
dispenser box unit and it is a problem. Further
interview revealed she has informed supervisory
staff of this problem.

Interview on 1/15/19 at 7:47 AM with another staff
revealed there are times when you will need to
shake the medication dispenser box unit to get
the pills to fall into the medication cup and this is
not a frequent problem.

Interview on 1/15/19 with the home manager
revealed staff should have put gloves on first
before she retrieved the pills and the home
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manger verified gloves were present in the
medication area for staff use. Further interview
revealed all staff are trained to properly
administer medications to clients. Continued
interview on 1/15/19 with the qualified intellectual
disabilities professional (QIDP) on 1/15/19
revealed staff should have obtained and used
gloves and not her bare hands to retrieve the
pills. In addition, the QIDP verified all staff are
properly trained to safely administer medication to
clients.
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