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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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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 reviews and
interviews the facility failed to assure client #2
was provided with a CPAP and had training to
utilize her CPAP before discontinuing it. This
affected 1 of 3 audit clients (#2). The finding is:

| Client #2's CPAP was discontinued without

training.

During observations on the morning of 7/26/19

| client #2 did not have a CPAP machine in her

room.

| Interview on 7/26/19 with client #2 confirmed she

did not have a CPAP and that she would like to
have one and would try to use it. She did not

| know why they had taken it away from her.

| Record review on 7/26/19 revealed client #2's
| individual program plan dated 9/24/18 which
“noted that a CPAP was discontinued by the

provider "due to non-use." There was no other
documentation about efforts to have client #2
utillize the CPAP.

Interview with the QIDP (qualified intellectual
disabilities professional) on 7/26/19 confirmed
that the CPAP was discontinued and there was

WHb

The facility will ensure that all
clients are taught to use and make
informed choices about the use of
any adaptive devices identified by
the interdisciplinary team as
needed by client.

The Nursing staff will ensure that
all medically necessary adaptive
devices for clients are obtained
and utilized per
physicians/occupational
therapist/physical
therapist/speech therapist order
and any other medical personnel
as needed. Client #2 will be
scheduled with doctor to
determine CPAP need and usage.
In service on machine usage will be
provided by CPAP staff and CI
nurses. Manager and Nursing staff
will monitor usage daily.
Habilitation Specialist will develop
goal to assist client #2 in using
equipment as ordered and to
ensure that client is able to utilized
the machine as independently as
possible. Clinical Supervisor will
monitor monthly.
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August 8, 2019

Ms. Melissa Bryant, Director S g 2
80 Alliance Dri?/{e DHSR - Mental Health
Whiteville, NC 28472
Re:  Recertification Completed 7/26/19

Strawberry Residential, 303 North Howard Street, Chadbourn, NC 28431Lic. & Cert, Section

Provider Number:34G231

E-mail Address: swilliams@communityinnovations.com,

mbryant@communityinnovagtins.com

Dear Ms. Bryant:

Thank you for the cooperation and courtesy extended during the recertification survey
completed 7/26/19. This survey was required for continued participation in the Medicaid

program.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form (CMS-
2567). The purpose of the Statement of Deficiencies is to provide you with specific details of the
practice(s) that do not comply with regulations. You must develop one Plan of Correction that
addresses each deficiency listed on the CMS-2567 form and return it to our office within ten
days of receipt of this letter. Below you will find details of the type of deficiencies found, the
time frames for compliance and what to include in the Plan of Correction.

Type of Deficiencies Found
e Standard level deficiencies were cited.

Time Frames for Compliance
e Standard level deficiencies must be corrected within 60 days from the exit of the

survey, which is Sept 24, 2019.

What to include in the Plan of Correction
» Indicate what measures will be put in place to correct the deficient area of practice (i.e.
changes in policy and procedure, staff training, changes in staffing patterns, etc.).
o Indicate what measures will be put in place to prevent the problem from occurring again.
e Indicate who will monitor the situation to ensure it will not occur again.
 Indicate how often the monitoring will take place.
e Sign and date the bottom of the first page of the CMS-2567 Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your
records. Please do not include confidential information in your plan of correction and

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES + DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 276938-2718
www.ncdhhs.gov/dhsr « TEL: 919-855-3795 « FAX: 919-715-8078
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