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W 125 ggggf%ga::m%: : |ENTS RIGHTS W 125 W125 This QP will contact
T ‘ Client #12s sister regarding 1/18/20
The fa : interest In bnomnipg fcgal
Th,refzm;m."?t ..'E:" a:;ﬂ,',g:?;e guerdian. Once his sister a y es'
individual clients to dxfeiss thelr rights ag cleess to becomne legal guardian thig QI
of the faclity, and aq citfzens of Ihe United States, will assist his sister with !
including the right to|filelcomplaints, and the right becoming guardian, In additjon
to due procags, tho QP will revicw guardianship
This STANDARD g mel-as evidenced by documentation for all clienisfio
Based on record and staff interviews, the make sure the correct
faclity falled 1o ensy 8l client #12 had a legal documentation is in the charg In
guardian. This affeg of 11 clients. The addition the team will mon
g ls: this issue during bi annual ciart
Chient #12 had no dogurtentaion of logs! fetlews
guardienship. a ’
Review of client #12' Marton 14/18/18 revealed
that guardianship wi a established. A further
review of the chart indicafed that client #2 hag
been hospitalized frorh 1.8 19-1/15/19 for an
“unlreatable urinary trhot bnfeclion (UTI)" and
again from 8/18/19.a/%0He for an UTI, On
0/30/18 the team agrieed 1o Increase clignt #12's
dosage of Thorazine 0 mg via tube fhree IVED
times a day, for explogivelbehaviars and
apitations. RECE
During interview with the| dualiied intefiectual DEC 06 2019
liities professiona) (] DR} on 11/18/18 she
shared that cllent #12" Br was deceased for DHSR-MH Licensure Sect
more than & year, The plis % sister had
exprassed an inerest th beoo Ing the guardian
but had not filed the reg dpaperwork. h
assistance had been offerd. The QIDP indicated
the last time she had df ’a ssad guardianship with
cllent #12's sisier was Wieh he was in the
hospital in Augusi, y' -
W 130 | PROTECTION OF }‘ NT TS W 130
LABORATORY DIRECTORS OR Pai TS EPRESE| [ i TITLE (XB}ONIE
. - % Adviishechs 12 | 4 e
- r which tha instit| be o I ling providing il s determined ihat
m uhg.nmr& provide m“;nmm.:al- nplhnh_nm.. {'atemiwmhﬁ Exnapt for:nu;“h% honm,m m:n n:ﬂ"ﬂ:’ﬂfwﬂﬂ abova :l’E sclosable 80 days
gbwhglhed:":x.m;eywuﬁqrmmt of corteclion ks prvided, For nursing homes, Ihe above findings and plans of correction bre disciosable 14
ye 958 dotitmenis

jd avaliable fo the fakity, i deficlancies ere ciled, an approved pian of corrsction fe tequ

lls to continues
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W 130 | Continued From page 1 ' W 130
CFR(s): 483.420(a)(7) | |
The facility must ensu rights of alf clients.
Therefore, the facility mistlensure privacy during
treatment and care of pérspnal needs.
This STANDARD s not|mgt as evidenced by: W130 The team wil] meef to
Based on observations review and discuss Client #8 and ajf dtients 1/18/20
interviews, the facility falled] to ensure privacy for Privacy skills on ensurj
2 of 11 audlt clients (#8 i #9) residing in the ng

home. The findings are

1. Client #8 was nct aff

home. ;

1

During evening observat
11/18/19 at 4.57pm, clie
bathroom, pullecd down

During in interview on 11/19
client #8 will close a bat
independently, for privag

behavior Inventory (ABI)|da
will close a bathroom dopr
privacy.

During an interview on 11/
intellectual disabilities prp
client #8 needs to verbally
bathroom door to ensure

5

2. Privacy was not afforde
rested in bed.

r&lfd privacy while in the

s in the home on
8 entered a

ed 3/7/19 revealed he

b privacy.

[for client #9 while he

#8's adaptive

terdependently for

ompted to close a

priv:.u‘:y when toileting,
.Habihtation Specialist wi]
implement g program to

client #8 and any other Clj
with a need in privacy duri
toileting, The Habilitation
Specialist wilj inservice sta
th program and ways to
Privacy and respect during
toileting. The Habilitatjon

for 3 months using formal
Program assessments, The (
HM, Hab, Spec., and/or LPN
monitor for privacy during
Interactions assessments.

privacy skills during toilet g for

T on
engure

Specialist will monitor weelJ[y

P,

will
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? DEFICIENGY)
W 130 | Continued From page 2 W 130
During observations at th facilfty on 11/18/19 at W130 The team will med} 1o
6:04 pm, client #2 had bedn sitting in lobby area, discuss Client #2 and all {lients i
when she got up from Hef khair and walked down who enter other Clients rdom /1820
the hali, pass the visitor bethroom and opened without permission. The Hap,
the first bedroom door on per left, without Spec. will implement a pr hgram
knocking. Staff E who wasin the den with the to address independence fhr
other clients, cbserved tlignt #2's in the hali and finding the correct bathrodm
hurriedly left the den ang ’!-— lled out to client #2, The Hab. Spec. will inservice
"let's use the bathroom s ;: eplace else.” Client staff on Client #2 progra
#2 was not redirected fion| the room and entered implementation and alf CJ ts
1o use the bathroom, alfhofigh the room was | with programs that addres] "
: . ; 5
- occupled by client #9, a|njale client. : independence for finding the
Review of client #2's adpp§ve behavior inventory ,S:g?tm' E}? QP will
(AB!) dated on 3/15/19 indicated that client #2 all Clients wh oL
had ne independence fgr fhding the correct Cli OIS Who enter other
bathroom. 'ents room without permpssion,
ﬂ_“’ QP, Hab. Spec., and H
During an interview with| Sthif A on 11/19/19, i will monitor weekly for 2 ronths
was revealed that client#|typically went to her during Interaction Assessmdnts,
bathroom or to the bathtoom of clients #9 and
#11.
During an interview with|the QIDP on 11/19/19, it
was revealed that client f#2|usuaily did a good job
going to bathroom indegeptently. QIDP
commented that client #2 Had been known to use
the bathroom in clients nd #11 room, without
knocking before entering fHeir room. QIDP stated
staff were expected tc iftaivene and redirect
client #2 from using othér dient's bathrooms, if
there was no urgent need|tb toilet.
W 240 | INDIVIDUAL PROGRA : W 240
CFR(s): 483.440(c)(6)i
The individual program plag must describe
relevant interventions to|s(ibport the individual
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| : DEFICIENCY)
W 240 i
ookt W240|  W240 The Habilitation Selcialist
oward independence. | wn_ll assess Client #2 and g
i _Cgents on skills to use theltoilet 1/18/20
This STANDARD is not|m4t as evidenced by: independently. The Hab. $pec.

Based on observations,
interviews, the facility fa
#2's individual program pl
information to support her|i
affected 1 of 11 clients.

I

Client #2's IPP did not i
support independent toil
During observations in the
12:50 pm, the door to clien
and she was laying in bed|
covering her body. Next iq
brown stain on the sheels)
was open and the light
was an used incontinence|
soiled pants on the floor|a
toilet seat. Minutes later
room, wearing the soile
bathroom floor that had
across the buttocks. Th
disabilities professional {Qll
the lobby, and brought cfi
where she cleaned her Up
Staff F.

|
|
An additional observat
allowed an opportunity
manager (HM) approachi
and asking to take hert
Afterwards, HM could b
room carrying an inconti

Record review on 11/19/1 ’
behavior inventory (ABI)|d

& finding is:

rd review and staff
o ensure that client
(IPP) included
dependence. This

information to

me on 11/18/18 at
2's room was ajar
ith a blanket partially
r hip was a farge
he bathroom door
still'on. On the fioor
rief, full of stool,
some stool on the
nt #2 exited her
it pants from the
ticeable brown stain
alified intellectual
P) found client #2 in
#2 back to her room,
ith the assistance of

11/19/19 at 8:25 am,
tch the house
client #2 in the lobby
r ropm to change.
en leaving client #2's
ce brief.

of client #2's adaptive
ed an 3/15/19 shared

skills to use the toilet

independently for Client #
all Clients. The QP will
the PCP for Client #2 and

skills to use the toilet
independently. The Hab.
lilet independently. The

weekly for 3 months using
Interaction Assessments,

will update the ABI to refl

HM, and Hab. Spec. will m
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PREFIX (EACH DEFICIENCY MUST|HE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC ufFThA IFYING INFORMATION) TAG CROSS-REFERENCED TO THE ABPROPRIATE DATE
i DEFICIENCY)
W 240 | Continued From page W 240
that client #2 was totally irfdependent with
daytime and nighttime bgwel and bladder cantrol
and partially independe ith wiping with tissue
after a bowel movement gnd urination and with
washing her hands after lgileting. In addition, the
nursing evaluation on &/1/]1 9 indicated that client
#2 was continent of bowgljand bladder
During an interview with tHe HM on 11/18/19, she
revealed that client #2 had intermittent
incantinence, but was ablé to recognize when she
needed o use the bath qm. She could walk to
the bathroom, sit on the S let independently, but
should be accompanieq i staff. Staff needed to
assist client #2 with wiping and should check on
client #2 while resting for|bileting assistance. HM
stated that client #2 wore lhcontinence briefs
because she had toileting ccidents
During an interview with $taff A on 11/19/19, she
revealed that she worked pvith client #2 most
evenings and stated fof thi: past month, client #2
has been having on ave ! , 2 foilel accidents a
night. Staff A acknowled g4 lhat client #2 was
capable of going to the . room by herself,
sitting on the toilet but ¥g Id forget to wipe. Client
#2 did not wait for staff g b company her to the
bathroom and was wegring "pull ups.” Staff A
mentioned that she could fell that client #2 had an
accident due to odor or vigible stain to her
clothing.
During an interview witl 1DP on 11/19/19, she
revealed that client #2 ¢ . not have a physzctan s
order to wear incontine \.. ¢ briefs and thal she did
not have accidents oftan|
W 249 | PROGRAM IMPLEMENTATION W 249
CFR(s): 483.440(dX1) | |
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As soon as the interdis
formulated a client's indi

This STANDARD is not
Based on observation, |

stihg of needed

sufficient number
® achievement of the
dividual program

gt as evidenced by

reviews, the facility failed

consisting of needed intg
identified in the individua

are;

1. Client #5's adaplive
were not followed.

the dining room using he

Review on 11/19/19 of ¢l
guidelines dated May 20

could fall out of the chai
forward...."

received a continuous agti

During afterncon observi '
11/18/19, at 12:26pm cligy

do not push her in the RIf

e treatment program
ntions and services
plogram plan (IPP) in

g |self administration of
ing guidelines and
fected 5 of 11 audit
t #15). The findings

ment guidelines

lidns in the home on
#5 was wheeled into

4fton Chair.

#5's Rifton chair
stated, "...7. Please
chair because she
the chair could tip

et

119119, the qualified
pfepsional stated client

W249 The team will meet fo
discuss Client #5 and all Clients
in regards to the use of anq
adaptive chair. The QP w
review all Client #5 and al
Clients PCPs in the area of
adaptive chair use. The P wilt
in-service the staff on Clicit #5
and ali Clients the use an
adaptive chair. The QP, Hab.
Spec., Home Manager, and PT
will conduct Interaction
Assessments weekly for 2
months.
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| 346030 B. WING 11/19/2019

NAME OF PROVIDER OR SUPPLIER ; STREET ADDRESS, CITY, STATE, ZIP CQDE

’ 126 ROBINHOOD LANE

SHERWOOD PARK HOME :
H : ABERDEEN, NC 28315
(X4) ID SUMMARY STATEMEN I F DEFICIENCIES [[s) PROVIDER'S PLAN OF CORRECTION {X%)
PREFIX (EACH DEFICIENCY MUST HBH PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHDULD BE COMPLETION
TAG REGULATORY OR LSC IDENYFYING INFORMATICON) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE

: DEFICIENCY)

W 248 | Continued From page 5 W 248

1/18720

FORM CMS-2567{0:2-88) Previous Versions Obaolell

Event ID:HW4B11

Faciity iD: 922570

If corflinuation sheet Page 6 of 21




Jan 23 2000 0314AM HP FaxSherwood Nursing 19109445638

page 9

|
i 2 4
DEPARTMENT OF HEALTH AND HUUMAN SERVICES pnggga AF:FJ'%SCFJ%!DIQS
CENTERS FOR MEDICARE & CAID SERVICES OMB NO. (938-0391_
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NAME OF PROVIDER OR SUPPLIER J STREET ADORESS, CITY, STATE, 2IP CODE T
126 ROBINHOOD LANE
SHERWOOD PARK H ‘
OME | ABERDEEN, NC 28315
(%4) 1D SUMMARY STATEMENT|@F DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MUST El_s PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHDULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
| DEFICIENCY)
W 249 | Continued From page 6 W 249
#5 is not suppose to be pughed while sitting in the
Rifton chair. 3
2. Client #5's dining guig eiines were not followed 5249 Th e team will meet fo o
During breakfast observatigns in the home on ; 'scus;,f lient #5 and all Clients
11/19/19 at 8:45am, client/#5 was observed T';]“’g § to dining guidelines.
ealing her cereal with her fihgers. Further € QP will review Client s and
observations revealed StaffA telling client #5 all Clients PCPs in the arealof
"slow down". Additional obgervations revealed dining. The Hab. Spec. wilj in-
Staff A assisting another|clignt at a different table service §taff on Client #5 ad al}
while she ate. Further opsgrvations revealed a Clients in the area of dinind. The
spoon at client #5's place stting. QP, Hab. Spec., and Home
_ I Manager will conduct week by
During an interview on 1}/1p/19, Staff A revealed Mealtime Assessments for ]
client #5 does not know igw to use a spoon, months.
Additional interview revepled client #5 prefers to
eal with her fingers and $hq will not use a spoon
when it is presented to her
Review on 11/19118 of clert #5's dining
guidelines dated 11/3/16|reyealed, ...[Client #5)
eats with her L hand using 4 built-up spoon. She
is resistive to hand over hard for scooping
therefore staff scoops thi feods for her.. Note:
Her plate is placed away fiqm her reach unless
finger foods are used. Adaptive items used...built
up spoon.”
Review on 11/18/18 of ckent #5's IPP dated
12/13/19 stated, "[Client §#5] eats with her left
hand using a built-up spaar]. She is resistive to
hand over hand for scooping therefore staff
scoops the foods for he urther review
revealed, "When eating |Client #5] has her plate
placed away from her uniess finger foods are
consumed. She uses a.|.byilt up spoon.”
Review on 11/18/19 of clery #5's adaptive
FORM CMS-2587(02-89) Previcus Versions Obwlult: Event I0: HW4B11 Faciiity ID: 822570 If corjtinuation sheet Page 7 of 21
|
i
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i DEFICIENCY)
W 249 | Continued From page 7 : W 249
behavior inventory (ABI) dned 8/15M19 stated she
has partial independence with using a spaon with
minimal spillage.
During 2n interview on 11/1B/19, the QIDP
revealed client #5 |5 now thiing to use a regular
spoon without any adaptivelfeatures. The QIDP
stated client #5's plate is| sl{ppose to be pushed
away from her unless sl eating finger foods.
W249 The team will meet 1/18/20

Review on 11/19/18 of
6/27/19 revealed, "[Clie
outfit for several days.
will be lost in the washer| &

get his clothe back after fthg
Staff can support [Client(#
washing my clothes."

Review on 11/19/19 of clief
5/3/18 revealed, "[Client j#
but he will wear the same
then several days in arg
him to change clothes ¢

i

bted to change his

s|lobserved wearing

1}] will wear the same
e fears that his clothes

slreturned to him. If he

sélhe thinks he will not

n shirt under a brown

d not retumed to him.
buld assure [Client

il bacome upset and
al review revealed,
same outfit every

have been washed.
] by assisting me with

t #11's ABI dated

] dress independently
lothes without washing
Staff need to prompt
nuausly.”

discuss Client #11 and all

Clients PCPs in the area of
dressing. The QP will i
staff on client #11 and all
in the area of choosing di
clothes to wear each day.
QP, Hab. Spec., and Home
Manager will conduct Inte
Assessments weekly for 3
months.
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W 249 | Continued From page 8 | W 249
During an interview on 1{f18/19, Staff B stated
client #11 will wear the sdie clothes every day
without changing them.| Fliriher interview
revealed staff need to englire client #11 he will
get his clothes back aft ey are washed.
Additional interview revedlpd client #11 will use
inapropriate language i ff are trying to redirect
him to change his clothing|after he is already
dressed
During an interview on 11/} 9/19, the QIDP stated
client #11 is very particylgr abaut his clothes and
it can be very hard for Hinto change his clothes
after he Is dressed. : '
) i 'W249 The Habilitation Spegialist
4. Client #8 was not prombted to flush the toilet. will assess Client #8 and all
; 7 . il Clients on skills to flush theftoilet 1/18/20
During evening observatiohs in the home on independently. The Hab. Sgec.
11/18/19 at 4:57pm, clign] 8 entered a will update the ABI to refl
bathroom, pulled down fig|pants and sat on the skills to flush the toilet
toilet. Further observatipng revealed client #8 independently for Client #8 hnd
exiting the bathroom at #:88pm without flushing i °'?;°“ T);1 QP will
the toilet. B Cinnr. BIRe Wi g
the PCP to include informatjon
Review on 11/18/19 of did§t #8's ABI dated on ekille to flush the toilet
3/7/19 revealed he is tofally independent with independently for Client #8 pnd

flushing the toilet.

During an interview on 1
client #8 will flush the to

During an interview on 1
to flush the toilet.

5. Clients #8 and #11d
after toileting.

a. During evening obs

111919, Staff A stated

on his own.

O

1449/19, the QIDP

revealed client #8 needs tpbe verbally prompted

rjot wash their hands

ations in the home on

all Clients. The Hab. Spec. pill
inservice staff on Client #8 §nd
all Clients skills to reflect siills
to flush the toilet independefitly.
The QP, HM, and Hab. Speg.

will monitor weekly for 3
using Interaction Assessmetts.
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W 248 | Continued From page | W 249
11/18/18 at 4:57pm, client ¥8 entered a
bathreom, pulled down hi ts and sat on the L : 0
toilet. Further observatipng revealed ciient #8 W249 The Habilitation Spqcialist 11872
exiting the bathroom at #:6Bpm without washing will assess Client #8, #11 and all
his hands. Clients on washing their hands
‘ after toileting. The Hab. Spec.
Review on 11/19/19 of #8's ABI dated will update the ABI for Clignt
3/7/19 revealed he is to independent with #8, #11, and all Clients to mpflect
washing his hands after g the toilet. skills to wash hands after

During an interview on 1
his hands after toileting.
During an interview on 1
his hands.

b. During evening absen

client #8 needs to be vef

client #8 needs to be ver

[1149/19, Staff A revealed
‘ ly prompted to wash

1;?19, the QIDP stated
ly prompted to wash

ticns in the home on

11/18/19 at 5.05 pm, clie
C that he needed fo use
bathroom, flushed toilet,
bathroom without washi

washing hands after usi

During an Interview on 1
previously ohserved clie

remembered to wash
that cllent #11 at times

hand sanitizer.

medications.

Review on 11/19/19 of cii
6/27/19 revealed that tofal

bathroom with a paper ¢

his hands and would ned

| #11 indicated {o Staff
9 bathroom, went into
and then exited the

l is hands.

L

et #11's ABI dated
independent with

he toilet.

/19, the QIDP had

11 to exit the

{, when he

. The QIDP indicated

ed reminders to wash
be redirected to use

\.;
|

6. The med techs did nof ¢gnsistently involve
clients #14 and #15 in s¢

tadministration of their

toileting. The QP will upc:fe the
PCP to include information{on
skills to wash hands after
toileting for Client #8, #11,Jand
all Clients. The Hab. Spec)will
inscrvice staff on Client #8)#11,
and all Clients to reflect skills to
wash hands after toileting. [The
QP, HM, and Hab. Spec. wlll
monitor weekly for 3 montijs
using Interaction Assessmefts.
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W 249 | Continued From page 10 | W 249
a. During observations oh fi[l/18/19 from .
4:47-4:53 pm of medication|administration, Staff ;::.iﬂ“:;wfl‘”gl.“’“’ s ol
C popped the pill (Divalp[ogix Tab 500 mg) from e k § Tor Chent #14,
blister pack and placed gilljih plastic sleeve, then 15, and all Clients. Thet 1/18/20
crushed the pill without any pssistance from client will meet to discuss Client 414,
#15, Staff C also removeld [dpplesauce container #15 and all Clients in regardf to
from the refrigerator and|s¢poped contents into a independence during medication
small med cup, adding ed pill and stirred administration. The QP wil
medicine for client #15. If gHdition, Staff C took a review Clients #14, #15, andall
water pitcher and poured g fup of water for client Clients PCPs in the area of
#15 without her assistange find took the spoon medication administration sHills.
and placed it in client #1 outh so that she The RN/LPN will in-servicefthe
could ingest the medication| Then Staff C staff on Client #14, #15, andlail
provided hand over hand agsistance to hoid the Clients that can independent
cup so that client #15 could jdrink. participate in medication
: administration. Th A \
Review on 11/19/19 of clien] #15's annual nursing o QP H
; G and Nursing will monitor wepkly
evaluation dated on 8/2/19|that client #15 could for 3 tromiths digs .
. uring Medicatjon
use hand over hand assistahce fo punch out Administration Ob sttty
meds. A further review of thk IPP dated 8/22/19, p—— "”"d. o
revealed that she can hold|¢up and drink from a ensure staft follow medication
straw. Staff working with hef on self administration practices.
administration of meds shayld assist with hand
aver hand when scooping her meds from a bowl
cup.
During an interview with C on 11/18/19,
revealed that he held herl cup because she had
hand tremors.
b. During obhservations on /19/19 from
7:23-7:43 am of medica administration, Staff
D did not allow opportun r client #14 to pour
cranberry juice or disposp h afterwards.
Review on 11/19/19 of client #14's |PP dated
8/20/19, revealed that clipni#14 was capable of
pouring her water and dispdsing the trash.
FORM CM$-2567(02-99) Previous Verslons Obsolele Event ID: HW4B11 Facilty 1D 922570 If contfhuation sheet Page 11 of 21
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W 248 | Continued From page 11 W 249
During an interview with #He director of nursing
{DON) on 11/19/18, she é; plaired that all med
teche have received co 1uter5b358d tralning on
administering medicatignglwith clients.
W 340 | NURSING SERVICES W 340
CFR(s): 483.460(c)(5)1)
Nursing services must ingtlide implementing with
other members of the Intedd isciplinary team,
appropriate protective angl|preventive health
measures that include, pyfare not limited to
 training clients and staff 38 needed in appropriate
health and hyglene methdds.
This STANDARD is bt as evidenced by: W340 Nursi il ;
Based on observation andinterview, the facility 340 Nursing will inseryice
failed to adequately train s#aff on hygiene staff on medication 1/18/20
practices when performing |medication administration in the areafof

(#6). The finding is:
Staff failed to use gloves

During observations of
on 11/19/18 at 7.05 am,

and Docusate Sod Caps
bare hands and sprinkle
medication cup.

Interview with Staff D on
she understood that she
wear gloves when admir
drops and for medicatior,
not touch with bare skin.

Interview with the directdr

|
i
capsule medications (Crar
LS

ks

ring eye and ear
s|that had a warning, to

£ d 1 of 5 audit clients

nen tauching pill.

ication administration
T D opened two

orry Capsule 400 mg
100 mg) with her

€ contents into a

19/19 revealed that
only required to

pf nursing (DON) on

using gloves when touch
capsules to open and em

monitor weekly for 3 mo
during Medication

ensure staff follow medic
administration practices.

Administration Observatipns to

ths

ition
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W 340 | Continued From page 12 W 340
11/19/18 revealed that Tl had been trained to
wear gloves whenever hing pills.
W 368 | DRUG ADMINISTRATION W 368
CFR(s): 483.460(kX1)
The syslem for drug ad istration must assure
that all drugs are adminjstgred in compliance with
the physician's orders.
This STANDARD is nof mbt as evidenced by:
Based on observations| reicord review and W368 All medicati :
interviews, the facility fajlaq to follow physician adm inistered wﬁgﬂ?: lll—l l?lehe
orders when administerin edlcaliclms w20of5 RN/LPN will inservice i on 1/18/20

During observation of th
administration by Staff
Staff C measured 17 gr

the cup. The mixture
offered to client #7 to d

An additional observatio
administration by Staff
revealed that Staff D m
Lachulose and Miralax p
clear plastic cup. Staff
unmeasured amount of ng
juice over the mixture, sii
client #7.

H ications.

4 pm medication

M jaf Miralax powder and
and unmeasured

arjoerry juice, over the

k| independently.

sgired 30 cc of

hen poured an

1118/19 at 5:14 pm,
p. Staff C then

ed at the top line of
artially stired and

the 8 am medication
11/19/19 at 7:18 am,
der, then poured into a

dtar thick cranberry
4d it and offered to

that require being mixed 3
beverage to receive the cg
amount of beverage.

Client #7 and all Clients bhat

being mixed with a bey ge.
The RN/LPN, QP, and HM wili

uire
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W 368 | Continued From page 13 | W 368
Review of client #7's riber 2019 Physician's
Crders revealed that cli 7 should have
received 17 grams of Miralalx mixed with 4
aunces of beverage.
During an interview with Staif C on 11/18/19
revealed that he poured B ¢linces of juice and
mixed with the Miralax pgwder. When asked what
the physician’s order read, [He reviewed it and
stated that the order wa 4 ounces.
During an interview with $taT D on 11/19/18
revealed that she was told Mhen pouring fluids in
the cup, to try to get it up|ta 8 ounces
During an interview with {he|Director of Nursing
{DON) on 11/19/19 was 3{ the medication room
had a measuring cup ang | aff ehould use the
cup when measuring =--| hat needec_! to be . L il
poured. The DON also | 1o the refrigerator W368 All phys:cw..n s order wi
and pulled out a 4 ounce|container of thickenec be implemented without errpr. 1/18/20
water that was intended |I lient #7 to use during RN/LPN will review Client}#6
med pass to mix with ard and all Clients MAR and
transcribe medications fromythe
2. The medication technipiah did not offer. Physicians Orders as writteg to
Acetamlpqphlen at the pregdribed time listed on the MAR. The RN/LPN willl in-
the physician's orders. service the staff on the corrgct
During ob Y ;e dosage that Client #. 6 r_eceiw es
Unng ausenation o e 4 rnadlcatlo? and all Clients medications fper
Sl RN/LPN, QP, and HM will
Acetaminophen 325 mg,|mixed in applesauce. monitor weekly for 3 mont
Review of the Physician’s irders, dated dunng Med-._cahon .
November 2019 revealed fHat client #5 was Administration Observatiogs.
ordered to receive Acetamiophen 325 mg at 8
am, 2 pm, 8 pm and 2 an, fhat was written on
7/22/19.
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W 368 | Continued From page 14 W 368
During an interview with|thg¢ DON on 11/19/19
reveaied that a former nurse transcribed the
7122/19 new order for A etaminophen 326 mg on
the medication administatipn order (MAR) that
suggested that the medicg§on be given every 6
iy Bl i a1
client #6 at 8 am, 2 pm, B ! and 2 am and wrote
to administer at 6 am, 17 : ,6-;pmand 12 am
instead. When reviewing the actual physician's
orders, the DON concede lhatgiven the
medication yesterday at|540 pm, would be a
medication error.
W 436 | SPACE AND EQUIPME W 436
CFR(s): 483.470(g)(2)
The facility must fumish| maintain in good repair,
and teach clients to use ang to make informed
choices about the use of dgntures, eyeglasses,
hearing and other com cations aids, braces,
and other devices ident e by the
interdisciplinary team as|ngeded by the client.
\'{436 The team will meet
dl_SCuss Client #9 and all Cients 1/18/20
This STANDARD is not [mdt as evidenced by: With wheelchair repair need.
Based on observations,|réford review and The Physical Therapist willlorder
interviews, the facility failet] to ensure client #9's & foot rest for Client #9 andlany
wheelichair was repaired and client #3 received a other parts that arc nceded fpr all
recommended wheelchdir| Jhis affected 2 of 11 Clients with wheelchair repjir
audit clients. The findings|are: needs. The Physical Theraist
will in-service staffon repofting
1. Client #9's wheelchaif is{in need of repair. any wheelchair repair needs| The
QP, Hab. Spec., and HM will
During abservations thrgughout the survey on monitor weekly for 3 month
11/18-19/19 client # 9's rlight foot rest on his during Interaction Assessmehis.
wheeichair was torn. Further observations
reveaied the cushion inside of the foot rest was
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W 436 - Continued From page 15 W 436
visible and hanging out.
. During an interview on 11 19, Staff B revealed
whenever he transfer clign{ #9 into the wheelchair
his right leg looked very ungpmforiable. Further
interview revealed Staff B stating the "medical
; personnel” from the facility|dtated having dlient #9
use the Geri chair which wap more comfortable.
Further interview revealed Hient #¢'s foot fest
was torn when he transfemed from another facility
In September 2019.
During an interview on 11/19/19, the qualified
intellectual disabilities profgssional (QIDP)
revealed she had not notjcgf the tom footrest on
client #9's wheelchair. :
| W436 The team will meetfto 1718720
2. Staff did not follow up pn brdering review Client #3 and all Clients
recommended wheelchalr fgr client #3 with recommendations for]
ordering a wheelchair. Th|
During observations in omg on 11/18/19 at Physical Therapist will order a
4.30 pm, client #3 was up | his wheelchair for new wheelchair for Client i3 and
medications, then at 4:43 g, client #3 was other Clients that have
fransported 1o the den to|watch television. The recommendations for a neds
wheelchair was tilted bag ards. Wheelchﬂil'. The RN/LEN QP.
_ . and Hab. Spec. will monitdr
Review of client #3's chaftfpvealed a QIDP note :
dated on 3/15/19 stated ha] client #3 had a stage "°°°m|'“e.“da"°"5 from
3 ulcer on sacrum and was feferred to the wound ;2:;3’ tz:tg:'ls quarterly during
clinic for treatment. An addifional review of the ical Chart Reviews.
record's individual program plan (IPP) dated on
3/28/19, revealed that he Was on a posilioning
program since his ability to position was impaired
and placed him high risk|foq pressure ulcars.
In a further review of the|chprt, revealed the
occupational therapy (OT)|jotes on 6/19/19
Indicated that client #3 wag pssessed for haw
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W 436 | Continued From page [16 W 436
wheelchair and thal OT was waiting for
documentation from ngmed staff to start the
process for insurancei orization. On 6/21/19,
the team agreed to get new wheelchair.
During an interview wit te director of nursing
(DON} on 11/19/19, she kidicated that the
previous nurse had cog :i ated repiacing client
#3's wheelchair at the W elchair clinic and she
thought they were waiting fo see what was going
to be reimbursed (by ing !: nce) so that thay
uoul:! pay the difference. |Rhe indicated that she
would need to review the fecord to get specific
information, then later ack owledged that she
could not find any folio ’! notes in the fils
concerming client #3's il eichair replacement.
During an interview wit !! e QIDP on 11/19/18,
she recalied that over th :" summer it was
determined that client # id not qualify for a new
wheelchair because his fgdicaid was not commect,
e s e T e
. measurement for the to submit to insurance
but It was put on hold whe# client #3 was
| discharged in Septemberidnd placed in Hospice,
but was later able to retiimito the faciiity. QIDP
could not find documentatipn that client #3 was
seen in the wheelchair glinfc to get new chair,
W 441 | EVACUATION DRILLS | | W 441
CFR(s): 483.470(i)(1)
The facility must hold ey anon drills under
varied conditions.
This STANDARD is not|mdt as evidenced by:
Based on review of fire dri} reports and interview,
i
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W 441 Continued From page 17 W 441

the facility failed to ensure file evacuation drills
were conducted at varied tirges. This affected all W441 The Home Man i
clients residing in the ho The finding is: develop a calendar assiggncrr -
w!nich shift and what time sfaff
w1lIl conduct monthly evacuation
drills. A safety Assessmen
tracking form will be maint}ined
documenting dates and timek for
evacuation drills for ail shifis,
The QP and Home Managerwill

1/18/20
Fire drilis on first, second a

d third shifls were not
conducted at varied times. ‘

e

Review of fire drill reportg g 11/18/19 revealed

the following:

Four fire drills were conducthd on first shift:

11:28am,. 11:52am, 12540k} and 12.30pm review the safety assessmen
form on a monthly basis to
Five fire drills were condyclgd on second shift; ensure d“.“ Himes are varied
5:45pm, 6:10pm, 6:30pm|, 6|12pm and 5:53pm. Further discussion and reviety of
safety assessment tracking fdrm
Four fire drills were condydtbd on third shift: will occur at the monthty Qublity
1:01am, 12:02am, 12:29amland 12:07am. Assurance/Safety Meeting t
(- . , ensure evacuation drills are Heing
' During an interview on 11/{4/19, the qualified conducted appropriately. If y

fagsional (QIDP) errors are found,

i a make-
iducted on first, second evacuation drill will occu:-q:o
ed. Further interview ensure the ICF-MR/IDD

Tam/7:30 until requirement is met.

' 3pm/3:30pm, second shift hburs are 3pm untif 5
. 11pm and third shift hours gre 11pm until :
| Tam/Bam. '

W 454 | INFECTION CONTROL W 454

CFR(s): 483.470()(1)

The facility must provide nitary environment
{o avoid sources and fransmnjission of infections.

Based on observations interviews, the facility
failed to contain soiled linenk and disposable
briefs, during transport tg prievent the potential for

This STANDARD is not “%n as evidenced by:
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hall floor. Staff G then re4e
area where the bag was pls

odor of stool.

Continued observation af th
; at 8:30 am, the house ma
; observed leaving a client|#2

used open incontinence b !

bathroom lo discard.

During an interview with
(DCON) on 11/19/19 revedle
trained to contain soiled i
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a hamper. The DON acknay

e

sional as well as
nm to change her

inown cllent's room
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ed had a noticeable
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ger (HM) was
s room carrying an

df on the hall to the

director of nursing

that staff were

emhs before transparting

control. When items

ey should be placed in

Jedged that the

Assessments.

items to maintain infectio
control. The HM will purdhase
additional hampers for staff to

use to contain and transpor
soiled items in the home. The
RN/LPN, QP, Hab. Spec., §nd
HM will monitor weekly fdr 3
months during Interaction
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|
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TAG REGULATORY OR LEC IDENITIHYING INFORMATON) TAG CRUSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
W 454 Continued From page 18 ' W 454
leakage or contamination gffother surfaces. This
potentially affected all clignig in the home. The
findings are: |
]
During observations at the facility on 11/18/19 at W454 The RN/LPN will it}
12:50 pm, olient #2 was ¢ bBE rved in bed, an top service staff on containing|soiled
of soiled sheet that conta e feces. The qualified items before transporting shiled 1/18/20
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_after using the tollet and d
- Further observations reves
. down at a table in the act

game. Additional abse
client then touching the ca
stood up walked to a co
6:13pm he picked his
observations revealed clip
dining roam table at 6:20p

napkin holder. At no time
to wash his hands.

During an interview on 11/1
client #8 needs to be ver
his hands. l

he touched one of the ca -t
< li

pal

ns in the home on

I8 exited the bathroom

not wash his hands.

d chent #8 sitting

rocm and at Spm,

from a matching

ns revealed another
. Client #8 then

at down and at

b times. Further

#8 sitting at the

and touching the

as client #8 prompted

$/19, Staff A reveaied
y prompted to wash

will assess Client #8 and a
Clients on hand washing, The
Hab. Spec, will update the \BI

Client #8 and all Clients.
QP will update the PCP to
include information on skills to

Clients. The Hab. Spec.

all Clients to reflect skills i
washing hands. The QP, H
and Heb. Spec. will monito
weekly for 3 months using

Interaction Assessments.

to reflect skills to wash harlds for

wash hands for Client #8 ard all

PRINTED: 11/252019
DEPARTMENT OF HEALTH AND FORM APPROVED
‘ OMB NO. 09380391
STATEMENT OF DEFICIENCIES DER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IFICATION NUMBER: A BUILDING COMPLETED
346030 B. WING 11/19/2019
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DEFICIENCY)
W 454 | Continued From page 19 W 454
facility needed to order addifonal hampers for
staff lo use, :
W 455 | INFECTION CONTROL W 455
CFR(s): 483.4700)(1)
There must be an active program for the
prevention, control, and invgstigation of infection
and communicable diseages,
This STANDARD is not mef as evidenced by:
Based on observations gnginterviews, the facllity
failed to ensure that the i Ev ons control
prevention procedures wergjcamied out. This
potentially affected all cligntg residing in the
home. The findings are:
Precautions were not taker fo promote client W455 The Habilitation Spqcialist 111872
. ‘ 0
2 eross-contamination.
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Reviegv on 11/18/18 of

Review of client #11's AH
that client #11 was totall
his hands after toileting.

During an interview with i
revealed that there were i
forgot to wash his hands|a
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rubbing hands on paper fo
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e faciity on 11/18/18
pd h_is room and told
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RHA Health Serices, Inc.
15235 Airpor{ Road
Maxton, NC 8364

Phone: 910-944-1886
Fax: 910-94415638

=’===——=== -

FAX TRANSMISSION

TIAL HEALTH INFORMATION ENCLQSED
L [ [} ® L] [ ] L] [ ] L] [ ]
To: Euging Lmes Fax: (919) 715-8078
From: Tameko."roy- Date: 12/6/19
Re: | Sherwpdd Park Plan of Correction| Pages: | 23 (Including Cover)
cC: |
Urgent For Review As Requested Please Reply | Please Recycle

Additional Comments:

Confidentiality Note: The encloge
information has bean disclosed tn

laws limit your ability to furthe

patient/client and his’her legal g
intended recipient, you are he

WITHOUT RESPECT TO

in error, please notify the sende

Last Modified: 8/31/2005

'E

the co ml'

facsimile transmission contains confidential medical reco

the recipient identified above and is protected by State and Hederal law. Those
lose this confidential medical information without the prior ritten consent of the

rdian or unless otherwise permitted by State and Federal law. 1f you are not the

notified that any USE, disclosure, copying , distribution, or THER action taken

ts of these documents is strictly prohibited. If you have

mediately and arrange for the return or destruction of th

information. This

ivad this information
documents.

Form #: 2011-8C
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December 6, 2019

N.C. Department qf]| Health and Human Services

Division of Facility Nervices

Mental Health Lic¢ndure and Certification Section
2718 Mail Service|(lénter

Raleigh, N.C. 2769912718

Re:  Recertificatioh Survey November 18-19, 2019
Sherwood Pagk Home, 126 Robin Hood LN, Aberdeen, NC 28315
ber #34G030
7

L

Dear: Eugina Barn¢
Facility Su Consultant |
Mental Hezlth} Licensure & Certification Section

Enclosed you will fipd the corrections for the deficiencies that was cited on Nojember
19,2019 at Sherwgad Park Group Home. If further information is needed, plegse do not
hesitate to contact Jghnathan Bostic, Administrator at (910) 844- 9664.

Sincerely,

i
i
|
|
|
|
i
|
|
i
|
i

Tameko Troy, QP




