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W 227 | INDIVIDUAL PROGRAM PLAN W 227/ A TEAM MEETING WILL BE HELD BY 2/10//20
CFR(s): 483.440(c)(4) 1/11/20 TO DISCUSS CLIENT #1's
CURRENT STATUS AND SUPPORTS
The individual program plan states the specific NEEDED WITH REGARDS TO SAFETY.
objectives necessary to meet the client's needs, CLIENT #1'S PLAN OF CARE AND
as identified by the comprehensive assessment BEHAVIOR GUIDELINE PLAN WILL BE
required by paragraph (c)(3) of this section. REVIEWED BY THE INTERDISPLINARY
TEAM AND THE TARGETED BEHAVIOR
OF REFUSING TO WEAR A SEATBELT
) WILL BE ADDED AND ADDRESSED
This STANDARD is not met as evidenced by APPROPRIATELY BY 1“ 1/20. THE
Based on observation, record review, and PSYCHOLOGIST WILL OBSERVE
interviews, the person-centered plan (PCP) failed CLIENT #1'S BEHAVIOR WHILE IN THE
to include training objectives to address identified VAN AND MAKE THE NECESSARY
needs relative to non-compliance behaviors for 1 RECOMMENDATIONS. STAFF WILL BE
of 3 sampled clients (#1). The finding is: TRAINED ON ALL UPDATES AND
) . ADDITIONS MADE TO THE PLANS TO
Observations on the morning of 12/11/18 at 8:45 ENSURE IMPLEMENTATION IS AS
AM revealed client #1 loading onto the facility van WRITTEN AND ACCORDING TO CLIENT
to prepare for transport to the day program. 41'S PROGRAM BY 2/10/20.
Further observations revealed client #1 to sit in
his seat on the van and wear a lap belt across his
waist with the shoulder strap placed behind his
back. Further observations revealed staff to
prompt client #1 several times to place the DH(‘
shoulder strap across his chest in which he OR . ent
refused. al Hea]th
AN
Review of records for client #1 on 12/11/19 Ay 3 2020
revealed a person-centered plan (PCP) dated P o
5/1/19. Further review of the PCP revealed LIC, rt
behavioral guidelines dated 8/2019, which : SeCl‘IOn
identified target behaviors to include activity
refusal, yelling, and physical aggression.
Continued review of the behavioral guidelines
revealed no interventions to address client #1's
non-compliance or refusal to wear the seat belt
shoulder strap during van transport.
Interview with staff on 12/11/19 revealed client #1
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v deficiency statement énding with an astedsk (*) denol€s a deficiency which the@stitution mé&y be excused flom 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 80 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 disciosable 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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often refuses to utilize the seat belt shoulder strap
after multiple staff prompts. Interview with the
qualified intellectual disabilities professional
(QIDP) verified that she was not aware that client
#1 was refusing to wear the shoulder strap on a
continuous basis. The QIDP further verified that
client #1's refusal to wear a seatbelt appropriately
is a safety concern that should be addressed with
a program.

W 248 | PROGRAM IMPLEMENTATION w24g9| STAFF WILL BE RE- INSERVICED 2/10/20

CFR(s): 483.440(d)(1) ON ALL GOALS FOR THE
INDIVIDUALS SUPPORTED AT THE
As soon as the interdisciplinary team has MEADOWVIEW GROUP HOME BY
formulated a client's individual program plan, 2/10/20 TO ENSURE THAT THE
each client must receive a continuous active GOALS ARE IMPLEMENTED AS
treatment program consisting of needed
interventions and services in sufficient number WRITTEN AND ACCORDING TO
and frequency to support the achievement of the THEIR PROGRAMS/PLANS.
objectives identified in the individual program STAFF WILL BE OBSERVED
plan. RUNNING GOALS WEEKLY BY THE
MANAGER OR TEAM LEAD, USING
THE RESIDENTIAL OBSERVATION
, _ CHECKLIST, TO ENSURE STAFF
This STANDARD is not met as evidenced by: ARE IMPLEMENTING GOALS AS
Based on ohservation, record review and NOTED IN THE INDIVIDUALS
interview, the facility failed to ensure program
PROGRAMS.

objectives listed in the person-centered plan
(PCP) were implemented as prescribed relative to
meal participation skills for 1 of 3 sampled clients
(#1). The finding is:

Observations in the afternoon of 12/10/19 at 4:40
PM revealed client #1 to sit in his room watching
television until he was prompted by staff to come
to the dining area for the dinner meal. Further
observations from 5:10 PM to 5:37 PM revealed
client #1 to sit at the dining table participating in
the dinner meal. Further observation of the dinner
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meal revealed staff to ask client #1 what he
wanted to drink with his dinner. Client #1 was
offered the following drink choices: orange juice,
tea, red juice drink, and water. At no point before
or during the dinner meal was client #1 observed
to make his own drink.

Review of records for client #1 on 12/11/19
revealed a PCP dated 5/1/19. Review of the PCP
included a current program objective for client #1
regarding preparing his drink during supper given
two or less prompts in order to increase meal
participation skills. Further review of the meal
participation program revealed client #1 should
obtain drink ingredients, pour ingredients in a
mixing jar, obtain the required amount of water,
pour the water into the jar, and mix until the
ingredients dissolve. Continued review of the
meal participation program revealed that client #1
should be offered the opportunity to make his
own drink daily on second shift.

Interview with staff A on 12/10/19 verified client #1
did not make his own drink prior to the dinner
meal. Interview with the qualified intellectual
disabilities professicnal (QIDP) verified the meal
participation objective for client #1 was a current
training objective. Further interview with the
QIDP on 12/11/19 verified client #1 should have
been offered the opportunity to make his own
drink according to his current meal participation
program.
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Helping Dreams Take Flight

December 23, 2019

Clarissa Henry, MHSA, QP, Faciity Compiiance Consultant
Mental Health Licensure and Certification Section

NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

RE: Recertification-12/11/19-Meadowview

Hello,

Please find enclosed the Plan of Correction for deficiencies cited during the survey referenced
above.

If you need additional information or have any questions, please contact me at the number
below.

Sincerely,

Louise Winstead, RN
Compliance Specialist — Plan of Corrections

louise.winstead@monarchnc.org
252-289-6512

MONARCH
350 Pee Dee Avenue, Albemarle, NC 28001



