
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/27/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

34G068 02/26/2020
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1793 RIVERVIEW ROAD
RIVERVIEW HOME

LINCOLNTON, NC  28092

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 189 STAFF TRAINING PROGRAM
CFR(s): 483.430(e)(1)

The facility must provide each employee with 
initial and continuing training that enables the 
employee to  perform his or her duties effectively, 
efficiently, and competently.

This STANDARD  is not met as evidenced by:

W 189

 Based on observation and interview, the facility 
failed to assure each employee was trained to 
respect the privacy of all clients in the home (#1, 
#2, #3, #4 and #5).  The findings are:

Observations in the group home on 2/25/20 at 
3:44 PM revealed client #2 entering the bathroom 
located next to the living area and disrobing in the 
doorway to the bathroom.  The client did not 
close the door and was then observed to enter 
the shower.  Further observations at 3:47 PM 
revealed staff A to enter the living area and close 
the door for client #2 after he was in the shower.  
Staff returned to the bathroom approximately 10 
seconds later and entered without knocking.  
Continued observations at 3:49 PM revealed staff 
A to get a towel from the hall closet and then 
return to the bathroom and again enter without 
knocking.  Subsequent observations at 3:59 PM 
revealed staff B to enter the front door of the 
home without knocking.  All 5 clients residing in 
the home were in the home at that time and 
client's #4 and #5 were sitting in the living area 
adjacent to the front door at that time.

Interview with the qualified intellectual disabilities 
professional confirmed that all staff should knock 
before entering a bathroom or an exterior door to 
the client's home.  Therefore, the facility failed to 
ensure adequate training of direct care staff to 
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W 189 Continued From page 1 W 189

assure respect for client rights relative to privacy.

W 242 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(6)(iii)

The individual program plan must include, for 
those clients who lack them, training in personal 
skills essential for privacy and independence 
(including, but not limited to, toilet training, 
personal hygiene, dental hygiene, self-feeding, 
bathing, dressing, grooming, and communication 
of basic needs), until it has been demonstrated 
that the client is developmentally incapable of 
acquiring them.

This STANDARD  is not met as evidenced by:

W 242

 Based on observation, record review and 
interview, the team failed to ensure the person 
centered plan (PCP) for 1 of 3 sampled clients 
(#2) included objective training to address 
observed needs relative to privacy.  The finding 
is:

Observations in the group home on 2/25/20 at 
3:44 PM revealed client #2 entering the bathroom 
located next to the living area and disrobing in the 
doorway to the bathroom.  The client did not 
close the door and was then observed to enter 
the shower.  Client #4 was in the living room at 
that time and was observed talking to client #2 
while he was in the bathroom before he entered 
the shower.  Further observations at 3:47 PM 
revealed staff A to enter the living area and close 
the door for client #2 after he was in the shower.  

Review of the record for client #2 on 2/26/20 
revealed a PCP dated 6/28/19.  The PCP did not 
contain any current or past programming related 
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to privacy.  Interview with the qualified intellectual 
disabilities professional on 2/26/20 confirmed the 
client did not have a current privacy objective.  
Therefore, the team failed to assure training 
relative to essential privacy skills for client #2.
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