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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:
Based on observations, record review and
interview, the team failed to ensure the person
centered plan (PCP) included objective training to
address client needs relative to respecting
boundaries and personal space of others for 1 of
4 sampled clients (#1). The finding is:

Afternoon observations at the day program on
2/25/20 from 1:00 PM to 1:20 PM revealed client
#1 to walk around the day program classroom
talking to various staff. Further observations
revealed client #1 to approach and greet
surveyors on site with a handshake, while
grabbing their nametags and getting in their
personal space. At that time, staff F redirected
client #1 numerous times to maintain personal
boundaries and return to his seat with his peers.

Further observations in the group home from 3:30
PM to 6:30 PM on 2/25/20 revealed client #1 to
walk around the group home participating in
various activities with staff. Further observations
revealed client #1 to get in the personal space of
staff and surveyors a total of four times during
this observation period without redirection from
staff.

Morning observations from 6:30 AM to 9:00 AM
on 2/26/20 revealed client #1 to again walk
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around the group home talking to staff and
surveyors on site. Continued observations
revealed client #1 to again get into staff and
surveyors' personal space during this time,
tapping their shoulders and chest with his finger
and pulling on their name tags a total of five times
during this observation period. During this time,
client #1 continued this behavior with no
redirection from staff. Subsequent observations
at 8:45 AM revealed staff F to redirect client #1 to
refrain from getting into others personal space
and maintaining boundaries.

Review of the record for client #1 on 2/26/20
revealed a person centered plan (PCP) dated
6/19/19, which includes a behavioral support plan
(BSP) dated 11/25/19. Further review of the BSP
indicates that client #1 has the following target
behaviors: disruptive behavior, yelling, running,
physical aggression, self-injurious behaviors
(SIBs), and property damage. Further review of
the record for client #1 revealed a communication
consult dated 5/29/19 which instructs staff to offer
client #1 personal space of at least an arm's
length, communicating very simple words, and
maintaining eye contact. Further review of the
record for client #1 does not include target
behaviors relative to maintaining personal
boundaries and respecting the personal space of
others.

Interview with the home manager (HM) on
2/26/20 verified that client #1 does not have
training objectives relative to respecting personal
space or maintaining the personal boundaries of
others. Interview with the qualified intellectual
disabilities professional (QIDP) confirmed that
client #1 does not have training objectives relative
to respecting the personal space of others and
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maintaining boundaries. Further interview with the
QIDP confirmed that client #1's training objectives
are current. Continued interview with the QIDP
confirmed that client #1 would benefit from
training objectives relative to maintaining
boundaries and respecting the personal space of
others.

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:
The facility failed to assure the person centered
plan (PCP) for 1 of 4 sampled clients (#2)
included training in personal skills essential for
independence as evidenced by observation,
interview and record verification. The finding is:

Observations in the group home during the
2/25-26/20 survey revealed client #2 to spend all
of her time in her bedroom sleeping, laying on her
bed or playing with yarn/scraps of fabric on her
bed except during meal times and the morning
medication pass. Further observations revealed
staff would occasionally check on the client but
did not redirect her to other activities or engage
her in active treatment programming.
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Review of client #2's PCP dated 7/12/19,
substantiated by interview with the qualified
intellectual disabilities professional (QIDP),
revealed the client to only have one training
program trained in the home to remove her
dishes from the table after eating. Further review
of the PCP revealed a Habilitation Evaluation
dated 6/28/19 which noted the client needs
supports in self-care, learning, self-direction and
capacity for independent living. Continued review
of the PCP revealed an Adaptive Behavior
Inventory (ABI) dated 8/19 which noted the client
has a need to learn basic skills such as toileting,
washing hands, brushing teeth and bathing. In
addition, further review of the ABI revealed the
personal independence section which includes
the ability to make choices and selecting leisure
activities was not scored to reflect any
independence.

Further interview with the QIDP revealed client #2
has many deficits in basic personal skill areas but
currently has no objective programming to
address these areas.

W 247 | INDIVIDUAL PROGRAM PLAN W 247
CFR(s): 483.440(c)(6)(vi)

The individual program plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
The facility failed to assure the person centered
plans (PCPs) for 6 of 6 clients in the home (#1,
#2, #3, #4, #5 and #6) included opportunities for
choice and self-management related to people
freely accessing their home and door alarms as
evidenced by observations, interviews and record
verification. The findings are:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:4QH211 Facility ID: 944936 If continuation sheet Page 4 of 9



PRINTED: 03/05/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
346276 B. WiNG 02/26/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

517 NORTH HOLDEN ROAD
GREENSBORO, NC 27410

HOLDEN GROUP HOME

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 247 | Continued From page 4 W 247

A. The facility failed to assure client
self-management regarding door alarms. For
example:

Observations in the group home throughout the
2/25-26/20 survey revealed any time a door to the
outside of the group home was opened, a loud
constant alarm would sound throughout the
house until the door was closed.

Interview with the home manager and the
qualified intellectual disabilities professional
(QIDP) revealed the alarm has been set up this
way for a long time but currently there is no one in
the group home that has elopement behaviors or
who is monitored for leaving supervision.

Review of records for client #1, #2, #5 and #6,
substantiated by review of the facility's human
right committee minutes, revealed no guardian or
human rights consent has been secured to
acknowledge the use of the obtrusive alarms that
interfere with the clients' self-management of their
home.

B. The facility failed to assure opportunities for
choice and self-management related to people
freely accessing their home. For example:

Observations throughout the 2/25-26/20 survey
revealed staff and visitors entering the home
without knocking or waiting for permission to
enter the home. For example, observations on
2/25/20 at 3:30 PM revealed a contracting
sprinkler company was observed to be on-site at
the group home to begin work on replacing parts
of the group home sprinkler system. Further
observations throughout the afternoon revealed
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the workers to enter and exit the home regularly
without pausing to ask or determine if it was okay
to re-enter the home.

Continued observations throughout the survey
revealed staff to also enter the home routinely
without knocking or waiting for someone to
answer the door to determine if it was okay if they
entered the home. For example, a staff person
who was unfamiliar to the staff working in the
group home was observed to barge into the
group home at 6:55 AM on 2/26/20. The staff
person worked at another home and had been
instructed to work at the group home. The third
shift staff person who was the first contact with
the staff person did not know who the staff person
was until he walked into the house and into the
living room. The facility failed to assure staff and
others entering the home were treating the group
home as their home, to support opportunities for
client choice and self-management.

PROGRAM IMPLEMENTATION

CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
The facility failed to assure the person centered
plan (PCP) for 1 of 4 sampled clients (#2)
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included needed interventions and services to
provide a continuous active treatment program
for the client during the 2/25-26/20 survey as
evidenced by observation, interview and record
verification. The finding is:

Afternoon observations in the group home on
2/25/20 from 3:30 PM until 6:45 PM revealed
client #2 to spend all of her time in her bedroom
sleeping or playing with fabric or yarn (170
minutes) except for 25 minutes where she was
observed to set her place at the table and eat
supper. Further morning observations on 2/26/20
from 6:35 AM until 9:05 AM revealed client #2 to
spend all of her time in her bedroom playing with
fabric or yarn (105 minutes) except for 45
minutes where she was observed to eat breakfast
and go with staff to take her morning
medications.

Review of client #2's PCP dated 7/12/19,
substantiated by interview with the qualified
intellectual disabilities professional (QIDP),
revealed client #2 to only have one program
trained in the home to clear her dishes from the
table after eating. Although this objective was
observed to be trained at supper and breakfast,
no other training was provided for client #2 to
compete with the client's excessive inactivity and
to ensure client #2 was provided with a
continuous active treatment program.

W 331 | NURSING SERVICES W 331
CFR(s): 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.
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This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide nursing
services in accordance with client needs relative
to staff training in appropriate wound care for 1 of
4 sampled clients (#5). The finding is:

Afternoon observations in the group home from
3:30 PM to 6:55 PM on 2/25/20 revealed client #5
participating in various activities such as games,
a music activity, and preparing for the dinner
meal with staff assistance. At no point during the
observation period (200 minutes) did staff assist
client #5 with repositioning in his wheel chair or
offloading pressure from the wound as a part of
his wound care regimen.

Morning observations in the group home from
6:30 AM to 9:00 AM on 2/26/20 revealed client #5
participating in various activities with staff
assistance. At no point during the observation
period (150 minutes) did staff assist client #5 with
repositioning in his wheel chair as a part of his
wound care regimen.

Review of the record for client #5 revealed a
person centered plan (PCP) dated 1/6/20, which
includes a goal to improve skin integrity as
evidenced by no episodes of breakdown. Further
review of the record, substantiated by interview
with the facility nurse, revealed a doctor's order
dated 1/7/20 which indicates that client #5 should
be repositioned every two hours due to skin
breakdown on the client's hip area that was
present when the client was admitted to the
facility. Continued review of the record for client
#5 includes wound care appointment instructions
dated 1/31/20 indicating that there should be
minimal pressure to the affected area, decreased
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sitting to relieve pressure from the wound,
increased protein in diet to assist with wound
healing, and use a pressure reduction mattress
and/or pressure reduction wheelchair.

Interview with the home manager (HM) on
2/26/20 verified client #5 does not have any
current objectives or guidelines relative to
offloading pressure from the wound and
repositioning in his wheelchair. Interview with
the Qualified Intellectual Disabilities Professional
(QIDP) verified that client #5 does not have any
current objectives relative to offloading pressure
from the wound and repositioning in his
wheelchair. Further interview with the QIDP
confirmed that client #5 could benefit from staff
training relative to wound care and repositioning
in his wheelchair.
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