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W 000 | INITIAL COMMENTS ‘ W ooo‘

A complaint survey was completed on 1/31/2020
| for intake # NC00160037. The allegation was ‘
' unsubstantiated. An additional complaint intake #
' NC000159976 was also investigated. This ‘ |
‘ complaint was substantiated and standard level
deficiencies were cited.
W 125 ‘ PROTECTION OF CLIENTS RIGHTS |
| CFR(s): 483.420(a)(3) w

‘ | W 125 Protection of client rights |

QP for client # 4 will ensure that \
person Is treated with dignity by |
training staff to check closets

| | and night stands for appropriate

W 125i storage and sufficiency of clothing. |

3/30/20

QP for person #4 will train all staff to ‘

‘ The facility must ensure the rights of all clients. - reportall repair needs to QP who will|
Therefore, the facility must allow and encourage | notify maintenance and PD via |
| individual clients to exercise their rights as clients internal reporting. .
' of the facility, and as citizens of the United States, | ‘ |
 including the right to file complaints, and the right ‘ ‘ QPs for all others will train staff

| to due process. to check closets and night stands
| This STANDARD is not met as evidenced by: ‘ daily for appropriate storage and |
- Based on observations, interviews and record | sufficiency of clothing and will train |
| review, the facility failed to ensure client #4 had | ‘ all staff to report all repair needs to

| the right to be treated with dignity regarding QP who will notify maintenance via |
! keeping his inner garment in his room. This ‘ ‘ internal reporting ‘
‘ affected 1 of 10 audit clients. The finding is: '

All QPs will follow up on
deficiencies noted via weekly ’
reports to PD noting completion {
| dates.

| Client #4's dignity was not considered regarding .‘
| keeping his under garment inhis room. ‘

‘ During observations at the home in room #310 on

1/131/2020, client #4's inner clothings were not ‘
| available in his room. Further observations of the | !
| client's furniture on 1/31/2020 revealed client did | | DHSR - Mental Health j
\ not have a decent drawer where he could keep ‘
| his inner clothing. The drawers were of the rail
‘ and had food substances and molds.

' Interview on 1/31/2020 with Staff D revealed |
' client #4 did not have any decent drawer space

| where he could store his inner clothing and few of
l the clothings are kept in school B.

|

ZEIC: & Lol Cection |

LABORATORY D?;OR'S OR PR%R:SU?ER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Lael LY. Z&J/ﬂzy— ﬂ%m 2-20- 020

Any deficiency sfatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from 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 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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W 125 | Continued From page 1 ‘ W 125
' Interview on 1/31/2020 with the qualified ‘
| intellectual disabilities professional (QIDP) ‘
| revealed client #4clothing should be kept in his | ‘
rocm and just a pair of change at school. He -‘ i
| further added she was not aware of the situation, ‘ |
_ ) _ ‘ W 249 Program Implementation.
‘ Interview on 1/31/2020 with the program director
(PD) revealed client #4 should have access to his ‘
| clothing at all tiems in the room. He further added ‘
‘ the client's inner clothing were missing. ‘ ‘
W 249 | PROGRAM IMPLEMENTATION w 249‘ ‘ 3/30/20
‘ CFR(s): 483.440(d)(1) ‘
' As soon as the interdisciplinary team has ‘ QP for client # 4 will revisit support i
 formulated a client's individual program plan, plan, idenitfy and include an area in bedroom
| each client must receive a continuous active ‘ for special storage of various ‘
| treatment program consisting of needed . | “collected" items, distinct from ‘
| interventions and services in sufficient number | clothing storage areas. . !
| and frequency to support the achievement of the QP will train staff upon implementation
i objectives identified in the individual program I gﬁ;ggg:’j‘nzfsn;:‘i’-:g;?of;??tor ing
plan. _ riate |
storage of personal items and
identified area for collected "
| items.
QPs o al overs i v stafivpon
) i B implementation of the support plan,
[EVIOW, the team failed to 'mp'ef.“e”‘ sufﬂment_ ‘ including provision of needed radirection chs
interventions to support the achievement of client | ' appropriate

| #4's behavior support program (BSP). This |
| affected 1 of 10 audit clients (#4). The finding is: Monitoring will be via formal interaction
' assessments conducted by team, monthly

Staff failed to consistently implement client #4's
behavior support program by failing to

| monitor/redirect client #4 from picking up various
food itens.

During observations at the facility on 1/31/2020 in |
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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, interviews and record
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W 249 | Continued From page 2 | W 249| |
room #310, client #4 nightstand's drawers had | W 436 Space and Equipment
 food: sandwich wrapped in clear wrap and ‘
| opened bag of chips. The drawer was in . |
| unacceptable condition it was off the rail and had | | .
' molds. One piece of the garment was in the l QP for client # 4 and QP's for all others |
drawer. ‘ will work with unit supervisors to assign
staff to check each room on their unit dailﬂ
. : 5 |
Interview on 1/31/2020 with the staff D revealed | ‘ for decent condition of drawers, night
! the direct care staff should be monitoring the ‘ stands, closets, and monitoring for clean and
 client to ensure no food brought to the room and sanitary working order. |
i the drawer should be used for storing inner . | .
' clothing not food. Review of client #4's Individual | Staff will pe trained to report immediately \ 3/30/20
| program plan (IPP) dated 2019 revealed "staff any missing knobs, drawer fronts, |
| have to monitor/redirect [Client #4] for picking up drawers, closet doors etc. to !
[ various food items.... as he put it in his pocket | | QP / unit SUPE?'_iSOf. Who.wtilf infcIer .
and take it to his bedroom and put them in his ‘ maintenance of issue via internal reporting.
1 nightstand drawer to consume later, which is w IO el T lscsred S "
| Oten“a“ a hazard" S ni upervisors. angS Wi
i P ¥ i conduct follow-up checks on all rooms at
| Interview on 1/31/2020 with program director | least weekly. |
(PD) revealed client #4 IPP should be followed. T il be via QP d ) !
He further added there was a potential hazard if \ C;n:}‘i'f'ng will be \Io;Ia Q %Cgrr}entatlgn
the client consume the food from the molded | si'; wze?(:; l;gp%?tﬁo Egc;r;ih F?ilic;?r‘c'es
drawer. ‘ . i 2 ’
W 436 | SPACE AND EQUIPMENT W4asl IDGMdIRY Sccnniplished |

| completion date.

‘ Housekeeping will be trained to check/ ‘
clean bedroom, closets, night stands,
drawers, etc., reporting damages/

‘ breakages to maintenance

via the internal reporting system. |

‘ Housekeeping supervisor
will follow up on all reported deficiencies tcr

ensure completion. ‘

‘ |
|‘ I
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| conditon.

| them.

| in good condition.

reviews, the facility failed to ensure 5 of 10 clients
| (#1/ #2, #4, #8, #10) nightstand’s drawers and
the wardrobe drawer were not not clean and/or ‘
| the knobs were missing. The finding is:

‘ Clients' (5) furniture was not maintained in good

Interview on 1/31/20 with the qualified intellectual
| disabilities professional (QIDP) revealed the
clients' (5) nightsand and drawers should be kept

Observations in the home on 1/31/2020 of room

‘ #310, #312, #314, #316, #318 and #320 revealed
| that the drawers were not maintained in good

| condition. Some drawers were missing the knobs,
| missing drawers of the bedside table/ wardrobe

| and/or drawers were of the track as you open

| Interview on 1/31/2020 with the staff C revealed |

| some of those drawers had been on that

- condition for a while. She further acknowledged
the condition of the drawers should be better that |

| the current condition.
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" River Bend
140 Pirates Road
New Bern, NC

HEALTH SERVICES, LLC 28562

February 20, 2020 DHSR - Menta! Health
Wambui Karanu, BSN, RN FED

Mental Health Licensure and Certification Section ‘

N.C. Division of Health Services Regulation Lic. & Cert. section

2718 Mail Service Center
Raleigh, NC 27699-2718

Reference:  Complaint Investigation completed January 31, 2020
NC 00159976 & NC 00160037
RHA Health Services, LLC — River Bend
140 Pirates Road, New Bern, NC 28562
Provider Number 34G017
MHL #025-010
E-mail Address: tstewart@rhanet.org

Dear Wambui Karanu:

Enclosed is the Plan of Correction for the deficiencies cited during the investigation conducted on
January 31, 2020 at the RHA Health Services, LLC — River Bend Facility. Corrective action has begun
and will be completed by the specified dates on the attached Plan of Correction. Also, we have taken
remedial action to prevent re-occurrence of the deficiencies.

Thank you for the recommendations and courtesies extended to our staff during the investigation.
Should you have any questions concerning the Plan of Correction, please do not hesitate to contact me at
(252) 638-6519 or at tstewart(@rhanet.org.

Sincerely,

Hui B STl

Tina B. Stewart, Administrator
TS:Im

Enclosure: Plan of Correction



