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The facilify must pravide each client with a clean,
comfortable mattress. -

This STANDARD iz riot met as avidenced by:
Bssed on obeservations end interviews, tha facility
failed to ensure client #3 had 2 comfortabla
mattrage. This affected 1 of 3 audit cllents. The
finding is:

Client #3 was in need of a new mattress.

Diuring observations in the group home on
314-5/2020, client #3's mattress was noted to
have a farge indentation or dip in the middie of i,
The head and foot of the matiress ware
noticeably higher than the middle of the mattrass,

Ciuring an Interview on 3/5/2020, staff
acknowledned the mattreas had a noticeably
large dip or sink In the middle. Additional
Interview indicated the dip in hia matiress was
likely because oliant #3 a little overwsight.

Interview on 3/6/2020 with the gualified
Inteflectual digshiliies professional {QIDP)
confirmed the matiress had a large dip in the
middle and was also slarted to one side.
Additlonal interview revealed the matirasse was
Inst purchased In 2012 and his current one neads
to be replaced.

ETATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUETION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING COMPLETED
34G020 B. WING 03/04/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP £ODE
500 ROSEANNE DR
ROSEANNE GROUP HOME
° KINSTON, NC 28504
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMFLETION
TAQ REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
W 418 CLIENT BEDROOMS W418

by GHM monthly.

Doctor's order was obtained and
mattress was ordered on 3/5/20, | 3/8/90
Mattrass was delivered on 3/6/20.
The conditions of the mattress
will be assessed/monitorad
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other safegygrds provide sufficiant prataction lo the pailents. (
wle of gurvey whether or not a plan of comestion is proviged, For nursing homas, the shova

Ses Instructlons.} Excapl for nursing homes,

e findings statad above are disclosable 80 days

Any deficlangyf etatament ending wilh an asterlsk (%) danctas A defclancy which the Ingtitution may be axau? from correcting providing i Is determinad that
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program perficipstion,
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CONFIDENTIALITY NOTICE

The doecument accompanying this fax contains information belonging to the sender that is
legaily privileged. The information Is intended for the name of the individual or entry nemed
above. if you are not the intended reciplent and recelve this infanmation in erver, ploase
notify us by calling the toll frae number above to arrange the retum of the orlyinal faxed
documents.
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