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W 000 INITIAL COMMENTS W 000

 A recertification and complaint survey was 
completed on 9/29/2020 for intakes 
#NC00169714, NC00169413, NC00169472, 
NC00163653, NC00163109, and NC00165374. 
There were no deficiencies cited in relation to the 
complaints. Hoewever, deficiencies were cited 
during the Recertification.

 

W 249 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:

W 249

 Based on observations, record reviews and 
interview, the facility failed to ensure 2 of 10 audit 
clients (#1 and #2) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the areas of 
meal preparation and medication administration.  
The findings are:

1. Clients (#1 and #2) were not afforded the 
opportunity to participate in aspects of meal 
preparation.

During observations in Parrot 101 throughout the 
survey on 9/28 - 9/29/20, a cook and various staff 
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W 249 Continued From page 1 W 249

preformed all meal preparation tasks including 
setting the table, cooking food items, placing food 
onto plates, taking the plates to the table and 
pouring drinks.  No clients in the home were 
prompted or encouraged to participate in any 
aspects of meal preparation.

Interview on 9/28/20 with the cook revealed since 
"COVID hit" they had to cut back on training in the 
kitchen. The cook indicated this had been a "big 
adjustment" for the clients since they do a 
"phenomenal" job in the kitchen.  Additional 
interview noted the clients miss helping out in the 
kitchen.

Review on 9/29/20 of client #1's Educational 
Assessment dated 7/23/20 revealed, "She is 
independent in opening containers for food or 
drink."  The assessment also indicated she 
requires verbal to gestural cues when operating 
appliances and needs verbal cues to follow a 
recipe and prepare simple foods.  Further review 
of the client's Occupational Therapy Evaluation 
dated 9/3/19 revealed she is able to set the table 
and pour beverages from a filled container into 
her cup.

Review on 9/29/20 of client #2's Educational 
Assessment dated 9/16/20 noted the client can 
set the table, arrange serving bowls and 
beverages and operate a food processor and 
blender.  Additional review of the assessment 
indicated she requires physical assistance to 
operate a can opener and the stove while 
demonstration to verbal cues are needed for the 
client to prepare vegetables, measure ingredients 
and make simple beverages.  Further review of 
the client's Occupational Therapy Evaluation 
dated 12/3/19 revealed she can pour beverages 
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from a filled container into her cup.

Interview on 9/29/20 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed none 
of the clients in the home have been performing 
meal preparation tasks in the kitchen since the 
COVID pandemic.  During the interview, the 
QIDP acknowledged all of the clients can assist in 
the kitchen and given implementation of sanitary 
precautions, clients could have assisted with 
meal preparation tasks.

2.  Client #1 was not prompted or assisted to 
participate with the administration of her 
medications.

During observations of medication administration 
in the Parrot 101 on 9/29/20 at 7:40am, client #1 
stood in the doorway of her bedroom as the 
Licensed Practical Nurse (LPN #2) poured her a 
cup of water and placed her pills into a pill cup. 
Client #2 consumed her medication 
independently with water.  The client was not 
encouraged or prompted to participate in the 
administration of her medications.

Interview on 9/29/20 with LPN #2 revealed since 
COVID, none of the clients have been 
participating with the administration of their 
medications "due to contamination".  Additional 
interview indicated before COVID, the clients 
were participating "as much as possible".

Review on 9/29/20 of client #1's Nursing 
Evaluation dated 8/2/20 under medication 
administration revealed the client can wipe her 
hands with Sani wipes, pour her beverage, open 
a child proof bottle, pour pills into a medicine cup 
and take her pills. The evaluation also noted the 
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client can dispose of trash and sign/initial a 
calendar after taking her pills.  Further review 
indicated a need to "continue her medication skill 
practice to maintain her current abilities with 
medication administration."

Interview on 9/29/20 with the Registered Nurse 
(RN) indicated all of the clients have been 
assessed for their skills and abilities in 
medication administration. The RN agreed that 
clients could continue their participation in this 
area if proper sanitation and disinfection methods 
are implemented.

W 367 DRUG ADMINISTRATION
CFR(s): 483.460(k)

The facility must have an organized system for 
drug administration that identifies each drug up to 
the point of administration.

This STANDARD  is not met as evidenced by:

W 367

 Based on observations, interviews and record 
review, the facility failed to ensure their drug 
administration system identified each drug up to 
the point of administration.  The finding is:

All drugs were not identified up to the point of 
administration.

During observations of medication administrtation 
in Parrot 101 on 9/28/20 at 4:08pm, 4:12pm and 
4:16pm and on 9/29/20 at 7:40am, the two 
Licensed Practical Nurses (LPN) pre-poured 
each client's individual medication packets prior 
to entering the unit.  None of the medications 
were identifiable to the surveyor prior to being 
dispensed.
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W 367 Continued From page 4 W 367

Interview on 9/29/20 with LPN #2 confirmed the 
medications are commonly dispensed prior to 
coming into the unit and it just "depends on the 
person" as to whether or not this practice is 
performed.

Review on 9/29/20 of the facility's Nursing 
Services Manual (effective 2/11/20) under 
Medication Preparation, Administration and 
Documentation noted, "Do Not:... Strip 
medication packets until resident is in front of 
you."

Interview on 9/29/20 with the Registered Nurse 
(RN) confirmed the nursing policy was current 
and should be followed as written.

W 436 SPACE AND EQUIPMENT
CFR(s): 483.470(g)(2)

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:

W 436

 Based on observations, record reviews and 
interviews, the facility failed to ensure 2 of 10 
audit clients (#1 and #2) were taught to use and 
make informed choices about the use of their 
eyeglasses.  The findings are: 

1.  Client #1 was not taught to make informed 
choices about the use of her eyeglasses.
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W 436 Continued From page 5 W 436

During observations in Parrot 101 throughout the 
survey on 9/28 - 9/29/20, client #1 did not wear 
eyeglasses.  During the survey, client #1 was 
assisted to complete tasks such as watching 
television in her room, writing and decorating a 
paper pumpkin. The client was not observed to 
be prompted or encouraged to wear eyeglasses.

During an interview on 9/29/20, when asked if 
she can see better with her eyeglasses on, client 
#1 shook her head, "Yes".  When asked why she 
did not like to wear her eyeglasses, the client 
stated, "I don't know."  

Interview on 9/29/20 with Staff C revealed client 
#1 usually wears her eyeglasses when she is 
watching television or writing.

Review on 9/29/20 of client #1's interim meeting 
dated 3/18/20 noted, "She also obtained her new 
eyeglasses and wears as prescribed." Additional 
review of the client's vision report dated 11/27/20 
revealed, "...Has eyeglasses...can't see well out 
of them."  Further review of client #1's Individual 
Program Plan (IPP) dated 8/17/20 did not include 
training to teach her to wear her eyeglasses and 
make informed choices about their use. 

Interview on 9/29/20 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed client 
#1 has eyeglasses which she should be wearing; 
however, she was not aware of any training to 
teach client #1 how to make informed choices 
about her eyeglasses and the importance of 
wearing them.

2.  Client #2 was not taught to make informed 
choices about the use of her eyeglasses.

FORM CMS-2567(02-99) Previous Versions Obsolete TIKF11Event ID: Facility ID: 955755 If continuation sheet Page  6 of 10



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/01/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

34G001 09/29/2020
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2415 W. VERNON AVENUE
CASWELL CENTER

KINSTON, NC  28501

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 436 Continued From page 6 W 436

During observations in Parrot 101 throughout the 
survey on 9/28 - 9/29/20, client #2 did not wear 
eyeglasses.  The client was not observed to be 
prompted or encouraged to wear eyeglasses.

Interview on 9/29/20 with client #2 revealed she 
does not like to wear her eyeglasses and would 
prefer contacts.  The client acknowledged 
wearing her eyeglasses might help her see 
better.

Interview on 9/29/20 with Staff A indicated client 
#2 is "supposed to" be wearing her eyeglasses 
but "chooses not to wear them".  

Review on 9/28/20 of client #2's IPP dated 
12/1/19 revealed the client has eyeglasses.  
Additional review of the client's vision report 
dated 11/4/19 noted, "...Has eyeglasses, client 
voiced that she cannot see with them.  She is not 
currently wearing them...New glasses Rx given 
today."  Further review of the IPP did not include 
training to teach the client to wear her eyeglasses 
and make informed choices about their use.

Interview on 9/29/20 with the QIDP indicated 
client #2 should be wearing her eyeglasses since 
she sometimes "has to squint" but she does not 
like wearing them.  The QIDP revealed she was 
not aware of any training to teach client #2 to 
wear her eyeglasses and make informed choices 
about their use.

W 455 INFECTION CONTROL
CFR(s): 483.470(l)(1)

There must be an active program for the 
prevention, control, and investigation of infection 

W 455
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and communicable diseases.

This STANDARD  is not met as evidenced by:
 Based on observations, interviews and record 
reviews, the facility failed to ensure an active 
program for the prevention of infection was 
maintained.  This potentially affected all clients 
residing in the home.  The finding is:

Techniques for the prevention of the potential 
spread of infection were not consistently 
implemented.

It should be noted that at the time of this survey 
on 9/28 - 9/29/20, an active coronavirus (also 
known COVID-19) pandemic existed throughout 
the country and the state. The website for the 
Centers for Disease Control and Prevention 
(CDC) notes COVID-19 is a contagious 
respiratory illness transmitted through respiratory 
droplets. The CDC also notes wearing a mask, 
hand washing and cleaning/disinfecting frequently 
touched surfaces such as tables, doorknobs, light 
switches, countertops, handles, desks, phones, 
keyboards, toilets faucets and sinks are best 
practice measures for the prevention of 
COVID-19.

Throughout the observations in Parrot 101 during 
the survey on 9/28 - 9/29/20, various clients and 
staff gathered in two separate living areas while 
participating in table top games, an art activity, a 
ball toss activity, dancing and workbook training. 
Various staff entered/exited the unit touching 
different items and/or surfaces. During this time, 
staff were only noted to use a wet cloth to wipe off 
dining room tables after meals. No other areas of 
the home were observed to be cleaned and/or 
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sanitized during the survey.  In addition, no clients 
or staff were observed to wash and/or sanitize 
their hands except just before meals. No 
disinfecting items (i.e. disinfecting wipes, hand 
sanitizer, etc.) were visible in congregate living 
areas of the home.

Additional observations in the home revealed 
various staff wearing latex gloves. The staff were 
not observed to consistently wash their hands 
before and after glove use.  

Interviews on 9/29/20 with Staff B revealed since 
COVID-19 they have been told to wear masks 
along with face shields when working with clients 
and to make sure they wash their hands and 
ensure client's hands are washed.  Staff A noted 
they had been told to clean and spray dining 
room tables. The staff did not indicate they had 
been trained to frequently clean/disinfect various 
surfaces in the home since COVID-19 began.

Review on 9/29/20 of various emails and other 
documents provided by the facility revealed the 
following:

3/16/20 - "Staff should continue good 
hand-washing and sanitizing tables and 
materials."

3/19/20 - "Effective immediately, the use of 
Sani-Wipes will stop due to short supply. Soap 
and water will be used for all hand washing 
including residents..."

April 2020 (Memo) - "Disinfect surfaces 3x/shift"

8/27/20 - "Remind staff to continue to practice 
good handwashing. Increased hard 
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surface/frequently touched surface 
cleaning/disinfecting, and wear PPE as 
appropriate. Please assist the residents with this 
as well as appropriate."

9/24/20 - "If the employee opts to wear gloves, 
they need to wash their hands prior to putting on 
the gloves, they should only be worn for one 
resident, gloves removed & hand hygiene 
performed between residents."

Interview on 9/29/20 with the Qualified Intellectual 
Disabilities Professional (QIDP) indicated the 
home had recently been removed from 
quarantine after a staff had tested positive for 
COVID-19. The QIDP also noted a client in the 
home had also tested positive for the virus back 
in July and was retested weeks later with 
negative results. The QIDP acknowledged more 
disinfection/sanitizing should have been 
observed; however, their was a shortage of 
disinfecting wipes and only two bottles of hand 
sanitizer were available in the home.
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