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W 000 | INITIAL COMMENTS W 000

A complaint survey in addition to the
recertification survey was completed on
1/21/2021. Deficiencies were not cited as a result
of the complaint survey for Intake #NC00162024.
W 130 | PROTECTION OF CLIENTS RIGHTS W 130
CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
treatment and care of personal needs.

This STANDARD is not met as evidenced by:
Based on observations and interview, the facility
failed to assure privacy was maintained for 4 of 6
clients (#2, #3, #5, and #6) during medication
administration. The findings are:

A. The facility failed to ensure privacy was
maintained for client #5 during medication
administration. For example:

Morning observations in the group home on
1/21/21 at 7:15 AM revealed client #5 to stand in
the doorway of the medication administration
room with the door open. Continued observation
revealed staff A to pass a cup with medication
and water to client #5 which could be observed by
clients and staff walking down the hallway.
Further observation revealed client #5 to take the
medication and drink a glass of water in front of
the medication room door as directed by staff A.
At no point during the observation was client #5
offered privacy during the medication
administration.

Interview with the Home Manager (HM) on
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1/21/21 verified that all clients should receive
medication in the medication room with the door
closed to ensure privacy. Interview with the
qualified intellectual disabilities professional
(QIDP) on 1/21/21 confirmed that client #5 should
have received her medication in the medication
room with the door closed to ensure privacy
during medication administration. The QIDP also
confirmed that all clients have a right to privacy
when receiving medication administration.

B. The facility failed to ensure privacy was
maintained for client #2 during medication
administration. For example:

Morning observations in the group home on
1/21/21 at 7:30 AM revealed client #2 to stand in
front of the medication administration door with
the door open. Continued observation revealed
staff A to pass a cup with medication and water to
client #2 which could be observed by clients and
staff entering and exiting the kitchen. Further
observation revealed client #2 to take the
medication and drink a glass of water in front of
the medication room door as directed by staff A.
At no point during the observation was client #2
offered privacy during the medication
administration.

Interview with the Home Manager (HM) on
1/21/21 verified that all clients should receive
medication in the medication room with the door
closed to ensure privacy. Interview with the
qualified intellectual disabilities professional
(QIDP) confirmed that client #2 should have
received her medication in the medication room
with the door closed to ensure privacy during
medication administration. The QIDP also
confirmed that all clients have a right to privacy
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when receiving medication administration.

C. The facility failed to ensure privacy was
maintained for client #3 during medication
administration. For example:

Morning observations in the group home on
1/21/21 at 7:38 AM revealed client #3 to sit in a
chair inside the medication administration room
with the door open. Continued observation
revealed staff A to pass a cup with medication
and water to client #3 which could be observed by
clients and staff walking down the hallway.
Further observation revealed client #3 to take the
medication and drink a glass of water in front of
the medication room door as directed by staff A.
At no point during the observation was client #3
offered privacy during the medication
administration.

Interview with the Home Manager (HM) on
1/21/21 verified that all clients should receive
medication in the medication room with the door
closed to ensure privacy. Interview with the
qualified intellectual disabilities professional
(QIDP) on 1/21/21 confirmed that client #3 should
have received her medication in the medication
room with the door closed to ensure privacy
during medication administration. The QIDP also
confirmed that all clients have a right to privacy
when receiving medication administration.

D. The facility failed to ensure privacy was
maintained for client #6 during medication
administration. For example:

Morning observations in the group home on
1/21/21 at 8:05 AM revealed client #6 to stand in
the doorway of the medication administration
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room with the door remaining open. Continued
observation revealed staff A to pass a cup with
medication and water to client #6 which could be
observed by clients and staff walking down the
hallway. Further observation revealed client #6 to
take the medication and drink a glass of water in
front of the medication room door as directed by
staff A. At no point during the observation was
client #6 offered privacy during the morning
medication administration.

Interview with the Home Manager (HM) on
1/21/21 verified that all clients should receive
medication in the medication room with the door
closed to ensure privacy. Interview with the
qualified intellectual disabilities professional
(QIDP) on 1/21/21 confirmed that client #6 should
have received her medication in the medication
room with the door closed to ensure privacy
during medication administration. The QIDP also
confirmed that all clients have a right to privacy
when receiving medication administration.
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:
Based on observations and interviews, the facility
failed to ensure staff were sufficiently trained in
hygiene methods specific to ensuring paper
supplies were accessible in bathrooms for 6 of 6
clients (#1, #2, #3, #4, #5, and #6). The finding
is:

W 130

W 189
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Observation in the group home on 1/20/21 -
1/21/21 revealed two bathrooms utilized by all
clients in the group home. Continued
observations of both bathrooms revealed no
paper products to be located in either bathroom
throughout observations on 1/20/21 or 1/21/21.
Observations on 1/20/21 revealed clients at
various times to enter into the bathrooms with no
paper products, close the door and to exit the
bathroom then retrieve paper towels from the
kitchen in order to dry their hands. Subsequent
observation in the group home on 1/21/21
revealed both bathrooms to remain with no paper
supplies throughout the observation period.

Interview with the Home Manager (HM) on
1/21/21 verified that there were no paper supplies
in the bathroom closets and staff would need to
go to the shed outdoors to retrieve supplies for
both bathrooms. Interview with the HM confirmed
that all bathrooms should have an ample supply
of paper products. Interview with the qualified
intellectual disabilities professional (QIDP) on
1/21/21 verified all bathrooms should have an
ample supply of paper products available to
clients when occupying the bathrooms in the
group home.
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