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Suly 8, 2019

Mrs. Eisther Moore, BSW/QIDP
Facility Compliance Consultant |
Mental Health Licensure & Cerification Section

RE: Recertification Survey Comipleted on 11/24/2020
ove Road Home

Provider Number: 34G131

ML Number: MHL-039-004

Hear Virs, Moore

Thank you for your recent survey of Dove Road. It was a pleasure working with you and we
look farvrard to your foliow up aind return to ensure all deficiencies have been corrected.

Enclesed you will find the plan of correction for all deficiencies cited. If anything was missed
iease let me know and | will make the proper corrections,
Sincerely

Morris Thoma
Addministrator
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CFR(s): 483.420(a)(7)

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

This STANDARD is not met as evidenced by:
Based on vhservations, record reviews and staff
interviews, the facility falled to ensure privacy for
2 of 4 audit clients (#1 and #6) while in the
restrooms. The findings are:

A. Buring evening observations in the home on
1123120 at 5:46 PM, client #1 was in the
bathroom with Staff C getting ready 1o brush her
teath before taking a shower. The door to the
bathroorm was open, with Staff C closest to the
door. Client #1 stood in front of the toilet, dropped
her pants and sat down on it to use the bathroom.
The surveyor immediately stepped out of the
bathroom into the hall, Btaff C stated that she did
not reafize that client #1 had to use the bathroom;
but ailowed the bathroom door to remain open.

On 11/23/20 review of the adaptive behavior
instrument (AR{) revised on 1/12/18 for client #1
revegled that she clesed the bathroorm doer for
privacy with total independance,

During ar interview with Staff C on 11/23/20, she
stated that client #1 usually closed the door when
using the bathroom. She did not offer an
explanation, why she did not close the dogr for
chent #1.

B, During evening observations in the home on
T1/2312G at 6:00 PM, client #5 was taken b the
ba;hroam by 8taff b to get a shower. The daor io

@0 BUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORREGTICN S
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BEFIGIENCY)
W30 | PROTECTION OF CLIENTS RIGHTS W 130 A & B-The Habilitstion Specialist will implarent

a formal program for Client #1 and #5 In
ragards to cloging the bathroom doar for 012412024
privacy, All staff will be inserviced by the
Habiktation Spaciaiist on Cliznt #1 and #6
privacy program.

The Clinigal tsam will monitor fo ehsire

client #1 and #6 privacy prograr is
implemented through 2 intsraction Assessment
@ month and then on a roitine basis.

In the future, OF will ensure staff are frained to
ensure clients rights to privacy during tolleting.

RECEIVED

By DHSR Mental Health Licensure & Certification at 8:06 am, Dec 16, 2020
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Any deficiency staterment anding with an asterisk () denotes & deficiency which the inatitution may be excused fram comecting providing it is determined that
ather safaguards provids sufflclent protectian 1o the palients, (See instructions.) Except for nursing homas, the fitglings stated above are disclosable 80 days
follvwing the dafe of survey whether ar not @ plan of corrortion fs pravided. For nursing homes, the shove findings sad plans of sotrection are disclosable 14
days Wliowing the dats theae dacuments are mads available to the facility. ¥ deficiencies are clted, an approved plan of corraction i2 requisite to continuad
grogram participation,
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the bathroom was halfway opened and arothar
client sat in the bedroom, where the bathroom
was located. Befors brushing her teath, client #5
walked to the {oilet, with her hands on her
waistband, Staff [t realizing that client #6 was
about to toilet, alerted the surveyor sa that | could
step oy of the bathroom, Staff D allowed client
#6 10 use toitet with door open. After client #6
brushed her teeth, Staff  closed the bathroom
door.

On 11723720 review of the ABI revised on
1G/41/18 for client #8 revealed that she had
partial independence skills in closing the
bathreom door for privacy.

On 11/24/20, the home manager (HM) was
interviewed sbout privacy for clients. The HM
stated that staff should close the door Tor ciients if
they ate already on the toilet, #f was their job 1o
ersura privacy.

On 11/24/20, the gqualified intellzetual disabilities
prafessional (HDP} was interviewed about
privacy for clients. The GIDP stated that staff
were constantly reminded to ensure privacy while
inn bathroom and to remind clients to shut the
door,

PROGRAM IMPLEMENTATION

CER(s): 483.440{dY(D

As soonh as the interdisciplinary team has
formulated a client's individual pragram plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and fraquency to support Hhe achisvement of the
objectives identiffed in the individual program

W 130

W249
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This STANDARD is not met as evidenced by:

Based on observations, record review and
interviews, the facility failed to consistently
implement the use of an adaptive devise, to aide
2 of 4 audit clients (#2 and #4) with sitting. The
finditgs are:

A. During observations in the home an 11/23/20
at 513 PM, client #4 was sitting at the dining
table, without a footstool placed under her feet.

On 11723120, the review of client #4's individual
pregram plan (IPP) dated 2/26/20 indicated she
needed a footstoot while sitting.

B. During ohservations in the home on 11/24/20
at 8.12 AM, client #2 sat upright on the edge of
her bed, without a footstool placed under her feet
far nearly 2 hours.

O H1/23720, the review of client #2's (PP dated
1/15/21) indicated she neaded & footstool while
sitting and at meals.

During an interview with Staff A an 11/24/20 she
indicated client #2 did hot need to use a footsioo!
when siting on bed because she rarely sat on the
edge of her bed.

During an interview with the qualified intelfectua
disabilities professional (QIDP) on 11/24/20 she
indicated that both clients #2 and #4 had short
statures and needed a footstool when sitting to
prevent their legs from dangling in the air.
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staff on clients #2 and #4 ordar to use taot stoal
whan clizrits # 2 and ¥ 4 is in septed position during
mealtime and feisure aetivites. Tha cfinician team
willl complete Meal Aassssment and intaracton
Asseasment 2X per waek for 1 month and than on a
toutine basis to ensure staff are fallowing ordars for
clients #2 and #4 use of a foot stoal. In the fullre
the QP will ansure st are trained and implement
arder Tor adapitive equinmant,
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NURSING SERVICES
CFR(s): 483 460(c)(5)()

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health
measUres that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiens methods.

This STANDARD is not met as evidenced by:
Based on observations, policy and staff
interviews, the facility failed tc ansure that staff
were sufficiently trained in waaring face masks.
This potentially effected all the dients in the
home, The findings are:

A. During lunch obsarvatians in the home an
11/23/20 between 12:15-1:15 PM, 5 clients sat at
a table with Staff A sitting in between them, The
clients do not wear face masks. Staff A sat with
her face mask fallen under her nose. She
readjusted the mask on ber nase, but had been
heard earlier stating she was hot before the meal
began.

B. During evening observations in the home on
11/23/20 at 6:30 PM, Staff D removed her face
mask, while in the kitchen and went to 3 fan to
get some air. Within less than a minute, Staff D
retumed the mask to her face, commenting that
she did not like to wear it because it botherad her
skin and she was too hot. An additional
observatlon of Staff D an 11/23/20 at 5:50 PM
revealed that she wore her face mask beneath
her nose, as she leaned over a non-audit client's
shoulder, 1o help ker trace letiers,

W 340

Nursing Agaessment. In the future,

of using the FPE,

AB,C.& D-The regponsible nurse will be in-service
W340 all staff an the properly of wearing a mask. B1724i2021
Monlerdng witt be completed through the
Interaction Assessment 2x 2 week lo atsire staff
e wearing PPE corractly and Guarterly

ensure all staff are trained on information refevant

nursing wilt
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C. During morning abservations in the home on
11/24/20 at 8:08 AM, Staff E was observed
wearng a gown, gloves, a face mask below her
nose and a face shisld, When Statf £ was asked
if she always wore her face mask in that manner,
she pulied it over her nose,

D. During mormning observations in the home on
T1/24/20 at 8:47 AM, Staff G entered the kitchan
1o speak with Staff B, Staff G wore her face
mzsk, below her nose. Staff G's faco mask
remainad beneath har nose for the next hour as
she assisted 4 clisnts with various activities in the
living rooen.

Review on 11/24/20 of the facility's In-service
training on proper placing and removal of surgical
masks, dated 9/28/20 stated that surgical masks
would be used as a physical barrier to help limi
the spread of gems and prevent the fransmission
of infectious agents.

On 11/24/20, the qualified intellactual disahilities
professional (QIDP} was interviewed about
infection control, The QIDP stated that the nurse
had trained staff on how to wear face masks. All
staff were requirad 1o wear and maintain their
face masks on their face during work,

On 11124420, the nurse was interviewed abaut
Infection control The nurse stated that she had
recently trained the staff, using teaching guides of
diagrams and videos to instruct. The nurse
acknowledged that she had not demonstrated 1o
staff, how to wear the face mask so that it
coverad the nose and mouth.

SPACE AND EQUIPMENT

CFR(s): 483.470(g){2)

W340

W 434

“ORM CMES-2567{02-89) Previous Varslans Obgolate

Evont I 87804

Farility 10 821774

i continuastion shewt Page 6 of 7




PRINTED: 12/04/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QME“_N_Q_.__Q____QSBM_QL
STATEMENT OF DEFIGEENGIES {X1) PROVIDER/ELIFPLIERICLIA (%2 MULTIFLE CONSTRUCTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBER: A BUILDING COMPLETED
346131 B. WING 1172412020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 3TATE, ZIP CODE
DOVE ROAD HOME 102 DOVE ROAD
CREEDMOOR, NG 27522
O 1D SUMMARY STATEMENT OF DERIGIENCIES n FROVIDER'S PLAN OF CORRECTION *5)
PREFIX {EACH DEFICIENCY MUST 88 PRECEDED BY FULL FREFIX ({EACH CORRECTIVE ACTION §HOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
W 436 | Cantinued From page 5 WA36| 4 5 5The Habilisaton Specialist will implamant a mreal DiA4/021

prograr 1or Clients #1 and #2 to Use, eare and make
Informed decisions about wearing eyeglasses. The clinical

The facility must fumish, maintain in geod repair, team will monifor through Interaction Assessments 2x a
and teach clients to use and to make Informed Week far one manth and then an a routine basis to ensure
choices abaut the use of dentures, eyeglasses, gfiﬁfé,gzﬁ_*z syeglassas program is heing implemented
hearing and other communications aids, braces, In the futyrs, the QIDP will ensure all indlvidusie supported

; i : will be providad declslons abous the uael care of thelr
f'md u.the_r c_iawcas identifiad by the . prescription eyegloses
nterdiseiplinary team as needed by the client.

This BTANDARD s not met as evidenced by:
Based on observatians, record review and
intarviews, the facility faited to provide an
eyeglass training program for 2 of 4 audit clients
(#1 and #2). The findings are:

A, During observations in the home on 11/23/20
on 1st and 2nd shift, client #2 was observed
walching television, viewing a magazine and
ambulating without her eyegiasses. Client #2's
eyeglasses ware on top of her bedroom dresser.
An additional observation in the home on
11724720 from 8:00 AM until 8:30 AM, revealed
that client #2 sat in her bedroom waiching
television and viewing a magazine, without her
eyeglasses. Client #2's eyeqglasses remained on
top of her bedroom dresser. Gn 11/24/20 at 10:00
AM dilent #2 was wearing her eyeglasses and
stated that Staff A put them on her face.

Review on 11/23/20 of client #'s individual
pragram plar: (IPP} dated 1/16/20 stated that she
wore corrective lenses to assist with visual
iinpairment; she continued to have problems with
depth perception issues. it further stated that she
should be encowraged 1 care for glasses and
wear durlng wake hours,

B. During evening observatians in the home on

SORM SMS-2567(02-08) Previsus Verstons Obsolate Evens 40 52501 Fanlty IC: 221774 if cantinuation aheet Page § of 7
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11/23/20 at 5:00 PM, clignt #1 sat at the dinner
table, eating and was not wearing her
eyeglasses. An additional observation an
11/24/20 at B:00 AM revealed client #1 wasg
working on activities with Staff B, without wearing
her ayegiasses. On 1 124720 at 3385 A , client #1
was asked if she wore eyeglasses. Client #1 got
up from the tabis, went tg her backpack and
retrievad a pair of eyeglasses and put them on
her face,

Review on 11/24/20 of client #1's IPP datad
V8120 indicated that she ware eveglasses during
waking howrs. If further noted that client #1 had
Myopic Astigmatism and had beean preseribed
carrective lenses but needs reminders to
cansistently wear them.

On 11724120, Siaff B was interviewsd and stated
that client #1 normally wore her glasses, but
roticed that they would slide down client #1's
nose.

On 11/24/20, Sta# A was interviewed and stated
that 3rd 5hift staff usually put the eyeglasses on
clients who wore thern, whan assisting with
grooming. She also said that the facility added a
chain to the cliant's aveglasses, io help remind
them to wear them,

On 11/24/20, the qualified intellectual disabilities
professionat (QUDP) wags interviewed, The QIDP
stated that 2 clients at the home wore eveglassas
and that they needed to be worn at all times when
thay are up. if the clients resisted wearing them,
staff should try to encourage them without
causing a behavior,
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