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DEPARTMENT OF MEALTH AND HUMAN SERVICES EORM APRROVED
CENTERS FOR MEDICARE A MEDICAID SERVICES OMB NOQ, 0838-03
STATEMENT OF DEFICIENCIES X1} PROVIDERSLIPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDERTIFIGATION NUMBER; A BUILBING EOMPLETED
IAG256 8. WING 031772021
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
383 ELM STREET
RIVERSIDE REBIDENTIAL FAIR BLUFF, NG 28439
o | SUMMARY STATEMENT OF DEFICIENCIES ! " FROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 3 (EACH CORRECTIVE ACTION SHOULD BE comggm
TG | REGULATORY OR L6 IDERTIFYING INFORMATION) TG CROSS-REFERENCED TO THE ARPROPRIATE ,
! i DEFICIENCY) 1
W 188 | STAFF TRAINING PROGRAM w 189{
, CFR{s): 483.430(e)(1} %

| } W 189 sliala

. The facility must provide each employee with : ‘ !
| inltlal and continuing tralning that enables the The facility will provide each :
amployee to perform his of har duties effectively, employee with initial and

efficiantly, and compedantly. contlnuing training that

This STANDARD | sonced b enables the employee to
his DA s not met as eviden y: :

Baged on obsarvalions, record reviews and ’ perform his or h'er duties
interviews, the facility falled to assure tralning in effectively, efficiently and
sign language as needead for compatant competently.

assigtance of 1 of 1 pewly admitied client (#6)
with a hearing loss, Tha finding is:

i QObservations on 3/16/2021 and 31 7/2021
| ravealed client #8 and all staff wore magks ;
(ovening their mouths and noses). Client #6 ! !
ofien asked the staff io repeat what was being ‘ :
sald. At no time did steff sign. Staff never i QP will ensure that client #6
initisted using sign language with him even after : will be linked to a program to
this surveyor had g sign language sonversation . . .
with client ¥6 and stated, “You knaw & ton of assist In continued education
relating to sign language.

« wiards and can finger spell.”
staff will be trained on basic

Raviaw on 3/16/2021 of the record for client #8 ) b
revesied an Individust program plan (1PP) datad sign language to better
10/8/2020, He was admitted on 8/18/20 and the communicate with
pre-admission information as wedll as the IPF individua!l, Habilitation
indicated he has a hearing joss and attended the Indi ,'d, | develop a
| Kentucky School for the Deaf where he learned specialist will develop
i gign language, 1t also noted he "reads lips." communication board with
; sign and pictures to

Interview on 3/16 and 3/17/2021 with all stalf !
working second shift on 3/16/2021 and first and :
{ third shift working 31712021 revesied nobody l
i knows any sign language, [t aiso ravealed onty i
one staff knew chiant #5 could sign. She stated |
| she had sean him sign to enother individual. g

additionally assist staff and
Individual te communicate,

i

LABORA DIRECTOR'S Ot PROVIDER/SUPPLIER RERRESENTATIVE'S SIGNATURE TLE A3 DAVE
_&@X&« \\y‘ BEVERETN O‘/\W\Cd Svmu W OQ. 4 } 2)%02]

Ary deficlancy atatemant anding with an asteriak {*} denotas a defcienty which tha ingtitution may be exoussd o mrra&&g preeiding # i daterminad that ¥
olhar safeguards provide sufficient proleciion Io the patlents . (Bea Instructions.) Except far nursing homaes, the finginge sieted above are dicloastle R0 days
following (ke date of survey whather of not @ plan of correction it proviced, For auralng homes, the sbove firdings end plans of corraction ara disciosabie 14

dlayt following the date Uhass documents are made available 1o the facity, If deficianclss are clted, sn approved plan of correction 13 requisite fo continued

program partivigation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0381
SYATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A BUILDING COMPLETED
4GRS B. WING 03172021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
363 ELM STREET
RIVERSIDE RESIDENTIAL FAR BLUEF, NC 2430
FHD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION f e
PREFIX | (EACH DEFICIENGY MUST 55 PREGEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION BHCULD BE ! CoMPLETIGN
TAG j REGULATORY QR LS IDENTIFYING INPORMATION) ™ o ! CROSS-REFERENCED TO THE APPROPRIATE RATE
| DEFICIENGY}
!
W 210 | INDIVIDUAL PROGRAM PLAN w21 U! ‘ l _
| CFR(s): 483.440(C)(3) | I waio S
 Within 30 days after admission, the The facility will ensure
Intwreiiscipiinary team must petform accurate accurate assessments are
agsassments or massassments as needed 1o conducted with
supplement the praliminary evaluation conducted ucted within 30 days of
prior to admission, admission,
]
L This STANDARD 1s rot met as evidanced by: ( 1,
Based on record review and intervisw, the faclity ! :
| failad to assure assassments were conducted '
: wilhin 30 days for 2 of 2 newly admitted clients, |
| The finding ls: |
| i
| Review on 3/16/2021 of nawly admitted client #1's !
; record revealed he was admitted on 10/8/2020 | . i
i and his dental was not done until 2/18/2021, ] Nursing department wil !
Additionally, client #1's vigion assessment was ensure that ali 30 day !
| not canducted untl 12/15/2020, assessments for new :
i L .
| Review on 3/16/2021 of the newly admitted cliant admissions are done within
| #8's record reveaisd he was admitted on that time span. QP will
} 8/18/2020 and the dental axam was not monitor monthly to ensure
compistad until 10/8/2020 and his vislon was not R
l assessad until 12/3/2020. LM
; Interview on 3/17/2021 with nursing staff é
« confirmed the dental and vigion assessments : !
| were conducted after ihe 30 day deadline. She ' "
 stated that was the earliest she could get the |
| assassments done due to COVID. Howsever, 5
; when asked if she pursued obtalning a dantal i
fram within the fast 12 months from the guardian l
| she Indicated she had not, ‘
W 223 | INDIVIDUAL PROGRAM PLAN w 223! i
} CER{R): 4B3.440(0)(3)Vv) 1 i !
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DERPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & ME ID SERVICES OMB NO -0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA 23 MULTIPLE EONSTRUCTION {X4) DATE SURVEY
AND PLAN OF CORRECTION TDENTIFICATION NUMBER: A BUILDING COMPLETED
G256 8. WING : 031712021
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
353 ELM STREET
RIVERSIDE RESIDENTIAL FAIR BLUFF, NG 28439
(x4} 108 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION I 15
FREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PRESIS {EACH CORRECTIVE ALTION SHOULD BE | eompETION
TAG BEGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE ARPROPRIATE | DA
DEFICIENGY) |
W 223 ; Continuad From page 2 W 223 | 5} 12 pi
Tha comprehersive functional assessment must W 223 |
includa social developmant. ’
| The facility will ensure that a 5.
 This STANDARD is not met as evidanced by: comprehensive functiona i
| Pasged on record raview and interview, the facility asspssment includ .
§ failed 1o assess sociat development in the area of d es social :
_sex and relationship education for 1 of 3 audit a avelopment. |
E clierts (#8). The finding & : I
! Raview on 3/16/2020 of client #6's Indivigual : f
program plan (IPP) dated 10/6/2020 ravealed that ; i
ha functions In the moderate range of mantal 5
 retardation, is his own legal guardian and is The Psychologist will assess |
legally marriad. It furthar noted he was admitted an :
on 81872020 and the team had not assessed nis | d provic}e Insight to client
understanding of marrtage of sexual needs. ! #6 for social development L
There was no discussion of contact with his wife related to sex, relationship !
or therapy needs a3 a result of the marriage. education, marriage and
interview on 3/17/2020 with the qualified sexual neads.
inteflectual disablity professional {QIDIF} revealad
that he did not know client #8 was married and ‘ !
' that it seemed like ha had heard one of the guys ; J
| walg marnad bui did not know the history, Hels a § l
| new QIDP for the home. He is not sure why this : |
| ares was not agsessed but confirmed & nead for |
agsessment. }
W 226 Sz

W 226 [ INDIVIDUAL PROGRAM PLAN

? CFR{s): 483.440(c)(4)
i
Within 30 days after admission, the
f Interdiscipdinary tearn must propare, for sach
{ client, an individual program plan.

i
2
This STANDARD i not met a4 evidanced by:

w226

The facility/interdisciplinary
team will ensure that all
clients have an individua!

program plan within 30 days
of admission.
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DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0351
STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/CLIA £42) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND BLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDWNG COMPLETED
3AG2E6 B WING gan7iae2
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
453 ELM STREET
RIVERSIDE RESIDENTIAL FAIR BLUFF, NG 28439
(%43 1D SUMMARY STATEMENT OF DEFICIENGIES D ! PROVIDER'S PLAN OF CORREGTION s}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PRERIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Al REGLLATORY OR LEC IDENTIFYING INFORMATION) TAG CROBSREFERENCED TO THE APPROPRIATE PATE
; DEFICIENCY)
W 228 | Continued From page 3 W 226

Based on record review and interviow, the factity
failed to assure 2 of 2 newly admitted clients
raceived thelr individual program plans
{IPPYwithin 30 days of admission. This affected
clients #2 and #8. The finding 15

Araview of the records on 371812020 revaoled
that client #2 was admitted on 8/31/2020 but his
IPP was not conducted untli $0/8/2020.

Cliant #6 was notodt (o have been admitted on
8/18/2020 and his (PP was not conducted untll
10/6/2020.

interview with the qualified intellectual disabilitas
profesgional (CHDPY on SN 7/2021 revesled that
he s not sure why the IPPs were conducied after
! the 30 days.

W 371 | DRUG ADMINISTRATION

CFR{s). 4B3.460(k}4)

The aystem for drug administration must agsure
that clients are taught to administer thelr own
medications If the interdiscipiinary tearm
detarmines that seif-admintetration of medications
is an appropriate objective, and If the physician

{ does not specify otherwize,

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
intarviews tha facility falled to assure thet 1 of 3
audit ellants (H6) was taught o administar hig
own medications, The finding is:

i During observations of the morning medication
; pass on 3M7/2021, cllent #6 was not asked whal
all the medications wars and was not asked to
sign a medication adminigiration record, At the

within first 30 days of
admission and there on
annually,

W37
W 371

The facility and
interdisciplinary team will
ensure that clients are taught
to administer their own
medications if the
interdisciplinary team

! determines that self-

; administration of
medications is an

! appropriate objective and if
the physician does not
specify otherwise.

QP will complete all IPP plans i

Slefa
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
B NO. 0838-03391
SYATEMENT OF OEFICIENCIES X1} PROVIDERIGUPPLIERICLIA (%2} MULTIPLE CONBTRUCTION {%3) DATE SURVEY
AND BLAN OF CORRECTION IGENTIRICATHIN NUMBES A BULDING EOMPLETED
S4G266 B.WING 03HTIO2Y
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2P CODE
553 ELM STREET
RIVERSBIDE RESIDENTIAL FAIR BLUEF, NG 28439
643 1D SUMMARY STATEMENT OF UEFICIENCIES 3 PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ALTION SHOULD BE DW;A-TE;'@“
G REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE
: DEFCIENGY}
W am Continued From page 4 wWars;
! endl of the pass, he reminded the staff he needs
1o get & new nicotine pateh. She thanked him The habilitatj :
! profusely and got it out for him, He took the old e habilitation specialist wil
" one off, threw it away and placed the new one on develop a medication goal
¢ iIndependently. and in service staff. 1
Review on 3116/2021 of lient #6's Individual + Habilitation specialist will |
- program plan (IPP) dated 10/6/2020 revealed he monitor weekly, Nurses will
* has good skills and can punch pills and apply monitor
 croam as wall as state some of the medications, monit eeky G wil
{ He was not deemed as indepsndent at | or monthly,
: self-medicating. He can write his name snd was !
noted to “earn quickly,” HMowaver, there was no
{raining In self-medication adminisiration training.
; interview aftar the morning medication pass on
[ 311772021 with the medication technician
i rovoatod that oliont 86 has no training goals In i }
; self-madicating but he could probably leam to do ' ; I
! hig own medications, i :
W 384 | LABORATORY SERVICES | W 394 5“3’ 2}
| GFR(s): 483.460(n)(2) ! W 394 ‘
1
! s M |
if the aboratory choosas to refer specimens for i The facility will ensure that i
| testing to anather laberatory, the referral | all homes have a CLIA, The |
i Hiad i i .
; tabc{atc:ry must be cerifiad in the appmpﬂate facility will ensure that |
! specialtins and subspecinlties of service in i
| accordance with the requiremants of part 493 of laboratory chooses to refer |
i this chapter, specimens for testing to |
|
i another laboratory, the
This STANDARD is not met as evidanced by: referral laboratory must be
Based on observatlons, record reviews and certified in appropriate
intarviews, the facility falied 1o assure they 3 oy B
: iaities and subspeciaities
abtained a CLIA waiver ag they padicipate in lab Spec P .
| processes by sticking fingers and giving insutin, of service in accordance with
| This affected clients #1, #2, #3, #4, #5, #6 the requirements of part 493 |
; ragiding in the facility. The finding is: of this chapter. i
; |
FORM CMSQ58T{02-08} Privites Visrsions Dacisle Gvant ID: 976811 Fagiity ID: BRRATH # confinuation shest Papge 8of 7
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DEPARTMENT OF HEALTH AND HMUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENY OF DEFICIENCIES 1) PROVIDERASVPPLIBRICLIA £42) MULTIPLE CONSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
JAG2568 8. WING gan7izan
NAME OF PROVIDER OR SURFLIER STREET ADDRESS, GITY, STATE, 2IP CODE
353 BLM STREET
RIVERSIDE RESIDENTIAL FAIR BLUFF, NG 26439
x4 D SUMMARY STATEMENT OF DEFICIENCIES wo ! PROVIDER'S PLAN OF CORRECTION I
PREFIX | {EACH DEFICIENGY MUST B2 PRECEDED BY PULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLE TN
e | REGULATORY OR LEC IDENTIFYING INFORMATION; TG CROS3-REFERENCED TO THE APPROPRIATE
i ; DEFICIENCY)
W 384 | Continued From page 5 W384]  Nursing departmentand QP
i Uoon o on of the medica % will ensure that the CLIA
pon observation medication pass on _— \
311712021 revealed & blood sugar check by Staff. . Wwaiveris obtained and will
Observations o 316 and 3/17 had revealed no ‘ ensure that it is maintained
| currant CLIA walver, : and currently. QP will check
' Review on 3/16/2021 of the CLIA waiver expiration dates yearly to
document posted revesied i had expired and the ensure it remains In
facility did not have & currert CLIA walver, comphance.
Interview with tha QIDP and nursing staf on
IMTI2021 revealed thers was not a current CLIA
walver ag thelr was a billing iszue. The steff
| raveatad & walver has been applied for but not
pald for yat.
W 436 | SPACE AND EQUIPMENT W 436/ ® ’ j:’;l 2
CFR(s): 483.470{g)(2) I
W 436

The facility must furnish, mairdain in good repair,
and teach clients to use and to make Inforraed
choices about the use of dentures, eveglasses,
hearing and other communications alds, braces,
and other devices identifled by the
imterdiseiplinary tearn as needad by the client,

This STANDARD ig not met as evidenced by:
Based on observations, record review and
interview, the faciilty falled to assure o haaring aid
wag obtainad for 1 audit client with a hearing loss
{#6). The finding is:

Observations on 3M16/2021 and 31712021
revealed cliont #8 did not wear or own a hearing
aid,

Review an 31772021 of cliert #6's individual

The facility will ensure that
all clients are taught to used
and make Informed decisions
about any adaptive devices
identified by the
Interdisciplinary team as
needed by the client

.
H
|

|
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DERPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. (0938-0381
STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIERICLIA {X2) MULYIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAYION NUMBER: A, BURDIG COMPLETED
340255 8. WING 0372021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
353 ELM STREEY
RIVERSIDE RESIDENTIAL FAIR BLUFF, NC 28429
A3 ID ] BUMMARY STATEMENT OF DEFICIENCIES I+ i PROVIDER'S PLAN OF CORRECTION )
PREFIX (EALH DEFCIENGY MUST SE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE | coMPEndt
TAG REGULATORY OR L8C IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE i oaTE
: DEFICIENCY) !
W 436 | Continued From page & W 436
program plan (IPP) dated 10/6/2020 revealed he
was admitted on 8/18/2020, His PP noted he
needs a hearing aid. Further raview revealed his 0
hearing was avaluated on 9/20/20 after admission
and a hearing amplification device was . \
recommended at that time, Nursing department will
ensure that client #6 gets
interview on 3/17/2021 with management needed device i
revealod tha hearing aid has not yet been Habili (h.ea.ﬂng ?Ed”
obtained, anilitation Specialist will
develop a guideline for client

i
|
|
i
|
|
|

i

|

to be taught to manage and
wear device daily.
Habilitation Specialist will in
service staff on guidelines,
Program Manage will ensure
weekly that staff is following
guidelines and documenting.
QP and Nurses will menitor
monthly.
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