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W 130 | PROTECTION OF GLIENTS RIGHTS W 130

CFR(s): 482.420(a)(7)

The facility must ensure the rights of all clients.

Therafore, the facility must ensure privacy during

treatment and care of persanal needs.

This STANDARD is not met as avidenced by:

Based on observations, record reviews ani ‘ B . .

interviews, the facility did not provide privacy for 3 The Mabiliation Spectali_s! will implement

of & individuals fiving in the home. This affected a formal program for Client #2, 3, and §

olients #2, #3 and #5, The finding is: in regardg to closing the doors for privacy. A6/24/24

All staff will be In-gervise by the Habilitation

During observations on 4/27/2021 in the home at Specialist on all clients privacy program.

6:10am, client #5 was being bathed in bed by The Clinical team will monitor to ensure

Staff A with the door apen. Additionally, Cliant #3 cliert, 2, 3 and 5 privacy program is

took his pants on and off several fimes in the impiemented thraugh 2 interaction

assessment 2 week for a month and than on

et next door. Me was making his bed whil - \ A
r.he g d while routing basis, In future, QP will ensure staff

periodically undressing and re-dressing with the

door wide open. Staff B walked back and forth are trained 1o ensure clients rights to privacy
) during toileting, undressing and dressing.

accasionally checking on client #3's bed making
progress without prompting either staff A or any
clients to close the doors of either room. At 7am,
client #2 came 1o down the hall and went into the
bathroom. He left the door wide open and used
the toilet, After a couple of minutes, staff 3
came down the hall and saw client #2 in the
bathroom with the door open. 8he praised client
#2 for using the bathroom and closed the door for
him. she did not prompt staff A to close the door
while she bathed client #5 and was unaware
client #3 was dressing and undressing with his
door opan.

Interview with staff A on 4/27/2021 revesied she
was new and has been frained on privacy.
However, she indicated it was fing 1 leave the
doar apen while bathing client #5 because she
needed to help keep an eye on the other
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W30 | Continued Fram page 1

individuals. Staft B stated in an interview on the
sams date that the doors should be clased vhen
dients are dressing or bathing and they shauld
knock to honor privacy.

Review on 42712021 of client #5's individual
program plan (IPP) dated 6/3/2020 indicated he is
prafoundly intellectually disabled with a legal
guardian and staff who help him exercise hs
righis.

Review an 4/27/2021 of client #3's PP revedled 3
plan dated 11/11/2020 which indicated he F.as a
diagnosis of moderate/severe and "fkes" his
privacy. 1t further included a rights assessment
dated 11/11/2020 which noted he requires “ull
assiztance to suppart the right to privagy.

Review on Af27/2021 of the IPP dated 3/10/2021
for client #2 revealed he has a legal guardian fo
asslst him in exercising and protecting his sights.
His record also included an assessment dated
3/10/2021 which sisted he is independent 'n
privacy for persanat care.

Intarview on 4/27/2021 with management
confirmed staff should afford all individuals
assistance with privacy.

W 182 | STAFF TRAINING PROGRAM

CFR(5); 483.430(e}(2)

For smployees who work with clients, training
mwst focus on skills and competencies directed
teward clients' health nesds.

This STANDARD is not met 48 evidenced by:
Based on observations, record reviews and

W 130

W 192
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interviews, the facility faited to assure all
amplayees who wark with clients displayed skills
and competencies foward clienf's health needs by
reporting vomiting to the nurse. This affected one
nan audit client @2}, The finding is:

The QP and the responsiblie nurse will

During observations on 4/27/2021 at 7:10am, in-service staff on the importance of 082421
cliert %2 was assisted by staff G into the reporting through and accurate health ‘
bathroom because he had vomited into his hand congerns for person supported in a
and an his clothing. timely manner. The QP and Home Manager
will manitar documentation through a
Interview on 4/27/2024 with staff C revealed he cammunication log boak for on call nursing
has been vomiting and they report it o nursing. daliyfl‘he Home Manager and QP_V@(:!I be
He stated that client #2 has been vemiting fike notified of all call to nursing pertaining

health issues.

In the futura, QP will ensure all staff are
trained on reparting information relevant
to the person we supported health.

this for 2 while now. He indicated he does it when
he drinks his boost and they report and nothing
has been done. Further interview with stalf B
indicated this i the first fima she has seen him
vomit this much. He usually just regurgitateas it
and that is a behavior he expresses, Staff B
Indicated he had a recent addition of a proein
powder that would more iikely be the cause
hecause he has been on boost longer thar: staff
C had been working with him.

Review an 4/27/2021 of giient #2's individyal
program plan {(IPP) dated 3/10/21 indlcated he
has a histary of regurgitation and furthar review of
the nursing notes did not reveal recent voraiting.

[iterview with the nurse on 4/27/2021 revealed no
staff had contacted her about client #2 vorniting
this morning. She was nat aware of any vamiting
with client #2 and stated direct care staff had not
reported this to her. She indicated she would
kave him checked soon.

W o240 | INDIVIBUAL PROGRAM PLAN W 240
CFR(s): 483.440(c){B)()
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The individual program pian must describe
relevant intetventions to support the individual
toward independence.

This STANDARD is riat met as evidenced by:
Based on observations, record reviews and
interviews, the facility falled to azssure the
individuat program plan (IPP) for client #3
inctuded relevant and specific directions for him

to eat safely. The finding is:

The QT will evaluate client #5 specificially

During observations of lusich and dinner on on how many bites he shauld take between

472872021, client #5 was fad by staff by giving him liquids. The QP will revise the PCP 1o 06/24/21

4-8 hites of food and then a drink. During further include information into glient PCP,

phservations of breskfast on 4/27/2021, client #5 implementation and ingervicing staff.

was fad by staff giving him 2-4 bites and then a The clinical team will monitor the bites through

drink, meal assessement 2x per week for one month
and than on a routine basis,

Review on 4/26/20621 of cllent #5's IPP dated In the future, QP will ensure all

B/3/2020 revealed he is fed a pureed diet person supported PCP describe relevant

"siternating solids and liquids. intervention to support the individual toward
independeance.

Interview on 427/2021 with gl staff confirred the
ohservations is how they feed client #5, Further

interview with all steff on 4/28/2021 revealad they
feed the individual 24 bites and then offer liquids.

Interview with nursing on 4/27/2021 confinned the
IPE does not spacify exactly how mary bites of
solids to liquids client #5 should take.

W 249 | PROGRAM IMPLEMENTATION W 249
CER(s): 483.440(d)(1)

As soon as the interdisciplinary team has
farmulated a client's Individual program plan,
each client must receive a continuous active
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freaiment program consisting of needed
interventions and sevices in sufficient numoer
and frequency 1o support the achievernent of the
objectives identified in the indlvidual program
plan,

This STANDARD is not met as avidenced oy!
Based on observations, recard reviews and
interviews, the facitity failed to assure the
consistent Implementation of the individual
pragram plans (IPP) for client #2 and client #5.
The finding is:

A. Throughout observations on 4/26-4/27/2021,
cliant #5 did not have a lap tray with an attached
communication board and was never prestnted a
"eommunication board.” He further did not wear
palm pratectors or have ralled wash clothes in his
cantracted hands.

Review on 4/26/2021 of client #5's IPP dated
5/3/2020 revealed he should have a relled wash
cloth in his palms throughout the day. Further
review revealed he has a commurication board
which is attached to his laptray at afl imes. The
plan indicated he tommunicates through smiles,
eye canhtact and the communication board,

Interview with stal B on 4/27/2021 rdlicated
clhient #5 should have wash clothes in his hands
at all times.

B. During ohservations on 4/27/2021 at 7:10am,
client #2 was assisted by staff € into the
bathroors becavse he vomited into his hand and
on his clathing.

W 249

W 249-A.B

The PT will evaluate client #5 need for lap
tray and SLP will evaluate client #5 for 2
sommunication board. The Habiliation
Specialist will do and OSG for palm
protectors and in service staff. The OT

and SLP will do a swallow evaluate for client
#2 do to requrgitation. The QP will revise the
BPCP o add result from all evailuation. The
Habilitation Sperialist and QP will train staff
on evaluation recomendation. The Clinical
Team will mantior through interaction
assesament 2X a week for ane month and
than an routine basis to ensure staff are
following orders for client #5 & #2, Inthe
future, QF will ensure all staff are trained and
implement order for adapative equipment.

06/24/21
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Interview on 4/27/2021 with staff C revealed he
has been vomiting and they report it to nursing,
He stated that client #2 has been vomiting fike
this for a while now. He indicated he does it when
he drinks hia boost and they repart and nothing
has heen done. Further interview with staff B
indicated this is the first time she has seen him
vornit this much. He usually just regurgitates it
and that is a behavior he expresses. Staff
indicated he had a recent addition of 2 protein
powder that would more tikely be the cause
because he has besn an boost langer than staff
G had been working with him.

Review on 4/27/2021 of client #2's individual
program plan (PP} dated 3/10/21 indicated he
has a history of regurgitation and further review of
the nursing notes did not reveal recent vorniting.

Review on 4/27/2024 of client #2's (PP dated

A /a2t revealed he shoauld be manitored for
choking. Further review revealed Boost was
ordered 1/7/2021 and on 8282020 the doctor
ordered a swallowing study and specified this was
to be "OT/Bpeech® swallow evaluation not :a
Madified Swaliow Study (MBSS), A 2014 rote
indicated he refused 5 MBSS.

Interview with the nurse on 4/27/2021 revealed
the study was not conducted. She called the
dogtor after being asked about the study and he
indicated oh this date that could be discarced due
io his 2014 refusal. She was told in the interview
the dactor had specified that it be @ speech/OT
evaluation for which she had no reply. She
indicated sha will ravisit it with the doclor.

SPACE AND EQUIPMENT

CER(s): 483.470(g)(2)

W 249

VW 436
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The facility must furnizh, maintain in good tepair,
and feach clients to use and to make inforred
choices abaut the use of denhures, eyeglasses,
hearing and cther communications aids, braces,
and ather devices identified by the
interdiscipiinary team as needed by the client.

This STANDARD is not met as evidenced hy:
Based on observations, record reviews arvd
intesviews, the facility failed to assure the
provision of adaptive equipment in good repair for
2 chients (81 and #5). The findings are:

A. Througheut observations on 4/26 and
41971021, client #1's anti-tip poles were on his
wheelchair backwards (they were under his chair
I & fashion that would assist the wheelchair
tipping backwards not prevent it.) There was no
strap only a seatbeit.

Review of client #1's individual program plan
(IPP) dated 12/15/2020 reveated no information
about his wheelchair and how i shauld be
aquiped,

Inferview with staff B on 4/26/2021, when asked
about the anti-tips on client #1's wheslchair,
stated they did not look correct to her but she did
not know whiat was wrong.

Inierview with management an 4/27/2021
revealed a sirap harness for client #1's
wheelchair was needed and had been ordared
hut he was unawsre of the ant-tips being turned
around.

W 436

W38 A

The Mabilitation Specialist will in-service
staff on clients #2 anti-tip poles on his
wheelchair. When client #2 is in his
wheeichair his anti-tip poles should be on
whaelchair correcitly. The clinical team

will monitor client #2 anti-tip poles are on
correlty through interaction 2x a week and
thar on a roufine basis, In the future, the QP
will ensure staff are trained on adapative
equipment and the proper position for said
equipment,

06/24/21
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B, Throughout observations on 4/26-4/27/2 il w4388
cllent #5's armrest was missing off of the lef amm e QP will in-senvice staff on the adapative
to his wheelchair and ha did not have a lap tray. aquipment for person supported maintaining
in good repair. The Clinical team will menitor 06124721
Interview with staff B on 427/2021 reveated hig correct placementfunction of adaptive equipment
armrest was In need of repair and she thoug hit through monmzh? lrtier?c;tson/?ﬁvwg;nerjﬁal
L . s assessments. 1n the future, the QP will ensure
thef{_ had t;rdergd it. Staff C indicated it had been adapative equipment has been repair as neaded
broken & lang time. snd in good conditian.
Baview on 4/26/2021 of chent #5's IPP included a
physical therapy evaluation dated 2/3/2021 which
indicated his wheelchair was in gaod condition.
interview with management on 4/27/2021
confirmed elient #1's wheelchair was in need of
repair and that they had begun that process.
After the survey exit, an email dated April 27,
2021 was presentad stating that insurance was
reviewing the order for "client #1's wheelchair”
and they were waiting on approval.
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May 6, 2021

Mrs. Joy Alford, GIDP/SW
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

RE: Recertification Survey Completed on 04/27/21

Granville ICF/MR Group Home, 5508 Dorsey Road Oxford, NC 27565
Provider Number: 34G013

MHL Number: MHL038-041

Dear Mrs. Alford

Thank you for your recent survey of Granville ICF/MR Group Home. 1t was a pleasure working
with you and we look forward to your follow up and return to ensure all deficiencies have been
corrected.

Enclosed you will find the plan of correction for all deficienciescited. If anything was missed
please let me know and [ will make: the proper corrections.

Sincelely |
Loy

Morris Thomas
Administrator



