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INITIAL COMMENTS

A recertification and complaint survey was
completed on 7/20/21. Deficiencies were not
cited as a result of the complaint survey for
Intakes #NC00178639 and NC00178513.
Deficiencies were cited as a result of the
recertification survey.

GOVERNING BODY

CFR(s): 483.410(a)(1)

The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the
governing body and management failed to
exercise general policy and operating direction
over the facility by failing to ensure environmental
cleanliness. The findings are:

A) When entering facility #2 on 7/19/21 at 2:15pm
for afternoon observations, it was noted that the
front porch railing was pulled away from the
frame of the home and was dangling. On the
ground where the porch railing had been pulled
away from the frame of the home, there were
several exposed nails still attached.

Interviews on 7/20/21 with the residential
manager (RM) revealed the railing had been
damaged for several weeks and was in need of
repair. The RM was not certain if a work order
had been submitted.

B) During observations in facility #2 on 7/19/21 at
2:20pm, it was noted that the wall in the dining
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room has a long area of exposed sheetrock and
paint missing. There was another area on the
dining wall across the room that had similar
damage.

Interviews with the RM on 7/20/21 revealed that
clients #8 and #9 often bump the dining room
walls with their electric wheelchairs and this
damage has been there for several months and is
in need of repair. The RM was not certain if a
work order had been submitted.

C) During observations in facility #2 on 7/19/21
and on 7/20/21 the heating vent on the dining
room wall was noted to be covered with dust.

Interviews on 7/20/21 with staff C indicated the
dust had been covering the vent in the dining
room for several weeks.

Interview on 7/20/21 with the administrator
revealed he was not aware of these concerns but
would follow up with maintenance and the RM to
make the necessary repairs and to ensure
environmental cleanliness.

PROTECTION OF CLIENTS RIGHTS

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, record review and staff
interview, the facility failed to ensure two of three
audit clients (#9 and #12) and one non-audit
client (#1) were afforded privacy during toileting
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and personal care. The findings are:

A) During observations in facility #2 on 7/19/21 at
3:35pm, staff F took client #12 into the bathroom
to assist him with a shower. Staff F had to step
out of the bathroom to retrieve a grooming item
for client #12. When staff F returned to the
bathroom he left the bedroom door open
exposing client #12, who was naked in the
shower, to anyone who passed the door in the
hallway.

Review on 7/19/21 of client #12's adaptive
behavior inventory (ABI) dated 4/7/21 revealed he
is independent in the area of toileting but needs
assistance with bathing.

Interview on 7/20/21 with the residential manager
(RM) revealed client #12 needs verbal reminders
to shut the door and that direct care staff should
him assist him when he is showering and ensure
the bathroom door is closed to protect his privacy.

B) During observations in facility #2 on 7/19/21 at
4:50pm client #1 went to the hallway bathroom
and toileted with bathroom door open. Staff G
asked client #1 if he washed his hands. Staff G
then reminded him to go back to the bathroom
and to wash his hands.

Interview with staff G on 7/19/21 revealed
frequently client #1 has to be reminded to close
the bathroom door and to wash his hands after
toileting.

C) During observations in facility #2 on 7/20/21 at
6:15am staff C and staff D were noted to knock
on client #9's bedroom door and enter his room.
Staff C remarked that client #9 had "wet the bed".
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Staff C and D assisted client #9 to pull his covers
back and removed his t-shirt that was wet. Client
#9 was exposed, lying on his bed, only wearing
his diaper while the bedroom door was open.
During this time, staff C and staff D walked in and
out of the bedroom.

Review on 7/19/21 of his ABI dated 10/1/20
revealed he needs assistance in protecting his
privacy during toileting and self care activities.

Interview on 7/20/21 with the RM revealed direct
care staff should assist client #9 in protecting his
privacy during toileting and self care activities and
ensure the bathroom and bedroom doors are
closed.

INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(iii)

The individual program plan must include, for
those clients who lack them, training in personal
skills essential for privacy and independence
(including, but not limited to, toilet training,
personal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basic needs), until it has been demonstrated
that the client is developmentally incapable of
acquiring them.

This STANDARD is not met as evidenced by:
Based on observation, record review and
confirmed by interview with staff, the facility failed
to assure the individual program plans (IPPs) for
2 of 4 sampled clients (#4 and #12) included
training in personal skills essential for
independence in dining, bathing, clothing care
and toothbrushing to meet both clients' needs.
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The findings are:

A) During observations of the supper meal on
7/19/21 at 5:00pm, client #12 was assisted to
serve pork chops, collard greens, a biscuit and
rice. Client #12 had a koolaid drink and water as
beverages. He was provided a high sided
sectioned plate. Staff G assisted him with cutting
up his pork chop into 1/2 inch pieces. After client
#12 was served his meal items, he began to
scoop rapidly to feed himself. Staff G gave him
verbal cues 10 times during the meal, to slow
down his pace and asked him several times to
put his fork down to wait between bites of food.

During observation of breakfast on 7/20/21 at
7:46am, client #12 was assisted to serve cheese
toast, cereal, coffee, juice and water. Staff E
reminded client #12 to slow his pace of eating as
his cheese toast was uncut. He began to tear the
cheese toast into pieces and was reminded to
slow down twice by staff E and staff G.

Review on 7/20/21 of client #12's individual
program plan (IPP) dated 5/5/2021 revealed he
has formal training to learn to tolerate wearing a
mask in the community, a behavior support
program (BSP) to address elopement, self-injury,
physical aggression and property damage, a
program to sweep his bedroom floor and stay on
preferred task for 30 minutes. There is no training
listed in the area of dining.

Review on 7/19/21 of client #12's adaptive
behavior inventory (ABI) dated 4/7/21 revealed he
is independent in the area of dining.

Interview on 7/20/21 with the Residential
manager (RM), behavior program specialist and
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staff G revealed that client #12 often eats rapidly
and that is why his foods have to be cut up into
1/2 inch pieces. Further interview revealed there
has been no recent formal training in teaching
client #12 to slow his rate of eating.

B) Because of current COVID-19 protocols, it was
not possible for the surveyor to enter facility #1 to
do observations.

Review on 7/19/21 of client #4's ABI dated
12/9/20 revealed he has no independence in the
area of toileting. Further review of the ABI
revealed client #4 requires assistance with all
areas of bathing, brushing his teeth and washing
his hands. Additional review of the ABI revealed
client #4 has no independence in the area of
clothing care, which includes washing, drying,
folding and storing his clothing.

Review on 7/19/21 of client #4's IPP dated
1/12/2021 revealed he has formal training
programs which included a behavior support
program to address severe disruption, verbal
aggression and property damage as well as a
program to wipe off his placesetting. There were
no formal self-care or home living programs
developed for client #4.

Interviews on 7/19/21 by telephone with staff H
and staff | revealed client #4 is not independent in
the areas of toileting, bathing, toothbrushing,
washing his hands or in the area of clothing care.
Further interviews revealed client #4 does not
have formal training developed to address his
needs in these areas.

Interviews on 7/20/21 by telephone with staff J
and staff K revealed client #4 is not independent
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in the areas of toileting, bathing, toothbrushing,
washing his hands or in the area of clothing care.
Further interview with both staff J and staff K
confirmed client #4 does not have formal training
developed to address his needs in these areas.

During the exit interview on 7/20/21 the qualified
intellectual disabilities professional (QIDP)
confirmed client #4 does not currently have
formal training to address his needs in the areas
of toileting, bathing, toothbrushing, washing his
hands or clothing care as indicated in his ABI.
CLIENT BEDROOMS

CFR(s): 483.470(b)(4)(ii)

The facility must provide each client with a clean,
comfortable mattress.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure client #9 had a comfortable
mattress. This affected 1 of 3 audit clients. The
finding is:

During observations in the facility on 7/20/21 at
6:15am staff C and staff D were noted to knock
on client #9's bedroom door and enter his room.
Staff C remarked that client #9 had "wet the bed".
Staff C and D assisted client #9 to pull his covers
back and removed his t- shirt that was wet. Staff
C and D then transferred client #9 into his
wheelchair and began removing the linens off
client #9's bed. Staff D stated that his linens were
wet and took them to the laundry room. Once the
bedding was removed, several very large stains
could be seen on the cloth mattress pad. The
mattress smelled of urine.
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Interviews on 7/20/21 with staff C and D verified
that client #9 is checked every 30 minutes during
the night but often has toileting accidents and
urine saturates the mattress padding and
mattress.

Interview with the qualified intellectual disabilities
professional (QIDP) and administrator on 7/20/21
revealed another mattress and waterproof cover
have not been ordered for client #9.
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