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W 130 | PROTECTION OF CLIENTS RIGHTS W10, Supervisor of Support Services

wili ensure that all residents have
proper coverings to protect privacy.

CFR(s): 483.420(a)(T)

The facility must ensure the rights of all clients, Supplemental training about
Therefors, the fECﬂIty must anaure prwar:y duﬂng resident‘s pfivaoy was provided
traatmant and care of parsonal needs. to all staff on 8/11/21.

827121

This STANDARD is not met as evidenced by: 3@ pe W*?;P ';:"g{' i?gsntlg?vr‘ é%;mg?h shift
Based on cbservation, recerd review and Qbservallo h Ice p
’ month, Director will follow-up to

confirmed by interviews the facility failed to .
ensure direct care stalf protected the privacy of 1 ensure cbservations are ammplet&.

of 4 audit clients (#1). The fnding is:

During early moming obsarvations at the faclity
an 7/27/21 at 544 am staff G walked client #1
frorn the bathroom to the bedraom wearing &
towel that fell down exposing his body 1o anyane
that passed in the hallway. Staff G then left client
#1's bedroom door open as he assisted him to
get dressed. Client #1's naked body was visibie to
anyone that passed in the hallway,

tmmediate mterview on 7/27/21 with staff G
revealed that clisnt #1 needs assistance
protecting his privacy during dressing and bathing
due o his inabiiity i do this indepandently,
Further interview ravealed cliant #1 does have a
pathrobe that can be worn during self care and
bathing 1o protect his privagy,

Record raviaw on 7/27/21 of client #1's individual
prograrm plan (IPP) dated 11116/20 revealed that
cllent #1 is able fo knotk on doors with indirect
verbal prompts but olient #1 doss not protest his
own privacy.

intarvigw on 7727121 with the quatified intellectual
disabilities professional (QIDP) revealed direct
care staff should assist client #1 in protecting his
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ather safequards provide‘sutticlent protection to the patienta, ($ea inatructions.} Except for mursing homes, tha findings stated abova are gsciosabie 90 days
following the date of Survey whetter or not & plan of corrsation 1s provided. For nurdlng homes, the sbove findings and plang of correction are disciosable 14
days following the date (hese documants are made availabls to the faciiity. I deficlencies are ¢ited, an approved plan of corraction is reguizite to continued
progrars participation,

FORM OMS-Z557(00-09) Pravitus Varsicn Olistlals Evant |0 C3EUYY Faniity Iy, 922560 if continuation sheet Page §ofd



08-11-21,02:50FN,

; # 3 8

PRINTED: O7/28/2021

DERARTMENT OF HEALTH AND HUMAN SERVICES FORM ARFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CGMEB NG, 0938.0381
STATEMENT OF DEFICIENGES 1) PROVIDERISURPLIERICUIA {02 MULTIPLE CONSTRUCTION (K3 DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER; A BULDING COMPLETED
346285 8. WING 0712712024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
201 SHADYLAWH DR
SHADYLAWN CHAPEL MILL, NC 27618
(%4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION x5
PREEI (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE SOMPLETION
TG REGULATORY OR LT IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE RATE
: BEFIGIENGY)
W 248 | Cominued From page 2 W 248
G, Clisnt #2 selected his cereal, poured tinto a
kowi and took It to the dining room table to eat for
braaskfast
Review on 7/27/21 of client #2's PP dated 7/3/21
revealed he has a currant training program which
requires he learn 1o cock one itern in the kitchan,
Further review confirmed that he is compliant
about wesring s mask.
Interview on 7/27/21 with the qualified intellectual
disabitities professional (QIDP) revealed client #2
is very capable of preparing meal iterns in the
Kitehen and the training goal to cook in the
Kitehen is current. Further interview revealad
glient participation in the kitchen has been
discouraged by facility policy due o the current
COVIDS pandemis. Adiitional interview
revealed all slients in the facility have baon
vaccinated and most staff have also been
vaccinated against COVID-19, Subsequently, the
QIDP stateg the team had net censidered
allowing cliant #2 to resume duties in meal ,
prapargtim to promote his skills In meal All Be{ha‘"or SUPPOﬁ Plan a_upprovals
areparation even though he s very compllant with and signatures will be obtained as
wearing & mask, needed. The Supervisor of Support
W 262 | PROGRAM MONITORING & CHANGE w 262| Services will be responsible for
CFR(s): 483.440(0)(3)()) ensuring the written informed
' consent is obtained prior to g/27/21
The committee should review, apprave, and implementation and the S*Q“?d
monitor Individual programs designed to manage consent forms are uploaded into
inappropriate behavior and othar pragrams that, Therap. The Director will monitor
in the opinien of the committee, invalve risks to completion at least quarterly and as
client protection and rights. plans are revised.
Thiz STANDARD is not met as evidenced by:
Based on racord review and imerviews the
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W 282 | Continuad From page 4
aggression, self-injury and property destruction.

Review on 7/27/21 of client #3's BSP dated
7/7/19 revealed his target behaviors of selfnjury,
physizal agoression and property destruction are
addressed with relaxatian, Melatonin for sleep
and the use of Clonazepam 0.5 mg and
Depakote 250 mg,

Raview pn 7/27/21 of his physician orders
sonfirmed chiant #3 recaives Melatonin for sleep
andg the use of Clonazepam 0.5 me and
Depakote 280 mg.

interview with the qualified intellectual disabiities
profassionat (QIDR) on 7/27/21 confirmed the
facitity did not have consent from the specially
gonstituted cormmittes for client #3%s restrictive
BSP.

W 263 | PROGRAM MONITORING & CHANGE

CFR{s); 483.440{N(3){i)

The committes should insure that these programs
are conducted only with the written informed
aonsent of the cient, parents (if the client is a
minar} or leaal guardian,

This STANDARD is not met as evidenced by:
Basged on record review and interview, the faciity
failed to ensure rastrictive programs were only
conducted with the written informed consent of a
tegal guardian. This affected 2 of 4 audit clients
{#2 and #3). The findings are:

A. Raview on 7/27/21 of client #2's individual
program pian (IPP) dated 7/3/21 revealed he has
been adjudicated incompatent and that his

W 262

W 283

All Behavior Support Plan approvals
and signatures will be obtained as
needed, The Supervisor of Support
Services will be responsible for
ensuring the written informed
consent is obtained prior to 9/27/21
implementation and the signed
consent forms are uploaded into
Therap. The Director will monitor
completion at least quarterly and as
plans are revised
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Continved From page 6
congent from client #3's legat guardian,

Review on 7/27/21 of glient #3's physician orders
dated 5/18/21 confirmed client #3 racelves
Melatonin for sleep as well as the use of
Clonazepam 0.5 mg and Depakote 260 my.

Interview with the qualified intellectual disabilities
professional (QIDP) on 7/27/21 confirmed the
facility did not have written informed consent from
cliant #3's lagal guardian for olient #3's restrictive
BSP.

NURSING SERVICES

CFR(s): 483.460{c){3)(v)

Nursing services must include, for those clients
gertified as not needing a medical care plan, a
review of their health status which must result in
any necessary action (including referral fo a
physician to address client health problems),

This STANDARE [s not met as evidenced by:
Based on record review and interviews with staff,
the facility failed to ensure cliant #4 recaived a
recommended cardiofogy follow up as ordered,
The finding is:

Review on 7/27/21 of client #4's record revesied
nhe haz a surgical history inciuding Atrioventricular
Valva Repair due to a congenital heart defect,

Gontinued review on 7/27121 of Client #4's record
reveaied he had an Echocardiogram Pediatric
Congenitat Complete with Color Spect Doppler on
11716118, Further review of the after summary
completed by the cardinlogist revealed client #4
should, "Return in about 2 years {around

W 263

Waas

Supervisor of Support Services
will schedule all past due
appointments, Supervisor will
review medical appeinments’
schedule at least monthly and
schedule appointments as
needed.

Director will ensure completion
and check quarterly.

9/27/21
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Review on 7/27721 of elient #4's medical records
revealed he was last seen by the dentist in
September 2018,

interview on 7/27/21 with the qualified intellectual
disabilities professional (QHDP) revealed Clents
#2 #3 and #4 have not been seen for dental
vigits slnece 2019 and there have not been dental
viaits soheduled for clients #2, #3 and #4 as of
this date, Further interview revealed clisnt #1 has
not bean seen by the Dentist since 2/18/20.
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