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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 3/23/2022 

for intake #NC00186093.  No deficiencies were 

cited.

 

W 249 PROGRAM IMPLEMENTATION

CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 

formulated a client's individual program plan, 

each client must receive a continuous active 

treatment program consisting of needed 

interventions and services in sufficient number 

and frequency to support the achievement of the 

objectives identified in the individual program 

plan.

This STANDARD  is not met as evidenced by:

W 249

 Based on observations, record review and 

interviews, the facility failed to assure a 

continuous active treatment program was 

provided for 1 sampled client (#5) relative to 

eyeglasses.  The finding is:

Afternoon observations in the group home on 

3/22/22 from 4:30 PM to 6:30 PM revealed client 

#5 to participate in various activities including a 

coloring activity, participate in the dinner meal 

and chores in the kitchen. At no point during the 

observation period did staff prompt client #5 to 

wear her eyeglasses.  

Morning observations on 3/23/22 from 6:50 AM to 

8:45 AM revealed client #5 to participate in 

various activities including a puzzle activity, a 

color activity and to participate in the breakfast 

meal.  Continued observations at 8:40 AM 
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W 249 Continued From page 1 W 249

revealed this surveyor to interview staff about 

client #5's eyeglasses.   Further observations 

revealed staff to accompany client #5 in her room 

to look for her eyeglasses. Additional observation 

at 8:45 AM revealed client #5 to put on her 

eyeglasses.  

Review of the record for client #5 on 3/23/22 

revealed an individual support plan (ISP) dated 

1/24/22.  Continued review of the ISP revealed 

client #5 has the following diagnosis:  I/DD, 

severe; Down's Syndrome and impaired vision. 

Continued review of the ISP revealed two 

program goals that client #5 must wear and clean 

her eyeglasses daily as prescribed.  

Interview with staff D on 3/23/22 revealed that 

client #5 will hide her glasses in her room and 

staff have a hard time finding them.  Continued 

interview with staff D revealed that client #5 does 

not like to wear her glasses.  Interview with the 

qualified intellectual disabilities professional 

(QIDP) on 3/23/22 revealed that all of client #5's 

goals are current.  Continued interview with the 

QIDP revealed that client #5 should wear her 

glasses daily as prescribed.

W 288 MGMT OF INAPPROPRIATE CLIENT 

BEHAVIOR

CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client 

behavior must never be used as a substitute for 

an active treatment program.

This STANDARD  is not met as evidenced by:

W 288

 Based on observations, record review and 

interviews, the facility failed to ensure a technique 

to address inappropriate behavior was included in 

a formal active treatment plan for 1 of 4 sampled 
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W 288 Continued From page 2 W 288

clients (#1).  The finding is:

Observations in the group home on 

3/22/22-3/23/22 revealed client #1 to participate 

in chores, to do activities, participate in dinner 

meal and participate in breakfast meal.  

Continued observation on 3/22/22 at 5:57 PM 

revealed client #1 to go to the bathroom to take a 

shower.

Observation in the group home on 3/23/22 at 6:50 

AM revealed client #1 to sit at the dining room 

table for breakfast wearing the same clothes from 

the previous day.  Continued observation on 

3/23/22 revealed client #1 to not have clothes in 

the bedroom.  Further observation on 3/23/22 at 

8:30 AM revealed client #1's clothes were being 

kept outside in a locked shed.

Review of records for client #1 on 3/23/22 

revealed an individual support plan (ISP) dated 

3/18/22.  Continued review of ISP for client #1 

revealed a behavior support plan (BSP) dated 

10/5/21 with target behaviors of food seeking, 

stealing, physical aggression, verbal aggression, 

agitation and elopement.  At no time was 

documented technique provided to address the 

removal of client #1's clothing from the client's 

bedroom. Further review of client #1's record did 

not reveal a consent form signed by the guardian 

relative to locking up the client's clothing in the 

outdoor shed.

Interview with the staff on 3/23/22 revealed that 

client #1 was wearing the same clothes 

throughout the observations.  Continued interview 

with the staff revealed client #1's clothes are kept 

in a lock shed in the back yard due to client #1 

tearing clothes and throwing clothes in the trash. 
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W 288 Continued From page 3 W 288

Interview with the qualified intellectual 

developmental disabilities professional (QIDP) 

confirmed client #1's ISP dated 3/18/22 was 

current. Continued interview with the QIDP 

revealed client #1 would throw clothes in trash 

and mom wanted client # 1's clothes kept in the 

outside shed.  Further interview with QIDP 

confirmed that training needs to be in place to 

address client #1's behavior.

W 440 EVACUATION DRILLS

CFR(s): 483.470(i)(1)

at least quarterly for each shift of personnel.

This STANDARD  is not met as evidenced by:

W 440

 Based on review of record and interview, the 

facility failed to show evidence quarterly fire drills 

were conducted with each shift of personnel 

relative to first and third shift.  The finding is:

Review of the facility fire drill reports from 3/21 

through 2/22 revealed missing fire drills for 5/21, 

7/21, 8/21, 9/21, and 12/21. Further review of the 

fire drill reports revealed a second shift drill 

conducted on 2/2/22 and a third shift drill 

completed on 3/27/21.  There was no additional 

documentation available conducting second and 

third shift drills during the review year.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 3/23/22 confirmed facility 

fire drills should have been conducted quarterly 

for each shift.  Continued interview with the QIDP 

confirmed there was no additional documentation 

to reflect the missing drills were conducted during 

the review year.
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