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{W 331} NURSING SERVICES
CFR(s): 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to provide nursing services in accordance
with the needs of 1 of 1 sampled clients (#1) with
not ensuring appropriate monitoring and staff
training after a medication change and a change
in client health status. The finding is:

Review of internal documents on 11/10/21
revealed an IRIS report completed 10/25/21.
Review of the IRIS report revealed client #1 had
developed bruising, discoloration and swelling of
the scrotum area due to a fall. Continued review
of the IRIS report revealed client #1 to have a
diagnosis history of profound intellectual disability
with unspecified behaviors and emotional
disorders with onset in childhood.

Interview with the facility administrator on
11/10/21 revealed client #1 was currently in a
nursing facility due to the need for a higher level
of care after a recent hospitalization. Continued
interview with the administrator revealed client #1
was recently released from the hospital, after a
change in health status, with a permanent
catheter and currently required restraints to keep
the client from pulling the catheter out. Further
interview with the facility administrator revealed
due to the need for a permanent catheter and
client #1's need for restraints to prevent pulling
the catheter out the team had made the decision
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Any deficiency statement endiﬁg with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Derek Briscoe, Program Administrator
BlueWest Opportunities

43 College Place Suite 306

Asheville, NC 28803

2/13/2021
To the DHHS survey team:

On behaif of all the clients and the entire support team at BlueWest Opportunities, thank you for the
time and energy you spent with us on November 11, 2021, and on January 26, 2022, helping us to
improve our services. Following, you will find our plan to correct the issues cited during the survey and
follow-up survey. We look forward to the improved outcomes you have helped us to identify.

We will be prepared by February 25, 2022 to review corrections for both deficiencies cited.

Thank you again.

Sincerely,

/{/%:_/

Derek Briscoe



appropriate protective and preventive health measures that include, but are not limited to training
clients and staff as needed in appropriate health and hygiene methods.

Responsible persons: Residential Program Administrator, Quality Assurance Manager
Mechanism to ensure compliance: Regular review of incident reports

Frequency of mechanism: At least weekly



