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W 262 | PROGRAM MONITORING & CHANGE W 282 \ .
We will meet this standard by 8/10/24

CFR{s); 483.440(0(3}
(s) (&N ensuring 1o review and monitor

clisrit #4 and all consumers
behavior plans and any
recommended changes to the
plans with the Human Rights
Commlites for each consumer.

The committee should review, approve, and
monitor individual programs deslgned to manags
Inappropriate behavior and other programs {hat,
In (he apinlon of the commttes, Involve deks lo

clierd prolection and rights,

This STANDARD is not met as evidenced by:
Based on recard review and interview, the facilily

fallad to ensure the restrictive behavior tachnique Before any recommendations are
for 1 of 4 audil clients {#4} was reviewed and implemented the QP will ensure
monitored by (he human righls commiltee (HRC), the recommendations were

The finding 1s: discussed and approved by the

committes for avery consumer.
Review ar; 6/10/24 of cllent #4's Behavlor Support

Plen {(BSP) dated 1/6/24 revealsd largst The QP will ensure {o review the
behaviors conslsiing of property destruction, behavior plan at least quartarty
noncompliance, and self-injurious behaviors. or more frequently as needed to
Additional review on 6/10/24 of quallfied ensure thls standard Is met for
professfunal note dated 1/5/24 alarm has been aach consumer.

placed oh badroom door due lo sneaking in olher
rooms and tearing up thelr clothes, another alarm
alao placed on closet door In clienl's bedroom,
Further review on 6/11/24 of cllent #4's BSP
revealad no willieh consent by the HRC,

Interview on 6/11/24 with the qualifled inlsliectual
disabliifles professlonal (CHDP) conflrmed that
client #4 did not have wrilten consent by HRC,
W 283 | FROGRAM MONITORING & CHANGE W 263
CFR(s): 483.440¢0)(3)(H) .

The commiitae should insurg (hat these programs
are conducted ondy with the wrliten Informed
conaent of the cllent, parenis (If the client iz @
minor} or legal guardian.

This STANDARD Is nal met as evidenced by;
Based on observalions, record review and
inferview, tha facllity faltod to ensure reslrictive

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SBIGNATURE TITLE {5) DATE

oo Soed | Rrd ol QO AN

Any deflicjency statemnenl ending with an aslarisk {*) denoles a deficlency which the Instliullon may be excused from correcling providing |l is determined hat
uiher safeguards provide sufficlant prolaciion lo fhe pallents, (Sea Inslructions.) Except for nursing homas, tha indings stated shovs ara disclosable 90 days
fodiowing the dala of survay whelher of riot 4 jilan of correcilon §s provided, For nursing homiss, the sbove findings and plang of corcestion ere disclosebls 14
daya (ollowing the date these docUmenls sre made avalisbla [o the faclilly. U deficlancles are clied, an approvad pian of correction Is requiste lo conifnued

pregram paricipallon.
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BTATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING < COMPLETED
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{4y 1D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDEFS PLAN OF CORRECTION £x8)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGYION SHOULD BE COMPLETION
TAG REGULATORY OR LEC (DENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERICIENGY)
W 263 | Continued From page 1 W 263 This standard will be met by 8/10/24
programs were only conducled with the written the QP ensuring that client #4 and
informed consent of a lagal guardlan, This all consumer Behavior plans are
affected 1 of 4 audit clients {14). The findIng Is; reviewed and monitored by the
Human Rights Committes and the
Observallon on 6/10/24 at approximately 4:00pm legal guardian is informed of and
of an alarm device on the top the enlry door to gives s the written consent as well
cllent #4 bedroom, that chimad whan you walked as the Human Rights Commlttes
Inslde the bedrcom, gives us consent for client #4 and
all consumers.
Record review on 6/10/24 of client #4's behavior
suppot plan (BSF) datad 1/5/24 revealed no The QP will ensure to monitor client
documentatian or mention of the door alarms for # 4 and all consumers behavior
client #4 bedroom door or closet door. plans and agreements for the
interview on 6f11/24 with the qualified inleffeclusal behavior plans at least quarterly,
when changes are made and as
disabililles professional (QIDP) confirmad there needed to ehsure to meet this
was no wrilten informed consent for client #4's
standard for all consumers.
door slarms,
W 340 | NURSING SERVICES W 340
CFR(s): 4B3.460(c)(5)(!)
Nursing services must Include Implemsnting with
other members of lhe inlﬂrdéacipiinaryma:n,
appropriale ptoteclive and preventive health ) \
measures thal include, bul are not limlted o This standard will be metby the QP | o, 0
iraining clients and slaff as needed In appropriate and RN ensuring that the doctor
health and hyglene mathads, writes any as needed medications
This STANDARD Is nol met as evidenced by: with exact instructions and
Based on observation, record review and explanations for why that medication
interviews, the facillly falled to ensure nursing Is to be given as needed.
staff were sufficlanlly tralned In medication . .
administrafion. This affecled 1 or 4 audit clianls The RN will ensure to review angd
(#5). The finding is: audit all consumers orders at |least
weekly and as needed to ensure this
Observalion of medication administration In the standard is met for each consumer,
home on 6/1/24 at 8:15am, the home manager
administered Benzlropine .5mg. The medicatlon
administration record for the month of June was
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CFR(s): 483.460(k)(1)

The system for drug adminialration must assure
that all drugs are adminlsiered In compllance with
the physiclan's orders.

This STANDARD Is not met as evidenced by
Based on ¢bservallon, record review and
intarview, tha facliily failled to ensure madicallons
ware administered in accordancea with physlelan's
orders. This affected 1 of 4 audit clients (#1), The
findlng la:

Morning observalion in the home on 6/11/24 al
8:00am revealad, the home manager shaervag
adminlslerrd GenTeal tears to clisnt #1 wo drops
In each eye.

Racord review on 8/11/24 of clfent #1'a physician
ordere slgned 5/30/24 reveslad an order for

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO, 0938-0281
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER; A BUILOING COMPLETED
346161 8. WiNG 06/41/2024
NAME OF PROVIDER OR SUPPLIEER STREET ABDRESS, GITY, STATE, 2IF CODE
4300 NC HWY 87 SOUTH
NO PLAGE LIKE HOME FAYETTEVILLE, NC 28308
(Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIY {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) TAG CROSH-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
W 340 | Continuad From pags 2 W 340
inlllalled wice a day Bam and 8pm dally June
1st-10th as the medicalion glven iwlce a day,
Record review of physiclan orders daled 5/30/24
ravealed Benztroplne 4mg teke 1 tablet by moulh
twice & day as neaded for extrs pyramidal side
effacts.
interview on 6/11/24 with home manager revealed
he administered the medlcatlon twice a day the
way he was {old to do, He revealed he doesn'{
understand why as needed was written on the
madicallon adminlstration record.
Interview on 8/11/24 with the nurse confirmed
there should bie same ¢larifioation on the order If
ihe medlcation should be administered bivice a
day or as needed,
W 388  DRUG ADMINISTRATION W 363

This standard will be met by the
QP and RN reviewing the
medications weekiy for client #1
and for all clients as soon

as cllent #1 any consumer has an
appointment the doctor order

will be reviewed immediately and
implemented properly.

8/12/24

The RN then will ensure to talk fo all
staff and refrain alt staff on
medication administration,

The RN will also observe sach
staff administer all medications
to ensure accuracy of
administration to all consumaers,
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NAME OF PROVIDER OR SUPPLIER

NO PLACE LIKE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
4308 NG HWY 87 8GUTH
FAYETTEVILLE, NC 28306

(X4}0 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLARN OF CORRECTION £5)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FiLL PREFIX {BACH CORREGTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROBS-HEFERENDED TO THE APPROPRIATE DATE
DEFICIENCY)

W 368 | Continued From page 3 o W386|  The RN will also review the MARs

GenTea) lears revealed an order to inalilt one weekly and as needed to ensure the

drop in each eye twice daily, medication instructions are the same

i as the doclors arder for all consumers.

Interview on 6/11/24 wilh the home manager

revealed that cllent f#1 has always gotten 2 drops

In gach eye and was unawars of lhe changs.

Interview on 6/11/24 with the nurge confirmed fhe

order should be administered as wriltan with ons

aye drap In each eye. The nurse also revesaled

she was unaware of the order belng changed.
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