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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 12/9/24 for 

intake #NC00223744. One allegation was 

substantiated and a deficiency was cited. Two of 

the allegations were unsubstantiated and no 

deficiencies were cited.

 

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:

W 331

 Based on document review and interview, the 

facility failed to provide nursing services in 

accordance with the needs of 1 of 2 sampled 

clients (#1). The finding is:

Review of documents on 12/9/24 revealed an 

incident report for client #1 dated 9/26/24 that 

revealed the client to be sent to the ED due to 

staff noticing that the client was not walking like 

his usual self. Continued review of documents 

revealed an after-visit summary regarding ED 

visit on 9/26/24 with discharge instructions for 

client #1 to use Tylenol and /or Ibuprofen for pain, 

ice, and compression, and to follow-up with Ortho 

as needed. Further review of documents revealed 

an incident report dated 9/29/24 to reveal client 

#1 to be sent to the ED due to swollen left knee 

and the client was admitted into the hospital.

Interview on 12/9/24 with the qualified intellectual 

disabilities professional (QIDP) and home 

manager (HM) revealed that client #1 was sent to 

the hospital on 9/26/24 and 9/29/24 due to 

swollen left knee; however, no discharge 

paperwork for 9/29/24. Continued interview with 

the QIDP revealed that there is no documentation 
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providing follow-up care for client #1 regarding 

9/26/24 discharge instructions.

Interview on 12/9/24 with the facility nurse 

revealed that client #1 was sent to the ED on 

9/26/24. Facility nurse was not aware of the 

9/26/24 hospital visit and later stated she had an 

Ortho consult for 9/26/24; however, the client was 

sent to ED by the HM. The manager and the QP 

receive the medical consultations and schedule 

all medical appointments. Facility nurse advised 

staff to take client back to the ED on 9/29/24 at 

10:11 am due to the left knee being excessively 

swollen and nurse did not receive any further 

information from the hospital. It is also noted that 

the client did not return to the group home 

following his release from the hospital and has 

been discharged from the group home on 

10/2/24.
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