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W 000 INITIAL COMMENTS W 000 RECE IVED
A complaint survey was completed on 12/9/24 for L} i‘.f‘ . G 202’*
intake #NC00223744. One allegation was
substantiated and a deficiency was cited. Two of DHSR-MH Licensure
the allegations were unsubstantiated and no Sect
deficiencies were cited.
W 331 NURSING SERVICES W 331 Wilson Smith Cottage ICF/IDD group home 01-07-25
CFR(s): 483.460(c) will provide clients with nursing services in

accordance with their needs as evidenced
by adding an addendum to the current

S TRRR AT O i esing ursing vender agreement to include but
IHCASIR W ECOUBMIAS) e . not limited o be following:

This STANDARD is not met as evidenced by:
Based on document review and interview, the
facility failed to provide nursing services in * Within 48 hours, the nurse will be

accordance with the needs of 1 of 2 sampiled responsible for seeing any client in
clients (#1). The finding is: person or via video call who has been

seen in urgent care or the emergency

Review of documents on 12/9/24 revealed an 0

incident report for client #1 dated 9/26/24 that « After a client has had an urgent
revealed the client to be sent to the ED due fo care]emergancy room visit' the nurse will
staff noticing that the client was not walking like be responsible for developing a plan of
his usual self. Continued review of documents care for the client given input from the

group home’s management team, Staff
will be trained by the nurse or
management on the care pilan.

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 » The nurse will be responsible for

as needed. Further review of documents revealed routinely (as condition dictates) seeing all
an incident report dated 8/28/24 to reveal client clients that have ongoing medical concerns
#1 to be sent to the ED due to swollen left knee and will provide instructions on how staff
and the client was admitted into the hospital. are to address them.

ow on 126724 i th quaife tloca e T A
disabilities prafessional (QIDP) and home Atfter Visit Summaries (when provided)
manager (HM) revealed that client #1 was sent to for clients once an appointment has been
the hospital on 9/26/24 and 9/20/24 due to attended. After the nurse reviews the
swollen left knee; however, no discharge information,the nurse will give further
paperwork for 9/28/24. Continued interview with recommendations when needed.

the QIDP revealed that there is no documentation

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
Tiffany Grant GP/Program Director 12/24/2024
Any deficiency statement ending 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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W 331 Continued From page 1

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 consuilt 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.

W 331 . The nurse will review all clients'

Medication Administration Records once
a month

* The nurse will be responsible for
completing an annual review/report for
each client at the time of their yearly
treatment team meeting/Individual
Habilitation Plan update.

* The nurse is responsible for doing a
monthly or quarterly reviews/report.

Wilson Smith Cottage group home's
Qualified Professional will monitor the
Registered Nurse's responsibiities and
ensure completion and submission of
documentation.

In addition to the above, Wilson Smith
Cottage - Lutheran Services Carolinas'
agency's quality improvement team will
conduct quarterly record reviews. Nursing
documentation will be reviewed to ensure
that the contracted registered nurse
fulfills responsibiilties and, meets
expectations and adheres to standards.

FORM CMS-2667(02-88) Previous Versions Obsolete

Event 1D: WLSS11

Fagility ID: 821883

if continuation sheet Page 2 of 2




