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W 130 PROTECTION OF CLIENTS RIGHTS W 130
CFR(s): 483.420(a)(7)
N . Client #1's care plan will be revised
The facility must ensure the rights of all clients. by the QIDP te-include specific
Therefore, the facility must ensure privacy during program goals related to respecting
‘ tre.atment and care of personal needs. privacy during personal care and
This STANDARD is not met as evidenced by: toileting.
Based on observations and interviews, the facility
failed to ensure privacy during personal care for 1 The updated care plan will clearl
. i ‘ y
non-sampled client (#1). The finding is: outline the need for privacy during
W= o these activities and identi
revealed client #1 to enter the bathroom. to ensure privacy is maintained
Continued observations revealed client #1 to , k
begin toileting with the bathroom door open which Specific : "
oals will be set, such as
cguid bet'seen fro'l" éhe;.ha{h;ﬁ‘ Furttriaer Egsure tgat Client #1's privacy is
observation revealed clien o continue ;
toileting with the door remaining open as other ;g; gﬁ: le.?wd:;' gge;;:‘rjsrg;i: ST
clients walked down the hallway to their rooms. obje ctigés (e.g., staff to monitor and
Review of the record for client #1 on 11/6/24 it s the t?athroom door is closed,
revealed a person centered plan (PCP) dated assist the client as needed, etc.).
which indicated the following program goals: :
exercise goal, oral hygiene, use signing or gz:ee\irgzrawnid!l 2::::88:'?2;%
communication boards/flashcards to : B :
communicate, wipe herself after using the recelvet"tram;pg ton Fhe lmpo;tﬁantfe ﬁOf
bathroom, and set the table during mealtime. respectling client privacy, particutarly
. Continued review of the record for client #1 did during personal care and toileting.
not reveal program goals relative to respecting .
privacy during personal care or toileting. gzse?lgzraxi?i gl'sr.gctt)esgep-?:-rstervice
Interview with the qualified intellectual disabilities staff on the process for updating and
professional (QIDP) on 11/6/24 revealed staff documenting program goals in client
have been trained to prompt client #1 with care plans, ensuring that privacy
keeping the bathroom door closed during . and dignity are always included as
personal care and toileting. Continued interview key components
with the QIDP revealed all of client #1's program
goals are current. Further interview with the QIDP
revealed staff should monitor client #1 to ensure
privacy during toileting and personal care.
TITLE (%8} DATE

TORY DIRECTOR'S OR PROVIDER/SUPPLIBR REPRESENTATIVE'S SIGNATURE
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y deficiency statement £iting with an @stéfisk (*) denotes a deficiency which the institutioh 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 80 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 disciosable 14
days foliowing 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 217 INDIVIDUAL PROGRAM PLAN
CFR(s). 483.440(c)(3}(Vv)

The comprehensive functional assessment must
include nutritional status.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure an initial nutritional assessment
was performed for 1 of 1 newly admitted audit
client (#5). The finding is:

Review on 11/5/24 of client #5's record revealed
there was no nutritional assessment. Continued
review revealed client #5 was admitted to the
facility on 7/8/24. Further review revealed the last
nutritional assessment was completed by
previous provider dated 6/16/17.

' During an interview on 11/6/24, the Qualified
Intellectual Disabilities Professional (QIDP)

! confirmed client #5 did not receive an initial
nutritional assessment upon admission.
INDIVIDUAL PROGRAM PLAN

| CFR(s): 483.440(c)(4)

W 226

' Within 30 days after admission, the
interdisciplinary team must prepare, for each
client, an individual program plan.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to implement a Person Centered Plan(PCP)'

. within 30 days of admission for 1 of 1 newly

' admitted audit client (#5). The finding is:

Review on 11/5/24 of client #5's record revealed
an admission date of 7/8/24. Continued review
revealed a PCP implemented on 9/20/24 for client
#5. Further review revealed formal training
objectives to include wash her body, brush her

| teeth and apply deodorant by 9/20/25.

W 217

The QIDP, Nurse and Dietician will collaborate and
complete an initial nutritional assessment for Client #5,
and the results will be documented in the client's medical
record.

The Administrator will in-service all nursing, dietéry staff
. and QIDP on the importance of completing initial
nutritional assessments as part of the admission process.

W 226

~ The Administrator will in-service all

' admissions and care management staff on
the importance of adherence to the 30-day
timeframe for implementation of the PCP.
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Interview with the Qualified Intellectual Disabilities
Professional (QIDP) on 11/6/24 verified client #5's
admission and PCP implementation date.
W 436 SPACE AND EQUIPMENT W 436

CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the

| interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to assure that
adaptive equipment was furnished as prescribed
for 1 of 3 sampled clients (#2). The finding is:

Observations throughout the 11/5/24-11/6/24
recertification survey revealed client #2 to
participate in various activities to include assisting '
with meal preparation, cooking, participating in a
puzzle activity, and other various activities without
her eyeglasses. Continued observations did not
reveal staff to prompt client #2 to wear her
 eyeglasses as prescribed.

Review of the record for client #2 on 11/6/24
revealed a person-centered pian (PCP) dated
2/18/24, which indicated that staff should prompt
client #2 to wear her eyeglasses throughout the

'day. Continued review of the PCP for client #2

' revealed the client "does not like wearing her
eyeglasses and will not comply with wearing
them. Staff can help by verbally prompting the
client throughout the day to wear the eyeglasses

“and the importance of wearing the eyeglasses

The Qualified Intellectual Disabilities
Professional (QIDP), Nursing Staff and
Direct Support Supervisor will ensure Client
#2's Optometrist appointment is scheduled
and her eyeglasses are ordered and
delivered.

The QIDP, Nursing Staff and DSS will
rein-service training with all the direct
support staff on the importance of prompting
Client#2 to wear their prescribed
eyeglasses, including the specific role this
plays in maintaining the client's optimal |
healith.

The QIDP and DSS will conduct weekly
audits to ensure staff is implementing Client
#2's goal of wearing her glasses. Client #2's
compliance with wearing their eyeglasses
will be tracked and reviewed during the
weekly audits to ensure no further lapses

FORM CMS-2567(02-89) Previcus Versions Obsolete Event ID:Z9H311

Facility ID: 925192 If continuation sheet Page 3 of 4




PRINTED: 11/14/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULBING COMPLETED
34G314 B. WING 11/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1710 BURTONWOOD CIRCLE
BURTONWOOD CIRCLE H
» - e CHARLOTTE, NC 28212
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
W 436 Continued From page 3 W 436

daily". Review of the record for client #2 revealed
a vision consuilt dated 11/2/23 which indicated a
myopia diagnosis with astigmatism. Further
review of the PCP revealed client #2 has the
following adaptive equipment: eyeglasses to
improve his vision, to be worn daily.

Interview with nursing services and the qualified
intellectual disabilities professional (QIDP) on
11/6/24 verified that client #2's eyeglasses
prescription is current. Continued interview with
the QIDP verified that staff are trained to prompt
client #2 to wear her eyeglasses daily as
prescribed.
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