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{W 000} INITIAL COMMENTS {W 000}

A revisit was completed for all the previous
deficiencies cited during the follow up survey on
1/3/25. Some deficiencies have been corrected;
however new deficiencies were cited. The
condition level deficiency was corrected.

Also, a complaint survey was completed for
intake #NC00225866. The complaint was

unsubstantiated. No deficiencies were cited.
W 104 GOVERNING BODY W 104
CFR(s): 483.410(a)(1)

The governing body must exercise general policy,
budget, and operating direction over the facility.
This STANDARD is not met as evidenced by:
Based on observation and interview, the
governing body failed to provide operating
direction over the facility by ensuring staff were
sufficiently trained in responding to Federally
Mandated Survey Processes. The finding is:

Observation on 1/30/25 at 7:55am revealed,
surveyors arrived to the facility to conduct a follow
up survey. Upon arrival, staff D was sitting in his
car. Once seeing the Surveyors, staff D stepped
out of the car and went back into the facility. The
Surveyors knocked on the front door in attempt to
gain entrance to the home. There was no answer
at the door. Within minutes, Staff D walked out of
the house towards his car. The Surveyor asked
staff D if staff were going to open the door. Staff
D stated that the staff inside of the home
informed him that they could not open the door
for the Surveyors unless management was there.
Surveyors asked staff D if he would open then
door. Staff D went back into the house however
when he returned, he stated the staff inside would
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not allow him to open the door. He further stated,
he was a new employee and wasn't sure why the
staff inside would not open the door. He then left
the facility. Surveyors continued to knock on the
door, as well as, attempted to call the Qualified
Intellectual Disabilities Professional (QIDP). The
QIDP did not answer, therefore a voicemail was
left. Surveyors continued to knock on the door. At
approximately 8:17am, staff C walked out of the
home without acknowledging the surveyors and
got into her car and left the facility. Surveyors
continued to knock at the door. At 8:20am, staff B
opened the door and allowed surveyors access to
the facility.

Interview on 1/30/25 with staff B revealed, staff C
informed her that staff were not supposed to
open the door for Surveyors and that
management is supposed to be onsite when
surveyors are in the home. Staff B stated she was
only doing what she was told.

Interview on 1/30/25 with the QIDP revealed staff
are trained to provide surveyors with any
information requested. Staff should be honest
with surveyors. He further stated staff should
have opened the door to allow surveyors access
to the facility. The QIDP apologized several times
for staffs actions of prohibiting the surveyors
access to the facility.

{W 249} PROGRAM IMPLEMENTATION {W 249}
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
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and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and staff
interviews, the facility failed to ensure a pattern of
interactions supported the active treatment plans
for 2 of 2 audit clients (#1 and #4), specific to
communication, independent living, vocational
skills, sensory stimulation, community living,
implementation of effective behavioral strategies
and program implementation. The findings are:

During morning observations in the home on
1/3/25 from 7am - 7:45am, client #4 was
observed sitting in a chair. Further observations
revealed at no time did staff interact with client
#4.

Review on 1/3/25 of the Plan of Correction
revealed client #4 does not have any formal
goals.

During an interview on 1/3/25, the QIDP revealed
he has not implemented any new goals for client
#4.

A follow up visit was conducted on 1/30/25.

A. During observations in the home on 1/30/25
from 8:09am - 10:19am, client #1 was observed
sitting in his wheelchair near the dining room
table. Further observations revealed Staff A was
sitting near client #1, but never spoke or engaged
with him. Staff A did talk and engage with the
client #2 who was also sitting around the table.
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Review on 1/30/25 of client #1's Individual
Program Plan (IPP) dated 1/9/25 revealed, "He
can use eye gaze and can vocalize intermittently
to indicate his wish to watch something on tv or
for another need such as toileting". Further
review stated, "Some things [client #1] enjoys
include the following: Watching movies with a lot
of action and/or colors...."

B. During observations in the home on 1/30/25 at
8:09am, client #4 was observed sitting at a table
located in the living room; he had a container of
plastic blocks in front of him. Client #4 was called
to go to the dining room and sit at the table at
8:11am. At 8:15am, client was called to the
medication room to receive his medications.
Client #4 exited the medication room at 8:21am
and sat down in a chair which is located in the
living room. Staff A asked client #4 if he was
doing alright at 8:49am. The Qualified Intellectual
Disabilities Professional (QIDP) entered the
house at 8:54am, looked at client #4 sitting in the
living room and did not engage with him. Client
#4 was still sitting in the living room not being
engaged at 10:19am, when the survey team
exited the home.

Review on 1/30/25 of client #4's IPP dated 1/3/25
revealed, "Staff will encourage [client #4] to
participate in group activities". Further review
indicated, "Social skills continue to require
prompting due to him wanting to isolate and not
interact with other consumers". Additional review
stated, "Staff must engage [client #4] in an activity
in order for him to participate". Client #4's IPP
also mentioned, "[Client #4] will be provided the
opportunity to learn all new sKkills as
independently as possible". Additional review
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revealed client #4 has two leisure activities,
where he will be given opportunities throughout
the day by staff to make choices of things or
items and arrange client #4 to engage in
structured activities such as playing games,
watching television of any other desired leisure
activity for 30 minutes to an hour a day.

During an interview on 1/30/25, the QIDP stated
that staff are expected to engage with the clients
throughout their day. Further interview revealed
staff are expected to interact with the clients.

(W 249}
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