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[(c) The [facility, except RNHCls, hospices, The unit Safety Chairperson or the designee | 8/17/18
transplant centers, and HHAs] must develop and will train all staff on the home specific
| .. . .. | malntain an emergency preparedness e ‘ Emergency Plan. The Communication Plan
-—}~————-| communication plan that complies with F.ed,er.a' ._'__xi,.‘.x e} Wl INClude updated names and contact .
“ 77| State and local laws and must be reviewed and information for staff, patients, Vqlppteers
updated at least annually. The communication patient physicians and other facilities.

Training will be monitoring by the Administator
and Safety Chairperson to ensure staff are
trained on Emergency plan when hired and

plan must include all of the following:] -

(1) Names and contact information for the on a yearly basis as Emergency plans change
following: In the future the Administrator will ensure the
] o] (i) Staff. R p— requ:lrement for home and client specfic
-| (i) Entities providing services under arrangement. training f‘fr Emergency plans are met.

(iiiy Patients’ physicians "~
(iv} Other [facilities].
(v) Volunteers.

T

-| *[For RNHCIs at §403.748(c):} The -~ - -~
communication plan must include all of the
following:

(1) Names and contact information for the
following:

(i) Staff.

(i) Entities providing services under arrangement.
(lii) Next of kin, guardian, or custodian,

(iv) Other RNHClIs.

) Volunteers. | o] . . RECEINVED

*[For ASCs at §416.45(c):] The communication

plan must include all of the following: JUL i 3 mm

1) Names and contact information for the ‘
gol)lowing: BHSR-MH Licensure Sect
() Staff.

(ii) Entities providing services under arrangement.
(iil) Patients’ physicians.
(iv) Volunteers.

/ *[For Hospices at §418.113(c):] The

LABORATZ!:Z\DTCTO%SER REPRESENTATIVE'S ?ﬁ;iq/RE TITLE {X8) DATE
-~ I Lelpi T4

/f; sficiency slalement\endlng with an asterisk (*} denotes a deficlency which the institution may be excused from carrecting providing it is determined that
oter safeguards provide sufficient protection tqjthe patients. (See instructions.)- Except for nursing homes, the findings-staled above are disclosable 90 days -
following the date of survaey 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 lo continued
program participation.

FORM CMS-2567(02-98) Previous Versions Obsolete Event ID: LJX311 Facllity ID: 821081 If continuation sheet Page 1 of 14




i ]

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/22/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A BUILDING COMPLETED
§\
346186 B. WING 06/20/2018
"' NAME OF PROVIDER OR SUPPLIER =i =t ooy e s monems someem e oo | G TREET ADDRESS, CITY, STATE, ZIP CODE 7= T T
“HOLLOWAY STREET HOWE ™~ - | ~4705 STANLEY ROAD  ++ oo o oo 3 e
e s i 12w e s - -] -DURHAM, NC 27704 -
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES - i I . .. PROVIDER'S PLAN OF CORRECTION . {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEDBY FULL = ™ * " PREFIX © ™ 7 (EACH CORRECTIVE AGTION SHOULD BE  * COMPLETION -
CTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
mnrte s | o s o4 s p e o AR LAt ety DEF'CIENCY)
E 030 | Continued From page 1 E 030

"l (iiiy Patients' bhyéiéians
¥ (|v) Other hosplces

following:
(i) Hospice.employees

communication plan must include all of the .
- following: SO,
(1) Narmies and contact mformatlon for the

(i) Entities”providing sennces under arrangement

[For OPOs at §486 360(0) ] The commumcatlon
plan must include all of the following:;
(1) Names and contact information for the

AT, L.
P

{iv) OtheF OPOs.~ 7™ rr, e iz on o

followingT

(i Staff. -

RE() Enimes provxdmg Services under arrangement

(ii) Volunteers. -

(v) Transplant and donor hospltals Irthe OPO s

‘Danation Service Area (DSA).

This STANDARD is not met as evidenced by
Based on document review and interview, the
facility failed to ensure an emergency
preparedness (EP) communication plan was
developed and maintained in compliance with
Federal, State and local laws. The finding is:

The facility's EP plan did not include an updated
face sheet.

Review on 8/19/18 of the facility's 2017 EP plan
had the wrong contact information. Further
review revealed the face sheet had the contact
information for another group home, including the
name aof that group home; along with their
address, phone humber and the name of the
previous administrator,

During an interview on 6/20/18, the qualified

intellectual disabilities professional (QIDP)
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confirmed the face sheet for the faclhty contamed
. the’incorrect information, =~ 7
E 037 |EP Trammg Program E 037

. . L The unit Safety Chairperson or the designee | 8/17/18
CFR(S) 483 475(d)(1) . will train all stayff on the home specific
| e b e U R ——Emergency Plan.”The Communication Plan | -~~~ -~
| ———= (1) Trdifiifig pragram. The [facility, ex except CAHs e} e LWl iInclude updated names and contact ——— |- - |
o ASCs, PACE organizations, PRTFs, Hospices, ) information for staff, patients, volunteers, ™ - '

and d!alySIs facmttes} must do all of the foliowmg o i E T patient physicians and other facilities, ¢ -y |
: S e rmeemee e ek Training will be monitoring by the Administator ‘ —_—
0 Initial training in emergency preparedness and Safety Chairperson o ensure staff are |

- - trained on Emergency plan when hired and
olicies and pracedures to all new and existin .
Etaff individupals roviding services under ° on a yearly basis as Emergency plans change
p g In the future the Administrator/QP will ensure

arrangement, and volunteers, consnstent wﬁh their the requirement for home and client Specf‘c
'| 'expected rale. T o s o raining for Emergency plans are met.

{i®) Provide emergency preparedness trammg at

least annually. | ’

(iily Maintain ‘documentation of the tralnmg A
1 (iv) Demonstrate staff knowledge 'of emergency A
procedures.

*[For Hospitals at §482.15(d) and RHCs/FQHCs
at §491.12:] (1) Training program. The [Hospital
or RHC/FQHC] must do all of the following:

(i) Initial training in emergency preparedness
paolicles and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, and volunteers, consistent with their
expected roles.

(i) Provide emergency preparedness fraining at
feast annually.

(iii} Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

Easow

“[For Hospices at §418.113(d):] (1) Training. The
hospice must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing

FORM CMS-2567(02-88} Previous Versions Obsolete Event (D: LJX311 Facllity ID: 921994 If continuatian sheet Page 3 of 14

.,



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/22/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
{
34G188 06/20/2018
=] NAME OF PROVIDER OR SUPPLIER &' '™ =0 =iin ™ o i, TT7m i 2 “STREET ADDRESS, CITY, STATE, ZIP CODE = PRI TR
T —QEIIE\EA;(STREET H(‘}ME T T e I TR U - —-4795 STANLEY ROAD T T T e L T T T - '
- DURHAM, NC 27704 « <o o - coml v e
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES b - PROVIDER'S PLAN OF CORRECTION .8y -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ‘ COMPLETION ~
TAG REGULATORY OR LSC lDENTlFYING lNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
ORI, R —— et | o ¢ sne baam e Sh o iaa AAA Y e 8 e B AS Sear man ¢ b A S peen 83 Eb e £ Y T4 e Red SR s S g —— erenEr e e Sham § e h— 5 b4 0 W $a Y e i biiaot b DEF'CIENcY) [ AN PR,
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=1 enfergency preparedness plan with hospice *~
-| employees (including nonemployee staff), with -

‘least-annually;

services under arrangement consustent wnth the!r

expécted foles,”” "
()] Demonstrate staff knowledge of emergency
procedures.

(iii) Provide emergency preparedness frainingat ...} .....

(iv) Periodically review and rehearse its

special emphasis placed on carrying out the
procedures necessary to protect patients and
others.

‘#irangement, and vVoldnteers, corisistant W|th thair

| [For PRTFs at §441,184(d)] (1) Training —=—=" ==~

program. The PRTF must do all of the following:

() Initial training in emergency preparedness

policies and procedures to all new and existing .~
staff, individuals providing services under "™ ™ T

expected roles.

(i) After initial training, provide emergency
preparedness tralning at least annually.

(i) Demonstrate staff knowledge of emergency
procedures.

(iv) Maintain documentation of all emergency
preparedness training.

*For PACE at §460.84(d):] (1) The PACE -
brganization mist do'all of the following:
{i) Initial training In emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles,
(i) Provide emergency preparedness training at
least annually.

(i) Demonstrate staff knowledge of emergency
procedures, including informing participants of
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_HOLLOWAY STREET HOME *_

E 037 | Continued From page 4 E 037
what to do, where to go, and whom to contact in
case'of an emergency.” ~
(iv) Maintain documenta’uon of all trammg

S PO — 1 YFor. CORFs at §485.68(d):}(1) Training. The _.... : e e s
| === [-CORE mustdazall:of the following:—— =" B —— - - -
: 71 () Provide initial training in emergency © R N S R

| preparedness policies and prédedures toall new -~ - o} oo mE
-| and existing staff, individuals providing services -~ -7} . .

under arrangement, and volunteers, conststent

with their expected roles.

(i) Provide emergency preparedness fraining at

—[lesst-annually: ) i T
- = (i) Maintain documentation of the training. ==y | e sy | prmems s e e S s e e e e e
“-"-| (1v) Demonstrate staff kidwledge of emargerey ™ |~ 1 1 UV TR RN ISR S

pracedures. All new personnel must be oriented

| and assigned specific responsibilities regarding ) o B
= 7| the’CORF's emergency plan within Zweeks of * = 77| 7 o mrmmm s e e e

"""""""" “thelr first Wotkday., The training program milist ™ L . ] ) R

include instruction in the location and use of

alarm systems and signals and firefighting

equipment,

P

*[For CAHs at §485.625(d):] (1) Training program.
The CAH must do all of the following: ‘

(i) Initial training in emergency preparedness |
policies and procedures, including prompt
reporting and extingulshing of fires, protection,
“and where necessary, evacuation of patiens,
personnel, and guests, fire prevention, and
caoperation with firefighting and disaster
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(i) Provide emergency preparedness training at
least annually.

(i) Maintain documentation of the training.
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oy

| Daring an Inferview on 6/20/18, the home™

Confinued From page 5 )
(iv) Demonstrate staff knowledge of emergency
procedures. T mmmmmmm T

*For CMHCs at §485.920(d):] (1) Training. The

|.CMHC.must provide initial training in emergency ...

-preparedness:policies-and procedures-to-all new ~

and existing staff, individuals providing services =~ *°

“| under arrangement, and volunteers, éohsistent -+~ °
with their expected roles, and maintain =~~~ |

documentation of the tralning. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide

“enietgency preparedness training ‘at least

This STANDARD is not met as evidenced by:

facility failed to ensure direct care staff were™ ~ - A

annually, s T s e = e

Based oh document review and interviews, the ~ .| 7

AdeqUately tiaifed o tHe facility's emergancy
prepardness (EP) plan. The finding is:

Staff had not been trained on the facility's EP
plan.

Review on 6/19/18 of the facllity's EP manual
(2017) did not include any information regarding
training of staff.

manager revealed direct care staff had not been
trained on the facility's EP plan.

During an interview on 6/20/18, the qualified
intellectual disabilities professional (QIDP)
revealed direct care staff had not been trained on
the facility's EP plan due to the house flooding in
January 2018. Further interview revealed the
QIDP forgot about the training.
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- -each client must receivera’continuous active

| PR d3ad0et) T

As soon as the interdisciplinary team has * -

.| formulated a.client's individual programplan, ..

treatment program consisting of needed

interventions and services in sufficient number - - =

-1 and frequency to support the achievement of the = -

objectives lden’m" ed in the individual program
plan.’

|

| This STANDARD “is ot mef 28 avidéhced by:

Based on observations, record review and staff
interview, the facility failed to ensure a pattern of

"1 interactions supported the active treatment plans'"?":

foi 4 G 4 Fidit TSRS (#1743, #5, W6), Specificts

integrating strengths identified in the area of
toothbrushing, mealtime guidelines, following
prescribed diets, positioning and choicemaking.
The findings are:

1. Direct care staff failed to implement client #3's
toothbrushing program as written.

During observations at the facility on 6/20/18 at

gam, direct care staff assisted client #3 In putting

toothpaste on her toothbrush. Staff then picked
up her toothbrush and brushed all surfaces of her
teeth for one minute. Staff told her, " Now you are
finished. Take your toothbrush in your bedroom.”
Client #3 did not move, so staff assisted her back
to her bedroom.

Review on 6/20/18 of client #3's individual
program plan (IPP) dated 1/11/18 revealed
toothbrushing guidelines (undated) that insfructed

#1,

The Habilitaion Specialist will develop formal

tralning for client #3 and all individuals with | 8/17/18

tooth-brushing programs and ensure staff
- ~~"are inservice on all programs before — |

implementing. Monitoring

client individual program plan Including their
oral health will take place through
Interaction Asssessments completed at
least twice weekly for the next 30 days. In
the futurem the Qualified Professional will
ensure ongoing training and education will
be provided to clients to maintain oral health
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direct care staff to assist client #3 to brush her

" 7| teeth for 2.5 minutes. The steps included: use a

..| 1oothbrush at gumline brush against the biting ..
-|-surface’of teeth;

| revealed direct care staff should Use atimerora -
watch to ensure they are assisting client #3 with -~ -p e

soft brush, brush after meals and at bedtime,
brush along gumline at 45 degree angle, tilt

Interview on 6/20/18 with the habilitation -~ =" -~
specialist and qualified intellectual disabilities - _ -
professional (QIDP) revealed the toothbrushing
guidelines for client #3 are still current and should

be followed as written. Additional interview

toothbrushing for 2.5 minutes. -

S .
2. Direct care staff failed to follow client #3's "~ - : #2' T
— swallowing guidefines- . _|_The QP.will Inservice staff on the Dietician's .| ...c...._..
During obgervaﬁons in the facility on 6/19/18 at ?;%?g‘&i?gg tgz;r:isngnrgeea?tsir%r:st.hey re
5:30pm, client #3 was served a built up plate with Monitoring will take place through
high sides that contained cut up chicken, dirty Mealtime Assessments completed at least
rice, baked beans and pieces of a blueberry 2 times per week for the next 30 days by the
biscuit. Staff sat beside her as she picked up her Clinical Team. In the future, the team will
spoon to consume supper. She ate quickly with ensure staff are properly trained
periodic reminders from staff to slow her pace of on diet changes.
eating. Client #3 was served her beverages
towards the end of her meal.
During observations in the facility on 6/20/18 at
8:15am, client #3 was served a plate of cuf up
boiled egg, cut up toast, and a built up plate with
cereal, When client #3 began to consume her
breakfast, direct care staff gave her verbal cues
form across the table to slow her pace of eating.
Client #3 attempted to eat rapidly and had
consumed most of her meal by 8:25am. She was
offered beverages at 8:20am after she had
started to consume her breakfast. Direct care
FORM CMS-2667(02-99) Pravious Verslons Obsolete Event 1D; LJX311
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staff sat down with client #3 at the dlnmg room
""" © U7 teble'at 8:30@m. © coTmrmm

Review on 6/20/18 of client #3's swallowing
.. .. | guidelines (undaied) developed by the facility's ... .. .| .~ o] —
! i——— :.spgech;and_l_apguageiqonsultan.t:tev.ea.lgd. ——

1) Follow diet WIth altematmg saps of liquid with - i B
2) Limit pomon snzes o one teaspoon use
strategies to put utensll down after each bite.
3) Pour small amounts of liquid into a cup, drink
stifall sips? ; ) -
. lnté W o't 6/20/18 wath'lhe QlDP and the
habilitation specsahst revealed these swallowing
| guidelines : are current and should be followed at
| mealfime.: - o o e e e

| 3. Direct care staff did not prdvide a véri.éty' of

leisure choices for client #6. #3. - .
The QP will in-service all staff an active 8/117/18

. . . . treatment in the home setting. Home Manager
During observations on 6/19/18 at 4:35pm, direct will ensure a schedule of activities are provided

care staff went to the leisure cabinet, took out in the home which involves activities of choice
coloring books and puzzles and gave client #6 for the individiuals. Monitoring will be through
puzzles and 2 other clients coloring books and 2 Interactions assessments in the home per
markers. When client #6 finished the puzzle, staff week for the next month by the clinical staff
stated, " We are gaing to play a game. Lets go Ao and then on a routine basis. In the future, the .
"“' déta game." Staff walked over to the leisiie ™~ | — Interdisciplinary team will ensure active == -j e o)
cabinet and took out a tabletop game. She treatment is oceurring in the home setting.
opened up the hox and started to set the table top
game up on the table in the den area. She said, "
1 don't know how to play this game. How do you
play it?" She moved several pleces around on the
game board. Client #8 got up from the table and
walked away to another area of the facility. Client
#6 walked to the living room where another staff
was working with clients #3, #5 on a coloring
activity with markers. Direct care staff asked

REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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client #8, " Do you want o color?” Client #6
walked away fo the back of the facility.

Review on 6/20/18 of client #8's IPP dated
vl o) 5116718 revealed he enjoys playing cards, o e
vl heats— T,C,onnectﬂ;‘_basketball_‘andLllstening‘to:‘musicn.
" 1 Further review revesdled client #6 ddes not ™~

"| communicate verbally but he understands what Is”
‘| being communicated to him. -

P e P

Interview on 6/20/18 with the QIDP and
habilitation specialist revealed client #6 can make

— —"leisure choices: Further interview revealed he T ———
o] e e should be offered a vanety of the Iensure tems e e s e
B e : B S

"1 4, Client #1 was not glven chmce maklng T . #4 o , _
opportunities, """ " ST AT T T The QP Will incsérvice staff on the importancel T 8/17/18
] e | } ' T - of providing choice during meal-time as
During dinner observations in the home on encouraged. The food pantry will continue to
6/19/18, staff put beans, a chicken breast and be stocked to ensure all ingredients are
mashed potatoes with gravy on client #1's plate. present in the home to ensure choice are

available. Monitoring will accur through 2
meal-time Assessments per week for the
next month by the clinical staff and then on

At no time was client #1 asked by staff to prepare
his own plate or what he wanted to eat.

Additional observations revealed there was also a a routine basis. In the future, the
containter of dirty rice on the strove. Further interdisciplinary team will ensure people are
observations revealed client #1 was standing in provided with choice as outline in the menu
the kitchen area while his plate was being book.
| prapared by s e S DR

During breakfast observations in the home on
6/20/18, staff put Frosted Flakes into client #1's
bowl. At no time was client #1 asked by staff to
prepare his own cereal or what type of cereal
would he like to eat. Additional observations
revealed there were Cheerios and Captain
Crunch cereals in the pantry.

During an interview on 6/19/18, staff revealed it
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.....| dlient #1_should have.been given the opporiunity
-to-choose his own cereal foreat for breakfast:

Contmued From page 10

was part of client #1's "plan to plate his food and
bring it to ‘the iable."

During an interview on 6/20/18, staff revealed

| Review on 6/20/18 of client #1's IPP dated

1/10/18 revealed, "He is able to use simple words ;. -~ -
as well as make gestures to indicate what he
wants."

"Review on 6/20/18 of tlient #1's commanication

"| evaluation dated 12/2017 stated, "Expressxvely,_-

[Client #1] uses eyé gaze, body language,
physical manipulation and behaviors, as well as

L verbahzatlons to commumcate

'DtTring an mté‘h‘new on b/20/1 Bfthé"h‘ébilitatlon
specialist (HS) confirmed client #1 should have
been given a cholces during his meals.

5, Clients #1 and #5 diet consistencies were not
followed.

a. During breakfast observations in the home on
6/20/18, client #1 consumed a whole boiled egg.
Further observations revealed there were no staff

#5

The QP will inservice staff on the Dietician's
recommendations and ensure they're 8/17/18
implemented during mealtimes. Monitoring
will take place through Mealtime
Assessments completed at least 2 times per
week for the next 30 days by the Clinical

‘at'the table with client #1 when He consimed the
boiled egg.

Review on 6/20/18 of client #1's IPP dated
1/10/18 stated, "diet consistency should be
quarter sized pieces....He should be monitored by
staff to prevent choking; he does have a tendency
of over packing his mouth with food and eating
fast...."

Review on 6/20/18 of client #1's choking

“Team. In the fulure, the téam will enstire staff
are properly tramed to prevent choking.
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prevention guidelines dated 1/5/18 revealed,

"staff follow diet consistencies as ordered by the "™~
‘physmlan Current dxet orders are quarter size
pieces...

‘evaluation dated12/'15/17indscated "..cutinto
T blte size’ (quarterslze) p|eces e e O S

| T 'Reviewon:6/20/18: chllent#'lsnutritional _ - B — — : : p—

Rev:ew on 6/20/18 of client #1's physacxans
orders' signed 5/1/18 revealed, "Quarter size
pieces...."

.| During an interview on 6/20/18, the QIDP. - - prmomrf o vommimrmes s s e R ]
" | confirmed staff should follow’ client # sdlet S e o I
consistency '

R

1o Dunng dmnerobservatlons inthe home on == o= o LT T T e ]
6/19/18, staff Gsed & Knife 16 cit Up ¢client #5'S ; T T ] ) R
blueberry flavored biscuit.

Review on 6/20/18 of client #5's IPP dated
5/23/18 revealed, "His current diet it...Mechanical
soft...."

Review on 6/20/18 of client #5's nutritional
evaluation dated 4/6/18 indicated, "...All food is to
- be modified to a mechanlcal soft conswstency

Review on 6/20/18 of client #5's choking
prevention guldelines dated 5/18/18 revealed,
*...Staff follow diet consistencies as ordered by
the physician...mechanical soft...."

Review onh 6/20/18 of client #5's physician orders'
signed 5/1/18 revealed, "...Mechanical soft...."

During an interview on 6/20/18, the HS revealed
all of client #5's food should be put into a food

FORM CMS-2567(02-88) Pravious Verslans Obsolels Event ID: LJX311 Facility 1D: 821881 If continuation sheet Page 12 of 14

4
g
5




PRINTED: 08/22/2018

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. BUILDING COMPLETED
34G186 B. WING 06/20/2018
* NAME OF PROVIDER OR SUPPLIER o rm-mmmnrs o mrmn e s T - BTREET ADDRESS, GITY, STATE, ZIP CODE * " ~wum mowmes o
HOLLOWAY STREET ‘HOM'E sy e TR TN : - b A795 STANLEY ROAD -~ -
- DURHAM, NC 27704
X4y Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX” *© (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSO lDENTlFY!NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPR!ATE DATE
anvee srcarers morannm . — v —— ot b e a4 . S 8 S o ot DEFICIENCY) e P I LI TP
W 249 | Continued From page 12 - W 249

processor, because hxs diet consnstency is
"| mechdriical soft,

6. 'Client #1's diet was nol followed. The QP will inservice staff on the Dieticlan's 8/17/18
. e e e | e _ ___recommendations and ensure they're | L
—— 'Durmg breakfast obsewatlons in the home on - -implemented during mealtimes.- MQD‘EO_W‘Q‘“ o —
| 61208, client #1 consumed 2 boﬂed eggs for : T will téke place thirdtigh Mealtime '
‘| ‘breakfast,” . T Assessmenis completed at least 2 times per .

week for the next 30 days by the Clinical

oo | e C T : Team, In the future, the team will ensure
Revlew on 6/20/18 of client #1's IPP dated staff are properly trained on diet changes.

1/10/18 stated, "...no seconds allowed."

Reviewon 6/20/18 of client#1's nutritional
S evaluataon dated 12/15/17 stale “snoseconds v e Ceeme e e e
e vl R

Review on 6/20/18 of the menu for breakfast R o .
| revealed, .1 egg any style,.t - - e [ s e e

Duri;\g an interview on 6/20/1 8, the HS revealed
staff should have followed client #1's diet.

4. Client#5's guidelines for his foot stool were
not followed.

The QP will inservice staff on the adaptive 8/17/18
equipment for all Person Supported in the
home. Monitoring will take place through
Interactive Assessments completed in the

During afternoon observations in the home on
6/10/18, client #5's foot stool was not utilized from

3:34pm until 4:22pm, while he was sitting in a home 2 times per week for the next 30 days.
T ehiain i the living foom.” Further observations " n the fufare, staff will be trained on active

revealed client #5's foot stool was under the table treatment and implementing the PCP

where he was sitling. At no time was client #5 as written.

prompted fo utilize his foot stool.

During morning observations in the home on
6/20/18, client #5's foot stool was not utilized from
6:59am until 8:02am, while he was sitting in a
chair in the living room. Further observations
revealed client #5's foot stool was under the table
where he was sitting. At no time was client #5
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prompted to utilize his foot stool. .

During ah interview on 6/20/18, the home
manager revealed client #5 has the foot stool to
.| help with the edema he has in his legs. .. ...

Ty

Review o 6/20/18 of client #5's IPP dated
" | 5/23/18 revealed, "Staff should ensure his legs
are elevated due to swelling in his legs...." -

evaluation dated 2/26/18 stated,

Review on 6/20/18 of client #5's physical therapy

“"Recommendations: 7 2)"Provide daily
edema reduction...."

Review on 6/20/18 of client #5's physicians

"| orders' signed 5/1/18 stated, "Due to swelling in ~~

*:~| opportunities to elevated bilateral legs to assistin | =~ 7| -

‘the IoWeT legs, ankles, and féet both fégtaigio
be elevated...."

client #5 should utilize his foot stool at all times
while he is sitting at home.

During an interview on 6/20/18, the HS confirmed
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