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E 032 | Primary/Alternate Means for Communication E 032| E 032 the Facility will develop and maintain an | 8/31/18
CFR(s): 483.475(c)(3) emergency preparedness communication plan

. that complles with Federal, State ans local
[(c) The [facllity] must, develop and maintaln an laws, e

emergency preparadness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The communication plan must include
all of the following:

(3) Primary and altemate means for ' QP will In-service all staff members on the
communicating with the following: rovislon of the emergency preparedness 83118
(i) [Faclity] staff, : communication plan. QP will raview the
(il) Federal, State, tribal, regional, end local plan annually.

emergency management agencies.

*[For ICFMDs et §483.475(c);] (3) Primary and
alternate means for communicating with the
ICF/ID's steff, Federal, State, tribal, regional, and
local emergency management agencies,
This STANDARD is nat met as evidenced by:
Based on documentation and interviews, the
facility failed to develop an sltemnate means for
communicating with facllity staff, regional and
local governments during an emergeticy. The
finding Is;

\Y
The facility falled to develop an alternate means RECE! VED
for communicating with etaff, regional and local ,
governments during an emergency. JUL 30 2018

Review on 7/2/18 of the facility's emergency DHSR-MH Licensure Sect
preparadness (EP) plan (revised 5/21/18) did not
include any information regarding alternate
means of communication.

During an inferview on 7/3/18, staff indicated the
home does not have an alternate means of
communlcation other than the land line phone.
When a/k9d how they would contact somaone lf/

LABORATORY D]Ryﬁ PROVIDER/SUPPLY ﬁ BENT) 8 GNAEEE TITLE (X8) DATE
/}GF Dp(l/tré-[)v\ %.\(8‘%0( 7"?0 “(y/

Any deficlency slalement andlm; with an nsteﬂfﬁ (Y] denoteats deficlency which the Insthution muy be excused from comecting providing R Is determined that
other safeguards provide suffiolent proteotion to the patlsnts. (See insiructions.) Except for nursing homss, the findings stated above are disclosabla 80 daya
following the data of aurvey whather or not & plan of comaclion Is provided. For niirslng homas, the above findings and plane of cortection are disclosable 14
dayn following the dafe thaze documenta are made avaliabla fo the facllity. If deliclancles ara cied, an epproved plan of comectlon la requlafie to cantinued
program particlpation.
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CFR(s): 483.475(d)(1)

(1) Training prograrn. The [facility, except CAHSs,
ASCs, PACE organizations, PRTFs, Haspices,
and dialysls facilities] must do all of the following:

(i) Iniflel treining In amergency preparedness
policies and procedures to all new and existing
staff, Individuals providing services under
atrahgement, and volunteers, consistent with their
expectad role.

(il) Provide emergency preparedness tralning at
least annually.

(lii) Maintaln documentation of the tralning.

(iv) Demonstrate staff knowledge of emergency
procedurss,

"[For Hospitals at §462.15(d) shd RHCs/IFQHCs
at §491.12:] (1) Training program. The [Hospital
or RHC/FQHC] must do all of the following;

(i) Initial tralning in emergency preparedness
policies and pracedures 1o all new and existing
staff, Individuals providing on-site services under
arrangement, and volunteers, consistent with their
expected roles.

(Il) Provide emergency praparedness training at
least annually,

(iil) Maintsin documentation of the training,

(Iv) Demonstrate staff knowledge of emergency
procedures,

E 037 E 037 the Facillty will assure each staff will

plan. Program Manager will In-service

all new hires an emergency preparedness
pian. QP will in-service facility annually,

QP and Program Manager will re-Insetvice all
staff members an emergency prepsredness
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E 032 | Continued From page 1 E032
the land line was not warking, the staff indicatad
they would likely need to yse their personal cell
phone.
During an interview on 7/3/18, the Qualified
Intellectual Disabilities Professional (QIDP) stated
in regards o an alternate mean of communication
"nothing has been put In place.”
E 037 | EP Tralning Program

recelve tralning of the emergency preparadness|8/31/18
plan and thatxll tralning are revised annyally.

8731/18
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E 037

Continued From page 2

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

(i) Initiel training in emergency preparedness
policies and procedures 1o all new and existing
hospice employees, and Individuals providing
services under arrangement, conslatent with their
expected roles,

(i) Demonstrats staff knowledge of emergency
procedures,

(iii) Provide emergency preparedness training =t
least annually,

(iv) Perlodically review and rehearso ity
emergency preparedness plan with hospice
employees (Including nonemployee staff), with
special smphasis placed on carrying outthe
pracedures necessary to protect patients and
athers,

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the following:
(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and veluntesrs, consistent with their
expected roles.

(If) After initial training, provide emergency
preparedness training at Jeast annuslly.

(iil) Demonsirate steff knowledge of emergency
procedures.

(v) Maintain documentation of all emergency
preparedness training.

“[For PACE at §460.84(d):) (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and precedures to all new and existing
staff, individusls providing on-slte sarvices under

E 037
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/12/2018

arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(i) Provide emergency preparedness tralining at
least aninually,

(iii) Demonstrate steff knowledge of emergency
procedures, including Informing parlicipants of
what to do, where 1o go, and whom to contact In
case of an emergency.

(iv) Mainteln documentation of &l training.

"[For CORFs at §485.68(d):](1) Training. The
CORF must do all of the following:

(i) Provide Initial training in emergency
preparedness policies and procedurss to all new
and existing stsff, individuals providing services
under arrangement, snd volunteers, consistent
with thelr expected roles,

(If) Provide emergency preparedness training at
least annually,

(i) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures, All new personnel fnust be orientad
and assigned speclfic responsibilities regarding
the CORF's etergency plan within 2 weeks of
their first workday, The training program must
Include instruction in the location and use of
alarm systems and signals and firefighting
equlpment,

“[For CAHs et §485.625(d):] (1) Training program.
The CAH must do all of the fallowing:

(i) Initial fralning In emergency preparedness
policies and procedures, including prompt
reporiing and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire preventlon, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,
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E 037

Continued From page 4

individusls providing services under arrangement,
and volunteers, consistent with thelr expected
roles.

() Provide emergency preparedness training at
least annually,

(il Maintain dosumentation of the training.

(v) Demonstrete staff knowledge of emergency
procedures,

"[For CMHCs at §485.820(d):] (1) Training, The
CMHC must provide Initial training In emergency
preparedness policles and procedures to al) new
and existing steff, individuals providing services
under arrangement, and volunteers, conslatent
with their expected roles, and maintain
documentation of the tralning. The CMHC must
demonstrate staff knowledge of emergency
pracedures. Thereafter, the CMHC must provide
emargency preparedness tralining at least
annually.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facllity falled to ensure direct care staffwere
adequately trained on the facllity's emergency
prepardness (EP) plan. The finding is:

Staff had nat been trained on the facility's EP
plan.

Review on 7/2/18 of the facllity's EP plan (revised
5/21/18) did not include any information regarding
tralning of staff,

During an interview on 7/2 - 7/3/18, staff (2)
revealed they had received training on conducting
monthly drills for fire, tormadeo, or bomb threat
type emergencies; howaver, the siaff could not
provide specifics regarding the facility's EP plan.

E 037
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07122018

CFR(s): 483.430(e)(1)

The facllity must provide each employee with
initlal and continuing tralning that enables the
emplayee to perform his or her duties effectively,
efficiently, and competentiy.

This STANDARD |5 not met as evidenced by:
Besed on observations, record review and
interviews; the facllity failed to ensure staff were
sufficlently trained regarding each client’s dlet and
food/drink conslstency. The findings are:

1. Staff were not adequately trained to ensure
client #6's appropriate faod/drink consistency and
aspirationfewallowing guldelines were followed =t
3 of 3 meals.

During lunch observations In the home on 7/218
at 12:24 pm, ellent #8 consumed maceroni and
chesse, green peas and chopped steak. All food
ltems were ground, dry, thick and chunky, The
client also consumed liquid which was of &
pudding consistency. Client #6 used a spoon to
scoop his liquids from his cup. At the lunch meal,
client #8 consumed his food quickly and ate
approximately 25% of the meal before drinking or
prompts to drink, Client #6 perlodically coughed
while eating. Staff standing nextto him provided
verbal prompts fo drink after the client coughed
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£ 037 | Continued From page § E 037
During an Interview on 7/3/18, the Qualified
Intellectual Disabilities Professional (QUIDP)
revealed there was no documentstion te indicate
if or when steff had been trained on the facility's
EP plan, e o .
W 189 | STAFF TRAINING PROGRAM W 189 | " 189 The Facility will assuce cach swfF will reccivo

proper training of diets, drink cansistencies, and 8/16/13
Aspiration/Swallowing guidelines at each meal.

1. Habilitation Specialist will In-service all staff
members on dlet, food consistencles, and
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QP will monitor monthly,
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Continued From page 6
briefly.

During dinner obeervations in the home on 7/2118
at 5:56pm, client #5 consumed baked chicken,
green beans, cream comn and chocolate chip
muffins. The beans and corn were looss and
runny while the chicken was molst and thick with
small chunles of meat visible. Client#6'% milk
was Initially nectar thick as he bagan drinking it
from his glass. Towards the end of the meal, the
client began using a spoon to scoop his milk from
the glass as the milk had thickened to a pudding
consistency. As client #8 finished his meal, he
began coughing. A steff next to him hit him on his
back twice. He continued to cough while leaving
the table and removing his dishes from the table,
During the meal, the client consumed his food
quickly putting large spoonfuls of food in his
mouth. A staff next to him gave the client
sporadic verbal prompts to "slow down"; however,
he was not consistently prompted to drink any
liquids between spoonfuls of food,

During breakfast observations in the home on
7/3/18 at 7.37am, client #6 consumed Turkey
sausage, a waffle, mixed fruit, and oatmeal. The
oatmeal was dry and thick while the Turkey
sausage was finely chopped and dry, The client
also consumed orange juice, milk, prune juice
and water, The liquidg initially resembled a
nectar typs conslstency as client ¥8 picked up his
plass to drink. Towards the end of the meal, the
drinks were thick and pudding like when
consumed by the client using = spoon. It should
also be noted that the client drank sips of his
prune Julee as a thin fiquid while waiting to serve
himself. Throughout the mesl, client#6
consumed his food quickdy and periodically
coughed. Staff C stood next to him and

W 189

1. Habllitat

members on dlet, food conslstencles, and
asplration guldelines for cllent #6,

Habllitation Speclatist and Program mananger
will ohserve and monitor weeldy.

QP will monitor monthly.

ion Speclalist will Inservice all staff

8/16/18
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Continued From page 7

encouraged the client to continue coughing ar{d
gave verbal prompts to “slow down.”

During observations of medication administration
in the home on 7/3/18 at 7:10am, client #8
consumed his crushed plils in pudding with thin
liquid (water). The client immediately coughed
after drinking the water,

Interviews on 7/3/18 with staff revesled the
following regarding cllent #6's food/drink
congistency and mealtime behaviors:

Steff C revealed client #8's food goes in the
blender for a pureed consistency. The staff
indicated his liquids are “thickened ...eo ha won't
get strangled,” Additiona! Interview revealed
client #8's liquids should be a "pudding”
conslstehicy, The staff alsa indicated the client will
cough at imes during meals and they usually
prompt him to keep coughing to clear hig throat.
Further interview indicated client #6 "eats tagt"
and the only mealtime guldelines they follow are
to monitor client #6 at meals and tell him to "slow
down,”

Staff A ravesled cliont #6 gets a pureed diet and
pudding thick liquids, The staff stated they add
his food to a blender and the food "should be
smooth”. When asked why the client's Turkey
sausage was dry and finely chopped, the staff
indicated she does not usually add liquld to the
client’s meats. The staff also revealed catmesl
usually does not get processed in the blender.
During the intervlew, the steff acknowledged
client #6's sausage and oatmes! were nat a
pureed consistency.

Review on 7/3/18 of cllent #8's PP dated 6/1/18,

W 188

1. Habllitation Speclalist will Inservice all staff
members on dlet, food consistencies, and
asplration guidelines for client #6.

Habilitation Specialist and Program manangar
will observe and monttor waekly.

QP will manitor monthly,

8/16/128

FORM CMS\2567(02:68) Pravious Vers!

la¥a) res

Ohrok

Evant ID: OPKETT

Ia N N Y a NN B S oW B AN |

[0
) #!9LEE-0HP9—-0L6

Foolllty 1); 622884

At IAe [

t 1
TNVBS L

IANEIT L LM

AL AN
L

If cantinuatlon shesl Pags 8 of 35

rn

!8L0T~-0E-LO



DEPARTMENT OF HEALTH AND HUMAN SERVICES
- _CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/12/2018
FORM APPROVED
QMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
346231 B. WING 07/0312018
NAME OF PROVIDER OR SUPPLIER

STRAWHERRY HOUSE

STREET ADDRESS, GITY, STATE, ZIP CODE
303 NORTH HOWARD STREET
CHADBOWIRN, NC 28431

(X9 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIER
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LBC |IDENTIFYING INFORMATION})

b
PREFIX
TAQ

PROVIDER'S PLAN OF CORREGTION 04
(EACH CORRECTIVE ACTION 8HOULD BE COMPLETION

CROSS-REFERENCED TO 'THE APPROPRIATE OATE
DEFICIENCY)

w189

Continued From page 8

current phyelclan’s erders and a dlet consistency *
list posted in the home (dated 7/24/1 7) revealed
he recelves a Heart Healthy regular diet, "pureed
smoath consistency” with "pudding thick liquids.®
Addltional review of Guidelines for Aspirating and
Swallowing dated 7/21/17 revealed, "Dlet;
Regular diet pureed,..Liquids; Pudding
thick...Supervislon: 100% during meals and
snecks," The guidelines noted the following;

", Sits upright at 90 degree angle

2. Takes a tablespoon amount of food

3. Holds head up

4, Chews food

5. Performs voice check throughout meal, prompt
to clear throat end swallow again (clear mouth
between bites

6. Check mauth after each swallow to make sure
clean

7. Take one sip of liguids at a time.

8, Perform volce check throughout meal, prompt
to clear throst and swallow again (clear mouth
between sips)

9. Wipes mouth with napkin (as needed)

Follow above steps until meal is completed.

After feeding:

Sweep mouth with swab for any remalning food
particles

Malntain 90 degree position after feading for 60
minutes (1 hour)"

Additional review of the IPP revealed Rate of
Ealing Guidelines dated 6/18/14, These
guidelines Indlcated, “[Client #8] has the tendency
to eat too fast at imes so these guidelines were
putin place with the intent 1o help slow down end
improve his rate of eating. Staff will start with a

W 189

1. Habllitation Speclallst will Inservice all statr
members on dlet, food conslstencies, and
aspiration guidelines for cllent #6. 1618
Habliitation Specialist and Program mananger
will observe and monltor weakly.

QP will monltor manthly.
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verbal cus, “[Client #8] slow down.” Glve him
time to respond. If he does not respond to the
first prompt then prompt him again and so on.

1, Habllitation Speclalist will Inse
These guidelines will be followad on all shifis. o nvico all staff

Staff will ensure that [Cliant #6] completes members on diet, food consistencles, and

following steps lr:h :rtdgr"for ;?;]to ea;t) his mt:; aspiration guldelines/ vate of eating for cllent #8. 8/16/13
properly.” Further review of the guidelines also Habllitatlon Specialist and Program mananger

nated, “1. Takes small mouthfu! of faod...2. will observe and monitor weekly,

Chews food completely...3. Holds head up...4. QP will monltor monthly,

Sips liquid...5. Wipes mouth with napkin."

interview on 7/3/18 the Qualified Intellectual
Disabilities Professional (QIDP) confirmed dlient
#B8's current diet includes pureed foods and
pudding thick liquids. Additlonal interview
indicated the cfient’s guldelines to address his
rate of eating and agplration/swallowing
guidelines were also current and should continue
to be followed by stalf at meals. Durlng the
interview, the QIDP provided documentation
which included steff tralning on client #6's diet,
food/drink consistency and the client's guidelines
for asplration/swallowing at meals had been
completed in July 2017. Review ofthe
documents indicated staff B had attended the
tralning; however, the decument did not indicate
staff A, staff C and two other staff warking in the
home during the survey had besn included in the
tralning,

During an interview on 7/3/18, the facility's nurse
also confirmed client #3 should have his foods
pureed smooth and his liquids should be &
pudding conslistency which would likely make it
difficult fo drink the liquid from = glass if done
properly. Additional Intetview revealed the tlient's
caugh during meals could be an indication that
the consistency of his food or drinks was not
approptiate. The nurse acknowledged more staff
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During breakfast preparation in the home on
7/3/18 at 7:26am, staff A prepared client #8's
waffle and Turkey sausage using a blender. The
staff added an undetermined amount of milk and
syrup to a single wafile and blended it in the
blender. Once finished, the watfle appeared soft
and molst whan placed in a bowl. The staff then
added Turkey sausage to the blender and ground
It to & finely chopped consistency. No llquid was
added fo the sausage in the blender. The meat
was served dry and finely chopped, Client#6
also consumed oatmeal for brealdast. The
oatmeal was not blended In the blender and
appeared chunky, thlek and dry when sefved,

During 3 of 3 mealtime observations In the home
on 7/2 - 713118, several staff added varying
amounts of Thick-it to client #8's liquids. The staif
did not consistently measure the amount of
Thick-it uzed to thicken the client's liquids, Client
6 consumed drinks which were of varying
conslstencies. Attimes, hie drinks were a nectar
likke conslstency which allowed him to drink freely

(food/drinks) for client #6. QP and Habliltatlon
Specialist will In-service all staff on the corract
measurements for thick-it. Habllitatlon Specialls
and Program manager will abserve and monlto
weekly. QP wlll manitor monthly.
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! 'W189 The Facility will i wi
training needed to be done. . el vill ssurs onch ot wil rcelvo 8/16/18
: proper training of diets, drink consistencies, and

2. Staff were not adequately trained to prepare Aspiration/Swallowing guidclines at each meal
foads/drinks to the appropriate consistency. .
During difiner preparation observations In the
home on on 7/2/18 at 5:40pm, staff B prepared
client #5's food uging a blender. The staff added
an undetermined amount of water to pleces of
baked chicken and blended it up In the blender.
Once finished, the meat was moist and thick with
small pieces of chicken visible. The staff slso
blendad mixed fruit and greon beans In the
plender with no liquid added. These food items 2.QP and Habillitation Speclallat will in-service
were served with excess liquid noted, all staff by demonstrating diat consistencles 8/16/18
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from his glass. Other times, the cllent's drink was
a pudding like consistency which required him to
use a spoon to consume his drink. During one
observation on 7/3/18, client #6 was given water
without Thick-it added,

Interview on 7/2/16 with staff B revesled client #6
is on a pureed diet and they always blend his food
in the blender.

Interview on 7/3/18 with staff A indicated they
generally do hot add liguid to cllent #6's meats
and his oatmeal is not added to the blender
before serving. Additional interview revealed they
add Thick-it to his drinks. The staff referred 1o a
list of each cllent’s diet posted in the kitchen
which identifled pudding thick liquids for client #5.

Review on 7/3/18 of a menu book located on the
kitchen counter in the home revealed instructions
"To Puree Food." The instructions noted, "Use a
food processor or blender to puree all
foods...Some foods ¢an be blended without
added liquid (e.g. drained, canned or
soft-cooked)...Most other foods require addad
liquid,..Gravy, sauces or broth...Adjust the
thickness as needed. Add exdra liquid if the
product is too thick. If the product separstes out,
udd more food or thicken with a commercial
thickening agent.”

Further review on 7/2/18 of a document taped to
the dining room table enfitied, "Thick-it Mixing
Chart Instant Food Thicker” revealed guidelines
for the amount of Thick-it to be used when
preparing liquids for nectar, honey and pudding
consistencies. The document also noted
amounts of Thick-it which could be added to
cartain fruits, vegetables and meats to obtaln a
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saugage links where 2 inches in length. Atno
time was client #3 prompled to cut his food.
Further observations indicated a knife was at
client #3's place setting.

During an Interview on 7/3/18, staff C revealed

Review on 7/3/18 of client#3's |PP dated 6/6/18
stated, "On 7/19/17 [Client #3] had & appt with
Speech Therapist at CRHS for a Clinical Swallow
Aszessment & Modifled Barlum Swallow Siudy,
Dental soft diet with ¢chopped meats.. was
ordered.” Additianal review of client#3's
physlician orders signed 5/16/18 revealed, "Bite
size consistenoy." Review of client #3's medical

client #3's sausage should hava been cut by steff.

STRAWBERRY HOUSE 303 NORTH HOWARD STREET
CHADBOURN, NC 28431
(41D HUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ECTI
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DEFICIENCY)
W 188 } Continued From page 12 W 189
mashed potato consistency,
Interview on 7/3/18 with the facllity's nurse
confirmed cllent #8's foods and drinks should be
prepared a specific way to obtain the pureed
consistency. Additional Interview indicated his
meats should have water or broth added and
some foods may needtio be reheated and
additional liquid added If dryness is noted.
Further interview revealed client #5 should have
his foods pureed smooth and his liquids should
be a pudding consistency which would likely
make it difficult to drink the liquid from a glass if
done properly. The nurse acknowledged staff
need to be retralned oh the food/drink
consistencies for the home.
3. Staff were not adequately trzined to ensure 3. A. Habilitation Speclalist will In-service all staff
client #3's food/drink consistency was followed, members on diet and food consistencies for
a. During breakiast observations in the home on cIleTt #3. Hablllltatlo;a Speclallst will create a
7/3/18, client#3 consumed 2 whole Turkey goal 1o assist client #3 with cuttlng his food.
sausage links. Further observations revesled the Habllltation Speclallst will in-service staff to 8/16/18

ensure food is cut to the proper conslstency.
Habllitation Speclalist and Program manager
will observe and monitor weekly. QP will
monitor monthly.
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eveluetion dated 6/6/18 stated, “...Dental soft diet
with finely - chopped mests..,," Further review of
client #3's nutritional evaluation dated 10/10/17
indicated his diet is "finely chopped...."
Duting an interview on 7/3/18, the faclity's nurse
confirmed client #3's current dlet should have
been followed by staff,
b. During 3 of 3 meal observetions In the home, B,.IQE;r;d :abllltauon Bpec:latl!st will in-service
client #3's lliguids had an inconsistent amount of als . y demansirafing dle conslstemfles 8/16/18
powdered Thick-it scooped Into his liquids and Uoc‘d’d"“ks? for cllent #3. QP and Habllitation
then sfirrad by steff. Speclallst will in-service all staff on the corract
measuraments for thick-it, Habllitation Speclalist
During an Interview on 7/3/18, staff C reported and Program manager wil observe and monitor
they were never trained on how much Thick-it weeldy. QP will monitor monthly.
should be scooped into cllent #3's cups of liquid.
Further intervisw revesied staff C was not aware
of the consistency In which client #3's liquids
should be ssrved.
Revlew on 7/3/18 of client #3's IPP dated 6/6/18
stated, "On 7M9/17 [Client #3) had a appt with
Spesch Therapist at CRHS for a Clinical Swallow
Acsessment & Modified Barium Swallow
Study...honey thick liquids was ordered.” Review
of client #3's nutritional evaluation dated 10/10/17
L . v H H L
indieated, "Digt... .honey thick liquids.... '|C. QP nd Nurse will in-service all smffby
During an intervisw on 7/3/18, the feciiity’s nurse demonstrating correct meagurements for thick-ir. 8/16/18
reported client #3's current diet should have been Nurse and Program Manager will monitar med
followed by staff_ nrse jriviliy ger will mony med pass
weeldy, QP will monitor monthly.
c. During medication administration ohsetvation
In the home on 7/3/18 at 8:06am, client#3
consumed 5 pills with thin (regular) water. At no
time was Thick-it added to his water.
Immediately afier being intarviewed by the
sitrveyor, the medication technician gave client#3
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a second glass of thin (regular) water.

During an immediate Interview, the medication
technician confirmad client #3 should have drank
his water with Thick-it added.

During an interview on 7/3/18, the facility's nurse
revealed Thiclk-it should have been sdded to
client #3's water,

4. Staff were not adequately tralned to ensure
client #5's food consistency was followed.

a. During lunch observations in the home on
7/2/18, client #5's mest was cut into bite size
pieces. Further observations revealed during the
meal, client#5 vomited up a clear liquid while
taking a sip of water. Client#5 coughed
throughout the meal.

During dinher observations In the home on
7/2118, client #5's chicken was cut into bite size
pieces. Further observations revealed client #5
coughed throughout the meal.

Review on 7/3/18 of client #5's IPP dated 6/1/18
gtated, "On 7/27/17, [Client #5] had a appt with
Speech Therapy Dept at CRHS for a Clinle
Swallowing Assessment & MBSS....Dental Soft
diet with finely chopped meats,..with asplration
precautions was racommeneded." Review of
client #5's physician orders signed 5/16/18
revealed his diet conslstency fs finely chopped.
Additional review of ¢llent #5's nutritional
evaluation deted 4/7/17 lndicated, "...finely
chopped texture all foods."

During an interview an 7/3/18, the facility's nurse
confirmed client #5's current diat order should

4. QP and Habilitatlon Specialist will in-service

staff on the correct portlon siza for client #5. 8/16/13
A. Habilltation Speclalist will demonstrate the
correct portion size for client #5.

8/16/18

Habilitatlon Spedialist and Program manager
wiil observa and monitor waekly,
QP will monitor monthly.
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Continued From page 15
have been followed by staff.

PROGRAM MONITORING & GHANGE
CFR(s): 483.440(H(3)(i)

The committee should review, approve, and
monitor individual programs designed to manage
Inappropriate behavior and other programs that,
in the opinion of the committae, Invalve risks to
client protection and rights,

This STANDARD is nhot met as evidenced by:

Based ofi record review and interview, the facllity
failed to0 ensure the restrictive Behavior Support
Plans (BSP) for 2 of 4 audit ¢lients (#5 and #8)
were reviewed and manitored by the specially
conztituted committee, designated as the Human
Rights Committee, The findings are:

The restirictive BSP's for clisnt #5 and client #8
were not consistently reviewed/monitored by the
HRC.

Review on 7/2/18 of client #6' record revealed a
behavior plan dated 4/11/18 10 address
non-compliahce behaviors. The plan included the
use of Tegretol and Valium. Additional review of
client #5's BSP dated 4/11/18 Incorporated the
use of Risperdal,

Additional review of the facllity's WRC minutes for
meetings held on 8/30/17, 7/17/17, 10/25M7, and
4/10/16 revealed client#8's behavior plan had
only been reviewed during the 7/17/17 meeting,
The minutes did not incluce any review of cllent
#5's BSP,

Interview on 7/3/18 with the Qualified Intellectual

W 189

W 262 The Facility will assuyo that the BSP's for
client #5 and client #6 ix reviewed and monitored by
the Human Rights Committeo,

w262

8/31/18
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W262 | Continued From page 16 W262{0P will ensure cJient#s and client #6 BSP's i5

Digabilities Professional (QIDP) revealed the . .

HRC selects clients “randomly” for review at their Taviewed by tho Humen Rights Comenittoo annually,

meetings. The QIDP confirmed cllent #5 and

client #8 have not had thelr restrictive bahavior

plans consistently monitored by the HRC for the

identified dates.

W 263 | PROGRAM MONITORING & CHANGE W 263
CFR(s): 483.440(F)(3)(Il)

8/31/18

The committee should insure that these programs
are conductad only with the written informed
consent of the client, parents (if the client Is a
minor) or legal guardian.

This STANDARD s not met s evidenced by:

Based on record review and interview, the facllity
falled to ensure a restrictive behavior support
plan was only conducted with the written Informed
consent of all lagal guardians. This affected 2 of 4
audit dlients (#5, #8). The findings are!

1. Written informed consent wes nhot obtained for 1. OP will ensure that client 45 BSP Lis gipned
client #5's restrictive Behavior Support Plan Q © that cltem #5 BSP consant 15 sign

(BSP) by the guardian. QP will mondtor monthly. 8/31/18

Review on 7/3/18 of client #5's BSP dated 4/11/18
revealed his plan incorporated the use of
Risperdal, Additional raview of the record did not
Include written informed consent from the
guardian for the BSP.

Interview on 7/3/18 with the Qualified Intellectual
Disabliiies Professlonal (QIDP) revealed the
consent paperworl had been sent to the
guardian; however, It had not been returned as of
the date of the survey.
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W 263 | Continued From page 17 W 283
2, Written informed consent was not obtained for 2. QP will ensure that clicnt #6 BSP conzent js signed
client #6's restrictive BSP, by the guardian. QP will Tuonitor monthly, 8/31/18

Review on 7/3/18 of client #8's BSP dated 4/11/18
revealed an objective to exhibit 1 or fower
challenging behaviors per month for 12
consecutive months, The plan incorporated the
use of Tegretol and Valium. Additional review of
the record did not include written Informed
consent from the guardizn for the BSP.

Interview on 7/3/18 with the QIDP revealed the
consent paperwork had been sentto the
guardian; however, It had not been returned as of
the date of the survey.

W 389 | DRUG ADMINISTRATION W 369 \W369 Tho facility will ensure that all drugs will he
CFR(s): 483.460(k)(2) selff ndministered withont exor for client #6, Nurso

8/31/18
will monitor weekly. QP will monitor monthly.

The system for drug administration must assure
that all drugs, including those that are
self-administerad, are administered without error,

This STANDARD Is not mat as evidenced by:
Based on observations, record review and steff
Interviews, the facility failed to ensure
medications were administered without arror for 4
of 4 clients (#5) observed during the
administretion of medicstions. The finding is:

Client #6's Systande .6% was not administered
as Indicated.

During medication administration cbzarvations in
the home on 7/3/18 at 7:10am, cllent #5
consumed 15 pills, Client#8 did not receive any
other medications.
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W 369

W 371

Continued From page 18

Review on 7/3/18 of client #6's physician's orders
signed 5/16/18 Indicated, "Systande .8% at Bam,
2pm and 8pm.”

During an Interview on 7/3/18, the facility's nurse
confirmed cllent #6 should have recejved his eye
drops. The nurse revesled client #6's orders for
his eye drops is currently for three times a day,
DRUG ADMINISTRATION

CFR(s): 483.480()(4)

The system for drug adminlstration must assure
that clients are taught to administer their own
medications if the interdisclplinary team
determinss thet self-adminlstration of medicstions
Is an appropriate objective, and if the physlcian
does not specify atherwlse,

This STANDARD Is hot met as evidenced by:

Based on observations, document review and
Interviews, the facllity feiled to ensure dlient #8
was taught to administer his own medications as
gppropriate. This affected 1 of 4 audit clients,
The finding is:

Client #6 was not encouraged to assist with the
administration of his medications to his ful)
potential,

During observations of medication administration
In the homne on 7/3/18 at 7:10am, staff fed cllent

#8 his medicatlions In pudding without prompting
him to particlpate with this task,

Staff interview on 7/2/18 revealed client#5 was
spoon fed his medications, because he will "get

W 389

W 371

W369 The facility will ensure that all drags will be
self administered withont error for client #6. Nurse | 8/31/18
will monitor weckly, QP will monitor menthly.

W371 The facility will ensurc that client #6 will
actively participate in medication adminiswation, | 33V/18

Habilitation Specislist will develop a medisation
goul and in-sexvice staff, Habiliation Specialist will
monitor weeldy. Nurses will monitor weeldy.

QP will monitor manthly.

8/31/18
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W 371 | Continued From page 18 W 371
the meds all over himself*

Review on 7/3/18 of client #8's PP dated 6/1/18
revealed he "eats independently”.

Interview on 7/3/18 with the facllity's nurse
confirmed cllent #8 can fead himsalf but will
sometimes refuse his medications. The nurse;
however, acknowledged the client should have
been given the opportunity to feed himself during
medication administration,

W 382 | DRUG STORAGE AND RECORDKEEPING W 382 |W382 The facility will ensure sll drugs and

CFR(s): 483.460(1)(2) biologicals axe locked safely during medication
administration.

8/31/18

The facility must keep all drugs and bldlogicals
lacked except when belng prepared for
adminlstration.

This STANDARD 15 not met as evidenced by:

Based on observations and imerviews, the facility
failed to ensure all drugs and biclogicals
remained locked, The finding is:

° o Nurse will in-service all staff on proper way 10 §ecurc
The medications were left unsecured and the mcdi‘?ﬂ'ﬁm} when 10&‘{51!3 the {Ilfdit"ﬂﬁtm Toom
unsupervised by the medication technlcian. while medicarions arc being administered, Nurse will
monitor weekly, QP will monitor monthly,

8/31/18

During morning medication administration In the
home on 7/3/18 at 8:40am, the medicatlon
technician exited the medication room while
ascorting a client back inte the Jiving room.
Further observations revealed a box of eye drops
and nose spray whers left out on the table.
Additional observations revesled the medication
closet was left open. The surveyor was laft alone
in the medication room, where the clozet is
located, for 2 minutes.
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Continued From page 20

During an immediate Interview, the medication
technician confirmed the medications should not
have been left out unattended, The medication
technician indicated she had training to ensure
that all medications are to be keptjocked up,
except when being adminlstered,

During an intarview on 7/3/18, the facility nurse
confirmed the door to medication closet should
have been locked end all medications should be
kept locked up, except when being administered,
The staff also revealed all staff have been trainad
in the proesdure of keeping the medication closet
door locked.

DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460()(2)

Only autharized persons may have ascoess to the
keys to the drug storage area.

This STANDARD is not met as evidenced by:

Besed on obzervations and interviews, the facility
falled to assure only euthorized persons have
access to the keya to the medication closet. This
potentlally affected all clisnts in the home. The
finding Is:

The key to the medication closet was left
assessable.

During morning medication adminietration in the
home on 7/3/18 at 8:40am, the meadication
technician exited the medication room while
escorting a client back Into the living room.
Further observations revezled the medication
closet doors where open and the key was leftIn
the lock. The surveyor was left alone In the

Vv 382

w3ass3

‘W383 The facility will ensuro thit the medication
¢losct is locked and medication technician will

always have possession of the medication keys,

Nurse will in-service all staff on proper techniques
to ufe whilo administering medication, Nurges snd
Propram Mannger will manitr weeldy, QP will
monitor monthly.

8/31/18

8/31/18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/1272018

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

The facllity must furnish, mairtain in good repair,
and teach clients to use and to make Informed
chaices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices Identifled by the
interdisciplinary team es needed by the client.

This STANDARD is not met as evidenced by:

Based on observations, record review and
interviews, the faclity failed to ensure
recommended equipment specifically eyeglasses
was furnished for 1 of 4 audit clients {#1). The
finding Is:

Client#1's was not prompted to wesr her
eysglassess.,

During ob;aervaﬁons In the home on 7/2/18 from
11:45 until 1:30pm and 3:40pm untll 8;47pm,

'W436 Habilitation Specinlist will formulnte a
puldeline and in-service all staff members on client
#1's ¢yeplasses guidelines. Hobilimtion

Specialist will observe and monitor woekly.

QP will monitor monthly,
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W 383 | Continued From page 21 W 383
medlcation room, where the closet is lacated, for
2 minutes.
During an immediate interview, the medication
techniclan confirmed the key to the medication
closet should not have been left In the Jock,
Further interview revealed the key should be kept
on the madiation techhician at all imes,
During ah interview on 7/3/18, the facility's nurse
confirmed the key should not have besn left In the
leck and should be kept on the medication
techniclen at all imes. Further interview revenled
all staff have been tralned.
W 438 | SPACE AND EQUIPMENT W 436

8/31/18
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Continued From page 22

client #1 was sewing a potholder and looking at
magazines, At no time was ¢lient #1 promptad or
assisted to waar eyeglasses,

During morning observations in the home on
773718 frora 8:28am until 9:25am, cllent #1 wore
eyeglasses. Furiher observations revealed cllent
#1 was sewing a potholder,

During an Interview on 7/3/1 8, staff stated,
"[Client #1) wears her glasses when she's sewing
or doing & puzzle.” Further interview revesled
she wears her eyeglasses because "she can't
see.” When asked where client#1 keeps her
eyeglasses, the staff stated, "In her bag on the
back of her wheelchalr” Additional interview
revealed client #1 will ask to wear her
eyeglasses,

Review on 7/3/18 of client #1's IPP dated
10/17117 revealed there was no guidelines for
staff regarding the wearing of her eyeglasses.

Durihg an interview on 7/3/18, the Qualified
Infellectual Disabllities Professional (QIDP)
confirmed client#1's IPP did not contain any
guiidelines In regards to how steff are to prompt
client #1 to wear her ayaglaeses.

DIETETIC SERVICES

CFR(s): 483.480

The facility must ensure that spacific dietetic
services requirements are met,

This CONDITION is not met as evidenced by:
The facllity failed to; ensure sach cllent received

W 438

W 459

W459 The facility will ansure the spocific dictetio
serviees requirements are met for osch client,

8/31/18
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W 458 | Continued From page 23 W 4508 QP will in-service all staffon each client specific dict
their modifiod and specially-prescribed diets QP will updste the dict gheer. Program mangerwill | 8/31/18
(W4B0); foods were served at an appropriate monitor weekly. QP will monitor monthly,
temperature (473); food was served with the
appropriate utensils (475); and menus for food
actually served wes keptfor 30 days (481)
The cumulative effect of these systemic practices
resulted in the facility's failure to provide
statutorily mandated Dietatic Services,
W 460 | FOOD AND NUTRITION SERVICES W 460 [ W460 The facility will cnsure that each olient receive
CFR(s): 483.480(a)(1) a notcshing well-balanced diet including modified | 33118
and specially-pregeribed diets,
Each client must receive a nourishing,
well-balanced diet including modified and
speclally-preseribed diets,
This STANDARD is not met as evidenced by:
Based on observations, inferviews and record
raviews, the facility falled to ensure 3 of 4 audjt
clients (#3, #5, #8) recelved thelr modified and
speclally-prescribed diets as Indleated. The
findings are;
s not e opropriata fooddink conistency 1. QP and Habilitation Specielist wil in-service
) all sm{{by domonstrating diet consistencies
During lunch observations in the home on 7/2/18 (f°°d"dfi"ks_) for olient #6, QP and Habilitation 83118
at 12:24 pm, client #6 consumed macaronj and Spectalist will in-forvice all stff an the corrext
cheess, green peas, and chopped steal¢. The measurements fog thick-jt. Habilitation Specialist
food items were ground, dry, thick and chunky. and Program manager will observe fmd monitor
The client also consumed liquid which wag of a weekly. QP will monitor monthly.
pudding consistency. Client#8 used a spoon to
scoop his liquids from his cup, At the lunch meal,
client #8 consumed his food quickly and ate
approximately 25% of the meal before drinking or
prompts to drink, Client#8 periadically coughed
while eating. Staff standing next to him provided
FORM CMS-2507(02-60) Previous Vamlons Obsclats Event ID:OPKEN Fuollity 1D: 022604 I cantinuation sheet Page 24 of 36
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Continued From page 24

vetbal prompts to drink after the client coughed
briefly.

During dinner abservations in the home on 7/2/18
at 5:58pm, cllent #8 consumed baked chicken,
green beahs, cream corn and chocelate chip
muffine. The beans and corn were Ioose and
runny while the chicken was molst and thick with
small chunks of meat vislble, Client #6's milk
was initially nectar thick as he began drinking it
from his glass, Towards the end of the meal, the
client began using a spoon to scoop his milk from
the glass as the milk had thickened to g pudding
consistency. As client #8 finished his mesl, he
began coughing. A staff next to him hit him on his
back twice, He continued ta cough while leaving
the table and removing his dishes from the table,
During the meal, the ¢liont consumed his food
quickly putting large spoonfuls af food in hls
mouth. A staff next to him gave the client
sporadic verbal prompts to “slow down'; however,
he was not consistently prompted to drink any
liqulds between spoonfuls of food.

During breakfast observations In the home on
7/3/18 8t 7:37am, client #8 consumed Turkey
sausage, a waffle, mixed fruit, and oatmeal. The
oatmeal was dry and thick while the Turkey
salsage was finely chopped and dry. The client
also consumad orange juice, milk, prune juice
and water, The liqulds initially resembled a
nectar type consistency as client #8 plcked up his
glass to drink. Towards the end of the meal, the
drinks were thick and pudding like when
cansumed by the dlient using a spoon, It should
also be noted that the client drank slps of his
prune juice as a thin liquid while waiting to serve
himself. Throughaut the mesl, client #6
consumed his food quickly and pericdically

W 460

W460 Habilitation Specialist will insexvice all staff
membors on dict, food consistencios, and
nspiration guidelines for client #6.

Habiliradon Specialist and Program mananger

will ebserve and menitor weokly.

QP will monitor monthly.

8/31/18
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Continued From page 25

coughed. Steff C stood next to him and
encouraged the client to continue colghing and
gave verbal prompts to "slow down.”

During observations of medication administration
in the home on 7/3/18 at 7:10am, client ##6
consumed his crushed pllls in pudding with thin
lguid (water), The client Immadiately coughed
after drinking the water.

Interviews on 7/3/18 with staff revesled the
following regarding client #6's food/drink
conslstency:

Staff C revealed client #8's food goes in the
blender for a pureed consisteney, The staff
indicated his liquids are "thickened ...so he won't
getstrangled.” Additional interview ravealed
client #6's liquids should be a "pudding”
consistency, The staff also indicated the client will
cough at times during meals and they usually
prompt him to keep coughing to clear his throat,

Staff A revealed cllent #6 gets a pureed diet and
pudding thick liqulds, The etaff stated they add
his food to a blender and the food “should be
smooth," When asked why the client's turkey
sausage was dry and finely chopped, the siaff
Indicated she does not usually add liquld to the
¢lient's meats. The staff also revealed oatmeal
ususlly does not get pracessed in the blender,
During the interview, the staff acknowledged
client #8's sausage and oatmesl were nota
pureed consistency.

Revlew oh 7/3/18 of cllent #6's IPP dated 6/1/18
revealed, ”,..On 7-19-17, [Client #6] had an appt
at CRHS Speech Therapy Dept for a swallowing
assessment & MBSS, They recommendsd NPO

W 460

'W460 QP and Habilitation Specialist will in-gervico
all staff by domonstiating diet consistencies
(food/drinks) for client #6, QP and Habilitarion
Specialist will in-service all smiTon the cotroct
menaurements for thick-it. Habilitation Specialist
and Program manager will observe and moxmitor
weekly, QP will monitor momhly.

8/31/18
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Continued From page 26

status due fo the increased risk of aspiration. On
7-20-17, a STAT interdleciplinary team mesting
was held to discuss the dysphasia & aspiration
risk. The speech theraplst recommendation was
discuseed, along with the consequences of
Implementing it. The team decided to continue
allowing [Client #6] to consume a pureed diet with
pudding thick llquids. 100% supervision is needed
with all meals & snacks...”

Additional review on 7/3/18 of client #6's IPP and
current physician's orders and a diet consistency
liet posted in the home (dated 7/24/17) revealed

he receives a Heart Healthy regular diet, "pureed
smooth consistency” with "pudding thick liquids.”

Interview on 7/3/18 the Qualified Intellectual
Disabilities Professional (QIDP) confirmed client
#8's current diet includes pureed foods and

pudding thiek liquids,

During an interview on 7/3/18, the facllity's nurse
also confirmed cllent #6 should have his foods
puresd smooth and his liquids should be a
pudding consistency which would likely make It
diffleult to drink the liquid from a glass if done
properly. Additional interview revealed the client's
cough during meals could be an indication that
the consistency of his food or drinks was not
gppropriate.

2. Cllent#8 did not recelve prune juice as
recommended.

During snack observations in the home on 7/2/18
at 3:47pm, client #8 consumed a pucdding cup
and Kgol-aid. The cllent was not offered prune
juice.

W 480
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Revlew 7/2/18 of a dietary list (dated 7/24/17)
posted in the home revealed cllent #6 should
cansume prune juice at breakfast and "4p snack."
Additional reviaw of the client's IPP dated 6/1/18

also indicated prune julce should be consumed at
his 4:00pm snack.

Staff interview on 7/3/18 revesaled the clients
diets posted in the home should be followed,

Interview on 7/3/18 with the QIOP confirmed
client #8 should have received prune Julce at
shack time,

3. Client#3's food/drink consistency was not
followed.

a, During brealdast observations In the home on
7/3118, client#3 consumed 2 whale Turkey
sausage links, Further observations revealed the
sausage links where 2 inches In length. Atno
tima was client #3 prompted 1o cut his faod,
Further observations indicated a knife was at
client #3's place setling.

During an interview on 7/3/18, staff C revesled
client #3's sausage should have been cut by staff,

Review on 7/3/18 of client #3's ipp dated 6/6/18
stated, "On 7/19/17 {Cllemt #3] had a appt with
Speech Theraplst at CRHS for a Clinical Swallow
Asgessment & Modifled Barlum Swallow Study.
Dental soft diet with chopped meats.,.was
ordered.” Additional review of cllent#3's
physiclan orders signed 5/16/18 revealed, "Bite
size consistency,” Review of client #3's medical
evaluation dated 6/6/18 stated, “...Dental soft diet
with finely - chopped meats....” Further review of
client #3's putritional evaluation dated 10/10/17

3. A. Habilitarion Specializt will in-service all gtaff
members on diet and food consistencics for

client #3. Habiliitation Specialist will create &

goal 1o assist cliont #3 with cutting his food,
Habilitaon Speoializt will in-sarvice steff'to
cnsure food iz cut to the propor consistency,
Habilitation Spocialist and Program manager

will obgerve and monitor weeldy. QP will

monitor monthly.
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Indlcated his diet I "finely chopped...."
During an interview on 7/3/18, the facllity's nurse
confirmed cllent #3's current diet should have
heen fallowed by staff.
b, During 3 of 3 meal obsetvations in the home, . v e .
cllent #3's liquids had an Incansistent amount of B.QP znd Habilitation Specialist will in-service
powdered Thick-It scooped into his liquids and all staff by demonstrating diet consistoncies
then stired by staff. (food/drinks) for client #3. QY and Habilitation
. Specialist will in-scrvice all staff'on the correct
During an Interview on 7/3/18, staff C reported measurements for thick-it. Habilitation Spocialist 83118
they wers never trained on how much Thick-It and Program managor will observe and monitor
should be scooped into client #3's cups of liquid, weekly. QP will monitor mouthly.
Further interview revealed staff C was not aware
of the consistency in which client #3's liquids
should be served.
Review on 7/2/18 of client #3's (PP dated 6/8/18
stated, "on 7/19/17 [Client #3) had an appt with
Speech Theraplst at CRMS for a Clinleal Swallow
Assessment & Modified Barlum Swallow
Study...honey thick liquids was ordered.” Review
of client #3's nutritional evaluation deted 10/10/17
indicated, “Diet:,..honey thick liquids...."
During an interview on 7/3/18, the facliity’s nurse
reported client #3's current diet should have been .
followed by staff. C. QP ond %\Iurse will in-service all staff by

demonstrating correat meagurements for thiok-it and
c. During medication administration observation when thick it should bo administered, Nurae and
in the hotmie on 7/3/18 at 9:05am, client #3 Program Manager will monitar mod pass weekly.
consumed $ plils with thin (regular) water. At no QP will monitor monihly,
time was Thick-It added to hls water,
Immediately after belng interviewed by the
surveyor, the medication technlcian gave client#3
a second glass of thin (reguler) water.
During an immediate interview, the medication
FORM CME-2807(02:69) Prevlous Verslona Obsofate Event {D; GPKET Faelity ID: 522684
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technician canfirmed client #3 should have drank
hig water with Thick-It added.

During an interview on 7/3/18, the facllity's nurse
revealsd Thick-It should have been addsd to
client #3's water,

4. Client #5's food consistency was notfollowed.
4. QP and Habilitation Spooialist will in-gorvice
a. Duting lunch observetions In the home on stk on the correct portion size for alient #5.
7/2118, client #5's meat was cut into bite size
pleces. Further observations revealed during the
meal, cllent#5 vornited up a clear liguid while
taking a sip of water. Client#5 coughed
throughout the meal.

8/31/18

A. Habilitatlon Speclalist will demonstrate the

During dinner observations in the home on correct portlon siza for client #5.
7/2/18, client #5'% chicken was cut Into bite elze . 8 /3'1 18
pieces, Further observations revealed client #5 pabiltatlon Speclalist and Program manager !

coughed throughout the meal. Il observe and moniltor weekly.

P wifl monitor monthly.
Review on 7/3/18 of client #5's |PP dated 6/1/18 R ' 4

stated, "On 7/27/17, [Client #5) had an appt with
Speech Therapy Dept at CRHS for a Clinle
Swallowing Assesement & MBSS....Dental Soft
diet with finely chopped meats,..with asplration
precautions was recommended." Review of
client #5's physiclan arders signed 5/16/18
revealed his diet consistency Is finely chopped,
Additlonal review of client #5's nutritional
evaluation dated 4/7/17 indlcated, “...finely
chopped texture all foods."

During an interview on 7/3/18, the facllity's nurse
confirmed client #5's current dist order should
have been followed by st=ff,

W 473 | MEAL SERVICES w473
CFR(s): 483,480(b)(2)(ii)
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Continued From page 30

Food must be servad at appropriate temperature,

This STANDARD is not met as evidenced by:

Beased on observations, record review and
interviews, the facllity failed to ensure foods were
served at an appropriate temperature, This
affected all clients residing In the homs, The
fihding is;

Faod items were not served at an appropriate
temperature.

During breakfast observations in the home an
713118 at 7:25am, staff removed weffles from the
oven athid placed one In the blender with cold milk
added. The weffle was blended and served to
client #6 at 7:30am. The temperature of the food
was not taken. Additional breakfast observations
revealed milk was removed from the refiigerator
at 7:12am and poured into pitchers. The mlik
remained on the kitchen counter and then the
dining room table untll 7:45am, when clients
began serving themselves the milk.

Review of a note posted on a kitthen cabinetin
the home (no date) revealed, "Hot faod shaould be
heatedto a temperature of 140 degirees...Check
temperature with thermometer before serving,
Should be at least 110 degrees...Cold foods
should remaln &t a temperature of 40 degrees
until served...Food should be served within 15
minutes of leaving refrigeration or heating
device...If longer than 15 minutes, reheat hot
foods..."

During an interview on 7/3/18, staff
acknowledged adding cold milk to the wallles

W 473

WA473 The facility will ensure all meal ace served at
approprinte temporatirtes,

Staff will be in-service on meal preparation and how
o aheck femporatures of food, Program manager end
Habiliation Specialist will monitor weelly, QP will
moniter monthly.

8/31/18

8/31/18
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Continued From page 31

lowered the temperature, The staff also referred
to a note posted on a Kichen cabinet regarding
food lemperatures. Additional Interview Indicated
B ternperature gauge would be used {0 take food
temperatures; however, the steff could hat locate
one In the Kitchen.

Interview on 7/3/18 with the Qualified Intellectual
Disabilities Profeasional (QIDP) confirmed staff
should be ensuring foods are served at
appropriate temperatures as Indicated including
foods of altered conzistencies,

MEAL SERVICES

CFR(s): 483,480(b)(2)(iv)

Food must be served with appropriate utenells.

This STANDARD Is fiot met as svidenced by:
Basged on observations, document reviews and
interviews, the facility falled to ensure food was
served with appropriate adaptive eating
equipment. This affected 2 of 4 audit clients #5,
#8). The findings are:

1. Information to support the use of a clothing
protector and dycem mat at meels was not
included in client #6's program plan.

During lunch and dinner sbssrvations in the home
on 7/2118 et 12:30pm and 5:59pm, dlient #6 used
a dycem mat under his plate at both meals,
During brealdast observations in the home on
7/3118 at 7:37am, client #6 did not consume his
food with & dycem mat positioned under his plate,

During additional observations of all meals in the
home an 7/2 - 7/3/18, staff placed a large thin

W 473

Wa7s

WAT5 The facility will ensuyo all food i3 served with

appropriato utensils, 33118

1, Staff will bc in-servico on the proper use of 85118
adaptive cquipment in following client #6 IPP,
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cloth around cllent#6's neck and tucked the cloth
In the collar of his shirt. The client periodically
removed the cloth, while steff replaced the cloth. -

Staff interview on 7/3/18 reveslad the cloths are
used as clothing protactors for all of the cllents in
the home,

Review on 7/3/18 of client #8's record did not
reveal any Information regarding the use of a
clothing protector or dycem mat at meals,

Interview on 7/3/18 with the Qualified Intellectual
Disabilities Profassional (QIDP) revealed all
adaptive equipment should be identfied an the
client’s diet sheet. The QIDP acknowledgad the

Information should also be Included in client #b's
record,

2, Information to address client #5's the usage of
a dycem mat and clothing protector was not
Included in his program plan.

2. QP will review IPP and in-zervice maffon correct
usngo of 3 dinner napkin. Program mannger will 8/31/18
monitor weekly. QF will monitor mouthly,

a. Durting lunch observations In the home on
712118, cllent #5's plate had a dycem mat
underneath it. Durlng dinner and breakfsst
observations in the home on 7/3/18, a dycer mat
was not underneath client #5's plate.

During lunch and dinner ohservations in the horme
on 7/2/18, cllent #5 had a large over-sized napkin
tueked into his shirt callar by staff prlor to him
eating.

During breekfast observations In the home on
7/3/18, client #5 had the upper portion of a large
over-sized napkin around his neck while the lower
portion was placed undemeeth his plate while he
consumed his meal,
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During an interview on 7/3/18, staff roevealed
cllent #5's napkin shiould not have heen placed
underneath hls plate., Further interview staff
stated client#5 used the napkin to protect his

| elothes from when food spills while he Is eating.

Review on 7/3/18 of client #5's record dated
€/1/18 revealed there was no information for staff

regarding the usage of & dycem mat or clothing
profector,

During an interview on 7/3/18, the QIDP
confirmed client#5's record did not contain any
information In regards to how staff are to use a
dycem mat or clothing protector with him during
meals,

W 481 | MENUS

CFR(s): 483.480(c)}(2)

Menus for food actually served must be kept on
file for 30 days.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure & record of foods actually served

was kept. The finding is:

'Food substitutions were not documented,

Dinner abservations in the home on 7/2/18 at
5:59pm revealed cllents were served baked
chicken, green beans, cream style corn, and
cheocolate chip mufiins. Review of the dinner
menu noted barbeque chicken, steamed
cabbags, creamed com, Angel {ood cake and
dinner rolls,

Staff Interview on 7/2/18 confirmed faod

W 475

W 481

monthly.

‘W481 The faoility will ensure all food substimtions
aro documented.

Progrom manager will in-gervice sinffon the proper
woy to document a food snbstitutions, Program
manager will momitor woekly. QP will monitor 83)/18

8/31/18

FORM CMS-2567(02-09) Previous Verslons Obmolate Event |0 0PKEH

~A A Na ) (e R a X a NN B Y S AN

PE #1OLEE-OPO-0LB

Fuallity D: 22604 If continuatlon sheet Page 34 of 35

S I o S R R O S N Y S Y Y a N B N | (Y
.

¢ ! ne
NV8S:LLIBLOT-0E~LO



DEPARTMENT OF HEALTH AND HUMAN SERVICES

*_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/12/2018

FORM APPROVED

OMB NO. 0038-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

34G231

(X2) MULTIPLE CONSTRUGTION
A BUILDING

B.WING

Q0) DATE SURVEY

COMPLETED

07/03/2018

NAME OF PROVIDER OR 8UPPLIER

STRAWBERRY HOUSE

~ STREET ADORESS, GITY, STATE, 2P CODE

302 NORTH HOWARD STREET
CHADBOURN, NC 208431

(x4) 1D
PREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIER
(EACH DEFICIENCY MUST 8E PRECEDED BY FLILL
REGULATORY OR L8C IDENTIFYING INFORMATION)

it
PREFIX
TAG

FROVIDER'S FI.AN OF CORRECTION
(EACH CORRECTIVE ACTION BHOULD BE
CRO88-REFERENCED TD THE APPROPRIATE
DEFICIENCY)

(X5)
COMBLETION
bare

W 481

Continued From page 34

substitutions were made for itemns et the dinner
maal.

Breakfast obsetvalions In the home on 7/3/18 at
7:37am revealed clients were served oatmeal,
turkey sausage, fruit cups and waffles. Review of
the breakfast menu noted oatmeal, turkey bacon,
and assorted fruit, English muffins.

Staff interview on 7/3/18 confirmed food
substitutions weare made for jtems at the
breakfast meal, Additiona) interview Indicated
they have not been told to document food
substitutions,

interview on 7/3/18 with the Qualified Intellectual
Disabilities Professional (QIDP) revesled staff
should be dacumenting any substituions made at
meals.
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