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E 004 | Develop EP Plan, Review and Update Annually E004iE 004
CFR(s): 483.475(n) ' This deficiency will be corrected by the  02,19.2019
- - . following actions '
[The [facility] must comply with all applicable A. The facility will develop and
Federal, S{ate and local emergency
. . . maintain a emergency
preparedness requirements. The {facility] must reparedness plan and it will be
develop establish and maintain a comprehensive p .p d and P dated annuall
emergoncy preparedness program that meets the reviewe danf upaate : annualy.
| requirements of this section.] 8. ?pg?;?iegdgzgg‘:gégggg '
* [For hospitals at §482.15 and CAHs at served on site will be addressed
§485.625(n):] The [hospital or CAH} must comply ' C. Management will I.mplen?ent
with all applicable Federal, State, and local D. Management will in services
emergency preparedness requirements, The staff on the community-based
[hospital or CAH] must develop and maintain a strategies put in place.
comprehensive emergency preparedness E. Management will have plan
program that meets the requirements of this updated annually.
soction, utiizing an all-hazards approach,

The emergency preparadness progranm must
include, but not be limited to, the following
elements:] '
{a) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be [reviewed], and updated at least
annually. Sl
SHE - Mental Heailh
* [Far ESRD Facilities &t §494.62(a):] Emergency Q}H‘")F\ Menta
Plan. The ESRD facility must develop and

maintain an emergency preparadness plan that DEC A 7 2018

must be [evaluated), and updated at least

annually. Cn s s
This STANDARD is ot inet as evidenced by: Lic. & Cert. Section

Based on record review and interview, the facility
failed to ensure the Emergency Preparedmess
(EP) plan was reviewed and updated at laast
annually. The finding is:

The facilily's EP plan was not reviewed or
updated annually.

LABORATORY D)REGTQR‘S OWDERISUP RLIER REPRESENTATIVE'S SIGNATURE TITLE (s} paTE

ks Whaet /94 Aecvtin DU it /2 )2 4

Any deficiency stafemant ending with an asterisk (*} dafiotes & deficioncy which the inatitulion may be excused from correcting providing it is determined that
other safaguards provide eufficient protection fo the patiants. (See insvruclions,) Exocapt for nursing homos, the findings staled above are disclosable 80 days
following the date of suvey whether or not a plan of correttion is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documants are made available to the facility, If defisiencies are cited, an approved plan of somection is requisite to continusd
program participation,
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E 004 { Continued From page 1 E 004
Review on 12/18/18 of the facility's EF plan
revealed the plan had been developed on
721117, Furtber review of the plan did not
include evidence of an annual review,
Interview on 12/18/18 with the Qualified
Infellectual Disabilities Professional (QIDP)
revealed she was not aware if the EP plan had
been reviewed or updated annually.
£ 037 | &P Training Program E 037

CFR(s): 4B3.475(d)(1)

(1) Training program. The {facility, except CAHs,
ABCs, PACE organizations, PRTFs, Hospives,
and dialysis facilities] must do all of the following:

{i) Initial tresining in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing sernvices under
arrangement, and valunleers, consisient with their
expected role.

(ii) Provide emergency preparedness training at
least annually,

(1) Maintain documentation of the training.

{iv) Demonstrate staff knowledge of emergency
procedures,

*For Hospitals at §482.15(d) and RHCs/FQHCs
al §461.12:] (1) Training program. The [Hospilal
or RHC/FQHC} must do all of the following:

(i) Initial teatining in emergency preparedness
policies and procedures o all new and existing
staff, individuals providing on-site services under
arrangament, and volunieers, consistent with their
expected roles.

{ii} Provide emergency preparedness fraining at
least annually.

(iii) Maintain documentation of the training.

£G37

This deflciency will be corrected by the

following actions:

A. The facility will develop and
maintain an emergency
commurication preparedness
plan and it will be reviewed and
updated annually

B. Staff will in-service on the
emergency preparedness
manuai

¢, Staff will in-service an the will
conduct monthly disaster drills

D. Management will implement
annually

E. Management will In services
staff annually

02,19.2019
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E 037 | Continued From page 2 E 037

(iv) Demonstrate staff knowledge of amergéncy
procedures.

*[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
services under artangement, sonsistent with their
expacted roles,

(i) Demonstrate staff knowledge of emergency
procedures.

| (ili} Provide emergency preparedness training at
 {east anhually.

(iv) Periodically review and rehearse its
emergency preparedness plan wilh hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
progadures necessary to protect patients and
others.

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

(i) After initial training, provide emergency
preparedness {raining at least annually,

(i) Demonstrate staff Knowledge of emergency
procedures.

{iv) Maintain documentation of all emergancy
preparedness training.

‘[For PACE at §460.84(d):} (1) The PACE
organization must da all of the following:
{) Initial training in emergency preparedness

FORM CM8.2687(02-99) Previaus Vearsions Obsolste Event 10: YHOLT1
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£ 037 | Continued From page 3 E 037

policies and procedures to allnew and existing " '
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with thelr expested roles.
{ii) Provide emergency preparedness training at
least annually.

(iil) Demonstrate staff knowledge of emergency
procedyres, including informing participants of
what to 'do, where 1o go, and whom 1o contact in
case of an emergency,

(iv) Mairtain documentation of all training.

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

(i} Provids initial training in emergency
preparedhess policies and procedures fo all new
and existing staff, individuals providing services
under arréngement, and volunteers, consistent
with their fxpected roles,

(ii) Provide emergency preparadness Iraining at
[east annually. '

{ii)) Maintain documentation of the fraining.

(iv) Denmonstrate staff knowledye of emergency
procedures, All new personnel must be orlented
and assigned specific responsibilities regarding
the CORF's emergency 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
equipment,

*[For CAHs at §485,625(d):] (1) Training program,
The GAH must do all of the following:

(i) Initial training in emergency preparedness
pulicies and procedures, including prompt
reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, andl guests, fire prevention, and

1

I continuation shest Page 4 of 22
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cooperation with firefighting and disaster
authoritles, to ali new and existing staff,

and volunteers, consiglent with their expected
rales. '

{ii) Provide emergency preparedness training at
feast annusally.

(i) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of amergency
procedures.

under arrangement, and volunteers, consistent
with their expected roles, and maintain '
documentation of the fraining. The CMHC must
dermonstrate staff knowledge of emergency

emergency preparedness training at least
annyally,

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure direct care staff were
{EP) plan. The finding is:

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

training of siaff.

Staff interview on 12/18/18 revealed they had
been trained on conducting fire drills; however,
the staff could not provide spedific information

individuals providing services under arrangement,

*[For CMHCs at §485.920(d):] (1) Training. The |
CMHC must provide initial training in emergsncy
preparadness policies and procedures fo all new
and existing staff, individuals providing services .

procedures, Theresfter, the CMHC must provide

trained on the facilify's Emergency Preparedness

Review on 12/18/18 of the facility's EP plan dated
7124747 did not include any information regarding
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E 037 | Continued From page 5 £037|
regarding the facilily's EP plan.
During an interview on 12718118, the Qualified
Intelleciual Disabilities Professional (QIDP)
reveaied there was no decumentation o indicate
if or when staff had been trained on the facilily's
EP plan
E 038 | EP Testing Requirements E039)kq30 02.19.2019
CFR(s): 483.475(d)(2) This deficiency will be corrected by the
(2) Testing. The [facility, except for LTC facilities, following actions:

RNHCIs and OPOs] must conduct exercises fo
fest the emergency plan at least annually, The
[facitity, except for RNHCIs and QPOs] must do
all of the following:

*[For LTC Facilities at §483.73(d}) (2) Testing.’
The LTC facility must condudt exercises {o test
the emergency plan at least annually, including
unannounced staff drills using the emergency
procedures. The LTC facility must do all of the
following:}

(i) Participatein a full-scale exercise that is
community-based or when a community-based
exercise is not accessible, an individual,
Tacility-based, IFthe [facility] experiences an
actual natural ¢r man-made emeargency that
requires aclivation of the emergency plan, the
{facility] is exempt from engaging in &
community-based or individual, facility-based
full-scale exercise for 1 year following the onset of
the actuai event.
(it} Conduct an additional exercise that may
include, butis not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based.

(B) A tabletop exercise that includes a group

A. The facility will develop and
maintain an emergency
communication preparedness
plan and it will be reviewed and
updated annually

A communication preparedness
platywill be developed. To
include primary and alternate
commuhication arrangements
should the primary phones be
unavailable in an emergency.
The cormmunication
preparedness plan will be tested
at Jeast annually to include a full
scale exercise or a tabletop
exercise to test the plan
Management will implement
Marsagement will in sérvices
staff annually

B.

FORM CMB-2567(02-80} Previous Versions Obsalale
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E 039 | Continued From page 6 " E 039

discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem siatements, directed messages, or
prepared quastions designed 1o challenge an
emergency plan.

{iif) Analyze the [facility's) response to and
migintain documentation of all drnills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed,

“[For RNHCIs at §403.748 and OPOs at
§486.380] (d)(2) Testing. The [RNHCI and OPQ)
must conduct exercises to test the emergency
plan, The [RNHCI and OPO} must do the
following:

(i} Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an
smergency plan,

{i)) Analyze the [RNHCI's and OPO's] response
o and maintain documentation of all labletop
exercises, and emergency events, and revise the
[RNHCI's and OPO's] emergency plan, as
needed.

This STANDARD s not met as evidenced by:

Based on docurment review and interview, the
facility failed fo ensure a facility/community-based
or {ablatop exercise was conducted to test their
emergency plan, The finding is: ’

The facility's Emergency Preparedness (EP) plan
did not include compietion of
facility/communily-based exercise or tabletop
exercise,

Review oh 12/18/18 of the facility's EP plan dated
FORM CMS-2887{02.88) Previnus Versions Obualate Event [D; YHOLYY Facility I0: 922342
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E 039 | Continued From page 7
7124117 did not include a full-scale

emergency plan,

current emergency plan.
W 228 | INDIVIDUAL PROGRAM PLAN
GFR(s): 483.440{c)(4)()

hehavioral outcome.

behaviaral outcome, The findings are:

oulcomes.

Interview on 12/18/18 with the Gualified
Intellectual Disabilities Professional (QIDP)
confirmed the facllity has not conducied a
full-scale facilify/communily-based exercise or a
tabletop exercise to test the effectiveness of their

community-baged or individual fadility-based
exersise or a tabletop exercise o test their

The objectives of the individual program plan
must be stated separately, in terms of a single-

| This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failad to ensure objestives for 3 of 3-audit clients
"(#3, #5) wera writlen in terms of a single

Objective statements for 2 of 3 audit clients (#3,
#6) were not writlen with single behavioral

4. Review on 12/17/18 of client #3's IPP dated
4/8/18 revealed the objective, "[Client #3] will
choose and complete personal goals as identified
in the self-assessment with 100% completion.”

b, Review on 12/17/18 of client #5's IPP dated
1211318 revealed the objective, “[Client #5] will
choose and complete personal goals as identified

E 038

W 228

\W.229

This d

A

eficiency will be corrected by the

following actions;

AlLISP'S will be reviewed and
revise as needed.

B. Al WTP will be reviewed ail

goals will have measurable
outcomes.

AlLWTP will have identiflable
criteria and outcomes

D. All goals will be modified,

revised, or discontinues to meet
the needs of the peoples served

E. Al staff will be in-service on all

goals.
Residential Manager will
monitor one time & week.

G. Qualified Professional will

monitor one time a wéelk

02,19.2019
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Continued From page 8

in the self-assessment with 100% completion.”
Additional review noted an objective, “[Client #5]
will learn te identity and write her full name for 6
consecutive mohths with 50% independence.”

Interview on 12/18/18 with the Qualified
Intellactual Disabilities Profegsional (QIDP)
confirmed the objective statements were not
wrilten with single outcomes.

INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(i)

The individual program plan must desaribe
relevant interventions to support the individual
toward independence.

This STANDARD is not met as evidenced by:
Based on observafions, Inferviews and record
review, the facility failed fo ensure client #3's
Individua! Program Plan (1PP) included specific
information to support her independence. This
affected 1 of § andit ¢lients, The finding is:

Client #3's 1PP did not include inforiation
regarding the use of an adaptive helmet,

During observations throughout the survey at the
day program and in the home, client #3 wore a
soft helmet with a strap secured under het chin.
The helmet was nof roemoved during any
observations.

Interview on 12/17/18 with day program staff
revealed client #3 wears the helmet due {o falls,
Additional interview on 12/18/18 with group home
staff indicated the client wears the helmet to keep
hier from "seratching or hitting" ber head and it is

W 229

W 240

W.240
This deficiency will be corrected by the
following actions:

A, AILISP'S will be reviewed and
revise as needed to ensure.
objectives of the use of adaptive
squipment is in place specifically
gait belt usage.

B, PT will be assess the need far
the use of adaptive equipment,

€. PT will give guideline for the use
of equipment

D. All adaptive equipment will be
discussed in-a team meeting, to

: include day program

E. Al adaptive equipment that will
be a restriction will be address at
HRC,

F. Alt people served will be in
service on their adaptive
equipment

G. All staff will be in-service on the
use need and function of gait
belt.

H. Vocational staff will be in
serviced on all adaptive
equipment

L Residential Manager will
moritor one time a week,

J. Qualified Professional will

monitor one time a week,

FORM OMB-2567(02:89) Praviows Vargions Obsoluls
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worn due to her "disability,”
Review on 12/18/18-of client #3's IPP datag
4/6/18 revesled no information regarding the use
of a soft helmet.
Interview on 12/18/18 with the Qualified
Infellectual Disabilities Profassional (QIDP)
corfirmed client #3's IPP did not include any
information regarding the use of a soff helmet.
The QIDP stated, "l overlodked it."
W 248 | PROGRAM IMPLEMENTATION W 248 |\W.249
CFR(s): 483.440(d)(1) 1 This deficiency will be corrected by the  02.19.2019
; following actions: .
As soon as the interdisciplinary team has A. AllISP'S WTE will be reviewed
formulated a dlient's individua! program plan, and revise as needed to ensure
each client must receive a sontinuous active objectives of are in place
treatment program congisting of needed regarding need of consumer
interventions and services in ?sufﬁ‘c:ent number 8. Al WTP will be revised, updated
and frequenoy to support the achievement of the or discontinued if objectives
objeclives identified in the individual program
plan. : : have been met

This STANDARD is nof met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed fo engure 5 of 5 audit
clients (#1, #2, #3, #4, #6) received a continuous
active treatment plan consisting'of needed
inferventions and services as identified in the
Individual Program Plan (IPP) In'the areas of
meal preparation, family style dining, adaptive
squipment use, and self-help skills. The findings
are:

1. Client #5 was not involved in c'poking tasks at
breakfast. '

C. ISP will be update modified to
meet the current assessments

needs

D. Attention will be given to all
dietary assessments.

E. Ali people served will be in
service on their WTP

F. All staff will be in- service on
their WTP objectives and desired
outcomes.

G, Residential Manager will
monitor one time a week.

H.  Qualified Professional will
monitor one time a week,
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During morning ebservations in the home on

B 12/18/18 from 6:50am - 7:30am, = staff prapared
all food iterns for breakfast without prompting or
encouraging clients to assist. The staff
comploted tasks such as filling pitchers with
drinks, placing frozen food itlems onto pans,
cooking a pot of oatmeal, operating stove/oven
dials, and placing food into serving dishes.

Immediate interview with the staff involved
revealed clients do not assist with cooking
"because of the heal and everything...it's a safety
issue." Additional interview indicated client #5
can perform fasks such.as preparing loast or
operating the microwave or assist with prepping
foods to be cooked. :

Review on 12/18/18 of client #5's
Community/Home Life Assessment dated 12/5/17
revealed the client can make food with no
cooking, with cooking but no mixing and with
covking and mixing all with physfcal assistance.
Additional review of fhe assessment indicated the
client requires physical assistance for using
measuring spoons or devices, a loaster,
mictowave, stoveloven and coffee maker.
Further review of the olient's nutritional evaluation
dated 12/5/18 noted, "Encourage involvement
with meal prep..."

interview on 12/18/18 with the Qualified
intellsctual Disabilities Professional {QIDP)
confirmed client #5 can "do a lof” in the kitchen
and "is really good" with helping stalf cook.

2, Clionts (#1, #2. #3) were not prompled or
assisted o pariicipate with family style dining
tasks.
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During breakfast observations in the home on
12/18/18 at 7:37am, staff placed food items on
plates in the kitchen and took the plates fo three
clisnts (#1, #2, #3) at the table. The clients were
not prompted or encouraged fo assiaf with
serving themselves or other aspecis of family
style dining. ’

Interview on 12/18/18 with the staff involved
revedled they generally prepare the plates in the
Kitchen for those three clients because they have
‘modified diets",

a. Review on 12/18/18 of client #1's nutritional
assessment dated 3/5/18 revealed, "He serves
himself with assistance..." Additional review of
the client's Community/Home Life Assessment
dated 5/20/18 noled he eals family style and
pagses food to others with physical assistance,

b, Review on 12/18/18 of cfient #2's
Community/Home Life Assessment dated 3/13/18
revealed, the client eat family dinner style and
peassess food to others upon request with

physical assistance. Additional review of the
assessment indicated the client reguires physical .
assislance for placing iterns cormsetly on the

table. '

¢. Review on 12/18/18 of client #3's IPP dated
4/6/18 revealed she needs prompts to ensure she
completes daily living activities. Additional review
of the client's Commiunity/Home Life Assessment
(incomplete date) indicated she sats family style
and passes food to ofhers independently.

Interview on 12/18/18 with the QIDP confirmed
the clients (#1, #2, #3) can assisl with serving

‘ OME NO. 0938-0391
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themselves and should be assisted to participate
in family slyle dining during meals,

3. Client #3's gait belt was not utilized during
ambulafion,

During observations throughout the survey in the
home on 12/17 ~ 12/18/18, clien! #3 wore a gait
belt secured around her waist. As the client
ambulated throughout the home, stalf assisted
her to walk by holding her arms and/or hands,
Staff were not ohaerved fo utilize the gail bajf
duririg ambulation,

Staff interview on 12/18/18 revealed client #3's
belt is used "if she is having a behavior or tries to
run off somewhere." Additional interview
indicated they do not use the belt when she is
walking,

Review on 12/17/18 of client #3's IPP dated
4/6/18 revesled the gait belt assists the client with
maintaining balance and to minimize falls. The
IPP noted the belt provides support "whet she

is unsteady during ambulation.”

Interview on 12/18/18 with the QIDP indicated
cliant #3's gait bait is used for "fall prevention and
assistance with ambulating" and should be used
dusing waking hours. Additional interview
revealed staff should use the belt when walking
with the client "at all times”,

4. Client #3 was not prompted or assisted to
cleat her place after breakfast.

During breakfast obsarvations in the home on
12/18/18 at 7:54am, staff cleared client #3's dirly
dishes without prompling or encouraging her o

W 249
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participate with this {ask,

Staff interview on 12/18/18 revealed clienf #3 will
telp "sometimes” to clear her place.

Review on 12/18/18 of client #d's
Community/Home Life Assessment (incomplete
date) revealed she can take dirty dishes to the
kitchen independently.

Inferview on 12/18/18 with the QIDP confirmed
client #3 can clear her place after meals with
assistance.

§. Client #3 did not recelve her dietary
supplement as indicated.

During breakfast observations in the home on
121818 at 7:40am, client #3 was prompted and
assisted o eat & portion of her breakfast meal,
Atthe end of the meal, the client had eaten 1 of 3
food items. Client #3 was not provided a
nutritional supplement at the breakfast meal.

Staffinterview on 12/18/18 revealed dietary
orders posted in the kitchen are followad for each
client at meals.

Review on 12/17/18 of client #3's distary note and
physician's orders dated 12/6/18 revealad the
client shauld receive one container of Ensure
Plus or equivalent three times a day, "offer with
meals",

Interview on 12/18/18 with the QUDP confirmed
client#3 should be offered Ensure at each meal
as indicated.
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CFR(s): 483.440{e)(1)

Dala relative {o accomplishment of the criteria
specified in client individual program plan
objectives must be dosurmnented in measurable
terms,

This STANDARD is not met as evidencad by:
Basad on record review and interview, the i’acimy
failed lo ensure data was collected as specified in
the Individual Program Plan (IPP), This affected
2 of & audit clients (#4, #5), The findings are:

Clients' (#4, #5) training objectives were not
documented ag indicated.

a. Review on 12/17/18 of client #4's record
revealed an objective,"[Client #4] will report to

and revise as needed 1o ensure
objectives of are in place
regarding need of consumer

8. Quulified Professional will
ensure that all data collected
has been reviewed,

C. ISP/WTE will be update modifigd
to meel the data collected.

D. ARWTP will be revised, updated
or discontinued if objectives
have been met

E. All people served will be in
service on their WTP

F. Allstaff will be in- service an

' their WTP objectives and desired
outcomes. '

G. Residential Manager will
mohitor one time a week,

H. Qualified Professional will

monitor one time & week.
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W 2491 Continued From page 14 W 248
6. Client #2's adapiive equipment was not ulilized
as indicated in the IPP,
During afternoon observations in the home on
12/17/18 al approximately | client #2 was
given a fruit cup for snack. Client #2 utilized a -
built-up spoon. She was leaning her head all the,
way 1o the table frying to eat from the cup,
Review pn 12/18/18 of client #2's 1PP dated
4/5/18 revealed, "Plate riser...use at all meals to
encourage an upright posture.”
Inferview with QIDP on 12/18/18 revealed, "] saw .
that, | trid to cue staff to give [Client #2] the w.2sz ,
adaptive equipment,” She further acknowledged This deficiency will be cotrected by the  02.19.20192
the IPP was not followed. following actions:
w 252 | PROGRAM DOCUMENTATION wes2l A ANISPS WTP will be reviewed
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W 252 | Continued From page 15 .

v remain in his work area during work time with two
or less verbal prompt daily during work time 70%
of the time for three consecutive quarters.” The
plan noted, "Document 3 X per week."

Addifional review of client #4's training objective
data sheet at the day program revealed np
documentation for the year 2018,

b. Review on 12/17/18 of client #5's record
revesled a fraining objestive, "[Client #5] will
participate in brushing her teath with at least 75%
participation rale on each step aver the review
period." The plan noted, "Docurment 3 X per
week." :

Additional review of client #8's training objeclive
data sheet at the day program revealed no
documentation for May "18 to December 18,

Interview on 12/17/18 wilh direct care staff at the
day program revealed, client #5's toothbrush had
been missing for 2 weeks.

Interview on 12/18/18 with the Qualified
Intellectual Digabilities Professional (QIDP)
confirmed the training was current for client #4
and clieat #5 and should continue to be
implemented and documanted as indicated.
W 257 | PROGRAM MONITORING & CHANGE
CFR(s): 483.440(0)(1)(ii)

The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limitad to situations in which the client is
failing to progress toward identified objectives
after ressonable efforls have been made.

W 252

W 267

FORM CMS-25887(02-88) Pravious Viersiong Obkoltte Event 1D;YHILY

Facllity 10; 922542

I continugtion sheet Page 16 of 22




12-26-"18 09:17 FROM-

DEPARTMENT OF HEALTHAND HUMAN SERVICES

T-727 POOS/0024 F-608

PRINTED: 12/21/2018
FORMAPPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
34G216 B. WING 1211872018

NAME OF PROVIDER OR SUFPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
2415 OIS STREET

This STANDARD i not met as evidenced by:
Based on racord review and interview, the facility
failed to ensure client #3's Individual Program
Plan (JPP) was revised after he failed to progress
fowards identified objectives. This affected 1 of &
audit clients. The finding is:

Client #3's IPP was nof revised after he failed to
progress fowards 6 of 7 objectives.

Review on 12/17/18 of client #3's IPP daled
416/18 revealed objectives to complete
toothbrushing process with 80% independénce
for 3 consecutive months, assist in the process of
medication administration with 50%
independence for & months, wash her hangds with
78% independence for § months, was her body
with 76% participation for & consecutive months,
choose and complete personal goals as identified
in the gelf-assassment with 100% completion,
and to purchase an item with 75% independence
for 8 conseculive months. The plan noted the
objectives were implemented on 4/6/18.
Additional review of abjective's progress hotes
indicated the following:

Toothbrushing

06/18 - 12%
0718 - 8%
0B/18 - 5%
09718 « 15%
1018« 15%
1418 - 12%

Meodication Administration

This deficiency will be corrected by the
following actions: |

A, ALL ISP will be reviewed and

B,

VOCA-OTIS STREET HOME DURHAM, NG 27707
[EOY I SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION i 45y
PREFIX {EACH DEFICIENCY MUIST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEE IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DRTE
DEFICIENCY)
W 257 | Continued From page 16 W2
Pag 871w.257 02,19.2019

revised as necessary.

Al WTP will be reviewed and
assessed for continually care. All
goals will be modifiad and
assessed for progress,
Medication assessment will be
completed on all person served.
All abjectives of goals will rmeet
the needs of the person being
served.

All staff wifl ba in service on all
new and current WTP

Qualified Professional will in
setvice all people served on
goals with supporting
documentation of all WTP in
service

Residential Manager will
monthiy weekly

Qualified Professional will
monitor weekly

Qualified Professional will assess
all WTP in core team monthiy
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06/48 « 0%
07118 - 0%
08/18 - 10%
09/18 - 8%
10/18 « 8%
1118 - 8%

Hand washing

06/18 « "Hand-over-hand"

07/18 - 25%
0B/18 - 21%
09/18 - 23%
10/18 - 18%
11118 « 18%

Wash her body

06/18 « 10%
0718 -15% .
08/18 - 11%
09/18 - 16%
10118~ 16%
18- 12%

Personal Goals

06/18 - No information
07/18 - No information
08/18 - No informafion
08/18 - No information
10/18 - No information
11118 - 8%

Purchase an item

06/18 - 0%
07118 - 0%
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W 257

W 323

Continued From page 18
08/18 - 10%

09/18 - 10%

10/18 « 0%

1118 - 8%

Interview on 12/18/18 with the Qualified
intellectual Disabliities Professlonal (QIDP)
confirmed the objectives had not been
considered for revisions,

PHYSICIAN SERVICES

CFR(s); 483.460(2)(3)(i)

The facility must provide or obfain annual physical
examinations of each client that at a minimum
includes an evaluation of vigion and hearifg.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of § audit cllents (#4) received

A reverovinandadd Enllvase son tlrinalusie 1IAY  Thn
IR SO TAATA PR A AL AL R AR M R A L HENE SR SRS PR S 1M

finding is:

Client #4 did not receive & follow UA as
racommended,

Review on 12/17/18 of client #4's record revealed
client had been hospitalized from 8/20/18 to
8/6/18, The discharge summary noted, "Sepsis
secondary to UTL..complete total of 14 days of
Augumentin.,.Recommend repeat UA after
completing antibiotics and referral to Nephrology
ag needed.”

Interview on 12/18/18 with the Qualified
{ntellectual Disabilities Professional (QIDP)
aonfirmed the recommendation for a UAwas not
followed,

W 267

W 323

A

B,

W.323
This deficiency will be corrected by the
follawing actions:

All medical appointment will be
reviewed.

The team will ensure
appointments are scheduled
and follow up.

All the appointments will be
reviewed and discussed at the
monthiy core
teamy/quarterlies/anmual ISP,
Options for appointments that
were unable to be completed
will be added to meetin
minutes. '

D. There will be supporting

documentation for all
appointments that were
completed or the reason why it
was unable to be completed.
RN will review manthly
Residential Manager will-
monitor one time a week.

. Qualified Professional will
monitor one time a week

02.19.2019
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W 368 | DRUG ADMINISTRATION W 368
CFR(s): 483,460(k)(1) W.368 02,19.2019
This deficiency will be corrected by the
The system for drug administration must azsure following actions:
that all drugs are administered in compliance with A. All physicians orders will be
the physician's orders, reviewed.
B, There will be current orders for
This STANDARD is not met as evidenced by: ?g ‘%egggtgg in the person
Based on observations, interviews and record C. The té am WiH' ensure that all
reviews, the facility failed to ensure a physician's ! .
order was followed as written for 1 of 5 audit orders are Implemented
clignis (#5). The finding is: D. Al the orders will be reviewed
and discussed at the monthly
Physician's orders were not followed as indicafed core teamy/quarterlies/annual
for client #5. I5P.
£, There will be supporting
During observations of medication administration documentatiorn for all Orders
in the home on 12/16/18 at 7:46am, staff used a F. RN will review monthly
repular teaspoon to scoop fiber powder and G. Residential Manager will
mixed it with water Yor.client #5, mohitor one time a week,
' H. Qualified Professional will
Review an 12/118/18 of client #5's physician's monitor one time a week
orders dated Decernber "18 revealed an order for,
“Nat Fiber Powder therapy, dissolve 3.4 grams in
a full glass (8 oz) of Nluid and drink by mouth
twice daily.”
Interview on 12/18/18 with the medication |
fechnician revealed she routinely scoops the fiber
powder with the leaspoon then mixes with water.
Interview on 12/18/18 willy the Qualified
Intellectual Disabilities Professional (QUDP)
confirmed the fiber powder should be scooped
with a specified measuring scoop.
W 460 | FOOD AND NUTRITION SERVICES W 460
CFR({z): 483.480(a)(1)
Each client must receive a nourishing,
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well-balanced diet including madified and
specially-prescribed diets,

This STANDARD is not met as evidenced by:
Based on observations, interviews and record
review, the facility falled to ensure client #1's

‘modified diet was provided as indicaled. This

affected 1 of § audit cdlients. The finding is:

Client #1 was not pravided a pureed diet as
indicated,

During dinner observations in the home on
12117118 at 5:26pm, staff assisted dlient #1 to
blend his food in a food processor. Once
compleled, the food items (peas and pasta salad
with ham, cucumbers and tomatoes) was a finely
ground cansistency with visible pieces of food.

Immaediate interview with the staff who assisted
client #1 revealed he receives a pureed diet.
When asked how they obtain that consistency,
the sfaff indicated they grind up his food In the
food processor and add liquid such as broth until
it resembles "baby food". The =iaff noted some
food iterms which are "waler based” do not need
to have liquids added,

Review on 12/18/18 of client #1's IFF dated
8/28/18 and current physician's orders dated
1216118 revealsd he ingesis a regular pureed diet,
Additlonal review of documents and pictures
posted in the Kitchen of the hame indicated a
pureet diet would be “smooth with o lumps".

Interview on 12/18/18 with the Qualified
Intellectual Disabillfies Professional (QIDP)
confirmed client #1 consumes a pureed digt and

A

B.

This deficiency will be corrected by the
following actions:

All physicians [dietary) orders
will be reviewed,

The dietitlan will review gl
current orders, modifying as
needed. '

There will be cutrent orders for
all nutritional services for the
person serve records.

The team will ensure that all
orders are implemented

Al the orders will be reviewed
and discussed at the monthly
core team/quarterlies/annual
ISP.

There will be supporting
documentation for all Orders
All person serve will receive a
well balanced diet - supporting
the modifled or specially -
prescribed diets.

RN will review rmorthily
Residential Manager will
monitor one time a week.
Quialified Professional will
monitor one time a week

02,19.2019
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his food should resemble "baby food” and “real
smooth”, The QIDP acknowledged more training
needed o be completed.
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December 26, 2018

Wilrma Worsley-Diggs

Facility Survey Consuitant |

Mental Health Licensure and Certification section
NC Division of Health Services Regulations

2718 Mail Service Center

Raleigh NC 27699-27118

919.855.3795 office

919.715.8078 fax

RE:  Plan of Correction for Annual Survey conducted; December 170180 2018
VOCA-Otis Street Home
2415 Otis St. Durham NC 27707
Provider Number 34G216
MHL# 032-068

Dear Ms. Worstey-Diggs

We appreciate the courtesy extended by yau while surveying the VOCA-Otis Street Home,
North Carolina.

As indicated on the Plan of Correction, we will have the Deficiencies corrected for, the Annual
survey conducted On December 170-18%,2018 it will be completed February 15, 2019.

We are committed to providing the highest possible care for the people we serve at VOCA
Otis Street Home,

If you have questions, please contact JerMaine Kearney. Program Manager 984.205.2630 ext
403

Sincerely,

Maads- fhae)~

Marika Whack, Executive Director

Community Alternatives North Carolina- Southeast Reg:on
1001 Navaho Drive suite 101
Raleigh, North Carolina, 27609
919.827.2790 cell
984.205,2630 e, 405
mawhack@rescare com
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Community Alternatives — NC \
Southeast Region

1001 Navaho Drive Suite 101
Raleigh, NC 27609

Phone: 984-205-2630

FAX: 984-205-2643

wllJlsley -Diggp  wed): [P0
w WGIETD]Y — vee 27
Phone: ‘ _ Dates /%/ 2L / / )/ ,
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CONFIDENTIALITY NOTICE: This Fax, including attachments, is for the sole use of the intended recipient(s) and
rnay contain confidential and privileged information. Any unauthorized review, use, or disclosure ox distribution is

prohibited. If you are not the intended recipient, please contact the sender immediately and destroy all copies of the
original message.
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