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As apon as tha interdisciplinary team has
formulatad a client's individual program plan,

aach client must receive a continuous activa
tréatmeant program consisting of neaded
Intervantions and sarvicss in sufficient number
and frequancy to support the achisvement of the
objectives identifiad In the Individua) program
plan,

This STANDARD s not met gs evidenced by:
Based on abservatlons, racard review and

interviews, the facility falled to anaure 2 of 3 gudit
clients (#4, #5) received a continuous ective
treatmant plan congisting of neadad Intarvantions
and services as identified in the Individual
Program Plan (IPPYs. The findings are:

Direct cara staff did not affer lsigurs choices or
angage cllents #4, #5 In home living activities
during observations on 6/11/19.

During observations in the facility on 8/12/19 from
10:00am-~11;00am and from 12:00pm-2:30pm
ollents #4, #5 were either in tHeir bsdraoms or in
the living area of the facility with the blinds closed
and no activities offered. Client #4 sat on the
iving room couch rocking back and forth
watehing the Disney television channel, Cliant #5

arranged bro ﬁuzzles and small animateg

L/

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391 )
STATEMENT OF DEFICIENCIES {x1) PRQWDERISUF’PUER!CHA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORREGCTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
‘ 346272 B. WING 08/12/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, zIP CODE ]
114 GREENHOUSE LANE
CREST ROAD GROUP HOME BOUTHERN PINES, NG 28387
(X&) 1D BUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRESTION 5
e I N
TAG REGU & A TAG
DHSK TSR HeEneer
W00 | INITIAL COMMENTS W 000 JUN 2 12019
An unannounced complaint survay was a2 tion
completed on 6/12/19 for complalnt intake Lic. & Cert. Sectio ‘
#NC00152057, Daficiancies wers citad, & . | *
W 249 | PROGRAM IMPLEMENTATION w24 The facil [Z will ensune a
CFR(s). 483.440(d)(1) 5kalQ ave Yranwed en the

imple mentetion of Hhe
Cctve dreatment medide.
Mo 6[Dcct'¢|c&11y, el
lesarere) recreativnal
matepals have been re-
placed as needed, an
ac,hvih/]aommuni
calendar develeped and
st inserviced oy o)
formal | mfomel
taining objeches .
The y plementoheon of
training will be monitor

weehlu—k )( Herme ma,_mgcr
menthly by Hakilitat o
bpeci ILJ;-

and guarter!

LAsdRATO jmscro : wuypwm@?w;lﬁsmmmne

£

YirE

. Clhe

other gafeguards p
following tha date of

Any dﬂzzsn:y slqu wiih en astorlek () denates a daficiency which the inalitutlon may b sxcusad from corredling praviding s determingdthet 2 1
dea g

=ant protecticn 1o the patients, (Swe inglruclions,) Except for nuralng homes, the findinga staled above ara discloseble 80 days
Y whether er not & plen of cotraation i provided. For nuralng homes, the abave findings and plans of carrsetion

are disclosabie 14

daya following the date thesa documentz are mede available to the faciity. If deficléncles are cited, an approvad pian of corraction Is requislla to continuad

pragram particlpation,

FORM CMS-2567(02-88) Previcus Verdlons Dbadlale 'Evant ID: XOYF11

Fugilly ID; 855488 If continuntion sheot Page 1ot6



08/21/2018  11:38GREATER |MAGE HEALTH CARE CORP,

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(FAX)310 491 1000

P.003/007

PRINTED: 08/14/2019
FORM APPROVED

OME NO. 0938-0381

[t

ETATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUFFLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

34Garz

{X2) MULTIPLE CONSTRUGTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

c
08M2/2019

NAME OF PROVIDER QR SUPPLIER

CGREST ROAD GROUP HOME

STREETADDRESS, QITY, STATE, zip CODRE
114 GREENHOUSE LANE
SOUTHERN PINES, NC 28287

X4) 10
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEF|CIENGY MUBT BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S FLAN OF CORREGTION

[X5)
PREFIX (EACH GORREQCTIVE AGTION SHOULD BE COMBLATION
DATE

TAG CROSE-REFERENGED T0 THE APPROPRIATE

DEFICIENGY)

w248

Continued From page 1

animals on a table in the activity room. At
intervals, client #5 satin a living room chalr In the
living room and watehed television,

Both staff were seated In the living aran of the
facllity and checkad on clients #4, #5 and othar
clients in the bedrooms &t intarvals,

Interview on 8/12/19 with cllent #6 revegled that
many of the lelsure supplies including gaveral
puzzles, an Uno game and other activities ware
broken and neaded to ba replaced,

Interview on 6/12/18 with staff #A revealsd
several puzzle pisces had besn misplaced, the
Uno game was Incomplete and thera ware no
other working lelsure activities. She stated stafi
had mentioned this to the resldential managar.
Further interview revealed client #4, #5 ware out
of school for their summer vacation, She stated
clients could stay in their bedrooms, watch
talevision or play with activitles in the facility,
When asked what training abjectives clients #4,
#5 were working on she stated bath clients hava
money management chjectives that are trained
twice daily, Additienal interview reveslad direct
care staff have ta obtain approval fram
management before leaving the facllity with the
clients for community oufings, When asked if sny
community outings were planned for this wegk,
she stated she would have to ask the residentlal
manager (RM).

Interview with staff #8 on 6/12/18 revealed ha
had been working at the facility for about one
waek . Staff B stated these leigure supplies had
baan braken since he startad work,

Review on 8/12/18 of ellant #4's IPP dated

Wade
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8/28/18 revealed she hes needs in the area of
increasing her leisure skills continuing community
outings, continue formal program to use a
communication program, improve self-halp skills
and imprave prevocational skills, Further raview
of the IPP revealed she has training objectives ta
Impreva monay managsment with 40%
Indepandence, brush teeth with 455
independence, and display appropriate toilsting
skills {(wiping after tellating) with 40%
independance.

Review on 6/12/19 of client #5's IPP dated
5/24/18 revealed she has reeds 1o increase
lelsUre skills, cantinus community outings,
ancourage group activities, improve dressing
skills, improve toothbrushing skills, use utensils
during mealtime, take clathing off hangers,
continue her formal behavior support pragrarn
and imprave money management. Further
review of the IPP revealad formal objectives fo
display sippropriate toileting skills, brush har teath
thoreughly with 40% accuracy, identify money
with 40% accuracy and decrease inappropriate
behaviors through implementation of her behavior
support program.

Interview on 6/12/19 with the resldential manager
(RM) revealed clients #4, #5 are out of school
and are st home this week, He stated saveral
alients will bg attending summer school which wil
Include cllent #5 starting sround June 24, 2018,
The RM stated thera are not definite plans for the
other clients to be enrolied In other programs this
summer and an afternate active freatment
schedule for the clients that are out of schoel has
not been developed,

Interview on 8/12/19 with the qualified intellsctual
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At east annually, the individual program plan
must ba revised, as appropriate, repaating the
process set forth In paragraph (c) of this nection.

This STANDARD is not met a8 evidenced by:
Bagad on record revisw and Interviaw, the
qualified Intallactual disabilitios professional
(QIDP) falled to ansute 1 of § cliants (#5)
individual program plans (IPP's) ware updated at
laast annually as required,. The findings include;

1. Client #5's [PP was not updated annually ,

Reviaw on 6/12/18 of client #5's IPP revealed her
Inst IPP maeting was held on §/24/18,

Interview an 6/12/19 with the qualifled intallactual
disabliities professional (QIDP) revealed she was
unaware that cllent #5's IPP wasg not updated as
required. Further Interview revealed she is
responsible for updating all (PP's for the clients in
the facllity.

IPPs are updoted as
e ured o include. elient

¥ B PP,
Updahng of all Ipris

will be a required @n
men iMfervred manﬂqu
by Hab Spee. and

LDy,
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disabliities professional (QIDP) revealed clients
#4 end #6 arg out of school until August, She did
confirm that several clients will be attending
summer school which includes cllent #5 starting
around Jung 24, 2019, She alse confirmad an
alternate summer aciive treatment schedily hag
not been developed for the clients in the home.
She stated staff era abla to take clients on
community cutings, carry out home living
activities, leisure activitles. She did however,
acknowledge geveral of the tabie top activities are
broken. .
W 260 | PROGRAM MONITORING & GHANGE w260[The € IDP will ensure @l

FORM CAI32567(02-99) Previous Veralons Obaolate

Evant 1D:X0YF14

Faoility ID; 955488

It continuation ghest Pege 4018




08/21/2018  11:40GREATER |MAGE HEALTH CARE CORP, (FAX)910 491 1000 P.00B/007

PRINTED: 08/14/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUSTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING GOMPLETED

c
340272 i 06M2/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21t cODE
; 7 114 GREENHOUSE LANE
RES u E
CREST ROAD GROUP HOM BOUTHERN FINES, NG 26387
(Xd) 1ty SUMMARY STATEMENT OF DEFIQIENCIER 8] PROVIDER'S PLAN OF CCORRECTION (X&)
PREFIX {EACH DEFIGIENGY MUST BE FRECEDED BY FULL PREFIX (EJ‘\CH CQRRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMAT]| ON}) TAG OROBS-REFERENGED TO THE APPROPRIATE DATE
DEFIBIENCY)
W 435 | SPACE AND EQUIPMENT wass The Lacility adwimshehon

CFR(s): 483.470(g)(1) .
N . Will engwre an 0dequate
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adequately equipped and sound treated aress for leleuve G.Cz‘h\’? _!_C‘S‘ an d

hearing and other evalyations if they are ma}*gﬂ ajﬁ XL Oveulabhe
$or botn wlormal and prmp

conducted In the facility) to enable staff to provide
clients with neaded services ag requirad by thls
tawning ebjechres
Mahals will e evaluste:

subpart and as identified In each client's individual
for conclitien weekly dnd

program plan,

——

This STANDARD iz not met as avidenced by:
Basad on obgervations, interviews and record

review, the facllity failed to ensurs an adequate
supply of racreationalleisure matsrials were
available for infomal active treatment programs
to be implemented. The findings are:

During observations In the facllity on /12119 from
10:00am-11,00am and from 12:00pm-2:30pm
clisnts #4, #5 wera aither In thelt bedrooms orin
the living area of the facility with the blinds closed
and no activities offerad, Glient #4 sat on the
living room couch rocking back and forth
watching the Disnsy television channel, Client #5
arranged broken puzzies and small animated
anlmels on a table in the activity room. At

intervals, client #5 sat in a living room chalr in the I \lj Howme. riona '
living room and watched telavision an j mon ‘Z ID 1/ [ f t ; C"E
Intarview on 6/12/19 with cliant #5 revealed that ; 4] p vl
many of the lelsure supplies including several Cm ﬁfu&r[' Tll by Q) l

puzzies, an Uno game and othar activities ware | m Plg‘fn thuh 5

broken and needed to be replaced.

Interview on 6/12/19 with staff #A revaaled thay
hava mentioned to the residential managar (RM)

replaced or tepauded -

Staff will docwnent
daily 6F defochive itens
and Horme Marager will
requisifion regalr Ondl or
replace 05 well as gdelihond
Vems .

AU e+aff will be inserviced
on e gwsg and maniisyecl
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that several of the Isisure activities are broken
and need o ba replaced.
Interview on 6/12/18 with the qualified intellactual
disabillties professional (QIDP) revealed clients
#4 gnd #5 are out of school unt| August, She
also confimed an altarnate summer active
freatment schedule hae not been devaloped for
the clients in the home. She stated staff are able
to fake cliants on community outings, carry out
home living activities, leisure activitles. She did
however, acknewladge several of the tablg top
gctivilies are broken,
N
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