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A recertification and complaint survey was
completed on 8/22/19. The complaint was
unsubstantiated (Intake #NC00154493).
Deficiencies were cited.

W 455 | INFECTION CONTROL W 455
CFR(s): 483.470(1)(1)

There must be an active program for the
prevention, control, and investigation of infection
and communicable diseases.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure a sanitary environment was
provided to avoid transmission of possible
infection and prevent possible
cross-contamination. This potentially affected 5
of 6 clients residing in the home (#1, #2, #3, #4,
#5). The findings are:

Precautions were not taken to promote client
health and prevent possible cross-contamination.

a. During observations on 8/21/19 at 6:21pm,
client #2 was assisting staff B with preparing the
dinner meal. Staff B was wearing gloves while
handling the food, then was observed to open
cabinets and drawers before picking up slices of
bread. Staff B did not change her gloves after
touching the cabinets and drawers and before
picking up the bread.

Interview on 8/22/19 with the qualified intellectual
disabilities professional (QIDP) revealed that staff
should only wear gloves when handling foods,
and that gloves should not have been worn while
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opening cabninets and drawers.

b. During observations on 8/22/19 at 7:14am,
client #2 was assisting staff C with preparing
breakfast. Staff C picked up a plate of biscuits off
the counter. One of the biscuits fell off of the
plate and landed in water that was spilled on the
counter. Staff C was observed to pick up the
biscuit using her bare hand and placing it back on
the plate.

Interview on 8/22/19 with the QIDP revealed that
staff C should have thrown the biscuit in the
garbage.

C. During breakfast observations on 8/22/19 at
8:10am, client #2 was asked to pass a jar of jelly
to client #4. While client #2 was passing the jar,
she sneezed into the opened jar. Staff assisted
client #4 with putting jelly from the jar onto her
biscuit.

Interview on 8/22/19 with the QIDP revealed that
staff should not have allowed the jelly to be used
and should have thrown it in the garbage.

W 460  FOOD AND NUTRITION SERVICES W 460
CFR(s): 483.480(a)(1)

Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure each client
received a continuous active treatment plan
consisting of needed interventions and services
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identified in the individual program plan (IPP) in
the area of diet. This affected 1 of 3 audit clients
(#5). The findings are:

Client #5's diet consistency was not followed.

a. During snack time observations on 8/21/19 at
3:31pm, Cient #5 was observed eating graham
crackers and peanut butter cookies.
Approximately 7 minutes later, staff A was
observed telling client #5 that her cookies were
too big and needed to be cut up more.

Interview on 8/21/19 with staff A revealed that
client #5's food is supposed to be cut into 1/4 inch
(dime size) pieces. Staff Arevealed that the
cookies were not the appropriate size for her
prescribed diet texture and that is why she
prompted her to cut them into smaller pieces.

b. During dinner observations on 8/21/19 at
6:35pm, client #5 was observed eating salmon
patties and a piece of bread. The salmon patties
and bread were observed to be larger than 1/4
inch or dime size pieces.

c. During breakfast observations on 8/22/19,
client #5 was observed eating sausage links and
biscuits. The sausage links and biscuits were
observed to be larger than 1/4 inch or dime size
pieces. As Staff C she was walking away from
the table and into the kitchen, she was observed
telling client #5 that her food was too large and
needed to be cut. Client #5 was observed to only
cut one piece of her biscuit before eating again
and did not cut any other pieces of food.

Review of client #5's IPP on 8/21/19 revealed that
she is at risk for choking becasue she overstuffs
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her mouth, eats rapidly and overloads her spoon.
Therefore, her foods should be chopped into
dime size pieces.

Review of client #5's record on 8/22/19 revealed
meal guidelines to minimize her risk of choking.
Meal guidelines state that she is noted to eat
rapidly, overload her spoon, stuff her mouth and
she inadequately chews her food prior to
swallowing. Her food is to be cut into 1/4 inch
consistency.
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