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W 125 | PROTECTION OF CLIENTS RIGHTS W 125 The facility will ensure that each 1/31/20
CFR(s): 483.420(a)(3) client has legal representation as
The factHity must the rights of all cHents. determined by thelr capaqty or lack
Therefore the fac1Hty must allow and encourage thereof to exercise their rights.
1ndividual clents to exercise their rights as clients
of the fac1Hty and as c1t1zens of the United States
Lﬂmmﬂgﬂmﬂbw@hﬂma"dﬂ‘mm For Client #5, the QP will coordinate
This SpT' AN“EDS ARDS- 1s not met as evidenced by: with the foster mother to petltlo_n the
Based on record review and interviews the clerk of court to request a hearing
fac1Hty fatled to ensure client #5 had the rightto a for adjudication of incompetence
legally sanctioned dec1s1on maker. This affected 1 and guardianship appointment.
of 3 aud1it cl1ents. The find1ing 1s:
CHent #6 was not afforded the right to legal A copy of ﬁhe petlt{on gnd nptnce of
guardianship. hearing will be maintained in the
client’'s record.
Review on 12/2/1 9 of clent #5's IPP dated 4/12/1
9 revealed her previous foster mother serves as :
Heox oAl GuaRTIan nd alSnded har PP The QP V\fl" dogument the status of
meeting. Further review of cient #5's IPP the guardlanshlp on a monthly
reveals a d1agnosis of depression basis.
oppositional deflant disorder hypothyroidism
GERDmhyca;‘“aa"dWre“d"m-She The QP will ensure that legal 1/31/20
takes motforvin for the diabetce. representation is secured and/or a
Observation of cHent #5 on 121311 9 at 6:55am petition to the Clerk of Court is filed
during the adm1nistration of her medications to obtain guardianship for all clients
revealed she was able to 1dentify very few of the if needed -upon admission.
p1lls she was tak1ng and some of the reasons for
tak1ng the medications.
DHSR-Mental Health
Add1tional review on 12/31 9 of cllent #5's record
revealed the foster mother has given consent for
placement release of 1nformation etc. Further
review of clent #5's record revealed that no
guardianship paperwork could be located. Lic. & Cert. Section
interview on 12/3/1 9 with the fac1l1tles ICF d1rector
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
' kY

‘at other safeguards provide sufflclent prote€
+s follow1ng the date of survey whether or not a plan of correctlon 1s provided. For nursing homes the above findings and plans of correction are d1sclosable 14
follow1lng the date these documents are made avallable to the facllity. If deficlencles are clted an approved plan of correctlon 1s requlsite to contlnued
‘m partlclpation.
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W 125/ Continued From page 1 W 125 [The facility will ensure that staff 1/31/20
revealed that she had recently requested cop1es of receive training and demonstrate

219““;’;1 oma"s'ce" ‘;o":mpe’,"‘n“ °°°p' - ‘;’:‘ﬁ&"gmtgbd competencies to administer

that the paperwork on Flle for cHent #5 was for a medications and initial the MAR,
power of attorney for finances. only after the client has ingested the
medication (s).

Interview on 12/3/11 9 with the qualified 1ntellectual ( )
disab1lities professtional (QIDP) revealed that
client #5 does not have a legal guard1anbuta
power of attomey. The QIDP stated that he felt that
client #5 would benefit from a legal guardian.

W 18 9| STAFF TRAINING PROGRAM W 189

CFR(s): 483.430(e)(1) The Home Manager and Nurse will 1/31/20

provide in-service training to all staff

Ih;’t?‘l’““go'gﬁ P‘g"‘t kel e et O on the importance of initialing the
nicial an nuing ning enal _ .

employee to perform h1s or her dutles effectively MAR only aﬁer eac_h Cl_'ent has
effictently and competently. ingested their medication (s).

The home manager will conduct

RIS g e 118 Ikt et ey oencec by weekly morning medication pass

Based on observations record review and

1nterviews the faciHty fatled to ensure all staff observations in the home to

were sufficiently trained to perform the1r duttes. determine appropriate

Thefinding 1s: documentation on the MAR.

The med1ication technictan (MT) was not t 6 ‘ )
effectively tratned to perform ther duties. The QP and/or Nurse will monitor

Sotna clmenveions ot sdicabicnadirsiebeiion medication pass observations in the
ng ons on n .

1n the home on 12/31 9 from 6:35am - 6:55am the MT home twice monthly to ensure
ass1sted three clents with the admin1stration of continued compliance.

their medications. After the cHent's punched their
p1lis onto a napk1n the MT 1dentified the
med1cations and 1mmed1ately s1gned the
Med1cation Administration Record (MAR) for each
plil. Afterwards the clents 1ngested ther
medications with water.
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W 18 9| Cont1nued From page 2 w189 [For all clients, the facility will ensure [1/31/20
the implementation of individual
Immed1ate 1nterview with the MT revealed they do program plan (IPP) interventions to
not s1gn off on the MAR at the time med1cations R
are d1spensed because "you don't know 1f they are promote .pa rticipation in meal
going to take 1t" preparation tasks.
Review on 12/3/1 9 of the MT's Med1cation Pass
Review sheet (dated 1/30/17) revealed:
"Document MAR after g1ving meds - 1n1tials...”
Interview on 12/3/1 9 with the D1rector confirmed
med1cation technic1ans have been trained to
ensure medications are 1ngested before s1igning
the MAR. 'S : )
or clients’ #3 and #5 the 1/31/20
W 24 9| PROGRAM IMPLEMENTATION W 249 4

CFR(s): 483.440(d)(1)

As soon as the 1nterdisc1plinary team has
formulated a cl1ent's 1nd1v1dual program plan
each client must recelive a cont1nuous actlve
treatment program cons1sting of needed
1nterventions and services 1n sufficient
number and frequency to support the
achievement of the obJectives 1dentifled 1n the
1nd1v1idual program plan.

Th1s STANDARD 1s not met as evidenced by:
Based on observations interviews and record
reviews: the fac1l1ty fatled to ensure clients
received a continuous active treatment program
consisting of needed 1nterventions and services
as 1dent1fled 1n the Ind1vidual Program Plan
(IPP) 1n the area of program 1mplementation. This
affected 2 of 3 aud1t clents (#3 #5). The find1ngs
are:

Habilitation Specialist will provide in-
service training to all staff on the IPP
to address client involvement in
meal preparation tasks. Staff will be
instructed to direct these clients to
participate in meal preparation tasks
and the implementation of meal
preparation goal training for
breakfast, lunch and dinner meals.

Participation in meal preparation will
be promoted to some degree for all
clients in the home per their IPPs.

The program manager and/or QP
will provide weekly observations of
meals in the home to ensure
continued compliance.
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CHents #3 and #5 were not afforded the
opportunity to ass1ist with meal preparation.

During observations 1n the home on 12/3/1 9 at
6:22am all five clents were seated 1n the Iiving
area watch1ng television. In the kitchen there
was a pot of eggs bo1l1ng on the stove and the
microwave was beep1ing "end.” Th1s continued
unt1l 7:01am. At 6:33amr cl1ent #1 asked Staff D
what was for breakfast. Staff D stated "l don't
know [Staff A] cooked the breakfast. It's a

surprise.”

Further observations at 7:16am revealed Staff A 1n
the k1tchen mak1ing lunches for clents #3 and #5.
Staff A was sl1c1ng bolled eggs mixing with
mayo and spreading on bread to make
sandwiches. She was then observed to place the
sandwiches 1n Z1ploc bags. The clients were not
prompted or encourage to participate 1n making
the sandwches.

Review on 12/211 9 of cllent #5's IPP dated 4/1211 9
revealed the need to Tmprove her meal
preparation sk1lls and a priority need to increase
meal preparation. The IPP also 1ncluded an
obJective to prepare a s1de dish with 100%
1ndependent responses for 10 consecutive
months. Add1tional review of cllent #5's adaptive
behavior 1nventory (ABI) dated 4/10/1 9 revealed
that clent #5 1s part1ally to totally independent 1n
the areas of meal preparation.

Review on 12/3/1 9 of cl1ent #3's IPP dated 6/4/1 9
revealed a need to 1mprove meal preparation
skills. The IPP also 1ncluded an obJective to
ass1st with preparing a breakfast food 1tem with
100% verbal prompts or less for 10 consecutive
review pertods (Implemented 9/1/1 9). Add1tional
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review of the cllent’s ABI dated 6/3/1 9 noted she
requires partial ass1stance to prepare
combination d1shes make salads and desserts
operate the oven/bumers and bo1l/bake bas1c
foods.

Interview on 12/3/1 9 with Staff A revealed that
some of the cl1ents could have ass1sted with
meal preparation. When asked who assisted
with cook1ng breakfast Staff A stated "they d1d."
When asked who "they" were Staff A stated, "ask
her.” However, after repeating what was
previously stated about Staff A cooking the
breakfast and 1t being a surprise Staff A stated
"Oh." Further interview with Staff A revealed
that clients #3 or #5 could have been helping
prepare the lunch.

interview on 12721 9 with the qualified 1ntellectual
disab1lities professional (QIDP) revealed that at
least one to two of the clents should have been
ass1sting with meal preparation.

SPACE AND EQUIPMENT

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

The factity must fumish maintain 1n good
repair and teach clents to use and to make
1nformed cho1ces about the use of dentures
eyeglasses hearing and other communications
a'lds braces and other devices 1dentified by the
1nterd1sc1plinary team as needed by the client.

Th1s STANDARD 1s not met as evidenced by:
Based on observations 1nterviews and record
reviews the fac1l1ty falled to ensure 1 of 3 aud1t
clents (#5) were taught to use ass1istive devices

W 249

W 436
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W 436 | Continued From page 5 W 436 [The facility will ensure that clients [1/31/20
PO e S e { i chieae bt are taught to use and maintain in
= ngls: good repair their assistive devices to
CHent #5 was not taught to use her eyeglasses include but not limited to
appropriately. eyeglasses.
During observations throughout the survey 1n the g
home and vocational program on 12/2/1 9 client #5 The QP will convene a team to
was not wearing eyeglasses. The client was not address the development and
prompted or encouraged to wear eyeglasses. implementation of training for Client
Add1t1onal observations 1n the home on 12/3/1 #5 on the appropriate Cf:lre of her
9 revealed client #5 s1tting 1n the Mving area eYeglasses- The team will address
watch1ng television. At 6:28am Staff D asked Client #5's personal property
client #5 where her eyeglasses were. Client #5 destruction of her eyeglasses. The
stated that the screw fell out. Staff D asked client QP will document results of the
#5 to go get her glasses to see 1f he could fix 'U
them. Clent #5 went to her bedroom and team meeting.
returned w1th her glasses. One arm of the
glasses was broken off and the glasses had a The QP will review the IPPs on a 1/31/20

plece of tape down the m1ddie between the
lenses. Cl1ent #5 stated "I'm not wearing them
I1ke th1s.” Staff D told cl1ent #5 to take them to
Staff A to be locked 1n the med1cation closet.

Review of clent#5's 1nd1vidual program plan
(IPP) dated 4/12/1 9 revealed that cHent #5 has
1mpaired vis1on and requires glasses.

Interview on 12/3/1 9 with the ICF d1rector
revealed that cl1ent #5 does wear glasses but she
breaks them. The ICF d1rector stated that staff had
1nformed her that client #5 had broken the
glasses 1n half on 12/2/1 9 and then broke the leg
off the glasses on 12/3/1 9. The ICF d1rector
revealed that th1s 1s the third time client #5 had
broken her glasses and she does th1s on purpose
because she does not want to wear them. The ICF
d1rector confirmed that client #5 has not

quarterly basis for all clients to
ensure each client is taught to use
and care for assistive devices to
include but not limited to
eyeglasses.
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W 436| Cont1nued From page 6 W 436
received any type of train1ng on the
appropriateness of her glasses and keeping
her from break1ng them.
W 473 MEAL SERVICES W 473 - y :
CFR(s): 483.480(b)(2)(11) The facility will ensure that all food is 1/31/20
maintained at appropriate
Food must be served at appropriate temperature. temperatures and served within 15
minutes or less to individuals.
Th1s STANDARD 1s not met as evidenced by:
Based on observations 1nterviews and record
review the fac1lity fatled to ensure all foods were
served at an appropriate temperature. Th1s The Program Manager and 1/31/20
m"e"“;:'y f:"‘;‘:"‘-‘d :“_C"'e"t‘ resding 1n the Habilitation Specialist will provide in-
e Thelinging 1s: service training to all staff on the
Food temperatures were not checked. appropriate ter_“PeratureS for h01_:
and cold food items. The staff will be
During observattions 1n the home on 12/3/1 9 at instructed to maintain food and
6:22am all five cl1ents were seated 1n the I1ving liquids at appropriate temperatures
area watch1ng television. In the kitchen there a% d pres en‘:Ft)h epf ood or li P : dat to th
was a pot of eggs bo1l1ng on the stove and the - p e - _qu S €
microwave was beeping "end." At 6:51am the mgilwduals for consumption with 15
home manager arrived to the home. At 7:01am the minutes or less. A thermometer will
home manager removed a bowl of grits from the be secured and used to check food
m1icrowave and gave them to a client to put on the for .
table. The temperature of the grits was not temperat::_res before presentation for
checked prior to being served. consumpnion.
Interview on 12/3/1 9 with the ICF director
revealed that the temperature of the food should The Program Man ager and QP will
be checked and reheated as needed. The ICF : :
d1rector stated that staff 1n the home have been rnomtohr breakfast and dinner meals
trained on check1ng the temperature of foods. in the home weekly to ensure
continued compliance.
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December 9, 2019

Ms. Wilma Worsley-Diggs, M.Ed., QIDP

Facility Compliance Consultant I

Mental Health Licensure and Certification Section
N.C. Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Re: Annual Recertification Survey completed December 3, 2019
Holliday’s Place Group Home
1108 Quail Meadows Drive, Fayetteville, NC 28314
MHL#026-851, Provider # 34G299

Dear Ms. Worsley-Diggs:

See attached hard copy of the plan of correction (POC) for the Holliday’s
Place Group Home survey. We look forward to your follow-up on or after
January 31, 2020. We hope that you will find the attached POC acceptable.
[f you have questions, please feel free to contact me directly or James Harris,
QP. Otherwise, we very much look forward to your follow-up visit.

Kindest regards,

Qf = %.2
Laura Lloyd, ICF Director



