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CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the
developmental level of the client.

This STANDARD is not met as evidenced by: W474 o
Based on observation, record review, and A.The Habilitation
interview, the facility failed to assure food was Specialist will in-service

served in a form consistent with the

developmental level for 1 sampled client (#3) and staff on ensuring all

2 non-sampled clients (#2, #5). The findings are: food items are served in
) i : a consistent form as
A. The facility failed to assure food items were :
served in a form consistent with the Ordere.d by the physwlan
for Client #3. The

developmental level for client #3. o ;
clinical team will
Observatiops conducted on 11/12/19 E_it '5:00 PM monitor 2x a week for 1
revealed client #3 was seated at the dining table th th fi
for his dinner meal and assisted by staff D to INGn CHOn & tounng

serve himself chicken and dumplings, mixed basis through Mealtime
vegetables, wheat bread and beverages, followed Assessments to ensure
by fruit cocktail for dessert. Further observation all food items are served

revealed the dumplings to be approximately 2"-3"

pieces, the mixed vegetables approximately 1/2" in a consistent form as

pieces and the fruit cocktail with 1/2" pieces. ordered by the physician
Continued observations revealed client #3 to take for client #3 and all

a slice of wheat bread off of the tray while being - vt
passed by him and put the slice into his mouth in S

its whole form immediately. Staff (A B, C, G)

assisting all 6 clients at the dinner table did not

observe client #3 take the slice of bread. Further =

observations revealed staff B to come to the table ECE’ VE D
with 2 slices of bread for client #3 and with her

hands tore the bread into 3 4" pieces. Client #3 DEC 0 5 20’9
was then observed to eat the bread right away. DHSR. :

Staff B took the second slice of bread, using her SR-MH L'Censure S

hands to tear it into 3 4" pieces. Client #3
immediately started putting the bread in his
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Any deficiency statement ending with an asterisk {"6 denotes a deficiency which the institution m?-ygze excused from c ecting providing it is determinéd tHat
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program participation.
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mouth and quickly ate all of the pieces within
approximately 10 seconds.

Observations on 11/13/19 revealed the breakfast
meal to consist of cream of wheat cereal,
sausage,

and orange juice. Staff D assisted client #3 as
he served himself cream of wheat and sausage
pieces approximately 2-3 inches in size. Staff D
did not assist client #3 in cutting the sausage
pieces and the client ate his meal as served.

Review of client #3's person centered plan (PCP)
dated 10/2/18 revealed the client is on a weight
gain diet with 1/2" consistency, high calorie
snacks twice daily with milk and 4 oz of yogurt or
applesauce. Further review of the occupational
therapy (OT) assessment dated 9/10/19 revealed
a recommendation for a current weight gain diet
with 1/2" consistency, high calorie snacks twice
daily with milk and 4 oz of yogurt or applesauce
and "strict aspiration precautions, upright for 30
minutes after eating." The OT assessment
revealed that client #3 had experienced a choking
episode in the past.

Interview on 11/13/19 with the qualified individual
developmental professional (QIDP) revealed
client #3 should have been assisted in cutting his
food items into 1/2" pieces.

B. The facility failed to assure food items were
served in a form consistent with the
developmental level for client #2.

Observations conducted on 11/12/19 at 5:00 PM

revealed client #2 was seated at the dining table
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for the dinner meal and assisted by staff C to
serve himself chicken and dumplings, mixed
vegetables, wheat bread and beverages, followed
by fruit cocktail for dessert. Further observations
revealed the dumplings to be approximately 2"-3"
pieces, the mixed vegetables approximately 1/2"
pieces and the fruit cocktail with 1/2" pieces.
Continued observations revealed client #2 to
serve himself a slice of wheat bread off of the tray
passed to him. Further observations revealed
staff did not assist client #2 to cut up his bread or
his dumplings at any point during the dinner meal.
Subsequent observations of the dinner meal
revealed client #2 to eat his bread in large bites,
along with the large pieces of dumplings.

Observations on 11/13/19 revealed the breakfast
meal consisted of cream of wheat cereal,
sausage, orange juice and milk. Staff G assisted
client #2 as he served himself cream of wheat
and sausage pieces approximately 2-3 inches in
size.

Review of client #2's PCP dated 1/20/19 revealed
he is on a 1800 calorie, weight reducing, heart
healthy high fiber diet with foods to be cut to 1/2"
consistency. Further review of the occupational
therapy OT assessment dated 2/22/19
recommended a regular diet with 1/2"
consistency. Physician orders dated 10/30/19
revealed a heart healthy diet with 1/2"
consistency of food items.

Interview on 11/13/19 with the QIDP revealed
client #2 should have been assisted in cutting his
food items into1/2" pieces at the dinner meal and
at his breakfast meal.

C. The facility failed to assure food items were
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B. The Habilitation
Specialist will in-service
staff on ensuring all
food items are served in
a consistent form as
ordered by the physician
for Client #2. The
clinical team will
monitor 2x a week for 1
month then on a routine
basis through Mealtime
Assessments to ensure
all food items are served
in a consistent form as
ordered by the physician
for client #2 and all
people supported.
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served in a form consistent with the
developmental level for client #5.

Observations conducted on 11/12/19 at 5:00 PM
revealed client #5 was seated at the dining table
for his dinner meal and assisted by staff G to
serve himself chicken and dumplings, mixed
vegetables, wheat bread and beverages, followed
by fruit cocktail for dessert. Further observations
revealed the dumplings served to client #5 to be
approximately 2"-3" pieces, the mixed vegetables
approximately 1/2" pieces and the fruit cocktail
with 1/2" pieces. Continued observations
revealed client #5 to serve himself a slice of
wheat bread off of the tray passed to him.

Further observations revealed staff did not
prompt or assist client #5 to cut up his bread or
his dumplings at any point during the dinner meal.
Subsequent observations of the dinner meal
revealed client #2 to eat his bread in large bites,
along with the large pieces of dumplings. At no
time did staff assist client #5 to cut his food items
to 1/2" pieces during the dinner meal.

Observations on 11/13/19 revealed the breakfast
meal consisted of cream of wheat cereal,
sausage, orange juice and milk. Staff assisted
client #5 as he served himself cream of wheat
and sausage pieces approximately 2-3 inches in
size.

Review of client #5's PCP dated 6/20/19 revealed
he is on a heart healthy diet with foods to be cut
to 1/2" consistency. Further review of the OT
assessment dated 5/23/19 recommended a
regular diet with 1/2" consistency. Physician
orders dated 10/30/19 revealed a heart healthy
diet with 1/2" consistency of food items.

C. The Habilitation
Specialist will in-service
staff on ensuring all
food items are served in
a consistent form as
ordered by the physician
for Client #5.The
clinical team will

monitor 2x a week for 1
month then on a routine
basis through Mealtime
Assessments to ensure
all food items are served
in a consistent form as
ordered by the physician
for client #5 and all
people supported.

In the future, the
Qualified Professional
will ensure staff are
trained to implement
orders and the Person

Centered Plan as written.

By: 01/11/20
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Interview on 11/13/1S with the QIDP revealed
client #5 should have been assisted in cutting his
food items into 1/2" pieces at the dinner meal and
at his breakfast meal.
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HEI&kE%&%I%ES MANDY COHEN, MD, MPH + Secretary

MARK PAYNE - Director, Division of Health Service Regulation

November 26, 2019

Sheila Shaw, Facility Administrator
RHA Health Services, LLC

1701 Westchester Dr. Ste 940
High Point, NC 27262

Re:  Recertification Completed November 13, 2019
Guilford #2, 1800 Strathmore Drive, Greensboro, NC 27410
Provider Number 34G162
MHL# 041-080
E-mail Address: sshaw@rhanet.org

Dear Ms. Shaw:

Thank you for the cooperation and courtesy extended during the recertification survey
completed November 13, 2019. This survey was required for continued participation in the
Medicaid program.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form (CMS-
2567). The purpose of the Statement of Deficiencies is to provide you with specific details of the
practices that do not comply with regulations. You must develop one Plan of Correction that
addresses each deficiency listed on the CMS-2567 form and return it to our office within ten
days of receipt of this letter. Below you will find details of the type of deficiencies found, the
time frames for compliance and what to include in the Plan of Correction.

Type of Deficiencies Found

e Standard level deficiencies were cited.

Time Frames for Compliance

e Standard level deficiencies must be corrected within 60 days from the exit of the
survey, which is January 11, 2020.

What to include in the Plan of Correction
 Indicate what measures will be put in place to correct the deficient area of practice (i.e.
changes in policy and procedure, staff training, changes in staffing patterns, etc.).
 Indicate what measures will be put in place to prevent the problem from occurring again.
e Indicate who will monitor the situation to ensure it will not occur again.
Indicate how often the monitoring will take place.
Sign and date the bottom of the first page of the CMS-2567 Form.
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Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your
records. Please do not include confidential information in your plan of correction and
please remember never to send confidential information (protected health information)
via email.

Send the original completed form to our office at the following address within 10 days of receipt
of this letter.

Mental Health Licensure and Certification Section
952 Old Highway 70
Black Mountain, NC 28711

Please be advised that additional W tags may be cited during the Life Safety Code portion of the
recertification survey.

A follow up visit will be conducted to verify all deficient practices have been corrected. If we can
be of further assistance, please call Sherri Capps at 919-215-3446,

Sincerely,

Sherri Capps, RN
Nurse Consultant |
Mental Health Licensure & Certification Section

Enclosures

Cc:  gmemail@cardinalinnovations.org

DHSR_Letters@sandhillscenter.org




