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| CFR(s): 483.440(d)(1) i iFaciIity will ensure that each client
' receives continuous active treatment to |
| As soon as the interdisciplinary team has include the needed interventions to '
| formulated a client's individual program plan, isupport the achievement of the specific
. ubparl e : P
- each client must receive a continuous active objectives, independance in relations to
| treatment program consisting of needed strengths, and assistance in regard to
| interventions and services in sufficient number needs as outlined in their IPP specificall
' and frequency to support the achievement of the | in the area of dining. The strengths a“di
 objectives identified in the individual program | ‘needs of each client will be reviewed as

' plan, outlined in their skills assessment that is

' | completed annually. Any changes |

agreed upon by the team after review of

these assessments, will be added to |

| ’each person’s IPP in the form of an
addendum to the current plan. These |

ifindings will be shared with all staff

. members as they will receive updated

i in-service specific to the needs of each |

| This STANDARD is not met as evidenced by:

- Based on observations, record reviews and
interviews, the facility failed to ensure 1 of 3 audit
| clients (#2) received a continuous active

freatment program consisting of needed | client, including but not limited dining
| interventions and services as identified in the ‘ skills 'This will include specific strengths
| Individual Program Plan (IPP) in the area slowing and r‘]eeds and assurance of active i
| down during meal and using napkin during meal. | treatment over all aspects of daily Iiving.‘
 The finding is: | Monitoring will occur at least weekly
; , : i during scheduled observations outings ’
| Staff failed to prompt client #2 to slow down ' in the home or community/workshop by |

 eating and wipe mouth during meals. facility managers as a part of their ;
| - | monthly QA/QI inspections including |
| During dinner observations in the home on meal observations. This will help to |

| 3/12/2020, client #2 was observed scooping her ensure all IPPs are implemented/followed
food with 2 spoon then used her left hand to fill to include such strengths and needs as !

| the spoon and would lick her left hand several | specified.

| times. Making her face dirty with food particles. At

' no time was the client prompted to slow down,

| stop using her left hand or use a napkin to wipe |

| her face.
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| i |

| Interview on 3/13/2020 with Staff D revealed | | o 1
| clients #2 slows down and uses her napkin during | uiC. & Cert. Section
| meal but she requires constant prompting.

| | Prtena . Dankor, -opiw 4/2] 2030
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' Review on 3/13/2020 of client #2's IPP dated i |
| 9/5/19 revealed, " | am reminded from staff to | |
| utilize the appropriate utensils during mealtime as i ‘
I lack appropriate table manners and have a ‘ | |
! tendency to eat too fast and eat with my fingers. | | |
“will use napkin with prompt.” | ;
! | ’
' Interview on 3/13/2020 with the Qualified | ‘
| Intellectual Disabilities Professional (QIDP) and | } /
' Home Manager (HM) confirmed client #2 can eat | !
- at a safe pace and use her napkin to clean the ‘ l
| face with prompting i |
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April 2, 2020

Wambui Karanu, RN

Nurse Consultant [

NC Division of Health Service Regulation
2718 Mail Service Center

Raleigh, North Carolina 27699-2718

Re:  Plan of Correction
LIFE, Inc. /Minuteman Group Home

Dear Ms. Karanu,

Enclosed please find our written plan of correction for the recent survey at our Minuteman
Group Home.

If there are questions or if additional information is needed, please feel free to contact me.

Thank you for your continuing assistance to us in the operation of our facilities.

Sincerely,

4@0%”& W P . Anw

Barbara W. Parker
Director ICF/IID Services

anw
Enclosure

2609 Royall Avenue
Goldsboro, North Carolina 27534 Website: www.lifeincorporated.com
Phone: (919) 778-1900 Fax: (919) 778-191 | Email: info@lifeincorporated.com



