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W 000 INITIAL COMMENTS W 000

 A recertification and complaint survey were 
completed on 11/23 - 11/24/20.  No deficiencies 
were cited as a result complaint intake 
NC00169707; however, deficiencies were cited 
during the recertification survey.

 

W 249 PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 
formulated a client's individual program plan, 
each client must receive a continuous active 
treatment program consisting of needed 
interventions and services in sufficient number 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan.

This STANDARD  is not met as evidenced by:

W 249

 Based on observations, record reviews and 
interviews, the facility failed to ensure 3 of 5 audit 
clients (#3, #8 and #15) received a continuous 
active treatment plan consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the areas of 
program implementation and diet.  The findings 
are:

A.  Client #8's Behavior Intervention Plan (BIP) 
was not implemented as written.

During evening observations in the home on 
11/23/20 from 5:35pm - 5:40pm, client #8 
consistently hit herself on the left side of her head 
while wearing a soft helmet.  During this time, 
Staff K sat next to the client without intervening. 
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W 249 Continued From page 1 W 249

After 5 minutes of continuously hitting her head, 
the staff asked, "Would you like to stop hitting 
yourself?" Client #8 continued hitting her head. At 
5:43pm, Staff K gave the client a bottle containing 
a drink.  Client #8 stopped hitting her head and 
began drinking from the bottle.

During an interview on 11/23/20 when asked what 
they should do when client #8 is hitting herself, 
Staff K responded, "Nothing...I really don't do 
anything." The staff then indicated they try to 
"take her mind off of it", ask her to stop, take her 
for a walk or to her room to lay down for 30 
minutes. 

Review on 11/23/20 of client #8's BIP dated 
10/4/19 revealed an objective to display 60 or 
less tantrum behaviors per month for eight 
calendar months.  The plan addressed target 
behaviors of  tantrums, noncompliance, and self 
injury.  Additional review of the BSP noted, 
"[Client #8's] attempts to self injure herself will be 
immediately interrupted utilizing physical prompts.  
Fade or gradually withdraw physical assistance 
as cooperation is obtained.  Physical assistance 
is not to be employed for periods exceeding ten 
seconds. If [Client #8] still does not comply after 
being released, physical assistance will be 
employed for ten second intervals as necessary 
to complete the task...Use of soft helmet: If 
[Client #8] continuously displays self injurious 
behaviors for a period exceeding thirty seconds 
or is actively self injurious and cannot be 
interrupted with physical prompts, her soft helmet 
will be applied.  Staff should remain nearby to 
make sure she does not remove the helmet,..."

Interview on 11/24/20 with the Qualified 
Intellectual Disabilities Professional (QIDP) 
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W 249 Continued From page 2 W 249

revealed if client #8 is exhibiting self injurious 
behavior, staff should provide verbal prompts 
then physical prompts, if necessary.  Additional 
interview indicated if this does not work, attempts 
should be made to redirect the client by giving her 
a toy she likes or taking her for a walk.  The QIDP 
acknowledged staff should be following client #8's 
BIP as indicated.

B.  Client #15's food cutting objective was not 
implemented.

During dinner observations in the home on 
11/23/20 from 6:06pm - 6:12pm, client #15 
consumed six large chicken nuggets using his 
hands. Although a knife and fork were available 
at his place setting, the client was not prompted 
to cut up his chicken nuggets.

Interview on 11/23/20 with Staff N revealed none 
of the clients have objectives to be implemented 
during meals.

Review on 11/23/20 of client #15's IPP dated 
7/7/20 revealed the client has "no problem eating 
although he does need assistance with cutting his 
meat." Additional review of the IPP indicated an 
objective to cut his food with prompts for 8 
consecutive sessions (implemented 7/7/20).  
Further review of the plan noted the objective 
should be implemented at lunch and dinner when 
food items requiring cutting are served.

Interview on 11/24/20 with the QIDP confirmed 
the objective should have been implemented at 
dinner.

C.  Client #3's diet was not followed at dinner.
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W 249 Continued From page 3 W 249

During dinner observations in the home on 
11/23/20 at 6:06pm, client #3 consumed a single 
serving of three large chicken nuggets, lima 
beans and applesauce.  At 6:13pm, the client was 
given a second serving of chicken nuggets which 
he also consumed.  

Interview on 11/24/20 with Staff G revealed client 
#3 is on a low calorie diet and should only receive 
second servings of vegetables and fruits.  

Review on 11/23/20 of client #3's record revealed 
a physician's order dated 10/13/20 which noted, 
"Client may have seconds of each meal a choice 
of a non-starchy vegetable or a fruit."

Interview on 11/24/20 with the QIDP confirmed 
client #3 should not have received a second 
serving of chicken nuggets.

W 252 PROGRAM DOCUMENTATION
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 
specified in client individual program plan 
objectives must be documented in measurable 
terms.

This STANDARD  is not met as evidenced by:

W 252

 Based on record review and interview, the facility 
failed to ensure data relative to the 
accomplishment of objective criteria was 
documented in measurable terms.  This affected 
2 of 5 audit clients (#1, #15).  The findings are:

A. Client #15's objective data was not collected 
as indicated.
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W 252 Continued From page 4 W 252

Review on 11/23/20 of client #15's Individual 
Program Plan (IPP) dated 7/7/20 revealed 
objectives to start the washer with gestures for 8 
consecutive months (implemented 7/7/20), bathe 
his upper body with prompts for 8 consecutive 
months (implemented 7/7/20), cut his food with 
prompts for 8 consecutive months (implemented 
7/7/20) and brush his teeth for 45 seconds with 
gestures for 8 consecutive months (implemented 
8/24/20).  Additional review of training sheets for 
the objectives indicated the following data 
collection:

Start washer (training 3 days per week)

09/20  -  5 days trained
10/20  -  6 days trained
11/20  -  2 days trained

Bathe upper body (training 5 days per week)

08/20  -  2 days trained
09/20  -  12 days missing
10/20  -  5 days trained
11/20  -  10 days missing 

Cut his food (training 5 days per week)

09/20  -  7 days trained
10/20  -  5 days trained
11/20  -  1 day trained

Brush his teeth (training 7 days per week)

09/20  -  8 days trained
10/20  -  8 days trained
11/20  -  7 days trained
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W 252 Continued From page 5 W 252

Interview on 11/24/20 with the Qualified 
Intellectual Disabilities Professional (QIDP) 
confirmed the objectives should be trained and 
documented as indicated.

B.  Client #1's objective data was not collected as 
indicated.

Review on 11/23/20 of client #1's IPP dated 
3/10/20 revealed objectives complete 15 arm 
curls with weights for 8 consecutive sessions 
(implemented 1/10/20) and brush her hair with 
gestures for 6 consecutive sessions 
(implemented 6/15/20).  Additional review of 
training sheets for the objectives indicated the 
following:

Arm curls (training 5 days per week)

09/20  -  11 days missing
10/20  -  11 days missing
11/20  -  7 days missing

Brush her hair (training 5 days per week)

09/20  -  11 days missing
10/20  -  10 days missing
11/20  -  6 days missing

Interview on 11/24/20 with the Qualified 
Intellectual Disabilities Professional (QIDP) 
confirmed the objectives should be trained and 
documented as indicated.

W 436 SPACE AND EQUIPMENT
CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair, 
and teach clients to use and to make informed 

W 436

FORM CMS-2567(02-99) Previous Versions Obsolete S77611Event ID: Facility ID: 922584 If continuation sheet Page  6 of 8



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  11/25/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

34G040 11/24/2020
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2101 ROYALL AVE
SKILL CREATIONS

GOLDSBORO, NC  27534

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 436 Continued From page 6 W 436

choices about the use of dentures, eyeglasses, 
hearing and other communications aids, braces, 
and other devices identified by the 
interdisciplinary team as needed by the client.

This STANDARD  is not met as evidenced by:
 Based on observations, record review and 
interview, the facility failed to ensure client #3 was 
furnished eyeglasses and taught to use and make 
informed choices about the use of his 
eyeglasses.  This affected 1 of 5 audit clients.  
The finding is:

Client #3 was not provided with his eyeglasses or 
taught to make informed choices about their use.

During observations throughout the survey on 
11/23 - 11/24/20, client #3 did not wear 
eyeglasses.  The client was not prompted or 
encouraged to wear eyeglasses.

Interview on 11/24/20 with Staff B initially 
revealed the client has eyeglasses which are kept 
in a drawer in his bedroom.  The staff later 
indicated the eyeglasses worn by client #3 were 
"not real" and he did not come to the facility with 
eyeglasses.

Review on 11/24/20 of client #3's Individual 
Program Plan (IPP) dated 2/13/20 noted, "His eye 
exam was 7/11/19.  He has mild cataracts.  
[Client #3] does wear glasses, but often refuses.  
Staff will encourage [Client #3] to wear his 
glasses."  The plan revealed eyeglasses were 
included on his adaptive equipment list.  
Additional review of client #3's vision exam report 
dated 7/11/19 noted mild cataracts bilaterally and 
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presbyopia.  The report indicated, "Glasses order 
will be processed at request of resident."  

Interview on 11/24/20 with the Qualified 
Intellectual Disabilities Professional (QIDP) 
revealed client #3 was admitted to the facility with 
eyeglasses; however, his eyeglasses could not 
be located. The QIDP indicated she thought the 
eyeglasses were prescription but she could not 
be sure.  Further interview also revealed client #3 
would often refuse to wear his eyeglasses; 
however, no training had been implemented to 
teach him to make informed choices about their 
use.
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