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W130 ! PROTECTION OF CLIENTS RIGHTS W30 W30
CFR(s). 483,420(2)(7) An objactive will ba developed focusing on privacy.

The Director of IGFNID Services will ensure all

i : ampioyass are tralned. The Senlor DEC wil be
The facility must e’fr}sure the rights of a . c:hen%s‘. res or¥slb§e for ongalng training with hew employees
Therefore, the facility must ensure privacy during and complating obzervations at least weekly to
treatment and care of personal needs, mGnitor (o ensire residents’ privacy,

This STANDARD is not met as evidenced by:
Based on ohservations, record review and
intarviews, the facility failed to ensure privacy for
1 of 4 audit cllents (#5) residing in the home. The
finding 15

During observations on 3/8721 in the home at
7:10am, clignt #5 was sitting in the bathroom on
the finor wearing pants and a bra, She was not
waearing a shirt, $he asked for assistance from
staff C threa times and staff C did not respond,
The fourth time cllent #5 asked for assistance
with her glasses at 7:20am, staff C told her to
come to the kitchen. Client #5 told staff C she
was not completely drassed. Client #5 walked into
the kitchen wearing a bra, pants, camying her
glasses, Staff C assisied her with her glasses in
the kitchen and then fold her to go back to her
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kitchen back to tha bathroom. At 7:27am, client
#5 was obsarved sltting on the bathroom floor
with the door open, There were no prompts for
her to alose the bathroom goor.

Interview on 3/8/21 with staff C regarding client
PO'S NSA TOP ASSISIANGO MOVEAIBG SIS #D B80S

frequant reminders to close the bathroom and
bedroom doors for privacy. She stated, "That is
why 1 tald her to go back to her rgom,”

Review on 3/9/21 of her individual program plar
{IPP)} dated 8/25/19 did not reveal any specific

LABORATORY DIRECTOR'S R FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8} DATE

v e Diveclor 6£ TeF [ZH0 Serves Bfzs]zd
Andreficiency statement anding with an astarlsk (% denctas a daficlancy which the Institution may be excuged from eorecng providing i 1s catermined that

other safegusrds provide sufficlent protaction 16 the patients . (See instructions,) Except fur nursing homes, the findings steted above are distlosabile 80 days

fellowing the date of survey whether or not a plan of correction I8 provided. For nursing homes, the abave findings and plens of correction are disclosable 14

days following the date these documents are made availabio 1o the faciity. If deficlencias are cited, an approved pian of correction i regulaite 1o continised

wrogram partieipation,

FORM CME-2567(02.05) Fravioys Varsicns Obsolste Event ID:RI4E11 Facility 10; 923862 if continuation shest Page 1 of 19



03-29-21, 10 10PM;

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

# 3/ 21

PRINTED. 03M2/2021
FORM APPROVED
MB NO. 0838.0391
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The facllity must ensure that specific active
treatment services reguirements are met.

This CONDITION is not met as evldenc;ed by

received a continuous active treatment program,
which includes aggrassive, consistent
implementation of 2 program of specialized and
generic training and treatment directad towards
the acquisition of the behaviors necessary for the
cliant to function with as much self-determination
and independence as possible (W16 and
W249), ensure the (ndividual program plan stated
the specific objectives nacessary to mest the
dllent's needs, as idantified by the comprehansive
assessment (W227), to develop training o
address basic needs (W242), to provide
opportunities for choice and self- management
{(W247), to raview individual pragrams to
determine if clients were making progress

\" i [ M ) Rk AR ek R et d ST R Wt EE RN
plans {PP's) were updated as required at least
yearly (W260),

L TL

The cumulatve effect of thesa systemic practices
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W 130 | Continued From page 1 . W130
information regarding her ability to recognize
privacy.
Inferviow on 39721 with the Director of ICE/NID
Services confirmed client #5 should be assisted
with protecting her privacy and should be not be
in cormmon areas of the home when she is not
completely dressed.
W 185 | ACTIVE TREATMENT SERVICES W88 hwios 4125124

The Director of ICFHID Services will be responslble
for ansuring the following: Comprehensive
Asgessments are completed for all residants and
PPy are updated, New obectives will be In-serviged
with employeas and implamentad, All proi;rsms
continuing wilt be revised 83 nesded and In-serviced
with employsas, Tha Serlor DEC and DSCs will be
tralned/retiaingd on monthly progress notes and
sxpactations {or monitoring programs will be
in-serviced with appropriate amplayaes,

MU 3 1 LARTIITIUL, I1mATEE VLG, 1 B IR SR I,
the Benlor DSC wil be reaponsibie for monitoting
complation of pragrams at least weekly, monitaring
program reviews are compieted manthly, ravising
pragrams as needed monthly. The Diredtor of
ICFAID Services will ensura all monitoring s
complete and IFP meetings are updated at lsast
annually,
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W 185 | Continued From page 2 W95

rasultad In the facility's fallure o provide

statutarily mandated active froatment services to

the clients,
W 196 | ACTIVE TREATMENT w 1pg| Wse 3z

CFR(s): 483.440(2)(1)

Each cllent must receive a continuous active
treatment pragram, which intludes agoressive,
gonsistent implementation of a program of
specialized and generic fraining, traatment, health
services and related sarvices described in this
subpart, that is diracted toward:

(i) The acquisition of the behaviors netessary for
the cliant to function with as much self
determination and Indepandence as possible: and

(Iiy The prevention or deceleration of regression
or loss of current optimal functional status.

This STANDARD is not met as evidenced by:
Busad on observations, recotd review and
confirmed by Interviews with staff, the facility
falled to provide an aggressive implementation of
specialzed treatment to 4 of 4 audit clients (#1,
#2, #4, #5) in the area of dining, communication,
leisure and choice making, The findings includa:

A. Cross reference W227, The inferdisciplinary
team failed to ensure the individuat program plan
{IPP) for 1 of 4 sampled clients (#1) included
objective fraining 1o address needs relative to
communication,

B, Cross reference W242. the faciity failed fo
develop tralning to address basic needs such as
dining and medication administration for 2 of 4
audit glients (#1, #2).

A —Tralning on client #4's new cammunleation system
will be completed snd communication strategles will
ha Implemeantad. The Diractor of ICFAID will be
responslble for ensuring fraining 4 completed. The
S0SC will ba respanslbie for ensuring systerm i
implemented and moniter compietion through
observations at least weekly,

opn feend bypea o
8 - All medication and meal guiddlings Yor tfe resident
will ba In-servicad with employees. Programs will be
developed, insaerviced, and implementied as appropr
Tha Biractar of ICFAID wiil be responsible for ensuring
training is completed, The S0SC will ba responsibla
for ensuring guldeines sre implemented ang moniior
campletion tHrough absarvations at least waekly.

C, D - Training on resident riokts, choices, and
communleation systems will be compieted by the
Director of ICFNID Setvices, Chsarvations Will be
completed at least weekly by the Senior DSC to
engure complation and moniterad by the Director
of ICFAIR Services al least menthly,

E - Training on expectations for Direct Support Notes
compiation and review will be completed with the
DSCs ang SDSC, Tralning on program revisions and
expectations on completion will be completed with
the SDSC. Tralning will Ba complatad by the Director
of ICFAID Services. Monthlépzogram reviews will

he moniiored hy the Senlar DSC. Tha Diractor of

IGFHD Services will monitor sompletion at least quartetly,

F -~ All regicent |IPPs will be ypdated. The Director
of IGFHID Services will be respensible for ensuring
tha 122 Sehedule is followed with completing |PP &
east annually,
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W 186 | Continued From page 3 W 196

G Cross reference W247. the facility falled o
onoure 2 of 4 audit clients (#2 and #4) had the
opportunity to choose their personal preference
regarding the manner in which they consumed
thair food,

D, Cross reference W2449, The faclity failled 1o
enaure 2 of 3 audit cllents (#1 %4 and #5)
received a continuous active treatment program
consisiing of needad interventions ang services
as identified in the individual program plan (IF9)
in the areas of communication, dining and leistire
Igisure choicas,

E. Croas reference WEE7, The QIDP failed to
review 4 of 4 aud® client's (81, #2, #4 and #5)
formal abjestives to determine if they were
making significant progress over gevaral months,

F. Cross refarance W20, The QIDP falled to
ensure 3 of 4 auglit slient's (#1, #2 and #5)
individual Pragram Plan {IPP) ware revised at
least annuaily.

W 227 | INDIVIDUAL PROGRAM PLAN w227
CFR{s): 483.440(s)(4}

The individual program plan states the specific
objectives nacessary to meet the cliant’s neads,
as identified by the comprehensive assessment
raquired by parageaph (€)(3) of this section,

This STANDARD ig not met 23 evidenced by:
Based on observations, record review and
intarview, the team failed to ensure the individual
pragram plan (IPP) for 2 of 4 sampled clients {#1
and #2) included objective training to address
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needs relative to communication and medication
administration. The findings include::

A, During observations in the facility on 3/8/21
from $0:25am-1:00pm and 3:13pm-6:38pm staff
did not utilize any adaptive communication boards
or devices with cllent #1, Staff B walked dver i
cliant #1 took him by the hand and led him to
whataver activity they needad him to participate in
sueh as mealime ang medication administration.

Observations in the home on 3/0/21 from
6;30a2m-8;48am revealed staff did not utliize any
adaptive communication beards or devices with
clisrt #1, Staff © walked aver to client #1 took
hirm by the hand and ied him to whatever activity
staff needed Him to participate in such as
mesaitime and medization administration,

During observations of the medication
administration pass on 38721 ot 7:45am, staff
iad cliant #1 o the office, sat him in a chalr and
got the medication bln down, Staff C punched out
all of client #1's medications, poured his
medications in applesauce and spoon fad tha
medications to him.

Raview on 3/8/21 of client #1's functional skilis
assessment dated 4/9/19 revealed he can pay
attention to someona speaking when given full
assistance.

Raviaw of client #1's individual prograrm plan
{IPP} dated 4/9/19 revealed he Is non verbal,
Clisrt #1 has objectives to invite a friend to an
agtivity Litilize sign language to communicate and
utilize & cholce board to indicate the following:
home, help, work, stop and finish. Further review
of the IPP revealed, "Will learn to communicate

(#4310 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTIDN (M5
PRERIX (EACH DEFIIENCY MUST BE PRECEDED BY FULL PRERIX (BACH CORRECTIVE ABTION SHOULD 3E COMPLETION
TAG REGLAATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
W 227 | Continued From page 4 W 227 W 227 412321

A~ Resldent's communication systerms will be
re-evallated, ralnings will be completad as nacessany,
and systerms will be implemented sppropriately, The
Director of ICFAID Servicas wil be responsible for
ensurng completion of the above, The Senitr DSL wil
ba responeible for anpoing monltoring through
observations ot least weekly,
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W 227

Continued From page &

wanis and dasires by bringlng oblects to staff
members (2 sacond set of objacts identical to the
ories kept in his schedule bin should be keptina
lacation freely accessible to him).”

interview with staff A and staff B however
revealed there are no current objectives identified
to assist client #1 in the area of communication,

interviaw on 3/9/21 with the Diractor of ICF.AID
Services revealed a communication object
systern was discussed at cllant #1's IPP on
4/9/18, however cammunication fraining was not
developed for client #1.

B. During chservations in the home on 3/9/21
staff A preparad all of client #2's madications in
the staff office, staff poured water in & cup and
took cliant #2's medications ina pliicupand a
cup of water on & tray with a paper towel to her
bedroom ot &:36am. Client #2 took all of her
madications and disposed of the trash in a trash
can in her room,

interview on 3/8/21 with staff A revealed aince the
COVID-18 pandemie for aver 3 months, client #2
has been recgiving medications in her badroom
to minimize exposure to the othaer cliants and staff
in the home.

Review an 3/2/21 of client #2's individua! program
plan {IPP) dated 3/3/20 revealed she has
madication administration guidelines howaver
those guidelines wera not availabie,

interview on 39721 with cllent #2 reveaied she
can resognize her medications and that she
knows some of the purposes and side effects of
her medications, When asked if she would

w227

8. Medication administration guidelines will be reviewed, A/23421
updated as neaded, and in-sarvicad with all employee
for the all residents, The Director of ICFAID Serviges
will be responaible for ensuning compietion, The BREC
will be respongibie for mngain? walnlng and monitering
ty ensure medication adminlstretion gukielines sre
implemantad as written through medication cbsarvations
at Igasi every twice monihly.

FORM CMEL587(02.00) Fravicus Varsions Obsolate Bvant IDRI4E1
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panefit from medication administration training,
sha statad she would like to learn to administer
har medications more independently,

interview on 3/8/21 with the Director of ICFAID

Services confirmed client #2 would benefit from
training in the area of medicetion administration,
Further interview confirmead no training had bee
identified in this area, ‘

W 242 | INDIVIDUAL PROGRAM PLAN W 242 W 242 ‘ e
CFR(s): 483.440(c)(B)() Resident's meal guidelinas will be reviewed and
up{da!teddas ziﬁeded. INI ?éauf{ wiil e éraineﬁfa?dtlor
indivi retrainad on tha meal guidelines and use of plate
The md'.\"dﬁal program plan must Include, for gover, The Director OP HGF/ID wiil be respcn%lbla for
ihose clients who lack therm, training In personal ansuzﬂng’ training is compigted, The SDSC will be
skills essentlal for privacy and Independence respungible for ensuring guidelines are fallowed

{inclding, but not limited to, tollet training, A anniar compietiars hiaugh cbservalions et leact

personal hygiene, dental hygiene, self-fesding,
bathing, dressing, grooming, and communication
of basic needs), until it has been demonstrated
that the client is developmentally incapable of
acnuiring them,

This STANDARLD i not met as evidenced by:

Based on observations, record review and
confirmed by interview, the facility failed to
develop training to address basic neads such as
dining for 1 of 4 audit clients (#1). The findingz
are;

A. During observations in the home on 3/8/21 at
12:38pm client #1 was seated at the dining room
table wearing a clothing protector, He had a high
sided angled bowl and spoon. Staff B brought
client #1's plate to the dining room already
prapared with leftover cut up beef and gravy,
mashed potatoes and peas and carrots, Staff 8
fed clent #1 using a spoon. His feod was covered

FORM CM5-2567102-95) Provicus Varsioas Qbssiate Evant |DR14611 Facity ID: 920062 H continuation sheel Page 7of 18
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with a plate cover. Staff opened the plate cover,
fad client #1 a bits of foud and then recovered his
plate, Staff B also gave client #1 his cup between
hites and hald the cup 30 he could drink. Llient
#1 consumed 100% of kis lunch. Ne adaptive
shoon was utilized and no wrist weights were
worn by clignt #1.

interview with staff B after lunch on 3/8/21
rovealed clisnt #1 has tremors In his arms that
ke it difficult for him to feed himself,

Durlng observations in the home on 3/8/21 at
8:19pm, staff D sat on his left side utilizing an
adaptive spoon with 8 handle that fitted over hig
laft hand and provided hand over hand
assistance for him to scoop food and bring It to
his mouth, Ha had an adaptive high sided angled
bowl and a plate caver that contained cut up
chicken, brown rice and green peas, Staff D
provided hand ovar hand assistance o ¢lient #1
10 pick up his cup and consume his boverages.
Sha raised the plate cover between bites to assist
him hand over hard, He was wearing bilateral
wrist waights.

Interview on 3/B/21 with staff D revealad she is
relatively new to the facility and that she is usually
pairad with morg tenured direct Gare staff and that
she is getting to know the clisnts In the home.
She stated another staff parson demonstrated
this technigque that ensbles dlient #1 to help feed
himself, Cllent #1 was wearing bilataral wrist
bands which she stated helped to stabilize his
hands because of the hand tremors.,

During observations in the home on Y9721 at
braakfast at B:15am staff B sat client #1 down at
the dining room table and began to feed cllent #1
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Continued From page 8

oUt up raisin toast, shopped boiled egls and
chopped fruit using a spoon. She didnotuse a
plate cover, an adaptive spoon or wrist weights.
Staff B moved client #1's plate closer to her
betwaen bites and continued to feed client #1 his
breakfast. She picked up his cup betwsean bites
and held it so he could drink from the cup,

Raview of client #1's Individual program plan
{IPP) dated 4/6M19 revealed he has obijectives o
invite a friend te an activity utilize sign language
o communicate and utilize a choice board to
indicate tha following; home, help, work, stop and
finish. There are no objectivas identifiad 10 assist
client #1 to learn to feed himself,

Reviaw on 3/9/21 of client #1's functional skills
assesament revealed in the area of dining that he
drink from a cup with assistance and that he eats
from a spoon with assistance, Further review of
this assecsment rovealad cliant #1 gan cut with a
¥nife with assistance and can spread with knife
with assistance, Eats with a fork is left blank on
the assessment,

{nterdew on with the Director of ICF/IID Services

rovealed the team has not sonsiderad devaloping
tralning for slient #1 to teach him o feed himsalf,

INDIVIDUAL PROGRAM PLAN

CFR{s): 483.443(c)(B)(VI)

The individual program plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Basad on observations, record reviews ang
interviews, the facility failed to ensure 2 of 4 audit
clisnts (#2 and #4) had the oppartunity to choose

W 242

W 247
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their parsonal prefergnce regarding the manner in
which they consumed their fopd. Tha findings are

A, During observations in the home on 3821 at
12:27pm, cliont #2 was in her badrogm, StaffA
took her lunch on a tray, already prepared, which
consisted of laftover beef with gravy, mashed
potatoss and peas on & plate which was carrled
on & fray o her badroom, Staff A also took her
heverages of water and juice o her on a tray.
Cllent #2 has a small fable in her bedroom with a
chair where she sits to eat her meals,

interview on 3/8/21 with staff A revealed it was
datided by management 1o have cliars #2, #4
and #5 eat ail of their meals and receive thelr
madications in their bedrooms to minimize
congregating several clients in the dining room,
kitchen and office at one time bacausa of the
COVID-18 pandemic. Further interview confirmed
that all of the clients and most of the siaff had
bean vaccinated against COVID-18,

{nterview with client #2 on 3/8/21 ravenied she
was told she would have to eat all of har meals
and receive her medications in her bedroom
because of the COVID-19 pandamic, VWhan
asked how sha felt about not having a choice
about whare she ate her meals or ook het
medications, she said, " don't like # but | have to
follow the rules.”

During observations In the home on J/8/21 at
3:48pm, client #2 came into the dining room and
told staff A she was qoing to make a snack,
Another clisnt was sitting at the dining room {able
with her mask pulled down under her chin, Staff A
told her she needed to go to the kifchen singe the
other client was sitting at the table with her mask

all employees including how residents ¢an &l 2at

in the common areas safe?( per the current guidelines
medication administration in the madication room,
guldelines for resident mask use, and activities in the
common area. Resldant choloas, rights, and.
resprnsibillties will aiso be revelwed agaln with al
employoss,

The Diractor of ICFAD will be responsible for ensuring
training 1s sompleted, The SDSC will ba responsible
for ensurling guldelines are followed ared resident righty
are upheld including cheicas and monitar

compietion through observations at least weekly,

]

(%A i SUMMARY BTATEMENT OF DEFIGIENCIES ] PROVIDER'S PLAN OF CORRECTION (%8
BREPIY {EAGH DEPICIENCY MUST BE PRECEDED BY FULL PRI (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
QEFCIENCY:
W a7 '
W247 | Continued From page 8 W 247 surrent pandemic procadures will ba reviewed with | 4/23/21
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W 247
W 247 | Continued From page 10 W 247 | tsurrent pandemic procedures will be reviewed witn | 4/23/21
puled doun, Clent#2 who wasvoalig 3 mask Ak T .
tald staff A, "This is my home and my dining medication administration in the medication raom,
roams, | am at the end of the table over & feet quidaiines for reaééﬁgt n';ashk ?se. ainri tactivitées In the
: common area, Rasident choleas, rights, an
away. If | want to make a snack in my home, that rasponsiblities will also be reveiwed again with ol
is my right.” employees,
. R The Diractor of ICFAID wilt ba responsible for ensuring
During observations on 3/8/21 at supper at Uraining is completed, The SDSC will be respansibte
5:54pm staff A took client #2's supper to her for &nsl;lrig% glficé?%mei are fniiagfed argtd resident right
are upheld includirg cheicas and monitor
bedroom on & tray with a plate which was already compgatlon throughgobservatloas at jeast weekly,
wnrepared with cut up chicken, peas, brown rice w

and a fruit cup. Staff A alse took her beverages of
juice and water to her room. Client #2 satina
chair at 2 small {able in her bedroom to eat her
supper.

During observations on 3/8/21 &t 8:13am, staff C
ook client #2's breakfast to her on a plate which
consistod of cut up tonst, boiled aggs and frat
This was carried to heron atray by stalfC {o
glient #2's badroom. At 6:38am, client #2 satin
har badroom in a chair with 2 small table eating
breakfast alone in the dark,

Reviaw ars 3/9/21 of client #2's 1IPP dated 3/3/20
raveaiad she is varbal, can speak in complets
sentences and make cholces about activities and
his paricipated in community events.

B) During observations in the home on 3/8/21 at
12:27om, chent #4 was in her bedroom, Staff A
touk her lunch on a tray, already prepared, which
consisted of leftover beef with gravy, mashed
potatoes and peas on a plate which was carried
on 2 fray to her badroom, Staff A alse took her
beverages of water and juice to her on a tray,
Qliart #4 has a small table in her bedrocm with a
chiair where she sits to eat her meals In front of
her telgvision,

FORM CME-2567(02.09) Pravious Varsions Obstiate Evant ID:4ME11 Fatlity Ity H3b62 i zontinuailon sheet Page 41 ¢f 19



03=-29-21,1G10FN,

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID BERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDERZAUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

<

# 13/ 21

PRINTED: Q3M1272021
FORM AFPROVED
MB NG, 0938.0381

J4G1E

(X&) MULTIRLE CONSTRUGTION
A BUILDING

B. WING

(43) DATE SURVEY
COMPLETED

£3/08/2021

NAME OF PROVIDER OR SUPPLIER

WEST MAIN STREET FACILITY-CARRBORO

STREET ADDRESS, CITY, GTATE, ZIP CODE
1603 W RAIN STREEY
CARRBORO, NG 27510

(X4 1D
PREFIX
TAG

EUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFCIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN QF CORRECTION (KE}
PREFIX (BAGH CORRECTIVE ACTION BHOULD B2 COMPLETION
TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

DEFICIENGY)

W247

W 249

Continued From page 11

Intervisw on 3/8/21 with client #4 revealed she
has eaten all of her meals and received her
medlcations in her bedraoms for several months
pecause of the current COVID-12 pandemic, She
also stated she prefars not o wear 2 mask and
the house rulas require that she weaar a mask
whan she is in the ¢ommon areas of the home
bacause of the COVID-19 pandemic,

During observations on 3/8/21 at supper at
5:58pm, staff A took oliont #4's supper to her
bedroom on a tray with a plate which was already
prepared with cut up chicken, peas, brown rice
and a fruit cup, Staff A algo taok her beverages of
juice angd water 1o her roorn. Cliert#d sat In g
chair at a small table in her bedroom to eat her
supper.

During observations on 3921 at 8:15am, staff &
took cliant #4's breakfast to her on 3 plate which
consistad of out up toast, bolled eggs and frull,
This was cardad to her on a tray by staff C to
client #2's bedroom. At 8:38am, client #4 sat in
her bedroom n & chalr with 2 small table,

interview on 3/9/21 with the Director of ICF/ND
Services revaaled it was decidad by management
for cliants #2, #4 and #5 to cat all meals and
raceiva in their bedrooms to prevent them from
congregating in the dining reom, office and
Kitchen because of the COVID-12 pandemic,
When asked if other allernatives for dining or
medication administraion had been consgiderad,
she stated, "No.”

PROGRAM IMPLEMENTATION

CFR{s): 483,440

As soon as the interdisciplinary team has

W 247

W 249
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W 248 | Continued From page 12 W 248

formulated a cllent's individual program plan,
each cllent must receive a continunus active
fraatmant program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objactives identified in the individual program
plan,

This STANDARD Is not met as evidenced by:
Based on abservations, record raviews and W 249

. A - ] . 4232
m‘tervaaws, tha facility falllad o “"”3*:"‘* 2or4 %”d't Training srd/or retraining will Seour with aif emFIuyeea
clients (#4 and #5) received a continuous active Incluging ail rdeisldems' ;:grrerrtjgpps ncluding all ‘
isti programs and integrated activitias, expectations for
:eraatmen‘t pragrem cor}sust!ng of needeéx . active treatment, engagement, and paricipation In
interventions and services {o suppor; objeciives hsLsahold activities.
identified in the Individual Program Plan (IPP) in The Diractor of ICF/IID wilt be responsible for ensusing
the area of leisure choice, communication and training is completed. The SDSC wifl be responsibie
dining. The findings include: for ensuring angaoing treiming with new employees

ang ensuring aclive freatmant, angagemant, and
. . . [;arﬁcipatlcn In household activiies with the regidents,
A, Duwring observations in the home on 3/8/21 he DSC will mondior fallow through with observations

from 10:25am-~1:00pm and 3:13pm-5:38pm cliant ot least waekly,
#4 remained in her bedroom. She was served
unch in her bedropm at 12:39pm by staff A, Staff
Awent into her room and played cards with her &t
8:00pm for about 30 minutes before she was
served supper by staff A at 6:27pm. No goal
training or other activiies wers presented to har
in her bedroom during these observations. Her
bedroom was cluttersd with personal belongings
and her bed was unmade. Her clathing was piled
on a chair in her bedroom.

Interviow on 3/8721 with staff A revealed client #4
does not like to come out of her bedroom
pacause mobility has become more difficult the
fast several months and she requires the
assistance of & walker jo ambulate, In addition,
client #4 does not like to wear a mask and facillty

FORM CMS-256702-508] Frevious Varsions Obsolats Evant [0:RJ4811 Facifly 1D @862 Feantinuation skeet Paga 130018
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policy requires that she wear a mask when she is
in the commaon areas of the home such a3 the
dining areg, kitchen or living room ares bacause
of the COVID~19 pandemic,

Review on 3/8/21 of client #4's PP dated 6/8/20
revealed she has formal programs to complete
educations! activity, be responsible for cleaning
her room and maka plans with a friand,

intarviaw on 39421 with clisnt #4 revealed she
has not been able to leave the home because of
the current COVID-19 pandemlc so she has not
been able 1o implement the geal to make plans
with a friend. When asked about completing an
aducationat astivity, she stated she was not
certain,

Interview on 3/9/21 with the Diractar of ICFAID
Saervices confirmed direct cars staff should offer
felsure activities, goal training and choices
throughout the day. Additional interview
confirmed the goal for client #4 to clean her room
is stilt current.

B, Throughout observations in the home on
3/8/21 fram 10:28am-1:00pm and

S 308, 58pm client #5 used har IPAD or
stayed in her room. When staff A and staff 8
approached her abut working on her goals at the
diming room table, she refused, starled yelling
and want 10 her bedroom, Staff B stated her
noncompliant behavior was addressed In her
behavior support program. She ate lunch at the
dining room table at 12:38pm, but became very
agitated and had 1o leave the table for 5 minutes
before returning to eat in the dining room at
12:43pm. She ate supper in the kitchen at the
kitehen ledge at 5:27pm. No other leisure options
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or goal training was offered to her by direct care
staff. She did go into the office on 3/8/21 around
£:40pm to have a Z00M mesting with @ social
group that had heen pre-arranged by staff,

Review of cliont #5's IFP dated 82918 revesaled
she: has goals to dentify the emotions of a cat
using an indirect verbal eue, complate filling out
With 2 hands 80% of méasured opporunties and
leave her parsonal belongings at the home unless
they are nesded for 80% of measured
opportunities,

interview with staff B on 3/8/21 revealed client #5
can be very non-compliant and that often vou
mavee t0 redirect kar and then anoroach her aoain
when she is more calm, Further inferview
confirmed client #5's non-compliance had been
mora significant since they ware not attending the
vocational program or community activities.

interview on 3/%/21 with the Director of ICF/IID
Services confirmed that direct care staff should

i e s ned

Dy LTt W 11 Ll R Syt L N 3
e et o oo, vt
interview revegled the goal to leave belongings at
home had not been modified although the cllents
ware not attanding the vocatiohal program
bacause of the COVID-19 pandamic.

W 2RT | PROGRAM MONITORING & CHANGF

The Individual program plan must be reviewed at
laast by the qualifed mental retardation
professional and revised as necessary, including,
but nat limited to situations in which the gliant is
falllng to progress toward identified objectives

W 248

W k7
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after reasonable sfforts have been mades,

This STANDARD is not met as evidenced by:
Based on record review and interview the
qualified intellectual disabllities professional
(QIDF) falled to review and ravise the wiitten
training programs for 4 of 4 audit tlients (1, #2,
#4 and #5). The findings are:

A. Review of client #1's individual orogram pian
(1PP) dated 4/9/19 revesled he has oblestives to
invite & friend to an activity, wiilize sign language

fa amanunesminmbe mesl ditlwa o sbsion bosedl b

tmmdimmbm dhom Fomllmsidmmy Jmmmrn ol sarmrks Ladalel ol

summaries for the past year to indicate whether
client #1 was making progress an his training
objectives,

bW LTI D I T WAEG Ak P e [ E L et

B. Review of client #2's IPF dated 3/3/20
revealoed she has writhen training programs which
included: completing flash cards independentiy,
complete physical therapy stretches, taking 3,000
staps per day per month for 2 congecutive
menths and identify food items that were heaithy
for 80% of measured oppontunities, Further
review did not reveal prograss summaries for (he
past year to indicate whather client #2 was
making progress on his training objectives.

€. Review on 3/8/21 of client #4's IPP dated
6/8/20 rovealed she has formal programs to
complete educational activity, be responsible for
gleaning her room and make plans with 2 friend,
Further review did not raveal progress surmaries

for the past year to indicate whether client #4 was
MAEKIG Prograss on nis raning epecuves.
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0. Review of chert #5's PP dated B/2819
ravealed she has goals to identify the emations of
a cat using an indirect verbal cue, complete filling
out fer choics of selacting & coat, use & rolling
pin with 2 hands 80% of measured opportunities
and leave her parsonat belongings at the hame
unless they are nesded for B0% of measured
opperunities,

Interview on 3/8/21 with the Director of ICFAID
Servicas revealad there were not aurrent
progress summaries for client #1, $2, #4 and #5
for the past 12 months to determine whether
these cllents wers making progress on individual
objestives.

W 260 | PROGRAM MONITORING & CHANGE

ML EWSTL G TTARRASTT WL e

At lzast annually, the individual program plan
must be revised, as appropriate, repeating the
pracess set forth in paragragh (¢} of this section,

This STANDARD is not met as evidensed by:
Based on record review and interview, the
Qustified intellectual Disabiiities Professional
{QIDP) failed to ensure 3 of 4 audit client's (#1,
#2 and #8) Individual Program Plans (IPP)'s were

resiead mt lanek anmnmibh The findine e

Review on 3/8/21 of 3 of 4 audit clients IFP's
ravealad they had not baen updated annually, For
axarmple;

A, Raviaw of client #1's IPP on 3/8/21 revealed
his interdisciplinary team meeting was held on
419118, There was not 2 more recent update of
this plan,

W 257

W 260 w260

sehedul

All resident 1PF's will be undated as neaded, The A3
Director of LCFD Services wil be responsible for
ensuz!nF the ISPs are completed and the ISP

& |5 continued to be followed and aff 1SPs arg
belng updated at least annually,
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BEFICIENCY}
W 280 | Continued From page 17 W 260
B. Review on 3/8/21 of ¢lient #2's {PP revaaled
her team mesting was held on W320, There was
nat & more recent update of this plan.
C. Raview on 3/8/21 of clhent #5's IPP revealed
her interdisciplinary team meeting was held on
B/297/19, There was not a more recent update of
this plan,
nterview with the Lirecior ot iGH{I} Senices
ravealod clionts #1, #2 and #5' IPP's had not
updated in over a year,
W 441 | EVACUATION DRILLS W d41 1w 441 4123124
CFRs): 483.4700)(1) Fec%ailons for fire drills once par $uar!ar r shift
will be inserviced with emék oyees. The SD C will be

Ay P P T T L APty | Y S
FEART igtballLY 2HILIT, R VORI R 3D LR

varied conditions.

This STANDARD Is not met as evidaenced by;

Based on review of fire drill reports and interview
with staff , the facifity fallad to ensure fire
avacuation drills ware conducted at varied times.
This affected all cllents (1, #2, #3, #4, #5 and
#5) in the facllity, The finding ls!

Review on 3/8/21 of the fire avaguation drills for
the facllity revealed the fullowing:

Fire drills were conductad on | 4712120, 4/20/20,
B14/20, 811320 with no shift designation of how
long the fire evacuation drill wok to evasuate the
clients from the facliity,

Interview with 5158 A on 3/8/21 revealed there ha
naot firs evacuation drills as scheduled dua to the
current COVID-18 pandemic with concerns that

smnumumllcln foun smmsorbo
e tir=]uy frtey

Schatuied b monltoring completion | onibly. The.
Dlrecter of ICF/N(D Services will be reaponsibie for
ansuring monitoring Is occuring.
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STATEMENT QF RDEFICIENCIES {61} PROVIDER/SURPLIER/CLIA
AND PLAN DF CORRECTION INENTIFICATION NUMBER:
IdGHe

£02) MULTIPLE CONSTRUCTION

A BURDING

B, WING

(X3) DATE SURVEY

COMPLETED

03/05/2021

NAME QF PROVIDER OR SLUIPPLIER

WEST MAIN STREET FARILITY.-CARRBORO

STREET ADDRESS, CITY, STATE, ZIP CODE
1003 W MAIN STREET
CARRBORO, NC 27510

the clisnts in the facility may get exposed going
outdoors for & fire evacusation drill.

Intetview on 35/21 with the Dirastor of ICFAID
Services confirmed that fire evacuation drills had
not been conducted with the frequancy as
raguired during the past year dus o the current
SOVID-18 pandemic,

oy | SUMMARY STATEMENT OF DESICIENDIES D PROVIDER'S PLAN OF CORRECTION o3
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FUiL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE SEMPLETISN
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG CROSSHEPERENCED 10 THE APPROBRIATE DATE
DEFICIENGY)
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Residential Services, Inc

1114 Providence Road FAX
Chapel Hill, NC 27514 COVER
Phone: (919) 942.7391 SHEET
Fax: (919) 933-4490
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The information contained in this facsimile message is Residential Service Inc.'s privileged and confidential
information intended only for the use of the individual or entity named above, If the reader of this message
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