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W 000 | INITIAL COMMENTS W 000

A revisit was conducted on 3/1/2021 for all
previous deficiencies cited on 1/07/2020. The
following deficiencies were corrected, W125,
W369 and W418. There was new
non-compliance at W382 further and the facility
remained out of compliance in W249,

{W 249} | PROGRAM IMPLEMENTATION {W 249} W 249 4-30-2021
CFR(s): 483.440(d)(1) Facility will endure that each client
receives continuous active treatment to
include the needed interventions and
services to support the achievement of
the specific objectives, independence in

As soon as the interdisciplinary team has
formulated a client's individual program plan,

each client must receive_a_continuous active relations to strengths, and assistance in
treatment program consisting of needed regard to needs as outlined in their IPP.
interventions and services in sufficient number Ortho devices will be purchased.

and frequency to support the achievement of the Guidelines will be provided to staff as to
objectives identified in the individual program the proper use of such. Staff will receive

an in-service. We will provide additional

plan. training to all staff, regarding all
consumers that will specifically
include ensuring that all clients have the
_ . adaptive equipment needed. Staff will
This STANDARD is not met as evidenced by: receive updated in-service specific to the
| Based on observation, review and staff need of each client, including but not
interviews, the facility failed to ensure each client limited to adaptive equipment utilization.

Facility managers will monitor at least four
times monthly, and documentation will
occur via LIFE, Inc.’s QA/QI inspection

received a continuous active treatment program
consisting of needed interventions and services

identified in the individual program plan (IPP) in forms currently being utilized to ens
the area of adaptive orthotic equipment for 1 of 3 the proper usg g ure
audit clients (#2). The findings is:

During observations in the home on 3/1/21 at DHSR - Mental Health
12:35 PM, client #2 sat in a recliner chair in the

living room and would randomly remove his socks MAR 19 2021

and kick off his high top shoes. Each time, the

qualified intellectual developmental professional 1

(QIDP#1) physically assisted him to put on shoes Lic. & Cert. Section

and socks. The QIDP#1 was not observed

handling orthotic equipment when she put the
?w /) A
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Kny deficiency statement ending with an fasterisk (*) denotes a deficiency which the institution may be excused #6m correcting providing it is determined that
other safeguards provide sufficient protefion to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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shoes on client #2's feet. An additional
observation on 3/1/21 at 3:05 PM, client #2 sat in
the recliner with bare feet. Staff C took client #2
into his room to gather his footwear.

Review on 3/1/21 of a Physical Therapy (PT)
Evaluation dated 1/20/20 revealed that client #2
had a 3/8" limb length discrepancy and
recommended an off shelf insert to improve distal
biomechanical support.

Review on 3/1/21 of the IPP dated on 11/3/2020
| revealed that client #2 ambulated independently
with a limp and the physical therapist
recommended that inserts be worn in high top
shoes.

Interview on 3/1/21 with staff C revealed that
when she assisted client #2 with putting on his
shoes, she only found shoes and socks on his
bed. She did not have any inserts to put into his
shoes and was unaware that he had to wear
them.

Interview on 3/1/21 with the habilitation
coordinator revealed that client #2 was only
supposed to wear compressed socks and high
top shoes. She was not aware of an order for
orthotics.

Interview on 3/1/21 with the QIDP#1 revealed that
she missed the PT's evaluation when writing the
current IPP. She indicated that she was under the
impression that client #2 only had to wear
compressed sacks and high top shoes.

W 382 | DRUG STORAGE AND RECORDKEEPING W 382
CFR(s): 483.460(1)(2)
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The facility must keep all drugs and biologicals The Facility will ensure all drugs and

i biologicals are locked except when being
:’g;?ﬂ;:;ﬁg; when:being prepared far prepared for administration. All staff will be
’ in serviced on the storage and securing of
all medications. Facility managers will
monitor and document findings through

| This STANDARD is not met as evidenced by: use of LIFE, Inc. QA/QI forms currently
Based on observations and interviews, the facility being utilized no less that four times a
failed to secure medications, when staff was not month.
present. This had the potential to affect all clients.
The finding is:

During medication administration observation in
the home on 3/1/21 at 3:35 pm, staff C stepped
out of the med room, with the medication
cabinets unlocked and leaving the door ajar. Staff
C walked into the adjacent dining area, to tap
client #6 on the shoulder, so that he would get up
for med pass. Staff C helped client #6 walk to the
med room; she did not need her key to open the
door. A sign taped to the med room door read:

"Medication Room must be secured when staff
are not in the room. Thank you"

Interview on 3/1/21 with staff C revealed that she
thought she had pulled the door to the med room
closed when she left to get client #6.

Interview on 3/1/21 with the qualified intellectual
disability professional #1 (QIDP#1) revealed that
she expected staff to iock the door to the med
room, if staff must leave to get the client.
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March 23, 2020

Esther Moore, BSW, QIDP
Facility Compliance Consultant I

NC Division of Health Service Regulation - Mental Health
2718 Mail Service Center DHSR - Ment
Re: Plan of Correction Lie. % Cotl. Seotien

LIFE, Inc. Grey Fox Group Home
Dear Miss. Moore,

Enclosed please find our written plan of correction for the recent survey at our Grey Fox
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.
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Susan Ayers
Director of ICF/IID Services

art
Enclosure

2609 Royall Avenue
Goldsboro, North Carolina 27534 Website: www.lifeincorporated.com
Phone: (919) 778-1900 Fax:(919) 778-1911 Email: info@lifeincorporated.com



