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A complaint and recertification survey was
conducted on 4/19/21-4/20/21, Deficiencies
were not cited as a result of the complaint survey
for Intake #NCO0173875. However, the Condition %
of Participation for Client Behavior and Facility i
Practices as well as standard level deficiencies ; E
: wiere Cited as a result of the recertification survey. ; ‘ |
W 120} | SERVICES PRQVI DED WITH OUTSIDE [ w120 i
: SOURCES i w120
CFRis): 483.410(d)(3) } ‘
: i A Qualified person will review all p/4/2021
The facility must assure that outside services ] ISP's ‘
- meet the needs of each client. ; ! B. Residential Manager and Clinicall
3 | . Supervisor will ensure that therel
) - . i | contact is made and that there iy
This STANDARD is not met as evic?enced by: . : intercommunication between
; Based on record review ant? interview, the facility é the group home and schools,
?_fal[&{!_iq ensure putside servaces,fnet the needs of i physicians, th eraplsts etc.in
i 1 of 4 audit clients (#6). The ﬁncllng fs: # order to ensure outside services:
{ ; § .
lntenf%ew on 4/19/21 with client: #ﬁ’s public school ! i meet the rieeds ﬁ“’fltnfzigigﬁg:se f
teacher ravealed client #6 had been attending ‘ ; G ﬁitsei!;;pﬁmmr w
¢ school for a few weeks. Further inferview 1 8 _
‘ revealed she was riot aware of the pragrams he : : D. C)uai?ﬂed grofessionai will
! was working on in the facility. She stated she was ’ manitor this monthly
; interested to find out how independent he was in i ;
! the area of toothbrushing, as this was a need she
: had identified in the classroom. Additionat
i interview revealed she had not spoken with the ; :
i managers of the facility since client #6 started ' :
i school but she had spoken with his parents.
! ;
Review on 4/20/21 of clien #6's individual :
‘ (IPP) dated 3/8/21 revealed he
fids o locd] middle school, Further review
revealed the feam had developed a formal ; :
+ traink am to premw to brudh his j :
/msorwam DIRECTOR'S (R FROVIOERSYPPLIER REPRESENTATIVE'S SISNATURE TITLE ey BATE
' //1’ / 11%4%8 iy 1 ///ll/ I410))
Ay cle A ystatem by “"‘" ‘”{fﬁ afcn 4‘”’*’""#"’? folh reay be excu G Forretl f pruv: R it 15 o tarmirad tha? e
aher mf Burards prgfide sufficiant protoction to lha patig Sea i p.) Excapt Tor nursing homgs, hedindings stited sbove are disglobable 30 days
Tollowing the: daledf survay.whether & not 3 plan of goffetin (s prd For nursing homes, the above Tintfgs and plans of shrection Gre tisclosably 14

av7ih!s to the facility. If deficiencies are cited, an approved planof gorrectan i§ requisite fo contifued
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' CFR(s): 483.440(c)(3)

g Within 30 days alter admission, the
Uintesdisciplinary team must perform acedrate

; assessments or reassessments as needed to

; supplement the preliminary evaluation conducted
. priot to admigsion,

 This STANDARD is not met as evidenced by:

- Based on record review and interview the facility
 failed to ensure the interdisciplinary team

! performed accurate assessments within 30 days
" after adraission, This affected 3 of 3 newly

¥ admitted audit clients (#2, #3 and #6). The

’F indings are:

" A, Review on 14119721 of client #2's individual

* program plan (IPP) dated 1/6/21 revealed he was
" admitted to the facility on 12/7/20, Further review
of the IPP revealed client #2 did not have

- assessments of physical therapy, cocoupational

_ therapy, psychology and nutrition in his racord,

" B. Review on 4/1%/21 of client #3's PP dated

* 3/11/21 revealed he was admitted to the facility on
129/21. Further review of the IPP revealed there

- were not assessments of physical therapy,

~ oceypational therapy and psychology in client

- planare putin place

B. All behavioral support plans
will be reviewed,

. All Behavioral Support Plans

il will address the current

! needs and technigue to

manager inappropriate

behavior

! tised T manage behaviors

i E. Psychologist will review ali

plans.

F. Qualified Professional will
review and obtain guardian
consent,

. Qualified Professional wﬂl
have consented BSP
reviewed and signed by HRC
representative
All staff will be in-service on
all Behavioral Support Plans
and proper documentation.

L Residentiat Manager wili

monitor one time a week

J. Quaiified Professional will

monitor one time a week -

D. Al propet techniques will be
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W28 Continued From page 1 ; W2o!
| teeth according to task analysis for & months. ; : z
) 1 L C
‘| Interview on 4/20/21 with the residenlial manager . | %{} ZéOf :
and qualified intellectual disabilities professional j is deficiency will be corrected by
(QIDP) revealed they had not spoken with cliert 3 i |the following actions:
| #6's public schoot teacher since he had returned ! 5/4/2021
 to school recently since the COVID-19 pandemic. ; ! A Management will ensure that o
W 210 | INDIVIDUAL PROGRAM PLAN W 210‘ current behavioral support
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; C. Review on 4/19/21 of client #6's IPP dated | :
3!6!31 revealed he was admitted fo the facility on | .
 2/6/21, Further review of the IPP revealed there !

; were not assessments of physical therapy; |

- gccupational therapy, psychology, audiclogical g

" and denta! healih in client #8's record., S

i Interview on 4/19/21 with the qualified intellectual
| disabilities professional (QIDP) revealed these
i evaluations for clients #2, #3 and #6 had not
: been compietad P
W 249 | PROGRAM IMPLEMENTATION W 249?
¢ CFR(s): 483.440(d){1) : ‘

H

: As soon‘as the interdisciplinary team hag

' formulated a client's individual program plan,
each client rust receive a continuous active
: treatment program consisting of neaded .
{interventions and services in sufficient number

! + and frequency o support the achievement of fhe
objectwes sdenbﬁed in the individual program
plan,

- This STANDARD is not met as evidenced by: ‘
Based on cheervations, record review and Co
interviews, the facility failed to ensure 1 of 4
sampled clients (#1) received a continuous acfive

. reatrment program consisting of needed

“interventions as identified in the individual support
plan {I5F) relative to implementing behavioral
intervention strategies and medication
administration programs. The findings are:

' A. During observations in the facility on 4/19/21

FORM CMS-2567(02-99) Fravious Versions Qbsolsts Event ID: SGCY N Facility ID: 921963 ' T it continuation sheet Page 3'of 19
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j client #1 became very agitated during meat ‘ 1 ‘ 4 /4/307 ]
: preparation from 5:00-5:50pm. Client #1 began j S W 249 at
1 vocalizing, pacing and banging on the walls in the | 1 This deficiency will be cofrected by the
! hallway, dining room and living room. The noise ‘ “folowing actions:
of client #1 banging on the walls could be heard : : A. The Area Supervisor and the Sitej
| from any room in the faciity. Staff C was working . ‘ ’ Supervisgr will be f"espﬂnﬁbfﬁ

wath client #3 in the kitchen, Blaff D and staff E
were in the Tiving room wilh clients #2 and #6.

- Staff D activated music videos on the living room
telovision for the clients, Siaff D called client #1

for in-servicing the staff on
contirnuous active treatment.
B. AR ISP’s and BSP's will be

by name and asked hin to sit down but at ' | reviewed and revised as needed

- 5:15pm, client #1 was up pacing and banging on ’ j 10 ensure that &ll objectives are

| the walls. Al one point, sfaff D took out his : met ¥
- parsonal phone and made a phone call, At C. Staff will be inserviced on the

| 5:30pm, client #1 walked into the dining room , 5P and BSP's

, area and banged on the glass doors of the dining . . D. All people served will be

- room with such force, the glass vibrated, Staff C

rdised her voice and told client #1 to "Stopt” afforded the opportunity to be

as independent as possible.

Review an 4/20/21 of chient #1s behavior support - - E. The Area Supervisor, Site
program {BSP) dated 1013/ 20 revealed he has ! : Supervisor, and the Clinical

- target behaviors of physical aggression, ’ : Supervisor will be responsible

. selfinjurious behavior, non-compliance and ' f for monitoring this weekly and
inappropriately taking food. Further review of this ' document that itis being done.
. program revealed he has diagnoses of Severe : F. Upper management wil

" Intellectual Disability, Autlsm and PICA. Review
of the environmental modifications foehavior

" preventions included: If client #1"s shawing signs

~of agitation or frusteation, ask him what is

- bothering hirm and 1ry to assist if possible.

- Simplify the task or assist him in moving the -

* stressor or relocating. Recognize antecedents to
behaviors. Intervens to prevent behaviors.”

. monitor this monthly while
conducting site reviews

Interview on 4/19/21 with staff E revealed that she
wag retalively new to the faciity, She stated
sometimes client #1 gets agitated prior to supper.

. She also explained sometimes whed the noise

- level in the facility was increased, client ##1
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becomes more agitated. When asked about the
Uinterventions in client #1's BSP, shie stated staff
i should verbatly redirect client #1.

I Interviews on 4/20/21 with the qualified
intellectual disabifities professionat (QIDP) and
 the Program Manager (PM) revealed client #1's

i 85 is still current and direct care.staff should

| redirect and relocate client #1 if necessary when
: he becomes very agitated. Additionat inferview

| confirmed direct care staff should not be using

! their cellphones when they are monitoring clients
 in the facility.

. B. During observations of medication

- administration on 4/19/21 at 4:30pm, with client
_#1 sitting next to her, staff C pre pourad client

| #1's water into a cup, then hand over hand

- punched Clonidine 0.1 mg. and Haldol 2 mg. into
*a cup. Staff € then took client #1's trash and
 disposed of it while client i1 feft the office area.

' During observations of medication administration
L on 4120121 at 6:18am, with client #1 sitting next to
. himn, staff G pre pourad water in a cup, staff G
punched out Flintstone's Vitamin, Clonidine 0.1

i my., Aripiprazole 18mg., Risperidone 3mg. and
Haldol 2 mg. Into a medication cup. Staff G

s disposed of client #1's trash as he feft the office

| area.

* Review on 419721 of client #1's individual
pragram plan (IPP} dated 8/13/20 revealed a
priority training need for self medication . Further

- review of the |PP reveated a program for self

- medication with 75% accuracy for 8 consecutive
- months implementad on 10/1/19, The steps
Cintlude:

HELMSDALE GROUP HOME
- ‘ ‘ ~ CARY, NC 275!
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1} Require client #1 to sanitize his hands

1 2) Peint to his medication box

+ 3) Rernove his medication box

" 4) Punch out hig pills from the blister pacx
© 8) Throw away his Irash

Interview on 4/20/21 with the qualified inteliectual
disabifilies professional (QIDP) confirmed client : ‘ ,
#1's self medication program i$ still current and : ‘ :
; shouid be integrated during medication Co i
| administration opportunities, | ;
W 262 - PROGRAM MONITORING & CHANGE L waze’
CFR{s): 483.440{N{3)(1 3 £

. The commitiee should review, approve, and

. monitor individual programs designed o manage
" inappropriate hehavior and other programs that,

} int the opinion of the commitlee, invoive risks to

: ¢hient protection and rights. ‘

* Thig STANDARD is not met as evidenced by:

- Based on record review and interview, the facility
" failed to ensurs the restrictive behavior support

. plang (BE&P's) for 4 of 4 audif clients {#1, #2, #3

: and #6) weate reviewed and monitored by the

" humaty rights commitles (HRCY, The findings

- aren ‘

A, Roview on 4/19/21 of client #2's individual

. program pian (IPP) dated 1/6/21 revealed he was

- admitted to the fagility on 12/7/20. Further review
revealed his adoptive Mom makes decisions on
client #2's behalf as he is a minor. Additional
review of clisnt #2's record revealed he has target

- pehaviors of non-compliance and physical

- aggression, obsessive compuisive disorder and

" attention deficit disorder,

FORM CMS28B7{02.98) Frovious Versions Ohuolét: Event ID:50CY 11 Farilty ID: 821863 If continuation sheet Page & of 18
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Review on 4/20121 of client #2's physician orders
" dated 3/30/21 revealed he receives Risperidone 2
mg., Divalproex 250 mg. and Clomdrne 0.1 mg.

: extended release.

: Further review on 4/19/21 of client #2's record

- reveated he does not have human rights

" committee (HRC) review or approval for the use
' of Risperidene 2 mg., Divalproex 250 mg. and

: Clonidine 0.1 mg. extended release.

. B, Revigw on 4/19/21 of client #3's IPP dated
311/21 revealed he was adnitted to the facility on

- 1/29/21 with a diagnosis of Aulism. Furiher review

. of client #3's record revealed he fs in the legal

 custody of the Depariment of Social Services in

" Guilford County,

" Review on 4/19/21 of client #3's physician's

" orders dated (3/27/21) revealsd he receives

* Abilify 5 tg., Divalproex 28 mg., Divalproex
Sodivm 25 my., Guanfacine 3 mg., and

* Hydroxyzina 5 mg,

_ Further review on 4/19/21 of client #3'5 record

" revealed the facility does not have HRC review or

" approval for the use of Abilify § mg., Divalproex
25 myg., Divalproex Sodium 28 mg., Guanfacine 3
myg., and Hydroxyzine 8 mg.

C, Réview of client #6's (PP dated 316721 |
revealed he was admitted o the facility on
2026121, Further review revealed he has

" Awk L R A L
‘4“‘:49' AV I AL IVILLIED | T IS LLICH L0 CRRAEAY

Autism, Seizure Disorder and Sensory
Processing Disorder. Additional review revesled
his parents make legal decisions on his behalf as
he i5 a minor.

the following actions:

A. Management will ensure that
current behavioral support .
plan are putin place o

B. Al behavioral support plans
will be reviewed. '

C. All Behavioral Support Plans

‘will adldress the current
needs and technique o
manager inappropriate
behavior

D. All proper techniques will be
used to manage behaviors

E. Psychologist will review all
plans.

. F. HRC approval wﬁ: be
obtained for all BSP's and
psychotropic medication

G. Qualified Professionai will
review and obtain guardian
corisent.

H. Qualified Professional will
have consented BSP
reviewed and signed by HRC
representative

I Al staff will be in-service on
all Behavioral Support Plans
and proper documentation.

J. Residential Manaaer will
monitor one time a week

K. Qualified Professionat wilf
monitor this weekly

FORM CMS-2567(02-095 Previous Versions Obsalate

Event I0;SQCYH

Facifity I 821363

If eontinuation sheet Page 7 of 18




04-29-"21 10:09 FROM- T-386

POGTO/0021 F-TG

PRINTED: 04/23/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0038-0361
STATEMENT OF DEFICIENCIEES {41) PROVIDER/SUPHLIERICUIA ) MULYIPLE CONSTHUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
) A, BUILDING b
‘ c
_ 340253 . B, WING - ‘ 042002021
NAME OF PROVIDER OR SUPPLIER . ’ ' STREET ADDRESS, CITY, STATE, ZIF CODE ' '
‘ i D
HELMSDALE GROUP HOME 17 HELMSDALE ER
T C CARY, NC 2151%
oD - . SUMMARY STATEMENT OF DEFICIENDIES S d - PROVIDER'S PLAN OF CORRECTION : x5)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL . - -~ PREFIX ! {EACH CORRECTIVE ACTION SHOLLD BE | T GOMPLETION
TG REGULATORY OR LST IDENTIFYING INFORMATION) R 7Y CROSS-REFERENCED TO THE APFROPRIATE ;AR
. ) . DEFICIENCY) X
W 262 - Continued From page 7 | . W 262"

- Review on 4/119/21 of client #8's physician orders

. dated 318 21 revealed he receives Clonidine 0.1
my ER at am and at night for impulsivity,

- Divalproex 250 my, twice datly for mood and
Risperidong 2 mg, al bedlime for aggressian,

- Further review on 4119721 of client #6's record

- reveaied the facliity dees not have HRC review or
- approval of Cloniding 0.1 mg ER al am and at

- night for impulsivity, Divalproex 250 mg. twice

" daily for mood and Risperidone 2 my,

D. Review on 4/19/21 of client #1's IPP dated
813720 revealed he has diagnoses of Severe
intefiectual Disabilities, PICA and Autism. Further

- review reyealed nis parents make legal decisions
for him as he is a minor,

" Review on 4/119/21 of his physician otders 3/30/21
revealed he receives Clonidine 0.1 myg. four fimes
daily for meodftehavior

Further review.on 4120121 of client #1's record
raveated the facilily does not have MRC raview or
approval of the use of Clonidine for client #1.

lnterview on 420/21 with the the qualified
intellectual disabitities professional {QIDP) and
the Program Manager (PM) confirmed the facifity
. dogs not have HRC review or approval for the
use of client #1, #2, #3 and #8's psychotropic
medicalions. Further interview revealed
management was awars that HRG had not
reviewed theze plans and had not followsd up
with the psychology consultant to ensure this was

- gompleted,
W 283 PROGRAM MONITORING & CHANGE W 263
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- - CFR{s): 483.440()(3)(il)

“The commitiee should insure that these programs
- are condusted only with the written informed

: Gonseni of the dlient, parents {if the client is a

- minor} or legal guardian.

This STANDARD is not met as evidenced biy:
Based on record review and interview, the faciiity

. failed {0 énsure restrictive programs were only
" gonducted with the writtén informed consent of a

legal guardian., This affected 4 of 4 audit clients
{#1, #2, #3 and #5). The findings are:

A. Review on 4/19/21 of client #2's individual

" program plan (IPP) dated 1/6/21 revealed he was

admitted to the facility on 12/7/20. Further review
revealed his adoplive Mother makes decigions on

" glient #2's bahalf as he is a minor, Additiopal

. review of dlient #2°s record revealed he has target
" behaviors of non-compliance and physical

" gggression, obsessive compulsive disordar and

aftention deficit disorder.

Review on 4/20/21 of client #2's physician orders
{dated 3/30/21) revealed he receives Risperidone
2 mg., Divalproex 250 mg. and Clonidine 0.7 mg.
Extended release daily.

Further review on 4/19/21 of client #2's record
revealed writen Informed consent for the use of
Risperidone 2 mg., Divalproex 250 mg. and
Clonidine 0.1 mg. axtended release was not
obtained from the facility..

8. Review on 419721 of client #3's PP dated
311721 revesled he was admitied to the facility on
1729121 with a diagnosis of Autism. Further review

ihe following actions:

A. Management will ensure that
current behavioral support
plan are put in place

B. . Alkbehavioral support plans
will be reviewed.

C. Al Behaviorai Support Plans
will address the current
needs and technigue o
manager inappropriate
behavior

D. Al proper techniques will be |
used to manage behaviors |

E. Psychologist will review all
plans. :

F. HRC approval and the proper}
consents wiit be obtained for |

. alt BSP’s ‘

G. Qualified Professional will
review and obtain guardian
consert.

H. Qualified Professional will
have consented BSP
reviewed and signed by HRC
representative

L All staff will De in-service on
all Behavioral Support Plans
and proper documentation.

4. Residential Manager will
monitor one time a week

K. Qualified Proféssional will
monitor this weekly
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. of client #3's record revealed he is in the legal
- eustody of the Department of Social Services in
Guilford County. -

: Review on 4/19/21 of client #3's physiclan’s
. orders dated (3/27/21) revealed he receives
" Abilify 5 mg., Divalproex 25 my., Divalproax -
+ Sodium 25 my., Guanfacine 3 mg., and
- Hydroxyzine § mg. daily.

- Furiher review on 419721 of client #3's record

“revealed the facility does not have written

_informed consent for the use of Abilify 5 mg.,
Divalproex 25 mg., Divalproex Sodium 25 mg,,
Guanfacine 3 mg., and Hydroxyzine 5 myg.

C. Review of client #6's IPP dated 3/5/21
revealed he was admifted to the facility on
2126/21. Further review revealed he has

~ diagnoses of Moderate Intellectual Disability,
Autism, Seizure Disorder and Sensory
Processing Disorder. Additionat review revealed

- hig parents. make legal decisions on his behalf ay
he is & minor, -

Review on 419/21.of client #8's physician orders
dated 3/16 21 revealed he recelves Cloniding 0.1
mg ER at am and at night for impulsivity,
Divalpraex 250 my. twice daily for mood and
Risperidone 2 mg. at bedtime for aggression.

Further review on 4/19/21 of chient #6's record
reveated the facitily does not have written
informed consent for the use of Cloniding 0.1 mg
ER at am and at night for impulsivity, Divalproex
250 mg. twice daily for mood and Risperidons 2
.

D. Reviaw on 4118/21 of client #1's IPP dated
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W 263 : Continued From page 10 W 283
| 8/13/20 revealed he has diagnoses of Severe
" Inteflectual Disabilities, PICA and Autism. Furiher
- review revealed his parents make legal decisions
+ for him as he is & minor,
| Review on 4/19/21 of his physician orders 3/30/21
revealed he receives Clonidine 0.1 mg. four limes
. tdaily for maod/behavior.
. Further review of client #1's record revealed the
. Tacility does not have written informed consent for
: the use of client #1's Clonidine,
; Interview on 4/20/21 with the qualified inteliectual
disabilities professional (QIDF) and the Program.
Manager (PM) revealed the facility has not
obtained written informed consent for clients #1,
- #2, #3 and #6 use of psychotropic medications.
Further interview with the PM revezlad
management staff did not follow up with the
psychology consuliant to ensure this was
completed.
W266 CLIENT BEHAVIOR & FACILITY PRACTICES wWazes (W, 266
- CFR(s}): 483.450 This deficiency will be corrected by  19/4/2021
The facility must ensure that $peciﬁc client the follt:)wlrng actions:
- behavior and facifity practices mquiramenﬁ are A. Staff will be in-serviced on all
met, ;
BSPy
B. Staff will be trained on all proper
fechnigues 1o managed
This CONDITION is ot met as evidenced by: behavior
The facility faled to: identify possible €. Stie Supervisor will monitor this
antecedents of 1 of 4 audit clients (#6)'s . weeifly _ )
inappropriate behavior riggers and failed to D. Qualified Professional will
intervene appropriately (W268), assure that all mOoNIor this weekly
techniques used to manage behaviors are -
integrated into an aclive treatment program
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AND PLAN OF CORRECTION IBENTFIFICATION NUMBER: COMPLETED
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C .
2462853 B. WING 04/20/2021
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W 266 - Continued From page 11 W 266
| (W288) and assure that drugs used for control of ‘ ;
 inappropriate behavior were used only as an ;
 integral part of the client's individual program plan
* that is directed specifically towards the reduction
. of and eventual elimination of the behaviors for
! which the drugs are emplnyeci (w312},
| The cumulative effect of these systemic practices-
{ resulted in the facility's failure to provide
- statulorily mandated Client Behavior and Facility
-+ Practices.
W 268 ;| CONDUCT TOWARD CL!ENT W 268

| CRR{s}: 483.450(=)(1)()

+ These policles and procedures must promote the
growth, development and independence of the
" glient.

: This STANDARD is not met as evidenced by:

- Based on observations, record review and

' interviews, the facility staff faited to identify

- possible antecedents of 1 of 4 audit clients (#6)'s

" inappropriate behavior triggers and failad to
intervene appropriately when he became
agitated.. The finding is:

During observations in the faciity on 4/18721
from 3:15pm-7:00pm,” the neise level in the

" faciity was increased as staff D and staff E had
activaled misic videos on television for clients
#1, #2 and #8 in the living room area, At 4:85pm,
client #6 was rocking one of the living room
couches near the window back and forth
vocalizing loudly, He was rocking back and forth
50 forcefully thaf the legs of the couch were
vibrating the living room floor so that the couch
rocked near the window. He was not rediracted

W. 268 !6 4/2021
This deficiency will be corrected by A
the foiloWlng actions:

A, Staff will be in-serviced.on afl
BSP's .

B, Staff will be trained on all prope
techniques to managed
behavior
Stie Supervisor will monitor i‘hjs
weekly

2. Quaiified Professional will
manitor this weekly
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This STANDARD s not et as evidenced by
Based on observalion, recorg review and
interview, the facility failed lo ensure a technique

8. Qualified Professionat will
monitor this weekly

CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0038-0381
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICUIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER; A BUILDING COMPLETED

' c
. 346253 8. WING 04120/20214
NAME OF fROVIDER OR SUPPRLIER. T STREET ADDRESS, CITY, STATE, 2P CODE
HELMSDALE GROUP HOME 1377 HELMSDACE BR
CARY, NC 21511 ‘
o | SUMMARY STATEMENT OF DE?IGIEN{)!ES ‘ o * PROVIDERS PLAN OF CORRECTION C e
FREFIX | {EACH DEFIGIENGY. MUST 88 PREGEDED BY FULL : PREFX ¢ (EAGH CORRECTIVE ACTION SHOULD BE ¢ - GOMELETION
TG REGULATORY OR LET IRENTIFVING INFORMATION) i we CROSS -REFERENCED TO THE APPROPRIATE I e
: P ; DEFIGIENCY} :
§ ? :
. W 268 Continued From page 12  woes
by staff D or staff £ who wefe in the living room. :
Review on 4/19/21 of client #6 's record revealed
. he was admilted to the facllity on 2/26/21, Further
_ review revealed he has diagnoses of Moderate
- inteliectual Disability, Autism, Seizure Disorder
: and Sensory Frocessing Disorder. Thare was not
. & behavior support program (BSP) in c:luent #6's
record.
~Review an 4/19/21 of client #6's physician orders
- dated 3/16 21 revealed he receives Cloniding 0.1
my ER at am and at night for impulsivity,
Divalproex 250 mg. twice daily for mood and
Risperidons 2 mg. at bedtime for aggression,
interview on 4/19/21 with staff O revealed thay
redirect client #6 when he becomes very agitated.
" interview on 4/20/21 with the QIDP and PM
reveated client #6 does not have a BEP but
should be redirected when he becomes agitated. ‘ 021
- Further interview confirmed that client #6 W, 288 /4 2
becomes agitated when the noise fsvel in the This deficiency will be cotrected by
raom i increased and staff should try to the following actions:
- decrease background noise whenever possible. , .
W 288 MGMT OF INAPPROPRIATE CLIENT W 288 A. $taff witl be in-serviced on ail
BEHAVIOR BSP:
CFR{s): 483.450(b)(3) 'B. Staff will be trained on all proper]
. . . techniguies to managed
Techniques to manage inappropriate client behavior
behavgor must never be used as a substitute for C. Stie Supervisor will monitor this
ah active treatment progran, weekly
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3 M N
: §
W 288 : Continued From page 13

* o manage client #1's inappropriate behavior was
_inclucied in an active freatment plan, This
. affected 1 of 4 audit clients(#1). The finding is:

" During observations in the facility on 4/20/249 at

8:45am, staff A assisted client #1 with his book

: bag and jacket in preparation for leaving the

= facility to go outside to hig trangsportation to

" school. Staff A told client #1 his ride was oulside

“and prompted him fo gat up and go with him.

: Client #1 rofled over on the couch and onto the

* floor, Staff A and staff H attempted fo get client #1
to give up his head phones that were connecied
to his tablet. Twice, staff reached for client #1's

headphones and sald, "Give me the head phones
s0 we can go fo school.” Client #1 refused to get

" up and walk, After about 9 minutes, staff A wen{
outside and signaled to the fransportation driver

. to go ahead and leave. After the transportation
vehicle had pulled away outside, client #1 got up
and sat on the couch briefly listening to his

- headphones which were connacted to his tablet,

- Client #1 got up from the couch about 20 minutes

iater and went into his bedroom and shut the

door. '

interview on 4720721 with staff A and the
residence manager (RM) revealed client #1 was
‘going to stay home that day and they would
atternpt to get him 1o go to school the following
- day.

Review on 4/20/21 of client #1's behavior support
program (BSP) dated 10/18 20 revealed he has
target behaviors of physical aggression,
selfinjuricus behavior, non-compliance and
inappropriately taking food. Further review of this
program revealed he has diagnoses of Severe
Intellectuat Disakdlity, Autism and FICA. Review

W 288
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W 288 Continued From page 14 . wzes'

+ of the environmental madifications hehavior

. preventions included: if clisnt #1 “is showing

. slgns of agitation or frustration, ask him what is

- bothering him and try lo assist if possible,

- Simplify the task or assist him in moving the

; streseor or relocating. Recoghnize antecedents to
" behaviors, Interveng to prevent behavinrs."

* Review of the BSP revealed thére were no

. procedures involving removing client #1's

. headphones for non-compliance,

Clnterview on 4/20/21 with the gualified intellectual
- disabilities professionat (QUDP) confirmed the
BSP is current and staff should not remove client
. #1's belongings but should follow his BSP.,
W 312 . DRUG USAGE W 312
CFR{s): 483.450{)(2) :

Drugs used for control of inappropriate behavior
must be used only as an integral part of the
client's individual program pian that is directe
specifically fowards the reduction of and eventual

. elimination of the behaviors tor which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on record raview and interview, the facility
failed to ensure drugs used for the control of
inappropriate behaviors were used only as an
integral part of ar active treatment program
directed towards the reduction or efimination of
behaviors for which the drugs were employed.
This sffected 3 of 4 audit clients (#2, #3 and #6).
The findings are:

‘A, Review on 4119721 of client #2's individual
program plan (IPP} dated 1/6/21 revealed he was

FORM CME-286T102-9% F‘%ewuua Veraons Dbaole Event 8, 500V Fanliy HD; 921463 i continuation sheet Page 15 of 19
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- admifted to the facility on 12/7/20. Further review
: of client #2's record revealed he has target

. behaviors of non-compliance, physical

" aggression, obsessive compulsive disorder and
~attention deficit disorder.

. Review on 4/20/21 of cliem #2's physician orders

. tated 3/30/21 revealed he receives Risperidone 2
. tngy., Divalproex 250 mg, and Clonidine 0,1 mg.

| extended release,

: Furthﬂf review on 419721 of dlient #2's 1PP
revealed no behavior support program (BSP) fo
address the inappropriate behaviors for the
paychotropic medication he receives,

" Interview on 4/121/21 with the qualified intellectual
disabilfies professional (IDP) and Pragrarm
Manager (PM) corfirmed client #2 does not have

" & B3P to address the inappropriate behaviors for
which he recelves several psychotropic
medications. Further interview revealed

| management was aware 8 behavior support

- program had not been developed hawever, they
failed fo follow up to ensure this was completed,

B. Review on 4/18/21 of client #3's IPP dated
31121 revealed he was admitted (o the facility on
221 with & diagnosis of Autism.

Review on 4/19/21 of client #3's physician’s
orders dated (3/27/21) revealed he recejves
Abilify § mg.. Divalproex 26 mg,, Divalproex
Sodium 25 my., Guanfacine 3 myg.,, and
Hydroxyzine § mg.

Eurther review on 4/18/21 of client #3's IPP
revealed no BSP to addregs the inappropriate
behaviars for the pasycholropic medication he

FORM APPROVED
GEE}TERS FOR MEDICARE & MEDICAID S8ERVICES OMB NG, 0038-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND RPLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
. c
L 346253 B.WING o 042012021 - -
NAMEOF PROVIDER OR SUPPLIER i STREETADDRESS, CITY, STAYE, ZiF CODE o
HELMSDALE GROUP HOME 1317 HELMSDALE OR
e GARY,MG 278
a0 2 SUMMARY STATEMENT OF DEFICIENCIES “Ip {0 PROVIDERS PLAN OF CORRECTION P
. PREFIX . (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFDX . . © (EACH CORRECTIVE AGTION SHOULE BE COMPLETION
TAG - | REGULATORY OR LEC IDENTIFYING INFORMATION) TAG i  GROBS-REFERENGED TO THEAPPROPRIATE  ° bargE
f ‘ : BEFICIENGY)
1
W 312 Continued From page 15 W 312 W. 312 ‘

This deficiency will be corrected by the

following actions: 4/ 2021

A. Management will ensure that
current behavioral support

. Planare putin place

"B, Alt behavioral support plans
will be reviewed.

C. Al Behavioral Support Plans
will address the current
needs and technique to
manager inappropriate
behavior

D. Al proper technigues will be
used to manage behaviors

E. Psychologist will review all
pians. _

F. HRC approval will be
obtained for all BSP’s and
psychotropic medication

G. Qualified Professional will
review and obtain guardian
consent.

H. Qualified Professional wilf
have consented BSP
reviewed and signed by HRC
representative

L Al staff will be in-service on
all Behavioral Support Plans
and proper documentation.

J. Residential Manager will
monitor one time a week

K. Qualified Professional will
monitor this weekly
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HELMSDALE GROUP HOME

o
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CARY, NG 27511

04/20/2021 -

SUMMARY STATEMENT OF CEFICIENCGIES
{EACH DEFICIENCY 3MUST 8E PRECEDED BY FULL
REGULATORY OR LBC IDENTIFYING INFORMATION}

' ?(;{4;:0 f
PREFIX |
TAG

o~ ' FROVIDER'S PLAN'OF CORRECTION
PREFR, " {EACH CORRECTIVE ACTION SHOULD BE
TAG : CROSE-REFERENCED TO THE APPROBRIATE
: DEFICIENCY)

s
i GOMPLETION
: DATE

i

=
W32 Contmued Fram page 16
‘recelves.

~Interview on 4/21/21 with the QIDP and PM
; confirmed client #3 doee not have a BSP to

' receives several psychotropic medications,
Further interview revealed management was

developed however, they failed to follow up to
, ensure this was completed.

- C. Review of client #6's 1PP dated 3/6/21

' revealed he was admilted to the facility on
2126124, Further review revealad he bas
diagnoses of Moderate Intellectual Disability,

. Autisrn, Seizure Disorder and Sensory

 Processing Disorder,

g ER at am and at night for impulsivity,
Bivalproex 250 mg. twice dally for mood and
Risperidone 2 mg. at bedtime for aggression,

Further review on 4/18/21 of client #8's IPP
revealed no BSP to address tha inappropriate
behaviors for the psychotropic medication he
receives,

Interview on 4/21/21 with the QIOP a_nd PM
confirmed client #6 does not have a BEP fo

receives several psychotropic medications.
Further interview revealed management was

developed however, they falled to follow up to
- ensure this was-completed, :
W 340 NURSING SERVICES

. atldress the inappropriate behaviors for which he

aware a behavior support program had not been

‘ .Review on 4/19/21 of client #6' physician orders
dated 3116 21 revealed he receives Cloniding 0.1

address the inappropriate behaviors for which he

aware a behavior support program had not been

L W32

W 340
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-1 Nursing services must include implementing with
- other members of the interdisciplinary team,
appropnate protective and preventive health

i measures that include, but are not fimited to

! training cliends and staff as needed in appropriate

" healfh and hygiene methods,

. This STANDARD is not met as evidenced by:

. Based on cbservation, interview and record.

' review, nursing services and the interdisciplinary

“team failed to ensure staff wera Irained fo assure

- adedquate hygiene relative to wearing masks as

- mandated by facility policy during a shate wide
pandemic of COVID-19. This affected 6 of 6

- clents (#1 #2083, #4, 45 and #8). The finding is:

- Puring abservations in the facility on 4/19/21 from
330pm-Tpm, staff D removed his mask around
4:30pm while he was making & personal call on

_his cellphone in the living room. He sat in the

" living room area for a pariod of about 45 minutes
next to clients #2, #4 and #5. Staff D also moved
about the fagility info the dining room and kitchen
where staff C and client #6 were working on meal
preparation from 5.6pm. Staff D put his mask
back over his mouth and nose at 5:18pm.

_ Buring observations on 419/21 afier supper at
6:05pm staff D removed his mask below his ¢hin
while he was in the living room with cllents #4, #8
and #6. He adjusted his mask over his face at
&:15pm,

. Review on 4/19/21 of the facility's pandemic
policy {undated) which was attached to their
. emergency plan (EP) revealed there were

. This deficency will be: corrected by the
t {following actions: -

A. The nurse wilt be responsible for
in-servicing ait members of the
interdisciplinary team, on the
use of appropriate protective
and preventive health measures,
which include, but ot limited 1
rainings clients, and staff ag
needed in appropriate health

* and hygiene methods, following
COVID protocal by wearing -
surgical miasks at all times while
working in the home.

8. The nurse will monitar this
morthly

¢ The Site Supervisor will monitor
this weekly

D. ‘The Qualified Professional wil

- ronitor this weekly.
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procedures fo prevent fransmission of infectipus
: digease in the facility.

 Interview on 4/18/21 with the qualified intellectual
; disabififies professional (QIDP) revealed the

" pandemic policy requires all staff working in the
*facility wear a Tacial mask thal covers thelr nose

. and mouth, ‘

" Interview on 4/20721 with the program manager

. {PM) revealed stalf are to wear facial masks at all
* times when working with clients due to the state

" declared pandemic of COVID-19,

.
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1001 Navaho Dr,, Suite 101
Raleigh, NC 27609
PHONE: (916)387-1011
FAX: (919)387-1130

e hon M/l
Fax: (414) 1116 o078

Phone: |
LA ’7////// Ky /0&/,/ p

For Review ﬁ’éiease Gommelnt [J Please Reply [1 Please Recycle

1 Urgent

e N R R N o 2 e S S L A e

CONFIDENTIALITY NOTICE: This fax is for the sole use of the intended recipient{s) and may confain
confidential and privileged information. Any unauthorized feview, use, disclosure, o disiribution is
prohibited. I you are not the infended recipient, please contatt the sender immediately and destroy

all copies of the original message.
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April 30, 2021

Kim McCaskili

Facifity Consuitant 1

Mental Health Licensure & Certification Section
- 2718 Mail Service Center

Raleigh, NC 27699-2718

2192189152 M '

2197158078 ¢F

Re: Survey Completed April 13, 2021
Heimsdale Group Home
1317 Helmsdale Drive
Cary, NC 27511
Provider Number 34G253
MHL# -092-107

Dear Mrs. McCaskitl

We appreciate the courtesy extended by you while surveying the Helmsdale Gmup Home,
North Carolina.

As Indicated the Pian of Correction, we have will have the deficiencies corrected for the Annual
Survey Conducted on April 20, 2021 it will be completed by June 4, 2021,

We are committed to prowdmg the highest possnbie care for the people we serve at Helmsdale
Group Home,

If you have any quastians, please ccmtact Cynthia Bradford, Associate Executive Director at
984.205.2630 ext. 238,

Kind Regards,

- Cynthia Bradford, Associate Executive Director -
Community Alternatives North Carolina- Raleigh Region
1001 Navaho Drive, suite 101
Raleigh, NC, 27609
276.252.8193
984.205.2630 ext. 403

Cytithiabradforg®@rescare com




