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C cs'«'R(s> 483, ddﬁ(c)( vy ‘ | \X/ 2 ] 7 . L
| The comprehenswe furzc!mnai assessmeat must;- o ‘ I}?;&fd:f‘aengy wil be c;orrected by I 0 8. 202 h e
: mcfude nutnteuna{ status.” : E 0 QW’”Q act;ons
. : , : A ‘The Clmlcal superv;sor wil
This STANDARD I8 not met as evidenced by .. ensure that each individuals
Baged on observations, record reviews and , S anrival assessments are C
interviews, the facilfity. failed to assurethat 1 of 57 completed by the annual due o
audif cjzents {#5) received an assessment of her .. date :
-swallowing skills wherr the tears noted that she B Clieht #5 will receuve: and
had a history of dysphagia anq Senfmg hera ~ assessment of her
pureed diet. The finding is: | _ " - swallowing skills in order to
During observations on 8/09/2021 at 12:00pm, i determine an appropriate
ofient #5 received a‘puread lunch of fishsticks i diet and consistency of food
| and potatoes with fruit. She was fed her lunch. and drinks at meal
| There were. no observed issues with swallowing, : R C The individual's ISP will be
At dinner preparation at approximately 5:30prn, L | : updated to reflect the current]
[ staff C stated; 1 will:sit her at the table but she © : -~ information in the.
will probably grah." She assisted clent #5 o the ' { . astessment to ensure the
l fable where shewas fed a grge;,nd consistency of i L individuat isreceiving the
th(e:meai (Turkey burgers with cheese and soup | services recommended
with crackers.} She was provided thickened- ]  D.. Staff will be in-serviced on
i water, During this time, she grabbed a fourth of a ; X
| burger from her peer and ate it. There were no ‘ b . the Uﬁ?dai& I'SF”s .
. nbserved consequences or changes. Clients ! ! E RN will monitor ._anci
i"then grabbed another fourth of a burger from the | - document an this monthly
' same peer and she'choked. The homie manager , . Site Supervisor will monitor
' came'toward her and patted her hard on the back - and document on this-one
a: which time the burger projectd out of her. ,‘ U time aweelk
: meuth onto hef lap.” Surveyor 2 told the manager | ‘G, - Clinical Supervisor will ©
| the large piece of food remained on her lap and ! * monitor and document.ori -
.  indicated she should get it so the client did not - ! | o I:hls one tlme aweek
! chake ‘again.
Damng cbservations of breakfast on 8/10/2621, ai i ' E
' ? 00am, client #5 was served 8 pije with ‘ : i
""733 and raisins aMrﬁvﬁ“h?aS . ‘ ‘
/mfom' 0|REC7M; OR PROVIDEBAUPFLIER REFHESENFAT, ES 816 'L;RE BRI ‘ (e paYe
lulm Ll 4 /4 431 Lo /] Ih, /jlul/ f, o L)
" hey-defUERcy Stayhtiorbaling T f T e V% Y AT T Y RAMVENCREAT § il WA A /L1147 % SOOI ¥ Y e 4
other safegdards, mwde sufficient protectmn to fedatiant "t ﬁ structions.) Exeapt for nurfing homes, the findings sfied aboyfe are disclosable 30 dlad
followingAhe date of survey whether or nat a gién AF sorrac provided. For nursing homed, the above findings and lans of &dfrection are disclosable £4
days ioflowing the date these dacuments arg mafle avallable to the facility. If deficlenciss are ciled, an approved slancf correction is reauisite 1o confinued
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well as unmodified arange slices, “E"?us dist was .
not. pureed and there was' Na concern by staff
ahout servmg her this dist: Client #5 unmedrate!y

manager assisting her laughed. She stated sha
laughed because client #5 was so fast., She then ..
eut the ather whale. miuftin in hatf; When asked %’?
her diet wag ‘appripitite shig said, “Yes. " Client

#5 até the whale half of the muffin in one bite and
the othér haif in two bites. She'ate the oranges
(canned) as they Wk sérved {uhmodified. ) 8he
was prcwid e:d ?hfckened water.

| During obsewatmns of the med;cahun
l administration pass on B/10/2021 at 6: 30am,
cliont #5 was giver her medications in reqular
J unthickened milk with strawberny flavoring. When
; the milk was finished she was given reguiar
. ; unthlckened wafer ?0: the rest c;f her medication,
\

Rewéw of cheﬁt #5‘s HiEL GHBT on 8/9!202*%
: revealed she should réceive @ pureed diel,
| Further review of client #5's individual pragram.
| plan (IPP) dated 12/30/2020 revealed she should
| réceive g puread diet with nectar thick flqmds it
i noted §he had a histoty of dysphasia, Further
| review revealed the current physician order which
" noted chient #5 s on & pureed diet with thickened
| liquids but also noted she may have *cheese
i puffs, cheerios, graham crackers, ice puffs, _
; saltines, yogurt puffs or other approved iterns as
. * per Speech " Further review of client #5's
Nuﬁntmna! evaliation dated 6/8/2020 reveaied ]

she needs a "puree dfat for safe PO intake.”

There was no modified barium swallow atudy
(MBSS) or swallowing team assessment in client
.1 #5's record to clarify exactly what dief she should
: be oh and if other non-pureed foads were -

ate-one’af the whole muffing and the group home h
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: CFR(s): 483 440 fe)(4)
I : The, mci:wduaé pmgram pian stales the specific
. ob;actu{es necessary fo meet the clent's needs,

‘ "as identified by the compréhensive assessment |
requlred by paragra;::h (c){ } of this section.

|
|
i

Thas STANDARD is not met as svidenced by:
| | Based on observations, record teviews arid
! intervigws, the faicility failed to assure 1 of 5 audit
' clients (#5) had specific training objectwes o
. meet identified needa Specificafly, ¢ lient #5' s,
" observed nesds to not ta?:e food that is an
inappropriate diel texture anr:i tcx slow her rate of
. eating was not addreésed with & trammg
" bbjective. The ﬂncimgs are: "

i During observations on 8i09/2@21 at 12:00pm,
- client #5 received a pureed lunch of fishsticks
. and potatoes with fruit. She was fed her lunsh.

. ... addressthe current needs

| . - updated I5P's and proper
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N cr ' ! : ‘ ) E N * )
-intarwew thn the quahﬁad mte}iec’tizal dusablllty - g &
professional (QIDP) dn 8/10/202% revesled that .
| client #5 had sut received a MBSS, When asked
lifshe had received a swailmwng -evaluation, he-
| called hi muirsé who told him to the best ot her .
knav;fledge: "She has never received a swallowisig C
- evaluataen " The QIDP confirmed this may be & i b
| need for client #5 because there is nota list of I Lo s , : ‘
othér foods she is okay to eat that are a ; R 74y y M o U
non-pursed consistency. He acknowledged that E i This deficiency will be carrected b_y 10’8?02.1 .
: staff fed her foods not on the list but no j ; the foﬂowmg actions:
| management seemed certain as o whelher these ; ;
foods were okay or needed to be pureed. o P R .
N N ‘ P LA ANISP'S will Be rewewed,
w 227 | INDIVIDUAL PROGRAM PLAN P w227 PO,
| | B. Al ISP's will be updated by

:  thie Clinical Supervisor to

..80d goals ¢ and specific.

P tramzng dbjectives that need

.- . tobeputin place.to meet

L identified needs

€. Clent #5 will have specific

P ”trammg objectives to meet
identified needs

0. Clinical Super\fssor will in-
serviced a if staff on the

: documégntation, .
B Site Superwsor will monitor
and document on this one
time aweek
F. Clinical Supervisor will
monitor and document one
time a week - - ‘
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There were no observed i issles with swallowing,
At dinner preparation at approxumate!y 5:30pm, -
= staffC stated; *| will sither at the table byt she
will probably grab.” She assisted cfient #5to the
table-where. she was fed a ground mnsustency of
.1 the: mieal (Turkey burgers:with cheese and soup R P I T T .
- with.crackers.) She was provided thickened O R O T T T e
-water. During this time, she grabbed a fourth of a T T
| burger from her peer and ate it. There were no . I I T A ' :
observed consequences or.changes. She then R e T T o
grabbed another fourth of a burger from the same | P SR : ‘ R
peer and she choked. The home manager came i
foward her and patted.her hard an thé back at K

wh:ch tirne the burger projetted out of her mouth
onto her lap. Surveyor 2 told the manager the
large plece of food remained on her lap and |
indicated she should get it so the client did nof i
© ¢ choke again. <

During observations of breakfast on 8/10/2021, at C e e e e
" 1:00am, client #5 was served aplaté with Lo T e e 2
patmeal and raisins and fwo whole muffing as
well as unmedified orangs slices. This dist was - ; .
not pureed. Client #5 immediately ate ohe of the ‘ : ‘ ‘ ;
whole muffing and the group home manager ' P ‘ N
- assisting herlaughed. She stated she laughed . e e BRI ' '
because.client #5 was so fast. She then cut the

. otherwhole muffin in half, Client #5 ate the whole
half of the muffin in ane bite and the other half in

© two bites, She ate the oranges (canned) s they

| were served {unmodified.) She'was provided a -
 whete bottle of thickened water,

: Review on B/10/2021 of client #5's diet order on
: 8/9/2021, revealed she should receive a pureed
. Hdist Further review of client #5' individuat
. program plan (IPP) dated 12/30/2020 reveated
i she should receive a pureed diet with nectar thick
llqz;sds it noted she had a history of dysphasia.

FORM CME-2587{02-99) Fravious Varsions Obsolats Event I EWER T Faaility #); 955749 - IF fontinuation sheet Page 4 of 12




CFR(s}: 4&3,440((:){6)(\/3)

i The individual program plan must include
.. npportunities for client choice and.
Uselfmanagement. '
This STANDARD is not mef as evndenc&d by,
Based on observations, record review and

- interviews, the faciiity failed to provide a choice of
. meaningful activities as per the Individual
© program glans (IPP) for 3 of 5 audit ciients (#2
#3 and #5). The finding is: - '

. During observations on 8/9/2021 from 9:45am

Funtil 19:00am (78 minutes), the staff and clients
- sat by'a television inthe living room. No clients

- seemed inferested in the television. At 11:00am,

; e staff-turned it onto a music channel and

i-began to get the clients to dance. No chcnoe was

prowdeci 1o the clierts.
? Additionally, during obdervations on 8410/2021
. from 8:30am unil breakfast at 7:00am (90

This deficiency will be corrected by

.+ the following actions:

ek el A

Yo thatall ISPs sire updated

All statf will be in-serviced on

the updated ISP's

All staff will be inserviced on
client rights and client choice
All clients will be given the
opportunity to choose
meaningful daily activities
Site Supervisor will monitor
and document that this is
occumng one time & week.
Clinical Supervisor will
monitor and document that
this is occurring one time a

B.

Clinical Supervisor will ensure] .. ...}

WEEK
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W.227 | Continued From page'4 el Wzar -
The.IPP. did not address the fast pace of eating or - ; . <! o
taking food {especially that was not her diet o
consistency.) The goals included oral hygiene, - P
medlca{mn admmis?rahoz‘x money and behavic:rai i
' o 3 15
: Rewew of. the current behaworwpport prograim H |
| (BSP) dated 12/30/2019 revealed a plan to ;
-address hair pulling self-injurious behaviors with ! :
o miltens. There were no . cther 2argei behawora :
i listed. ug i :
C ] i
| Interview with the qualified inteliectual disability f |
. professional (QIDP) on 8/10/2021 confirmed that ! ; i
| client #5 does not have a program to address x i
* - taking the wrong diet téxture or eating to fast. . W 247
W 247 { INDIVIDUAL PROGRAM PLAN W 247 10.8.2021
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L Wh247 Cantmuad From pageﬁ I PR W 24T -
’ minutes), all clients sat by.the telgvision ntha Co LI NI
living-room and were not provided any meaningful - [ T AR

activity choices.. Observation of the schedule on - - T e ) L S
the wall indicated they should be provided .~ Sl o e » b
mppmamtles to do c:hmes ‘ ‘ : ‘ . '

Rewew of the chen’fs IPPs revealed they couid all. f‘
gy ma}ce choices. . . g

A Revaaw on 8/9/2021 of c:hent #5's IPP ciated

| 12/30/2020 revealod she can make choices and ‘
| likes to play with sfring activities and do adtivities % :
| with house mats. ‘ , : Lo o . i

E B. Review on 8/8/2021 ef dient #3's IPP dated
i 111112020 revealed that he can make choices .
; and has specific games he prefers,

; C. Rsvaew on 8972021 of cliegnt #2's PP dated 1 ; o P
- 511112021 revealed that she. can make thoices T L A S| AP
~and prefers visually stimulating objects, © Lo ' R S K N
Interview with Staff G on 810/2021 revealed

' clients can make choices if the choices are ! , \
- presented to them, Further interview with the Cy | : . o
. group home manager indicated there is no real 3 oo R ;
! structured schedule for the home time during
i COVID, Bhe stated they just "do activities and
- games.” When-asked if they do goals she
! confirmed they do, The qualifi ed intellectual
' disabilities préfessiorial ((;}IDP) confirmed that
i chents should be given c:iaolces throughout the . ‘ : Cd
. , day — o - R R
w 283 PROGRAM M{)NITORING & CHANGE o W63 o
. CFR(s) A83.440{(3)(i1) ' RIS
The committes shoui ki ingure that these programs
-~ are conducted anly with the written informed
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. E DEFICEENCY) !
R o ’§w263
W263 ! Conlinued Fram page 6 3 W 2631 Thls deficierncy will be’ mrrected k:ay :
| congent of the client, parents {if the chent 8 a . j the fol!owrng actions: §O‘8:42 I
: m;nor) or iaga& guarduan SR . % A C!;mca; Supervrsorwn ensure ]' SAESRE
L ', T T mo T Tt f " thiat current behavioral ;
' f-'E “This STANDARD is mt et as ewdenceci by T suppc:t pTE‘EE")S are put m placg Lo
.| Based on observations, récord reviews and. 5 B. All behaviaral support plans ] S :
| inferviews, fhe facility.féiled o ensurs 1.0f 5 audit P willbereviewed . SR R
clients (#5) reéceived her modified diet ag iy 3 - G Al behavioral support plang Do e
preseribed,. The finding Is: facility falled to assure f : will address the current ‘
the lnfarmeci wiritten consent.of the- guardaan ! ' : 'neeas and ter:hmques to
‘before implementation of their behavior support 1 R ;
| programs (BSP). This affected 3 of 5 audits (£3, ! i manage inappropr iate i
. #4 #5). The findings are: L ! behaviors
1 i ¢ . D. All proper techniques will be
A Review on 8!9/2@2‘1 revealed client #3 h:acl a o used to manage behaviors
BSP dated 12/4/2019, The. pian addressed E. Psychafagisg will review alt
agztatlon physlcal aggression and failure to ; . plans
. cooperate, it was noted to be 3 restricive plan as j ‘ . i
, it included medications such as Buspirone, : o F. HRC appr -DYE"- and th_e proper
| Amitiptyline, Hydroxyzine HCL, Miriazapire and .~ e ronsents willbe obtained for,
: ; Risgieridone, " There wak nbt a current BSP LT AL bENEVIGEE) support 'p‘la’%ns
| onaent in ”‘@ record, : G, Cinical | Supervisor will review
i B. Review an 8/9/2021 revealed client #4 had a ?gg;i;?% ?;?frsé;\r; duals
i BSP dated 5/1/2020. The plan addressed AR :
' inappropriate verbalizations, noncormpliance, - specifically #3, #4, and #5
i physical aggression, property. destruction and whose consents were
: false accusations. it was noled 1o be a restrictive ‘mgssfr]g
piafz as it included medications such as Lexapre, H. Al Staffwm Be in- Ser\/?ced on
Oianzapme and - Inderal 1o aid in hehaviorat o
Ceontrol. There was not &' curreaé I%P consent in update DEhgwow Supp o
ths record. : : Plans
o I Site Supervisor. weir momtor ‘
‘ O Review o 8/9/2021 revealed client #5 had a and document that this is
| BSP dated 12/30/2019, The plan addressed SIB oceurring one time 4 wéek
- of hair pulling. it was noted to be a restrictive . . .
- plan as it included the use of mittens and 4. Clinical will monitor and
- medications such as Benziroping; Ziprasidone, document that thisis .
: Clomipramine, Gabapentin ang Baciofen There occurring orne time a week
© FORM CMS 25&7’(02~89) Previus Vergions Cosolete Event 107 EW6911 Fagility i0: 955740 . [F eoplinuation sheet Page Tof 12
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J Techmques to marzage ;nappropnate client |
behavior must never be used as a subsh%ute for

l an acfive treatment program. .
’.

Thzs STAN DARD is not met as evidenced by: -
{ Based on observatrons record review and |
. interview, the facility faifed to assure specific

: ‘ techquzes to manage client #2's rapid eating

" were included-in‘aformatactive treatment
© progiam This sifésted 1 of 5 audit ctrantg (chen‘i
#2} ‘The funr;img is:

| Based on obsewat;ons during dininer on
8/9;’2023 stalf C was assisiting client #2 with. her
' meal, Duririg this time, when client #2 began-

| eatsng too quickly, staff G held client #2's arm st
approxrmataiy 35 seconds until she swaliowed

| what was in her mouth, During further
- bbservationon 8/10f2021 of braakfast, staff B

« was assisling client #2 with her meal. When cliernt
#2 began to eat too quickly, staff B would pulled
 client #2's tray out of her réach until she had

. swallowed what was in her mouth, Staff B-did this

: saveral fimes throughol the meal.

Revrew on 8/10/2021 of elient #2's occupational
therapy quarterly update (dated 7212021}

iSP's

IS to indlude any specific
techniques that need to be -+ |
utilized or goals that need to be
; put in'place to manage client
i pehavior
' G Clinical Supervisor wift update
‘ the ISP for clignt #2 to include
v ;_speqf c techmg;;ues rhat can be
;U used to address rapid eating
- D Clinical Supervisor will review all
. BSP's to ensure that any
_ . technigues that are to be
C &:tilized are include in there as
AR

F. Site Supervisor will monitor
© and document that this is
_occurring ome time a week
G. Clinicat will momtor and
document that this is

S A “Clinical Supervisor waff review al]

BT S Cilmcas Superwsar wil in-service
! stall.on the updatad ISP and BSP:

B " Cliniica) Supervisor will update i

occurring one dme 2 week

»
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! ‘ , - DEFICIENCY) 7
b . : B N ” , 5 ‘:m. L e Ry .~4:
e |
: wzsa -.Contrnued From paga 7 ‘ S Waes : i ‘
| was nota current BSF’ consem in the reeord . i . £ I
A * S ).
Emervrew Wrth the qualuf%ac{ mtellectual d:sablhty R 5
professional-{QIDP) on 810/2021 revealed nene '
of the current mqusred i:aehavsmr:ai consents are in T 235 ‘ B
. |place.. .. | This défix aency will be Csrrected by the 1082021 i
W 2_88 [ MGMT: OF fNAPPROPRiATE CLIENT W288 fmi?c)ng actions: .

Fatiliy 10 955749
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© | GFR(s): 483.460(a)(3)(ii)

| The faciiity must provide or obtain annual physical

i examinations of each client that at a minimum
| includes routing screening laboratory

' the physician recommended “lab work today.”
+ Further review of client #2's record revealed no
- lab work was obtained on that day and has not
b&&n rescheduled.

Dm‘ang an mtemew on 8/1 0!2021 the house
- manager revealad client #2 was uncooperative
*with lab work eing drawn on that day and no

W 325
This deficiency will be -::wrected by the
following actions;,

monitor and document on this
this monthiy :
E' The Nurse will monitar and
" document on this monthly

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA {X2) MULTIFLE CONSTRUGTIDN (X3} DATE SLURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A‘ BUILDING COMPLETES
. 3406292 8, WING _ O oBMO/R021 |
NAME OF PROVIDER GR SURRLIER ‘| . BTREEY ADDRESS, CITY, STATE, 2IF CODE IEEEPEENICHN
| e ' R 0B DRIVE
&acKonD & 4408 ROCKWG
AL P ‘ . 17| RALEIGH, NG 27612
e ¢ . SUMMARY STATEMENT OF DEFICIENCIES - © S o L PROVIDER'S FLAN OF casmecﬂow
?REF;)( . (EAGH GEFICIENTY MUBT BE PRECEDED BY FULL & F‘RE?iX ‘ . (EACHUORRECTIVE ACTIDN SHOULD BE -
e J+ REGULATORY-OR LG IDENTIFYING INFORMATION) A CROSS-REFERENGED TO THEAPPROPRIA?E
N o DEFICIENCY)
W 288! Contingied From page 8 S WEBg s f
© | revealed "staff should continue to pomfron : ‘ ;
themselves close to client #2 during meais. If |
| client #2 starts to eat at @ fast pace, overioad her f
$poon, and does not respond to verbal prompts to b ! b
slow. down, staff is nearby to offer physical i Do g
: prompts for slowing down”. The type of physncaf N ? -
pmmpts fo be used were nof listed. s |
! . : ! !
g Interview on 8/10/2021 with the home manager . o g
: ‘revealed staff are only aware of anesd foslow | . 3
client #2 down if she began to eat too quickly but | ' |
1 ¥
1 were unsure of proper technigues to use. : U 5
W 325 | PHYSICIAN SERVICES W'325§’

10.8.2021

| examinations as detarmmed necessary by the A The Sie Superwsar wilf ensure A

¢ physician.. | thatai clients medical -
j . : appointments are completed as o
+ This STANDARD is not met as evidenced by: g . Draered

- Based on record reviaw and interview, the facility ! B. Ciient #2 will obtain the labs

. failed fo assure labs as determined necessary by wark that was ordered, but not

. a physician were obtained for 1 of 5 audit clients compieted due to chent nor-
' (#2), The finding Is: compfiance
S _ : _ C. Tthe Site Supervisor wil
3 Review on 8/19:’2_02’? gf client #2's consultation ‘ docum ent on this weekly
" report from an office visit on 7/13/2021 revealed

. 0. The Clinical Supewlsm will

FORM CMS-2567(0:2-63) Provious Versions Obsalele

- Bvant {3 EWBP 11
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STATEMENT OF DEFICIENCIES (X%) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
ANE PLAN C?F-" CORF!EC?K.‘I.N IDENTIEICATION NUMBER:. A BUILDING COMPLETED
‘ ‘ jdcagz v BWING _ : b8 0izoM
© NAME OF PROVIDER OR SUPPLIER ‘ ‘ STREET ADDRESS, CITY, STATE, ZIP CODE N
e 4408 ROGKWOOD DRIVE .
ROG
SKWOOR v o | RALEIGH, NG 27692 e
| e B SUMMARY STATEMENTGF DEFICIENGIES - -+ . .i o T PROVIDERS PLANOF CORRECTION + % 11 gy
o PREF **T(EACH DEFICIENCY MUST BE PRECEDED BY FULL . . 5" ] ... PREFIX ° ":  (EACHCORRECTIVE ACTIGN SHOULD BE *QOMPLETION
COTAG- " REGULATORY.OR LEG IDENTIFYING INFORMATION) TAG 1 CROSSREFERENCED TOTHE ARPROPRIATE - DATE .
‘ DEFIGIENCY)
"W 325 | Gontinued From page 9 oo W 3253 K
‘ follow up appeintment has been scheduled,
W 436 | SPACE AND EQUIPMENT : i W436, . W 436
B .":4 4 b e
CFR(s) 483.470(g)(2) | |This deficiency will be corrected
i The facil ity must furnish, mamtain in good repair, | by the fOIJGWInQ actions: .
and fteach clients touse and to make informed i - R Ty
choices about the use of dentures, eyeglasses, ( 110.8.2021
! hearing and other communications aids, braces, i : < P . co
! and other devices identified by the F D A taﬁ‘/}n“ be in SEWICEG on
| interdisciplinary team as needed by the client, | . all ISP's and adaptive :
: ' | P equipment used by each g
1 client will be identified . |
Thzs STANDARD is not met as avidenced by: B. The Site SUPENESQF will be k
" Based on observation, record raview and : responsible for ensuring |,
| interview, the facility failed to assure client #’1 was that all adaptive :
 fumished adaptive equipment that was & f ;
. maintained in good repair. This affected 1 of 2 ; @qw? ment s fum_;shed
+ audited clients who were prescnbed g!asses and-in good repair
o . G Client #1 will have her !
Dwmg obsewatmns in fhe hmme thmughvut the adaptive equi ,
. survey on 8/8-10/2021, client #1 did not wear ; plive equipment :
| eyeglasses. The client was not prompted or {ey e_giassesj repaired and |
Ebest@d to wear eyeglasses. available for her use ;
R 8192202% f ctiont #f'ﬁ Individual D- The Site Supervisor will :
evigw on Or Giig ndividuz . ; :
| Program Plan dated 4/14/2021 revealed glasses monitor.and document on:
. a8 adaptive squipment rieaded. Further review this weekly 5
" revealed a visual examination on 1/14/2021. The E. The Area Supervisor will
| report noted c?sent #3 needs glasses. mon‘ité)r and document on
Interview an 8/10/2021 with the home manager this monthly
- indicated she was not aware that client #1 F: The Clinicat Supervisor will
currently had of needed glasses, After look&ng in .
 client #1's room, the home manager found eye mc;n:tff;r and document
. glasses that were broken and unable to be o this weekly
: utifized by client #1. o . :
W-460.:' FOOD AND NUTRITION SERVICES W 460"

FORRM CM2-2567(02-48) Pravious Versions (bsolats-
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| inferview.the facility failed to ensure 1 of 5 audit
chients (#8) received her modified diet as
prescrlbed The finding i s

}’ Durmg observations on 800/2021 at 12:00pm,
i clsant #5 received a pursed lunch of fishsticke
 and potatoes with fruit. She was fed her lunich.
| There were no observed issuss with swallowing,
{ At dinmer preparation at approximately 5:%0pm,
staff G stated, " will sit her at the table but she
will probably grab.” She assisted client #5 o the
1a£>¥e where she was fed a grountt consistency of
. the meal (Turkey blrgers with cheese and saup
{ with crackers.). She was providad thickened
: . water. During this time, she grabbed a fourth of a
} burger from her peer and ate it. There were no
: Q observed consaequences or changes. She then
grabbed another fourth of a burger from the same
i peer and she choked. The home manager came
toward her and patted her hard on the back at
' which time the. burger projected ouf of her mouth
| onto har fap, Surveyor 2 told the manager the
 farge piece of food remained on her lap and
" indicated she should get it so the cl:em did not
chake agam

During observatimns of breakfast on 8/10/2021, at
. T:0Cam, client #5 was served a plate with
oatmeat and raisins and two whole muffins as
. well ag unmedified orange sluoes This dlet wag

© B The Clinical Supervisor will

revigw eack (5P

The Clinical Supervisor will in-

service staff or the updated 15P

ta ensure the proper diet

- -guidelines are being followed
D. Staff will ensure that client #5%

modified diet is being followed
£ The Site Supervisor will monitor
-and dacument on this weekly
F. The Clinical supervisor will
©omonitor émd doz’:umeﬂt on ths
ygikdly .

K]

G.- The Area Superv;sor will moniton |

and document on this monthly

FORM CMS- 2557(0”-&9) Prtwrous Vefaiana Obeolele
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‘ROCKWOOD -
i S oo . o y RALEIGH, NG 27612, . :
CCfKayin | EUMMARY STATEMENT.OF DEFICIENGIES [ PROVIDER'S PLAN OF cam&%(:ﬂcm U
| PREFIR- " (EACHDEFICIENCY MUST BE PRECEDED. B‘{FULL L ma:;x . (EACHCDRREGT!VEAG’TIGN SHOUWLDBE. -~ | comPugmon | o .
ThG: - -REGULATORY.OR LEC I0ENTEYING INFURMATION) T TAB 1 GRDSS-REFeaENcE&m--'me-mmapmﬁ&e- Ao LDATE.
l DEFICIENCY) ‘
- W460.| Continued From page 10 g | WABDE T o 7;‘.~ S
CFR(s) 483;480(9)(1) B R e , Iy
| ? | W 460 . : 10.8.2021
Each ci;ent must feceive a nc:ur:shmg. S - This defcgency will be corrected by the P :
well-balanced diet including modified and ? i fogowmg ac:gons i
sgecnaﬁy«pr@scnbe:d dies. i ;o i
3 : : o5 A. Allindividuzi Supportplans will
. L o ! It  be updated ta include the.
i This STANDARD is not met as evidenced by: i b o recommended axet for each
Based on observations, record review and 4o client ’
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“Continued From page 1
"1 not pureed. Client #5 immediately a?e Cthe of the

whole muffins and the group home manager

"o v assisting her laughed. She stated she laughed
[ because client #5 wad'so fagt, She then cut the

' other whole muffun in half. Client#5 ate the whole
<"half of the muffin in one bite and the other half in
two bites. She ate the cranges (canned) as they

were sered (uimodified.) She was provided
thickened water. -

During obsérvations of the medication
administration pass on'8/10/2021 at 6:30am,
client#5 was given her madications in regular
unthickened milk with strawberry flavoring. When

- the milk was finished she Was given ragular
- unthickened water for the rest of her medication.

Review of lient #5' diet ofdeér on 81912021,

; revealed she should receive & pureed diet.
 Further review.of cfient-#5's individual program

; plan (IPP) dated 12/30/2020 revealed she should

; receive a pureed dist with nectar fhick hqusds i

i noted she'had a history of dysphasia, Further

: review revesled the eurrent physician order which

noted she is on a pureed diet with thickened

~Higuids but also noted she may have "cheese

i puffs, cheerios, graham crackers, rice puffs,

| saltines; yogurt puffs or other spproved items asg
¢ per Speech.” Furtiver review of client #5's

Nutritional evaluation dated 6/8/2026 revealed

.. she npeds s"‘purea diet for safe PO intake.”

E'Irst@:r\.fw,»w with the group home manager on
: 8/8/2021 revealed that client #5 should receive a
- pureed diet with thickened liquids.

WaeD,"

e e e e e Foe don e e e
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