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W 245 | PROGRAM IMPLEMENTATION W 249
CFR(s): 483.440(d)(1)
As soon as the Interdisciplinary team has N I /pz 0 /ﬁl
formulated a client's individual program plan, W248 The facility wil ensure
each client must receive a continuous active that each cii .
treatment program consisting of needed continuo ffen"t receives a
intervantions and services in sufftclent number us active treatment
and frequency fo support the achisvement of the plan cons isting of needed
g::.;j:t:twes identifled In the individual program i”tt?WEﬁtions and services
as identified in the Individual
;’“’gm Plan (IPP) In the
rea j i
This STANDARD Is not met as evidenced by: of adaptive devices
Based on observations, record reviews and and eqtipment,

interviows, the facility falled to ensure 3 of 6 audit
cllents (#3. #4 and #5) recalved a continuous
active treatment program consisting of nesded
Interventions end services as ldentifled in the
individual Program Plan (IPP) in the area of
adaptive devices end equipment. The findings
are:

A. During observations at the day program and in
the home throughout the survey on 9/20/21 -
8/21/21, client #4 was observed wearing a gait
palt. Throughout the observations, there was
only one time when staff assisted client #4 by
holding onto his gait belt after he fell while outside
doing a bawling activity on 8/20/21. At ne other
time did ataff provide assistance by holding anto
the gait belt while client #4 ambulated throughout
his home, the day program and outside,

Reviaw on 9/20/21 of cllent #4's IPP dated
8/26/19 reveslad, "dus 1o occasional falls, he Is
monitored vary clogsly and a gait balt is used,”

Reviaw on 9/21/21 of cllent #4's physical therepy

LABORATORY DIREGTOR'S OR PROVIDER/SLIPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DAIE
t L] Al -
L Clinieal Sugeryicor [0-]-204]
. g ith an asteriek (*} denctes a deficiancy which the Institution may ba dxcused from correcting providing It 12 detarmined that
safeguands provide sufficlant protection 1o the patiants, (See instructions.) Except for nurging homes, the findings siated sbove are disclossbie 90 days
following the date of survey whather or not s pian of correction Is provided, For nursing homes, (he above findings and plans of corraction are disciosabis 14
days following the date these documents are made available to the faciity. If deficlencies are cited, an approved plen of comection is requisits to continued
pragram participstion.
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W 248 | Continued From page 1 W 249
(PT) evaluation dated 1/28/19 revealed a
racommaendation to "continue galt beit with close p .
supervision for ambulation in the home, outside rogram Manager (PM) will
and for community outings.” purchase new wrist weights.
Interview on 9/21/21 with Stalf B revealsd that Qualified Professlonal (QP)
staff should be holding onto cllent #4's galt belt and PM will inservice staff
when he is getting up from sitting and when he is on ensuring client #3 will
smbtidating in any environmant, wear wrist weights daily.
intarview on 8/24/21 with Staff A revealed that Habilitation Speclalist (HS)
staff should be holding onfo client #4's gait belt will monitor weekly, PM will
anytime he is getting up from sitting, and when he :
is Up and maving around. monitor dally and QP will

mornitor monthly.
Interview on 8/21/21 with the gualified intellectuzl
disabilities professional (CHDP) canfirmed staff . :
should be holding onto client #4's gait belt when Physical Therapist (PT) will
he is ambulating. inservice staff on the proper

us i
B. During cbservations at the day program and in age of cizgnt #4 galt beft
the homa throughout the survey on 9/20/21 - PM will monitor daily and
9/24/21, client #3 did not wear wrist welghts. QP will monitor monthly.
Throughowt the observations, cliant #3 was
observed fo have constant tromors in both of his o ,
hands, QP and HS will inservice

staff on client #5
Reviaw on 9/21/21 of cllent #3's iPP dated

10/17/19 revealod client #3 "has canstant tremors communicatipn board

af his hands and wears wrist weights to decroase usage. HS will monitor
the severity." weekly, PM will monitor
Review on 9/21/21 of client #3's medical daily and QP will monitor
evaluation dated 10/23/20 revealed client #3 monthly.

“wears wrist weights to decraasae the severlty for
constant tramors of his hands.”

Interviaw on 9721724 with the GIDP confirmed
client #3 should have been wearing wrist waights.
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W 249 | Continued From page 2 W 249

C. During observations at the day program and in
the home throughout the survey on 8720021 -
224121, staff wara obsarved to verbally
communlcste diractions to client #5.
QOhbservations in the home revasled a
commiunication board for clilent #5. At no time

during the survay was the communication board
utilized.

Review on 921721 of chant #5's 1PP dated

811119 revealed he usas some sign language

znd gestures to make his nesds and wants
NOWN,

interview on 9/21/21 with Siaff B revealad that
cllent #5's communication board is used to
communicate to him regarding his scheduls,
activities, ete, such as bathroom or mealtimes.

Interview on 8/21/21 with the QIDP confitmed that
staff should have utilized the communication
board for cilont #5 1o communicate with him
about his schedule,

W 260 | PROGRAM MOMITORING & CHANGE W 260
CFR(s): 483.440(f)(2)

Al least annually, the individual program plan W60 Ti_']e fagiii:y will ensure /l /ga / 4l
must be revised, as appropriate, repeating the that the interdisciplinary
process set forth In paragraph (¢) of this section, team will meet annually to

revise/update the Individual
Thiz STANDARD is not met as evidenced by: Program Plan (IPP).

Based on-record reviews and Interviews, the
facility falled to update the individusal program
plans (IPP's) annusaily for 6 of 8 audit clients (#1,
#2, #3, #4, #5 and #6). Thea findings are:

FORM CMS-2587(02-98) Pravious Versione Chanlsta Event i TETHN Fagiiity ID; £45332 if continuation sheet Page 3 of 13
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W 260 | Continued From page 3 W 260

A. Review on 8/20/21 of client #1's record
revealed an IPP dated 2/5/20. Additionat review
of client #1's record revealed no updated 1PP
since 2/5/20. During ohservations st the day
program and In the home throughout the survey
on 9/20/21 - 9/21/21, staff conslstently trained
objectlves with cllont #1.

Interview on 9/21/21 with the qualified inteflectus}
disabilitles professional (QIDP} confirmed ofient
#1's IPP has not been updated since 2/5/20,

B. Review on 8/20/21 of cllent #2's record
revealed an IPF dated 8/12/19. Additional review
of cliont #2's record rovealad no updated PP
gince 8/12A19. Durng ubservations at the day
program and in the home throughout the survey

on 9/20/21 - 9/21/21, staff consistently trained Qualified Professional (QP)
cbjectives with client #2. will schedule each individual
Interview on 9/21/21 with the QIDP confirmed reatment plan meeting with
client #2's IPP has not been updated since all Interdisciplinary team
8r1219. members including the

. Review on 9/20/21 of cllent #8's record individual and their guardian
revealed an PP datad 10/17/19. Additional annually to develop/revise
raview of client #3's record revealed no updated each individual's pl

IPP since 10/17/19, During observations at the $ plan, At
day program and in the home throughout the the time of survey individual
survey on 9/20/21 - 9/21/21, staft consistently #1, #2, #3 and #4 IPP'g

trained objactives with client #3. were done and not present

Interview on 8/21/21 with the QIDP confirmad In the record book. QP will
cllent #3's IPP has not besn updated since monitor monthly
10/17/18. :

D. Review on 8720/21 of cllent #4's record
ravasled an IPP dated B/26MM9. Additional review
of cllent #4's record revealad noe updated IPP

FORM GME-2B8T(02-09) Previous Vankions Obeolate Event 10 THTKN Faciity 0 546333 # continuation sheet Page 4 of 13
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W 260 ; Continued From page 4 W 280

since 8/26/18. During obsorvations of the day
program and in the home throughout the survey
on $/20/21 - 9/21121, staff consistently tralned
objectives with cllant #4,

Interviaw on 9/21/21 with the QIDP confirmed
client #4's (PP has not been updated since
826119,

E. Review on 9/20/21 of cllent #5's record
ravealad an IPP dated 911119, Addittonal review
of client #5's record ravestad no updated (PP
sinca 8/1119. During abservations af the day
program and in the home thraughout the survey
on B/20/21 - 9/21/21, staff consistently trained
objectivas with client #6,

Interviaw on 9/21/21 with the QIDP confirmead
glim}t #5's {PP has not been updatsd since
1111189,

£, Review on $/20/21 of cllent #8's record
revealed an IPP dated 4/23/20, Additional review
of client #8's record ravealad no updated IPP
since 4/23/20. During observations at the day
program and In the homa throughout the survey
oh 82021 -« B/21/21, staff cansistently trained
ob|ectives with cllent #6,

interview on 924721 with the QIDF confirmed

glient #5's PP has not bean updated since ;
4123420, W368 The facility will ensure

W 368 | DRUG ADMINISTRATION waes|  thatall drugs are ”/‘g‘o/"“
CFR(s): 483.460(k)(1) administered In compliance

H s,
The system for drug administration must assurs with physician's orders to all

that all drugs are administered in compllance with clients.
the physiclan's orders,
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W 368 | Continued From page 5 W 368
This STANDARD s not met as avidenced by,
Based on observations, record review and Nurses will frain all staff on
interviaw, the {acllity failed to srsure medications client #4 MAR's and
were administered in accordance with physician's hysloi
orders, This affected 1 of 8 audit cllents (#4). Physician orders. Nurses
The findings are: will train and inservice staff
A. Durlng observations of madication on rf%a’cflng MAR S'.
administration in the home on 9/20/21 at 4:13pm, administering medications,
Staff D was observed to administer Systane eye applying eye drop
drops to client #4. .
medications and
Review on 8/21/21 of client #4's Physician's documenting given
Orders dated 8/11/21 revealed at order for medications. Nurses will
Systane eye drops, "Instili 2 drops in both ayes 3 inservi talf
fimes a day af 8:00am, 2:00pm and 8:00pm.” ervice staif on proper

administration of all
Interview on 8/21/21 with the facifity nurse medications
confirmed client #4 should have recelved his eye N regulgriy _—
drops at 2:00pm, urses and PM will monitor

weekly and QP will monitor

B. Durlng cbservationa of medication manthiy.

administration In the home on 9/21/21 at 7:40am,
client #4 was observed fo ingest several
medications, Including Metformin 500mg. Prior to
taking his morning medlcations, client #4 was
observed 10 eat breakfast,

Review on 9/21/21 of client #4's Physiclan's
Ordars datad 8/11/21 revasied an order for
Metformin S00mg, "Take 1 tablet dzaily bafore
meals for sugar.”

Interview on 9/21/21 with the facllity nurse
confirmed client #4 should have taken the
Metformin prior to sating braakfast and not after,

FORM OMB-2567(0:2460) Previoiis Versions Obsolats Event D TOTK Facifity I0; 645333 ¥ continuation sheet Pege 8 of 13



A0S 2027 1004 Commun ity Innovations {FhX 9108461703 B adEs 01

PRINTED: 08/22/2021
DEPARTMENT QF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIERICLIA (%23 MULTIPLE CONSTRUGTION (X3} DATE BURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETEDR

340315 B. WING 09/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ACDRESS, CITY, STATE, 2IF CODE
483 CREEK RDAD
CORBEL RESIDENTIAL ORRUM, NG 28369
%y 10 SUMMARY STATEMENT OF DEFICIENCIES : [} PROVIDER'S PLAN OF GORRECTION (M5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL BREFIY (EACH CORRECTIVE ACTION SHOULD BE GEMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATR
DEFICIENGY)
W 460 | Continued From page 6§ W 480
W 460 gggg)@fgs l:gg(f;;‘(l;!?N SERVICES W4B0|  WA460 The facility will ensure i /ﬂg 4l
PGS, that each client receives a /
Each cllent must receive a naurishing, nourishing well-balanced
:;g;i;:;r;:r;g ;;?,L i;:*;é?gfg modifled and diet including modified and
specially prescribed diets.

This STANDARD is not met as evidenced by
Based on ohservations, record roviews, and
intarviews, the facility falled to ensure 4 of 6 aucdit
clients (#2, #3, #4 and #5) received their spacially

prescribed diet as indicated. The findings are: Staff will be inserviced by

A. During observations at the day program on Nutritonist/Dietician on

9/20/21 at 11:18am, Staff A was observed to use cllents #2 and #3 specific

hand-over-hand and assist cllent #2 with putting ordered diets and Thick-it

one tablespoon of thickenar into two 8 ounce .

cups, thenh pour water from a pitcher Into one cup usage. Staff will be

and tea Into the second cup. The liguids and inserviced by

thickener ware not stirred, At 11:19am, Staff A o

wan observed to put a second tablespoon of Nutritionist/Dietician on

thickener into the water and tea, Staff Athen cllents #2, #8 and #5

gave cllent #2 the scoopti’;nd he pro;.eeded to specific ordered diets as it

add two fablespoons of thickener i his water and ] )

tea. During the observation, the tea and water pertains to the con‘s;starmy

wag vary thin at the top of the cup and the of thelr food. Nursing staff

thickening powder was settled at the bottom of will ensure that all staff are

the cup. aware of any food allergies

At 11:25am, client #2 was obgerved o pour and that documentation is

himself another glass of water. Staff Awas ided. Program Manager

obsarved to add one tablespoon of thickener to p{t‘:;wdec!t Prog Kl p g d

the cup of water, will monitor weekly. QP an
Nursing staff will monitor

At 11:27am, cllent #2 was observed to pour
lamenade Into his cup that had-tea In it, StaffA
wasg observed to add one tablespoon of thickener
o the lemonade, and hand the cup o client #2,

FORM GMB-26587(02-69) Pravious Verslons Ohsolate Evend 10 TATKM Frcimty I0: 545333 if continumtion shoet Page 7 of 13
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W 460 | Continued From page 7 W 480

Client #2 wag observad to drink the lemonade
which was very thin and not thickened.

At 11:35am, client #2 wag observed to pour
himszelf another cup of water and began drinking
the water with no thickener added, After drinking
several sips, Staff A was observed to add one
tabiespaon of thickenst to the water, stired it and
handad the cup back to client #2, who began to
immediately drink from the cup.

During observations in the home on $/20/21 at
6:08pm, client #2 was observed eating dinner.
Ha had two B ounce cups, one filled with water
and one filled with juice. Cllent #2 was observed
i add three tablespoans of thickenar to each cup
without the thickener and liquid combination
being stirrad, At 6:14pm, Staff F prompted cllent
#2 to stir the thickener and ligulds, Client #2 was
abserved o stir the thickener and liquid in ona
cup for approximately thraa seconds.

Reaview on 9/20/21 of client #2's individual
program plan {IFP) dated 8/12/19 ravesled & diet
order that congista of nectar thick liguids,

Reviaw on 82121 of cllent #2's medical
evaluation dated 8/13/21 revealed a diat order
that conglsts of nectar thick liguids.

Review on 9/21/21 of a container of ThickenUP
located In the kitchen of the home revealed the
foliswing directions:

- For 4 ounces of liquids, add one tablespoon of
thickaner.

- For 8 aunces of llquids, add two tablespoons of
thickaner,

« Measure recommaendad amount to achieve
desired consistency.

FORM CMS.-250T(02-59) Previous Versions Dbsclete Evont ID: TETK1 Factitty ID: 845333 1 sontinuetion sheet Page 8 of 13
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W 460 | Continued From page 8 W 480

= Slowly add thickener to liguid while stirring
briskly, 8tir for 15 seconds, Re-stir briefly before
serving. Liguid should reach deslred consistency
within 1-5 minutes for many bevarages,

Review on 9/21/21 of 8 Mixing Chart instant Food
Thickener posted in the kitchen of the home
revesiad to achiave a nectar thick conslstency,
two tablespoons of thickenar is added to one 8
ounce cup of liguid,

interview on 9/21/21 with Staff B revesled that
two tablespoons of thickener should be added to
client #2' fiquids and that staff should follow the
dirsctions ag indicated to ensure cllent #2's
liquids sre nectar thick,

Interview on 9/21/24 with Staff A revealad that

ensurs he gets the appropriate amount, not too
little and not too much, to achieve a nectar thick
consistency.

Imtarviow on D221 with tho qualificd Intolicanis)
disabllitlies professional (QIDP) confirmed staff
should follow the recommendstions of the
thickener to ansure clleni #£2 recalves nactar thick
fiquids.

B. During observations in the homa on 9/21/21 at
T:31am, clent #2 was observed eafing broakfast.
Cllent #3 had two 8 ounce cups, one filled with
water and one filled with juice. Staff C was
observed to add one tablespoon of thickener to
the cup of water. Staff C was cbeerved to
maasure out one additional tablespoon of
thickener and handed client #3 the scoop 1o add

FORM CM5-2587(02-88) Provious Versions Cheolets Evant ID: TRTHA Facity D 845333 if continuation shest Page 8 of 13
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spllled approgimately 1/2 of the scoop of
thickener onto the table. No additional thickener
was added to cllent #3's julce,

Roview on 9/21/21 of client #3's IPP dated
10/17/19 revealad a diet order that consists of
nectar thick liguids,

Review on 9/21/21 of a contalner of ThickenUP
located in the kitchen of the home revealed the
following directions:

- For 4 ounces of liguids, add cne tablespoon of
thickenar,

- For 8 ounces of liqulds, add two tablespoons of
thickener,

- Measure recommended amount to achieve
desirad conslstency,

~ Slowly add thickener to liquid while stirring
briskly, Stir for 15 seconds. Re-stir brlefly before
sarving. Liquid should reach desired consistency
within 1-5 minutes for many beverages.

Review on 9/21/21 of a Mixing Chart instant Food
Thickener posted in the kitchen of the homs
ravealod to achieves 8 nectar thick consistency,
two tablespoons of thickenet is added to one 8
ounce sup of llquid,

Intarviaw on 5/21/21 with Staff B ravealad that
two tablesponng of thickener should be added to
client #3's liquids and that staff should follow the
directions as indicated to ensure cliert #3's
liquids are nectar thick,

Interview on 2/21/21 with tha qualfled Intellectual
disabilities professional (QiIDP) confirmed staff
should follow the recommandations of the
thickener to ensure cllent #3 receives nectar thick
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C. During observations at the day program on
8/20/21 at 11:14am, client #2 was observed
eating lunch. His lunch consisted of salisbury
steak, com and rice. Cllent #2's sallshury steak
and ries were puread, but his corn st had whola
piaces of corn mixed in it.

Raviaw on 9/20/21 of client #2's IPP dated
812119 reveaied a diel order that consists of
puresd conslaiancy,

Interview on 9/21/21 with the QIDP confirmed
client #2's corn should have been pureed fo a
smooth consistancy with no pleces of corn visible,

D. During observations at the day program on
Y2021 at 11:14am, cliant #3 was observed
aating Junch, His lunch consisted of sallsbury
steak, corn and rice. Client #3's salisbury steak
and rion were pureed, but his corn st had whole
pieces of corm mixed in if.

Review on 9/21/21 of client #3's IPP dated
10/17/14 ravealed a diat ordar that consists of a
pureed conslstency,

Interview on 9/21/21 with the QIDP confirmed
sliem #3's com should have been pureed to a
smooth consistency with no pieces of corn visible.

E. During observations at the day program on
9/20/21 at 11:14am, client #4 was obsarved
eating lunch. His lunch consisted of salisbury
steak, corn and rice.

Review on 920/21 of client #4's IPP dated
8/26/19 revealed a diet order fo avold comn,
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tomatoes and chacolate as these foods may
trlgger seizures. Additional review of cllent #4's
IPP roveaied client #4 Is afiergic to comn,
tormatoss and chocolate as these foods may
trigger selzure activity,

Raview on 9/21/21 of cllent #4's nutrition
avaluation dated 2/28/21 rovealed, "No com,
tomatoes or chocolate.”

interview an S/21/21 with Staff B revealed that
client #4 was not able to eat com In the past, bt
now hag s able to eat i,

Interview on 9/21/21 with Staff A revealad client
#4 cannot have tomatoes or chocolate but he ls
abie to eat corn,

Interview on 8721121 with the program coordinetor
and facility nurse revealed client #4 has recelved
allergy testing and & does not Indicate he is
allsrgic to torn, and in addition, has not had any
selzure activity.

interview on 8/21/24 with the QIDP revealed he
befloves that the restriction to corn no longer
applies, Mowever, tha QIDP was not able to
locate documentation to support this. Ths QIDP
confirmed that based on cllent #4's IPP and
nutrition evaluation, he should not have recelved
corn.

F. During obszervations in the home on 9/20/21 at
6:08pm, client #5 was observed eating dinner,
Hig dinner consisted of one chicken fag served
whale, one bigcult served whole, and cut up
carrots, Client #5 was observed to consume the
antira biscult. Cllert #5 was obsarved to sat

approximately 1/2 of his chicken leg. At8:18pm,
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Staff D was observed to tell client #5 1o cut up the

remaining portion of his chicken. Client #5 was

obsarvad to pull several large pleces of chicken

off the bone and put thern ih his mouth. Staff D

\g;as observed {0 el client #5 the pleces were too
g.

Raview on 9/21/21 of client #5's PP dated
911719 revealed a diet order that consists of a
reguiar diet with bite slze pleces.

interview on 9/21/21 with Staff A revealed that
¢client #5 should have been prompted 10 cut his
chicken and biscult up Into bite size pisces (3/4 1
inch in size).

interview on 8/21/21 with the QIDP conflrmed
cllent #5 should have been ancouraged and
agsisted as neaded {0 cut his chicken and bisoult
Into bite sire pietas,
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