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February 24, 2022

Esther Moore, BSW, QIDP RN

Facility Survey Consultant |

Mental Health Licensure and Certification section
NC Division of Health Services Regulations

2718 Mail Service Center,

Rateigh NC 27699-2718 .

919.855 3750 office

919.715,8078 fax

919.612.8832 cell

RE:  Recertification Completed February 16, 2022
Stonegate Group Home
8609 Stonegate 8609 Stonegate Dr. Raleigh NC 27615
Provider Number 34G293
MHL# 092037

Dear Ms. Moore,

We appreciate the courtesy extended by you while completing the follow up survey for
the Stonegate Group Home, North Carolina,

As indicated on the Plan of Correction, we will have the Standard Level Deficiencies
corrected for, the follow up survey conducted On February 16, 2022, it wili be
compieted April 16, 2022

We are committed to providing the highest possrb e care for the people we serve at
Stonegate Group Home,

If you have questions, please contact JerMaine Kearney, Program Manager
984.205.2630 ext 403

Sincerely,

L K 1 theeBrad frd /4;/(~

thia Bradfard MSW, Asst. Executive Director
Commur‘atty Alternatives North Carolina- Raleigh Region
1001 Navaho Drive, suite 101
Raleigh, North Carolina, 27609
{919} 387-1011 office
“..{276) 252-8193 cell
Cynthiabradford@rescare.com
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W 189 | STAFF TRAINING PROGRAM w 18| V189
CFR(s): 483.430(e)(1) This deficiency will be corrected by the (04.16.2022
fol iOWIl"“JQ actons:
The facility must provide sach employee with ‘ ) ) .
initial and continuing training that enables the a.  Staff will be effectively trained
smployee to perform his or her duties effectlvaty, on the health and safety of the
efficiently, and competerdly. use of seatbelts,
This STANDARD is not met as evidenced by b. Al seat belts will be operatiohal.
Based on obssrvations, record review and ¢ Avehicle maimenance chedklist
inferviews, the facilily failed to ensure that all staff will be completed weekly
were competent in transporing clients in d.  PT wili assess the safety of
wheelchairs in the van. This affected 1 of & audit current wheelchair
clients (#5), This finding is: e DT will discuss and add ail
‘ recommendations to ISP
During observations on 2/15/22 at 12:45 pm and £ Al staff will be in serviced on
2/16/22 22 9:45 am, Staff A pushed Client #5's van safety
wheelchair up a ramp into the van, There were g All staff will be trained on
four straps attached o the floor of the van, Staff A drivers’ safety
took both straps at the rear of the wheelchair and h. Al staff will be trained on fifting
latched the strap to a metat bar betwaen the and transferring
spoke of the tire and the wheelchair frarme. The i Staff across ali settings will be
two straps in the front of the wheelchair, were trained and/or inserviced on
latched to a short metal bar, outside of the side recommendations agreed upon
panel underneath the arm pads. Client #5 wore a by the Interdisciplinary Team
seatbelt in his wheelchalr. The van was not ‘I}EI)T i 0 Y
aquipped with any shoulder strap for the . { . ) regar‘_mg @1 LONSUmErs.
whesichair. i S}I& Supervisor will monitor one
time a week,
Review on 2/16/22 of a Sign-In Sheet for "On the k. Qualified Professional wil
jab driver safety training” on 2/20/21 revealed the monitor one time & week.
course was taught by the site supervisor (88) and
only Staff C was in altendance. The course weant
over, how to use the wheelchair it and the
location of wheelchairs and the tie downs,
Interview on 2/15/22 with Staff A revealed that
Client #5 was in a loaner chair which did not have
the hooks that she would normally apply the van
straps to tether the chair, Staff A stated Client #5
had been using a loaner chair since last vear.
LARDRATORY DIRECTOR'S OR PROVID waupp SR REPRESENTATIVE'S GIGNATURE TITLE X8) DATE

Conitua i3%d
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Any

eficiency statement ending with an asteﬁék ("} denctes a deficiency which the instituion may be excused from correcﬁlng p{ovmmg it is determined ihat

other safeguards provide sufficient protection to the patisnts. (See instructions.) Exespt for nursing homas, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of corection is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaitable (o the facility. If deficiencies are cited, an approved plan of comection Is requisite to continued

program participation.

FORM CMB-2EET{02-58) Praviows Vamions Sheolets

Event IDn OSTUT

Facility 1. 955748

If contirvation sheet Fage  of 19




02-24-722 (2:40 FROM- T-092  POOO4/0021 F-801

DEPARTMENT OF HEALTH AND HUMAN SERVICES T ORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES 201} PROVIDERISUPPLIERICLIA X2) MULTIPLE CONSTRUCTION (X35 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
34G293 5, WING O2186/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
' 8609 STONEGATE DR
STONEGATE
. RALEIGH, NC 27615
(X 1 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (BAGH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENGY)
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Staff A revealed she had worked in the home for
8 years and was frained by a former manager
and was given a print out with instructions on how
o secure the wheelchair inside of the van.

Buring an interview on 2/15/22 with the 8§85
revealed that when she was hired a vear ago, she
viewed transportation training on the modular on
the computer. The 5§ stated that she aftaches
the rear floor straps lo the whesls of Client #5's
wheelchair and places the front straps to a bar on
the wheelchair. The 88 does not use footrests on
Client #5's chair during transport but was told
yesterday by the PT that footrests were required.

Interview on 2/15/22 with Staff G revealed when
she was hired last year, another staff trained her
how to secure the wheelchair in the van. Stafi C
stated she was not required to waich 3 training
video on transporting wheelchairs. Staff C
demonstrated that she places the rear floor
straps in the van on the rear frame of Client #5's
wheelchair that's underneath the seat. Staff C
also revealed that she only uses foolrests for
Client #5's wheelchair if he is going 1o travel off
the van,

Review on 2/18/22 of the physical therapy
progress note dated 2/14/22 revealed the
Physical Therapist (PT) arrived at the home io
assess Clent #5's wheelchair which was loanad
o him last year, The PT found the wheslchair o
be in need of repairs specifically: the buckle on
the left strap of the seathelt was misging, staff
tied the two straps together o secure the
seatbelt. In addition, the PT noted the right wheel
lock required adjustment and tighfening; and both
footrests were missing. The FT observed Client
#5 slide forward on the seat cushion with his

FORM S MS-RE67(02-99) Pravious Varsions Qbsolete Event ID; Q87U Fagility 10 955748 if continuation sheet Page Zof 18
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. W 188! Continued From page 2 W 189

sitting position ¢reating a higher position with his
hips than his Knees, which contributed fo him
sliding forward. The PT discussed her concerns
with the Qualified Intellectual Disabilities
Professional (QIDP} and 85,

interview on 2/15/22 with the PT revealed that
during her initial assessment on 2/14/22 for Cliant
#8's wheelchair she determined that he needed
his seat cushion lowered to adjust his hips so he
‘does not slide out of the wheelchair, He also
nesdad footrests on wheelchair to prevent injuries
to his feet, The PT could not be certain if Client
#5 would remain seated in his wheelchair if the
van came to a hard stop or had an impact
collision. The PT stated that the governing board
for transportation services recommends a
shoulder strap in the vans but it may not be
required. The staff are usually trained by the van
company o demonstrate how to secure the client
and wheeichair in the van. The PT noticed that
the van did net have adjustable locks on the floor
to secure different types of wheelchairs and the
loarer wheelchair did not have the bracket to
jaten locks to secure the wheelchair. The PY
recommeanded that staff wound the straps in the
van around the equipment several times 1o
prevent any "give” with the whaelchair moving
during transport.

Interview on 2/16/22 with the Program Manager
(PM) revealed that ail new hires are required to
complete a 40 hours module course on
transportation. Staff are guizzed and must pass
the test before they can work with clients in the
nome. The training was repeated annually, The
PM stated that staff should not be trained by other
staff, that was the purpose of having the training
pn the module. The PM acknowledged that if the
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staff passed the course, it should assure the staff
are competent to transport clients in the van.
W 210 | INDIVIDUAL PROGRAM PLAN W 21D~W 710
CFR(s): 483.440(c)(3) This deficiency will be corrected by the  04.16.2022

following actions:

Within 30 days after admission, the . - .
ithin 30 days os! A. The interdisciplinary team will

interdisciplinary team must perform accurate
assessments of reassessments as needed to
supplement the preliminary evaluation conducted
prior to admission,

This STANDARD is not met as evidenced by:
Based on record review and interview the facility
fatled to ensure the interdisciplinary team
completed prefiminary accurate assessments
within 30 days after admission. This affected 2
newly admitted audif clients (#3 and #4). The
findings are:

A. Review on 2/16/22 of Client #4's individual
program plan (IPP) dated 10/28/21 revealed he

wtne addreittad o tha Faciliby on G011 Cipthes
WAS JUIHISS 0 Tha Tannny on WL, euriner

review of Client #3's record revealed that no

oo owwwen mha vmwa whe E b ol fae Al ow e ww w
e G el B G WS B RRENRE T WNE SRRSO

physical therapy (PT), vision and audiclogical
within 30 days of admission.

B. Review on 2/15/22 of client #3's individual
program plan (1PP) dated 8/9/21, revealed he
was admitted to the facility on 7/9/21. Further
review of client #3's IPP revealsd the
interdisciplinary team did not include
assessments of an audiclogical exam, physical

B. Al assessments will be

C. Assessment will be completad

D. The nurse will be responsible for

& FTroe mrareom vanill eones st omes

F.  The qualified professional will

G. The Registered Nurse will

H.  The Qualified Professional will

perform accurate assessrments
withir 30 days of admission.

conducted, with
recommendations to be
added/discussed at the team
meeting,

upon admission and annual
thereafter,

ensuring alt medical
assessments are completed
upon admission.

appointments are completed
and moniter and document
them monthly

enjure that all the necessary
Hems assessments are in place.

manitor arkd document this
weelkdy.

monitar and document this
manthiy.
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therapy assessment and ophthalmology exam
within 30 days of admission,

Interview on 2/15/22 with the Qualified Intellectual
Disabilities Professional {QIDF) confirmed that
the tearm had not completed assessments in the
areas of PT, vision and audiological within 30
days of admission, The QIDP said the PT
evaluation was not done because of scheduling
issues with the PT,

Interview on 2/16/22 with the nurse, she
acknowledged the vision exam for Client #3 late
but completed on 11/1/21. The nurse
acknowledged the audivlogical exam has yet to
be scheduled.

interview on 2/16/22 with the Program Manager
{FIVE), ohie aukivwicuysd e el phiysaal
therapist (Former PT) used to be under contract,
The PM revesled starting in September 2021, she
became aware Former PT was not performing
her duties, Staff in the homes-had reported to the
PM that Former PT was not returning calls or
completing assessments. The Former PT
contract ended this month, was not renewed. The
facility assigned some physical therapy
evaluations to a PT from another region. The PM
acknowledged Client #3's admission physical
therapy avaluation was not completed after he
was admitted on 7/9/21.

W 249! PROGRAM IMPLEMENTATIGN W 248
CFR{s): 483.440(a)()

As soon as the interdisciplinary team has
formulated a client's individua! program plan,
gach client must receive a continuous aclive
treatment program consisting of needed

FORM CME-2567(02.98) Pravious Varsions Obsolete Event I0: OS7UT Facility Iy 955748 I continuation sheet Page 5 of 13
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NAME QF PROVIDER OR BUPPLIER

STREET ADDRESE, GITY, STATE, ZIF CODE
8609 STONEGATE DR

interventions and services in sufficient number
and frequency to support the achigvemnent of the
obhjectives identified in the individual program
plan.

This STANDARD is not met as evidenced by
Based on observations, inlerviews and record
review, the facility failed 1o ensure each client
received continuous active trealment program
consisting of needed interventions and sefvices
identified in the individual program plan {(IFP) in
the area of mealtime guidelings. This affected 1
of 5 audit clients (#3). The findings is:

During observations at a restaurant on 2/15/22 at
1.00 pm, Glient #3 was observed to overstuff his
mouth with chicken quesadillas and not take sips
of liguids batween bites, Staff A sat nexd to Client
#3 but did not prompt him to slow down or take
more sips, During dinner observations in the
home on 2/15/22 at 8:00 pm, Client #3 was
served whole chicken nuggets, cooked venetable
mediey, mashed potatoes and 2 cups of thinned
liguids fo drink, Client #3 did not cut up the
chicken nuggets but ate his food at a slower
pace. He would occasionally take sips of liguids
but saved the majority of the liquids for {he end of
his meal {o drink all at once. Client #3 was
observed to have cough sporadically during his
meal. Staff A and Staff B were supervising the
clerts at dinner and were not observed
reminding Client #3 to take more sips in befwaen
his bites.

Review on 2/15/22 of Client #3's \PP dated 8/9/21
revealed Client #3 was independent at meals and
staff should cue him to eat at a slow rate. An

m

-r o

following actions:
Ao AINSP will be reviewed by the

E.

STONEGATE . RALEIGH, NC 27615
(X4} t SUMMARY STATEMENY OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION (48)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
w249
, This deficiency will be corrected by the  04.16.2022
W 248 | Continued From page & W 248

qualified personne

All current goals will be assessed,
maodified, update or discontinued
10 meet meal assessiment needs.
Tearn wilf meet and make that
decision,

Home and community assessments
will be updated,

Adequate supervision wiil be
provided for consumers.

All menus will be reviewed and
assessed globaily for all people
served in home

Meal assessments will be
compieted on all peopie served.
Nutritiorist will agsess all dietary
needs of the people we serve,

All orders will be clearly defined.
All peopie served will be afforded
food options within their dietary
needs or restrictions,

Parson served will be encowraged
to be active participants in family
style dining and other dining skills
Activity Treatrnent- specific to diets,
family style dining will be in-service,
meal porton cantrol

All people served will be afforded
OPROIUNLY 1o participate in meal
preparation.

Site Supervisor will do a meal
observation per meal shift 3 times a
week ‘

Cuatified Professional will do a

v ? b, s b ekt yvan o e i T
FOARTE AR WA il Db D e D

times a week

FORM CMS-2887(02-89) Provious Virsions Dbnobéte
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Facility 1 855748
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DEFICIENGCY)
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adgitional review of a Swallow Study on 12421421
revealed Client #3 would swallow multiple times
atternpting to clear mouth. The study
recommended he should receive small bites, then
sips, eating slowly,

interview with the nurse on 2/16/22 revealed
Client #3 should be reminded by staff during
meals to take sips with bites to prevent aspiration.
W 263 1 PROGRAM MONITORING & CHANGE VW 263 W.263 . . p4.16.2022
CFR(s): 483.440(f)(3)(1 This deficiency will be corrected by
the following actions;

The committee should insure that these programs

are conducted only with the written informed A. All behavioral support plans

r-nn‘:;ihni nf 'rhp rllpnt naranh Gf the client is a weill e revisamed

This STANDARD is not met as evidenced b Lo SN LATIGIVISH BT SMppaA L
Based on record review and staff interview, ¥he will be updated to address
facifity failed fo ensure that they had consent fram the current needs and

1 of 5 audit clients {#3) who represented himself, technigue to manager

as guardian. The finding is: inappropriate behavior

C. All proper techniques will be
used to manage behaviors
D. Psychologist will review all

Review of client #3's Individual Program Plar
(IPP} dated 8/9/21, revealed that he did not have
a legal guardian, He functioned in the moderate

range of intellectual functioning, wore a pate piang._ . .

maker due to chronic systolic congestive heart £ Qualified Professional will

fa:iure and ventncutar tachycarma The recorcﬁ review and obtain informed

i lllllﬂ Hlb‘li illr’ll t l\i“""’/\-‘l i}l"\ i’i\!llll—l “\I!..liin\.l ; ¥ ' S:ln:’dl‘nn rnn::‘n:‘ f\zr I::if S:aﬂ:n

3 ‘ ..:::.,:.—......”x-z... ‘.,:II....::«‘ ..:....m:,im?nnv PR Y w\u&:m:n Snn v A o § ; EIM R T R T S S, I

freezer and o install alarms on all the deors. The ]

restrictive interventions were applied to all clients ail Behavioral Support P{ans

in the homes with guardian consents. and proper documentation.

(. Site Supervisor will moritor

Interview on 2/15/22 with the Qualified Intellectual | one time a week

Disabilities Professional {QIDP) revealed that he : H. Qualified Professional will

assumed the mother was the guardian because ,; monitor one time a week

|

FORM GME-2567(02-99) Previous Versions Dbsolote Event I Q37U Facility 10 955748 I¥ continuation sheef Page 7 of 18
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the client had previously resided with his mother X331
and she signed under role of guardian on This deficiency will be corrected by the 14.16.2022
admission papers. The QIDP stated that is there ‘allowing actions:
was no evidence that the mother was the legal A. The facility will provide obtain
guardian, the facility should have had Client #3 and maintain preventive genera
sign all of his paperwork, medical care
o ) g. Al medical appointment will be
Interview with the Program Manager (PM) on reviewed.
2/16/22 revealed that she sent Client #3's mother C. The RN will compiete Medical
admission papers last summer and assumed she ; i
was the guardian. The PM acknowledged i the g?&gﬁ}x;ﬁfuwmmg
mother was not the legal guardian, the facllity 0. The tearn will eﬁsure
should hgaw; had Client #3 sign all of his papers appointments are schedule and
and restrictions, follow Up
e ggg(ssl)ﬁgagiig(g% W33 £ All the appointments will be
) ) reviewed and discussed at the
The faciity must provide clients with nursing monthiy core team/
services in accordance with their needs. quartgrlres/a'nnuql ISP, ,
This STANDARD is not met as evidenced by: F. RN will provide direct on site
Based on record review and interviews, the asm_ssmeﬂg to the cc;nwmars for,
facility failed to ensure that initial evaluations the xmm_ef:siate medzsa_l festEs.
were referred 10 specialists for completion. This G. Al physician orders will be
affectad 1 of 5 audit clients (#3). The findings is: reviewed, and all annuat heaith
screertings will be compieted
Review on 2/15/22 of Client #3's Individual with supperting documentation
Program Plan (IPP) revealed he was admitted to ¥ unabie 10
the nome on 7/9/21. Client #3 has bilateral complete/abtain/referred, the
hearing loss and have not been scheduled for an team will assess options with
audiological exarn. A further review of the nurse guardian.
comprehensive assessment dated 11/12/21, the M. Qualified Professional will
nurse commerted an audiclogical exam was consult the guardian of all
needed. There was no evidence Clent #3 had an medical needs and 1o obiain
audiological exam, consent for treatment.
, . . RN will review monthly
interview with the nurse on 2/16/22 cevealed that 4. Site Supervisor will monitor one
she was awars the audiclogical exam had not ' time a week
been done last year. The nurse did not have a K. Quaified Professional wil
‘ monitor one time a week
FORM OMS-2567 (42-99) Pravious Versions Dbsoiste gvent I OSTUN Facility 0 955748
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Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate prolective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods,

This STANDARD s not met as evidenced by
Based on ohservations, record review and
interviews, the facility failed to ensure all staff
were sufficiently trained to implement the facility's
current COVID-19 visitor screening process and
in the proper wearing of masks, The finding is:

A. Upon arrivat to the home on 2/15/22 at 10:00
am and 2M16/22 at 8:20 am, staff invited
surveyors inte the home. The surveyors’
temperatures were taken but no visitor screening
tool guestionnaire forms were presented for
sompletion,

Interview on 2/15/22 with Staff A revealed the
COVID-19 visitor screening consists of
temperature checks and staff are no longer
required to complete a questionnaire regarding
CoOVID-18.

interview on 2/15/22 with CQualified Intellectual
Disabilities Professional (QIDP) revealed staff are
required to screen visitors by doing temperature
chacks and having vigitors complete a COVID-19
guestionnaire prior to aliowing entry into the
home,
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record of any scheduled appointrments that the
audiological was completed,
W 3401 NURSING SERVICES W 340

C

mm

W.340

This deficiericy wilt be correctad by the
following actions:
A

EB.

(04.16.2022

COVID disaster plan will be
update as needed.

Staff will be in-services on
COVID Protocol.

Consumers will be trained on
the importance of face
coverings.

RN will Staff in services on
infactious diseases

RN wilt monitor monthly

Site Supervisor will monitor
three time a week.

Clinical Manager will monitor
two times a week
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interview on 2/16/22 with the nurse revealad the
expectation for visitors to gain entry into the home
would be that staff complete a temperature
check, the visitor wears a mask and the visitor
screening tool is completed.

B. Throughout the survey 2/15/22-2/16/22, the
Site Supervisor {38) wore her face mask lposely
fitted on her face which caused it to fall beneath
her nose. An additional cbservation on 2/15/22 of
the QIDP wearing his face mask beneath his
sose an various cccasions.

Interview with the QIDP on 211522 revealed thal
he was aware the face mask should be worn
covering the nose and acknowledged that his had
full down off his nose a few times.

interview with the nurse on 2/16/22 revealed that
staff have been trained 1o wear face masks over
nose and under chin.

W 438 | SPACE AND EQUIPMENT W 438
CFER(s); 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, oyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by
Based on observations, record review and
interviews, the faciity failed to furnish 1 of § audit
clients (#5) a wheelchair in good repair. The
finding is:

During observations in the home throughout the
survey 2/16/22-2/16/22, Client #5 satin a

FORM CME-2587(02-95) Previows Versions Obsolste Bvent I O8TL1 Facility 1D: 956745 If continuation sheet Fage 10 of 18
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standard wheelchair, that had a missing ieft arm W.436 5 2072
pad, with a screw exposed; no foot rests, plus a This deficiency will be corrected by the 4.16.204

seatbalf that fit tight on the weight with no

adjustable strap. Client #5 sat slouched in the
wheelchair, with his tailbone rarely making
contact with the back cushion. Cliert #5 had to
roposition himself in the chair throughout the day.
Client #5 used his fest to propet the chair and
leanad over the right side of the chair. Chent #5
did not look comfartable in the chair, slouched
down in the seat with his legs turned {o the right,
instead of aligned center.

Review of medical supply invoices for Client #5
revealed the former Physical Therapist (Former
PT) ordered a standard 18" wheelchair on
10/28/20. Afurther review revealed On 5/6/21 an
order was placed for 1 wheelchair cushion size
18 x 16, solid seat insert rigidiz 18 x 16 and 2 arm
pads,

Review of a physical therapy progress note dated
2114122, the Physical Therapist (PT) arrived at the
nome to assess Client #5's wheelchair which was
ioaned o him tast year. The PT found the
wheelchair o be in need of repairs specifically:
the buckle on the left strap of the seatbelt was
missing; staff fied the two straps together to
secure the seatbelt. in addition, the PT noted the
right wheel lock required adjustment and
tightening; both footrests were missing. The PT
obhserved Client #5 slide forward on the saat
cushion with his sitting position creating a higher
position with his hips than his knees, which
coniributed to him sliding forward. The BT
deermed the footresis as necessary when Client
#5 weas transported in the van. The PT discussed
her concerns with the Qualified Inteflectual

Disabilities Professional {QIDP) and Site

following actions:

A, Al equipment wiil be
maintained and in good
working conditions, teaching
people served on the use of said
equipment

B, PT will assess the current
equipment being used by the

C. Al people severed wili have fuail
access to all equipment

D. Anyequipment that is not

assessable will be address in ISP,

E. Ifthere are any rights
restrictions, they will be
presented to HRC. ‘

F. Al staff will be in-service on thein
equipment working conditions,
and teaching people served on
the Lse of said equipment

G, Site Supervisor will Monitor ane
time & week.

H. Qualified Professional will
monitor one time a week

FORM SME-2867(02-95) Previous Versions Obsolele Fvert I OETUN
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Supervisor {(S8).

interview on 2/15/22 with Staff A revealed that
Client #5 was using & loaner chair and the
Former PT assessed him yesterday for new
equipment but did not make any repairs.

interview on 2/15/22 with Staff B revealed that i
Client #5 just rides in the van they do not install
the footrests, however, if he is geiting off the van
and they have to transport him, then the footrests
were appliod.

interview on 2/15/22 with Staff C revealed that
Client #5 received a new wheelchair about a year
ago but has had several replacements due to
hroken parts. Staff © stated that the side panels
and arm pads on the wheelchair getiing damaged
from Client #5 leaning over them sides.

interview on 2F15/22 with Site Supervisor (58}
revealed that she did not use footrests on Chent
#5's but was told yesterday by the BT that they
wiere heeded during transport and the extra
footrests found in his room were not made for his
current wheelchair. .

Interview on 2/15/22 with the PT revealed she

1 was asked to do an assessment an 2/14/22 for
repairs for Client #5's wheelchair since a previous
request o replace the chair was denied by
Medicare last year. The PT wanted to relurn on
2122122 to lower the seat cushion to prevent
Client #5 from sliding forth in the chair, add
footrests and make repairs to the arm pad
zeatbelt and wheet locks.

Interview on 216122 with the Program Manager
(PM) revealed they had ongoeing problems since !

FORM EMSE-2567(02-09) Previqus Varsions Obsolete Evanl IR CSTUN Facility iD; 985748 If continuation sheet Page 12 of 18
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on 2#15/22 at :00 pm, revealed Clignt #3 being
served whole chicken nuggets, mashed potatoes
and copked vegetable medley. Client #3

1 consumed his chicken nuggets whole and was

noted to cough sporadically during the meal,

During breakfast observations in the home on
2118622 at 715 arn, Client #3 was served 2
waffles, scrambled eggs and applesauce. Staff A
used a rocker knife to assist Client #3 o cut the
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September 2021, getling PT #1 to provide
physical therapy senvices. The facility decided 1o
not renew the their contract and had the PT from
their other region come o evaluate repairs to
Client #5's wheelchalr,
W 4601 FOOD AND NUTRITION SERVICES W 46( W.460
; 480 : .
CFR(s): 483.480(2)(1) This deficiency will be corrected by the 04 16.2022
Each client must receive a nourishing, followirg actions:
wall-balanced diet including modified and . . d
spacially-prescribed diets. A, Nutritionist will compiete an
ASS|EIMENT ON COMSLITErS
8. Recommendations will he
This STANDARD s not met as evidenced by: added based upon assessment
Based on abservations, record reviews, and C. Nutritional assessments will be
interviews, the facility failed fo ensure 2 of 5 audit conducted tO ensure proper
clients (#2 and #3) received their specially food cotsistency
presciibed dist ag indicated. The findings are: D. Alt people served will recelve &
nourishing, wefl-balanced diet
A, During observations at a restaurant on 2/15/22 including modified and speciaily
at 1:00 pm, Client #3 was served chicken and prescribed diets.
cheese quesadilla that were cut into 1" pieces E Al staff will be in senvice on
and also had cinnamon twigts that ranged in size Faod consistency orders
from 3-4 inches, Client #3 was observed to F.  Site Supervisor will monitor one
overstuff his maouth, but did not have any negative time a week,
putcome during the meal. G. Ciinical Manager will monitor
. : . fe time a week
An additional cbservation at dinner in the home one tm
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waffles inte large wedge pleces and syrup was
added to the waifles. Client #3 fed himself, ofien
having 1-2 pieces off waffles on his fork,

Review of a Swallow Study performed on
12/22/21 for Client #5 revealed he had
oropharyngeat dysphasia and should receive a
mechanical soff diet. The consistency should be
like mashed potatoes, banana pudding and can
add broth and milk fiquids {o ease swallow.

interview on 216722 with Staff A revealed that the
waffles wete not processed and were cut into
pieces. Staff Awas also aware that dietary orders
written 1/8/22 posted on the dining room wall
prescribed a mechanical soft

diet for Client #3.

interview on 2/16/22 with the nurse, she revealed
mechanical soft diets should be processed to
make the food easier to swallow and not get
stuck in throat, The nurse stated that regular
guesadillas, cinnamon twists and whole chicken
nuggets would need to be processed for anyone
on a mechanical soft diet. Wafiles were okay to
eat if pulsed a few times in a food processor to
sofien

inferview on 2/16/22 with the Program Manager
(PM) revealed that she did not think unprocessed
chicken quesadillas, whole cinnamon twists,
whole waffles and whole chicken nuggets wers
aliowsd on a mechanica! soft diet, The PM siated
that there were guidslines and diagrams at the
house to assist gtaff with prepating modified
diets.

B. During absetvations in the home on 2M16/22 at
8,15 pm, Client #2 was observed eating dinner

FORM CMS-2567{02-98) Pravious Versions Obsolgte Bvert 1D 0571 Fazillly 1) 955748 If continuation sheet Page 14 of 19
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| a nutritional evaluation dated 12/16/21 that states,

Continued From page 14

which consisted of chicken nuggets, mashed
potatoes and vegetable medley. The chicken
nuggets were served and eaten whaole.

Additional observations in the home on 2/16/22 at
705 am ravealed Chant #2 ealing breakfast
which consisted of 3 waffles, scrambled eggs and
a cup of mandarin cranges. The waffles were
served and eaten whole.

Review on 2/16/22 of Client #2's record reveaied

"1800 calories, coarsley choppad and notto
exceed 12" piaces.”

interview on 2/16/22 with Siaff A revealed the diet
posted in the kitchen is current and should be
followed.

interview on 2/16/22 with PM revealed Client #2's
diet woutd not allow whole chicken nuggets nor
waffles to be served,

COVID-18 Vaccination of Facility Staff

CER({s): 483.430(0(1)-(3){i)-(x)

§ 483,430 Condition of Participation: Facility
staffing.

{fy Standard: COVID-19 Vaccination of facility
staff. The facility must develop and implement
poficies and procedures to ensure that ali staff are
fully vaccinated for COVID-18. For purposes of
this section, siaff are considered fully vaccinated
if it has been 2 weeks or more since they
completed a primary vaccination series for
COVID-18. The completion of a primary
vaccination series for COVID-19 is defined here
as the administration of a single-dose vagcine, or
the admnistration of all required doses of a

W 46D

W 508

|
|

l
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{1) Regardless of clinical responsibility or client
contact, the policies and procedures must apply
to the following facility staff, who provide any
care, treatment, or other sarvices for the facility
andior its cllents:

{i) Facility employees;

{ii) Licensed practitioners;

{iily Students, trainess, and volunteers; and

{iv) individuals who provide care, treatment, or
other services for the faciity and/or iis clients,
under contract or by other arrangement.

{2) The pelicies and procedures of this section
do not apply to the following facility staff:

(i) Staff who exclusively provide telehealth or
telemedicine services outside of the facility setting
and who do not have any direct contact with
clients and other staff specified in paragraph (H(1)
of this saction; and

(iiy Staff who provide support servicas for the
facility that are performed exclusively outside of
the facility setling and who do not have any direct
contact with clients and other staff specified in
paragraph (f)(1) of this section.

{3) The policies and procedures must include, at
a minimum, the following componenis:

(i} A process for ensuring all staff specified in
paragraph (H){1) of this section {(except for those
staff who have pending requests for, or who have
been granted, exemptions to the vaccination
requirements of this section, or those staff for
whom COVID-19 vaccination must be temporarily
delayed, as recommendad by the COC, due to
clinical precautions and considerations) have
received, at a minimum, a single-dose COVID-19
vaceing, or the first dose of the primary
vaceination series for a multi-dose COVID-18
vaccine prior to staff providing any care,

1W.508

This deficiency will be corrected by the
following actions:

A

m

The facility will develop and
maintain policy and procedures
addressing person who have
not compieted a primary
vaccination servige for COVID-
19

Strategies will be implemented
addressing the COVID-19
emargency situations.

Staff will be in-in serviced on the
emergancy preparedress plan
A process will be put in place 1o
address collecting and tracking
the COVID-19 vaccinations
status.

The plan will inciude
comtingency prans for staff who
are not fully vaccinated.
Marnagernent will implerpent
Management will have the plan
updated anniually.
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treatment, or other services for the facility and/or
its clients;

{iii) A process for ensuring the implementation of
additional precautions, intended to mitigate the
tranemission and spread of COVID-19, for all staff
who are not fully vaccinated for COVID-18,

{iv) A process for tracking and securely
documenting the COVID-18 vaccination status of
all staff specified in paragraph ()(1) of this
section;

) A process for tracking and securely
documenting the COVID-19 vaccination status of
any staff who have oblained any booster doses
as recommended by the CDC;

{vi) A process by which staff may request an
sxemption from the staff COVID-18 vaccination
requirements pased on an applicable Federal law,
{vii) A process for tracking and securely
documenting information provided by those siaff
who have requested, and for whom the fagiily
has granted, an exemption from the staff
COVID-19 vaccination requirements;

{vill) A process for ensuring that all
documentation, which confirms recognized
clinical contraindications to GOVID-19 vaccines
and which supports staff reguests for medical
exemptions fram vaccination, has been sighed
and dated by a licensed practitioner, who is not
the individual requesting the exemption, and who
is acting within their respeclive scope of practice
as defined by, and in accordance with, all
applicable State and local laws, and for further
ensuring that such docurmentation contains:

{A) All information specifying which of the
authorized COVID-18 vaccines are clinically
contraindicated for the skaff member to receive
and the recognized clinical reasons for the
gontraindications; and
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(B) A statement by the authenticating practitioner
recommending that the staff member be
exempted from the facility's COVID-18
vaccination reguirements for staff based on the
recognized clinical contraindications;

{ix) A process for ensuting the tracking and
secure documentation of the vaccination status of
staff for whom COVID-18 vaccination must be
tempararily delayed, as recommended by the
CDC, due to elinical precaudtions and
considerations, including, but not limited to,
individuals with acute illness secondary 1o
COVID-18, and individuals who received
monaclonal antibodies or convalescent plasma
for COVID-18 treatment; and

{x) Contingency plans for staff who are not fully
vaccinated for COVID-18.

Effective 80 Days After Publication:
(i) A process for ensuring that all staff specified in
paragraph (N(1) of this section are fully
vaccinated for COVID-19, exceof for those staff
who have been granted exemptlions to the
vaccination requirements of this section, or those
staff for whom COVID-18 vaccination must be
temparadily delayed, as recommendead by the
CoC, due to clinical precautions and
considerations;
This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to develop policies and procedures
which inciude contingency plans for staff who are
not fully vacoinated for COVID-18, The findings
are:

Review on 2/16/22 of a list of facility's employees
vaccination statuses listed 11 staff who were fully
vaceinated, 2 unvaceinated staff with religious
exemptions and 1 staff not vaccinated. The
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facility had not drafted an Employee Vaccination
policy or comtingency plans.

Interview on 2/14/22 with the Human Resource
Speciafist (HRS) revealed that she was unaware
of any new vaccination mandates and she only
was respensible far tracking vaccination statuses.

interview on 2/16/22 with the Program Manager
{PM) revesled that she studies new information
on the Genter for Medicare and Medicaid
Services {CMS) website and learned about the
new vaccing mandate in December 2021 and
confirned that their corporate office had received
the memo from CMS. The PM did not have an
updated pelicy and did not know how they were
handting unvaccinated staff who did not have an
exemption.
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