03-21-"22 02:12 FROM-

T-103  POOO3/0011 F-872
DEPARTMENT OF HEALTH AND HUMAN BERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO . 0938-0381
STATEMENT OF DEFICIENCIES (1) PROVIDERISURPLIERICUIA {%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A, BULDING COMPLETED
" 34G221 B. WING 03/15/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, $TATE, ZIP CODE
142 HICKORY AVENUE
HICKORY AVENUE HOME HOLLY SPRINGS, NC 27540
(X&) 1D EUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN (3F GORRECTION (x5}
PREFIX (EACH BEFICIENCY MUST 8E PRECEDED BY FulL PREFIX FEDINE (5B ES BT T RS Gohaeh ] ) Y BOMPLETION
™G REGULATORY OR LS IDENTIFYING INFORMATION) TAG W.249 |
This deficiency will be corrected by the
following actiors: 05 13,2022
W 000 | INITIAL COMMENTS W 000
A, ANLISP'S will be reviewed and
A complaint investigation was conducted during re;{rse as needed 1o ensure
the recertification survey for intake ODjectives aré met.
#NCO0185822, There were no deficiencies cited Community & Home E—'f_e
as a result of the complaint survey. However, Assessments will be reviewed,
deficiencies were cited as a result of the modified and updated for
recerdification survey. accuracy. _
W 245 ; PROGRAM IMPLEMENTATION W 249 All current goais will be

CFR({s} 483.440(dX1)

As soon as the interdisciplinary team has
formulated a chent's ingividuat program plan,
gach client must receive a conlinuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency o support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the faciity fafled to ensure 1 of 4 audit
clients (#3) received & continuous active
treatment program consisting of needed
interventions and services as identified in the
individua!l Program Plan {iFP) in the area of foad
preparation, The finding is:

During evening observations in the home on
3M4422 from 5:35pm - 5:52pm, Staff A completed
all food preparation tasks without prampting
clients to participate. For example, the staff
placed turkey burgsrs on a pan and cooked them
in the oven, toasied buns, opened cans of
vegetable soup. poured the soup into a pot,
heated the soup on the stove, and placed

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE
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assessed, modified, update or
discontinued to meet areas
identified in assessments

0. Consumers will be actively

involved in food preparation
Goals will be implemented after
team/annual meeting
‘addressing need of consumer, if
warranted

All people served will be
afforded the opportunity to
participate and assist in ADL

All people served will be
afforded the opportunity to be
as independent while receiving
continuous active treatment
staff will be in-serviced and
rained on priority needs of the
CONsUMmers

Al staff will be in service on ali
Indivichsai Support Plans
opportunities to actively train.
Site Supervisor will monitor one
time a week- per shift
compieting Observation form
Quialified Professional will
monitor one time 5 week. Per
shift compieting Observation
sheet
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Ar(y deficiency statement ending with an asterisk (%) denctes a defisiency which the institution may be excused from correéting providing # is deterrmined thal
other safeguards provide sofficient protection 1o the patients. (See instructions.) Except for nursing hornes, the findings stated above are disclosabie 890 days
follawing the date of survey whether or nat a plan of correction is providged. For hursing homes, the above findings and plans of correction are disclosable 14

days following the date these documsnts are made available lo the facility, If deficiencies are cled, an approved plan of carrection is requisile lo continued
prograr porticipation.
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03/15/2022

W 2491 Continued From page 1 W 2449

crackers on a plate. During this time, client #3
walked in and around the Kitlchen and dining room
area unengaged but was not encouraged to
complete any foed preparation tagks.

During morning observations in the home on
3115422 from 8:20am - 7:03am, Staff D completed
ali food preparation tasks without prompting
clients to participate. For example, the staif
refrieved packaged muffins and oatmeal from a
hall pantry, obtained a pot of water and heated it
on the stove, retrisved yogurt cups and placed
them on a plate, and prepared five individual
bowls of instant catmeal. During this time, client
#3 fraquently walked in and around ihe kitchen
and dining room area unengaged but was not
encouraged to complets in food preparation
tasks.

Interview on 3/15/22 with Staff A revealed client
#3 can assist with some Kitchen tasks liks stirring
and table setting. Additional interview with Staff
D indicated she did not want clients to get burned
pouring hot water into bowls for their instant
oatmeal.

Review on 3/15/22 of client #3's Cormmunity
Home Life Assessment (CHLA) dated 8/27/21
revealed he needs physical assistance to make
foods withAwithout cooking. Additional review of
the CHLA indicated he needs verbal cues to use
a toaster, microwave, slovel/oven, coffee maker
and measunng/mixing spoons ar devices,

interview on 3/15/22 with the Qualified Intellectual
Disabilities Professional {QIDP) confirmed client
#3 "will help” with cooking tasks depending on his
"mood" that day.

%
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W 288 | MGMT OF INAPPROPRIATE CLIENT W 288 . .
BEHAVIOR This deficiency will be corrected by [05.13.2022
CFR{z): 483.450(b)(3) the following actions: -
A. The Qualified Professional

Technigues to manage happropriate client
behavior must never be used as a substitute for
an active treatment pragram.

This STANDARD is not met as evidenced by
Based on observations, record reviews and
interviews, the facility failed to ensure a technique
to manage inappropriate behaviors for 2 of 4
audit clients (13 and #5) was included in an active
treatment program. The finding is:

Duwring observations in the home on 3/14/22 at
3:31pm, client #5 exited his bedroom and
indicated to Staff A he wanted to wateh television
in his room, Staff A indicated they would need to
go to the office in the home and retrieve the
rerrote for hig television. During morning
observations in the home on 3/15/22 at 7:35am,
client #3 approached the Qualified Intellectual
Disabilties Professional (QIDP) and stated
something was wrong with his television, The
QIDP told the client they would need to obtain his
rernote from the office in the home o determine
what was wrong with the television. At 7:37am,
the QIOP obtained client #3's television remote
from the office.

interview on 3/14/22 with Staff A revealed client
#5's television remote is kept in the office
because "he likes to play with it a lot." Additional
interview with Staff C indicated all remotes are
kept in the office because the clients will "break”
them.

Review on 3/14/22 of client #3's Behavior Support

Plan (BSF) dated 6/11/21 revealed an objective to

“will review all BSP plans with
staff.

B. Al Staff will be inserved on
the current BSP's and
documenting incidents in the
behavioral log.

C. BSP will be reviewed and
revised as need to address all
target behaviors,

0. All ISP will be review to assess
current needs and if there
are any restriction needed for
safety reasons it wili be
documented in her ISP and
behavioral suppaort plar.

E. HRC approval and the proper
consents will be obtained for
a2l BEP's

F. The Qualified Professional
will review and obtain
guardian consent.

G. The Site Supervisor will
monitor and document this
monthly.

H. Qualified Professional will
monitor and document this

FORM GMS-2567(02499) Pravigus Versions Obsolete
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W 285 | Continued From page 3 W 288
exhibit 0 episcdes of inappropriate verbalizations
per month for 12 consecutive months. Additional
review of the plan did not include a technique of
removiny client #3's television remote from his
bedroom to address his inappropriate behaviors,
Review on 3/14/22 of client #5's BSP dated
9/13/21 addresses target behaviors of W32 05.13.2022
non-compliance, physical aggression, property This deficiency will be corrected by
aggression, eiopement and Lr;ippr;;priate the following actions:
toileting. Additional review of the plan did not - .
inciudég a tochrigue of removing client #5°s A Al _phy sicians orders will be
television remote from his bedroom to address reviewed.
his inapprapriate behaviors, B. There will be current orders
for ali medication in the
Interview on 3/15/22 with QIDP indicated the person serve records,
temotes are Kept in the office because the cliants C. The team will ensure that ali
lose the remotes regularly. GIDP confirmed that orders are implemented
keeping the clients remotes in the office should D. Al the orders will be
be included in their BGP, ' h .
W 312 | DRUG USAGE W 342 reviewed and discussed at
CFR(x); 483.450(a)(2) the monthly core
team/quarterlies/annual ISP
be used only as an integral part of the client's E. All medication used to
individuai program plan that is directed manage CoNsUmMers
specifically towards the reduction qf and sventual inappropriate behavior will
afimination of the behaviors for which the drugs be added to formal behavior
are employed,
This STANDARD is not met as evidenced by: support plan _
Based on record review and interview, the facility F. There will be supporting
falled to ensure a drug used to manage client documentation for all Orders
#5's inappropriate behaviors was used only as an G. RN will review monthiy
integral part of her individual Program Pan. This H. Site Supervisor will monitor
affected 1 of 4 auddt clients. The finding is: one time a week
Review on %/14/22 of client #5's physician's L. Clinical Manager will monitor
one time a week
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orders dated 9/28/21 revealed an arder for
"Klonopin Tmg by mouth twice daily at 0700 and
1600." Additional review of the ¢lient's Behavior
Support Plan (BSP) dated 9/13/21 revesled target
behaviors of, "non-compliance, physical
aggression, property aggression, efopement and
inappropriate toileting.” Further review of the plan
identified the use of Clonidine, Lexapra, W.323
Lorazepam, Seroquel and Melatonin to address This deficiency will be carrected by [5.13.2022
behaviors; however, the plan did not include the the foilowing actions:
use of Klonopin,
interview on 311522 with the Qualified Intellectual A Al me;dmai appointment wil
Disabilities Professional (QIDP) confirmed client be reviewed.
#5 ingests Klonopin for behaviors; however, the B. The team will ensure
drug is not included in a formal active treatment appointments are scheduled
plan. and foliow up,
W 323 | PHYSICIAN SERVICES W 323 C. All the appointments will be

| AL Review on 3/14/22 of client #3's record
I revealed a visual examination had been

CFR{s): 483.460(a)(3)(i)

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes an evaluation of vision and heating.

This STANDARD s not met as evidenced by.
Based on record reviews and interviews, the
facility failed to ensure 2 of 4 audit clients (#3 and
#5) obtained an evaluation of their vision and
hearing as recommended, The findings are:

completed on 7/31/20. Additional review of the
vigion examination report noted,
"Hyperopia/Refractive errar. .Fulltime spectacle
wear.." The report recommended a follow-up
examinalion i one year by 7/31/21, Further
review of the record did not reveal a visual

examination had been completed since 7/31/20. l

;

reviewed and discussed at
the monthly core
teamy/quarterlies/annual ISP.
Qptions for appointments
that were unable to be
completed will be added to
meeting minutes.
D. There will be supporting
documentation for all
appeintments that were
completed or the reason why|-
it was unable to be
completed,
RN will review monthly
Site Supervisor will monitor
one time a week.
G. Qualified Professional wilf
monitor one time a week

mm

: I
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Interview on 3/15/22 with the facility’s nurse
indicated client #3 had not returmiad for a vision
examination since 7/31/20 after the insurance
would not pay for it, The nurse acknowledged the
orovider is responsibie for payment for services
when the insurance refuses to pay.

8, Review on 3/14/22 of client #5's record

revealed an audiological examination dated W 340 7

11/23/20. Additional review of the report noted, This deficiency will be corrected by  105.13.2022

"Recommendation: Fallow up in one year." the following actions:

Further review of cliant #5's record did not reveal . "

a follow up audiological examination had been A “I“he_ r‘;urse‘:’wriﬁ be- re.fspmnmbfe
for in-serving/training staff

completed,
' on the proper way 1o
Imterview oh 3/156/22 with the facility nurse

W 340

i reasures thal include, but are not imited to

confirmed client #5 was in need of an audiological
follow up; howeaver, this appeintment had not
been schedujed as of the date of the survey.
NURSING SERVICES

GFR(s): 483.480(c){5)())

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate proteclive and preventive health

training clients and staff as needed in appropriate
heatth and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observafions, record reviews and ;
interviews, the facility failed to provide training for |
use of client #1's continuous positive airway
pressure machine {CPAP). This affected 1 of 4

document when
administering medications,

B. The nurse will ensure that all
adaptive equiprent is
available via Physician orders

C. All adaptive equipment wili
be accessible, clean and
operational,

D. The Site Supervisor wili
monitor and document this
weekly.

E. The Qualified Professicnal
will document this monthly.

F. The nurse will document this

s audit clients (#1). The finding is; ;
:

FORM CMS-256T(0R2-99) Pravious Varsions Obaolsts Evant I ERTF 1Y

monthly.
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Record review on 3/14/22 of client #1's
pulmenology report (dated 6/30/21) revealed
diagnosis of "obsiructive sleep apnea and history
of recurrent preumonia” as well as
recommendations to "continug GPAP ag
tolerated; maintain aspiration precautions.”
interview on 3/14/22 with Qualified intellectual
Disabilities Professional {QIDP) confirmed that
client #1 is supposed to use a CPAP machine
while sleeping. However, QIDP revealed that
client #1 refuses the CPAP machine and there is
no training in place for staff or client.
Interview on 3/15/22 with facility nurse confirmed
the recommendation for use of CPAP while W.382 (15.13.2022
sleeping and that client #1 refuses. Facility nurse This deficiency will be corrected by
also confirmed there is no training in place for the following actions:
staff or chent to encourags use. ‘
Z2: DR TORA CR DKEE 2 . . .
w38 CF&%}%SB.&%%E}%T ECOR PING wez| A, All staff will be in service on
medication procedure and
The facility must keep all drugs and biviegicals fallowing the guidelines for
locked except when being prepared for measuring and dispensing afl
administration. medications
This STANDARD is not met as evidenced by: B, Staff will be in service on the
Based on obsarvations, record review and t R
interviews, the facility failed to ensure all drugs zmpqrtahce of not iea_v ng
and biologicals were kept locked except when medtcgtion gnsupe:*rwsed.
being prepared for administration.  The fndmg s G Stafwill-besin-senvice.on
. Medication Administration
During observations of medication administration procedures :
in the home on 3/14/22 at 3:58pm, 4:04pm, RN weill monitor monthi
4:22pm and 4:27pm staff A exited the medication 2 g"te Supervisor will m Qn)i/tor
administration area to retrieve a client, leaving the - : p
door to the medication closet wide open. one time a week. _
F. Qualified Professional will

FORM GMS-2567(02-99) Pravious Versions Qbaslete

Event DN E2YFN

Facility 10, 921970

monitor monthly
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Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:
Rased on observations, record review and
interviews, the facility failed to ensure client #6
received his specially modified diet as indicated.
Thig affected 1 of 4 audit clients. The finding is:

During dinner observations in the home on
3114122 at 5:0tpm, Staff A assisted client #6 10
serve himself four whole crackers and which he
consumed uncut. During snack observations in
the horme on 3/14/22 at 4:08pm and 4:44pm,
client #6 consumed a small bag of chesse pufs
which were approximately the length of a pinky
finger and two chocolate wafers approximately

were not cut up. During further observations of
the breakfast meal on 3116722 af 7.08am, client
#6 retrieved a whole muffin from a platter on the
table and consumed 3/4 of it before a staff broke
it into smaller pieces. Client #6 consumed aft
food iterns without difficulty.

the fength of an index fifger The snack ittems™ " =+

B. consumer will obtain

C. The Qualified Professional

D, All staff will be in-serviced on

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION £X3) DATE SURVEY
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W 382 | Continued From page 7 W 382
interview on 3/14/22 with the staff A revealed she
received training on locking the medication closet
when leaving {he area.
interview on 3/15/22 with facility nurse revealed
all staff receive medication training when hired
and are instrucied not to leave medication W 460
unlocked of unattended. . . .
W 460 | EO0D AND NUTRITION SERVICES W 480 This dﬁf&ﬂﬁ’ﬂ(ﬂy will be corrected lt)y 05.13.2022
CFR(s): 483.480(a)(1) ! the following actions:
‘ A. The Qualified Professional

will be responsible for
reviewing all ISPs to reflect
the current needs of the
cansumers to include each
consumer diet.

updated s nutritional
assessmernts to determine
whether a changein diet is
needed,

will update ISP to reflect any
changes.

- NS v
The Site Supervisor will
monitor and document this
weekly,

The Qualified Professional
will monitor and document
this monthly.

el
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Observation of a diet list posted in the kitchen
revealed client #6 consurmas his food chopped
into “dime-size pieces".

interview on 3/15/22 with Staff D reveated client
#6's food should be cut up as indicated on the
diet liaf.

Review on 3/15/22 of client #6's Individual
Program Plan (IPP) dated 9/3/21 revealed, "Staff
shoutd follow dietary requirements: dime-sized
chopped diet."

interview on 3/15/22 with the Gualified Intellectual
Disabilities Professional (QIDP) confirmed client
#6's food should be chopped into dime-size
pigces as indicated.

i
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