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E Q04| Bevelop EP Plan, Review and Update Annually E 004
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This deficiency wili be corr
g:gz,:ggéa;, gj; g.gzgag, gj; 2115 ?(?)@183 73i8) fallowing acti){;ns: seledbyhe
184(a a A5(a TXa .
' . ' : ' AT
§483.475(a). §484.102(a), §485.68(a) ??eé";inageme”t Wil update
§465.625(n), §485.727(a), §485,920(a), the pr ﬁ‘pf"ﬂ” edness book for
§488.360(a), 8491.12(a), §494.62(a}. the home to include current
information for residents and
The [facility] must comply with all applicabie administrative staff contact
Federal, State and local emergency information
preparedness requirements. The [facility] must B M o .
develop establish and maintain a comprehensive + Management will monitor and
emergency preparedness program ihat meets the dacument on this one time a
requirements of this section, The emergency week,
preparedness program must include, but not be C. Management will update ail
firmited to, the following elements: " information regarding,
{a) Emergency Plan. The [facility] must develop consumers, quardians, staff and
and maintain an emergency preparedness plan administrative staff.
that must be [reviewed), and updated at loast D. Site Supervisor will monitor and
aveary.z y.ears. The plan must do all of the document this monthly,
fallowing: €. Qualified Professional wili
* [For hospitals at §482.15 and CAMs at monitor and document this
§485.625(a):] Emergency Plan. The fhospital or manthly.
GAH] must comply with all applicable Fedsral, F. Management will monitor and
State, and local emergency preparedness dacument this ronthly while
reauirements. The [hospital or CAH] must conducti : .
develop and maintain a comprehensive conducting site review
emergency preparedness program that meets the
requirements of this section, ulilizing an
all-hazards approach.
* [For LTC Facilities at §483.73{a)] Emergency
Plan. The LTC facility must develop and maintain
an ernergency preparedness plan that must be
reviewed, and updated at least annually,
* [For ESRD Facilities at §494.62(a):] Emergency
TITLE {X8) DATE

LYoot Preetrr 5 [a /2022

Any deficiency statement ending with an aate:cskA‘) dedotes a deficiency which the instifution may be excused from carecting providing it is ‘deterrdined that
other safeguards provide sufficient prolection fo the patients. (See instructions.) Except for nursing homes, the fingings sialed above are dicciozable 90 days
following the date of survey whether o7 not a plan of correction is provided, For nursing homes, the above findings and plens of eorrection are disclosable 14
days following the date these dosuments are made available to the facility. If deficiencies are cited, an approved plan of corraetion is reguisite to conlinued

program panicipation.
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Plan. The ESRD facility must develop and
maintain an emergency preparedness plan that
must be [evaluated], and updated at least every 2
years,

This STANDARD is not met as evidenced by
Based on record review and interview, the Tacility
failed to ensure the Emergency Preparednass
{EP) plan was reviewed and/or updated as
needed. The finding is:

Review on 52722 of the facility's EP plan revealsed
it was last updated in 2019, The plan noled, "The
manual wilti be revised and updated as
necessary. Additional review of the plan did not
include any information regarding two clients who
were recently admitied to the facility, information
for the current Site Supervisor and information
about a previous client remained in the plan.

Interview on 5/3/22 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed the EP
plan needed to be updated with current
information.

INDIVIDUAL PROGRAM PLAN

CFRis): 483.440(c){3)(v)

The comprehensive funchional assessment must
include adaptive behaviors or independent living
skills necessary for the client to be able to
function in the community.
This STANDARD is not met as evidenced by:
Based on record review and interview with ataff,
the facility failed to ensure that the
comprehensive funclional assessment was
campleted for 2 of 4 andit clients (#3 and #8) In
the area of independent living skills. The findings

E004

W 224
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are.

A, Review on 572722 of client #3's record revealed
he was admitted to the facility on 3/8/22.

Additional review on 5/2/22 of client #3's record
revealed no community/home life agsessment
(CHLA) to assess client #3's independent living
skills needad to promote his ability to function in
the community.

Interview on 5/3/22 with the qualified inteflectual
disabiities professional (QIDP) confirmed that a
CHLA was not completed on client #3 after
admission.

B. During afternoon observations in the home on
Sr2f2z2, client #6 repeatedly stated, "peanut butter
sangwich” while walking throughout the home. At
4.1 3pm, Staff C told the client she would make
him a sandwich. The staff proceeded fo make a
peanut butter sandwich at the table directly in
front of the client as he sat waiting. The staff also
brought the client a cup of milk after he began
ealing the nuggets. At 4:.38pm, Staff C then
gathered necessary items and covked several
chicken nuagels in an air fryer and took them to
client #6 at the table. Client #6 was not prompied
or encouraged to assist with making his
sandwich, pouring his drink, serving himself or
preparing his food using the air fryer,

Interview on &2/22 with Staff C revealed client #6
will "sometimes” assist with preparing his food but
she didn't "want him to act out.” Additional
interview indicated client #6 doesn't eat the same
foods as other clisnts in the home and usually
gats the same thing everyday.

A

B.

“This deficiency will be corrected by
the following actions

Qualified person will review
all ISP,
Community home and fife
assessments will be reviewed
needs of persons served.
1IDT will implement written
training programs to address
safety during drill int eh
home
Ali staff will be in-service on
alt Behavioral Support Plans
and proper documerttation.
Staff will be in-serviced on
the Written training
programs
Site Supervisor will monitor
one time a week

. Qualified Professional will
monitor one time a week
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Review on 5/3/22 of client #5's CHLA dated
3/26/22 revealed no assessment of his skills and
abilitiss with making sandwiches, pouring, family
style dining, and using an air fryer to assist with
preparing his favorite foods.

nterview on 5/3/22 with the CHDP confirmed
client #8's CHLA does not include an assessment
of his ability f¢ make sandwiches, pour, use an air
fryer for food preparation and his family style
dining skills.

W 249 | PROGRAM IMPLEMENTATION ‘ VW 249
CFR(s): 483.440(d){1)

As soon as the interdisciplinary team has
formulated a clhient's individual program plan,
sach client must receive a continuous active
treatrnent program consisting of needed
interventions and services in sufficient number
and frequency to support the achisvement of the
objectives identified in the individual program
plar.

This STANDARD is not met as evidenced by:
Based on observations, record reviews ahd
interviews, the facility failed to ensure each client
received a continuous active treatment program
gonsisting of needed interventions and services
as identified in the individual Program Plan (IPP)
in the areas of adaptive equipment use and family
style dining. This affected 1 of 4 audit clients {(#5).
The findings are |

A, During dinner observations in the home on
502122 at 5:15pm, Staff C prepared a plate of food

FORM CME-2567(02-99) Previous Versions Qbsolete Event |D: 3NOB14 Faeitity 1D 929963 If continuation sheat Page 4 of 13
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W 249 Continued From page 4 W 24| This deficiency will be corrected by the  £7.01.2022
in the kitchen and took the plate to clisnt #5 as he following actions:
sat waiting at the table. The staff then retrieved a e )
cup of water and took it to the client. Client #5 A Al ISP'S will be reviewed and
was nat prompted or encouraged to assist with revise as needed to ensure
serving himself or pouring hig drink, objectives are met.
B. Community home and life
Interview on 5/2/22 with Staff C revealed they assessments wili be reviewed
have tried to get him fo mssist with serving himself . Nutritionist will assess all giets,
and pouring but he will make a noise and get up and modify as needed.
and walk away. Additional inferview indicated D. Nutritionist will review all diets
they have not been given any specific instructions written by physician simpiifying
on how to hetter assist client #5 with these tasks. the orders written to be better
. {laymen
Review on 5/3/22 of client #5's Community/Home understood, lay . terms)
: E.  Meal assessments will be
Life Assessment (CHLA) dated 3/25/22 revealed
he requires physical assistance to eat family ~ completed on all people served.
E. Al current goals will e asiess,
style. -
madified. update or
interview on 5/3/22 with the Qualified Inteflectual discontinued to meet meai
Disabilities Professional (QIDP) indicated client assessment needs.
#5 fequires physical assistance to serve himself G. Goals will be implemented after |
and pour his drinks, team meeting.
H. ifl be assess the need for
8. During dinner abservations in the home on the use of adaptive eguipment.
52122 at 5:18pm, ciient #5 consumed his food 3 -wﬁ} give guidelines for the
ulilizing & plastic fork. No built-up foam handle use of equipment
was noted on the fork. 4. All adaptive equipment will be
discussed in a teamn rmeeting, 1o
Review on 5/2/22 of client #5's IPP dated 3/25/23 include day program
revealed he uses a "comfort grip straight utensil® K. Flviu be assess the need for
during dining "use during each meal". the use of adaptive equipment.
. L. il give guideiines for the
fnterview on 5/3/22 with the QGIDR confirmed use of equipment
client #5 should use a foam grip handle attached M. All adaptive equipment will be
to his utersils at meals. discussed in a team meeting, to
CFR{s): 483.440(F{1)(iii) l ,
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W 257 | Continued From page 5 was7iW.2a57 .
The individual program plan must be reviewed at This deficiency will be corrected by 07.01.2022
teast by the qualified mental retardation the following actions:
professional and revised as necessary, including, A. AlLISP'S will be reviewed and
but not limited to situations in which the clignt is revise as needed 10 ensure
failing to pragress toward identified objectives that progress towards
aiter reasonable efforts have been made. identified goals have been
This STANDARD is not met as evidenced by; addressed
Based on record review and interviews, the . . d all
facility faited to ensure the Individual Program B. ANl WTP will be reviewed a
Plan (IPP) was reviewed/revised after client #5 goais will have measurable
failed to progress towards identified objectives. outcomes.
This affected 1 of 4 audit clients. The finding is: C. All WTP will have identifiable
. , , criteria and oUtComes
Review on 5_!2»‘22 of ;Ileni #5's EPP‘ dr_ﬂtecf 325022 D. All goals will be madified,
revealed objectives t6 match coing with 70% revised. or discontinue to
accuracy for six months and to brush his teeth ' £ th
with 50% participation for six consecutive months, | meet the needs of the
The plan noted the criteria for each objective peoples served
woltd be met with a verbal prompt. Additional E. Al consumers will be
review of progress notes for the objectives provided meaningful
revealed the following: activities,
Mateh coi F. Al staff will be in-service on
aieh coins all goals.
07121 - 04122 ="No progress” G. Site Supervisor will monitor
ane time a week,
Toothbrushing H. Qualified Professional will
monitor one time a week,
07/21 - 04/22 = "100% Physical Assistance" 1. Qualified Professional will
Interview on 5/3/22 with the Qualified Intellectual ?;;iiﬁi:;ﬁmh'y fn core
Disabilities Professional (QIDP) confirmed client g
#5's objectives had been in place for a year and
were in need of revisions,
W 263 | PROGRAM MONITORING & CHANGE W 263
CFR(s): 483.440(N{3Xii}
The committee should insure that these programs
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W 263 : Continued From page 6 W 263
are conducted only with the written irformed W.?é»B o .
consent of the client, parents (i the client is a This deficiency will be corrected by 07.01.2022
minor} or legal guardian. the following actions;
This STANDARD is not met as evidenced by
Based on record review and interview, the facility A. All behavioral support plans

failed to ensure restrictive programs were only
conducted with the written informed consent of a
legal guardian. This affected 1 of 4 audit clients

will be reviewed.
8. All Behavioral Support Plans

(#2). The finding is: - will be updated to address
the current needs and

Review on 5/2/22 of client #2's Behavior Support technique to rnanager

Plan (BSP) dated 7/1(421 revealed objectives to inappropriate behavior

decrease target behaviors to 5 or less per month C. Al proper techniques will be

for & consecutive months. Target behaviors
include physical aggression, properly destruction,
agitation, inappropriate sccial behavior,

used to manage behaviors
D, Psychologist will review all

elopement, stripping and fecal smearing. The - plans. ' '
BSP incorporated the use of Aripiprazole, £ Qualified Professional will
Ziprasidone and Lorazepam. review and obtain informed

guardian consent for ali plans

Adgditional review on 5/2/22 of the record before implementation.

revealed an gddendum to the BSP dated :
10/28/21 to incorporate bedroom window alarms F. f:g Feor;ents will have ali of
1o address recent incidents of elopement. gal representatives.

. G Al staff will be in-service on
Review of the physicians orders dated 3/30/22 all Behavioral Support Plans
revealed orders for Aripiprazole (mentalimood and proper documentation.
disorder), Clonidine (sleep aid}), Melatonin (sleep H. 5ite Supervisor will monitor
aid), Lorazepam (agitation), Zipragidone {severe one time a week
agitation} and Propranaclol (mental/mood e . .
disorder). L. Qualified Professional will

monitor one time a week

Further review on 5/3/22 of the BSP consent
signed by the guardian on 10/28/2°1 did not
incorporate the use of Clonidine, Melatonin,
Prapranoiol o bedroom window alarms.

interview on 5/3/22 with the qualified intellectual
disabilities professional (QIDP) confirmed written

EUIRM CME-2567(02-09) Previous Varsions Obsolete Event |0 8NDB11 Fagility 12 421863 1f continuation sheef Page 7 of 12
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W 263 | Continued From page 7 W 263 || This deficiency will be corrected by the
informed consent for client #2's BSP did not following actions:
incorporate the use of all medications prescribed .
or window alarms. A All community/ home assessment
W 312 DRUG USAGE W12 will be reviewed.
 CFR(s). 483.450(e)(2) B. All behavioral support plans will be
be used only as an integral par of the client's reviewed.
individual program plan that is directed ¢ Al Bﬁehav;oraf Suppart Plans will be
specifically towards the reduction of and eventual updated to address the current
elimination of the behaviors for which the drugs medication regiment.
are employed. 0. Psychologist will review all plans.
Té‘;‘; %TANDAR% ries ’f‘:\;"gﬁé ?St EViF*Q”C&d l?y: ity E. The IDT will meet to address any
ed on record revi interview, the facili _ N .
failed to ensure the interdisciplinary tearn (IDT) reduction or elimination of
developed active treatment programs to use in ; medications-based behavior
conjunction with client's psychotrapic medications documentation,
for the reduction andfor elimination of restrictive F. 1DT will ensure that all proper
b?hﬁ;‘”o;ﬁ?eﬁ?&}k’?* This affected 1 of 4 audit techniques will be used to manage
glients (#3). The finding is: behavioss.
Review on 5/2/22 of client #3's individual program G. Qualified Professional will review
plan {IPP) dated 4/8/22 revealed he was admitted and obtain guardian consent for a
to the facility 3/8/22. Client #3's diagnoses are reduction or elimination of any
;hi.:;tl?}fci ats ?it?ntéiog _Daeg{ﬁ@ Hyr[n:eratc_t‘i_vity Di?arder, medications.
il intellectual Disabilities, Post Traumatic i _ .
. O . . . i
Stress Disorder, intermittent Explosive Disorger, H Al guaraf.iar?s W':Lf:)e informed of
Bipolar 2 Disorder and Autism Spectrum any mediation changes.
Disorder. I. Al staff will be in-service or: all
Behavioral Support Plans and
Setvézm;‘gggzz{zz oficlcijegt #3's physié:iar? DFdngS proper documentation.
ate revealed he receives Sertraline to - . . .
g : i will w all
address symptoms of post traumatic stress ) Qua“f',w Professiona ,W' revrihi
disorder and Prazosin to address nightmares. behavior documentation monthly
at core feam meetings.
Review on 5/2/22 of client #3's record did not A. Site Supervisor will monitor one
include a formal active treatment program to use time a week '
in conjunction with his psychotropic medications. B OQualified Professional will monitor
one time a week
. I i

FORM CME-Z567(02-99) Pravious Versions Ohsolele

Event ID; §NOBTS

Fagility 0 921963

If continuation sheet Page 8§ of 13



05-09-"22 (8:08 FROM-

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARF & MEDICAID SERVICES

T-131

POOTT/00NB F-0B1

PRINTED: 05/04/2022
FORMAPPROVED

OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER; & BUILOING COMPLETED
JAG2SS 8, WING 0503/2092
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HELMSDALE GROUP HOME 137 HELMISDALE DR
- CARY, NC 27511
(43 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
W 312 | Continued From page 8 W 312
Interview on 5/3/22 with the qualified intellectual
disabilities professional (QIDP} confirmed client
#3 does not have a BSP in place at this time.
l VICES W 34
W 3401 NURS I‘\JGSER CES 3 UWMO 07.01 2027
CFR(s): 483.460(c)(5)(1) 240 u
This deficiency will be corrected by the
Nursing services must include implementing with following actions: _
other members of the interdisciplinary team, A. The nurse will be responsible for
appropriate protective and preventive healh in-serving/training staff on the
measures that include, but are not fimited to proper way to document when
galrzégg cié@gts and s’ie;ftfhasd Qeedead in appropriate administering medications.
ealth and bygiene methods. . . )
This STANDARD is not met as evidenced by B. Al St‘aﬁw“ be in service on
Based on observation, record review and medication procedure and
interviews, the Tacility failed to ensure staff were following the guidelings
sufficiently trained to implement appropriate {medication rights) for
technigues during medication administration. This dispensing alf medications
affected 1 of 4 audit clients (#6), The finding is: ¢ Consumers will be assessed for
During morning observations in the home on the ability to self-medicate {if
5/3/22 at 6:07am, client #6 was al the table applicable)
consuming a bowl full of chocolate ice cream. . Sraff wil be in service on
After he finished, closer observation of the bowl Medication Administration
revealad a powdery brownish substance at the rocedures
bottom of the bowl, The substance covered the P ' _ _ _
majority of the bowl's surface. Client #6 refrieved E. The Site Supervisor wili monitar
the bowl, took it to the Kitchen and dumped the and document this weekly.
contents into the sink. During this time, StaffA E The Qualified Professional will
ghe madizgaﬁion tem;t;\icia?} v\{as at the back of the document this monthiy.
ome assisting anciner client. G. The nurse will document this
interview on 5/3/22 with Staff A revealed client monthly.

#8's morning medications were in the bowl of ice
cream and the client will not take his medicine
without ice cream. Additional irderview indicated
he had placed Reguloid powder, Haldol, Lamictal,
Cloradine and Children's Chewable in the client
#6's ice cream. The staff noted all of the pills
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were crushed, except the Clonidine, and placed
at the boitom of the bowl with ice cream on top,
The staff revealed he vsually mixes the medicing
in the ice cream but he may not have mixad it up
well enough this morning. Further interview
indicated the staff did not know client #6 had
emptied an unknown amount of his medication in
the sink.
Review on %/3/22 of client #6's physician's orders
dated March 2022 revealed orders for Reguloid
powder, Haldol, Lamictal, Clonidine and Child
Chewable at 6:00am.
Interview on 5/3/22 with the facility’s nurse
confirmed client #6's morning medications, with W369 .
ithe eXCepﬁon of C|0nidin9' can be crushed and This deﬁciency will be corrected by the 07.01.2022
given in yogurt or ice cream. Additional interview foilowing actions:
confirmed based on the degcription of amount feft A. RN wilt assess afl orders.
in the bowi, it can't be determined how much of 8. All physician orders will be
the client's medication was consumed. The nurge reviewed for acouracy,
further stated the staff should have placed the C. - All staff will be in service on
srushed medicine on tap of the ice cream, mixed medication procedure and
it in and remained with client #6 fo ensure following the guidefines for
W 369 | DRUG ADMINISTRATION W 369 medications
CFR({s): 483.480(k}2) 0. Al assessment will be reviewed
. ) and recommendations
The system for drug administration must assure discussed in core [eam
that all drugs, including those that are quarterly, or ISP ’
self-administered, are administered without error. E Staff wil b e in Sém ce on
This STANDARD is not met as evidenced by, ) Medication Administration
Based on observation, record review and eaication Administralio
interview, the facility failed to ensure all drugs procedures
were administered without error. This affected 2 F. RN will monitor monthly
of 4 audit clients (#2 and #6). The findings are: G. RES"?:—‘”?‘ Mf?ﬂage’ V;ng
moOnitor ong time a wee
A, During observations of medication H.  Qualified Professional will
monitor monthly
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adminigtration in the home on 5/3/22 at &:18am,
client #2 ingested Metformin, Cetirizing,
Aripiprazole, Doxycycline, Propranctol and
Vitamin 3. No other medications were ingested.

Review on 5/3722 of client #2's physician's orders
dated 3/30/22 reveals Polyethylene Glycol
Powder 3350 NF to be administerad by mouth
once daily at 6:00am.

Interview on §/3/22 with the medication {echnician
ravealed client #2 had not received Polyethylens
Glyeod Powder during the medication pass on
513/22 at 6:18am due to chient refusal.

interview on 5/3/22 with the Yacitity nurse
confirmed client #2 should have received
Polyethylene Glycot Powder as indicated during
the medication pass.

8. During morning ebservations in the home on
5322 at 6:01am, client #6 was at the table
consuming a bowl full of chocolate ice cream.
After he finished, closer observation of the bowl
revealed a powdery brownish subsiance at the
bottom of the bowl. The substance covered the
majority of the bowl's surface. Client #6 retrieved
the bowl, took it to the Kifchen and dumped the
contents into the sink. During this time, Staff A
{the medication technician) was at the back area
of the home assisting another client.

interview on 5/2/22 with Staff A revealed client
#&'s morning medications were in the bowl of ice
cream and the client will not take his medicine
without ice cream. Additonal interview indicated
he had placed Reguloid powder, Haldo), Lamictal,
Clonidine and Children's Chewable. The staff
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noted all of the pills were crushed, except the
Clonidine, and placed at the bottom of the bowl
with ice cream on top. The staff revealed he
ugually mixes the medicing in the ice ¢cream but
he may not have mixed it up well enough this
morning. Further interview indicated the staff did
not know client #8 had emptied an unknown
amount of his medication in the sink.

Review an 5/3/22 of client #5's physician's orders
dated March 2022 revealed orders for Reguloid
powder, Maldol, Lamictal, Clonidine and Child
Chewable at 6:00am.

interview on 5/3/22 with the facility's nurse
confirmed client #6 morning medications, with the
exception of Cloniding, can be crushed and given
in yegurt of ice cream, Additional interview
confirmed based on the description of armount left
in the bowd, it can't be determined how much of
the client's medication was consumed.

FOOD AND NUTRITION SERVICES

CFR{s): 483.480(a)(1)

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

This STANDARD is not met as evidenced by:
Based on observations, record review, and
interview, the facility failed to ensure 1 of 4 audit
clients (#2) received their specially prescribed diet
as indicated, The finding is:

During observations in the home on 5/2/22 at
5:14pm, client #2 was observed eating dinner
which consisted of Viola brand frozen

W 369

W 460
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cheeseburger skillet meal that included penne This deficiency will be corrected by  07.01.2022
pasta, hamburger in a butter sauce and green the following actions:
beans. Chent #2 received 3 large servings of the
cheeseburger skillet. A, Nutritionist will review alf
Review on 5/2/22 of client #2's annual physical gffs,xﬁﬁm?hzyﬁggflm
(dated 7/30/21) and physician's orders (dated hying tne
3/30/22) revealed a prescribed diet for low Nutritionist wili assess afl
sugar/law fat, diets, and modify as needed.
B. Meal assessments wilt be
interview on 5/2/22 with staff C regarding the completed on all people
appropriate diet and portion size for client #2 served.
revealed client #2 is on a regular diet, C ’S{aff will follow all diet orders
inferview on 5/3/22 with facility diefitian revealed D. Al S.taﬁ will b‘? n semcgd of
client #2 should be on a low sugar/fow fat diet and all diets—providing portions
3 servings of pasta would not be appropriate. as outlined _
k. Al staff will be in service on
active treatment -
independence while eating
F. Site Supervisor will monitor
2 times 3 week.
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