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E 039 EP Testing Requirements E 038[This deficiency will be corrected by the
CFR(s). 4B3.475(d)2) following actions:
§416.54(d)(2). §418.113(d)(2), §441 184(c)(2), A g"}fc SE will develop and
plement an emergency
§460.84(d)(2), §482.15(0)(2), §483.73(d)2), gparedness (EF) training and
5483.475(d)(2), §484.102(d)(2), §485.68(d)2), A vk &
YABH.0L(0)\2), §4065.727(0N2), §485.H20(u)(z), ADIPIOT TRETING, Dragram
£491.12(d)(2), §494.82(d)(2). B. The manual will contain
information on the training and/or
*[For ABCs af §416.54, CORFs at §485.68, OPO, testing of the facilities staff,
"Organizations” undar §485.727, CMHCs at C. Management will train all staff on
§485,920, RHCs/FQHCs at §491.12, and ESRD emergency preparedness (EP)
Facilities at §494.62) training and table testing program.
(2) Testing. The [facility] must conduct exercises D. zﬂciﬁ?ﬁ:&n will be provided to
to test the emergency plan annually. The {facility] ‘PIJS s & Al .
must do all of the following: E. Sf*te upervisor will monitor one
time & month, :
(i) Participate in a full-scale exercise that is F. Qualified Professional will monitor
community-based every 2 years, or one time a month,
{A) When a community-based exercise is not
accessible, conduct a facility-based functional
EXSIoise SvVery 2 years; of
(B) ¥f the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individuat, facilify-based
functional exercise following the onset of the
actual event,
(i) Canduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d}2)(i} of
this section is conducted, that may include, but is
riot Emited to the following:
(A) A second full-scale exercise that is
community-based or individuat, facitity-based
functional exercise; or
{BY Aok disaster dril; or
(C) Atabletop exercise or workshop that is led by
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIGNATURE TITLE {x&) DATE
Go/072022

Wardba UWhack, Licdive Directon

Any deficiency statement ending with an asterisk (*) denates a deficiency which the institution may be excuged from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fallowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. if deficiencies are cited, an approved plan of corraction B requisite to continued

program participation.
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a facilitater and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or preparad questions
designed o challenge an emergency plan,

(iiiy Analyze the [facility's] response to and
maintain documentation of afl drills, tablstop
exercises, and emergency events, and revise the
[Facitity's] emergency plan, as needed.

*[For Hospices af 418.113(d)]

{(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:

() Participate in a full-scale exercise that is
community based every 2 years; or

(A} When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years,; or

(B} ¥ the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event,

(i) Conduct an additional exercise avery 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d}2)(i) of this section
is conducted, that may include, but is not limited
to the foliowing:

(Ay A second full-scale exercise that is
community-based or a facility based funclional
exercise; or

(BY Amock disaster drili; or

(C) Atabletop exercise or workshop that is lsd by
a facilitator and includes a group discussion using

VOCA-O E
TiS STREET HOM! DURMAM, NC 27707
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a narrated, clinically-relevant emergency

scenario, and a set of problem statements,
directed messages, or prepared quastions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
gxercises to test the emergency plan twice per
year. The hospice must do the following:

(i} Participate in an annual full-scale exsrcise that
is community-based; or

(A} When a community-based exercise is not
accessible, conduct an annyat individual
facility-based funcional exercise; or

(B} ¥ the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice is axempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(i) Conductan additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale sxarcise that is
community-based or a facility based functional
exercise; or

(B) Amock disaster drilf;, or

() A tabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

(i} Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revige the
hospice's emergency plan, as neaded.
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*For PRETs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the foliowing:

() Participate in an annual full-scale exercise that
is community-based; or

(A} When a community-based exercise is not
accessible, conduct an annuat individual,
facitty-based functional exercise; or

(B} 1 the {PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functionai exercise following the
onset of the emergency event,

(i) Conduct an [additional] annual exercise or
and that may include, but is not limited {o the
foltowing:

(A) A second full-seale exercise that is
community-based or individual, a facility-based
functionst exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discuasion, using a narrated, clinically-relevant
emergency scenario, and a set of probiem
statemenis, directed messages, or prepared
guestions designed to challenge an emedgency

lar.

P (i) dnabyze the [faritity's] rerponss tn Ano
maintain documentation of all drills, tabletop
exarises and emargency events and revise the
[facility's] emergency plan, as needed,

*[Far PACE at §460.84(d):)
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exercises to test the emergency plan at least
annually. The PACE organization must do the
following:

(i Pariicipate in an annual full-scale exercise fhat
is community-based; or

{A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

{B) i the PACE experiences an actual natural or
man-made emeargency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, faciity-based functional
exercise following the onset of the emergency
event.

{i) Conduct an additional sxerdise every 2
years opposite the year the full-scale or functional
exercise under paragraph (d){2)(i} of this section
is conducted that may include, but is not limited to
the following:

(A} A secand full-scale exercise that is
community-based or individual, a facility based
functionsat exercise; or

(B} Amock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and in¢ludes a group discussion,
using A narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan,

(i} Analyze the PACE's response o and
maintain documentation of all drills, tabletop
gxercises, and emergency events and revise the
PACE's emergency plan, as needed.

*For LTG Facilities at §483.73(d)]
(2} The [LTC facility] must conduct exercises to
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test the emergency plan &t least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/HD] must do the following:

{) Participate in an annual full-scale exercise that
is community-based; or

(A} When a community-based exercise is not
accessible, conduct an annual individual,
facitity-based functional exercise.

{B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emargency plan, the
LTC faciliy is exerpt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
foliowing the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not fimited to the following:
Ay A second full-scale exercise that is
community-based oran individual, facility based
functional exercise; or

(B} A mock disaster dritt; ar

(C) Atablefop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenzafio,
and a sef of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

(iiy Analyze the [LTC facility] facility's response {o
and mairdain documentation of all drills, tabietop
gxercises, and emergency events, and revise the
ILTC faciity] facility’s emergency pian, as needed.

*[For ICF/I\Ds at §483.475(d)):

(2) Testing. The ICF/IC must conduct exercises
to test the emergency plan at least twice per year.
The ICFAID must da the following:

(i) Participate in an annual full-scale exercise that
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is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICFAID experiences an actual natural or
man-made emergency that requires activation of
the ermergency plan, the ICF/ID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event,

(i) Congluct an additional annual exercise that
may include, but is not limited to the following:
(A} A second full-scale exercise that is
community-based or an individual, facility-based
functiona! exercise; of

(BY A mock disaster driff; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared guastions
designed to challenge an emergency pian.

(iiiy Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICEAID's emergency pian, as needed.

*[For HHASs at §484.102]
(8)(2) Testing. The HHA must conduct exercises
to test the emargency plan at
least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years,
or.
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(B) if the HHA experiences an actual nafural
or man-made emergency that requires activation
of the emergency plan, the HHA is exermpt from
engaging it its next required full-scale
community-based or individual, facility based
functional exercise following the onset of the
emergency event.

(i) Conduct an additional gxercise every 2 years,
opposite the year the full-scale or functionai
exercise under paragraph (d}2)(i) of this section
is conducted,  that may inciude, but is not
limited to the following:

{A) A second full-scale exercise that is
community-based or an individual, facility-based
functionat exercise; or

(B) Amock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using 2 narrated, clinically-refevant
emergency scenario, and a set of problem
staterments, directed messages, or prepared
questions designed to challenge an emergency
plan.
iy Anatyze the HHA's response to and maintain
documentation of il drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as neaded.

*[For QFPOs at §486.360}

(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
following:

{iy Conduct a paper-baged, tabletop exarcise or
workshop at least annually, A tabletop exercise is
led by a facifitator and includes a group
discussion, using a narrated, clinically relevant
emargency scenario, and a set of problem
statements, directed messages, or prepared
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yuestions designed to challenge an emergency
plan. If the QPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
gngaging in its next required testing exercise
following the onget of the emergency event.

(i) Analyze the QPO's respanse to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OP0's] emergency plan, as needed.

* RNCHis at 8403.748):

{d)(2) Testing, The RNHCI must conduct
axercises to test the emergency plan. The RNHC!
must do the following:

{i) Conduct a paper-based, tabletop exercise at
teast annually. A tabletop exercise is a group
discussion led by a facilitator, uging a narrated,
clinigally-relevant emeargency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an
emergency pian.

(i) Analyze the RNHCI's response to and
maintain documentation of all tablatop exercisey,
and emergency events, and revise the RNHCHs
amergency plan, s needed,

This STANDARD is not met 45 evidenced by:
Bagsed on document review and interviews, the
facitity failed to ensure facility/community-based
or tabletop exercises 1o test their Emergency
Preparedness (EP) plan were conducted. This
potentially affected clients #1, #2, #3, #t4, #5, #5
and #6. The finding is:

Review on BI23/22 of the facility's EP plan, did not
include a full-scale community-based or tabietop
exercise for 2021,

During an inferview on §23/22 with the home
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manager (HM) confirmed a table top exercise had
not been compieted for 2021
W 227 INDWIDUAL PROGRAM PLAN W 227 \Waot 1072372022
CFR(s): 483.440(c){4) This deficiency will be corrected by the
following actions:

The individua! program plan states the specific

N .
objectives necessary to meet the cfients nee ds, A, AlLISP's will be reviewed and

as identified by the comprehensive agsessment modified as needed to address
required by paragraph {e)(3) of this section. objective trainings. i
This STANDARD is not met as evidenced by: B. Al} individual served goals will be
Based on interview and record review, the facility reviewad and modified based off
failed to assure the individuat program plan {IPP) their objective training needs.

tor 2 of 4 audit clients (#1 and #2) included . Active treatment will be provided
objective training to meet the client’s money to all individuals served.
management, meal preparation and seif care D. Written traiming programs will be

heeds. The findings are: implemented based on any goals,

A. Review on 8/22/22 of client #1's PP dated sategies and needs identified by
6/16/22 revealed she had priority training needs tearn, v ~

which included: meal preparation and self care. E. Qualified Professional will in-
Furiher review of client #1's PP confirmed ro service all staff on individual’s
formal training identified in the areas of meal 18P's and goals.

preparation and self-care. F. Qualified Professional will monitor

one time a week and will address

Interview on 8/22/22 with the qualified intellectual any changes in core team meetings.

disabilities professional (QIDP) confirmed client
#1 currently has no formal training in the areas of
meal preparation and seif-care.

B. Review on 8/22/22 of client #2's IPP dated
5i28/22 confirmed he had pricrity training needs
which included: dining and moeney management.

Interview on 8/22/22 with the qualified intelipctual
disabilitiss professional {QIDP) confirmed client
#2 currently has no formal training in the areas of
dining and money managemsant.
W 248 PROGRAM IMPLEMENTATION W 249
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W 249 Continued From page 10

CFR{s): 483.440(d)(1)

Ag soon as the inferdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous aclive
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plarn.

This STANDARD #s not met as evidenced by:
Based on observations, record reviews and
interviews, the facility falted to ensure each client
received a continuous active treatment program

‘ponsisting of needed interventions and services

as identified in the Individual Program Plan (IPF)
in the area of structured leisure activities and the
use of adaptive spiintg. This affected 2 of 4 audit
clients (#1 and #2). The findings are:

A Throughout observations of lelsure activities in
the facility on 8/22/22 from 4.35pm-5:00pm client
#2. who is legally blind, was at the dining room
table with a piece of paper moving & crayon back
and forth on the paper with crayons, He was not
offered any other ieisure options,

During continued observations in the facility on
Bf22/22 at 5:05pm, staff B asked cliont #2 to
come to the kitchen and help her filt up a water
pitcher with water. After assisting staff B, client #2
returned o the dining room table with paper and
crayons untii 5:30pm when staff A and staff B
started sefting up for supper. He was noi offered
any other leisure options.

W 240

w245
This deficiency will be corrected by the
following actions:

A,

10/23/20522

1SP's will be updated and modified
1o meet the current ADL’s around
adaptive equipment.

AllISP's will be reviewed and
revised as nesded to ensure that ail
objectives are met to mee the
current need of all individuals,
Written training plans will be
implemented as need to address
individual's needs, adaptive
equipment and appropriate active
freatment. -

All staff will be in-services on
individual's ISP's, adaptive
equipment and active freatment in
the home.

Site Supervizor will monitor and
document weekly.

Qualified Professional will monitor
and documeant weekly.

EOEM CME-ZBET(02-09) Previows Vensions Obsolet
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During ohservations in the facility on 8/23/22 after
breakfast at 8:00-830am staff D and E set up
paper and crayons for client #2 to sit outside and
color on the back patio until it was time to start
geiting on the van to go out to the vocational
workshap after 830am. He was not offered any
other leisure options,

Reviaw on Bf22/22 of client #2's IPP dated
672822 revealed he has the following dizgnoses:
Maocd Disorder, Profound Intellectuz! Disabilties
and Blindness.

Interview on 8/23/22 with the residential manager
(RM) and the qualified intellectual disabiliies
professional (QIDP) confirmed there are ipisure
activities more appropriate for client #2's skills
and abilities in the facility that can be offered fo
him during structured leisure time.

B. Throughout ohservations at the facility on
8/22/22 from 4:00pm-6:30pm and on B/23/22
from 6:00am-8:30am staff were not observed to
work with client #1 on using her carrot splint.

Review on 8/22/22 of client #1's IPP dated
8116/22 revealed she was admitted to the facility
on 5/2/22 after being dischargad from a skilled
nursing facility after being trested from a stroke
that resulted in diagnoses of Dysphagia, Aphasia
and Left Hemiparesis.

Review on 8/23/22 of a Splint Instruction Sheet in
olient #1's folder indicated she has a carrot splint
that is to be used with gentle stretehing exarcises
daily with the carrct splint placed in the finger of

her teft hand slowly allowing her to hold onto the
carrot splint and o gently relax her hand. Furiher
instructions indicated she was to practice holding

(X4 1D BUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF SORRECTION (5
PREFIX {(EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
W 248 Continued From page 11 W 249
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CFR(s): 483.440(A{3)(ii)

The commiftee should insure that these programs
are conducted only with the written infermed
consent of the client, parents (if the clientis a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Basaed on record review and irderview, the facility
failed to ensure restrictive programs were only
gonducted with the wriiten informed consent of a
legal guardian. This affected 2 of 4 audit clients
{#2 and #3). The findings are;

A. Review on 8/23/22 of client #3's Behavior
Support Plan (BSP) dated 11/26/19 revealed an
objective to exhibit zero episodes of failure to
cooperate per month for twelve conseculive
menths, Additional review of client #3's BEP
revealed a target behavior for noncompliance.
Further review of the BSP revealed wrilten
informed consent had not been obtained by the
legal guardian since 12/24/18.

Interview on 8/23/22 with the gualifiad intellectual
disabilities professional (QIDP) confirmed that
written infarmed consent has not been obtained
by the legal guardian.

B. Review on B23/22 of client #2's BEP dated

STATEMENT OF DEFICIENCIES K1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IYENTIFICATION NUMBER: A BURDING COMPLETED
3G6 B, WING 0812472022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2415 0718 STREET
. HO
VOCA-OTIS STREET HOME DURHAM, NC 27707
(X&) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (45)
PREEIX (EAGH DEFIGIENCY MUST BE PRECEDED 8Y FULL BREFINX (EACH CORRECTIVE AGTION SHOULD SE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
DEFICIENGY)
W 248 Continued From page 12 W 245
onto {he splint af least one hour daily and to
increase the fime daily until the oceupational
therapist could see her again to re-gvaluate.
Interviews on 8/23/22 with the RM and the QIDF
confirrned the carrot splind is in the facility and
staff should be working with client #1 on holding
onto the carret splint and to relax her hand daily. W63
W 263 PROGRAM MONITORING & CHANGE W 283

This deficiency will be corrected by the  [[V/232022

following actions:

A. The Qualified Professional will
review all behavior support plans.

B. All behavior suppott plans will
address the current needs and
technique to manage inappropriate
behaviot.

€. All proper techniques will be used
to manage behaviors,

D. Psychologist will review all plans.

E. HRC approval and the proper
consents will be obtained for all
BSP's.

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

G, Qualified Professional will monitor
and document this monthly.
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W 263 Continugd From page 13 W 263
11/20/18 revealed an objective to decrease
episodes of seif-injury per month for 12
consacutive motiths, Further review of the BSP
revealed this program incorporated the use of
Rigperidone 0/26mg and Sertraline 50 my.
Review of the BSP consent revealed it was
signed by client #2's legal guardian of the person
an 12111719 and this written informed consert
would expire on 11/20/20.
Interview an 8/22/22 with the QIDP confirmed the
facility had not updated this written informed
consent for ciient #2's BSP from the legal
guardian and the BSP was still ongaing.
W 331 NURSING SERVICES W 3311w 331
CFR(s): 483.460(c) This deficiency will be corrected by the 1012372022
o . . . ‘ following actions:
The faciiity must provide clients with nursing i .
gervices in accordance with their needs. A, All Physician orders wilk be
This STANDARD is not met as evidenced by reviewed by the nurse. ,
Rased on records review and interviews, the B. All physician orders will be given
facility failed to provide nursing services in to the physician for review and
accordance with the needs of 1 of 4 audit clisnts signafure.
(#5) relative to ensuring authenticated physician . RN will ensure all orders are
orders were available, The finding i present,
. . RN will moni nthly,
Review on 8/23/22 of quarterly physician orders D will monitor monthly
revealed client #5 had not had signed physician
orders since August 16, 2021,
Inferview on 8/24/22 with the facility nurse
confirmed authenticated physician orders for
client #5 were last signed August 16, 2021.
W 340 NURSING SERVICES W 340
CFR(s): 483.460(c)5)(1)
Nursing services must include implementing with
other members of the interdisciptinary team,
FOIBM CMES-2867(02-95) Previous Versions Obsolits Event i 1LWT411 Facility 10 927342 If pontimuation sheet Page 14 of 20
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W340 10/24/2022
W 340 Continyed From page 14 W 340 This deficiency will be corrected by the
appropriate protective and preventive health following actions: {
measures that include, but are not limited to A. Temperatures will be taken for all
training clients and staff as needed in appropriate visitors and staff in the home that
health and hygiene methods, enter the homes.
This STANDARD is not met as evidenced by: B. RN will in-service all staffon
Based on observations and interview, nursing Infections dis
- ; 2ases.
services failed to ensure that staff were C. COVID disaster pl i1l be updated
sufficiently trained in the taking the temperature . isaster plan will be upda
of visitors in regards to COVID-19 profocol. This a8 nf:edpd. ‘ '
potentially effected all clients (#1, #2, #3, #4, #5 D. Staff will be in-services on COVID
and #8) residing in the home. The finding is: protocol to ensure that temperaiures
are faken.
During observations at the home on 8/23/22 at E, Staff will be trained on the importance
10:00am and 4:00pm, a staff person opened the of face coverings.
dooto e o and greted e suiers F. R0 ill nonior montly.
temperature was not taken, (5. Site Supervisor wili monitor twao fime
a week.
During an interview on 8/24/22, the home H. Qualified Professional will monitor two
manager {(HM) reported any visitors who enter the times a week.
home must have their temperature taken.
During an interview on 8/24/22, the facility nurse
confirmed the surveyors termperatures shoulkd
have been taken. W.o436 I
) . . 1 2
W 436 gfﬁ’;?%’;gf%u’?ym" W 43611 deficiency will be comrected by the
8): 483.470(g)(2) following actions:
The faciity must furnish, maintain in good repair, A. All adaptive equipment will be
and teach clients to use and to make informed discussed in a team meeting.
choices about the use of dentures, eyegiasses, B. Al People served will ?33 it
hearing and other communications aids, braces, serviced on their adaptive
and other devices identified by the equipment &nd the importance of
interdisciplinary {eam as needed by the client. wearing/using their adaptive
This STANDARD is not met as evidenced by equipment.
Bgsed on observations anq in_terview, the facility . All adaptive equipment will be
failed to ensure 1 of 4 audit clients (#1) was accessible 1o the person served
taught to use and make informed choices about . - P
needing the equipment.
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D. Formal training will be completed
W 436 Continued From page 15 W 436 for the use of adaptive equipment-
the use of glasses, The finding is: eyeplasees
E. All pecple served will be assessed
Throughout observations on 8/23/22 from for the use of adaptive equipment,
4:00pm-6:30pm client #1 was involved in arts and F. Qualified Professional will
crafts activit{( érﬁw:;ig on pap;ier. painting a implement a formal goal
wooden napkin holder as well as dining. Durin . R
this observation, she was not abseweg o be ? G. Allstaff Wﬁ% be m—z',emceci of the
offered her eyeglasses. use of adaptive equipment.
H. Site Supervisor will monitor one
Throughout observations on 8/23/22 from time a week.
£:00am-8:30am duting dining and preparation to I.  Qualified Professional will monitor
transport to her vacational workshop, ¢lient #1 one time a week.
was not offered her gyeglasses.
Interview on 8/23/22 with the facility nurse
revealed client #1 was seen for a visual
assessment in March 2022 prior to her placement
at the facility on 5/2/22. Further interview
revealed she was seen by the Optometrist and
given glasses fo wear for reading.
Interview on 8/23/22 with the qualified intellectual
disabilities professional {QIDP)} confirmed client
#1 does have glasses but currently does not have
formal training to tolerate wearing or learn to care
for her eyeglasses. W, 460 L0320
W 480 Eggb AND NUTRITION SERVICES W 480 s deficiency will be cotrected by the
(s). 483.480(a}(1) , .
following actions:
Each client must receive a nourishing, A. Nutritionist will complete
well-batanced diet including modified and assessment on CONSUMErs.
spesially-prescribed diets. B. Recommendations will be added
bagsed upon assessment.
C. Nutritional assessments wili be
This STANDARD is not met as evidenced by: conductsd to ensure proper food
Based on observations, record reviews and consistency.
interviews, the facility failed io ensure 3 of 4 audit
clients (#1, #2 and #3) received their

FORM OME-2567(02-99) Previcus Varsions Qbsoleke

Event K LWT44Y

Fucility 10 922342

If continuation shaet Page 16 of 20




09-06~"22 (642 FROM-

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

T-1¢6  POONY/0022 F-373

PRINTELD: 08/25/2022

FORM APPROVED

OMB NO. 0938-0391

specially-modified diet as prescribed. The
findings are:

A. During observations in the home on B/22/22 at
§:28pm, client #2 was assisted to serve
mechanically ground taco which included lettuce,
tomatoes and cheese. He was algo assisted to
serve mashed potatoes and beverages which
included juice and water.

During observations of breakfast on 8/23/22 at
6:40am, client #2 was served mechanically
ground waffles, unmodified scrambled eggs and
unmodified canned fruit. He was also served
beverages which ineluded water and juice.

Review of client #2's nutritional evaluation dated
3/5/8 revealed client #2's diet is prescribed a
regular pureed diet with Engure prescribed once
daily,

Review on 8/23/22 of client #2's physician orders
dated 6/27/22 revesaled client #2's diet is
prescribed a reguiar pureed diet with Ensure
prescribed once daily.

Interview on 8/23/22 with the facility nurse
confirmed that client #2's dief is prescribed as
pureed as he wears dentures and sometimes
does not somplately chew his food. Further
interview confirmed that a pureed texture is
amooth with broth or water added without lumps
in the mixture that is mechanically modified.

Interview on &/23/22 with the quatified intellectual
disabilities professionat {QIDP) revealed client
#2's pureed diet is current and should be
foilowed,

prescribed dists,
consistency orders,

time a week.

o m m

once a week.

including medified and specialty
All staff will be in-serviced on food
Site Supervisor will monitor one

. Qualified Professional will monitor
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D. Al people served will receive a
W 460 Continued From page 16 W 460 Nourishing, well-balanced diet
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B. During observations in the home on 8/23/22 at
§.42am client #1 was served scrambled eggs that
were unmadified, canned fruit that was
unmodified and mechanically ground waffles, She
was also served juice and waler,

Review on 8/22/22 of client #1's |PP revealed
client #1's IPP dated 6/16/22 revealed sha was
admitted to the facility on 5/2/22 after being
discharged from a skilled nursing facility after
being treated from a stroke that resulted in
diagnoses of Dysphagia, Aphasia and Left
Hemiparesis, Further review of the IPP revealed
she is prescribed a pureed diet with Boost three
times daily.

Review on 8/23/22 of client #1's physician orders
Ambmel BITTIY resmmtmd har dint woe praceribed
as a pureed diet with Boost three times daily.

Review on 8/22/22 of a dietary note from July 27,
2022 revealed client #1's diet was changed o
mechanically ground with Boost clear three fimes
daily as she wag refusing meals served at the
purged lexture.

Interview on 8/23/22 with the facility nurse
confirmed client #1 is to be served a mechanically
ground diet with ait foods modified at meals.

interview on 8/23/22 with the QIDP confirmed
client #1's diet is mechanically modified with
Boosi thres times daily.

G. During observations in the home on 8/23/22 at
8:27pm, client #3 was served a mechanically
ground taco, unmodified mashed potatoes and
juice.

STAVEMENT OF DESICIENGIES (1) PROVIGER/SUPPLIER/CUIA X2 MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND FLAN OF QORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
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W 460 Continued Front page 17 W 460

FORM CMS-2567(02-99) Pravious Versions Obsolete

Evant 1D LWTSH

Facility 10 922342

If continuation sheet Page 18 of 20




09-06~"22 (642 FROM-

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

T-1¢5  POO21 /0022 F-373

PRINTED: (8/25/2022

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA (%) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
34G216 & WING 08/24/2022
MAME OF PROVIOER OR SUPPLIER STREET ARDDRESS, CITY, STATE, 1P CODE
2415 OTIS STREET
VOGA-DOTIS STREET HOME DURHAM, NG 27707
048 1D SUMMARY STATEMENT OF DESICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (5)
PREFI (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SROULD BE COMPLETION
TAG SEGULATORY OR LEC IDENTIEYING INFORMATION) TAG CROGE-REFERENGED T THE APPROPRIATE DATE
DEFICIENGY)
W 480 Continued From page 18 W 460
During observations in the home on 8/24/22 at
£:15am, client #3 received her morning
medications with water. Further obsarvation at
6-40am, chent #3 received mechanically softened
waffles, scrambled eggs and canned mixed fruit
unmadified.
Review on 8/23/22 of client #3's nuiritional
avaluation dated 5/1/20 revealed client #3 is
supposed to receive a mechanical soft dist with
nectar thick liquids. The evaluation also reveals
all foods should be served no thinner than nectar
consistency. Staff should make sure not to over
process fruits and vegetables and they should be
drained before modifying to prevent them from
being a watery consistency.
Interview on §/24/22 with Staff C revealed client
#3 is supposed to be on mechanical soft and
uses thickened liquids sometimes. Staff C also
reveled cilent #3 is not supposed o have watefy
foods like jella because they make her cough.
\nterview on 8/24/22 with the home manager
(HM) confirmed client #3 is supposed o be on
mechanigally soft diet with nectar thickened W, 475
liquids. This deficiency will be corrected by the 230022
W 4756 MEAL SERVICES W 475 lfoliowing actions: !
CFR(g): 483.480(b)(2)(Iv) A. OT will complete assessment on
Food must be served with appropriate utensils individuals.
This STANDARD is not met as evidenced by B. ‘;131 ciiﬁgg: z%:;%nriigj be
Hased on observations, record review and . . ‘g,
interviews, staff did not ensure that 1 of 4 audit C. All adapijve equipment will be
clients (#3) received the proper adaptive accessible to the person served
equipment for 2 of 2 meals. The finding is: needing the equipment.
D. Formal training will be completed
During dinner observations in the home on for the uge of adaptive equipment-
adaptive spoor.
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8/23/22 at 5:37pm, client #3 sat of the dining
room table and was served mechanically ground
tacos and mashed potatoes On the table in front
of client #3 was a plate raiser, high-sided divided
plate, weighted cup and built up angled fork.

During breakfast observations in the home on
B/24/22, client #3 sat at the dining room table and
was served mechanically ground waffles,
scrambled eggs and unmaodified mixed fruit. On
the table in front of client #3 was a plate raiser, a
high-sided divided piate, 4 weighted cup, built up
angled spoon and built up angied fork. Client #3
fed herseif and ate all of her food.

Review on 8/23/22 of client #3's Qocupational
Quarterly Update dated 4/29/20 revealed client #3
needs a smail marcon spoon with universal
design built up handle, high sided divided plate,
plate raiser, weighted cup, chair with arm rest for
for positioning and no forks, Further review
rovealed fork use not recommended dus to
mechanical soft diet and likelyhood that due to
tremors client #3 could hurt her mouth with fork
prongs.

Interview with home manager (HM) on 8/24/22
revealed that she was unaware client #3 needed
a small maroon spoon and that she should not be
using a fork.

time & weel,

one tine a week,

F. Site supervisor will monitor one a

6. Qualified Professional will monitor
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