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Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective 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 is not met as evidenced by:

- Based on observations, record review and
interviews, the facility failed to ensure all staff
were sufficiently trained the facility's COVID-19
policies and procedures regarding wearing
masks. This potentially affected all clients in the
home (#1, #2, #3, #4, #5 and #6). The finding is:

During morning observations in the home on
8/16/22 from 6:30am - 8:40am, Staff C wore a
cloth face mask over her mouth with her nose
exposed. The staff continued to wear the cloth
mask as described while interacting with clients in |
the home.

Interview on 8/16/22 with Staff C revealed she
was still in training and could not recall all training
she had completed up to this point.

Review on 8/16/22 of the facility's COVID-19
policy (updated April 2022) noted, "Any employee
working directly with the individuals we serve (all
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A complaint investigation was completed during
the recertification survey for intake
#NCO00181552. No deficiencies were cited as a
result of the complaint investigation. However,
deficiencies were cited as a result of the . . )
recertification survey. Facility will ensure that all nursing
W 340 | NURSING SERVICES W 340 services are implemented

throughout the facility and all staff
are trained on all protective and
preventive health measures to
include Covid 19 policies and
procedures specific to mask wear.
All staff will be trained on proper
mask to be worn when in the facility.
Monitoring to occur any time a
manager is in the home and
immediate correction is expected.
Scheduled documentation will occur
no less than 3 times monthly during
the random QA/QI process and
periodically on the daily
communication log.
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Any deficiency statement ending withuzh asterisk (") denotes a deficiency which the institution may be é_;éused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following 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 following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation,
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SUMMARY STATEMENT OF DEFICIENCIES
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This STANDARD is not met as evidenced by:
Based on record reviews and interview, the
facility failed to ensure each client received
comprehensive dental services including periodic
examinations at least annually. This affected 1 of
3 audit clients (#5). The finding is:

Review on 8/15/22 of client #5's record revealed
his last dental examination on 11/26/20. No
current dental examinations could be located.

interview on 8/16/22 with the facility nurse
revealed client #5 was unable to receive a
cleaning on 11/26/20 and he was referred to a
sedation dentistry. The facility nurse also
confirmed client #5 has not had an appointment
with a sedation dentist.

Interview on 8/16/22 with the Director of ICF
Services confirmed client #5 has not had a dental
appointment since 11/26/20 and should be seen
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DSPs at all times and any employee in the same

room as individuals we serve) will be required to

wear Life, Inc. issued face coverings.”

Interview on 8/16/22 with the Director of ICF

Services confirmed all staff working directly with

clients should wear disposable face masks

issued by the company. Additional interview

indicated the mask should cover the person's

mouth and nose. . .

| Facility will ensure that all

W 352 COMPREHENSIVE DENTAL DIAGNOSTIC W 352 compr)c(ehensive dental services to

(S:EEV"?EBS 460(F)(2 include periodic and diagnosis are

(s): -A460(f)(2) performed at least annually.

Comprehensive dental diagnostic services g?;?ﬁ ng:nisrev:f/ill?\ggicig?jjgg

include periodic examination and diagnosis Followgup exares will ba )

pertomed. gt least anrly, performed. Nursing services will 10-15-22

ensure that appointments are
conducted as needed and all
recommendations are followed

up. Chart reviews will be
conducted monthly by the QP to
ensure proper follow up and

bi -annually during the audit of the
medical record and documented in
the company FIDs program.
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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:
Based on observations, record reviews and

| interviews, the facility failed to ensure 1 of 3 audit
clients (#5) received their specially-modified diet
as indicated. The finding is:

During observations at the day program on
8/15/22 at 11:52pm, client #5 was served 2
servings of chicken alfredo lasagna and 11 potato
chips for lunch.

Further observation in the home on 8/15/22 at
6:00pm, client #5 received 2 servings of
scrambled eggs with ham, 1 serving of hash
browns and a biscuit for dinner.

During observations in the home on 8/16/22 at
7:12am, client #5 was served one boiled egg, 2
pieces of raisin toast and mixed fruit for
breakfast.

Review on 8/15/22 of client #5's annual nutritional

be given one quarter of his meal at a time to
prevent eating too quickly and the potential of
choking.

Interview on 8/16/22 with Staff A revealed client
#5 is supposed to only be served one quarter of

evaluation dated 9/9/21 revealed client #5 should |

Facility will ensure all recaive a
nourishing well balance diet to
include all modification as ordered.
A core team meeting will be held to
discuss all clients in the facility in
regards to OT assessments and
review the recommendations to
ensure all clients’ needs are
addressed. Any clarifications
needed will be obtained and shared
with team members. All staff will be
in serviced on client training
specifically all clients’ needs and
capabilities with regards to OT
assessments as well as diet orders
as prescribed. QPI, LPN.,
Habilitation Manager and Day
Program Manager will monitor
training at least 3 times monthly to
ensure future compliance with this
regulation. A record of this
monitoring will be recorded on an
observation form
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his meal at a time due to him rapidly eating his
meals.

Interview on 8/16/22 with the iiome manager
(HM) confirmed client #5 is supposed to only be

“served one quarter of his meal at a time to
prevent him from eating too quickly.
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August 23, 2022

Wilma Worsley-Diggs, M. Ed., QIDP
Facility Survey Consultant I

Division of Health Service Regulation
Mental Health Licensure and Certification
2718 Mail Service Center

Raleigh, North Carolina 27699-2718

Re: Plan of Correction
LIFE, Inc. /Cherokee Trail Group Home

Dear Mrs. Worsley-Diggs,

Enclosed please find our written plan of correction for the recent survey at our Cherokee
Trail Group Home.

If there are questions or if additional information is needed, please feel free to contact me.
Thank you for your continuing assistance to us in the operation of our facilities.
Sincerely,

i\ uh@@&gé\

Susan P. Ayers
Director of ICF/IID Services

Enclosure



