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CFR(s). 483.440(d)(1) This deficiency will be corrected by the 93072022

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each clienf must receive a confinuous active
freatment program consisting of needed
interventions and services in sufficient number
and frequency io support the achievement of the
objectives identified in the individual program
pan.

This STANDARD is not met as evidenced by:
Based on observations, record review and stsff
interviews, the facility failed fo ensure 1 of 3 audit
clients (#2) received a continuous active
treatment program consisting of needed
interventions and services identified in the
individual program plan {(iPP) in the areas of
safety interventions in the behavior support pfan
(BSP} to prevent opportunities {0 slope. The
findings is:

During observations in the home throughout the
survey 8/1/22-8/2/22, the front door had a door
chime in place but it was not turned on to activate
the alarm. The front door was opened repeatedly
by staff and clients when exiting the home for
activities and failed to sound to alert staff.

Review on 8/2/22 of client #2's BSP dated 8/1/22,
revealed he would display 0 episades of
slopement per month for 12 consecutive maonths,
Standard door chimes are on the front and back
doors. The chimes will inform staff if anyone is
entering or leaving the home, which included
client #2's altempls to leave.

following actions:

A AllISP's will be reviewed and revised
as nesdad to ensure objectives are
met.

8. All BSF's will be reviewed,

C. Alt proper techniques will b used o
manage behaviors.

D. All staff will be in-serviced on all
Behavior Support Plans and proper
documentation.

E. All staff will ensure the door chime is
working properly,

E. Site Supervisor will monitor one time
a week

G. Qualified Professional will monitor
pne time a week.
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Any deficiency statement ending with an astérisk/(") denolas a deficiency which the institution may be axcused from correcting ;:sravid(ng it is Hetermined that
other safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
foliowing the date of survey whether or not & plan of correetion is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these dosuments are made available to the facity. If deficiencies are cited, an approved pran of correction is requisite to continued

program participation.
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W 249 Continued From page 1

Interview on 8/2/22 with the site supervisor (55)
revealed he was aware that client #2 was tall
enough to furn off the door chime and had
deactivaled it before,

Interview on 8/2/22 with the Quatified Inteliectual
Disabilities Professional (QIDP) confirmed that
client #2 remained an slopement risk and the
door chimes should remain on at all times. The
QIDP told the S8 that when he became aware
that client #2 turned off the door chime, he must
ensure that it is urned back on.

NURSING SERVICES

CFR{s): 483.460({c)(5)(i)

W 3490

Nursing services must include implementing with
other members of the inferdisciplinary team,
appropriate protective and preventive heaith
measures that include, but are not Bmited fo
training clients and staif as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observations, record review and staff
interviews, nursing services failed o ensure that
staff who were not vaceinated for COVID-19 wore
the required Personal Properly Equipment (FPE)
while on duty. This had the potenfial to affect all
clients (#1, ¥2 and #3), The findings is:

During mooring observations in the home on
81722 at 9:30am, Staff A and Staff B, answered
the door fo screen surveyors weaaring a single
surgical mask. Clients #1, #2 and #3 had
interacted with Staff A and Staff B sitting on the
poreh, did Zumba inside of the home and worked
on puzzles at the dining rcom table. At 11:12am,
it was observed that Staff A and Staff B had
swilchad over fo KNBS masks.

W 248

WV, 340

This deficiency will be cotrected by the

following actions: Y

A. RNwill in-service all staff on
tnfectious diseases.

B. COVID disaster plan will be
updated as needed:

C. KNS5 mask will be provided by
management.

D. Staff will be in-services on COVID

E

W 340

protocol.

Staff will be trained on the

importance of face coverings.

RN will monitor monthly.

Site Supervisor will menitor two

fime a week.

H. Qualified Professional will monitor
two times a week,

o m

09/36/2022
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W 340 Continued From page 2

Review on 8/1/22 of the Vaccination Policy, dated
1/28/22 revealed-all unvaccinated or not fully
vaccinated staff providing care in an intermediate
care facility (ICF) home will wear a National
institute for Ocoupational Safety and Health
(NIOSH) approved KN9S mask at all times unless
eating or drinking.

Interview on 82722 with Staff A revealed that
yesterday she forgof {o put on the KNS5 mask
when she arrived at work. Staff A revealed that
when the Qualified intellectual Disabilities
Professional (QIDP) arrived to the facility, she
advised them to put on the KN95 mask. Staff A
acknowledged that the KN95 mask had been
available in the house.

Interview on 8/2/22 with the facility's nurse
revealed their protocol required all unvaccinated
staff must wear KNS5 masks.
COMPREHENSIVE DENTAL DIAGNOSTIC
SERVICE

CFR{s). 483.480((2)

W 362

Comprehensive dental diagnostic services
include periodic examination and diagnosis
performed at least annuaily.

This STANDARD is not met as evidencad by:
Based on record review and interview, the facility
failed to ensure client #3 received a
comprehensive dental examination at least
annually. This affected 1 of 3 audit clients. The
finding is:

Review on 8/2/22 of client #3's record revealed
his iast dental examination was completed on
10122120, Additiona! review of the dental report

W 340

W. 352
This deficiency will be corrected by the
following actions:

A The Qualifed Professionalwill ensure
that alt assessments, appointments
and annual examinations are
scheduled and completed.

B. The comprehensive dental
diagnostic service mentioned in the
statement of deficiencies will be
scheduled or completed. Any issues
with non-compliance are {o be
documented,

C. The Site Supervisor wilt monitor and
document monthly,

0. The Qualified Professionat will
monitor and document monthly.

W 362 9/30/2022
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W ak2

W 368

Continued From page 3

dated 10/22/20 noted, "Exam prophy, 4 bitewings
xrays. Please refurn for filling on #30 and #4."
Further review of the record did not reveal a
current dental examination repotl.

interview on 8/2/22 with the facility's nurse
indicated client #3 was scheduled for a dental
visit in November 2021; however, the
appointment was canceled. The nurse confirmed
client #3 has not had a comprehensive dental
exarmination since 10/22/20.

DRUG ADMINISTRATION

CFR(s): 483.460(k)(2)

The systern for drug administration must assure

that all drugs, including those that are A. All medication orders will be
self-administered, are administerad without error, reviewed,

This STANDARD is not met as evidenced by: B. All medication will be dispensed as
Based on cbservations, record review and prescribed.

interviews, the facility failed to ensure ail C. All physicians’ orders will be current
medications were administered without efror. and updated.

This affected 1 of 2 audit clients cbsarved 0. RN will monitor once a manth.
receiving medications (#1). The finding is! E. Site supervisor will monitor one time
During observations of medication administration £ %?;ﬁ]é‘d Professional will moaitor

iy the horne on 8/2/22 at 6:58am, client #1
thgested Vitamin D3, Prozae, Depakote, Zyrec,
Abilify and Flonase, No other medications were
ingested.

W 362

W 368

E. The Nurse will ensure these

W. 369
This deficiency will be corrected by the
following actions:

appointments are completed
documented monthly.

CO/30/2022

one time a week,

Review on 8/2/22 of client #1's physiciar's orders
dated 614122 revealed an order for Miralax 3350
powder (17gm)y, mix 1 capful (17gms) as directed
and take by ance daily, 7:00am - 8:00am.

interview on 8/2/22 with the facility's nurse
confirmed client #1 should have received Miralax
powder during his morning medication
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The facility must furnish, maintain in good repair,
and {each clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by:
Based on observations, record review and staff
interviews, the facility failed to furnish eyeglasses
for 1 of 3 audit clients (#1). The finding is:

During observations throughout the survey on
8/1/22 and 8/2/22, client #1 was observed (o
never wear eyeglasses.

Review on 812122 of client #1's vision consultation
revealad on 10/29/20, the practioner diagnosed
him with Refractive Error, with compound myopic
astigmatism in the right and lef eyes. It was
recommended that client #1 wear eyeglasses and
follow up annually. An invoice from this
appointment docurmented that a claim was
initiated with the insurance to purchase singie
vigion eyeglasses.

Review on 8/2/22 of client #1's Individual
Progratm Plan (IPP) dated 4/18/22 revealad that
eyeglasses were listed a3 adaplive equipment fo
be worn daily to increase vision. The |PP was
reviewed and signed by the Qualified Infellectual
Disabilities Professional (QIDP) on 4/18/22.

interview on 8/2/22 with the Site Supervisor (35)
revealed that he had worked at the home for less

B.

foltowing actions:
A All adaptive equipment will be

discussed in & team meeting,

All people served will be in-services
on their adaptive equipment and the
importance of wearing/using their
adaptive eguipment.

All adaptive equipment will be
accessibie to the person served
needing the equipment,

. Formal training will be completed for

the use of adaptive equipment-
glasses.

Al people served will be assessed
for the use of adaptive eguipment.
Qualified professional will
implement & format goal.

. All staff will be in-serviced of the use

of adaptive equipment.

Site Supervisor will monitor one fime
aweek. ‘

Gualified Professional will monifor
one time a week,

MASON STREET APEX, NG 27502
(%4 10 SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN CF CORRECTION {45)
PREFIX (EAGH DEFICIERGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAlG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)
W 369 Continued From page 4 W 469
administration.
W 436 SPACE AND EQUIPMENT w436 W46 ,
CFR(s): 483.470{g)(2} This deficiency will be corrected by the 00/56/2002
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W 436 Continued From page b W 436
than a year and never knew that client #1
required eyeglasses.
Interview on 8/2/22 with the QIDP revealed that
she had not observed cliert #1 wearing
eyeglasses before and unaware where they were
stored.
W 443 EVACUATION DRILLS W 443 ¥Y1 _44;' ciencics will b ed by th
CFR(s); 483,4700)(1)(H) i ae CIENCISS WHA De corrected by the
® following actions: 09/30/2022

The facility must hold evacuation drills to ensure
that all personne! on ail shifts are familiar with the
use of the facility's fire protection features,

This STANDARD is not met as evidenced by:
Based on observations, record review and staff
interviews, the facility failed to follow fire safely
procedures during a fire emergency. This had the
potential to affect all clients (#1, #2 and #3). The
finding is:

During moming observaticns in the home on
8/2/22 at 6:30am, Staff A was at the stove in the
kitchen assisting client #3 prepare grits. A
saucepan with water and uncooked grits was on
the front left bumer, There was smoke coming
from the burner with an odor that resembied the
smell of a grilled cheese sandwich. Staff A stood
at the stove and continued to stir the contents in
the pan, dismissing the smoking coming from the
purner. At 6:32am, the smoke became an orange
flame and spilled out from underneath the pot.
Staff A continued to stir the grits in the pot, with
the presence of flames.

Staff A instructed client #3 to leave the Kitchen

the Site Supervisor {S3) entered the Kitehen and

and client #3 stood in the dining room. At6:33am,

instructed Staff Ato turn off the heat source to the

A, Allstaff will be in-services on fire
drills and fire safety.

B. The Emergency Procedure for fire
safety will be reviewed,

C. All fire drills will be conducted in the
homea monthiy.

D, Site Supervisor will monitor once a
weekly,

E. Quatified Professional will monitor
once a week,

Note: QIDP did not comment on being

aware that fire extinguisher nseding to be
in kifchen.

FORM CMS-2587(02-89) Previous Vergions Dbadlate Event 10: 08XK14
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front burner. Staff A moved the saucepan fo the
front right burner and turned on the heat, (o boll
the water. The flame continued to rise from the
front left burner, with a black emoke created from
the top of the flame, The kitchen became hazy
from the smoke and there was a mild odor
corming from the flarnes which reached
approximately 6-8" in height.

The 58 ingtructed Staff A to pour salt on the
flames, The 55 told client #1 and #3 to exit the
house and commented that he was going to
count the evacuation as an actual fire drill. Staff A
stood af the stove and it took 4 handfuls of salt
dropped over the flames to extinguish the fire,
The smoke detector in the living room did not
activate. There was no visible firg extinguisher in
the kitchen or adjoining dining room. When the
flames were out, Staff A took the Ermergency Plan
{EP) binder and exited the home.

The 88 supervisor re-entered the home at
&:36am and weni to the medication room and
informed Staff E, the 2nd surveyor and client #2
that he was conducting a fire drill and they need
o evacuate from the home. Siaff, clients and
surveyors stood away from the home in the
packyard. At6:38am, the surveyor made the 88
aware that the home was evacuated without all
burners turned off. The S8 immediately
reeentered the home and turned off the stove,
then returned to the yard. The 55 gave clearance
o re-enter the home at 8:45am.

Review on 8/2/22 of the facility's Emergency
Procedures for Fire Safely Procedures, revealed
the RAGE method for fires.

R Rescue persens in immediate danger.

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIERICGLIA {X2) MULTIRLE CONSTRUGTION (X8) DATE SURVEY
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A Activate Fire Alarm. Should fire or heavy
smoke be discovered, immediately activale the
nearest fire pull station.

¢ Confine fire, call fire department and other
emergency response personnel.

E Evacuate people supported to a safe area
and remaining available staff should extinguish
the small fire,

Fighting the Fire: Itis recommended that you
remave all of the people supporied from the
huilding to a safe area before attempting & fight a
fire.

interview on 8/2/22 with Staff A revealed that this
was the first time since she was hired three years
ago, that she saw a fire in the home and admitted
she did not know what to do. Staff A also
acknowledged she was aware there was a spilt
on the burner.

Interview on Bf2/22 with the 58 revealed the
clients just moved back into the home tast month,
after moving oul to have & remodeled. When the
harme was remodeled, the fire extinguisher was
removed from the kitchen and not re-insialled.
The 85 acknowladged that they were all nervous
and he quickly thought to use salt on the flames.
The S8 stated that he notified the fire alarm
monitoring company and cantacted the Qualified
intellectuat Disabilities Professional (Q1DP) about
the fire. The 88 acknowledged that he saw the
burner left on, with an unattended stove when he
re-entered the home after they evacuated for the
fire drill and turned it off. The 88 confirmed that
there were fire extinguishers available in the
home, which should have been used to
extinguish the fire,

MASON STREET APEX, NC 27502
X4y 10 SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5
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Interview on 8/2/22 with the QIDP acknowledged
she was aware the kitlchen dig not have a fire
- extinguisher installed when they moved back in
the home. The QIDP produced an attendance
gheet from a 2/15/22 fire drills in-service sheet
that Staff A attended and stated that staff were
algo trained last month on fire drills,
W 460 FOOD AND NUTRITION SERVICES W 4B0| oy 460
CFR(s) 483.480(a}1 097302022

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

This STANDARD is not met as evidenced by
Based on observations, record review and
interviews, the facility failed fo ensure 2 of 3 audit
clients (#2 and #3) received their
specially-prescribed diet as indicated. The
findings are:

A. During lunch observations in the home on
8/1/22 at 12:30pm, client #2 was served tuna
salad with boiled egy, pasta, dill pickle, 6 Club
crackers and a desert cup of ice cream. Client #2
quickly ate his pasta and crackers and attemptled
to reach for the box of crackers several fimes to
get more. Staff C supervised client #2 as he ate,
and the Qualified Intellectual Disabilities
Professional (Q1DP) was present in the dining
room and suggested to the Site Supervisor (88)
that client #2 be offered an apple. The 88
presented an apple and client #2 began eating it.
The QIDP asked the 88 how many crackers did
client #2 receive and was told 6. The QIDF gave
client #2 four additional crackers, which he
consumed. Client #2 had not aftempted {o eat the

This deficiency will be corrected by the
following actions:
A. Nutritionist will complete
assessment on Consumers,
8. Recommendations will be added
based upon assessments.
¢. Nutritional assessments will be
conducted to ensure proper food
consistency.
o, All people served will receive &
nourishing, well-balanced diet
. Including moedified and specially
prescribed diets,
£. All staff will be in-serviced on food
consistency orders,

F. Site Supervisor will monitor one time
a week,

G. Qualified Professional will monitor
one time a waek.
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tuna salad and was never encouraged to eat it
before he was given exfra servings of crackers.

During dinner observations on 8/1/22 at 4:40pm
at a restaurant, client #2 received an average size

bowl of satad. It was cut into 1-2" size pieces.
Client #2 quickly consumed his pizza when the
QIDP noticed that he finished before the other
clients, The QIDP suggesied to Stafi C that she
could request that kitchen prepare vegetarian
pizza far him since he was allowed second
portions of vegetables. The QIDP placed an order
for more pizza and when she returned to the
table, client #2 was encouraged to eat his
untouched salad, that he began to consume,
Client #2 was observed to quickly consume the
vagetarian pizza once it was cut info bite sized
pieces without incident.

During morming obgervations in the home on
8/2/22 at 7:00am, the S5 assisted client #2 cut
his muffin into 6, 1" pieces. Client #2 ate his
muffin, grits, grapes and yogurt for breakfast,
without incident,

Review on 8/1/22 of clieni #2's IPP dated 4/18/22
revealed staff should encourage him to eat ata
safe rate and take bile sized pieces. Client #2
was permitted to have non-starchy 2nd servings
of vegetables and fruits. In addition there were
dietary orders dated on 7/18/22 posted on the
dining room wadl, that confirmed client #2
remained on a bite size diet with no 2nd servings
unfess non-starchy fruits and vegetables.

Review on 8/1/22 of the nutritional facts on the
tox of Club Crackers revealed a serving size
equated 4 crackers.

piece of pizza with cheese and meat along with a -
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interview on 8/2/22 with the S8 revealed that he
acknowledged client #2 did not receive bite size
pieces of the muffin for breakfast.

Interview on B8/2/22 with the QIDP revealed that
she was aware that client #2 should not receive
2nd servings of food that were starchy.

Interview on B/2/22 with the nurse revealed client
#2 had a tendency to eat his food {co fagt so it
was recommended that he receive bite sized
pieces. The nurse stated that even though the
dietary orders did not specify the measurement
for bite size pieces, a muffin cut info 6 pertions
pecame finger foods servings. The nurse also
siated that client #2 should have not receive extra
crackers for lunch or vegetables served on a 2nd
stice of pizza. The nurse stated that both crackers
and pizza dough were full of carbohydrates.

B. During breakfast observations in the horne on
B/2/22 at 7.05am, client #3 consumed his
breaidast meal with orange juice and milk. The
client did not consume any other beverages at
breakfast.

Review on 8§/1/22 of a list dated 7/18/22 posted in
the dining room of the home included each
clignt's current diel, Client #3's diet noted he
should receive "Prunea juice 4 oz daily at
breakfast”

Interview on 8/2/22 with the QIDP and §S
confirmed the posted diet for client #3 was the
most current and continues to receive prune juice
at breakfast.
W473d MEAL SERVICES W 473
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. . This deficiency will be corrected by the
CFR(s): 48348{3{b)(2}(l|) following actions: 05/30/2022

Food must be served at appropriate temperature,
This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed fo ensure foods were
served at appropriate temperature, This affected
3 of 3 audit clients (#1, #2 and #3). The finding is:

During morning observations in the home on
8/2/22 at 6:30am, two containers of peach yogurt
and two containers of strawherry yogurt were
placed on the dining room table. Clients #1, #2
and #3 did not sit down to eat breakfast until
7:00am. At 7:10am, Clients #1 and #2 begin to
eat the peach yoguri after they consumed their
grits and muffin. At 7:12am, the Site Supervisor
(S5) was asked to check the temperature on the
remaining unopened container of strawberry
yogurt. The SS used a thermometer to check the
yogurt and recorded a food temperature of 60
degrees.

Review on 8/2/22 of an email from the facility's
nurse fo the Qualified Intellectual Disabifities
Professional (QIDP) dated 8/2/22 confirmed that
cold foods nesded to be kept at 40 degrees or
below before serving.

Interview on B/2/22 with the &5 revealed that he
did not know the minimurm temperature allowed
for cold foods served, The S5 stated that in order
o meintain the proper temperature, the yogurt
could have remained in the refrigerator until
sarved or placed in a bow! with e and left on the
table up fo 156 minutes.

A, All food will be served at
appropriate food temperature.

B. Al siaff will be in-serviced on
appropriate food temperature,

C. Site Supervisor will monitor once a
weelk,

. Gualified Professional will monitor
once 8 week.
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