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CFR(s): 483.475(d)(1)

§403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1),
§485.68(d)(1), §485.542(d)(1), §485.625(d)(1),
§485.727(d)(1), §485.920(d)(1), §486.360(d)(1),
§491.12(d)(1).

*[For RNCHls at §403.748, ASCs at §416.54,
Hospitals at §482.15, ICF/IIDs at §483.475, HHAs
at §484.102, REHSs at §485.542, "Organizations"
under §485.727, OPOs at §486.360,
RHC/FQHCs at §491.12:]

(1) Training program. The [facility] must do all of
the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected roles.

(i) Provide emergency preparedness training at
least every 2 years.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of emergency
procedures.

(v) If the emergency preparedness policies and
procedures are significantly updated, the [facility]
must conduct training on the updated policies and
procedures.

*[For Hospices at §418.113(d):] (1) Training. The
hospice must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles.
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(i) Demonstrate staff knowledge of emergency
procedures.

(iii) Provide emergency preparedness training at
least every 2 years.

(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
others.

(v) Maintain documentation of all emergency
preparedness training.

(vi) If the emergency preparedness policies and
procedures are significantly updated, the hospice
must conduct training on the updated policies and
procedures.

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the following:
(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected roles.

(ii) After initial training, provide emergency
preparedness training every 2 years.

(iii) Demonstrate staff knowledge of emergency
procedures.

(iv) Maintain documentation of all emergency
preparedness training.

(v) If the emergency preparedness policies and
procedures are significantly updated, the PRTF
must conduct training on the updated policies and
procedures.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:
(i) Initial training in emergency preparedness
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policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(i) Provide emergency preparedness training at
least every 2 years.

(iii) Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in
case of an emergency.

(iv) Maintain documentation of all training.

(v) If the emergency preparedness policies and
procedures are significantly updated, the PACE
must conduct training on the updated policies and
procedures.

*[For LTC Facilities at §483.73(d):] (1) Training
Program. The LTC facility must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected role.

(i) Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of emergency
procedures.

*[For CORFs at §485.68(d):](1) Training. The
CORF must do all of the following:

(i) Provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles.
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(i) Provide emergency preparedness training at
least every 2 years.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CORF
must conduct training on the updated policies and
procedures.

*[For CAHs at §485.625(d):] (1) Training program.
The CAH must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(i) Provide emergency preparedness training at
least every 2 years.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CAH
must conduct training on the updated policies and
procedures.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 037 | Continued From page 3 E 037

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: A9I711

Facility ID: 922499 If continuation sheet Page 4 of 21




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

PRINTED: 01/24/2025

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

34G048

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

COMPLETED

01/22/2025

NAME OF PROVIDER OR SUPPLIER

ROCKWELL 1 & 2

STREET ADDRESS, CITY, STATE, ZIP CODE
HIGHWAY 152 EAST 6330
ROCKWELL, NC 28138

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

E 037

E 039

Continued From page 4

*[For CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least every 2
years.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct annual in-service training of the
facility's Emergency Preparedness Plan (EPP).
The finding is:

Review of the EPP manual on 1/21/25 revealed a
date; 1/8/25 written on the cover of the EPP
maual. Continued review of the EPP manual
reveal no evidence of completed annual
in-service training on the EPP.

Interview with the qualified intellectual disabilities
professional (QIDP) on 1/22/25 revealed that staff
have not received current EPP in-service training
during staff meetings. Further interview with the
QIDP revealed that in-service training on the
facility's EPP should be completed at least
annually or as necessary.

EP Testing Requirements

CFR(s): 483.475(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).
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*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations" under
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or

(B) If 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 individual, facility-based
functional exercise following the onset of the
actual event.
(ii)) Conduct 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
not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop 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 questions
designed to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
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maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 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:

(i) 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) If 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 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 second full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; 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 questions
designed to challenge an emergency plan.

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

(i) 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
facility-based functional exercise; or

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

(i) Conduct 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 a facility based functional
exercise; or

(B) A mock disaster drill; or

(C) Atabletop 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.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

*[For PRFTs 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 following:
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(i) 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,
facility-based functional exercise; or

(B) If 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 functional exercise following the
onset of the emergency event.

(ii) Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

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

(B) A mock disaster drill; or

(C) A tabletop 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
questions designed to challenge an emergency
plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
[facility's] emergency plan, as needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization must do the
following:

(i) Participate in an annual full-scale exercise that
is community-based; or
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(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE 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.

(ii)) Conduct an additional exercise 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 second full-scale exercise that is
community-based or individual, a facility based
functional exercise; or

(B) A mock disaster drill; 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 questions
designed to challenge an emergency plan.

(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/IID] must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or
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(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

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

(i) Conduct 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
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator 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.

(iii) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

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

(i) 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,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
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the emergency plan, the ICF/IID 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.

(ii) Conduct 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
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop 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 questions
designed to challenge an emergency plan.

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

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises
to test the emergency 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.

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

(i) Conduct an additional exercise 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 second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop 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
questions designed to challenge an emergency
plan.

(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as needed.

*[For OPOs at §486.360]

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

(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise 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
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 039 | Continued From page 12 E 039

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: A9I711

Facility ID: 922499 If continuation sheet Page 13 of 21




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

PRINTED: 01/24/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
34G048

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
B. WING 01/22/2025

NAME OF PROVIDER OR SUPPLIER

ROCKWELL 1 & 2

STREET ADDRESS, CITY, STATE, ZIP CODE
HIGHWAY 152 EAST 6330
ROCKWELL, NC 28138

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

E 039 | Continued From page 13

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

*[ RNCHlIs at §403.748]:

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

(i) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, 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 RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHCI's
emergency plan, as needed.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct biennial testing of the facility's
Emergency Preparedness Plan (EPP). The
finding is:

Review of the facility's EPP on 1/21/25 revealed a
mock drill exercise dated 1/17/25. Continued
review revealed no evidence of an additional
full-scale community/facility-based exercise or
mock drill exercise.

Interview with the qualified intellectual disability
professional on 1/22/25 confirmed the facility has
not conducted an additional full-scale
community/facility-based exercise or mock drill
exercise.
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CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
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
plan.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure 9 of 12
clients (#1, #2, #3, #4, #7, #11 and #12) received
continuous active treatment in Rockwell | and Il.
The finding are:

A.The facility failed to ensure 4 of 5 clients (#1,
#2, #3 and #7) at Rockwell | received a
continuous active treatment program. For
example:

Afternoon observations in the group home on
1/21/25 from 3:45 PM to 5:00 PM revealed
clients #1, #2, #3 and #7 to sit in the living room
and remain unengaged until promoted for dinner
at 5:00 PM. Continued observation revealed the
three staff on duty to wander in and out of the
room to engage clients in conversation.

Interview with the QIDP on 1/22/25 confirmed
clients should be engaged at all opportunities to
promote progress towards the achievement of
goals and objectives.

B.The facility failed to ensure 3 of 6 clients (#4,
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#11, #12) at Rockwell 2 received a continuous
active treatment program. For example:

Observations in the group home on 1/21/25 from
4:00 PM to 5:00 PM revealed client #4 to sit in the
living room and remain unengaged until prompted
for dinner at 5:00 PM. Continued observations at
4:20 PM revealed client #12 to enter the living
room and remain unengaged until prompted for
dinner at 5:00 PM. Further observations at 4:25
PM revealed client #11 to enter the living room
and remain unengaged until prompted for dinner
at 5:00 PM.

Interview with the QIDP on 1/22/25 confirmed
clients should be engaged at all opportunities to
promote progress towards the achievement of
goals and objectives.

W 260 | PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(2)

At least annually, the individual program plan
must be revised, as appropriate, repeating the
process set forth in paragraph (c) of this section.
This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to update the person-centered plan (PCP)
annually for 1 of 6 clients at Rockwell 2 (#10).
The finding is:

Review of client #10's record on 1/21/25 revealed
a PCP dated 12/14/23. Continued review of client
#10's record revealed no evidence of a current
PCP.

Interview with qualified intellectual disabilities
professional on 1/22/25 confirmed the facility
failed to update client #10's PCP.
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CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach 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 reviews and
interviews the facility failed to assure adaptive
equipment was furnished as prescribed for 2 of
12 clients (#1 and #9) in Rockwell 1 and 2. The
finding are:

A. The facility failed to ensure client#1 was
provided with her eyeglasses as prescribed. The
finding is:

Observations throughout the survey 1/21-22/25
revealed client #1 not to wear or be offered her
prescribed eyeglasses at anytime during the
survey observations. Continued observations
throughout the survey revealed client #1 to watch
television, participate in the dinner and breakfast
meals and self care. Further observations
revealed client #1 to watch staff and peers and
make requests for certain staff or television
channels.

Review of records for client #1 on 1/22/25
revealed an eye health and vision examination
dated 9/4/24. Continued review of the eye health
and vision examination revealed no changes to
the congenital cataracts in both eyes with no
recommended treatment; new prescription
written. Further review of examination
recommendation revealed client #1 to return 1-2
years or sooner as needed.
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Interview with the nurse on 1/22/25 revealed new
glasses were ordered for client #1 following the
9/4/24 exam. Continued interview with the nurse
revealed client #1 has a history of hiding, losing
and or intentionally breaking her glasses. Further
interview with the nurse revealed client #1 had
previous programs for wear, care, cleaning, and
storage of her eyeglasses. Subsequent interview
with the nurse revealed additional glasses will be
ordered.

B. The facility failed to maintain adaptive
equipment for 1 of 6 clients (#9) in Rockwell 2.
For example:

Observations in the group home on 1/21/25
revealed a video camera present in client #9's
bedroom. Continued observations and
substantiated by staff interview revealed the video
monitor device for the camera is unable to be
located.

Review of client #9's record on 1/22/25 revealed
a person-centered plan (PCP) dated 8/23/24
which indicated the client requires a
non-recording video monitor when he is alone in
his room due to seizure disorder.

Interview with the qualified intellectual disability
professional (QIDP) on 1/22/25 revealed use of
the non-recording video monitor is primarily for
3rd staff to utilize during sleep hours. Continued
interview with the QIDP confirmed staff are
responsible for storing and maintaining adaptive
equipment.

W 474 | MEAL SERVICES

CFR(s): 483.480(b)(2)(iii)
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Food must be served in a form consistent with the
developmental level of the client.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews the facility failed to follow the
prescribed diets for 4 of 12 clients (#6, #9, #10
and #11) in Rockwell | and 2. The finding are:

A. The facility failed to follow the prescribed diet
for 1 of 5 clients (#6) at Rockwell I. The finding is:

Evening observations in the group home on
1/21/2025 at 5:00 PM revealed client #6 to
consume the following dinner meal: six ground
chicken nuggets, cooked ground spinach,
macaroni and cheese, ground peaches, 8 oz
milk,

8 oz water and an individual serving size of
chocolate yogurt.

Morning observations in the group home on
1/22/2025 at 8:15 AM revealed client #6 to
consume the following breakfast meal: ground
turkey sausage, ground peaches, an individual
serving size of strawberry yogurt, an 8 oz cup of
milk and an 8 oz cup of water.

Review of records for client #6 on 1/22/25
revealed a person centered plan (PCP) dated
11/29/24. Continued review of the PCP revealed
client #6 to have a ground diet, thin liquid, and
1200 cc fluid restrictions. Further observations
revealed this diet to be posted in the group
homes' menu documentation. Subsequent
observation revealed staff to follow this diet for
the dinner and breakfast meals for two of two
days of observation.

Review of records for client #6 on 1/22/25
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revealed a Nutritional assessment (NA) dated
11/29/24. Continued review of the NA revealed
client #6 to have pureed food moistened with
water, milk, gravy or soup, nectar thick liquids,
and 1200 cc liquid fluid restrictions.

Interview with the nurse and qualified intellectual
disabilities professional (QIDP) on 1/22/2025
revealed client #6's Nutritional Assessment is
current. Continued interview with nurse and QIDP
revealed staff have received training on client
#6's PCP diet. Further interview with the nurse
and QIDP revealed staff may not be aware of the
current NA.

B. The facility failed to follow prescribed diets for
3 of 6 clients (#9, #10, #11) at Rockwell 2. For
example:

Observations of the dinner meal on 1/21/25
revealed the clients to be served dinosaur
chicken nuggets, macaroni and cheese, cooked
spinach, chocolate pudding, milk and water.
Continued observations revealed clients #10 and
#11 to be served chicken nuggets cut into pieces
1-inch or larger, and client #9 to be served whole
chicken nuggets.

Observations of the breakfast meal on 1/22/25
revealed the clients to be served sausage patties,
toast with jelly, grapes, milk and juice. Continued
observations revealed clients #10 and #11 to be
served sausage patties and toast cut into pieces
1-inch or larger and whole grapes, and client #9
to be served the entire meal in whole form.

Review of client records on 1/22/25 revealed
client #9's nutritional evaluation dated 2/16/24 to
indicate his prescribed diet as %z inch
consistency. Review of client #10's nutritional
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evaluation dated 11/6/24 indicated his prescribed
diet as 'z inch consistency. Review of client #11's
nutritional evaluation dated 10/2/24 indicated his

prescribed diet as Y inch consistency.

Interview with the QIDP on 1/22/25 confirmed the
diet orders for clients #9, #10, and #11 are
current. Continued interview confirmed staff are
responsible for ensuring clients receive their diet
orders as prescribed.
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