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W 000 | INITIAL COMMENTS W00
A revisit was conducted on 8/12/18 for all
previous deficiencies cited on 6/11/19. Several
deficiencies were corrected. Tag W263 was
recited.
(W 283} | PROGRAM MONlTORING & CHANGE {W 2631w 263 | recite)
CFR(s): 483.440(f)(3){ii) This deficiency will be corrected by the  [10.23.2019

‘ ) - following actions:
Thercommittee should insure that these programs )

#re cenducted only with the written informed A. Al behavior support plans will
:r::;e)n:)f;ethzl cl‘:;r:; ig:rents (if the client iz a be reviews d—-for all pe opl o
L ) being served.
B. All consent for said plans w:li be
reviewed

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure restrictive behavior support plans

C. All consent will be current and
coincide with the date of the

were only conducted with the written informed pan. o
consent of client legal guardian. This affacted 1 of D. Al guardians will be informed off
2 audit clients (#5). The findings are: ‘ behavior support plan .

E. All consent will be signed by the
1. The gualified intellectual disabilities quardian before the
professional (QIDP) failed to obtain written impiementation of plans
informed consent for client #5's psychotropic " F. Clinical personnel will review
medication and crisis medications. monthly in core ieam

' G. Plans will be updated annual or

Review on 9/12/19 of client #5's revised behavior as needed to meet the need of

she has target behaviors of: self-injurious
behaviors, This program incorporated the use of ; :
SOVETEN PEYLIOTORIC IMSUILauwNs 10 inchids: R E C E , VE D

Thorazine, Gabapentin, Zyprexa, Ativan and

Trazedone for sleep. This program also included UCT 1 8 20,9
a crisis plan which incorporated contacling the
Physician far crisis medications, DHSR-MH Licensure Sect

Review on 9/12/19 of client #5's record revealed
a legat document from the clerk of court

MBO?TERY DIREGTOR'S OR PROV!DERI‘GZ:’;/ERCTE st EM{SI/G:J.AYURE Z}‘A"W/f W[/L{ LM (X8} w.TE i ﬁ'

Any deficiency Statement ending with an aéteniek (‘) denctesfh dediency which the inesitution may be excused from correcting providing f & determined that
other safeguards provide sufficient profection to the patients. (See instuctions,) Except for nurding homes, the findings stated above are disclosable 80 days
following the date of survey whether of not a plan of correction is provided, For nurging homes, the abave findings and plans of correction are disciosable 14
days following the date these documents are made available to the fucility. If deficioncles are cited, an approved plan of correction is requisits to continusd
program participation.
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confirming client #5 was appointed a Guardian of
the Person on 5/24/12 to act on her behalf.

Review on 8/12/19 of the informed consent for
this program dated 8/1/19 indicates there is no
written consent for this BSP from the legal
Guardian of the Person.

Interview on 9/12/19 with the Residential
Manager (RM) confirmed the legal guardian for
client #5 should sign all consents on her behalf.
Further interview revealed there is not verbal
consent or an updated written consent from client
#5's legal guardian for her B&P,
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C-orhmu'mty Alternatives — NC
Southeast Region

- 1001 Navaho Drive Suite 101

Raleigh, NC 27609

- Phone: 984-205-2630

FAX: 984-205-2643

FAX

w55 st sonl /] 7%/4&4

Fax: Q/@“?lj’_?ﬁ?f | Fages: 3

Phoine: 57/4 mﬁ%/ Date: fﬂ//f//q 8

Re: CC:

D Urgent [:] Epr Review D PIea;e Comment D Please Reply D Please Recycle

‘ &m LR
%

Commener
7 / AN 17 9/01 7%0 //ﬂg&’/
Lt ‘-{7/ e "0
o ResCare
f“d fesidential Services -

GCONFIDENTIALITY NOTICE; This Fax, mcludmg attachments, is for the sole use of the intended reczp:ent(s) and

may contain confidential and privileged information, A.ny unauthorized review, use, or disclosure or distribution is
prohibited. If you are not the intended recipient, please contact the sender immediately and destroy all copies of the

original message.
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October 18, 2019

Kimberly C. McCaskill, MSW

Facility Survey Consultant 1

Mental Health Licensure and Certification section
NC Division of Health Services Regulations

2718 Mail Service Center

Raleigh NC 27699-27118

919.855.3795 office

819.715,8078 fax

RE:  Follow—up Survey Conducted: September 12, 2019
VOCA-Greenwood
05 Greenwood Circle, Smithfield NC 27577
Provider Number 34G281
MHL# 051-036

Kimberly C. McCaskill, MSW

We appreciate the courtesy extended by you while surveying the VOCA-Greenwood
Home, North Carolina.. '

As indicated on the Plan of Correction, we will have the Standard Leve! Deficiencies
corrected for, the Complaint Survey conducted on September 12, 2019 it will be
completed October 23, 2019. The recite will be completed October 23, 2019.

We are committed to providing the highest possible care for the people we serve at
VOCA-Greenwood Home

If you have questions, please contact JerMaine Kearney, Program Manager
984.205.2633. | will be functioning as the Program Manager. Marika Whack as the
Exective Director.

Sincerely,

S Nara. ahocte /A~
Marika Whack, Executive Director
Community Alternatives North Carolina— Southeast Region
1001 Navaho Drive, Suite 101
Raleigh, North Carolina, 27609
919.827.2790 cell
984.205.2634 office
084 .205.2643 fax
mawhack@rescare.com




