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W 227 INDIVIDUAL PROGRAM PLAN W 227
CFR(s): 483.440(c)(4) The facility will ensure individual support plans (ISPs)

will include objective training to address needs relative
to vocational training for all individuals including clients

The individual program plan states the specific (#3, #4, #5, #8). Program Manager will inservice QP

objectives necessary to meet the client's needs, of the residential home to formulate an:ﬁ implement

: : needed vocational goals per vocational assessments.
as identified by the comprehensw_e assessment Program Manager will also inservice QP of residential
required by paragraph (c)(3) of this section. home to train Day Program Director on all vocational

goals per ISP for all individuals.

To prevent further episodes: The QP of the residential

; . ; ) home will review individual program plans including
This STANDARD s not met as evidenced by vocational goals and vocational assessments monthly
Based on observation, review of records and to ensure the individual program plan plan will include
: : o i objective training to address identified needs including
interview, the team failed to ensure the |nQ|V|duaI vocational needs. Program Manager or designee wil
support plans (ISPs) for 4 of 6 sampled clients review charts monthly via monthly site review to

i iacti i ensure the individual program plan will include

(#3, #4, #5 and #6) J.ncluded Gb!ectlve trammg o objective training to address identified needs including
address needs relative to vocational skills. The behavioral needs.
finding is:

To be completed y: 3/14/2020
Person(s) Responsibile: Program Manager
Observation on 1/13/20 at 12:45 PM at the

vocational site for clients #3, #4, #5 and #6

revealed no observation of the clients

participating in vocational training as clients #3,

#4, #5 and #6 were not in attendance at the

vocational program. Review of vocational

records on 1/13/20 at the vocational site for

clients #3, #4, #5 and #6 revealed no vocational

training objectives for any of the clients. DHSR - Mental Health
Observation of clients #3, #4, #5 and #6 at the
vocational site on 1/14/20 at 9:15 AM revealed
the clients to participate in no structured activity
while staff attempted to engage each client with

picture cards, games or socialization. Lic. & Cert, Section

Review of records for client #3 on 1/14/20
revealed an ISP dated 12/12/19. Review of the
ISP for client #3 revealed current program
objectives relative to eye glasses, laundry, meal
preparation and name tracing. Further record
review for client #3 revealed a vocational
assessment dated 11/12/19 that indicated

LABORATORY DI TOR'SI:W‘LER/SUPPUER REPRESENTATIVE'S SIGNATURE TITL (X6) DATE
Bm V![ PFO(‘mM, <8 2/4/2660

Any deficiency staﬁjéﬁt endinm an agterisk (*) denotes a deficiency which the institution may be excusa)j From correcting pr0vidi‘r}g'Pl is determined that
other safeguards piaxide 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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enrichment training would be beneficial and
appropriate.

Review of records for client #4 on 1/14/20
revealed an ISP dated 2/15/19. Further review of
the 2/2019 ISP revealed a vocational assessment
dated 1/15/19. Review of the 1/2019 vocational
assessment revealed training in the area of
sorting and manipulation skills are recommended.

Review of records for client #5 on 1/14/20
revealed an ISP dated 10/1/19. Further review of
the 10/2019 ISP revealed a vocational
assessment dated 9/2/19. Review of the 9/2019
vocational assessment revealed a need for
training has been identified in the area of
academic skills. Further review of the current
vocational assessment revealed training in the
area of sorting and manipulation skills are
recommended.

Review of records for client #6 on 1/14/20
revealed an ISP dated 12/12/19. Further review
of the 12/2019 ISP revealed a vocational
assessment dated 11/12/19. Review of the
11/2019 vocational assessment revealed
enrichment training would be appropriate due to
various deficits in academic skills (reading,
writing, time and currency value).

Interview with the qualified intellectual disabilities
professional (QIDP) at the vocational site on
1/13/20 verified clients #3, #4, #5 and #6 currently
had no formal vocational goals at the vocational
site. Interview with administration staff on

1/14/20 verified clients #3, #4, #5 and #6 had
started attending the current vocational site on
11/4/19. Interview with the residential QIDP
further verified clients #3, #4, #5 and #6 had no
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training objectives at the vocational site. F’r?jgfa_m Ma?ager wiill if;ISeWifE Day Program D?fgctc?f
or designee to ensure all goals a n res
W 252 PROGRAM DOCUMENTATION W B e et & R ARprassiie
CFR(s): 483.440(e)(1) . ]
A. Program Manager will inservice Day Program
; ) o Director or designee to ensure documentation is the
Data relative to accomplishment of the criteria outcome of the ran goal or the reason the goal was
specified in client individual program plan not ran.
ObjeCtiVeS must be documented in measurable B. Program Managef will inservice Day Program
terms. Director to ensure vocational progress notes are
completed daily via communication book for each
person attending day program. Program Manager will
inservice QP of the home or designee to
review day program progress daily upen return from
. : day program.
This STANDARD is not met as evidenced by:
B-ased on record review and lptewlew, the team To prevent further episodes: The QP of the residential
failed to collect data as prescribed for the home and Day Program Director will review data
vocational objectives for 1 of 5 sampled clients fwice a week including communication books to ensure
. data is documented as prescribed.
(#2) and vocational progress notes for 5 of 6
clients (#2, #3, #4, #5 and #6) in order ta Program Manager.or designee will review data weekly
accurattafly a_ssess client progress and status. :jn(féld?#;gnt%%g@%gf;;ﬁ%gg?ks forensure 0218 is
The finding is:
To be completed by: 3/14/2020
: Person(s) Responsible: Program Manager
A. The team failed to ensure data for 2 of 2
vocational objectives listed in the ISP for client #2
was collected as prescribed. For example:
1. Review of client #2's record on 1/14/20
revealed an ISP dated 3/15/19. Review of the
ISP revealed a vocational objective to
independently complete a volunteer activity for 6
consecutive months at 100% by 2/1/20. The
program training frequency indicated data was to
be collected two times weekly. Review of data
collection relative to the objective revealed in
11/2019 no data was collected, in 12/2019 no
data was collected and 1/2020 data was current
up to the survey date of 1/13/2020.
2. Review of client #2's record on 1/14/20
revealed an ISP dated 3/15/19. Review of the
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ISP revealed a vocational objective to
independently clean area for 6 consecutive
months at 80% by 2/1/20. The program training
frequency indicated data was to be collected
daily. Review of data collection relative to the
objective revealed in 11/2019 no data was
collected, in 12/2019 no data was collected and in
172020 data was current up to the survey date of
1/13/20.

Interview with the qualified intellectual disabilities
professional (QIDP) at the vocational site on
1/14/20 confirmed that data collection for these
objectives was not completed as prescribed.
Further interview with the vocational site QIDP
revealed data was not reflected as client #2 had
been absent from the program many days
throughout 11/2019 and 12/2019. Subsequent
interview with the vocational site QIDP revealed
there was no documentation relative to days
client #2 had not attended the vocational
program.

B. The team failed to ensure vocational progress
notes were completed for clients #2, #3. #4 #5
and #6. For example:

Review of documentation in the individual daily
communication book for clients #2, #3, #4, #5
and #6 revealed documentation for all clients
during the morning shifts of 11/2019, 12/2019 and
1/2020 through the current survey date of
1/14/2020. Further documentation review in the
individual daily communication book for clients
#2, #3, #4, #5 and #6 revealed no documentation
relative to the vocational site for 11/2019. 12/2019
and 1/2020 through the current survey date of
1/14/20.
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Interview with facility administration revealed
clients #2, #3, #4, #5 and #6 began attending the
current vocational site on 11/4/19. Interview with
the QIDP at the vocational site on 1/13/20
revealed the individual daily communication book
for all clients should be completed daily to reflect
client status during vocational site attendance.
Interview with the residential QIDP revealed all
clients take their individual communication book
daily to the vocational site. Further interview with
the residential QIDP revealed he did not know
why entries were not completed for clients while
at the facility day program.
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Community Alternatives
North Carolina

818 Tyvola Road
Suite 104
Charlotte, NC 28217

704-519-0077
Fax: 704-558-4773

www.rescare.com

February 4, 2020

Ms. Kaila Mitchell DHSR . Menta| Health
Mental Health Licensure & Certification Section
NC Division of Health Service Regulation

952 Old US Highway 70 :
Black Mountain, NC 28711-4501 Lic. & Cert, Section

P
| ™ anar
NN

Dear Kaila Mitchell,

Please find the enclosed plan of correction for deficiencies cited during the recent Recertification

Survey completed at the Oak Group Home on 1/14/2020. Deficiencies will be corrected as indicated in plan
of correction.

We would like to request an invitation of return visit on or after May 14, 2020.

Thank you for all your assistance that you provide us in helping meet the needs of the people we serve.

Sincerely

i ’
J a Hooks

Program Manager

Respect and Care

Assisting People to Reach Highest Level of Independence



