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W 188 | STAFF TRAINING PROGRAM
CFR({%): 483.430(e}1)

The facility must provide each employee with
initial and continuing training that enables the
employes to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Rased on observations, record review and
interviews, the facility failed to ensure all staff .
were sufficiently trained fo use sign language for
1 of 3 audits client (#4) who has communication
impairments. The findings are.

During observations in the facility on 1718421 from
3:30pm-6:30pm direct care staff attempted to
commuricate with client#4. At 4:18pm client #4
was at the dining room table putting a largs
puzzle together on cardboard. Glient #4 painted

| to a puzzle piece on the floor and signed "Stop."
Direct care staff A asked glient #4 "What are you
saying?" Mo manuat sign language was used.

During observations in the faciity on 1/19/21 at
510pm direct staff B asked client #4 what she
wanted fo drink for supper, When client #4 did not
respond, direct care staff B told client #4, "You
want koolaid and waler?” Client #4 did not
respond. Direct care siaff B handed the koolaid
and water to client #4 to pour into her glasses. No
manual sign languzage was used.

During cbservations in the faciity on 1/20/21 at
G:10am client #4 was assisting in fhe kitchen
while direct care staff G made scrambled egos,
grits, sausage and fruit. Staff C asked ciient #4 o
use the can opener 10 opan the cans of fruil.
When she looked puzded, staff © modeled how
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A. Cualified person will review
al 1sP,

B. Community home and life
assessments will be reviewed

C. Speech Consultant will assess
the need for the use assistive
communication
devises/training.

D. Speech Consultant will give
guidelines for the use of
assistive communication
devises/training.

E. Outside agencies will be
assess as needed to provide
additional support

F. Al assistive communication
devises/training. will be
discussed in & team meeting

G. All people served will be in
service on their assistive
communication
devises/training.

H. Al staff will be in-service on
the use and need of assistive
communication
devises/training.

I Site Supervisor will monitor
the use of equipment and its |
efficient weekly’

J. Quaalified Professional will
monitor the use of
equipment and its efficient

weekly :

CLIVE Dires oo,

7 /2512l

An§‘ deficiency slatement ending with an amerisk"m%snmm g deficiancy which the institution may be excused from comecting providing itis determingd that!
olher saleguards pravide ufficient protection to the patients . (See instruttions.) Excent for nursing homes, the fifttings stated above are distlosabls 20 days
following the date of survay whether or 0t 8 plan of corraction is provided. For nursing Romes, the above findings and plans of corraction aré disclosabia 14
days following the dale thees documents are made availatie 1o the facility. 1f deficiencies are cilad, an approved plan of correction is neguisite 1o cantinzed

program paricipation.
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W 188 | Coniinued From page 1

to use the can opener. Client #4 then nodded and
continued to assist with opening the cans of fruit
and poured them into a bowl provided by staff C.
No manual sign language was used.

Review on 1/19/21 of client #4's individual
program plan {{PP) dated 2/4/20 revealed she
has diagroses of Mild Intellactual Disability,
Deafness, Seizure disorder and Intermittent
Explosive Disorder. Further review of her IPF
revealed she has a formal objective to
communicate with staff using sign language with
Q0% accuracy for 12 consecutive manths which
was implemented on 11/24/20.

Review on 1719721 of client #4's communication
evaluation dated 10/10/20 revealed client #4 uses
“sign language, gestures, facial expressions o
communicate. The speech language patholugist
recommended staf use communication
guidelines which incorporated sign langusage 1o
communicate with client #4,

Interview on 1720/21 with the residential manager
(RM) and the qualified intzllectual disabitities
professional (QIDP) revealed clignt #4 was
transferred from another ICF facility on 2/4/20
and sign ldnguage training was nof provided for
any of the direct staff in the facility.

W A31 | NURSING BERVICES

CFR(s}: 483.460(c)

The facility must provide clients with huraing

services in accordance with their needs.

This STANDARD is nut met as evidenced by:
Based on record review and interview, the facility

W 189
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clients (#3, #4, and #6) refative to ensuring
current signed physician orders were available for
review, The finding is:

Review on 1/20/21 of the medical records for
audit clients #3, #4 and #6 revealed several
prescripfions by medical providers, however 90
day signed physician orders were not available in
these charls.

Interview on 1/20/21 with the residential manager

(RM) indicated the facility nurse is responsible for

reviewing these 80 day physician orders and
making certain they are signed by the physician
and available for review in each client's medical
chart. :

Phone interview on 1/20/21 belween the RM and
the facility nurse confirmed the 90 day physician
orders had not been completed for audit clients
#3. #4 and #6 because of the current COVID-19
pandemic.

This deficiency will be corrected
by the following actions:

B.
C.

mo

RN will aissess all orders.
All physician orders will be
reviewed for accuracy.
All physician orders will be
signed by physicians and
available for review in each
consumer chart.
RN will monitor monthly
Site Supervisor will monitor
two times a week,
Quialified Professional will

"~ monitor monthly and
address at the monthly
core team meetings
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January 25, 2021

Kimberly C. MCCaskill, MSW

Facility Compliance Consultant | ‘
Mental Health Licensure and Certification section
NC Division of Health Services Reqgufations

2718 Mail Service Center

Raleigh NC 27699-2718

919.855.3795 office

919.715.8078 fax

RE:  Plan of Correction for Annual recertification survey Completed January 20, 2021
VOCA Greenwood Group Home
105 Greenwood Circle Smithfield, NC 27577
Provider Number : 34G281
MHL# 051-036

Dear Ms, McCaskill

We appreciate the courtesy extended by you while surveying the VOCA Greenwood
Group Home, 105 Greenwood Circle Smithfield, NC 27577

As indicated on the Plan of Correction, we will have the Deficiencies corrected for, the
Annual survey completed on January 20, 2021 completed March 20, 2021.

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

If you have questions, please contact Cynthia Bradford, Assistant Executive Director
276.252.8193 cell 984.205.2630 ext. 238. Or JerMaine Kearmey, Program Manager
984.205.2630 ext 403

Sincerely, . -
Cynthia ot K(JM&( e
yrithia Bradford, Assistdnt Executive Director
Community Alternatives North Carolina- Southeast Region
1001 Navahe Drive suite 101
Raleigh, North Carolina, 27609
276.252.8193 cell
964.205.2630 ext. 238
cynthiabradford@rescare.com




