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CFR(s). 483.440(c)(4) This deficiency wilf be corrected by the 04.23.202 1

Lo following actions:
The individual program plan states the specific

objeclives necessary to meet the chient's needs, ‘ A All community/ homea assessment
a8 identified by the comprehansive assessment will be reviewed to ook at ail
required by paragraph {C){3) of this section, current needs of persons served.

B. Al behavioral support plans will be

reviewed,

C. Al Behavioral Support Plans will be
This STANDARD is not met as evidenced by ‘ updaied to address the current
Based on record review and interview the , needs and technigque to manager
individual suppori plan (5P failed to have ‘ inappropriate behaviar during fire
sufficient training objectives and interventions for ' safety dills _
1 of 4 sampled clients (#1) after a need was D. Alf proper techniques wili be used
identified. The finding is: to manage behaviors

E. Psychologist will review all plars,

F. DT will implement written training
programs to address safety during
it int eh home

. Corssurner will be trained on the
importance of safety drills, their roll

Review on 2/22/24 of the facility's fire drills
revealed the following:

114272 at 7:.00arm: Client #1 combative during the

arill andt responsibifity

11/15/20 at 11:00am: Client #1 refused o leave H.  Qualified Professional will review

her bed during the drill. and obtain informed guardian

1215726 at 8:00pra: Client #1 refused to leave the consent for alf plans before

group home durirg the drilt, implementation

1224 at 1:03pme Client #1 resistant during the I Safety crilis will De conducted

drill. : monthily

1/8/2% at 8:00am; Client #1 combative during the A4 Al staff will be in-service on all

drill Behavioral Support Plans and

210721 at £:30am: Client #1 combative during proper documentation.

the drit K. Staff will be in-serviced on the
Written {raining programs

interview on 2/22/21 with the residenfial manager L ite Supervisor will monitor one

(RM) reveated client #1 is very combative during time 2 week

"M, CQualified Professional will monitor
ane time & weeak

fire drilis and that she often refuses to leave her
rrom of the group home during roufing fire drills.
She stated despite the direct care staff explaining
to client #1 that it is very important for her to
camply during drifls to prepare for an actual

LASORATORY DIRECTORE OR PR ViDEWjﬁ‘-’ R REFRESENTATIVE'S SIGNATURE TITLE {ME) DATE

unthi /A Asip. Exceuhie Drectrie DG/ 0p/

Asy dei{aenw slatement ending with an asterisk (%} denotds a dgﬁcisncy which the institution may be excused from correcting providiag it is determined thst
cther safeguards provide sufficient profection to the patients, {See instructions.} Except for nursing homss, the findings stated sbove s disciosable 90 days
following the date of survey whether or not & plan of carrection is provided. For nursing homes, the above findings ans plans of correction #e disclosable 14
days foliowing the date these documents are made svailabie 10 the facility. # deficiencies are cited, an approved plan of correciion is raquisile to continued
program pardicipation.
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W 227 | Continued From page 1

emergency, client #1 is very combative and
routinely refuses to comply with staff instructions.

Review on 2/22/21 of client #1's individua!
‘program plan (IPP) dated 12/23/20 revealed she
is nor-ambutatory and has diagnoses of
Frederich's Ataxia, Muscular Dystrophy and
Developmental disabilities. Further review
revealed she has a history of non-compliance,
physical aggression and inappropriate
verbalizations that is addressed by & behavior
support program dated 12/13718 and includes the
uge of psychotiopic medication. In the
interventions for non-complisnce staff are to give
her clear ingiructions, redirect and give social
praise for complying with directions. Additionat
review of the IPP revealed the following active
treatment programs: a behavior support program,
identifying money, tolerating a shower, brushing
her teeth, ysing hand over hand to serve herself
dguring dining, parficipating in medication
administration,

intervigw with the Qualified Intelleciual Disabilities
Professional (QIDP) on 2/22/21 confirmed there
wag no active treatment program to adiress
client #1's refusal to pariicipate in fire evacuation
drills, although this was an identified need,

W 436 | SPAGE AND EQUEPMENT

CFR(s). 483.470(g)2)

The fagility must furnish, maintain in good repair,
and teach dlients fo use and to maks informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as negded by the client.

W 227

W 436
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The finding is:

davice was used.

device was used.

W 436 | Continued From page 2

This BTANDARD is not met as evidenced by:
Based on observations, record review and
interview, the facility failed to ensure client #2's
communication device was maintained i good
working order as recammended by the speech
congultant. This affocted 1 of 4 audit clients (#2).

Throughout observations on 2/22/21 from
315pm-6:00pm direct care siaff asked client #2
whiat she wanted and waited for her to respond.
Several timas they asked her to respond with an
aye blink or nodding her head to answer a
question. No augmentative commaunication

Throughout observations on 2/23/21 from
8:00am-9:30am direct care staff asked clhent #2
what she wanted and asked her to respond with
blinking her ayes or nodding het head to ahswer
their guestions. No augmentative commgnication

Review on 2/23/21 of client #2's individuat
program plan (IPP} dated 8/7/20 revaaled she
has diagnoses of Mild intellectual Disabilifies,
Athetoid and Spastic Cerebral Paisy and
QralVerbal Ataxia. Further review of her IPP
revealed she understands words and phragses
and has & communication device that assists her
in making her wanis and needs known, Her IPP
melructs, "Staff should acknowledge all
communication atternpis.”

Review on 2/23/21 of client #2's commupication
evaluation dated 1/21/21 revealed she is, "socially
active within her environmeant and her voice

W 43-6
W 436

the following actions:

objectives are met.

assessed for need.

commuricating.

needed,

time a weegk,

monitor monthly

A. AlISP'S wili be reviewed and
revise as needed to ensure

B. All community/ home assessment
will be reviewed to look at all
current needs of persons served.

C. All adaptive equipment will be

D. All adaptive equipment will be in
good repair and operational

E. All augmented communication
device will be utilized while

F. Staff to be in serviced on proper
use of adaptive equipment.

G. IDT will assess the functionaily of
augmented communication
devices to ensure all items are in
good repair and functions as

H. Site Supervisor will monitor one

. Quuaiified Professional will

This deficiency will be corrected by 04.23.2021
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output device allows her to commupicate with
others," The recommendations from this
evaluation included: Client #2's "communication
davice should be charged every evening in
preparation for the following day and shouid be
made avaiiabrl_le 1o her throughout the day.”

During interview on 2/23/21 with the residential
manager (RM), she was asked about client #2's
communication devies. The RM provided it from
inside the facility office and explained it was
broken.-

Qbservation on' 2/23/21 of the communication
device reveaiad it had a flat sceeen with computer
activation. The device was listed as PRG ECO 2
device.

Interview on 2/23/21 with staf A revaaled client
#2's communication device had been broken for
more than 2 months, Further interview revealed
staff asks client #2 what she wants and fhat she
responds with facial expressions or nodding or
blinking with her eyes.

Further interview on 2/23/21 with the RM and
area director revealed client #2's communication
device had been broken for several months.
Further interview revealed they had contacted the
speech therapist to re-evaluate client #2 in
December 2020 and that they had received this
gvaluation in February 2021, Additional interview
confirmad that a purchase order hat not been
completed as of 2/23/21 to repair client #2's
augmentative communication device.

W 436
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Community Alternatives — NC
Southeast Region

1001 Navaho Drive Suite 101
Raleigh, NC 27609

Phone: 984-205-2630

FAX: 984-205-2643
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CONFIDENTIALITY NOTICE: This Fax, including attachraents, is for the sole use of the intanded recipient(s) and
rnay contain confidential and privileged information, Any unsuthorized review, use, or disclosure or distribution is
probibited, If you are not the intended recipient, please contact the sender immediately and destroy all capies of the
origital messape,
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February 26, 2021

Kimberly C. MCCaskill, MSW/

Facility Compliance Consultant |

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

2718 Maii Service Center

Rateigh NC 27699-2718

919.855.3795 office

2197158078 fax

RE:  Plan of Carrection for Annual recertification survey Completed February 23,
2021
VOCA -Sixth Street Group Homes
201 North Sixth, Sanford, NC 27330
Provider Number : 34G270
MHL# 053-023

Dear Ms, McCaskill

We appreciate the courtesy extended by you while surveying the VOCA Sixth Street
Group Home, 201 North Sixth, Sanford, NC 27330

As indicated on the Flan of Correction, we will have the Deficiencies corrected for, the
Annuat survey completed on February 23, 2021 completed Aprii 23, 2021,

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

If you have questions, please contact Cynthia Bradford, Assistant Executive Director
276.252.8193 cell 984.205,2630 ext. 238. Or JerMaine Kearney, Program Manager
984.205.2630 ext 403

Sincerel
ch/p%ja /6’4@%/9&{’
nthia Bradford, Assistarit Executive Director
Community Alternatives North Carotina- Southeast Region
1001 Navahao Drive suite 101
Raleigh, North Carolina, 27609
276.252.8193 cell
984.205.2630 ext. 238
cynthiabradford@rescare.com




