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E 004 | Develop EP Plan, Review and Update Annually E 004{E 004
CFR({s): 483.475(a) This deficiency will be corrected by tﬂe
~ . following actions - PR
The [facilityl must comply with all applicable A, The facility will develop and
Fedet‘ﬂl, State aﬂd IO{:a| emergeﬂcy maintain an emergency
preparedngss requirements. The [facility] must preparedness plan and it will be
develop establish and maintain a comprehengive reviewed and updated annuaily.
emergency preparedness program that meets the B. Strategies will be implemented
requirements of this section, -adciressing emergency
The emergency preparednesé program must Stuations.
. e . C.  Staffwill be in in serviced on the
z}glrlﬁi,t?t not be limited to, the following emergency preparedness plan
) L. Management will implement
{a) Emergency Plan. The [facility} must develop E. Magigzment “;:” have the plan
and maintain an emergency preparegness plan upcated anrually.
that must be [reviewed), and updated at least
every 2 years. The plan must do all of the
following:
* {For hospitals at §482.15 and CAHs at
§485 825(a)] Emergency Plan, The [hospital or
CAH} must comply with all applicable Federal,
State, and local emergency preparedness
requirements. The [hospital or CAH] miust
develop and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section, utilizing an
all-hazards approach.
*{For LTC Facilies at §483,73(a)] Emergency
Plan. The LTC facility must develop and maintain
an emergency preparedness plan that must be
reviewed and updated at least annually.
* [For ESRD Facilities at §494.62(a):] Emergency
Plan. The ESRD facility must develop and
maintain an emergency preparedness plan that
must be [evaluated)], and updated at least every 2
years.
LABDRATORY mnrzcmws OR pmw RISUPPLIER RHWT TIVE'S SIGNATURE TITLE ‘ (X8} DATE
Ve ka I LYy Fove Dutec o S/ 1 [202(

Any deficiancy staternent endmg with an astermk (*) denotes & deficiency which the institufion may be exeused from coreecting providing it is teterrined that
ather safequards provide sufficient protection to the patients. {See instrucions.) Except for nursing homes, the findings stated above are disclosable 90 days
fellowing the dale of survey whether or not a pian of correction is provided. For Rursing homes, the above Tindings and plans of correction are discinsable 14
days foliowing the date these documents are made available to the facility.. If deficiencies are cited, an sppraved plan of correction is requisite to continued

pregram parlicipation,

FORM CME-256702-99) Provious Versions Osolete Bvend i oo

Facility 10: 521906 if continuation sheet Page 1 of 28




04-01-"21 10220 FROM-
DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTER

3 FOR MEDICARE & MEDICAID SERVICES

T-301  POOO4/0027 F-bEY
PRINTED: 03/24/2021

ETATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPELIERICLIA
AND PLAN OF CORRECTION IBENTIFICATION NUMBER:

34G225

(X2 MULTIPLE CONSTRUCTION
A. BUILBING

B WING

 FORMAPPROVED
OMB NO. 0938-0391

{43) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

VOCA-GENTRY

2219 GENTRY DRIVE

. STREET ADDRESS, CiTY, $TATE, ZIP CODE

DURHAM, NC 27705

03/23/2021

(%4110
FREFIX
TAG

EUMMARY STATEMENT OF DEFICIENCIES
" {EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

- PROVIDER'S PLAN OF CORRESTION {X5)
" PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROGS-REFERENCED TO THE APPROPRIATE RATE

DEFICIENGY)

E 004

£ 036

Continued From page 1

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed fo ensure the Emergency Preparedness
(EP) plan was reviewad and updated as needed.
The finding is;

Review on 3/22/21 of the facility's EP plan (last
reviewed 10/14/20) revealed the plan included
information regarding three clients who no longer
reside at the facility and no information for three
clients who had been admifted in 2020. The EP
algo did not include any reference to the
Quaiified Intellectual Disabiiities Professional
(QIDP) who began working at the home in June
2020. Additional review of the EP plan noted,

" Hhis manual wilk be revised and updated as
necessary.”

Interview on 3/23/20 with the Qualified Inteliectual
Digabilities Professional (QIDP) revealed he
cauld not be sure if the EP plan had been
uptlated since 10014720,

EP Training and Testing

CFR(s): 483.475(d)

“[For RNCHIs at §403.748, ASCs at §416.54,
Hospice at §418.113, PRTFs at §441.184, PACE
at §460.84, Hospitals at §482.15, HHAs at
§484.102, CORFs at §485.68, CAHs at §486.625,
"Organizations" under 485.727, CMHCs at .
§485.920, OPOs at §486.360, RHC/FHOs at
§491.12)) '

() Training and testing. The [facility] must
develop and maintain an emergency
preparedness training and testing program that is
based on the emergency plan set forth in
paragraph {(a) of this sechion, risk assessment at
paragraph (a)(1) of this section, policies and

E 0604

E 036
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procedures at paragraph (&) of this section, and
the communication plan at paragraph (c) of this
section. The training and testing program must
be reviewed and updated at least every 2 years.

“[For LTC at §483.73(d):] (d) Training and testing.
The LTC facility must develop and maintain an
emergency preparedness training and testing
program that is based on the emergency plan set
forth in paragraph {2} of this section, rigk
assessment at paragraph (a)(1) of this section,
policies and procedures at paragraph (b) of this
section, and the communication plan at
paragraph (c) of this section. The training and
testing program must be reviewed and updated at
least annually.

“[For ICFAIDs at §483.475{d):] Training and
testing, The ICFAID must develop and maintain
ah emergency preparsdness training and testing
program that is based on the emergency plan set
forth In paragraph (&) of this section, risk
assessment at paragraph (2)(1) of this section,
policies and procedures at paragraph (b) of this
section, and the communication plan at
paragraph (¢) of this section. The training and
testing prograrm must be reviewed and updated at
least every 2 years. The ICF/IID must meet the
requirements for evacuation drriis and fraining at
8§483.470().

*{For ESRD Facilities at §494,62(d);} Training,
tegting, and orientation. The dialysis facility must
develop and maintain an emergency '
preparadness training, testing and patignt
crientation program that is based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of

E036
This deficiency will be corrected by the
foilowing actions
A. The facility will develop and
mairtain an emergency
preparedness plan and it will be

8. Saff will be in serviced on the
emergency preparedness plan
annualy or as changes take
place

€. Site Supervisor will in service all
staff

0. Site Supervisor will monitor for
two times & week and make
changes as warranted.

two rimes a week and make
changes as warranted

reviewed and updated annually,

£ Cinical Manager will monitor for
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this section, policies and procedures at paragraph
{b} of this section, and the communication plan at
paragraph (¢) of this section. The training, testing
and orientation program must be evaluated and
updated af every 2 years,

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to engure direct vare staff were
trained on the facility's Emergency Preparedness
(EP) plan. The finding is:

Staff had not been trained on the facility's EP
plan.

Review on 3/22/21 of the facility's EP plan {last
reviewed 10/14/20) did not reveal staff had
received recent iraining on the plan, Additionai
review of the facility documents did not include
training for all staff working at the home,

During an interview on 3/23/21, the Qualifisd
Intellectual Disabilities Professional (QIDP)
indicated no current training on the facility's EP
plan could be located.

W 111 | CLIENT RECORDS

CFR{s): 483.410{c)(1)

The facility must develop and maintain a
recordkeeping system that documents the client's
health care, active treatment, social infarmation,
and protection of the client's rights.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure client #6's recard was
maintained with current medical documents, This
affected 1 of 4 audit clients. The finding is:

E 036

W T
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W 125

Review on 3/22/21 of client #6's record revealed

no current physician's orders. No documentation
of the client's current physician's orders could be
located.

Interview on 3/22/21 via telephone with the
facility's nurse revealed physician's orders signed
in November '20'should be available for review:
however, orders for March are being sent for the
physician's signature and are currently
uttavailable.

PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(3)

The facility must ensure the rights of all clients.
Therefore, the facility must allow and encourage
individual clients to exercise their rights as clients
of the facility, and as ¢itizens of the United States,
including the right to file complaints, and the right
fo due process.

This STANDARD 1s not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure clients had the right to a
leaal guardian. This affected 2 of 4 audit clients
#4 and #5). The findings are:

A. Review of 3/22/21 of client #4's record
revealed he had been admitted to the home on
6/30/20. The client's Individual Program Plan
{1PP} dated 7/30/20 indicated the client acted as
his own guardian, Additional review of the record
indicated the client was 71 years old and had a
diagnosis of Moderate Intellectual Disability,
depression, GERD, and high blood pressure and
cholesterol. Further review of the client’s current
physician's orders included routine medications of
Norvasc (for hypertension), Atarax (for anxiety),

This deficiency will be corrected by the
following actions:

A. Al physicians’ orders will be
reviewed.

B. There will be current orders for
all medication in the person
serve records,

C. The team will ensure that aif
orclers are implemented

D, Al the orders will be reviewed
anct discussed at the monthiy
core team/quarterlies/annuat

W 125 ISP.

E. There will be supporting
documentation for all Orders

F. RN will review monthly

G. Site Supervisor monitor one time
aweek,

H. Clinical Manager will monitor
ohé time a week
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 Triamcinolone, and Acetaminophen. The

GERD), Pravastatin (for cholesterol), Seroquel
(for aggression), Zolo# (for depression) and a
Multivitamin.

‘Further review of the record revealed several
tansent forms including Emergency Medical and
Dental Services, Funds Management, Consent
for Treatment, and General Consent. None of the
forms were signed by client #4. The client's hand
wrilten signature (ondy his first name) was noted’
ot an Admission Agreement form dated 6/30/20.
Review of a Consent for Medications form
identified Norvasc, Cervave cream, Pepoid,
Zoloft, Mutivitamin, Loxapine, Seroquel, Miralax,

Consent for Medications included client #4's
name; however, it was not signed or dated by the
client.

Review on 3/23/21 of a Psychological Evaluation
dated 6/26/20 revealed, "[Client #4's] general
cognitive ability is within the extremely low range
of inteflectual functioning...[Client #4] may
experience great difficully in keeping up with. his
peers in a wide varigty of situations that require
thinking and reasoning abifities...[Client #4's)
verbal and nonverbal reagsoning abilities are in the
extremely low range.” Additional review of ihe
evaluation noted, ".. {Client #4] is functioting at
the less than the 1st percentile and his overall
level of adaptive functioning can be described as
falling in the Extremely Low range. [Client #4]
can engage in conversations using simple
sentences. He can state his first and last name,
and day and month of hig birthdate. He was
unable to state his comect age and the year he
was born. He is unable to answer complex

questions. {[Client #4] requires prompting to

This deficiericy will be corrected by the

following actions:

A. Cinical Manager will contact
current guardian(s; to notify
them of the need to update
guardianship for consumers

B. Clinical Manager will assess
all consumer who are seif-
guardian. If warranted
alternative guarclianship for
any consumer whose current
guardianship status i§ in
question.

C. Ifneeded, the Clinical

Manager wilf submit the

necessary documents to

initiate the process of having
aguardian assigned Special

Froceedings Division at the

Wake Counity Clerk of Court

to initiate a guardianship

hearing.

QIDP will monitor bi-

monthiy.

(X4 1ty BUMMARY STATEMENT OF DEFICIENCIES . o PROVIDER'S PLAN OF CORRECTION {18
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Loxapine (for mood stabilization), Prifoses for )5.21.21
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complete most activities of daily living. [Client #4)
canngt independently take care of persong!
finances. Academically, [Client #4] can count to
10. He identified two letters of the alphabet when
presented out of sequence. He was unable to
read sight words,"

Continued review of the Pgychological Evaluation
for client #4 indicated, "His cognitive and adaptive
skills are limitsd fo the extent that he would
benefit from support provided by an ICF/IMR
program. The support team should consider the
following recommendations: 1. Support is
needed to assist [Client #4] in learning,
maintaining, and improving skills in areas that
directly affect his ability to reside as
independently as possible in the community.
Skills are needed in self-care to assist [Client #4]
in meeting basic needs such as food, hygiene,
and heaith. Services are needed that will provide
him the opportunity to learn skills to manage and
control his personal life such as decision-making,
initiation and follow-through of tasks and
self-protection skills,”

During an interview on 3/22/21, client #4
responded "No" when asked if he knew the
names of any of the medications he takes, what
the medications were used for or why he was
taking ther. When asked if he knew what the
medications Seroquel and Zoloft were, he again
responded, "Nop."

Interview on 3/23/21 with the Program Manager
and Qualified Intellectual Disabilities Professional
{QIDP} confirmied client #4 was currently acting
as his own guardian and this was his status when
he was admitted to the home. There was no
response when asked how client #4 gualifies to

FORM CMS-2587(025%) Pravious Versions Dbsolote Event 10: VDN Faciity ID: 629805 . if continuation sheet Page 7 of 28
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Continued From page 7
s&rve as his own guardian,

B. Review on 3/22/21 of client #5's record
revealed he was 22 years old and had been
admitted to the home in August 20, Additional
review of the record noted the client's parents had
petitioned the court for guardianship on 1110/18
and a hearing had been scheduled on 2/20/18.
The record did not include any other information
regarding the current status of client #5's
guardianship .

Interview on 3/23/21 with the Program Manager
revealed he felt certain client #5 has a legal
guardian; however, tha paperwork could not be
located, The QIDP indicated he thought the
client’s mother was his legal guardian.
INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440{c)(3}(v)

The comprehensive functional assessment must
include adaptive behaviors or independent living
skills necessary for the client fo be able to
function in the community.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure client #5's Comprehensive
Functional Assessment (CFA) included an
assessment of his independent living skillz and
abilties. This affected 1 of 4 audit clients. The
finding is: '

Review on 3/22/21 of client #5's record revealed
a Community/Home Life Assessment (CHLA)
form. The form included an assessment of
self-care, grooming, dressing, toifeting, domestic

W 125

W224

W.224

&.

This deficiency will be corrected by the
following actions:

Community and home Jife
assessment will be completed

or each person served

Each person will be assessed for
their abiiity to increase
independence, based on the
resuilts of the assessment,
Clinical Supervisor will review
anct add WTP as needed to
increase independence

All staff will be in-service on
WTP.

Site Supervisor monitor one time
aweek,

Ciinical Manger wili monitor one,
time a week

05.21.21

|
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tagks, dining, meal preparation, money
management, and other skill areas. The CHLA
form in client #5's record was completely blank.
Interview on 3/23/21 with the Qualified Intellectual W.249
gﬁﬁﬁ;ﬁ;ﬂ%ﬁiﬂi@% g;}elt[;? cotifirmed the ;_n}:s deficiency will be corrected by the  05.21.21
. oliowing actions: .
W 248 PRQGBAM IMPLEMENTATION W 249 A, I8P will be update/modified to
CFR(s): 483.440(d}{1) meet the current dietary needs
or need for restrictions i
As so0n as the interdisciplinary team has applicable, 3
forn;}ul?teci a client's individual program plan, B. Nutritionist will do assessment
each client must receive a continuous active
greatment program consisting of needed giiiﬁf Zg& Zﬁ;ﬁf t&;réﬁ?d
interventions and services in sufficient number C. Consumers will be ;;:riv |
agd frequency fo support the achievement of the " involved in food prepargtji/on
objectives identified i indivi
e e{n. s identified in the individual program D. Community / home life
assessment will be completed
ort all consumers
E.  The people served wiif be in
This STANDARD is not met as evidenced by: serviced on family style dining
Based on abservations, record reviews and and understanding the role of
interviews, the facility failed to ensure 3 of 4 audit encouraging choice and
-| clients (#3, #4, and #6) received a continuous provicling food choice based
active treatment program consisting of needed upon dlietary orders,
interventions and services to support the F. S@ffwill be in serviced on family
actomplishment of objectives as identified in the styie dining and understanding
Individual Program Plan (IPP) in the areas of the role of encauraging choice
meal preparation and family style dining. The and providing safety while
findings are: dining.
G. Staff will be in serviced on all
A. During 2 of 3 meal preparation observations in rights—focus on "choice™.
the home throughout the survey an 3/22 - H. Staff will be in serviced on all
3/23/21, clients were not involved in cooking family dining and cleaning
tasks, With the exception of client #3 briefly I Residential Manager wilt
operating a blender on 322121, no clients were manitor ore time a week.
prompted or encouraged fo participate, 1. Qualified Professional will
monitar one time & week,

if continuation sheet Page 6 of 25
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Interview on 3/22/21 with Staff C revealed clients
normally do assist in the kitchen; however, they
were afraid of the clients getting hurt.

Review on 3/23/21 of client #3's
Communitly/Home Life Assessment {CHLA) dated
8/18/20 revealed she requires physical
assistance to make and pack a lunch, make
foods with no cooking, make foods with cooking
but no mixing, make foods with cooking and
mixing and to use recipes as needed,

Review on 3/23/21 of client #4's CHLA dated
6/30/20 revealed he requires verbal cues to make
and pack a lunch, make foods with no cogking,
make foods with cooking but no mixing, make
foods with cooking and mixing and to use recipes
as needed. Additional review of the assessmant
noted he can operate a toaster, microwave and
stove/oven given a verbal cue,

Interview on 3/23/21 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed clients
should be assisting with meal preparation tasks
given assistance fram staff.

B. During Junch observations in the home on
3/22/21 at 12:30pm, Staff B served food jtems
onte individual plates and placed the plates at
each client's area of the table. Drinks were also
poured into individual cups at the table. Ciients
were not prompted or assisted to participate in
family style dining tasks (i.e. serving, pouring,
passing dishes),

During dinner observations in the home on
3/22/21 at 6:32pm, Staff C prepared plates of
food for client #3 and client #4 without their

W 249
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participation. During breakfast observations in
the home on 3/23/21 at 6:59am, Staff D prepared
plates of food for client #3 and client #6 without
their participation. The clients were not promptad
or assisted to participate in family style dining
fasks.

interview on 3/22/21 with Staff C revealed clients
were not assisted (o serve themselves becalise
several clients are on chopped diets.

Review an 3/23/21 of client #3's CHLA dated
8/18/20 revealed she requires physical -
assistance fo participate in family style dining and
pass food jtems {o others,

Review on 3/23/21 of client #4's CHLA dafed
6/30/20 revealed no information regarding his
family style dining skills: however, the
assessment noted he could use a toaster,
microwave and stove and complete other cooking
and mixing tasks all with verbal prompts.

Review on 3/23/21 of client #6's CHLA dated
12/27119 revealed she requires physical
assistance to participate in family style dining and
pass food items to others.

Interview on 3/23/21 with the QIDP confirmed
clients should be participating with family style
dining given assistance from staff.
PROGRAM DOCUMENTATION

CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria
specified in client individoat program plan
obfectives must be documented in measurable
terms, ‘

W 249

W 252
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This deficiency will be corrected by the 05.21.21

following actions:

This STANDARD is not met as evidenced by:
Based on record revisw ard interviews, the
facility failed to ensure data relative o the
accomplishment of objectives specified in the
Indlividual Program Plan (IPP) was documented in
measurable terms. This affected 2 of 4 audit
clients (#5 and #6). The findings are:

A. Review on 3!23/23 of client #5's goal sheets
revealed objectives 10 load the dryer with 60%
independence (frained 2 times weekly), to clean
his room with B0% independence (frained in the
evening), to complete an exgrcise program with
50% independence (trained 3 times weekly), to
brush his teeth with 50% independence (trained
daily}, t0 identify denominations of money with
75% independence {trained 3 times weekly) and
to obtain his personal goals with 100%
completion {data recorded for each goal). All
goals included an implementation date of §/4/20,
Additional review of clignt #5's training book did
not include any data collection for the objectives.

Interview on 3/25/21 with Staff £ revealed all data
for objectives was documented in each client's
training book. Additional inferview with Staff A
indicated they are no longer collecting data for
objectives in the training book and a new
electronic system for daté recording was
implemented a few months age.

Interview on 3/23/21 with the Qualified Intellsctual
Disabilties Professional (QIDP) revealed be felt
staff have been completing training on client #5's

‘| goals but had not been completing the data

collection. The QIDP also indicated the facility

A, ALL ISP will be reviewed and rewsed
a5 necessary,

B. AL WTP will be reviewed and
assessed for continually care, All
goals will be modified and assessed
for progress.,

€. All objectives of goals wili meet the
needs of the person being served,

0. All staff will be in service on all new

and current WTP

E.  Clinical Manager will in service all
people served on goals with
supporting documentation of all
WTP in service

£, Residential Manager will monthly
weekly

G, dinical Manager will monitor
weekly

H. Cinical manager will assess ail WTP
in core tean monthly
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has recently implementad a new slectronic
system which allows staff to record objective
data,

B. Review on 3/23/21 of client #6's record
revealed guidelines written by the Physical .
Therapist (PT) for exercises (dated 471 320,
positioning/repositioning (dated 4/13/20) and use
of a cetvical neck collar (dated 10/26/20).
Additional review of exercise guidelines noted,
“Staff should document [Client #5's) participation
in her exercise program on the monthly exercise
pragram leg." Review of positioning/repositioning
guidelines indicated, "Staff shouid complete the
positioning log to indicate that pesitioning and
repositioning have oceurred throughout the day."
Further review of guidelines for use of her
cervical neck collar revealed, “1st and 2nd shift
staff should note in the communication book that
[Client #6] wore {or refused to wear) the collar
during their respective shifts." Review of client
#6's training book for the months of December
'20 - March 21 did not include documentation of
the PT guidelines.

Interview on 3/23/21 with Staff E revealed all data
for objectives was documented in each client's
training book. Additional interview with Staff A
indicated they are no longer collecting data for
objectives in the training book and a new
electronic system for data recording was
implemented & few months ago.

Interview on 3/23/21 with the PT confirmed client
#5's guidelines wete current and staff should be
implementing the guidelines and documenting on
the sheets provided, Additional interview with the
PT revealed she felt staff have been
implementing the guidelines but failing to

W 252
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are conducted only with the written informed
consent of the client, parents (if the client is a
minor} or legal guardian, .

This STANDARD is not met a5 evidenced by
Based on record review and interview, the facility
failed to ensure restrictive programs were only
conducted with the written informed consent of a
legal guardian. This affected 2 of 4 audit clients
(#3 and #8). The findings are:

A. Review on 3/22/21 of client #3's Behavior
Support Plan (BSP) dated 3/23/19 revealed an
objective to exhibit 0 episodes of agitation per
month for 12 consecutive months, The BSP
incorporated the use of Clonazepanm,
Divvalproex, Latuda and Melatonin, Additional
review of the record revealed a consent for the
BSP dated 3/23/19, The consent noted, "}
understand that this authorization will expire on
3/23/20." No current consent could be located.

Interview on 3/23/21 with the Qualified intellectual
Disabilities Professional (QIDP) did not indicate &
current consent was available for review,

B. Review on 3/22/21 of cliemt #6's BSP dated
128119 revealed an objective to exhibit 0
episodes of inappropriate vetbalizations per
month for 12 consecutive months, The BSP
incorporated the use of Buspar, Ativan, Cymbalta,
Latuda and Valium. Additional review of the

A, AlLISP'S will be reviewed and
revise &3 needed 1o ensure
objectives are met.

B, Addendum will be added ro ISP
to meet the current needs of the
people being served,

C. All consents will be signed and
in place before the
implementation of plan.

0. All consents will be current and
updated annual or a3 needed
for changes it plan.

E. Home and community life
assessment will be completed.

F. Qualified Professional will
mortitor monthly

G, Qualified Professional will
lpdate annual or as heeded
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document properly,
W 2631 PROGRAM MONITORING & CHANGE W 263 Jw 263
CFR(s): 483.440(f)(3)(ii) This deficiency will be correctad by the  £5.21.21
. . ‘ , following actions
The committee should insure that these programs
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CFR(s): 483.450(a)(1)

The facility must develop and implement written
policies and procedures for the management of
conduct between staff and clients.

This STANDARD is niot met as evidenced by:
Based on observations and interviews, the facility

failed to ensure implementation of policies and

procedures which facilitated positive conduct and
interactions between staff and dlients throughout
their daily life. This potentially affected all clients
residing in the home, specifically affecting 2 of 4
audit clients (#3 and #4). The finding is:

During observations in the home on 3/22/21 from
11:20am - 1:14pm and on 3/23/21 from 3:48pm -
6:45pm, two staff worked in the home with five
clienls. While one staff's interactions with clients
were positive and patient, Staff B was observed
speaking with an elevated tone of voice and
made negative and abrupt comments when
interacting with clients. For example;

A. Throughout the observations, Staff B spoke
with an elevated tone of voice while interacting
with end directing client #3. The staif repestedly
and consistently told the client to "Sit down!®,

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
' STATEMENT OF DERICIENCIES 1) PROVIDER/ISUPBLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X%) DATE SURVEY
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o 34G225 B, WING 0372312021
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record revealed a consent for the BSP dated
1/28/19. The consent noted, " understand that
this authorization will expire on 1/28/20." No
current consent could be located.
Interview on 2/23/21 with the Gualified Intellectual
Disabilities Professional (QIDP) did not indicate a
current consent was available for review,
W 267 | CONDUCT TOWARD CLIENT W 267
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"Have a seat!", "Uh-uh, wait!" , "Come on, [Client
#3 |

When client #3 sat on the couch and put her fest
up on the furniture, Staff B yelled, "Get your feet
ouf tha chair, that's not a frampaline, if's a couch,
Slft‘o;_; ;bouncing around!” or "Get your feet out the
chairt”

Staff B constantly redirected client #3 when she
stood up from her seat stating abruptly, "Where
you going, where you going? Have a seat, you
just used the bathroom!" or "Go sit down!”

On one occasion when client #3 picked up Staff
B's car keys off the kitchen counter, the staff
yelled, "Put my keys back, you don't pay no car
note, put it back!" .

B. Throughout the observations, Staff B spoke
with an elevated tone of voice while interacting
with and directing client #4. Ag the client walked
into the dining area for lunch and began to
speak, Staff B abruptly cut him off sfating, "Dont
be asking me & bunch of questions, just sit down,
gat your lunch and be glad you got that!" Chent
#4 later atternplted to ask Staff B ancther
guestion. The staff stated, "Uh-uh, no questions,
everyday the same guestions over and gver!" At
the dinner meal when client #4 asked for salad,
Staff B responded abruptly, "You got broceoli,
enjoy it, you don't chew your food and you not
chakin' in here fonight!" Later during the meal,
client #4 asked about a snack and more salad.
Staff B yelled, "You still talkin', | didn't fhink so”,
"Do you chew your food, no you don't, you just
swallow!"

interview on 3/22/21 with Staff B revealed she

This deficiericy will be corrected by the
following actions

(X4} I SUMMARY. STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
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TAG REGLUATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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W 267 | Continued From page 15 W 267 W26/ 05.21.21

A. Al people served will be free
from physical, verbal and
psychological abuse or
punishment.

B. Staff will be trained on voice
tore and firmness,

C. Staff will not use any techniques
that not sanctioned by YSIS
curricLgum

[3. Clinical personal will ensure ail
staff is trained on trained client
rights {emphasis on physical and
verbal abuse)

E. Management will be weekly
monitoring on ¥, 2™ and 3%
shifts. Per rotation of staff.

F. ofthe numbers. Knowledge of

" BSP.

G. Site Supervisor will mornitor
weekly, documenting the
knowledge of staff. Question:
Chain of command, first
manager to call if abuse/neglect
was witnessed, contact numbers)
of managers and location of the
numbers. Knowledge of BSP.

H. dirnical Manager will monitor
weekly documenting the
knowledge of staff. Question:
Chain of command, first
manager to call if abuse/neglect
was withessed, contact numbpers
of managers and location of the
numbers. Knowiedge of B5P.

!
E
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W 267 | Continued From page 16 W 267
had worked in the home for 3 years. When asked
if she had received any training, she replied, “if
you want to call it that.” The staff indicated she
was "not impressed” with the training provided by
the facility.

Interview on 3/23/21 with the Program Manager

and Qualified Intsllectual Disabilities Professional

{QIDP) confirmed the interactions and comments

made by Staff B were inappropriate. Addifional

interview indicated staff training inciudes

discussions about appropriate interactions and

staff conduct with clients which would be covered W.288

during abuse/neglect training. The Program 5 . .

Manager also indicated an investigation into Steff This deficiency will be corrected by the  05.21.2)
B's conduct on 3/22/24 would be initiated, following actions:

W 288 | MGMT OF INAPPROPRIATE CLIENT W 288 _ )
BEHAVIOR A, Al behaviorat support plaris wilt
CFR(s): 483.450(b)(3) be reviewed,

B. Al Behavioral Support Plans will
Techniques to manage inappropriate client be updated to address the
behavior must never be used as a substitute for current needs and target
an active treatment program. behaviors
C. All proper techniques will be
used to manage behavioral and
This STANDARD ig not met as evidenced by pratection of items.
Bagsed on observations, record review and D. Psychologist will review ail plans
interviews, the facility failed to ensure a technigue and add all restrictions to the
to manage client #3's inappropriate behavior was active treatment plan if
included in a formal active treatment plan. This applicable
affected 1 of 4 audit clients. The finding is: E. Al staff will be in-service on ail
B i .
During observations in the home on 3/22/21 at F Sifc: ?;ﬁ;ﬂégfs\zg £§;ior one
12:32pm, clients benan gathering at the table for ' time a week
tunch. As client #3 approached the table, Staff B iy : . .
prompted her to sit away from the table in a chair G. ghmfﬁgﬂanag;: will monitor
against the wall and next to Staff B, The client H C?ﬁj l Ma w i acidress al
remained there for several minutes before the - Wihical Manager will address a
behaviors monthly in core team
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Continued From page 17
staff prompted her to go fo the table for lunch.

Immedizte interview with Staff B revealed client
#3 was made to wait before going to the table
because "she eats fast and shoves food in her
mauth,”

Review on 3/23/21 of client #3's Behavior Support
Plan (BEP) dated 3/23/19 revealed an objective
to exhibit O episcdes of agitation per month for 12
consecutive months., Additional review of the
record did not indicate a technigue of making
client #3 wait to eat due to consuming her food
too fast.

Intarview on 3/23/21 with the Qualified Inteliectual
Disabilities Professional (QIDP) revealed the
client should not have been made to wait before
eating and this technique was not included in her
PP,

ORUG USAGE

CFR{s): 483.450{e)(2)

Drugs used for control of inappropriate behavior
must be used only as an integral part of the
client's individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed,

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a drug used to manage client
#4's inappropriate behaviors was used only as an
integrat part of his Individual Program Plan, This
affected 1 of 4 audit clients. The finding is:

W 288

W 312
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W 312 | Continued Fram page 18 W 312
Review on 3/22/21 of client #4's physician’ stz
eview an physiclan's This deficiency witt be corrected by the 05.21.21
orders signed 11/15/20 revealed orders for following actions:
Seroquel 50mg, take 1 tablet by mouth at A. Al physicians orders wilt be
bedtime, Zoloft 100mg, take 1 and 1/2 tablets by reviewed,
mouth once daily and Loxapine Smg, take 2 B, There will be current orclers for all
capsules by mouth af bedtime, Additional review medication i the person serve
of the record indicated the medications were used records. '
for depression (Zoloft), aggression (Seroguel) €. The current orders will not inciude
and mood stabilization (Loxapine), Further review any PRN miedication that are used
of the record digt not identify a formal behavior for behavior modification.
plan. The use of Seroquel, Zoloft and Loxapine D. The team will ensure that all orders
were not included in a formal behavior plan fo are mplemented .
client #4 ‘ E. Al the orders will be reviewed and
’ discussed at the mornthly core
Interview on 3/23/21 with the Qualified Intellectual Fquarteries/annual ISP
b , . . . Anage
Disabilities Professional (QUDP) confirmed client consumers inappropriate behavior
#4 ingests the medications for behavior support; will be added 1o formal behavior
however, the medications were not included in a sUpport pian
formal behavioe plan. G.  There will be supporting
W 340 | NURSING SERVICES VW 340 documentation for aif Qrders
CFR(s): 483.460(c)(5)(i) H. RN will review monthty
L Site Supervisor will monitor one
Nursing services must include implementing with time & week. ” ‘
other members of the interdisciplinary team, J. Clinical Manager wili monitor one
appropriate protective and preventive heaith tme & week

measures that include, but are not limited to
fraining clients and staff as needed in appropriate
health and hygiene methods,

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure all staff
were sufficiently trained to implement the facility's
current COVID-19 visitor screening process and
to appropriately use a digital thermometer, The
finding is: . g
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W 340 | Continued From page 19 W 3401w 240 '
A. Upon arrival to the home on 3/23/21 at This deficiency will be corrected by the 05.21.21
§:05am, Staff D invited the surveyor into the following actions:
home. The surveyor's temperature was not taken. A, COVID disaster plan will be
) update as negded.
interview on 3/23/21 with Staff D ravealed the B Saffwill be inservices on
COVID-18 visitor screening consisted of a COVID Protocol.
temperature check and completion of questions C. Consumers will be trained on
regarding COVID-18. the importarice of face
. . VETings.
Review on 3/23/21 of the facility's COVID-19 D. RN will Staff i services o
screening tools revealed temperatures should be i infectious diseases
taken for staff, clients (returning from home visits) E. RN will monitor monithly
and visitors upon entry into the home. F" Site Supervisor will monitor
. , . hree time a week.
Interview on 3/23/21 with the Qualified Intellsctual thre . .
Disabilities Professional (QIDP) confirmed G. Cﬁﬁ'cf?’; Managmkwm monitor
everyone’s temperature should be taken in order wa limes a wee
{o enter the home, :
B. During observations in the home on 3/22/21 at
4:11pm, Staff B used a digital thermometer to
take the temperature of all five clients inthe
home, The staff pressed the device against the
temple of each client without cleaning it between
LiBes,
Immediate interview with Staff B revealed sho
had not been given any specific instructions on
proper use of the thermometer between clisnts.
Interview on 3/23/21 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed the
device should have been cleaned betwesn uses,
W 381 | DRUG STORAGE AND RECORDKEERING W 381
CFR(s): 483.4606(1(1)
The facility must store drugs under proper
conditions of security.
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‘metal box. The drug labels included the names of

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure drugs were
stored under secure conditions. The finding is:

During observations in the home throughout the
survey an 3/22 « 3/23/21, a hafl closet wag locked.
Various staff utilized a key to unlock the closet to
obfain tems. Closer observation of the closet
revealed numerous pill cards containing
medications. The closet also contained controlied
drugs {i.e, Clonazepam) inside of an unlocked

several clients currently living in the home and
clients who had been discharged.

Interview on 3/23/21 with Staff E (the medication
technician) revealed the drugs had been in the
hall cloget for months and were supposed to be
picked up by the nurge, The sta# also indicated
the drugs were no longer being used. Additional
interview indicated the controlled drugs should be
kept double locked. ’

Review on 3/23/21 of the facility's Medication
Disposal (Rev. 11/10) revealed, "All prescription
and non-prescription medication shall be
disposed of in a manner that guards against
diversion or accidentat ingestion ™

Interview on 3/23/21 with the Program Manager
and Qualified Intellectual Disabilities Professional
(QIDP) confirmed the medications wers no longer
being used and belonged to current and former
clients, Additional interview indicated the drugs
were awaiting disposal, should not be kept in the

hall closet and needed to be removed,

fallowing actions: -

A, All medications will be locked
and secured unless being
admirstered,

B, No medications will be left
unattericied, ‘

€. Al medication prescription and
non-prescription medications
will be disposed of properly.

D. Al medication to be dispose will
be stored properly under double
lock and dlisposed of timely.

E. Staff will be in serviced on

~ ensuring that all medication
remains in appropriate location
and locked except during
administration,

F. RN will in service on proper
disposal of medication

G. Medication Manitor Closet

sheets will be completed
weekly:

H. Site Supervisor will monitor one

time a week,

I Clinical Manager will monitor

one time a weelk,

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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- FSTATEMENT OF DEFICIENCIES ) PROVIDERISUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
340:225 B. WING ' 03/23/2021
NAME OF PROVIDER OR SUFPLIER . STREET ADDRESS, CITY, STATE, ZiF CODE .
e 2219 GENTRY DRIVE
VOCA~GENTRY DURHAM, NC 27705
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF GORRECTION £6)
PREFIX {EACH DEFICIENCY MUST BE PRESEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
THG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEMGIENCY)
W 381/ Continued From page 20 W 381}y 33

This deficiency will be corrected by the '?5'5-3 1.2t
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The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choicas about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary leam as needed by the client,

This STANDARD is not met as evidenced by

Based on observations, record review and
interviews, the facility failed to ensure client #4
was furnigshed and taught o use and make
informed choices about the use of his eyeglasses
and denfures. This affected 1 of 4 clients. The
finding is:

A. During obsesvations in the home throughout
the survey on 3/22 - 3/23/21, client #4 did not
wear eyeglasses. The client was not prompted or
encouraged to wear eveglasses.

Interview on 3/23/21 with Staff E revealed they
had never seen client #4 wearing eyeglasses in
the home and they were not urs if he has
eyeglasses.

Interview on 3/23/21 with client #4 revealed he
does not have eyeglasses,

Review on 3/22/21 of client #4's Individuai
Program Plan (IPP) dated 7/30/20 revealed under
adaptive equipment, "Eyeglasses”. The plan
noted his eyeglasses were needed, "Daily”.

interview on 3/23/21 with the Quaiified intellectual
Disabifities Professional (QIDP) indicated he did

STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. EUILDING COMPLETED
‘ . 340228 . WING 0372312021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiYY, STATE, ZIF CODE .
: 2219 GENTRY DRIVE
VOCA-GENTRY
‘ ) DURHAM, NC 27705
(%43 1 SUMMARY STATEMENT OF DEFICIENCIES - ) PROVIDER'S PLAN OF CORRECTION . X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
W-436 | SPACE AND EQUIPMENT W 436
CFR(s): 483.470{0)(2 .
(®) (6)2) W.436 05.21.21

This deficiency will be corrected by the
following actions:

A Alt equipment will be
maintained and in good
working conditions, teaching
people served on the use of said
equipment’

B. Al peopie severed will have full
access 1o all equipment

I € Anyequipment that is not

| assessabie will be address in ISP

D. Iithere are any rights
restrictions, they will be
presented to HRC. ‘

E. Al staff wiil be in-service on their
equipment working conditions,
an teaching people served on
the use of said equipment

F. Site Supervisor wili monitor one
time a weelk.

G, Qualified Professional will
monitor one time a week
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W 436 | Continued From page 22 W 436

recall seeing client #4 wearing eyeglasses:
however, he had not seen them recently.

B. During observations in the home throughout
the survey on 3/22 « 3/23/21, client #4 did nof
wear dentures. The client was not prampted or
encouraged to wear dentures, '

Interview on 3/23/21 with Staff E revealed client
#4 does have dentures but does not Iike to wear
them and will often refuse to put them in,

During an interview with client #4 on 3723121,
when asked about his dentures, the client
retrieved a pair of dentures from under his pillow
i his bedroom. The client indicated ke did not
like to wear his dentures.

Review on 3/23/21 of client #4's IPP dated
7/30/20 revealed under adaptive equipment,
"Dentures”. The plan noted his dentures were
needed, "Daily”. Additional review of an
Oceupational Therapy (OT) quarterly update
(dated 1/11/21) revealed, *...Per GHM reports pt
refuses to wear his dentures,.."

Interview on 3/23/21 with the QIDP confirmed
client #4 has dentures but "won't tolerate them.”
The QIDP did not indicate any training had been
implemented to teach client #4 wear his dentures
and make informed choices about wearing them. .
W 460 | FOOD AND NUTRITION SERVICES ‘ W 460
CFR(s): 483.480(a)(1)

Each client must receive a nourishing,
well-balanced dief including modified and
specially-prescribed diets.
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This STANDARD Iz not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure modified
diets for 2 of 4 audit clients (#3.and #4) were
followed as indicated. The findings are:

A, During breakfast observations in the home on
3/23/21 at 6:59am, client #3 consumed two round
walffles and a sausage patly. The waffles and
sausage were cut into large pieces. Client #3
consurmed the food without difficulty,

Interview on 3/23/21 with Staff A revealed client
#3 consumes a "mechanical soft" diet and her
food goes into the biender to be chopped up.

Review on 3/23/21 of client #3's individua!
Program Plan (IPP) dated 8/24/20 revealed she
consumes a mechanical soft diet,

Interview on 3/23/21 with the Qualified Intellectual
Pisablfities Professional (QIDP) confirmed client
#3 consumes a mechanical soft diet which would
mean her food should be chopped in the food
pracessor and not simply cut up.

B. During breakfast observations in the home on
3/23/21 at 6:59am, client #4 consumed three
round waffles and a sausage paity. The waffles
were cul info large pieces by staff while the client
used the edge of his fork to break apart his
sausage patly before consuming it.

Interview on 3/23/21 with Staff A revealed client
#4 consumes a “mechanical soft" digt and his
food goes into the blender 1o be chopped up,

Review on 3/23/21 of client #4's Occupational

This deficiency will be corrected by the
following actions:

A, Nutritionist will complete and
BSSESSITIENT OFt CONsUMers

B. Recommendations will be
added based upon assessment

C.  Nutritional assessments wilf be
conducted to ensure proper
food consistency

D. Al people served will receive a
notrishing, well-balanced diet
including modified and specially
prescribed dists,

E. Alf staff will be in service on
Food consistency orders

F.  Site Supervisor will monitor one

* time a weel,

G. Clinical Manager wili monitor

one time a week
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Menus must be prepared in advance.

This STANDARD is not met as evidenced by
Based on observations and interviews, the facility
failed to ensure a copy of menus was available
for meal planning. The finding is:

During 3 of 3 meal preparation observations in
the home on 3/22 - 3/23/2%, no menus were
available for review,

Interviews on 3/22 - 3/23/21 with Staff B, Btaff C
and Staff D revealed they used to have mehus in
the home to follow; however, the menus could not
be located. Additional interview indicated no
menus had been available for several months.
When asked how they know what to Gook, the
staff indicated they use food available in the
hote or can recall from previous menus what
days certain foods were served on.

Interview on 3/23/21 with the Qualified Intellectuat
Disabilities Professional (QIDP) revealed he
could not be sure why no menus ware available in
the home,

i

This deficiency will be corrected by the
following actions:

A. Saffinserviced and trained on
proper meat preparation, diets,
and proper documentation of
substitutions and menus
Menus will be provided to the
home,
Meal substitutions will be
properly documented
Diets will be appropriately
followed.
E. Consumer participation is
© encauraged during mealtime
activities to promote
independence.
F. Al staff will be in service on the
Merius
G. Site Supervisor will monitor one
time a week,
H. Clinical Manager will monitor
ong time a week

S n w
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W 460 | Continued From page 24 RV
Therapist (OT) update dated 1/11/21 reveslad hig
diet had been changed to mechanicai soft from
bite-size pieces.
interview on 3/23/21 with the QIDP confirmed
client #4 should receive a mechanical soft diet
' with his food chopped in the blender.
W 477 | MENUS W 477 .
| CFR(s): 483.480(c)(1)(i) Ww. 477 b5 21.21
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April 1, 2021

Wilma Worsley-Diggs M.Ed., QIDP

Facility Survey Consultant |

919.612.2718

Mental Health Licensure and Certification section
NC Divisiont of Heaith Services Regulations

2718 Mail Service Center

Raleigh NC 27699-27118

$19.855.3795 office

919.715.8078 fax

RE:  Plan of Correction for Annual Survey conducted: March 221923 2021
VOCA~— Gentry Drive Home
2219 Gentry Drive, Durham NC 27705
Provider Number 34G 225
MHL# 032-075

Dear Ms. Wilma Worsley-Diggs

We appreciate the courtesy extended by you while surveying the VOCA~ Gentry Drive
Home, North Carofina.

As indicated on the Plart of Correction, we will have the Deficiencies corrected for, the
Annual survey conducted On March 2274-239 2021 wilt be completed May 21, 2021

We are committed to providing the highest possible care for the people we serve at
VOCA— Gentry Drive Home,

If you have questions, please contact JerMaine Kearney, Program Manager
984.205.2630 ext 218

Sincerely,

Wity Whack f 7

Marika Whack, Executive Director

Community Alternatives North Carolina- Raleigh Region
1001 Navaho Drive suite 101

Raleigh, North Caroling, 27609

919.827.2790 celi

mawhack@rescare.com




