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W00 | INITIAL, COMMENTS W ooD
A recertification and complaint survey was
conductad on 5/11/21. Deficiencies were not
cited 28 a result of the complaint survey for Intake
H#NCOM 72316, Deficiencies were cited as a
result of the recerfification survey.
W 126 | PROTECTION OF CLIENTS RIGHTS W 126 W126
CFR(s): 483.420(a)(4
(&) @) This deficiency will'be corrected by the (07.11.2021
The facility must ensure ihe rights of all clients. following actions: “
Therefore, the facility must afiow individuat clients A. :iiﬂ:ﬁi?ﬁgggg g%ﬂggﬁ;%;fﬁ;u
oo o 3o e ot of thet copatiis, B. P will be updated, modified to
) meet the current ADL arcund
adaptive equipment [giasses)
. ) ) ) C. Al community / home life
This STANDARD is not met as evidenced by: assessment wili be reviewed/update
Based on record RvIiew and iﬂtewiaws. the and rev“sed as needed 1] addrﬁsg
facility failed to ensure 1 of 3 audit clients (34} the use adaptive equipment
was consigered for training in the area of money D. Al community / home life
management skills to the extent of his assessment will be reviewed/update
capabilities. The finding is: anc revised as needed to poddress
' money manager
Review on 5/10/21 of client #4's individual E. Written Training Plans will be
| program plan (IPP) dated 3/10/21 revesied he implemented as needed to address
was admitted 1o the faciiity on 2110/21. Further asessments
review of the IPP revealed he has priority training F. Af Séaff will be in service on the use
medication administration, complete laundry a family style diiing
gsks and ::or'nplete o'rai byg;ane tasks. Review of H. All'staff will be in service on the use |
his fcnnar_trannmg ppjecnves safveaied programs of adaptive equipment.
to elect leisure activity, elean his bedroom, I Site Supervision will monitor one
complets medication administration, load the time & week.
dryer and brush his teeth, No training was 4 Qualified Professional will monitor
identified in the arpa of money management. one time a week

Review of client #4's homa/life assesament dated
3/3/21 revealed he has no skills in managing his
mbney, he needs physical assist'ance in
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understanding denominations of currency and .
making change. Furthér review of this .
assessment revealed he is dependent on staff to
assist him with maintaining & checking and/for
gavings account, and shopping,
Intervigw on 5/11/21 with the Program Manager
confirmed client #4 does not have formal training
identified in the area of money managemant. o
W 237 | INDIVIDUAL PROGRAM PLAN W 227 W.227
OFR(s): 483.440(cK4) This deficiency will be corrected by the 07.11.2021
s v . following actiors:
The individual program plan states the specific
objectives necessary to meet the client's needs, A, ATISP'S will be reviewed and revise

a3 identified by the comprehensive assessment
required by paragraph {8)(3) of this section.

This STANDARD is not met as evidenced by:
Based on observation, review of records and
interview the person centered plan (FCP) failed to

identify training obijectives after needs were

identified in the individual program plan PP) for

1+ of 3 audit clights (#3), The finding is:

Review on 5/10/21 of client #3's IPP 7/14/20
revealed he has priorily iraining needs idantified
in the areas of madication administration, oral
hygiene, shaving, exercise and money
management. Review of his formal objectives
revialed training o exercige with 50% completion
for 6 consecutive months, purchass a personal
iter from the storg with 76% completion for 6
consecutive months, fioss his teeth according to

-iask analysis with 50% verbal cues and complete

zelf medication with 85% independence for 6
conzecutive months. Formal training was not

g5 nedded 1 ensure objectives of
ADLS needs aremet,
ADL's will he compieted on all
pecple served.
All current goais will be assessed,
modified, update or discontinued.
Team will make that decisions
Formal objectives will be

! :mpiememﬁd 1o acldress ARL'S.
Staff will be in serviced onall
vacational needs, goals and
abjectives
Site Supervisor will monrmr ahe
time a week
Qualified Professional will monitor
one tirme g week.
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identified in the area of shaving.
Interview on 5/11/21 with staff D revealed client
#3 doas not currently have a shaving objective.
Interview on 5/11/21 with the Program Manager
canfirmed {raining was not identified in the area of
| shaving although a prionity training need was
identified in this area.
W 249 | PROGRAM IMPLEMENTATION W 249 w249
CFR(s): 453.440)(1) This deficency will be corrected by the  £07.112021
following actions: : ' o

As soon as the interdisciplinary team has
formulated a client's individuat program plan,
gach client must receive a continuous active
treatrent program consisting of needed
inferventions and services in sufficient number
and frequency to support the achigvemant of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based an observations, record reviews and
interviews, the facility falled 1o ensure 2 of 3 audit
clierts (#2, #3) received a continuous active
freatment program consisting of needed
interventions and services as identified in the
individual Program Plan (IPP) in the areas of
medication administration. The findings are:

A. During observations of medicafions
administration on 5/11/21 client #3 came to the
medication room, staff A retrieved his medication
basket, poured his water inte his cup, punched
Vitamin D3 1,000 units into a pill cup and
Oxcarbazepine (2 pills) into a cup. Client #3 was

A ISP will be update modified to meet
the current needs of sach consurmer

B. 157 will be updated, modified to
meet the current ADL arournd
adaptive equipment {glasses)

€. Al community / home life
assessment will be reviewed/updat
and revised as needed.

0. Al community / home life
assegsment will be reviewed/update
andd revised as needed to address
the need of medication
administration opportunities

E. Writtery Training Plans will be
implemented as needed to address
assessments—

F. Al staff will be In service on the use

of medication adiministration

. opportunities

Alt staif will be in service
Site Supervisor-will monitor one
time a week,

L Qualified Professional will monitor
one time a week

o
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told the names of his medications. Client #3 took
his pills in his cup with water, disposed of his
{rash and left the medication ares.

Review on 510/21 of client #3's IPP dated
7147120 revealed he has a priority fraining need
for medication agministration. Review of his
formal programs revealsd a program, "When
given opporiunities will complete seif-medication
process with 86% independence for &
consecutive months. The steps for the objective
included:

A) Repoart to medication area

B) wash and sanifize hands

) identify basket

D) state side effect of ong of his medications

E) take his medications

interview on 5/11/21 with the qualified inteflectual
dizabiliies professionat {QIDP) revealed this
objective is current and shouid be trained during
medication administration oppartunities.

B. During observation of medication
administration on 510721 at 3:38pm, client #2
came 10 the medication room, staff A poured
dlient #2's water, punched Baclofen 10 mg. (1}
pill, punched Keppra 760 mg. (1) Tooka
Kristalose packet, opened the top of the packet
and poured the contents inta his cup of water.
Staff A took a spoon and stirred the content of the
Kristadoss packet into the water. SiaffA
administered Alphagen eye drops, Arificial tears
and Pradnisolone eye drops. Staff A told slient #2
the names of his medications. Staff A alsc gave
client #2 a vanilla Ensure 10 consume. Client #2
took the pilf cup and consumed his pills with the
water and Kristalose pachket conterts. Client #2
then consumed the vanilla Ensure,
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Review an 5710721 of client #2's IPP dated
3124724 revealed he has a priority training need to
assist with medication administration. Review of
the IPP revealed a formal training program to
complete medication administration with 50%
independence for 8 conseoutive months,

Interview on 5/11/21 with the Program Director
revealed clgnt #2 should be assisting with
punching his pills and pouring his water during
medication administration to integrate skills
outlined in his objective.
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May 14, 2021

Kimberly C. McCaskill, MSW
Facility Survey Consultant | -
919.218.9152
. Merital Health Licensure and Certification section
NC Division of Health Services Regulations
2718 Mail Service Center :
Raleigh NC 27699-27118
919.855.3795 office
719.715.8078 fax

.RE: ’ Recertification and Complaint Completed Survey conducted: May 11,2021
VOCA-Mason Street Home
306 N. Mason, Apex NC 27502
Provider Number 34G 277
MHL# 092125
Intake NCO0172316

- Dear Ms. Kimberly C. McCaskill, MSW

We appreciate the courtesy extended by you while surveying the VOCA- Mascn Street
Home North Carolina.

As indicated on the Plan of Correction, we will have the Deficiencies corrected for, the
Annual survey conducted On May 11, 2021 will be completed July 11, 2021

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

If you have questions, please contact JerMaine Kearney, Program Manager
284.205.2630 ext 218

Sincerely,

N ] _
1Neikpahiect fFA
Marika Whack, Executive Director.
Community Alternatives North Carolina- Raleigh Region
1001 Navaho Drive suite 10!
Raleigh, North Carolina, 27609
919.827.2790 cell
mawhack@rescare, com
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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

Tﬁ%'./_ /?/}C[/vmé’,/(/ ng/ %{ﬂ[?ﬁ/?f J
e 00205 U v

vhone: €7/ 9 /f75T“’379ff Date: §’_/ /7/2[/?//
Ra:f\/)(,;/?(j—;m @/C, cC: | "

[:j rpent E[ For Raview D Please Comment [:] Please Reply D Please Recycle

ke Gps
J

Comments: e

cu:‘%z): ;
3 ﬂ%é Lo

Sesidendal Services

CC)NE‘IDBNTIALIT Y NOTICE: This Fax, including attachments, is for the sole use of the intended recipient(s) and
raay contain confidential and prmlegec! information. Any wnauthorized review, use, or disclosure or distribution is
prohibited. ¥ you are not the intended mclpwm, please coptact the sender immedistely and destroy all copies of the

original message.






