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the following actions;
A complaint Investigation was completad on .
October 28, 2021 for intake# NC00182625. The a Al poli ; .
L _ - ) . olices will be r
somplaint was substantiated, An immediate . P . eviewed
jeopardy was cited during the survey. with staff, regarding abuse
W 122 | CLIENT PROTECTIONS W22 and neglect
CFR(s): 483.420(a) b, Staff will be trained on client
The facility must ensure the rights of i clients. nghts _
Therefore the facility must _ €. Staff will be trained on
This CONDITION is not met as evidenced by: incident reports

The facllity failad to; implement wiitten policies d.

and procedures that prohibited neglect (W148), Staff will be training on

ncident reporting
The cumutative effect of these systemic practices e Allincident reports wili be

resuited in the facility's failure to provide :
. . . T i
statutorily mandated services of client protections eviewed at safety committee

to its clients, . Site Supervisor will monitor
W 149 | STAFF TREATMENT OF CLIENTS W 148 Week{y

CFR(s) 483.420((1 g. Qualified Professional will

The facility must develop and implemeant written FRGTIRGT Waeny

policies and pracadures that prohibit ' h Pr Lgram manager will

mistreatment, neglect or abuse of the client. monitor week!y

This STANDARD is not met as evidenced by:
Basod on observation, recond review and
interviews, ihe facility failed to consistently
implament policies and procedures that protibit
neglect to prevent the repeated elopements of 1
of & clients (#2). The finding is:

Review on 10/28/21 of local law enfarcement,
hehavioral i0gs and incident reports for the facility
revealed the following:

8729121 at 7:16; Law enforcement calleg for
Service.

917121 at 1:00am: Client walked out of the facility
and walked to the maibox, He tock mai out of

iy /A retrr 115702/

Any gefciency statement ending with an asteright{*} dencies a deficiency which the ingtitution may be excused friom orrecting providing it is determined that
otheeSubeguards provide sufficient peotaction to the patients . (Ses instructions.)  Exoept for Aursing hames, the Mndings slated above are discloseble 80 days
follewing the date of survey whether or not & plan of correction is proviged. For aursing homes, the sbhove findings and plans of cerection ars disclosable 14
days following the date these documents are made available 10 tha fachly. If deficiencies are cited, #n approved plan of correction is reguisite to continuad
program paricipation.
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the mailbox and threw ¥ on the ground. He Kept
walking to nearby Judd Parkway. Staff called law
enforoement and he was picked up at & skilled
nursing facility (0.7 miles away). Law
enforcement toak him to a regional hospital o be
avaluated.

923121 at 9:45am: Walked outside and then
down the road.

Qfedf21 at 13:30; Law enforcement called for
welfare check

104321 Asked to wait while staff was assisting
arpther client, he slammed the door and walked
out of the house, called the home manager and
law enfarcement.

10/3/21 (\ater in the day) : Called law
anforcement. Took off down the road.

1077721 at 21:50: Law enforcement called for
Welfare Chedk.

10/%21 at 3.08am; Went to the bathroom, Kitchen
and then kicked out the screen in his bedroom
window and climbed out of the window{Gone 5
minutes).

10740421 at 13:18: Law enforcement call for
missing person. Funther review revealed client
was found at local department store 1.8 miles
away at 14:26.

10/14/21: Walked out the front door.

10726/ at 9:40; Galled law enforcement for
Sarvice

Observations on 10/28721 at the facility revealed
thrae direct care staff (staff A, staff B and staff C)
warking with 6 clients from 2:00am-3:300m,
Client #2 was agleep in his bedroom af 9:30am
and his bedroorm door was shut. Two of the four
doors exiting the facifity had alarms. The front
door and the side door on the haliway, where the
thres fernate cient's bedrooms are jocated, were
not alarmed.

the following actions:
a.  Qualified Professional will

review all ISP’s

b. Qualified Professional will
review home and community
assessments

¢. Al Behavior Support Plans

will be reviewed, and

updates as
needed/warranted

All staff will be trained on

YSIS (you're safe I'm safe)

e, Staff will be trained on cllent
rights {addressing/abuse and
neglect and reporting)

£ Staff will be trained on

incident reports and

appropriate documentation

All incident reports will be

reviewed within 24 hours
h. Altincident reports will be
reviewed at safety committee

i. Allrestrictions will be
addressed and approved via
HRC. {if applicabie)

4 Site Supervisor will monitor
weekly ‘

k. Qualified Professional will
maonitor weekly

L Program manager will
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interviews on 10/28/21 with staff A revealed she
had been working in the facility for over & vear,
She stated client #2 had eloped from the Facility
several fimes and that on several occasions law
anforcement had been contacted to agsist in
focating client #2. She stated that at least two
staff work on 1st and 2nd shifts to ensure
supervision is provided ta client #2. Furthor
interview confirmed that the front door and one of
the side doors on the female hallway had never
been alarmed. She stated that o window alarm
had been installed on ¢lient #2's bedroom window
recently afier he had eloped “at least twica".

inferview on 10/28/21 with staff D who works 151
and 3rd shifts revealed fie has not had difficulty
with clignt #2 trying (o elope when he was
warking, Further interview revealad he is the only
male staff employed at the facility as 4 direct
support staff. Additional interview confirmed the
front door and one of the sids doors on the
fomate hallway had never been alarmed, He
stated that a window alarm had been installed on
client #2's bedroom window recently after he had
eloped. Staff D stated he worked alone on 3rd
shift the night of 10/27/21 into 10/28/21 because
there was no other direct care staff.

interview on 10/28/21 with staff B revealed she
was a new direct care support staff and this was
the third day working in the facility, Further
interview revealed she was unfamiliar with client
#2's individual program plan{iPP)} and behavior
support program (B5P), She stated she was told
10 be awars of client #2's location at all times.

interview on 10/28/21 with staff C revealed she
had been employed at the fadility for over 20
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years. Further interview revealed ctient #2 has
slopement as a target bahavior in his BSP.
Additional interview revealed the front door and
ong of the side doors on the fernale haliway had
never been alarmed. Bhe stated that s window
alarm had beern installed on olient #2's bedroom
window recently after he had eloped. Staff C
stated they check an client #2 every 10-15
Mminutes, even whan he is in his bedroorm,
because he will attempt to etope through his
windew or out of the doors of the facility if he gets
mad or if he wants something staff in which staff
cannot assist him.

interview on 10/28/21 with the residence
manager (RM) confirmed there had been many
elapernents by client #2 in the last several weske
and months. Further interview confirmed two of
the four doors were not alarmed and she was not
awars of any recent changes to his behavior
suppot program (BSPY, Additional interview
confirmed that client #2's bedroom window had
recently had an alarm instalied because client #2
had elopad out of the bedroom window at leas
twice. The RM stated since the alarms on the
window had been installed client #2 had not
attemptad o elope out of his bedroom window
but had walked of the facility using the back door
with staff following him.

interview on 10/28/21 with client #2 revealed he
was “bored.” Client #2 stated he had leff the
facility several times without staff and that law
enforcement had picked up at two loost
department stores. Further interview with client
#2 revealed he wanted money 1o buy drinks and
snacks at the store and that he had watked out of
the facility frving to locate the tems he wanted ©
eal and drink. Additional interview with client #2
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revealed ha knew his name and his addrese at
the facility.

Buring the on site visit on 10/28/21 at 1 1ipm
while the: surveyor was sitting in the driveway,
staff A walked over {0 the surveyer's car and told
her client #2 had eloped from the facility again
and she was going to look for him and would
prabably call the “police again." As staff A walked
dawn the driveway and into the street, client #2
walked over from the back yard and hegan to
knock on the window of the surveyor's car. Staff A
was out of eyesight and the surveyor walked
client #2 back into the facility. Staff B and staf
were aware client #2 had left the facility and knew
staff A had gone to follow him. At 1:15pm staff A
called from a location in the reighbarhosd and
returned to the facility, Upon returning to the
facility, staff A indicated she had contacted law
enforcement but later contacted them 1o fat them
know client #2 had been located,

Review on 10/28/21 of client #2's 1PP dated
9/28/21 revealed ne was admitted to the facility
on 8/8/18. Further review of the |PR revealad
client #2 has diagnosis of Moderate Intellectual
Disability and Schizoaffective Disorder, included
in the PP was a BSP dated 7/13/21 which
revealed client #2 has farget behaviors, which
included; physical aggression, nos.compliance
and elopement. Strategies for slopement
included: redirection, staff following him in the van
or on foot, using "'m safe, You're safe"
technigues and to calt 911 if staff ware
unsuccessiut in locating client #2, Proactive
strategies were listed as: Client #2 responds best
o a positive, in & matter of fact approach, Make
aye contact with him during inferactions. Ensure
he realizes you are speaking to him. Consistency
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5 als0 Crucial in the success of the BSP, Visually
provide choices in cliem #2's rautine whenever
possible. Ask hin to parform tasks, as opposed
to tefiing him to do s0. Monitor for signs of
agitation and offer early intervention . it is
important client #2 have structure in his day.
Predictability can help with anxiety and agitation,
Provide brigf, frequent interactions ar praise for
appropriate behaviors to decreasse inapgropriate
behaviors.

Interview on 10/28/21 with the quatified
intellactuai disabilities professional (QIDP)
revealad client #2 has eloped from the facility
several times during August, Seplember and
October 2021, Further interview confirmed there
have been no changes in dient #2' lovel of
supervision, no changes in the staffing patterns
sinCe client #2's recent elopsments. Additional
interview confirmed a window alarm was added to
client #2's window on 10/15/21 after he eloped
from hia bedroom window. The QIDP stated
cllent #2 was seen by the Psychiatrist recently
and Latuda 40 mg. twice daily and Gabapentin
300 myg. at night was added o his medication
regimen on 10/15/21. The (YDP stated no
changes were mads 1o his BSP, nor were any
envirenmental modifications added after the
elapements on 10/21/2% and 10/26/21.

Review an 10/28/21 of the facility's policy an
Neglect labeied C.4.5 revealed, "Neglect, defined
in 10ANGAC 27¢ .0102 as failure to provide care
Of services necessary o maintain the mental
haalth, physical health and well-being of the
clignt.”

As a result of the findings, it was cietermir{ed &
immediate jeopardy (1J} existed for client #2 in
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that client #2 had repeated siopements from the
facifity without significant interventions developed
and implemented to ensure his safety. The facility
was notified of this IJ on 10/28/21 at 4:00pm at
their office.

Facility management developed a plan of
protection (POP) dated 10/28/21 which included:
The team met regarding the POP to put in place
in order to ensure the safety of client #2. We
haveiwill implement the following Rems of as an
effective plan to do so.

-Current ISP and BSP will be updated to ensure
the current behaviors and strategios to address
them are in place.

-Psychologist will be contacted to assist in
making the aforementioned changes.

-Btaff will be inserviced on active treatment, tools
of support, client specifics, ¢ients, policy on
neglect, quastions to be asked every shift

“Work order to be cormpleted on 10/28/21 to place
additicnal atarms on the front door and on the
girl's hallway.

-Special Team meeting will ba held to address all
of the above and any other condems with clignt
#2. The guardian will be notified or 10/20/21 for
meeting to be scheduled as soon as possible
{ASAR),

-Glinical supervisor will updated community home
e assesement.

~There wilf be management oversight daily from
the site supervisor, weekly from area supervisor,
and weekly from the program manager,

-If theve are future attempted elopemants aven
with the strategies in place, the team will revisit
and make adjustmenis as necessary.

This ptan was signed by the QIDP and two
program managers representing the facility dated
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W 149 | Continued From page 7
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Qbservations on 10/28/21 at the faaility from
7:00pm-7:40pm of training content provided fo
direct care staff by the program managers and
QIDP confirmed this plan being immeadiately
implemented. There were also inferviews with
direct care staff after this training regarding the
tsvel of supervision required for client #2. The
surveyor also checked all of the exits of the
facility at 7:30pm which confirmed all doars were
alarmed and client #2's bedroom window was
atarmed. The POP was accepted by the surveyor
on 102824 &l 7:40prm and it was determined the
immediate jeopardy (1J) to client #2 was removed.
W85 | ACTIVE TREATMENT SERVICES

CFR{s): 483.440

The fagility must ensure that specific active
trealment services requiraments are met,

Thig CONDITION is not met as evidenced by
The team failed to: ensure that each client
feceived a continuous active treatment program,
which inclides aggressive, consistent
implerentation of a program of specialized and
generic training and treatrment directed towards
the acquisition of the behaviors necessary for the
client to function with as much seff-detarmination
and indepandence as possible (W196 and
W248),

The cumulative effect of these systemic practices
resulted in the facility's failure to provide
statutorily mandated active treatment services to
the clients,

W 195

EROVIDER'S PLAN OF CORRECTION 5
(EACH CORRECTIVE ACTION SHOULD BE SOMPLENON
CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFIGIENDY)

w 14g This deficiency wili be corrected by the | 12.17.202 1

W 195
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Fac

following actions:
a.

All person served will have a
horme and community life
assessment completed.

AHLISP will be reviewed and
modified a3 needed to address
alf tems in the home and
community iife sssessment
Active treatmertt wili be
proviced to all persons served
All people served will be free
from physical, verbal and
psychological abuse or
punishment.

Al BSP will be reviewed and
assessed by psychologist.

All target behavior 1o include
inappropriate Behaviors,
Physical Aggression and
Elopement, will be addressed
and added to BSP

All restrictive intervention will be
address vig HRC

The home will be trained on
Y35 Proteciive intervention,
Everyone has the right to
receive appropriate treatment
and free from movemeant

Staff will ot use any techniques
that were not trained and
sanctioned by YSIS curriculum
Staff wiil not use any technigues
that were not trained and
sanctioned by YSIS curricufum
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10/28121.

Observations on 10/28/21 at the facility from
7:00pm-7-40pm of training content provided to
direct care staff by the program managers and
QIDP confirmed this plan being immediately
implemented. There were also interviews with
direct care staff after this training regarding the
level of supervision required for client #2. The
surveyor also checked all of the exits of the
facility at 7:30pm which confirmed afl doors were
alarmed and client #2's bedroom window wag
alarmed. The POP was accepted by the surveyor
on 10/28/21 at 7:40pm and it was determined the

immediate jeopardy (W) to client #2 was removed.

ACTIVE TREATMENT SERVICES
CER(s): 483,440

The facility must ensure that specific active
treatment services requiraments are met.

This GONDITION is not met as evidenced by
The team failed to: ensure that each client
received a continuous active freatment program,
which includes aggressive, consistent
implementation of a ptagram of specialized and
generic training and treatment directed towards
the acquisition of the bohaviors necessary for the
client to function with as much self-defermination
and independence as possible {W198 and
W249).

The cumulative effect of these systemic practices
resuited in the facility's failure to provide
statutorily mandated active treatment services fo
the clients.

I

W.A9E {continued] »
W 14g | This deficiency will be corrected bythe [12.17.2021
foflowing actions:

K. All congumers will be trained on
reporting

L Qualified Professionat will ensure
all B3P have been signed and
reviewed by HRC.

. All staff will be in serviced on BSP

o Al staff will be in serviced on
Active Treatment.

. Al staff will be in serviced on
Tools of support.

P Al staff will De in serviced on

. Rights of person served

q. Allstaff will be in serviced on

~ serviced on individual Client
Specific

r. Qualified Professional wilt
address BSF in monthly core
teams meeting.

5. Qualified Professiona! will train
on all BSP

t. Qualified Professional will ensure
all staffis rained on client rights
(emphasis on neglect)

u. Management will weekly
MONItorngG on 1%, 209 ang 30
shifts. Per rotation of staff

V. Site Supervisor will monitor
weekly documenting the
knowledge of staff. Via the
individual client specifics

w. Qualified Professional will
monitor weekly documenting the,
knowledge of staff, Via the

W 195
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W 196 | ACTIVE TREATMENT w 196 | This deficiency will be corrected by the | 12,17.2021
CFR(s). 483.440(a)(1) following actions:
a. Al person served wiil have a
Each dclient must receive a continucus aclive home and community life
treatment program, which includes aggressive, assessment completed.
copsistent implementation of a program of b. Al ISP will be reviewed and
specialized and generic fraining, treatment, health modified as needed to address
services and related services described in this i .
subpart, that is directed toward: all items in the home and
(i) The acquisition of the behaviors necessary for community life assessment
fhe client to function with as much self ¢ Active treatment will be
determination and independence as possible; and provided to ali persons served
{li) The prevention or deceferation of regression d. All people served will be free
or loss of current optimal functionat status. from physical, verbal and
psychological abuse or
This STANDARD is not met as evidenced by: punishment.
Based on observations, record review and e, All BSP will be reviewed and
confirmed by interviews with staff, the faciity assessed by psychologist.
failed to provide an aggressive implementation of f.  Alltarget behavior 1o include
specialized tfea_tmen:c tot of§ clients (#ffz }in ?he Inappropriate Behaviors,
areas of behavioral intervention, following daily Physical Aqaressi d
routines and enhancing daily living skills, The ysical Agg gssmn an
findings are: Elopement, will be addressed
and added to BSP
A, Cross refer WZ249, The facilily failed fo provide g. All restrictive intervention will be
continuoug active treatment to 1 of 6 clients to address via HRC
maixirnize his daily living skills and replace his n. The home will be trained on
lnappro?rlate beh:ivmrs with more socially VSIS- Brotective intervention.
appropriate behaviors, ]
W 249 | PROGRAM IMPLEMENTATION W 249 Everyone has the right to
CFR(S): 433‘440(‘1)(1) receive appropriate treatment
and free from movement
As soon as the interdisciplinary team has i Staff will not use any techniques
formulated a client's individual program plan, that were not trained and
each aient must receive a Gcntinuous active sanctioned by YSIS curricuium
treatment program consisting of needed . . \
intarventions and services in sufficient number J S@mwiltnot ulse any techniques
and frequency to support the achievement of the . that were not implemented and
objectives identified in the individual program approved in BSP.

FORM CMS-2587(02-99) Providus Varions Qbsolete

Event 1D JRM211
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W 194 {continued)
W 196 | ACTIVE TREATMENT w 1g5] This deficiency will be corrected by the |12.17.2021
CFR(s). 483.440{a)(1) following actions:
kK Aliconsumers will be trained on
Each client must receive a continuous active reporting
ggﬁ;;g?e’:tpm:am' ”:ggg;'ﬁ:d;z;fagf“?m' 1 Qualified Professionat will ensure
amplementati Mo .
specialized and generic tralning, treatrnent, health all F%SP have been signed and
senvices and related services described in this reviewed by HRC,
subpart, that is directed toward: m. Al staff wili be in serviced on BSF
(i) The acquigition of the behaviors necessary for n. Al staff wili be in serviced on
cetarminaton and ndependense 2 possile and Active Treament
inati independence as possible; an . . )
(iiy The prevention or deceleration of regrossion ©. Allstaff wiil be in serviced on
or Ioss of current optimal functionat status. Tools of support.
P, All staff will be in serviced on
) _ Rights of person served
ng;ss ;ng&g;;ﬂo |t§ not met az ewglencaddby: q. Al staff will be in serviced on
ervations, record review an . S .
confirmed by interviews with staff, the facility - serviced on individual Client
failed to provide an aggressive implementation of Specific .
specialized treatment to 1 of & clients (#2 Y in the v, Ouwalified Professional will
areas of behavioral intervertion, following daity address BSP in monthly core
roufines and enhancing dafly living skills, The teams meeting.
findings are: — , ) .
5. Qualified Professional will train
A. Gross refer W249. The facility failad to provide on all B3P
continuous active treatment to 1 of 6 clients to t.  Cualified Professional will ensure
mexirize his daily living skills and replace his all staff is trained on client righits
inappropriate behaviors with more socially {emphasis on neglect;
appropriaie behaviors. .
. Management will conuct weeki
W 249 | PROGRAM IMPLEMENTATION waagl| U Enegementwl Lo e
CFR(s) 483 440(d)(1) monitoring on 1%, ar
shifts.
As soon as the interdisciplinary team has v. Site Supervisor will monitor
formulated a client's inglividual program plan, weekly documenting the
each tlient must receive a_contmu{)us active knowiedge of Staff. Via the
{reatment program consisting of needed individual cii i
interventions and services in sufficient number n Nf ual chent s‘pecz scs'
and freguency to support the achigvement of the w. Qualified Professional wili
objectives identified in the individual program monitor weekly documenting the
FORM GM$-2567(02-99) Freviows Versions Obsoigt Rvgnt 10, JAME11 Faci knowledge of staff. Via the
individual chent specifics
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Thiz STANDARD is not met as evidenoad by:
Based on chaarvations, record review and
interview, the facility failed o ensure 1 of 6 clients
{#2) received a continuous active freatment
program congisting of needed inferventions and
services as identified in the individual program
plan {{PP) in the areas of daily living ang
behaviora! intervention. The finding is:

A. Observations on 10/28/21 at the faciity
revealed three direct care staff (staff A, staff 8
and staff C) working with & clients from
9:00am-3:30pm, Client #2 was asieep in his
hedroom &t 9:30am and his bedroom door was
shut. Two of the four doors exiting the facility had
alarms. The front door and the side door on the
haliway, where the three female client's
bedrooms are located, were not alarmed. During
the majority of the observations al the fagility,
client #2 stayed in hig bedroom without activities,
choices or programs offered 1o him. He came out
of his badroom for lunch, did participate in pulting
his dishes in the dishwasher and did brugsh his
feeth. Each time he came out of his bedroom and
bagan to start talking loudly, direct cars staff A
and O redirected him to go his bedroom 0 calm

dawn. No other choices were provided to client
#2,

interviews on 10/28/21 with staff A reveated she
had been working in the facility for over a year.
She stated that client #2 had elopad from the
facility several times and that on several
octasions law enforcement had been contacted

to assist in focating glient #2. She stated that at

foilowing actions:

a.  All person served will have a
home and community life
assessrnent completed.

b, All ISP will be reviewed and
modified as needad 1O address

i all items in the home and
community life assessment

¢ Active treatrment will be
provided to all persons served

d. All people served will be free

* from physical, verbal and
psychological abuse or
punishment,

@, All BSP will be reviewed and
assessed Dy psychoiogist.

f. Al target behavior ta include
Inappropriate Behaviors,
Physical Aggression and
Elopement, will be addressed
andg added to BSP

g. The home will be trained on
YSIS- Protective intervertion.
Everyone has the right to
receive appropriate treatment.

h.  Staff will not use any techniques
that were not trained and
sanctioned by YSIS curriculum

i Staff will not use any techniques
that were not impiemented and

approved in BSP.

|

FORM CMS-2SETI02-08) Pravious Vergions Obzoletg
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tmast two staff work on 1at and 2nd shifis to
BSUre Supervision is provided to client #2.
Further intarvigw canfirmed that the front door
and one of the side doors on the female hallway
had naver been alarmed, She stated that a
window alarm had been installed on client #2's
bedroom window recently after he had sloped “at
feast twice”,

Interview on TV28/21 with staff D who works 1st
and 3rd shifts, revealed he has not had difficuity
with client #2 trying to elope when he was
working. Further interview revealed he is the only
male staff employed at the facility as a direct
support staff. Additional interview confirmed tha
front door and one of the side doors on the
famale hallway had never been alarmed. He
stated that a window alarm nad been installed on
client #2's badreom window recently after he had
elaped. Staff O stated he worked atone on 3rd
shift the night of 10/27/21 into 10/28/21 because
there was no direct care staff,

interview on 10/28/21 with staff B reveated she
was a naw diroct care support staff and this was
the third day working in the facility, Further
nterview reveaied she was unfamiliar with client
#2's individual program plan (IPP) and behavior
support program (BSP). She stated she was told
o be aware of client #2's Iocation at all fimes.

interview on 10/28/21 with staff C revealed sha
had been employed at the fadility for over 20
years, Further imterview revealed client 22 has
glopement 88 a target behavior in his BSP.
Additional interview revealed the front door and
one of the side doors on the famale hatiway had
never been alarmed, She stated that a window
alarm had been instalied on clent #2's bedroom

This deficiency will be corrected by the
following actions:

0. Management will conduct

£, Site Supervisor will monitor

aq. Qualified Professional will

STATEMENT OF DEFICIENCIES X3} PROVIDER/SUPRLIER/CLIA X3 MULTIFLE CONSTRUSTION {#3) DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBESR; A BULDING COMPLETED
C
JaG228 8. WING 10/28/2024
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(%a} 10 SUMMARY STATEMENT OF DEFICIENCIES oy BROVIDER'S PLAN OF CORRECTION x5
PREEK (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (BAGH CORRECTIVE ACTION SROUILD &E " COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) YAG CROSS-REFERENCED TO THE APERDPIIATE DATE
DEFICIENGY)
W 249 | Continued From page 10 w249 V249 Cophnwe,

Adl restrictive intervention will be
address via HRC
Qualitied Professional will
ensure all BSP have been signed
and reviewed by HRC.
Qualified Professional | will
address B3P in monthly core
teams meeting.

. Qalified Professional will {rain
on ali BSP
Qualified Professional will
ensure all staff is trained on
client rights {emphasis on the
proper way to provide visual
oversight to people being
served}

weekly monitoring o 1%, 219
and 3 shifts.

weekly documenting the
krowiledge of staff. Via the
indivichual client specifics

monitor weekly documenting
the knowledge of staff and the
approprigte use of positive
behavioral intervention.

FORM CMS- 28670298} Pravious Versions Obscinte
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window recently after he had eloped, Staff C
stated they check on client #2 every 10-15
minutes, even when he is in his badroom,
because he will attempt to elope through his
window or out of the doors of the facility if he gets
mad, or if he wants something in which staff
cannot get for him.

Interviaw on 10/28/21 with the residence
manager (RM) confirmed there had been many
elopgments by client #2 in the last several weeks
and months, Further interview confirmed two of
the four doors were not alarmed and she was not
aware of any recent changes to his BSP,
Additional intervisw confirmed that client #2's
bedroom window had racently had an alarm
ingtalled because client #2 had escaped out of
the bedroom window st teast twice. The RM
stated since the alarms on the window had been
installed, client #2 had not attempted to escape
aut of his bedroom window but had walked of the
facility using the back door with staff foliowing
i,

interview oa 10/28/21 with client #2 revealed he
was "bored.” Client #2 stated he had left the
facility several times without staff and that law
anforcement had picked him up at two jocal
department stores. Further inferview with client
#2 revealed he wanted money to buy drinks and
snacks at tho store and that he had watked out of
the facility frying fo locate the items he wanted to
eat and drink. Additionat interview with client #2
revealed he knew his name and his address af
the facility.

During the on site visit on 10/28/21 at 1: {1pm,
while the surveyor wag sitting in the driveway,
staff A walked over to the surveyor's car and told

FORM CMG-2567(02-98) Pravious Versions Qbsolele

Event ITr JRHZT

Faomty Iy 821718
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her cliant #2 had eloped from the facility again
andg sha was going to keak for hin and would
probably cell the “police again" As staff A walked
down the driveway and into the street, clignt #2
walked over from the back yard and began to
knock on the window of the surveyor's car. Staff A
was out of eyesight and the surveyor watked
client #2 back into the facilify. Staff B and staff C
were awsre client #2 had lefl the fagility and knew
staff A had gone to follow him. AL 1:15pm staff A
calted from a location in the neighborhood and
returned to the facility. Upon retuming o the
facility, staff A indicated she had contacted law
anforcement but later contacted tham io lot them
know client ¥2 had been located.

Review on 10/28/21 of client #2's IPP dated
9/28/21 revealed he was admitted to the facility
on B/8/19. Further review of the |PP revealed
client #2 has diagnosis of Moderate Intellectual
Digability and Schizoaffective Disorder. includad
in the 1IPP wag 8 BSP dated 7/13/21 which
revealed client #2 has target behaviors which
included: physicat aggression, non-compliance
and slopement. Strategies for elopement
included: redirection, staff following hirn in the van
ar on foot, using "Fm safe, You're safe”
techniques and to cali 911 if staff were
unsuccassful in locating client #2. Prozactive
strategies were listed as: Client #2 responds best
to a posifive, in a matter of fact approach, Make
eye contact with him during interactions. Ensure
he realizes you are speaking to him. Consistency
is also crucial in the success of the BSP. Visually
provide choices in clignt #2's routing whenever
possible. Ask him to perform tasks, as opposed
to telling him to do so. Moniter for signs of
agitation and offer early intervention. itis
mportant client #2 have structure in his day.

FORM CMB-285702-99; Pravicus Versions Qbaoiste Evant [0 JRHET
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Predictability can help with anxiety and agitation.
Provide brief, frequent interactions or praise for
appropriate behaviors to decrease inappropriate
behaviors.

interviews on 10728121 with the qualified
intellectual disabilities professional (QID#P) and
the operations manager (OM) confirmed that
direct care staff have been inserviced on client
#2's BEP and should consistently be
implementing proactive behavioral strategies and
offer & variety of choices for client #2 to prevent
further elopements from the facility.

B, Further review on 10/28/21 of client #2's (PP
dated 928/21 revealed active treatment
pragrams which included. place dishes in
dishwasher with 75% verbal prompts for 4
consecutive monihs, chack mailbox 6§ times
weekly with 85% independence, participate in
foothbrushing and flossing and identifying dollar
amounts with 100% accuracy for 6 consecutive
months.

During the majority of the observations on
10/28/21 from 8:00am-3:30pm at the facility,
¢client #2 stayed in hig bedroom without activities,
choices or programs offered 1o him. Me came out,
of his bedrgom for Junch, did participate in putting
his dishes in the dishwasher and did brush his
teath. Each time he came out of his bedroom and
began tu start taiking loudly, direct care staff A
and © redirected him o go his bedroom to caim
down. No other choices were provided to clisnt
#2. There were no lgisure activities provided and
no training on mongy management or
opportunities for him to go for a walk or check the
maitbox a8 descrited in his 1PP,
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interviaws on 10/28/21 with the CHDP and the OM w289
revealad they have trained direct care staff to i - . 217.2021
keep client #2 engaged in active treatment T;: :sfd:aftc&gncy Wfii be, corrected by | 12.17.
activities and to provide choices to him to the fo lowrn_g.actzons. . .
decrease anxiety from unstructured time &nd to A. Qualified Professional will
provide predictabitity in his daily routine. review all ISP's
W 289 1 MGMT OF INAPPROPRIATE CLIENT W 280

BEHAVIOR
CFR(s): 483.450(b)(4)

The use of systematic interventions to manage
inappropriate client behavior muyst bo
incorporated into the client's individual program
plan, in accordance with §483.440(c)(4) and (5) of
this subpari

This STANDARD 15 not met as evidenced by:
‘Based on observations, record review and
imterviews, the facility falled to ensure a technique
to address client #2's inappropriate behavior was
included in a formal active treatment plan. This
effected 1 of 6 clients (#2). The finding is:

Review on 10/28/21 of loced law enforcerment,
behavioral iogs and incident reports for the facility
revealed the following:

820121 at 7:16; Law enforcement called for
Service.

/17721 at 1:00am: Client walked out of the facility
and walked o the maibox. He took mail out of
the mailbox and threw it on the ground. He kept
walking to nearby Judd Parkway. Staff called law
enforcement and ne was picked up at a skilled
nursing facitity (0.7 miles away). Law
enforcement tock him to & regional hospital io be
avaluated.

922121 at 8:.45am: Walked outside and then
down the road,

af2al2q at 1330 Law enforcement calied for

FORM CME-2RETI02-95) Previous Varsions Qhsolste

Bvent 1D JRH21Y

Fen

B. Qualified Professional will
update all ISP’ to include any
specific technigues that need
to be wtilized or goals that
need to be put in place to
manage client behavior

C. Qualified Professional will
update the ISP for to include
specific techriques that can
be used 1o address
elopement (target behaviors)

0. Qualified Professional will
review all BSP's to ensure
that any techniques that are
1o be utilized are include in
there as wel)

E. Cualified Professional will in-
service staff on the updated
ISP and BSP

£, Site Supervisor will monitor
and document that this is
occurring one time a week

G. Qualified Professional will
monitor and document that
this is occurring one time a
week
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welfare chack

10/3121: Asked to wall while staff was assisting
another client, he slammed the door ang walked
out of the house, called the home manager and
law enforcement.

1013721 (later in the day) © Called law
enforcement. Took off down the road.

1017721 at 21:50: Law enforcement called for
Walfare Check,

10/9/21 at 3:05am: Went to the bathroom, kitchen
and then Kicked out the screen in his bedroom
window and climbed out of the window{Gane &
minutes).

1010721 at 13:18: Law enforcement call for
missing person. Further review revealed client
was found 3t locat department store 1.8 miles
away at 14:26.

10714421 Walked out the front door.

1072621 at 9:40: Called law enforcement for
Service.

Observations on 10/28/21 at the facility revealed
three direct care staff (staff A, staff B and staff C)
working with 8 clients fom .00am-3:30om.
Clignt #2 was asigep in his bedroom at 2:30am
and his bedroom door was shut. Two of the four
doors exiting the facility had alarms. The front
door and he side door on the haliway, where the
three female clients bedrooms are located, were
not atarmed, Obsarvation of client #2's badroom
windaow also revealed it had an alarmn.

Review on 10/28/21 of client #2's individual
program plan (1PP) dated 8/28/21 revealed he
was admitted to the facility on B/8/19. Further
review of the IPP reveated dlient #2 has diagnosis
of Moderate [nteflectual Disability and
Sehizoaffective Disorder, included in the IPP was
a behavior support program (BSP) dated 7/13/21
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which revealed client #2 had target behaviors
which included. Physical aggression,
Non-comphiance and elopement. Strategies for
elopement included: Redirection, staff following
him in the van or on foot, using "V'm safe, You're
safe” techniques and to call 911 if staff were
unsuceessful in iocating client #2. The use of
door alarms, window alarms was not addressed
int the BSP.

intervisw on 10/28/21 with the quatified
intellectual disabilities professionat {QIDP)
reveated the BSP dated 7/13/21 is current and
that door glarms and & window alarm are used to
address client #2's target behavior of elopement.
However, the QIDP confirmed the window and
door alarms are not included in client #2's BSP.
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November S, 2021

Kimberly C. McCaskill MsSw

Facility Compliance Consuttant |

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

2718 Mail Service Center

Raleigh NC 27699-2711%

919.855.3795 office

919,715 8078 fax

RE:  Plan of Correction for Complaint Survey conducted: October 28,
2021
VOCA—Cregekway
424 Creekway Drive, Fuquay Varina NC 27526
Provider Number 34G228
MHL# 092-102
Complaint intake NCO00182625

Kimberly C. McCaskill MSw/

We dppreciate the courtesy extended by you while surveying the VOCA—
Creekway Group Home North Carolina.

As indicated on the Plan of Correction, we will have the Condition Level
Deficiencies corrected on December 12, 2021.

We are committed to providing the highest possible care for the people
we serve at VOCA—Creekway

If you have questions, please contact Juanita Jefferson, Program Managey
984.205.2630 ext 405 or JerMaine Kearney, Program Manager
9854.205.2630 ext 403,

Sincerely, .
ynhie /@w@wu J Gl

CyHnthia Bradford, MSW

Assoc. Executive Director

CANC ~ Raleigh East

1001 Navaho Dr. Ste 101

Raleigh, NC 27609

(819) 387-1011 ext 23%

(919) 205-2642 fax

(276} 252-8193 cell

cynthigbradfar esSCare.co



