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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/GUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING COMPLETED
R
346228 B, WING 0972172021
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GIYY, STATE, ZIP GODE
221% GENTRY DRIVE
VOCA-GENTRY DURHAM, NG 27705
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION )
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULE BE COMPLEVION
TAG REGUIATORY OR L3S0 IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 000} L INITIAL COMMENTS {W 000}
A revisit was conducted on 8/21/21 for
deficiencies previously cited on 3/22 - 3/23/21.
One deficiency was recited and no new areas of
noncompliance were identified. The facility
‘ remains out of compliance. W312 {recite} 10.21.2021
{W 312} | DRUG USAGE {W 312}, | This deficiency will be corrected by '
CFR(s): 483.450(e)(2) the following actions:
Prugs used for control of ‘mappropr;ate behavior A All benavioral support plans wil
must be used only as an integral part of the . ¢
o M AN i be implemented and reviewed.
client's individual program plan that is directed B. All Behaviorai § P ;
specifically towards the reduction of and eventual " be undated Udii’ﬂw t Flans will
glimination of the behaviors for which the drugs dp a Z to address the current
are employed. needs and technigue to manager
inappropriate behavior
: . All medications used to control
This STANDARD is not met as evidenced by: Inappropriate behavier will be
Based on record review and interview, the facility added to the B5P
failed to ensure drugs used to manage client #4's D. {’*ﬁ medfcatrons used to control
inappropriate behaviors were used only as an inappropriate behavior that have
integral part of his Individual Program Plan. This Qeen added to the BSP wili have
affected 1 of 2 audit clients. The finding is: sign connect before administering
E. All proper technigues will be used
Review on 8/21/21 of client #4's physician's ta manage behaviors,
orders signed 8/11/21 revealed orders for F. Al physician orders will be
Seroquel 50mg, take 1 fablef by mouth at reviewed for accuracy and use of
bedtime, Zoloft 100mg, take 1 and 1/2 tablets by medication
mouth once daily, and LoxXapine Smg, take 2 G, Staff will be in service on behavior
capsules by mouth at bedtime. Additional review ‘ SUPPOt plans.
of the record indicated the medications were used H. RN will monitor physician orders
for depression (Zoloff), aggression {Seroquel), monthly
and mood stabilization (Loxapine). Further review I Site Supervisor will monitor one
of the record ditl not identify a formal behavior time a week
plan. The use of Serogquel, Zolofi, and Loxapine 1 Qual P . .
were not included in a formal behavior plan for + - Qualified Professional will monitor
: monthly
clignt #4. 1 1
(ABORATGRY DIREGTOR'S DR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE

Ceinthio (Pacl fendd S Asst Fyervtive Drcitr) 2 /29020

Any dﬁﬁciency sttement ending with an #}hrisk ) deéfotes a deficiency which fhe institution may e excusad from corrscting providing i is deteemine hat
other safeguards provide sufficient proteclion to the palients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 50 days
following the date of survey whether or not & plan of correction is provided. For masing homes, tha above findings and plans of correction are disclosatds 14
days following the date these documents are made availatle 6 the facility. if deficiencies are ced, an approved plan of correction is feguisite to continued
program participation.
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STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA X2y MULTIPLE CORSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
R
34G225 B. WING 0912172021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2219 GENTRY DRIVE
VOCA-GENTRY DURHAM, NG 27705
(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES D PFROVIDER'S PLAN OF CORRECTION (%8}
PREEX (EACH DEFICIENCY MUST BE PRECEDED &Y FULL BREFIX {(EACH CORRECTIVE ACTION SHOULD 8€ COMBLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{W 312} } Continued From page 1 {w 312}
interview via phone on 9/21/21 with the Qualified
intellectual Disabilities Professional (QIDP)Y
confirmed clienf #4 continues {o ingest the
medications for behavior support; however, the
medications were not included in a formal
behavior plan,
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