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E 004  Develop EP Plan, Review and Update Annually E004 E004
' CFR(s). 483.475(a) This deficiency will be corrected by the 3252022
following actions:
| §403.748(a), §416.54(a), §418.113(a), A. The Site Supervisor will update
- 8441 184(a), §460.84(a), §482.15(a), §483.73(a), the EPP preparedness book for
| 84R3.474(a), §484.102(a), §485.68(a), .

| YT S
Hatem ettt ur !lll nuu—- A EIE e yE

information for residents and
administrative staff contact

- §480.020(m), 9405727 (a), §400.520(a),

§486.360(a), §491.12(a), §494. 62(a).

“The [facility] must comply with all applicable Information.

" Federal, State and local emergency ‘ B.  Site Supervisor will monitor ana

- preparedness requiremenis. The [facility] must document of this one fime a

. develop establish and maintain a comprehensive weelk,

cemergency preparedness program that meets the . , .
requirements of this section. The emergency C :nhe Lf ad Sr;e Supervisor w;:if
preparedness program must include, but not be enitor and dotument this
limited to, the following elements: monthiy.

; 0. Qualified Professional will

" {a) Emergency Plan. The ffacility] must develop - menitor and document this

- and maintain an emergency preparedness plan monthty,

' that must be [reviewed], and updated at least . .

“every 2 years. The plan must do all of the E Zﬂanagemem‘ will monitor éfnd
following: acument this morthily whiie

corducting site review,

* {For hospitals at §482.15 and CArs at
§485.625(a);) Emergency Flan. The thospital or
CAH] must comply with alf applicable Federal,

. Btate, and local emergenty preparedness
requirements. The Thospital or CAH} rmust
develop and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section, utllizing an
all-hazards approach.

* [For LTC Facilities 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/ﬁ@t@(a}'] Emergency ‘
T,
LAFORATORY DIRECTOJ'S OR PROVIDERSUPPLIER REPRESINTATIVE'S SIGNATURE {X8) DATE

Y.

J '
'41'1,;;?/,7 . / Vilkid LD l//l//f

Any deficiency satefrenf Srahg Wih ar-aeteler () o ‘72'!-"5 IMELLy which (he insSIUfion thaty ba excusell oY cyretling providina/ s Aetermied that
other safeguais pfovide sufiicient pratectum G t b ph (See instructions.) Except J0r nursing homes, the findings stated above are disclosable 80 days
following the/datefof survey whether or not @'plagl of fofecion is provided. For nursitg’somes, the above findings wihd plans of corrstion ars disclosable 14
days foliowing e date these documants Are idbde alalisbike o the factity. f deficiencies are cited, an approved plan of cotrection is requisite to Gontinued

pragramn partigipation.
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i g PROVIDER'S PLAN OF CORRECTION . £X5)
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E 004 ' Continuad From page 1
. Plan. The ESRD faciiily must develop and

| years.

(EP) plan was reviewed and/or updated as
 needed. The finding is:

- Review on 1/24/22 of the facility's EP plan
revealed a management staff directory (last

“had recently transferred fo the facility or the
Qualified Intellectual Disabilities Professional

- EP plan did not include current and updated
information.
E 037 . EP Training Program
- CFR(s): 483.475(d){1)

§441.184(d)(1), §460.84(d)(1), §462.15(d)(1),

*For RNCHIs at §403.748, ASCs at §416.04,

maintain an emergency preparedness plan that
must be [evaluated], and updated at least every 2

: :i‘his STANDARD is not met as evidenced by:
. Based on record review and interview, the facility
failed to ensure the Emergency Preparedness

“updated 11/1/20} and a client list (last updated
1H6/20). Additional raview of the plan did not
s include any information regarding & client who

(QIDP) who recently began working at the home,

inferview on 1/25/22 with the QIDP confirmed the

§402.748(d)(1), §416.54(d)(1), §418.113(d)(1),

§483.73(c)(1), §483.475(d)(1), §484.102(d)(7),
| §485.88(d)(1), §485.625(d)(1), §485.727(d)(1),
§485.920(d)(1), §488.360(d)(1), §491.12(d)(1).

Hospitals at §482.18, ICFAIDs at §483.475, HiAs
at §484.102, "Crganizations” under §485.727,
QOPCs at §486.360, RHC/FQHCs at §401.12:]

- {1) Training program. The [facifity] must do ali of

7

E 004

£ 037,

FORM CMB.2E87(02-88) Provious Versiung Obsolele

Event [0 B3 11

Fagility 10 921719 if continuation sheet Page 2 of 23




02-04-"22 04:53 FROM-
CENTERS FOR MEDICARE & MEDICAID SERVICES

T-079  POOOB/0025 F-740

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENT IFICATION NUMBER; A BUILDING GOMPLETED
3405228 B. WING 01/25/2022

NAME OF PROVIDER OR BUPPLIER
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" the following:

" (i} Initiad training in emergency preparedness
policies and procedures to all new and existing

: staff, individuals providing services under
arrangement, and volunteers, consistent with their:
expected roles. f
(i} Provide emergency preparedness raining at

least every 2 years.

« (lii} Maintain documentaticon of all emergency
preparedness training,
(iv) Demonstrate staff knowledge of emergency

s procedures,

(v} If the emergency preparednass policies and

' procedures are significantly updated, the [facilily] -
must conduet training on the updated policies and

- procedures.

. *[For Hospices at §418.113{d):} {1) Training. The
hospice must do all of the following:

{1} Initial training in emergency preparedness

. policies and procedures to all new and existing

hospice employees, and individuals providing

s services under arrangament, consistent with their
expecied roles.
(i Demonstrate staff knowledge of emergency
procedures.
(i) Provide emergency preparedness training at
least every 2 years.
(v} Periodically review and rehearse its
emergency preparedness plan with hospice
employees {including nonempioyee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and

. othars,
{v) Maintain decurmnentation of all emergency
preparedness raining.
{vi) If the emergency preparedness policies and
procedures are significantly updated, the hospice

424 CREEKWAY DRIVE
VOCA-CREEKWAY
FUQUAY VARINA, NC 27526

X4y SUMMARY STATEMEMT OF DEFIGIENCIES ) ! FROVIDER'S PLAN OF CORRECTION x5}
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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DEFICIENCY)
E 037 Continued From page 2 £037 12.25%.2022

£ 037

This deficiency will be corrected by the
Following actions.

A, The Site Supervisor will ensure
that all staff are in-serviced on
the updated Emergency
Preparedness Plan annually.

B, This training will be
documented.

C. The Lead Site Supervisor will
monitor and document this
morittaly

0. Qualified Professional will

monitor and docurment on this
monthiy

E.  Management will monitor and
document this monthiy while
conducting site review.
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E 037 ~Continued From page 3

- must conduct training on the updated policies and

procedires.

"{For PRTFs at §441.184(d):] (1) Training

- program. The PRTF must da all of the following:
(i} Initial training in emergency preparedness

policies and procedures to all new and existing

- staff, individuals providing services under
. arangement, and volunieers, consistent with their

expecied roles,
(i) After initial training, provide emergency

- preparedness training every 2 years,
- (iil) Demonstrate staff knowledge of emergency
| procedures.

{iv} Maintain documentation of all emergency

- preparedness training.

(v} If the emergency preparedness policies and
procedures are significantly updated, the PRTF

- must conduct fraining on the updated policies and -

procedures,

“For PACE at §460.84(d)] (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness

policies and procedures to all new and existing
staff, individuals providing on-site services under -
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(i) Provide emergency preparedness training at
least every 2 years.

iii) Demonstrate staff knowledge of emergency
procedures, including informing participants of
what o do, where to go, and whom to contact in
case of an emergency.

{iv} Maintain documentation of all training.

(v} If the emergency preparedness policies and
procedures are significantly updated, the PACE
must conduct training on the updated policies and

E 037
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procedures,

*IFor LTC Facilities at §483.73(d).] (1) Training
Program. The LTC facility must do all of the
foliowing:

" (1} Initial training in emergency preparedness

- policies and procedures o all new and existing
staff, individuals providing services under

expeciad role,
(i)} Provide emergency preparedness training at
east annually,
(it} Maintain documentation of all emergency
- preparedness training.

() Demonsirate staff knowledge of emergency
| procedures,

: "For CORFs at §485.68(d}:)(1} Training, The
- CORF must do all of the following:
(i) Provide initial fraining in amergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangemeant, and volunteers, consistent
“with their expected roles.
{i1} Provide emergency preparedness fraining at
least every 2 years.
(i) Maintain documnentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of

_their first workday. The training program must
include instruction in the location and use of
alarm systems and signails and firefighting
equipment.

(v} If the emergency preparedness policies and
procedures are significantly updated, the CORF
must condudt training on the updated policies and

arrangement, and volunteers, consistent with their.
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULOING COMPLETED
34G228 B. WING 011256/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
VOCA.CREEKWAY 424 CREEKWAY DRIVE
FUQUAY VARINA, NC 27526
oM SLUMMARY STATEMENT OF DEFIGIENCIES "R PROVIDER'S PLAN OF CORRECTION S
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY QR LEC IENTIEYING INFORMATION) ' TAG CROSS-REFERENCED TO THE APPROPRIATE GATE
DEFICIENCY)
E 037 Continued From page 4 E 037

FORM CM&«ESBT{OB-‘BQ} Pravicus Vesions Obsolete

Event I00831X14

Fagility 10 921718 i vontinuation sheet Page & of 23



02-04-"22 04:54 FROM- T-079  PODOS/00Z5 F-740

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0B38-03014
STATEMENT OF DEFICIENCIES . | (%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION {DENTIFIGATION MUMBER; A BUILDING COMPLETED

34G228 B. WiNG 01/25/2022

NAME OF PROVIDER OR SUPPLIER STREET ADDREBE, GITY, STATE. ZiF CODE

. 424 CREEKWAY DRIVE

VOCA-CREEKWAY
FUQUIAY VARINA, NC 27526

K)o SUMMARY STATEMENT OF DEFICIENCIES ﬂ 5 ' - PROVIDERS PLAN OF CORREGTION ; (5)
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£ 037 | Continued From page 5 £037
procedures, ‘

*For CAHs at §485.625(d):} (1) Training program.
~The CAH must do all of the following:

* {1} Initial training in emergency preparedness
policies and procedures, including prompt
reporiing and extinguishing of fires, protection,

" and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and

cooperalion with firefighting and disaster
authorities, {o all new and exisling staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected

" roles,

{ii} Provide emergency preparedness training at
least every 2 years.
(i) Maintain documentation of the training,

- {iv) Demonstrate staff knowledge of emergency

. procedures.,

(v} If the emergency preparadness policies and

" procedures are significantly updated, the CAH

; st conduct training on the updated policies and

" procedures,

*[For CMHCs at §485.920(d):] (1) Training. The

CCMHC must provide initial training in emergency
preparedness poficies and procedures to all new

- and existing staff, individuals providing services
under arrangement, and volunieers, consisten
with their expected roles, and maintain

- documentation of the fraining. The CMHC must
demoensirate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparednass training at least every 2
years.
This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure all new staff were trained
on the facility's Emergency Preparedness (EP)

FORM CMS-2867(02-09) Previous Versions Obsolele Event 1D: 83114 Eauility 103: 924719
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E 037 | Continued From page & £037
. plan. The finding is: '
. Review on 1/24/22 of the facility's EP plan did not .
" indicate all new and/or existing staff had received -
fraining on the EP plan.
frterview on 1/25/22 with Staff A and Staff
“revealed they had recently started working in the
home after iransferring from another facifity. The
staff indicated they had not completed training.
During an interview on 1/25/22, the Qualified
Intellectual Disabilities Professional (QIDP)
indicated he could not be sure if alt staff in the w137
home had received training on the EP plan and This deficiency will be corrected by the
- no documentation of the fraining was provided for following actions: §3.25,2022
any statf working in the home, :
W 137 PROTECTION OF CLIENTS RIGHTS W 137 A AllISP's will be reviewed.

CFR(s): 463.420(a)(12)

The facility must ensure the rights of all clients.
Therefore, the facilify must ensure that clients
have the right to retain and use appropriate

" personal possessions and clothing,

This BTANDARD is not met as evidenced by:
Based on observations, record review and

Hinterviews, the facility failed to ensure client #2

had the right to access her personal grooming

- supplies. This affected 1 of 4 audit clients. The

finding is:

Buring observations in the home on 1/24/22 at
12:38pm, a staff retrieved client #2's grooming
basket from a locked hall closet. The staff
removed a toothbrush and tube of toothpaste and

- gave them to client #2, The client was then

prompled (o the bathroom for tcothbrughing.

B. Al iI57s will be updated to
address the current needs and
techniques to manage
inappropriate behavior,

C. Client #2's ISP will be reviewed
1o assess her current needs and
if there are any restrictions
needed for safety reasons it will
be documented in fer 5P ang
include the proper
documentation,

D. The Lead Site Supervisor wil
monitor and document thig
monthly,

E. Quualified Professional will
monitor and document on this
monthly

F. Managernent will monitor and
document this monthiy while

conducting site review.
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W 137 Continued From page 7

Interview on 1/24/22 with Staff D revealed client
#2's grooming items are kept locked because she
" will use too much of the items or wasts them,
- Additional interview on 1/25/22 with Staff A and
Staff C confirmed the client's personal grooming
supplies are kept locked because she will "dump”
- them out.

" Review on 1/25/22 of client #2's Individual

- Program Plan (IPP) dated 2/23/21 revealed no
information regarding a restriction of her

L grooming tems. '

" interview on 1/25/22 with the Qualified Intellectual
Disabilities Professional (QIDP} indicated client

L #2's grooming items were Kept locked because

they will "end up everywhers” and she will try to

" yse them when if's not time. The QIDP

“acknowledged locking the client's items was a
rights restriction.

W 249 PROGRAM IMPLEMENTATION
CCFR(s): 483.440(d)(1)

_As soon as the interdisciplinary team has
formulated a client's individual program plan,

-each client must receive & continuous active

"treatment program consisting of needed

- interventions and services in sufficlent number
and frequency to support the achievement of the
objectives identified in the individual program
phan,

This STANDARD is not met as evidenced by
Baged on observations, record reviews and
interviews, the facility faited to ensure 4 of 4 audit
clients (#1, #2, #4 and #6) received a continuous

W 137

W 249

EORM CME.2567{02-08) Previous Versions Obsdlete Event 10: 83111

Eagility 102 821718 if contimuation sheet Page &of 23



02-04-"22 04:55 FROM-
CENTERS FOR MEDICARE & MEDICAID SERVICES

T-079  POOTN/0025 F-T740

STATEMENT OF DEFICIENCIES

OMB NO. 0938-0391

aclive treatment program consisting of needed
- interventions and services as identified in the
" Individual Program Plan {IPP) in the areas of
meal preparatfion, family style dining and use of
syeglasses. The findings are:

A. Duririg observations throughout the survey in
. the home on 1/24 - 1/26/22, various staff
prepared plates of food and drinks for each client
“without their assistance, Clients were not
prompted or assisted {o serve themselves or
“participate in family style dining {i.e. serving,
pouring, passing food items).

Interview on 1/25/22 with Staff A revealed she
assumes the clients parlicipate in family style

we do that.!
Review on 1/25/22 of client #2's

21821 revealsd she eals family style
independently.

Review on /2522 of client #4's CHLA dated
171120 indicated she eats family style
independently.

Review on 1/25/22 of client #6's CHLA noted he
eats family style independently.

interview on 1/25/22 with Home Manager (HM)
revealed since she began working at the homs in
July *21, she had been 1old staff should be
preparing citent's plates for them, The HM could
not recall why this was being dene,

Interview on 1/25/22 with the Qualified intellectual
Digabilities Professional {QIDP} confirmed all of

dining but she added, “When it comeas to serving,

Community/Home Life Assessment (CHLA) dated .

(X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X4) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BULDING
34G228 8. WiNG 01/25/2022
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DEFICIENDY)
W 249 Continued From page 8 W 249 3762022

W 249
This deficiency will be corrected by the
following actions!

A, Al I5P's will be reviewed and
revised as needed o ensure that
all objectives are met.
B. Al people served will be
afforded the opportunity to De
as independent as possible.
C. Client #1, #2.34, and #6's I5Ps
wilt be reviewed and reviewed
and revised as needed o reflect
their current needs, abilities, and
geals,
£, Al staff will be in-cerviced on ai
1$F's and active reatment inthe
home,
£ The Lead Site Supervisor will
monitor and document this
rnonthiy
£, Qualified Professionat will
monitar and document en this
monthly

G. Management will monitor and
document this monthly while
congducting site review.
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PREFIX
TAG
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W 249

Continued From page 9

. the clients can participate with family style dining
- and should be assisted to do so.

' B. During observations throughout the survey in
“the home on 1/24 - 1/25/22, client's were not

aclively prompted or encouraged to assist with

- preparing food items. For example, on 1/24/22

from 11:35am - 12:17pm, while in the kitchen with
client #6, Staff B completed various meat

~preparation tasks such as placing hamburger

patfies on a pan, cooking them in the oven,
making a large bowl of instant mashed potatoes,
and making hamburger sandwiches. During this

time, client #4 also entered and exited the kitchen
area without prompts o participate with cooking
tasks. With the exception of putting beans in a

pot, client #6 was not actively involved with the

. preparation of food items.

Interview on 1/24/22 with Staff 8 revealed dlient

#6 can stir and gather items needed during meal
preparation.

Review on 1/25/22 of client #6's
Community/Home Life Assessment (CHLA)
indicated he can make and pack lunches with
verbal cues and utilizes measuring/mixing spoons
and other devices indspendently.

Review on 1/25/22 of clignt #4's CHLA dated
171120 revealed she can independently make and
pack lunches, Addifonal review of the CHLA
indicates she requires verbal cues to make foods
with or without cooking and mixing.

Irderview on 1/25/22 with the QIDP indicated staff
should be encouraging clients to assist with meal
preparation tasks.

W 249
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Xd4) I SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEGED BY FULL,
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

G2 ? PROVIDER'S PLAN OF CORREGTION £%5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE T COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE baTE
DEFICIENCY)

'

W 249

Continued From page 10 W 249

- C. During observations in the home on 1/24/22,

client #1 sat on the couch in the living area of the
home sporadically watching television.

- Throughout observations in the home, the client
- did not wear eyeglasses, Client #1 was not

promptad or encouraged fo wear eyeglassss,

Interview on 1/25/22 with Staff C revealed client
. #1 does wear eyeglasses at school,

Review on 1/25/22 of client #1's IPP dated

- 1207121 revealed she wears eyeglasses when

needed. Additional review of the client's vision
examination report dated $/30/20 noted, "Patient
does need to wear glasses all the time while

. awake,”

- Interview on 1/25/22 with the QIDP confirmed
~client #1 should wear her eysglasses as andu:ated

W 252

on the vision report,

PROGRAM DOCUMENTATION W 252

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

Data relative {0 accomplishment of the criteria
specified in client individual program plan
objeclives must be documented in measurable
terms.

This STANDARD s not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure data
relative to the aocmmpiushmanl of objective
oriteria specified in the Individual Program Plan
(IPP) was documented in measurable terms. This
affected 1 of 4 audit clients (#2). The finding is:

FORM CM3-2867{02.08) Previcus Vergions Obsolete

Event 10 631X11 Faaitity 10: 921719
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BURLDING COMPLETED
346226 8. WiNG 01/25/2022
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P SLIMMARY STATEMENT OF DEFICIENCIES ) : PROVIDER'S PLAN OF CORRECTION ; (x5)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFEX [EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC HIENTIFYING INFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE DATE
BEFIGIENCY)
W 252 Continued From page 11 W 252 3.25.2022
- During morning observations in the home on W 252
124122 at 10:65am, client #2 redrieved a cup of This deficiency wi
~water from the kitchen faucet, took it to the dining following actigr\“g:“ e comected by the
room table, drank a sip of it and then poured the
- water onto the table, During afternoon A, The Qualifie ; )
observations in the home on 1/24/22 at 3:30pm, review 2l et ool il
: client #2 was seated next to another client at the i B8SP| o " suppor
. dining room table eating a snack. Client #2 plans {B3F] plans with staff.
: abruptly picked up the other client's drink and B. Al Staff will be inwserviced on
» poured it anto the table. During additional evening the current BSIs and
- observations in the home on 1/24/22 at 5:20pm documenting incidents on the
and 5:24pm, client #2 picked up a container of behavioral log¢.
. blocks and threw it across the room. C. Client #2's BSP witl be reviewed
imterview on 1/24/22 with Staff B revealed client :,Td revised as rtueed o address
- #2 has a behavior of dumping or pouring liquids rarget behaviors.
ot 0. Thelead Site Supervisor will
| menitor and document this
+ Review on 1/25/22 of client #2's behavior data montity
sheets did not reveal the observed behaviors on E. Quatified Professional will
1/24/22 had been documented. monitor and document on this
Review on 1/24/22 of client #2's Behavior Support monthty
Plan (BSP) dated 7/28/21 ravealed objectives 1o
_exhibit O episodes of dumping food, drinks and
other items per monih for 12 consecutive months
and to exhibit 0 episodes of property destruction
- per month for 12 consecutive months. Additional
review of the plan noted, "All TARGET behaviors
and other behaviors will be documented on
vehavior data log, every time they ocour...”
interview on 1/25/22 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed all
client's behaviors should be documented ag
indicated.
W 263 PROGRAM MONITORING & CHANGE W 263
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- The committee should insure that these programs
~are conducted only with the writtenh informed
consent of the client, parents (if the client is a

minor) or legal guacdian.
This STANDARD is not met as evidenced by:

Based on record review and interview, the facility
failed 10 ensure restrictive Behavior Support Plan

(BSP) for 3 of 4 audit clients (#1, #2, and #4) was
only conducted with the written informed consent
of the legal guardian. The findings is:

A, Review on 1/24/22 of client #1's BSP dated

12/6/20 revealed objectives to address physical
aggression, inappropriate verbalizations, PICA,
agitation, noncompliance, self-injurious behavior,
and crying. The plan identified the use of Abilify,

- Cogentin, Lexapro, Kapvay, Lithium and

Trazadone. Further review of the record noted a
consent dated 12/16/20. The consent indicated,

"t understand that this autherization will expire on

12/6/21 and will not exceed one year from the
date of my original authorization.” The record did
not include a current written informed consent for
client #1's BSP from the guardian.

B. Review on 1/24/22 of client #2's BSP dated
7128/21 revealed objectives to address physical
aggression, property destruction, PICA, taking off
clothes and dumping foad, drinks and other
items. The plan identified the use of Zyprexa,
Amantadine, Ambien, Gabapentin, and
Alprazotam. Further review of the record noted a
consent dated 9/17/20. The consent indicated, "l
understand that this authorization will expire on
7130/21 and will not exceed one year from the
date of my original authorization.” The record did
not include a current writters informed consent for
client #2's BSP from the guardian.

STATEMENT OF DEFICIENCIES (X1 PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGCTION [X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
34G228 B. WhG 01/25/2022
NAME OF PROVIOER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE
424 CREEKWAY DRIVE
VOCA- WAY
CREEK FUQUAY VARINA, NC 27526
{X4)iD “ SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5}
PREFI (EACH DEFICIENCY MUST 88 FRECEDED BY FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATHIM) TAG CROES-REFERENCED TO THE APPROBRIATE DATE
DEFICIENCY)
. . W 263
W 263 Continued From page 12 W 263 3.252027

This deficiency will be corrected by the
following actions

A Th@ Qualifted Professional will
review all behaviora) Sspport
plans.

B. Al behaviorat SURPOrT plans wil
address the current needs and
Fechnique tex manage
Mappropriate behavior,

C. Al proper technigues will he
used to manage behaviors,

D. Psychologist will revievy all
plans.

E. HRC approvai and the proper
consents will be obtained for all
BSPs

F, Thf:?‘ Qualified Professional will
feview and obtain guardian
consent.

G. The Lead Site Supervisor will
moritor and document this
monthly.

H. Qualified Professiona will
monitor and document this
morthily.

L Management will monitor and
docurment this maorithly while
conducling site review.

FORM CME-2587(02.89) Pravinus Versions Obsolate
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' BEMAVIOR
CFR(s): 483.450(b)(3)

Techniques 1o manage inappropriate client

. behavior must never be used as a substitute for
an gctive treatment program.

"This STANDARD is not met as evidenced by:
Baged on observations, record review and
interviews, the facility failed to ensure a technigue

“to manage client #2's inappropriate behaviors
was included in a formal active treatment
program. This affected 1 of 4 audit clients, The
findding is:

During observations in the home on 1/24/22, a
staff retrieved client #2's grooming basket from a
locked hall closet. The staff removed a
toothbrush and tube of toothpaste and gave them
to client #2. The client was then prompted to the
bathroom for toothbrushing,

Interview on 1/24/22 with Staff D revealed client
#2's grooming items are kept lockad becayse she

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPRLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
3406228 B, WING 01/25/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
424 CREEKWAY DRIVE
VOCA-CREEKWAY FUQUAY VARINA, NC 27526
X 1o SUMMARY STATEMENT OF DEFICIENCIES ) ' PROVIGER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECENED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
‘ DEFICIENCY)
W 263 Continued From page 13 W 263
C. Review on 1/24/22 of client #4's BSP dated
7113121 revealed objectives to address yelling,
screaming, self-injurious behavior and physical
aggression. The plan identified the use of Abilify.
Additional review of the record did not include a
current writlen informed consent for client #4's W 288
BSP from the guardian. This deficiency will be corrected by the
‘ following actions:
Interview on 1/25/22 with the Qualified Intellectual A, The Qualified Professional wilt
Disabilities Professichal (QIDP) indicated a ‘ review all BSP plans with staff
;, ::;"“e;f‘ "}(f;;mei{??_"s?%{*ad begf‘ 33‘“" to client o B Al Staff will be inserved on the
- #4, chien antt client #4's guardians; however, it current BSP's and documenting .
“had not been returned. incidents in the behavioral log, 252022
W 288 MGMT OF INAPPROPRIATE GLIENT oratiog.

W 288

C. Client #2's BSP will be revieweq
and revised as need to address
alft targel behaviors.
Client #2 ISP will be review to
assess her current neads ana if
there are any restriction needed
for safety reasons it will be
documented in her ISP and
behavioral support plan,
E. HRC approval and the proper
consents will be obtained for an
BSPs

E. The Qualified Professional will
review and obtain guardian
consent,

G The Lead Site Supervisor wii

manitor and document this
monthly.

H. Qualified Professional will
mOMtor and documert this
monthly,

FORM CMS-2867(02-99) Previous Versions Obsolete Event I R31X11
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NAME OF PROVIDER OR SUPPLIER
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SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

X
PREFIX |
TAG

i
PREFIX
TAG

PROVIDER'S PLAM OF CORRECTION , )
(EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)

W 288 Continued From page 14
- will use too much of the items or waste them.

~Additional interview on 1/25/22 with Staff A and
- tham out.
Review on 1/25/22 of client #2's Individual

Support Plan (BSP) dated 7/28/21 identified an

the BSP did not include a technique of locking

“inappropriate behaviors,

- Disabilities Professional (QIDP) indicated client
- #2's grooming items were kept locked because

- use them when if's not time. The QIDP
- cenfirmed the technigue of locking away the
- client's grooming items was not included in her
BSP.
W 323 PHYSICIAN SERVIGES
- CFR(s): 483.460(2)(3)1)

examinations of each client that at a minimym
. Includes an evaluation of vision and hearing.
' This STANDARD is not met as evidenced by:
- Based on record reviews and interviews, the

as indicated. The findings are:

A. Review on 1/24/22 of client #2's record

and 11/11/20. Additional review of both reports

Staff C confirmed the client's personal grooming
. supplies are kept locked because she will "dump"

Program Plan (IPP) dated 2/23/21 and Behavior
ochjective to address inappropriately durmnping of
food, drinks and other items. Additonal review of

~away client #£2's grooming supplies fo address her

Interview on 1/25/22 with the Qualified Intellectual

: they will "end up everywhere® and she will try to

The facility must provide or obtain annuat physical

facility faled to ensure 3 of 4 audit clients (#1, #2
and #4) received vision and hearing examinations _

revealed a vision examination report dated 3/3/20

W 288

W 323

FORM CMS-2267102-99) Previous Virsions Dbeolets
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X4 o SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORRECTION )
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FIMLL ; PREFIX (BEACH CORRECTIVE ASTION SHOULD BE BOMPLETION
TAG i REGULATORY OR LEC IDENTIFYING INFORMATICNY ; TAD . CROSE-REFERENCED 16 THE ARPEROPRIATE : OATE
‘ DERICIENCY)
] i
. W 323
W 323 Continued From page 15

W 323 1his deficiency will be corrected by the 3252022

- noted, "Recommendation: Eye exam under following actions;

- General Anesthesia”, Further review of client #2's -
- record did not reveal a vision examination hacd A

. The Site Supervisor will ensure
" been completed.

that all assessments and annual

B. Review on 1/24/22 of lient #4's record | leteq, T ccheduled and
revealed her last vision examination had been o _ o
- compieted on 9/13/19, Additional review of the B. The examinations mentioned in
. record did not include 2 current vision : the statement of deficiencies for
examination. Further review of client fid's : ‘ client #1, #2, and #4 will be
Individual Program Plan (IPP) noted, _ completed,
‘Ophthalmology due every 2 years (ordered ‘ C. The Site Supervisor will monitor
yearly)." " and document this weekly.
- C. Review on 1/24/22 of client #1's record D. The Qualified Professional wil
“revealed her last vision examination had been monitor and document this
- completed on 9/30/20 with a diagnosis of ; rnonthiy.
"Myopia, astigmatism, left extropia...” Additional - E. The nurse wil ensure these
review of the report noted, "RTC 1 year, glasses . _appointments are completed
needed,”

and monitor and document

themn rmonthiy.
D. Review on 1/24/22 of client #4's record

revealed no audiological examination. No current
- audiological examination could be located.
- Additional review of client #4's 1PP dated 2/23/21
noted, “Audivlogy: complete every 2 years
otherwise directed by physician.”

Interview on 1/25/22 with the Qualified Intellectual

- Disabilities Professional (QIDP) confirmed client
#1, client #2, client #4 were in need of vision
examinations; however, these appointments have

- not been scheduled as of the date of the survey.

. Additional interview confirmed client #4 has not
had an audiotogical examination. The QIDP
noted these examinations are generally
completed annually,

W 340 NURSING SERVICES W 340

FORM CMS-2987(02-89) Pravinus Versions Dbsalate Everd I0; B31X11 Faciity 10 921718 If continuation sheet Page 16 of 23
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, 8TATE, ZIP CODE

CFR(s): 483.460(f)(2)

424 CREEKWAY DRIVE
VOCA-CREEKWAY FUQUAY VARINA, NG 27526
Ko SUMMARY STATEMENT OF DEFIGIENCIES B ’ PROVIDER'S PLAN OF CORRECTION xs)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREOTIVE ACTION SHAL A N BT repiaan ST
ThG PEGULATORY OR LBC DENTI Y ING INFURMA ION) TAD CROSSREFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
| 3252027
W 340 Continued From page 16 W 340
- CFR(s): 483.460(c)(5)(i)
“Nursing services must include implementing with
. other members of the interdisciplinary team, W 340
appropriate protective and preventive heaith This deficiency will be corrected by the
s measures that include, but are not fimited to , following actions:
+ fraining clients and staff as needed in appropriate A The nurse will be responsible for
health and hygiene methods. _ in-serving/training staff on the
- This STANDARD is not met as evidenced by: properway o document whan
Based on observation, record review and o I
. A " . administering rmedications.
interviews, the facility failed fo ensure staff were The Site $ , il monitor
- sufficiently rained to appropriately document on B. The Site Supervisor wi
the Medication Administration Record (MAR). and document this weekly,
The finding is: C. The Lead Site Supervisor will
‘ document on this monthly.
- During observations of medication administration 3. The Qualified Professional will
isp medications ient #4 into a pill ¢y . ;
- and immediately signed the MAR. Afterwards, E. The nurse wil docurnent this
- Client #4 ingested her medications. | monthiy.
immediate interview with Staff A revealed she
usually does not sign the MAR before clients take
their medications but she doesn't have a problem
with client #4 not taking their medications.
. Review on 5125/22 of a note posted inside the
medication closet are indicated, "Do Not Sign the
MAR in agvance."
Intarview on 1/25/22 with the Qualified Inteflectual
Disabilities Professional (QIDP) and the Program
Manager confirmed staff should not be signing
- the MAR prior to clients ingesting their
medications.
W 352 COMPREHENSIVE DENTAL DIAGNOSTIO W 352
SERVICE

FORM CMS-2567(02-99) Pravious Versiens Obsolete Bvent IDn B31X11
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CFR(s): 483.460(g)}{2)

The facility must ensure comprehensive dental
treatment services that include dental care
neaded for relief of pain and infections,
restoration of teeth, and maintenance of dental
health.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure client #4 received comprehensive

BTATEMENT OF DEFICIENCIES (X1} PROVIDER/SURBLIERICLIA {X2) BULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORREQTION IDENTIFICATION NUMBER: A BULDING COMPLETED
3403228 B. WING : 01/25/2622
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
424 CREEKWAY DRIVE
VOCA- E \i
CREEKWA FUQUAY VARINA, NG 27526
Xayin SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION S )
PREFIX | [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROGH-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
6 . w352
W 352 Continued From page 17 W 362" pig geficiency will be corrected by the  3.25.2022
' following actions:
Comprehensive dental diagnostic services A. The Site Supervisor will ensure
include periodic examination and diagnosis that all assessments,
performed at least annually, a . -
i : . . ppointmants, and annua
This STANDARD is F_mt mel ?S ewf:ienced by: i examinations are scheduled and
Based on record review and interview, the facility ieted
- failed to ensure client #1 received a ' completed.
comprehensive dehtal examination at least B. The comprehensive dental
annually. This affected 1 of 4 audit clients. The diagnostic service mentioned in |
finding is: the statement of deficiencies #4
: . . . will e scheduled or completed.
Review on 1/24/22 of chgnt #1's recorfcj revealed Any issues with non-compliance
her last dental examination and cleaning had are to be documented
- been completed on 10/19/20. Additional review , . .fé .
of the record did not include & current dental G The Site Supervisor will monitor
- examination. and docurnent this weekly.
0. The Qualified Professional wil
- Interview on 1/25/22 with the Home Manager monitor and document this
revealed client #1 had been to the dentist in 2021;
however, no cleaning could be completed ronthly.
' Additional interview indicated the dental cleaning B The nurse will ensure these
had not been rescheduled. appointments are completed
' and monitor and document
Interview on 1/25/22 with the Qualified Intallectual therm monthly,
Disabilities Professional (QIDP) confirmed client
#1 had not received her annual dentat
examination as of the date of the survey.
W 3568 COMPREMENSIVE DENTAL TREATMENT W 356
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST 8 PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)
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PREF
TAG

)
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENGY)

{XE)
- GOMPLETION
DATE

W 356 ' Continued From page 18

dental treatment services for the maintenance of
. her dental health. This affected 1 of 4 audit
- clients. The finding is:

Review an 1/24/22 of client #4's record revealed

" a dental examination report dated 3/8/21.
Additional review of the report noted, "Diagnosis:
#28 needs to be extracted...Recommendation:

- Complete extraction in hospital setting,” Further

-review of the record did not reveal any further
dental freatment had been provided o address
her dental concerns,

- Interview on 1/25/22 with the Qualified Intellsciual
. Disabilities Professional (QIDP) confirmed no
- appointment has been scheduled for client #4's
-recommended tooth extraciion as of the date of
- the survey.
DRUG STORAGE AND RECORDKEERING
CFR(s): 483.480(1)(2)

W 382

The facility must keep all drugs and biologicals

-locked except when being prepared for
administration,

' This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure all drugs
and biologicals were kept locked except when
being prepared for administration. The finding is:

A. During observations of meadication
administration in the home on 1/24/22 at 4:49pm,
the Home Manager (HM) exited the medication
administration area to retrieve a client, leaving the
door to the medication closet wide open.

Interview on 1/24/22 with the HM revealed she
generally locks the medication closet when

T

W 356 3.25.2022

W 382
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CFR(s): 483 470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,

. hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the chent.
This STANDARD is not met as evidenced by:

Based on observations, record reviews and
interviews, the facility failed to ensure 2 of 4 audit

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: A BUALDING COMPLETED
346228 8. WING Q172512022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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ToyID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AQTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
W 382 Continued From page 19 W 382
leaving the area. W 382 F.zs,zozz
This deficiency will be corrected by the
B. Upon arrival to the home on 1/25/22 at  foowing actions:
- 6:06am, the door to the medication closet was
- wide open and no one weas in the room. The daor A, The nurse will be responsible for
' remainad open with the area unmonitored until : ) he proper
. e . . ensuring ail staff on the prop
- €:17am. During this time, drugs and biologicals ¢ medication
- remained unlocked and accessible to anyone in storage of MECICTETt ‘
' the home. 8. The Site Supervisor will monitor
: and document this weekly.
Interview on 1/25/22 with Staff A revealed she o jonal will
. : . a Professional wi
had recently given a client her maorning C. The Q”agﬂz docurnent this
- medications. Additional interview indicated she manitor an
- generally leaves the door to the medication Gloset monthly.
-open if no clients are up and walking throughout : D. The nurse will ensure these
the home. \ appointments are completed
Bt ” . and monitor and document
| Review on 1/25/22 of the facility's Policy and i
. Procedure Manual (rev. 9/12) for Medication them monthly.
. Btorage revealed, "Only authorized persons will
have access to the medication storage area
interview on 1/25/22 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed the
door to the medication closet should not be left
open and unatiended. :
W 436 SPACE AND EQUIPMENT W 436:
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W 436 Continued From page 20 W 436 (w434
clients (#2 and #4) were furnished, taught to use This deficiency will be corrected by the ‘3.25.2022
- and to make informed choiges about the use of

their eyegltasses. The findings are:

. A. During observations throughout the survey in
-the home on 1/24 - 1/25/22, client #4 did not wear
- eyeglasses. The client was not prompted or

encouraged to wear syeglasses.

interview on 1/25/22 with $taff C revealed she did
not know if client #4 wears eyeglasses and has
not seen her wearing eyeglasses.

_Review on 1/25/22 of client #4's individual

Program Plan (IPP) dated 2/23/21 did not include

any information regarding eyeglasses. Additional -
- review of the client's last vision examination

report dated 9/13/19 noted,

"Plan/Recommendations: Get new eyeglasses...”

Interview on 1/25/22 with the Qualified Intellectual
Disabilties Professional (QIDP) indicated he was

not aware of client #4 wearing eveglasses and did
not know if she has eyeglasses,

B. During observations throughout the survey in
the home on 1/24 - 1/25(22, client #2 did not wear
eyeglasses. The client was net encouraged to
wear eveniasses,

interview on 1/25/22 with Staff C revealed she did
not know if client #2 wears eyeglasses and has
not seen her wearing eyeglasses.

Review on 125/22 of client #2's IPP dated
2123121 revealed, "She has eyeglasses, but
requires redirection and encouragement (o wear
because she takes thern off less than a minute of
putting them an.” Additional review of the plan

following actions:

€ Client #2 and #4 will be

D. The Site Supervisor will monitor

E. The Qualified Professional wili

A, The Quafified Professionat will
be responsible for reviewing ali
I5Fs 1o reflect the current needs
of the consumers to include any
adaptive equipment needed.

B. Al staff will be inserviced or aft
i5P’s.

provided the adaptive
equipment needed anc any
issues of refuss! to wear them or
training that occurs to assist
them with putting them and
keeping them on will be
documented.

and document this weekly,

monitor and docurnent this
monthy.

FORM CMS-2567(02-99) Previous Versions Obanlels

Event I B31X11

Facility 10: 921719

if continuation sheet Page 21 of 23



02-04-"22 (5200 FROM-

St b d T8 A e Wbt 4 Ren b A E e ket LS AN St W W e B 8 A Fnf o i § 0 W i o el
ol T -

T-079  POO24,/0025 F-740

Each client must receive & nourishing,
well-batanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:

Based on observations, record reviews and
inferviews, the facility failed to ensure client #4's
- maodified and specially-prescribed diet was

provided as indicated. This affected 1 of 4 audit
chients. The finding is:

Puring lunch observations in the home on 1/24/22
~ai 12:17pm, client #4 consumed a hamburger
sandwich cuf into quarter inch pleces, a fossed
“salad with dressing, Kidney beans and lemonade.
With the exception of coughing on ones occasion,
the client consumed the meal without difficulty.
During dinner observations in the home on
1/24/22 at 5:50pm, client #4 consumed chicken
stir fry with rice and vegetables mixed in (peas
and bites of carrots), peach slices about a quarter
inch in size, water and Kool-aid. During additional
breakfast observalions in the home on 1/25/22 at
7:52am, client #4 consumed two whole ¢cinnamaon

LANILE AN, AT FRINA L IEY §
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W 436 ' Continued From page 21 W 436
' noted, "She should wear glasses while making
; choices between objects...” Further review of the
PP did not include any training o address the
- client's refusal to wear her eyeglasses.
Interview on 1/25/22 with the QIDP confirmed
- client #2 has eyeglasses and should be
- encouraged to wear them, The QIDP indicated
he was not aware of any formal training 1o teach
cliert #2 to wear her eyeghasses, W 460
w460 FOOD AND NUTRITION SERVICES W 460  This deficiency will be corrected by the F 25.2027
CFR(s): 483.480{a)1) fotlowing actions:

A The Quatified Professional will
be responsible for reviewing ah
ISP to reftect the current needs
of the consumers 1o include
each individual's diet.

B. Client #4 will obtain updated
speach and nutritional
assessmentis to determing
whether & change in her dietis
needed.

¢ The Qualified Professional will
update client #4's ISP to reflect
any changes,

D. Al staff will be in-serviced on alf |
jSP's,

£, The Site Supervisor will monitor |
and document this weekly.

£, The Qualified Professional will
manitor ang docurment this
maonthly.

G, The nurse will observe dient #%
at mealtime and document on
this monthiy.
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rolls, three sausage links cut info nickel and
conzumed her dinner and breakfast meals
without difficulty.

#4's foud can be pureed or regular. The

- stated,"It's her choice.” Additional inferview

needs 10 be pureed for consumption.

fine without it being pureed.

Review on 1/24/22 and 1/25/22 of client #4's
Inclividual Program Plan (IPP) dated 2/23/21,
. currend Physician's orders, a Nutitional

‘receives a regular "puree” diet,

client #4's food should be served at a pureed
consistency as indicated.

and facility nurse confirmed client #4 should
consume a pureed diet and no changes have

to her food consistency.

quarter inch pieces, milk and water, The client

Interview on 1/24/22 with Staff D revealed client
indicated the client will let you know if the food

~Interview on 1/25/22 with Staff A revealed client
#4 consumes a soft diet with her food "miashed
up®. The staff indicated the client eats her food

evaluation dated 12/1/21 and a Speech Therapist
Quarterly note dated 1/3/19 revealed the client

Interview on 1/25/22 with the Qualified Intellectual
Disabilities Professional (Q1DP} alse confirmed

Interview via phone on 1/25/22 with the Dietitian

been made to her food consistency. Additional
interview indicated an assessment by the Speech
Language Pathologist needs to be obtained for
client #4 to ensure no changes need to be made

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA 2) MULTIBLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BULDING COMPLETED
34G228 8. WING 01/25/2022
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
424 CREEKWAY DRIVE
VOCA-CREEKWAY
‘ . FUQUAY VARINA, NC 27526
{X4) 1D ' BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . X8}
PREFIX {EACH DEFICIENCY MUST BE FRECEDED &Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
W 460 Continued From page 22 W 460

FORM CMES-2867(02-99) Previnus Versions Dbsolete

Event (D B31X11

Faciity ID: §21748 If continuation shaet Page 23 of 23



