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W 218 | INDIVIDUAL PROGRAM PLAN W 218

CFR(s): 483.440(c)(3)(v) w218

The facility will ensure the
The comprehensive functional assessment must comprehensive functional
include sensorimotor development. assessment must include
| This STANDARD is not met as evidenced by: sensorimotor development within

Based on observations, interview and record ‘ .\ the ISP by Program Manager

review, the individual support plans (ISPs) for 2 of inservicing QIDP to include an \

3 sampled clients (#2, #5) failed to include an annual OT re-assessment for

occupational therapy (OT) re-assessment. The ; those who have adaptive

findings are: equipment needs for sensorimotor
development.
A. The ISP failed to include an OT

| re-assessment for client #2. For example: ‘ A. QIDP will ensure an OT
re-assessment is completed for
Observations in the group home from 6/7/22 - client #2.

6/8/22 revealed client #2 to participate in various
activities including a group exercise activity, |
grooming, assisting with meal preparation, |
participating in mealtimes, medication
administration and completing chores. Continued
observations revealed client #2 to wear

! eyeglasses, a right foot brace and a hand splint.

Review of the record for client #2 revealed an ISP

dated 2/25/22 which identified client #2 has a foot |

brace, hand splint and eyeglasses. Continued

review of the record did not reveal an OT

assessment for review during the 6/7/22-6/8/22

survey period. Client #2's adaptive equipment ‘ RECE‘VED .
and guidelines could not be verified as the OT

~assessment was not found. _ JUL 01 2022

Interview with the qualified intellectual disabilities ' | DHSR'MH Licensure Sect
professional (QIDP) on 6/8/22 revealed the |
original OT assessment for client #2 had been
completed but was not available during the
| survey period. Continued interview the QIDP
revealed that client #2 would need an updated OT
assessment to further evaluate adaptive
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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equipment needs and should have had an annual
re-assessment.

| B. The ISP failed to include an OT
re-assessment for client #5. For example:

Observations in the group home during the
6/7/22-6/8/22 survey revealed client #5 to
ambulate in a mechanical wheelchair and
participate in various activities. Continued
observations revealed client #5 to participate in a
group activity, assist with meal preparation,
participate in medication administration, grooming
and mealtimes. Further observations during both
' the dinner and breakfast meals revealed client #5
to use a scoop plate, lap tray, angled spocn, shirt
protector and 2-handled cup. Additional
observations during the survey period did not
reveal client #5 to wear hand cushions.

Review of the record for client #5 on 6/8/22
revealed an ISP dated 6/11/21 indicating the
client has the following adaptive equipment: hand
cushions, 2-handled cups, adult briefs,
wheelchair and scoop plate. Review of the
record did not reveal an OT assessment for
review during the survey period. Adaptive
equipment for client #5 could not be verified as
the OT assessment was not found.

Interview with the QIDP on 6/8/22 revealed that
the OT assessment for client #5 could not be
located during the survey. Continued interview

‘ with the QIDP verified that client #5 is in need of a
re-assessment to further evaluate adaptive
equipment needs. Further interview with the
QIDP revealed that the original OT assessment
for client #5 should have been available for
review during the survey.
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W 218 | Continued From page 1 W 218

B. QIDPP will ensure an OT
re-assessment is completed for
client #5.

To prevent reoccurrence QIDPP
will review clients' needs monthly
including the need for an OT
re-assessment annually or as
needed for adaptive equipment
utilized for sensorimotor
development Person(s)
Responsible: QIDP and Site
Supervisor
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W 331 | NURSING SERVICES W 331 W331

CFR(s): 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to provide nursing services to 1 sampled
client (#5) relative to privacy during medication
administration. The finding is:

Observations in the group home on 6/8/22 at 7:00
AM revealed staff F to prompt client #5 to enter
the medication room for medication
administration. Continued observations revealed
client #5°s wheelchair to protrude out of the door
and into the hallway. Further observation

| revealed staff F to resume medication

administration to client #5 as the door remained
open and several clients walked to the door
looking inside. Observations at 7:06 AM revealed
the home manager (HM) and staff B to enter the
medication room and converse with staff F during
the medication administration for client #5. At no
point during the observation did staff ensure client
#5's privacy during medication administration.

Subsequent observations at 7:10 AM revealed
staff F to interrupt the medication administration

 for client #5 and prompt client #2 to the

medication door requesting a bottle of water from
the kitchen. Observations revealed client #2 to
return to the medication room with a bottle of
water and handed it to staff F while remaining in
the doorway during the medication administration.
At no point during the observation period did staff
ensure client #5's privacy during the medication
administration.

Interview with the qualified intellectual disabilities

The facility will ensure all clients
with nursing services needs in
relation to privacy are metin
accordance with their needs. To
ensure needs are met. Nurse will
in-service staff on medication
administration process in relation
to privacy.

To prevent further occurrence:
Nurse and Site Supervisor will
complete medication passes in
the home weekly and document
on medication pass form.
Person(s) Responsible: Nurse
and Site Supervisor
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W 331 | Continued From page 3

professional (QIDP) on 6/8/22 revealed that she
attempted to keep all clients away from the
medication door during medication
administration. The QIDP also revealed during
the interview that the medication door was left
open due to client #5's wheelchair size.
Continued interview with the QIDP verified all
staff have been trained to respect the privacy of
clients during medication administration. Interview
with the facility nurse on 6/8/22 verified that staff
should not have called clients into the medication

| room during medication administration.
Continued interview with the nurse and QIDP
confirmed all staff have been trained to ensure
privacy during medication administration for all

| clients.
DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(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 observation and interviews, the team
failed to assure all medication and biclogicals
remained locked except when being prepared for
medication administration for 1 sampled client
(#4). The finding is:

Observations in the group home on 6/7/22 at 4:35
PM revealed staff D to prompt client #4 to enter
the medication room for medication

| administration. Continued observations at 4:40
PM revealed staff D to step out of the medication
room, leaving client #4 unattended in the open,
unlocked medication cabinet. Further
observations revealed staff D to return to the
medication room and resume medication

W 331

W 382 w382

The facility will ensure all
medications are secured, lock and
not leaving client unattended in
the open unlocked medication
cabinet. To ensure needs are met.
Nurse will educate all staff on the
importance of securing
medications, procedure regarding
medication keys and not leaving
client unattended in the open
unlocked medication cabinet.

To prevent further occurrence:
Nurse and Site Supervisor will
complete medication observation
in the home weekly and document
on medication observation form.
Person(s) Responsible: Nurse and
Site Supervisor
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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 client.
This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to teach clients to use
and make informed choices relative to adaptive
equipment for 1 sampled client (#5). The finding
IS:

Afternoon observations in the group home on
6/7/22 from 4:00 PM to 6:00 PM revealed client
#5 to participate in various activities such as
helping in the kitchen, a group activity and
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W 382 Continued From page 4 W 382
administration. Subsequent observations at 4:45 To prevent turiier oee .
PM revealed staff D to exit the medication room, N £ d Site S Lfrrer‘IC?I.
leaving client #4 sitting at the table with ursel atn Ide' :gpervgaor wi ,
medications in front of her. Additional Qon;pf] e me Icaklon observation
observations revealed staff D to return to the in the home weekly and document
medication room and resume medication on medication observation form.
administration for client 4. Pfarson(s) Responsible: Nurse and
Site Supervisor |
' Interview with the facility nurse and qualified
intellectual disabilities professional (QIDP) on
6/8/22 revealed that clients should not be left
unattended during medication administration.
Continued interview with the nurse verified that all
staff have received medication administration
training. Interview with the QIDP and facility nurse
verified that staff have been trained to not leave
clients unattended in the medication
administration room at any time.
W 436 SPACE AND EQUIPMENT W 436

The facility will ensure clients number
#5 needs are met in relation to ‘
adaptive equipment needs (hand
cushions). To ensure needs are met.
QIDP will trained staff on client

number #5 adaptive equipment

needs in relation to hand cushions

need with consideration of the input
from OT.
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preparing for the dinner meal. Observations did
not reveal staff to offer hand cushions to wear
throughout the day.
Morning observations on 6/8/22 from 6:15 AM to
8:30 AM revealed client #5 to participate in w436
various activities such as grooming, a group The facility will ensure clients
activity, helping in the kitchen, participating in number #5 needs are met in relation
medication administration and preparing for the to adaptive equipment needs (hand
breakfast meal. At no point during the cushions). To ensure needs are met.
observation period was client #5 prompted to QIDP will trained staff on client
wear hand cushions to wear throughout the number #5 adaptive equipment
morning. needs in relation to hand cushions
need with consideration of the input
' Review of the record for client #5 on 6/8/22 | from OT.
revealed an individual support plan (ISP) dated
2/25/22 indicated that the client has the following
adaptive equipment: hand cushions, scoop plate,
wheelchair, a two handled cup and adult briefs.
Continued review of the ISP revealed that client
#5 should wear the hand cushions throughout the 1
day to prevent contractions. Hand cushions ‘
should not be worn during mealtimes and
bathing. Further review of the record for client #5
did not reveal a current OT assessment to verify
adaptive equipment and guidelines for use.
, , o o To prevent further occurrence:
Intemefu with the qualified intellectual disabilities QIDP will monitor, review and
professional (QIDP) on 6/8/22 revealed that the document monthly on QIDP
OT assessment for client #5 could not be located monthly review.
during the survey period. Interview with the QIDP = R nsible: QIDP
also revealed staff should have located and ersop(s) equ ieaa
assisted client #5 with wearing hand cushions as _la_ndbSIte Su?er\gs;r_ 07/20/2022
prescribed. Continued interview with the QIDP 0 be completed by: 0/202
verified that all staff have received training on
assisting client #5 with putting on hand cushions.
The QIDP also verified during the interview that
client #5 does not have formal guidelines for
wearing hand cushions. Further interview with the
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QIDP confirmed that all of client #5 interventions
are current. Additional interview the QIDP
confirmed client #5 should wear hand cushions
as prescribed throughout the day except for
bathing and mealtimes.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABUEBING COMPLETED
34G165 B. WING 06/08/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
5301 WOODBRIDGE ROAD
VOCA-WOODBRIDGE ROAD GROUP HOME
CHARLOTTE, NC 28227
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DALE
DEFICIENCY)
¥ T
W 436  Continued From page 6 W 436 ‘

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

Event ID: A20C11

Facility ID: 922801

If continuation sheet Page 7 of 7




=/ ResCare

Community Alternatives
North Carolina

818 Tyvola Road
Suite 104
Charlotte, NC 28217

704-519-0077
Fax: 704-558-4773

www.rescare.com

June 28, 2022

Ms. Clarissa Henry

Mental Health Licensure & Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Dear Clarissa Henry,

Please find the enclosed plan of correction for deficiencies cited during the recent Recertification and Completed
June VOCA Woodbridge Group Home Survey on 6/8/2022. Deficiencies will be corrected as
indicated in plan of correction.

We would like to request an invitation of return visit on or after August 8, 2022.

Thank you for all your assistance that you provide us in helping meet the needs of the people we serve.

Sincerely <
M ¢ DW/C——Q
Evita Dinkins

Program Manager

Respect and Care

Assisting People to Reach Highest Level of Independence



