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W 260 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(2)

At least annually, the individual program plan 
must be revised, as appropriate, repeating the 
process set forth in paragraph (c) of this section.
This STANDARD  is not met as evidenced by:

W 260

 Based on record review and interview, the facility 
failed to update the Individual Support Plan (ISP) 
annually for 1 of 3 audited clients (#3). The 
finding is:

Review of client #3's record on 7/15/25 revealed 
an ISP dated 4/10/24. Continued review of client 
#3's record revealed no evidence of a current 
ISP.

Interview with Area Manager on 7/16/25 revealed 
they have an upcoming ISP meeting scheduled 
for client #3. Continued interview with the Area 
Manager confirmed the facility is responsible for 
ensuring ISPs are updated on an annual basis.

 

W 369 DRUG ADMINISTRATION
CFR(s): 483.460(k)(2)

The system for drug administration must assure 
that all drugs, including those that are 
self-administered, are administered without error.
This STANDARD  is not met as evidenced by:

W 369

 Based on observations, record reviews and 
interviews, the facility failed to assure all drugs 
were administered without error for 2 of 3 audited 
clients (#3 and #4) observed during medication 
administration. The findings are:

A. The facility failed to administer medications to 
client #3 without error. For example:

Observations in the home on 7/16/25 at 7:00 AM 
revealed client #3 to enter the medication 
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W 369 Continued From page 1 W 369
administration room and the client to sanitize his 
hands. Continued observations revealed that the 
staff administered Retaine MGD EMU 0.5-0.5% 2 
drops into each of the client's eyes. Further 
observations revealed the client to use his oral 
rinse and take medications whole with a cup of 
water.

Review of records for client #3 on 7/16/25 
revealed physician's orders (PO) dated 7/3/25. 
Review of the PO's revealed medications 
prescribed at 7:00 AM to be Clonidine tab 0.1MG, 
Lorazepam tab 2MG, Chlorhexidine Gluc-0.12% 
solution, and Retain MGD EMU 0.5-0.5% instill 1 
drop both eyes twice daily.

Interview with the facility nurse on 7/16/25 
confirmed that client #3's physician's orders to be 
current. Continued interview with the nurse 
confirmed that the staff should have administered 
the client #3's eye drops as prescribed.

B. The facility failed to administer medications to 
client #4 without error. For example:

Observations in the home on 7/16/25 at 7:36 AM 
revealed staff to enter medication room with client 
#4. Continued observations revealed the staff to 
obtain the medication bin, educate medications to 
include side effects, and scan medications. 
Further observations revealed staff punched all 
medications into a medicine cup and the client 
took all medications whole with water. 
Subsequent observations revealed the staff 
poured 60 ML of MiraLAX into a measuring cup 
and mixed it in water. The client consumed the 
MiraLAX mixed in water.

Review of records for client #4 revealed POs 

FORM CMS-2567(02-99) Previous Versions Obsolete 5E1P11Event ID: Facility ID: 955481 If continuation sheet Page  2 of 5



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  07/21/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

34G271 07/16/2025
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

297 BOB ROLLINS ROAD
VOCA-ROLLINS GROUP HOME

FOREST CITY, NC  28043

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 369 Continued From page 2 W 369
dated 6/25/25. Review of the PO's revealed 
medications prescribed at 7:00 AM to be 
Acetaminophen tab 325MG, Docusate SOD CAP 
1000, Vitamin D3 1,000 IU, Losartan POT 
tab100MG, Risperidone 1 MG tab, Tetrabenazine 
tab 12.5 MG, Vilazodone Tab 40 MG, MiraLAX 
mix 17 GM (one capful) in 8 ounces of liquid and 
drink by mouth once daily. The staff administered 
Clonidine tab 0.1MG which is ordered at bedtime. 
Amlodipine tab 5MG and Vitamin B-12 500 CG 
tabs were not available to administer to the client 
during medication administration.

Interview with the facility nurse on 7/16/25 
confirmed that client #4's PO's to be current. 
Continued interview with the nurse revealed that 
the MiraLAX dosage that was administered to 
client #4 exceeded the amount of MiraLAX 
prescribed to the client. Further interview with the 
nurse revealed that she did not know where the 
facility stood with medication orders; however, 
medications should be administered as 
prescribed.

W 436 SPACE AND EQUIPMENT
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:

W 436

 Based on observations, record review and 
interview, the facility failed to ensure that 
prescribed adaptive equipment was maintained 
for 1 of 3 audited clients (#4) relative to 
prescribed eyeglasses. The finding is:
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W 436 Continued From page 3 W 436

Observation in the group home during 
recertification survey 7/15-16/25 revealed client 
#4 to participate in playing an UNO card game, 
dinner mealtime, breakfast mealtime, and 
medication administration. Continued 
observations revealed client #4 to not wear 
prescribed eyeglasses throughout the survey. 
Further observations revealed that staff did not at 
any time provide the client with his prescribed 
eyeglasses.

Review of records for client #4 on 7/16/25 
revealed an individual support plan (ISP) dated 
12/18/24. Continued review of ISP revealed an 
eye exam completed on 6/2/25 with a new 
prescription for eyeglasses.

Interview with the facility nurse on 7/16/25 
confirmed that the client is prescribed 
eyeglasses. Continued interview with the facility 
nurse confirmed that the client had an eye exam 
completed on 6/2/25 and should have prescribed 
eyeglasses.

W 448 EVACUATION DRILLS
CFR(s): 483.470(i)(2)(iv)

The facility must investigate all problems with 
evacuation drills, including accidents.
This STANDARD  is not met as evidenced by:

W 448

 Based on record review and interview, the facility 
failed to investigate all problems with evacuation 
drills specific to the timeliness of the evacuation. 
The finding is:

Review of the facility fire drill reports on 7/15/25 
revealed three fire drills reports which exceeded 
three minutes evacuation time (12/6/24 - 13 
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W 448 Continued From page 4 W 448
minutes;  5/5/25 - 29 minutes;  6/4/25 - 7.45 
minutes). Continued review revealed the three 
fire drill reports to be missing an explanation for 
the evacuation time. 

Interview with the Area Manager on 7/15/25 
verified the expectation for the fire drill evacuation 
time is three minutes. Continued interview with 
the Area Manager confirmed the facility is 
responsible for reviewing all fire drills to ensure 
timeliness of evacuations and developing a plan 
to address any difficulties with fire drills.
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