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V 000] INITIAL COMMENTS V 000
DHSR - Mental Health

An annual, follow-up and complaint survey was

completed on May 22, 2018. The complaint was JUN 2 1 2018

unsubstantiated (intake #NC00138716). There

were deficiencies cited. . .

Lic. & Cert. Section

This facility is licensed for the following service

category: T0A NCAC 27G. 5600A

Supervised Living for Adults with Mental lliness

V108 27G .0202 (F-1) Personnel Requirements V 108

10A NCAC 27G .0202 PERSONNEL
REQUIREMENTS

(f) Continuing education shall be documented.
(9) Employee training programs shall be
provided and, at a minimum, shall consist of the
following:

(1) general organizational orientation,

(2) training on client rights and confidentiality as
delineated in 10A NCAC 27C, 27D, 27E, 27F and
10A NCAC 26B;

(3) training to meet the mh/dd/sa needs of the
client as specified in the treatment/habilitation
plan; and o

(4) training in infectious diseases and
bloodborne pathogens.

(h) Except as permitted under 10a NCAC 27G
.5602(b) of this Subchapter, at least one staff
member shall be available in the facility at all
times when a client is present. That staff
member shall be trained in basic first aid
including seizure management, currently trained
to provide cardiopulmonary resuscitation and
trained in the Heimlich maneuver or other first aid
techniques such as those provided by Red Cross,
the American Heart Association or their
equivalence for relieving airway obstruction.

(i) The governing body shall develop and
implement policies and procedures for identifying,
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reporting, investigating and controlling infectious
and communicable diseases of personnel and
clients.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to ensure two of three audited staff (#1 and
#2) had current fraining in First Aid and
Cardiopulmonary Resuscitation (CPR). The
findings are:

Review on 5/22/18 of Staff #1's personnel file
revealed:

-Hired date: 8/11/15.

-Position: Paraprofessional/Administrative
Assistant

~First Aid and CPR expired 8/10/17.

~There was no evidence of a current First Aid and
CPR certification.

Review on 5/22/18 of Staff #2's personnel file
revealed:

-Hired date: 6/22/10.

-Position: House Manager

-First Aid and CPR expired 8/10/17.

-There was no evidence of a current First Aid and
CPR certification.

Interview on 5/22/18 with the Administrative
Assistant revealed:

-She and the House Manager received First Aid
and CPR training in February 2018.

-The House Manager contacted the First Aid/CPR
Trainer several times to obtain the certification of
completion.

-The Trainer had not returned calls from the
Division of Health Service Regulation
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Assessment/Treatment/Habilitation Plan

10ANCAC 27G .0205  ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE
PLAN

(c) The plan shall be developed based on the
assessment, and in partnership with the client or
legally responsible person or both, within 30 days
of admission for clients who are expected to
receive services beyond 30 days.

(d) The plan shall include:

(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achievement;

(2) strategies;

(3) staff responsible;

(4) a schedule for review of the plan at least
annually in consultation with the client or legally
responsible person or both;

(6) basis for evaluation or assessment of
outcome achievement; and

(6) written consent or agreement by the client or
responsible party, or a written statement by the
provider stating why such consent could not be
obtained.

This Rule is not met as evidenced by:

Based on record reviews and interview, the
facility failed to develop a current treatment plan
for one of three audited clients (#4). The
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findings are:

Review on 5/22/18 of Client #4's record revealed:
-Admission date 10/14/15.

-Diagnoses of Schizoaffective Disorder, Bipolar
Type, Cannabis Use Disorder and Vitamin D
Deficiency.

-Treatment Plan expired 4/30/18.

-There was no current treatment plan in client's
record.

Interview on 5/22/18 with the Administrative
Assistant confirmed client #4's treatment plan
expired. She reported treatment plans were
completed by the Qualified Professional.

V 114 27G .0207 Emergency Plans and Supplies V114

10A NCAC 27G .0207 EMERGENCY PLANS
AND SUPPLIES

(a) A written fire plan for each facility and
area-wide disaster plan shall be developed and
shall be approved by the appropriate local
authority.

(b) The plan shall be made available to all staff
and evacuation procedures and routes shall be
posted in the facility.

(c) Fire and disaster drills in a 24-hour facility
shall be held at least quarterly and shall be
repeated for each shift. Drills shall be conducted
under conditions that simulate fire emergencies.
(d) Each facility shall have basic first aid supplies
accessible for use.

This Rule is not met as evidenced by:
Based on record review and interview the facility
failed to conduct fire and disaster drills on each
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shift at least quarterly. The findings are:

Review on 5/22/18 of the facility's fire and
disaster drills record revealed:
-There were drills conducted on the following
dates, time and shift;

-12/8/17 - 3rd shift

-112118 - 9:45

-111/18 - 10:00
-Drills did not indicate fire or disaster.
-Drilis did not indicate a.m. or p.m. or shift.
-Fire and Disaster drills were not conducted at
least quarterly on each shit.

Interview on 5/22/18 with the House Manager
confirmed fire and disaster drilis were not
conducted at least quarterly on each shift. The
House manager also confirmed drills that were
conducted did not indicate type of drill, a.m. or
p.m. and/or shift.

27G 5602 Supervised Living - Staff

10ANCAC 27G 5802  STAFF

(a) Staff-client ratios above the minimum
numbers specified in Paragraphs (b), (c) and (d)
of this Rule shall be determined by the facility to
enable staff to respond to individualized client
needs.

(b) A minimum of one staff member shall be
present at all times when any aduit client is on the
premises, except when the client's treatment or
habilitation plan documents that the client is
capable of remaining in the home or community
without supervision. The plan shall be reviewed
as needed but not less than annually to ensure
the client continues to be capable of remaining in
the home or community without supervision for
specified periods of time.

V114
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(c) Staff shall be present in a facility in the
following client-staff ratios when more than one
child or adolescent client is present:

) children or adolescents with substance
abuse disorders shall be served with a minimum
of one staff present for every five or fewer minor
clients present. However, only one staff need be
present during sleeping hours if specified by the
emergency back-up procedures determined by
the governing body; or

V4] children or adolescents with
developmental disabilities shall be served with
one staff present for every one to three clients
present and two staff present for every four or
more clients present. However, only one staff
need be present during sleeping hours if
specified by the emergency back-up procedures
determined by the governing body.

(d) In facilities which serve clients whose primary
diagnosis is substance abuse dependency:

(1) at least one staff member who is on
duty shall be trained in alcohol and other drug
withdrawal symptoms and symptoms of
secondary complications to alcohol and other
drug addiction; and

2) the services of a certified substance
abuse counselor shall be available on an
as-needed basis for each client.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to assess and document client's capability
of having unsupervised time in the community in
the treatment or habilitation plan affecting three of
three audited clients (#2, #4 and #6). The
findings are:
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Review on 5/22/18 of Client #2's record revealed:

-Admission date 10/14/15.

-Diagnoses of Schizoaffective Disorder, Bipolar
Type, Deep Venous Thrombosis and Seizure
Disorder.

-Treatment Plan dated 5/29/17.

~-There was no assessment that demonstrated
client was capable of unsupervised in the
community.

-There was no evidence of the amount of
unsupervised time allowed.

Review on 5/22/18 of Client #4's record revealed:

-Admission date 10/14/15.

-Diagnoses of Schizoaffective Disorder, Bipolar
Type, Cannabis Use Disorder and Vitamin D
Deficiency.

-Treatment Plan expired 4/30/18.

~There was no assessment that demonstrated
client was capable of unsupervised in the
community.

~-There was no evidence of the amount of
unsupervised time allowed.

Review on 5/22/18 of Client #6's record revealed:

-Admission date 4/23/18.

-Diagnoses of Schizoaffective Disorder, Bipolar
Type, Deep Venous Thrombosis and Seizure
Disorder.

~-Treatment Plan dated 5/29/17.

-There was no assessment that demonsirated
client was capable of unsupervised in the
community. .

-There was no evidence of the amount of
unsupervised time allowed.

Interview on 5/22/18 with the Director revealed:
-He confirmed clients had unsupervised time in
the community.

-He received consent from the psychiatrist.
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-He thought the psychiatrist and/or guardians
were allowed to give consent.
-He was not aware an assessment needed to be
documented and filed in client's record.
-He was not aware the amount of unsupervised
time needed to be documented.
This deficiency constitutes a re-cited deficiency é / / / / g
and must be corrected within 30 days. \/ 50 @ Y
V 500 27D .0101(a-e) Client Rights - Policy on Rights V 500

10A NCAC 27D .0101 POLICY ON RIGHTS
RESTRICTIONS AND INTERVENTIONS

(a) The governing body shall develop policy that
assures the implementation of G.S. 122C-59,
G.S. 122C-65, and G.S. 122C-66.

(b) The governing body shall develop and
implement policy to assure that:

O all instances of alleged or suspected
abuse, neglect or exploitation of clients are
reported to the County Department of Social
Services as specified in G.S. 108A, Article 6 or
G.S. 7A, Article 44; and

2) procedures and safeguards are
instituted in accordance with sound medical
practice when a medication that is known to
present serious risk to the client is prescribed.
Particular attention shall be given to the use of
neuroleptic medications. '
(c) In addition to those procedures prohibited in
10A NCAC 27E .0102(1), the governing body of
each facility shall develop and implement policy
that identifies:

)] any restrictive intervention that is
prohibited from use within the facility; and
2) in a 24-hour facility, the circumstances

under which staff are prohibited from restricting
the rights of a client.
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(d) If the governing body allows the use of
restrictive interventions or if, in a 24-hour facility,
the restrictions of client rights specified in G.S.
122C-82(b}) and (d) are allowed, the policy shall
identify:

Q)] the permitted restrictive interventions or
allowed restrictions;

2) the individual responsible for informing
the client; and

(3) the due process procedures for an
involuntary client who refuses the use of
restrictive interventions.

(e) If restrictive interventions are allowed for use
within the facility, the governing body shall
develop and implement policy that assures
compliance with Subchapter 27E, Section .0100,
which includes:

O] the designation of an individual, who
has been trained and who has demonstrated
competence to use restrictive interventions, to
provide written authorization for the use of
restrictive interventions when the original order is
renewed for up to a total of 24 hours in
accordance with the time limits specified in 10A
NCAC 27E .0104(e)(10)(E);

2 the designation of an individual to be
responsible for reviews of the use of restrictive
interventions; and

(3) the establishment of a process for
appeal for the resolution of any disagreement
over the planned use of a restrictive intervention.

This Rule is not met as evidenced by:

Based on observation and interviews, the facility
failed to implement a policy meeting general
statue 122C-62 (b) (e) when restricting client
rights for six of six clients (#1,#2, #3 #4 #5 and
#6). The findings are:
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Observation on 5/22/18 at 12:00 noon revealed:
-There was a white cord wrapped around the
refrigerator without a lock.

-There was no lock on the refrigerator.

~There was a key lock on the kitchen cabinets
that stored dry foods and snacks.

Interview on 5/22/18 with Client #1 revealed:
-The refrigerator and pantry was locked to keep
some clients from stealing food.

-Some clients would eat or drink other client's
food and soda without permission.

-He agreed with having the locks on the
refrigerator and cabinets.

Interview on 5/22/18 with the Administrative
Assistant and House Manager revealed:
-Confirmed the refrigerator and kitchen cabinets
were locked.

~-Some clients would steal food and try to sell it.
-The refrigerator and cabinets were locked for
"sanitary” purposes.

-One of the clients did not wash his hands after
leaving the bathroom.

-The locks were on the refrigerator throughout the
day.

-The refrigerator was unlocked during breakfast,
lunch and dinner.
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