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V000 INITIAL COMMENTS :

An annual, complaint and follow up survey was |
completed on June 28, 2018. The complaint was |
unsubstantiated (intake #NC00140087). §
Deficiencies were cited. ‘

This facility is licensed for the following service
category: 10ANCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

V109 27G .0203 Privileging/Training Professionals

10ANCAC 27G .0203 COMPETENCIES OF

QUALIFIED PROFESSIONALS AND

ASSOCIATE PROFESSIONALS

(a) There shall be no privileging requirements for

qualified professionals or associate professionals. |

(b) Qualified professionals and associate |

professionals shall demonstrate knowledge, skills |

and abilities required by the population served.

(c) Atsuch time as a competency-based

employment system is established by rulemaking,

then qualified professionals and associate

professionals shall demonstrate competence.

(d) Competence shall be demonstrated by

exhibiting core skills including:

(1) technical knowledge;

(2) cultural awareness;

(3) analytical skills;

(4) decision-making;

(5) interpersonal skills;

(6) communication skills; and

(7) clinical skills.

(e) Quailified professionals as specified in 10A |

NCAC 27G .0104 (18)(a) are deemed to have |

met the requirements of the competency-based |

employment system in the State Plan for :

MH/DD/SAS. E
|

(f) The governing body for each facility shall
| develop and implement policies and procedures

| V109
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V109 Continued From page 1

for the initiation of an individualized supervision
plan upon hiring each associate professional.
(g) The associate professional shall be
supervised by a qualified professional with the g
population served for the period of time as ’
specified in Rule .0104 of this Subchapter.

This Rule is not met as evidenced by:
Based on record review and interview, the facility |
failed to employ a Qualified Professional (QP)
who met the licensure requirements described in
10A NCAC 27G .0104(18)(a). The findings are:

Review on 06/27/18 of the QP's personnel record |
revealed: i
- A Bachelor of Science Degree in Business ?
Management and a minor in Social Work dated |
0505/12. ’
- Aresume’ which indicated the QP had worked
for an adolescent group home since 2007.

- No work history with the current population { \
served at the group home.

Interview on 06/27/18 the Licensee stated:
- She had recently hired the QP.

- The QP was currently on vacation. I
- She would speak with the QP regarding i
clarification of wark experience with the current
population served.

V112 27G .0205 (C-D) V112

Assessment/Treatment/Habilitation Plan

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

Division of Health Service Regulation
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- | Qualfied FHofessona | T-28-19
(c) The plan shall be developed based on the | has reviewed amd!
assessment, and in partnership with the client or | x .
legally responsible person or both, within 30 days | LL/OC'IC’ J_ed +he P ("p
of admnssnoq for clients who are expected to : + e )ud& the
receive services beyond 30 days. [ 4
%‘11; Tlhe plan shall i(ﬂ;iltt;]d?: t s i Strategies € Ste OS5
client outcome(s) that are anticipated to be o . )
achieved by provision of the service and a U~ 'FH”C"’ P
projected date of achievement; E ts Addddmess o ,'36/
(2) strategies; i . _
(3) staff responsible; i . eal Wil the
(4) a schedule for review of the plan at least : = S e | =
annually in consultation with the client or legally | clie chia bﬁ"/—' -
2 . jo] = f =
responsible person or both; 5 C sl o, T [S/
(5) basis for evaluation or assessment of | = i >, .
outcome achievement; and l P hcy ﬂ”‘emcrmce‘_, Ohd .
(6) written consent or agreement by the client or | _}_’/ ‘ I
ecimet.

responsible party, or a written statement by the |
provider stating why such consent could not be I
obtained. 1

This Rule is not met as evidenced by:

Based on record review and interview, the facility
1.) failed to develop and implement strategies 5
based on assessment. The findings are: |

| Review of client #1's record revealed: .

-54 year old female. ;
-Admission date of 02/25/18.
-Diagnosis of Bipolar Type unspecified, Diabetes
Mellitus, High Blood Pressure, Schizoaffective
Disorder, Insomnia and Attention Deficit
Hyperactivity Disorder.
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-Physician Order dated 04/18/18 for finger stick
blood sugar (FSBS) checks twice daily.
-Person Centered Plan (PCP) dated 03/02/18.
-No strategies in PCP to address diabetic
condition, maintenance, or treatment.

Interview on 06/28/18 client #1 revealed:

-She checked her FSBS twice a day.

-Once before breakfast and once before dinner.
-She completed the FSBS herself.

Interview on 06/28/18 the Licensee revealed:
-She did not know that information needed to be
in her treatment plan.

-She would inform the Qualified Professional to
include the information.

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.

27G .0206 Client Records

10A NCAC 27G .0206 CLIENT RECORDS

(a) A client record shall be maintained for each
individual admitted to the facility, which shall
contain, but need not be limited to:

(1) an identification face sheet which includes:
A) name (last, first, middle, maiden);

) client record number;

) date of birth;

) race, gender and marital status;

E) admission date;

F) discharge date;

(2) documentation of mental iliness,
developmental disabilities or substance abuse
diagnosis coded according to DSM 1V;

(3) documentation of the screening and
assessment;

(4) treatment/habilitation or service plan;

(
(B
(C
(D
(
(

V112
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V 113 Continued From page 4 | V113 l
(5) emergency information for each client which !

shall include the name, address and telephone

number of the person to be contacted in case of |

sudden illness or accident and the name, address |

and telephone number of the client's preferred [

physician;

(6) a signed statement from the client or legally

responsible person granting permission to seek

emergency care from a hospital or physician;

(7) documentation of services provided;

(8) documentation of progress toward outcomes;

(9) if applicable:

(A) documentation of physical disorders

diagnosis according to International Classification

of Diseases (ICD-9-CM);

(B) medication orders;

(C) orders and copies of lab tests; and

(D) documentaticn of medication and

administration errors and adverse drug reactions. |

(b) Each facility shall ensure that information ,

relative to AIDS or related conditions is disclosed |

only in accordance with the communicable ;

disease laws as specified in G.S. 130A-143. ;

This Rule is not met as evidenced by:

Based on record review, observation and :

interview the facility failed to maintain a client i

record affecting 1 of 1 former clients clients (FC

#7). The findings are: |
|
|
|

During interview on 06/27/18 and 06/28/18 the
Licensee was asked numerous times to provide a
record for FC #7.

The Licensee by the end of the survey did not
provide a record for FC #7. ]

[
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V 113 Continued From page 5 J V113

The following documentation was not provided by
the end of the survey:

-Face sheet (unable to determine admission date
or discharge date).

-Documentation of diagnoses.

-Consents.

-Progress towards goals.

-Medication Administration Record.

-Emergency Information.

-Physician Orders.

Observation on 06/28/18 at approximately ;
10:30am revealed a large pill box with FC #7's |
last name written on the box. The pill box was |
labeled with Sunday-Saturday Morning, Noon, '
Evening and Bedtime. Two of the boxes labeled I
Monday at morning and noon had approximately |
14 pills still present. ’

During interview on 06/27/18 and 06/28/18 the ;
Licensee revealed: ’
-She had taken FC #7 out of the goodness out of |
her heart. i
-The guardian of FC #7 had called and begged
her to take him because she did not have |
anywhere else for him to go.

-She knew she was going to be over capacity
when she took FC #7.

-FC #7's medication was prepackaged in a pill
box for him every week by the Veteran's hospital.
-FC #7 was only at the facility for Respite until the
guardian could find somewhere else for him to
reside.

-She did not know the date FC #7 was admitted
and would have to call the guardian for the
information.

-FC #7's behaviors were more than she expected
and she took him to the hospital.

-She had given the guardian a verbal notification
for discharge.

Division of Health Service Regulation
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|
-FC #7 received his medication daily. [
i
g ; . | =
V138 27G .0404 (A-E) Operations During Licensed ’ V 138 . ?I/‘:c-: D 0 CAesr g-—Q’F/S’

Period

10ANCAC 27G .0404  OPERATIONS ?
DURING LICENSED PERIOD !
(a) Aninitial license shall be valid for a period not i
to exceed 15 months from the date on which the |
license is issued. Each license shall be renewed |
annually thereafter and shall expire at the end of
the calendar year.
(b) For all facilities providing periodic and
day/night services, the license shall be posted in |
a prominent location accessible to public view I
within the licensed premises. '

| (¢) For 24-hour facilities, the license shall be !
available for review upon request.
(d) For residential facilities, the DHSR complaint
hotline number shall be posted in a public place
in each facility.
(e) Afacility shall accept no more clients than the
number for which it is licensed.

This Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to ensure that it would serve no
more clients than the number for which it is
licensed. The findings are:

Review on 06/27/18 of the facility's license issued
by the Division of Health Service Regulation was
valid through 12/31/2018 revealed:

- Capacity 6.

wWill ensure. ++>a
the capacity
rermicnS ot Ssix C&;)
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anda te et
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V 138 | Continued From page 7 V138

Review on 06/27/18 of the Client Census form
completed by staff #1 revealed:

- Six current clients resided at the facility.

- Former Client (FC) #7 had been discharged in
the past 6 months.

Interview on 06/28/18 client #1 revealed:
- There were currently 6 clients at the facility.

' - There was seven clients at the facility prior to
FC #7 being discharged.

Interview on 06/28/18 client #2 revealed:
-She remembered FC #7 living at the facility.
-FC #7 lived downstairs.

During interview on 06/27/18 and 06/28/18 the [
Licensee revealed: |
-She had taken FC #7 out of the goodness out of
her heart.

-The guardian of FC #7 had called and begged
her to take him because she did not have
anywhere else for him to go.

-She knew she was going to be over capacity
when she took FC #7.

-FC #7's medication was prepackaged in a pill
box for him every week by the Veteran's hospital.
-FC #7 was only at the facility for Respite until the
guardian could find somewhere else for him to
reside.

-She did not know the date FC #7 was admitted
and would have to call the guardian for the
information.

-FC #7's behaviors were more than she expected
and she took him to the hospital.

-She had given the guardian a verbal notification
for discharge.

-FC #7 received his medication daily.

1
|
|
|
i
E
l
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V 290 Continued From page 8
V 290 27G .5602 Supervised Living - Staff

10A NCAC 27G .5602 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

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.
(c) Staff shall be present in a facility in the
following client-staff ratios when more than one
child or adolescent client is present:
(1) 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
(2) 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.

diagnosis is substance abuse dependency:
(1) at least one staff member who is on

present at all times when any adult client is on the |

(d) In facilities which serve clients whose primary

V 290
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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 reviews and interviews, the g
facility failed to ensure a clients' treatment or ’
habilitation plan documented the client was
capable of remaining in the community without |
supervision for specified periods of time affecting |
one of four audited current clients (#8). The
findings are:

Review on 06/27/18 of client #6's record
revealed:

- 53 year old male.

- Diagnoses of Schizophrenia, Anxiety and
Depression. .
- No assessment client could be left unsupervised |
in the community for specified amounts of time.

Review on 06/27/18 of client #6's
Person-Centered Plan (PCP) dated 07/03/17
revealed: .
- Client needed to return to the facility by 7pm. '
- PCP did not contain documentation for ;
unsupervised time in the community. f
- PCP indicated client #6 needed 24 hour |
supervision.

Interview on 06/27/18 staff #1 stated: v
- Client #6 could sign himself out and be
unsupervised in the community. |

Division of Health Service Regulation
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V 736

- Client #6 could sign himself out and be

- Client #4 and client #6's bedroom revealed the

Continued From page 10

unsupervised in the community.
- Client #6 had unsupervised time in his treatment
plan. |

Interview on 06/27/18 the Licensee stated:

- She thought the previous Qualified Professional
had included unsupervised time in client #6's
PCP.

- She would ensure the PCP contained specified
unsupervised time for client #6.

27G .0303(c) Facility and Grounds Maintenance ,
I

10A NCAC 27G .0303 LOCATION AND
EXTERIOR REQUIREMENTS

(c) Each facility and its grounds shall be
maintained in a safe, clean, attractive and orderly
manner and shall be kept free from offensive
odor.

This Rule is not met as evidenced by:

Based on observation and interview, the licensee
failed to maintain the facility in an attractive and
safe manner. The findings are:

Observation on 06/27/18 at approximately
10:00am revealed the following: i
- A car in the driveway with a plastic bag covering
the rear driver's side window.

- The wall near the bottom of the stairs revealed a
softball sized unpainted patched area. |
- Client #3 and client #5's bedroom revealed a
cord stretched across the floor near the door way.

smoke detector had been pulled away from the
ceiling exposing the wires.

V 290

V 736
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the wires.
work.

did not work.

| Interview on 06/27/1
stated:

to be repaired.

survey.

EQUIPMENT

at that time. Unless

requirements:

- The downstairs %2 bathroom revealed an
extension cord which stretched approximately 25 |
feet along the floor through the washer/dryer

area, down the full length of the lower hallway and |
was connected to the air conditioning unit in client |
#1 and client #2's bedroom. ;
- The smoke detector from the lower level hallwayi
had been removed from the ceiling and exposed |

- The light bulb in the washer/dryer area did not
- Alight bulb in client #1 and client #2's bedroom

- A second client bedroom downstairs revealed a
light bulb which did not work.

- The smoke detector downstairs was supposed

- She would follow up on identified issues during _i

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.

V762 27G .0304(d)(1) Client Bedrooms
10A NCAC 27G .0304 FACILITY DESIGN AND

(d) Indoor space requirements: Facilities
licensed prior to October 1, 1988 shall satisfy the
minimum square footage requirements in effect

Rules, residential facilities licensed after October | . t ,
1, 1988 shall meet the following indoor space i ecchH j~ Ghe
ewer  bedrocat .
(1) Client bedrooms shall have at least 100 | / g C/ -
square feet for single occupancy and 160 square

8 and 06/28/18 the Licensee

V 736 | Continued From page 11 i V736 Corrhimued. |
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V762 Continued From page 12 V762

feet when two clients occupy the bedroom. |

This Rule is not met as evidenced by:

Based on record review, observation and
interviews, client bedrooms failed to meet the 160
square foot minimum for double occupancy
rooms. The findings are:

Review on 06/28/18 of Division of Health Service
Regulation records revealed the facility was
licensed for a capacity of 1 client in each upper
floor bedroom and 2 clients in each lower
bedroom.

|
|
|
|

Observation on 06/28/18 at approximately
10:15am of the facility revealed:

-A split level house with two client bedrooms on
upper floor and two bedrooms on the lower floor. |
-Client #3 and client #5 occupied one bedroom on
the upper floor.

-Client #4 and client #6 occupied the second
bedroom on the second floor.

Interview on 06/28/18 the staff #1 stated:

-One upper level bedroom was shared between
clients #3 and #5.

-A second upper level bedroom was shared
between clients #4 and #6

Interview on 06/28/18 the Licensee stated:
-She was aware the facility was licensed for 6
clients.

-She understood only one client could occupy
each bedroom on the upper floor.

V780 27G .0304(d)10) Required Bathrooms | V780

10ANCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT I
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V 780 Continued From page 13 I V780 " . - =
pag 1 The Director

(d) Indoor space requirements: Facilities licensed
prior to October 1, 1988 shall satisfy the minimum |
square footage requirements in effect at that
time. Unless otherwise provided in these Rules, |
residential facilities licensed after October 1, i
1988 shall meet the following indoor space ,
requirements: |
(10) At least one full bathroom for each five or
fewer persons including staff of the facility and
their family shall be included in each facility.

|
l
This Rule is not met as evidenced by: :
Based on record review, observation and
interviews, the facility failed to ensure at least one
full bathroom for each five or fewer persons
including staff of the facility. The findings are:

Review on 6/27/18 of the facility census revealed i
six clients were currently being served at the
facility.

Observation on 6/27/18 between 10am and 11am
of the facility revealed:

-A 2 story house with one full sized bathroom on
the second floor and a half bath on the first floor
hallway available for the clients usage.

Interview on 6/28/18 client #2 stated: |
-Her bedroom was on the first floor of the facility.
-She was able to use the 1/2 bathroom in the first
floor hallway.

-She had to use the second floor bathroom to
take showers.

Interview on 6/27/18 the Licensee stated:

-The second floor bathroom was for all of the |
clients.

-The hallway bathroom was for clients, staff, and

T-3818
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|
visitors. [

-She would make changes so that the downstairs [
bathroom (full) was available for clients.

|
This deficiency constitutes a recited deficiency |
and should be corrected within 30 days. g

|
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PROFESSIONAL SUMMARY

= Dynamic mental health professional with more than 11 years of extensive experience in therapeutic treatment and

crisis intervention

=  Expertise in maintaining electronic and physical files according to company procedures
= Exceptional skills in program development, training and supervision of direct-service staff, coordination with other

service providers, and treatment planning.

= Advanced knowledge of Microsoft Office specifically Word, Excel, and PowerPoint

= Ability to effectively set priorities and meet seemingly impossible deadlines

= Strong team player with an attitude that motivates others to reach their highest potential

AREAS OF EXPERTISE
= Qualified Professional = Service Provision * Change Management
®  Therapeutic Treatment = First Aid & CPR Certified = Managing People
Planning = Service Coordination = (QOrganizational Support
= Mental Health Services = Direct Care
= COA Planning =  Customer Service
EDUCATION e = s SN -

Fayetteville State University, Fayetteville, NC
Bachelor of Science in Business
Received May 2012

American Heart Association
BLS Instructor
Received May 2013

A+ Certification CompTIA, Marianna, FL
A+ Certified Service Professional
Received August 2003

State of West Virginia Board of Barbers and Cosmetologist
Cosmetologist License
Received September 2002

Cape Fear High School, Fayetteville, NC
High School Diploma
Graduated June 1992
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RELEVANT EXPERIENCE
Owner/Cosmetologist June 2016 - Present
Exclusive Hair Designs Salon & Spa

Administrative Officer & Residential Case Manager/Qualified Professional September 2007 - Present
Sunlight Behavior Center, Inc., Fayetteville, NC

= Provides administrative oversight and responsibility for business functions in support of departments within the
organization

= Maintains a variety of manual and electronic files and/or records (e.g. staff assignments, work schedules, employee
records, client records, etc.) for the purpose of providing up-to-date reference and complying with regulatory
requirements and established guidelines

=  Analyzes and interprets data and presents information to support sound business decisions

= Plans and manages human and financial resources, contracts, space and equipment

= Performs prior authorization review, continued stay and discharge reviews

»  Conducts chart reviews of instances of care authorized for utilization purposes, case reviews for individuals that are
identified as either over or under-utilizers of services

= Conducts evaluation/assessment interviews with targeted population; initiate and complete intake procedures for
program admissions.

= Serves as the primary contact between individuals receiving services, families, and community agencies; ensure
effective guidance, support and service delivery; provide individual and group treatment for chemical dependency;
provide direct clinical interventions with each recipient.

= Administers structured, face-to face, therapeutic interventions that provided support and guidance in all areas of
functioning in life domains; emotional, social, safety, housing, medical and health, educational, vocational, and legal.

= Proactively completes periodic review and modification of treatment plans.

= Responds to emergency situations for the purpose of providing guidance on the appropriate action to be taken.

= Conduct monthly CFT meetings for consumers with DSS Guardians, Care Coordinators and etc.

= Incorporating the PCP to address the goals of the consumers.

= Updating the established PCP for each consumer monthly.

= Submit monthly invoices for Room & Board to Department of Social Services.

=  Monitor payroll and work hours of employees.

Qualified Professional June 2014-Present
Sandhills Behavior Center, Raeford, NC (Adults/Adoloscents)

° Acquire information necessary for the preparation and execution of initial and concurrent authorization approval
through observing, requesting, receiving and otherwise obtaining supporting data from all relevant sources and
submit to Value Options.

° Evaluate and verify information to determine compliance and currency with all state and local management entity
regulatory standards,

e Compile, code, categorize, calculate, audit and organize system management processes to track deadlines pertinent
to initial and concurrent authorization approvals

° Input all new and concurrent authorization requests for services within a timely manner and prior to expiration dates

via NCTOPPS; ensuring all appropriate and required supporting documentation is in place

Input incident reports in the IRIS system

Develop Person Centered Plans and complete ITRs in accordance with NC Clinical Coverage Policy 8C
Assist with the execution of quarterly audits on all charts; both active and discharged.

Prepare and submit weekly status reports of approved and/or denied treatment plans

Page 2 of 3




o Complete discharge plans and daily full service notes in accordance with NC DMA Policy Number 8A

o Participate in the observation, recording and planning of clinical processes and procedures related to consumer
management
o May perform some administrative functions; including document requirement and
° Develop and maintain cooperative and collaborative relations with local health care entities and management
entities
° Other duties as needed
Cosmetologist August 2008- June 2016

Creative Touch, Fayetteville, NC

=  Maintain supplies and scheduling of clients.

®  Quality consultation.

= Review and assist additional needs of clients.

»  Attend continuing education classes and assessments to stay acknowledgeable.
s Reviewed client records, as needed.

= Reviewed policies and procedures for compliance.

OTHER PROFESSIONAL EXPERIENCE

Scanner 2007
Anderson News Company, Fayetteville, NC (Closed Down)

= Scan magazines and books from loaded belt.

= Works directly with co-workers to provide the best possible production numbers, and maintain records.

= Responsible for managing, and motivating co-workers.

= Participates in the management of forecasting, achievement, and results.

Clerk/Manager Assistant 2007
A&H Cleaners, Fayetteville, NC (Closed Down)
=  Greet customers and ring in/ticket clothing.
s Ensure that all special requests for clothing are met.
=  Deposit monies in bank.
Ensure that adequate monies are available for day to day use at the cleaners.
Assist with payroll.
= Assist with scheduling.

Page 3 of 3






