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An annual and complaint survey was completed

on 7/20/18. Two complaints were substantiated

(intake #NC00140961 and #NC00141041) and

| one complaint was unsubstantiated (intake

#NC00141103). Deficiencies were cited.

This facility is licensed for the following service DHSR - Mental Health

category: 10A NCAC 27G .1700 Residential

Treatment Staff Secure for Children or

| Adolescents. AUG 0 8 2[”8
V536 27E .0107 Client Rights - Training on Alt to Rest. V 536 Lic. & Cert. Section

Int.

10A NCAC 27E .0107 TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

(a) Facilities shall implement policies and
practices that emphasize the use of alternatives

| to restrictive interventions.

(b) Prior to providing services to people with
disabilities, staff including service providers,
employees, students or volunteers, shall
demonstrate competence by successfully
completing training in communication skills and
other strategies for creating an environment in
which the likelihood of imminent danger of abuse
or injury to a person with disabilities or others or
property damage is prevented.

" (c) Provider agencies shall establish training
based on state competencies, monitor for internal
compliance and demonstrate they acted on data
gathered.

(d) The training shall be competency-based,
include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the
course.
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(e) Formal refresher training must be completed
by each service provider periodicaily (minimum

| annually).

(f) Content of the training that the service
provider wishes to employ must be approved by
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rule.

(g) Staff shall demonstrate competence in the

| following core areas:

(1) knowledge and understanding of the
people being served;

(2) recognizing and interpreting human
behavior;

(3) recognizing the effect of internal and
external stressors that may affect people with
disabilities;

(4) strategies for building positive
relationships with persons with disabilities;

(5) recognizing cultural, environmental and
organizational factors that may affect people with

| disabilities;

(8) recognizing the importance of and
assisting in the person's involvement in making
decisions about their life;

(7) skills in assessing individual risk for
escalating behavior,
(8) communication strategies for defusing

and de-escalating potentially dangerous behavior;
and

(9) positive behavioral supports (providing
means for people with disabilities to choose
activities which directly oppose or replace
behaviors which are unsafe).

(h) Service providers shall maintain
documentation of initial and refresher training for
at least three years.

(1) Documentation shall include:

(A) who participated in the training and the
| outcomes (pass/fail);

|
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(B) when and where they attended; and
(C) instructor's name;
(2) The Division of MH/DD/SAS may

| review/request this documentation at any time.
| (i) Instructor Qualifications and Training

Requirements:

(M Trainers shall demonstrate competence
by scoring 100% on testing in a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions.

| (2) Trainers shall demonstrate competence

by scoring a passing grade on testing in an
instructor training program.

(3) The training shall be
competency-based, include measurable learning
objectives, measurable testing (written and by
observation of behavior) on those objectives and
measurable methods to determine passing or
failing the course.

(4) The content of the instructor training the
service provider plans to employ shall be
approved by the Division of MH/DD/SAS pursuant
to Subparagraph (i)(5) of this Rule.

(5) Acceptable instructor fraining programs
shall include but are not limited to presentation of:
(A) understanding the adult learner;

(B) methods for teaching content of the
course;

(C) methods for evaluating trainee
performance; and

(D) documentation procedures.

(8) Trainers shall have coached experience

| teaching a training program aimed at preventing,

reducing and eliminating the need for restrictive
interventions at least one time, with positive
review by the coach.

(7) Trainers shall teach a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions at least once
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annually.

(8) Trainers shall complete a refresher
instructor training at least every two years.

(j) Service providers shall maintain
documentation of initial and refresher instructor
training for at least three years.

(M Documentation shall include:
(A) who participated in the training and the
outcomes (pass/fail);
(B) when and where attended; and
| (C) instructor's name.
(2) The Division of MH/DD/SAS may

request and review this documentation any time.
(k) Qualifications of Coaches:

(1) Coaches shall meet all preparation
| requirements as a trainer.

(2) Coaches shall teach at least three times
the course which is being coached.

(3) Coaches shall demonstrate
competence by completion of coaching or
train-the-trainer instruction.

(I) Documentation shall be the same preparation
as for trainers.

This Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure formal training on
alternatives to restrictive interventions was

| completed annually affecting 1 of 3 surveyed staff

(staff #1). The findings are:

Review on 7/19/18 of staff #1's record revealed:
-a hire date of 7/10/17,

-documentation that training on alternatives to
restrictive interventions was completed on
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-no documentation that the training had been ~le-cart < ,45)‘ Sc Le‘lwu £.23,18
completed since 6/29/17.
- Tw P m;n:[;;ejf' troia :195 for
Interview on 7/19/18 with the Qualified | /
- L’ m A
Professional revealed: all reyees, 1 dc“f intre
-she had been certified to instruct the training on o3 | A {,/ T voesle -Jefff\
alternatives to restrictive interventions about 3 _
weeks ago; te ReAdg
-she had not had time to complete the training for
all the staff yet; B fe-cot ¢ L” 82318
-staff #1 had not completed the refresher training
yet; ) y
-she planned to schedule a training within the week Triiaiag 9.3.18
next couple of weeks.
V 537 27E .0108 Client Rights - Training in Sec Rest & V 537

ITO

10A NCAC 27E .0108 TRAINING IN
SECLUSION, PHYSICAL RESTRAINT AND
ISOLATION TIME-OUT

(a) Seclusion, physical restraint and isolation
time-out may be employed only by staff who have
been trained and have demonstrated
competence in the proper use of and alternatives
to these procedures. Facilities shall ensure that
staff authorized to employ and terminate these
procedures are retrained and have demonstrated
competence at least annually.

(b) Prior to providing direct care to people with
disabilities whose treatment/habilitation plan
includes restrictive interventions, staff including
service providers, employees, students or
volunteers shall complete training in the use of
seclusion, physical restraint and isolation time-out
and shall not use these interventions until the
training is completed and competence is
demonstrated.

*-.f—f‘caln er i5 Owaer ’Jd}zx Bc’e;/ey
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(c) Apre-requisite for taking this training is
demonstrating competence by completion of
training in preventing, reducing and eliminating
the need for restrictive interventions.

(d) The training shall be competency-based,
include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the
course.

(e) Formal refresher training must be completed
by each service provider periodically (minimum
annually).

(f) Content of the training that the service
provider plans to employ must be approved by
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rule.

(g) Acceptable training programs shall include,
but are not limited to, presentation of:

(1) refresher information on alternatives to
the use of restrictive interventions;

(2) guidelines on when to intervene
(understanding imminent danger to self and
others);

(3) emphasis on safety and respect for the
rights and dignity of all persons involved (using
concepts of least restrictive interventions and
incremental steps in an intervention);

(4) strategies for the safe implementation
of restrictive interventions;

(5) the use of emergency safety
interventions which include continuous
assessment and monitoring of the physical and
psychological well-being of the client and the safe
use of restraint throughout the duration of the
restrictive intervention;

(8) prohibited procedures;

(M) debriefing strategies, including their
importance and purpose; and
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V 537 Continued From page 6

(8) documentation methods/procedures.
(h) Service providers shall maintain
documentation of initial and refresher training for
at least three years.

(1) Documentation shall include:

(A) who participated in the training and the
outcomes (pass/fail);

(B) when and where they attended; and
(C) instructor's name.

(2) The Division of MH/DD/SAS may

review/request this documentation at any time.

(i) Instructor Qualification and Training
Requirements:

(1 Trainers shall demonstrate competence
by scoring 100% on testing in a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions.

(2) Trainers shall demonstrate competence
by scoring 100% on testing in a training program
teaching the use of seclusion, physical restraint
and isolation time-out.

(3) Trainers shall demonstrate competence
by scoring a passing grade on testing in an
instructor training program.

(4) The training shall be
competency-based, include measurable learning
objectives, measurable testing (written and by
observation of behavior) on those objectives and
measurable methods to determine passing or
failing the course.

(5) The content of the instructor training the
service provider plans to employ shall be
approved by the Division of MH/DD/SAS pursuant
to Subparagraph (j)(6) of this Rule.

(6) Acceptable instructor training programs
shall include, but not be limited to, presentation
of:

(A) understanding the adult learner;

(B) methods for teaching content of the

V 537
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annually and demonstrate competence in the use
of seclusion, physical restraint and isolation
time-out, as specified in Paragraph (a) of this
Rule.
(8)
CPR.
(9) Trainers shall have coached experience
in teaching the use of restrictive interventions at
least two times with a positive review by the
coach.

(10) Trainers shall teach a program on the
use of restrictive interventions at least once
annually.

(11) Trainers shall complete a refresher
instructor training at least every two years.

(k) Service providers shall maintain
documentation of initial and refresher instructor
training for at least three years.

(1) Documentation shall include:

(A) who participated in the training and the
outcome (pass/fail);

(B) when and where they attended; and
(C) instructor's name.

(2) The Division of MH/DD/SAS may
review/request this documentation at any time.

(I) Qualifications of Coaches:

(1) Coaches shall meet all preparation
requirements as a trainer.

(2) Coaches shall teach at least three
times, the course which is being coached.

(3) Coaches shall demonstrate
competence by completion of coaching or
train-the-trainer instruction.

(m) Documentation shall be the same
preparation as for trainers.

Trainers shall be currently trained in
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course;
(9] evaluation of trainee performance; and
(D) documentation procedures.
(7) Trainers shall be retrained at least

Division of Health Service Regulation
STATE FORM

ot FPO811

if continuation sheet 8 of 13




Division of Health Service Regulation

PRINTED: 07/23/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

mhi049-098

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED

B. WING 07/20/2018

NAME OF PROVIDER OR SUPPLIER

STICKNEY HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE

120 ROCKWELL LOOP
MOORESVILLE, NC 28115

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

V 537

Continued From page 8

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure staff received training in
seclusion, physical restraint and isolation time out
prior to providing services to clients, affecting 1 of
3 surveyed staff (the Licensed
Professional/Clinical Director (LP/CD)) and failed
to ensure staff were retrained at least annually,
affecting 1 of 3 surveyed staff (staff #1). The
findings are:

Review on 7/19/18 of staff #1's record revealed:
-a hire date of 7/10/17;

-documentation that training on alternatives to
restrictive interventions was completed on
6/29/17;

-no documentation that the training had been
completed since 6/29/17.

Review on 7/19/2018 of the LP/CD's employee
file revealed:

-a hire date of 3/19/18;

-no documentation of training in seclusion,
physical restraint and isolation time out.

Interview on 7/19/18 with the LP/CD revealed:
-she had not received training in seciusion,
physical restraint and isolation time out;

-she thought she was exempt from the training.

Interview on 7/19/18 with the Qualified
Professional revealed:

-she had been certified to instruct the training in
seclusion, physical restraint and isolation time out
about 3 weeks ago;

-she had not had time to complete the training for

V 537
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attractive manner. The findings are:

Observations from approximately 2:34 pm - 3:00
pm on 7/19/18 of the facility revealed:

-there was damage to the outside of a small
drawer beside the dishwasher and the inside of
the drawer contained small pieces of wood like
material;

-the handle of the refrigerator was missing;

-the front of the bottom drawer in the kitchen was
missing;

-the bottom shelf in the pantry hung loosely from
the wall;

-the bottom of the left window screen in bedroom
#1 was not attached;

-there were no light covers in bedrooms #1, #2,
and #3 and bathroom #1;

‘"Fm{,( door L‘-,,,(IJe,e,{i jastellet

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
A. BUILDING:
mhl049-098 B VG 07/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
STICKNEY HOUSE 120 ROCKWELL LOOP
MOORESVILLE, NC 28115
(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 COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T
V 537 Continued From page 9 V 537
all the staff yet;
-she thought the LP/CD had completed the
training with the previous instructor;
-she verified with the LP/CD that she had not
completed the training;
-she planned to schedule a training within the
next couple of weeks.
V 736 27G .0303(c) Facility and Grounds Maintenance | V736
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.
S
,’/ 1) \ L . >
SRl b cabined 10 be
This Rule is not met as evidenced by: /| fe } eodk %ﬁ (D, S ]L‘,_,_) 9.0, 8
Based on observations and interviews, the staff /|1°F 7
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V736 Continued From page 10 V736

-there were numerous stains on the wall in
bedroom #1 and the living room.

Interview on 7/19/18 with the Associate

Professional revealed:

-Environmental Health had inspected the facility

the previous week and the facility was issued a ‘
provisional license due to lots of things that |

needed to be repaired or cleaned,

-she was glad that the inspection had been

-she had concerns about the condition of the
facility such as repairs that needed to be made
and the lack of cleanliness that was now being

-staff had cleaned and repaired as much as they
could during the past week but she was aware
there were still things that needed to be repaired;
-there were 2 new light covers in the office that
needed to be put up in the facility but she was
waiting on someone to come and put them up
because there was not a ladder at the facility for

-the Owner informed her that he was not going to
repair the drawers that had damage in the kitchen
because it wasn't financially feasible and she
wasn't sure about the refrigerator but the other
repairs were going to be completed within the
next couple of weeks.

Interview on 7/19/18 with the Licensed
Professional/Clinical Director revealed:

-she had concerns about the condition of the
facility regarding repairs that needed to be made
and the lack of cleanliness;

-Environmental Health had inspected the facility
the previous week and since that time, her
concerns had been addressed,;

-she was aware there were further repairs that
needed to be completed.

ﬁtfycraf-g- woll 5Mw/jal {:u'-“"y
“Afe,q‘,, To Ge f.:;la‘ft#{ entix ’7 8, f?i /ﬂ

Division of Health Service Regulation
STATE FORM

oo FPO811

If continuation sheet 11 of 13




Division of Health Service Reqgulation

PRINTED: 07/23/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER.:

mhl049-098

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

07/20/2018

NAME OF PROVIDER OR SUPPLIER

STICKNEY HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE

120 ROCKWELL LOOP
MOORESVILLE, NC 28115

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX

(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

V 736 | Continued From page 11

Interview on 7/19/18 with the Operations Manager
revealed:

-the Owner had purchased the facility along with
some other facilities in May 2018;

-they had been working to make improvements in
all the facilities but had not gotten around to
making all repairs yet.

Interview on 7/19/18 with the Owner revealed:
-he had purchased the facility along with some
other facilities in May 2018;

-he was aware there were repairs that needed to
be completed and they were in the process of
working on those.

V750 27G .0304(b)(3) Maintenance of Elec., Mech., &
Water Systems

10A NCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT

(b) Safety: Each facility shall be designed,
constructed and equipped in a manner that
ensures the physical safety of clients, staff and
visitors.

(3) Electrical, mechanical and water
systems shall be maintained in operating
condition.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure electrical systems were
maintained and in operating condition. The
findings are:

Observations on 7/19/18 from 10:09 am - 3:59
pm of the facility revealed:
-the lights in the dining room and office/therapy
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room constantly flickered,
-the light in the pantry was not working.

Interview on 7/19/18 with staff #1 revealed the
light in the dining rcom had been flickering for
several weeks and she had gotten used to it.

Interview on 7/19/18 with the Associate
Professional revealed:

-"The lights flickering drive me crazy;"

-"I think we have an electrical problem because
when we print, it makes the lights worse;"

-she thought the light not working in the pantry
was due to the electrical problem they were
having;

-she was aware that flickering lights made some
health conditions such as epilepsy worse.

Interview on 7/19/18 with the Operations Manager
revealed he was aware of the electrical issue and
had been working on it.
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July 25, 2018

Thelma Miller

Rockwell Development Center, Inc.
120 Rockwell Loop

Mooresville, NC 28115

Re: Annual and Complaint Survey completed July 20, 2018 DHSR - Mental Health
Stickney House, 120 Rockwell Loop, Mooresville, NC 28115
MHL # 049-098 AUG 082018
E-mail Address: tmiller@rdckids.com
Intakes #NC00140961, #NC00141041 and #NC00141103 Lic. & Cert. Section
Dear Ms. Miller:

Thank you for the cooperation and courtesy extended during the annual and complaint
survey completed July 20, 2018. Two of the complaints were substantiated and one was
unsubstantiated.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form.
The purpose of the Statement of Deficiencies is to provide you with specific details of
the practice that does not comply with state regulations. You must develop one Plan of
Correction that addresses each deficiency listed on the State Form, and return it to our
office within ten days of receipt of this letter. Below you will find details of the type of
deficiencies found, the time frames for compliance plus what to include in the Plan of
Correction.

Type of Deficiencies Found
o All tags cited are standard level deficiencies.

Time Frames for Compliance
e Standard level deficiencies must be corrected within 60 days from the exit of the
survey, which is September 18, 2018.

What to include in the Plan of Correction
¢ Indicate what measures will be put in place to correct the deficient area of
practice (i.e. changes in policy and procedure, staff training, changes in staffing
patterns, etc.).

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES * DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27699-2718
www.ncdhhs.gov/dhsr » TEL: 919-855-3795 - Fax: 919-715-8078
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