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July 23, 2018

Kellie Hardison, Administrator
Country Living Guest Home, inc.
3134 Market Street Extension
Washington, NC

Re:  Annual Survey completed July 18. 2018
Country Living Guest Home #8, 618 Plant Street, Washington, NC 27889
MHL # 007- 079
E-mail Address: countrylivinginc@yahoo.com

Dear Ms. Hardison;

Thank you for the cooperation and courtesy extended during the annual survey
completed July 18, 2018.

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
« All other 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 16, 2018.

What to include in the Plan of Correction
e 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.).
¢ Indicate what measures will be put in place to prevent the probiem from
Qccurring again.

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

LOCATION: 1800 Umstead Drive, Williams Building, Raieigh, NC 27603
WAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27653-2718
www.nedhhs. gov/dhsr « TEL: 919-855-3795 - =ax. 819-715-8078
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July 23,2018
Kellie Hardison
Country Living Guest Home, Inc.

 Indicate who will monitor the situation to ensure it will not occur again.
e Indicate how often the monitoring will take place.
» Sign and date the bottom of the first page of the State Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for
your records. Please do not include confidential information in your plan of
correction and please remember never to send confidential information
(protected health information) via email.

Send the original completed form to our office at the following address within 10 days of
receipt of this letter.

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be conducted to verify all violations have been corrected. If we can
be of further assistance, please call Wendy Boone, Team Leader at 252-568-2744.

Sincerely,

TR Pl il
N

Beth Phillips

Facility Compliance Cansultant |
Mental Health Licensure & Certification Section

Cc:  Leza Wainwright, Director, Trillium Health Rescurces LME/MCO
Kim Keehn, Quality Management Director, Trillium Health Resources LME/MCO
Sarah Stroud, Director, Eastpointe LME/MCO
Jeanette Jordan-Huffam, Quality Management Director, Eastpointe LME/MCO
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An annual survey was completed on July 18,

2018. Deficiencies were cited.

This facility is licensed for the foltowing service
category: 10A NCAC 27G .5600A Supervised
Living for Adults with Mental lllness.

V 366| 27G .0603 Incident Response Requirments

10ANCAC 27G 0603 INCIDENT
RESPONSE REQUIREMENTS FOR
CATEGORY AAND B PROVIDERS

(a) Category A and B providers shall develop and
implement written policies governing their
response to level |, Il or lIl incidents. The policies
shall require the provider to respond by:

1) attending to the health and safety needs
of individuals involved in the incident;

(2) determining the cause of the incident;
(3 developing and implementing corrective
measures according to provider specified

timeframes not to exceed 45 days:

4 developing and implementing measures
to prevent similar incidents according to provider
specified timeframes not to exceed 45 days:

(5 assigning person(s) to be responsible
for implementation of the corrections and
preventive measures;

(€) adhering to confidentiality requirements
set forth in G.S. 75, Article 2A, 10A NCAC 26B,
42 CFR Parts 2 and 3 and 45 CFR Parts 160 and
164; and

(7> maintaining documentation regarding
Subparagraphs (a)(1) through (a)(6) of this Rule.

I (b} In addition to the requirements set forth in
. Paragraph (a) of this Rule, ICF/MR providers
‘ shall address incidents as required by the federal

regulations in 42 CFR Part 483 Subpart |.
(¢) In addition to the requirements set forth in

RECEIVED
By csbrantley at 2:25 pm, Aug 13, 2018
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Paragraph (a) of this Rule, Category Aand B
providers, excluding ICFAMR providers, shall
develop and implement written policies governing

- their response to a level Il incident that occurs

while the provider is delivering a billable service
or white the client is on the provider's premises.
The policies shall require the provider to respond
by:

(1) immediately securing the client record

by:

“{A) obtaining the client record:;
(B) making a photocopy;
C) certifying the copy's completeness: and
(D) transferring the copy to an internal
review team:;
(2) convening a meeting of an internal

review team within 24 hours of the incident. The
internal review team shall consist of individuals
who were not involved in the incident and who
were not respansible for the client's direct care or
with direct professional oversight of the client's
services at the time of the incident. The internal
review team shall complete all of the activities as
follows:

(A) review the copy of the client record to
determine the facts and causes of the incident
and make recommendations for minimizing the
occurrence of future incidents:

gather other information needed;

(C) issue written preliminary findings of fact
within five working days of the incident. The
preliminary findings of fact shall be sent to the
LME in whose catchment area the provider is
located and to the LME where the client resides,
if different; and

issue a final written report signed by the
owner within three manths of the incident. The
final report shall be sent to the LME in whose
catchment area the provider is located and to the

A, BUILDING:
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| facility failed to document their response to Level
“Ilincidents. The findings are:

: See Tag v367 for specific details.

LME where the client resides, if different. The
final written report shall address the issues
identified by the internal review team, shall
include all public documents pertinent to the
incident, and shall make recommendations for
minimizing the occurrence of future incidents. If
all documents needed for the report are not
available within three months of the incident, the
LME may give the provider an extension of up 1o
three months to submit the final report; and

(3) immediately notifying the following:

(A) the LME responsible for the catchment
area where the services are provided pussuant to
Rule .0604;

B) the LME where the client resides, if
different;
{C) the provider agency with responsibility

for maintaining and updating the client's
treatment plan, if different from the reporting
provider;

()] the Department;

(E) the client's legal guardian, as
applicable; and

(F) any other authorities required by law.

This Rule is not met as evidenced by:
Based on record reviews and interviews the

Interview on 7/18/18 the Qualified Professional
stated:

Division of Health Service Regulation
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FORM APPROVED

| Secretary. The report may be submitted via mail,

i information:

3) type of incident;
@ description of incident;
(5) status of the effort to determine the

_ report recipients by the end of the next business
i day whenever:

10A NCAC 27G .0604 INCIDENT
REPORTING REQUIREMENTS FOR
CATEGORY AAND B PROVICERS

(@) Category A and B providers shall report all
level Il incidents, except deaths, that occur during
the provision of billable services ar while the
consumer is on the providers premises or level ||l
incidents and level Il deaths involving the clients
to whom the provider rendered any service within
90 days prior to the incident to the LME
responsible for the catchment area where
sesvices are provided within 72 hours of
becoming aware of the incident. The report shall
be submitted on z form provided by the

in person, facsimile or encrypted electronic
means. The report shall include the following

(1 reporting provider contact and
identification infarmation;
2) client identification information:

cause of the incident; and

(6) other individuals or authorities notified
or responding.

(b) Category A and B providers shall explain any
missing or incomplete information. The provider
shall submit an updated report to all required

(1) the provider has reason to believe that
information provided in the report may be
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- He would ensure proper incident reports were
generated in the future.
V 367 i i ' ' Vv 367 8
27G .0604 Incident Reporting Requirements 24 Q‘H’M .
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erroneous, misleading or otherwise unreliable: or
@) the provider obtains information
required on the incident form that was previously
unavailable.

{c) Category A and B providers shall submit,
upon request by the LME, other information
obtained regarding the incident, including:

(@) hospital records including confidential
information;

(2) reparts by other authorities; and

3 the provider's response to the incident.

(d) Category A and B providers shall send a copy
of aff level [l incident reports to the Division of
Mental Health, Developmental Disabilities and
Substance Abuse Services within 72 hours of
becoming aware of the incident. Category A
providers shall send a copy of all level lil
incidents involving a client death to the Division of
Health Service Regulation within 72 hours of
becoming aware of the incident. In cases of
client death within seven days of use of seclusion
or restraint, the provider shall report the death
immediately, as required by 10A NCAC 26C
.03C0 and 10A NCAC 27E .0104(e)(18).

{e) Category A and B providers shall send a

" report quarterly to the LME responsible for the

catchment area where services are provided.

The report shall be submitted on a form provided
by the Secretary via electronic means and shall
include summary information as follows:

(1) medication errors that do not meet the
definition of a level Il or level I incident;

(2) restrictive interventions that do not meet
the definition of a level i or level lll incident:;

i (3) searches of a client or his living area:
4 seizures of client property or property in
: the possession of a client;

| (5) the total number of level Il and level Il

incidents that occurred; and

A BUILDING:
MHLO007-079 B. WING 07/18/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
618 PLANT STREET
COUNTRY LIVING GUEST HOME #8
ME WASHINGTON, NC 27889
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: This Rule is not met as evidenced by:

' Compulsive Disorder
. - Doctor's Note dated 7/5/18 - cast applied for

- On 7/2/18 - "apprcximately 7:30 am resident

: per [local] Urgent Care."

{6) a statement indicating that there have
been no reportable incidents whenever no
incidents have occurred during the quarter that
meet any of the criteria as set forth in Paragraphs
(a) and (d) of this Rule and Subparagraphs (1)
through (4) of this Paragraph.

Based on record reviews and interviews the
facility failed to ensure incident reports were
submitted to the Local Management Entity (LME)
within 72 hours as required. The findings are:

Review on 7/17/18 of client #5's record revealed:
- 22 year old male

- Date of admission: 4/28/16

- Diagnoses: Asperger's Syndrome, Obsessive

fracture of fingers on right hand.

Review on 7/17/18 of the North Carolina Incident
Response Improvement System (IRIS) revealed
no Level Il inctdent reports had been generated
for client #5's incident for July 2018.

Review on 7/18/18 of the Facility Qualified
Professional's contact notes revealed:

punched a solid wood door this morning due to
frustration over morning chores...He does not
typically demonstrate this type of
behavior...swelling noted to right hand Registered
nurse contacted by staff and instructed staff to
transport to urgent care to rule out a fracture.
X-rays completed by flocal] radiology as ordered

X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X3)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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- Guardian contacted and notified of incident on

L 7i218.

- Client #5's hand placed in splint while awaiting
X-ray results.

- On 7/3/18, X-ray confirmed a fracture to client
#5's right hand. Referral made to local
orthopedics and guardian updated.

- On 7/5/18, a hard cast was applied to client #5's
right hand.

During interview on 7/18/18 the Qualified
Professional (QP) stated:

- The facility had not submitted Level Il incidents
reports as required.

- He had forgotten to complete the incident report
within the 72 hour timeframe and would complete
the late entry for LME.
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618 Plant Street, Washington NC - Plan of Correction

V366 - QP will update the policy as needed to ensure that incident report
documenting requirements are clearly outlined. Any updates to the policy will be
completed by September 16t, 2018.

V367 - QP submitted a Level il incident report for Client #5 on 8/3/18. QP will

ensure thatall incident reports are submitted within the correct timeline. QP will
update company policy as necessary by September 16t, 2018.
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