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An annual and complaint survey was completed

on August 14, 2018. The complaint was
unsubstantiated (intake #NC00141686). There RECENED
were deficiencies cited,

0CT 16 1013
This facility is licensed for the following service - '
category: 10A NCAC 27G, 5800C DHERMH Lizanaure sec
Supervised Living for Adults with Developmental ' '
Disabilities

V 108| 27G .0202 (F-I) Personnel Requirements vis Ty (orrect this A.Q'd" QI'QV\UJ)
" [} I
10ANCAC 27G ,0202 PERSONNEL v First el and (PR
REQUIREMENTS was complated @iy pors
(f) Continuing education shall be documeanted. oLl
(g) Employes training programs shall be (w\c\ & Qopd Ué the Cor t iét Cﬂ&
provided and, at a minimum, shall consist of the . . !
following: F‘“CCC’ n Fe emp ‘ oyre”
(1) general organizational orlentation; recorn
(2) training on client rights and confidentiality as H
delineated in 10A NCAC 27C, 27D, 27E, 27F and : To predent the problem
10ANCAC 26B; : ' .
(3) training to meet the mh/dd/sa neads of the (w m reocusn V\S | -}ru in M\g
; it ‘ habilitat ‘ .

:'I':r?'t :sdspeclﬂed in the treatment/habilitation w \H be_ <eh e.d\k\ Q.d ™
(4) training in infectious diseases and \ c\f +he
bloodborne pathogens. ndvante, o0 o

{h) Except as permitted under 10a NCAC 27G

2l 1 sehedule, will
.5602(b) of this Subchapter, at least one staff trainero S¢

member shall be available in the facility at all al-bo r'c\ Yame o o M.P l QtL
times when a client is present. That staff & ‘k

member shall be trained in basic first aid b e bovt *H« e |las +

including seizure management, currently trained . . .

to provide cardiopuimenary resuscitation and ¢ eatiht c,att da (_Q'

trained in the Heimlich maneuver or other first aid ) es.

techniques such as those provided by Red Cross, exX () -

the American Heart Association or their
equivalence for relleving airway obstruction.
(i) The governing bedy shall develop and
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clients. . . APLTR W
montor ) but i~ a(lC{ \‘.‘ ba
anr] QUL’ &Clc‘K\“\".lU"‘“"l
talendor reminders
This Rule is not met as evidencsd by; . )
Based on record review and Interview the facility well 1 ac lvance ’&[ the
failed to ensure the Clinical Coordinator/Director “ J + W e
had current training in First Ald and expire t g
Cardiopulmonary Resuscitation (CPR). The . . .
findings are; (PR . Mon itor ng o wi Il Hake
Review on 8/9/18 of tha Clinical P lace. Mon H\B ) l‘}‘ Wll '
Coordinator/Director's personnel flle revealed: ) )
Hired date 2007, be documented 1 the
-Flrst Ald and CPR expired 4/23/17. . Ly S aULsion
-There was no evidence of a current First Aid and mon th g =% V1S
CPR certification. wires awd acfior Yo
X . -L
During interview on 8/8/18 with the Clinical preve wt A oceurr 7 ”J
Coordinator/Director confirmed her first aid and ’ . 7
- 3 el
CPR certification expired. She would schedule will be 1mplem A
raining, 2 '
veinng +woe mm"H\S /ymor /
V 112 276 .0205 (C-D) viz o w ke, Qeatrfic ate »
AssesamentTreatment/Habilitation Plan R . _t
Vi ;c..fn r c*.““LOVb dale
10ANCAC 27G 0208  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 -
recelve services beyond 30 days.
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American Life & Health Foundation™ Contact_ us@CPRandFirstAid.net

BE IT KNOWNTHAT

Alveth Young

/T‘m y/4 ,7/“,1

. - v B
Has Satisfied the Requirements for Training Course in Insfructor student ¢

Adult/Child/infant CPR, Basic First Aid and AED

PLUS ABVHVI AT JIAR FANKIBURANEE ARITES EVATEIATISHY IN AL CAVREVANG'S WITH 0 CRIANDY A IALY i s
Frias aRHTOINTII N oty 1501432308

Datolsumdl,  Augusl 14, 2018 Exprationchae August 14, 2020
Lanmim Huntert ol BLTTRRTIN

| B Online course presented by www.CPRandFirstAid.net
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() Content of the training that the service ralten Yo comed Hus
provider wishes to employ must be approved by R .
the Division of MH/DD/SAS pursuant to deficioncy 15 *ktﬂ‘d the
Paragraph (g) of this Rule. \v.owc dule arnin
(9) Staff shall demonstrate competence in the AlvQu \‘J Sc V\i ' \ ' V . e‘f]
following core areas: toolk plo.ce at 3ioopPm
4] knowledge and understanding of the dewy tire deliciency was
people being served; . J . T
(2 recognizing and interpreting human S on ¥ q l g. lo
behavior; reJent ' oblem
{3) recognizing the effect of internal and P H/\ \& P :r "G | G
external stressors that may affect people with .{W m  re @ueurm J i “j
disabilities; o h
‘ J on to e Ghnw
4) strategies for building positive O'JA kﬁ + -
relationships with persons with disabilities; S (N— “rad V\\v\(j» ome VeI /
(5) recognizing cultural, environmental and h - . h l l Q‘ﬁ
organizational factors that may affect people with rout n '\.8 will be Sechecly
disabliitles; : .
6) recognizing the Importance of and at leagt two moen Hhs
assisting in the person's involvement in making . ) -h e
decisions about their life: in advence "J 1
(7) skills in assessing individual risk for e 'C e
escalating behavior; date the Q,u.“'td-( “
® communication strategles for defusing res -
and de-escalating potentially dangerous behavior; & "‘P o / l l'
(agn)d X l provi The clivica (’oo-mm;lyj;
positive behavioral supports (providing _ . | rec
means for people with disabilities to choose will mont for + 2 e['" ¢
activities which directly oppose or replace sl . T acldTor
behaviors which are unsafe). month v ket dias \ e ’h s
{h) Service providers shall maintain Calpndon ey ‘:‘- d . P1%
documentation of initial and refrasher training for : wented A
at least three years. o een ‘P ‘\@‘ ! J
1) Documantaﬁondshall include: o tow will be cwrria "
A who participated in the training and the ] - Yeop MMOW
outcomes (pass/fall); ot ot W 'D,fd-(u-'- of
8) when and where they attended; and Yo sy €. AR e X pre &
A, cenvr et Qo Co
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(€) instructor's name;

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

(i) Instructor Qualifications and Training
Requlrements:

&) 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 compstence
by scorlng & passing grade on testing in an
instructor training program.

3) The training shall be
competency-based, include measurable legrning
objectives, measurable testing (written and by
observation of behavior) on those objectives and
measurable methods to determine passing or
falllng 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 training programs
shall Include but are not limited to presentation of:
(A) understanding the adult lesrner;

(B) methods for teaching content of the
course;

(9)) methods for evaluating trainee
performance; and

D) documnentation procedures.

®) Trainers shall have coached experience

teaching a training program almed at preventing,
reducing and eliminating the need for restrictive
interventions at least one time, with positive
review by the coach,

(7) Tralners ghall teach a training program
aimed at preventing, reducing and eliminating the
need for restrictive Interventions at least once
annually,
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V 636 | Continued From page 6

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

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

m Documentation shall include!

(A) who participated in the tralning and the
outcomes (pags/fail);

(B) when and where attended; and

(C) Instructor's name,

(2) The Division of MH/DD/SAS mey
request and review this documentation any time.
(k) Qualifications of Coaches:

(1 Coaches shall meet all preparation
requiraments 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.

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

This Rule is not met es evidenced by:

Based on record review and interview the facility
failed to ensure the Clinical Coordinator/Diractor
and staff #1 had current fralning in alternatives to
restrictive interventions. The findings are:

Review on 8/9/18 of the Clinical
Coordinator/Director's personnel record revealed:
= Hire date: 2007,

- Job title: Full-time Clinical
Coordinator/Director

- North Carolina Interventions Part A expired on

V536

Division of Heallh Service Regulalon
STATE FORM

oo FLZom

If continuation eheel 7 of 8



Oct.15.2018 06:21 PM A. Joyce Young, M.D. Mich 919 294 4596

PAGE. 9/ 11

PRINTED: 08/15/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE S8URVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; . COMPLETED
A, BUILDING:
MHL032416 B. WING 08/14/2018

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE

7/M2/18.
«  There was no current NCI Part A training.
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- Hire date: 2007.

- Job title: Full-time Direct Care

- North Carolina Interventions Part A explred on
7/12/18.

- There was no current NCI Part A tralning,

Interview on 8/14/18 with the Clinical

"Coordinator/Director revealed:

~Confirmed NG Part A expired for her and staff
#1.

-Staff were scheduled for training 8/6/18 at 3:00
p.m.
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(1) client outcome(s) that are anticipated to be J toc I . To
achleved by provision of the service and a tould N o be localed
projected date of achievement; . \ ‘arenc
() strategies; cocerecT Hms ae (}-' ) L
(3) staff responsible; - aclte
{4) a schedule for review of the plan at least H’\ﬁ + il was 12 )
annuallx in consultation with the client or legally an C’l relo ca T‘ch ¢ AN : ’
responsible person or both; . . Carried
. . A1 tabon WOP
(6) basls for evaluation or assessment of mvest qare
outcome achievement; and Y to \earn ? 6 rhe reasins
(6) written consent or agreement by the cllent or oW J A
responsible party, or a written statement by the Lhat %L s ocLnrs ed
provider stating why such consent could not be . - ,
obtalned. mecting a nd discussion

Wos tarrikd owt o

?rﬁwz.vd* Yhe reopcCurran

T o.c'lc\{*k‘(w\.'lt" wos clelerd
mined thal Wew S\'“&"

This Rule is not met as evidenced by:

Based on record reviews and interview, the members a V\c‘ or
facility failed to have a current treatment plan for : o
two of three sudited clients (#1 and #2). The volunteers w ‘.\\ b | and

, : _ an
findings are o_\pse\;ﬂ 5\,{_(’*&( yisec
Review on 8/9/18 of Client #1's record revesled: edw Cca,')\l.(s g,bou.‘i" Hhea
-Admission date of 3/19/13, . . \lu
-Diagnoses of Schizophrenia Disorder, Bipolar hoap oyt ence © C}' (10(-“ m enta -
Disorder and Moderate Intellectual Disability. . . .r '\d
-There was no current treatment plan in client's Mo b &Ll (J\(M. ement «
record, , . -

&1 Uz, ek V\3 .

Review on 8/8/18 of Client #2's record revealed: . n ™ m‘ Wi B NEW
-Admission date of 11/6/06. AN & ! tod
-Diagnoses of Schizophrenia Disordsr, Mild ﬁ@‘w @ lan was pr n Q;
intellectual Disability and Selzure Digorder, Lfrom e _g__l_ @ dyvonie dgi l.n/)

~Treatment Plan expired 7/14/18.
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10ANCAC 27E .0107 TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

(a) Facilities shell implement policles and
practices that emphasize the use of alternatives
to restrictive interventions.

(b) Prior to providing services to people with
disabliities, staff including servica 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
orinjury to a person with disabilities or others or
property damage is prevented.

{c) Provider agencies shall establish training
based on state competencles, 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.

(e) Formal refresher training must be completed

adtu, the f’q.r«ormamc,e.
o tesks done by V&
.vi\,talo\\j@@ wr I/D(ufl"f"éf)'!n
with raS()e.d o the
cle(]\"c\e'nc,ﬁ g-u’ra'\m'v\\l) to
M\TQ\/\{' 3 4o correct thw
d&,&\'t\'qnc-j a deest ment
plow was u.(;c\e,\Tz(\ on
gbyl;oggq o (JI‘Q.O-QV\-’)('
the reocewrance e\inccal
Qoo C'.\\.V\O.'\Of UU\\\ sch -0..(,\ wle

feurTewo  meein and

) A st
l'm(J\Qm‘Lv\’\' o plan =
o monts Lo R

cwreny plem ¢x pires: Lo
additon, e.c\c\\‘\\s)a\a.\ o “
Qalewvydar o mind oy Wi

be vmplem ented ot Lot
©_moailw prider
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Interview on 8/14/18 with the Clinical L .

Coordinator/Director revealed: The. alin wel toodina "U\/

-Clients treatment plan had been completed, . ; ,

-She was not able 1o lacate the treatment plans, QP wi ] I mon | '}'0\'" o enSure

-She confirmed the treatment plans in the record )
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August 16, 2018

Dr. A. Joyce Young

Clinical Coordinator/Director
114 Crossword Drive
Durham, NC 27703

Re:  Annual and Complaint Survey Completed August 14, 2018
Michael's Place, Inc., 2815 Cascadilla Street, Durham, NC 27704
MHL #032-415
E-mail Address: michaels.place07@yahoo.com
Intake #NC00141686

Dear Dr. Young:

Thank you for the cooperation and courtesy extended during the annual and complaint survey
completed August 14, 2018. The complaint 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 detalls of the type of deficiencies found, the time frames
for compliance plus what to include in the Plan of Correction.

Type of Deficiencies Found
e The 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 October 13, 2018.

What to Include in the Plan of Correction

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

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

LOCATION: 1800 Umstead Drive, Willlams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mall Sarvice Center, Raleigh, NC 27689:2718
www.nicdhhs.gov/dhsr » TEL: 919-856-3795 « Fax: 918-715-8078

AN EQUAL OPPORTUNITY ! AFFIRMATIVE ACTION EMPLOYER
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August 16, 2018
Dr. A. Joyce Young
Clinical Coordinator/Director

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 emall.

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 Bryson Brown, Team Leader at 919-855-3822.

Sincerely,

%zmuo He o

Frances E. Hicks, MSW
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc:  Rob Robinson, Director, Alliance Behavioral Health LME/MCO
Wes Knepper, Quality Management Director, Alliance Behavioral Health LME/MCO
Leza Wainwright, Director, Trillium Health Resources LME/MCO

Kim Keehn, Quality Management Director, Trillium Health Resources LME/MCO
File




