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i (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;
| (9) interpersonal skills;
() communication skills; and
| (7) clinical skills.
(e) Qualified professionals as specified in 10A
| NCAC 27G .0104 (18)(a) are deemed to have
{ met the requirements of the competency-based
I employment system in the State Plan for
| MH/DD/SAS.
| (f) The governing body for each facility shall
[ develop and implement policies and procedures
for the initiation of an individualized supervision
| plan upon hiring each associate professional.
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] (g) The associate professional shall be

| supervised by a qualified professional with the
' population served for the period of time as

i specified in Rule .0104 of this Subchapter.

i

|

! This Rule is not met as evidenced by:

| Based on record review and interviews the

‘ Qualified Professional (QP) failed to demonstrate
knowledge, skills and abilities required by the

| population served. The findings are:

- Review on 10/9/18 of the QP's personnel record
revealed:

| - Hire date of 2/19/186. <

. - Education records included Bachelor of Science

| in Rehabilitation Services, 2008; Master's Degree

| in Rehabilitation Counseling, 2012: Master's
Degree in Substance Abuse Clinical Counseling,
| 2012; and Master's Degree in Criminal Justice,
2014.

| Professional credentials included Licensed

CI|n|cai Addictions Specialist, expired 7/01/15;

Licensed Professional Counselor Associate,

| expired 6/30/17; and Master Addiction Counselor,

effective 1/31/16.

' - No documented training with regard to working

- with adults diagnosed with developmental
disabilities or mental iliness, or Person Centered

| Planning.

- "Qualified Professional Job Description" signed

and dated by the QP 2/19/16 included *. . . 2. Is

responsible for the overall personal care plans

throughout the facility. . . 11. Assures the

- continuous maintenance of all standards and

| regulations and the implementation of the policies

| and procedures . . . 14, Monitors medication in
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j homes, checks medication, doctor's orders and UU\Q Hovicen )
 fl-2. Check medication weekly . . . 16. Completes j
‘ client's books upon admission. Makmg sure all md lg\o:tut ;
documentation that is required is in book. 17. |
Monitor doctor's appointments. Follow up with (; \ atiuive |
staff after clients attend appomtments for hUl &L M ~ L,\Q
| ' medication change or referrals . e Co e |
Y ' o :
' During interview on 10/1/18 the QP stated: LUL’\‘Q ‘m‘u C’QPLQ -
- She worked full time as an “independent Lo Qs '\CLL
pract|t|oner" and was a Licensed Clinical L\iﬂ)’m’c@ J d m
| Addictions Specialist and a Licensed Professional & JMouot !’YW{(}Q §
Counselor |
- She had training in CPR, NCI, Person Centered \bU) |
Piannlng and various mental health diagnoses. !
‘ - Some of her responsibilities included treatment k LC‘ U Ooolot ) |
| team meetings, "staffing," and clinical paperwork, |
| including completion of the Person Centered ‘dhu Qi rct j
\ Plans. "\'C A ] P 0o .
- Person Centered Plans were written with goals Cl(,h A P .
and strategies developed based on "what the @D L,L"LLQ ﬂ’\Qﬂ O \}f JQi:)
 individual client said they wanted to do, goals they |
. wanted to achieve," and some of what was in the Ot& C bQLU‘ﬂLL rﬂCs:h(, )
cllent assessments. ;
- She and the administrator "talked to" direct care
| staff regarding the content of the Person Tl QO Lo(_u \_OJFYM,LL{
' Centered Plans and how to train goals and thad L,OOUQD’
 implement strategies. wuach & |
- She had no responsibility for client medications O G Clon it wr \Cuﬂﬁ\m
| or Medication Administration Records. ‘W\\.ﬂ C 0 Q OﬂCi ets t@
| e
‘ During interview on 10/15/18 the Administrator aCh u ) e O o LD. ‘
I
I stated she was responsible for supervision of
direct care staff and she did not have a
J supervisor, T uD LWLl pC‘tCL‘U
| OH LD v
V114 27G .0207 Emergency Plans and Supplies Vil ISy \,u(u ct oo Ahue CLUJ-”*S
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' fl-2. Check medication weekly . . . 16. Completes QQU Lmd\\(\ a( . 0 040
| client's books upon admission. Makmg sure all C\Lﬁ HU\ \D(.Léﬁd @ s
‘ - documentation that is required is in book. 17. LA diene LD,
Monitor doctor's appointments. Follow up with LA (N GO "
staff after clients attend appointments for {udﬂ hua L
medication change or referrals . . D\CIWJ Qe h‘ e \J
; ON ERLOe N p“\@bu T
During interview on 10/1/18 the QP stated: WooLe CL N Rﬂcmcm@
- She worked full time as an "independent
practitioner” and was a Licensed Clinical C\ €00l Lo oMo .
Addictions Specialist and a Licensed Professional ,
' Counselor. D\O A= 101 NS (\,L/LQ s e
| - She had training in CPR, NCI, Person Centered k% . \ v
- Planning, and various mental health diagnoses. Jﬂ u UC”\P\LUQ LoD
| - Some of her responsibilities included treatment ) W6l helag
| team meetings, "staffing," and clinical paperwork, ;D O\O"s“) Cb
| including completion of the Person Centered
| Plans. L oyt © \C('Y‘C) S f
- Person Centered Plans were written with goals OJL 3 0 C\C )
and strategies developed based on "what the oL Q,O(‘ﬂp\lﬂd wWin e igv
individual client said they wanted to do, goals they . 2 codrnie et YR RN,
wanted to achieve,” and some of what was in the kk \W —k LG J«Y\ \)
| client assessments. !
- She and the administrator "talked to" direct care @P oL oo OG0 W Qe {
| staff regarding the content of the Person N L N whwen ol
| Centered Plans and how to train goals and Cneouk 6] wh -
| implement strategies. N vl ot Nl S w ©
| - She had no responsibility for client medications ' . 0 O/ bt §
or Medication Administration Records. Y ?\,U\ﬂ‘\tgs ? P | Vo date
f During interview on 10/15/18 the Administrator du’UL
- stated she was responsible for supervision of — () ~ o 0\ O <
direct care staff and she did not have a WL L \(J U“UL LUJL
supervisor. dh\}l Q&CL e d
V114 27G .0207 E Pl d Suppli V114 W ocdes J
. mergency Plans and Supplies ~ ¢ s |
M\M L,Qo;humo cud ()
10A NCAC 27G .0207 EMERGENCY PLANS :
| pleCe oty whu \4 ey ol (p)
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% 1093 Continued From page 2 | v 100 1(@\_}' : p\"l violahoro |
' homes, checks medication, doctor's orders and Yo Db—é}d@bu@&d\ !
| fl-2. Check medication weekly . . . 16. Completes CL
. client's books upon admission. Making sure all WDQLLHXU“SC’LQO\ ONCL R
. documentation that is required is in book. 17. = k\L ;i \L‘d‘\
Monitor doctor's appointments. Follow up with O{'/ u \(’\ACQ uc bL Sl Cq
staff after clients attend appointments for
medication change or referrals . . . " kCC/ Ulk"t (Y\OJU"T\CLLQ QQ
: K
During interview on 10/1/18 the QP stated: Mm Cﬂ O C\[’Cb" g o T\“‘Q,!‘hb K
- She worked full time as an "independent CNL SUCkh vi L‘\ (JC*’\L-
practitioner” and was a Licensed Clinical '3
Addictions Specialist and a Licensed Professional | f
. Counselor. u Y e SW ‘o
| 'I ' &
- She had training in CPR, NCI, Person Centered W QP+ odmionsira -
Planning, and various mental health diagnoses. L,OLLC ﬂ\C\'\U\’D‘(” G| C-\th‘s 10 frh‘l[“f
| - Some of her responsibilities included treatment ; Con .
 team meetings, "staffing,” and clinical paperwork, S\/\\LO\ACOJ\U'\] Cleetors odeno
| including completion of the Person Centered : e ; .
e, Y e JOﬂ G 101 Lok Serwote U
- Person Centered Plans were wriﬁe"n with goals AW (,L/Uj.& Cvee C { ]
and strategies developed based on "what the i
individual client said they wanted to do, goals they H N @ 3 ‘C\D ﬁ—/C_KA (jﬂcﬂ
wanted to achieve," and some of what was in the |
client assessments. 0w bk( ¢t O e tle \
- She and the administrator "talked to" direct care
| staff regarding the content of the Person O\LQ Y \C.ﬂt"ﬂ rLI LQ ( QQ
Centered Plans and how to train goals and
| implement strategies. Acemie v MUd \O V’M(j(
| - She had no responsibility for client medications G Aokt
| or Medication Administration Records. tn U %QC L - Jﬁ() 5
l During interview on 10/15/18 the Administrator BN Qv o L.Q./Q e oo
| stated she was responsible for supervision of M LUOLD DL Lt Lot
| direct care staff and she did not have a i . VIR T RA
} supervisor. L Shofy
| Clocunee me3 ot (e ob
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| LoV chorno TO i e |
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homes checks medication, doctor's orders and me@(}\k&kt'\), *i COUCTE
fl-2. Check medication weekly . . . 16. Completes ‘
| client's books upon admission. Makmg sure all QKQQC\.QJO\ L
documentation that is required is in book. 17. 2 LD
‘ Monitor doctor's appointments. Follow up with Q ) \”‘E\\,O,CLLC& G

staff after clients attend appoantments for LULU \QL C\Dwm N r‘a;t:i(_\\ |
l ' medication change or referrals . = ‘
I LWL okt e end pLLaen
| During interview on 10/1/18 the QP stated: oul CLU

- She worked full time as an "independent Dg‘}\(lﬂ 1o ‘1—"% ¢ B

. practitioner” and was a Licensed Clinical W
1‘ Addictions Specialist and a Licensed Professional k) oMy

i Counselor.

| - She had training in CPR, NCI, Person Centered oo . :
J Planning, and various mental health diagnoses. J,‘\C\ﬂ \W\\b‘h’&%‘( 5 .QO

| - Some of her responsibilities included treatment LF £ R R

| team meetings, "staffi ing," and clinical paperwork, P‘JDL;JTOW"* \’K’Lt(‘ P
including completion of the Person Centered Ltk \ooo\ LE*\@(D(W
Plans. - (L LU ¢
- Person Centered Plans were written with goals OCL“\\ TOOO I gl LE

and strategies developed based on "what the e oh jeloul SR ey
individual client said they wanted to do, goals they

wanted to achieve," and some of what was in the Q@V A tiom ON OJOLO% L{h
client assessments. - 4+ o mwectee

Y LD :

- She and the administrator "talked to" direct care \LERNCy LOnce ,

’ staff regarding the content of the Person CCMPW i1 Yaave '@
Centered Plans and how to train goals and

, - implement strategies. QX\UL Mip N \_1\3()(- LQ («g" ceCh
| - She had no responsibility for client medications ~

| or Medication Administration Records. e i@V UQ Wl S

. . et O Lo ComP

During interview on 10/15/18 the Administrator

- stated she was responsible for supervision of

direct care staff and she did not have a TWLe @ . OLU U@"
supervisor. i

LOEN it Sk
V 114 27G .0207 Emergency Plans and Supplies V114
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V109 | Continued From page 2 vios R Clu et e ooy J’
| homes, checks medication, doctor's orders and Ly JCC‘ s o TGS
fl-2. Check medication weekly . . . 16. Completes 0 R:P& # :
' client's books upon admission. Making sure all T dip a% B ' il
| documentation that is required is in book. 17. 1V GC U\’%LQ C’:)D@_t m{ i
| Monitor doctor's appointments. Follow up with LA XL "LO,Q,D ::f_hﬂd,upégd
staff after clients attend appointments for ' =
| medication change or referrals . . . o ot 0O cgUd
| During interview on 10/1/18 the QP stated: e cue . 0 pr“m{p:h;:ﬂ
! ' ) &\ -‘\7 k ;
- She worked full time as an "independent S }KLUI&QO (.)-L"LQ’ oL \[i tD
| practitioner" and was a Licensed Clinical i~ 1 e i gg@%m Clent
| Addictions Specialist and a Licensed Professional t’“ e Q,Or\m |
| Counselor. We e 5
' - She had training in CPR, NCI, Person Centered ALCON f
- Planning, and various mental health diagnoses. ' 00 \ oo w e 0N
| - Some of her responsibilities included treatment @ ol _ P J
' team meetings, "staffing," and clinical paperwork, . \\LVLI\QQQ OO [gIVEN /
| including completion of the Person Centered e e - g p\ | "
| . . N n L 1, !
| Pians, . Rammstrodor LoC SO
- Person Centered Plans were written with goals : . ‘U\,CLQQ C&Qm} .
- and strategies developed based on "what the LN U e OD
| individual client said they wanted to do, goals they . . 4 o P B E
 wanted to achieve," and some of what was in the \D\“L—\ WS &\il' p \ ‘
[‘ c!‘i‘;ai?t asséetism?jnts. t - WU CeCurmendu tn JI'{“CJ\GU
- She and the administrator "talked to" direct care . i i /
 staff regarding the content of the Person ARCeACWL [ \ Q\WD N i:srn\ﬂLh{S
| Centered Plans and how to train goals and ]“ dﬁ |
~implement strategies. ¢ : [
| - She had no responsibility for client medications f
' or Medication Administration Records. f
' During interview on 10/15/18 the Administrator |
| stated she was responsible for supervision of f
| direct care staff and she did not have a [
‘ supervisor. I
|
V1 14] 27G .0207 Emergency Plans and Supplies V114 I
[ 10ANCAC 27G .0207 EMERGENCY PLANS I‘ (6\
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V 114 Continued From page 3 V114
| 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 interviews, the
facility failed to ensure fire and disaster drills were
| held quarterly and repeated on each shift. The
 findings are:
| |
| During interview on 10/9/18 the facility I
| Administrator stated staff worked "24 hour shifts," !
and the shifts ran Monday 9:00 am - Friday 11:30
am, and Friday 11:30 am - Monday 9:00 am.

disaster drill documentation revealed:

- No fire drill documented for the Friday - Monday
shift in the 4th quarter (October - December) of

| 2017, .
- No fire drill documented for the Friday - Monday ‘.
shift in the 2nd quarter (April - June) of 2018. ;
- No fire drill documented for the Friday - Monday
shift in the 3rd quarter (July - September) of
2018.

- No disaster drill documented on either shift for

' the 2nd quarter (April - June) of 2018.
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| AND SUPPLIES

| (&) 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 f

| 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. |

|
|
!
i
|
|

‘! This Rule is not met as evidenced by:

| Based on record review and interviews, the

| facility failed to ensure fire and disaster drills were
| held quarterly and repeated on each shift. The

J findings are:;

I During interview on 10/9/18 the facility

| Administrator stated staff worked "24 hour shifts,"
| and the shifts ran Monday 9:00 am - Friday 11:30
‘ﬁ am, and Friday 11:30 am - Monday 9:00 am.

| Review on 10/9/18 of the facility's fire and

| disaster drill documentation revealed:

' = No fire drill documented for the Friday - Monday
| shift in the 4th quarter (October - December) of
(2017,

1 - No fire drill documented for the Friday - Monday
| shift in the 2nd quarter (April - June) of 2018,

| = No fire drill documented for the Friday - Monday
' shift in the 3rd quarter (July - September) of

| 2018.

| - No disaster drill documented on either shift for
[ the 2nd quarter (April - June) of 2018.
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V114) Continued From page 4 RZZE TN SEQ%OW et +hat
' - No disaster drill documented for the Friday - Aeednt ¢ Quotod o
| Monday shift in the 3rd quarter (July - September) : . % _\ & b
' of 2018. UJ-LU JoeoWl WY oL i qulg
| 0 , !
' During interview on 10/9/18 client #4 stated fire 4 OLUD o e Sensthe dJ
| and tornado drills were conducted at the facility y 3 :
' but she wasn't sure how often. They had one MU\Q L&h‘\C‘d“On L Lf\f*\v'r? f
' recently. She was familiar with and described fire ’ b [ ol
| and tornado drill procedures. They were prepared O\’U‘J‘D U’K’Q’ m u Clb
 for a recent hurricane, but didn't evacuate the
| facility. ’l
\ 5.
 During interview on 10/9/18 client #5 stated she \! l lg 1 (7 Daoq . ‘
| wasn't sure about fire and tornado drills. N Cockion D\EC&LU.&M’?E
| !
:‘ During interview on 10/9/18 client #6 stated they J
| sometimes did fire and tornado drills and had one — O\ h A
( recently. He described procedures for fire and J-X“'Wﬂ\\.ﬁrltid \DC,*‘ C\ u@ DY,
| tornado drills. !
:‘ During interview on 10/15/18 the Administrator F\ \\ - Sha 4 Dme | f
stated she understood the requirement to hold MWL Oy 0O Oyl @\ J
 fire and disaster drills quarterly and repeated on i ; sl
' each shift. \:B ¥ Gocter (2 ol \:hmk/@o :
V 118 27G .0209 (C) Medication Requirements viie TR\ Ovdes Sholl o |
1 i 5 3y {
% 10A NCAC 27G .0209 MEDICATION Arrooou e o MaRs |
| F)E%ULREI:’IEN'LS . Snt Y0 M QIMGOS
| (¢) Medication administration: : \i. e ;
j (1) Prescription or non-prescription drugs shall Ol W& -\?\C(TOCQ*P“DQ §
| only be administered to a client on the written A NAKS . J‘
- order of a person authorized by law to prescribe ' - e
f drugs. g P W QD 4+ Rdminwstiodr
| (2) Medications shall be self-administered by G ke X ) ,
 clients only when authorized in writing by the Lol Wt Odeis
| client's physician. ) , ; O(r{ '
' (3) Medications, including injections, shall be \hL""P* CUJCLQ O O f
] ] - B . -
 administered only by licensed persons, or by ‘t\tu ) QMC‘,%U'Q_{D W\CLU!
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‘ unlicensed persons trained by a registered nurse, AR \f\rmruﬁ (,.d 3 lelso
' pharmacist or other legally qualified person and
! privileged to prepare and administer medications. Q@ﬂf\jd&t :
| (4) A Medication Administration Record (MAR) of |

~ all drugs administered to each client must be kept

| current. Medications administered shall be CLQ./( PD\@ > Muok L |

‘ recorded immediately after administration. The

|
| MAR is to include the following: C,Qmp&’dlﬂ sp'e C\Otumlﬁﬂlt e(@

| (A) client's name; g
‘ (B) name, strength, and quantity of the drug: O:) C A\C&L&QO %LJ e
(C) instructions for administering the drug; \ |
. | (D) date and time the drug is administered; and O\:OC’J‘OW '
| (E) name or initials of person admmlstermg the ()Q 3 ﬁdﬂqu 3 u_‘\(_.Q,Q
‘drug ) . . O D o ey,
' (5) Client requests for medication changes or VO oY L,\ Chec Ll
' checks shall be recorded and kept with the MAR AP ‘ 0,
| file followed up by appointment or consultation Dl -Lokee K'Q:j'
| with a physician.

SuCCL UM J 0a) dﬁu

ey ¢ O/\dmﬂd 51

This Rule is not met as evidenced by: J\'WM GO ¢ J
Based on record reviews, observations, and : ' i \ o o
interviews the facility failed to administer %\F‘\l C QQ{(’
medications as ordered for 2 of 3 audited clients 0L 1Y O ey Y S

' (#4 and #5) and to follow physician's orders for 1 A\ C‘m'“ WX_C.t’WlVoCSﬂL

 of 3 audited clients (#5). The findings are: {eY] ULP\ Cuouoont at) |
Review on 10/9/18 client #4's record revealed: dw&mﬁ\ﬁ‘n@h Jr\mm "fh(_(’
:I 13{.’; ;ﬂ%r old female admitted to the facility MH i?_ . %\3 CJ \LQQ(_\ISE

' - Diagnoses included Bipolar Il Disorder, ol roedehn . |

5 depressed; Intellectual/Developmental Disability,

| severity unspecified; Seizure Disorder: S

r Gastroesophageal Reflux Disease; __\_!\"Dbt\\ﬂ L,UDCJ?I SM\\
Hyperlipidemia. N

§ - Physician's order signed 9/12/18 for Lexapro C\%LWLQ\’\:\_Q@ thee

_ (used to treat depression and anxiety) 10 : NRAR ﬂ\f‘t\(\ \'D\ < it li\ 1!1\6’(‘%
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‘! milligrams (mg) one tablet daily: check blood i
| pressure daily.

' Review on 10/9/18 of client #4's MARs for July -
| October 2018 revealed transcription for Lexapro
' 20 mg one tablet daily, with staff initials to

 indicate daily administration.
|

' Observation on 10/9/18 at 9:55 am of client #4's
' medications on hand revealed a supply of

- Lexapro 20 mg one tablet daily dispensed by the
| pharmacy 10/7/18.

| During interview on 10/9/18 client #4 stated she

| took her medications daily with staff assistance.

|

3 Review on 10/9/18 of client #5's record revealed:
| - 64 year old female admitted to the facility

[ 11/14/15.

| - Diagnoses included Mild

| Intellectual/Developmental Disability, Paranoid

- Schizophrenia, diabetes, Hypercholesterolemia,

| and Hypertension.

‘ - Physician's orders signed 1/31/18 for

- hydrochlorothiazide (HCTZ) (used to treat high

| blood pressure and fluid retention) 12.5

- milligrams (mg) one tablet every other day;

- Humalog (used to treat diabetes) 100 units/

i‘ milliliter (ml), inject 15 units subcutaneously

' (sub-q) with meals; check blood pressure daily;

| check fingerstick blood sugar (FSBS) four times
| daily.

| - Physician's order dated 2/21/18 for Humalog

' 100 units/ml, inject 8 units sub-q daily at 3:00 pm
| with snack.

- Physician's order dated 6/14/18 for Lantus

; Solostar (used to treat diabetes) 100 units/ml,

' inject 20 units sub-q twice daily, morning and
! night.
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J

| 8/26/18.

8/16/18, 8/27/18.

- 9/4/18.

9/10/18.

| 10/7/18.

Log" revealed:

8/10/18 - 8/12/18.

8/16/18.

| 8/27/18 - 8/30/18.

| Review on 10/9/18 of client #5's MARs for July -
| October 2018 revealed: M\\QLSUOC,UU’\

- Humalog 15 units sub-q with meals not
documented on the MAR as given at 12:00 pm
' 8/4/18 and 8/13/18.
| - Lantus inject 20 units sub-q twice daily, not
' documented on the MAR as given at 5:00 pm

- Humalog 8 units sub q with snack not
documented on the MAR as given 8/26/18.

- - Humalog 100 units/ml, inject 15 units sub-q with
| meals not documented on the MAR as given at i
noon on 8/4/18 or 8/13/18. ‘
- FSBS not documented as completed on the .
MAR 8:00 am 8/27/18. ’
- Blood pressure check not documented as
completed on the MAR 8/10/18, 8/12/18 -

- HCTZ documented as administered daily 9/1/18

- Humalog 15 units sub-g with meals not
' documented on the MAR as given 8:00 am

- Humalog 15 units sub-q with meals not
documented on the MAR as given 5:00 pm
Review on 10/9/18 of client #5's "Blood Sugar

Log," "Insulin Injection Log,", and "Blood Pressure

"Blood Sugar Log:"
- 5:00 pm blood sugar value not documented

- 12:00 pm blood sugar value not documented
- 12:00 pm blood sugar value not documented

| - No blood sugar values documented 12:00 pm
10/6/18 8:00 am 10/8/18.

V118 | Continued From page 7 V118 Aodhoo Cn \\)\UC\ACQJVD’\
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' "Insulin Injection Log:"

' - 5.00 pm insulin injections not documented on
- the "Insulin Injection Log" 10/5/18 - 10/8/18

| (though staff initials were entered on the MAR
' 10/5/18, 10/6/18, and 10/8/18, to indicate

% administration of all injections).

| "Blood Pressure Log:"
| - No blood pressure documented 8/3/18 - 8/6/18 |
 due to "BP (blood pressure) machine not working
| properly" (though staff initials were entered on the
i MAR to indicate completion of the blood pressure
i’ check).

| Observation at 10:45 am on 10/9/18 of client #5's

- medications on hand revealed a supply of HCTZ

‘ 12.5 mg one tablet every other day, dispensed

' 10/7/18.

|

- During interview on 10/9/18 client #5 stated:

- She took her medications every day with staff
assistance.

| - Staff did her FSBS and checked her blood

| pressure daily.

' - She had never missed any medications that she

i‘ could remember.

! During interview on 10/9/18 staff #1 stated:

- She had been trained in diabetes care and

| insulin administration.

| - She administered medications as ordered and
il documented on the MAR and flow sheets.

| During interviews on 10/9/18 and 10/15/18 the

| Administrator stated:

| - She was responsible for reviewing the MARs

' and ensuring their accuracy.

| - 8he made sure medication changes were

| transcribed on the MARs and the staff notified of

| changes.
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i - She did not have an updated order for client

| #4's Lexapro, but felt sure Lexapro 20 mg was
correct: she would contact the pharmacy and

. physician for clarification.

| - She did not have a more recent physician’s

| order for client #5's HCTZ.

‘ - Client #5's physician did not seem to understand
" the how complicated and confusing the orders for
| client #5's insulin were.

‘ - Staff were trained to document medication

w‘ administration, including insulin administration,

‘ blood sugar checks, and blood pressure checks.

| _ She understood the requirement for physician's
| orders to be carried out as written.
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Blood Sugar Log

NAME

DATE

MORNING
BS/INSULIN COVERAGE

AFTERNOON
BS/INSULIN COVERAGE
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DATE
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EVENING
BS/INSULIN COVERAGE

COMMENTS

MON

/
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TUES
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/

WED

THURS

FRI

SAT

SUN

INSULIN MEDICATIONS

DOSE

TIME

@meﬁcan MedicallD'  custom engraved medical ID bracelets and necklaces

www.ldentify Yourself.com



Injection Log

NAME

DATE TIME

Name of medication

Injection site
(list code from MAR)

Dosage

Staff
Initials

@merican Medical ID



-FIRE AND DISASTER REHEARSAL SCHEDULE

Name of Home:

Address:

1. Date of Rehearsal: Time of Rehearsal: Day:

Type of Drill Conducted:

Person in Charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:

2. Date of Rehearsal: Time of Rehearsal: Day:

Type of Drill Conducted:

Person in Charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:

3. Date of Rehearsal: Time of Rehearsal: Day:

Type of Drill Conducted:

Person in Charge:




Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:

4. Date of Rehearsal: Time of Rehearsal:

Type of Drill Conducted:

Day:

Person in Charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:




I

8.

9,

Qualified Professional Job Description

Must possess a license, provisional license, certificate, registration, or permit
issued by the governing board regulating a human service profession, except a
registered nurse who is licensed to practice in the State of North Carolina by the
North Carolina Board of Nursing who also has four years of full-time
accumulated experience in mh/dd/sa with the population served; or a graduate of a
college or a university with at Masters degree in a human service field and has
one year of full-time, post-graduate degree accumulated mh/dd/sa experience with
the population served, or a substance abuse professional who has one year of full-
time, post graduate degree accumulated supervised experience in alcoholism and
drug abuse counseling; or a graduate of a college or a university with a bachelor’s
degree in a human service field and has two years of full-time, post-bachelor’s
degree accumulated mh/dd/sa experience with the population served, or a
substance abuse professional who has two years of full-time, post bachelor’s
degree accumulated supervised experience in alcoholism and drug abuse
counseling; or a graduate of a college or a university with a bachelor’s degree in a
field other than human services and has four years of full-time, post-bachelor’s
degree accumulated mh/dd/sa experience with the population served, or a
substance abuse professional who has four years of full-time, post-bachelor’s
degree accumulated supervised experience in alcoholism and drug abuse
counseling.

Is responsible for the overall personal care plans for each client at time due
throughout the facility. Reporting incidents to the IRIS system as they occur.

Is responsible for arranging the training and supervision of all staff. Monitor staff
and make any necessary changes or further training as needed.

Is responsible for checking the assigned paperwork in the homes on timely basis

Reviews all information on prospect of new clients, gathers further information,
and reports to administrator/director for final approval of admission.

Assures that all consumers are treated with respect and that their needs are met in
a cheerful, competent manner

Cooperates with licensing, monitoring, and inspection agencies
Assures that the clients have the opportunity to participate in meaningful activities

Assures client’s confidentiality

10. Ensures that services are provided in a non-discriminatory way



11.

12.

13.

14.

I3

16.

17

18.

19.

20.

Assures the continuous maintenance of all standards and regulations and the
implementation of the policies and procedures

Responsible for meeting visitors, responsible parties, and dealing with family
members

Discharges clients from facility and gathers all of client’s record for filing,
completes all required discharged information.

Monitors medication in homes, checks medication, doctor’s orders and f1-2.
Check medication bi-weekly.

Provides assistant to staff that needs assistant with clients in crisis.

Completes client’s books upon admission. Making sure all documentation that is
required is in book.

Monitor doctor’s appointments. Follow up with staft after clients attend
appointments for medication change or referrals.

Reports directly to the administrator/director, any indications of abuse, neglect
and/or exploitation.

Reports directly to the administrator/director if any staff is in not incompliance of
rules and regulations.

Contact families for team treatment meetings and semi-annually to see if there
have any concerns or recommendations about the facility.

QP sign and date



. NC DEPARTMENT OF ROY COOPER - Governor
HEALTH AND MANDY COHEN, MD, MPH - Secretary

MARK PAYNE - Director, Division of Health Service Regulation

October 18, 2018 DHSR - Mental Health
Priscilla Hardison, Director NOV 132018
Wendy Jones, Administrator

Wooded Acres Guest Home, Inc. Lic. & Cert. Section
3706 Cherry Road

Washington, NC 27889

Re:  Annual Survey completed 10/15/18
Wooded Acres #2, 3644 Cherry Road, Washington, NC 27889
MHL # 007-054
E-mail Address: wjones@woodedacres.org

Dear Ms. Hardison and Ms. Jones:

Thank you for the cooperation and courtesy extended during the annual survey completed
October 15, 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
o All tags cited are standard level deficiencies.

Time Frames for Compliance
o Standard level deficiencies must be corrected within 60 days from the exit of the
survey, which is December 14, 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.).
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, 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

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



QOctober 18, 2018

Wooded Acres Guest Home, Inc.
Priscilla Hardison, Director
Wendy Jones, Administrator

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, South Coastal Team Leader, at 252-568-2744.

Sincerely,

Connie Anderson
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc:  Leza Wainwright, Director, Trillium Health Resources LME/MCO
Kim Keehn, Quality Management Director, Trillium Health Resources LME/MCO



