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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on May 22, 2019.  Deficiencies were cited. 

This facility is licensed for the following service 
category: 10A NCAC 27G .5600C, Supervised 
Living for Adults with Developmental Disabilities.

 

 V 112 27G .0205 (C-D) 
Assessment/Treatment/Habilitation Plan

10A NCAC 27G .0205       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 
receive services beyond 30 days.
(d)  The plan shall include:
(1) client outcome(s) that are anticipated to be 
achieved by provision of the service and a 
projected date of achievement;
(2) strategies;
(3) staff responsible;
(4) a schedule for review of the plan at least 
annually in consultation with the client or legally 
responsible person or both;
(5) basis for evaluation or assessment of 
outcome achievement; and
(6) written consent or agreement by the client or 
responsible party, or a written statement by the 
provider stating why such consent could not be 
obtained.

 V 112
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 V 112Continued From page 1 V 112

This Rule  is not met as evidenced by:
Based on record reviews and interviews, the 
facility failed to develop a treatment plan in 
partnership with the client or legally responsible 
person or both affecting 2 of 4 audited clients (#3 
& #4).  The findings are:

Review on 5/22/19 of client #3's record revealed:
- 59 year old female admitted to the facility in 
2016.
- Diagnoses included Schizophrenia, 
Intellectual/Developmental Disability, mild, 
nicotine dependency, and hypertension.
- Local Department of Human Services identified 
as Guardian on the "Face Sheet" and on 
correspondence.
- "Person Centered Plan" completed 12/10/18, 
not signed by client #3's legally responsible 
person or the client.

During interview on 5/22/19 client #3 stated her 
goals included learning how to "keep a house" 
because she wanted to get her own apartment.

Review on 5/22/19 of client #4's record revealed:
- 56 year old female admitted to the facility 9/7/17.
- Diagnoses included Intellectual/Developmental 
Disability, moderate, Major Depressive Disorder, 
moderate, Human Immunodeficiency 
Virus/Acquired Immunodeficiency Syndrome 
(HIV/AIDS), Major Neurocognitive Disorder due to 
HIV/AIDS, without behavioral disturbance, 
Adams-Stokes Syndrome, Dementia, 
hypertension, and hyponatremia.
- "Letters of Appointment of Guardian of the 
Person" included "Date of Qualification 9/14/12" 
with client #4's daughter identified as guardian of 
the person.
- "Person Centered Plan" completed 10/1/18, not 
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 V 112Continued From page 2 V 112

signed by client #4's legally responsible person or 
the client.

During interview on 5/22/19 client #4 stated her 
daughter was her guardian.  her goals were to get 
out on her own and live near her children, get a 
job at Taco Bell and make her own money.

During interview on 5/22/19 the Qualified 
Professional stated he understood the 
requirement for the treatment plan to be 
developed in partnership with the client or legally 
responsible person or both.  He would ensure the 
legally responsible person signed the treatment 
plans.

 V 114 27G .0207 Emergency Plans and Supplies

10A NCAC 27G .0207 EMERGENCY PLANS 
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:

 V 114

Based on record reviews and interviews the  
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 V 114Continued From page 3 V 114

facility failed to ensure fire and disaster drills were 
conducted under conditions that simulated 
emergencies.  The findings are:

Review on 5/22/19 of the facility's fire and 
disaster drill records for April 2018 - May 2019 
revealed:
- All documented fire drills were conducted 
between the hours of 7:30 am and 8:30 pm.
- All documented disaster drills were conducted 
between the hours of 7:45 am and 9:25 pm.
- No drills conducted during normal sleeping 
hours.

During interview on 5/22/19 client #1 stated they 
did fire and disaster drills at the facility "mostly 
during the daytime."

During interview on 5/22/19 client #3 stated all fire 
and disaster drills were done during the day.

During interview on 5/22/19 the Supervisor In 
Charge stated facility staff were "live in" staff and 
were at the facility for 2 - 3 weeks at a time.  Staff 
had been reminded to conduct drills during 
overnight hours.  She would re-train staff on the 
need to conduct drills overnight.

 V 511 27D .0303 Client Rights - Informed Consent

10A NCAC 27D .0303       INFORMED 
CONSENT
(a)  Each client, or legally responsible person, 
shall be informed, in a manner that the client or 
legally responsible person can understand, about:
(1)           the alleged benefits, potential risks, and 
possible alternative methods of 
treatment/habilitation; and
(2)           the length of time for which the consent 

 V 511
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 V 511Continued From page 4 V 511

is valid and the procedures that are to be followed 
if he chooses to withdraw consent.  The length of 
time for a consent for the planned use of a 
restrictive intervention shall not exceed six 
months.
(b)  A consent required in accordance with G.S. 
122C-57(f) or for planned interventions specified 
by the rules in Subchapter 27E, Section .0100, 
shall be obtained in writing.  Other procedures 
requiring written consent shall include, but are not 
limited to, the prescription or administration of the 
following drugs:
(1)           Antabuse; and
(2)           Depo-Provera when used for non-FDA 
approved uses.
(c)  Each voluntary client or legally responsible 
person has the right to consent or refuse 
treatment/habilitation in accordance with G.S. 
122C-57(d).  A voluntary client's refusal of 
consent shall not be used as the sole grounds for 
termination or threat of termination of service 
unless the procedure is the only viable 
treatment/habilitation option available at the 
facility.
(d)  Documentation of informed consent shall be 
placed in the client's record.

This Rule  is not met as evidenced by:
Based on record reviews and interviews, the 
facility failed to ensure documentation of informed 
consent for 3 of 4 audited clients (#1, #3 and #4).  
The findings are:

Review on 5/22/19 of facility records revealed:
- "Resident Contract" included "Admission 
Policies . . . Grievance Procedures . . . 
Declaration of Resident's Rights . . . House Rules 
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 V 511Continued From page 5 V 511

. . . Residents Personal Funds Policies . . . 
Resident's Personal Funds Agreement . . . Rates, 
Refund, Discharge/Transfer Policies . . . Rate 
Agreement . . . Normal Risks of Life . . . 
Confidentiality . . . Consent for Habilitative 
Treatment, Services and Supports . . . 
Acknowledgement of Choice for Pharmacy 
Services . . . Release of Liability: Transportation . 
. .Suspension and Expulsion . . . Consent to 
Manage Personal Funds . . . Consent to Seek 
Emergency Care . . . Restrictive Intervention 
Policy . . . Medical Care Decisions and Advance 
Directives What You Should Know . . . "

Review on 5/22/19 of client #1's record revealed:
- 47 year old female admitted to the facility 
10/19/16.
- Diagnoses included Schizophrenia, paranoid, 
Intellectual/Developmental Disability, Asthma, 
and Gastroesophageal Reflux Disease.
- "Letters of Appointment of Guardian of the 
Person" included "Date of Qualification 8/2/11, 
with client #1's sister identified as guardian of the 
person.
- No guardian signature on any element of the 
"Resident Contract."

Review on 5/22/19 of client #3's record revealed:
- 59 year old female admitted to the facility in 
2016.
- Diagnoses included Schizophrenia, 
Intellectual/Developmental Disability, mild, 
nicotine dependency, and hypertension.
- Local Department of Human Services identified 
as Guardian on the "Face Sheet" and on 
correspondence.
- No guardian signature on any element of the 
"Resident Contract."

Review on 5/22/19 of client #4's record revealed:
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 V 511Continued From page 6 V 511

- 56 year old female admitted to the facility 9/7/17.
- Diagnoses included Intellectual/Developmental 
Disability, moderate, Major Depressive Disorder, 
moderate, Human Immunodeficiency 
Virus/Acquired Immunodeficiency Syndrome 
(HIV/AIDS), Major Neurocognitive Disorder due to 
HIV/AIDS, without behavioral disturbance, 
Adams-Stokes Syndrome, Dementia, 
hypertension, and hyponatremia.
- "Letters of Appointment of Guardian of the 
Person" included "Date of Qualification 9/14/12" 
with client #4's daughter identified as guardian of 
the person.
- No guardian signature on any element of the 
"Resident Contract."

During interview on 5/22/19 client #4 stated her 
daughter was her guardian.

During interview on 5/22/19 the Supervisor in 
Charge stated client #1, client #3, and client #4 
had guardians.  Clients #1 and #3 moved to the 
facility from a sister facility in 2016.  The 
guardians signed the consents and the "Resident 
Contract" when the clients were admitted into the 
Licensee's services, but when the clients moved 
into the facility from another of the Licensee's 
facilities, the clients signed the contract.  The 
staff person who had the clients sign the contract 
was no longer employed by the Licensee.

During interview 5/22/19 the Qualified 
Professional stated he understood the 
requirement for informed consent and for the 
legally appointed guardians to sign consents.

 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 27G .0303 LOCATION AND 

 V 736
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 V 736Continued From page 7 V 736

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 observations and interviews the facility 
was not maintained in a safe, clean, attractive 
manner.  The findings are:

Observation of the facility on 5/22/19 at 
approximately 3:00 pm revealed:
- The surface of the vinyl floor covering in the 
living room area was scuffed around the dining 
table behind the sofa.
- The floor air vent near the table was bent and 
rusty.
- Pieces of metal threshold stripping nailed to the 
floors throughout the facility, as if used to repair 
or patch the floor covering.
- The ceiling paint was peeling near the bathtub in 
both client bathrooms, in the main hallway, and in 
the side hallway leading to the medication room.
- A brown stain, approximately 12 inches around, 
on the ceiling at the side hallway.
- The light bulb in client #1 & #4's ceiling fan was 
exposed.
- The vinyl floor covering in client #2's bedroom 
was scuffed and the light bulb in the ceiling fan 
was exposed.
- The light bulb in the ceiling fan in client #5's 
bedroom was exposed and there was a dead 
insect stuck to the wall.
- The counter top beside the stove was burned.
-  Exposed light bulbs in the overhead fixture and 
the over the sink fixture in the kitchen.
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 V 736Continued From page 8 V 736

- Two air return grates in the hallway were very 
rusty.
- Only 1 light bulb in a 2 bulb fixture over the sinks 
in both bathrooms worked; there were no working 
overhead lights in either bathroom.
- 2 holes (approximately 2 inches around and 1 
inch around) in the bath tub wall at the built in 
soap shelf in bathroom #2.

During interview on 5/22/19 the Supervisor in 
Charge stated the Licensee rented the facility.  
Facility maintenance issues were reported to the 
property owner.  A maintenance man would make 
superficial repairs.  The stain on the hall ceiling 
was from a leak in the roof.  Water never leaked 
through the damaged ceiling.  The light fixture 
globes were stored in the pantry.  She would 
make the Licensee aware of the issues cited.
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