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v 000! INITIAL COMMENTS v Q0D
An annual, complaint and follow up survey was
completed on 5/6/19. The complaint was RECEIVED
Unﬁui}ﬁtaﬂﬁated (iﬂtakﬁ #NCOQ1 50&37)" By DHSR - Mental Health Lic. & Cert. Section at 11:21 am, Jun 03, 2019
Deficiencies were cited.
This facility is licensed for the following service
10A NCAC 276G.1300 Residential Treatment for
Childrgn and Adolescents.
V 114, 27G 0207 Emergency Plans and Supplies vitd gt '«\ -
10A NCAC 27G 0207 EMERGENCY PLANS § Fire and deadrer ckn\\s 6 w14
AND BUPPLIES g S
{a) A written fire |:>Iaml for each facility ?nd ; v e condue i[‘fi:tf\ \?f‘lC&ﬁr“
area-wide disaster plan shall be developed and N .
sha!l be approved by the appropriate local Q’GP‘(:\*%‘U‘Y\?& ’H‘\C«\" 2im \)&C&JO'@
authority, .@m(:rg et
{b) The plan shall be made availabie to all staff ered
and evacuation procedures and routes shall be ) i
posted in the facility. d FW‘(&: C&W We oot} be Dﬂb %\*’\3
{¢) Fire and disaster drills in a 24-hour facility N
shall be held at least quarterly and shall be C‘Dmpﬁﬁh‘: QO! eachy ﬁh@“
tepeated for each shift. Drills shall be corducted N
under conditions that sirmulate fire emargencies. qD rt \! ' \ A
{d) Each facility shall have basic first aid supplies PR ’ ; e
accessible for use, ¥ k' mq‘fﬁ%r C\ﬁt > b \\ be. W J -1
Lompleted For eadh sh St
%\)QW@ M\" .
This Rule is not met as evidenced by: o Y . e
Based on record reviews and interviews, the * we G\{'\& C\ *ﬁﬁé‘[ﬁt” C){ﬁ%‘ﬂ
faciity failed fo conduct fire and disaster drills A g : .
under conditions that simulate emergencies. The d’ﬂ n Wi W ‘ec‘ 0cy
findings are: @mv‘re\\f
Review on 5/3/19 of the facility's fire and disaster = bl bt mw&m& %0\»{
drill log revealsd the following: - 1
-4120/19-1st shift fire dri I WP Eeomnans  Cuarberly
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AM 7HM9-3rd shift fire and disaster conducted at
same fime

-4 TH9-2nd shift fire and disaster conducied at
same time

~-3/28119-3rd shift fire and disaster conducted at
same fime

LGr2ao-1st shift fire and disaster conducted at
same lime

-318/19-2nd shift fire and digaster conducted at
same tirme

«2/8/19-3rd shift fire and disaster conducied at
same fime

-1/26418-1st shift fire and disaster conducted at
same time

-12718/18-1st shift fire and disaster conducted at
same time

A1/40/18-2nd shift fire drill

A0/20M18-2nd shift-type of duit not indicated
-10/18/18-3rd shift fire diill

-10/15/18-1st shift fire and disaster conducted at
same time

82171 8-3rd ahift fire drill

-8/29 8-2nd shift fire drill

-8/23118-3rd shift fire dril

B 21 818t ghift fire dril}

-7121/18-1s5t shift fire drill

-7/20/18-2nd shift fire drill

T2 8-3rd shift fire drill

-Staff canducted fire and disaster drills at the
same time during the 1st quarter of 2018,

-Staff conducted fire and disaster drills at the
same time during the 4th quarter of 2018,
-There were no disaster drills conducted during
the 3rd quarter of 2018.

iterview with client #1 on 5/6/19 revealed:

-Staff conducted fire and disaster drills with them.

-He was not sure how ofien the drills were being
wonducted.
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interview with client #3 on 5/8M19 revealed:
-They did fire and disaster drills.

-He thought the fire and disaster drills were done
monthly.

nterview with staff #1 on 5/3/19 revealed:
“The home had three separate shifis,

-He was not sure why staff were doing fire and
disaster drills at the same foms,

-He confirmed staff failed to conduct fire and
disaster drills under conditians thaf simulate
emergencies.

interview with the Licensse on 5/6/19 confirmed:
-Staff failed to contduct fire and disaster drills
under ¢conditions that simulate emergencies.

276 1502 Residential Tx - Staff

10ANCAC 27G 1302 STAFF

{a) Each facility shalt have a director who has a
minimurm of two years experience in chiid or
adolescent services and who has educational
preparation in administration, education, social
work, nursing, psychology or a related field,

{b) Atal fimes, at least one direct care staff
member shall be present with every four children
or adolescents. If children or adolescents are
cared for in separate buildings, the ratios shail
apply to each building.

{c) When two or more clients are in the facility,
an emergency on-call staff shall be readily
available by telephone or page and able o reach
the facility within 30 minutes.

() Psychiatric consulation shall be available as
needed for each client.

{e} Clinical consultation shall be provided by &
qualified mantal health professional to each
facility at least twice a month,

V14

V180
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Wit o \onger have
in.c&f:?cn Jn’mcz,
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This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility tailed to ensure that at all times at least
one direct care staff was present affecting three
of three clients (#1, #2 and #3). The findings are:

a. Review on 5/3M8 of client #1's record

reveaied:

-Admission date of 8/4/M18.

-Diagnoses of Disruptive Mood Dysreguiation
Disorder, Conduct Disorder and Attention Deficit -
Hyperactivity Disorder.

-17 years old,

b. Review on 5/3/18 of clisnt #2's record
revealed:

-Admission date of 12/3/18.

-Diagnoses of Major Depressive Disorder,
Attention Deficit Hyperactivity Disorder,
Oppositional Defiant Disorder, Anxiety Disorder
and Specific Learning Disorder with impairment in
reading/mathematics.

=16 years old.

. Raview on 5/3/19 of client #3's record revealad:
-Admission date of 5/26/17.

-Diagnoses of Attention Defleit Hyperactivity
Disorder, Disruptive Mood Dysregulation
Disorder, Oppesitional Defiant Disorder and
Anxiety Disorder.

~17 years old.

Interview with client #1 on 5/6/19 revealed:
-They are allowed o have independent time in
the community,

-They would normally go to the library or
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McDonalds without staff.

~They did not use their independent time in the
community too often.

~They would use the independent time in the
community 1-2 times a month.

Interview with client #2 on 5/6/19 revealed:
~They could have independant time in the
community without staff supervision.

-They would normally go to the library.

.Staff would normally drop them off at the library
and pick them up later.

-He thought they would use their independsnt
time in the community twice a month,

interview with client #3 on 5/6/19 revealed:
-He was aliowed to go out in the community
without staff supervision.

-They would normally go to the library.

-He thought they would stay at the {ibrary 1-2
hours each time.

-They would normally go to the library twice a
menth.

interview with staff #1 on 5/3/18 and 5/6/19
reveated:

-Clients' #1, #2 and #3 were aliowed to have
independent time in the community.

-All three clients ¢an go out info the community
without staff supervision.

-The clients normaty go to the library andfor
MeDonalds,

~The clients normally go out into the community
unsupervised 1-2 fimes per month.

~He confirmed the facility failed to ensurs direct
care staff were present.

-Interviaw on 5/6/18 with the Licenses revealed:
-All three clients do have independent time in the:
community.
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-Thig group home is on the same level as a
Department of Social Services regulatad facility,
-He thought these clienis were allowed to have
unsupervised time in the community without staff.
-He confirmaed the facility failed to ensure direct
care staff were present.
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