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An annual and complaint survey was complated
10/8/19, The complaint was unsubstantisted
Intake # NCOD%SBZ&? Deﬁclencias wEre r.:ltad

This facility s licenzed for the foiiawmg servlae B ¢
categories: 104 NCAC 276 2300 Adult .
Developrmental Vocational Program and 104
MCAC 27G 5400 Day Activity, + -

V108 276G 0202 (F-1) Personnel Requiremants o V108

10A NCAC 273 0202 PERSOMNEL
-REQUIREMENTS

(H Continuing education shall be documented.
fg) Employee traifing programs shall be
provided and, 2t a minimum, sha i consiat of the
fallowing: o

4 gemezal mrgamzatmnai onan’tatlnn.

(2) ‘rzining on client dghts and confidentiality as
delinented In 10ANCAC 27C, 27D, 27E, 27F and
104 NCAC 26B;

{3) training to meet the mh/dd/sa reeds of the
cliert a5 specified in the treatment/habil; tation
plan; and

{4} trairing in infectious diseases and
blosdborie pathogens,

{h} Except ag permitted under 10a NCAC 276

B60A(b) of this Subchapter, at least one ataf*
member shall ba availahle in the facility at a c oo
times when a client is presant, That staff
member shall be trained in bagie frst aid

inchiding seizure management, currently tralned ‘

1o provide cardiopulmenary resisscitation and f ‘ R E CE I VE D

trained in the Melmiich maneuver or other firat aid By DHRS-Mental Health Licensure at 2:13 pm, Oct 24, 2019
technigues such as these provided by Red Crozs,
the American Heart Asacciation or their

- equivalence for relieving airway obstruction,

{i) The goverring body shall develop and
implement policias and procadures fmr identifying,
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.| reporing, invesh‘gatihg and confrofiing infectious
and communicable dizeases of personnef and
clignts,
i . ' ' _ ' 1. Training to provide Client Specific
- | This Rule is not met as evidenced by, to client needs will be put in place.
Based on observation, record review and To prevent this from oceutring agamn
interviews, the governing body falled to ensure Client Specific training and related trainngs

fraining programs were pravided te meetthe
nseds of the popukation garved for 3 of & current
audited staff (Day Activity Director; staff #2; staff
#3) and 1 of 1 former staff (FS#8). The fndings

will occur as necded. Agency will wtilize a
variety of training techniques to ensure
competency and understanding, '
Manitoring will take place monthiy.

arg: l ‘
\ Maonitoting will be provided by

Review on 8/26/19 and 10/1/19 of client #11's - Qualified Professional.

racord revealed ) . ‘

- admitted 3/7/14

- diagnoses of Autism with language
impaimment and intelisctusl Development
Disorder (IDD)

Review an 8/28/19 of Day Activity Director's
parsnnngl record revealad:

- & hire date of 5/2/13

-  ngevidence of training In Autism

Review on 9/26/19 of staff #2's personne record
revealed '

- ahire date of 12/3/18

- noevidence of training in Autism

Review on 8/26/18 of etaff #3's personne} record
reveslad:

- & hire date of 12/18/17

< noevidence of training in Autism

.| Raview on 9/26M9 of Former Staff (FS&#5)s
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persannet record revealed
- ahire daté of 3/25/18 ;
- no doaumentatmn uf fast day of services by
FS#s -

«  npevidence of i‘falnlng in Adtism

Duﬁng iniervlew on 10/1/19 the QP reported:
- shewas the QP since 2094 or 2015

- _cllent specific training was tdone yaarly

mciuding Autism
= she would &‘ax staff trainmg

Review on 10/2/18 of a fax dated 10/2/18 to the
Department of Healtr Servics Regulaucn (DHER)
reveglad;

- astafftraining sign it sheet dated gM1/18

- . Falning in Autism provided by the facility's QP
- ihe Day Activity Direstor's name was not

1 listad on the sign in s?&ee't <

Review on /26719, 10/1/19 and 10/8/18 of
Incident Reperting Improvement System (lRié)
report, General Event reports and Quality |
Assurance Committea notes revealed mulnplé
Incldants involving client #11 dispiaying ‘
aggression towards peers. The reports revealsd:
- UB/19, client #11 hit client #18 with a cldsed
fist aﬁwr she asked for a pencil; no Injuries notad:

de 2027018, client #11 hit client #15 hard with 2

clased fist when hte walked passed client #1640
get his lunch bag: client #11 showed no remorse
when confronted: no injuries noted

- 8918, client #11 knocked chient #15 down;

client #15 sustained 2 concussion and was
hospitalized

= 5918 cllent#11 hit another client {cllem
#38) but no injury was noted

- 971119, after being transported to the facrllty
client #11 hit a peer {clent #34) on her knees

= GMIN9, afer entering the Facrhty client #14

1
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antered ancther class room and hi another client
{#38) on the side of the head with 2 closed fist;

when staff #2 intervened, client #11 hit staff #2 s
- 9/23/19, while clients got on the van, client

#11 hit 8 peer (cient #38) on the el side of the

face with 2 closed fist

Review on 10/1/19 of client #11's behavior log
revpaled

« 3 documented behaviors, 5/15/18; 50/18 &
QRTIE

Review oh 10M/19 of & hospltal discharge
summary for client #15 revealed:

- “admitted 5/9/19 & discharged 5/11/1¢"

- ".mssaulted by ancther resident” (client #11)
- "diagnoses: abrasion of face (right cheek) &
srmall subarachnoid hemorrhage™ {bleeding in the
space betwean the brain and the tissue cavering
the brain]

Review on 10/1/19 of hospital documentation for
client #17 revealad:

- e B39, cliemt #17 was transpored ta the
emergancy depariment of  local hospital after
client #11 strugk herion the back of the head
resulting in a hematoma

- there was no loss of conscipusness or
evidence of intereranial hemorrhags

Buring interview an 10/1/19 client #2 reported:
- one ttme client #11 hit him on his sholider
- ltatarted to pain after awhils

- he did not receive medical attention

- ataff was there & told him (#2) to rest his
shouider

Duting irerview on 1071718 chient #6 repotted:
- she does not like chent #11

- he hit her and made her cry
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- she doesn't know why he hit her
- stafsaw it and maved client #11

During interview on 10/1/19 client #10 reported:

- client #71 has hot hit her but has hitothers
- client#11 picked on client #15

«  he pushed client 215 dowh md his hiesd
started bleeding ‘
- chent#11 pushed him :ﬁcwn fc:r he teason

|+ dlient #15 was not doing anything

During iriterview o 10/1/18 client #11 reported:

- been 45'years ago since he hit 2 client

- hedid hit a client (#15) in May: ‘
- ha (client #15) gatin his space

- he pushed him (#15) in the chast

- dlient#15 i‘zad ts go to the Hospltal

Obsenrvation at 2:02 prman 10/1748 an attempted ‘

itterview with client #15 revealed;

-  hawag nonverbal

-~ whined (faint cry) as suveyo: attemsted to
engage ‘
-~ agsitbelt around the waist | ,

During interview on 1018 client #16 reported;
- clisnt #11 kit her one ime |f the back of the
head

- # ]’1Uf't .

- she was shocked

- no medical attention was neadad

. gtaaff.treamcﬁved Hiry

Dunnq interview nn 101118 chent #17 reported:

- cliert #11 hit her on the baok ot the hasd and
caused a "knot”

- shewsastaken to the haspma%

- siaff fold her “rict to get aroung him®

During interview on 10¢1/18 client#34 reporteci
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Continued From page 5

«  cliant #11 was "nat nice"
~  hit her on her leg while she was on the van
for no reasan.

Puring an mtervtaw on 101749 client #32
reported:

- glient #11 kit him onge but he pushed client
#11 back

- he wasg not sure why client #11 hit him.

During interview on 10/8/18 client #38 reported:
- client#11 came Into his classroom and hit
hirm with his fist

- itcaused his glasses to fall off

- hewanted o call the police but staff told kim
notto.

During interview on 10/8/1% client #42 reported:

- hefelt safe now that client #11 was "Isclated”
- on the day ¢lient #11 knocked client #15
down, client #11 also hit him with an object

- he trird {o get out of client #11's way but ha
hit hirm anyway

- client #11 was "dangerous.”

Dhuring an interview on 104119, staff #2 reported:
« she had worked ot the facility almost 2 yesrs
-, she worked with client #11 ona on one {1:1)
almost a year

~ ghe lad completed some incident rsports on |

client #11 due to him getting 'hyped aut” ancd
being aggressive

»  chent #1% was Autistic ,

- she had no training in working with dients
with Autism ' ,

- she was with client #11 when he went after
dllent #18; she attempled to block Slient #11 with
Her body but he reached around her and pushed
client #15 and caused hirm to fall and bit kis head
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During interview on 1071/18 FS#5 reported:

- . she last worked at the facility on 7/1219

- she worked for 3 months at the facility

- she lgft dug to the pay .

«  she was tha 1.9 for clignt #43 :

- she worked a few times with ¢lient #11

«  she recalled In May 2019 Gi!&ﬂt #%? hit chert
#16 for no reason

- % happened so fast

~  client#15 want to the hospital

- she was nottrained in Autism |

- Autism training would have ‘ean benef] cral s
hedp her do a better iob with client #11 '

During an imerview on 10/8019, staff #3 reported:
- she had worked at the farility since
November 2048

- she worked 1.1 with client #’%1 off and on,
between Navember 2018 and July 2019

- she worked with client #15 1.1 now | she thad
o keep dlient #15 sveay from client #11 because
client #11 had assaulted client #15twice

- she was not sure if she had received training
in working with clients with Autism

During an interview on 10/8M0, staff #1 repored:
- she had worked at the facfl!ty since
Dagember 2018 .

- she had reviewsd some glient's books hut
had not had actual training on disgroses other
than Schizophrenia, Bipalar Diserder and
Travrmatic Brian Injury

= she currently worked 11 w;th clisnt #11

- she had no training en working with clients
with Autism but bellaved client #11 was Autistic

- the Medical Record staff told her signs and
triggers to look for while warking with chient #11

-~ ghe thought clignt #11 targme,«d cllents thef
were weaker than him

- she believed training in Autsm wnald be

Divisien of Mealth Service Rac;ulaﬁc:n
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During an interviews on 10M/19 and 10/8M18, the
Day Activity Director reparted;

- ghe had worked st the facility 8 years and
had been a OP for 8 years

- cliant #11 was not assignend to her area

- clisnt #11 once entered her classroom and
assautted a client far ne reason

= ahe blocked Rm with her body {0 prevent him
from attacking athar clients until his 1:1 staff was
able to get hirm to leave the room '

- sha had no fraining om working with clients
with Autism ‘

During interview on 107118 the Cara Coordinator

far client #11 reportad:

~  she had been the Care Coordinator since
June 2018

= she had not met client #11 but planned 1o
meet Him this week ‘

- cllent #11's mom contacted her about training
in Autism for steff '

«  ghe had not sought any resourses in Autism
at this time '

Review on 10/8/19 of 2 Plan of Protestion
sompleted and signed by the Vice Prasidant of
Clinicgt Operations on 10/8/18 revealed;

What immediate action will the faciiity take 1o
ansura the safety of the consumers in your care?
Solid Foundation will continue to pravide client
specific trainings 1o staff, which will be specific o
the clignts’ needs, The agency Wil utilize = variety
of training techniques to staffto ensure staff are
sompetent and understand frainings. '

Describe your plans to make sure the above
happans.

v

+
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The agency's OPs (Qualified Professionals) wil
be responslble far implementing trainings {i.e.
Autism Training). QPs will be respdnsiole for
ensuring all trained staff successfully complete
trainitigs. Staff are responsible for demonstratinyg
competence in aress of training, QPs will pfovitle
fr-house tralning, Provider will continue to
ressarch trammgs avaﬂabie outside of the
agensy, |

Client #1‘_? was admitted inMarch 2014 with
disgnoses aof Autism and DO, An audited sarmple
of personnel records on 8/28/18 revesied staft
hire dates ranged from 2043-2018 with no
tralning in Altism. The faciiity's (RIS report,
Gensral Evert reports snd Qusiity Assurance
Committes repdrts had a fotal of 7 incidants of
agoression by client #11 Between January 2019
and September 2018, Clisnt #11 had it clients
with closed fist in the side of the head and had hit

| & staff, Two clients ware tzken to the Hospital,

one with @ hematoma and the other pne was
hospitalized with small subarackinoid
hemorrhage. Client#11 has singe been assigned
a 1;% worker; sssigned hiz own tlassroom and -
services have been increazed in the community.
Several staff reported ey were not trained In
Autisi, however, a fax was recelved at DHSR
that steff were trained in Autism in June 2018,
This deﬁcxency constifutes 8 Type B rule vmia'ﬂon
which is detrimental fo the health, safety or
walfare of the cliénts. If the violatien Is not,
correcied within 45 days, 2n administrative
penalty of $200.00 per day will be imposed far

gach day the facllity is out of wmpliame beyond
the 45th day.

276 0208 (m) Madication Reguirements

V108

Y118
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104 NCAD 2706 0208 MEDICATION
REQUIREMENTS

{d) Madication disposal;

(1) All prescription afid noh-preseription

medication shall be disposed of in a manner that
guards against divargion or accidantal ingastion,

{2y Non-controlled substances shall be disposed

of by incineration, flughing into sentic or sewer
system, or by transfer o a losal pharmacy for
destruction. Arecord of the meadication disposal

shali be maintained by the program,

Documentation shall specify the client's name,
maedicaticn name, strength, guantity, disposal

date =nd method, the signature of the person
disposing of medication, and the perzson

witnessing destraction,

¢ | {3) Controiled substances shall be digposed of in

v accordance with the North Sarvling Controlled

I Substances Act, (3.5, 90, Article &, including any ¥ -
subsequent amendments, .

(4) Upon discherge of a pafient or resident, the
remainger of his or her drug supply shali be
disposad of promptly unless it is reasonably
expecied that the patient or regident ghall return
10 the facility and in such case, the remaining
drug supply shall not be held for mare than 30
calendar days after the date of discharge. 5

L

Agency will dispose of medications
when expired and keep medications
" separated during storage.
Medications will be sent back
 to the pharmacy. Staff training will

This Rule is not met as evidenced by: oceur in the area of proper storage and

Based on observation, racord reviaw and
interviaw the facility failed to dispose of
medications in & manner that guarded againsgt
diversion or accidental ingestion. The findings
are:

Qbservation on 8126019 at 11:03am revealed

dispose of medication. Training will

monitoring will secur monthly.

occur annually by Qualified Professional.

Divigion of Healtlh Semdee Regulation
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‘ . ‘ BEFIGIENSY)
v 119! Continued From page 10 ‘ ( S IAVA 1]

expired madications in the medication drawer:

- client #10; Prosir fuse as needed) dispensed
8/8/16 & expired 2/4/17 (used to prevent
bronchospasm) -

- client #20: Sueralfate 1gram: fake four timas
a day hefore meals (dispensed 3/1/19 & expired
7127/18) {used to treat stumach uioers)

- 41:26am the Brogram Director placed the
expired medlcat?en In 2 brown ehvélepe

- During mtemew on B26/M18 the Pragram Direttor
repcrted

- client #10.8 #20 no longer uwd the
madications

- the expired medications needed to be

returnad to the facility

- sha was respbrgible for ensuﬂng wxpiréd
medications were retumand to the facility . ‘
~ . she got behind on returning the medications
back to the facity

- the expired medications would be returned to
the facility today ($/26718) ‘

V120 27G 0208 (E) !a%e'dlca%{an Requlremenfs hE V128

104 NLAC 2705 0208 MEB?CA’I’#ON
REQUIREMENTS

{e} Medication Storage:

{1) Al medication shall be stored:

(A) in a securely locked cabinet In a clean, A ' .
well-lighted, ventilated room between 59 degrees ‘ o
and 88 degrees Fahrenheit j o o i
() In 2 refrigerator, if requited, bstwean 36
degrees and 46 degrees Fahrenheit, If the
refrigerator ls used for foad items, medscatuona
shall be kept in & Separate, lacked compartment-
or contairer;

{C) separately for each client;

() separately for external and internal use;

Divigion of Hesith Service Féegulml:m )
ETATE FORM : Pomm

W
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NAME OF PROVIDER QR SUPFLIER

CHOANOKE VALLEY

STREET ADDRESS, CITY, ETATE, ZIP CODE

1321 WEST FIRST STREET
CAHOSKIE, KRG 273140 )

o
FREFX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PREQEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i

BREFIY .

TAG

FROVIDER'S PLAN QF SORRECTION ftao
(EACH CORREBOTIVE ACTION SHOULD B8 SaMBELLTE

CROSSE-REFERENCED TQ THE APPRQPRIATE RATE
DEFICIENCY)

V120

V 387

Continued From page 11

{E) in & zeture manner If approved by & physzclan
for & client to self-medicate.

(2) Each facility that maintains stocks of
contralled substances shali be curantly
ragistered under the North Caralina Controlled
Substances Act, G.5. 80, Article 5, including any
subseruent amendments,

This Rule is not met as evidenced by,

Based on observation and interview, the
goverming body failed {0 assure medisations wars
stored separately for 2ach client. The findings
dare:

Ohsenvation on 9/26/10 at spproximately 1100
AM of the madication room raveatad a box that
contained madisalions for several clionts, Review
of the rmedications revealed the following were
prasent,

- glient #19's Lorazmepam 0.5 milligrams (mg)
tablets

« glient #15's Lorazapam 0.5 my tablets

- Clignt #i8's Lsrazepzm 1 my tabi ats and
chiorpromazing 100 mg tabiets

- glient #16's Tegretol XR 400 mg tablets

- client #20's Gabapentin 300 mg tablet

During an interview on 9/26/19 the Adult
Developmental Vocational Program Director
reported the above medications were
administered on site, however she was not aware
medications nesded 1o be stored separately per
client, ‘

276G 0604 Ingigent Repaning Reguirements

10A NCAC 27G 0804  INCIDENT

V128

V67

2.

- to the pharmacy. Staff training will

Agency will dispose of medications
when expited and keep medications
separated during storage.
Medicarions will be sent back

pecur in the area of proper storage and
dispose of medication. Training will
occur antually by Qualified Professional,
tmonitoring will occur monthly.

STATE FORM

Pivizion of Meaith Suorvics Regulation
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#

10/0812018

{xAY D
PREFIY
TAG

" SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFCIENCY MUST BE PRECEDED BY FULL
REGULATORY OR 3G IDENTIFYING INFORMATION)

PREFIY
DEFICIENCY)

) ; o PROVIDEMR'S PLAN OF SORRECTION
(EATH CORRECTIVE ACTION SHOULE BE
A0 CROSS-REFERENCED T0 THE APPROPRIATE

K]
| GOMPLETE
PATE

Y 367

[

Continueﬁ From page 12

REPORTING REQUIREMENTS FOR
CATEGORY A AND B PROVIDERS

(m) Catagory Aand B providers shail report all
lovel Hl incidents, exsent deaths, that oceur duriny
the provision of billable services'or while the
congdmmer is on the providers pramises or leval 1}
incidents and leve! | deaths invehing the clisnts
ta whom the provider renderad any service within
90 days prior to the incident to the LME
responsitle for the catchment area whers
servicas dro provided within 72 Bours of -
beacoming awsre of the incident,” The report shall
be submitted on, a form provided by the
Sacretary. The repor may be submitted via mail,
In persor, facsimile or enerypted electronic
means, The report shall ing uda the following
information:

M reporting provider contact ang
identification information;

{2) clisnt identification inf‘armaticrr

{3) typn of incident; .

{4} daseription of incident,

(&) . -status of the affort to determing the
cauza of the incident; ang ;

(8) ‘wther individuals or aut?zontnas nwtséed
gr responding,

(b) . Category & and B providers shall explain any
migsing or incomplete information, The kravider
shall submit an updated report to all required
repert regiplents by the end of the next business

| day whenever,

{1 tha provider hag reason tm believe that
information provided in the report may be
erronenus, misleading or ctherwise unrelisble; or
{2y ‘the pravitder obtaing Infornation
required on the incident form that was nreviously
unavailable.

() C’Jategm‘y A atd B providers 3?131! submut
upon reguest by the LME, ather information

V 367

Sision of Healh Eemios Regutatan
STATE FORM

- IWBYVY
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STATEMENT OF DEFIGIENCIES M1y PROV PER/SUPPLIER/CLIA ! [o.4<4] MUE.TIF{LE SONSTRUCTION {X3) DATE SLRVEY
AND PLAN OF CORRECTION IDENTIFIGATION MUMBER: . A, BUILDING: COMPLETED
MHL045-033 B WING . 10/08/2019
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF COLE
HO M‘ OKE VALLEY 1324 WEST FIRST STREET
} AHDSKIE, NC 27940
o] SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN BF CORRESTION (B
BREE(K (EAGH DEFICIENGY MUST 28 PRECEDED 8Y FULL BRESN - (EACH CORREOTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY QR'LETC IDENTIFYING INFORMAT N} TAG CROSE-REFERENGED TO THE AFFROPRIATE DATE
g . . DREFICIENGY)
V 367 | Continued From page 13 Vv 367
| | abtained ragarding the incident, including:
N hospital records including confidential
information;
{2} reports by other suthoritiss: and
{3) the providers response to the ingident,

{(d) Category Aand B providers shall send a copy -
of all iovel Ul incident reports to the Division of

- Mantal Health, Developmental Disabilities and .
Substance Abuse Services within 72 hours of ,
becoming aware of the incident, Category A
providers shall send a sopy of all level I

incidents involving a client death to the Division of
Heaith Service Regulation within 72 hours of
becoming awarg of the incident. in cases of

client death within sevan days of use of seclusion
ar restraint, the provider shall repart the death
immediataly, as requirad by 10A NCAC 260

LQE00 and 10A NCAC 27E .0104{e)(18).

{e) Category Aand B providers shall send 3

report guartarly to the LME responsible for the
patchrment area whers 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 1l incident;

{2) restristive intarventions that do not meet
the definition of a levet Il or level il incident;

{3) searches of 2 client or his living area;
4y seizures of ciient praperty or property in
the possession of & client,

{5) the total number of level 1 and tavel Hl
ingidents that occurred; and

{8) a statement indicating that there have

baen no reportable incidents whenever no
incidents have socurred during the guarter that
meet any of the ¢riteria as sef forth in Paragraphs
{a) and {d} of this Rule and Subparagraphs {1
through (4) of this Paragraph.

Sivialen of Health Serven Regulation ‘
BTATE FORM 3300 IWEBNV41 If comtinuation sheel 14 of 15



16752472019 12:52

2527341923

SOLID FOUNDATION

PAGE

17418

PRINTED: 10/15/2019

Based on record réview and intendew, the
gaverning body failos to assurs & lavel I} mcsdeani
for 1 of 7 audn;ed clients :

(#41) was reported to the incal managemen%
enbity within 72 hours. The findings are:

| During an interview on 101/19, the Day Activity -

Dirsator (DA Directon repared the polize were
calied in August when client #41 "went off" on a
peer, The police arrved and spoke with client #41
and his sigter Igter arfved (o take him hore, The
DA Director reported no incident report was
completed

During an interview on 10//18, the Administrator
raporied on the day in question, client #41 and 2
family member were at odds and when client #41
arrived at the facility, he was "out of sorts". The
Adminlstiator reported she told the Adult
Developmental Vocational Program Director to
seek involuntary corsmitment far client#41. The -
Administrator reportad the cllent's siatar decided
to pick Him up rather thar have him committad,

During an imerview on 10/8/19, the Vice
Presitlert of Clinical Operations raportad she
thought since tha police were on aita just to
transport.a cliert for possible involuntary
cormmitment, na leved il Incident gepnrt was
reguired. . -

, diverting/stealing drugs) shoot or otherwise
 injury someone, take illegal drugs or dmgs
1ot prescribed for himself, start a fire, ctc.”

Furzhcr clarification or a rewrite to the

~anytime the police are calied regardless of

Manual, According to the. marmal and
example provided for Level 11 reporting, the
relationship involving law enfofcement is
synonymous to. any aggressive ot destructive
act or illegal behavior such as .., Hit t
someone, destroy public or private property
ather than his own, stealing (inctuding

“manual reference should be made that
clearly states Level 11 repartmg is required

the nature. of the incident if thatis the intent.
Otherwise, T am posed with a dilemma and
have no auth ority fo reference when there is
no threat ot aggresawcfdestrucqve act but
law onforeement may be needed, Example:
possible involuntary comm:mzent becavse

. the individual is unable io make & rational
decision about care needs, suffering distress
or deteriorating s1gzuf“ cantly,
To prevent this from happening again, anytime
Law enforcement is called and they artive on-site
A tevel IT ingident report will be completed.

QP will submit level 11 incident report TRIS.

.~‘

Al

, FORM APPROVED
DRivision of Health Sarvice Regulation :
STATEMENT OF DEFCIERGES (X1) EROVIBERISUPPLIER/CLIA (2) MULTIFLE CONSTRUCTION {%2) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: . BUILDING: COMPLETED
| MHLO46-633 B WING 10/08/2013
NAME GF SROVIDER OR SURPLIZR - dnmeet aboeess, oy, sTarE, 2P coDE L
| {321 WEST FIRST STREET
CHOANOKE VALLEY
, ‘ . AHOSKIE, NG 27810 e o
() ity SUMMARY STATEMENT OF DEFICIENCIES B | PROVIDER'S PLAN OF COREECTION sy
PAEFIX (EACH DEFICIENCY WUST BE PREGEDED BY Fifl, PREF|X {EACH CORRECTIVE ACTION BHOULD BE COMPLETE
TAG REGUILATORY DR LEC IDENTIFYNG INFORMATION) TAG CROSS-REFERENGED TD THE APRROPRIATE ' paTE
B | ‘ BEFIGIENGY)
- i 1w . ogne
V36871 Continued From page 14 V3B7 [ have cohcerns regazdmg‘mmdgm
i Reporting requirements since infortation
provided appears to be in direct conflict with
that as sh;:ulated in DMH/DD/SAS
N - : Community Policy Management-Incident
#! This Rule is net net as evidenced by

STATE FORM

Ulvigion of Health Servite Raqulsmn

K
'
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AND FLAN OF CORREGTION IRENTIFIGATION NMBER: A, BLILENG: COMPLETED
MHLO46-033 B VNG 10/08/2019
NAME OF PROVIDER DR SURMLIER STHEET ADDRESS, CITY, S'R“A‘?E ZIF *CDDE :
CHOANOKE VALLEY 1321 WEST FIRST STREET
o | | AHOSKIE, NG 27910 .
%Ay I SUMMARY STATEMENT OF DRFIGIENDIES o . FROVIDER'S #LAN OF CORREGTION (X5
EERE W [EACH DEECIENGY MUST 88 PRECEDED BY FULL PRESIK IBACH CORRECTIVE AGTION SHOULD BE CRMPLETE
TG HEGULATORY OR 1LSC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APPROPIIATE baTe
DEFICIENCY)
V367 Continued From page 44 W 3BT 1 have concerns regarding Incident
. Reporting requirements since information
provided appears to be in divect conflict with
that as stipulated in DMH/DD/SAS-
‘ Community Policy Management-fncident
’ ghia iule s noémat' &s Wg?ntmd, by: t%% o Marual. According o the manual and
Asad BN TecHrs review anG netsow : . .
; f ting, the
gaveming body failed to assure  level I incldent example provided for Leve! LI reporting, |
for 1 of 7 aydited clients relationship invelving law enforcement is
{(#41) was reported to the loocal management synonymous to.any aggressive of destructive
entity within 72 hours, The findings are: act or illegal behavior such ag ... Hit
A the Doy Aptivi meone, destroy public or private property
During an interview on 10/1/19, the Day Activity 50 C Y P . p. uding
Dirsctor (DA Directar) reported the prlice wers other than his own, stealing (ncluding
called in August when client #41 *went off on a dwertmgfsteatmg drugs) shoot or otherwise
pegr, The police arrived and shoke with client #41 injury someone, take illegal drugs of drugs
and his sister later arrived to take him home. The not preseribed for himself, starta fire, ete.”
DA Director reported np incident report wag
completed. ' Further clarification or a rewtitc to the
; t
Duting an interview on 10/1/19, the Administratar manual reference should be made that .
reported on the day in question, client #41 and a glearly states Level 1] reporting is require
family member wers af odos ang when client #41 anytime the pelice are called regardiess of
arrived at the facility, he was "out of sorts”, The the nature.of the incident if that is the intent.
Administiator taparted she tohd the Adult Otherwise, T am posed with a dilemma and
Developmentsl Vedational Program Director o e e £l .
seek involuntary commitment for cienti#41, The have no authority to reference when there is
Administrator repdrted the client's sister dacided no threat or aggressive/destructive act but
{0 pick him up rather than have him committed. law enforeement may be needed. Example:
. " possible involuntary commitment because
Dumg an interview on 10/&{1& the Viee the individual is unable to make a rational
Prasident of Clinical Operations reported she o N
thought since tha palice wers on site just to deciston about care needs, suffering dustress
fransport 3 olient for poasible imveiuntary or datermratmg mng cantly, ] !
cammitmant, no level Il incident report was “To prevent this from happening again. anytime
raquired. Law enforcement is called and they arrive on-gite
A level 1T incident report will be completed.
§ QP will submit level 11 incident report IRIS.
L I
Divizien of Health Sandice Regutaﬁon \ . ‘ '
STATE FORM . RRER FNBYVE I sontinuation shest 15 of 15
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Foundation Facilities
FPQ Box 709
224 Ward Road
Windsor, North Careling 27983
(252) 794-2385
{252) 794-1923 ffax)

FACSIMILE TRANSMITTAL SHEET

ANY, . - DATE; " |
AL Secdion /2419
Fﬁ‘ﬁﬂ{gfg 607E | | T OTAL NUMBER C}F PAGES (including cover)

TELEPHONE NUMRER.: FAX NUMBER:  252-794-1923

| R;'V\ m“m 6? 03 3 | | TELEPHONE NUMBER: 252-794-2385

OFORREVIEW [T PLEASE COMMENT (TPLEASE REFLY OGPLEACE RECYCLE

RECEIVED

By DHRS-Mental Health Licensure at 2:13 pm, Oct 24, 2019

Confidentink: : o o : .

The infrmation camtsined in the fhosimile is senaittve, privileged, mnd confidenial. Tois frended aniy fist the use afthi individus! o entity named a3 recigianr, 1€ the
TeRGes i vt the intandad secipiant be harsby setificd that A dirzeminsion, disyinution, ot vapy of this communiemian i sirigtly prohibited. 1f you have reanivad dhe
evrrranication in trras, plense notify wx by telephane at ance g retum the ariginni mesgane (o 48 as suon ag pogsible. .

104 NCAC 268 .0208 . PROMIBITION AGAINST REDISCLOSLRE
T8} Area or stnts fucilities relensing confidentint infarmation ahatl inform fhe rogiplent this disclonnre of anch Informatins 35 prolibited withow olient congent,

4 CER 2,32 PROFIBITION ON REBISCLOSURE .

Thip informetion hns bean Qigelased to you from resonds protaated by feders! confidentiolity rules (4% CFR Port 23 The fadersl pulct grohibit vou ftam moking any

further disclpgure of information in this vecord thnt identifles & patient as having oe having had = substonce wae disorder cither digatly, by safermnes to publlely svailnble

inFarmation, ot thiough veriSention of sugh idomtificasin by Another pavsen palvss farther dissloonre & oxpressly permitted by the wiiten conemnt of the indtvidon
. whose information 15 baihg discloged of a¢ siherwise pertnitted by A2CPR Bt 2 A povers! suthorization for the release of medisel or ather informstios b NOT

sutficient for this purpass (seed 3,813, The fedecnl Tlos zeaisict soy use of the InTatmation to invastignte ar prosseain with regard fo 1 time amy patient with o sibstence
uke dinorder, encept snprovided ar 88 2, 126IE) nnd 2,88, ’ '
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2.4 NC DEPARTMENT OF . ROY COOPER + Governor

' ; HLE, QIA”I]I% éARl;}%ES . MANDY COHEN, MD, MPH + Secrotary
] MARK FAYNE - Director, Division of Heaith Service Heguiatlﬂn

October 16, 2019

Cynthia Rodgers, Qualified Professional
Solid Foundation Facilities, Inc.

224 Ward Road

Windsar, NC 27883

Re:  Annual & Complaint Survey completed October 8, 2018
Choanoke Valley, 1321 West Fll’ﬁt Street, Ahmsklea NfC 27910
MHL #048-033 ;
E-mail Address: crodgers@sﬁnp.org g
Intake #NCO01 86237

Dear Mrs. Rodgers:

Thank you for the cooperation énd courtesy extended during the Annual & Cerﬁplaint Survey
compieted Qctober 8, 2019, 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 details of the tyne of deficiencies found the time frames
for compliance plus what to inciude in the Plan of Correction. o

Type of Deficiencies Found
+  Type B rule viclation is cited for 10A NCAC ErG 0202 Persormei Requiremeants (V108).

« Al other tags cited are standard level deficiencies.

Time Frames for Cnmgllanc ‘
+ Type B viclation is must be corrected wathm 45 days from the exit date of the survey,”

which is November 22, 2019, Pursuant to North Carolina General Statute § 122C-24.1,

fallure to correct the anciosed deficiency by the 45" day from the date of the survey may :

result in the assessment of an administrative penalty of $200.00 (Twe Hundred) against '

Solid Foundation Facilities, inc. for each day the deficiency remains out of compliance,
+ Standard level deficiencies must be corrected within 60 days from the exzt of the

survey, whsch is December 7, 201 9.

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 oceurring again. °

NG DEPARTMENT OF HEALTH AND HUMAN SERVICES » DIVISION QF HEALTH SERVIGE REGULATION

LoATION: 1800 Limstead Drive, Willlams Buliding, Rateigh, NC 27603
MAILING ADDRESS: 2718 Mall Service Center, Rafelgh, NC 27699-2718
www. noohhs.govidhsr - TEL: 818.B55.3785 « Fax: 919-715-8078

I AN ELLA, UPPORTUNITY‘.’AFF’IRMATIV&#C’JTION EMPLOYER



