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W OO | INITIAL COMMENTS W 000
A complaint survey was completed on 3/6/2020
for intake #NCO0D161608. The complaint was
substantiated. Deficiencies were cited.
W 11| CLIENT RECORDS W11
CFR(s): 483.410(c)(1) Wi
This defficiency: will be corrected by the
The facility must develop and maintain & following actions:
recordkeeping system that docurments the client's o .
health care, active treatment, social information, A Allincidents will be reported to
and profection of the dient's rights, Marnagement, 05.06.2020
B. Al incidents of unknown origin
will be thoroughly investigated,
This STANDARD is not met as evidenced by: C. Staff will be in serviced on
Based on record review and staff interview, the Incident reporting
facility failed {0 ensure that record keeping was documentation
accurate for 2 of 2 clients (#2 and #3) report of 0. Staff will be in serviced on
injuries. The finding is: reportir}g incident
— o E.  Management will ensure that all
1. Staff did not document all knawn incidents of incidents have been thoroughly
client #2's skin injurles. reviewed. .
During record review on 3/6/20 for an i_nqident F f;g;gi%‘giﬁgg:ﬁéifgtn
report 117120 for client #2 revealed injuries noted incicent report
after he arrived home from schapl, The former G Man i
home manager recorded that client #3 had marks - Management whi ensure that all
on his neck and a handprint and marks on his mc;denﬁts have been reported to
arms, back and face. It was noted that the nurss all parties. N
was notified of the incident, In review of the H. Management will immediately
nurse’s monthly note for January 2020, she did Investigate any unknown
rot refisct that client #2 had any skin injuies, incidents,
L incident reports will be reviewed
internvdew on 3620 with gqualified intellsctual monthiy.
disabilities professional (QIDP) confirmed that it
was the expectation of the nurse to record
accurate skin conditions on the monthly aurse
report,
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Any géficiency statement ending wits 2n asterisk () denatbs 4 deficiency which the instlulion may be excuised from eatricting praviding it iz determined fhat

other safeguards provids sufficisnt prolsstion 1o the pafients ., (See instructions,) Excopt 1of nurking homas, the findings stated above are dissiosable 80 days
fottowing the dais of survey whather or not & plan of correction is provided. For nursing homes, the above Bndings aod glans of eorestion are disciosable 14
days following the dale ese documents are made gysilable 1o the tacility. i deficiencies are cited, an dpproved plan of torrestion is 7equisite 16 continuss

program parficipation.
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W11 | Continued From page 1 W11
2. Btaff did not decument all know incidents of
client #3's skin injuries.
During record review on 3620 for body audits on
AM0-1111120, revealed cliont £3 bite marks. Ibwas
noted that the nurse was notified of the incident,
I review of the nurse’s monihly note for January
2020, she did not reflect that client #3 had any
skin injuries.
Intervisw on 3/6/20 with QIDP confirmed that it
was the expactation of the nurse 1o record
accurate skin conditions on the menthly nurse
report,
W 154 | STAFF TREATMENT OF CLIENTS W 154 ~
CFR(s): 483.420{d)(3)
W.154 05.06.2020
The facility must have evidence that all alleged This deficiency will be corrected by
violations are thoroughly investigated. the foflowmg actons:
This STANDARD is r)et met as avfdenufe{i by: A, Altincidents of unknowr origin
Eqs:ed on record review and staff interview, the will be thoroughly investigated.
facility faﬂgd to l?unch a thorough mvestn_gatuon for 8. Managemem will ensure that all
j gf 2 audited clienis (#2), wheq p{eseonﬁsng an incidents have been thoroughly
injlury of unknown source. The finding is: reviewed.
. C. Manage i
Facility failed to inferview periinent individuals incid e?utsm!f nt \ngéi ensure that alf
ikt el pesetaet with il e elisnt 82 " . ave been reported o
. eHFE LIt LIS,
Review on 3/6/20 of client #2's Incident Report D. Management will immediately
dated 1/14/20 at 4:00 pm, revealed that the investigate any LNknown
farmer Home Manager (HM) recorded that client Incrdents. _
came home from schoot an & van. Client had E. Incident reports will be reviewed
marks on neck on neck and hand print and marks monthly.

on arms, back and face. Anociher review on
316120 of & Behavioral Data Sheet on 1117720
revealed that client #17 was agitated, yelling and
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W 164

W 253

Continued From page 2
aggressive and took 15 minutes to calm dowrn.

Interview on 3/6/20 with Staff C revealed that she
recalied that the transportation worker claimed
that client #2's injuries were due to self-injurious
behaviors, Staff C commented that she had never
seen any other student on van when client #2 is
fransported. Staff C reported that client #2's
parent was upset and filed a complaint with the
sthool. There was supposed to be a monitor and
camera on the bus, Staff C also shared that siaif
were regponsible for recording injuries after doing
pody audit, before and after school, Staff did not
see any injury on client #2 when he left for schoal
on 112720,

nterview on 3/6/20 with Qualified intellaciyal
Disabiities Professional (QIDF) acknowledged
that he did not investigate the source of client
#2's injury with 1he school or van driver, The
QIDP stated that he got the report from his staff
and was told that the parent was following up with
the school, The QIDP said that the school was
suppesed io document incidents, bul they never
raceived a report and he did not follow up to
inguire. The QIDP speculated that a new driver
might have been assigned to transport client #2.
PROGRAM DOCUMENTATION

CFR{s): 482.440{e}2)

The facility must document significant events that
are related to the client's individual program plan
anid assessments.

This STANDARD is not met as evidenced by:
Based on record review and staff interviews, the
facility failed to record accurate behavioral data

W 154

W 253
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for 2 of 2 audit clients (82 and #3). The findings
Hoy

Staff did not record each behavicral incident on
the data logs for chents #2 and #3.

a. Review on 5/8/20 of the faciity's
communication log, reflected that multiple staff
recorded client #2's refusal to shower on the
following dates: 1/21/20, 12820, 2/11/20,
2112720, 2118420, 2126120, no data was recorded
between 2/28-3/2/20 and on 3/3/20. Review of
facility's behaviorat logs revealed no
documentation for client #2 refusing to fake
showers,

Interview en 3/6/20 with Staff C revealed that staff
fad) 1o do body audits before and after clients
attendad school. The home manager was
responsible for reviewing the documents for
moritoring purposes. Since she's heen the acting
home manager, she has net had a chance to look
over the paperwork for a week and woulda't be
surprised if there was missing data.

interview on 3/6/20 with quaiified intellectual
disabilities professional {QIDP} he relayed that
staff have been trained to document all slient
behaviors on the behavioral log. Once & month,
he reviews the logs and includes the numbers of
ingidents on his monthly QIR report, which is
also reviewed by medical staff for medication
cansideration. He shared that he was unaware
tat staff were recording targeted behaviors data
in the communication log, because it was not the
purpose of the notebook,

b, Review on 36720 of the facility's
communication iog, reflected that multiple staff

W2h3

This deficiency will be corrected Dy the
following actions:

A

8.

05.06.2020

ALL BSP will be reviewed and
revised as necessary

ANISPS will be reviewed and
revise as needed to ensure
objectives of BSP is
incorporated,

All current goals will be
assessed, modified, update or
discontinued to meet heeds of
consumer, Team will meet and
make that decisfon

All behavioral abjectives will
meet the needs of the person
being served.

All behavioral documentation
will be reviewed

All behaviors will be
documented

Al staff will be in serviced on
recording behavioral
documertation

Residential Manager will
morithly weekly

Clinical Manager will monitor
weekly

BSP will be reviewed monthly at
core team
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recorded chient #3s refusal to shower on 2/26/20
and dropping to the floor on 3/3/20, solely on this
log.

A further review on 3/6/20 of client #3's Behavior
Support Plan dated 4/2/19 indicated that he had &
targeted behavior of non-compliance and
dropping {0 the figor.

Interview on 3/6/20 with qualified infellectual
digabilities professional {QIDP)} he relayed that
staff have been frained to document all client
behaviors on the behavioral log. Once a month,
he reviews the logs and includes the numbers of
incidents on his monthiy QIDF report, which is
also reviewed by medical staff for medication
conhsigeration. He shared thal he was unaware
that staff were recording targetad behaviors data
in the: communication fog, becauss it was not the
purpocse of the nstebook,

HELMSDALE GROUP HOME
CARY, NC 27541
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March 19, 2020

Esther Moore, BSW, OQIDP

Facility Survey Consultant |

Mental Health Licensure and Certification section
NC Division of Heaith Services Reqgulations

2718 Mail Service Center,

Raleigh NC 27699-2718

219.855.3750 office

919.715.8078 fax

RE:  Plan of Correction for Complaint investigation
Survey conducted: March &, 2020
Heimsdaile,
1317 Helmsdale Dr. Cary NC 27511
Provider Number 34G253
MHL# 092-107
Compiaint intake NC00161608

Dear Ms. Moore

We appreciate the courtesy extended by you while surveying the Helmsdale North
Carolina.

As indicated on the Plan of Correction, we will have the Deficiencies corrected for, the
Annual survey conducted On March 6, 2020, it wili be completed May 6, 2020

We are committed to providing the highest possible care for the people we serve at
Helmsdale.

If you have questiors, please contact JerMaine Kearney, Program Manager
984.205.2630 ext 403

sincerely,
erMaine Kearney, Program Manager/interim Executive Director

Community Alternatives North Carolina- Southeast Region
1001 Navaho Drive, suite 101
Raleigh, North Carolina, 27609
919.696.5333
984.205.2630 ext. 403
jermaine kearney@rescare.com




