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W 154 | STAFF TREATMENT OF CLIENTS S 154! W 154
CFR(s): 483.420(d)(3) ! This deficiency will be corrected by  1/23/2021
:! the following action:
| The facility must have evidence that all alleged f
violations are thoroughly investigated, A. All behavioral support plans -
! will be reviewed. ‘
This STANDARD is rot met as evidenced by: B. All Behavioral Support Flans
Based oh observafions, record reviews and , will be updated to address
intorviews, the facifity faifed to assure two \ the current needs and
incidents of elopement were thoroughly technigue to manage
investigated. ?hig affected 1 of 3 audit olients f inappropriate behavior
(#5). The finding is: * C. All proper techniques will be
During observations on 3/24/2021 and 3/25/2021 | used toi e ?evr.’g‘n’g; |
| there was an unlocked gate in the back of the D). Psychologist will revi |
 house and no gate or fence in the front of the | plans, ‘ _
| house. Observations during the afternoon, on 5 i E. Qualified Professional wri_{
’ 3/24/02021, revealed an alarm kept sounding ! ! review and obtain guardian |
i ' while client #5 was in the back of the house. No | ! consent.
i staff responded to it until the surveyor asked what i F. Qualified Professional will
E as have conserted BSP
| Interview on 3/24/2021, after being asked what ‘ reviewed and signed by HRC |
the alarm was for, the qualified intellectual | representative
: disability professionat (CIDP), group home ‘ ; G, Al staff will be in-serviced on :
manager and all staff stated that was just client | : all Behavioral Support Plans
#5 moving around in his bedroom, When asked : | and proper documentation. J
what it was addressing, they afl stated that he E : Site Supervisor will monitor
5 elopes. When asked if they should check i, all k : H. one tirge 8 week ]
\ staff (including the QIDP} indicated there was no ! . f . 1 wili
! need to check the alarm. However, the group I Oual.lﬁed Pro gssmna W
| home manager went after the Interview and } monitor one time a week |
: checked on client #5. | i ;
 Review on 3/24/21 of client #5's behavior support f
| plan (BSP) revealed he is on a plan which ! !
i addresses aggression, inapproprate ioileting,
| none liance and elopement y " i
/(ﬁﬁmchnlques of mew ns and alarms; ' 1
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W 154 . Continued From page 1 W 154,

{ The plan has not been revissd i regards fo
| elopement since it was written on Jure 27, 2019,

'| Elopement was defined as "leaving or attempting

to leave designated area without escort." The
} guidelines for elopement included, *Staff should
: provide the appropriate supervision to prevent the
. possibility of elopement,” it also indicated,
' ! "atarms have been placed on {Cﬂem#/ﬁ's]
| windows and doors and are utfized with the
| intention of assisting staff in monitoring [Client #5)
: while i the home.” | also indicated a manager
{ on ¢all should be notifled if he does not return in
| ten minutes.

- During an interview on 8/24/21, with the group

" home manager, when asked when was client #5°
" last eloperment she stated it was on this past

i Bunday. She was asked fo provide all elopsment
! incident reports for the past year,

' Review on 3/25/2021 of the elopement incident
re;mrfs revealed an incident of elopement for
i | Client #5 on 3/21/2021. Client #5 becams
: agitated and he “Ran ouf opened the gate and
| efoped.” After not being able to get him the staff
called the police who brought him back, Prior fo
: that on 6/23/2020, another incident report
; indicated client #5 becane agitated ang left the
; home. It did not indicated how he left, However,
| staff followed him in the vehicle keeping eyesight
i of hitn at all imes. When he refused fo come
! back, the police was calfed. The police returned
. him but he did not go into the home without being
- VEIS (staff defined as a safe physical hold) to
L carty him inside. This repod includéd a clinical
| suparvisory review which slated, "BSP to be
» edited to include locks on front gate at home to
. ensure safety. Follow elopement guidefines In
| BSP M
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NAME OF PROVIDER OR SUIPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
» 112 HICKORY AVENUE
HICKORY AVENUE E
) UEHOM ‘ HOLLY SPRINGS, NG 27540
*ao SUMMARY STATEMENT OF DEFICIENCIES I ! PROVIDER'S PLAN OF CORRECTION | e
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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T 7 : 1
i i
W 154 - Continued From page 2 W 154, :
| Review on 3/25/2621 of both incident reports for ?
stopement of client #5 did not indicate if the :
glopemeant guidelines were followed prior to each ;
s glopement . The indicant report noted that on
‘ 5/23/2021 a lock should be plsted on a gate. |
: The incident report on 3/21/2021 noted, he ran : ;
i out the gate, Neither report indicated if i i
| management was notified or how long client #5 3
f was gone, ‘ ;
| j !
| Interview with the QIDP on 3/25/2021 indicated :
i he was not the QIDP at the time of the first :
i elopement, He further indicated no investigation j i
L of the innidenss nrenrrard $hat he knows of but ’
i they were reviewed. He did not know about the :
 lock recommendation. He further confirmed the : i
: behavior program was not revised fo address the 5 ;
' gate. ‘
W 1B8 STAFF TRAINING PROGRAM w 1891' 4/23/2021

 CFR{s): 483.430(e)(1)

. The tacility must provide sach employee with
{indial and condinuing training that enables the

i employse to perform his or her duties effectively,
s efficiently, and compeatently.

. This BTANDARD  ig not met as evidenced by:

" Based on observations, record review and

- intefview, the facility failed to ensure staff were

- appropriately trained to respond 1o the alarm for
 the restrictive prograi for 1 of 3 audit client (#5).
" The finding is:

. During observafions in the afternaon on
- 3724102021, an alarm Kept sounding while client
" #5 was in the back of the house. No staff

w189

| This deficiency will be corrected by
the following actior: _

A, Staff will be in-serviced on
the protocol and procedure

for responding to all glarms
in the home.

B. Site Supervisor wil monitor
one fime a week.

C. Qualified Professional will
monHor one time a week
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! COMPLETION

i
1
W 189 !‘ Continued From page 3

f responded 1o it unti the surveyor asked what it
| was,

| Interview on 3/24/2021, affer being asked what

; the alarm was for the qualified intellectual

i disability professional, group home manager and
 all staff stated that was just client #5 moving

‘ around in his bedroom. When asked what it was
; addressing, they afl stated that he elopes. When
| asked if they should check it, all stalf (including

i the QIDP) indicated there was no need fo check

! the alarm. However, the group home manager

| went after the interview and checked on client #5.

i Review an 3/24/21 of client #5's behavior support

! plan (BSP) revesied he is on a plan which

- addresses aggression, inappropriate foileting,
non-compliance and elopement with the

: restrictive techniques of medications and alarms.

: Durleg an interview on 3/24/21, with the group

» home manager, when asked when was client #5's
| fast elopement she stated it was on this past

. Bunday. Further interview with the gualified
intelleciual disabilities professional (QIDP)
confirmed client #5 has alarms o alert the staff

f when he may be eloping but they knew he was

; hot because he was in his room walking arcund.
He did acknowledged they should probably check
the alarms.

W 263 PROGRAM MONITORING & CHANGE

CFR(s): 4B3.440(N(3)N)

. The commitiee should insure that these programs
- are conducted only with the written informed

. consent of the client, parents (if the clientis a

- miner or legal guardian.

1 ’

W 263,
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i i ' .
W 263 | Continued From page 4 © W263
| ' ‘ f W 263 1
' This STANDARD is not met as evidenced by: |This geficiency will be corrected by (#/23/2021
* Based oh observatians, record review and ' the following action: i g
| interview, the facility failed to ensure resirictive ! ;
1 program for 1 of 3 audit clients (#5) was J A. All behavioral support plans
‘ fon(:uct:?d wﬁh .thT: \,\;‘rlt?: ir;ft?rmed consent of & ! will be reviewed,
, eBal guardian. -The finding 15: | 'B. All Behaviorai Support Plans
J During observations in the afternoon on f ; wilf be updated to address .
| 8124102021, an alarm kept sounding while client | the current needs and [
. #5 was in the back of the house. | technigque to manage :
? inappropriate behavior |
‘ Review on 3/24/21 of client #5's behaviar support | ; C. All proper techniques will be |
! z?;égsp) revealed he is on a 9'_3'; W{;fﬁ_ | used to manage behaviors |
: S3ES aggression, inappropriate oileting, ! . ) . g
i nan«compliagge and eropeﬁfmf with the s D. Psychologist will review ail
| restrictive techniques of medications and alarms, plams . , :
- Areview of the consent revealed it was last E. Quaiified Professional W”,’
- signed by the guardian on 12/22/19. 1t noted the review and obtair guardian .
, consent expires 6/27/20 and that "plans consent.
" containing restrictive interventions must have F. Qualified Professional will
' During an interview on 3124/21, the gualified reviewed and signed by HRC
| intellectual disabilities professional (GIDF) representalive ]
* confirmed client #5's recerd did not include . Al staff will be in-serviced on |
| updated BSP consenls, which were signed by his alt Behaviorail Support Plans |
, guardian. He indicated afl of their consents form and proper documentation. -
i have an expiration date and they should be H, Site Supervisor will monitor
- updated before the expiration date. Further one time a week.
| interview r@\{ealed the faciiity hgs be&p macie [ Qualified Professional will
- aware of their need for revamping their process ) ) k
: for updating consents, The QIDP stated the moritor one time a wee
: psychologist is the respensible person to ensure
consents are done in a fimely manner and she is
: failing at {his..
W 352 COMPREHENSIVE DENTAL DIAGNOSTIC W sz

SERVICE
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CER({s): 483.460(12)

Comprehensive dental diagnostic services
i include periodic examination and diagnosis
i performed st least annually,

| Thizs STANDARD is not met as evidenoed by:

¢ Based on record reviews and interviews, the

! factlity failed to assure a dental examination for 1
. of 3 audit clients (#1) occurred no less frequently
! than annually, The finding is;

; Review on 3/24/2021 of client #1's record

- revealed a dental exam dated 92319, However,

* this exam was his last denta) scréening. No other
- examination was located in his record.

! iInterview with nursing and the qualified

| infellectual disability professional (QIDP) on 3/24

- @nd 3/25/2024 confirmed there was no other
dental socimination condutted for client #1, They
_confirmed It was over a year and did not indicated
i that an appointment i scheduled. The QIDP

- acknowledged a dental screening should be done
» at least annually,

This deficiency will be corrected by
. the following action:

A. The Site Supervisor will
ensure that individuals are
- scheduled and attend all
diagnostic services to inciude
’ periodic examinations and -
diagnosis appointments at
least annustiy.

for ensuring this is

happening and documenting

monthiy.

¢ The Qualified Professional
will be responsible for
monitoring and
documenting thisis
happening monthly.

B. The nurse will be responsible |

FORM CME.ZE6T02.99) Previous Vessions Obsolete
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March 30, 2021

Joy Alford

Facility Consultant |

Mental Health Licensure & Certification Section
2718 Mail Service Center

Raleigh, NC 27699-27 18

9126054336 M

9197158078 F

Re: Survey Compileted March 25, 2021
Hickory Avenue Group Home
V12 Hickory Avenue
Holly Springs, NC 27540
Provider Number 34G2221
MHL# -092-097

Dear Mrs. Alford

We appreciate the courtesy extended by you while surveying the Hickory Avenue Group Home,
North Carolina.

As Indicated the Plan of Correction, we have will have the deficiencies corrected for the Annual
Survey Conducted on March 25, 2021 it will be completed by May 23, 2021.

We are committed to praviding the highest possible care for the people we serve at Hickory
Avenue Group Home.

If you have any questions, please contact Cynthia Bradford, Associate Executive Director at
984.205.2630 ext, 238.

Regards,

thialéradfor Executive Director
mmunity Aitg s North Carolina- Raleigh Region
1001 Navaho Drive, sujte 101

Raleigh, NC, 27609

276.252.8193

984.205.2630 ext. 403
Cynthiabradford@rescare ¢com




