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" An annual, complaint and follow up survey was
| | completed on 7/23/2021. The complaint was & U]Q[T)J‘)'E&{ ( )1 (Y 4
substantiated (intake #NC178909). Deficiencies : : :
- were cited. l‘ ¥ W/E{Zﬁ f)’)u—an b &ﬁb /)
| oleng of HCE repovf-
This facility is licensed for the following service ‘
| category: 10A NCAC 27G .5600A Supervised WA Wfd
Living for Adults with Mental Iliness.
| N TRIS &
V110

Y 110i 27G .0204 Training/Supervision
Paraprofessionals
\
' 10ANCAC 27G .0204 COMPETENCIES AND
| SUPERVISION OF PARAPROFESSIONALS
i (a) There shall be no privileging requirements for
| paraprofessionals.
| (b) Paraprofessionals shall be supervised by an
associate professional or by a qualified
‘ professional as specified in Rule .0104 of this
Subchapter.
| (¢} Paraprofessionals shall demonstrate
knowledge, skills and abilities required by the
population served.
i (d) Atsuch time as a competency-based
| then qualified professionals and associate
professionals shall demenstrate competence.
| (e) Competence shall be demonstrated by
‘ exhrbltlng core skills including:
(1) technical knowledge;
| (2) cultural awareness:
(3) analytical skills;
‘ (4 ) decision-making;
(5) interpersonal skills:
| (6) communication skills; and
| (7) clinical skills.
- (f) The governing body for each facility shall
| develop and implement policies and procedures
| for the initiation of the individualized supervision

employment system is established by rulemaking,
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} plan upon hiring each paraprofessional.
|

' This Rule is not met as evidenced by:

' Based on record reviews and interviews, the

‘ facility failed to ensure paraprofessionals
demonstrated knowledge, skills and abilities

‘ required by the population served affecting 1 of 1

‘ Former Staff (FS #2). The findings are:

\
| Review on 7/14/2021 of FS #2's employee record

‘ revealed:

| - Date of Hire: 1/21/2021

- Date of Separation: 7/2/2021

- Documentation of orientation training, including
emergency procedures, on 1/21/2021.

' Review on 7/15/2021 of Client #5's record

| revealed:

- Date of admission: 10/12/2013

- Diagnoses: Schizoaffective Disorder; Mood
Disorder NOS (not otherwise specified); Post
| Traumatic Stress Disorder; Epilepsy; and

| Scoliosis

| Review on 7/16/2021 of an email sent by the

| Qualified Professional (QP) to the Director on

| 7/2/2021 revealed:

-"On 07/01/2021 at 9:40pm the [local emergency

| management services (EMS)] responded to [the
facility address], due to [Client #5] having a

" seizure. Once EMS arrive, they noticed that there

\ was not a staff present at the home. EMS
proceeded to call the [local] police department.

! The police responded and arrived to the home
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I around 10:00pm. [The QP] was notified around

| 9:40pm and arrived at the home at 10:20pm (

| Arriving from [a different city]). EMS was already

1 gone once the QP arrived. They assessed [Client

| #3] before leaving and he was okay and did not

| need to go to the hospital. The police stayed on

‘ the scene until [the QP] arrived. Once she arrived
the police did a report on the staff that left the
| consumers unattended, [FS #2]. Once the police
| left the home the staff, [FS #2] arrived back to the
home around 11:00pm. Once she arrived back to

| the home she was immediately terminated."

Review on 7/23/2021 of a copy of an IRIS report

| form provided by the QP revealed:
- An 11-page IRIS report form that listed a

submission date of 7/2/2021.

- The form was partially filled out with multiple
| fields blank.

- "The cause of the incident was due to client
 neglect by staff on duty (FS #2)."

- "Incident Prevention: Terminate staff member
i immediately and continue to abide by set policy

and procedure."
| - No information was present that described the
| details of the incident.

| Interview attempt on 7/14/2021 with Client #4
revealed:
- He shook his head "no" to every questioned and
| could not provide any details regarding the
| 7/1/2021 incident.

! Interview on 7/14/2021 with Client #5 revealed:
- On 7/1/2021, the staff working that evening (FS
| #2) had left client alone at the facility.
| - When FS #2 returned, she was fired.
- He could not remember the details of the
incident.
|
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| Attempts were made on 7/13/2021 and 7/23/2021
| to contact the Police Officer involved with the

| 7/1/2021 incident, but no response to messages

| requesting a return phone call was received by

‘ the time of exit.

Interview on 7/23/2021 with FS #2 revealed:
- On 7/1/2021, she had to leave the facility

‘ because of an emergency.

| - She could not remember details of the

| emergency other than "it was something with my

' niece ... She had to be rushed to the hospital."

| - Her niece had been at the facility at the time of

| the emergency.
- She did not respond to any other questions from

| the Surveyor, and the call was terminated.

| - She did not respond to attempts by the Surveyor

| to reach her again.

‘ Interviews on 7/15/2021 and 7/16/2021 with the
QP revealed:

| - On 7/1/2021, FS #2 told her that her sister had

‘ visited FS #2 at the facility with the sister's

| one-year-old daughter in order to take food to FS
#2.

‘ - FS #2's niece had a seizure while at the facility.
- FS #2 left the facility with her sister in order to

' take her niece to a local hospital.

-FS#2 had not contacted any facility
management staff to inform them that she was

| leaving.

i - After FS #2 left the facility, Client #5 had a

| seizure.

| - Client #4 called EMS for Client #5.

- She had gotten a call from local Police to inform

| her of the incident.
- She had gone to the facility and worked the rest

| of FS #2's shift.

| - When FS #2 returned to the facility, she was
terminated immediately.
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