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V000 INITIAL COMMENTS V 000 |

- An annual and follow up survey was completed
on September 3, 2021. Deficiencies were cited. |

This facility is licensed for the following service ‘
category: 10A NCAC 27G .5600A Supervised |
Living for Adults with Mental lliness.

\
V107 27G .0202 (A-E) Personnel Requirements vV 107 |

10A NCAC 27G .0202 PERSONNEL |
REQUIREMENTS |
(a) All facilities shall have a written job i
description for the director and each staff position ‘
which: |
(1) specifies the minimum level of education,
competency, work experience and other
| qualifications for the position;
(2) specifies the duties and responsibilities of |
| the position;
(3) is signed by the staff member and the
supervisor; and |
j (4) is retained in the staff member's file. |
(b) All facilities shall ensure that the director,
'~ each staff member or any other person who ‘
provides care or services to clients on behalf of .
| the facility:
(1) is at least 18 years of age;
(2) is able to read, write, understand and
follow directions; |
(3) meets the minimum level of education, '
| competency, work experience, skills and other
' qualifications for the position; and RECEIVED
| (4) has no substantiated findings of abuse or OCT 06 2021
| neglect listed on the North Carolina Health Care
| Personnel Registry. 5 :
' (c) All facilities or services shall require that all DHSR-MH Licensure Sect .
- applicants for employment disclose any criminal |
| conviction. The impact of this information on a
| decision regarding employment shall be based
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upon the offense in relationship to the job for
which the applicant is applying.

(d) Staff of a facility or a service shall be
currently licensed, registered or certified in
accordance with applicable state laws for the
services provided.

(e) Afile shall be maintained for each individual

‘ employed indicating the training, experience and

other qualifications for the position, including
verification of licensure, registration or
certification.

' This Rule is not met as evidenced by:

Based on record review and interview, the facility

failed to ensure one of three audited staff (#1)

had no substantiated finding of abuse or neglect
listed on the North Carolina Health Care

Personnel Registry (HCPR). The findings are:

| Review on 9/9/21 of staff #1's personnel record

| revealed:
| -Hire date of 7/31/19 and rehire date of 11/18/20.
' -Job title of paraprofessional.

-There was no evidence of a completed Health

VIOT T

Trouning requivereds —for ;Q/’chﬁali
Nuvge Aide Reqiofes Ohedcs
wes completed by Adbnmm\‘\miu
Maxcuixm Sealds for ail HR
loyees I..%CAQML(}’?Q'DN'&JU
M(Wm Stads CHR Axsisiand)
Su_ Ottae nmandS | oond . PR |
'D\(-e,dbt,l-l‘in’x_@udwr‘iwnt Mo T 1
Nurss kide RespsYon Ghecks
w_u:ij 40 asSuxe. alh Choek S

' Care Personnel Registry check upon rehire. s ) bbb
Interview on 9/3/21 with Chief Operating Officer hive date ™ N0 stade !
' (COO) revealed: huced—oe  HE& dp?am\-\w._»—‘& i\
-"This HCPR must have slipped through the crack e Avoined o Tais ‘({L\ww
to be pulled". WM |
-The HCPR check was completed yesterday. ]
-She confirmed the facility failed to ensure there
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7 Victorian

SENIOR CARE

Training Date:___9/7/2021 Location:_Randleman Corporate Office

Training Topic:_Training on requirements for Nurse Aide Registry Checks

Instructor: Meredith Seals

Employee’s Attended:

Lisa Reeder

Makayla Seals

Instructor’s Signature:




wad/‘aﬂb

NIOR CARE

Training Agenda
Date: 09/07/2021

Topic: Training on Nurse Aide Registry Requirements

Trained on the following:

° Nurse Aide Registry Site

* Basic requirements for running NAR check

* Nurse Aide Registry importance of running checks prior to hire
* Must have no pending or confirmed substantiated findings

Ha.
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| was no substantiated findings or neglect listed on
the North Carolina Personnel Registry.
V114 27G .0207 Emergency Plans and Supplies V114
10A NCAC 27G .0207 EMERGENCY PLANS
| AND SUPPLIES
(a) A written fire plan for each facility and
area-wide disaster plan shall be developed and
shall be approved by the appropriate local
| authority.
(b) The plan shall be made available to all staff
| and evacuation procedures and routes shall be
| posted in the facility.
'~ (c) Fire and disaster drills in a 24-hour facility
- shall be held at least quarterly and shall be
repeated for each shift. Drills shall be conducted
' under conditions that simulate fire emergencies.
(d) Each facility shall have basic first aid supplies
- accessible for use.
i :
' This Rule is not met as evidenced by: Vilg Stoli-that weAcs ad \}?"U“ﬁmf Clla..l}aml
Based on record review and interview the facility Home, 3omice Sm iy bR SGAEINTY,
failed to conduct fire and disaster drills under the Ross , Bas Cmms wient
conditions that simulate emergencies at least rz:{vmnad n Bre MCl disantar
‘ quarterly and repeated for each shift. The ?lo_“s LN o0 Candad n—a.)w s
| findings are: of disastons (_“ﬁ £z, Llod | 5 rakiy,
| . . i . Hhaft « tovrnade | e eneS d‘w‘“"j ;
| Review on 9/2/21 of the facility's fire drills at Spills ; bowb x;hvud:s MLM
2:30pm revealed: P $) wexe e tvouned
| -There was no evidence that fire drilis had been %d (Wﬂ.’m dnilio 42|
- conducted on 1st shift during the 1st quarter of °Y(‘ ' movibhi~ o VO Shukhs  ond |
| 2021 and the 3rd quarter of 2020. 2:@“‘;’ ik C‘&,'keu%t pt s ot e
i tnd dinasters accodi 40 e
Review on 9/3/21 of the facility's disaster drills at RSN S %mdshcu}-ﬂul_. o :
- 12:45pm revealed: Ste  adtacmet H3 Gy :;*gno..huts
i Shroett —Aresved .
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-There was no evidence that fire drills had been Nofasa ’k\ii‘l 1 6\::5’ '
- conducted on the 1st shift during the 3rd quarter Direckox we % M‘F |
| of 2020. T pre@er .wmﬁg,lphcﬁ .
i drsaskor dei VS 40 b Coa '—4-'\
Interview on 9/3/21 with the Chief Operating OU_*{_W Mebs e des ad Vg
- Officer (COO) revealed: 5466 P
| -The shifts for fire and disaster drills were 1st shift b £ i
| 8am-4pm, 2nd shift 4pm-12am and 3rd shift w- \ ba_,*‘rctﬂ'vl e e dnd !
| 12am-8am. ) _ . (AA%&S%WP\CMV? C,\.M\d Pro":uzx
-Staff are aware that fire and disaster drills were . lednim off AAAUS . Nam%h.\
| to be completed quarterly. N
-Staff are to document both the time and shift the Austa, b Yorg Homng DI e oxer
| drill was completed. ‘ ‘ LS | sYafe wt =naden 1
-She confirmed staff failed to conduct drills under ‘ - Yo o O
L : b few Skl (Do
| conditions that simulate emergencies under each

' shift on each quarter. Ao ond disasterdatt,

This deficiency constitutes a re-cited deficiency ;
and must be corrected within 30 days.
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#3

Therapeutic Alternatives, Ine.

DISASTER PLAN for Yadkin Place Group Home 2018
360 Yadkin Road
Southern Pines. North Carolina 28387

Policy Statement: Therapeutic Alternatives. Inc. management places the safety of consumers and

employees foremost in the operation of its facilities. With the well being of persons associated with
Therapeutic Alternatives. Inc. in mind, the following policies and procedures have been developed
regarding major types of disaster, i.e. fire. flood, bombing. theft. tornado, terrorism. etc.

Activation Authority: The persons designated by the Administrators of Therapeutic
Alternatives. Inc. to have authority to activate this plan.

Yadkin Place Group Home: Eric Taylor and/or Company Administrators

This Disaster Plan has been designed for the employees and persons served in the
Yadkin Group Home.

EMERGENCY PROCEDURES ARE FOR:

. Tornados/Hurricanes

2. Utility Failure/Power Outages

3. Assaults/Intruder Workplace Violence

4. Chemical Spills

5. Bomb Threats

6. Medical Emergencies

7. Inclement Weather

EMERGENCY CONTACTS NUMBERS

Yadkin Place Main Phone 910-692-8688
Natasha Austin, Director 910-695-5558
Therapeutic Alternatives Main Phone 336-495-2700
Freda Kletsch. COO 336-633-9176 .
Kenny Burrow, CEO 336-633-9477
Dean Wilson. CFO 336-633-8981
Cathy Luther, QM Director 336-465-2379
Mitchell Moran. Maintenance 336-633-9543
Mary Jo Chidester, Safety Officer 336-495-2700




