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V 107

| qualifications for the position;

INITIAL COMMENTS

An annual and complaint survey was completed
- on 10/25/21. The complaint was unsubstantiated
| (intake #NC00180898). Deficiencies were cited.

This facility is licensed for the following service
category: 1T0ANCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

27G .0202 (A-E) Personnel Requiremerits

10A NCAC 27G .0202 PERSONNEL
REQUIREMENTS
(a) All facilities shall have a written job
description for the director and each staff position |
which:

(1) specifies the minimum level of cducation,
competency, work experience and other

(2) specifies the duties and responsibilities of

the position;
| (3) is signed by the staff member and the |
| supervisor; and |

(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 bahalf 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

(4) has no substantiated findings of abuse or }
neglect listed on the North Carolina Hezith Care
Personnel Registry. I

|
[
|

(c) All facilities or services shall require that all
applicants for employment disclose any criminal
conviction. The impact of this informaticn on a
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decision regarding employment shall be based i
upon the offense in relationship to the job for |
‘ which the applicant is applying. 1
(d) Staff of a facility or a service shall be [
| currently licensed, registered or certifiec 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. J
| |
| |
| {
This Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a complete personnel record was
kept for 1 of 3 audited staff (staff #2). The
findings are:
Review on 10/21/2 T. of staff #2's recc_)rd revealed: “he Qualified professional and the Group |To be
- Nodocumentation of a date of hire {ome Directors are working together to | completed by
- No evidence of written and signed job | evise the Employee Records. Upon hire | '/22/2021
gszggggﬁn ;m%hefepneccfﬁi :Eeé :;'QEEQ l::gl & | f any new staff, an Orientation Checklist
Ll ’ o - o] vill be completed that includes
other qualifications for the position and the duties i ﬁformationgihat is to be obtained prior to
i’:md responsibilities required of the position | in employee being able to begin working
No evidence staff #2 met the minimum level I _ ! :
of education for the position J .uch as copy of diploma, transcripts,
; signad job description, personnel
Interview on 10/25/21 with the Qualified | pppeleielg T DSI0 GLANRG AR st
Professional revealed: | :ay' 0 _work .WII be included the checklist I
- No indication as to why this information was | ind will be filed at the front of the record. |
Division of Health Service Regulation )
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V108( 27G .0202 (F-) Personnel Requirements

10ANCAC 27G .0202 PERSONNEL
REQUIREMENTS

(f) Continuing education shall be documented.
(9) Employee training programs shall b=
provided and, at a minimum, shall consist of the
following:

(1) general organizational orientation:

(2) training on client rights and confidentiality as
delineated in 10A NCAC 27C, 27D, 27E, 27F and
10A NCAC 26B;

(3) training to meet the mh/dd/sa needs of the
client as specified in the treatment/habilitation
plan; and

(4) training in infectious diseases and
bloodborne pathogens.

(h) Except as permitted under 10a NCAC 27G
.5602(b) of this Subchapter, at least one staff
member shall be available in the facility at all
times when a client is present. That staff
member shall be trained in basic first aid
including seizure management, currently trained

' to provide cardiopulmonary resuscitation and
trained in the Heimlich maneuver or other first aid
techniques such as those provided by Red Cross,
the American Heart Association or their
equivalence for relieving airway obstruction.

(1) The governing body shall develop and

reporting, investigating and controlling infectious
and communicable diseases of personnel and
clients.

|

implement policies and procedures for identifying, |
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V107 | Continued From page 2 f V107 l
not present in staff #2's record.
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| |
| This Rule is not met as evidenced by o The Qualified professional and the Group | To be
Ba.SEd on record review and Interview, ‘Je faClllty ‘ Home Directors are working together to completed by
failed to ensure a complete personnel fie was | revise the Employee Records. Upon hire J 11/22/2021
kept for 1 of 3 audited staff (staff #2). The of any new staff, an Orientation Checklist

1 findings are: ‘ will be completed that includes information |
‘ that is to be obtained prior to an employee
being able to begin working such as copy

| Review on 10/21/21 of staff #2's recorc revealed:
of diploma, transcripts, signed job }

- No documentation of a date of hire
- No evidence staff #2 had complete training ‘
- in bloodborne pathogens .1

description, personnel paperwork, etc.
The date of hire and first day of work will
e included the checklist and will be filed

| Interview on 10/25/21 with the Qualifiec * at the front of the record.
There will also be a checklist for all |

i Profﬁss_ioggi rt_avealed: hv this informs? { irainings that need to be completed and
‘ ) 0 ICICAtOn s t(,) why this informztion was | copies of all training certificates will be
not present in staff #2's record. E P — l
The Group Home Director has a '
Vv 114| 27G .0207 Emergency Plans and Supplies | V14 spreadsheet for all annual trainings to be /
| | able to make sure they are completed in a
10ANCAC 27G .0207 EMERGENCY FLANS limely manner.

AND SUPPLIES ;
(a) Awritten fire plan for each facility and
area-wide disaster plan shall be develcped and |

shall be approved by the approprizte local |
authority. 5 ‘
(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 7acility '

shall be held at least quarterly and shaii be

repeated for each shift. Drills shal! be conducted

| under conditions that simulate fire emergencies. :

| (d) Each facility shall have basic first aic supplies 5 |
‘ accessible for use. ‘: |

| | ,
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V 114 | Continued From page 4

This Rule is not met as evidenced by:
Based on record review and interview, the fac:llty '
failed to ensure fire and disaster drills vare held |
at least quarterly and repeated for 2ach shift. j
The findings are: 5
Review on 10/21/21 of the facility's fire and !
disaster drill log bock revealed: ;
- No evidence any fire drills had been held in ?
the fourth quarter of 2020 (October - Dzcember |
2020); the first quarter of 2021 (Jdnuau y - March);
the second quarter of 2021 (April - June) and the |
third quarter of 2021 (July - September’
- No evidence any disaster drills had been held i
in the fourth quarter of 2020 (October - |
December) and first quarter of 2021 (Jznuary - |
March)

- One disaster drill was held during t'ie second
quarter of 2021 (April - June) with no evidence of
any additional drills being held during tre same |

quarter |

Interview on 10/20/21 with client #1 revealed: ;
- He was not responsive when aske:! if he
participated in fire or disaster drills at ti= facility.

Interview on 10/20/21 with client #2 revaaled: j
- He had only lived at the group hom = since |
July of 2021 *
- When asked about fire drilis, he resorted staff|
had shown him where everything was 5

"We know how to do it basically evary day." |

Interview on 10/20/21 with client #3 rev=aled:
- When asked about fire drills, he stated,
"That's the one thing we haven't had ye:" f
- Hereported he knew were the exii: were and |
could use them if necessary

- When asked about disaster driils,
"We did one not too long ago."

Division of Health Service Regulation
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‘aff has been retrained an completion of fire
- nd disaster drills. The newest log has been

orapleted as scheduled.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

To be
completed byj

rovided. There is a schedule will be 11/20/2021

rovided as well as reminders of hen to
erform drills each month. The Qualified
‘ofessional will check at least monthly the fire
n disaster drill logs to make sure all have been

|
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E
Interview on 10/21/21 with staff #1 revealed: |
-  Fire and disaster drills were h=id rronthly and |
at different times (early morning and at night)
- The clients understood they were t: go i '
outside and wait by "the pole." E
V 367| 27G .0604 Incident Reporting Requ rerents | vas7
|
10ANCAC 27G .0604  INCIDENT !
REPORTING REQUIREMENTS FOR !
CATEGORY AAND B PROVIDERS :
(a) Category Aand B providers shall report all ;
level Il incidents, except deaths, that occour during | ‘
the provision of bf!fable services or whia the , ‘
consumer is on the providers premiz=s or level Il |
incidents and level Il deaths involving the clients |
to whom the provider rendered ary service within |
90 days prior to the incident to the LVE
responsible for the catchment area where ; 1
| services are provided within 72 hours o f i
becoming aware of the incident Th= r=port shall | ’
be submitted on a form provided by ihe
Secretary. The report may be subm tted via mail, |
in person, facsimile or encrypted electronic f
means. The report shall include th= following |
information: @
D) reporting provider centact an i F
identification information; i
(2) client identification information: ;
(3) type of incident; ;
(4) description of incident; |
(5) status of the effort to det=rmine the _‘
cause of the incident; and i
(8) other individuals or autharitie s notified :
or responding. |
(b) Category A and B providers snal =«plain any |
missing or incomplete informatior. The provider
shall submit an updated report to 2 required
Division of Health Service Regulation e
STATE FORM 6869 N 011 If continuation sheet 6 of 11
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report recipients by the end of the
day whenever:

(1) the provider has reason |
information provided in the report r
erroneous, misleading or otherwise

required on the incident form that y
unavailable.
(c) Category A and B providers =h:

(d) Category Aand 3 provders =h
of all level Ill incident reporis to th
Mental Healith, Developmentai Dis:
Substance Abuse Services within
becoming aware of the incide-

providers shall send a copy of =i |
incidents involving a client deain ic
Health Service Regulation within 7
becoming aware of the incident
client death within seven days of
or restraint, the provider shai
immediately, as required by

(e) Category Aanc = proviiar
report quarterly to the LIME res»
catchment area whera sarv ces ¢
The report shall be submitted on «
by the Secretary via electrenic ez
include summary information a5 o
(1M medication arrors the' de
definition of a leve! Il or lavel |

(2) restrictive intervarticns t
the definition of 2 level Il or leva 1
(3) searches of a ciiant i<
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I'he Qualified Professional is
esponsible for IRIS reports. The staff is
Jeing re-trained on incident reporting so
nat staff can complete the in-house
‘eports. Protocol is that once completed
_within 24 hours of incident occurring, a
“opy is sent to the Qualified

“rofessional so that an IRIS can be
-ompleted and the original is kept in the

100k at the home.

To be
completed by
11/20/2021
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documented "...Consuner
become aggressive warc
redirected for trying  ohi=
ashtray. Law enforc men

(client#1) was take 1o ¢
| with simple affray...
Review on 10/21/27 e
Department of Hea'!  and
Incident Response | oo

revealed:
- Noevidence an cde
submitted to IRISre 1 ire

Interview on 10/25/> « ih
- Although she hi: ¢
| incident report; she  d fa
incident reportto IR~ -3¢
8/27/21

- Sherealized she w-s
on this.

V369 G.S. 122C-6 Smoki P o
§ 122C-6 SMOKINC "'FO
(a) Smoking is prob: -«
under this Chapter. .
"smoking" means tt e
lighted cigar, cigare : ¢
smoking product. A: Lseq
means a fully enclos = :re
(b) The person who v s,
otherwise controls & i f

shall:

(1) Conspicuously ¢ (

smoking is prohibite - i

may include the inte 1aton

symbol, which cons = = 7 -
| representation of a 1
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| facility and obtain t
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- who owns, manage
| controls a facility lic
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(d) This section doe
‘ psychiatric hospital:
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| - Asign posted ¢
' read "You can smao!

|

| Observations or 1€
' 12:15 pm of client #
| bathroom revealed
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- Dark flecks of v
ashes were in the
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lembers are permitted to only

i1 designated areas on the outside of
12 home. The Group home staff is

rzsponsible of keeping cigarettes and
‘chters and only providing them at J

trnes in which the group home

smoke | 11/18/02021

nembers are smoking. The policy of ‘
‘1 home is that members smoke

wvery 2 hours when at the home
“eginning at 8am each morning and

1ome staff will monitor members

-nding at 8pm each night. Group ‘
|

1zmber place their cigarette butt in

‘iile smoking and observe each /

1e permitted ash tray. Members will

w0t place any any items in their
nersonal pockets.
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- Acigarette butt
shelving unit in the
- Acigarette butt
(red in color) on tor
- Acigarette buit
in color) on the floo

Interview on 10/21/
- Clients were all
hours

- He had told the
smoke in their roon
facility

- Clients have =
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