Divigion of Health Service Regulation

PRINTED: 10/11/2021

FORM APPROVED

STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

MHLO63-002

(X2} MULTIPLE CONSTRUCTION [X3; DATE SURVEY

A. BUILDING:

B. WING

COMPLETED

10/08/2021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE

204 NORTH PINE STREET BUILDING A
ABERDEEN, NC 28315

BETHESDA INC

o4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUET BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFCRMATION]

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG . CROSS-REFERENCED TQ THE APPROPRIATE
BEFICIENCY)

(X5}
COMPLETE
DATE

Vo0

v 108;

INTIAL COMMENTS

- An annual survey was completed on October 8,

2021, Deficiencies cited.

This facility is licensed for the following service

" category:

: 10A NCAC 27G. 5800 Supervised Living for
- Substance Abuse Adults

! 1DA NCAC 27G. 3200 Social Setting

Detoxification

275G 0202 (F-l) Personnel Requirements

. 10ANCAC 276G .0202 PERSONNEL

' REQUIREMENTS

. {f) Continuing education shalt be documented.
(@) Employee taining programs shail be

' provided and, at a minimum, shail consist of the

: following:

© (1) general organizational crientation;

" (2) training on client rights and confidentiality as
- dedineated in 10ANCAC 27C, 27D, 27k, 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

i (4) ftraining in infectious diseases and

: blondborne pathogens.

(h) Except as permitted under 10a NCAC 276G

+.BB02(b) of this Subchapter, af 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 manevuver or other first aid

technigues such as those provided by Red Cross,

© the American Heart Association or their
. equivalence for relieving airway obstruction.
i {i} The governing body shall develop and

3

V108

vV 00Q

Division of Heaith Service Regulation

LABORATORY DIRECTOR'S O IDER/SUPPLIER R ENTATIVE'S SIGNATURE
#
- o A

TITLE

(X&) DATE

il

STATE FORM

et MOHE11

if cantinuation sheet 1 of 7




PRINTED: 10/11/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT CF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
MHLOE2-002 B. WING 10/08/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP CODE
204 NORTH PINE STREET BUILDING A
BETHESDA iNC
ABERDEEN, NC 28315
o SUMMARY STATEMENT CF DEFICIENCIES D 3 PROVIDER'S PLAN OF CORRECTION j (<5)
PREFIX - (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMAT!ON) TAG ‘ CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
; DEFICIENCY)
V108 : Continued From page 4

: This Rule is not met as evidenced by:

; Based on record review and interview the facility :
: failed to ensure the Director and Co-Manager ‘
- {#2} had current training in First Aid and

* Cardiopuimonary Resuscitation (CPR). The
' findings are:

" implement policies and procedures for identifying,
" reporting, investigating and controlling infectious ;
. and communicable diseases of personnel and |
. clients.

. Review on 10/8/21 of the Go-Manager #2's
| personnel record revealad:

- Hired date of 1/15/18.

: - First Aid/CPR expired 12/31/19.

- There was no evidence of current {raining in the

j record.

* Review on 10/8/21 of the Director's personnel
' record revealed:

' - Hired date of 1/15/18.

' - There was no evidence of First Aid/CPR

- training in the record..

Interview on 10/8/21 with the Director revealed:
-The agency in the area canceiled First Aid/CPR
trainings.

-He was not trained in First Aid/CPR because he

; did not provide direct care.

- -He worked at the facility when co-managers
- were out of the building.

¢ -He would schedule trainings ance an agency
. was selected and confirmed.

L V108

First Aid and CPR training were
Given to all staff members on
October 23, 2021. (A copy of
Their certificates are enclosed.)

STATE FORM

Division of Health Service Reguiatian

3662 MOHE11 1¥ continuation sheet 2 of 7




PRINTED: 10/11/2021

FORM APPROVED
Diviston of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION tDENTIFICATION NUMBER: . COMPLETED
A, BUILDING:
MHL063-002 8. WING 10/08/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BETHESDA INC 204 NORTH PINE STREET BUILDING A
ABERDEEN, NC 28315
(X4} ID SUMMARY STATEMENT OF DEFICIENCGIES iD PROVIDER'S PLAN OF CORRECTION %5}
PREF4X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE

TAG REGULATCRY GR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPRCPRIATE DATE
. DEFICIENCY)

V536 Continued From page 2 V 536
V536 27E .0107 Client Rights - Training on Alt to Rest. . V538
int. i

10A NCAC 27E .0107 TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

{a} Facilities shalt implement policies and

. practices that emphasize the use of alternatives

_to restrictive interventions.

i (h) Prior to providing services to people with

- disabilities, staff including service providers,

. employees, students or volunteers, shall
demaonstrate competence by successfully
comptleting training in communication skills and ;
other strategies for creating an environment in |
which the likelihaood of imminent danger of abuse i :
or injury to a person with disabilities or others or !
property damage is prevented. |
(c} Provider agencies shall establish training :
based on state competencies, monitor for internal
compliance and demonstrate they acted on data i
gathered. ‘ }

{d) The training shall be competency-based, j \

|
|
|

_include measurable tearning objectives,

_ measurable testing (written and by observation of

" behavior) on those objectives and measurable

: methods to determine passing or failing the
course.
(e) Formal refresher training must be completed
by each service provider periodically (minimum
annually).
(fy Content of the training that the service
provider wishes to employ must be approved by
the Division of MH/DD/SAS pursuant to ;
Paragraph (g) of this Rule. Q !
(g) Staff shall demonstrate competence in the '
following core areas:
{n knowiedge and understanding of the
people being served;
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(2) recognizing and interpreting human

behavior; '

(3) recognizing the effect of internal and ,

external stressors that may affect people with

disabilities;

(4) strategies for building positive

relationships with parsons with disabilities; |

5) recognizing cultural, environmental and

organizational factors that may affect people with

disabilities;

(6) recognizing the importance of and

assisting in the person's involvement in making
decisions about their life;

{7 skills in assessing individual risk for
escalating hehavior;

(8) communication strategies for defusing
and de-escalating potentially dangerous behavior;
and

(9) positive behavioral supports (providing

means for people with disabilities to choose
activities which directly oppose or replace
behaviors which are unsafe).

(h) Service providers shall maintain
documentation of initial and refresher training for
at least three years.

{1 Documentation shall include:

{A) who participated in the training and the
outcomes (pass/fail);

{B) when and where they attended; and
{C) instructor's name;

{2) The Division of MH/DD/SAS may

review/request this documentation at any time.

(i) Instructor Quaiifications and Training

Requirements:

{1 Trainers shall demonstrate competence

by scoring 100% on testing in a training program

aimed at preventing, reducing and eliminating the
- need for restrictive interventions.

{2) Trainers shalt demonstrate competence

Division of Health Service Regulation
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. by scoring a passing grade on testing in an
instructor training program.
(3) The training shall be
competency-based, include measurable learning

- objectives, measurable testing {written and by

" observation of behavior) on those objectives and
measurahle methods to determine passing or
failing the course.
(4) The cantent of the instructor training the
sennce provider plans to emplcy shail be
approved by the Division of MH/DD/SAS pursuant
to Subparagraph (1){5) of this Rule.

(5) Acceptable instructor fraining programs
. shall include but are not limited to presentation of:
(A) understanding the adult learner;
(B} methods for teaching content of the
| course;
) methods for evaluating trainee
performance; and
{0} documentation procedures.
(6) Trainers shali have coached experience

teaching a training program aimed at preventing,
reducing and eliminating the need for restrictive
interventions at least one time, with positive
review by the coach.
(7} Trainers shall teach a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions at least once
annualy.
(8} Trainers shall complete a refresher
instructor training at least every two years.
{i) Service providers shall maintain
documentation of initial and refresher instructor

- training for at least three years.

() Documentation shall include:

C(A) who participated in the training and the

. outcomes (pass/fail),
(B} when and where attended; and
() instructor's name.
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(2) The Division of MH/DD/SAS may

request and review this documentation any time.
{k} Qualifications of Coaches:

{1 Coaches shail meet all preparation

- frequirements as a trainer.

- (2) Coaches shall teach at least three times
the course which is being coached.
(3) Coaches shall demanstrate :

. competence by completion of coaching or '
train-the-trainer instruction. : 1
{) Documentation shall be the same preparation :
as for trainers.

This Rule is not met as evidenced by:

Based on record review and interviews, the
facility failed to ensure the Director and two of two
Co-Mangers (#1 and #2) had current training on
the use of alternatives to restrictive interventions.
The findings are:

. Review or: 10/8/21 of the Co-Manager #1's
personnel recerd revealed:
! - Hired date of 8/21/18.
| - Alternative restrictive Intervention expired
1/3/20.
- There was no evidence of current training on the
use of alternatives to restrictive interventions.

Review on 10/8/21 of the Co-Manager #2's
personnel record revealed.
- Hired date of 1/15/18.

- - Alternative restrictive Intervention expired
10/9/19.
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' N Alternatives to restrictive
; - There was no evidence of current training on the : ) ..
- use of aitematives fo restrictive interventions. Interventions traini Ng was

i Review an 10/8/21 of the Director's personnel g Attended by all staff members
- record reveaied: On November 30, 2021. (A Copy

- Hired date of 1/15/18. . . .
| - Alternative restrictive Intervention expired. Of their certificates is enciosed.)
. ~ There was no evidence of current training on the

use of alternatives 1o restrictive interventions.

During interview on 10/8/21 with the Director
- confirmed the Alternative Restrictive Intervention
 expired and current training information was naot
available in the record.

H

|
|
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American Red Cross
Tratmng Senvices

Certificate of Completion
Glenn Greene

has successfully completed requirements for
Adult First Aid/CPR

Date Completed: 10/23/2021
Validity Period: 2 - Years

Conducted by: Agape Christian Academy

R ETR
_\#;,\“ i ,!:‘ . "
P A To verity certificate, scan code or visit redcross.org/digitalcertificate and enter 1D.
E S Learn and be inspired at LifesavingAwards.org
% e
Sl e
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American Red Cross
Training Services

Certificate of Completion
Anthony Dickerson

has successfully completed requirements for
Adult First Aid/CPR

Date Completed: 10/23/2021
Validity Period: 2 - Years

Conducted by: Agape Christian Academy

To verily certificate, scan coge or visit redcross.org/digitaicertificate and enter 1D.

Lear and pe inspired at LifesavingAwards.org
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American Red Cross
Training Services

Certificate of Completion
Chris O'Dell

has successfully completed requirements for
Adult First Aid/CPR

Date Completed: 10/16/2021
Validity Period: 2 - Years

Conducted by: Agape Christian Academy

To verity certificate, scan code or visii redcross.org/digitalcertificate and enter 1D.

Leam and be inspired at LifesavingAwards.org
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MindSet Foundations Curriculum
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Let 1t be known, the above named has successfully completed the course
requirements for certification in the MindSet Safety Management Curriculum.
1his certification is valid for one full year.

Presented on /1/ 30 / 202 |




MindSet Foundations Curriculum
LQ Wﬁ D?)c_}ie(‘s&ﬁ/

Let 1t be known, the above named has successtully completed the course

requirements for certification in the MindSet Safety Management Curriculum.

T his certification 1s valid for one full year.

Presented on 1] / %o/ 2021

. Safety Managemient

G MmDsE i

Iindset 7" rainer

Trames Foulloner




MindSet Foundations Curriculum

([ hris ODell

Let it be known, the above named has successtully completed the course
requirements for certtfication in the MindSet Safety Management Curriculum.
This certification 1s valid for one full year.

Presentedon )} / 5&/ 202

| ” -MINDSET ﬁ
. . Safety Management

o (

Mindset Trainer

Twmes  Faulkunec



Glenn Greene, CSAC 204 North Pine Street =~ - - -
- Director - Aberdeen, North Caroling 28315
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