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V 000 INITIAL COMMENTS v Ono
: An annual, complalnt and follow up survey was
completed on 7/8/22. The complaint was
unsubstantiated {Intske #NC00189369).
Deficiencles were cited.
This facility is licensed for the following service
catagory: 10ANCAC 27G .5600C Supervised
Living for Adults with Davelopmental Disability,
This facility is licensed for 5 and cumrently has a
census of 4, The survey sampie conslsted of
audits of 4 current clients,
. - i ici V105 . .
V105 276 .0201 {A) (1-7) Governing Body Policies The team will be trained on the
10ANCAC 27G 0201 GOVERNING BODY Admission, Discharge, and
POLICIES T_rar:sfer process sgec_tﬁcally
(a) The goveming body responsible for each discussion the admission
facility or service shall develop and implement assessment lo be camplated
written policies for the following: with each new admission to the
(1) delegation of management authority for the facility. .
operation of the facility and services; The team will complete chart
(2} exiteria for admission; reviews for all people m_the
(3) criteria far discharge; home to ensure all required
(4) admission assessments, including: documents are present and
{A) who will perform the assessment; and periodically thereafter, Chart
(B) time frames for completing assessment, reviews will ocour s{ﬂtr_\ln 30 days
{5) client record management, Including: following new admission to the
(A) persons authorized (o document; hame.
(B) transporting records; In the future, the team will
(C) safeguard of records agalnst [oss, tampering, assure all required elements are
defacement or use by unauthorized persons; in place through the Admission,
(D) assurance of record accessibility to Discharge or Transfer process.
authorized users at all times; and >
{E) assurance of confidentiality of records. Target Date: ¢} / (v / 2
{6) screenings, which shall include:
(A) an assessment of the Individual's presenting
problem or heed,
(B) an assessment of whether or not the facility
Division of Health Service Regulation
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(44} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH BEFICIENCY MUST BE PRECEDED 8Y FULL
REGLULATORY OR LSC IDENTIFYING INFORMATION)

13
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF BORRECTION

{x5)
CORRECTIVE ACTION SHOULD BE

COMPLETE
DATE

DEFICIENCY)

V 108

Caontinued From page 1

can provide services to address the individual's
needs; and

{C) the disposition, including referrals and
recommendations;

(7} qualily assurance and guality improvement
activitles, Including:

(A) composition and aclivities of a quality
assurance and quality improvement committee;
{B) written quality assurance and quality
improvement pian,

{C) methods for monitoring and evaluating the
qguality and appropriateness of client care,
including delineation of client outcomes and
utilization of sevvices:

(D) professional ar clinical supervigion, including
a requirement that staff who are not qualified
professlonals and provide direct client senvices
shall be supervised by a qualified professional in
that area of service;

(E) strategies for Improving client care;

{F) review of staff qualifications and a
determingtion made to grant
treatment/habilitation privileges:

(G) review of all fatalities of active clients who
were being servad In area-operated or contracted
residantial programs at the time of death;

{H) adoption of standards that assure operational
and programmatic performance meeting
applicable standards of practice. For this
purpose, “applicable standards of practice”
means a level of competence established with

| reference to the prevalling and accepted

methods, and the degree of knowledge, skill and
care exercised by other practitioners in the fieid;

V105
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STATE FORM
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A, BUILDING: COMPLETER
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(X4} 1D
PREFIX
TAG

SLUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LS50 DENTIFYING INFORMATION)

o FROVIDER'S PLAN OF CORRECTION (6}
PREFIX {EACH CORFECTIVE ACTION BHOULD 8E COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

V105

Confinued From page 2

This Rule is not met as evidenced by:

Basad on record review ahd interview, the facility
faled o Implement wiittars policy when a client
was admitied. The findings are:

Review on 6/28/22 client #1's record revealed:

- Admitted 1-11-19

- Diagnoses: Moderate Mental Retardation,
Adjusiment disorder, Hypertension, Herpes Type
I, Depression and Diabetes Type 2

- No admission assessment in the record.

Raview on 5/28/22 client #3's record revealed:
- Admitted THHMB

- Dlagnoses: Psychatlc digorder, Bown
Syndrome and Moderate Intellectual
Developmental Disability

-« No admission assessment In the record,

Review on 7/6/22 dlient #4's record revealed:

- Admitted 12/28M12

- Diagnoses: Mild to moderate anxiety,
Attention Deficht disorder, Modersate Intellectual
disorder and Cognitive Dysfunction

- No admission assessment in the record.

Review on 717122 of the facility's admission policy
ravealed:

- "In the IDD {Intellactual Developmentally
Disability) service array...A designated Qualified
Professional (QP) shall complete the Individual
admigsion assessments...At a8 minimum,
assessments will be completed for the person’s
social, medicat, and developmental history prior
to admission...”

V105
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V 105 | Continued From page 3 V10§
Interview on 6/29/22 the QP reported:
- Employed about 4 « 5 months,
- Responsible for the admission assessments,
- No client had been admitied since she had
been the QP.
Interview on 7/8/22 the Administrator reported:
- ihe QP was responsible for wriling the
admission assessments.
- Didn't know that an admission assessment
needed to be done If the client was fransferred
from another house. .
- Would make sure the QP did the admission
assessments,
- There had been a lot of changes in staff
causing things to fall behind.
V114 . uppli V144
276 0207 Emergency Plans and Supplies The tearn will review the
10A NCAC 27G 0207 EMERGENCY PLANS fire/disaster drill schedule to
AND SUPPLIES ensure it meets the
{a) A written fire plan for each facility and requirements of the rule. The
area-wide dizaster plan shall be developed and team will ensure fire/disaster
shall be approved by the appropriate local drills are assigned to alead staff
authorlty. ta ansure drills are taking place
(b) The plan shall be made avallable to ail staff as scheduled.
and evacuation procedures and routes shall be Drills will be reviewed by the
posted in the facility, Residential Team Leader and/or
(c) Fire and dlsaster drills in a 24-hour facility Qualified Professional, Drills
shall be held at least quarterly and shall be and trends will be reviewed at
repeated for each shift. Drills shall be conducted least monthly by the Quality
under conditions that simutate fire emergencies. Assurance and Performancs
(d) Each faclity shall have basic first aid supphies Improvement Committee to
accessible for use. ensure drills are being
completed at the approptiate
fraquency. The committee will
also develop action plans for
any trends identified through the
This Rule iz not met as evidenced by: review process, (continued...)
Dilslon of Health Servica Regulation
STATE FORM ] If continustlon shest 4 of &
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V 114 | Continued From page 4 V14 ] _
The feam will assure fire and
Based on record review and interview, the facility disaster drills are held and
falled to conduct fire/disaster drills at least monitored as specified by rule.
quarterly and repesied for each shift. The findings
are: ‘ Target Date: 5? / W } L
Review on 7/6/22 of the fire/disaster drill logs
from January 1, 2022 - June 30, 2022 revealed:
- Nofire drills were conducted on 1st or 3rd
shift during this time frame,
- No disaster drill was conducted during this
fime frame.
interview on 7/8/22 & 7/8/22 the Administrator
reported:
- Fire drifis should have been completed.
- There were 3 shifs in the facilily, 7Tam-3pm,
3pm-11pm and 11pm-7am
- ‘Thets ig a schedule posted in the office at the
facility.
. The home manager checked for the
completion of fire drills
- They were currently looking for 2 home
manager because they had been without ong
since Feb. 2022
- She had a meeting with staff, 7/7/22, in
reference to following the fire drill schedule
- Sha would be posting the schedule around
the facilily and not just In the office.
V 118} 27G .0209 (C) Medication Requirements V118 The nursing department will
‘ complete an inventory of the

JOANCAC 276 0209 MEDICATION medications present in the home to.
REQUIREMENTS ensure an adeguate supply of all
(¢) Medication administration: ordered PRN medications are
(1) Prescription or non-prescription drugs shall available.
only be administered to 2 client on the written Nursing will conduct house
order of & person authorized by law fo prescribe assessments at least monthly to
drugs. =~ - ensure PRN inventory is sustained.
(2) Medications shall be self-administered by (continued.,,)
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V 118| Continued From page 5 V118

clients only when authorized in writing by the
client's physician.

(3) Medications, including injections, shell be
administered only by llcensed persons, or by
unlicensed persons fralned by a registered nurse,
pharmatist or other legally qualified person and
privileged to prepare and administer medications.
{4) A Medication Administration Record (MAR) of
all drugs edministered to each cliant must be kept
current. Medications administered shall be
racorded immediately after administration. The
MAR is to include the following:

{A) client's name;

(B) nama, strength, and quantity of the drug;

(€) instructions for administering the drug;

(D) date and fime the drug is administered; and
(E) name or initials of person administering the
drug.

(5) Client requests for medication changes or
checks shall be recorded and kept with the MAR
file followed up by appointment of consultation
with a physician.

This Rule is not met as evidenced by.

Based on record review, interview and
chservation the facifity faled to ansure 3 of 4
audited (#2, #3, #4) clients' medications were
administered on the writien order of a physlclan.
The findings are:

Review on 7/6/22 of client #2's record revealed:
- Admission date 8/29/35

- Diagnoses: Bipolar, Moderate Mental
Retardation, Mild Obesity, Hypertension, High

Nursing house assessments will
be reviewed at least monthly by
the Quality Assurance and
Parformance Improvement
Committee to ensure
assessments are baing
completed at the appropriate
frequency. The committee will
also develop action plans for any
trends identified through the
review process.

The team will ensure the home as
an adequate supply of all ordered
PRN medications on hand.

Target Date: 9 / l / 7L
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V 118 | Continued From page 6 V118

Blood Pressure, enuresis

Review on 7/6/22 of client #2's Physician order
dated 9/23/21 revealed:

- Promethazine Tablet (tat) 25mg {milligrams}
-« PRN (as needed) (antihistamines)

Observation on 7/6/22 at 11:40am of client 2's
medication box revealed no Promethazine
prasent.

Review an 7/6/22 of client #3's record revealed:
- Admission date 7H6M8

- Diagnoses: Psychotic disorder, Down
Syndrome, and Moderate intellectual Disability

Review on 7/6/22 of client #3's Physician order
dated 9/23/21 revealed:

- Amoxicilin Capsule 500mg - PRN {antiblotic)
- Betameth DIP Ointment 0.05% - PRN
(dermatological)

- Cyclobenzapr tab 10mg - PRN
{(Musculoskeletal therapy agent)

- K=Y Jelly Gel - PRN (dermatological)

- Lorazepam tab 0.5mg - PRN (antianxiety)
- Promethazine tab 25mg - PRN
{antihistamine)

Observation on 7/68/22 at 11:55pm of client #3's
medication box revealed none of the PRN
medications listed above present.

Review on 7/8/22 of client #4's record revealed:
- Admission date 12/28/12

- Diagnoses: Mild to moderate Anxiety,
Attention Deficit disorder, Moderate inteliectual
disorder and Cognitive Dysfunction

Review on 7/6/22 of dient #4's Physician order
dated 9/23/21 revesled:

Divizion of Health Service Requlation
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V 118 Continued From page 7 V118
- lbuprofen tablets 800mg - PRN
{anti-inflammatory)
- Lorazepam tab 1 mg - PRN {antianxiety and
dental procedures)

- Ondansetron tab 4mg O0T - PRN (nausea)
- Promethazine tab 25mg - PRN
{(antihistamines)

Observation an 7/6/22 af 12:14pm of cllent #4's
medication box revealed none of the PRN
medications listed above present.

Interview on 7/6/22 staff #2 reported:

~  She could not locate the PRN's,

- PRN's should be in the medication boxes and
she didn't know why they weren't.

~  She didn't know where they wers,

Observation on 7/6/22 at 12:30pm revealed staff
#2 looking in medication boxes and medication
closet for PRN's,

Interview on 7/6/22 the LPN reported:

- Didn't keep PRN's onsite because they expira
s0 they only order as they need them e, if
someone is vomiting then the nurse would call
the pharmacy to send the medication.

- The pharmacy kept back-up medication there
for when the facility needed them.

- If someone was sick in the middle of the
night, they would have to walt until the morning 1o
call the pharmacigt,

- Wih the PRN's, the nurse would siill have to
be calied, then the nurse calls the doctor fo make
sure that's what the doctor wants to give before
thay give it

Interview on 7/6/22 & 7/8/22 the Administrator
reported: :

- Bhe did not do anything with medications,
Diwision of Haalth Service Reguiation
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V 118| Continued From page 8 V118
- The nursing staff dealt with the medications.
- Ghe supervised the nursing staff,
~  Didn't know how lang the PRN's havent been
in the home.
- She had addressed the PRN's not being in
the home with nursing.
- PRN's needed to be available in the home for
the clients,
Sivision of Health Servicé Regulaton
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HEALTH SERVICES,iNC.

No. 2029 P

RHA Health Services, Inc.
501-C South Wall Street
Benson, NC 27504
Phone: 919-894-5124

Fax; 919-894-1488

1

FAX TRANSMISSION

CONFIDENTIAL HEALTH INFORMATION ENCLOSED

To: TDH}-FS Fax: W‘??lﬁ%’?@
From: N{Shﬂ 6&% Date: ] / 2«7/ s
Re; KP DCz Pages: / {inciuding Cover)
cC -
Urgent | ForReview AsRequested | PlaseReply | Please Recycle
Additional Comments:

Confidentiality Note: The enclosed facsimile fransmission contains confidential medical record information. This
information has been disciosed fo the recipient idenfified above and is protected by State and Federal law. Those
laws limit your ability to further disclose this confidential medical information without the prior written consent of the
patient/client and his/her legal guardian or unless otherwise pemmitted by State and Federal law. If you are not the
intended recipient, you are hereby notified that any USE, disclosure, copying , distribution, or OTHER action faken
WITHOUT RESPECT TO the contents of these documents is strictly prohibited. If you have received this information
in error, please notify the sender immediately and arrange for the retumn or destruction of these documents.

Last Modified: 8/31/2005

Form #: 2011-JH
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MARK PAYNE - Director, Division of Health Service Regulation

7120122

Nesheil Blue, Administrator
RHA Heatth Services NG, LLC
501-C Bouth Wall St.

Benson, NC 27504

Re:  Annual, Camplaint and Follow Up Survey completed 7/8/22
Rawls Road Group Home, 190 Rawls Rd., Angler, NC 27501
MHL # 043-014
E-mall Address: nesheil.wilson@rhanet.org
Intake #NCO01589369

Dear Ms. Blue;

Thank you for the cooperation and courtesy extended during the annual, complaint, and fallow up survey
completed 7/8/22. The complaint was unsubstantiated.

As a result of the follow up survey, it was determined that the deficiency is now in compliance, which is
reflected on the enclosed Revisit Report, Additional deficiencies were cited during the survey.

Enclosed you will find alt defidlencies cited listed on the Statement of Deficiencies Form. The purpase of
the Statement of Deficiencies Is fo provide you with specific details of the practice that does not comply
with state regulations. You must develop one Plan of Correction that addresses each deficiency listed on
the State Farm and return it to our office within jen days of receipt of this lefter. Below you will find details
of the type of deficiencies found, the time frames for compliance plus what to include in the Plan of
Cormrection.

Type of Deficiencles Found
» Al other tags cited are standard level deficiencies.

Time Frames for Compliance
» Standard level deflclencies must be corrected within 60 days from the exit of the survey, which
Is 9/6/22.

What to include In the Plan of Correction

+ Indicate what measures will be put in place to correct the deficient area of practice (i.e. changes
in policy and procedurs, staff training, changes in staffing patterns, efc.).
indicate what measures will be put in place to prevent the problem from occurring again,
indicate who wilf monitor the situation 1o ensure it will not occur again.
Indicate how offen the monitoring will take place.
Sign and date the bottom of the first page of the State Form,

® 5 & ®

Make & copy of the Statement of Deficlencles with the Plan of Correction to retain for your recosds.
Please do not include confidantial information in your plan of correction and please remember
never fo send confidential information (protected health information} via emall,

MENTAL HEALTH LICENSURE & CERTIFICATION SECTION
NG DEPARTMENT OF HEALTH AND HUMAN SERVICES « DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Limsbead Drive, Willates Bifiding, Ralelgh, NG 27603
MAILING ADORESS: 2718 Mail Senvica Centar, Raleigh, NC 276952718
wwwmcd?shg.gavldh&r « TEL: $19-B55-3785 » pax: 919.715-8070

AN EGUAL OPPORTUNITY J ARFIRMATIVE AGTION EMPLOYER
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7/20/22
Ms, Blue
RHA Health Services NC, LLC

Send the orginal completed form to our ofiice at the following address within 10 days of receipt of this
letter,

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Canter
Raleigh, NC 27690-2718

A follow up visit will be conducted 1o verify all violations have been corrected. If we can be of further
assistance, please call Renee Kowalskl at 918-552-6847.

Sincerely,

Tinika Ferguson, MSW
Facifity Compliance Consultant |
Mental Health Licensure & Certification Ssction

Cc:  DHSR@Alancebhe.org
_BHSR_Letters@sandhlllscanter.org
Pam Pridgen, Administrative Supervisor



