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V 000 INITIAL COMMENTS V 000
An annual survey was completed on September
16, 2022. Deficiencies were cited. DH s
SR - Menta Health
This facility is licensed for the following service
category: T0ANCAC 27G .1800 Intensive
Residential Treatment for Children or
Adolescents. Li )
C. & Cert, Section
This facility is licensed for 12 and currently has a
census of 11. The survey sample consisted of
audits of 3 current clients.
: 27G .0207 Emergency Plans and Supplies
V114 27G .0207 Emergency Plans and Supplies V114 10A NCAC 27G 0207 EMERGENCY

10ANCAC 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.

This Rule is not met as evidenced by:

Based on record reviews and interviews the
facility failed to ensure fire and disaster drills were
done quarterly on each shift. The findings are:

Review on 9/16/22 of the facility's fire drill lo
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(a) A written fire plan for cach 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
’riccessible for use.

Effective 11/16/22, PHI will ensure that fire
and disaster drills are completed at least
quarterly on each shift .

To correct this and prevent future deficiencies
HI has implemented a revised tracking log

fform for disaster drills and a new fire drill log to
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revealed: i
-There were no 3rd shift drill for the 3rd, 2nd or
1st quarter of 2022.

-There were were no 1st or 3rd shift drills for the
4th quarter of 2021.

Review on 9/16/22 of the facility's disaster drill log
revealed: |
-There were no 3rd shift drill for the 3rd, 2nd or

1st quarter of 2022,

-There were were no 1st or 3rd shift drills for the .
4th quarter of 2021. |

Interview on 9/15/22 with client #1 revealed:
-She lived at the facility for over a year.

- -They did fire and disaster drills with staff. She {
wasn't sure how often the drills were conducted. 5
-She wasn't sure when staff did the last fire or j
disaster drill with them. ;.

Interview on 9/15/22 with client #2 revealed:

-She was admitted to the facility last month.

-She had not done any fire and disaster drills with
staff.

-Staff did talk to her about the fire and disaster
drills.

Interview on 9/15/22 with client #3 revealed:
-She lived at the facility for about five months.
-Staff had not done any fire and disaster drills
with them.

Interview on 9/16/22 with the Licensee revealed: ;
-The facility had three separate staff shifts. [
-She thought staff were doing fire and disaster .
drills during 3rd shift with the clients. g
-The clients were complaining about staff waking |
them up during 3rd shift. .
-She wasn't sure why staff were not documenting |

fire and disaster drills were being conducted

ensure fidelity. Oversight will be provided by
the Program Director quarterly and to ensure
compliance.

These revised disaster logs and new fire drill log
will capture the date, times, signature of staff
completing drill as well as the program director
signature verifying that drills have been
completed.

PHI will also provide a mandatory training for
staff to on 12/1/2022 addressing Emergency
Plans and Supplies.
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during 3rd shift.

-She confirmed staff failed to ensure fire and
disaster drills were done quarterly on each shift.
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