* STATE FORM

sER.VI.AUVSe 0QI 00 AM
32362706601 #4807 P 2/11

" FORM APPROVED

Division of Health Service Re

STATEMENT OF DEFICIENCIES
AND PLAN QF CORRECTION

{(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: A BULDING: COMPLETED

R
MHLD01-184 B. WING 01/16/2024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CORE

602 PIEDMONT WAY
NEW DIMENSIONS INTERVENTIONS, INC BURLINGTON, NG 27215

(X8) (0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DAYE

DEFICIENCY)

—

V 000] INITIAL COMMENTS V 000
i
An annusl and follow up survey was complated ]
on January 16, 2024. Deficlencles were clted. ]

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

This facility is licensed for 4 and has a current
census of 2. The survey sample consisted of
audits of 2 current clients.

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

E 10ANCAC 27G .0202 PERSONNEL
REQUIREMENTS

(a) Allfacllities shall have a written job
description for the director and ach staff position
which:

(1) specifies the minimum level of education,
competency, work experience and cther {
qualifications for the position; !
. (2) specifies the duties and responsitilities of ;
| the position; !
| (3) 1s signed by the staff member and the i
| supervisor; and

(4) is retalned in the staff member's file.
(b) All facilities shall ensure that the director,
each staff member or any other person who
| pravides care or gervices 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) meats the minimum level of education, ,
competency, work experience, sklils and other g
qualifications for the position; and

(4) has no substantiated findings of abuse or
neglect listed on the North Caroling Health Care
i Personnel Registry.
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(¢} All facllittes or services shall require that all
applicants for empioyment digclose any criminat
conviction, The impact of this Information on a
degislon regarding employment shall be based
upaon the offense in relationship to the job for
which the applicant is applying,

(d) Staff of & facliity or a service shail be
currently licensed, ragisterad or cartified In
acsordance with applicable state laws for the
gervices provided.

(e} Afile shall be maintalned for each individual
employed indicating the training, expsrience and
cther qualifications for the position, Including
verification of licensure, registration or
certification.

This Rule s not et as evidenced by,

Based on records reviews and interview the
facility failed to have documentation of required
aducation for 1 of 3 staff (#5).

Reaview on 1/16/24 of Staff #5's pergsonne! record
revealsd:

-Hire date of 7112123

-Me was hired as a Habilitatlon Technician.
There was no documentation Staff #5 met the
minimum level of education required.

interview an 1/16/24 with the Ownaer revesled:
-He wag Staff #5's fathar and knew that he hed
completed high school,

-He thought a copy of Staff #8's diploma was in

[
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following:

(1) general organizational orientation;

{(2) training on client rights and confidentiality as
delineated in 10ANCAQ 27C, 27D, 2TE, 27F and
10ANGCAC 268B;

{3} training to meet the mh/dd/sa neads of the
cliont as specified in the troatment/habliitation
plan; and

{4) training in infectious diseases and
bloodborna pathogens,

(n) Except as permitted under 10a NCAC 27G
5602(b) of this Subchapter, et least one staff
member shall be available in the facllity at all
times when a client Is present, That staff
member shall be frained in bagic first aid
including seizure management, currently trained
to provide cardiopuimonary resuscitation and
frained in the Helmlich maneuver or other first aid

| tachniques such as those provided by Red Cross,

the American Heart Association or their
aquivalence for relleving sirway obstruction.
{i) The governing body shalt develop and

!
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his record. b
-He wauld gst the documentation from Staff #5's A “ ﬁ,%&_’g_ MmepPCrs
mother or would order transcripts from the A&XL ‘/ ! t.);zd
school. g L nas In een L a
He confirmed SBtaff #5's parsonnel racord did not » Y ‘_3&4 C AQ WS FemeTlS
have documentation of education required. Ao oy \ 9
This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.
V108 276 .0202 (F) Personnel Requirements V108
10ANCAC 27G 0202 PERSONNEL
REQUIREMENTS
(f) Continuing education shall be documented.
{g) Employae tralning programs shall be
provided and, at a minimum, shall consist of the

1
|
|
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implement policies and procedures for identifying,
reporting, Investigating and controlling infectious
and communicabie diseases of personnel and
clients,

This Rule I8 not met as evidenced by:

i Baged on record review and interviews, the

facifity failed to ensure 1 of 3 paraprofessional
staff (#4) were currently trained in basic first aid
and Cardiopulmonary Resuscitation (CPR). The
findings are:

Raview on 1/16/24 of Staff #4's personnel record
revaaled:

wHira date of 11/28/09.

-She was hired as & Habilltation Technician,

«She was now the Assistant Director,

~First aid and CPR cortification from tha Amaerican
Heatt Association had explred on 12/6/23.

Interview on 1/16/24 with Staff #4 revealed:

-Sha worked directly with the clients.

~Sha had not realized that her first aid and CFR
training had just expired in December.

-She would talk to the owner to get registered for
a new class.

Interview on 1/16/24 with the Owner revesled:
~He wag not aware that Staff #4's first aid and
CPR certification had expired before surveyor
discovered it.

-He scheduled a tralning session for Staff #4 for

1/28/24 at 10am., . b n
-Ha confirmed that first aid and CPR certification -1‘;\«5- _}'“ a \b\\“—' ‘\ e ;
for Staff #4 had expired. p\,}.- v et |
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This deficiency constitutes a re-cited deficiency
and must be correctad within 30 days,

V112 27G .02086 (C-D) V12
Assessmont/Treatment/Mabilitation Plan

{0ANCAC 276G 0205  ASSESSMENT AND
TREATMENTHABILITATION OR SERVICE
PLAN

(c) The plan shall be developad based on the
assessment, and in partnership with the client or
legally responsible person or both, within 30 days
of admigsion for clients who are expected {o
teceive services beyond 30 days.

(8} The plan shall include:

(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achigvement;

(2) stratagies,

{3) staff responsible;

(4) a schedule for review of the plan at least . }
annually in conguftation with the client or legally wa Pove T *‘-'\\ G "‘*\0 f} I M
responsible person or both; A-, &
(5) basis for avaluation or assessment of C.Q Movds an &a \l\J
outcome achlevement; and L o *_A_ﬁ “a bN ?hp«c‘ LLA
(6) wrltten consent or agreement by the client or “5“3
responsible parly, or a written statement by the

provider stating why such consent could not be
obtained. |
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V112 Continued From page &

This Rule is not met as evidenced by:

facility failed to obtain written consent or

-Admission date of 4/5/15.

Murmur; Chronic Obstructive Pulmonary
Asthma; Peripheral Vascular Disease;
Prediabetes.

-Client #1 had a legal guardian.

Clant #1's legal guardian.

«Admission date of 9/14/22.

~Client #2 was his own guardian,

guardian,

legal guardian sign his plan.

and must be corrected within 30 days.

Rased on record reviews and Interview, the

agreement by the client or responsible party for 2
of 2 audited cllents (#1 and #2). The findings are:

Reviaw on 1/16/24 of Cllent #1's record revealed:

-Diagnoses of Schizoaffactive Disorder; Cardiac

-Person Centered Plan {PCP) was not signed by

Reviaw on 1/16/24 of Cllent #2's record revealed;

-Diagnoses of Schizophrenia; Hypsriipidemia;
Carotid Artery Stenosis; Nicoting Dependence,

-PCP did not include Cllent #2's signature.

Interview on 1/16/24 with the Qwner revealed:
-He was rot aware that the PCP's for Clients #1
and #2 had not been signed by the client or legal

~The Qualified Professional was responsible for
completing the PCP's and obtaining signatures,
-He acknowledged that PCP's for Clients #1 and
#2 were not signed by the client or legal guardian,
-He would have Cllent #2 sign his PCP and talk to
the Gualified Professional to have Client #1's

This deficlency constitutes a re-cited deficiency

V112

Disease;

e
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fog from January 2023-January 2024 revealed:

-There were no disaster drills conducted for the

2nd shift for the 3rd quarter (July, August,

September) of 2023,

-Thare were no disaster drills canducted for the

Ind shift for the 4th quarter (October, November,

December) of 2023. .

Interview on 1/16/24 with the Owner revealed:

~Facility operated basically under two shifts, First

ghift was ’fﬂ?m £:00 am to 8:00 pm, Second shift o have oo ﬂc&u&\,@i (Ine.

was from 9:00 pm to 9:00 am, W e\ and [\

-He was not aware that he needed o do a drill for AL A\s L RN

each ghift.

-They had been doing cne fire and one disaster
drill each month,

-Ha acknowledged the facility fallad to ensure fire
and disaster drills were done quarterly on each
shift,

V118 276G .0209 (C) Medication Requirements v 118

10A NCAC 276G 0208 MEDICATION
REQUIREMENTS

{¢) Medication administration:

{1} Prescription or non-prescription drugs shall
only be administered to a client on tha written
order of a person authorized by law to prescribe
drugs.

(2) Medications shall be self-administerad by
clients only when authorized in writing by the
client's physiclan.

(3) Medications, including injections, ghall be
administered only by licensed persons, or by
unficensed persons trained by a registerad nurse,
pharmacist or other legally qualified person and
privileged to prepare and administer medications.
(4) A Madication Administration Record (MAR) of
all drugs administered to each client must be kept

Divizion of Heaith Service Regulation
STATE FORM Ll LMW ¥ continuation shest 8 of 10
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10ANCAC 276G 0207 EMERGENCY PLANS
AND SUPPLIES

(&) Awrittan fire plan for each facility and
area-wide disaster plan shall be developed and
shall be approved by the appropriate jocal
authority.

(b} The olan shail be made available 1o alf staff
and evacuation procedures and routes shall be
pested in the facility,

{c) Fire and disaster diiils in a 24-hour facliity
shall be held at least quarterly and shall be
repeated for each shift. Drills shall be conducted
under conditions that stmulate fire emergencies.
(d) Each facility shall have bagic first aid supplies
accessible for use,

Thig Rule 18 not met as evidenced by

Based on record review and interview, tha facility
falled to ensure fire and disaster drills were
conducted quarterly and on each shift, The
findings are: Wi hoeve can d\\.‘"vu mofe

d Y aOwndn 30 ‘)"‘!In‘i
Raview on 4/16/24 of the facility's fire drills log Qe Ve T8N

fram January 2023-Jenuary 2024 revealed: b\,{\s)r A\
~There were no fire drills conducted for the 2nd

shift for the 2nd quarter (Aprl, May, June) of
2023,

~There were no fire drills conducted for the 2nd
shift for the 3rd quarter (July, August, September)
of 2023,

~There wera no fire drills conducted for the 2nd
shift for the 4th quarter (Qctober, Novembaer,
December} of 2023,

{

| Review on 1/18/24 of the facility's disaster drills
Givision of Hesith Service RegLiation
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current. Madications administered shall be

recorded immediataly afior agministration. The

MAR is to Include the foliowing:

(A) cllent's name,

(B) name, strangth, and quantity of the drug;

(C} instructions for administering the drug;

(D) date and time the drug is administered; and

ij} nama or initlals of person administering the
rug.

{5) Client requests for medlcation changes or

checks shall ba recorded and Kept with the MAR

file foliowad up by appointmaent or consultation

with a physlcian,

This Rule s not met as evidenced by:

Basged on record reviews and interview, the
facility falled to keep the MAR current affecting 1
of 2 clients (#2). The findIngs are:

Review on 1/16/24 of Client #2's record revealed:
-Admission date of 9/14/22,

~Diagnoses of Schizophrenia; Hyperlipidemia,
Carotid Artery Stenosis; Nicotine Dependence.,
Physician orders dated 1/2/24 for Lumateparone
42 milligrams (mg), take one capsuls orally every
night,

Observation on 1/16/24 at 12:30 pm of Client #2's
medications revealed:

Medlications were packed In bubble packs.
-There was a bubble pack containing
Lumateperone 42 mg. Bubble was packed on
1/3/24 and 13 capsules had been dispensed.
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Review on 1/16/24 of Client #2's MARs for
January 2024 revealed.

4Lumateperane 42 was not listed in the January
MAR,

Review on 1/16/24 of www,wabmd.com ravealed:

JLumateperone was used to manage and treat
schizophrenia and other nsuropsychiatric
disarders,

Interview on 1/16/24 with Staff #3 revealed:
-Client #2 recently started a new medication.
-He had not realized that the new medication for
Client #2 was not on the MAR.

-He wrangfully assumed ali medications were
fisted and he would just initial them off.

e e sure that Client #2 did recelve his
medications accordingly.

-He would go to the pharmacy and ask for a naw
MAR sheet for Client #2 and make sure it
reflected the new medication,

Interview on 1/16/24 with the Owner revealed:
-He was not aware that Client #2's new
medication was not listed on the MAR,

-He acknowladged facility staff falled to keep the
MAR current.

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

wh
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