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ALAMANGE HOMES Il

VOO0 INITIAL COMMENTS Voo

An annual and complaint survey was completed
on April 18, 2021, The compfaint was
substantiated (intake #NCO0175063).
Beficiencies cited.

This facility is licensed for the following service
category: T0A NCAC 276, 56004
Supervised Living for Adults with Mentat Hiness

V 105 27G 0201 (A) (1-7) Govarning Body Policies V108

10A NCAC 27G 0201 GOVERNING BODY
POLICIES

{a) The governing body responsible for each
facility or service shall develop and implement
written palicies for the following:

{1} detegation of management authority for the
operalion of the facility and services;

{2) criteria for admission;

(3} criteria for discharge;

1 {4) admission assessments, including:

{(A) who will perforr the assessment; and

{B) time framas for completing assessment,

(5) client record management, inciuding:

{A) persons authorized to document;

{8} transporting records;

. {C) safeguard of records against loss, tampering,
defacement or use by unauthorized persons;
(D) assurance of record accessiblity to
authorized users at all fimes; and

(E) assurance of confidentiality of records.

{8) screenings, which shall Include;

(A} an assessment of the individual's presenting
i problem or need:

(B) an assessment of whether or not the facility
¢an provide services to address the individuals
needs; and

{C) the disposition, including referrats and

| recommendations;
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{7} uaiity assurance and quality improvement
activities, including:

{A) composition and activities of a quality

| assurance and guality improvement committes;

- (B) written quality assuranhce and quality
improvement plan;

(C) methods for monitoring and evaluating the
guality and appropriateness of dient care,
including delineation of dlient outcomes and
ufifization of services;

{D) professional or clinical supervision, including
a requirement that staff who are not qualified
professionais and provide direct client asrvices
shall be supssvised by a qualified professional in
that area of services;

| {E) strategies for improving olient care:

(¥} review of staff qualifications and a
determination made to grant
treatrment/habilitation privileges:

L {3} review of all fatalities of active ciients who
ware being served in area-operated or contracted
residential programs at the time of death;

(H) adoption of standards that assure operational
and programmiatic performance meeting
applicable standards of practice. For this
purpose, "applicable standards of practice”
means a level of competence established with
reference to the prevailing and accepted
methods, and the degree of knowledge, skilt and
care exercised by other practitioners in the field;

This Rule is not met as evidenced by:
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Continued From page 2

Baged on record review and interview, the facility
failed fo develop and implement adoption of
standards that ensured operational and
programmatic performance meeting applicable
standards of practice for random drug testing
instrument including the GLIA (Clinical Laboratory
improvement Amendments} waiver, The findings
are:

Review on 4/15/21 of Client #1's record revealed;
~Admission date of 8/17/16.
«Diagnoses of Bchizophrenia, Aloohol and
Substance Abuse, Diabetes, Cerabral infarctions,
Diastolic Dysfunction, Glaucoma, Vitamin [
Deficiency, Hyperglycemia and Kidney Stones,
| -Physician order dated 9710/19 included the
following order;

~Blood Glucose Test - Check blood sugars
three imes a day. (Fasting before lunch and
bafore supper every day).

~True Metrix Glucose Test Strip - Use three
fimes daily as instructed.

-~Lantus Solostar 160 Units/ML - Inject 10
Units Sub-0) at bedtime,

- "B0 ins syringe 1ML 31GX6MM SETGLID -
use as directed once daily.

Review on 4/15/21 of the facility's documents
revealed;

~There was no evidence of a2 CLIA waiver.

Observation on 4/15/21 of Client #1's Diabetic
medication revealed:

-The injection was in a locked box in the
refrigerator,

-Documentation of blood sugar check was
recorded,

Interview on 4/15/21 with Staff #6 revealed;
i ~He would exit with surveyor.

V105

Nave appied for

wowNey . Made P&\{W ‘

ClIa Sfu

*

H

|
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~Confirmed client #1 was diabetic,

~Client #1's blood sugar was checked three fimes
a day and recorded,

~Client#1 received an injection once daily at
night.

~Confirmad the injfection was kept in a [ooked box
« in the refrigerator.

-He did not know if the facility had a CLIA waiver,

V118, 27G 0209 (C) Medication Requirements V118

10ANCAC 276G 0209 MEDICATION
REQUIREMENTS
(&) Medication administration:
(1} Prescription or non-prescription drugs shafl
only be administered to a client on the written
arder of a person authorized by law to presceribe
drugs.
{2) Medications shall be self-administered by
clients only when authorized in writing by the
client's physician.
(3) Medications, including injections, shall be
administered only by licensed persons, or by
unlicensed persons trained by a registered nurse,
pharmacist or other legally qualified person and
| privileged fo prepare and administer medications,
| (4) A Medication Administration Record (MAR) of
afl drugs administered to each client must be kept
t current, Medications administered shall be
+ i recorded immadiately after administration. The
MAR is to include the following:
(A) client's name;
(8} name, strength, and quantity of the drug;
(C} instructions for administering the drug;
(D} date and time the drug is administered; and
(E} name or initials of person administering the
drug.
{5} Client requests for medication changes or
checks shali be recorded and kept with the MAR

—
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file foliowed up by appeintment or consultation
with a physician.

This Rule is not met as evidenced by:

Based on records review and inferview, the
facility failed fo ensure medication was
administered anly by licensed person, or by
unficensed person trained by a registered nurse,
pharmacist or legally qualified person and
privileged to prepare and administer medications
affecting three of three audited staff {#6, #7 and
#8). The findings are:

Review on 4/15/21 of Staff #6's personnel record Al Mive dal‘ €5 Mmed . “I / 1

.| revealsd: J

Mo hire date. -\'*I&\W\\r\g, tun Jq‘o dg&w;\gﬁm

~-Employed as paraprofessiona, \f\ »
-No documentation of medication administration Qva. \’Q%‘h Y’\B‘Qd in
Pexsomne Pl

training in the record.

Review on 4/15/21 of Staff #7's persanne! racord
revealed: '

«No hire date.

-Employed as paraprofessional.

-No docurmentation of medication administration
teaining in the record.

Review on 4/15/21 of Staff #2's personnel record
revealed;

-Hire date of 2012,

~Employad as paraprofessional,

i -No documentation of medication administration
¢ training in the ragord.
r
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Interview with the Director revealed:

<Confirmed that all staff administered medications
1o clients.

-Siaff completed all trainings.

«Confirmed a racord of staff irainings would be in
their personnel flle.

V131 G.8. 1318256 (02) HCPR - Prior Employment V131
Verification

. G.5. §131E-256 HEALTH CARE PERSONNEL
REGISTRY

{d2) Before hiring health care personne! into a
health care facility or service, every employer st a
health care facility shall aceess the Health Care

| Personnet Registry and shall note each inciders
of access in the appropriate business files.

| This Rule is not met as evidenced by, }(\ %\‘\\’\ Vie 6\5*\( X) L*' i

Based on records review and interview the facility
failed to ensure the Health Care Personnel C Vioave Veewny
Registry (HCPR) was accessed prior to hire \\e&k&

affecting two of three audited staff (#6 and #7). Placed W pavSonng
Tha findings are: .
?\\ (R

i Reviaw on 4/15/21 of Staff #6 personnel file
! revealed;

| -No hire date.

| -Employed as paraprofessionat,

-No documentation of HCPR.

Review ot 4/158/21 of Staff #7 ' s parsonnel file
revealed;
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~Na hire date,

-Employed as paraprofessional.
i -No decumentation of HOPR.

Interview with the Director revealed:

~He would provide staff personnel file per
SUTVeYor's request,

~Cortfirmed he had al the information for the
personnel file per surveyar's request.

~Upon exit staff #7's HOPR was not avaiiable.

V133 G.8. 122C-80 Criminal History Record Check V133

(.8, §122C-30 CRIMINAL HISTORY RECORD

: CHECK REQUIRED FOR CERTAIN

| APPLICANTS FOR EMPLOYMENT.

(&} Definition. - As used in this section, the term
“provider" applies to an area authority/county
program and any provider of mental heaith,
developmental disability, and substance abuse
services that is licensable under Article 2 of this
Chapter,

(b} Requirement, - An offer of employment by a
provider licensed under this Chapter to an
applicant to filf a position that does not require the
- applicant to kave an occupational ficense is
conditionad on consent to a State and national
criminal history record check of the applicant. 1
the applicant has been a resident of this State for
less than five years, then the offer of employment
is conditioned on congent to a Stafe and naticnal
eriminal history record check of the applicant. The
national criminat history record check shall

| include a check of the applicant's fingerprints. if

' the applicant has been a resident of this State for
five years or more, then the offer is conditioned
on ¢onsent to a Btate criminal history record
cheack of the applicant. A provider shall not
employ an applicant who refuses to consent to a

Division of Hoakth Service Raguiatien
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criminal history record check required by this
saclion. Except as otherwise provided in this
subsection, within five business days of making
the conditional offer of employment, a provider
shall submit a request to the Department of
Justice under G.5. 114-19.10 to conduct a
criminal history recerd check required by this
saction or shall submit a request o a private
enfity to conduct a State criminal history record
check required by this section. Notwithstanding
G.8. 114-19.10, the Department of Justice shall
return the results of national criminal history
record checks for employment positions not
covered by Public Law 105-277 to the
Depariment of Health and Human Services,
Criminal Records Chack Unit. \Withie five

- business days of receipt of the national criminal
history of the person, the Dapartment of Health
and Human Services, Criminal Records Check
Linit, shall notify the provider as to whether the
information received may affect the employahbility
of the applicant. In no case shall the resulis of the
national cririnal history record check be shared
with the provider. Providers shall make available
upon request verification that a criminal history

: check has been completed on any stalf covered
by this section. A county that has adopted an
appropriate local ordinance and has access to
the Division of Criminal Information data bank
may conduct on behalf of a provider a State
criminal history record check required by this
section without the provider having 1o submift a
request to the Depariment of Justice. Insuch a
wase, the county shall commence with the State
eriminal history record check required by this
section within five business days of the
conditional offer of etnployment by the provider.
All efiminial history information received by the
provider is confidential and may nof ba disclosed,

Divigion of Health Sarvies Regiulation
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axcept to the applicant 28 provided in subsection
(¢} of this section. For purposes of this
subsection, the term "private entity” means a
business regularly engaged in conducting
eriminal history record chacks utilizing public
records obtained from a State agency,

(<} Action. ~ if an applicant's griminal history
record check reveals one or more convictions of
a relevant offiense, the provider shail considar all
of the following factors in determining whether to
hire the applicant;

{1) The tevel and seriousness of the crime.

{2) The date of the crime.

(3} The age of the parson at the time of the
conviction.

{4} The circumstances surrcunding the

i commission of the crime, if known.
i {8} The nexus between the criminal conduct of

the person and the job duties of the position to be

| filled.

{6) The prison, jail, probation, parole,
rehabilitation, and empioyment records of the
persen since the date the orime was commitied.
{7} The stbsequent commission by the person of
a ralavant offense,

The Tagt of conviction of a retevant offense alone
shall not be a bar 1o employment; however, the
listed factors shalf be considered by the provider.
if the provider digqualifies an applicant afier
consideration of the relevant factors, then the
provider may disciose information contained in
the criminal history record check that is relevant
to the disqualification, but may not provide a copy
of the criminal history record check to the
applicant.

{d} Limited Immunity. - A provider and an officer
or employee of a provider thal, in good falth,

complies with this section shall be immune from
civil liakility for;
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(1) The failure of the provider to employ an
ndividual on the basis of information providad in
the criminal history record check of the individual.
(2} Failure to check an employee’s higtory of
criminal offenses if the employee's criminal
history record check is requested and received in
compliance with this section.
(&) Refevant Offense. - As used in this section,
"refevant offense” means a county, state, or
federal criminal history of conviction or pending
indictment of a crime, whether a misdemeanor or
felony, that bears upon an individual's fitness to
have responsibility for the safely and well-being of
persons needing mental health, developmentad
disabiliies, or substance abuse services, These
crimes include the criminal offenses set forth in
any of the following Articies of Chapter 14 of the
General Statutes: Article 5, Gounterfeiting and
Issuing Mohetary Substitutes; Article 54,
Endangering Executive and Legisiative Officers;
Article 8, Homicide; Arlicle 7A, Rape and Other
Sex Offenses; Article 8, Assaults; Article 10,
. Kidnapping and Abduction; Article 13, Malicious
tnjury or Damage by Usa of Explosive or
Incendiary Device or Material; Article 14, Burglary
and Cther Housebreakings; Article 15, Arson and
Other Bumnings, Article 18, Larceny; Articia 17,
Robbery, Article 18, Embezziement; Article 18,
False Pretenses and Cheats; Articie 1984,
Obtaining Property or Services by False ar
| Fraudutent Use of Credit Device or Other Means;
Article 198, Financial Transaction Card Crime
Act; Article 20, Frauds; Article 21, Forgery: Article
26, Offenses Against Publlic Marality and
Decancy; Article 284, Adult Establishments:
Article 27, Prostitution; Article 23, Perjury; Article
29, Bribary; Arficle 31, Misconduct in Public
Office; Article 35, Offenses Against the Public
Feace; Article 3GA, Riots ang Civil Digsorders:

Divigion of H&éltﬁ Soivice ﬁegufa‘tibn
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Article 39, Protection of Minors; Article 40,
Protection of the Family; Article 58, Public
Intoxication; and Ardicle 60, Computer-Related
Crime, These crimas also include possession or
sale of drugs in viclation of the Narth Carolina
Controlied Substances Act, Arficle 5 of Chapter
90 of the General Statutes, and alcohaol-related
offenzes such as sale to underage persons in
violation of G.8, 188-302 or driving while
impaired in violation of G.S. 20-138.1 through
(2.8, 20-138.5,

{fy Penalty for Furnishing Faise Information. - Any
applicant for empioyment who wilifully furnishes,
. | supplies, or ctherwise gives false information on
an empioyment application that is the basis fora
criminat history recard check under this section
shall ba quilty of a Class A1 misdemeanar.

{g) Conditional Employment. - A provider may
employ an applicant conditionally prior to
obtaining the results of a criminal history recorg
check regarding the applicant if both of the
following requiremants are met;

(1} The provider shall not employ gh applicant
prior to obtaining the applicant's consent for
criminal history recard chack as required in
subsection (b} of this section or the complated

| fingetprint cards as reguired in 5.5, 114.19.10.
{2) The provider shall submit the request for a
criminal history record check not later than five

| business days after the individua) beging
conditional employment, (2000-154, s. 4;

[ 2001-185, 5. 1, 2004-124, ss. 10.19D(c), (h):

{ 2005-4, 85. 1, 2, 3, 4, 5(a); 2007444, 5. 3)

i
|
| This Rule is not met as evidenced by
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Based on regord review and inlerview, the facifty
falled to ansure the state and national criminal
history record check was requested within five
business days of making the conditional offer of
employment affecting three of three audited staff
(#6, #7 and #8). The findings are:

Review on 4/15/21 of Staff #8's personne! file
revealed;

~ No hire date,

-Employed as paraprofessional.

- No decumentation of criminat history record
check.

Review on 4/15/21 of Staff #7's personnel file
| revealed;
- No hire date.
-Employed as paraprofessional.
- No documentation of eritminat history record
check.

! Raview on 4/15/21 of Staff #8's personnel file
reveaied:

-Hire date o 2012.

-Employed as paraprofessional,

-No docurnentation of criminal history record
chack.

Intarview with the Director revealed;

~He would provide staff personnel file per
surveyor's request,

-Confirmed he had all the information for the
personnel file per surveyor's request.

~Upon exit the eriminal record check was not in
staff' persornel record,
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EXTERIOR REQUIREMENTS

{c) Each tacility and its grounds shall be
maintained in a safe, clean, attractive and orderly
manner andg shall be kept free from offensive
odor,

This Rule is not met as evidenced by:

Based on observation and interview, the facility

! failed to ensure facility grounds were mairtained
in a safe and attractive manner. The findings are:

Observation on 4/15/21 at 11:00 a,m. revealed; Clhielad oS o view S l fo
-Client #1's clothing was folded on the floor.
-The kitchen floor tile was peeling in different Avaisav 1 Padvoovn .

areas of the floor,

-There was a torn couch in the laundry room. ‘

- «The red paint floor near the front deor was Coveiln o Veen Pavoww 5' 10

peeling throughout, PN
~There ware no broken windows, Avvoy.
-Ne probiems with the bathrooms.

| Floov was bee \
interview on 4M5/21 with Staff #5 reveated: be 1 S‘*“o.;mcp\ s ‘ i

~The house was old and needed some updates. A Ve Ly
~Client #1's dresser broke and was waiting for a ‘\—‘\‘L \WiGS \m‘ Al "i S | 1o
replacement, o Lyoor.
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1808 Jaffries Cross Rd.
Burlington, NC
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