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the American Heart Association or their 
equivalence for relieving airway obstruction. 
(i) The governing body shall develop and
implement policies and procedures for identifying,
reporting, investigating and controlling infectious
and communicable diseases of personnel and
clients.

This Rule is not met as evidenced by: 
Based on record review and interview the facility 
failed to ensure 1 of 2 staff (Supervisor in 
Charge) (SIC) had current training in first 
aid/cardiopulmonary resuscitation (first aid/CPR). 
The findings are: 

Review on 4/10/24 of the SIC personnel record 
revealed: 
- no date of hire
- first aid/CPR expired 1/2/24

During interview on 4/25/24 the SIC reported: 
- worked alone at the facility
- thought she took first aid/CPR this year
(2024) but could not recall date

During interview on 4/25/24 the Licensee 
reported: 
- the SIC was the full time staff
- he filled in when the SIC needed time off
- was responsible for ensuring staff trainings
were completed
- in the future, the Qualified Professional will
ensure staff trainings were completed
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In compliance with rule 10A NCAC 
27g 
.0202 Personnel Requirements, 
staff received the following 
training: CPR/FA, 
Client Rights and Confidentiality, 
Infectious disease and bloodborne 
pathogen and training to meet 
mh/dd/ sa needs of the client as 
specified in the treatment plan. 
The Qualified Professional (QP) 
will ensure training is complete 

and up-to-date through quarterly 
review of staff files. Divine 
Supportive Homes will also provide 
annual training and new employee 
training using authorized 
credentialed training organizations 
and employment of an RN to provide 
staff with the mandated training and 
refresher training annually and as 
needed.
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V 112 27G .0205 (C-D) 
Assessment/Treatment/Habilitation Plan 

10A NCAC 27G .0205 ASSESSMENT AND 
TREATMENT/HABILITATION OR SERVICE 
PLAN 
(c) The plan shall be developed based on the
assessment, and in partnership with the client or
legally responsible person or both, within 30 days
of admission for clients who are expected to
receive services beyond 30 days.
(d) The plan shall include:
(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achievement;
(2) strategies;
(3) staff responsible;
(4) a schedule for review of the plan at least
annually in consultation with the client or legally
responsible person or both;
(5) basis for evaluation or assessment of
outcome achievement; and
(6) written consent or agreement by the client or
responsible party, or a written statement by the
provider stating why such consent could not be
obtained.

This Rule is not met as evidenced by: 
Based on record review and interview the facility 
failed to ensure treatment plans were developed 
in partnership with the legal guardian for 1 of 3 
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audited clients (#6). The findings are: 

Review on 4/10/24 of client #6's record revealed: 
- admitted 8/29/05
- diagnoses: Paranoid Schizophrenia, Anxiety,
Hypertension and Chronic Obstructive Pulmonary
Disease
- treatment plan dated 5/18/23: will follow
group home rules, remain physically & mentally
healthy by taking medications and attending
appointments

During interview on 4/10/24 client #6's guardian 
reported: 
- guardian since April 2023
- she did not assist with goals developed in the
5/18/23 treatment plan
- would like a copy of treatment plan to see
what goals were developed

During interview on 4/25/24 the Qualified 
Professional reported: 
- she started at the facility 3/1/24
- was not part of the April 2023 treatment plan
meeting
- would ensure guardians were part of the
development of goals for the clients

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

V 114 27G .0207 Emergency Plans and Supplies 

10A NCAC 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.
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 by rule 1 OA NCAC 27g .0205 
Assessment and treatment/ or 
Service Plan. The plan will be 
developed based on the 
assessment, and in partnership with 
the client or legally responsible 
person or both, within 30 days of 
admission for clients who are 
expected to receive services 
beyond 30 days. The plan will be 
inclusive of the requirements of the 
noted rule and will be reviewed by 
the QP annually in consultation with 
the client or legally responsible 
person or both. The QP will ensure 
this is accomplished. 
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(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 review and interview the facility 
failed to ensure disaster drills were conducted 
quarterly and on each shift. The findings are: 

Review on 4/10/24 of the facility's disaster log 
revealed: 
- disaster drills were conducted monthly
- no shift specified only times disaster drills
were conducted

During interview on 4/10/24 client #2 reported: 
- been at the facility since 2019
- tornado drills had not been practiced at the
facility
- he would get in the bathtub if there was a
tornado

During interview on 4/10/24 client #6 reported: 
- came August 2023
- had not practiced tornado drills at the facility
- would get down on the floor inside the facility

During interview on 4/10/24 client #1 reported: 
- have not practiced tornado drills
- would get down in the hallway and cover his
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In compliance with rule 1 OA NCAC 
27G .0207 Emergency Plans and 
Supplies, a revised disaster log 
has been implemented 
denoting shift and times when the 
fire drills and disaster drills are 
conducted. Additionally, the 
specific disaster drill that 
is being practiced will be 
announced during 
the drill (e.g., Tornado!, Fire!) to 
ensure clients are aware of what 
they are practicing. The 
evacuation procedures and routes 
shall be posted in the facility and 
the fire and disaster 
drills held at least quarterly and 
repeated for each shift. The QP 
will ensure the drills 
are conducted at least quarterly 
and review log books 
quarterly to ensure compliance 
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Review on 4/10/24 of client #6's record revealed: 
- admitted 8/29/05
- diagnoses: Paranoid Schizophrenia, Anxiety,
Hypertension and Chronic Obstructive Pulmonary
Disease
- treatment plan dated 5/18/23: will utilize and
maintain approved unsupervised time in the
community

Observation & interview between 9:43am -
10:03am on 4/25/24 revealed the following: 
- 9:43am - the Supervisor in Charge (SIC) said
client #5 & client #6 were headed into the
community
- 9:49am - client #5 & client #6 walked to the
nearby bus stop
- 10:03am - surveyor come out of the facility,
client #5 & client #6 were not at bus stop

During interview on 4/25/24 client #6 reported: 
- had an 1 hour to 2 hours unsupervised time
in the community
- on his way to the local shopping store by bus
- sometimes he walked to the local store

During interview on 4/10/24 client #6's guardian 
reported: 
- been his guardian since April 2023
- was not aware he had unsupervised time in
the community
- would like to meet with staff prior to the
approval of unsupervised time in the community

During interview on 4/25/24 the SIC reported: 
- client #6 had 2 hours of unsupervised time in
the community
- he caught the bus to the local shopping
stores, uncle's home & sometimes walked in the
community
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in collaboration with the client, the 
client's legal guardian and/or both. 
If unsupervised time is agreed 
upon by all parties using the 
assessment criteria, the approved 
unsupervised time, including 
restrictions or conditions will be 
included in the client's treatment 
plan. The QP will ensure this is 
done and that the unsupervised 
time assessment will be reviewed 
annually and more often if needed. 
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than six clients at that time, may continue to 
provide services at no more than the facility's 
licensed capacity. 
(b) Service Coordination. Coordination shall be
maintained between the facility operator and the
qualified professionals who are responsible for
treatment/habilitation or case management.
(c) Participation of the Family or Legally
Responsible Person. Each client shall be
provided the opportunity to maintain an ongoing
relationship with her or his family through such
means as visits to the facility and visits outside
the facility. Reports shall be submitted at least
annually to the parent of a minor resident, or the
legally responsible person of an adult resident.
Reports may be in writing or take the form of a
conference and shall focus on the client's
progress toward meeting individual goals.
(d) Program Activities. Each client shall have
activity opportunities based on her/his choices,
needs and the treatment/habilitation plan.
Activities shall be designed to foster community
inclusion. Choices may be limited when the court
or legal system is involved or when health or
safety issues become a primary concern.

This Rule is not met as evidenced by: 
Based on observation, record review and 
interview the facility failed to coordinate with other 
qualified professionals responsible for 
treatment/habilitation for 1 of 3 audited clients 
(#2). The findings are: 

Review on 4/10/24 of client #2's record revealed: 
- admitted 12/20/19
- diagnosis of Schizoaffective Disorder
- physician order dated 3/6/24: Fluocinolone
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The QP will ensure that each visit of 
the clients to other qualified 
professionals (i.e., PCP, Dentist, 
Psych, etc.) will be documented on a 
physician's visit form that includes 
the professional's consultation, 
recommendations, medication 
orders, and summary findings with 
the professional's signature. The 
information will also include if the 
client refused treatment. 

Additionally, the SIC will be 
instructed by the QP to ensure the 
documentation is placed in a 
binder that was implemented for that 
purpose. 
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01% cream twice a day (corticosteroid) 
- no documentation for refusal of the
Fluocinolone

Review on 4/10/24 of client #2's March 2024 & 
April 2024 MAR revealed: 
- March 2024 MAR: staff initials were circled
from 3/10/24 - 3/31/24 for the Fluocinolone
- April 2024 MAR: staff initials circled from
4/1 /24 - 4/10/24
- written on the back of the March 2024 & April
2024 MAR for the Fluocinolone "client refused"

Review on 4/25/24 of a discontinue physician's 
order dated 4/10/24 for the Fluocinolone 

Observation on 4/9/24 at 2:03pm of client #2 
revealed: 
- client had on long sleeves
- his hands were covered up with gloves
- old and new small circular scaring covered
his right arm
- some of the scaring had open wounds

Observation on 4/25/24 at 9:56am revealed: 
- client #6 showed a tube of hydrocortisone on
a tall cabinet in his bedroom

During interview on 4/10/24 client #2 reported: 
- was not sure if all the scaring was from bug
bites
- he scratched his arm which caused the open
wounds
- he does not use the medicated cream from
his physician
- the Fluocinolone was like "Vaseline" and
caused him to feel sticky all day ...
- his mother purchased him Hydrocortisone
cream from an online company a month ago
- since his use of the Hydrocortisone cream,

Division of Health Service Regulation 

STATE FORM 

ID 
PREFIX 

TAG 

V 291 

6899 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

The QP will review the log book 
monthly to ensure this is done. 
Clients will be encouraged 
to call family or visit if they desire to 
do so. 

Clients will receive notification 
reiterating the rule that over-the-
counter(OTC) medication must 
have a doctor's order and OTC 
medication given to them 
by friends and/or family that do not 
have a doctor's order must be 
submitted to the SIC who will confer 
with the client's PCP concerning the 
OTC. The SIC and QP will ensure 
this rule is made clear to the clients. 
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