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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 

on June 6, 2024. A deficiency was cited.  

This facility is licensed for the following service 

category: 10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disabilities. 

This facility is licensed for 3 and has a current 

census of 3. The survey sample consisted of 

audits of 3 current clients.

 

 V 105 27G .0201 (A) (1-7) Governing Body Policies

10A NCAC 27G .0201 GOVERNING BODY 

POLICIES

(a) The governing body responsible for each 

facility or service shall develop and implement 

written policies for the following:  

(1) delegation of management authority for the 

operation of the facility and services;  

(2) criteria for admission;  

(3) criteria for discharge;  

(4) admission assessments, including:  

(A) who will perform the assessment; and  

(B) time frames for completing assessment.  

(5) client record management, including:  

(A) persons authorized to document;  

(B) transporting records;  

(C) safeguard of records against loss, tampering, 

defacement or use by unauthorized persons;  

(D) assurance of record accessibility to 

authorized users at all times; and  

(E) assurance of confidentiality of records.  

(6) screenings, which shall include:  

(A) an assessment of the individual's presenting 

problem or need;  

(B) an assessment of whether or not the facility 

can provide services to address the individual's 

needs; and  
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 V 105Continued From page 1 V 105

(C) the disposition, including referrals and 

recommendations;  

(7) quality assurance and quality improvement 

activities, including:  

(A) composition and activities of a quality 

assurance and quality improvement committee;  

(B) written quality assurance and quality 

improvement plan;  

(C) methods for monitoring and evaluating the 

quality and appropriateness of client care, 

including delineation of client outcomes and 

utilization of services;  

(D) professional or clinical supervision, including 

a requirement that staff who are not qualified 

professionals and provide direct client services 

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 

determination made to grant 

treatment/habilitation privileges:  

(G) review of all fatalities of active clients who 

were being served in area-operated or contracted 

residential 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 prevailing and accepted 

methods, and the degree of knowledge, skill and 

care exercised by other practitioners in the field;  
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 V 105Continued From page 2 V 105

This Rule  is not met as evidenced by:

Based on observation, record review and 

interviews, the facility failed to implement their 

policy of record accessibility to authorized users 

at all times. The findings are:

Observation on 6/5/24 at 9:33am of the clients' 

records revealed:

-No client records were on the facility's premise.

Review on 6/5/24 of the facility's "client record 

management" policy revealed:

-"Purpose: the objective of this policy is to meet 

requirements relating to client records as set forth 

by the NCAC 27G. 0206. This policy applies to all 

locations operated by or under the supervision of 

Hicks House of Care, LLC."

-"Policy: all individuals served shall have a record 

developed upon admission ...records are always 

accessible to authorized users, including direct 

care staff."

Interview on 6/5/24 with staff #1 revealed:

-"We do not have any client records here (at the 

facility). He (Owner/Qualified Professional 

(O/QP)) still keeps all of that with him."

Interview on 6/5/24 with staff #2 revealed:

-"Client records are kept by [O/QP]. He works 

third shift and will bring them back (to the facility) 

then."

Interview on 6/6/24 with the O/QP revealed:

-The facility staff "don't momentarily have access 

to the clients' records. I take their records over 

during my shift (3rd) and when I leave afterwards, 

I take the clients' records with me."
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 V 105Continued From page 3 V 105

-"From now on, I will leave the clients' records at 

the facility and only take the grids with me when I 

leave."

This deficiency constitutes a re-cited deficiency 

and must be corrected within 30 days.
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