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V000 INITIAL COMMENTS V 000

An annual and complaint survey was completed
on October 14, 2024. One complaint was
substantiated (intake #NC00220963) and one
complaint was unsubstantiated (intake
#NC00222136). A deficiency was cited.

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

This facility is licensed for 6 and has a current
census of 6. The survey sample consisted of
audits of 3 current clients.

V110 27G .0204 Training/Supervision V110
Paraprofessionals

10ANCAC 27G .0204 COMPETENCIES AND
SUPERVISION OF PARAPROFESSIONALS
(a) There shall be no privileging requirements for
paraprofessionals.

(b) Paraprofessionals shall be supervised by an
associate professional or by a qualified
professional as specified in Rule .0104 of this
Subchapter.

(c) Paraprofessionals shall demonstrate
knowledge, skills and abilities required by the
population served.

(d) At such time as a competency-based
employment system is established by rulemaking,
then qualified professionals and associate
professionals shall demonstrate competence.
(e) Competence shall be demonstrated by
exhibiting core skills including:

(1) technical knowledge;

(2) cultural awareness;

(3) analytical skills;

(4) decision-making;

(5) interpersonal skills;
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(6) communication skills; and

(7) clinical skills.

(f) The governing body for each facility shall
develop and implement policies and procedures
for the initiation of the individualized supervision
plan upon hiring each paraprofessional.

This Rule is not met as evidenced by:

Based on record reviews and interviews, 1 of 3
audited paraprofessional staff (#2) failed to
demonstrate the knowledge, skills and abilities
required by the population served. The findings
are:

Review on 10/4/24 of Staff #2's record revealed:
-Hire date of 10/3/17.
-Job title of Paraprofessional

Interview on 10/4/24 with Client #1 revealed:
"l don't know if [Staff #2] called anybody fat."

Interview on 10/4/24 with Client #2 revealed:
-Staff #2 was "mean" to the women clients.
-"One day we had to stop and put air in the tire
because the tire on the van was going flat. We
asked why the tire was going flat and he said,
"Because y'all are too fat"."

-Could not recall the date.

-"That hurt my feels and it hurt [Client #3]
feelings, she cried."

-Did not report the incident to other staff.

-Told her family about the incident.

Interview on 10/4/24 with Client #3 revealed:
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-Staff #2 called her fat on the transportation van.
-"We were putting air in the tire, and | asked him
what happened to the tire and he (Staff #2) said
we (clients)were too fat."

-She is trying to lose weight.

-Staff #2 made her "feel bad".

-"Whenever | ask him (Staff #2) to take me
somewhere he says "no, you can walk"."

-Did not report the incident to anyone.

Interview on 10/4/24 with Client #4:

-"[Staff #2] said the tire on the van was going flat
because we were too fat and needed to
exercise."

-"It really hurt [Client #3] feelings. She cried."

Interview on 10/9/24 with Staff #2 revealed:
-Client #2 wanted attention and she likes to "keep
stuff going."

-Denied yelling at the clients.

-Denied talking rudely to the clients.

-Denied calling any of the clients "fat."

-"l didn't say they were too fat, | said we are too
fat."

-Could not recall a time one of the clients needed
assistance getting on the transportation van.

-"I don't recall no one needing assistance to get
on the van. All these clients walk just fine and can
do for themselves."

Interview on 10/9/24 with the House Manager
revealed:

-Had no knowledge of Staff #2 calling the clients
"fat."

-"None of them [clients] said any thing about it to
me. This is the first time I'm hearing this."

-Never witnessed Staff #2 raise his voice or yell at
the clients.

-"He [Staff #2] talks with a stern voice or a no
nonsense voice."
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-She would let the Director of Operations know
about the allegation.
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