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INITIAL COMMENTS

An annual and follow up survey was completed

V107
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on July 11, 2024. Deficiencies were 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 5. The survey sample consisted of i
audits of 3 current clients. |

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

10ANCAC 27G .0202 PERSONNEL
REQUIREMENTS
(@ Alfadﬁhs shall have a written job
m for the director and each staff position |

(1) specifies the minimum level of education, .i
competency, work experience and other
qualifications for the position:

o 2 specifies the duties and responsibilities of

(3) is si the
‘2:1”! staff member and the

_ {4) is retained in the staff member's file.
(b) Al facilities shall ensure that the director,
mmmummmmo
g‘:ﬁde_sm«mtoclierumbehalfof

(1) is at least 18 years of age;
2) s able 1o read, ‘
folow directions. write, understand and

(3) meets the minimurm level of education,
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the position; ang

(4) has no substantiated findings of abuse or
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(c) Al facilities or services shall require that all
applicants for employment disclose any criminal
conviction. The impact of this information on a
decision regarding employment shall be based
upon the offense in relationship to the job for
. which the applicant is applying.
| (d) Staff of a facility or a service shall be
' currently licensed, registered or certified in
| accordance with applicable state laws for the
services provided.
[ ' (e) Afile shall be maintained for each individual
b employed indicating the training, experience and
i  other qualifications for the position, including
‘ verification of licensure, registration or

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed 10 have complete personnel records
M\gonedhee audited staff (#2). The

stafl #2 revealed;

-Date of hire was 8/23/21.

| “Hired as a Habilitation Technician,
B | -No educational verification,

'- : &Wmm()ﬂﬁoﬂhep«mwrmdm
1

. Interview on 7/10/24 with the Ass
hieme) ; istant Director

s | -Bhe was responsible for the personnel records.
- recently moved 1o a new office,
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the 4th quarter (October, November, December)

of 2023.

Interview on 7/9/24 with client #1 revealed:

-They did fire drills at the facility with staff. .
-They walked outside and to the side of the facility
for fire drills.

“They also did disaster drills with staff. ‘
“They went into the haliway for the disaster drills. ]_

| -They did fire and disaster drills about every 6 i

] Interview on 7/9/24 with client #2 revealed: !
| “They did fire drills at the facility with staff. |
j They walked out the back door and walked to the
' side of the facility for fire drills. [ |
-They also did disaster drills. ‘ '
~They went into the haliway for the disaster drills. :
-They had not done fire and disaster drills in

about 8 months. *

\nterview on 7/9/24 with client #3 revealed:
“They did fire drills at the facility with staff.

- i i - 1

mwm. sutside and stood near the mailbox h’r 2 ma‘ QAB k a/“'”S wi//
-Thgtndmldmanydisasterdﬁ!lswiﬂ\staﬁ. | be c:dndu_a/s 34,}1&“,
inferview on 7/9/24 with staff #1 revealed: quaHerly on cach shif# 8/39/
“Siaflin th facify worked 7 days onf days of o Wil b/o' vecsrds of dnlls 2
-Hawrawmmummeanmmm o mcﬁ.s n campl 1ance

“He thought other staff were doing disaster drills. | an Uk ™ Feviews.

-He had not done any disaster drills,

::. talked with staff about doing fire and disaster

mwﬂwe%hﬂawemamby

-He confirmed failed to conduct fire and disaster
| drills quarterly on each shift.
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o 2.Review on 7/9/24 of client #2's record revealed: |
-Admission date of 8/13/21.

-Diagnoses of Schizophrenia, Diabetes,
Hypertension and Seizure Disorder.

~-There were no physician's orders for the
medications below.

Observation on 7/9/24 at approximately 1:05 pm |
client #2's medication bin revealed: |
| The following medications were available for ;
| administration- '
Metformin HCL 1000 mg (Diabetes)
Symbicort 160-4.5 micrograms (mcg) inhaler
{Asthma)

Vitamin B-12 1000 mcg (Vitamin Deficiency)

Review on 7/9/24 of client #3's record revealed:

~There were no physician's order for the

I
Observation on 7/9/24 at approximately 12:30 pm :
of client #3's medication bin revealed: '
| The m medications were available for

1 .'-'.1.  Acotaminophen 325 mg (Pain Roket All steff' will pore il
fEs M&mﬁaymm((:mtipatlm) !aSS m 8'*/ Z
| interview on 7/5/24 with staff #1 revealed: Al niars 72” be L!’Mn/
mmnmwmmmmns wwHt all docfors ﬁ*dé"’.s
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Cervical Stenosis, Hypertension, Obesity and

. Chronic low back pain.

| -Physician's order dated 8/30/23 for Vitamin D3
i 1000 IU, one tablet daily.

' ~July 2024-Vitamin D3 1000 IU, Acetaminophen
| 325 mg and Bisacodyl Suppository 10 mg were

. not administered.

| -June 2024-Vitamin D3 1000 IU, Acetaminophen
| 325 mg and Bisacodyl Suppository 10 mg were

' not administered

| -May 2024-Vitamin D3 1000 IU and Bisacodyl

- Suppository 10 mg were not administered.

- Acetaminophen 325 mg was administered on
5/11 am and 5/12 pm.

1

' Interview on 7/9/24 with staff #1 revealed:

 -He didn't realize some of the medications

- expired for clients #1 and #3.

- ~“Whenever | do medications | just pull the

| medications.”

i -"| don't always pay attention to the dates on the
- medication label.”

- -He confirmed facility staff failed to ensure

| medications were disposed of in a manner that
 guards against diversion or accidental ingestion.

S
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