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V 000| INITIAL COMMENTS V 000 Plan of Correction:
. Training and Education:
An annual and complaint survey was completed g
on December 16, 2024. The complaint was The QP_/Licensee will undergo addi_tional training on client
substantiated (intake #NC002231 27)_ A interaction and de-escalation techniques by 01/17/2025
deficiency was cited. The training will be conducted DH
LCMHCA and will cover topics such as respec
This facility is licensed for the following service tCO’T;F“Ut"iC?“O"I' client dignity, and appropriate responses
category: 10A NCAC 27G .1700 Residential O client refusals.
Treatment Staff Secure for Children or Monitoring and Supervision:
Adolescents.
The QP/Licensee will be closely monitored by a
. L supervisor (AP) for a period of one months to ensure
This facility is licensed for 4 and has a current compliance with the training.
census of 3. The survey sample consisted of reaular checkins will be conducted t e P/
audits Of 3 current C|ientS. _egu ar check-ins will be conductea 1o assess u (]
Licensee's progress and adherence to the training.
L . . All QP's traini ill be up to date in QP’ I file.
V 109| 27G .0203 Privileging/Training Professionals V 109 @P's trainings will be up to date in QP's personnel file
Preventive Measures:
10ANCAC 27G .0203 COMPETENCIES OF QP will establish clear protocols for handling situations
QUALIFIED PROFESSIONALS AND where clients refuse to comply with requests. These
ASSOCIATE PROFESSIONALS zro?ocolts #ill betﬁcl)mmurpcateldEto all staff members
(a) There shall be no privileging requirements for inkiad Approact | | T
qualified professionals or associate professionals.
(b) Qualified professionals and associate R;:pectrul c‘:,mm""imif": Alnfays ap};roalch the client
. - with a calm and respec one. Use positive language
profess_lp_nals shgll demonstrate knqwledge, skills and avoid any form of confrontation.
and abilities required by the population served.
(c) Atsuch time as a competency-based Active Listening: Listen to the client's concems and
employment system is established by rulemaking, ;ﬁ;gtr;]syfor refusal. Acknowledge their feelings and show
then qualified professionals and associate
professionals shall demonstrate competence. De-escalation Techniques:
(d) _C_qmpetence .Sha." be qemonStrated by Offer Choices: Provide the client with alternative options
exhibiting core skills including: to give them a sense of control. For example, "Would you
(1) technical knowledge; prefer to take a shower now or in 30 minutes?"
(2) cuItur;I awar.en.ess’ Use Distraction: Redirect the client's attention to a
(3) analytical skills; different activity or topic to help them relax and
(4) decision-making; reconsider their decision.
Eg; g‘;;r?neJ:f::r;?lloiklleslils and Positive Reinforcement:
(7) clinical skills. Plfaise and Encouragement: Offer posjtive
(e) Qualified professionals as specified in 10A L‘Z’r’:glfl‘:]’;‘:";gr’;ig}’nﬂ‘;a"Gs‘r?;f]‘:; fg';ec’:)‘n‘:i';?n;‘;wa’ds
NCAC 27G .0104 (18)(a) are deemed to have taking a shower!" '
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V 109 Continued From page 1 V 109

met the requirements of the competency-based
employment system in the State Plan for
MH/DD/SAS. Designated Monitor; AP to monitqr the s.ituation and
(f) The goveming bOdy for each fac'llty shall ensuretf:ompllance with the corrective actions and

. .. preventive measures.
develop and implement policies and procedures
for the initiation of an individualized supervision Monitoring Frequency: Review the effectiveness of the
plan upon hiring each associate professional. protocols during monthly staff meetings. Discuss any
(Q) The associate professional shall be challenges and identify areas for improvement.
supervised by a qualified professional with the Accountability: Hold staff members accountable for their
population served for the period of time as actions by .implemgnting a sygtem of consequences for
Speciﬁed in Rule .0104 of this Subchapter non-compliance with the policies and procedures.

Monitoring and Accountability:

Feedback Mechanism: Encourage staff to provide
feedback on the protocols and suggest any modifications
based on their experiences.

This Rule is not met as evidenced by:

Based on record review and interview, 1 of 1
Qualified Professional (QP)/Licensee failed to
demonstrate knowledge, skills and abilities
required by the population served. The findings
are:

Record review on 11/27/24 of the QP/Licensee's
personnel record revealed:

-Hire date of 9/1/23.

-Job title: QP.

-Signed job description dated 9/1/23.

-Client Specific Training dated 9/11/23.

Interview on 12/2/24 with Client #1 revealed:
-Former Client (FC) #3 was refusing to shower.
-"She (FC #3) wouldn't shower and | saw
[QP/Licensee] throw everything on her bed on the
floor. (did not know the date)"

-"l went to my room but | heard him
(QP/Licensee) say "Get your nasty a** in the
shower.""
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-"l don't know who he (QP/Licensee) was talking
to."

Interview on 12/2/24 with Client #2 revealed:

-"lI heard screaming and heard him (QP/Licensee)
say "Get out of bed and get her nasty a** in the
shower."

-"He (QP/Licensee) said "Y'all are f****** nasty.""
-Could not remember the date.

Attempted interview on 12/5/24, 12/9/24 and
12/15/24 with FC #3, but was unsuccessful due to
her therapist not returning calls.

Interview on 12/3/24 with Staff #1 revealed:

-"[FC #3] was refusing to shower and
[QP/Licensee] spoke to her (FC #3) about her
hygiene. (did not remember the date)"

-Did not witness the QP/Licensee curse at FC #3.
-Did not witness the QP/Licensee throw FC #3's
bed linen on the floor.

Interview on 11/27/24 with the Associate
Professional (AP) revealed:

-FC #3 had a problem with her hygiene (FC #3
was refusing to shower).

-"[QP/Licensee] addressed it (FC #3's bad
hygiene). He (QP/Licensee) told her (FC #3) she
was going to shower."

-Could not remember the date.

-Did not recall hearing the QP/Licensee curse at
FC #3.

-Did not recall QP/Licensee throwing FC #3's bed
linen or personal items in the floor.

Interview on 12/16/24 with the QP/Licensee
revealed:

-"[FC #3] had issues with her hygiene."

-"l never said "Get your nasty a*s in the shower."
-"l did have to wake her (FC #3) up to shower
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because staff could not handle it anymore (the
odor due to FC #3 refusing to shower)."
-Could not recall the date.

-Did not throw FC #3's bed linens on the floor.

ivision of Health Service Regulation

STATE FORM

6800

S8VP11

If continuation sheet 4 of 4





