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Anannualandfollow-upsurveywascompleted i
1/27/25. Deficiencies were cited.
{ Thisfacilityislicensedforthefollowingservice
' category: 10ANCAC 27G .5600ASupervised E
Living for Adults with Mental lliness. '
Thisfacilityislicensedfor6andhasacurrent census
of 6. The surveysample consisted of audits of 3 ' |
. current clients.
| |
V113 27G.0206ClientRecords V113

| 10ANCAC27G.0206CLIENTRECORDS

(a) Aclientrecordshallbemaintainedforeach
individual admitted to the facility, which shall
contain, but need not be limited to:

(1) anidentificationfacesheetwhichincludes:
(A) name(last,first, middle, maiden);

' (B) clientrecordnumber;

. (C) dateof birth;

(D) race,genderandmaritalstatus;
(E) admissiondate;
(F) dischargedate;

' (2) documentation of mental iliness,

developmentaldisabilitiesorsubstanceabuse

| diagnosis coded according to DSM 1V;

(3) documentationofthescreeningand
assessment;
(4) treatment/nabilitationorserviceplan,

| (5) emergency information for each client which

shall include the name, address and telephone
number of the person to be contacted in case of
suddenillnessoraccidentandthename,address
and telephone number of the client's preferred

| physician;

(6) asignedstatementfrom theclientorlegally
responsiblepersongrantingpermissiontoseek

- emergency care from a hospital or physician;
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' (8) documentationofprogresstowardoutcomes;

| (9) if applicable:

' (A) documentation of physical disorders

~ diagnosisaccordingtolnternationalClassification
| of Diseases (ICD-9-CM),

(B) medicationorders;

(C) ordersandcopiesoflabtests;and

(D) documentation of medication and
administrationerrorsandadversedrugreactions.
(b) Each facility shall ensure that information
relativetoAlDSorrelatedconditionsisdisclosed only
in accordance with the communicable disease
laws as specified in G.S. 130A-143.

(7) documentationofservicesprovided; 1
|

| ThisRuleisnotmetasevidenced by:

| Basedonrecordreviewandinterview, thefacility
failedtomaintaincompleterecordsaffecting3of 3
audited clients (#1, #4, #5). The findings are:

Reviewon1/23/25client#1'srecordrevealed:
| = Admission:1/1/18
- Diagnoses: Schizophrenia, Hyperthyroidism,
Vitamin D Deficiency, and Obesity
- no documentation of copies of lab tests,
consenttoseekemergencycareoremergency

| information

Reviewon1/23/25client#4'srecordrevealed: {

| = Admission:unknown

- Diagnoses:DepressiveDisorder,unspecified, l
|

Diabetes Mellitus, Type I, and Hypertension
- nodocumentationof anadmissiondate,an
admissionassessment,emergencyinformation,

The Administrator/QP will do amonthly audit to ~ 3/28/2025
ensure ongoing compliance with documentation

standards.Any deficiencies found during audits will

Ibe corrected as needed.

The Administrator/QP will conduct weekly spot

checks on records for the next 90 days, then

transition to monthly audits to ensure compliance.
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consenttoseekemergencycare,orcopiesoflab tests‘

' Reviewon1/23/25client#5'srecordrevealed: !
- Admission:1/1/18 f
- Diagnoses:SchizoaffectiveDisorder,History
of Thyroid Malignancy, Hypothyroidism, and
Vitamin D Deficiency
- nodocumentationofemergencyinformation .
or copies of lab tests !

Interviewon1/24/25theQualifiedProfessional (QP)
reported:
| - The Administrator was responsible
| formakingsurelabtestsandclient'sannualswerein
 the client records

- "Usually" it was the Administrator's
responsibility to make sure admission
assessments, consents,andemergencycontacts
were in the records but she would get that
| "straightened out"

Interviewon1/24/2581/27/25theAdministrator 5

| reported: ‘

- Hedidn'tknowwhathappenedtoclient#4's
admission assessment

| - Client#4'sadmissionassessmentmusthave

been moved to another file

- Thefacilitydidn'tkeeprecordsoftheclient's

annual physicals

- Thedoctorsofficekeptupwiththeclient's

yearlyappointmentsandtheydidn'talwaysfax

the aftervisit summary to them

- Hewouldstart"demandingforit(aftervisit

summary)" from the last annual visit and labs

- He had a form for the emergency contacts, !

andhewouldgivetheformtohisclientstofillout so he

could put it in their charts

B'U'S'IUIIG“ |ea HISEIV'ICEREgulaﬁun
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V114 27G.0207EmergencyPlansandSupplies V114
10ANCAC27G.0207EMERGENCYPLANS AND
| SUPPLIES |
(a) Eachfacilityshalldevelopawrittenfireplan ’
and a disaster plan and shall make a copy of |
these plans available l
| tothecountyemergencyservicesagenciesupon ! .
| request. The plans shall include evacuation .
| procedures and routes. j
(b) Theplansshallbemadeavailabletoallstaff and ‘ !
- evacuation procedures and routes shallbe
. posted in the
- facility.
(c) Fireanddisasterdrillsina24-hourfacility
shall be held at least quarterly and shall be
| repeated for each shift. ;
| Drillsshallbeconductedunderconditionsthat f
simulate the facility's response to fire
emergencies.
| (d) Eachfacilityshallhaveafirstaidkit
| access:ble for use. f
\ ‘
| |
ThisRuleisnotmetasevidenced by: A drill schedule will be created, ensuring each 3/28/2025
' Basedonrecordreviewandinterviewthefacility shift participates in a drill every quarter by QP.
failed to ensure fire and disaster drills were | Staff will receive mandatory training on
completedatieastquarterly&repeatedforeach shift. proper emergency procedures and the
| The findings are: importance of drill compliance by QP.
| Monthly reviews by QP will be done
! Reviewon1/23/250fthefireanddisasterdrills for the next six months, then ongoing quarterly
| revealed: audits to ensure sustained compliance.
- fireanddisasterdrillswerenotcompleted ‘
' during early morning or late night hours !
- mostofthefiredrillswereconducted
- between 3:.00pm - 7:00pm
I
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| - mostofthedisasterdrillswereconducted
between 4:00 - 7:30pm .
| - therewerenodisasterdrillsconductedfrom {
January 2024 - June 2024 :
| Interviewon1/23/25client#4reported:
- beenlivingatthefacilityaboutGyears
- shedidnotknowwhattodoforatornado 1
- shewouldimaginetheywoulddotornado 3
' drills but didn't think they did |
" Interviewon1/23/25client#5reported:
| - beenatthefacilityabout20years
- didfireanddisasterdrills"maybe"every6
months
- didnotrememberwhenthelastfireor
disaster drill was done
| Interviewon1/24/25theQualifiedProfessional
' reported: ,
| - shevisitedthefacilitya"coupleoftimes"per !
' month f .
- shelookedatthefireanddisasterdrillswhen she |
visited |
- thereshouldbeascheduleforwhenthefire and |
| disaster drills were to be completed f
- shewouldgetthat"straightenedout(nolate
night or early morning drills being completed)"”
|
Interviewon1/27/25theAdministratorreported:
' - Hehadnotfoundanydiscrepancieswiththe fire
. and disaster drills
- He would ensure the fire & disaster drills
werebeingcompletedatvarioustimesoftheday and
night ‘
Thisdeficiencyconstitutesare-citeddeficiency and }
must be corrected within 30 days. ‘
Mguiaﬁun
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27G.5602SupervisedLiving-Staff

10ANCAC27G.5602 STAFF

(a)Staff-client ratios above the minimum
numbersspecifiedinParagraphs(b),(c)and(d) of
thisRuleshallbedeterminedbythefacilityto enable

| staff to respond to individualized client needs.

{ (b) A minimum of one staff member shall be

| presentatalltimeswhenanyadultclientisonthe

| premises, except when the client's treatment or

habilitation plan documents that the client is

| capable of remaining in the home or community
' without supervision.The plan shall be reviewed

as needed but not less than annually to ensure
theclientcontinues tobecapableof remainingin the
home or community without supervision for
specified periods of time.

(c) Staff shall be present in a facility in the
followingclient-staffratioswhenmorethanone

child or adolescent client is present:

(1) children or adolescents with substance
abuse disorders shall be served with a minimum
of one staff present for everyfive or fewer minor

- clientspresent. However,onlyonestaffneedbe

present during sleeping hours if specified by the
emergency back-up procedures determined by

- the governing body; or
(2) children or adolescents with

developmental disabilities shall be served with
one staff present forevery one to three clients
present and two staff present for every four or
more clients present.However, only one staff
need be present during sleeping hours if
specifiedbytheemergencyback-upprocedures

. determined by the governing body.

(d) Infacilitieswhichserveclientswhoseprimary
diagnosisissubstanceabusedependency:
(1) atleastonestaffmemberwhoison

5§
g 8

BivisiomofHeatthServiceRegatation

STATE FORM

e uavQi1

Ifcontinuationsheet6of15




DivisionofHealthServiceRegulation

PRINTED:02/03/2025
FORMAPPROVED

STATEMENT OF

DEFICIENCIESAND PLAN OF ICATIONNUMBER:

CORRECTION

MHL092-955

(X1)PROVIDER/SUPPLIER/CLIAIDENTIF

B.

(X2)MULTIPLECONSTRUCTION (X3)DATESURVEYCOMPL
A

BUILDING: EIED

R
WING 01/27/2025

NAMEOFPROVIDERORSUPPLIER

STREET ADDRESS,CITY,STATE,ZIPCODE

1421PJFARMSLANE

VICTORY HEALTHCARE SERVICES 2

RALEIGH, NC27603

(X4)

SUMMARY STATEMENT OF

IDPREFIXT DEFICIENCIES(EACH DEFICIENCY MUST BE
AG

PRECEDED BY FULLREGULATORY OR LSC
IDENTIFYING INFORMATION)

IDPREF PROVIDER'S PLAN OF (X5)COMPL
IXTAG CORRECTION(EACH CORRECTIVE | ETEDATE
ACTION SHOULD BE
CROSS-REFERENCED TO THE
APPROPRIATEDEFICIENCY)

V290 ContinuedFrompage6

dutyshallbetrainedinalcoholandotherdrug
withdrawal symptoms and symptoms of
secondarycomplicationstoalcoholandother
drugaddiction; and
[ (2) theservicesofacertifiedsubstance
| abuse counselor shall be available on an
as-neededbasisforeachclient.

ThisRuleisnotmetasevidenced by:

Basedonrecordreviewandinterview, thefacility

failedtoensureclientswerecapableofremaining in

the home or community without supervision

| affecting 3 of 3 audited clients (#1, #4, #5). The
findings are:

' A.Reviewon1/23/25client#1'srecordrevealed:

- Admission:1/1/18

- Diagnoses: Schizophrenia, Hyperthyroidism,
Vitamin D Deficiency, and Obesity

- nodocumentationofanunsupervisedtime
assessment being completed

' Interviewon1/23/25client#1reported:

- shehadbeenlivinginthefacilityfordord
years

- sheattendedadayprogram daily

- sherodepublictransportationtoandfromthe
day program

- therewasnostaffonpublictransportation
- shecouldsigninandoutofthefacilityandgo

| anywhere without staff
- shewasunsureofhowmanyhoursshe
| could be without staff

| B.Reviewon1/23/25client#4'srecordrevealed:
- Admission:unknown

| V290

QP will conduct individualized supervision 3/28/2025
assessments for all clients to determine if they

are capable to remain in the home or community
without supervision.Unsupervised community

outings will require a pre-approval process,

including a risk assessment and staff check-in
procedures.Monthly reviews for the next 90

days, followed by ongoing quarterly

assessments will be conducted by QP to

ensure sustained compliance.

bmmuﬂ-le‘aiﬂﬁerwceﬁegumuuu
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- Diagnoses:DepressiveDisorder,unspecified,
. Diabetes Mellitus, Type Il, and Hypertension
- nodocumentationofanunsupervisedtime

| assessment being completed

' Interviewon1/23/25client#4reported:

- shehadbeenlivinginthefacilityfor6years
sheattendedadayprogramduringtheweek
| - sherodepublictransportation
| therewasnostaffonpublictransportation
- shecouldstayinthehousebyherselfand she
was able to go to the store by herself
- shewasnotsurehowmanyhoursshecould be
- without staff

C.Reviewon1/23/25client#5'srecordrevealed:
- Admission:1/1/18
| - Diagnoses:SchizoaffectiveDisorder,History
- of Thyroid Malignancy, Hypothyroidism, and
Vitamin D Deficiency
- nodocumentationofanunsupervisedtime
assessment being completed

Interviewon1/23/25client#5reported:

| - shehadbeenlivinginthefacilityfor20years
- shehadherowncarandtookherselftoher
doctor appointments

' - sheattendedadayprogramanduseda
transportationservicetogettoandfrom the
| program

| - therewasnostaffinthetransportation
service's car

- shewasabletogotothestoreonherown and
stay in the house by herself

Interviewon1/27/25staff#2reported:
- theclient'srodetotheirdayprograms on
vansand"that'stheonlyfreetimethatlknow

| about"

V290
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Interviewon1/24/25theQualifiedProfessional (QP)
reported:
shewasresponsibleforunsupervisedtime
assessments

shehadanassessmentfor unsupervised
timethatshefilledoutthataskedquestionsto
determine if the client was capable of having
unsupervised time
shethoughtshedidthemandgavethemto
theAdministrator
shewould"revisit"thatandaddittotheir
treatment plans

Interviewon1/24/25&1/27/25theAdministrator
reported:

heandtheQPhadnotdoneany
unsupervised time assessments
theQPwouldberesponsiblefordoing
unsupervised time assessments
hehadalreadydiscussedtheunsupervised
time assessments with the QPand "she willbe
taking care of that"

27G.0604IncidentReportingRequirements

10ANCAC 27G.0604INCIDENT
REPORTINGREQUIREMENTSFOR
CATEGORY AAND B PROVIDERS
(a)CategoryAand B providers shall report all
levelllincidents, exceptdeaths, thatoccurduring the
provision of billable services or while the
consumerisontheproviderspremisesorlevellll

incidents and level Il deaths involving the clients |

towhomtheproviderrenderedanyservicewithin 90
days prior to the incident to the LME responsible

| for the catchment area where services are

provided within 72 hours of becomingawareof

| theincident. Thereportshall be submitted on a

form provided by the

| V290

V367

BivistonofHeatthServiceRegutation
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| Secretary.Thereportmaybesubmittedviamail, in |
| person, facsimile or encrypted electronic ’
means.The report shall include the following

- information: i

| (1) reportingprovidercontactand

| identification information; ,
(2) clientidentificationinformation; '

| (3) typeofincident;

‘ 4) descriptionofincident; !
(5) statusoftheefforttodeterminethe |

| cause of the incident; and

' (6) otherindividualsorauthoritiesnotified

or responding.
(b) CategoryAandBprovidersshallexplainany i
missingorincompleteinformation. Theprovider
shall submit an updated report to all required
reportrecipients bytheendof thenextbusiness
day whenever:

()] the provider has reason to believe that
| information provided in the report may be
erroneous, misleadingorotherwiseunreliable;or
(2) the provider obtains information
requiredontheincidentformthatwaspreviously
unavailable. | .
(c) CategoryAandBprovidersshallsubmit, ‘ |
upon request bythe LME, other information
' obtained regarding the incident, including:

| (1) hospitalrecordsincludingconfidential
| information;

(2) reportsbyotherauthorities;and
| (3) theprovider'sresponsetotheincident.

(d)CategoryAandBprovidersshallsendacopy of all
level 1l incident reports to the Division of Mental ‘ :
Health, Developmental Disabilities and

Substance Abuse Services within 72 hours of
| becoming aware of the incident. CategoryA
providers shall send a copy of all level Il
| incidentsinvolvingaclientdeathtotheDivisionof
| Health Service Regulation within 72 hours of

BivisiorofitestthServiceReyutation
STATE FORM 6839 uavQ11 Ifcontinuationsheet100f15



PRINTED:02/03/2025

FORMAPPRQOVED
DivisionofHealthServiceRegulation
STATEMENT OF (X1)PROVIDER/SUPPLIER/CLIAIDENTIF (X2)MULTIPLECONSTRUCTION (X3)DATESURVEYCOMPL
DEFICIENCIESAND PLAN OF ICATIONNUMBER: A. BUILDING: ETED
CORRECTION ¥ =
R
MHL092-955 B. WING 01/27/2025
NAMEQOFPROVIDERORSUPPLIER STREET ADDRESS,CITY,STATE, ZIPCODE
1421PJFARMSLANE
VICTORY HEALTHCARE SERVICES 2
RALEIGH, NC27603
(X4) SUMMARY STATEMENT OF IDPREF PROVIDER'S PLAN OF (X5)COMPL
IDPREFIXT!| DEFICIENCIES(EACH DEFICIENCY MUST BE IXTAG | CORRECTION(EACH CORRECTIVE | ETEDATE
AG PREGEDED BY FULLREGULATORY OR LSG ACTION SHOULD BE
| IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE
i APPROPB@TEDEFICIENCY)
V367 | ContinuedFrompage10 V367

becoming aware of the incident.In cases of
clientdeathwithinsevendaysofuseofseclusion or
restraint, the provider shall report the death
immediately, as required by 10A NCAC 26C
.0300and10ANCAC27E.0104(e)(18).
(e) CategoryA and B providers shall send a
report quarterly to the LME responsible for the
| catchment area where services are provided.
Thereportshallbesubmittedonaformprovided by
| the Secretary via electronic means and shall
| include summary information as follows:

(N medicationerrorsthatdonotmeetthe
definition of a level Il or level lll incident;
(2) restrictiveinterventionsthatdonotmeet
the definition of a level Il or level Il incident;
(3) searchesofaclientorhislivingarea;

| (4) seizuresofclientpropertyorpropertyin

| the possession of a client;

| (5) thetotainumberoflevelllandlevellll

| incidents that occurred; and
(6) a statement indicating that there have

been no reportable incidents whenever no
incidents have occurred during the quarter that
meetanyofthecriteriaassetforthinParagraphs
(a)and(d)ofthisRuleandSubparagraphs(1) through
(4) of this Paragraph.

ThisRuleisnotmetasevidenced by:
Basedonrecordreviewandinterview,thefacility
| failed to report a Level Il incident to the Local
| ManagementEntity/ManagedCareOrganization
| (LME/MCO) within 72 hours. The findings are:

Management Entity/Managed Care
Organization (LME/MCO) within 72

quarterly audits to ensure sustained
compliance will be done by QP.

AAll Level II incidents to be reported to the Local 3/28/2025

hours.Monthly audits for 90 days, followed by
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| Reviewon1/22/25cfthelncidentResponse
| Improvement System (IRIS) revealed:

| = noreportscompletedforthisfacilityin
| January 2025

Observationon1/23/25atapproximately
' 10:00am revealed:
- newstoveinthekitchen

| Interviewon1/23/25staff#1reported:

- aboutaweekago,shewasunabletoturnthe
stove off and it was smoking "really bad"
- shecalledthefiredepartmentandtheycame out
and turned off the stove
- theAdministratorpurchasedanewstove

Interviewon 1/23/25client#1reported:
| - thestovecaughtonfire
- shehelpedputitoutwiththefireextinguisher

| - thefiredepartmentcame out
| - noonewashurtbutitwasalotofsmoke

Interviewon 1/24/25theQualifiedProfessional (QP)
reported:

- shewasresponsibleforcompletingl RIS
reports

- she"overlooked'completinganIRISreport
for the fire

- shewould"getitdone"

| Interviewon1/24/25theAdministratorreported:
! - thefireinthekitchenhappenedon1/16/25
| - noclientswereinjuredbuttheclientswere
| helping to put the fire out
i - client#1sprayedthefireextinguisher
| - hetoldtheQPtodoanincidentreport
- theQPdidn'tthinkanincidentreportneeded to
' be done
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V736 | ContinuedFrompage12 | V736
V736 | 27G.0303(c)FacilityandGroundsMaintenance V736
10ANCAC27G.0303LOCATIONAND
EXTERIOR REQUIREMENTS
(c) Each facility and its grounds shall be
| maintainadinasafe clean,attractiveandorderly
manner and shall be kept free from offensive
odor.
| ThisRuleisnotmetasevidenced by: The Administrator will conduct monthly 3/28/2025

Basedonrecordreviewandinterview,thefacility was
not maintained in a safe, attractive and orderly
manner. The findings are:

Observationon1/23/25atapproximately
10:30am revealed:

- Client#1&Client#2'ssharedbathroom:

- 1llightbulboutoféwasnotworking

‘ - ruststainsaroundthelightfixtureinthe
' ceiling

' - slowdraininthesinkcausingaslow

drain

| - Client#3'sbedaroom:
- ceilingfanlightsdidnotwork(about4
lightbulbs)
| - Client#4'sbecroom:
- cellingfanlightsdidnotwork(about4
| lightbulbs)

- Client#5'sbathroom
- airventinceilingdidnotworkwhen
switch was turned cn

- LivingRoom#z2:
- Sbrokentelevisions(TV's)
2oldwalkers
- ‘wheelchamotbeingused

walkthroughs to assess facility conditions and
ensure compliance with safety and aesthetic
standards.Any maintenance findings will be
repaired as needed.
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V736 | ContinuedFrompage13 V736
} - 1bedsidecommode
- 7brokenmicrowave
Interviewor 1/24/25&1/27/25theAdministrator
| reported:
- hecellecdmainienancetofixanyproblemsin the
| facility
|- ifitwastoemuchmoney, hewouldinvolve the 5
landlord zna they would have it fixed :
- staffrotifiedhimofanymaintenanceissues :
- theTV'sintheZndlivingroomhadbeen ;
there for a couple of months |
| - he was trying to get rid of the TVs that were ’
| beingstoedirLivingRoom#2, buthecouldn'tlift ;
| them by ~umiself, and he was trying to get help i
- hewouliddisposeofallthestoreditemsfrom ; =
| previous clients 1 |
| - staffdidnotnotifyhim ofanymaintenance
| issuesardhewou icallmaintenancetomake the
- needed repairs ‘
|
| |
|
|
\
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