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V 000 INITIAL COMMENTS V 000 5/26/25
EMERGENCY PLANS AND SUPPLIES 2
An annual, complaint and follow up survey was The Qualified Professional will develop
completed on 4/17/25. The complaint was a simulated emergency fire and disaster
unsubstantiated (Intake #NC00228846). drill schedule on a calendar each month
Deficiencies were cited. for Dorothy’s Place. The schedule will
) I . . be completed a month in advance. For
I:;:;gf;{'?d;'ﬁég%g;g tggggl(':mg:jnﬁeﬁ;‘gge example, the schedule for the month of
o : . ' o October will be developed in the month
A h I D lity.
Living for Adults with Developmental Disability of Septsiber. The calahdar inust show
This facility is licensed for 4 and has a current that three (3) fire and disaster drills are
census of 3. The survey sample consisted of identified to be conducted monthly and
audits of 3 current clients. repeated for each shift. On the calendar
the (1) date of the drill, (2) type of drill
V114 27G .0207 Emergency Plans and Supplies V 114 and (3) time of drill will be referenced for
each shift. The calendar will be sent to
10ANCAC 27G .0207 EMERGENCY PLANS the Compliance Officer the next
AND SUPPLIES [ business day after it is completed for
(a) Each facility shall develop a written fire plan review. The Compliance Officer will
and a disaster plan and shall make a copy of send the Qualified Professional an email
these plans available acknowledging receipt. On the day of
to the county emergency‘services agencjes upon the monthly Program Managers’
request. The plans shall include evacuation - Meetings, the Qualified Professional will
procedures and routes. _ electronically send the completed drills
(b) The plans shall be made available to all staff on the organization's Emergency Dril
agdte;ac%ﬁgon procedures and routes shall be Report template. All completed drills
?ac?li?y s , will be kept organized by month in a
(c) Fire and disaster drills in a 24-hour facility binder for _’ea‘.’"y acc§55|b|llty in Rocky
shall be held at least quarterly and shall be Mount during inspections. The
repeated for each shift. Compliance Officer will also maintain an
Drills shall be conducted under conditions that | emergency drill binder in Raleigh at the
simulate the facility's response to fire Corporate Office. The calendar will also
emergencies. be placed in the binder at Rocky Mount
(d) Each facility shall have a first aid kit directly behind a monthly tab for all staff.
accessible for use. This will allow them to be prepared in
advance to conduct the drills on 1st, 2nd
and 3rd shifts.
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V 114 | Continued From page 1 V114

1 A virtual mandatory staff meeting will
‘ be held on May 19, 2025 (facilitated

= . . by the Compliance Officer and
This Rule is not met as evidenced by: Clinical Director) to discuss the

Based on record review and interview the facility I s elir

failed to ensure fire and disaster drills were S drggl‘;’"t' 9 | |

completed at least quarterly & repeated for each unannounced anls 1o SiIMUSLE rCa
emergency conditions that reinforce

shift. The findings are: :
staff readiness and exposure of any

Review on 4/15/25 of the April 2024 through weaknesses in the evacuation plan.
March 2025 fire and disaster drills revealed: Clear written internal procedures on
- Fire drills completed 12/15/24 at 5PM and how evacuations should be properly
2/7/25 at 5PM conducted will be distributed to the

- Disaster drills were done monthly only on 2nd workforce. In the procedures, it will
shift 3PM - 11PM be noted that you go to the closest

- No documentation of any other fire or exit. The facility has 3 exits as
disaster drills being completed follows: (1) the common room area —

exit through the front door, (2) the
kitchen area — exit through the back
door, (3) the office area — exit
through the side door. The House
Manager and Qualified Professional

Interview on 4/16/25 client#1 reported:

- Was unsure how long he'd been at the facility
- He did a fire drill one time

- They talked about about tornados drills but
didn't do them

- Knew he had to get down but did not know | will spearhead demonstrating the

where to go for a tornado ' step-by-step process. A staff
meeting agenda, meeting minutes

Interview on 4/16/25 client#2 reported: and names of participants will be

- Had been living at the facility for about a year documented.

- They went over fire and disaster drills at the

facility

- They talked about where they would meet at
and what happeed in case of a fire

- They didn't actually go out to the street and
doit

- Last year they talked about a hurricane drill,
they didn't actually do it

- He knew to go across the street by the stop
sign in case of a fire

Interview on 4/16/25 client#3 reported: |
- Had been living at the facility since last year |
Division of Health Service Regulation
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- He had not donelany fire or disastfar drills Additionally, the locations that
- He had not practiced where to go in case of a
fife occupants and staff are to leave
- He knew where to go in case of a fire for safely when there may be a
because an old staff told him where to go real natural disaster will be
- They talked to him about tornados | ¢ ;
- He knew what to do in case of a tornado | updated in the revised
' emergency procedures.
Interview on 4/16/25 staff#1 reported: As a continuous compliance
- Been employed at facility almost 2.5 years conformance. the Clinical
- Worked 3PM-11PM and weekends ; ' .
- Didn't remember when the last fire or disaster Dlr?Ctor ?nd/or Compllance .
drill was completed Officer will make a quarterly site
visit to review fire drills file
Interview on 4/16/25 staff#2 reported: maintenance. which will be
- Been employed at the facility about a year i e '
AR Eer S ronths |p|t|aled, an_d dated on a chepk
- Primary shift - 11PM - 9AM and Sundays list. New clients and staff will
7PM - 9AM Monday morning _ undergo the Health and Safety
- qu never done any fire or disaster drills on overview related to emergency
her shift i
drills.
Interview on 4/15/25 the House Manager (HM)
reported:
- Worked at the facility for aimost 2 years
- They did fire and disaster drills once a month
- They didn't do fire drills on 3rd shift, 1st shift
or the weekends
- They did fire and disaster drills on 2nd shift
when all of the clients were at home |
- The Qualified Professional (QP) was
responsible for checking over the fire and
disaster drills
- She and the previous QP did the fire and
disaster drills together so one staff witnessed it
and the QP would type them up
- The previous QP would have had the fire and
disaster drills
Interview on 4/15/25 the QP reported:
Division of Health Service Regulation
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V114 Continued From page 3 L The organization currently has a Pharmacy Services
- Worke facility for 3 weeks Provider Agreement with Express Care Pharmacy  6/16/2025
Did n tdhat then ofttyhe revious fire and 5 located at 505 Hackney Ave., Washington, NC that
o O. ave:any _D provides comprehensive pharmacy services to the
disaster drills from tlhe previous QP clients at Dorothy's Place. If the clients receive
- There were 3 different shifts: 11p - 9am (3rd psychotropic drugs and to meet the medication
& 1st shift), 3p - 11p (2nd shift) and the weekends requirements, one of their pharmacists will conduct
- She had not checked over the fire and each client's drug regimen review every six (6)
’ p : months or at an earlier frequency as determined by
disaster drills since she had_ been _"‘here ; the clients’ needs. The Qualified Professional or
- She had ?Sked the HM if the fire and dfsaSter House Manager will contact the pharmacy to secure
drills were being completed and the HM said yes dates the pharmacist can come on-site to conduct a
- She needed to make a schedule for the fire thorough evaluation, with the goal of promoting
and disaster drills on each shift positive cutcomes and minimizing adverse
consequences and potential risks associated with
medications. A confirmation email, text or
V121 27G .0209 (F) Medication Requirements V121 correspondence must be received from the

10ANCAC 27G .0209 MEDICATION
REQUIREMENTS

(f) Medication review:

(1) If the client receives psychotropic drugs, the
governing body or operator shall be responsible
for obtaining a review of each client's drug
regimen at least every six months. The review
shall be to be performed by a pharmacist or
physician. The on-site manager shall assure that
the client's physician is informed of the results of
the review when medical intervention is indicated.
(2) The findings of the drug regimen review shall
be recorded in the client record along with
corrective action, if applicable.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to ensure 3 of 3 clients (#1, #2, #3) had a
drug regimen review at least every six months
performed by a pharmacist or physician. The
findings are:

pharmacy showing dates and times. Upon the
Qualified Professional or House Manager receiving

| such confirmation, it is to be provided to the

Compliance Officer and Clinical Director. The
confirmed scheduled dates and times of the reviews
will be posted in the office in large bold, legible red
fonts for visibility.

During each scheduled review, the designated
pharmacist will document the applicable information/
results of the drug regimen review findings on an
appropriate review document. When corrective
actions are applicable, they will be recorded on the
tool. The Qualified Professional or House Manager
will initial and date the completed tool. Within two (2)
business days, the client's primary care physician
will be notified by the QP or HM of medication
interventions determined by the pharmacist.
Instructions, directives, notifications, follow-ups or
other decisions provided by the primary care
physicians shall be communicated with the Clinical
Director within one (1) business day. A copy of the
drug regimen review findings must be filed in each

| medical record.

| After the review is completed, the Clinical Director or
Compliance Officer will come on-site within seven (7)
calendar days to ensure documentation is filed in
medical records. A copy of the documentation will
be brought back to the Corporate Office and filed in
the Quality Assurance binder section for Dorothy's
Place.
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V121 | Continued From page 4 V121

Review on 4/15/25 client #1's record revealed:
- Admitted: 5/1/18
- Diagnoses: Intellectual/Developmental
Disability (IDD) severe, Autism Spectrum
Disorder, Schizophrenia, Auto Immune Hepatitis !
- FL2 dated 4/7/25 revealed: '

- Aripiprazole 20 milligram (mg), 1 tablet
(tab) at night (psychosis)

- Atomoxetine Hydrochloride (HCL) 80mg, |
1 capsule (cap) daily (attention)

- Buspirone HCL 5mg, 1 tab twice daily
(anxiety)
- No documentation of a drug regimen review

Review on 4/15/25 of client #1's October 2024 -
April 2025 MARs revealed: ‘
- client had been on Aripiprazole, Atomoxetine |
HCL, and Buspirone for at least 6 months

Review on 4/15/25 client #2's record revealed:
- Admitted: 11/15/23
- Diagnoses: Type 2 Diabetes
w/hyperglycemia, Hypertension, Bipolar disorder,
Hypothyroidism, Autistic Disorder, Major
Depressive Disorder, recurrent severe without
psychotic features, Oppositional defiant disorder,
| PTSD/acute, Mild IDD, Insomnia, and Persistent

Mood (affective) disorder, unspecified
- FL2 dated 4/7/25 revealed:

- Sertraline HCL 50mg, 1 and 1/2 tabs
(75mg) daily (mood)

- Divalproex Sodium (SOD) Extended
Release 500mg, 2 tabs twice daily (mood)

- Haloperidol 5mg, 1 tab twice daily (mood)
- No documentation of a drug regimen review

Review on 4/15/25 of client #2's October 2024 -
April 2025 MARs revealed:
- client had been on Sertraline HCL, Divalproex

For ongoing adherence, these
internal procedures will be included
in the Residential Supports policy
and procedures. Additionally, the
Clinical Director's monthly
supervision to the QP will address
this topic as a reminder. The QP
will also incorporate this as a
coverage topic when supervising
the HM.
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V121 Continued From page 5 | V121

SOD, Haloperidol for at least 6 months

Review on 4/15/25 client #3's record revealed:
- Admitted: 9/23/24
- Diagnoses: Impulse Control Disorder;
Attention Deficit Hyperactivity Disorder (ADHD);
Hyperlipidemia; Vitamin D Deficiency, IDD,
Schizoaffective Disorder; General Anxiety
Disorder; Tobacco Dependency
- FL2 dated 10/7/24 revealed:

- Buspirone HCL 15mg, 1 tab twice daily
(anxiety)

- Citalopram 20mg, 1 tab twice daily
(depression)

- Rexulti 2mg, 1 tab at bedtime
(depression)
- No documentation of a drug regimen review

Review on 4/15/25 of client #3's October 2024 -
April 2025 MARs revealed:

- client had been on Buspirone, Citalopram,
and Rexulti for at least 6 months

Interview on 4/15/25 House Manager reported:

- They did not have pharmacy reviews every 6
months

- They had a nurse that came out monthly to
check medications

- They did have clients on psychotropic
medications

Interview on 4/15/25 Qualified Professional
reported:

- Had been employed at the facility for 3 weeks
- Was not sure if she was responsible for
scheduling pharmacy reviews

V513 27E .0101 Client Rights - Least Restrictive V513
Alternative
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10A NCAC 27E .0101 LEAST RESTRICTIVE
ALTERNATIVE

(a) Each facility shall provide services/supports
that promote a safe and respectful environment.
These include:

(1) using the least restrictive and most
appropriate settings and methods;

(2) promoting coping and engagement
skills that are alternatives to injurious behavior to

| self or others;

(1)

(3) providing choices of activities
meaningful to the clients served/supported: and
(4) sharing of control over decisions with
the client/legally responsible person and staff.
(b) The use of a restrictive intervention
procedure designed to reduce a behavior shall
always be accompanied by actions designed to
insure dignity and respect during and after the
intervention. These include:

using the intervention as a last resort;
and

(2) employing the intervention by people
trained in its use.

This Rule is not met as evidenced by:

| Based on observation and interview, the facility

failed to ensure the least restrictive and most
appropriate settings and methods were used. The
findings are:

Observation on 4/15/25 at approximately 1:00pm
revealed:

- Kitchen pantry door closed and locked

- Qualified Professional (QP) unlocked and
opened the pantry door with a key

Each staff member will be orientated
during the virtual staff meeting on May
19, 2025, that will be facilitated by the
Compliance Officer and Clinical
Director, on Clients’ Rights — Least
Restrictive Alternative. Below will be an
overview during the meeting:

* It will be communicated that the
organization is required to implement
and maintain less restrictive strategies
for the clients with food and health
management issues. Looking up and
limiting a person’s food and taking that
power and choice away from them is
the most restrictive procedure available
when it comes to a person’s food.

* For those clients who may have an
uncontrollable excessiveness of food

| intake, staff will be encouraged to
provide ongoing teaching and
opportunities to practice positive skills
around eating and accessing food.

* The Qualified Professional or House
Manager shall develop a clear written
schedule for the week with snack times
identified. Then when the client is
requesting something, they can be
encouraged that they delay a bit until
the scheduled time. However, they
cannot be forbidden or restricted to not
have a snack.
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V 513 Continued From 7 V513 e :
L page he staff member on shift will supervise the
- Pantry door was closed and relocked by QP lient when they desire to retrieve a snack

Interview on 4/16/25 Client#1 reported:

- Was unsure how long he'd been at the facility
- He could not go into the pantry to get a snack
- The pantry door stayed locked

- The staff had the key to the pantry

- He could get a snack from the pantry after
staff unlocked it

Interview on 4/16/25 Client#2 reported:

- Had been living at the facility for about a year
- The pantry was locked all the time

- The pantry stayed locked because he stole
food and ate it in his room

- The pantry was locked when he was admitted
to the facility

- Heard the pantry was locked because other
clients stole food

- He had to ask for a snack and the staff would
unlock the pantry and let him choose a snack

Interview on 4/16/25 Client#3 reported:

- Had been living at the facility since last year
- The pantry was locked all the times because
they had a client that stole food

- The clients had to ask for a snack

- The staff opened the pantry with a key and
the clients could get a snack

- Sometimes he chose the snack and
sometimes staff chose the snack

Interview on 4/16/25 staff##1 reported:

- Been employed at facility almost 2.5 years
- Had never seen the pantry locked

- The pantry was unlocked when clients were
home

- They had a diabetic that they needed to do
food control for

- The pantry was locked when no one was

t;om the pantry, which will never be locked.
he client is allowed to select the snack of
heir choice.

» Due to the lack of skills to manage and
ittle insight into the long-term effects of
ietary issues impacting on the health of
ndividuals with intellectual developmental
isabilities, they need much daily support.
ften, they have limited interests or few
kills in how to develop new things in their
ife so food can become a major focus of
attention. Food provides comfort and
sometimes becomes a social activity;
therefore, staff must provide education on
wellness and nutrition.

Rules relating to the pantry will be
developed and issued at the staff

The Qualified Professional or House
Manager will be responsible for ensuring
that new hires will receive these rules prior
to rendering services at Dorothy's Place
and acknowledge receipt form by
signature/date. All rules’
acknowledgments will be filed in personnel
charts.

As stipulated in the 1st deficiencies
(Emergency Plans and Supplies), an
account and names of meeting participants
will be documented.

For continuous oversight, these rules will
be added to the organization’s Residential
Supports policies and procedures and
reviewed as needed during supervision.
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V513 Continued From page 8

home because when they first came in, the
clients couldn't just get a snack and it gave the
staff time to get everyone settled and then the
pantry was unlocked

- The clients could go in the pantry and get a
snack and didn't have to ask for it

Interview on 4/16/25 staff#2 reported:

| - Been employed at the facility about a year
and 2 or 3 months
- Locked the pantry door when she left the
house in the mornings because no one was there
- Second shift staff unlocked the door and it
stayed unlocked until she locked it in the morning
- Not sure why it needed to be locked when no
one was there, just that she was told to lock it

Interview on 4/15/25 the House Manager (HM)
reported:

- Worked at the facility for almost 2 years

- She was not aware that the pantry was
locked

- The pantry was not supposed to be locked
because "this is their house"

- "We not supposed to have a lock"

Interview on 4/15/25 QP reported:

- Worked at the facility for 3 weeks

- The lock on the pantry was like that since she
started

- Pantry was not always locked

- She did not usually go into the kitchen to
know when it was locked and unlocked

- She used the HM's keys to unlock the pantry
because she no longer had a key

- The keys stayed in a locked box in the facility
- Client#2 was diabetic and liked to eat things
he shouldn't or could "overindulge"

V 513
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