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V000 INITIAL COMMENTS V000
An annual and complaint survaey was completed
on 4/3/18. The complaint was substantiated
(Intake # NCO0136515). Deficiencies were cited.
This facility Is icensed is licensed for the
following service categories: RECEIVED
10A MCAC 27G.5400 Day Am‘ivliy far Individuals By MH Lic & Cert Section at 10:21 am, May 04, 2018
of All Disability Groups,
104 NCAC 27G.5100 Community Respile
Services for Individualy of All Disability Groups.
V132 G.8. 131E-256(G) HCPR-Natification, V132

Allegations, & Protection

(.8, §131E-256 HEALTH CARE PERSONNEL
REGISTRY

(g} Health care facilities shall ensure that the
Departiment is notified of all allegations against
health care personnal, including injuries of
unknown source, which appear to be related o
any act listed in subdivision (a){1) of this section.
(which includes:

a. Neglect or abuse of a resident in a healthcare
facllity or & person 1o whom home care services
as defined by G.S, 121E-136 or hospice services
as defined by G.S, 131E-201 are being providac.
b. Misappropriation of the property of a resident
in & heaith care facility, as defined in subsection
(b} of this section including places where home
care services a5 defined by 6.5, 1318-136 ar
hospice services as defined by G.S. 131E-201
are being provided.

¢. Misasppropriation of the proparty of a
healthcare facility.

d. Diversion of drugs helonging to a health care

facility or to a patient or client,

@. Fraud against a health care favility or against
A patient or client for whom the employse is
providing services).
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t findings are:

nolification to the Department.

-'Basmi on’ nbserva!:onq interviews and vaoord:
review iha facility failed to provide protection to
the ¢lierts frorm harm- durirg an investigation of
Buse and failéd 1o notify the Departmemt of all
:al!egatrcns against health aare perscnnm The

Review on 3/15/18 of Client #1's record revonlod:
-Admission 4/1/11

=35 years old

«Diagnosas included Schizoaffective Disorder.
Attention Deficit Dizorder, Mild Mental
Retardation, Personality Disorder, Anxiety and
Impulse Control Discrder.

Reviow an 3/19/18 of Slaff #1's employee record
revealed:

-Date of hire 4/13/17

~Job title: Paraprofessional

Interview on 3/16/18 and 3/21/18 with Cllent #1

suspenslon of alleged stalf (sew avtachiment (ot datails of revision).
Additirnully, there will e o re-trainitg of ol stafl teparding Lhis
upelaied policy and provedure,

Prevens Davidson Fastily Scevices wili conduct training on (his
uploted poliey and provedure with all exisiing stalf wsg new siafl
employed with the ogency. Ongoing Irainings will be conducied
thretghews the yenr o review the updated policy und procedure
iad answer anp repind questions, Additionally, ageney directors
will eontine 1o mordter State and LME bulletivg and update
policies and procedares as appropriate o maintsin complianes.
Whe Will Menftar. Travidson Family Services witl instruct i
Cuidified Professionals and all athe erployees endowed wilh
supervisery Functinns o3 conduct routine montioring of this
upslated policy wnd pracedure during monthly supervisions,

o Sften, Tavtdson Family Servives will contizue ebservations
af the implementation of the uplated policy and procediure by
conducting vageing conversalions with administrative and direet
support stadl enemlnes i which queations or goneerns may be
aeweered. Additlonmlly, during new employes orientatlan,
tratning will crophasis alf actions pad vpdates meatioaed above,

NOQTITCATION OF DERARIMENL:

Correet. Duvidon Pamily Services will conduct se-lvalnings wil)
all stadf oo the existing policy and prozedurs “Inetdent Accident
Reporting” (section L), Additionally, s emphasis will be given
on the reporting section of the policy provedure which outlines
the 72 hotly requivement. of reporing i IRES.

Lot Davidgon Eavily Seeviges willeanducr training on thiz
potivy snd procedore with all existing stall ind aew stadl
cruphoyed whib the ggency, Ongoing tratnings will be conducied
throughowt the year to review the wpdated poliey and procedure
and answer any related questions. AddiUonally, apency disectors
will continue 10 moniter State wnd LME bolleting and update
pokeses and provedore as appropelote ke matntein complianee.
Who Will Mogitor, Davideon Family Services will instruet itg
Quinltlied Yrofessionals wid all sther eimployess encnwed with
Aupervisory Gaocrioms o conduit sopiiog imontiopng of thiy
npidaicdd poliey and pracedure durlag, monthly supervisions,

Mo Ofton. Diavidsen Family Services will continue shgervations
of the implemmuation of the wpdated policy wnd procedure by
condusting oupoing converailiong wirh sdmbazarative and direct
support staff members in which questions o concess may be
answeredl, Addirinnally, during new employee srientation,
waining wilf emphiasis all actions and npdates mendnned dbove,
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V 132 | Continued From page 1 V 1az
. Facilties must have evidence that sl alleged
-acis are investigated and must make every effor!
Ao protect residants from harm while the
!nw—;stigatfnn is in progress. The results of all PROTECTION OF CONG
investigations must ba reported to the Lorrens, l)d\'uh-;-- !smﬂr Hewlc«'\lmurdmd mv;l{w and Palicy updied
, . b 1 » ; e o proceduce on *Clent Rights Protectivn rom Ham, Abwge, '
Bepartment within live working days of the initial Neglert and Explotztiop” (sectinn 19.06) to include immediate :;,.ZN'ZU)IR

Meaxd trainings
sebeduled e
/1420 18
2212018, end
o

Next tealplngs
scheduled For:
S0,
SRS, and
ongping

Next trbinings
seheduled for:
5142018,
SN0 R, and
ngoing

Mexl murning
meeiing
scheduled (o
AL30IZ018. and
RO ing

Next (rinkiags
seheduled for
SE14/2018,
SA22/2018, wnd
DIEEIIE

Mext trainings
selecduled fon
SAAR0L8,
Sr20058, and
PRgoing

Nexl usindnge
scheduled for:
S14/2018,
SEAL01 &, apnel
ongeing

plex) murning
meeting
sehedulest Ko
AFNIA01E, dod
epgaing
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revealed:

-Staff #1 had "punched” him; he described this as
hitting on his chest with an open hand,

-Stafl #1 had kissed him on the forehaad, and
grabbed him [n the grein area, one time,

- Me could not remember the date this occurred,
but he told Staff #1 to "back off" and he did.
-Staff #1 gave him religious compact dises (CDs)
a couple of weeks age and told him he had a
premonition Client #1 was going to hell.

~He just tried to stay away from Staff #1 as he
made him uncomforiable,

Interview on 3(16/18 and 3/20/18 with Cllent #1's
Altarnative Family Living (AFL) provider reveslad:
-In January 2018 she observed Staff 41 tickling,
poking, grabbing the client in the stomach, and
lkissing him on the forehead.

She observed Stafl #1's hand go down o Client
#1's groin area two times, outslde of his clothes.
-Staff #1°s hand "pushed in ..like cuppad,
squeszed” Cliont #1's private parts, twice,

-Clignt #1 yelled "stop it, quit it, leave me the 'k
alone!"

-Sha reporied this to her Qualifiied Professional
(QP) on 2/23M18,

-On 3/5/18 as soon as she picked up Client #1
afler the day activity center he tald her Staff #1
gave him three religicus CDs even though she
wag old by the QF at the day activity center Staff
#1 would have no further contact with the client.
-Client #1 told her Staff #£1 then said, “If you don’t
change your actions toward me - I'm innocent.”

Observation on 3/21/18 at 5:30 p.m, of three CDs
revealed:

-All three CDs were from a local church.

~Two had a recording date of 2/25/18 titled "Don’t
Get Mad at the Mirror" and "The Call to Carry (he
Crogss "
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-Athird CD dated 2/4/18 was lited "Are you Salty
Enough?"

Interview pn 3/19/18 with the QP for Client #1's
AFL. provider revealed:

-She was told on 2/27/18 Staff #1 was observedl
being verbally inappropriate with Client #1,
teasing him, kissing him on the forehead and
touching him an his groin.

-She verbally reported the allegation to the
Quality Assurance (QA) Director and had no
further involvement with the allegation.

Interview on 3/15/18 with the Clinical Director of
the day activity center revealed:

-She was notified by the QP of the allegation on
Jrane.

-Staff #1 had not worked one-on-one with Cliant
#1 since 2/19/18 and once the allegation was
received Stafl #1 was told not to have any contact
with Client #1.

Interview on 3/19/18 with the QA Director
revealed:

-t was reporied to him "last week” by the QP of
the AFL provider that sometime last year, Staff #1
Inappropriately touched Client #1 cutside of his
clathes in the groln area and had lickled the
client.

-He called the QF and Clinical Direclor at the day
activity center and asked them to interview Clisnt
1 and Staff #1 aboul the gllegation.

-He called the Executive Director once he learned
af 1he allegation and was toid to take Staff #1 off
his route and for him not fo work with Client #1,
-Staff #1 continued to work at the day activity
cenler in a group setting where there was always
morg than one stafl present.

-8taff #1 admitted to kissing and tickling Cllent#1
and had been counseled on that,

;
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~He did not report the allegation to the
“department because he wanted to make sure it
wat lagitimate and did not want to defame
Staff#1's character,

-He felt he could not get any accuracy on the
situation, and it was the siate, the LME, or the
local DSS to determine if it was substantiated or
not.

-He was aware the individualz making the
allagation did not like Staff #1 and ha did not want
lo ruin his career over an inappropriate comment.
-He was not convinced the abuse occurred, so he
didd not report the allegation to tha department.

Interview on 3/22/18 and 4/3/18 with the
Exocutive Director revealed;

-8ha was notified of the allegation against Staff
#1 on 3/8/18.

-She was told Stafl #1 was sticking his hands
between Client #1's legs, and grabbing his private
area,

-She called the QA Diractor who said he would
talk o the QF al the day aclivity center,

-She also notified the QA Director to take Staff #1
off transport as this was where he would be
one~an-one with clients.

-Stafil #1 continued to work at the day activity
centar, however he only worked in a group setling
where there were always other stafl present,

-He was told not to transport any clients, and not
to assist any clients 1o the hathroom until the
investigation was complete,

~The QA Director handled el the investigations,
incident reporting and any follow-up needed.
-She felt the clienls were protected during the
investigation as Staff #1 was kept in a class room
type setting where there were humerous stafl
present.

Thig deficiency is cross referenced Into 10A

Division of Health Sorvice Regulaton
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NCAC 270.0304(a) Protaction from Harm,
Abuse, Neglect or Exploltation (V512) for a Type
AT rule violatlon and must be corrected within 23
days.
V 367 27G 0604 Incldent Reporting Requirements V 367

10ANCAC 27G 0604  INCIDENT
REPORTING REQUIREMENTS FOR
CATEGORY A AND B PROVIDERS

(a) Category A and B providers shall report all
level |l incidents, except deaths, that occur during
| the provision of blllable services or while the
consumer is on the providers premises or level 13
incidents and lavel || deaths invalving the clients
ta whom the provider rendered any service within
90 days prior to the incident to the LME
responsible for the catchment area where
services are provided within 72 hours of
becoming aware of the incident. The report shail
be submitted on a form provided by the
Secretary. The report may be submitted via mall,
in person, facsimile or encrypted elecironic
means. The report shall include the following

informatjon:

(n reparting pravider contact and
identiflcation information;

(2) client identification information;

(3) type of incident;

(4} description of incident;

(5) status of the efforl to determine the
cause of the incident; and

(6) other individualg or authorities notified

or responding.

(b} Category Aand 8 providaers shall explain any
missing or incomplete Information. The provider
shall submit an updated report (o all required
report recipients by tho end of the next business
day whenaver:

Division of Health Serviees Rogulation
STATE FORM LU FILNW 1 It apnlinustion shoeel 6 of 20




May B4 26818 B9:37:11 Via Fax - 919 715 8878 NC DHHS Page 688 Of 621
PRINTED: 04/18/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENCIES (X1) PROVIDERSUPPLIERCLIA {X2) MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
AND PLAM OF CORRECTION IBENTIFIGATICON NUMBER: . COMPLETED
A, BUILDING;
MHL011-247 B. WING 04/02/2018
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, GITY, STATE, 2IP CODE
CINGE 6 BYAS LANE/180 BUCKEYE COVE ROAD
SWANNANOA, NG 28778
(x4) I SUMMARY STATEMENT OF DEFICIENGIRS D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHMNLD BE COMPLETE
TAG REGULATORY OR LEC INENTIFYENG INFLRMATIONY TAG CROASREFERENCED TO THE APPROFRINTE DATE:
DEFICIENCY)
V 367 Continued From page 6 v aer
(1} the provider has reason to believe that

Infortnation provided in the report may be
erronecus, misleading or otherwise unraliable; or
(2) the provider ohtains information
required on the incident form that was previeusly
unavailable.

(c} Category A and B providers shall submit,
upen request by the LME, other information
obtained regarding tha incldent, including;

(1) haspital records including confidential
Information;

(2) reporis by other authoritias; and

(3) the provider's response to the incldent.

(d) Category A and B providers shall send a copy
of all level I incldent roparts to the Division of
Mental Health, Developmental Disabilities and
Substance Abuse Services within 72 hours of
becoming aware of the Incldent. Calagory A
provicers shall send a copy of all lavel [H
incidents involving a client death to the Division of
Health Senvice Regulation within 72 hours of
hecoming aware of the incident. In cases of
clienl death within seven days of use of seclusion
or restraint, the provider shall report the death
immediately, as raquired by 10A NCAC 26C
.0300 and 10A NCAC 27E .0104(e)(18).

(e) Category A and B providers shall send a
report quarterly to the LME responsibie for the
catchment area where services are provided,

The report shall be submitled on a form provided
hy the Secretary via atectronic means and shall
include summary information as follows:

(1) medication errors fhat do not meest the

definition of a level Il or level Hll incident;

(2) rostrictive intarventions that do not meet
| the definition of & level Il or Jevel lll incident;

(3) searches of a client or his living ares;

(4) seizures of client property or property in

the possession of a ¢lient;

Division of Health Service Regulation
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(5} the total number of lovel I and level HI
incidents that aceurred, and
(6) a statement indicating that there have

baen no raportable incidents whanaver no
incidents have occurred during the quarter that
meet any of the criteria as set forth in Paragraphs
(&) and (d) of this Rule and Subparagraphs (1)
through (4) of this Paragraph,

Review on 3/15/18 of Client #1's record revealed:
~Admission 4/1/11

35 years old

-Diagnoses included Schizoaffective Disardor,
Attention Deficit Disordear, Mild Mantal
Retardation, Parsonality Disorder, Anxiety and
Impulse Control Disorder.

Interview on 3/16/18 and 3/21/18 with Client #1

REPORTING LEVEL HLINCIDENTS 10 LME:

Garrat, Davidson Pamlly Serdces will conduct tesevainings will
oll senfl on the existing policy and procedure “Incident Aceident
Reporung” (section L) along with "G5 1311256 Health Gire
Pevseuael Registry”, Additiomally, an emphaoxiy will be gives on
the reportizg section aof the policy procedure which oullines the
72 Inur requirement of teponting iado RIS

Peryeal, Davidsor Fasnily Services will conduet tabning on this
poticy and procedure with all extsitng st ond aew stafl
employed with the agency. Ongoing trainings will be conduaed
throuphoint the year 1o review the upd.ﬂlrd pﬂliry.lnd o wedure
and aiswer any related questions. Addigonally, agency divectors
will comtinge to momniur State and LVE buleting and updale
poticies anel procediores as appropriale 10 Mainwin cemplianie,
Wl WAL Mlgmitor, Daviduen Family Services will insteuct 10
Cralilied Professtonals and all other emaployees cndeowod with
supervisory functipns o conduet rowtive smonivoring of this
updated policy and procedurs during monthly supereisions

N A, Davidson Famity Services will continue
observations of the implementation of the wpdited policy and
procedar by condusting angoing cenveraations with
adminisuative and dizect suppert stallmewmbers In which
UCSHONS OF CRNGEFDS My b answered, Auldili\m\\'ﬁ.’)’. thic
incyease in training and eliscussion will bring more awareness 1o
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Next transgs
seheduled Cme:
S 1a/2018,
802372018, and
aRgoing

Nenuirobnings
scheduled for;
51472018,
F2212018, and
t_]r\uning

Nt trabiingn
scheduled for:
SIALA0LE,
SIZAN0V B and
ORRNINg
Nextwmorning
mieetlng
wheduled fog:
42072008, and

iarming ok b ety o el o W
-Staff #1 had "punched" him; he described this as { wrientation. training will cosplmais all sctions and updiges
hitting on his chest with an open hand. mentinned abave,
-Staff #1 had kissed him on the forehead, and
grabbed him in (he groin area, ons time.
- He ceuld not remember the dale this oceurrad,
but he tald Staff 41 to "back off” and he did.
-He just tried to stall away from Staff #1 as he
made him uncomfortable,
Interview on 3/16/18 and 3/20/18 with Cllent #1's
Division of Hoallh Service Regulilion
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Alternative Family Living (AFL) provider revealed:
-incJanuary 2018 she observed Staff #1 tickling,
poking, grabbing the cllent in the stomach, and
kissing him on the forehead.

She observed Staff #1's hand go down to Client
#1's groin arca two times, outside of his clothes,
-Staff #1's hand “pushed In ...like cupped,
squenzed" Client #1's private parts, twice,

~Client #1 yelled "stop it. quit Il, leave me the "k
alenal"

-She reported this to her Qualified Professional
(QF) on 2123/18.

Interview on 3/19/18 with the QP for Client #1's
AFL. provider revealed:

-She was told on 2/27/18 Staff #1 was observed
being verbally inappropriate with Client #1,
teasing him, kissing him on the forehead and
touching him on his groin.

-She verbally reported the allegation fo the
Quality Assurance (QA) Director and had no
further involvement with the allegation.

Interview on 31918 with the QA Diractor
revealed:

- was raported to him "last week" by the QF of
the AFL provider that sometime l2st year, Staff #1
inappropriately touched Cliant #1 outside of his
clothes in the groin area and had tickled the
client.

<He did not raport the allegation to the
department because he wanled to make sure it
was legitimate and did not want 1o defame
Staffit1's character,

-He falt he could not get any accuracy on the
sltuation, and it was the state, ihe LME, or the
local DES to determine if it was substantialed or
not.

~He was aware {he individuala making the
allegation did not like Staff #1 and he did not want
Division of Hlealth Service Regulation
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to ruin his career over an inappropriate comment,
-He was not convinced the abuse occurred, so he
did not report the allegation to the dapartment.
Interview on 3/22/18 and 4/3/18 with the
Executive Director revealed:
-She was notified of the allegation against Staff
#1 on 3/5/18.
-The QA Director handled all the investigations,
Incident reporting and any follow-up needexd,
V 812 270 0304 Client Rights - Harm, Abuse, Naglact V512

T0ANCAC 27D .0304  PROTECTION FROM
HARM, ABUSE, NEGLECT OR EXPLOITATION
(3} Employees shall protect clients from harm,
abuse, noglect and expleitation in accardance
with G.S. 122C-66.

(b) Employees shall not subject a client to any
sort of abuse or neglect, as defined in 10A NCAC
27C 0102 of this Chapter.

(c) Goods or services shall not be scid to or
purchased from a client except through
established governing body policy.

(3} Employees shall use only that degree of force
necassary Lo repel or secure a violent and
aggressive client and which is parmitted by
governing hody palicy. The degres of force that {
is.nocessary depends upon the individual i
characteristics of the client {such as uge, tize
and physical and mental health) and the degroe
of aggressiveness displayed by the client. Use of
intervention procadures shall ba compliance with
Subchapter 10A NCAC 27€ of this Chapler,

(8 Any violatlon by an employee of Paragraphs
(8) through (d) of this Rule shall be grounds for
dismissal of the employee.

Division of Moalth Sorvice Regulation
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Based on interviews and record review the facility
failed to provide protection to the clients from
harm during an investigalion of abuse and faHer
to notify the Department of all allogations against
health care personneal,

Review on 3/15/18 of Client #1's record revealed:
-Admission 4/1/11

35 years oid

-Diagnoses Included Schizeaitective Disorder,
Attentlon Deficit Disordar, Mild Mantal
Retardation, Personality Disordeor, Anxicty and
Imputse Cantrol Disorder.

Irerview on 31818 and 3/21/18 with Client #1
rovealed:

~Staff #1 used to be his one-on-one worker at the
day activity center.

-Staff #1 had "punched" him: he described this as
hitting on his chest with an open hand.

-Staff #1 had kissed him on the forehead, and
grabbed him in the groin area, one lime,

-He could not remember the date this occurred,
but he told Staff 1 to "back off” and he did,
-Staff #1 did sorme "unorthodox things" like when
he got him aut of the wheelchair he would say,
"Now hug me like you love me."

-He had not told anyane af tha day activity center
a5 he did not want to got in trouble and said, "I
pray to God thils don't back fire on me."

i ax updated its palicy and
proceclure on "Clieat Rights Proteetion from Harm, Abuse,
WNepient amit Expleltation” (section 1R06) 1 i hude immedinge
suspensiion of slleged siall (sec sitahment for detnils of
revision), Additionelly. there will be s re-sraining of all siaff
regarding this npdated policy and prozedare and regular
meetings betieoen the Bxecutive Direetor and Quaity Atturance
Direciar regarding the implementminn of (hix policy and
procecure,

Proyeng, Daviedson Family Serviess wikl eonduet waining o thils
updaled policy and procedure with ol existing stsfland vew
saall eenployed wil the ageacy. Cngedig rainings will be
ctnduided throughowr the year to revies the ugdated poltey sod
procedore and answer any related quastinns, Addditionatly,
agency divediors will continug 10 menlor Slave il LMY
Dullerio ard wpddate policies sod proceduees v appropriae o
malatain ewnpliones.

Wihen Will Mowitor. Diavideon Family Serviees will tnssvet it
Qualilicd Professionals and all ether cmployees endownd with
supervizory faoeuung ke condwt rewting moniering of this
updated policy and procedure during maonthly supervisions,
Hlow ©ten, Dravidsos Family Services will contipue
whservations of the ivplementation of t npsdited policy nnd
pxm':dnrn hy unndnq:ting. angning conversaons with
adnrinistrative and direct suppon staff menbes in whicls
fuuations ur concerns may be answered, Additianally, during
new employee ortientation, waning will egphasis all actions and
updsies menioned above,
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Palicy updated
[thH
J2NINIR

Nexz wainings
scheduled for:
SAa2018,
SIA2018, 40
GRgoing

Next trainings
seheduled for:

SHLAIR,
512272018, and
ongolig

Next irainings
welsedulad for:
SIS,
SII2(30H, and
ongelng

Next morning
meuting
seheduled for:
2018, and
cmgnh\,;
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-Stafl 91 pave him religlous compact dises (CDs)
a couple of wesks ago and told him he had a
premonition that Client #1 was going to hell.

-He just tied to stay away from Staff #1 as he
made him uncomiortable.

Interview on 3/16/18 and 3/2018 with Cliernt #1's
Alternative Family Living (AFL) provider revealed:
-In January 2018 Staff #1 arrived In a wheelchair
lift van to pick Client #1 up for his day activity
program.

-Client #1 was in a bad mood; she observed Staff
#1 tickling, poking, grabbing the cient in the
stornach, and kissing him on the forehaad.

-She observed Stall #1's hand go down to Client
#1's groin area two times, outside of his clothes.
~Staff #1's hand "pughed in .. llke cupped,
squeezed” Client #1°s privato pans, twice,

-Client #1 yelled "stop it, quit it, leave me the Tk
alona!l”

-She reparted this to her Qualified Professional
(QP) on 2/23/18.

-0 3/5(18 as soon as she picked up Client #1
after the day activity center he told her Staff #1
gave him three religious CDs cven though she
was lold by the QP at the day activity center Staff
#1 would have no furlher ¢untact with the client.
-Client #1 was mad and said Staff #1 told him he
had a pramonition and he saw Client #1's bady;
his lowar body, from the waist down was in hell,
and hig upper body was in heaven,

-Cllent #1 lold her Stafl #1 then sald, "If you don't
change your aclions toward me - 'm Innocent.”

Observation on 3/21/18 at 5:30 p.m. of three CDs
revealed:

-All three CDs were from a local chureh.

<Twa had a recording date of 2/25/18 titled "Oon't
| Get Mad at the Mirror” and "The Call to Carry the
| Cross."

Divigion of Flealth Service Regulation
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-A third CD dated 3/4/18 was titled "Are you Sally
Enough?”

Interview on 3720/18 with AFL provider of an
unretated ¢lient revealed:

-8She was prosant in the parking tot in January
2018 and remembered the interactions hetween
Cliant #1 and Staff #1,

-She observed Siaff #1's hands "all over” Client
#11, leaning over him while touching his chest and
stomach, as he was getting Client #1 ready 10 put
on the van {ift.

-8he also heard a klasing or popplng sound from
Staff #1, but she did not actually see him Kiss
Client #1.

Interview on 3/19/18 with tha QF for Client #1's
AFL provider revealed:

-She was told on 2/27/18 Staff #1 was observed
being verbally inappropriate, teasing him, kissing
him on the forehead and touching him on his
grein.

-She fell Staff #1 was trying to gat Client#1 in a
better moed, but this was just going to make him
magder.

-She verbally reported the allogation to the
Quality Assurance (QA) Director and had no
further involvement with the allagation,

Interview on 3/21/18 with the local Dapartment of
Social Services revealed:

-Client #1 was interviewed twice by her and a
co-worker and baoth times his story was
consistent.

-Ha stated Staff #1 had kissed him on the
forehead and teuched his private area.

Interview on 3421/18 with Client #1's guardian
revealad:
-Client #1 told her Staff #1 was punching,
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grabbing, hugging ang kissing him.

-He said it made him "uncormfortable.”

-Btaff #1 "slapped his gonads ...thal is exactly
whal he said .. .he does nat want that ‘pervert’
around him,"

-Slaff #1 had niot worked ona-on-one with the
client since 2/19/18, however she was concerned
as Stafl #1 continued to work with other clients at
the day activity center.

Review on 3/19/18 of Staff #1's amployee record
revealed:

-Date of hire 4/13/17

-Job title: Paraprofessional

Review an 3/19/18 of Staff #1's Monthly and
Annual Supervision/Parformance Evaluation
notes revealed:

-8/19/17 - Stafi #1 improved on setting
boundaries, what humor was appropriate and
what was not.

-9/26/17 - Staff #1 "needs to make sure that he Is
baing @ professional at all imes by not crassing
the line like tickiing the individuals,"

-10/24/17 - Staff #1 "had improved on making his
humor with the individual more professional.”

Interviow on 3/15/18 and 3/22/18 with the QF for
the day activity center revealed:

-In early March 2018 he received a call from the
agency's QA Director notifying him of an
allegation of Staff #1 inappropriately touchlng
Client #1 in the genital area.

-The QA Director asked him and the Clinical
Directar to conduct interviews of Staff #1 and
Cllent #1 for 1he internal investigation.

-Client #1 denied the allegation,

-Staff #1 donied the allegation.

-The allegation was determined to be
unsubstaniiated.

Division of Healih Servics Regulation
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~Staft #1 was never suspended during the
investigation.

~Staff 1 had been assigned to Client #1 a8 his
one-on-one worker since he was hired in April
2017,

-Staff #1 had nol worked one-on-one or
trarisporled Client #1 since 2/19718 due to him
being assigned to another client,

-He felt Client #1 was "making up stuff* because
he was mad Staff #1 was no Jonger assigned fo
him,

-Staff #1 was not alone with clients, he worked
with cllonts as a group with other co-workaers.
-Client #1 would be present in these groups as
wall, while Staff #1 comtinued 10 work with others,
-He confirmed the supervision notes above for
Staft #1 ware referencing interactions with Client
#1.

«He was unaware Staff ##1 gave Ciient #1
refigious CDs on 3/5/18.

Inmterview on 3/15/18 with the Clinical Director of
the day activity center revealed:

-She was nofified by the QF of the allegation on
3/2/18,

-Bhe and the QF were in charge of interviewing
Client #1 and Stafl #1,

-Client #1 sald Staff #1 tapped him on the head to
get his attention; joked with him and he did nat
like I,

-Client #1 did not say Staff #1 touched him
inappropriataly.

-Siall #1 denied touching Chent #1
inappropriately.

-Staff #1 had not worked ona-on-one with Client
#1 since 2/19/18 and once lhe allegaticn was
received Stalf #1 was told not to have any contact
with Clier #1,

-Shea had not received any complaints of Staff #1
untit this allegation.
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Interview on 3/19/18 with the QA Director
revealed:

«It was reported to him "last week” by the QF of
the AFL provider that sometime last vear, Staff #1
inappropriately touched Client #1 outside of his
clothes in the groin area and had tickled the
clienl.

-He called the QP and Clinical Director at the day
activity center and asked them to intarview Client
#1 and Staff #1 about ihe allegation.

-He called the Executive Director once he learmned
of the allagation and was (old to lake Stafl #1 off
his route and not 1o work with Client 21.

~Staff #1 continued to work at the day activity
center in 2 group setting where there was always
maore than one staff present.

-He took a statement from the unrelated AFL
provider who sald $Staff #1 fickled and kissed
Client ##1 on the forghead,

-Staff #1 admitted to kissing and tickling Client #1
and had been ¢ounseled on that.

-He did not report the allegation to tha
department because he wanted (0 make sure it
was legitimate and did not wanl 1o defame
Staffi#1's character,

-He felt he could not get any accuracy on the
situation, and il was the state, the LME, or the
local DS to determing if it was substantisted or
nof,

-He was aware the Individuale making the
allegation did not like Stail #1 and he did not wanl
to ruin his carger over an Inappropriate comment,
-He was not convinced the abuse occurred, so he
did not report the allegation to the department,

Review on 3/19/18 of the statements taken by the
QA Director revealed:

-Sialemants from witnesses were initiated on
3(1/18 and the last statemant was dated 3/6/18.
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-Statements collected were similar (o interviews
conducted during the survey,

Interview on 3/22/18 and 4/3/18 with the
Executive Director ravealed:

-Ghe was notifiod of the allegation against Staff
#1 on 35M18.

-She was fold Stafl #1 was sticking his hands
betwaen Client #1's legs, and grabbing his private
area,

-8he called the QA Director who sald he would
talk to the QP at the day activily cenler.

-Sha also notified the QA Director to take Stafl #1
off transport as this was whare he would be
ong-on-one with clients.

-Staff #1 confinued to work at the day activity
center, however he anly worked in a group setting
where there were always other staff present.

-He was teld not to transport any clients, and not
(o assist any cllents 10 the bathroom until the
investigation was complele.

-The QA Director handled all the investigations,
incident reporting and any follow-up neaded.

-She felt the clients were prolected during the
investigation as Siaff #1 was kept in a class room
type selting where iherg ware numerous staff
present.

-8he spoke lo the QP of the day activity cenler,
who was Staff #1's direct supervisor, and was told
he had been tatking with Staff #1 about
boundaries, and Stall #1 was definitely in need of
more training.

Review on 3/22/18 of the Ptan of Protection dated
322118 written by the Executive Dirsctor
revealed;

What immediate action will the fagility take to
ansure the safety of the consumers in your care?

Division of Health Service Regulation
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", Suspended accused staff pending
investigation as of 3/23/18.

2. Reviewod and made changes o our policy 10A
NCAC 27D.0304 Protection from Harm, Abusie,
Neglect, Exploitation on 3/23/18. Added
procedure relating to periodic staff and day
program staff to include suspension. Sea
altachment,

3. The staff who made the complainl ...has baen
directed by her supervisor to subrmit and incident
repart with the details of the alleged abuse or
neglect, as was indicated by the Davidson Family
Services [licensee] training for her on 5/247/16.
Completion within 24 hours."

Describe your plans to meake sure tha above
happens.

"4. Administrative leadership discussed on
J23/18 the Importance of following the rules
related to G.S. 131E-256(g) to the agency
submitting Incident Reports into RIS,

5. Re-training staff on therapeutic relationship
and boundaries. Training on this topic will be
ongolng agency wide.

6. The staff who made the complaint .. .will
participate in a supervision session by the end of
next wesk (3/20/16) with her direct supervisor
and will be retrained on the requirement to subimit
incidents within 24 hours.

7. Upon recelpt of this incident report the
Davidson Family Services' Quality Assurance
Departmont will entar the above-mentioned
incident report into the State IRIS system.

8. Davidson Family Services will briefftrain all
staff on the Importance of completing all incldents
within 24 hours, as it pertains fo 10ANCAC
270.0304. This briefing/tralning {initially provided
during crientation) includes the types of
occurrences that should be repartar- including
Division of Heallh Service Regulaion
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abuse, neglect or exploitation ~ as well as
available options for reporting - including
in-person, over the phone and/or 24 ~hour
anonymous holline (see attached policy).
Briefing/training will be completed by May 31st,
2018."

Review on 3/2218 of the attachments 1o the Plan
of Protection revealed:

"Davidson Family Services Policies ...Client
Rights Protection from Harm, Abuse, Neglect,
Exploitation ...Procedure for Perlodic Staff
and/Day Program

(a) when & report or accusalion of harm, abuse,
negiect, and exploitation occurs, the accused
staff shall be immediately suspend from providing
services to the individual and also to others.

(b) the suspension will ast during the
investigation periad until rasclution occurs.

(e) Davidsan Family Services shall make the
determination whether the employee is eligible to
raturn (o work.

(d) Davidson Famlly Services shall submit the
incidant raport into the stata IRIS system within
24 hours and & report to DSS within § days.

(e} Davidson Family Services shail complete an
internal investigation.”

"Corporate Compliance ...Davidson Homes
maintaing 24/7 telephone support .. The
lelophone number of the caller is kept
anonymous ., Al cases are reportad (o Davidson
Homes' Corporate Compliance Office within 24
hours of receiving the call, It is the policy of DHI
that o retallation will be initiated against person
who reparts In good faith a suspected Fraud,
Waste and Abuse "

An gliegation of sexual abhuse hy Staff #1 was

Division of Health Service Requiativn
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i reported 1o the licenses on 2/27/18. It was alleged
§ that the reporter wilnessed Staff #1 touching
: Client #1 in tha grain area, outside his pants, two
i times. It was also alleged Staff #1 was observed
{ tickling the client, rubbing his chest, and kissing
him on the forehead. The day aclivity center,
where Stafl #1 worked, was not notified of the
pllegation until 3/2/18. Staff #1 had been
counsalad by his supervisor in August and
September of 2017 an sefting boundaries,
appropriate use of humor, being professional,
and to not tickle Client #1, Despite verbal
insteuctions to stay away from Client #1 during the
abuss investigation, Staff #1 was assigned to
work al the day aclivity center in the presence of
Client #1, sometimes working in the same group
with Client #1. In additlon, an 3/5/18, Client #1
{ reported an inchdent whore Staff #1 had given him
three religlous CDs and made intimidating
remarks 10 him, suggosting Client #1 was going
to hell because Staff #1 was innacent. This
deficiency constitutes a Type A1 rule violation for
abuse and must be corrected within 23 days, An
administrative panalty of $6,000 Is imposed. |f
the violation is not corected within 23 days, an
additional adminlstrative penalty of $500.00 per
day will be Imposed for each day the facllity is out
of compliance beyond the 23rd day.
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