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INITIAL GOMMENTS

A complaint survay was completed Seplember
28, 2018, The complaint was unsubslantialed
{infake #NCO0142714), Deficencles were dled.

This lacility Is Hicansed for the following service
catogory. 10ANCAC 276 .5600C Supervised
Living for Adults wilh Developmental Disabllties,

(.3, 131E-256{G) HGPR-Nolification,
Allegations, & Protection

(3.5, §131E.268 HEALTH GARE PERSONNEL
REGISTRY

(g) Hoalth care facllities shalf ensure lhat the
Deparlment Is nolified of ai allagatione agalnst
healih care personnel, Including Infurles of
unknown source, which appear to be related lo
any act listad in subdivision {a)(1} of lhis section.
(which includes;

a, Nagtesl or abuse of a resldent in a healthcare
fachity or a person Lo whom home care services
a3 defnad by G.8, 1ME-186 or heaplce sevices
as dofined by G.8, 131E-201 are baing provided,
b. Misappropriallen of the proparly of a resldent
In & health care facliity, as defined in subseclion
(b} of Ihis saction Including places where home
care sewvices as dofinsd by G.3. 1ME-136 or
hosplce services as defined by G.8. 1318201
ate belng provided.

¢. Misappropriation of ihe properly of 2
healihcare faciity.
d. Dlversion of drogs belonging to a health care
facility or to a pallent or cllant,
. Fraud against a heallh care facllity or againel
a patienl of clfenl for whon the employes s
providing services),

Facilllas must have evidence lhat all alleped
acts are lnvestigated and musl make every effort
to prolect rasldenls fom ham whily the
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Invasligation Is n progress. The results of all [;'3’\ ﬁ,i‘i—» Fa whl) (2{’0(’ Sff) Hhel.

invesligalions must be raporad to the 2.0t rvie.m b Coned Serdt e

Depariment within five working days of the Iniliai p ot of Su ‘{ " >

nolificallon to the Deparimant. Wk Eve cj,m){g o mf:.,dem‘f-r

This Rule is not mal as evidenced by: o ' Eoe

Based on record reviews and inlarviews, the Do ‘":i inkecag] ’n‘/ﬁs"}"\ﬂci"w\

facifity fallad to report an allegation of abuse lo renncding Hhe alege. fnel dtan

ihe Haatlh Care Personnel Reglsliy (HCPR). The Qﬂ . ‘_g‘ ﬁ . LQL Cond 1":

findings are: Wit & m{ﬁmﬁ N oo

e . "ot i,
@ Li Cx

See Tag VIBT for specifics. Os5 ¢ e ’j the. Ot come,

Interviaw on 09/25/18 tha Licansae slated she

hiag nol reporied (he elffegation of abusefharm lo

tha HCPR as required,

V 367} 27G 0604 Incldent Reporling Requirements v ae7 “Tneideat tre ‘fﬂ,{)ﬂr\"a (] b e
10ANGAG 276 0804 INCIDENT TS 5 ),(shm Me‘ﬁ'ﬁir\ A he
REPORTING REQUIREMENTS FOR Ahe o inesdenty Ropy r
CATEGORY AAND B PROVIDERS TAhG o intids 1 eperied
(8} Calagory Aand B providers shall report all b 3 ‘ﬂ«\,:,, 7 (F 8 ) nr)[1 ¢ ﬂD‘P&Sﬁ ogf
level [l {ncldents, excapl deaths, ral vecur duglng
Uixe provision of billable services or while the
consumer Is on the providers premises or level Hil
Incidents and ievel [} deaths Involving the cllents
lo whom the provider condsrad eny servica within
90 days prior to the incldant to Lhe LME

Dhiston of Heallh Service Regulation
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rgsponsibie {or e catchment area where
sevicas are provided within 72 hours of
bacomlng aware of the incldenl. The repont shell
he submittad on a form provided by the
Secrelary, The report may bo submilied via mall,
In peraon, {aceimlle or ancrypted eleclionic
mesans, The report shall include the oliowing
inforrmation:

(1 raporiing provider conlact and
Identification Infermation;

(2} cllant kientificallon informallon;

{3 typs of incident;

(4} deacedplion of Incldent;

(53 stalus of the affort to determine the
cause of the Incident; and

(8) other individuals or autherillas nolied
or respanding.

(b) Category Aand B providers shell explaln any
mitssing or Incempleie informatlon. The provider
shadl subrlt an updated report to &l required
report reciplents by tha end of the nexl buginess
day whenaver:

i the provider has reason to betfleve that
information provided In the report may be
erronaous, misleading or ofherwise unreliable; o
3] {he provider oblaina Informalion
requlred on lhe incldent form that was previously
unavaliable,

{1} Category Aand B providers shall submil,
upon request by the LME, other information
oblalned ragaiding the Incldent, Including:

4] hospiial records including confidentiat
information;

2 roports by other authoritles; and

()] {he provider's response lo the incident,
(4} Catagory Aand & providers shall send a copy
of all leya! Il inctdent reports o the Diviston of
Menlal Heallh, Develepmental Disabllies and
Subslance Abuse Services within 72 houns of
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becoming aware af the Incident, Category A
providers ahal send & copy of all fovel It
incldents Involving a clienl dealh to the Divislon of
Heallh Sewvlce Ragulation within 72 hours of
becoming aware of the indddent. in cases of
client desth within seven days of use of saclusion
or reslraint, the pravider shall raport (he dealh
Immedlately, s required by T0ANCAC 260
0300 and 10A NCAC 27E .0104(e}{18).

{&) Calagory Aand B providers shall send a
report quarterly fo the LME raaponaible for tha
catchment area whera sarvices sra provided,
The raport shell be submilted on a form provided
by the Secrelary via elecironie meens and shall
include summary Infermation as folfows:

n madicalion erore thal do nol maet the
definition of a level I} or lavel HI Incident;

(2 reslriclive Inferventions that do not mest
{he dalinilon of a lavel Il or lavel i incident;

(» searches of a cllent or his lving ares;
4 soizures of cllent property or propeny in
the possesslon of a cffent;

{5y the (otal number of levet H and level 11
Inctdents thal ocourred; and

(53] a slatement indicaling (hst lhese have
besn no raportable Incldents whenaver no
incidents have oceurred during the quarier Thel
mast any of the crilesia as set forth in Paragraphs
(a) and (4} of thls Rule and Subparagraphs {1)
through ¢4) of this Paragraph,

This Rule (4 not met 43 evidenced by:

Bassd on eoord reviews and Inlervigws the
(acility falted to snaure & cittieal Incident report
was submilled to the Local Management Enlity
(LME} wilhin 72 hours as required. The findlngs
aro,
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Review on 09726718 of the North Carolina incident
Rasponse Impravement Syster (JRIS) revoalad
no report from the factily regarding slient #2's
allegation of abusefharem or Injury dudng a
restralnt which lnvolved slaff #1,

Raview on 00126118 of 6 medical progress repor
for cllent #2 daled QB/20/1B revenled:

- Clienl #2, “chief complalnt: b Injury, pt {patient)
complaing of rib paln on Aght slde, ongoing for
past waek.”

“"There i2 no brateing, arythema or swalling neted
over lhe fght rib area”

Reviaw on (926116 of an xray/imaging report for
clignl #2 daled 0820718 revenlad:

FReason For Exam: Pleutodynla...imipression;
Nondlspleced sevenih and eighlh righl db
fraciuies...”

Revisy on 0926018 of the faciliy's in-house
Incident report dated 0A/0B/18 and completed by
slaff #1 ravesled:

~Cllenl #2 was upset and dastroylng property and
atlempted Lo hit slaft #1 and was placad In a
therapeutic hald by staff #1.

~Stafl i1 conlacted tha fachily Group Home
Manager and the Qualiled Professionsl (QP) o
{nform tham cf tho therapeutic hold performed on
cient #2.

Raoview on 09/25018 of the {acllily’s in-houge
Incident raport dated 08/28/18 and compleled on
08125748 by stalt #1 revegled:

Cllent #2 had fallen oul of the bed and
complainad his side was sore.

Interview or BH256/48 ¢llant #2 stated;
-He was not awara of any abuse or harm by any

Divislon of Health Servite Regulation
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Continued From page 6

staff al the facility and he "lled" aboul belng hur
by staff #1 during a resicalnt {0808/18) because
he did not want o live al the group home any
longar and he had hur hls dbs by, “falling off the
bed, bed teo shorl” and he sleaps "wild and got to
he careful when | lum over.”

-He had "fad lo gat [staff #2] fred.”

Intarvlow on 08/26/16 client #1 alated.:

-He was nol aware of any abuse of haim by any
staff gt the facllily.

-He was doing “good” al the facllity and had no
complainisfeoneerns,

Interviaw on 09/25MB slaff #2 slated;

-Ha had taken dient #2 1o lhe medical visH on
OBI28/4% afler e complainad aboul pain in his
side,

~CHanl #2 slated he had "ied” about slsff #1
hurting Hm during & restratnt and he had hurt his
fibe when *he fell off hiy bed.”

-CHent #2 would "embelllsh” things and was a
"manlpulator’ and "didn't ke anyana, don't like
[staff #191."

-He followad up wilh the appoinlment for
xrayfimeging and client #2 had been prescribed a
brealhlng maching on 08/28/18 at the doclar's
appolniment,

Interview on OB726/18 slaff #1 slated:

-Ha was not eware of any harm of abuse by any
slaff al fhe lacility.

-He had baen made aware of lhe altegalions
made by cllent £2 and had been inlerviewed by
ihe lncal 0SS regarding cllent #2's allegation of
harmfabuse during & restraind (08/08/18,

~He had not harmed oF abused any cllent in the
faciily and had placed cllent #2 In a therapetitic
hold (08/08/16} due to dient#2 deslroying

R T4
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properly and attempling lo bt him {slaff #1).

«Ha had not seen any injures lo cllent #2 as 8
result of ihe resiralnltherapeulic hold conducted
on 4808H8S,

Interviews on 08726118 the Licensee alated:
-Gha was made aware of lhe allegallon of
abusefherm on 68/21/18 made by cllenl #2 when

fhe iocat Depariment of Social Services informed.

har of thelr investgallon regarding clieni #2s
allegation of stal¥ #1 causing abusefarm durng
A seslraind,

-Ciient #2 was laken {0 the doclor's office lor
foflow Up when he bagan complaining aboul paln
with his sidelribs (08/28/16) and wag taken for
wrayfimaging (0B/20/18)and prescribed a
breathlng machine,

CHent #1 had & hislory of meking false
altegallons and sialed he had llad about stalf #1
wrding hims durlng a restraint and he had hut hls
ribs when ha el off of ils bad.

-Stalf had reporiad client #2 had a new behavior
of eplsodes of falling ut of his bed and may he
attampling "to get the sttantion of & naw lemals
slaff"

Cllant #1 "always" staled he wanted lo leave the
group home and live elsewhere.

-Bhe was nol stwe whal had happenad or how
client #2 had b fraclures.

-Bhe had lalked to the QP who had conduclad an
Intasnal ivestigation of cllent #2's allagation.
+She was waitlng for the local 088 lo complated
Ihelr Invesiigation and had nol contacled Heallh
Care Personnel Registry (HCPR) or complaled
an 1R1S raport regarding client #2°s allegation.

27€ .0104{a9} Cliant Rights - Soc. Rest. & ITO

vaaty

vE21

10A NCAG 27E 0104

SECLUSION,
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Continued From page 7

PHYSICAL RESTRAINT AND ISOLATION
TIME-QUT AND BROTECTIVE DEVICES LJSED
FOR BEHAVIORAL CONTROL

(8} Wilkén a fucilily whare restricliva inlervantions
iy be used, the policy and procedures shall ba
In accordance wilh the {ollevdng provislons:

{5} Whensver a reslrictive Intervention Is ulilzed,
documentallon shall be mads In the client racord
to includa, al a minimum:

{A} nolafion of the clienl's physlcat and
peychologioal wellbelng,

(B} nolation of tha frequency, Infenslty and
durailon of the behavior which led to lhe
intarvention, and any praciplialing clicumstance
contributlag lo the onset of the behavior;

(G} the ratfonale for {he uge of the Inteivention,
the postlive of Ipas resticlive inlerventions
consldered and used and the Inadequacy of less
restdclive Intervenlion techniques thal were usad;
(D) & degcription of the inlervention and the dale,
Uime and duration of its use;

{E} a descrplien of accompanylng posilive
methods of intervention;

(F) & descriplion of the debriefing and platining
with (he cilent and the legatly responslbis parson,
if applicable, for the emergency uss of ssclusion,
physlcal raslralint or isolation (ime-oul to ellminale
or raduce the probabliity of ihe luture use of
restrictive Intervanilons;

(5} a descriplioh of the debriefing and planning
with the cifent and the legally responsibis peraon,
if applicable, for the planned use of seduslon,
phyalcat restraint or tsolation Ime-out,
determinad (o be clinically necessary; and

{H) slgnature and Wlls of the facllily employee
who initiated, and of the employes who Rirlher
authorzed, lhe use of the Intarvention,

This Rule |5 not met as evidencad by

V521
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Based on record raviews and inlerviews, the
facility falted to document restdalive Intarventions
a8 raquirad Lo Include, but not nited to, tha lime
and duration of s use, debrdefing, and planning,
clienl's physlca! and psycholeglcal well-belng,
affecling 1 ot 3 audited cllents (client #2). The
findings are;

5o Tag VI6T for speclfics.

Review on 00/26M8 of clionl #2's record
revealed:

-44 year old male admilled 12/08/16.
-Diagnoses Included intellectual Disablity
Disorder, Opposilional Defiant Disorder, lmpulse
Gonlrof Disorder, Intermillent Explosive Dlsordsr,
History of Selzures, Schlzoatfectiva Disorder,
Psychosls Disorder, Not Otherwise Specifiod,
Conduck Disorder, Pervasiva Devalapmenl
Disordet ang High Blood Pressure,

-Behavior Plan leller doled, 12/16/16 and
reviewed on G9/26/18 slyned by a local Licansed
Pgychologlst revealad:

As part of the develogment of & bahavioral
madilication plan, 1 have several
racommendations prior to compisting the plan..t
i recommandad that {client #2]'s careglvers and
group home staff be permitted to use therapeutic
resiralnt o pravenl fcitent #2) from running away
andfor harming Mmsell or others...a full report
andfor behavior plan will follow onoa addiianal
Information is provided for perusal”

-No Behavior plan avallabie for review on client
#2's record,

Review on 08725/18 of Clianl #2's record
GR0B/S through 0B/25M8 revealed:

Na docimantelion of ime and durallon for the
08100718 rosticlive Intervantlon or cllent's

Davislon of Heallh Service Regulation

SYATE FORM

L

45FEN

iFpoatinuation shaol ol 10




Mar, 14 2019 10:0bAM

No. 2004 P 10

PRINTED: 022712018

_ ' FORMAPPROVED
Division of Health Bervice Reauiation
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIEFCLIA 0023 MOLRPLE CONSTRUGTION ££3) DAYE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A EUILDING: COMPLETED
MHLOZ8-813 B. VNG 05/26/2048
RAME OF PROVIDER OR SUPFIER BYREET ADDRESS, CITY, STATE, ZIF CODE
A8 PENNYSTONE DRIVE
INB E
RAINBOW OF SUNSHINE 1 FAYETTEVILLE, NG 28300
£o8) |0 SULIMARY SYAYEMENY OF DESCIERGIES 0 PROVIDERS PLAN OF GORRECYION o8
PREFI (EACH DEFICIENGY MUST AE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE LOMBLETE
A REGULATORY DR 1.8C IDENFFING INFORMATION T CROSS-RECERENCED TO 1HE APPROPRIATE DATE
OEEIIENCY)
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physleal and psycholegical well-being, or
debrisfing.
Interview an 08/26/18 the Licanses slaled:
«She was "nok sure" whan e resticlive
Intervention/lherapeutic hofd happened” and
cllent #2 had a current behavior plan,
-Bialf had nol completed the raquired
documeniallon for Lhe raslralnlrastriclive
intervention which occurmad on 080618,
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