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This Ruie |$ not met as awdamed by ‘
' :Based on record revievs arid interviews ti‘le :
. 'facui;ty failed to develap and implement strategies | .
i based on assessment affacting 3 of 4 dudited
| clients (#1 #2, and #8). The ﬁadmgs are:

b Revaaw on 8!6!1 9 of client #1's record revealed:
1 - 26 year old male sdmitted 10/4/18. _
- 7| - Diagnoses included:. Schizoaffestive Disorder,
| bipolar type, intetmittent Explosive Disorder,
Generalized Anxiety Disorder, Borderdine .
Intellactual Functioning, insomnia; obesity, anci ‘
‘ gastmesophageal reflux disease. ‘
1 - "Admission Assessment/Scresning” dated
* | 10/4/18 included documentation oT"frequent"
elapemenm and stealing. .
< Person Centered Profile dated 4f'if19 Action
Plan inciuded short range goals to manage
anger, comply with fules, and ta ledrn ahd use
effective. cammunication skills to properly cope
with feelings related to misbehaviors and
| responding appmpnately 1) rec;uests fmrﬂ
. autharity figures. .
I - No tramang strategtes o addrass the shortrange
Tgoals.”
~No goal or trasnmg atmtegleﬁ to addrass
1 fréquent eiopement ar steallng

: Rewew on B/6/1 9 af glient #2’5 record ravaalaé
~ 27 yearold male aﬂmutted 5M15M8.

+ | = Diagnoses included Schizoaffective Disorder, -

Lo hipdlar tvpe, Mild lntaIleciualmeveicpmental ‘

-Uisability, seizure dzsdrd@r, anci nncﬁurna%
enurems ' .
- Person Centered ?roflle dated 5/29/ 1 QActmn

“| Plan included short range goais toreduee
1 pigarette smoking, manage aﬂger wz’thout

vz

- director wilt update
- plansio implememr training. stratsgles 0
‘addrass the short-range goals as well as
specific trainings of strategies spedific to -

C:Smng fomfard &he
 havea consultam i
. kentered plans que
e dweleﬁed pz’ordy ahd implement”

each cansumerﬁ.: ’

“given to qualifisd P

The qualified professional snd executive
ali persorn- -tentered .

executive director will -
eview sl person-

10/14/16

i

rterly to ensure the plans' S

N trategnes based on the assesdment. Any.
plans not in complignce with the rule will be

) rofessmnal tc update '
© Mithin 24 haurs - Lo .
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aggraaaiva behawors, tecrease mc dents of

| spitting in bthers' faces, decreasing incidents of ‘; ’

1 n:g%at time bedwetting, money managemant :
enhancing safety skills and increasing =~

o independent living skills. - o
CoAND tram;ng strategies to address the' shortraﬂgs ‘

© goals, :
- - No goal or trammg ﬁtfaﬁegxes relatveto

. midication management

Revxew on 8/6/1 9 of aliem #'s mmm revesleé
/| =38 year old female admitted 3/17/19. -
- Disgnoses included Moderate

| Intetiectual/Developmental Dx'gab:hty, Gemrahwd

Anxlety Btsorder bipolar with psychntln features,
chronic drinary tract infactions, asthma, and
gastroemphagaal reflux dlzease.

.| = Person Centered Profile dated 5/24:’1 o Actton '

Plan inctuded short rangs goals to. properly clear
harsalf after each visitto the bathroom, bathing
daily, decreasmg incidents on hon-compliance
‘@nd confrontation with peets, taking medications
daily, and decreasing incidents of elopemant.

L -No. training strategies to address ti‘:e shortrarzge '

'guais

Dunng mterv:ew on 8/7!?9 the Cmef Executlve

- | Officer stated staff provided clients with verbal

prompts and praise when goal training. Staff kept
grid sheets to dacument goal trammg :

J ' _27@,.05{}3 Inced_ent-Raspanse Requ%rements“
| 10A NCAC 27G .0603 INCIDENT - °
‘__'RESPONSE REQUIREMENTS FOR -
' CATEGORY A AND B PROVIDERS

~{a) Category A and B providers ahaii déveiop and‘

“irpiement written poilcles governlng their -

raSpOnse to Ievel I Hdr EE! incc«:ients Tha pollczes
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y 366

- shall reqmre i:he prov:der to respond by :
{1). - attendingto the health and- safety needs: ’

of individuals involved in the incident;’
{2) ' determining the cause of the incident;

C i3 . developing and imp amenttngcorreciwe .‘
© L measures according o ﬁmwder speclﬂe:d

. _tlmeframes not to exceed 45 days; -
(43 developing and ampiameﬁtmg measures |

to prevent similar. incidents according to provider
apeclﬁed tlmeframas not {0 exceed 45 days;
5y smsxgnmg person(s) to be respongible -

| for. emplementatlon of the correctlons and
‘praventwa measures,

8y - adhering fo oo&fldemaahty requ remems
set forth in G.5. 75, Articte 2A, 10A NCAC 268,

.1 42 CFR pans 2 @nd3 an{i 45 CFR Parts 160 and :
164; and

7y - mamtalnmg daoumentatlon regardlng

| Subparagraphs (a){1) through (a)(8) of thisRitie. .‘ !
‘(b) 1n addition to.the requirements seétforth in

Paragraph (a} of this Rule, ICF/MR providers

7 ghal atdress incidents as requited by the faderal

" regulations.in'42 CFR Part 483 Subpart ..

(). In addition to the requirements set forth ins
Pamgraph () of this Rule, Category A and B.
‘providers, exciuding ICF/MR providers, shall.

- develop and implement written policies gaverning"

their response to a level 1l incident that oceurs

' “while the provider Is dalwerlng abillable ssrvice

“or while the client is.on the provider's premises.

. (1)-. co tmmedlateiy securmg the chent racord
by
§ (A L abtammg the ci ient racorcf
LBy makiﬁg ) phatmc:upy‘ : ‘ :
L (GY. . . ceriifying the copy's compteteness gnd | -
(K transferrlng the aopy ’iu amntemal
T review team :

= 'The policies shall requ:re the pmwcﬁer to respcmd Lo
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pREFIX | | {EACH DEFICIENCY MUST BE PRECEDER BY FULL . PRERIX | (EACHCORRECTIVEAGTION SHOWLDEE | COMPLETS
e | mec;u;m*mv ORLEC IDENTIFYING wmmmmm) S CROBS-REFERENCED TO THE APPROBRIATE | |  DATE
‘ S AR ' CEFGIENOY) , Lo

VAT C,ontmued me paga 4 , S i voass
(2} " cunvenmg a meetmg of an |nternal o
| review téam within 24 haurs of the incident, The
internal review team shall consist of individuals -

- who were npt involved in the incident and who
" were not rasporisible for thé client's direct care or
§ with direct professional cversight of the client's’
gervices st the time of the incident. The. mtemal , - S o .
review: team shallcompiete ali of the actzvmes as - S e cooe e .
| follows: ; S L SO
LAY L review the  COpY of the clienit recordto o U B
.| determine the facts and causes of the incident -
' and make recommendations for mmimlzmg the S ‘ .
+; | 'oceurrence of future incidents; . ' B R
(B gather other information needed; s _— R
ey Jssue written préeliminary findings offact
| within f‘ ve working days of the incident. The '
- | prelimingry findings of. fact shall be sent to the

| LME in whose catchment area the pm\ndar is
- located and to the LME where the citent regides, ‘ ‘ o
“ U if different; and ‘ N - .

i (s)) issueafnalwrzttén rapurtsngned bythe B . s
-OWner wuthm three months of the incident. The

" | final report-shall be sent to the LME in.whosé

.| catchment area the provider is located: and tothe ‘ . ‘ ‘ ‘ -

{ME whers the client resides, :fdnfferent The - . b ' ‘ o 1
final writteh repart shall addrass the i issues | : ‘ o ‘ T
- | identified by the internal review téam, shall .

+include alt pubhc documents pertinent to the

‘ ‘mcxdent and shall make recommendations for

"mmumlzmg the gccurrence of future | ncrdents Ef

2l documents needed for the report are not

- ! available within three months of the incident, the

o LME ‘may give the provider an ﬁmtensmn of up to
: -threa months to Submit the final repart and
T immediately. no‘zafymg the following:, o

(A) the LM& rasponsible for the catehment ;R
s area Where the semc:es are pI‘CNIdﬁd pursuant o
“ Ru!e 0804

T(B} the LME whera the client remdes |f

1
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L medi ot]) a&:teantimn

Review on, B/6/1 9 of deceased cllerzé #4' (DC#A}) i

record revealed: - .
- 48 year old male admitted 6!20/'1 8
~ Diagnoses: included Schizoaffective Disorder,

- ' Mood Disarder; urspecified, degression, mild
| intefiectual/Developmental Disability, o
o hyperchmestemlemia ahd damentza

| Review on BIGHQ of facristy mczdent repor‘ﬁs from
L TMM9 8519 revealed: -
= Level il North Carolitia 3ncldent Response

Improvement (IRIS) feport #a8937537od included

.1 "Pate.of Incident 7/30/2019" with attached. typed. |
Htimelifie that Included: *On 7/30/18 - PSR

[psychosocial rehabilitation program} called [Chsef

. Executive Officer, CEO] 1o informed him that

(DC#4] knees maybe mfected and possibly heeds
[DW] was evaluated m
{local medical. hospital], upon that evalua’cson

' handwnt’rer} notes

notification times and all required

dosumentation i?‘sm sholild be sabmlltted f:o x

the appropriate entttaes Staff wilalso be
encouraged to eisnlunate the use of
%0 dccument an mmdént

The CEOfexecutw di ecter and quatsf e
nrofessional will'.get'a review onhow to

.+ determine the cause of the incident or
© develop and Implement corrective

o ensure that all d

ture,' Going farward, quartsrly, the -
valified professional and QA consultant
il review all Level 1 and Level 2 incidents

otifications. were: mmpleted in:g tjmaiy
manner,

‘ncidents. Staff willlbe refreshed an pmper :

measures to prevent similar incidents inthe

seumentation and proper
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: N A ‘ o L «r:EFc}ENc:Y} ‘ ‘
v 3'6‘6 -Coritih'uéd me page'5 V366 .
‘ different, : ‘ ‘ o
ey the pm\f cie.-r agehey with fespmsubxiﬁy
.. for maintaining and updating the. client's -
 treatment plan, lf dxfferarzi from tha fepoﬁmg
‘ prowder‘ . .
B the Department
CI(EY - the cliend's Iegai guardlan as
app&cabe and. )
; (F) ‘ any other authaz‘ltias raqu red by law e
- . o : - 1412015
- TR R KUGH wilt have a compahywide (including | -
o ghts };me s notdmet as ewdzncad by ° K CEO/Executive dtrwcéor) refresher training
ik ased on record reviews &n zntamawst @ an 9/7/2019, o ingident reporting and will |
: facility failed to document their res;}onse ta level | have the trainer fobus on proper ‘
"and level il irgidents. Thaf‘ndsﬁgs are: 3 - oLIS an prop
a documentation 1o mll Level 1 and Leve! 2
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LV H66 Gontmuad F‘ram page 6 CoeL o |vEes
“Blood work, was done , ICEO] was tolci by ED

' [Emergency Deperfmem} MD [Medical Doctor]
- that there was possible b%eed:ng on the-first écan
Jand [DC#4] may possible be fransferred to
| [Regionat Medical Center]; however, they are. nat
stre due to excessive movement . ., A gecond
scan was |ater done. [CEQ] was tol td a total of .
3.5 mg [milligrams] of Ativan was gweh o LDC&]
in his stay at [local medical. hospital]. Secand
| scancameé back négative, howsver {BC#'\-] was
.| not back at baselme, so [CEC] did not fee! safe”
< bringing [DC#4] baik to. the group home.MDat |
- hospital believed [DC#4] needed time to allow the i
- * | Ativan to get out of his system.”
o "8!1!19«appmx [approxi mat&ty] 11 pm {focal
o police de;aartmant} office.brought [DC#4] 0
-Group home via ambitlance but Staffwas ~
instructed not to-take [DC#4] fram [police
department] because [CEQ] did not feel -
! wmfmable ccapting [DCM} who:was bemg
* sstorted vua ambuiance and still not back to -
-1 1 baseling.
N ncldant Report stawment ?‘orm datm:f
: '7/29!19 included "incldent types . . . bruise .
| "with hand writteh statement "On’ 7129/19 @[at}
‘around 8:45pm.| noticed [DO#4] krigos was red
* [ 'and he had brulses on his knees as well; | asked.
+ | what happen to [DC#4] knees and [sister fam!riy
. cllent] ane [client #21 told me he falled down.at
.. - [PSR]'and hurt his knees and ar and PSR
- Qualified Professacﬂal] had to help him up. So t
ask [DC#4) was he. hurting and [DC#4]) said No. | | -
. press his krige to see'if he would. make any frown | -
| toses'if ha was in. ;;am and [DC#A} was oK at the o ‘
. time." : ' L A TR
© . | - Radiology reports from the focal medical ’ S . :
‘hospital for "MRI [magnsttc resonance imaging]
* | Brain Diffusion” dated 7/30/19 and "CT *
- [eomputed tommgraphy] Head WO {withmat]
Contrast” included "Adm Dx {Admittang Dzagnnsm] '

" Division DfHaaIth SemmaRegulatmn ) T , o T R T =~
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Fal iAlter@d Mental Status" both re;wrts mcluded
"Impression: No acute nr%‘imcramal
| abnormalities.”

- Ny, documenﬁatmn the i.u;:ensata tcmk maasums
to deterrnma the cause of theincitient or develop. |
- and !mp!ement ecorrective measures to preven:
similar mmdents in the fi.:ture ,

! During :nterviews on B!6f19 ciwnts #1 #2 and #3
| stated DC#4 leaned back when he walked but
| they never saw hlm fall at the facility. .

f" Durmg interview-on 8;‘8r‘i9 staff #1 stmed she had |
- .no Knowledge of DC#4 falling at the' famitty priy
| 10 84419 when she found him unrespmnswa on
his bedrcmm floar.

Durmg inﬁemew on afa/es staff #2 atatad ' o - N TR R

- He normaily worked 7:00-am - 7:00 pm. IR T . , A ‘

-+ ~DC#4 had fallen twice since March 2018 at the

. -1 group home. whue he was an ciuty and he: did a

" written incident report. for both falls. .

-+ ' DCR4. "larided on his butt both t:mas"aﬂd
.sustalned noifjuries, s

- asked DCES if he'was okayand he said he

was", both falls decurred inside thefammy
"Tﬁere wag ng mcadent.*‘

L Dur;ng mterwews on 8/6!?9 and 3/?!19 ihe Ghtaf
- Executive Officer stated: ‘ g ‘ - - &
"{F’SR} staff called :and askeci Tl had se:zmhis ) R BT S
i knees™ ‘ RS R I ' ‘
.| - He instructed $taff #2 to plck ncH4 up fmm ihe ‘
PSR and take him to the local ?;ospz%al ‘
emergency room on ?/30!19 : ' o
. =2 consumers told staff {80#4} felt at theschool'
|on Monday L e

' This defi czenmy consmutas 8 re«mter:% defi c;ancy ‘
“and must be torrected within 39 days o N

DlwaanofHaaIthSemceReguiatian‘ o . o . ~ — T
STA'{BFQRM . o S S e weely S ' Iftontinuation sheet 8 of 15
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ZTG 0604 Incu:ient Reportmg Requxrements

g 1DA NCAC 27(3 0804 INCIDENT

REPORTING REQUIREMENTS FOR. -
CATEGORY AAND B PROVIDERS. -

| (&) Category A and B providers shall report all
fevet Il incidents, except deaths, that oceur during |
vl the provision Of bitable services o while the .

" consumer Is.or the prov idars premises or level 1l

incidents and lével I deaths Invalving the clients
to whom the provider rendered any service within

‘90 days priorto the incident to the LME

‘ re&pahs ible for the catchment area whete -
services are provided within 72 hours of. ‘
becoming aware of the incident. The report shall
| be submitted on a form pmwds:d bythe = .

- Secretary. The reportmay be submitted via mall

in person, facsimile or encrypted electronic .
means. The report shall in¢lude the follawmg
information;

(). reporting provider coﬁtactand
) ,-ldeﬂtlﬂcat}an information; - '

(2 . client adant:fuca%:on'informatlon

S8 type of incident;
| (4) . - description of mmdent '
(5). - - status of the effort fo dates’mlnethe

cause of the incident; and

missing or mcomplete in*ﬁarmatt{m The provider
shall'subrmit 40 updated report to all required
report recipisnts: by the énd of the next busmess
day whengvet:

(1) the provider Has reason to beheve that

information provided in the report may be

| erroneous, miisleading or otherwise unrefiable; or

(2) = - the provider obtains information
required on the mmdant fz:frm that was pravlmusiy

| unavajlabt

L1 (6} . - other :ndmduafs Br Euthormes r!otlﬁed B
o respandmg o
(b) Category A and B provrders shall expiam any

o S L FORM APPROVED -
Division of Mealth Service Redgulation : ‘ . L L
| STATEMENT OF DEFICIENCIES (%1) PROVIDERUSUPPLIER/CLIA gxz) MULTIPLE CONSTRUCTION {(¥3) DATE SURVEY -
| AND PLAN OF CORRETTION - IDENTIFICATION NUMBER; A BUgLOINE: : " COMPLETED
, ,MHLaaafwss B, WING _DBIELZO1D
' .NAME D? PRC}VEDERC}R SUPPLIER STREET ADDRESS C}l'l"t’i STATE, ZIF‘ CODE ‘
i 08 ¥ARBGRO STREETE 2
H.KY&E!:‘:M'&‘» UNITY GRD&}P HQMF.: LLG #4 4 S B
‘ SWILSON, NG 2?893 L J ‘
4y b SUMMARY ETATEMENT oF DEFICIENCIES S . PROVIDER‘S PLAN GFCORRECTIQN e X5y
PREFIX | (EACH DEFICIENCY MUST 88 FRECEDED Y FULL FREFIX | {(EAGHCORRECTIVEACTION SHOULDBE © | COMPLETE:
CovAG | ﬂmmmmmmsc IDE?\"I‘IFW%&GINF’ORMM&DN} TAS QROQ&-REP&R&NG& O THE AF’?ROP‘R ITE. | parE
e ‘ ( ‘ : . o EEFCIENCY) P P ‘
V367 \ 367 o

: D:wsmn of Health Sewuce Reguxatlon
L STATE mm ‘
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w5211
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0

“PRINTED: 08/16/2015 .

' . Division of Health Servics Requlation

|
|3
o

ik ] - FORM APPROVED
H ' ' .
N
-

< STATEMENT OFBEFICENCIES | (1) PROVIDERBUPPLIER/CUA ' L (X2) MULTIPLE CONSTRUCTION - (x;a:) DATE SURVEY
" AND.PLAN (OF CORRECTION . . IDENTIFICATION NUMBER; " | 1Gir B ' CCOMPLETED
NSt niu U L TR o oo [ A BUILDING: ;
‘ ,MHL&QB-#Q& o (BWING ——— - i ., 0BM5RM9
'-NAMEownovmﬁmmunmrm " : ." . sweemmmﬁrms TITY, STATE, zmcmm S '
403 TARBO ‘ -
KYSEEM'S UNITY GROUP HGME LLC #4 RBORQ 8TRE£T E
g . WILSDN NG 27883 - ‘ p L e
: 4%"4) ID ‘ ‘ summmv STATEMENTQFQEP!C*ENCSIES B R L PROVIGER'S PLAN OF CORRECTION Cog
Tl PRERIC L. {EACH DEFICIENCY MUST BE PRECEDED BY FULL © PREFIX . (EACHCORREQTIVE ACTION SHOULD BE COMPLETE:
| S 7Y S REGULATDRYORLSCIDENI‘IFYE%\GINFC}RMA?ON) S TAS CROSS-REFERENCGED TOTHE APPROPRIATE .. pATE

REFGIENCYY -

. V:BG'?" Contmued From page 9 - B 1 V367 .

. ~(cy Category A and B providers shai% submgt
[ upon request by the LME, ather urrformatxon
nbtalned’ regarding the incident, Incfuding

Sy hospital rﬂlwrd$ mciadmg conﬂdentlai
. mformatmn
ey rsports by other authonties ané
(3) tiie provider's response fo the neident,

(d) Categnry Aand B providers shatl send a cepy -
‘of ail leve! [l iheident reports to the Divisian &f
- Mental Health, Developmental Disabilities and -

'+ Bubstande Abuse -Bervices within 72 hours of .
-becomtng aware of the incident. Category A~ - | .
providers shall Il send a copy. of all level i1 .
incidents involving a client death to the Dgwmm af
. -i'Health Service Regulation within 72 hours of

- becoming aware of the incident, In cases of .
1 client death within seven days of uge of seclus}an‘ 1
Lror rastraint, the provider shall {spor% the. death

o lmmedrately as required by 10A NCAC 26C

| .0300 and 10A NCAC 27E "0104(e)(18).”
i (e) Category Aand B pr{wlders Ghall send a
“.report quarterty-to the LIME respons;ble for the
. | catehment are& where services are provided.
The report shall be submitted on a form provided
by the Secratary via electronic means and shatt
mc!ude summary information as follows:

1y ‘medication errors that do not meetthe
tlefi mtlcm of a level I or level 4i fincident; g
o1 (@) - restrictive interventions that do hot meet :
" the def nition of a level I or Ievel Nincident;
(3). .. searches of a client or his ivirg araa, ,
(4) . selzures of client pm;)erty o) property mn |
the possession. of & client;- .
(5) . the'total number of level I and !eavelif
| incidents that oceurred; and ‘ :
()] a statement indi icating that there have

“béen no repartable incidents whenever no -
| incidehts have acourred during the quarter that ,
m@et any of the crltena as set forth in Paragraphs [

‘|‘

Divigion meaﬂlth ServmeReguzatiun A , - ; - - —
STATE CORM C IR . R TONWS21Y T ) [ I tbrtinuation sheet 10 of 15
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' PRINTED: 08/15/2016

‘ ‘through {4) of this F’amgtaph

\ Thzs Rulﬁ is not met as ewdemad %Jy
Based an. record reviews and mterwews the

‘ ,w:’ti'un ?2 hours ak a‘equ:rad The findings are:

| that included "On 8/4/201 Q-Approx Q630 staff

| [DC#4] o go back in his.roam watch TV, while
. staff gets meds [medIC:at;ons} and bréakfast
| ready’ Appmx U7135taff heard & load thump.in

.1 asked [DC#43 why.ara you on the floor what's
‘| going on? Staff went to’ assess [DC#H4) and noted;

- | Biaff immediately. checked for a pulse and did not
feel a pulse. Approx, 0714-EMS [Emarganc:y

(a} and (d) of this Rule and Subpamgraphs (’E}

facility fafied to subimit.Level 1l incident reports

Re\ﬁew on 8/6119 and 817/1 9.of the North

* | Carolina, Incident Response impfovememSystem ,

" | (IRIS) reports between 7/1/19 and. 881G

« I revealed no Level 1l mcsdent repoﬁs submltted by
" the facsisty ' :

| Rewew on 8/6"'1 9 of deceaseé client #4's (DC#4)
record revealed;

« 49 year old male admlti:ad 6;‘2&)/'1&

.. - Diagneses intluded SchizoaffectiveDisorder, . |
| Mood Disorder, unspecified, depression, mild

Inteilectual/Deveiopmental Disability,
hyperchoiesterolem a, ar:d dementia

Rev;ew on B/&/1 9 of facsiaty mesdent repozts from
7/1/19 < 8/5/19 revealed:

- Lavel 1 RIS report #3b26f88d06. included "Date |

of Incident 8/4/2019" with attached typed tirigline

assisted {00#4] with bath Approx. 0700-steff told

[DC#4]'s room, staff went in [96#43 FOOIM aﬁd

his eyes was open- but he was notresponding.

- .of handwritten not
- ingident,

L KUGH wilt ‘have a

CEQ{'EM@(}UUV& di

incidents within 7

refreshed ot prop

@l required docum
submitied to the a

rlt reporting anﬁ wilh |
{on submitting Level 2|
heurs. Staff will be

r notification times and
anii—:ltlon that shnu dbe
:zpmprla%e entities. Staff
ill also be entouraged to eliminate ths use|’
35 10 docurnent an”

o o - FORM APPROVED
‘Division of Health Service Requiation - : . .
TATEMENT OF DEFICIENGIES . | (1) PROVIDER/SUPPLIERIGLIA | (xz) MULTIPLE cozvsmuc*nme , , {m) CATE. SURVEY
‘A\D PLAN QF GDRRECTION ' IDENTIFICATION NUMBER: . L ‘ COMPLETED
. ' SRR A (A, BUILDING: |
. SRR | R .
_ . . MHLO98-188 B, WING - 08M52p19
: ,-NM\}IE OF PROVIDERGR SUPPLIER | ' STRERY maa%s CITY; STATE, 2IP CODE -
- ‘ - 408 TARBO E - .
: Kvsssm's UNITY GROUP HOME LLC #4 RBORO STREET
‘ WILSON, NC 27893 S oo
{m)m summm\r mmmau-r OF DEFTNENCIES . W ‘ vamaa« PLAN omomgm*lm 1 e
PREFIX. . {EACH DEFICIENGY MUST BE FRECEDED EY FULL FREFIX . {(EACHCORRECTIVE ACTION SHOULD BE COMPLETE
TAG HEGULATORYORLSClDENTIFY%NGINFCIF!MAT!DN) TAG © | CROSS-REFERENGED TO THE APPROPRIATE |+ DATE
' o ‘ ) . . o ,-EQEFICIE:ENG\’] T
-V 367 Ccmtmued From page 10 - V.367

cormpanywids (includifg 971472018 .
. rector) refreshertraining |-

~on 9/7/2019, on intid
" have thetramerfi;u

Division of Heslth Sanive Regulatltan :
$TATE FDRM S C

Baze’

. Nw5Z11

If condnustion sheet 11 af 15 -




‘ Dzwsnon of Health. Semee Requlatmn

| PRINTED: 08116/2019
' - FORM APPROVED

sTATEMENT OF DEFICIENCIES' (%), ?ROV;BERJSBPPLIER!OLIA
TAND PLAN OF COF{RECTION . IDENTIFICATION NUMBER: . .

- MHLQQB*‘&QB

g,

A BULDING:

WING

{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

COMPLETED
E-u

081512019

. NAME-GF PP&O\HDBROR &suwuﬁn e
 KYSEEM' 3 UNITY GHO%.%P HQME LLC #4

. STREET ADDRL’ES$ CITY, STATE, 2IP GC)IDE% '
-408 ?ARBQRO STREETE :

WILSON NG 278935

§ ()44) ID
PREFIX
CoTA

. SUMMARV STATEMENT OF DEFICIENCIES. .
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL -
REGU%.ATOFWORLSCIDEN’I‘! BYING INFORMAT! ON}

-
. PREFIX

CTAG

¢ . (EACHGORRE
" OCRUSS-REFERE

PROVIDER'S PLAN OF GORRECTION

e
TIVE ACTION SHOULD BE " COMPLETE
CED T THE APF’HOF’E?ATE o DA’I‘E .
EF} GlENCY} ,

v 367"

¥ 7735

'Cdnfinued From pa’ge 1‘? :

Medlcst SarvsceS] was called and CPR

| [cardiopulmonaty resuscrtat:o;'s] was started

immediately with {DCM} lying-on the floor. .

| EMS arrived in abott 5 mins {z‘mnutes], Ot’zc:e
EMS arrived, theyresumed C?’R and transporfec! .

[DC#4] to hospitai ...
“Stat@mant Form". sncluﬂecf “Dats of Inclde.nt

| '814119" included a handwritter statement signed

by staff #1-and dated 8/4/19 with the same -
mformat;on inciude in the typed timahns dateé

‘814/ 1 9

,'Durmg mterwews on 8/6%‘19 and 3!?!1 9 the Chiaf .
| Executive Officer statezd : .
|- DR passed away. 8/5!’19 : :
.- Detectives from the local Police Departmenmad

! interviewed facility staff z’egar{img DCH#4 and the :

events.prior to his death.

+ -~ Levet il incidents were entered II‘ITO IR{S a5

requlred and he had a confirmation humber.

" showing completion of the incident report

submission. He- mmpleted all required figlds

_when entarmg ;nformatlen into the ERISsystem
o Refer to v366 for addltnoﬁai datalls

'Thrs def*c;ancy consntutes a re~c:te<5 defi mency
and must be correctad wzthm 30 days

2?6 CIGOB( } Fac:laty and Groz;nds Mamtenance

TDA NCAC 271G 0303 LOGATION AND
EXTERIOR: REQUIREMENTQ :
{¢) Each facility and its grounds shak be

- maintained. in'a $afe, clean, affractive and Qrcseriy"
" manner and shall be kept free ?rom affenswe
odor. ‘ .

V367

V736

‘ ivisian nf Health Servlce Régu atr-::n
©8TATE FDRM

e

. Nwe214

If contlhiiadon sheet 12 of 45,




. PRINTED: DBME/2019

FORM AP?R(DVED

‘| Baged. on observation and interview the. facility.

wag hot maintained in a safe, clean, and ordery

-manner Theé fandmgs are:

: Ot)aervatmns of the fac:itty on 8/6/‘%9 at -

approximately 10:20-am revesled:

| - Particulate matter arid food crirbs on the

kitchen fioor and floors: throughout thefaciiity,

- Gi'ewy splattars on the cantml pana oféhe o
“stove, - i -
|« A'coffes can and coffee eup: sontammg what

appaarad to e uged woklng ofl on the ceuinter
beside the. stove amd a pot'of cmokmg oil on the
stove.

" The f‘ nish on the: k:tchsn cabinéts over thasmve
had dried greasy splatters,

< The vanity in the hall bathrocm Was craeked a‘t

1 the front of the sink. -

" | « The toitet paper halder in the hall bathruorn was

. .'brokeh and non-functional.

s Cllent #1¢ s mattress had numarous darkbrnwn .
© Ustains,

- The smoke detéctor in caem #1's badmom

: ch{rped at regular, mtervais throughout the survey

Process,

1.~ An upfinished repasr appmmmateiyﬂ mches by
1 & mches, to the wall by client-#1" sbed. - -
"~ The paint'on client #1's mt:lroom wallswas
-scuffed. .

~ The finish on client #2' dresser was worn and

" soratohed.

-No bedsade table in chem #2's beciroom

- Client #3's bedioom closet was rmssmga
o handie. ‘
- The éeiling in cllent #3 s bedroc:m had adark
g dusty pattern. -

- The paint on client #3 s badrcom walls was .

. received new batt

ropetly sanitized.

ave been ellmma

1' o

~ “lerew on 9/4/2019 10 ensure that the: floors.in|
the group home ate free of matier and
‘ The splatters on the'
~ Icontrof panel above the stove have been
cleaned. Al ofi?zei’ch rping” detectors: have |
ries and have sounds |
ed. THe entire home has
repiacement bulks have

Il other deficiencies and repalrs mted wm
e completed by appropriate mairitenance
‘ : 018. Many of the :tems
: rega:reé S

Staff will complste daily cleamng checkhsts
to ensure mat the facilitiesd are Kezgt ira.
afe ciean and queﬁ)i manner each cﬁay

e

" STATEMENT DF DEFICIENCIES X1} PROVI DERISUF'F?LIER;’CLIA (xz) WULTIPLE CDNETF:!}CTION N (xsy DATE SURVEY
| e F'LAN OF CORRECTION " DENTIFICATION NUMBER; COMPLETED
: : & BUILDING: !
- MHL098-198 { B WiN . 08/15/2019
| NAME OF PFQO\/{DERG'R SUPPLIER” .. STREET ADDRESS CITY, STATE, ZIP.CODE o D
KYSEEN 5 uww GROUP HOME LG #4 . 408 TAREORO STREET E Lo
- WILSON, NG 27893 , R o
%4 1D SUMMAR‘{ STATEMENT OF BERCIENGIES _— F‘R{)VIDER‘S PLAN OF CORREGTION - L
' OPREEX | . (BACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTVEACTIONSHOULDBE . | ‘COMPLETE |
TAG REGULA"‘I’O#{YORLSCIDENTIFY:NGINF’*‘ORMA‘%‘?ON} TAG ano&mgpﬁkgmcgam THE ARPROPRIATE BATE -
ST ‘ ‘ o EFCIENDY} S
L VTES] Goﬂtinuaﬂ From page 12 VT I
L This Rule is not met as evidenced by 2 UGH will have & prafesasanal c!eamng 2018

’ Dlvlsien of HEalth Sarvice Regulation
| STATEFORIA .

. BEBY -

©RWE214
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DWIEJUﬁ of Health Servsca Requlaﬁon

PRINTED: 08/15/2019
FORM APFROVED

| STATEMENT OF DEFICIENGIES | (X1} PROVIDERISUPPLIER:CLIS,
- ANDPLAN-OF CORRECTION . |

(X2} MULTIPLE CONSTRUCTION
" IDENTIFICATION NUMBER: A BUILOING:

B. WING

(X2) DATE SURVEY ]
COMPLETED ;

R

| NAME - oF PROVIDEROR SUPPLIER
KY&&F..M‘& uNITY GRQ%JP HQME LLG #4

" MHLO98-193.

sm'&éf ADDRESS; CITY, STATE, ZIP 6ODE
403 TARBORQ STREETE

WILSQN NC' 27393

- DBI15/20-19 ‘

TAL

{x4) iD ? :
. PREFIX

SUMMARY STATEMENT OFDEFJC IENCIES .
" (EACH DEFIGIENCY MUST B8 | F‘REGEDED BY FULL |
HEGBMTORYDRLSCIDENTIF’WNG INF‘{}RMA‘WON)

i

- PREFRX

TAG

- PROVIDER'S PLA]
(EACH CORRELTIVE

- GRC}%«F{EFERE Ei;ICEt:

EFiE

EMOY)Y

\1 DF‘ CDRRECTI oN. X
EACTION SHOULDYBE | compLErs :
?TO THE AF’?QQPR}ATE ol DATE‘ . !

V738

"'Contlnued me page 13

: sauﬁad ' ,
. | - Asake detector in deceased chent #'s (DC
| #4)-bedroom chirped at regular infervals '
g "thmughout the SUrvey process. '
| - Abrown fabric gofa in-the living. room was’
© miigsing 1 of 3 baek gushions. '

cushions:
1 nct warkmg ‘ ) N
‘ ‘(.‘,‘rbaarvatmn on 8/6f’i9 at appmxlmately E’! 30 am

| cooking oit on the burner "to get Junch started™
-1 the ail uvefheated which activated smoke
' ‘detectors throughout the facmty :

‘ @bsewaﬁmn on 8/?/1 9at apprammataly fz 30 )
| of DC #4's bedroom revealed a dry’ round,
redish brown spat, appmxnma@ely dinchesin -
. diameter, and several pieces of glear plasite with

‘metzl snaps that' sppeared consistent with '
: alactmua;dlogmph aiec:tmdea on the floor,

' ‘?‘ Dursng :nterwew on 8/6/1 2 client #1 stated he did |

.| shoke detectors had bean chirping for "a while,
" maybe'a week, [Chief Executive Officer] tried to
] fix it but he dldn’t have batteries" -

; Dunng lnierwaw an 8/6/19 the Chlef &xaeatlve ‘
Officer (CEO) stated ali 3 clients. had toileting

+ light'bulbs to replate those that were not warking.
The simoks detectors had only been chwpmg for

.smoks deteciors, The other srnoke detectars in

~ A brown leather sectiona| sofa wnh 2 msssmg

- Several hghtbulbs thmughout the faclllty were

the Lucemsee turned on the stove with a pot of

not know how | ong the smak’e cﬁateoiors had been
«::hlrpmg : :

Dumng mtsrwew on 8!6/1 2 cllent #2 statecﬁ the

actidents the previous fight. He would get new:

ohe day; ha would mplaw the batteries in the

Lvree

S

) Dwislon of Health Service R&QUIa‘ézcnn
STATE FORM ‘

TR

- NWE211.
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r)rwsmrz of Health $erwc:eﬁegul ’éon o

‘

PRINTED oarterz0t’

?’ DFEM APPRQVQD

| the facility wiere worktng appropriately. Dunng
| interview on 8/7/19 the, CEO stated the reddish -

| need to get them to sanitize this room."

o jand must be mrracted within 3{} days

brown. spot on DC #4's badroom floor locked 1 ske
a blood stain;. "l didn't know that was thare 1

. Emergency Medical Services persontel left trash
on DC #4's bedroom flcer on 814/19

This deﬁcaency constltutes arg-cited deﬁc:ency '

| BTATEMENT OFDEFICIENCIES  ~ § (X1) ?ROVIDERISU?PLIEWCLIA B v MULT!F’LE CDN"TRUCTIDN AR (xa) DATE SURVEY
AND'PLAN OF CDRREC:TION ; DEN‘nﬂcATfGN NUMBER: | A au%s.mrqcs ‘ o sl COMPLETED
_',MH,Laas-ta'a- 8 W'NG e - 08/15/2019
NAME OF Pnovmmomsumum STREET ADDRESS, SITY, STATE, ZIP moE ‘
TARBB '
KYSEEM'S uumr GROUP HOME LLC #4 408 RO STREET E.
WILSON, NC 27893 ) o N
{xa)lp SUMMARY STATEMENT UFQEFICIENGIES 0 PROVIDER'SIPLAN OF CORRECTION T e
'PREFX || ' {EACH DEFICIENCY MUST BE PRECEDED BY PULL PREFiX EACH con&a-g;wvmm ON SHOULD B COMPLETE .
"t TAG REG”MTOWORLSG'DQN‘“'W!%*‘G'NFGRMA?!GN) TG |CROSS-REFERENCEDTO THE APPROPRIATE ' |." . DATE
S ‘ , > ‘ : OEFICIENCY) o ‘
N V.736 Comlnued From page 14, V736

STATE EORM

. Division nf He'alth Sefvlca nguistson o .

oo

©NWs211

a
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yr OfficeMax:

comphmentary fax cover shaae'

attention to . “L‘v - i %d

company: * \L from: / rf' @0

phone #: Z;&” ?O/Q 7697)‘/ company:
fax #: /M?/?m 7/(” %76? senders phone #:MZ;W

comments:

By sendrng this fax at Qffice Depot, inc., the sender agrees not to use this fax to: () iransmrtf ma terial whoss transmission is
unlawfll, harassing, libelous, abusive, tﬁmatamng. harmful, vulgar, obscene, pornographic dr ¢ elwzsse obiectionable: ()
create a false identity, or otherwize attempt o mistead others as to the identity of the sendat or the origin of this fax: (1) post
or transmit any material that may infringe the copyright. trade secret, or other rights of any third party: (IV) violaie any federal,
state or (oeal law in the tocation, or (V) conduct activities related to gambiing, sweepstakes, raffies, lotteries, contests, ponzi

schemas or the like.
Please note that Office Dapet, inc.. does not freview the contents of any fax sent using its sérvides, The sender of this fax

heraby agrees to indemnify Office Dapot Inc.. to the fullest extent of the law and for any and alliclaims, suits, or damages
arising out or in connection with the reguest 1o send, of sending this fax.

local first page long distance first page international first page

[T 11t 11T

$189 833071 $2.49 833081 789 833191

long distance
local additional page additional page hternational add’l page

(TTETT 1111111

$1.69 456687 $2.19 833091 3.86 833201




