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|
V000| INITIAL COMMENTS Vv 0o
A compiaint survey was completed on August 4,

i 2020. The cornplaint was unsubstantiated
‘ (Intake #NC167738). Deficiencies were cited. }

| The facility is licensed fer the follawing service

[ category: 10A NCAC 27G .1700 Residential
Treatment Staff Secure for Children or

‘ Adolescents.

v 132J G.5. 131E-256(G) HCPR-Notification, V132
‘ Allegations, & Protection

|
# G.S. §131E-256 HEALTH CARE PERSONNEL |
I REGISTRY
{g) Health care facilities shall ensure that the
J Department is notified of all allegations against
| health care persennel, including injuries of
| unknown source, which appear to be related to
t any act listed in subdivision (a)(1) of this section.
{which includes:
a. Neglect or abuse of a resident in a healthcare
| facility or a persan tc whom hame care services
| as defined by G.5. 131E-136 or hospice sarvices
 as defined by G.S. 131E-201 are being provided. |
_‘ b, Misappropriation of the property of a resident |
| in a health care facility, as defined in subsection
| (b} af this section including places where home
i care services as defined by G.S. 131E-136 or
i hospice services as defined by & 8. 131E-201 |
| are being provided. }
|
I
|

| c. Misappropriation of the property of a
" healthcare facility.
! d. Diversion of drugs belonging to a health care
facility or to a patient cr client.
&. Fraud against a health care facility or against ‘
| & patient or client for whom the empioyee is i
? providing services). i
Facilities must have evidence that all alleged |
| acts are investigated and must make every effort “

Division of Health Service Regulation
LABORATORHD PR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

S Z ()"“'4'*%" 3‘/12, /szo

GMRB11 If continuatian sheet 1of 7

(X6) DATE

STATE FORM ok




Jan 02 2003 1252PM HP Fax

Division of Heaith Service Requlation

page 3

PRINTED: 08/05/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION ICENTIFICATION NUMBER:

MHL030-122

B. WING

{X2) MULTIPLE CONSTRUGTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

08/04/2020

NAME OF FROVIDER OR SUPPLIER

CHANCES GROUP HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

712 WEST FISHER STREET
SALISBURY, NC 28144

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENCY MUST BE PRECEDED EY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

40 |
PREFIX |
TAG |

iD
PREFiX
TAG

PROVIDER'S PLAN OF CORRECTION |
(EACH CORRECTIVE ACTION SHOULD BE ,
CROSS-REFERENCED T0O THE APPROPRIATE |
DEFICIENCY)

(X5)
COMPLETE
DATE

v 132i Continued Frcm page 1

’ to protect residents from harm while the
investigation is in progress. The results of all
investigations must be reported to the
Department within five working days of the initial
natification to the Department.

[ This Rule is not met as evidenced by:

| Based on interview and record review, the facility
] failed to report all allegations agzinst heaithcare

i personnel and failed to complete an investigation
‘, into each allegation.

J‘ Review on 8/3/20 - 8/4/20 of Client #1's record

i revealed:

| -Admitted 5/22/20;

: -Diagnosed with Conduct Disorder and ADHD:

| -14 years akd.

1

| Attempted review on 8/3/20 - 8/4/20 of the

| facility's reporting to the Department regarding
the allegation of abuse made by Client #1 against
Staff #1 was unsucecessful as no reporting

[ oceurred,

Attempted review on 8/3/20 - 8/4/20 of the
facility's investigation inta the allegation of abuse
made by Client #1 against Staff #1 was

| unsuccessful as there was no internal

| investigation completed.

[
|

V132
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¥ 132| Continued From page 2 V132

| Interview on 8/3/20 with Client #1 revealad:

| -Was abused by Staff #1 when Staff #1 pushed,
hit, and threw Client #1:

‘ -Nobody cared that Staff #1 abused him.

I Interview on 8/3/20 with Staff #1 revealed:
' -Denied ever pushing, hitting, or throwing any
! client.

! revealed:
-Client #1 made allegations of abuse against Staff
L#HT;
1 -Client #1 had a history of making false
| allegations of abusa and had serious behaviaral
' outbursts.

|
i Interview an 8/3/20 with the DSS Investigator

i‘ Interview on 8/3/20 and 8/4/20 with the
i Director/Licensee revealed:

-Ne evidence of Client #1 being abused by Staff
CH

-There was no report completed regarding the
| allegation of abuse made by Client #1 against
Staff #1;

-There was ng internal investigation completed
| regarding the allegalion of abuse made by Client
| #1 against Staff #1;
i -Wilr ensure all allegations of abuse are reported
‘ and investigated in the future.

\/ 367| 27G 0604 Incident Reporting Requirements V 367

J‘ 10A NCAC 276G .0604 INCIDENT
I REPORTING REQUIREMENTS FOR
CATEGORY AAND B PROVIDERS
(a) Category A and B providers shall report all
| level I} incidents, except deaths, that occur during
| the provision of biilable services or while the
‘ censumer is on the providers premises or level 1]

|
|
|
|
|
i
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! incidents and level If deaths involving the ciients

| o whom the provider renderad any service within
“ 90 days prior to the incident to the LME

i responsible for the catchment area whera

“ services are provided within 72 hours of

| becoming aware of the incident. The report shali
i be submitted an a form provided by the

‘s Secretary. The report may be subrritted via mail,
| in person, facsimile or encrypled electronic

i means. The report shali include the fallowing

| information:

{1 reporting pravider contact and

{ identification informalion;

| (2) client identification information:

({3 type of incident;

| {4} description of incident;

| (5) status of the effon to delermine the

i cause of the incident; and

I {8) other individuals or authorities notified

‘ or responding.

{b) Calegory A and B providers shall explain any
1 missing or incomplete information. The provider
| snall submit an updated report to ali required

i report recipients by the end of the next business
I day whenever:

(1) the provider has reason tc believe that
| infarrnation provided in the repert may be

" erronaous, misteading or otherwise unreliable; or
(2) the provider obtains information

‘ required on the ingident form that was previously
| unavailable.

i {c) Category A and B providers shall submit,
; upon request by the LME, other information

‘ obtained regarding the incident, including:

L hospital records including confidential
‘ information;

’ (2} reporis by other authorities; and
1 {3) the provider's response to the incident,
‘ {d) Category A and B providers shall send a copy

V387

STATE FORM
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of all level (Il incident reports to the Division of

Mentai Health, Developmental Disabilities and

Substance Abuse Services within 72 hours of

becoming aware of the incident, Category A

providers shail send a copy of all ievel {11

incidents involving a client death to the Division of

Healith Service Regulation within 72 hours of

becoming aware of the incident. In cases of

client death within seven days of use of seclusian

or restraint, the provider shall report the death

immediately, as required by 10A NCAC 26C

| .0300 and 10A NCAC 27E 0104(e)(18).

| (e) Category Aand B providers snall serd a

| report quarterly to the LME responsible for the

| catchment area where services are provided.
The repart shall be submitted on = form provided
by the Secretary via electronic means and shall
include summary information as fallows:

! {1) medication errors that do not mest the

| definition of a level Ii or level Il incident:

| (2) restrictive interventions that do nat meet

‘ the definition of a ievel It ar level Il incident:

i (3) searches of a client or his living area:
{4) seizures of client property or property in

I the possession of a client;

| (5) the total number of level Il and level ||

| incidents that accurred; anc

\' {B) a statement indicating that there have

i been na reportable incidents whenever no

| incidents have accurred during the quarter that

‘ meet any of the criteria as set forth in Paragraphs

i () and (d) of this Rule and Subparagraphs {1)

[ through (4} of this Paragraph.

i
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This Rule is not met as evidenced by:

| Based on interview and record review, the facility
failed to report all levei Il incidents to the LME
(Lacal Management Entity) responsible for the
calchment area where services are provided
within 72 hours of bacoming aware of the
incident.

Review on B/3/20 - 8/4/2¢ of Clent #1's record
revealed:

. =Admitted 5/22/20

-Diagnoesed with Conduct Disorder and ADHD;
-1 years old.

Attempted review on 8/3/20 - 8/4/20 of the
' facility's Level Il incident report regarding the
allegation of abuse made by Client #1 againsl

. Staff #1 was unsuccessful as no incident report

was completed.

| Interview on 8/3/20 with Client #1 revealsd:

-Was abused by Staff #1 when Staff #1 pushed,
hit, and threw Client #1;
| -Nobody cared that Staff #1 abused him.

Interview on 8/3/20 with Staff #1 revealed:
-Denied ever pushing, hitting, or throwing any
client.

Interview on 8/3/20 with the DSS Investigator

revealed:
-Client #1 made allegations of abuse against Staff

#1;

-Client #1 had a history of making false
allegations of abuse and had serious behavioral
outbursts,

[ Interview an 8/3/20 and 8/4/20 with the

(WAL
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Director/Licensee revealed:

-No evidence of Client #1 being abused by Staff
#
-There was no incident report completed
regarding the allegation of abuse made by Client
#1 against Staff #1:

-Wil ensure all allegalions of abuse are reported
to the LME using North Carolina Incident
Response Improvement System (NC IRIS) in the
future.

|
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