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V 000] INITIAL COMMENTS ' V 000
A complaint survey was compisted on
08-14-2020. The complaint was unsubstatiated
{intake #NCOG167367). A deficienciey was cited.
This facility is licensed for the following service
categoty 10ANCAC 275G 1700 Residential
Treatment Staff Secure for Children or
Adolescents.
V366 27G 0803 Incident Response Requirments V BEE : @ﬂg/g&WD

J R bl
10A NCAC 276G 0603 INCIDENT
RESPONSE REQUIREMENTS FOR x
CATEGORY AAND B PROVIDERS AN vmedents woill B
{a) Category A and B providers shall develop and

implement written policies governing their r@mf‘ﬁﬁd' Wy Q '\"'\ Y ‘@\\[

responge o level |, 1l or i} incidents, The policies

shall require the provider to respond by: | ner

1 attending 1o the health and safety needs . W\Qn

of individuals invaived i the incident: %

{2) determining the cause of the incident: X SOG "

{3) - developing and implementing corrective C&\“% m Ui \l
measures according to provider speeified q O

fimeframes not to excéed 45 days: O MD(\H\[Y *Of@m fé‘)
{4} developing and implementing measures

to prevent =imilar incidents accarding to provider
specified fimeframes not to exceed 45 days;

) assigning parson(s) {o be responsible
for implementation of the currections and
preventive measures;

(&) adhering o confidentiality redquirements
set farth in (3.8, 75, Article 2A, 10A NCAC 268,
42 CFR Pars 2 and 3 and 45 CFR Parts 160 and
164; and

{7 maintaining docurmentation regarding
Subparagraphs {a)(1) through (a)(6) of this Rule.
(b} in addition to the requirements set forth in
Paragraph (@) of this Rule, 1CE/MR providors
shall address incidents as required by the federal
Divislon of Health Service Regulstion
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reguiations in 42 CFR Part 483 Subpart 1.

{c) in aagdition to the requirements set forth in
Paragraph (@) of thiz Rule, Category A and B
providers, excluding ICF/MR providers, shall
develop and implement written policies governing
their response 1o a fevel il incident that occurs
while the provider is delivering a billable service
or while the client is on the provider's premises,
The policies shall require the provider to respond
by
(1)

immediately securing the client record

by:

{A) obtaining the client record;

{B) making a photocopy;

(9] certifying the copy's complateness; ard
o transfarring the copy to an internal
review team;

(2) canvening a mesting of an internal
review team within 24 hours of the incldent. The
internal review team shall consist of individuals
whie were nof invalved in the incident and whe
ware not responsible for the client's direct care or
with direct professional oversight of the client's
services at the time of the incident, The internal
review team shall complete all of the activities as
follows:

{A) raview the copy of the client record to
determine the facts and causes of the incident
and make recommendations for minimizing tha
oceurrence of future incidents; '

B gather other information needed;

{0) issue written preliminary findings of fact
within five working days of the incident. The
prelirinary findings of fact shall be sent to the
LME in whose catchment area the provider is
lncated and to the LME where the client resides,
if different; and

(D issue a final written report signed by the
owrer within thres montbs of the ingiclert. The
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final report shaill be sent to the LME in whose
catchment area the provider is located and to the
LME where the client resides, if different. The
final written report shall address the issues
identified by the internal review team, shall
nclude sl public documents partinent to the
incident, and shall make recommendations for
minimizing the cccurrence of future incidents, If
all documents needed for the report are not
avaijlable within three months of the incident, the
LME may give the provider an extension of up 1o
three months to submit the final report; and

{3) immediately notifying the foilowing:

{A) tha LME responsible for the catchment
area where the sarvices gre provided pursuant o
Rule .D804;

{B) the L.ME where the clieni resides, if
different:
{C) the provider agency with responsibiiity

for maintaining and updating the client's
treatment plan, if different from the reporting
provider;

{2 the Department;

{E) the ciient's legal guardian, as
applicalvle; and

{F) any other authorities requirad by law.,

This Rule is not met as evidenced by

Based on record review and interview, the facility
failed fo report critical incidentelopement
immediately notifying the authorities as required
by law. The findings are:

Review of Client #3's racord;
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~Age 16
-Admitted 08-18-2019
-Diagnosis- conduct disorder, cannabis use
disorder-moderate

Review of Police Report dated 8-26-20:

-Client #3 eloped from Boxing Gym on §-26-2020
at 8:00 am

-Elopement reported to the police at 3:46 pm

Review of incident Report on 8.28.20:

Client #3 eloped from Boxing Gym on 8-26-20 at
8.00 am

~Local police department contacted at 3:.45pm

During an interview on 8-27-20 the Licensee
reported:

~There was elopamaeant of client #3 at 8:00 am on
8-26-20.

~Police were notified around 4:00 pm.

-He waited to give client #3 a chance fo come
hack on his own,

-He acknowledged that he should have reported
missing person within 4 haurs of the incident.
~Parent was notified and assisted looking for her
50N client #3.

Durirgy an Interview on 8.26-20 tha Lisutenant of
the local Police Department reported:

-Client #3 had sloped the morning of 8-26-20 at
approximately 8:00am

-Received call to file missing person report from
Licensee at 3:48 pm

-All elopernents/run away's should be reported
within 3 hours of occurring.
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NOTER/COMMENTS:

CONFIDENTIALITY NOTICE:
The documents accompanyiog this fax tennsmizsion contain confidential and privileged information protected by staty znd
federal rogulations. This information is intended only for the use of individuals or sgeay name above. The rvcipicnt is
prohibited from making any fusther discloser of this information, except with the specific writeen consent of the person to
whom it pertaing. If you have seceived any of this cormunication in error, please notfy us mnmediately by phone or fax.




