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April 2, 2021

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Re: Compliant and Follow Up Survey Completed March 17, 2021
Renewing Grace Residential Home, 703 West 3% Avenue, Building A Red Springs, NC
28377
MHL# (78-325

Dear Tareva Jones and Keith Hoghes:

Enclosed you will find corrections of the deficiencies cited listed on the Statement of
Deficiencies Form.

If you have any questions, please contact our office at (910) 491-2352 or mobile phone (910)
978-3675 or email: asia_parker@yahoo.com

Sincerely,

Asia Parker
Qualified Professional

%W\&m«wm D

Residential Director
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10A NCAC 27G 0203 COMPETENCIES OF
GUALIFIED PROFESSIONALS AND
ASSOCIATE PROFESSIONALS

{a) There shall be no privileging requirements for
qualified professionals or assoclate professionals.
{p) Qualified professionals and associate
professionals shall demonstrate knowledge, skills
and abllities required by the population served.
{c) Atsuch time a5 a competency-based
empioyment system is established by rulemaking,
then qualified professionals and associate
professionals shall demonstrate competence.

(d} Competence shail be demonstrated by
exhibiting core skills including:

(1) technical knowledge;

{(2) cultural awsreness;

{3) enalytical skills;

{4) dacision-making;

{8} Interpersonal skills;

{8) communication skills; and

{7} clinical skills,

{0) Quulified professionals as specified in 10A
NCAC 273G 0104 (18)(a) are deemed to have
met the requirements of the competency-based
smployraent system in the State Plan for
MH/DL/SAS.
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V 000 INITIAL COMMENTS V000
A complaint and follow up survey was completed
on March 17, 2021. The complaints were
substantiated (intake #NC00174744, intake
ENCO0175199, intake #NCO0175281).
Deficiencies wera cited.
This facility is licensed for the following service
categery: 10A NCAC 276G .1800 Intensive
Residential Treatment for Children and
Adolascants.
V 108 276G 0203 Privileging/Training Professionals V108
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V108

Continued From page 1

{f) The gaverning body for sach facility shall
develop and implement policies and procedures
for the initiation of an individualized supervision
plan upon hiring sach associate professional,
{g) The associate professional shall be
supervisad by a qualified professional with the
popuilation served for the period of time as
specified In Rule .0104 of this Subchapter.

This Rule s not met as evidencad by:

Basad on record reviews and interviews, one of
one Qualified Professional {QP) failed to
demongirate the knowledge, skills and ablilties
required by the population served. The findings
are:

Cross Reference: G.B. §131E-256 HEALTH
CARE PERSONNEL REGISTRY (Tag V132).
Based on racord reviews and intandews, the
facility failed to report the result of an
investigation within 5 working dayz of the initial
notification of the Department.

Cross Referenca: 10A NCAC 130 .0102
INVESTIGATING AND REPQORTING HEALTH
CARE PERSONNEL {Tag V318), Based on
record reviews and interviews the facility failed to
report an allegation of abuse to the Health Care
Personnel Registry (HOPR) within 24 hours of
leaming about the allagation,

Cross Reference: 10A NCAC 27G 0604
INCIDENT REPORTING REQUIREMENTS FOR
CATEGORY AAND B PROVIDERS (V367).

V108

V100;

The facility will ensure QP be train on
demonstrating the knowledge, skills and
abilities required by the population
served. This will be monitored by
Residential Director quarterly.

The facility will ensure QP be in-
serviced on reporting an allegation of
Harmn, Abuse, and Neglect to the Health
Care Personnel Registey within 24 hours
of learning about ailegation as needed.
This will be monitor by Residential
Director as needed,

The facility will ensure QP be in-service
on reporting critiea] incident report to
the LME within 72 hours as required.
This will be monitor by Residential
Director as needed

Mav 1,202

i
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V 109 | Continued From page 2 V108

HBased on record reviews and intawview the facility
failed t ensure a critical incident report was
submitted to the Local Management Entity (LME)
within 72 haurs as required,

Review on 03/17/21 of the QF's racord revealed:
-Date of hire: 05/30/19.

~job Title: QP.

~The QF's job description signed on 08/06/20
*General Dascription The function of the Qualified
Professional is to provide support and training fo
tha habilitation, spaciallst, home manager, and
direct cars staff. The QP also services as &
liaison between family members and the facility
as well as othar outside agencies....Duties and
Responsibilitios:{not limited to those listedj...3.
Provide in-service training as needed...5. Initiate
and complete any Investigations...8, Advocate for
sach dlient...11. Review incldent/accident reports
12. Report any incident/Accident to the Narth
Carofina incldent Response Information System
(N IRIS) and to NG Health Registry if needed.
13. Provide training to Direct Care Staff regarding
the overall operation of each facility.”

Review on 03/10/21 of the Tachity's infemal
Investigation dated 02/19/21 revealed:
«Hooidert/incident report. “..Supervisors.
Actions.. Category 1i...State any Immediate
action taken (if medical emergency, hclude time
of request for help and time of regponse to
request) QP to [client #2] to emergency room due
to him complaining abolt pain in left arm at
1:00pm. What actlons have been taken to ald in
preventing this from happening in the future? QP
took [(Former Staff (F8) #15)] off shift unti
Investigation was completed QF look at video to
see what happen and let DSS (Department of
Sovial Services) work know what happen and
took [FS #14] off shift due to her no intervene,”

Bivision of Heaith Service Reguitdon

STATE FORM

AUVN 1Y

# continuation sieet 3of 40



PRINTED: 03/31/2021

EORM APPROVED
Divislon of Health Service Regulation ‘
STATEMENT OF DEFICIENCIES (1) FROVIDER/SUPPLIERIGLIA 2] MULTIPLE COMBTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: A BUILDING: COMPLETED
R
MHLOTH-325 B. WING 03/1712021
NAME OF PROVIDER GR BUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
703 WEST 3RD AVENLUE, BRHLDING A
RENEWING GRACE RESIDENTIAL HOME RED SPRINGS, NG 28377
(%4 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFDX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TS RELILATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
V 108 | Continued From page 3 V108

-An Undated statement by QP "...While at the
emergency room, QP looked at the video to start
the internal investigation. QP saw that the staff
used an Inappropriate hold that was not faught by
the company. QP contacted his parent and DSS
was called...QP also seen were [FS #14] was
near the incident. QP question {FS #14] on
02/22/21. QP asked [FS #14] why she did not
intervene? She stated he (F5 #15}) had it under
control, OF explained to her that anytime a
inappropriate hold 15 made, you have {0 ntervene
or let home manager now right then sincs home
manager was on shift, Also, explained to [FS #14]
the serinusness of being near incident can causa
het to be in trouble for Negleot. [FS #14]
undersinod and was h-gerviced,"

-FS #15 was terminated on 02/26/21 and the
Internal investigation was substantiated.

Review on 03/10/21 of the facility's Internat
investigation datad 03/03/21 revealed:
~Arcident/incident report *... Supervisor's
action,..Catagery lll..State any immediate action
taken (if medical emergency, include time of
request for help and time of responae to request)
Staff {FS #13) left premises aftsr the Incident, QP
completed internal investigation and watched
video to see what happen. What actions have
been taken to aid in preventing this from
happening in the future? Staff immediately let
0SS worker know what happen and insetvice
staff on how to step in when you soe staff getting
out of control. Also, scheduled training on how to
deascalate the behavior.”

-An undated staterent by QP "...8he staled it
was about the eltuation that happen on 3/3/2021
with [cllent #9] and staff [FS #13] and [FS #14].
[FS#13] was in a physical fight with [client #8], He
was hitting physically hiting [client #31. When QP
completed a body check, there was some

Diwvision of Mealih Service Reguiaion
STATE FORM ‘
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RED SPRINGS, NC 28377

scratches on the right side, rght side of his eye,
and his left ear was red in color; and scratched
behind his left ear. [Cliant #9] told QP that [FS
#14] threatans him stating ghe got him tomorrow
which was congidered 3/4/2021. QP did geta
phone called from the Home Manager glating the
[F5 #13] said he is not coming back to work with
the company. QP called [FS #14] to have her
coms In the office, she did not pick up my phone
called but picked up home manager. She was
scheduled to coma in the office on 3/4/2021 at
12pm. She did not show up. The team agreed to
go ahead an terminate her form Carter Clinlc
?!A"“

interview an 03/00/21 and 03/17/21 tha QP
stated:

-She had watched the videos from incidents on
0211921 and 03/03121.

-FS#15 use of force had not been taught in CP
{Grisls Prevention Instifute - nonviolent crisis
intarvantion).

-1t had not appearad to be a nead for any type of
hold or restrictive intervention to be used on client

#a.

-FS #13 had not used an appropriate CPI
intervention,

-Bhe had completed in-servicas with staff #7 end
staff #8 in liau of write Ups,

-There had been a delay in reporting to
Healthcare Personne! Registry for FS #15.

-Bhe acknowledged all staff should have been

trained after the 02/19/21 incident.
~Staif were frained on the same policies they had
received training on previously upon hire.

Raview on 03/17/21 of the Plan of Protection
dated 03/17/21 and completed by the QP and
Residential Director revealed:

"What immediate action will the facility take to

(Xay SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATGRY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUPRIATE DATE
DEFICIENCY)
V¥ 109 | Continued From page 4 V108
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ensure the safety of the consumars in your care?
QP will be re-trained on compatence
demonstrated by exhibiting sore skils such as
technical knowledge; cultural awareness,
analytical skille; decision-making; Interpersonat
skills communication skills; and clinical skifls.”
~"Descilbe your plans to make sure the above
happens. QP will review and kesp updates on the
NC Incident Response and Reporting on Level
1,2, and 3 Incidents. Home Manager will he
re-Ingervice on Incident Reporting. The
Residential Directar will re in-service QP on the
competence the demonstrating the core skills.
QP will schedule tralning immediately with staft.
The Residential Director will oversee to make
sure ali trainings are comploted and implementsd
as nesded, CPI instructor will make staff are
using the carrect CP1 Holding skills and
how-io-de-escalating behavior. Qualified
Professional and Home Manager will be
In-service fo go fo the faciily as soon as possible
when incident happen.”

Client #2 and client #9 had diaghoses to include
Disruptive Mood Dysreguiation Disorder,
Unspacified Anxiety Disorder Attention Deficit
Hyperactivity Disorder, Oppuositional Defiant
Disorder, Mild intellectual Developmentat
Disability and Depressive Disorder. Their ages
were 14 and 186 respectivaly. On 2/19/21, dlient
#2 was harmed and abused by FS #15 resulting
in a fractured am. QF recognized FS #14 had
been neglactful when she failed to intervene and
repart incident Immediately, The QF completed
an in-service training far call phone usage and
reporting inappropriate actions, abusa, neglect,
harm or exploitation with F& #14. All staff had
been trained to ensure staff undsrateod client
rights and cllent abuse, neglect, harm or
exploitation or how o de-escalate clients.

FORM APPROVED
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Subsequently, on 3/3/21 client #9 was ahused by
FS #13 while staff #7 and staif #8 watched and
stood in the halfway and did not intervene. FB #14
sat in a nearby chair ag FS#15 abused client #2
and did not intervene. Staff #7, staff#8 and FS
#14 actions did not protect client #2 and client #6
from harm and abuse. The QP complated
in-service training with staff #7 and Staff #8. The
QP's responsibilities included and was hot limited
to enaure staff are trained. She retrained the staff
on the same procedures received at hire. Staff #7
and Staff #8 wers not reported to HCPR for
nieglect when cllent #9 was abused by FS #13,
FS#14 was not reported to HCPR far neglect
when client #2 was abused by FS #15.
Additionally, the QP failed to repart to the

L ME/MCO and HCPR within the required time.
The OF's fallure to address the neglect of staff,
retrain ali staff, report to the HCPR and report
required Incidents was deftimental to the heaith,
safety and welfare of client #2 and client #9. This
deficiency constitutes a Type B rule violation. If
the violation Is not cotrected within 435 days, an
adiministrative panalty of $200.00 per day will ba
imposed for each day the facility s out of
compllance bayond the 45th day,

V 118 27G .0209 (C) Medication Requirements V118

10ANCAC 276G .0209 MEDICATION
REQUIREMENTS -

{¢) Medicatior administration:

{1} Prescription or non-prescription drugs shall
only be administared to a client on the writton
arder of a parson authorized by law to prescribe

drugs.

{2) Medications shall be self-administeted by
dclients only when authorized in writing by the
glient’s physician.

Division of Hedlth Sarvice Repiiation
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MAME OF PROVIDER OR SUPPLIER

RENEWING GRACE RESIDENTIAL HOME

STREET ALDRESS, GITY, STATE, ZIP CODE

763 WEST 3RD AVENUE, BUILDING A
RED SPRINGS, NG 28377

R

(X410
PREFIK
TG

SUMMARY STATEVMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LB IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTHIN
{EACH CORRECTIVE ACTION SHOULD BE
CROBSREFERENCED T0 THE APPROPRIATE
DEFICIENCY)

[Ix]
PREFDL
TAG

(X5)
COMPLETE
DATE

V118

Continued From page 7

{3) Medications, Including injections, shall be
administered only by ficensed persons, or by
unlicensed parsons trained by a registered nurse,
pharmacist or other legally qualified person and
privileged to prepare and administer medications.
(4) A Medication Administration Record (MAR) of
all drugs administered to each client must be kept
current. Madications administered shall be
recordad immediately after administration. The
MAR is fo include the fallowing:

{A) client's name; )

{8) nams, strength, and quantity of the drug;

(C) Instructions for administering the drug;

{D) date and time the drug is administered; and
{E) nams o Initials of person administering the
drug,

(5) Client requests for medication changes or
checks shall be recorded and kept with the MAR
fite followed up by appointment or consultation
with & physician.

Thiz Rule is not met as evidenced by:

Based on record review, ohsarvatlon and
interview, the facility failed to admirister
medications on the written order of a physician
and failed to kesp the MARS current affecting two
of three audited clients (#5 and #4). The findings
are:

Findirg #1:

Review on 03/11/21 of client #5's record revealsd:
-16 year old male,

-Admission date of 08/28/20.

«Diagnoses of Attention Deficit Hyperactivity

V11

Viig:

The facility will ensure medication be
administered as written by physician
or.de:s and available for all clients, Staff
wﬂiwbe re-trair. This will be monitor by
Registered Nurse weekly, QP motthly
angd Home Manager twice & week,

om
[ April 0
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AT

Continued From page 8
Disorder (ADHD) and Conduct Digorder,

Review on 03/09/21 of client #5's signad
physician orders dated 02/16/21 revealed:
-Vanoxide - Lotion (combination antibacterial and
steroid medicine that s used to troat acne) -
apply to affected avery day after cleaning the
skin.

Review on 03/09/21 of chont #5's March 2021
MAR ravesled staff initlals to indicate the
Vanoxide - iotion was administered dally.

Observation on 03/09/21 at approximately
1:00pm of client #5's medications revealed no
Vanoxide - lotion avaiiable for administration,

interview an 03/09/21 client #5 stated he receivad
gl of his medications daily.

Finding #2:

Raview on 03/10/21 of client #9's recard
revealed

-16 year old male.

-Admiesion date 03/23/20.

~Dlagnoses of ADHD of childhood with
hyperactivity; Oppositional Defiant Disorder;
intellectual Devalopmental Disarder Mild and
Unspecified Depressive Digorder.

Review on 03/09/21 of client #9's signed
physician orders dated 02/16/21 rovealed: .
-Retin-A0.1% (percent) cream {Used to freat
acne) - apply to affected area at bedtime.

Observation on 03/09/21 at approximately 1:00
pm of glient #8's medications revealed no Retin-A
0.1% cream avallable for administration,

Interview on 03/09/21 client #9 stated he recelver)

V118

Division of Health Setvice Reguiation
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Allegations, & Protection

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

{g) Health care facliities shall ensure that the
Department ls notified of all allegations agalnst
heaith care personnsl, inciuding injuries of
unkngwn source, which appear to be related to
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 person to whom home care services
as defined by G.5. 131E~136 or hospice services
as defined by G.S. 1318201 are being provided.
b. Misappropriation of the property of a resident
in a health care Tacility, as defined in subsection
{b) of this section including places where home
care services a8 defined by G.8. 131E-136 or
hospice services as defined by G.8. 131E-201
are being provided.

o Misappropriation of the property of a
healthcare facility.

d. Diversion of drugs beionging to g hesith care
facility or to a patient or client.
o. Fraud against a health care faciity or agalnst
a patiant or client for whorn the employee ls
providing services).

Facilities must have evidence that ail alleged
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all of his medications daily.
Intervisw on 03/09/21 the House Manager stated:
~She was not able to locata the Vanoxide - HC
iotlon in client #5's medications.,
-No Retin-A was provided for review for cllent #9,
[This deficiency constitutes a re-ciied deficiency
and must be corrected within 30 days.]
V 132 6.8, 1315-256(3) HCPR-Notification, V132
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Continued From page 10

acts are investigated and must make avery efforl
to protact resldents from harm while the
investigation is in progress. The restits of all
invastigations must be reported ta the
Department within five working days of the initial
notification to the Departrment.

This Rule i8 not met as evidencad by:

Based on record roviews and Interviews, the
facility faited to report the result of an
investigation within 5 working days of the Inftlal
nafification of the Depariment, The findings are:

Reviaw on 03/10/21 of a North Carolina Incident
Response Improvemnant System (IRIS) report for
client #2 revaaled:

-Date of Incldent: 02/19/21.

~Alleged physical abuse against Former Staff
{FS)#15 on 02119721,

~Date raport and investigation originaily submitted
to Health Care Personnel Registry (MCPFR} was
03403721

interview an 03/17/21 the Qualified Professional
stated:

~She had completed an RIS repart and
Invasgtigation for client #2's allegafion against
Former Staff #15 on 02/19/21.

v 13z

Yiin

The facility will ensure to report the
results of all investigation within §
working days of the initial notification
of the Department. This will be monitor
by QF and Residential Director as
needed.

May 1,202

1wt
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-She understood the IRIS report documentation
indicated i was submitted to the HCPR on
03/03/21.
-She understood the results of all investigations
et be reported to the HCPR within five working
days of the Inifial notification to the Department.
This deficiency is cross referenced into 10A
NCAC 276G .0203 COMPETENCIES OF
QUALIFIED PROFESSIONALS AND
ASSOCIATE PROFESSIONALS (V109) fora
Type B and must be correctad within 45 days.
V304 27G 1804 Intensive Res. T, Child/Ado! - Min V 304

siaffing

10ANCAC 276G 1804 MINIMUM STAFFING
REQUIREMENTS

(a) AQualified Professional shall be avaiiable by
felaphone or page. Adirect care staff shall be
able to reach the Tacility within 30 minutes at all
times.

{b} If children or adolescents are cared for in
soparate units/bulldings, the minimum staffing
numbers shalt apply to each unit/building.

() The minimum number of direct care staff
raquired when children or adolescents are
present and awake is as follows:

{1) three direct care staff shall be present
for up o six children or adolescants;

{2) four direct care staff shall be present for
sever, eight or nine children or adolescents; and
{3 five direct care staff shall be present for
10, 11 gr 12 children or adolescents.

{d) During child or adolescent slesp hours threa
direct care staff shall be present of which two
shall be awake and the third may be aslesp.

{6) In addifion to the minimum number of direct
care staff set forth in Paragraphs (a)-(d) of this

Division of Health Service Regulaan
STATE FORM
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Continued From page 12

Rule, more diract care staff may be required in
the facility based on the child or adelescenfs
individual needs as specifiad in the freatment
plan,

Thiz Rule is not met a5 evidenced by

Based on observation and interviews, the facility
failed to meef the minimum staffing requirements.
The findings are;

Obsarvation on 03/09/21 at 10:15am of the Tacliity
revealed:

-3 staff {staff #1, staff #2, House Manager)
present with 12 clients at the facility,

-The Quatified Professional ((F) arved
approximately 30 minutes later at the facility.

interview on 03/09/21 client #2 stated:
~There had typically been 3 t0 4 staff on shift.

interview on B3/08/21 cliont #5 stated:

“There had been 4 to § gtaff on 1st ghift.
-Thete had been 3 to 4 staff on 2nd shift.
~Thera had been 2 fo 3 staff on 3rd shift.

inferview on D3/00/21 staff #1 stated:
-She had workad 13t shift,
~Thore had besn 4 to § staff during her shift.

Intarview on 03/09/21 stafl #2 stated:
~He had worked ali shifts.
~There had basn 4 staff on shifts,

Interview on 08/10/21 former staff (FS) #13
slated;

V304

V3o4:

—

The facility will ensare fo meet the

rainimum staff to olient ratio

requirement by stopping all new ;

admission and continue to look for |
- placement to discharge clients until i
! minimun staffing requirement, This will ]
| be monitor by QP and Home Managey |

weekly. i

S -

May 1,

s — T
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-He had worked 2nd shift,

-There was supposed to be 5 staff on shift.
-He had worked a shift with 2 staff and shift with 3

stafi.
-The facility had been short staff for the past
moanth.

interview on 03/10/21 staff #8 stated:
~There had been 3 to § staff on shift,

Interview on 03/10/21 staff #4 stated:
-He had worked 2nd shift.
~There had been 4 staff on shift.

interview on 03/10/21 staff #7 stated:
~Thewe had been 4 fo 5 staff per shift,

Intarview on 03/09/21 the House Manager stated:
~There had been 12 clients at the facility,

~There hati been 2 staff at facility when surveyors
arrived arid 4 stafl to include QP who arrved
iater.

~There had normally been 5 staff on shift but
some stalf had been discharged.

~Shifts were from 7-3pm, 3-11pm and 11-7am.
~There had besn 4 fo 5 stalf on shift on 02/18/21
when a client wag injured by a staff.

~There was suppased to be 5 staff on shift,

interview on 030421 the QF stated:
~The facility had been short staffed.
~Thera was supposed o be § staff on shift,

V318 130 .0102 HCPR, - 24 Hour Reporting vag

10ANCAC 130 0102  INVESTIGATING AND
REPORTING HEALTH CARE PERSONNEL
The reparting by health care facilities to the
Department of all allegations against health care

Oivision of Heaith Service Aagulation
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Continued From page 14

personnel as defined in 6.8, 131E-256 (a)(1).
including injuries of unknewn source, shall be
done within 24 hours of the heaith care facility
pecoming aware of the allegation. The resuits of
the health care facility's investigation shell be
submitled o the Department in accordance with
.5, 131E-256{g).

This Rule s not met ag evidenced by:

Hasad on recard reviews and interviews the
facility fafled to report an aliegation of abuse to
the Health Care Persanne! Registry (HCPR)
within 24 hours of learning about the allegation.
The findings are:

Finding #1:

Roview on 03/10/21 of a North Carofina Incident
Response Improvement System (IRIS) for client
#2 revenled:

<Date of incident: 02/19£21.

-Time of ncident: 11:00am.

~Alieged physical abuse agalnst Former Staff
{FS) #15 on 02/18/21,

-No documentation FS #14 neglacted to proiect
client #2 from abuse.

-IRIS report originally submitted on 03/03/21.
-No documentation the HCPR was notified of the
allegations within 24 hours as required,

Finding #2:

Review on 03/10/21 of an IRIS for client #9
revealed:

«Date of incldent: 03/03/21,

V318

V3is:

The facility will ensure to report any
allegation of abuse to the Health Care

" Personnel Registry within 24 Hours of
i Learning about the allegation. This will
' be monitored by QP and Residential

! Director as needed.

[ May 1, 2021
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~Time of incident: 5:00pm.

~Allegation of verbal abuse against FS #14 and
physical abuse against FS #13 on 03/03/21.

-No documentation staff #7 and staff #8
neglected to protect client #8 from abuse.

«IRIS report was submitted to HCPR on 03/05/21
which is greater than 24 hours fram learning
about the allegations.

interviow on 03/17/21 the QP stated:

~Bha had completed an IRIS report and
investigation for cllent #3's allegation against FS
#15.

«She understood the IRIS report documentation
indicated olient #2's allegation was submitied to
HCPR on D3/03/21.

-She had compieted an RIS report and internal
investigation for client #9's allegations against FS
#13 and F& #14,

~The HCPR was completed on 3/5/21.

-She understood the HCPR was 1o be nokfied of
all allegations of abuse within 24 hours.

This deficiency is cross referenced into 10A
NCAG 27G 0203 COMPETENCIES OF
QUALIFIED PROFESSIONALS AND
ASSOCIATE PROFESSIONALS (V109) for a
Type B and must be corrected within 45 days.

V367 27G .0604 Incident Raperting Requirements v aav

10ANCAC 27G 0804  INCIDENT
REPORTING REQUIREMENTS FOR
CATEGORY AAND 8 PROVIDERS

{a) CategoryAand B providers shail report all
level il incidents, except deaths, that ocour during
ths provision of billable services or while the
sonsumer s on the providers premises or level (1|
incidents and level Il deaths Involving the clients

Division of Heatth Service Reptiation
STATE FORM ‘ L5590 AUVNT ¥ nontinustion shaet 16 of 40
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to whom the provider rendered any service within
80 dayz prior to the incident {o the LME
respongible for the catchment ares where
services are provided within 72 hours of
becoming aware of the incident. The report shall
be submitted on a form pravided by the
Sacretary. The report may be submitted via mail,
in parson, facsimile or encrypted electronic
means. The report shall include the following
inforrnation:

{1 reporting provider contact and
identifleation informatian;

{2 client identification Information;

{3) fype of incident;

{4) description of incldent;

{5) status of the effort to determine the
cause of the Ineident; and

{6) other individuals or authorities notifled
or responding.

{b) Category Aand B providers shail explain any
missing or Incomplete information. The provider
shall submit an updated report to all required
report reciplents by the end of the next business
day whonever;

{1} the provider has reason fo believe that
information provided in the report may be
atraneous, misleading or otherwise unreliable; or
{2} the provider obtains inforrmation
required on the incident form that was previousty
unavailable.

{c} Category Aand B providers shall submilt,
upon request by the LME, other information
obiained regarding the incident, including:

{1) hospital records including confidentiat
information;

{2) reports by other authorities; and

{3} the provider's response fo the ingident.
{d} Category Aand B providers shall send a copy
of all level |l incident reports to the Division of

o D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (B}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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. DEFICIENGY}
V367! Continued From page 16 V 367
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Continued From page 17

Mental Health, Developmental Disabilities and
Substance Abuse Services within 72 hours of
becoming aware of the incident. Categorv A
providars shalt send a copy of all level 1
incidents involving a olient death to the Division of
Health Service Regulation within 72 hours of
becaming awars of the Ihcident. In cases of
client death within seven days of use of seclusion
or restraint, the provider shall report the death
immadiately, as required by 10A NCAC 26C
L0300 and 10ANCAC 27E .0104()(18).

{e) Category Aand B providers shall send &
report quartery ta the LME responsible for the
catchment area where services are provided,
The report shall be subriitted on a form provided
by the Bocrelary via electronic means and shall
incjude summary information as follows:

{1) medication errors that do not mest the
definition of a lavel i or level i incident;

{2) restrictive interventions that do not meet
the definition of a level |l ar tevel Ll incident;

{3) gearches of a client or his living area;
{4) seizures of client propetty or property in
the possession of a glient;

{5} the total number of level Il and level 1
incidents that occurred; and

{6} a statament indicating that there have
beon no reportable incidents whenever no
incidents have occurred during the quarter that
meet any of the criteria as set forth in Paragraphs
{a} and {d} of this Rule and Subparagraphs (1)
through (4) of this Paragraph.

v 367
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This Rule Is not met as evidenced by, V367!
Based on record reviews and interview the facility 7: M
failed to ensure a critical incident repart was o . May 1, 2021
submitted to the Local Management Entity (LME) The facility will ensure all critical :
within 72 hours as required. The findings are. incident report be submitted to the LME
within 72 hours as required. This will be
Review an 03/10/21 of a North Carolina Incident menitor by QF and Residential Director
Response Improvement System (IR1S) report for as needed, -
client #2 revesled:

-Incident date: 02/18/21.

-Time of incident: 11:00am.

~Alleged physical abuse against Former Staff
{FS)Y#15 on 02/19/21.

-IRIS report submitted to the LME/MCO on
0303121,

~IRIS reporl was not submitted o the L ME/MCO
within 72 hours as required,

interviaw on 03/17/21 the QP stated;

~Bha had completed an IRIS report for dient #2's
allegation against FS #15 on (2/19/21.

-She understood the IRIS raport documentation
indicated it was gubmitted 03/03/21 and RIS
reports must be submitted 1o the LME/MCO
within 72 hours of learning of the incident.

This deficiency is cross referenced info 10A
NCAC 27G 0203 COMPETENGIES OF
GIUALIFIED PROFESSIONALS AND
ASSOCIATE PROFESSIONALS (V109) fora
Type B and must be corrected within 45 days.

V 503 27D 0103 Client Rights - Search And Selzure V 503
Policy

10ANCAC 270 .0103  SEARCHAND
SEIZURE POLICY
(a) Each client shall be free from unwarranted

Division of Heaith Service Reguiaion
STATE FORM sava AUVNT1 ¥ sontisstion sheet 10 of 40
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Continrued From page 19

invasion of privacy.

(b) The governing body shall develop and
implement policy that specifies the conditions
under which searches of the gliant or his Iiving
area may occur, and if parmifted, the procedures
for seizure of the client’s belongings, or property
In the possession of the client,

{c} Evary search or seizure shall be documented.

Documeniation shall include:

1) scope of search;

{2} reason for search;

(3) pracedures fallowed in the search,
{4) a description of any property seized;
and

)
property.

an account of the disposition of seized

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facllity failed fo ensure 1 of 3 audited clients
{cilent #3) was free from unwarranted invasion of
privacy, The findihgs are:

Review on 03/10/21 of client #9's record
revealiad:

-16 year old male.

-Adidsgion date 03/23/20.

-Diagnoses of Attention Deflch Hyperactivity
Disarder of childhood with hyperaciivity;
Oppositional Deflant Disorder; Intellsctual
Developmental Disorder Mild and Unspecified
Deprassive Disorder.

Review on 03/00/21 of the facility's video
survelllance revealed:

-Client #9's full bedroom including his bed had
been within view of video camera.

interviaw on 03/09/21 the house manager stated;

V503

- V503

- The faciligy will ensure that all clients
are free feom unwarranted invasion of
privacy. This will be mositor by QP
| weekly and Residential Director

. monthly, ‘

S May 1,202
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~Room 13 was occupied by client #3,

intarview on 03/17/21 the Quaiified Professional
stated:

~She had been aware the video camera showed
elisnt #9's bedroom.

-No other cameras showed another client’s
bedroom,

-The location on the back hallway camera had
been the only camera which showed a client
bedmom,

V 812 27D .0304 Clien Kights - Harm, Abuse, Naglect | Vel

10ANCAC 27D .0304  PROTECTION FROM
HARM, ABUSE, NEGLECT OR EXPLOITATION
{a) Employees shall protect clients fram harm,
abuse, nagiect and exploitation In accordance
with 5.8. 122C-88.
(b} Employses shall not subject a client to any
sort of abuse or neglect, as defined in 10ANCAC
| 270 0402 of thin Nhoapter

(&) SoRdis or services shaii nol be soid 1o or
purchased from a client except through
egtablished goaverning body polley.
{d) Employees shali use only that degras of force
necessary 1o repel or secure a violent and
aggressive olient and which is permitted by
governing body policy. The degree of force that
is necessary dopands upon the individual
characterisfics of the client {such as age, size
ane physical and mental health) and the degree
of aggressiveness displayed by the client. Lse of
intervention procedures shall be compliance with
Subrchapter 16A NCAC 27E of this Chapter.
{e) Any violation by zn employes of Paragraphs
{a) through (d} of this Rutle shall be grounds for
dismissal of the employee,

Divislon of Fealth Service Reguieton
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Baged on record reviews and interviews, two of
three former staff (FS) (#13 and #15) abused two
of thrae audited olients (#2 and #9) and two of gix

o ol o wnk Ao B T sl S mond e
ﬂuul&c\,‘ uul AN SE CHUCRLE "ﬂ"l AN TINFF AL %l WD N AT LY ‘-l‘-l

FS (#14) falled fo protect two of three audited
clients (#2 and #9) from abuse. The findings are:

Finding #1:

Roview on 03/M10/21 of dlient #2's record
revegled:

~14 yaar old male,

-Admission date of 10/21720.

i‘\ .ﬁn-ﬁnnnﬂ A" nlnn rm‘nn\ i‘nnr‘ r\\ n&h’bﬂl Ilﬁ‘lﬂﬁ

{)Isnrder and Anxlety Disorder.

Review on 03/10/21 of FS #15's recard revealed:
~Date of hirs: 11/21/19.

-Date of separation: 02/26/21.

-Abuse and Neglect training -7/20/20.

-CP{ {Crisis Prevention Institute - nonviolent crisls
intervention) 07/24/20,

Review on 03/14/21 of F8 #14's record revesled;
-Date of hire; 06/18/20.

~Date of separatior: 0304721,

~CPL - QT122120,

Review on 03/18/21 of a Norih Carolina incldent
Response Improvement System (IRIS) for client
#2 and originally submitted on 03/03/21 revealed:
-Date of incident; 02/18/21.

~Time of iacidaﬁt 11:00am,

[ L[ ol T

e D e Y b K2
“a uauu r}u,u twt ittt m”unn.m HE R+

gzhg.

-"Describe the cause of this incident, (the detalls
of what |ed to this incident). Staff used an
inappropriate hold such as a Therapeutic Skilled

are protective from harm, abuse, neglect
while placed at facility by retraining
staff on Harm, Abuse, Neglect and How
1o De-zscalate the siination. Qualiled
Professional will make sure all stafl
involved in incident be taken off shift
immediately unti} investigation is

G{'}mpﬁwaﬂd hb '11:'!‘3 hmfw s 14”’»\ mfmma?

investigation 'by inferviewing the
involved consumer and completing & fall
body check. QP will repott any type of
abuse, neslect, harm or exploitation 10

" appropriate authorities such as NC
Department of Social Services, NC
Health Registry, Police, Guardian and
RN. QP will immediately instruct
Facility Manager to taks invelved
conSUMer 10 ermergency room {0 be
evaluated for any injuries. QP will
submit report to NC IRIS and NC Health
Registry within the same day. QP will
imterview the person that was involved
in the incident and other staff that was
on shift during the incident. Also,
interview the other consumers. If any

ebebal o Sooe Yomany Frrmd n-F"«::wm -xknmn

4 neglect and exploiation or any Type of

i
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. , oy . ! April 9, 2021
This Ruls is net met as evidenced bv: * The facility will enenre that all clients ey
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somntated tha intamal |nvacfigation Thea
will be terminated from Renewing Grace
Residential Home."

notified on 02/19/21.

ferminated on 02/26/21,

Ko f e Kok Aol B w

2

holding [Client #2] for 20 sec, (seconds).

Hold, Cartar Clinic Residential is not frained on
Therapeulic Sk hold, The staff is trained on CPI
Holdina okl Whan gtaff nulled hie arm hank and
twisted it caused the ¢llent to have a fracture in
no fﬁlinh"nr‘ Dm*'nvc-lf\nﬂl\ fer ab.'.ﬂ-'
off shift. QP ncmplatﬂd & internal mvmttgatmn "
~"Dascribe how this type of incident may have
been preventad or may be prevented in the fulure
g well oo an iy LOITECIVE IMeasurss thal i
been or will be put in place as a rasult of the
incident, The incident could have besn prevent by
just taking the computar from the client when he
was going on inappropriste sites on laptop. If he
was combalive iowards staff he could have ask
Client #2] to go take 5 minutes of calm ime, QP

of mve&*tigatlun wae substantiated, Staff was
taken off shift when the incident occurred. Staff

~The iocal Department OF BOCka ServIces was

~Faoility Substantliated abuse and FS #15 wae

Review on 03/10/21 of a handwriiten staterment
signed by FS #15 and dated 02/19/21 mvaaled
"After [Oiient #2] got his faphop took fos by b go
on inappropriate sltes after staff had already
grompt him. [Clent #2] became verbal.. |,
[F&#15] prompt [Cllent #2] to got to his room
several time hs refused, [Client#2] bacama more
aggressive by try o get up and asaault me | [FS
# i & yr ety {Celleesd FE] 201l fifiesppiivie] ;}uum w#ejuca
therapeutic still hold {Client #2] because physical
aggressive by irying fo bite me [illegible word]

#2] said he was okay and he wauld stop, |
HARY vesmlindl Mleav st ralosagod (CBart 421 10 Big

-
g

antrrmea

unnecessaty force on consumer that hag |
not been taught by CPI Instructor will
cause grounds tor dismissal of the
ermnloves  Oualified Profeesional and
Home Manager will go to the facility as
dVVlL W ;-F'\J\J‘\Jhb!s‘-’ ™ E“A: :“C‘A*Mr }:3;“2:1
QP will have a designated room to start
internal investigation. QP will instruct
e other staff that was not involved in the
e WICICENnt 1o remove consumer Trom the
gitnation and stay with consumer until
appropriate authorities get to the facility.
The Residential Director will overses 1o
make sure all trainings are completed
and implemented as needed, CPI
mstructor will make sure staff are using
the correct hotdmg SKIUS and How-t 18-
" escalating behaviors. This will be

- monitor by QP, Home Mamager, and

| Residential Director as needed.

e

[Client
IFS

| room and staried falking to [Clent #2] to ask him |
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V 512| Continued From page 23 V512
was he okay.”

Review an 03/10/21 of an unsigned handwritten
statamant from F% #14 revealed:

-Daty "2-19-20."

"Writtan Statemend: | was sitting on the couch
when | witnessad [Cllent #2]."

-No additional documentation,

Review on 03/10/21 of written statements from
Staff #1 and the House Manager revesled they

hid pnk wibtnoos tha 02M 021 ingidond bobamon

client #2 and FS #15.

Review on 03710721 of an Emergency Room
report for cfient #2 dated 02/158/21 revealed:
-Reason for visit: Eltbow [njury.

-Diagnosis: Broken arm.

-Follow up with Qrthopedic Surgeon.

Review un G305 T of ar Ol wpadiv 1uls datod
03101721,

~Fracture was "mildly displaced.”

-WIli repeat X-rays.

~"If # continues to be displaced will require QORIF
{Open Reduction Internal Fixatlon)."

Raviaw on 03/09/21 of the facility's video

[ - N
Blall V‘Flllﬁl §W | TR .

-Date: 02/19721.

<Video with no sound recording begins at 8:25:19.
-Client #2 can be seeon silting in between two
other clients af a iable, The table is in an open
raom. No laptep or other #ems can be seen on
the table in front of client #2.

P LA A B s R e e e i i i 44 K et ot S N
= W LT S GESISA O A SOUSH I Rekpad ot | S AN

feot from cllent #2.

-At 9:25:45 FS #165 approached client #2 on his
laft side and appears to be engaged in &
converaation, Client #2 can be clearly seen
Civigion of Nedlth Seivice Ragutatfon
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V512 | Continued From page 24 V512
socizd cf the table with hie fincers autendoed and
toushing together,

~From 9:25:468 to 9:25:55 client continued fo sit in
his seat and made no threstening motion or
sudden action towarda FS #15 or other clients at
hig table.

At 8:25:55 FS #15 grabbed client #2's left arm

o B ol b el B AL KL L el
Ty IM ysvkuww B RNk I RN REERT RN FEdm W NGRS TR

=5 #18 then cottinues the motion to bend client
#2's left wrist and extend client #2's left arm
straight behind client #2's back, Client #2's face is
down on the table,

-At 09:25:58 F3S #15 begins 1o bend client #2's
hand tewarde tha lo# eido af rliont 3% e nark and
hls arm is folded behind his back, Clent #2's
palm wae facing away from his back. Client #2's
face remained on the table.

-FS #156 continues to cinch cllent #2's arm in the
above mannar. Client #2 appeared 1o attempt to
stand un fo ralieve oreasure from the foroue
placed on his arm and shoulder.

~-AL 92613 as olient 42 appeared 10 struggle with
hiz arm angle, FS #15 placed his atm Inthe
crease of cliant #2's left elbow sirea and secured
hig wrist to control client #2's posture. The video
showed a rocking motion from FS #15 as he
anempred o keep cilent #2 in place and face
down on the table, No evidence of client #2
attermnpting to bite S #15.

AL 328,17 FS #16 began o release tha hold on
client #2's arm.

-At 8:26:22 F5 #15 escorted clisnt #2 off camera,
SR A A e et the conent oF riade an stlemnt
to intarvene verbally or physically during F5 #15's
abuse of client #2,

Review on 03/17/21 of an Inservice raining
signed by FS #14 and dated 02/22/21 revealed:
Furpose/Qutiine of Training: When you withess
L ANy nne daing anvihing inanorooriate renart it i
Bivision of Pealth Service Reglition
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tha appropriate authorities such as home
| manager/QP, Make sure you report any type of

abuze, neglect, harm or exploitation immediately.”

!n‘!n&limll an n'.)lﬂnf"}& A.Il-kn.i Lot ﬁh-.!m-nl
LTANE F I T A EAY B ma W et

~He had hfﬁ arm hmimn 2ar3 waak& ago.

~He would not get off his laptop.

-FS #15 put his arm g0 far behind his back It
“broke.”

~He went {a his raom and fater his am started
hurting. ,

-He wag taken to & medical certar for trestment,
e rIowY Pl o and o b,

-He had an appointmant with Orthopedic for
fallow up.

Interview on 03/11/21 FS #15 stated:
«Me recalled the incident with client #2 on
02/18/21.
~Client #2 was fussing af other clients and the
femala siaff,
-Client #2 was trylng to go oh "pom" sites.
-Client #2 had a history of sexual Issues and tried
to go on inapproprigte sites.
-Clignt #2 had his computer taken away.
~Cilient #2 can be aggressive and he seemad o
be getting up.

Pl e l-rmnn tr ctsev e hieny Irv!mni‘ :E‘?'l arnst ron et
have put on too much prmmura ’
-He had CPI training and putting the arm behind a
glient's back is not an approved hold.
«Client #2 was clinching his fist and | thought he
was & threat.
“When he had clieni #2's arm he feit cllent #2
*tanaing® un and 'l muet have nut foo mush
weight o him.”
-He had kids of his own and would never want
anyans to hurt thenrs,
-He: had worked in the field for many years and
never had anything like this happen.
Division of Health Service Reguetion
STATE FORM L A4LIVNYY 1 continuetion shaet 28 of 40




_Divigion of Health Service Regulation

STATEMENT OF DEFICIENCIES
ANDY BLAN O OOREETION

PRINTED: 03/31/2021
FORM APPROVED

1) PROVIDERISUPPLIERACLIA
IPMEMTIREC AN MLRAED:

MHL078-325

B. WING

P2} MULTIPLE CONSTRUCTION
A BUHLOING:

{X3) DATE BURVEY

0317120214

MAME CF BROMIDFR OR 81 IPE IFR

RENEWING GRACE RESIDENTIAL HOME

RED SPRINGS, NC 28377

STREET ADDRESS, OITY, STATE, 2P O0NE

703 WEST 3RD AVENUE, BUILDING A

A Tt
PREFIX

H"\\S

i
] AR et R eturgtwiiui st tiuie]

(EAB& DEF ICENCY MUS’I‘ SE PR&CEDEQ BY FULL

e e T

PR u--nv i v«nv W aﬂ\llu vy svlq

i

st
FREFD
1w

bvirlubylySvipabriubiiyiubylriyrebruletaretytuior

hoviivisc vtV T v Priwlptniatuyy i

(E;&CH CORREGTIVE ACGTION SHOULD BE

L
CUMPLETE

DEFICIENCY)

V52

Contihved From page 26

-He was trying to keep client #2's armi on his side
and it moved up.

" fwel 50 had.”

-l wanted to know if client #2 was ok but no one

e o i[ﬂn ‘nnlllhr hnr‘ vl i il b
iyl L Senaw | PR ELH

=" am paying for it {injury to client #2) thinking
what | could have done to pre\tent. Maybe him
{client #2) going to his room.”
-He did not plan any injury or aggression toward
client #2.

<"l keep playihg In my mind how it happened and

what § revdid have dena

Attermnpt to interview F8 #14 on 03/11/21 was
unsuccessiul dus o inability to reach via phone.
There was no ability to leave a voice measage.

Finding #2

Review on 03/10/21 of client #0's record
revealed:

=18 uear ald mala

~Admizsion date 3/28/20,

-Diagnoses of Attention Deficit Hyperactivity
Dlsorder of childhood with hyperactivity;
Oppositional Defiant Disorder; Intefloctual
Developmantal Disorder Mild and Unspocified
ﬁﬂpf&%l‘!ﬂ Disorder.

Review Cn Udl Uit Of 1D #1838 record reveaied;
-Date of hire: 08M18/20.

-Date of separation; 03/03/21,

-L2Pl - 07/24/20; Protaction from harm, abuse,
negiect or exploitation - 37/20720; Client Rights -
97/21/20; Seclusion, Physical restraint an
isolation tme out - G7/21720,

Raview on 03/11/21 of staff #7's record revealed:
-Date of hire: 10/01720,

CPL - 10/29120; Profection for harm, abuse,
neglect or exploitation ~10/28/20; Incident and

VE12
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accident reporting - 10738/20; Client Right's
~10/28/20: Seciusion, physical restraint and
Isolation -10/28/20,

Review on 03/11/21 of staff #8% record revealed:

-Date of hire: 01/26/21.
S R A

Review on 03/11/21 of handwritten statements
signed by staff #4 and dated 03/03/21 reveaiad:
~"At approximately 5:45pm staff [F3 #13] came
back into faullity and gave me an incident report
1o give to house manager [(HM)]. Staff [FS #13]
Wil S L e e by olall [Fe 14, Stall [T
#14] antered the factity also and proceeded down
the hall yelling and cursing to confront client
[client #9] who was in shower, Staff [FS $14] left
building after approximately 90 seconds. Staff [FS
#14) was redirected by staff [FS #131."

<| have Knowleage of INCIIeNT DeTwesn SIaT ana
client sarlier this afternoon. | was receiving and
checking in...medications in the med office. | was
asked by staff [staff #7' Initials] to call House
Manager [HM's initials] at approximately 4:58pm
and | did so."

Heview on U3/11/47 OF 3 hanawrinen siaement
gigned by staff #7 and dated 03/03/21 revealed:
~"At 4:65pm cllent [client #3] was yelling down the
hall At staff {[FS #13]} cussing and calling staff
the {N) word and hope his family die so he could
niza an fhera arave that's when {(FS #13]) told
client [client #5] o go In his room and {[client #3])
siated that he want golng no where and staff fold
{fclient #8]) o go in his room Again and ((cllent
#01) than steped in Another client Room {[client
#3] and [client #4]) that staff walked down there

B B T T o T TR T -
I g g R L R e

ooim ki
and that's when {[Client #8]) swung on staff ([FS
#13]) and [FS #13] and client bagun to Fight and
Division of Health Service Reguiadon
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then thie staff heid client uniil he calm do

Raviaws nn (VM4 oF a hanrhetifan ctatamant

signed by staff #8 and dated 03/03/21 revealed:
~Upon coming off braak and entering the facility
staff 1 heard consumer [clent #9) yeliing at staff
(IFS #13]) calling hirm n**** and telling him he
wanted io piss on his grandmothers grave, s staff 1

[PPSO B X PR [ TS U,
tllnll wuu.-:'u-u B Sl BN RARE el ) R lh-l ML R st uit\l M!l

he walked on he continued to hear consumar
[client #9] yelling obsenltles at staff ((FS#13)),
staff 1 then tried 1o redirect consumer [client #9)]
and tried to convince him ta go 1© his room,
consumser [client #9] ignored staff 1 and
pevetivoomel B e 'mm-hallu mgﬂmg!\m P ad fme
#13]) again told him tn ge info his room and calm
down, consumer [client #9] then ran into another
consumers roem staff ([FS #137) and consumer
folient 9] began to tussle untll staff (FS #13))
could get him against the wall, staff 1 then

-u-...-.i—\-ud don Lt v wen -I-k
SR R

hard them go into their rooms.”

e 2o

e Znansat S e sl wown el

AL LAF AR T 3N Wl EE TTRALIN N WEE W

Review on 03/8/21 and 03/12/21 of the fadilily's
video which cordained no sourd recording
revealed,

~Location of camera: Back Hall.

~Date: 03/03/21.

~Time: 16:59 -~ 1710 (4:58pm ~ 5:10pm)

~Cllerd #8 stood at the and of the hafiway with s
baody facing the opposite end of the hallway. His
back faced the camerm,

-F8 #13 sat in & chalr on the opposite end of the
hal/next to common sitting area from client #8,
-Client #6 stood In the door of i';;s bedmnm Ha
HHU dmu mwu mv.: UP}JU&ER# '::IEU Ul lil!:‘ lldi:
-From 4:59:56 10 §:01:17 client #2 and FS #13
appeared to be in a verbal exchange.

-From 50117 1© 50148 Client #2 went across
the hallway into another efient's bedroorn and FS
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#13 stood Up and spoke towards client #9. Client
#9 verbally responded back. Client #9 stood In
the doorway of another client's bedroom then
warni back into the hal,

<At 50148 FS #13 left his chair and walked
towards client #9.

“Fiome 30100 w 20200 7O w10 yieued Wisid
#0's right wrist and client 9 grabbed FS #13's left
forearm. FS #13 held client #9 snd they struggled
for a few seconds both appeared to pull away
from the other. Client #9's back was aganst the
hall. FS #13 stood in frant of client #9 appeared
to slightly lean forward with his hand in front of
hirn. '

-At 5:02:04 Client #3 hit £S5 #13 on the left
shoutder. FS #13 hit client #9 with a closed fist in
a punching motion approximately 5 timee in hls
face and upper body,

-From 5:02:16 to 05:03:27 Client #9 and FS #13
intedocked arms, Stoff #7 seemed to nofice the
Interaction between clent #9 and F& #13 and
casually walked down the hall with his hands
behind his back. Staff #8 shortly followed behlnd
Staff #7 while he ate a piecs of fruit. FS#13
grabbed client #8's tshirt and rdpped the T-ghirt off
of client #9's body and threw it to the floor while
client #9 Is leaned forward. F$S #13 appeared fo
place client #2 in a headiock. Client #0's upper
back and shouiders became red. Staff #7 stood
against the door of the next bedroom. Staff #8
stond further down the hall Rnth nhearad the
physical interaction between client #8 and FS #13
and at no ime did either staff #8 or staff #7
atternpt to intervens to protact cllent #9. Client #2
wag able to pull his head from under FS 13 arm
and ralease himself from the headlock. FS#13
nrme sontinuad in ha wrannoad aenond client 20
F& #13 continued fo hold client #8 against the
wall and both staff #7 and staff #8 turned and
walked away in the opposite direction away from
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client #9,

-At 5:03:27 F5 #13 tumed and by pushing and
pulling to force cllent #3 into his room, Client #9
appearad to resist. FS #13 grabbed dient #9
abaout his body, pushed client #9 then the pair
went off camera into another corner from
approximately 30 seconds. Staff #8 walked
towards the pair agsin and stood a few feet away.
-From 504:10 to 5:04:25 FS #13 and client #9
returnad to camera view and FS #13's arms were
wrapped under cllent #'s arms. Client #9
sttemnpted to get away from FS #13. FS #13
continued to hold cllent #9 under s arms and
pulled client #9 towards his room and then
physically pushed/pulted client #9 infc his
beiroom,

From 5:04:25 to 5:04:47 FS #13 threw client #9

e W burnsd Sonsnim sloniema st Bumlal adlmod S0 sxiiblie ndm
AAHE AE BN et SR el el TES L Pk ANk Al W) N S W RF AN ISR

arm about his neck/head. F& #13 straddied dient
#9's hack while holding his head down. Client
#0's kniees were on the floor and his upper body
on the bad, Client #8 was struck by FS #13 on his
slde several times. FS #13 then placed his

OV Y TR TN PRI 3 SR 1 SRR PR TRt o 1
h.ll LA TR R Ve BT 12 Fa WRRENA AN B B ne el 1€ F

picked up client #9's shirt off the floor and threw it
into client #9's bedroom and closed the door
lwaving FS #13 and client #9 in the room alone
whille FS #13 was straddling the back of cilent
#9.. Staff #7 and staff #3 continued back down

Al hml! L L et T e b e B

-Al 5 05:42 FS #13 and client #9 had been in
client #9's badraom for approximately 50 seconds
beiore FS #13 walked out.

-in his badroom, cllent #0's face had not been in
camera view however he appeared to wipe his
fmm rmri fmrdeart at hig hand  Cliant 59 nhusisaiiv
exami ned himsself and appeared to look for
injuries then sat on his bed,

-E8 #13 walked down the hall and staff 48
fullowad bahind him. Clhent #9 was left
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unattended in his room for approximately 1
minute and 50
seconds.
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he approached staff #7 and #8 and they walked
towards client #9's bedroom. Client #9 had stood
up and glanced out the door as staff approachsd.
Client #8 appearad upset and showed the staff
injuries sustained, Staff #4 walked into hall while
on the phone then returmad to client #8's room
and client #9 appeared 1o speak towards the
phone.

-Al 5:08:38 F5 #13 returned to tllant #9's room
and was immediately redirected by staff #4. Staff
#4 went into cllent #9's room and closed the door
ualh-h:\ a#a# i‘g Sf',."'.'.‘"_' 2 th ﬁmr‘n 'th rivrn ﬂnvi' ’h'\ 'I'hn
door

~The video ended at 17:10 {5:10pm).

Review on 03/11/21 of 3 in-service trainings
signed by ataff #7 and staff #8 complated on
3/4/21 revealed:
~Tille of Training: Seclusion, Physlcal Restraints
-.-..J innlw& - ﬂu.«:ﬁmnlﬂnﬂ Hrates M "'l"mlmlwae llnifﬂ
sure you uge only CP1 skills whan situation
happens also make sure you indervena in
situation before it get out of control and
de-ascalate situation as train in CPI Holding Skill
Class.”

~Title of Training Chieont Rights, How to deal w/
I\Al Hu\ l’"\n nv: -su-:l L-Imn 'lu- dnﬁﬁmln&a

C:ﬂ$IS F’ummai{)utﬁm of Training: "See attached
sheet" The facility’s policy had been attached.
~"Title of Training: Abuse, Neglect, Harm and
Exploitation and Examples of
all...Purpose/Outline of Training: See attached
sheet.” Facllity's policy attached.
LA COIMIEHENENE SRR,

-Staff #7 completed the same traihings onh -
10/29/20 at hire.
DIVISION of Hewith Servics Reguiagon
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~Staff #8 was hired on 1/26/21 and trained on
214421,

Review on 03/11/21 of 2 In-Service Training
forms sighed by 9 of 12 staff on 3/4/21 revesled:
-"Title of Training: Reporting any Incident or
abuse Immaodiataly.. Purpose/Outline of Training:
If you see a client being abuse immediately
remove dient from situation calt QP number is
poster in office Also in med Room or any incident
that oceur while providing services *

~"Ti#ta of Training: Intervene before situation get
oul of control...Purpose/Qutline of Traiting: If vou
see a staff getting out of controt intervane
immediately call manager and QP number are
poster in office aiso in med room.”

Interview on 03/09/21 client #9 stated;

-He: had been in his room and staff would not lat
fhim make a phone call.

«F& #13 had confronted him about telling HM he
had not made a phone call.

<F& #13 told hirs o step into the hall,

-He had admittedi); called FS #13 an

e mrisbe e

e had lightly hit FS #1.3 and F& #13 hit him
hard,

-FS #13 had placed him in a “choke hold position
and had yanked his neck up.”

«F8 #13 had put him in his bedroom and put him
on the bed then had hit him in his head, face and
riba, .

-FS #13 told him to apologize and he did. When
he had apologized when FS #13 hit him for the
apology.

-Staff #7 and staff #8 had stood in hallway "like
nothing had happened.”

-He had a bruige on his side and a scratch on his
temple araa,

«Tha HM had called and he toid her what
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happened with FS #13.

-F5 #13 averheard him and toid hirn to stop iying.
-Ha had boen in the shower when FS #14 had
cams to the facility about the incident with F8
#13,

~Hlg peears had told bim F8 #14 had cams to the
favility and was screaming and yelling.

Inferview on 03/00/21 client #2 stated:

~F8 #13 had fought client #9,

~Client #2 had threw the first punch,

-F3 #13 told client #9 to go to his room and client
#9 said no and went Into the hall.

-FS #13 had threatened ‘o take client #9's phone
call,

-Client #0 called FS #13 the "N word" and FS #13
responded and gaid call him that one more time.
-Cllent #9 and FS #13 started “throwing
punches”.

-Cliert #8 had a scraich on his eye. Client #9 told
him about a braise on his side.

Interview on 03/09/21 client #5 stated:

Client # had hit FS #13 and FS #13 hit him
back.

-F5 #13 had caught himself then put client #9 in a
restraint.

interview oh D3/10/21 FS #13 stated;

~He had heen employed af facility about a year.
~He had been trained in CPI.

-There had not besn any additional frainings
gince he had been hired.

-Client #8 had told HM had not been allowed to
make a phone call,

-He had asked client #9 about making calls,
~Client #9 had stood in the haliway sbout 30
minutes “talking aggreasive” towards him,

«Me had called the MM twice to inform her of
client #9's behaviors and requested o send hitn

Divislon of Fealth Service Reguiation
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to his room.

-The HM told him "do not touch [elient #8} and let
him say what he wanted to say,”

-Client #8 had went into a peer's bedroom and he
had redirected him. :

~He had asked client #8 to go & his romm,
~Client #8 told him he had been "waiting to whoop
hig a™."

~Client #9 had punched him and attempted to
punch him again.

-He admitfed he swung and hit client #8 and they
had a "lite tussle or scuffle” then he held client
#9 against the wall. -

«He had pushed client #9 into the room and he
and client #8 "tussled on the bed.”

-He got client #9 to calm down,

~Another staff, e had not known which staff,
clased the bedroam daor,

-He left the bedroom,

~The other ataff present had nat Intervened.

~He grabbed an incident report and told the staff
he was going on break and would return.

-He had baen told to leave.

-He had basn awars of client diagnoges and
understood his mental capacity.

interview on 0:3/10/21 staff #7 stated:

-He had heen employed shout 5 months,

~He had baen rained in CPIL

-Client #9 and FS #13 had been arguing and he
called the HM and told her.

-FS #173 toid client #8 1o hit him and he called the
HM again and the HM said take client #8 to his
room, FS #13 took client #5 to his room.

-MHe had observed FS #13 and client #9 “tuesiing”
but FS #13 had tried to get client #2 in his room.
~He had not assisted FS #13 with client #3.

-F8 #13 and client #0 went |nto the room and
staff #7 closed the door 50 the other client would
not run to sae what was going on.

V842
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~Ancther staff spoke with the MM and he went fo
kitchan 1o prepare meals.

-He had been ingerviced on Abuse, Neglact,
Harm and Exploitation and Client Rights after
incident with client #8.

interview on 3410/21 staff #4 stated:

-He had been on break during the attercation
between olient #0 and FS #13.

-When ha had returned from break, he had been
in the madication room.

-Staff #7 azked him to call the HM and told him a
cllent had been struck by a siafl,

~The HM haed asked Him to walk down the hali
and s=e what had happened.

-Client #9 had boen upsat and said FS #13 had
hit him.

~He had checked client #2 for iInjuries and
chsetved a reddish ares on his stomach/riboage
but no broken skin.

-Cliert #9 had not required medicat attention,
-He had besn inserviced to repor dient abuyse,

interview on 03/10/21 staff #8 stated:

-He had been employed about 1 month.

-He had been trained in CPI.

-He had heard the conversafion between client #9
and F5S #13 and had not initially been alarmed,
~Ha had heard yelling between client #9 and FS
#13 and had been confused because everyone
had Just came inside from playing basketball.

«He had followsd FS #13 down the hallway but FS
#13 and cllent #9 had already "locked arms” with
each other.

~The other clients were aroused and he tried fo
calm the other ¢lients.

«F8 #13 went info the bedroom with client #8 and
staff #7 had closed the bedroom door.

-Staff #4 had come in from break and he followed
him,

V512
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~He had not intervensd because he was in shock
and he had not bean sure of the faciity's protocol
because he had never worked in a facility.

~Staff #4 told Rim to stay &t the bedroom door of
client #9 while staff #4 called ths House Manager.
~He had observed a red rark on client #9' slde
near his ribcage.

-He had besn in-gerviced on reporting client
ahuse.

Interview on 39721 the HM stated:

~There had beon a level I incident report that
involved cllant #9 with allegations against FS #13.
-8ha had recelved & call about client #8 "acting
aut”.

-Sha had told staff #7 to |et client #2 remain in the
haliway and let client #9 talk himself out.

-After the incldent with client #98, staff had been
in-serviced on "immediately stepping In if & client
Is being abused, reporting abuse” and a house
meeting had been scheduled. ‘

-She had written out the in-service, tatked with
staff and hau the staff sign it.

-Staff had not been re-frained on restrictive
interventions.

Interview on 38721 and 3/47/21 the QP stated:
-There had been an in-serviced trairing for
*yssisting staf® with FS #14.

-She had been in the procass of setting Up a
de-escalation training. She needed fo set a date.
Lalient #9 had not received medical care or been
assesaed by the nurss.

-Cllent #8 had been monltored by staff and QP.
- F5 #15's treatmen of client #2 was
substantiated for abuse.

- F8 #15 waa terminafed offactive 02/26/21.

- The facliity utilized CPI,

- F5 #15 did not hold cllent #2's arm correctly and
was not approved though CRL.
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- Bihe had addressed reporting abuse during
in-service training with FS #14 on 02/22/21 and
staff #7 and staff #8 afler the incident with FS #13
and client #9,

- Tha enfire facility staff had not been
revinserviced on abuse and neglect or CP,

- CPi training was scheduled for the facility.

- Afctal of thrae staff had been terminated for the
incidents (FS #13, FS #14 and F3 #15),

Review on 3/17/21 of the Plan of Protection datad
3117121 and completed by QP and Residential
Director revealed:

-"What immediate action will the facility take to
ensure the safety of the consumens in your care?
Quatified Professional will make sure =l staff
invalved in incident be taken off shitt immediately
untif investigation Is completed. QP will begin the
internal investigation by interviewing the involved
consumer and compilsting a full body cheek, QP
will report any type of abuse, neglect, harm or
exploitation to appropriate autharities such as NC
Department of Soclal Services, NC Health
Registry, Police, Guardian and Registerad Nurse.
QP will immaediately instruct Facility Manager to
fake invoived cansumer to emergency room to be
avaluatad for any injuries. QP will submit report to
NC IRIB and NC Health Registry within the same
day. QP will inferview the person that was
invalved in the incldent and other staff that was
on shift during the incident. Alss, interview the
other consumers. If any violation has been found
of harm, abuse, neglect and exploitation or any
type of unnhecessary force on consumer that has
not been taught by CP Instructor wil cause
grounds for dismissai of the employse.”
~"Deseribe your plans to make sure tha above
happens. Quadified Professionat and Home
Manager will go to the facility as soon as possible
when incident happen. QF will have a designated
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room 1o start Intemnal investigation. QP will

- instruct other staff that was not involved in the

incident to remove consumer from the situation
and stay with consumer until appropriate
authorities get to the facility, The Residential
Director will oversee to make sure all rainings
are completed and implementsd as nesded. CPI
instructor wilt make sure staff are using correct
holding skills and how to de-escalating
behaviors.”

Client #2 and client #9 had diagnoses to Include
Disruptive Mood Dysregulation Disorder,
Unspeciiied Anxiety Disorder, Attention Deficit
Hyperactivity Disorder, Oppositional Deflant
Disorder, Mild Intellectuat Developmentat
Disability and Depressive Disorder. Their ages
were 14 and 16 respectivaly. On 02/19/24 a video
recording showed client #2 as he sat in the
tlassroom and was approached by FS #15.
Without any visual evidence of aggression from
FS #15, he placad client #2's left arm behing
tlient #2's back with the palm of his hand facing
out. The back of client #2's hand was in his neck
area at the top of his (client #2's) back. For
approximately 22 seconds FS #15 confinued to
twist and force cllent #2's left arm fowards the
neck area. When medical attention was obtained,
client #2 was diagnosed with a fractured arm.
Additionally, F$ #14 withessed the abusive
behavior and failed to intervene to protect client
#2. Client #2 reported he had refused tu give up
his laptop and therefore FS #15 put his arm
behind him and this broke his arm. FS #15 was
tarminated and F3 #14 was reirained on the
policy she had already received training on
at/during hire on 07/21/20. On 03/03/21 a vidso
showad FS #13 approachad cliont #9 in the
hallway and began to physically throw multiple
punches striking client #9, FS #13 threw client #9
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on his bed face down and FS #13 straddied client
#9 across and over his back while throwing
punches to client #9's right rib area. Staff #7 snd
staff #8 witnessed the abuse of client #9 and
neglected to protect client #9 from the abuse of
FS#13. Staff #7 walked to cllent #9's bedroom
while FS #13 was on top of client #9 and closed
the door and walked away and did not intervene.
F8 #14 arrived at the facility later that day and
made verbal threats to clienf #9, The actions by
FS#13 and FS#16 resulted in harm and abuse
of client #2 and client #9. The inaction of staff #7,
staff #8 and FS #14 was neglectiul in falling to
profect client #2 and client #3 from and abuse.
These muttiple staff failures of the
above-mentioned areas constitutes a Typa A1
rule violation for actual serious harm, abuse and
neglect and must be corrected within 23 days. An
administrative penalty in the amount of $3,000.00
is imposed, If the violation is not corrected within
23 days, an additional administrative penalty of
$500.00 per day will be imposed for each day the
facility le out of compliance bayond the 23rd day.
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