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V000 INITIAL COMMENTS ,
|

A complaint and follow up survey was completed !

| on 6/22/22. The complaint was substantiated i

| Intake #NC00188975. A deficiency was cited. |

This facility is licensed for the following service |

' category: 10A NCAC 27G .5600C Supervised |

 Living for Adults with Developmental Disability.

| This facility is licensed for 6 and currently has a
| census of 6. The survey sample consisted of
| audits of 1 current client.

V 367 27G .0604 Incident Reporting Requirements

| 10ANCAC 27G .0604 INCIDENT
REPORTING REQUIREMENTS FOR
| CATEGORY AAND B PROVIDERS
~(a) Category A and B providers shall report all
level Il incidents, except deaths, that occur during
the provision of blllable services or while the
' consumer is on the providers premises or level Il|
} incidents and level Il deaths involving the clients
| to whom the provider rendered any service within
| 90 days prior to the incident to the LME
responsible for the catchment area where
' services are provided within 72 hours of
| becoming aware of the incident. The report shall
| be submitted on a form provided by the |
Secretary. The report may be submitted via mail, |
| in person, facsimile or encrypted electronic
| means. The report shall include the following
| ' information:
(1) reporting provider contact and
| identification information;
(2) client identification information;
[ (3) type of incident;
(4) description of incident;
' (5) status of the effort to determine the

| cause of the incident; and
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| (6) other individuals or authorities notified % '

or responding. -

~(b) Category A and B providers shall explain any

missing or incomplete information. The provider

shall submit an updated report to all required

report recipients by the end of the next business |

day whenever: ]

(N the provider has reason to believe that

~information provided in the report may be
erroneous, misleading or otherwise unreliable; or
(2) the provider obtains information

- required on the incident form that was previously
unavailable.

| (c) Category A and B providers shall submit,

upon request by the LME, other information

obtained regarding the incident, including:

(1) hospital records including confidential
| information;
‘ (2) reports by other guthorities; and [ i
' (3) the provider's response to the incident.

| (d) CategoryA and B providers shall send a copy
of all level Il incident reports to the Division of | |

Mental Health, Developmental Disabilities and | |
Substance Abuse Services within 72 hours of

| becoming aware of the incident. Category A |

| providers shall send a copy of all level 1|
incidents involving a client death to the Division of

| Health Service Regulation within 72 hours of |
becoming aware of the incident. In cases of

 client death within seven days of use of seclusion |
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 A and B providers shall send a

| report quarterly to the LME responsible for the
catchment area where services are provided.

- The report shall be submitted on a form provided

| by the Secretary via electronic means and shall

| include summary information as follows:

|

| l
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(1) medication errors that do not meet the

| definition of a level Il or level Ill incident;

| (2) restrictive interventions that do not meet
the definition of a level Il or level Ill incident;
(3) searches of a client or his living area;

' (4) seizures of client property or property in
the possession of a client;

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

| incidents that occurred; and

' (6) a statement indicating that there have

| been 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.

' This Rule is not met as evidenced by:

Based on record review and interview the facility
| failed to report all level Il incident reports within
| 72 hours to the Local Management
i Entity/Managed Care Organization. The findings
| are:

i Review on 6/10/22 of the Incident Response
| Improvement System (IRIS) revealed no level ||
' incidents

| During interview on 6/10/22 staff #2 reported:

- police came one time in the last 3 months for
" awellness check on client #5

- if mom cannot reach staff she will send the
' police to the facility
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During interview on 6/20/22 the Executive

| Director reported:
- client #5 & her mom called the police to the
facility

| - he was there on one occasion when the

| police were called
- client #5 called and said the House Manager
(HM) was mean to her. The HM would not put

| toothpaste on her toothbrush. The police said

| they could not get involved

- would follow up with the HM in regards to
incident reports not submitted into IRIS

I During interview on 6/20/22 the HM reported: '
- between March 2022 & June 2022 the police
had been called to the facility approximately 5 ‘
| times by client #5 and her mom |
|- she was responsible for submitting level I '
| incident reports in the IRIS system

- it had been awhile since she submitted an
| IRIS report .
' - the ED planned to get her trained on the IRIS
| system

| \
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y identified using either the regulation or LSC provision number and the
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LSC . - LSC S LSC - -
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LSC - LSC - LSC - o
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC - - LSC S LSC - - B
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg.# Completed
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FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
8/26/2021 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [1vYEs [ no
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[LUTHERAN
SERVICES
CAROLINAS

Adult Residential Service Manual
Section 3.01

DESCRIPTION: Live training conducted in various locations across both states that focuses on
the LSC incident reporting system. Discussed in detail are: what constitutes and incident, the
different types of and levels of incidents, the protocol and procedures surrounding the reporting
of incidents. Training also covers issues surrounding the protocol for reporting abuse and
neglect.

For NC, training will include IRIS reporting as it pertains to when and how to submit the report.
There will be an IRIS refresher annually for staff.

CONDUCTED BY: QI Department
CONTACT PERSON: Program Director

TO BE COMPLETED WITHIN: 1st month of employment



PLAN OF CORRECTION

Program Director will ensure all staff are trained on the IRIS system as
well as knowing how to complete sections required. Program
Manager/Program Director will emphasize the importance of
submitting ALL reports 24 or 72 hours depending on the incident
occurred.

Measures put in place:

e Program Director will ensure LSC policy states the ALL-incident
reporting including IRIS will be conducted within 1 month of hire
and a refresher will be provided annually by Program Director:

Prevent the problem from occurring again:

o Staff will acknowledge the client(s) and explain to him/her to have
patience due to shortage of staft. Staff inform him/her their needs are
important and staff will actend to his/her needs ASAP.

Who will monitor:
e Program Director/Program Manager will monitor to ensure this
matter does not occur in the future.

How often:
e Program Director/Program Manager will have a conversation with
staff daily to ensure no issues/incident reports occurred.
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June 30, 2022

Rholonda Artis, Program Director
Lutheran Family Services in the Carolinas
3257 Lake Woodard Drive

Raleigh, NC 27604

Re: Complaint & Follow up Survey completed June 22, 2022
Whittecar Group Home, 3257 Lake Woodard Drive, Raleigh, NC 27604
MHL #092-475
E-mail Address: rartis@Iscarolinas.net
Intake #NC00188975

Dear Ms. Artis:

Thank you for the cooperation and courtesy extended during the Complaint & Follow up
survey completed June 22, 2022. The complaint was substantiated.

As a result of the follow up survey, it was determined that all of the deficiencies are now
in compliance, which is reflected on the enclosed Revisit Report. Additional deficiencies
were cited during the survey.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form.
The purpose of the Statement of Deficiencies is to provide you with specific details of
the practice that does not comply with state regulations. You must develop one Plan of
Correction that addresses each deficiency listed on the State Form and return it to our
office within ten days of receipt of this letter. Below you will find details of the type of
deficiencies found, the time frames for compliance plus what to include in the Plan of
Correction.

Type of Deficiencies Found
» All other tags cited are standard level deficiencies.

Time Frames for Compliance
» Standard level deficiency must be corrected within 60 days from the exit of the
survey, which is August 21, 2022.

What to include in the Plan of Correction
» Indicate what measures will be put in place to correct the deficient area of
MENTAL HEALTH LICENSURE & CERTIFICATION SECTION
NC DEPARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27699-2718
www.ncdhhs.gov/dhsr « TEL: 919-855-3795 - FAX: 919-715-8078

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER




June 30, 2022
Whittecar Group Home
Lutheran Family Services in the Carolinas

practice (i.e. changes in policy and procedure, staff training, changes in staffing

patterns, etc.).

* Indicate what measures will be put in place to prevent the problem from
occurring again.

e Indicate who will monitor the situation to ensure it will not occur again.

» Indicate how often the monitoring will take place.

» Sign and date the bottom of the first page of the State Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for
your records. Please do not include confidential information in your plan of
correction and please remember never to send confidential information
(protected health information) via email.

Send the original completed form to our office at the following address within 10 days of
receipt of this letter.

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be conducted to verify all violations have been corrected. If we can
be of further assistance, please call Renee Kowalski at (919) 552-6847.

Sincerely,

.. Lo
IV Ry AV
?'\/ //J

F\’\honda’ Smith
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc: DHSR@Alliancebhc.org
Joy Futrell, CEOQ, Trillium Health Resources LME/MCQO
Fonda Gonzales, Director of Quality Management, Trillium Health Resources
LME/MCO
Pam Pridgen, Administrative Supervisor




