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Initial Comments: 

A complaint survey was completed on 10/10/22. 
The complaint was substantiated (Intake # 
NC00193246). Deficiencies were cited. 

This facility is licensed for the following service 
category: 10A NCAC 27G. 1300 Residential 
Treatment for Children and Adolescents. 

The facility is licensed for 6 and had a census of 4 
clients. The survey sample consisted of audits of 1 
current client. 
 
 
 
 
27G .0204 Training/Supervision Paraprofessionals 
 
10A NCAC 27G .0204 COMPETENCIES AND 
SUPERVISION OF PARAPROFESSIONALS 
(a) There shall be no privileging requirements for 
paraprofessionals. 
(b) Paraprofessionals shall be supervised by an 
associate professional or by a qualified 
professional as specified in Rule .0104 of this 
Subchapter. 
(c) Paraprofessionals shall demonstrate 
knowledge, skills and abilities required by the 
population served. 
(d) At such time as a competency-based 
employment system is established by rulemaking, 
then qualified professionals and associate 
professionals shall demonstrate competence. 
(e) Competence shall be demonstrated by 
exhibiting core skills including: 
(1) technical knowledge; 
(2) cultural awareness;  
(3) analytical skills; 
(4) decision-making; 
(5) interpersonal skills; 
(6) communication skills; and 
(7) clinical skills. 
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(f) The governing body for each facility shall 
develop and implement policies and procedures 
for the initiation of the individualized supervision 
plan upon hiring each paraprofessional. 
 
This Rule is not met as evidenced by: 

Based on interview and record review the facility 
failed to ensure staff demonstrated the 
knowledge, skills and abilities required by the 
population served for one of one staff (Staff #1). 
The findings are: 

Review on 9/29/22 of Staff #1’s employee file 
revealed: 
-Date of hire – 7/15/19. 
-Date of training on alternatives to restrictive 
interventions – 9/9/21. Expires 9/30/22. 

Review on 9/29/22 of Client #1’s record revealed: 
-Date of admission – 7/19/22. 
-Age – 13 years. 
-Diagnoses of Attention-Deficit Hyperactivity 
Disorder, Disruptive Mood Dysregulation Disorder, 
Specific Learning Disorder, Anxiety Disorder, 
Depression and Autism Spectrum Disorder. 
-Person-Centered Profile dated 7/11/22 and 
revised 8/15/22 – “…continues to struggle abiding 
by rules…ignores boundaries…tried to fight staff 
while cursing others…bullies younger smaller 
peers hitting them and choking them even where 
there is no issue or altercation happening…” 

Review on 9/29/22 of an Incident Response 
Improvement System (IRIS) report last submitted 
on 9/20/22 by the Director/Chief Executive Officer 
(CEO) revealed: 
-Date of incident 9/12/22 involving Client #1 and 
Staff #1. 
-Client #1 punched Staff #1 in the face for telling 
him he could not eat Nutella directly out of the jar. 
-Staff #1 sent client to his room “…because he 
was out of control and being very loud and 
combative. Client later calmed down and staff took 
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the trash outside…when he came back inside, he 
saw [Client #1] and one of his peers fighting.  Staff 
(Staff #1) separated the two clients by pulling 
[Client #1] by his wrist and leading him to his room 
because he was still trying to fight/kick staff for 
breaking them up preventing him from continuing 
to fight…[Client #1] stated that his arm was 
bruised, and he felt that staff caused this and not 
his peers….” 
-“This incident could have been prevented if staff 
had walked away from client as soon as he 
realized client was verbally and inappropriately 
upset. This may have assisted with client calming 
down and the situation deescalating itself without 
client punching staff….” 
-Staff #1 “…was informed that he would not be 
able to work with the clients until after the 
investigation was completed by DSS (Department 
of Social Services) and found unsubstantiated.” 

Interviews on 9/27/22 with Clients #2 and #3 
revealed: 
-They had fought with Client #1. 
-They witnessed him trying to knock Staff #1 down 
and hitting and kicking staff. 

Interview on 9/27/22 with Client #4 revealed: 
-He was aware of a separate incident when Client 
#1 locked himself in the bathroom. 
-He saw Staff #1 “…yanked his (Client #1) 
arm…pulling him out…yanking and he (Staff #1) 
slid him (Client #1) across the floor…[Client #1] 
was trying to fight back…” 
-He did not know when this incident occurred.  

Interviews on 9/29/22 and 10/6/22 with Client #1 
revealed: 
-On 9/12/22 Staff #1 “…was mad at me for being 
defiant…he grabbed my arm and twisted it around 
my back….” 
-He remembered locking himself in the bathroom 
shortly after he was admitted to the facility. 
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-He did not remember anything else about this 
incident.  

Interviews on 10/3/22 and 10/5/22 with Staff #1 
revealed: 
-The morning of 9/12/22 there were several 
altercations between clients. 
-When he returned after taking the trash out Client 
#1 and Client #2 were on the floor fighting. 
-Client #2 was willing to quit but Client #1 
continued to fight and hit him (Staff #1). 
-“I tried to take him to the bedroom to get him 
away, pretty much a struggle with that…I grabbed 
his (Client #1’s) right arm around the 
elbow…helped him off the floor. He was getting up 
but was trying to fight…let go of his arm when got 
into the hallway…” 
-In order to de-escalate “…a lot of times have to 
call [Director/CEO] and let her talk to him (Client 
#1).” 
-Another incident that occurred on a date 
unknown, Client #1 locked himself in the bathroom 
the first weekend he worked with him. 
-Once Client #1 opened the bathroom door, “…he 
came out fighting…pulled him by his legs and 
pulled him out…he slid across the floor….” 
-“The incident lasted about 15 minutes and he 
(Client #1) kept saying I’m not coming out. When 
he did finally open the door, he was on the floor, 
kicking and kicked me in the groin. That’s when I 
grabbed his ankles.” 
-He told Client #1 to “…get up and grabbed his 
arm just above the elbow….” 
-He de-escalated Client #1 by “…getting control of 
him and not getting hurt. Things happen so fast 
and stop it as fast as you can…minimize the 
struggle…get them (clients) by the elbow….” 

Interviews on 9/29/22, 10/5/22 and 10/6/22 with 
the Director/CEO revealed:  
-She found out about the 9/12/22 incident the next 
day (9/13/22) after another staff member told her 
and then Client #1’s school called her.  
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-Staff #1 was immediately suspended on 9/13/22 
and had not returned to the facility since.  
-When clients are fighting she would expect staff 
to “…keep everybody safe…get everyone else out 
of the way to their rooms…I would want them 
(staff) to separate them…keep them out of the 
same room…what is that going to solve if you 
force them to go to their room…ask other guys 
(clients) to go if he [Client #1] won’t….”  
-The only thing she was told by Staff #1 when 
Client #1 locked himself in the bathroom was that 
he was “acting out” because he didn’t want to do 
chores. 
-What she “understood it only lasted a few 
minutes.” 
-“He (Staff #1) didn’t say he dragged him out of 
the bathroom. That would have been written up. 
They (staff) are not to touch the clients. We are 
taught not to do that.”  

Review on 10/10/22 of the Plan of Protection 
dated 10/10/22 written by the Director/CEO 
revealed: 
-“What immediate action will the facility take to 
ensure the safety of the consumers in your care? 
Luca’s Hope will implement an immediate plan 
that will ensure the safety of all consumers moving 
forward. The facility will follow through with 
suspending or possibly terminating staff that was 
involved in this report because of his own 
admission that he inappropriately engaged with 
client on multiple occasions. The facility will 
provide extra training immediately to all staff 
regarding how to appropriately engage and 
respond in certain situations that may arise 
without engaging with clients physically and 
inappropriately. The facility will hire a staff that can 
assist with monitoring staff to ensure staff are 
providing safe services for all clients. The facility 
will install cameras within the entire home in all 
common areas except for client bedrooms and 
bathrooms.  
-Describe your plans to make sure the above 
happens. 
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Luca’s Hope will hire a house manager that will 
assist with monitoring all staff that work and 
engage with all clients that are enrolled in the 
program. The home will contact and schedule a 
trainer to be a part of the next staff meeting so 
that additional training can be offered to all staff 
that engage with the clients. The home will focus 
more on client incident de-escalation. Luca’s Hope 
will also have camera’s installed and will they will 
be monitored on a regular basis ensuring client 
safety. Luca’s Hope will have all cameras installed 
immediately.”  

Review on 10/10/22 of a Plan of Protection 
addendum dated 10/10/22 written by the 
Director/CEO revealed: 
-“The facility suspended staff on 9/13/2022 and 
staff has not worked at the facility since that date. 
The facility will be meeting in the next 2 weeks to 
determine whether staff will be permanently 
suspended/terminated...The facility will also 
schedule additional training on Effective 
Communication Skills based on the fact that this 
incident was not Communicated to the Director 
immediately. The Director was not informed about 
this incident and did not learn about the incident 
until the following day. The Director was informed 
about the incident by another staff member the 
following day that the incident happened… 
-The Director will monitor staff and clients to 
ensure that safe services are being provided by all 
staff. Luca’s Hope will be hiring a house manager 
that will assist the Director with monitoring all staff 
that work and engage with all clients that are 
enrolled in the program moving forward…The 
meeting, training and cameras will all be in place 
within the next two weeks no later than 
10/31/2022…All cameras will be monitored on a 
regular basis ensuring client safety.”  

This is a residential facility for adolescents with 
diagnoses including Attention-Deficit Hyperactivity 
Disorder, Disruptive Mood Dysregulation Disorder, 
Anxiety Disorder, Depression and Autism 
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Spectrum Disorder. Client #1 tended to be defiant 
and fight other clients and staff. Staff #1 was not 
able to de-escalate the situation in at least two 
incidents when Client #1 had locked himself in the 
bathroom on an unknown date and when he was 
fighting with other clients on 9/12/22. During both 
incidents Staff #1 physically intervened by 
grabbing Client #1 on the ankles to pull him out of 
the bathroom and by grabbing his wrist/forearm to 
get him off the floor.  This deficiency constitutes a 
Type B rule violation which is detrimental to the 
health, safety, and welfare of the clients. If the 
violation is not corrected within 45 days, an 
administrative penalty of $200.00 per day will be 
imposed for each day the facility is out of 
compliance beyond the 45th day.  
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