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CFR(s): 483.420(d)(1) Motions sensor will also
The facility must develop and implement written Igstalled by her bedroom. 8-5-22
N xtra alarms have been
policles and procedures that prohibit added 18]l deors g
mistreatment, neglect or abuse of the client. : g
This STANDARD is not met as evidenced by: outside
The facility failed to assure 1 of 6 clients in the
group home (#1) was not neglected by staff
resulting In the client leaving the group home . . .
unattended as evidenced by observation, In discussions about this Pla
interview and record verification. The finding is: situation it became clear ¥
that client #1 was very house
Review on 6/13/22 of the facllity’s abuse/neglect attracted to the neighbor's ke
investigations revealed an Investigation dated playhouse. A playhouse nsia
4/23/22 regarding client #1 and whether staff and outside toys will be ed.
failed to provide the appropriate care for the purchased and set up for
client. Review of the investigation revealed the client #1 for her to use in 8-10-2
client left the group home unaccompanied by staff her backyard. 2
and around 4:00 PM the neighbor came to the
group home to report that client #1 was in his General level of supervision
yard, None of the 3 staff working were aware that training will be completed
client #1 had left the group home even though the for all staff at Client ! home
client has required Line of Sight (LOS) by the Q. Specific LOS House
supervision throughout the day. training will be completed i
with all staff as it relates to meeti
Further review of the investigation revealed the Client #1 by the Q. ng
nelghbor again returned to the group home at sched
7:00 PM to report that client #1 was again in his Policies and procedures uled
yarld fora ssle(.;ond tlmg and that !ne was cglhng the that prohibit mistreatment, for
police. Additional review of the investigation . neglect or abuse of our 8-16-2
revealed that again staff were L'maware that client residents will be reviewed 2
#1 had left the group home until alerted by the with all staff in home
L meetings at least annually
Interview with the neighbor by the facility beginning in 2022.by clinical staff
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| Continued From page 1

| investigator revealed client #1 was destroying his
! daughter’s toys and trying to take them out of the
| house. He also revealed that the client was

! outside trying to take his Easter decorations and

| trying to get back into his house. The neighbor

| further stated that the client was in and out of his
| house for a total of 10 minutes altogether before

he went next door.

| Continued review of the facllity abuse/neglect

| investigations revealed another investigation

' regarding client #1 started 5/22/22 in which the
client again left the group home at 7:00 PM
without staff knowledge and went over to the
neighbor's house. The neighbor again knocked
on the door and this time returned the client
himself to the home. The investigation further
revealed the client was out of the home for 10 to
15 minutes.

Review of both investigations, substantiated by
interview with the Regional Vice President,
revealed neglect was substantiated by the facility
and 2 staff were terminated for not monitoring
client #1 as required. In addition, other
recommendations were Implemented to assure
the safety of client #1 including retraining staff,
implementation of staff responsibility sign off
sheets, door alarms, gate on the front porch, the
purchase of additional leisure items for client #1
and the construction of a privacy fence and
security fence around the home.

Observations in the group home on 6/13/22
revealed a temporary gate to be in place on the
front porch as well as door alarms on the outside
doors and the client's bedroom. Further
observations, substantiated by interview with the
residential team leader (RTL) and Reglonal Vice

W 149

FORM CMS-2567(02-88) Previous Verslons Cbsolete Event ID:B2L111

Facliity 1D; 9219380 If continuation sheet Page 2 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/20/2022

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

34G248

(X2) MULTIPLE CONSTRUCTION

A.BUILDING

B. WING

(%3) DATE SURVEY

COMPLETED

C
06/13/2022

NAME OF PROVIDER OR SUPPLIER

HOLLINGSWOOD GROUP HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
214 HOLLINGSWOOD DRIVE
STATESVILLE, NC 28677

(X4} D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2]
PREFIX
TAG

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

(X5)
COMPLETION
DATE

W 148

W 156

Continued From page 2

President, revealed the fences are not in place
yet, but have been ordered.

Review of the facility's Services Manual 102.052
defines neglect as "the failure to provide services
and supports necessary to protect a person from
serious physical and/or psychological harm." In
addition, unintentional neglect is "defined as an
act of carelessness, omission, accident or
distraction that results in a substantiated
allegation of neglect whereby there was harm to
the person or significant risk for harm." The
facility failed to maintain the required LOS
supervision required for the client on 3 occasions
which resulted in the client leaving the group
home unaccompanied and neglect of cllent #1.
STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(4)

The results of all investigations must be reported
to the administrator or designated representative
or to other officials in accordance with State law
within five working days of the incident.
This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure 2 of 2 investigations
reviewed was completed and results were
reported to the administrator within 5 working
days relative to an allegation of neglect, The
finding is:

Review of facility documentation on 6/13/22 for
client #1 revealed an internal neglect investigation
dated 4/23/22 {o determine If there was a delay in
the implementaticn of interventions to prevent the
client from leaving the premises unsupervised
and undiscovered by staff. Further review of the
4/2022 internal investigation revealed client #1

W 149

W 156
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left the premises on 4/23/22 at 4:00 PM and
again at 7:00 PM and entered a nelghbor's
property and home. Interview with the neighbor
revealed the client was in and out of his home for
around 10 minutes before he walked over to the
group home to report to staff that the client #1
was In his home. Continued review of the
investigation revealed neglect was substantiated
and resulted in the termination of a staff person.
Subsequent review of the facility's investigation,
substantiated by interview with the facility regional
vice president (RVP) revealed the investigation

| was not completed until 5/9/22, which exceeded

| the 5-day reporting requirement.

|

i Review of the second internal investigation dated

| 5/22/22 revealed client #1 for a third time exited W-156 - Reporting requirements 06-15-
the group home undetected and unsupervised for investigations and  incidents 22to
and again entered a neighbor's home. The will be reviewed with staff 06-22-
neighbor this time, returned client #1 to staff and : 22

It was determined that the client was out of home
for 10-15 minutes. Neglect was substantiated
which resulted in the termination of a staff person
and several additional safeguards to put into
place. However, further review of this
investigation, substantiated by further interview
with the facility RVP, revealed the investigation
did not conclude until 6/3/22, which again
exceeded the 5-day reporting requirement.

Newly hired clinical staff will
complete initial training and a
review of abuse and neglect
reporting will be completed
annually with all clinical staff,
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