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’ V000 INITIAI COMMENTS ! V000 ! !
| .
' An annual survey was completed on 10/3/24. A | .‘
| deficiency was cited. ) ;*
! ! ] ]
| | i
- This facility is licensed for the foliowing service i | i
Category: 10A NCAC 27G .5600C Supervised | / '
! Living for Aduits with Developmenta) Disability ; l |
| This facility is licensed for 3 and has & current f I ;
- census of 3 The Survey sample consisted of ! |
| audits of 3 current clients. | |
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10ANCAC 276 .0604 INCIDENT
REPORTING REQUIREMENTS FOR
CATEGORYAAND B PROVIDERS
(&) Category Aand providers shall report alf
level If incidents, except deaths, that occyr during
the provision of billzble services or whila the

| consumer is on the providers premises or level i
I incidents and level Il deaths involving the clients

! to whom the provider rendered any service within
| ' 90 days prior to the incident to the Mg
responsible for the catchment areg where

l services are provided within 72 hours of

! becoming aware nf the incident, The feport shall
| | be submitted on 2 form provided

I may be submitted vig mail,
|

(]

hy the
<y e

Secretary. The report
in person, facsimils or encrypted electronic
means. The report shall include the following
' information:

&) reporting provider contact and

| identification ii'.formaiiun,

| {2) ciient identification informaiion;
| (3) type of incident:
! L {d) descriotion of incident,
(5 status of the affort to determine the

cause of the incident; and
| (B) other individuals or authaorities notifieg
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I
| or responding. ;
(b) Category Aand B providers shall explain any i
missing or incomplete information. The provider ;
5

]

|

" shall submit an updated report to all required

repont recipients by the end of the next business

day whenever:

1) the provider has reason to believe that

- iniiination piovided in the reporl inay e

erroneous, misleading or otherwise unreliable; or }

' (2) the provider obtains information

| required on the incident form that was previousiy
Unavailable.

| Hpen requect by the LME  other infarmatian
obtained regarding the incident, including:

(d) Category A and B providers shall send a copy
O Al ieved Hi incideni tepuris o ihe Division of
Mental Heaith, Developmental Disabilities and

 Substance Abuse Services within 72 hours of
i har'nming aware of tha inrident ﬁnfagnry A

providers shall send a copy of all level 111
incidents involving a client death to the Division of

. Health Service Regulation within 72 hours of
| becoming awars of the incident. In cases of
| client death within seven days of use of seclusion

or restraint, the provider shall report the death
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0300 and 10A NCAC 27E .0104(e)(18).

{e) Category A and B providers shall send a
report guarterly to the LME responeible for the
caichment 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 oliows:

(1) medication errors that do not meet the

' I
' (¢) Calegory Aand B providers shall submit, ! ! f
; i '
i
i

‘ N hospital records including confidential

' information; |

({2 feports by other suthorities: and ;
(3) the provider's response to the incident. ( |
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definition of a lovel Il or fevei I incident;

[ (2) resiriciive interventions ihai do noi meei
| the definition of a level || ar level i1 incident:

(3) searches of a client or his living area:
| (4) seizures of client properiy or property in
' the possession of a client:
{5 the total number of leve! Il and ievel H!
| incidents that occurred; and

!

|

|

|

i

I

!

1

1

;’

(6) a statement indicating that there have I
' been no reportable inciderits whenever no i
incidents have occurred during the quarter that f
meet any of the criteria as set forth in Paragraphs fl
!

|
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|
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|

|

[

|
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|

f

I

(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 reviews and interviews, the
taciiity failed to report all Leve! N1 incidents to the
Local Management Entity (LME)Managed Care
' Organization (MCO) responsible for the

- catchment area whers services were provided
within 72 hours of becoming aware of the
incident. The findings are:

- Response Improvement System (IRIS) revealed:
|- Na RIS repoit had been submmitted regarding
ciient #1 being restrained on 8/16/24.

H
Review on 10/3/24 of the North Carolina Incident ]' {
|

| Review on 10/3/24 of the “"Internal Incident !

| Report” dated /17/24 reveaied: i

' - Date of incident: 9/16/24 ’

~arter: Staff #2 _ . 1
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- "Interventions implemented: T herapeutic
NUId...Neid nands,”

.~ "She started throwing stuff and hitting me...|

| held her hands ailil QP (Qualiics Vicliessional

| H#1h imnqna:\ nrsilad e OF rame and eha hirried
.‘ to sit on bed as if nothing happened.”

- Signed by the QF #1 flicenseea

| Interview on 10/2/24 with client #1 revealed:
| - She did not want to talk about the restraint.

Ciisiview o VZIE4 venn Clieint 2 Ievealey,
- - She was in her bedroom and did not see the
. 916124 restraint.

" Interview on 10/2/24 with client #3 revealed:
'~ She was in her badroom and did not see the
| 9/16/24 resiraini.

 Interview on 10/3/24 with staff #2 revealed:
- Client #1 was upset sometime in September
+ 2024 because her dootor had changed her
‘.‘ medication and she wanied to talk to the QP
#1/licensee who was not available whan alisnt #1
' wanted to talk to her.
| - Client #1 started doing property destruction in
! her bedroom and was close to the window.
- She held client #1's hands and guided her to the
| bed where ciient #1 sar down.
| = Client #1 caimed down when QP #1/Licensee
" and QP #2 arrived at the facility.

' Interview on 10/3/24 with the QP #1/Licensee
revealed:

| = [he restraint that staif #2 did on client #1

| occurred sometime in September 2024,

| - She did not complete a leval IHRIS incident
| repert about the restraint
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Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

V. [ iconsee

Re: Annual Survey Completed October 3, 2024

Carter's House, 1606-H Pinecroft Rd., Greensboro, NC 27407
MHL# 041-1187

E-mail Address:_

In Regards to the Annual Survey Conducted at the group home.
What to include in the Plan of Correction

* Indicate what measures will he put in place to correct the deficient area of practice (i.e.
changes

We have retrained all staff in incident reporting using the IRIS system

in policy and procedure, staff training, changes in staffing patterns, etc.).

We have hired a new Supervisor to monitor the licensing facility.

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

All staff have been retrained in incident reporting to prevent this from occurring.

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

The New Supervising Qualified Professional will be responsible for monitoring.

* Indicate how often the monitoring will take place.

Monitoring will ta






