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A complaint survey was
17, 2024, The complaints

plsted on December
re unsubstantiated
{intake #NCO0224845, #NCOD224587).

v Q00
V3B 27(5. 0603

Faciilty has developed and imphernanted written
poticies responding o the level 3.1LH incidents by
rreaking sure the envirgnment of health ant satety
naeds are met acconding to all ndividugls, by

V 366

Deficiencies wera cited,

This facility is licensed for the following service
category. 10A NCAC 27G {1700 Residential
Traatment Staff Secure for!Children or
Aduolescents.

This facility is ficensed for
coensus of 2. The survey
audits of 4 former client,

and currently has &
mpie consisted of

276G 0603 incident Response Requirements

10ANCAC 27G 0603 NCIDENT
RESPONSE REQUIREMENTS FOR
CATEGORY AAND B PROVIDERS

{a) Category Aand B providers shall develop and
implement written policies governing their
response to lavet |, i1 or i jncidents. The policies
shall require the provider fo respond by.

{1 attending to the Heaith and safety needs
of inchividuals invoived in the incident;

{2) determining the ¢ause of the incident;
(3 developing and implemanting corrective
rmeasures according to provider specified

4) developing and implementing measures
to prevent similar incidents according to provider
spovified timeframas not :
&) agsigning persor(s) to be responsible
for irnplementation of the corrections and
preaventive measures;

{6) adhering to confidentiality requirements
sat forth in G.S. 75, Article 2A, 10A NCAC 268,
42 CFR Parts 2 and 3 and 45 CFR Parts 180 and
164, and

the cause and effect in A Bmaly manner.
Diresctor! ard staft will be respongible o making sus |
praventive madsues Wi De chrted o,

incident report.

V 366

Facility wilt provice training to giaff on proper
documentation on when 1 complets an any level
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(7 maintaining entation regarding | o hvikmipiiniulssielionpiiiy
Subparagraphs {a)(1) throggh {(2)(8) of this Rule. informattion, Compieted by copy of fult detals o be ‘
(b) in addition to the requitements set forth in submitied to an internal seview tearm. AR gocuments |
Paragraph (a) of this Rule, ICFMR providers SOUKSfully suppor The incident. ﬁ
shall address incidents as required by the faderal !
regulations in 42 CFR Part 483 Subpart 1. |
{c) In addition to the requitements sef forth in

Paragraph (a} of this Rule, /Category Aand B
providers, excluding ICF/MR providers, shall
develop and implarmant written policies goveming
thedr response to a lavel litincident that ocours
while the provider is deliveding a billable service
or while the client is on thelprovider's pramises.
The policies shall require the provider to respond
by:
4} immediately securing the client record
by
{A) obtaining the clieit record;

{B) making a photocopy;

{8 certifying the copy'’s completeness; and
(D) tranaferring the copy to an internal
raview teasm,
{2) convening a meeo
review tearmn within 24 hou

ing of an internal
s of the incident. The

He incident and who
the chent's direct care or

whin ware not involved in
weara not responsible for

B gather other infor ;

{C) issue writters preliminasy ﬁndmgs of fact
within five working days of the incident. The
prefiminary findings of fact shaft be sent {0 the
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V 368: Continued From page 2

LME in whose catchment
focated and to the LME
i different; andg

D) issue a final wri
owner within three monthg of the incidert. The
final report shall be sent t¢ the LME in whose
catchment area the provider is iocated and 1o the
LME whare the client ragides, if diferent, The ;
final written report shall address the isaues
identified by the internal revi
include all public documerits pertment o the
incident, and shall make récommendations for

Faciity wilt provide documentation to LME joestion of
wihwsra the resident resige. Also proviving
doctmentation , provider agency, lagal guardian, and
tommroqum

prea the provider is
ara the chient resides,

on report signed by the

!
|
i
t

minimizing the octurrence
all documents neaded for
available within three mo

of future incidents, If
ti report are not
hs of the incident, the

LME may give the providet an extension of up to

thres months to submit the final report; and

{3) immediately notifying the following:

{A) the LME responsitie for the catchment

area where the services ate provided pursuant to
Rule .0604;
{B) tha LME where the client resides, if
diffarent;

) the provider age
for maintaining and updating the client’s !
treatment plan, # different from the reporting i
provider; i
(D) the Departmant; /
(E) the client's !egjj:uardian, as

oy with respongibility

apphicable; and

{F) any other authorities required by law.

This Rule 8 not met as e
Basead on record reviews

ced by,
d intarviews the
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V 366 | Continued From page 3

Roview on 12717124 of fo
record ravealad:
- 17 year oid mala,

- Digcharge date of 12113,

raturned later to pick him

the group home after ha @
returnad fater to pick him

the road by staff,
- Local law shforcemant
reported missing.
- Law anforcamaent retrioy

and picked hirm up for a b

V 386

facility failed to document their response to level
1 incidewits. The findings are:

!

Raview on 12/17/24 of facility records from

1024724 - 12/17/24 reveal
incident reports for police dontact.

~ Admission date of 2/17/24.

~ Diagnoses of Gonduct Dik
Mood Oysreguiation Disorder, and Attention
Deficit Hyperactivity Disorder,

interview on 12/17/24 clieny
- Local law enforcement cé
early one morning a coupl

the group home after he

iped and then

interview on 12/17/24 the Director stated:
- Approximately 2 weeks &
sloped from the facility and

ore called and he was

ad FC #3 and brought
him back to the group homs
- Law enforcameant returned
gaking and entering

bd no documented

or cliont (FU) #3's

4,
order, Disruptive

hrlier, FC #3 had
was folkowed down

Iater that evening
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V367,

Continued From page 4

charge that had occurred during the elopement.
- He thought the Qualified Professional {QP) had
entered the incident into tHe North Carolina
Incident Response Improvement System (IRIS)
website,
- He could not locate the incident,

= He understood an incigent report shoulks be
documented for level If incjdents,

27G 0804 Insident Reporing Requirements

(g) Category Aand B pro
levet It incidants, axcapt dea
the provision of billable sevi
consumer is on the provide
incidents and level it deathis involving the clients
to whom the provider rendered any service within

ypted sdectronic
means. The report shall include the following
information:
{1 reporting provide
identification information;
{2) client identificatian information:
&)] type of incident;
&) dascripfion of incident;
{3) status of the effoft to determine the
cause of the incident; and
(8} other Individuals
or responding.
{b) Category A and B providers shall explain any

contact and

e authorities niotified

bl

V 386

V 387
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ghalt submit an updated
report recipients by the end
day whenaver:
{1 the provider has |
information provided in the report may be
arroneous, misteading or dtherwise ynrefiable; or
{2) the provider obtding information
racirad on the incident form that was previously
unavailable,

(¢) Category Aand B pro
upon request by the LME, other inforrnation
obtained regarding the incident, including:

{1) hospital records including confidential

dport 1o ali reguired
of the next business

eason 1o beheve that

iders shalf submit,

information;
{2 reports by other suthorities; and
3 the provider's regponse to the incident.

(d) Category Aand B pro
of ail level Il incident repo
Mental Heaith, Davelopme
Substance Abuse Searvices within 72 hours of
becoming aware of the incident. Category A
providers shall send a copy of all level |1t
incidents involving a client daath 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 rastraint, the provider shalt report the death
immaediately, as required by 10A NCAC 26C
.0300 and 10ANCAC 27E1.0104(e)(18).

{(e) Category Aand 8 providers shall send a
report quartarly {o the LME responsible for the
catchment area where services are provided, :
The report shall be submitted on a form provided |
by the Secretary via electrénic means and shall
include summary informatibn as follows:

(1) medication errorg that do not meet the

iders shall send a copy
5 to the Division of
intat Disabilities ang
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missing or incompleta information. The provider !
i
f

definition of a level I or level il ingident: ‘

() restrictive interventions that do not meet |

]

Divigion of Health Service Regulation ‘
STATE FORM b 4KER1Y #f cordinution sheet 8 of




STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIOM

PRINTED: 01/03/2025
FORM APPROVED

OVIDERSUPPDER/CUA
ENTIFICATION NUMBER:

MHLS8.213

2) MULTIPLE CONSTRUCTION

A, BUK DING:

8. WING

{X3) DATE SURVEY
COMPLETED

121712024

NAME OF PROVIDER OR SUPPLIER
GRACE 4 THE YOUTH LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

3001 NASH STREET NW
WILSON, NC 27896

(X4}
PREFIX
TAG

SUNMMARY STATEMENTIOF DEFICIENCIES
{EACH DEFICIENCY MUST 8 PRECEDED BY FULL
REGULATORY QR LBC IDENTIFYING INFORMATION)

o
PREFIX
TAG

DEFICIENGY)

PROVIDER'S PLAN OF CORRECTION i 3
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROFPRIATE DATE

V367

Continued From page 6

the definition of a level 1]
{3) searches of a cliont or his living area;
{4) seizuras of ol

proparty o property in
the possession of a client;

{5) the total numberiof ieval il and level Hi
incidents that ococurred: &
(8) a statement indi¢ating that there have
been no reportable incidents whenever no
incidents have oucurred during the quarter that
meet any of the criteria as et forth in Paragraphs
{a) and (é) of this Rule ang Subparagraphs (1)

k.

jevel Iil incident;

This Rule is not met as v

- Approximately 2 weeks earlier, FC #3 had
eloped from the facility and was followed down
the road by ataff.

- Local law enforcement
reported missing.

- Law enforcernent retriev

re called and he was

EC #3 gnd brought

i

V367

Pt 10 e subithed,

Adi gtat! bas been propedy trained on thi diffevent kevel
Of inciers. SIaT W 2150 trained o how to mport in
ineiant with the proper details and the Sme frame it
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him back to the group home.
- Law anforcament rety Iater that evening
and picked him up for bredking and entering
« He thought the Qustified Professional (QP) had
entared the incident into the North Carolina
Incident Responsa improvemernt System (IR1S)
websie,
- He could not locate the incident. i
~ He understood an incidenst mgmrt should be |
documented for fevel i | i
|
i
{ |
%
!
¢
i
c
Based on record reviews and interviews the
facility failed to document thair response t level
lf incidents. The findings are:
{
Raview on 12/17/24 of facilty records from
10724124 - 12/17/24 revealed no documented
ncident reports for police dontact,
Review on 12/17/24 of forrher client (FC) #3's
Division of Health Service Regulation
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record ravealed:

=17 year old male.
- Admigsion date of 2/17/24
- Discharge date of 1213/
- Diagnoses of Conduct Di

o
@
=1
=
o
=
-
3
o
2
=
i
%
g
&
b+l
%
g
]
8
=
5

Interview an 12/17/24 clier
~ Local [aw enforcement ¢d
around 3:00am a couple of weeks earfier.

- Law enforcement had brought FC #3 back to
the group home after he eloped and then
ratuwrned later to pick him dp.

interview on 12A7/24 the Directar stated:

- Approximately 2 weeks eadier, FC #3 had
elopad from the facility and was followed down
the road by staff,
- Local law enforcement werae calied and he was
reported missing,

- Law enforcament retrig
him back to the group home. !
- Law enforcement returned later that evening
gnd picked him up for breaking and entering.

~ He thought the Qualified Professional (QP) had
Morth Carolina

i
qd FC #3 and brought |

website,
~ Ha could not loeate the i
~ Ha underetood an incide
documented for level H ing

V 367
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