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V 000 INITIAL COMMENTS V 000
' A complaint survey was completed on January
| 30, 2025. The complaint was unsubstantiated
| (intake #NC00226126). A deficiency was cited.
' This facility is licensed for the following service RECE\\] ED

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

‘ Living for Adults with Developmental Disabilities.

' This facility is licensed for 3 and has a current Licensuré Sect
census of 2. The survey sample consisted of

| audits of 2 current clients.

DHSR-MH

Vv 367| 27G .0604 Incident Reporting Requirements V 367

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 billable 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

i 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
i missing or incomplete information. The provider
i shall submit an updated report to all required
| report recipients by the end of the next business
‘ day whenever:
(1) 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 authorities; and

[ (3) the provider's response to the incident.

| (d) Category Aand B providers shall send a copy
of all level lll 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 Il

' 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

1 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:
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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 Il
| incidents that occurred; and
(5] 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 reviews and interviews the

| facility failed to ensure critical incident reports

| were submitted to the Local Management Entity
- (LME) within 72 hours as required. The findings
| are:

| Review on 1/30/25 of the North Carolina Incident
| Response Improvement System (IRIS) revealed
the following incident was not reported within the
required time.

- Date of Incident: 1/7/25
‘ - Date Provider Learned of Incident: 1/7/25
| - Date Submitted: 1/23/25
| - Provider Comments: "The staff was accused by
' other staff of yelling at the consumer on
| numerous times, not giving the consumer a bath
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when suppose to, stated that the consumer falls a
lot when she is with this certain staff."

- Incident was reported to local Department of

' Social Services and Health Care Personnel
Registry.

Review on 1/30/25 of Internal Investigation dated
1/11/25 revealed:
| - On 1/3/25, staff #2, staff #3, client #1, and client
#2 all "submitted complaints" to the Group House
| Manager (GHM) "regarding allegations of abuse
and neglect.”
- On 1/4/25, written statements were obtained
- from staff #2, staff #3, client #1, and client #2
regarding allegations of misconduct against staff
| #1 towards client #1.
| - The allegations against staff #1 included a
' failure to assist with showers, completion of
| toileting hygiene, and yelling at client #1.
- On 1/6/25, following the completion of an
' incident report by the GHM and the Housing
| Director, the Qualified Professional (QP) met with
' staff #1 and removed her from working with client
| #1.
- On 1/8/25, the QA/QI (Quality Assurance/Quality
Improvement) Committee reviewed the
aiiegatnons and determined that the GHM had not
| followed proper protocol.
- - The QA/QI committee determined that a level IlI
' IRIS report, Health Care Personnel Registry
| (HCPR) notification, and Department of Social
i Services (DSS) notification needed to be made
and the staff needed to be placed on a 5 day
suspension to conduct a proper internal
investigation.
| - After a review of the statements, it was
| determined that the "staff were not getting along
' and that they were accusing each other of
| different accusations" making it "difficult to take
i the allegations made by them in their statements
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as creditable statements.”
- Staff #1 was determined to not have had any
responsibility with morning hygiene requirements,
as she was working in a day support capacity.
- After completing an internal investigation, it was
“determined that there was not enough evidence
| to find the allegation of abuse and neglect
| substantiated."
' - Staff #1 was "removed from working in the
Group Home with [client #1]"
-The GHM and staff were retrained on their job
| duties and responsibilities.
|
Interview on 1/30/25 the GHM stated:
| - She had been the GHM for a few weeks.
| - Staff brought concerns to her attention about
I staff #1 yelling at client #1 and not showering
| client #1 a few weeks earlier.
- She completed initial interviews and an incident
report upon learning of the incident before turning
it over to her management team to complete an
| investigation.
|
Interview on 1/30/25 the QP stated:
- The GHM first learned of the allegations from
| staff who worked at the facility.
| - Once she learned of the allegations, she input
' the required documentation into IRIS.
| - The team believed that the IRIS report had been
| submitted and did not realize it had not gone
| through until later.
| - Once it was determined that the IRIS report had

| not gone through, it was finalized and completed.
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Appendix 1-B Plan of Correction Form

Pleas complete all requested information and mail completed Plan of In lieu of mailing the form, you may e-mail the completed electronic form
Correction form to: to:
Mental Health Licensure & Certification Section
NC Department of Health and Human Services
2718 Mail Service Center
Raleigh, NC 27699-2718
Provider Name: A Caring Hea.ll't Case Management, Inc. Phone: 910-455-6724
Location: Cameron House Fax # 910-346-5489
Address 101 West Cameron Court, Jacksonville, NC 28546 Provider # MHL 067-205
Provider Contact: Jane Williams, Contracts & Procurement Manager Cell Phone 910-389-0901
E-Mail iwilliams@acaringheartinc.com
Person for Follow-Up: | Jeanine Ethridge- Housing Director Cell-Phone 910-388-4468
E-Mail Jethridge@acaringheartinc.com

Finding Corrective Action Steps Responsible Party Time Line
27G. 0604 1. After being informed of the incident, QP will inform PD and HD about the allegations. e Housing Implementation
Incident 2. staff involved in the allegation will be removed immediately from working with the Director Date:
Reporting member and placed on administrative leave until an internal investigation can be e Program 02/21/2025
Requirements: completed. Based on the outcome of the investigation, disciplinary action will take Director
place, including termination, if applicable. e Qualified | Projected

This rule is not 3. HD willinform and consult legal guardian, if applicable. Profession | Completion
met: The facility 4. Within 24 hours of being notified of the incident, a Complex Needs Team Meeting als Date:
failed to ensure /QA/Ql Meeting will be held to discuss the findings and how to proceed. MCO e Group 02/21/2025 and
crucial incident Coordinator will be notified. Home ongoing.
reports were 5. QA Specialist along with HD, will conduct an internal investigation on the allegations to Manager
submitted to the ensure that the consumer is safe from abuse or neglect.
Local 6. An RIS Report will be completed by the QP within 72 hours of being informed of the
Management allegations. HCPR report will be submitted when IRIS is submitted.
Entity (LME) 7. QP will provide the IRIS report number to the HD. The HD will verify information is
within 72 hours correct, including the supervisor section. HD will submit the IRIS report. HD will save,
as required. The print a copy of the report with confirmation number. HD will ensure a copy of the
findings are: report and confirmation number is sent to the QP and ACHCM incident reports email.

8. HD will contact county DSS to report the allegation.

9. QA Specialist will submit preliminary internal investigation findings to IRIS within 5

days of incident. QA Specialist will update findings on IRIS, if needed.
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