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| A complaint and follow up survey was completed ﬁé}yza

on April 10, 2025. The complaint was
substantiated (intake #NC00229078).
| Deficiencies were cited.

This facility is licensed for the following service
category: 10ANCAC 27G .5600C Supervised

| Living for Adults with Developmental Disability.
m;"d/aﬂm/ 0’ sadl s Yes

This facility is licensed for 5 and currently has a

~ census of 3. The survey sample consisted of ,yn Criea }% J; & (/ 3)

audits of 2 current clients and 1 former client.

‘ ﬁ&aﬂ e pudading
V 132| G.S. 131E-256(G) HCPR-Notification, C V132 {
| Allegations, & Protection
aa‘«ﬂ
G.S. §131E-256 HEALTH CARE PERSONNEL =7 m??

| REGISTRY ante, C&ZFJM

(g) Health care facilities shall ensure that the

Department is notified of all allegations against 0% ﬁ s ﬁ 1 % y

health care personnel, including injuries of

unknown source, which appear to be related to CM W ; ?9”7 yaay. 7r &W

| any act listed in subdivision (a)(1) of this section.

(which includes: ﬂtﬂaﬁb % -

.

' a. Neglect or abuse of a resident in a healthcare
facility or a person to whom home care services 5/‘ 27) /(4 I
& e re.
as defined by G.S. 131E-136 or hospice services
' as defined by G.S. 131E-201 are being provided. L1V }Ltﬁ”y 7 Ae. beSons,
b. Misappropriation of the property of a resident I
in a health care facility, as defined in subsection ~5Mj"0 # % Af%&‘@
| (b) of this section including places where home ]
care services as defined by G.S. 131E-136 or 72.(4(/%:4',1; MMW
| hospice services as defined by G.S. 131E-201
are being provided. M s /)W
| ¢. Misappropriation of the property of a
' healthcare facility. -# 75 Wk Sadhes sl

\

d. Diversion of drugs belonging to a health care MMM W %

facility or to a patient or client.

e. Fraud against a health care facility or against md;';&ﬁ MM #ﬁﬁ
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| a patient or client for whom the employee is
providing services).

| Facilities must have evidence that all alleged
acts are investigated and must make every effort

to protect residents from harm while the
investigation is in progress. The results of all

| investigations must be reported to the

| Department within five working days of the initial

i notification to the Department.

This Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure an allegation of abuse was
reported to Health Care Personnel Registry

' (HCPR) within five working days. The findings
are:

| Review on 4/7/25 of a personnel record for Staff
' #1 revealed:
i -Date of hire was 4/26/24.

-She was hired as a Paraprofessional.

| Review on 4/7/25 of an in-house incident report
dated 4/26/25 revealed:

| "[FC #1] became increasingly agitated, and

' charged toward [Staff #1]. When [FC #1] charged

' towards [Staff #1] he was able to hit her in the

' face so hard that it caused her nose ring to fly off

| her face. As [Staff #1] attempted to move out of

| [FC #1's] path, he quickly grabbed her again in
the kitchen area and again attempted to strike her

| in the face. [Staff #1] attempted to calm [FC #1]

down by redirecting him to stop and to calm down

asking him questions such as "what's going on,

this is not like you" but he preceded towards her

and wouldn't stop, stating "I'm going to Kill you,

. I'm going to kill you". [FC #1] then attempted to
bite [Staff #1] on the neck multiple of times. [Staff

| #1] kept moving away from [FC #1] encouraging
him to stop and to calm down. Due to the inability
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to safely disengage [FC #1], and by the staff
attempting to cook the frying pan hit [FC #1] in
the face. (a small frying pan intended for meal
prep).”

' Review on 4/7/25 of the North Carolina (NC)

Incident Response Improvement System (IRIS)
dated 3/26/25 revealed:
-There was a level Ill incident report submitted

| 3/27/25 for an incident with FC #1 exhibiting

aggressive behaviors towards staff #1.

| -The report did not identify for the HCPR to be
| notified for the allegations of abuse by Staff #1

towards FC #1.

| -There was no evidence that Staff #1's name had

been reported to HCPR for abuse.

' Interview on 4/8/25 with the Qualified
| Professional revealed:

-She was responsible for reporting incidents to
HCPR.

-She was informed that HCPR did not have to be
notified because FC #1 was no longer at the
facility and was discharged on 3/27/25.

| -She confirmed the agency failed to report the

allegation of abuse to HCPR.

27D .0304 Client Rights - Harm, Abuse, Neglect <

10ANCAC 27D .0304 PROTECTION FROM
HARM, ABUSE, NEGLECT OR EXPLOITATION

| (a) Employees shall protect clients from harm,
| abuse, neglect and exploitation in accordance
| with G.S. 122C-66.

(b) Employees shall not subject a client to any
sort of abuse or neglect, as defined in 10A NCAC

| 27C .0102 of this Chapter.
' (c) Goods or services shall not be sold to or

purchased from a client except through

(Fsyche,
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established governing body policy. '2 t f
| (d) Employees shall use only that degree of force ‘XJ y& ﬁ/m«{ ga /‘f
necessary to repel or secure a violent and - &
s Mo Lkl ensene Had Moy

aggressive client and which is permitted by

| governing body policy. The degree of force that ¢ .

' % necess?ary d‘égendg upon thegindividual mdm" F/M/ %’).
characteristics of the client (such as age, size .

| and physical and mental health) and the degree BC:A# XM //DL/W %

| of aggressiveness displayed by the client. Use of % . .

| intervention procedures shall be compliance with Yy éc CNStasre
Subchapter 10A NCAC 27E of this Chapter. A Y
(e) Any violation by an employee of Paragraphs M"’ﬁ? Y ensd. . Ef CLFH L ik
(a) through (d) of this Rule shall be grounds for L .

~ dismissal of the employee. l.ﬁﬂﬂt)}k_e, ,41 ‘j{% Steste

YAut 4 %0 Ying, rte
e MS;'/%

This Rule is not met as evidenced by: o 7 e la‘”
Based on record reviews, interviews and A& )//0/4&2{ %.
obsevration, one of three staff (#1) abused one of “+

one former clients (FC #1). The findings are: % . [.
it ’%t 79401{
7

Review on 4/7/25 of FC #1's record revealed:
%5 s PSCUH wa

| -Admission date of 2/15/21.
-Diagnoses of Intellectual Developmental {
| Disability (IDD); Schizophrenia; Autism Spectrum ﬁ! m% % ]‘
| Disorder; Hypothyroidism. 4 / .
| Vet bte puotessrDit
Review on 4/7/25 of Staff #1's personnel record ﬂr F .
revealed: %ﬁ. 7%' fw beseel
-Date of hire was 4/26/24. . .
km/zm Her. @ llunerdly
Ganinig o L8 7P Morpla
; 1

Review on 4/7/25 of an Incident Response
Improvement System (IRIS) incident report dated
3/27/25 revealed:
| "At approximately 3:00 PM, [FC #1] returned
home (facility) from his day program. Upon
entering the residence, he placed his lunchbox in
its designated area and greeted staff and peers in
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| his usual manner. Staff began the process of

transitioning [FC #1] for his afternoon routine, F3 A H MM W, ey

which included shower preparation and

medication administration. Staff verbally e w %’/4”1/
prompted [FC #1] to begin gathering his hygiene

supplies and informed him that medication q 2 4 )0/ asd d”

administration would follow shortly. Shortly after

being prompted to prepare for his shower, [FC M m M% M

#1] went to his bedroom. Staff observed [FC #1] -

pacing back and forth and overheard him making d%”kc%@ Laty
/ ’7

verbal threats stating intentions to harm his ) d
mother, grandmother, sister, and others by %‘, .
' stating he wanted to kill them by first 'stabbing ( . ’2 7 fm
and slicing them in the knees.' Staff immediately }Qeo’W/ in SQJ-
| contacted Staff supervisor i S
(administrator/management) to report the ‘%/M'n/‘ ) A& ‘//
concerning behavior and notified her of the plan 7 Z1‘-’
' to administer a PRN (as needed) medication as H—M sl/'l—(o ). bae

| part of crisis de-escalation. [FC #1] was then

redirected to the living room to watch cartoons A!— 3‘4& Dpﬂ'h 4 /.' '

while staff briefly stepped into the restroom. Upon

returning, staff observed [FC #1] engaging in ‘}ﬂ pt S Nz ,&
| conversation with his roommate. [FC #1] was Lot '
heard stating again his intentions of 'I'm going to 7oﬂ7{ ? -%'
kill her,' directed toward staff. Staff calmly . 57, A '
| attempted to redirect [FC #1] to return to the living on. . 7

room area (In effort to ha_ve him watch his fa_lvorite
 thoughi, [FG 1l rohest, became Inciesstron FECA SIgh) rembass haw
| cherged WK Dar g bl G 1TE her i bterr Ingoraectd o s oimpectl;
face so hard that it caused her nose ring to fly off »; ot Lty ,

£

| her face. As staff attempted to move out of [FC
#1's] path, he quickly grabbed her again in the
kitchen area and again attempted to strike her in ﬂﬂ7 WW&VJ

| the face. Staff attempted to calm him down by
| redirecting him to stop and to calm down asking dn A /ﬂ E/Z-Ié/,-y jo//ﬂ. AL

| him questions such as 'what's going on, this is not .
like you' but he preceded towards her and AMM"V VZ Vns Zl/ He
wouldn't stop, stating 'I'm going to Kill you, I'm MSiWM.
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going to kill you.' [FC #1] then attempted to bite

| staff on the neck multiple of times. Staff kept

| moving away from him encouraging him to stop
and to calm down. Due to the inability to safely

| disengage [FC #1], and by the staff attempting to
cook the frying pan hit him in the face. (a small

‘ frying pan intended for meal prep). It did not stop

' him and he continue to charge after her still

stating his intentions of causing her harm stating

'I'm going to kill you, my mama, grandma and

| sister.' A male client [Client #1] intervenes and
pushed him into his room away from the staff. He

| stayed in his room still pacing and stating
verbiage that was not recognizable. He did not
come back out of his room but could be heard

| stating 'I'm going to kill you' over and over again.
Following the incident, [FC #1] was examined by

| the nurse onsite, he was treated for the injuries

he sustained and transported to [a local hospital]

for medical and psychiatric evaluation. Upon

arrival, [FC #1] stated to the hospital staff that he

| wanted to harm himself, his family, and facility

staff, he repeated it with each hospital staff

member that came into the room to speak with

him of his plan. The attending physician was

made aware of the audio recording capturing [FC

#1's] threatening statements. The physician

expressed clinical concern, noting that the

' repetitive content in the recording indicated

ongoing homicidal ideation that could result in

future harm to others. Based on the evaluation,

| [FC #1] was admitted to the psychiatric unit for

‘ further observation and stabilization."

Review on 4/7/25 of the local hospital Emergency
| Department After Visit Summary dated 3/26/25
| revealed:

-"Reason for visit - facial swelling."
! -"Diagnosis - closed fracture of nasal bone, initial
' encounter."”
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independent

living FSCLH

Fayetteville Street Community Living Home

Fayetteville Street Community Living Home (FSCLH) has been an excellent facility
providing care to residents with intellectual disabilities for over thirteen (13)
years. FSCLH reputation have always been strongly supported by Alliance, CARF
and other providers such as community programs. FSCLH accurately support their
staff members upon hire with training to be some successful staff members.
These training are conducted annually and as needed. It is with sadness and
disappointment that this incident occurred that could have caused a staff
member her life as well as interrupting the care of the resident involved in the
situation. FSCLH has reviewed the error of not utilizing the Healthcare registry:
FSCLH is aware of the protocol and will make sure that all protocols are follow
according to our policy and procedure as well as the standards of the State of NC.

FSCLH is fully aware of the purpose of the need to use the Health Care Personnel
Registry (HCPR) but thought that due to the staff member defending the safety of
her life and that the resident was no longer a threat at the facility that it was not
needed. QP did complete an internal investigation and provided the information
to all areas such as Per FSCLH notification the following authorities were notified
the care manager, JP’s guardian, Dr. Chandler (psychologist), Adult Protection
Services, and the police department. FSCLH now understands that regardless the
HCPR should have also been notified immediately to do their own investigation to
substantiate or unsubstantiated the matter. FSCLH will ensure that this error
doesn’t occur again. FSCLH has included a training to ensure compliance.

FSCLH will continue to make sure that at no time will the residents of the home be
violated by their Client Rights-Harm, Abuse or Neglect. FSCLH will make sure that
the clients are protected at all times. FSCLH will maintain thorough accurate
training of all staff members. FSCLH will follow up with all medical reports and
any/all changes as it relates to behaviors. FSCLH will continue to use the safety
training of EBPI and the protocols that comes with that defense. However, only
the degree of force permitted in the safety training will be utilize.



At no time will force be use upon a client that will involve any form of aggression,
hatred, or bitterness.

FSCLH staff members has been informed to immediately call for assistance per
any negative behaviors and to always follow the behavior plans for the resident.
FSCLH will continue with the strong training of staff, annually or as needed per
individual and the need identified. FSCLH will continue with the following staff
training to ensure safety measures are in place at all times including the hiring of
additional staff members.

1. Successful De-escalation

. Understanding forms of abuse
When to call 911

Client Rights

What is safe and what is not

s w N



