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' A complaint survey was completed on August 28,

| 2025. The complaints were substantiated
(Intakes #NCD0232051, NC00232055 and
NC00232802). Deficiencies were cited.

This facility Is licensed for the following service
category. 10A NCAC 27G .1700 Residential

| Treatment Staff Secure for Children or

| Adolescents.

' This facility is licensed for 4 and has a current
cengus of 4. The survey sample consisted of
audits of 3 current clients.

A sistar facility was identified in this report. The
| sister facility will be identified as sister facility B.

The clients and staff will be identified using the

letter of the facility and a numericatl identifler.

V 106 27G .0201 (A) (8-18) (B) GOVERNING BODY
POLICIES

10A NCAC 27G .0201 GOVERNING BODY

| POLICIES

(a) The goverming body responsible for each

facility or service shall develop and implement

written policies for the following:

(8) use of medications by ciients in accordance

with the rules In this Section;

‘ {9) reporting of any incident, unusual occurrence
or medication error,

| (10) voluntary non-compensated work performed
by a client;

l (11) client fes assessment and collection
practices,

- (12) medical preparedness plan to be utilized in a

| medical emergency;

(13) authorization for and follow up of lab tests;

(14) transportation, including the accessibility of

| V000
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Continued From page 1

emergency information for a client;

{15) services of volunteers, Including supervigion
and requiraments for maintaining client
confidentiality;

(16) areas in which staff, inciuding
nonprofessional staff, recelve training and
continuing education;

(17) safety precautions and requirements for
facllity areas including special client activity
areas; and

(18) client grievance policy, including procedures
for review and disposition of client grievances.
(b) Minutes of the governing body shall ba
permanently maintained,

This Rule is not met as evidenced by:

Based on record review and interview, the facfiity
falled to develop and implement written policies
for transporiation. The findings are:

Review on 7/15/25 of former staff (F5) #10's
personne] record revealed:

= Hired 4/23/25

- Adriver's license issued 3/4/22 and expired
on 3/8/25

Review on 8/13/25 of a police report dated
6/20/25 from a neighboring county Sheriffs
Department revealed:

= .l (officer) gave [FS #10] tickets for driving
without a license...and fictitious tags as | saw him
(FS #10) driving on Ridge road before his arrival
to the group home (facility)..."

Review on 8/13/25 of the facllity’s transportation

V106

V106 ill ensure that
all staff have driver's licenses and
registrations, and that they are
current upon hire and document the
expiration date. Prlor to the expiration
date ill request the renewal of |
the license/ insurance/ tags. This
review will be done quarterly starting
9/27/2025.

Note Staff #10 never had a
discussion with either owner about
his license and registration being
expired.

9/27/26

LM:Ion of H

aafth Service Regulation

STATE FORM

0BXE11 If comtinuation sheet 2 of 48



rvice Regulation

PRINTED: 08/19/2025
FORM APPROVED

“Drivers license checks will be done yearly”
“It is recommended that no client be
transported in personally owned vehicles if a UFN
{United Family Network/Licensee) vehicle is
available."

Guidelines to ensure the UFN vehicles were
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V 106 | Continued From page 2 v 108
| policy revealed: v106 N oty officer 9/27/25

performs visual safety inspections of
all vehicles at least quaterly. A safety
inspection of all cars will be performed
prior to clients ridding in staff car.

- ! document safety

in compliance with motor vehicle laws such as
ansuring vehicles had renewed tags and
inspections and the drivers adhered to ail of the
existing motor vehicle laws and regulations

There were no guidelines to ensure stafls’
personal vehicles were in compliance with motor
vehicle laws and regulations ;

Interview on B8/12/25 clients #1, #2, #3 and #4
reported.

Thay were transported from the UFN office to
the facllity in FS #10's personal vehicle

Interview on 8/25/25 FS #10 reported:
Started working in the facility 3 months ago
and he fransported the clients In his personal
vehicle
Was instructed by the Qualified Professional !
(QP)/Director/Co-Owner #1 to transport the
clients in his personal vehicle
The facility had “a bunch of vehicles"
including a "16 passenger sprinter van”
Staff were not allowed to use the UFN
vehiclas to transporl the clients
His driver's license and vehicle registration
had expired
The QP{Director/Co-Owner #1/Co-Owner #1
knew hig driver's license and vehicle registration
had expired because he told him when he was
hired

The QP/MDirector/Co-Owner #1 took the
iciure of his driver's license and sald "okay, just

-

| A il rtevise

review of staff cars at least quaterly.

'transportation policy to include staff
transporting clients in thier personal
cars. The language prefereed will be
removed. UFN has insurance
covering staff owned/ nonowned
automobiles since we started in 2003.

pl
l get it (driver's license and registration renewals)
slon of Health Regulation
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Continued From page 3

done as fast as possible”

- He started transporting clients 4 to 5 days
iater without renewing his driver's icense or
reglsiration

= The QP/Director/Co-Owner #1 didn't express
any concemns with him transporting the clients
and ha transporled 2 to 3 clients at a time

Interview on 8/18/25 the Associate Professional
(AP)Co-Owner #2 reported:

- Was responsible for completing the hiring
process, but the QP/DirectoriCo-Owner #1 hired
FS#10

- Was rasponsible for reviewing the siaff's
driver's licanse upon hire

~  FS#10 transported clients from the UFN
office to the facility

- Was unaware FS #10's driver's license and
vehicle registration had expired

- Was unaware F$ #10 had fictitious tags on
his personal vehicle

Interview on 7/15/25 the QP/Director/Co-Owner
#1 reported:

- F§#10 was trespassed from the facility on
8/20/25 and terminated on 8/24/25

Interview on 8/18/25 and 8/28/25 the
QPMirector/Co-Owner #1 reported:

- He daveloped the UFN's transporiation policy
and he “"need to change the policy”

-  Staff were allowed to transport clients in UFN
vehicles or their personal vehicles

-  The AP/Co-Owner #2 was responsible for
checking the staff's driver's license when they
were hired

= He was UFN's safety officer, and he
conducled annual "basic visual inapections” on
both the UFN vehicles and the staffs' vehicles

- Ha didn't ingpect FS #10's vehicle prior to FS

V108
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V106 Continued From page 4 V108 ‘

‘ #10 transporting clients and he "1 don't know how I
that (FS #10's vehicle ingpection) slipped

_ through"

|- "We (he and AP/Co-Owner #2) missed it (FS |
#10's expired driver's license and registration)...} |
didn't catch it

- Knew FS #10 transported cllents in his |
personal vahicle i
- Didn't know FS #10's driver's license and

| vehicle registration had expired -

i - Didn't know FS #10 had fictitious tags on his

personal vehicle

- FS #10 didn't tell him his ficense and

! registration had expired when he hired him

V132 G.8. 131E-256(G) HCPR-Notification, V132
Allegations, & Protaction i

G.S. §131E-256 HEALTH CARE PERSONNEL

REGISTRY

{g) Heatih care facilities shall ensure that the

Department is notified of all allegations against

health care personne!, including Injuries of

unknown source, which appear to be related to

any act listed In subdivision {@}(1) of thie section.

{which includes:

a. Neglect or abuse of a resident in a heaithcare

facility or a parson to whom home care services l

as defined by G.8. 131E-136 or hosplce services

as defined by G.S. 131E-201 are being provided.

i b, Misappropriation of the property of a resident

1 in a health care facility, as defined in subsection
{b) of this section including places where home i

| care services as defined by G.S. 131E-136 or : |
hospice services as defined by G.5. 131E-201

: are being provided. |
c. Misappropriation of the property of a |

| healthcare facility.

d. Diversion of drugs belonging to a health care ;

EHIJB“ of Heallh Service Regulation
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facility or to a patient or client,

o. Fraud against a health care facility cr againat
& 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 resulis of all
invastigations must be reparted to the
Depariment within five working days of the Initéal
notification 1o the Department.

This Rule is nof met as evidenced by:

Based on racord review and interview, the facility
failed 1o enaure allegations of abuse and neglecl
ware reported to the Health Care Personnel
Ragistry (HCPR) within § days of being notified.
The findings are:

Review on 7/15/25 of former staff (FS) #10's
parscnnel record revealed:
- Hired 4/23/25

Finding A: V132 United Family Network Inc.
takes abuse, neglect, and exploitation
in any form serlously. This incident
was very complex with many moving
parts, United Family Network will
report all allegations of abuse and

neglect to the Health Care Registry

9/27/25

Review on 7/16/25 of the facility's records
revealed:

- An Incident narrative (no date) written by the
Qualified Professional (QP)/Director/Co-Owner
#1 revealed: “At approximately 9:00 am
672612025 client [client #1) reported 10

[QP/Director/Co-Owner #1)...He (client #1) stated
[FS #10] started joking him..."

-~ Client #1's handwritten statement dated
8/21/25. "...Then another time he {FS #10)...callad
[client #4) fat...”

- Client #4's handwritten stalement dated
6/20/26: "...| also Remember him (F&

#10)...makin rude remarks toward [client #1)..."

~  Client #4's second handwritten statement |

within 5 days of being notified.

mu report allegation in
s and use the HCPR reporting form
in IRIS. This will be monitored per

incident. If an allegation occurs like
this with so many parts other staff will

3
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V132

dated 6/26/25: “[FS #10} came into me and [cllent
#1]'s room...then [FS #10) started... making rude
remarks about his (client #1) height..."

Review on 8/28/25 of the facility's records
reveslad:

- Anincident narrative dated 8/18/25 written by
the QP/Director/Co-Owner #1 revealed: *..,
[QP/Director/Co-Ownar #1] met with [client #1] on
8/15/25 at appraximately 4:30PM. !
[QP{Director/Co-Owner #1] questioned [cliant #1)
about being called 'Lii (jittle) N***r by [FS #10].
(Client #1)] stated that [FS #10] was picking on
him and called him names. He (client #1) said
[FS #10) was horseplaying with them,
[QP/Director/Co-Owner #1] tatked with [client #4)
and questioned him if he had ever been calied
namas by staff or heard anyone calling other
clients' names. [Cliant #4) said he heard [FS #10)
calling him and [cliant #1] names when the
allegation about [FS #10] touching [client #1]
happened.”

Interview on 8/26/25 the HCPR representative
reported:

- Didn't have any reports for FS #10 verbally
abuging clients #1 and #4

Findinp B:

| Reviaw on 7/17/25 of the facility’s records
revealed:
- An investigation narrative (no date}):
- Client #2's handwritten statement dated
| 6/21/26: "he (FS #10} also tried to offer me meth
(methamphetamine) but | said H (h**l) ne..."

Interviews on 7/17/28, 8/12/26 and 8/26/25 the
| HCPR representatives reported:
|- Didn' have any reports that FS #10 offered

Continued From page & V132

. assist to meet the deadlines
| established by DHSR.

vision of Health Service Regulation
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« FS #0 offered him meth but he "never took it
from him bacause | thought it (meth) was laced”

Interviews on 7/15/25 and B8/13/25 client #3
reporied.

= On 6/20/25, he reported to the
QP/Director/Co-Owner #1 that FS #10 "offered”
him meth, but he "didn't want to relapse” and he
"declined”

Interview on 8/18/25 the Associate
Professional/Co-Owner #2 reported:

- The QP/Director/Co-Owner #1 was

| responsible for teporting allegations to HCPR
- Didn't know about clients #2 and #3's
allegstions of being offered meth

Interview on 7/15/25 the QP/Diractor/Co-Owner
#1 reported:

- FS#10 was trespassed from the facllity on
8/20/25 and terminated on 6/24/25

| Interview on 8/18/25 the QP/Director/Co-Owner

| #1 reported;

i- Was responsible for reporting allegations of

i abuse and neglect to HCPR

Didn't raport clients #1 and #4's allegations of

| verbal abuse to HCPR because the name calling
"wasn't anything maliclous"

'~ When he asked client #4, “{client #4] said it
was all horseplayling," he and client #1 were
"shooting the dozena” with FS #10

. FORM APPROVED
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V 132 Continued From page 7 V132
clients #2 and #3 meth
Interviews on 7/15/25, 7/17/25 and 8/13/25 client
#2 roponted:
-  FS#10 "spproached" him "trying to sell meth"
but he "declined”

| Interview on 8/22/25 the QP/Director/Co-Owner
ort of He rice Reguiiion
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V 132 Continued From page 8 C V132
#1 reported: |
. "The clients and [FS #10] were just
horseplaying around"
- Didn't know FS #10 offered clients #2 and #3 ‘

meth
- “Didn't notice” cliont #2's allegation of being ‘

cffered meth in his written statement

- On 6/20/25, "l went eround (the facility) and

asked every client {in the facility) if they were

offered anything other than cigarettes or vapes |
and they said ‘no™

- Planned to start using the Incident Rasponse
Improvement System 1o report allegations to

HCPR

Vv 298 27G .1704 Residential Tx. Child/Adol - Min, V 206
"| Stafing .
10ANCAC 27G .1704 MINIMUM STAFFING
REQUIREMENTS

(8) A qualified professional shall be available by
telephone or page. A direct care staff shall be

able to reach the facility within 30 minutes at all

times.

' {b) The minimum number of direct care staff

required when children or adolescents are

present and awake is as follows:

(" two direct care staff shall be present for
one, two, three or four children or adclescents;
(2) three direct care staff shall be present !

for five, six, seven or eight children or
adolescents; and

(3} four direct care staff shall be present for
nine, ten, eleven or twelve children or
adolescants. H
{¢) The minimum number of direct care staff

during child or adolescent sleep hours Is as
' followa:

L (1 two diract care staff shall bs present
DsTon of Healh Service Regulsiion
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V 286 | Continued From page 9

and one shall be awake for one through four
children or adolescents;

{2) two direct care staff shall be present
and both shall be awake for five through eight
children or adolescents; and

{3 three direct care siaff shall be present
of which two shall be awake and the third may be
asleap for nine, ten, eleven or twelve children or
adolascents,

i (d) In addition to the minimum number of direct

| care staff set forth in Paragraphs {a)-(c) of this
Rule, more direct care staff ahall be required in
the facility based on the child or adolascent’s
Ir:dlvldual needs as specified in the treatment _
plan. |
{e) Each facility shall be responsible for ensuring |
supervision of children or adolescents when they
are away from the facility in accordance with the
child or adolescent's individuai strengths and

| needs as specified in the treatment plan.

]
1
1

_E This Rule is not met as evidenced by:

| Based on obsarvation, record review and

| interview, the facility failed to ensure the
supervision of 2 of 3 audited clients (#1 and #2)
when they were away from the facility in
accordance with the clients' indlvidual strengths
and neads as specified in the clients’ treatment

| ptans. The findings are:

Review on 7/156/25 of client #1's record revealed. |
I - Admitted 70/11

V 206

V296 United Family Network Inc.
does not allow any clients to have
unsupervised time unless it is
documented in the PCP and agreed
fo by his team. This time will be
volunteer time, sports team or work.
If a dient is volunteering, he will be
supervised by staff. if he gets a job
as part of independent living goals

0127125
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.- Age: 18 years old

| - Diagnoses of Attention-Deficit/Hyperactivity
Disorder {ADHD)-Predominantly Inatientive Type
and Oppositional Defiant Disorder (ODD)

‘ - Atreatment plan dated 2/22/25. "Wiil be
transported or provided community

‘ outing/appaintments with at least one staff
member."

Review on 8/13/25 of client #2's record revealed:
| - Admitted 8/27/24
| - Age: 17 years okl
- Diagnoses of Conduct Disorder-Adolescent
Onset Type, ODD-Moderate,
ADHD-Predominately Inattantive Type and
Trauma and Stress Disorder
| . A treatment plan dated 2/12/25: "Willbe
transported or provided community
outing/appeintments with at least one staff
member."

Observation at 11:00am on 8/13/25 the tour of the !
Ministry's warehouse and thrift store revealed:

. The Unitad Family Network (UFN/Licensee)
office and the Ministry were in the. same building

- The UFN office was on the left side of the

‘ building, and the Ministry was located on the right |

side of the building

- There was 8 wall with a shared bathroom that
separated the two businesses

.  Both UFN and the Ministry had their own door
to accass the shared bathroom

- The Ministry's door 1o the shared bathroom
was located on the right side of the Ministry's
warehouse

- The Ministry had a thrift store on the lef side
of warehouse

- There was a wall that separated the

" will be documented in his plan and
staff will discuss it with his treatment
team to come up with what is in the

| client's best interest. The meeting will

! be documented. The staff will meet

with the supervisors on client’s job

and express safety needs. This
meeting will be documented in the
client's record.

It has been the policy of United

Family Network Inc. since 2003 that

no client shall be unsupervised at

any time. No client is volunteering at

ars.
will monitor and

meet with team members to
determine if a client can volunteer or

air behaviors.
ill ensure no clients
are left alone and ensure that all staff

know that clients are not to be left
unsupervised at any time for any
‘reason.

Note: Client #2's team reviewed his
behaviors and decided due to his age
that he needed to have some jcb

| experience. Client #2 worked very
hard when he was volunteering. QP
Simmons discussed it with the team,
and everyone agreed at his team
meeting. This was documented on the
team meeting note but was not put in
his plan. No cne volunteers now.

t warahouse and the thiift store and there was an
opening to allow eccess to both the thrift store
slon of Heal Regulation
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Interview on 8/13/25 client #1 reported:

- Clienis volunteerad at the Ministry at least
once every week

- "Sometimes” all the clients volunteered and
"somealimes” the clients volunteered in small
groups of 3 or 4

- He, client #2 and client #78 were the
“trustworthy people” that volunteered in the
smaller groups

- Clienis becams "trustworthy" by being "goad |

leaders” and "didn't get In trouble”

- Staff didn't leave the clients unsupervised in
the Ministry

= He last volurteared in the Ministry "2 or 3
months ago"

Interviow on 8/13/25 client #2 reported.
- He volunteerad at the Ministry with cliant #1
and client #78
- The clients volunteered "a lot" or "every
couple of days”
- "There was no group home staff" supervising
him, client #1 and client #7B when they
volunteered at the Ministry

"Just {Ministry's Director]...only [Ministry
Director[” supervised him, cllent #1 and client #7B
when they volunteared at the Minigtry
- He, client #1 and client #78B started
voiunteering “wilhout (facility) etaff” during the
"first couple of weeks of summer (2025)"
- He, client #1 and client #7B ware
volunteering the day he stole the alcohol, but he

. couldn't recall the exact date

- He first denled drinking alcohal, but then iater
staled *I'l be honest...| did drink alcohol (vodka).
A whole box {6-pack of mini botties) of alcohol"
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- He, cllent #1 and client #78B left the Ministry
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with the remaining UFN clients that were in the

UFN office to "get lunch”

- Client #3 saw the mini alcoho! botlles in the

. thrift store and told him about it while they were at
lunch

| = “Ikeptit{the location of the alcohol) a |
secret...because another kid (client #5B) was

trying to find the alcchol too”

- When client #2 returned from lunch, he found

and "tock the 2 cases of alcohol" from the

Ministry's thrift store l

- He met client #3 in the shared bathroom and '

gave him 5 mini alcoho! bottles |

- He drank 7 mini alcohol bottles "really fast

...got sick and threw up" in the shared bathroom \

- "I was drunk," but he "didn't nead to go to the
hospital” because he "felt fine and won't drunk no
more" by the time he got back to the faciity

- Staff were in the UFN's office "doing notes
and watching the other clients” when he stole and
drank the mini alcochol bottles

- Recalled staff #3B and the Administrative
Assistant (AA) were working in the UFN's office
the day he stole the mini alcohol bottles

- MHe got caught "2 days later” when a facility
staff found his vomit and the empty mini alcohoi
bottles in the trash can located in the Ministry and
UFN cffice's shared bathroom

- He couldn't recall which staff found his vomit
and the mini alcohol botties

- He admitted to the Qualified Professional
(QP)/Director/Co-Owner #1 that he stole and
consumed alcohol

- The clients were no longer allowed to
volunteer at the Ministry ever since he stole and
consumed alcohol from the Ministry

i Interview on 8/13/25 client #3 reported:
« Cllants volunteered at the Ministry, but they
stopped "a couple of months ago” because
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“[client #2] could have stole alcohol” from the
Ministry

- The clients were suparvised by facility steff
when they volunteared at the Minisiry

- "Someone said he (client #2) threw up at the
gym (UFN office),” but he couldn't recall when the
| incident occurred

- He hasn't ever seen or amelled alcohol on
client #2 at the Ministiry or UFN office

~  “it {client #2 drinking alcohol) was a rumor...it
{the rumor) got o [QP/Director/Co-Owner #1),"
but he didnt know who reported it

~ He later reporied he found mini aicohal
bottles in the back of the Ministry's thrift store and
told client #2 about it

- Chient #2 gava him 5 mini alcohol bottles and
he drank the alcohol in the Ministry and UFN's
shared bathroom

- Client #2 aleo drank the alcohol, "got sick and
thraw up” in the Ministry and UFN's shared
bathroom

- He didn't tell anyone that he also consumed |
afcohol i
- "{ believe" the QP/Director/Co-Owner #1 i
knew he consumed the alcohol, "but I'm not sure” |
= Couldn't recall which staff was working in the |
UFN offica that day, but staff wera inthe UFN |
office when he and client #2 consumed the '
alcohol

interview on 8/13/25 client #4 reported: !
- Clients #1, #2 and client #7B were "the most
trusted ones" that volunteered at tha Ministry
without staff supervision because they were the |
clients "that acted the best”

- Couldn't recall how many times cllents #1, i#2
and client #78 volunteered at the Ministry without
steff supervision

= The clients began volunteanng without staff

V 296

supervision this summer
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- The clients were no longer allowed to
| volunteer at the Ministry because “somecne

(client #2) stole (aicohol)...last month (July 2025)"
;= Client#2 *stumbled on it (alcohot)” by
| “aceldent” in the Ministry's warehouse

"IClient #2) was drinking alcohol...[client #2]

told me...he {client #2) got caught with it
(alcohol)...[@P/MDirector/Co-Owner #1] caught
him"
- "He (client #2) was drunk and was snitched
on to [QP/Director/Co-Owner #1}"
- "The other kids (cients) were plotting. He
(client #2) stole [vodka] bottles. Thay (ctients #2
and #3) were mixing it {alcohol) with [energy
drink]"
- "t (aleohol) was airplane (mini) bottles. There .
: was cases and bags of alcohoi at the (Ministry)
warehouse"

Intarview on 8/13/25 client #58 reported:
- The Ministry Director owned the Ministry
- The clients used to volunteer "every other day |
or on the weekends" '
- The clients last volunteered at the Ministry "a !
month ago”
- The clients stopped volunteering because
“one kid (client #2) was a dummy...they say [client \
#2] drunk alcohol”
- Client #2 "atole a 20-pack of alcohol. Airplane
bottles,” but he couldn't recall when
“[Ciient #2} took the alcohol and threw up in
the bathroom at the (UFN) office...the bathroom
smelled like atcohal”
"Someone told {QP/Diractor/Co-Owner #1] 2

days later,” but he couldn't recall who told him
- He hadn't seen alcohol in the Ministry, but ™l
. wouldn't be surprised" if there was alcohol in the i

Ministry's thrift store :
\ - The Associate Professional (AP)/Co-Owner

#2 escorted the clients to the Ministry's \
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warehouse when they volunteered

"Sometimes it was only [Ministry Director]
watching the cllents” while they volunteered
- "[Cllent #2] worked over thera a long time,
then he did somathing stupid when they (staff) let
their guard down"

Interview on B/18/25 client #78 reported:

- He volunteered at the Ministry with “evaryone
(all UFN clients)”

- Clients didn't volunteer at the Minlstry without
staff supervision

- "Staff (facility staff) was always there (at the
Ministry) and they stayed there the entire time"
the clients volunteered

- Staff #9B was the staff that "typically”
escorted and supervised the clients at the
Ministry

- He wasnt volunteering when cliant #2 stole
and consumed alcohol

- He "didn't hear about client #2] stealing
alcohol” from the Ministry

Interview on 8/12/25 client #86 reported.
~ Voluntesred at the Ministry that was next door
to the UFN office
- The clients were supervised by staff when
they volunteered at the Ministry
- The clients "used to volunleer every day or
every other day” but the Ministry Director "tack a
break with the clients volunteering”
- The cllents siopped volunteering because
“[cRent #2} drunk alcohol from there
(Ministry)...three weeks ago”
«  Client #2 was "intoxicated" and he "threw up"
after he drank the alcohol

Couldn't recall which staff were working or
where ataff were when client #2 stote the alcohol

Interview on B/18/25 client #8B reported.
Division of Health Sarvice Reguation
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. He volunteered in small groups with clients
#1 and #2 end was "always" supervised by staff

| - The AP/Co-Owner #2 and
QP/Director/Co-Owner #1 escorted the clients to
the Ministry's warehouse to volunteer

Interview on 8/20/25 staff #3 reported:

- Was a "floater"

- Worked all shifts in the facility

- He "somelimes” transported the clients from
the UFN office to the facility

- Clienis #1, #2 and client #7B volunteerad at
the Ministry

- The clients "have to be supervised while
volunteering” at the Ministry

from the Ministry

.= Hadn seen any of the clients intoxicated

- Hadn't heard of the clients volunteering at the
Ministry without staff supervision

i Interview on 8/1 8/25 staff #9B reported:
|- Worked inthe UFN office
| = "Certain ones (clients)” voluntesred at the
Ministry "not every day, but every once and a
while"
- Clients # 1, #2, #3, #4 and client #7B
volunteered at the Ministry
- It's "been a while...couple of months" since
the clients last voluntesered at the Ministry
- Didn't know the reason why the clients
stopped volunteering at the Ministry
- "The lady (Ministry Director) usually asks for
.| assistance (volunteers)"
- The Minlistry Director came to the UFN office
ot called the AP/Co-Owner #2 to ask for
. voluntears

- Sha escorted the clients to the Ministry and
| supervisad them while they volunteered
i = She and the clients "stay together in the

"Didn't hear about [client #2] stealing alcohol”

slon ervice Reguletlon
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{Ministry) warehouse...when they (clients) move |

move"

- Hadn't heard about client #2 stealing and
consuming alcohol from the Ministry

= Hadn't heard or witness client #2 vomiting in
UFN and the Minisiry's shared bathroom

interview on 8/13/25 the Ministry's Director
reported:

- Clionts that lived in UFN facitities volunteered
at her Ministry whenever she needed help

- Clients voluntesred at the Ministry with staff
supervision

- "Only" clients #1, #2 and ciient #7B
volunteered without staff supervision because
they had "became trustworthy”

- Clients #1, #2 and client #78 were assigned
“to an adult {Ministry staff)" when they
volunteared without staff supervision

- Clients #1, #2 and client #78 volunteared
without staff supervision “about 5 to 6 times a
week...throughout the summer (2025)"

- Didn't know who gave the clients permission
lo volunteer at the Ministry without staft
suparvision

- The AP/Co-Owner #2 was her "point of
contact" if she ever needed anything

- She knew the QP/Director/Co-Ownar #1, but
she hardly spoke to the QP/Director/Co-Owner #1
- The AP/Co-Owner #2 "never’ discussed
allowing the clients to volunteer with her without
siaff supervision

- S$taff were in the UFN office while the clients
volunteerad

-  Staff escorted the clients over tc the
Ministry's warehouse and "would go back and
forth" from the UFN office to the Ministry’s
warehouse “every 30 minutes to an hour” lo
check on tha clients |
|- Was unaware of clients #1, #2 and client i
Diviston of Heaith Service Reguiation
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| #78's diagnoses or behaviors

- She respected the client's confidentiality and
| only knew things about the clients that the clients
shared with her themselves
- $he "heard about an Incident with [client #2]
{client #2 consumed alcchol), but | didn't know it
occurred”
- Recalled clients #1, #2 and client #7B were
volunteering at the Miniatry the day client #2
consumed the alcohol
- Recalled clients #1, #2 and client #78
volunteered 3 times the week of June 27, 2025
- Recalled client #2 volunteered in the hygiene
saction of the Ministry
- The hygiene section contained "random
items" items like mouthwash and smalt botlles of
hand sanitizer
- Recalled cliant #2 "felt bad that evening (June
27, 2025) and he (client #2) smelled of alcohol”
- The Ministry Director and client #2 were
“working in the hygiene section and {cliant #2]
kept walking past me in this smail walkway
between the table and boxes”
- "l distinctly recall [client #2] smelling like
alcohol that day...| had already cut the fans off (in
the Ministry) and the heat intensified the smell of
the alcohol"
= She dign't report that client #2 smaelled like
aicohol
- Didn't know what client #2 could have
consumed becsusea she didn't have alcohol in the
Ministry’s warehouse or thrift store
- Was unaware of client #2 getting sick and
vemiling in the UFN and Ministry's shared
bathroom
= Client #2 was with staff when hae volunteered
fn the Ministry that day, but she couldn't recall

| who the staff was |
'~ She later reported that client #2 didn't have a

£ 1 staff with him at the Ministry the day she smelied
wision of Heallh Service Regulation
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the alcohol

- Recalled recaiving a call from the
QP/Director/Co-Cwnar #1 and "he
(QP/Director/Co-Owner #1) was asking me
questions about having airplane bottles of
alcchol”

“He was asking a bunch of questions saying
[client #2] got a hold of something, drunk it, got
sick & vomited”
= "The other clienis knew what happened (lo
client #2), but they wouldn't tell him
(QP/Diractor/Co-Owner #1)"

Altempted interviews on 7/17/25 and 8/20/25 with
client #1's Department of Societ Services (DSS)
guardian was unsuccessful because client #1's
guardian didn't retumn any phone calls prior to the
exit of the survey. i

interviaw an 8/20/25 client #2°s former DSS
Guardian reported:

-  Was aware client #2 volunieered at the
Ministry without staff supenvision

- Client #2 had ajready begun volunteering at
the Ministry without staff supervision when the
QP/Director/Co-Owner #1 informed her sbout it
“about a month Into the internship (voluntaering)” |
- The QP/Director/Co-Owner #1 contacted her
“at the beginning of August (2025)" and informed
her "lcliant #2) was discharged from the ;
internship (volunteering) bacause he was drinking
on the job"

Interview on 8/21/25 client #2's current DSS
Guardian reported:

- She found out clieni #2 volunteered at the
Ministry without staff supervision on 7/15/256

= On TME&/26, the QP/MDirector/Co-Owner #1
informed her that client #2 had to atop

! voluntaering at the Minisiry, but she "wasnt i
on Tvice Regulation
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provided specifics on what [client #2] had done or

what the problem was"

- "l don't know if | would have agreed with the

decigion” to allow client #2 to volunteer at the |
Ministry without staff supervision |
- She "would have had concerns with him

volunteering without supervigion due to his past

behavicrs and aggressions with peers

Interview an 8/18/25 the Administrative Assistant
reported:

- Worked in the UFN office

- Clients #1, #2, #4 and client #7B voluntaared |
at the Ministry “2 to 3 times a week" ;
~ The clients were "normally” supervised by
staff when they voluntesred et the Ministry

- Hadn't witnessed clients volunteering at the
Minigtry without staff supervision because the
APICo-Owner #2 and QP/Director/Co-Owner #1
"ascorted" the clients to the Ministry

- Hadn't heard the clients volunteering at the
Ministry without staff supervision

- Was "not 100 percent sure” if client #2 had
ever volunteered at the Ministry without a staff

- Hadn't heard client #2 stole or consumed
alcohol

- Don't recall client #2 vomiting in the UFN and
Ministry's shared bathroom '

Interview on 8/18/25 the AP/Co-Owner #2
reported.

- Was unaware of any client related incidents

at the Ministry

- Didn't know there was alcohol at the Ministry

- Asmall group of clients volunteerad atthe |
Ministry, but the clients "haven't been thers in a
while...months" . |
- Clients #1, #2, "sometimes" #3 and #4

volunteered at the Ministry for 30 minutes to an 1
hour, "once or twice thig year (2025)"

ice Regulaion
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- She escorted the clients to the Ministry to
volunteer whenaever the Ministry Director “call and
ask for help"

- "Most of the time | stay (at the Ministry)" and
supervised the clients when they volunteered

- Clients #1, #3 and #4 waren't left
unsupervised when they volunteered

- Didn't supervise client #2 when he
volunteered because client #2 was the “only”
client that could volunteer without staff
suparvision

- Clisnt #2 started volunteering at the Ministry
without staff supervision this summer

- The Ministry Director assigned one of her
staff to work with clieni #2 for 2 to 3 hours a
"sassion,” twice a week

- Staff went to the Ministry and checked on
client #2 “2 to 3 times that session”

-  Didn't know when client #2 stole the alcohal
from the Ministry

- " know nothing” about client #2 consuming
alcohol

- "[QP/Director/Co-Owner #1) said he (client
#2) stole alcohol from [Ministry Director]”

= Didr't know ¥ client #2 stole the alcohol while
volunteering with the Ministry Cirector

Interview on 8/18/25 the QP/Directar/Co-Owner
#1 reported:

- The clients volunteered at the Ministry
located beside the UFN office

- The clients were "always supervised as far as
{ knew when they volunteered at the Ministry

- Client #1 didn't volunteer unsupervised
because the cllents were "always supervised
when they (clienis) go over there (Minisiry)"

- Client #2 was the "only" client that
volunteered without ataff supervision

- Had a "treaimant team" meeting and "the

! guardian agreed that [client #2] could voluntesr
sion of H
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by himself because it promoted independence” :
- Didn't know where client #2 got tha alcchol !
| from and he "think he (client #2) could have
gotien it (alcohol) from schoof”
- Aclient lold him client #2 consumed alcohol
“two days later " but he couldn't recall who the
client was or when the client told him
- He "pulled him (client #2) aside and he lled
about it (consuming alcohol) at first...then he told
the truth™
- Couldnt recall which staff worked in the UFN
office or which staff transported client #2 to the |
facility the day client #2 consumed alcohol :
- Knew client #2 volunteered that morning and
evening on the day he consumed alcohol, but he |
couldn't recall the exact times he volunteerad
- He worked direct care at the facility the night |
client #2 consumed the alcohol, but he couldn't
racall the exact date
- "4 saw him (client #2) that evening and he
wasnt drunk to me. .| didn't smell alcohol on him" |
"He looked like he was tired or exhausted”
- “One of the kids (clients) said "lock at him
(client #2), he look drunk™ l
- He called the Ministry Director and "she said
she didn't know what [client #2] could have gotien
into”
- He didn't think tha Ministry had alcohol

interviews on B/27/25 and 8/28/25 the

QP/Direclor/Co-Owner #1 reported:

- "[Ministry Director] understood that [client #2]

was supposed to be supervised”

- "We (he and Ministry Director) talked to her

about making sure she is with him (client #2) and

warking side by side with him ...not the people

that do community service

i - He couldn't recall the date he spoke with the

‘ Ministry Diractor .}
- "She (Ministry Director) assured methathe '
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{client #2) would be supervised” when he
volunteered at the Ministry because "she was
supposed to watch him (client #2) herself’
- "She {Ministry Director} musi not have been
watching him {cliont #2)" when he volunteered
"I don't know anything about staff finding
(empty) alcohol botties or throw up in the
bathroom™

Review on 8/28/25 of a Plan of Protection dated
B/28/25 and written by the QP/Director/Co-Owner
#1 revealed:

“What immediate action will the facility teke to
ensure the safety of the consumers in your care?
1. United Family Network will not allow [client #2]
to volunteer at [Ministry] or any other place on
7/14125,

2. All clients are supervised within proper staff
ratios.

3, Supervision on staffing/supervision within the
next two weeks.

Describe your plans to make sure the above
happens,

1. No dlients will be allowed to volunteer
unsupervisad as of 7/14/28.

2, Continue proper supervisiorn/staffing ratios”

The facility served clients with ADHD, QDD,
Conduct Disorder and Trauma and Stress
Disorder. Clients #1 and #2 volunteered at a
Ministry located beside the UFN office. The
volunteered throughout the summer, varying [
between once every week to 5 to 6 days per
week. The facility didn't supervise clients #1 and
#2 when they volunteered at the Ministry. On |
7/12/25, client #2 volunteered without staff .
supervision, Client #2 found 2 8-packs of mini
alcohol bottles that were hidden in the Ministry's
thrift store. Client #2 stole and consumed 7 mini |
; boltles out of the case and gave client #3, a i
Divislon of Fealih Service Re. on
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| 16-year-old, the remaining 5 bottles of alcohol.
The clients cansumed alcohol in the UFN and .
Miniatry's shared bathroom. Client #2 got sick i
from consuming alcohel too fast and vomited.
| This deficiency constitutes a Type A1 rule
| violation for serious neglect and must ba
corrected within 23 days.
V 318 130.0102 HCPR - 24 Hour Reporting V318 This series of investigations were

10ANCAC 130.0102  INVESTIGATING ANC

| REPORTING HEALTH CARE PERSONNEL

| The reporting by health care faciities to the
Department of ali allegations against health care
perscnnet as defined in G.S. 131E-256 (a)(1),
including injuries of unknown source, shall be
done within 24 hours of the heaith care facility

! becoming aware of the allegation. The results of
the health care facility's investigation shall be
submitted ta the Department in accordance with
G.S. 131E-256(g).

This Rule is not met as evidenced by.

Based on recard review and interview, the facility
failed to report allegations of abuse to the Health
Care Personnel Registry (HCPR) for 1 of 1
former paraprofessional staff (former staff (FS
#10)) within 24 hours. The findings are:

Review on 7/15/125 of FS #10's personnel record
revealed.

unlike anything this provider had
ever witnessed or been exposed to.
There was lot of moving parts to the
allegations.

V318 United Family Network Inc. will
report all allegations of abuse to the
Health Care Personnel Registry

r time range.
ili be responsible
or ensuring all incidents are

reported within 24 hours conceming
abuse. If there are many allegations

9127125

again like this, he will assign other
staff to conduct investigations. The
! allegations will be reported in 24
hours.
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STATE FORM “n

0BXEMN H continustion sheat 25 of 46




PRINTED: 09/18/2025

_ FORM APPROVED
ipn
STATEMENT OF DEFICIENCIES X} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING. COMPLETED
c
MHL081-161 B. WING 08/26/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE 2P CODE
1269 RIDGE ROAD
UNITED FAMILY NETWORK AT RIDGE ROAD ANGIER, NG 27601
(4} 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENGY MUST BE PRECEOED BY FULL | PREFWX {EAGH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) S CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V318 Continued From page 25 ' V318
- Hired 4/23/25

Review on 7/16/25 of the facllity records revealed:
= An incident narrative (no date) writtens by the
Qualified Professional (QP)/Director/Co-Owner

#1 revealed: "At approximately 9.00 am
6/26/2025 client [client #1] reported to
[QP/Director/Co-Owner #1) that an employee [FS
#10] touched his inner thigh and rubbed his feg
while talking to him...At first interview 6/21/25
[client #1] soundad like [FS #10] just touched his
thigh after grabbing a blanket off of him...He
(client #1) sald he (FS #10) pulled his covers
back and started rubbing his thigh. He {client #1)
stated he pushad [FS #10] hand off. He also
stated that {FS #10] pulled him off the bed by his
lags onto the floor and they started wrestling...”

- Client #1's handwritten statement dated
6/21/25: "[FS #10] came in my room...and he (FS
#10) rubbed me on my inner thigh and sald [client
#1] get up...Then another time he [FS #10]
y:nked me out of bed...that's when he yanked my
shirt..."

- Client #4's handwritten statement dated
6/20/25. "...1 also Remember him (FS #10) play
hitting...and when [client #1] got fed up he (client
#1} tumed over and drapped the covers over
himself then [FS #10) tried yanking the blanket off
{client #1] while touching his thigh...”

- A second handwritten statement from client
#4 dated 8/26/25: "(FS #10) came into me and
[client #1)'s room...then [FS #10)] started playfully
hit [client #1] with the paper in the head and
making rude remarks about his height and he hit
him again cause [client #1) was ignoring him then 5
[cllent #1] got upset and got up and grabbed a i
shoe and [FS #10] got In a fighting stance and i
then [client #1] laid back down and wrapped |
himself in a blanket and {FS #10] grabbed the
blanket near his inner thigh and iried to rip it off

of Healih Servica Heguiation
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V 368 27G .0803 Incident Response Requirements

V38

| then he walked out the room when he [FS #10]
| realized (client #1) really wasn't playing."

| Review on 7/24/25 of the police report from the
local Sherif’'s Department dated 6/20/125
revealed:

l - "On June 20, 2025, | [Deputy}. responded to

a sexual assault call at 1259 Ridge Road, Angler,

NC...While standing outside waiting for {FS #10]

to show up, [QP/Director/Co-Owner #1] said that

| another boy (client) inside wanted {o talk to me

! about [FS #10]. | spoke to [client #1]...and told me

that [F'S #10) was rubbing on his feg up towards

his private parts last night. [Client #1] alsc made

clalms of [FS #10] trying to rip him out of bed onto

i the floor trying to wake him up.."

Interviews on 7/14/25 the HCPR representative
l reporied.

I. Was notified of client #1's allegations of
abuse on 6/27/25

Interviews on 7/15/25 and 8/28/25 the
QP/Director/Co-Ownes #1 reporied:

. FS #10 was trespassed from the facility on
6/20/26 and terminated on 6/24/25

- Was responsible for reportting allegations of
abuse to the HCPR

- He was investigating and reporting “a lot” of
allegations about sexual assault that he "missed”
reporting client #1's allegation to the HCPR

| V388

10A NCAC 27G .0803 INCIDENT
| RESPONSE REQUIREMENTS FOR
l CATEGORY AAND B PROVIDERS

{a) Category A and B providers shall develop and
l implement written policies governing their

o i ——— e ——— et

] ulation
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response to fevel |, Il or Il incidents. The policies
shall require the provider to respond by:

(1) attending to the heaith and safety needs
of Individuals involved In the incldent;

(2) determining the cause of the incident;
{3) developing and impiementing corractive
measures according to provider specified
timaframes not to exceed 45 days;

{4) develaping and implementing measures
to prevent similar incidents according to provider
specifiad timeframes not to exceed 45 days,

(8) assigning person{s) to be responsible
for implementation of the corrections and
preventive measures;

{8} adhering fo confidentiality requirements
set forth in G.S. 75, Article 2A, 10ANCAC 268,
42 CFR Parls 2 and 3 and 45 CFR Parts 160 and
164; and

(N maintaining documeantation regarding
Subparagraphs (a)(1) through (a}{6) of this Rule.
{b) In addition to tha requirements set forth in
Paragraph (a) of this Rule, ICF/MR providers
shall address incidents as required by the federal
regulations in 42 CFR Part 483 Subpart I.

{¢c) in addition to the requirements set forth in
Paragraph (a} of this Rule, CategoryA and B
providers, excluding ICFMR providers, shall
develop and implement writien policies governing
their response to a level Hl incident that occurs
while the provider is defivering a billable service
ar while tha client is on the provider's premises.
The policies shall require the provider to respond

by:
(0
by:

(A) abtaining the client record;

(8) making a photocopy;

<) certifying the copy’s completeness; and
D} transferting the copy to an irternal

immediately securing the client record

V366

| i
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STATE FORM

wuw OBXE

i continustion shest 28 of 48



Division of Health Service Regulation

PRINTED: 09/19/2025
FORMAPPROVED

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTON IDENTIFICATION NUMBER:

MHLOG1-151 B. WING

{X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
A, BUILDING:

COMPLETED

c

08/28/2028

1268 RIDGE ROAD
UNITED FAMILY NETWORK AT RIDGE ROAD ANGIER, NC 27801

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE

X4) 10 SUMMARY STATEMENT OF DEFICIENCIES [e]
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG

PROVIDER'S PLAN OF CORRECTION xe)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROGS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

V 368 | Continuad From page 28 V 366

review team;

{2) convening a meeting of an internal
review team within 24 hours of the incident. The
internal review team shall consist of individuals
who were not involved in the incident and who
were not responsible for the client's direct care or
with direct profassional oversight of the cllent's
garvices at the time of the incident. The internal
review team shall complete all of the activities as
follows:

(A} reviaw the copy of the client record 10
determine the facts and causes of the incident |
and make reccmmendations for minimizing the
occurrence of future Incidents,

(B) gather other information needed;

<) issue writtan preliminary findings of fact
within five working days of the incident. The
preliminary findings of fact shall be sent to the
LME In whose catchment area the provider s
located and to the LME whaere the client resides,
if different; and

[{0)] issue a final writen report signed by the !
owner within three monthe of the incident. The

| final report shall be sent to the LME in whose

| catchment area the provider is located and to the
LME where the cllent resides, ¥ differert. The
final written report shall address the issues
identified by the internal review taam, shall
includa all public documents pertinent to the
incident, and shall make recommandations for
minimizing the occurrence of future incidents. If
all documents neaded for the report are not
available within three months of the incidert, the

| LME may give the provider an extension of upto
three months fo submit the final report; and

(3 immediately natifying the following;

(A) the LME responsible for the catchment
area where the services are provided pursuant to
‘ Rule 0604,

SEE—————— T}

}
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(B) the LME where the client resides, if
different;

(C) the provider agency with responsibility
for maintaining and updating the client's
treatment plan, if different from the reporting
providar;

{D) the Department;

(E) the client's legal guardian, as
applicable, and

{F) apy other authorities raquired by law.

This Rule is not met as evidenced by:

Based on record review and interviow, the facility
failed to implement policies goveming their
response to incidents as required. The findings
are:

Reviews on 7/16/25, 8/12/25, 8/21/25 and 8/28/26
of the facility's records revealed:
- Investigation reports for the following:

- Client #1's allegations of verbal abuse
and sexual assautt

- Clients #2 and #3 consumed alcohol

- Chents #2 and #3's allegations of being

| offered meth

- Client #4's allegation of verbal abuse
- No documentation of the faclity Issuing a
written preliminary finding of fact to the Local
Management Entity (LME) within five working
days of being notified of the Incidents

interview on 7/15/26 the Qualified Professional
(QP)/Director/Co-Owner #1 reported:
- Former Staff #10 (FS #10) was trespassed

V 366

|

V366 United Family Network Inc. will | 9/27/25
implement all policies governing
incident responses to incidents as

MHI monitor and
ist in incident

investigations/ completions/ follow up
to MCO’s request. Note Information
cannot be given it not received from
other agencies.
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! from the facility on 8/20/25 and terminated on
8/24/26

E
%
|
1 Interviews on 8/18/25 and 8/28/25 the :
QP/Director/Co-Owner #1 reported: |
; - He was responsible for reporting incidents i
and Issuing a written preliminary finding of fact lo |
| the LME .
- He didn't report the incidents or issue a ]
. written pretiminary finding of factto the LME ;
! because of the following: |
| . Hadn't received any raports FS #10
| verbally abused client #1 or #4 .
- When he asked client #4 about the verbal ‘
| abuse, "[client #4) said it was all horseplaying,” he . g
and cilent #1 were "shooting the dozens" with FS |
#10 i
‘ - Client #1 and FS #10 were “joking" and |
| the jokes were “nothing malicious™
- Client #2's consumption of alcohol was a I
level 1 incident because it didn't require any l
| medical attention of the nead for police presance :
| - Clients #2 and #3 "denied” and “still |
deny" that FS #10 offerad them meth
- He was unaware of client #4's allegation ‘
of verbal abuse ']
|

\V 387| 273G .0804 Incident Reporting Requiraments V367

| 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 pramises of level lll
incidents and level Il deaths involving the clients
1o whom the provider rendered any service within
\ 80 days prior to the Incident to the LME

m——

———
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responsible for the catchment arsa where
gervices are provided within 72 hours of
bacoming awatre of the incident. The report shall
be submitted on a form provided by the
Secrelary. The report may be submitted via mall,
in peraon, facsimile ar encrypted electronic
meens. The report shall include the following
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

{6) other individuals or authoritles notified
or resgonding.

{b) Category A and B providers shall expiain any
missing or incomplete information. The provider
ghall submit an updated report 1o all required
report recipients by the end of the next business
day whenever:

{1} the provider has reason o believe that
information provided in the report may be
arroneous, misleading or otherwise unreliable; or
{2) fhe provider obtains information
required on the Incident form that was previously
unavailable.

I {c) Catagory A and B providers shall submit,

| upon request by the LME, other information
obtained regarding the Incident, including:

{1) hospital records including confidential
information; i
{2) reports by other authorities; and

(3) the provider's response to the incident.
{d) CategoryA and B providers shall send a copy
of all level il Inckdent reports to the Division of
Mental Heallh, Devalopmental Disabilities and
Substance Abuse Services within 72 hours of
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| becoming aware of the incldent. 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 10ANCAC 26C
10300 and 10A NCAC 27E .0104(e)(18).

(e) Category Aand B providers shall send a

! report quarterly to the LME responsible for the
catchment area where services are provided.

The report shall be submitted on & form provided

by the Secretary via alectronic means and shaii

include summary information as follows:

{1) medication arrors that do not meet the

definition of a level il or level Il incident,

{2) restrictive interventions that do not meet .
ihe definition of a level il or fevel Il incident;

(3) searches of a client or his living area;

(4) saizures of client property or property in

[ the possession of a client,
{5} the total number of lavel Il and level I
incidents that occurred; and
(6) a statlament indicating that there have
been no reportable incidents whenever no

‘ incidents have occurred during the quarter that
meet any of the criteria as sel forth in Paragraphs

| (a) and (d) of this Rule and Subparagraphs (1)
through (4) of this Paragraph.

l
|
|
I

|
1 This Rule is not met as evidenced by:
| Based on record review and interview, the tacility .
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becoming aware of the incident. Cataegory A
_providers shall send a copy af all level 1)
incidents involving a client death to the Division of
Health Service Regulation within 72 hours of
bacoming aware of the incident, In cases of
client death within seven days of use of seclusion
or reatralnt, the provider shall report the death
immediately, as raquired by 10A NCAC 28C
J0300 and 10A NCAC 27E .0104(e)(18).
{e) Category A end B providers shall send a
report quarterly to the LME responsible for the
catchment area where services are provided.
The report shall be submitied on a form provided
by the Secretary via electronic means and shall
include summary information as follows:
(1N medication arrars that do not mest the
definition of a lavel 1l or level Il incident,
{2) restrictive interventions that do not meat
the definition of a lavel Il or leve! lll incident;
{3) searches of a client or his living area;
4) selzures of client property or property in
the possession of a client;
{6) {ha total number of level il and level lll
Incidents that occurred; and
{6) 8 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 farth 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 review and interview, the facility
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V 387 i vV 367 _
L, S e V367 United Family Network Inc. will | 9/27/25

implement all policies governing
incident responsas to MCO/LME
within the 72 hour time frame, Also if
incidents require 24 hour reporting
that time frame will be met.

I || report all
incidents of abuse to DSS/ CPS,
HCPR, and DHSR. This will be
regardless of who reported it.

_Mi!! give all follow up

information in RIS within 72 hours.

*ill monitor and
assign sl 0 assist in incident
investigations/ completicns/ follow up
to MCO's request. Note Information
cannot be given it not received from

other agencies.
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l 6/21/25: "[FS #10]) came in my room...and he (FS
| #10) rubbed me on my inner thigh and said [client
| #1) get up...Then another time he [FS #10] |
. yanked me out of bed because i said 'are you
‘ allowed 1o say that' when he called [cliant #4] fat.
| that's when he yanked my shirt..."
. Client #4's handwritten statement dated
| 8120/25: "1 also Remember him (FS #10) play |
| hitting and makin rude remarks toward [client #1)] |
' and when [client #1] got fad up he (cllent #1)
turned over and drapped the covers over himsedlf !
. then [F'S #10] tried yanking the blanket off [client
| #1] while touching his thigh..." [
|- Client #4's second handwritten statement ‘
| dated 8/26/25: "(FS #10) came into me and [client |
| #1)'s room...then [FS #10] started playfully hit l
l {client #1] with the paper In the head and making ‘
rude remarks about his height and he hit him -
l agaein cause [client #1] was ignoring him then
’ [client #1] got upset and got up and grabbed &
| shoe and [FS #10] got in a fighting stance and
| then fclient #1) laid back down and wrapped
himself in a blanket and [FS #10] grabbed the
blanket neat his inner thigh and tried ta rip it off
then he walked out the room when he (FS #10]
realized [client #1] really wasn't playing." ‘

i Review on 8/28/25 of the facility's records
revealed:
- An Incident narrative dated 8/18/25 written i
and signed by the QP/Director/Co-Owner #1
revaaled: ".. (QP/Director/Co-Owner #1] met with 1
' [client #1) on B/18/25 at approximately 4:30PM. i
[QP/Director/Co-Owner #1] questioned [client #1)
about being ceiled 'Lil (little) N*** by [F8 #10} I
i {Cllent #1} stated that [FS #10] was picking on [
him and called him names. He (client #1) said -
| [FS #10) was horseplaying with them. |
1
\

| {QP/irector/Co-Ownar #1) talked with [client #4)
i and questioned him if he had ever been called
slon of Health egulation
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PRE]FIx
TAG

SUMMARY ITATEMENT OF DEFICIENCIES
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2] PROVIDER'S PLAN GF CORRECTION (%5)
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V367

Continued From page 35

names by staff or heard anyone calling other
¢lients' names, {Client #4) said he heard [FS #10]
celiing him and [cllent #1} names when the
aliegation about [FS #10] touching [client #1)
happened.”

Finding B:

Interviaw on 8/13/25 client #2 reported:

- "Il be honest...| dig drink alcoho! (vodka). A
whole box (6-pack of mini bottles) of alcohol”

- Client #3 saw the mini alcohol bottles in the
thrift store and told him about it while they ware at
lunch

- He found and "took the 2 cases of aicohol"
from the Ministry's thrift store

= He met client #3 in the shared bathreom and
gave him 5 mini alcohol bottles

- He drank 7 mini alcohol bottles “really fast
..got sick and threw up" in the shared bathroom

- "l was drunk"

- He got caught "2 days later” when a facility
staff found his vomit and the empty minl alcohol
bottles in the trash can located in the Ministry and
UFN office's shared bathroom

Interview on 8/13/25 client #3 reported:

= The clients used to volunteer at the Ministry,
but they stopped "a couple of months ago”
bacause "[client #2} could have stole alcchol”

= He found mini alcoho! bottles in the back of
the Ministry's thrift store and told cliant #2 about it
= Clisnt #2 gave him 5 bottles of alcohol and he
drunk the alcohol in the UFN and the Miniatry’s
shared bathroom

- Client #2 also drank the alcoho!, "got sick and
threw up” In the Ministry and UFN's shered
bathroom

- Hedidn'i tell anyone that he drunk the alcohol
- "l believe” the QP/Director/Co-Owner #1

V367
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knew he consumed the alcohal!, "but I'm not sure”
Finding C:

Review on 8/28/25 of the facility's records
revealed:

- An incident narrative dated 8/18/25 written by
the QP/Director/Co-Owner #1 revealed: "...
[QP/Diractor/Co-Owner #1] met with [client #2] on
8/18/25...[QP/Director/Co-Cwner #1] asked [client
#2] if [FS #10] gave him any drugs or offered him
mathamphetamine. [Ciient #2] again stated that
[FS #10] did not give him methamphetamine..,
[QP/Director/Co-Owner #1] talked with [client #3] !
and questioned him if he had ever bean offered
mathamphataming or any other drugs by [FS

#10). [Client #3] reparted no he had not been
offered any drugs from [FS #10]..." i

_ Finding D:

Raview on 7/17/25 cf the IRIS system revealed:
- Client #3's IRIS report dated 6/23/25
contained the following information;

" Date of incldent: 4/18/25"

* Date Provider Learned of Incident; 8/20/26
- The Incident Comments of client #3's §/23/25
tRIS raport requested the following updates:

- "Advocacy...6/24/25... Awaiting provider
response to Tailored Plan request. Please
conduct and attach the internal investigation upon
completion...Complete the HCPR (Health Care
Personnel Registry) Facility Allegation Section in
its antirety, List the Accused Staff Information,
| what is the status of the accuged staff

empioyment, also detail strategies that will be
implemented to prevent incidents of 8 similar

nature from occurring in the Incident Prevention

saction and attach the HCPR ietter when

received... What is Provider Agency intention for |
lon o ca Regulation
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preventive measures which should include
training...and monitor to ensure health and safely
of all individuats supported. Please document
CNDS ID (Common Name Database System
identification) under the Consumer Information
Treatmant tab.”

- “LME...8/24/25...Please complete HCPR
{ab and upload investigation documents.”

| Interview on 8/12/25 the North Carolina

Department of Health and Human Services
Representative reported:

- Requested updates and information for client
#3's IRIS report but the QP/Director/Co-Owner #1
hasn't provided the requested information yet

- Requested corrections such as correcting the
incident date, the client's Identifying Information
and the facllity’s investigation

Interviews on 7/15/25 and 7/17/25 the
QP/Director/Co-Owner #1 reported;

- FS #10 was trespassed from the facility on
6/20/25 and terminated an 6/24/25

- Was responsible for submitting IRIS reports
- Had to submit "a lot" of reports and he
"thought" he submitted all of the client's IRIS
repons

-  FS#10 and client #1 went “back and forth
joking" and “that's how the allegation started.
Horseplaying"

- He “thought" he reponted client #1's allegation
of physical abuse and sexual assault in (RIS, but
it "slipped through”

Interview cn 8/18/25 the QP/Director/Co-Owner
#1 reported:

- Was rasponsible for reporting level Il
incidents in IRIS and to the LMEMCO

- Was siso responsible for updsting the IRIS
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- He hadn't noticed the requests from the : l
. LMEMCO and the DHHS representative
- Ha was still waiting for information from
Department of Sacial Services and the local i
police
- He put the wrong date on the incident report,
and it was an oversight
- Hadn' received any reports FS #10 verbally l
abused client #1 or #4
- When he asked client #4 about the varbal i
abuse, "[client #4] sald it was all horseplaying,” he
and client #1 were "shooting the dozens" with FS |
#10 ;
- Client #1 and FS #10 were "joking" and the
jokes werae "nothing maficious”
- Client #2's consumption of alcoho! was a
leval | incident because it didn't require any
medical attention or the need for police presence
- \Was unaware client #2 gave alcohal to client
#3 and client #3 consumed the alcohal

Interviews on 8/27/25 and 8/28/25 the
QP/Director/Co-Owner #1 reported:
- 'The clients and {FS #10] were just
horseplaying around”
- Didn't know FS #10 offered clionts #2 and #3
meth

"| didn't notice” client #2's allegation of being
offerad meth in his written statement
- On8/20/286, "| went around (the facility) and
askad avery client if they wera offered anything
other than cigareties or vapes and they said ‘no™ !
- Planned to start using the Incident Response
impravement System to report allegations
- Didnt submit an IRIS for clients #2 and #3's
allegation because clients #2 and #3 "denied” and
“gtill deny" FS #10 offered them meth

Aalen of Heallh Service Regulation
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V 500{ 27D .0101(a-e)} Client Rights - Policy on Rights V 500

10A NCAC 27D 0101 POLICY ON RIGHTS
RESTRICTIONS AND INTERVENTIONS

{a) The governing body shall develop policy that
assures the implementation of G.S. 122C-59,
G.S. 122C-65, and 3.5. 122C-86.

{b} The governing body shall develop and
implement policy to assure that:

(R}] all instances of alfeged or suspected
shuse, neglect or exploltation of clients are
reported to tha County Department of Social
Services as specilied in G.S. 108A, Article 6 or
G.S. 7TA. Article 44; and

() procedures and safeguards are
Instituted In accordance with sound medical
practice when a medication that is known to
present sarious risk to the ciient is prescribed.
Particular attention shali be given to the use of
neurolaptic medications,

{c) In addition to those procedures prohibited in
10A NCAC 27€ ,0102(1), the governing body of
each faciiity shall develop and implement policy
that identifies:

8)) any restrictive intervention that is
prohibited from use within the facility;, and

2) in a 24-hour facillty, the circumstances
under which staif are prohibited from restricting
the rights of a client.

(d) ¥ the goveming body allows the use of
restrictive interventions or if, In a 24-hour facility,
the restrictions of client rights specified in G.S.
122C-82(b) and {(d) are atlowed, the policy shal
identify:

§)] the permitted restrictive interventions or
allowed restrictions;

(2 the individual responsible for informing
the client; and

the dus process proceduras for an

!
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Continued From page 40

involuntary cilent who refuses the use of
restrictive interventions.

(e) if restrictive interventions are allowed for use
within the facility, the governing body shall

develop and implement policy that assures
compliance with Subchapter 27E, Section .0100,
which includes:

(1) the designation of an individual, wha
has been trained and who has demonstrated
competlance to use rastrictive interventions, to
provide written authorization for the use of
restrictive interventions when the original order is
renewed for up to a total of 24 hours in
accordance with the time limits specified In 10A
NCAC 27E .0104(e)(10){E),

(2) the designation of an individual to be
responsible for reviews of the use of restrictive
interventions; and

{3) the establishment of a process for
appeal for the resolution of any disagreement

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to report all incidents of alleged abuse o
the County Department of Social Services (DSS)
for 2 of 4 clients (#¥1 and #4). The findings are:

Review on 7/15/25 of client #1's record revealed:
- Admitted 7/9/11

- Age: 18 years old

- Diagnoses of Attention-Deficit/Hyperactivity
Disorder-Predominantly Inattentive Type and
Oppositional Defiant Disorder (ODD)

Voo

over the planned use of a restrictive intervention. |

\ Review on 7/17/25 of client #4'e record revealed. .

- Admitted 5/2/125

V500 United Family Network Inc, will
report all incidents of alleged or
suspected neglect to the County
Department of Social Services.

9/27/25

ill report all
incidents of abuse/neglect/

exploitation to the County
Depariment of Social Services within
the appropriate time frames.
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RAME OF PROVIDER OR SUPPLIER
UNITED FAMILY NETWORK AT RIDGE ROAD

1259 RIDGE ROAD

ANGIER, NC 27801

STREET ADDRESS, CITY, STATE, ZIP CODE

- Age: 17 years old

- Diagnoses of ODD-Moderate, Posttraumatic
Stress Disorder, Major Deprassive Disorder and
Generalized Anxiety Disorder

Review on 7/16/25 of the facilily's records
revealed:

- Anincident narrative (no date) written by the
Quaiified Professional (QP)/Director/Co-Owner
#1 revealed: "At approximately 8:00 am
6/26/2025 client [client #1] reported lo
(QP/Director/Co-Owner #1)...He (client #1) stated
[Former Staff (FS) #10] started joking him..."

- Client #1's handwritten statement dated
6/21/25: "...Then another time he [FS #10]...called
[client #4] fat..."

- Client #4's handwritten statement dated
6/20/26: “...1 also Remember him (FS
#10)...makin rude remarks toward [client #1]..."

- Client #4's second handwritten statement
dated 6/26/25: "{FF'S #10) came into me and {client
#1]'s room...then [FS #10] started... making rude
remarks about his height..."

Review on 8/28/26 of the facitity’s records
revealed:

- Anincident narrative dated 8/18/25 written
and signed by the QP/MDirectar/Co-Owner #1
revealed: "...[QP/MDirector/Co-Owner #1] met with
[client #1] on 8/18/25 at approximately 4:30PM.
[QP/Director/Co-Owner #1] questioned {client #1}

about being cafled "Lil (little) N****r’ by [FS #10).
{Client #1)] stated that [FS #10] was picking on
him and called him names. He (client #1) sald
[FS #10] was horseplaying with them.
(QPMirector/Co-Owner #1] talked with [cllent #4]
and questioned him if he had ever baen called
names by ataff or heard enyone calling other

clients’ names. [Client #4] ssid he heard [FS #10) :

“vill monitor and
assign sta¥f to assist in incident

to DSS's request. Note Information
cannot be glven it not regeived from
other agencies.
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Hwill give alt follow up |
" information in RIS within 72 hours.
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calling him and [client #1] names when the
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Interviews on 8/27/25 and 8/28/25 the i
QP/Director/Co-Owner #1 reported:

- Didnt report clients #1 and #4's allegations of
verbal abuse o DSS because the name calling
"wasn't anything malicious"

- When he asked client #4, “[cliant #4] said it
was all horseplaying.” he and client #1 were
"shooting the dozens" with FS #10

- "The clients and [FS #10] were just
horseplaylng around"

- Planned to start using the Incident Response
Improvement System to report allegations to DSS

V 512 27D .0304 Client Rights - Hamm, Abuse, Negiect . V612

10ANCAC 27D .0304 PROTECTION FROM
HARM, ABUSE. NEGLECT OR EXPLOITATION
{a) Employees shall protect clients from hamm, :
abuse, neglect and exploitation in accordance

with G.S. 122C-66.

(b} Employees shall nol subject a client to any
gort of abuse or neglect, as defined in 10A NCAC
27C .0102 of this Chapter.

- (¢) Goods or services shall not be soid to or [
purchased from a client except through
established goveming body policy.

{(d) Employees shail use only that degree of force
necessary (o repel ot secure a violent and

aggreasive client and which is permitied by l
| goveming body policy. The degree of force that
| is necessary depends upon the individual : \ J
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allegation about [FS #10] touching (client #1) I
. happened.”
1
Inferview on 8/16/25 the QP/Director/Co-Owner :
#1 reportad:
'« Was responsible for reporting allegations to |
| the DSS
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characteristics of the client (such as age, size
and physical and mental health) and the degres
of aggressiveness displayed by the clienl. Use of
intarvention procedures shall be compliance with
Subchapter 10A NCAC 27E of this Chapter.

{e) Any violation by an amployae of Paragraphs
{a) through (d} of this Rule shall be grounds for
dismissal of the employee.

This Rule is not met as evidenced by:

Basad on record review and interview, 1 of 1
former paraprofessional staff {former staff (FS
#10)) abused 2 of 4 clients (#1 and #4), The
findings are:

Review on 7/15/25 of FS #10's parsonnel record
revealad

- Hired 4/23/25

- Abuse and Neglect fraining certificale dated
4724125

Review on 7/15/25 of cllent #1's record revealed:
- Admitted 7/9/11

- Age: 18 years old _

- Diagnoses of Attention-Deficit/Hyperactivity
Disorder (ADHD)-Pradominantly inattentive Type
and Oppositional Defiant Disorder (ODD)

Review on 7/17/25 of client #4's record revealed:
-  Admitted §/2/25

- Age: 17 years old

- Diagnoses of ODD-Moderate, Postiraumatic
Stress Disarder (PTSD), Major Depressive
Disorder (MDD) and Generalized Anxiety
Digorder (GAD)

Review on 7/16/26 of the facility’s records

V612
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revealed:
«  Anincident narrative (no date) written by the

Qualified Professional {QP)/Director/Co-Owner
#1 roveated: "At approximately 9:00 am
6/28/2025 client [client #1] reported to
[QP/Director/Co-Owner #1)...He (client #1) stated
[FS #10} started joking him..."

- Cliant #1's handwritten statement dated
&/21/25"... Then ancther tima he [FS #10)...called
[client #4] fat...”

- Client #4's handwritten statemnent dated
8/20/25: "...| 2lso Remember him (FS
#10)...makin rude remarks toward [cllent #1)..."

~  Client #4's second handwritten statement
dated 6/26/25: [FS #10] came into me and [client
#1¥'s room...then [FS #10] started... making rude
remarks about his (client #1) height..." I

Raview on 8/28/25 of the facility's records
revealed:

- An incident narrative dated 8/18/25 written

and signed by the QP/Director/Co-Owner #1
revealed: " ...|QP/Director/Co-Owner #1} met with
[client #1) on 8/18/25 at approximalely 4.30PM.,
[QP/Directar/Co-Owner #1] questioned [client #1)}
about being called 'Lil (litlle) N****r’ by [FS #10).
[Client #1] stated that [FS #10] was picking on

him and called him namas. Ha (client #1) said

[FS #10] was horseptaying with them,
[QP/Director/Co-Owner #1] talked with [client #4)
and gquestioned him if he had ever been called
names by staff or heard anyone calling other
clients' names. [Cliant #4} sald he heard [FS #10]
caliing him and [client #1] names when the :
allegation about [FS #10] touching [client #1] '
happened.”

Interview on 7/17/25 client #1 reported:
|- FS#10 "talked junk” to him about the color of

| his skin and called him a “black n*"a..2 ot 3 i [

malth Service Reguiation
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times”

- He became "angry.. jrritated" and "felt some
type a8 way” when FS #10 talked about the color
of his skin

- FS#0 also talied about his height and
cailed him a “short black a®s...2 or 3 times"

- He "felt bad" when FS #10 made comments
about his skin color and height

- Couldn't racall when FS #10 made the
comments, but he didn't report it to anyone

Interview an 7/17/25 cliant #4 reported:

= F8 #10 made comments ebout client #1's
height, but he couldn't recall the comments

- "Butthey (FS #10 and client #1) made jokes
about each other"

- FS#10 made "fat jokes" about him "once or
twice,” but he couldn't recall when

- FS#10 didn't say anything specific, "he Just
sald fat"

- FS#10 also talked about his mother when he
waould call his mother on the phone

- FS M”10 said his "mother sound fine...about 2
or 3 times"

- He thought FS #10 commants about his
mother "was rude”

- He "didn't like him talking about my mother.
but | didn't report It to anyone”

- "Wigh | would have reported it (FS #10's
con}menls about his welight ang his mother) to
staff’

Interview on 8/25/25 FS #10 reported:

- He and client #1 "joked and played araund all
the time"

- Client #1 joked about him nat having any hair
and he "picked on him (clten! #1) about being
short”

- He dkin't use derogatory names towards the
clients

V612
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- " didn't really have too much interaction with

him {client #4) because he had a smart mouth

and a nasty atttude” |
- He didn't joke with client #4 about his weight ]
or his mother

Interviews on 7/15/25 and 7/17/25 the
QP/Diractor/Co-Owner #1 reporned.

- FS #10 was trespassed from the facility on
8/20/25 and terminated on 6/24/25 | E
- FS#10 and client #1 went "back and forth '

joking" and "that's how the allegation started.
Horseaplaying”

Interviews on 8/27/25 and 8/28/25 the
QP/Director/Co-Owner #1 reporied:

- Had a strict "no tolerance” horse play policy
- Staff were not supposed to enter a client's
bedroom untess there was a clienl emargency of {
there was another staff present to be the siaffs
wilness

- \When he asked ctient #4 gbout the varbal
abuse, "[client #4] said it was all horseplaying,” he
and client #1 ware “shooting the dozens” with FS
#10

- Client #1 and FS #10 were "joking" and the
jokes were "nothing malicious”

- Ha spoke with clients #1 and #4 on 8/18/25
and they reported FS #10 did call them names

- Calling the clients names was verbal abuse

Review on 8/28/25 of a Plan of Protection dated
B/28/25 and written by the QP/Director/Co-Owner
#1 revealed:

«  "What immediate action will the facility take to
ensure the safety of the consumers in your care?
- 1. [FS #10) was terminated 6/24/25

- 2. Pravious staffing held discussing neglect,

\ ahbuse, exploitation on 6/22/25.

|« 3. Conduct ancther supervision on neglect, I :
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STATE FORM L) OBXEN ¥ conlinuation shast 47 of 48




PRINTED: 08/19/2025

DEFICIENCY)

FORM APPROVED
¥ RRAN S80viCe Raguls
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUBABER. A BUILDING. COMPLETED
C
| MHLOS1-181 B wing 08/28/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE. ZIP CODE
1289 RIDGE ROAD
UNITED FAMILY NETWORK AT RIDGE ROAD ANGIER, NC 27601
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION X8
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSE-REFERENCED TO THE APPROPRIATE OATE

|
|
V 512| Continued From page 47 [ vs12

abuge, exploitation within two waeks.

- 4. Conduct group with clients on reporting
neglect, abuse, exploitation ongoing (at teast
quarterly and on admission)

'~ 5. Ongoing training on verbal sbuse at
supervisions {monthly)

- Dascribe your plans to make sure the above
happens.

- 1. Continue to monitor clients and reports
from clients of abuse and neglect

= 2. Report incidents of abuse and neglect”

The facility served clisnts with ADHD, ODD,
PTSD, MDD and GAD. FS #10 verbally abused
clients #1 and #4 by making degrading comments
about client #1's skin color and height. FS #10
also made degrading commente about client #4's
weight and inappropriate comments about client
#4's mother, FS # 10 also violated the agencies
no toferance poficy ragarding horseplaying in the
facility. This deficiency constitutes a Type A1 rule
violation for serious abuse and must be correcled
within 23 days.
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