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A OOOl INITIAL COMMENTS

" An annual, complaint and follow up survey was
completed on August 28, 2025. The complaints
ware substantiated (Intakes #NC002321686,
#NC00232168 and #NCQ02326868). Deficiencles

| 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
census of 4. The survey sample consisted of
audits of 3 current clients.

A gigter facility was idantified in this report. The
sister facility will be identified as sister faciiity A.
The clients and staff will be identified using the
letter of the facllity and a numerical identifier.

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

10ANCAC 27G .0201 GOVERNING BODY
POLICIES
(a) The governing body responsible for each
facllity or service shall develop and implement
wiritten policies for the following:
(8) use of medications by clients in accordence
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;
(11) client fee agssessment and collection
practices;
(12) medical preparedness plan to ba utllized in a
| medical emergency;
i {13) authorization for and follow up of lab tests:

V 000

V106

‘ T IVED

a] A
~reT J ?'.:

! {0t Wi Licensure Sect

V10—will ensure 9/27/25
that ali staff have driver licenses and
registrations, and they are current
upon hire and document the
expiration date. Prior to the expiration
will request the renewal of the
license! insurance/ tags. This review
will be done quarterly starting
| 9/27/2025.
NOTE Staff #9 never had a
conversation with either owner about
an expired license/ registration.

Ivision of Health Servica Reguigtion
LABORATORY IRECTOR'S

Vuriied by
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DER/ R REPRESEN' '
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Continued From page 1

{14) transportation, including the accessibility o’
emergency information for a client;

(18) services of volunteers, including supervision
and requirements for maintaining client
confidentiality;

{18) areas in which staff, including

| nonprofassionat staff, receive training and

I continuing education;

(17) sefety pracautions and requirements for
facility areas including special cllent activity
areas; and

(18) client griavance policy, including procedures
for review and disposition of client grievances,
(b) Minutes of the governing bedy shall be
permanently maintained.

This Rule s not met as evidenced by:

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

? Review on 8/12/25 of former staff #9's (FS #8)

| personnel record ravealed:

1= Hired 4/23/25
. Adriver's licenss issued 3/4/22 and expired
on 3/6/25

 Review on 8/13/25 of a police report dated
6/20/25 from a neighboring county Sheriff's
Departrmant revealed:

" | (officer) gave [FS #9) tickets for driving
without a ficense...and fictitious tags as | saw him
(F3 #9) driving on [sister facility's street] before

| hie arrival to the group homae (sister facility)...”

! pe!orms !sual safaty inspections of

Safety Officer 9/27/125
staff vehicles at least quaterly. This is
done for each facllity. A safety
inspection will be done prior to
fan: ing clients.
Il docurment safety
review of staff cars at least quarterly.

_will revise _
ransportation policy to include staff

transporting clients in their parsonal
|cars. UFN has had insurance covering
nonowned automoblles since we
started in 2003.

Giwion T Tlealth Service Reguiation
STATE FORM
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Review on 8/13/25 of the facility's transportation
policy revealad:

- "Drivers license checks will be done yearly'
- "tis recommended that no client be
transported in parsonally owned vehicles if a UFN
{Unitad Family Network, Inc./Licensee) vehicle is
available.”

- Guidelines to ensure the UFN vehicles were
in compliance with motor vehicle laws such as
ensuring vehicles had renewed tags and
inspections and the drivers adhered to all of the
existing motor vehlcle laws and regulations

- There were no guidelines to ensure staffs’
personal vehicles ware in compliance with motor
vehicle laws and regulations

Interview on 8/12/25 clients #1, #2, and #2
reported:

- Thaey were transported from the UFN office ta
the facility in FS #8'e personal vehicle

Interview on 8/25/25 FS #9 reported:

- Started working in the facility 3 months ago

and he transported the clients in his parsonal

vehicle

= Was instrucied by the Qualified Professlonal

{QP)/Director/Co-Owner #1 to transport the

clients in his personal vehicle

= The facllity had "a bunch of vehicles"

Including a "15 passenger sprinter van" {

- Staff ware not allowed to use the UFN

vehiclas to transport the clients

«  His driver's license and vehicle registration

had axpired

= The QP/Director/Co-Owner #1 knew his

driver's licensa and vehicle reglatration had

expired because he told him when he wes hired

- The QPFMDirector/Co-Owner #1 took the ;

picture of his driver's license and said "ckay, just

get it (driver's license and regisiration renewals) |
on of Health Bervice Regulston
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| done ae fast as possible” '

- He started transporting clients 4 to § days
tater without renewing hie driver’s license or
reglstration ;
- The QP/Director/Co-Owner #1 didn't express
any concerna with him transporting the clients '
and he transported 2 t¢ 3 clients at 2 time

Interview on 8/18/25 the Assoclate Professiona!
- (APYCo-Owner #2 reported.

- Was responsible for completing the hiring
process, but the QP/Director/Co-Owner #1 hired |
FS# i
« Was responsible for reviewing the staffs i
driver's licanse upon hire i
- FS #0 transported clients from the UFN office
to the faciity

- Was unaware FS #8's driver's license and
vehicle registration had expired

- Was unaware FS #8 had fictitious tags on his '
personal vehicle i

Interview on 8/11/26 the QP/Director/Co-Ownher
#1 reported:

- FS#9 was trespassed from the facility on
8/20/25 and terminated on 6/24/256 !

Interviaws on &/18/25 and 8/28/28 the !
QP/Diractor/Co-Cwner #1 reported: :
- He daveloped the UFN's transporiation poiicy |
and he "need to change the policy”
- Staff were allowed to transport clients in UFN
vehicles or their personal vehicles .
- The APICo-Owner #2 was responsible for
checking the staffs driver's licanse when they
were hired
.« Hewas UFN's safety officer, and he
conducted annual "basic vieua! Inspectiona” or
baoth the UFN vehiclas and the staffe’ vehicles

i= Feddntins FS#9's vehicle prior o FS
of Healh Service

STATE FORM uw 205441 f continuston sheet 4 of 38




PRINTED: 09/19/2025

FORM APPROVED
iop_of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A. BUILDING: COMPLETED
R
MHL092-708 6. WING 08/28/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY STATE, 2IP CODE
5728 HILLTOP ROAD
UNITED FAMILY NETWORK AT FUQUAY-VARIN FUGUAY VARINA, NC 27626
X4) ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V108, Continued From page 4 V106
#9 transporting clients and he "1 don't know how
that (FS #9's vehicle inspection) slipped through”
] - "We (he and AP/Co-Owner #2) missed it (FS
#9's expired driver's license and registration)...|
didn't catch it"
- Knew FS #9 transported clients in hig .
personal vehicle
- Didn't know FS #9's driver's license and
vehicle registration had expired i
- Didn't know FS #9 had flctitious tags on his y
personal vehicle
- FS #8 didn't tell him his license and
registration had expired when he hired him
V 132| G.S. 131E-256(G) HCPR-Notification, V132

Allegations, & Protection

(3.5, §131E-266 HEALTH CARE PERSONNEL |
REGISTRY

(9) Haalth care facilities shall ensure that the
Department is notified of all allegations against
health care parsonnal, including injucias of
unknown source, which appear to be related to
any act listed in subdivision (a)(1) of this section.
(which includes:

a. Neglact or abuse of a resident in a healthcare
facility or a pergon 1o whom home care services
as defined by G,S. 131E-136 or hosplce services
as defined by G.S. 131E-201 are being provided.
b. Misappropriation of the property of a resident
in a health care facility, as defined in subsection
(b) of this section including places where home
care services as defined by G.S. 131E-136 or
hospice sarvices as defined by G.5. 131E-201
are being provided.

¢. Misappropriation of tha property of a .
healthcare facility.

d. Diversion of drugs belonging to a health care

facility or to a patisnt or lient. |
gﬂmﬂw Regulstion '
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failad to ensure allegations of neglect wore |
reported to the Health Care Personnel Registry |
{HGPR) within 5 days of being notified. The
findings are:

Review on 8/12/25 of formaer staff (FS) #9's i
persanne! record revealed: [
= Hired 4/23/26 i

Finding A:

' Interview on 8/12/25 client #2 reported:

- Shared e bedroom with cllent #3

- He witnessed client #3 and FS #8 “joking [
back and forth” i
- "[Client #3] would say things to [FS #9] anc
[FS #9] would say things back”

- Couldn't recall what FS #9 sald to client #3

but *l believe [FS #8] tatked about (cllent #3]'s
weight"

Interview on 8/12/25 client #3 reported:

- Was in 9th grade

- FS #9 "joked on big pecpie”

- S #8 told him to "weke your fat a's up" orce
- Hetold FS #9 to stop "picking” on him, but FS '
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V 132 Continued From page 5§ | vis2
e. Fraud against a health care facility or against
a patient or cliant for whom the smployee is
previding sarvices).
Facilities must have evidence that all allaged
acts are investigated and must make every effort !
to protact residents from harm while the
investigation is in progress. The results of all
investigations must be reported o the
Department within five warking days of the inilia!
notification to the Dapartment,
This Rute is not met as evidenced by: : V123- United Family Nelwork Inc. 9/27/25
Baged on record review and interview, the facil-ty

takes abuse, neglact or exploitation
in any form seriously. This incident
reported to the investigator by ciient
#3 or dient #2. This was also not
reported by staff member #9. if there
was a report then UFN management
would have conducted an
investigation and report them to DSS,
. DHSR and the Health Care Registry.
| Corractive Actions

A, alks with the
clients al least weekly

ill discuss if there was

any Issues with treatment, I
Fill continue to conduct
tent groups. il

document monthly. Any tinding will be
reported to CPS, DHSR, HCPR.

' Note This abuse was reported to
| DHSR investigator. It was not
‘reported to any staff member of

#9 wouldn't stop :United Family Network.
Biviion of Floelth Sanice Regulalion
STATE FORM uw 205411 ¥ continuation sheet 8 of 38
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- " fasl like | was being bullied (by FS #9)" ever
since FS #9 began working in the facility in April
2025

- FS #9 didn't "bully” anyone else in the facility
- Didn't report FS #9 "picking" on him to any
slaff

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

- Didn% have any reports about FS #9 verbally
abusing client #3

Finding B:

Review on 8/14/25 of the facility’s records
revealad:

- An Investigation narrative dated 6/26/25
written by the Qualifled Professional
(QP)Diractor/Co-Owner #1 revealed: "At
approximately 5§ pm on 8/21/25 cllent [client #1)
was interviewad by [QP/Director/Co-Owner #1)
after an allegation was made by ancther client
{chent #7A) that he was given "Math
{methamphetamine)” from [FS #8) an employes."

Interviews on 7/17/25, 8/12/25 and 8/26/25 the
HCPR representatives reported:

- Didn't have any reports about FS #8 giving
client #1 meth

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

- The QP/Director/Co-Owner #1 was
respongible for reporting allegations to the HCPR
- Was unaware FS #9 gave client #1 meth

V132 Continued From paga 6 V132

v103 [ - rtcd the
investigation about the client receiving
"Meth” from Staff #9. There is no
report of staff member #9 giving "Meth
" to client #1 due to the client not
revieling that he was given "Meth™ by
staff #9. QP irepoﬂed that -
the client denied being given "Meth",
DHSR investigator revealed that she
talked with client #1 and he allegedly
revealed to her that he was given
"Meth" on several occasions and he
the group home. QP
Mquestloned client again after
he was informed of this and he again
denied that he was given "Meth" or

| that he had shot up “Meth”. Client had
| a drug screen and it came up postive

. , | for only cannabis.
Interview on 8/11/25 the QP/Director/Co-Owner i
| Actio
#1 reported: A QP il i
- F8 #2 was trespassed from the facility on o will report al
| 6720725 and terminated on 6/24/25 tincidents in a timely manner to IRIS
0N 01 Ho atlon '
STATE FORM “n 205411 # contirustion sheet 7 of 36
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V 132{ Continued From page 7 | ViZ | CPs, and HCPR.
Interviews on 8/18/25 and 8/28/25 the !
QP/Director/Co-Owner #1 reported: '
-  Was responsible for raporting aflegations to !
the HCPR
- On 6/20/25,client #7A reported FS #9 gave
client #1 meth, but cllent #1 denied it
- He reported client #1's allegations to the
HCPR on 6/26/25
- He attachaed the incldent narrative to the
HCPR 24-hour report and faxed it to the HCPR
- Didn't know about client #3's ailegation of
abuse
- Hadn't received any reporis that clients were |
being “picked on or bullied” by F8 #9 |
- DidnY recall the Division of Health Service |
Regulation Surveyor reporting client #3's |
allagation of verbal abuse on 8/18/25
V 208 27G 1704 Residential Tx. Child/Adol - Min, V208 V296- United Family Network Inc. 9/27125
Staffing : Does not allow any client to have
10ANCAG 27G .1704 MINIMUM STAFFING unspervised time unless i is
REQUIREMENTS ; dooume.nted in the PCP and agreed
(a) A qualified professional shall be available by on by his team. All clients are
telephone or page. A diract care staff shall be supervised at all times. If a client
:::: sto reach the facility within 30 minutes at al. volunteers then he shall be
(b) The minimum number of direct care steff :supewlsed by staff. If he gels a job as
required when children or adolescents are .paft of independent lving goal {cllents
present and awake is as follows: aging out of services) then itis
1) two direct care staff shall be present ‘or - documented in his plan and staff
one, two, three or four children or adolescents; | discuss it with his treatment team to
{2) three direct care staff shall be present com with what is i
for five, six, seven or eight childran or e up atis in the best
adolest':ent.s-. and intrest of the client. This meeting will
(3) four direct care staff ah.“ be prgaem hr g Ibe documented. The Stﬂﬂ. Wi" meet
nine, ten, eleven of twelve children or with the supervisors of the ¢lient on
adolescents. # lhae job and express safety needs.
L;w—rmmm
STAT:'FORM " 208411 It convauntion sheet 8 of 38
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{c) The minimum number of direct care staff
during child or adolescent sleep hours is as
follows:

&) two direct care staff shail be present
and one shall be awake for ona through four
children or adolescents;

(2) two direct care staff shali be present
and both shall be awake for five through sight
children or adolescents; and

{3) three direct care ataff shall be present
of which two shall be ewake and the third may be
asleep for nine, ten, eleven or twelve children or
adolescents.

(d) In addition to the minimum number of direct

| care slaff set forth in Paragraphs (a)-(c) of this
i Rule, more direct care staff shall be required in

the facility based on the child or adolescent’s
individual needs as specified in the treatment
plan.

{e) Each facllity shall be responsible for ensuring

. supervision of children or adolescents when they
i are away from the facility in accordance with the

child or adolescent's individual strengths and
needs as epecified in the treatmant plan,

This Rule is not met as evidenced by:

Basad on record review and interview, the facility
failed to ensure the supervision of 1 of 3 audited
cllants (#3) when they were away from the faciiity
in accordance with the clients' individual strengths
and needs as specified in the clients' treatment
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V 298| Continued From page 8 V 296

This meeting will also be documented
in the clients record.

. It has been the policy of UFN since
2003 that no client shall be
unsupervised at any time. For the
past two months no client has

ossing All Borders.

Mill monitor and
maeet with team members to
determine if a client can volunteer or
work based on their behaviors.

il ensure no clients
are loft alone and ensure that all staff
know that clients are not to be
unsupervised at any time for any
reason.

plan. The findings are:
OIvialon of Health Service Rex

slon of Healtn Servica Regulstion
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Continued From page 9

- Admitted 7/18/24

- Age: 15 years old

. Diagnoses of Oppositional Defiant Disorder

(CDD), Attention-Deficit/Hyperactivity Disorder

(ADHD)-Combined Type by History, Other

| Specific Trauma and Stressor Related Disorde-
and Disruptive Mood Dysregulation Disordes

(DMDD)

- Atreatment plan dated 7/11/26: "Wiil be

transported or provided community

| outing/appointments with at least one staff

! member."

interview on 8/13/26 client #1 reported: _
- The Ministry Directar owned the Ministry |
- The clients used to volunteer "every other day |
of on the weekends" i
- The clients stopped volunteering "a month
agoll

- The Associate Professional (AP)/Ca-Owner
#2 escorted ihe clients to the Ministry's
warehouss when they volunteered

- “Bormetimes it was only [Ministry Director}
watching the clients” while they volunteered

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

- He volunteered at the Ministry with "everyone |
(?III Un;led Family Network, Inc. (JFN/Licensee)
clients)"

- Clients didn't volunteer et the Ministry without
staff supervision

. "Staff (faclity stafl) was always there (at the
Ministry} and they stayed there the entire time"

the clients volunteered :
- Staff #8 “typically” escorted the clients to the
Ministry and supervisad the clients while they
volunteerad

: V298

Review on 8/12/25 of client #3's record revealed:

egulation
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Interview on 8/13/25 client #5A reported:

- Clients volunteered at the Ministry at least
once evalry waeek

|- "Sometimes" all the clients volunteerad and
! “sometimes” the clients volunteered in small
groups of 3or 4

- He, client #3 and clieni #6A were the
"trustworthy people {(clients)" that volunteerad in
the smaller groups

- Clients became "trustworthy” by being “good
leaders" and "didn't get in trouble”

-  Staff dldn't leave the clients unsupervised in
the Ministey

- He last volunteered in the Ministry "2 ar 3
months ago”

+

interview on B/13/25 client #8A raported:

- He volunteered at the Ministry with client #3
and client #5A

- Tha clients volunteered "a lot" or "avery
coupie of days”

- "There was nc group home steff’ supervising
him, client #3 and client #5A when they
volunteared at the Ministry

- "Just [Ministry’s Director]...only [Ministry
Director]” supervised him, ciient #3 and client #5A
when they volunteered at the Ministry

- He, client #5A and client #3 started
votunteering "without (facility) staff’ during the
“first couple of weeks of summer (2025)"

Interview on 8/13/25 client #8A reported: |
- Clients #3, #5A and #6A were "the most

trusted ones (clients)" that volunteered at the

Ministry without staff supervision because they

waere the clients "that actad the best”

- Couldn't recall how many times cllents #3,

#5A and #8A volunteerad at the Minlatry without

\ staff suparvigion i

- The clients began volunteering without siaff t |
sion of Hea Regualon
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supervision thls summer

interdew on 8/20/25 staff #1 reported:

- Was a "ficatet”

- Worked ail shifts in the facility

- Clisnt #3, cllent #5A and client #6A
volunteerad at the Ministry

- The "clients have to be supervised while
volunteering” at the Ministry .
~ Hadn't heard of the cllents voluntearing at the
Ministry without staff supervision

Interview on 8/18/25 staff #8 reported.

- Worked in the LIFN office

- "Certain ones (cllents)" volunteered at the

MI?;:W "not every day, but every once and a '

M‘ "

«  Clents #5A, #8A, #7A, #8A and client #3

volunteered at the Ministry

- It's "been a while...couple of months" since

the clients last volunteered at the Minlstry

- Didn't know the reason why the ¢llents no

longer volunteered at the Minlstry

- "The lady (Ministry Director) usually asks for

assistance (volunteers)” I

- The Ministry Director came to the UFN office

or called the AP/Co-Owner #2 to ask for

volunteers whenever she nesded help

-~ She escorted the clients to the Ministry anc

| supervised them while they volunteered

{ = She and the clients "siay tagether in the
(Ministry) warehouse...when they (clients} move |

move" ;

Interview an 8/13/25 with the Ministry Director
revealed:

- Chients that lived in UFN faciiities volunteered .
at har Ministry whenever she needed help i
- “Only" client #3, client #8A and client #6A i

volunteered without staff supervision because i i_
g on

STATE FORM L 208411 ¥ continustion shaet 12 of 38
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they had "hecame trustworthy"
- She assigned client #3, client #5A and client i
#6A “to an adult {(Ministry staff)" when they
volunteered without staff supervision

- Clients #3, #5A and #6A volunteered without
staff supervision "about 5 to 6 times a
week...throughout the summer (2025)"

- Didn't know who gava the clients permission

| {o volunteer at the Ministry without staff
supervigion

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

- She knew the Qualifiad Professional
(QP)Director/Co-Owner #1, but she hardly spoke
to the QP/Diractor/Co-Owner #1

- The AP/Co-Owner #2 “"never” discussed

, allowing the clients to volunteer with her without
staff supervision

-  Staff were in the UFN office while the clients
voluntesred at the Ministry

-  Staff escorted the clients over to the
Ministry's warehouse and "would go back and
forth” from the UFN office to the Ministry's
warghouse "every 30 minutes to an hour” to
check on the clients

Attempted Interviews on 7/17/25 and Bf20/25 with
client #3's Department Of Socigl Services
Guardian was unsuccessful because client #1's
. guardian didnt return any phone calls prior to the
| exit of the survey.

interview on 8/18/25 the Administrative Assistant
reported: |
- Worked in thae UFN office during first shift

- Clients #3, #5A and #8A volunteered at the

Ministry "2 to 3 limes a week”

- Thae clients were "normally” supervised by

staff when they volunteerad at the Ministry

- Hadn't witnessed clients volunteering at the i
slon of Heal Reguiation
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Ministry without staff supervision bacause the '
AP/Co-Owner #2 and QP/Director/Co-Owner #1 ‘
"ascorted” the clients to the Ministry

« Hadn't heard the cliants velunteering at the

Mindstry without staff supervision |

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

- Asmal group of clients volunteared at the
Ministry, but the clients “havent been there in a
whils...months”

- Clients #3, #5A and #6A volunteered at the
Ministry for 30 minutes to an hour, “once or twice
this year (2025)"

- She escorted the clients to the Ministry to
volunteer whenever the Ministry Director “call and
ask for help" '
- "Most of the time | stay (st the Ministry)" and
supervisad the clients when they volunteered :
. Cliant #3 wasn't left unsupervised at the !
Ministry :

Interview on 8/18/25 the QP/Director/Co-Owne-

#1 reported:

- The clients volunteerad st the Ministry that

was located baside the UFN office |

« The cllents were “always supervised as far as | )
| know” when they volunteered at the Ministry |

e+ — i — . —

" Interview on 8/28/25 the QP/Director/Co-Owner
| #1 reported:

= He was "at the office (UFN) every day” anc
| client #3 didn't volunteer at the Ministry without
staff supervision

| Review on 8/28/25 of a Pian of Protection dated
872825 and written by the QP/Director/Co-Owner
#1 rovealed:
"What immediate action wiii tha faclity take to
| ensure the safety of the consumers In your care? | '

son 8
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2. Clients are not unsupervised at any time
unless the taam agrees (since (illegible word}),
since 2003.

3, UFN will not allow any clients to volunteer
(7114/25)

4, Training with staff on proper supervisions of
! clianta within next two weeks.

Describe you plans o meke sure the above
happens.

1. Continue staff supervisions at state mandated
levels gince 2003,

2. No client will voluntear unsupervised"

The facility served a client with ODD, ADHD,
DMDD and Other Specific Trauma and Strassor
Related Disorder. Client #3 was 15 years old.
Client #3 volunteered at a Ministry located beside
the UFN office, The facility did not ensure client
#3 was supervised while volunteering in the
warehouse of the Ministry, Client #3 volupteered
throughout the summer, varying between once
every week {o 5o 6 days per week. This
' deficiency conslitutes a Type B rule viclaetion
which ie detrimental to the health, safety and
- welfare of the cilents and must be corrected
within 45 days.

A 310’ 130 .0102 HCPR - 24 Hour Reporting V318

10ANCAC 130 .0102  INVESTIGATING AND
REPORTING HEALTH CARE PERSONNEL

The reporting by health care facilities to the
Department of all allegations against health care
personnel as defined in G.S. 131E-258 (a){1),
including injuries of unknown source, shall be

! done within 24 hours of the heaith care facllity
becaming aware of the allegation. The resuits of

|
DVislon of Heslh Service Regulation
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1. UFN always has minimum staffing numbers
{current)
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the health care facility's invastigation shall be
submitted to the Department in accordance with
G.S. 131E-256(g).

| This Rule is not met as evidenced by: :
| Based an record review and interview, the facility '
failed to report allagations of abuge to the Health
Care Personnel Registry (HCPR) for 1 of 1

former paraprofessionst staff (FS #98) within 24
hours. The findings are:

Review on 8/12/25 of FS #9's parsonnel record '
revealed: !
- Hired 47123725

Review on 8/13/26 of the facility's records _
revesled: I
- Anincident narrative dated 6/26/25 written by |
the Quallfied Professional i
(QP)/Diractor/Co-Owner #1 revealed: "At |
approximatety 5 pm on 8/21/2% client [client # .
was interviewed by [QP/Director/Co-Owner #17... ;
 {Client #1] admitied that {FS #8] gave him
cigarettes and nicotine vapes... ;
1GP/MDirector/Co-Owmer #1] instructed him to write |
a sistement regarding this. Upon picking up his
‘ statement {QP/Director/Co-Owner #1] cbserved

|

that he stated that employee [FS #9] asked him
two times to suck his penis. He also stated that
he refused and told [FS #8] that he could not suck
his penis... "

- Client #1's handwritten statement dated
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This series of Investigation was unlike
| anything this provider has ever been
exposed to or had to deal with. There

were so many moving parts to this
investigation.

V318 United Family Network Inc. will
report allegations of abuse to the
Health Care Personnel Registry within
the 24 hour time frame.

927125

; Il be responsible for
reporting incidents of abuse. If there

are multiple incidents at one time
il asign another staff
ate the alleged abuse. This

will be reported within 24 hours.

bereTor T Fisalis Sercica Rogdeion™
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6/21/25: "When | was in {FS #9] car he let me
smoke cigarettes and he has gave me a Nicoting
Vape hefore, Ha (FS #9) also on 2 occasions
Talked To me about sucking my Panis, after | gaid
no he Kapt on coming In my room asking.”

Interview on 7/14/25 the HCPR representative
reported:

Was notified of client #1's allegalions on
6/26/25

interview on 8/11/25 the QP/Director/Co-Owner
#1 raported:

FS #0 was trespassed from the facility on
6/20/25 and terminated on 6/24/25

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

Was responsible for reporting allegations of
abuge to the HCPR

Didnt have an explanation for why client #1's
allegation of abuse was reported late

Planned to use the incident Reporting
Improvement System to report allegations to the
HCPR

27G 06803 Incident Response Requirements

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

(a) Category A and B providers shail develop and |
implement written policies governing their
response to levei |, I or Hl incidents. The policies
shall require the provider to respond by:

)] attending to the heslth and safety needs
of individuals invelved in the incldent;

(2) determining the cause of the incident;
{3) developing and Implementing corrective

| V386

'
th Service Regulstion
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v 386 | Continued From page 17 ! vaes

measures according to provider specified |
timeframes not to exceed 45 days;

) developing and implementing measures
to prevent similar incidents according to provider
specified timeframes not to exceed 45 days;

(&) assigning person(s) to be responsible
for implamentation of the corrections and 0 !
preventive measures;

()] adhering to confidentiaiity requirements |
set forth In G.8. 75, Article 2A, 10A NCAC 268 .
42 CFR Parts 2 and 3 and 45 CFR Parts 160 and |
164; and

7y maintaining documentation regerding .
Subparagraphs (a)(1) through {(a)(8) of this Rule. |
(b) 'n addition to the 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 1. i
(c) In addition to the requirements set forth in
Paragraph (a) of this Rule, Category AandB i
providers, excluding ICF/MR providers, shall .
develop end implement written policies govermnng
their response to a lavel Il incident that occurs !
while the provider is delivering a billable service ;
or white the client is on the provider's premises. |
The policies shall require the provider to respond :

|

by:
{1 immediately securing the client record
by:

¥

(A obtaining the client record;

' (B) making a photocopy: .

{C) certifying the copy’s completeness; and
(D) transferring the copy to an intemnal
review team:

1 2) convening a meeling of an internal

| review team within 24 hours of the incident. The

i intemal review team shall consist of individuals

| who were not invalved in the incidant and who

i were not responsible for the client's direct care ar

onof B ce Regulstlon
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V 366 Continued From page 18

with direct professional oversight of the client's
services at the time of the incident, The internal
raview team shall compiete all of the aclivities as
follows:

(A) review the copy of the client record to
deatermine the facls and causes of the incident
and make recommendations for minimizing the
occurrence of future incidents;

{B) gather other information needed:;

{C) issue written 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 tha provider is
located and to the LME where the client resides,
if different; and

{D) issue a final written report signed by the
owner within three months of the incident. The
final reper shall be sent to the LME in whose
catchment area the provider is located and to the
LME where the client resides, if differant. The
final writtan report shall address the issues
identified by the Internal review team, shall
include ail public documents pertinent to the
incident, and shall make recommendations for
minimizing the occurrence of future incidents. if
all documents naedad for the report are not
available within threa months of the incident, the
LME may give the providar an extension of up to
three months to submit the final report; and

{3 immediately notifying the following:

{A) the LME responsible for the catechment
area where the services are provided pursuant to
Rule .0804;

1 (B) the LME where the cllent rasides, if

| diffarent;

{C) the provider agency with responsibility

| for maintaining and updating the client's

1 treatmaent plan, if different from the reporting

V 366

| provider; J
BivisTon of Health Senvice Regualion
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(v} the Department;
(E} the client's legal guardian, as
applicable; and i
(F any other authorities required by law. |
Thieegute is not met as evidde?oed ?y. " Z United Family continues to assert
Based on record reviews and interviews, the ' that we cannot report incidents that
facility failed to implement policiss governing their | . .
response to incidents as required. The findings i we are L'lna.ware of. This series Of.
i . events/ incidents was overwhelming
to the provlder.mil
:zivlm on erg 2126, 8{2;!25 and 8/28/25 of the delegate staff to assist in conducting
ity's records revealed: investigations and incident reporting
I-nc “:xte;hgaﬂon reports for the following tevel :ll E to ensure compliance with
. Client #1's allegation using meth that | guidelines.
former stefl #9 (FS #0) gave him _
- Client#3's allago?ﬂon of vlerblai abuse V366 United Family Network Inc. will
- Nodocumentation of the facility lssuinga implement all policies governing
written preliminary finding of fact to the Local : ;
Management Entity (LME) within five working | :""'d.e“g responses to incidents as
| days of belng notified of the incidents e
; ill monitor and
\nterview on 8/12/25 the Qualified Professiona!l | assign staft to assist in incident
(QP)FlglgtorICg-eOwnegxfmwae:; y investigations/ completions/
- was trespassad from the facility on reporting/ follow up to MCO's
6/20/25 and teminated on 6/24125 request per incident. *Note: No
intarviews on 8/18/25 and 8/28/26 the - follow up information can be given if
! QP/Director/Co-Owner #1 raported: ;repons have not been received from
i+ He was responsible for reporting incldents collateral sources (DSS/CPS/HCPR,
and Issuing @ writen preiiminary finding of fact to | lbHSR)
| the LME )
! - He reported the preliminary finding of factio , !
slon © on Reguiation
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Continued From page 20

the LME when he submitted client #1's Incident
Response improvement Systam (IRIS) report on
68724125

- He attached the Invastigation narrative 1o the
IRIS report when he submitted it

- He later reported that he “thought” he
attached the Invastigation narrative for client #1
whan he submitied the IRIS on 6/24/25, but
"maybe | didnt"

- Didn't know about client #3's allegations of
verbal abuse

- Didn't recall the Division of Health Sarvice
Regulation Survayor reporting client #3's
allegation of verbal abuse on 8/18/25

V 387 276 .06804 Incident Reporting Requirements

10A NCAC 27G .0804  INGIDENT
REPORTING REQUIREMENTS FOR
CATEGORY AAND B PROVIDERS

(8) Category A and B providers shall report all

lovel Il incidents, except deaths, that accur during |

the provision of billable services or while the

consumer is on the providers pramises or level Il .

incidents and level il deaths involving the clients
to whom the providar rendered any service within
80 days prior to the incident to the LME
responsible for the catchment area where
services are provided within 72 hours of
becoming aware of the incident. The report shall
be submitted on a form provided by the
Secretary. The report may be submitted via mail,
in parson, facsimile or encrypted electronic
means. The report shall include the following
information:
(1 reporting pravider contact and
identification information;
(2) client identification information;

type of incident;

(3
m‘ﬁlmu Reguatian

V 366

V367
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{4) description of incident;

(5) status of the effort to determine the
cause of the incident; and

©) cther individuals or suthorities natified

or responding.

{p) Category Aand 8 providers shall explain any
 missing or incomplete information. The provider
ahall submit an updated report to all required
report recipients by the end of the next business |
day whenever: '
N the provider has reagon to believe that |
information provided In the report may be :
arroneous, misleading or otherwise unreliable; or |
{2) the provider obtains information ;
required on the incident form that was previously |

unavallable.

(c) Category A and B providers shall submit,

upon request by the LME, other information
obtained regarding the incident, including: :
)] hospits! records including confidential |
information;

(2} reports by ather authorities; and :
{3 the provider's response to the incident. |
(d) Category Aand B providers shall send a copy |
of all feve) Il incident reports to the Division of |
Mantal Haalth, Developmestal Disabifties and
Substance Abuse Services within 72 hours of
becoming aware of the incident. CategoryA

| providers shall send a copy of all fevel it

incldants Involving a client death to the Divislor of
Health Service Regulation within 72 hours of

| becoming awere of the incident. In cases of

| client death within seven days of use of seciusion |
' or restraint, the provider shalt report the death

| Immediately, as required by 10A NCAC 26C

.0300 and 10A NCAC 27€ .0104(0)(18).

(e) CstegoryAand B providers shall send a .
! raport quarterly to the LME responsible forthe |
\ catchment area whare services are provided.

i
Continued From page 21 | v3er
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The report shall be submitted on a form provided |
by the Secretary via electronic means and shall
include summary information as follows:

(1) medication errors that do not meet tha
definition of a level Il or lavel lll incident;

{2) restrictive interventions that do not meet
the definition of a level Il or leval Il incident;

(3 searches of a client or hig living area;
(4) satzures of cliant property or property in
the poasession of a client;

(5 the total number of lavel Il and level Ill
incidents that occurred; and

(6) a staternent indicating that there have

been no reportable incidents whenever no
incidents have occurred during the quarter that
meet any of the criteria as set forth in Paragraphs
(a) and (d) of thig Rule and Subparagraphs (1)
through (4) of this Paragraph.

. . i United Family confinues to assert
;:f’agtgﬁ clasb :;tv::;: nai ::g:’:g:ga: . that we can not report incidents that
interviews, the facility failed to ensure incident we are unaware of. This set/ series
reports were submitied to the Local Management of events/ incidents was
Entity (LME)/Managed Care Organization (MCO) overwhelming to the provider. [}
within 72 and updated with missing or incomplete B || delegate staff to assist
information within 24 hours as required. The in conducting investigations and
findinge are: incident repoirting to ensure

Reviews on 8/12/25 and 8/21/25 of the Incident compliance with guidlines.
Response Improvement System (IRIS) revealed:

- An (RIS report dated 6/24/25 for client #1
didn't mention client #1's allegation of using meth

that he received from former staff #9 (FS #9) \

Givislon of Heallh Service Reguigion
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Vv 367 Continued From page 23 i V387 | v367 United Family Network Inc. will
- Client #1's IRIS report didn't contain any | implement all policies governing
_ attachments . ; incident responses to MCO/LME
;erb':io 'E's report for clients #3's allegation of | within the 72 hour time frame. Also if
SOUSO the incident requires 24 haur
| Finding A: | reporting then that time frame will be
i met.
Review on 8/14125 of the facility's records
revealed: _ Hvil report all
"Mg" a‘&ﬂaﬁggg’m gmeneﬂs incidents of abuse from DSS,
(QP)Director/Co-Owner #1 revealed: "At , CPS HCPR, and DHSR.
approximately 5 pm on 6121/25 client [client #1) | 25 taught that the

was interviewed by [QP/Director/Co-Owner #1]
after an allegation was made by another client
(client #7A) thet he was given "Meth
{(methamphetamine)” from [FS #8] an employes.” |

professional who first learned of the
abuse was responsible for reporting.

’. ill give all follow up
Review on 8/12/25 of the IRIS system revealed: information from request in IRIS
- Client#1's IRIS repori didn't mention client #1 within 72 hours.
used meth that he received from FS #9 t

I . .
Finding B: _wﬂ' monitor and
g ' ssign staff to assist in incident

Interview on 8/12/26 client #2 reported: jnvestiagtions/ completions/
- Shared a bedroom with client #3 eporting/ follow up to MCO's
" ad:!:ndwmm“ cllent #3 and FS #9 “joking quest. *Note: No follow up
- Client #3] would sy things to [FS #8]and | "f°g“a"‘:"b:a“ LA ULC L
IFS #9] would say things back” . avbe no en received from
- Couldn't recali what FS #8 seid to client #3. lateral sources (DSS/CPS/HCPR,
but"l believe [FS #9] talked about [client #3]'s . HSR).
weight" |
| nterview on 8/12/25 client #3 reported: |
- Was In Sthgrade
- FS #9 "joked on big people’

|- ES #9 told him to "wake your fat a"s vp" | |
. “Sometimes i (FS #9's Jokes aboust him)
: would go too far” } |
STATE FORM " e 205411 ¥ centirusbon ahest 24 of 3¢
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V 387 i Continued From page 24

- Hetold FS #9 to stop "picking” on him, but FS
#9 wouldn't stop

- "l feel like | was being bullied (by FS #8)" ever
gince FS #9 began working In the facility in April
2026

- FS #9 didn't "pully” anyone else in the facility
- Didnt repart FS #9 "picking" on him to any
staff

Finding C:

Raview on 8/12/25 of tha IRIS system revealed;
L« Client #1's IRIS report dated 6/24/25
containad the following information:

= "Date of incident: 8/20/26 "

- “"Date Provider Learned of Incident. 4/21/25"
- "CNDS ID {Common Name Database
Services ldentification): 000000000 ™

~  The Incident Comments had the following
raquests:

- 6/25/25"MCO Review...Please uploada -
copy of the agency's {facility) internal
investigation, to inciude outcome, corrective
maeasuras, and next steps, Please complete the
HCPR {Health Care Personnel Registry) report in
its entirety and ensure the Investigation Results
tab includes the outcome of the investigation...."

- 712125 "NC DHHS (North Carolina
Department of Health and Human
| Servicae),.."Awaiting provider responsa to Tallored |
Plan request... 1. Please conduct and attach the
internal investigation upen completion...Compiete
fhe HCPR Facilty Allegation Section in ils
entirety, List the Accused Staff Information, what
is the status of the accused staff employment,
also detail strategles that will be implemented to
prevent incidents of a similar nature from
occurring In the Incident Prevention saction and
attach the HCPR letter when received...2.. What
is Provider Agancy intantlon for praventive

V 367 i
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V367’ Continued From page 25 | vagr
measures which should include training...and
monitoring to ensure heaith and safety of all
individuals supported. 3. Please document CNDS |

IO under the Consumaer Iinformation Tresiment
teb..”

- 7/9/25 "LME/MCO Review...Plesse
follow-up to address the requested information
within 5 business days. 1. Have there been any
similar instances in the past with this member or
staff? 2. Were thera any other [LME/MCO] i
members under the staff ‘s care? 3. What are the |
prevention strategies? 4. Please complete the :
HCPR tab completely. 5. Please provide the |
HCPR report...8. Was a physical assessment A
completed? Plaase attach. 7. Please provide your |
internal Review. 8. What is the employment |
status of the accused? 9. What |s the member's |
cunent location/condition?.... 11, Please correct |

t
i
i
H

the Date Provider Learned of Incident in the
Incident Information tab and reaubmit in the
Supervisar Actions Tab. 12, Piease correct the
DOB (date of birth) in the Consumer Information
tab... " :

P« TM425™NC DHHS Review...Please i
' review and update the Date of Incident and Date
| Provider Learned of incident on the Incident

| information tab. *

I

Interview on 8/12/26 the NC DHHS representative
| reported: i
| Requested updates and Information for client
' #1's IRIS report, but the QP/Director/Co-Owner |

#1 hasnt provided the requested information yet
|- Requested comections such as correcting the | l

incident date, the client's Identifying information

and the facility's investigation ‘
E - The last update she received was on 7/14/25 .

intarview on §/12/25 the QP/Director/Co-Cwner i
#1 reportad. 1
on

STATE FORM o 205411 1 continuation shaet 28 of 38
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- F§ #9 was trespassad from the facllity on
6/20/25 and terminated on 6/24/25

Interview on 8/18/25 the QP/Director/Co-Owner
#1 reported:
- On6/20/25, client #7A reported FS #9 gave
client #1 meth, but client #1 denied it
- He submitted an IRIS for client #1's allegation i
of getting meth from FS #9 on 6/24/25 |
- Heattached the investigation narrative in the
IRIS repart on 6/24/58
- Helater reported that he “thought” he
attached the Investigation narrative for client #1
when he submitted the IRIS on 6/14/25, but
 “maybe | didn't"
- Hadn't received any reports about FS #8
" bullying client #3
- Hadn't received any reporis about FS #8
calling clients names

Interview on B/28/25 the QP/Director/Co-Owner
#1 reported:
- Was responsible for reporting level il
incidents in IRIS and to the LME/MCO
- Was also responsible for updating the IRIS
teports when requested
= He hadn't noticed the requests from the
LMEMCO and the DHHS representative
= He was still wailing for information from the
| Department Of Sccial Services and the focal
' police
- He put the wrong date on the Incident raport,
and it was an oversight
- Didn't know about client #3's allegation of
abuse
- Hadn't received any reports that clients were
| being “picked on or bullied” by FS #9
i = DBidn't recall the Divigion of Health Service
| Regulation Surveyor reporting client #3's
| allagation of verbal abuse on 8/18/25 |
Oiaon of Feallh Service Regutalion
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- Planned to update client #1's IRIS when he
recoived the reports from the local Sheriffs
Dapartment and the Department of Social
Servicas

v 500 27D .0101(a-e) Client Rights - Policy on Rights V600

10A NCAC 27D 0101 POLICY ON RIGHTS

RESTRICTIONS AND INTERVENTIONS

(a) The governing body shall devetop poilcy that |

assures the implementation of G.S. 122C-59,

G.8. 122C-85, and G.S. 122C-86.

(b) The goveming body shall develop and

implement policy to assure thet:

(1) all instances of alleged or suspected

abuse, neglect or expioitation of clients are

reported to the County Department of Social

Services as specified in G.S. 108A, Article 8 or '

G.8. 7A, Adicle 44; and i

(2) procedures and safeguards are

instituted in accordance with sound medical

practice when a medication that is known to

present serious risk to the client is prescribed.

Particular attention shall ba given to the use of

neurcieptic medications. |

{c) In addition to those procedures prohibited in |

10A NCAC 27E .0102(1), the governing body of

each faciity shall develop and Implernent paficy

that identifies:

(1) any restrictive intervention that is

| prohibited from use within the facility, and

I‘ 2 in a 24-hour facilly, the circumstances
under which staff are prohibited from restricting

the rights of a client.

(d) If the governing body sallows the tse of

! restrictive interventions or f, In @ 24-hour faclity,
the restrictions of client rights specified In G.S.

| 122C-82(b) and {d} are allowed, the pclicy shall

| identify: ; i
Ermwﬂ;mﬂuwmm :
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V 500 | Continued From page 28

1 the permitied restrictive interventions or
allowed restrictions,

(2) the individual responsible for informing
the client; and

(3} the due process procedures for an
inveluntary client who refuses the use of
restrictive interventions.

(8) 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, who
has been trained and who has demonstrated
competence {0 use restrictive 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 Himits 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
over the planned use of a restrictive intervention.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to report all incidents of alleged or
suspacted neglect to the County Department of
Social Services (DSS) for 2 of 3 audited cllents
(#1 and #3). The findings are:

Review on B/12/25 of client #1's record revealed:
Admitted 11/14/24

|- Age: 17 years old

V 500

]

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

DHSR auditor informed [N
hat even if the professional
disclosed the information to him that

I he still needed to inform DSS of the

9/27/25

sion of Health Service Regulation
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V500 Continued From page 29

- Diagnoses of Major Depressive Disorder,
Postiraumatic Stress Disorder-Chronic, Cannabis
Use Disorder and Attention-DeficitHyperactivity
Disorder (ADHD)

Raview on 8/12/25 of cllent #3's record revaalad:
Admitted 7/19/24

Age; 15 years old

Diagnoses of Oppositional Deflant Disorder,
ADHD-Combined Type by Histary, Other Specific
Trauma and Stressor Related Disorder and
Disruptive Mood Dysregulation Disorder

Finding A.

interview on B/12/25 client #2 reported:

Shared a bedroom with client #3

He witnessed client #3 and former staff #9
(FS #8) "joking back and forth”

“[Client #3] would say things to [FS #8] and
[FS #9] would say things back”

Couldn recall what FS #9 sald to client #3
but "ihbelievo [FS #9] talked about [client #3]'s
weight

-

interview on 8/12/25 cliant #3 reported:

Was in Sth grade

FS #9 "joked on big people”

FS #8 told him to "wake your fat a"s up" orce
“Semetimes it (FS #9's jokes about him)
wauld go too far”

He told FS #9 to stop "picking” on him, but F8
#9 wouldn't stop

" feal like | was bsing bullied (by FS #9)" ever
since FS #9 began working in the facility in Apni
2025

FS #8 didn't "bully” anyone else In the faciity
atEﬂ‘DIdn't report FS #9 “picking” on him o any

i
|

Corrective Actions:
Hm report all
ncidents of alleged or suspected

incident. This will now be standard
practice.

neglect to the Counly Department of
Social Services within the appropriate
time frames per incident.

mm« Regulation
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Finding B:

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

- An Incident narrative dated 8/18/25: "At
approximately 11.00 am 8/18/25 while meeting
with [Division of Health Regulation (DHSR)
Survayor] | was Informed that [cliant #1] informed
her that he accepted Methamphetamina from [FS
#9]...[Qualified Professional
{QP)/Director/Co-Owner #1] met with [client
#1]...and reinterviewed him.
[QP/Director/Co-Owner #1] asked [client #1] if
[FS #9] gave him methamphetamine...[Client #1)
again denied using methamphelamine or being
given Methamphsetamine..."

Interview on 8/12/25 client #1 reported:

"About 2 months ago” FS #9 gave him meth
three times while they were in the facility
- FS #9 approached him while he was in hig
bedroom and said "look what i (FS #9) got"
- FS #8 first gave him meth that was already in
a syringe
- He was successful with injecting the meth in
the vein of hig left arm after he tied something
around his arm and started "puffing up” his vein
- FS #9 gave him meth in a "ilitle plastic bag”
the second and third time and hs "snortad

(inhaled)" the meth, but he couldn't recall the
dates

interview on 8/12/25 client #1's DSS guardian
reported:

- Was client #1's guardien

- Made an onsite visit with client #1 at the
facility on 6/24/25

~  During the visit client #1 "disclosed” that he
“used meth” that he received from FS #9

- She notified the QP/Director/Co-Owner #1 of
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cllent #1's allegation of using meth

Interview on 8/12/26 the QP/Director/Co-Owner
#1 reported:

FS #9 was trespassed fram the facllity on
6/20/25 and terminated on 8/24/25

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

#1 reported:

DssWas responsible for reporting allegations to

Didn't report cliant #1's allegation of using

meth bacause client #1 didn't report he used

meth

, On 6/20/26, cliert #7A reported FS #9 gave

i client #1 meth, but client #1 denled it

Client #1's guardian didn't tell him that client

| #1 reported to her that he used meth

"No one reported cllant #1 used meth" until

the DHSR Surveyor reporied it on B/18/25

He spoke to client #1 on 8/18/25 and he

denied using meth and denied reporting that he

used meth

He also spoke to client #1's guardian and she |

deried client #1 reported that he used meth |
Hadn't received ahy reports that client #3 was |

being bullied by FS #9 I

Didn't report client #3's allegation of abuse to |

i DSS bacause he didn't recall the DHSR Surveyor

| reporting it on 8/18/25

V512 27D 0304 Client Rights - Harm, Abuse, Neglect

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

i (a) Employees shall protect cllents from ham,
abuse, neglect and exploitation In accordance
with G.S. 122C.86.

: {b} Employeas shall not subject a client to any

l
| vs00

: V512

|

Biision of Nealth Service Feguiaion
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i DEFICIENCY)
V 512 Continued From page 32 V512

sort of abuse or neglect, as defined in 10A NCAC ;
27C 0102 of this Chapter.

| {c} Goods or services shalt not be sold 1o or
purchased from a client except through
established governing body policy.
(d) Employees shall use only that degree of force
nacessary to repel or secure a violent and
aggressive client and which is permitted by
governing body palicy. The degree of force that i
Is necessary depends upon the individual
characteristics of the client (such as age, size i
and physical end mental health) and the degree
of aggressiveness displayed by the client. Use of
intarvention procedures shall be compliance with
Subchapter 10A NCAC 27E of this Chapter.
{e) Any violation by an employee of Paragraphs

; (a} through (d) of this Rule shall be grounds for
dismissal of the employee.
;hls l:uie is not met as evidenced by: V512 United Family Network Inc.

ased on record review and interview, 1 of 1 employees will protect clients for
former paraprofessional staff {former staff (FS harlr)n :!buse ngglecu exploitation
#9)) abused 1 of 3 audited clients (#2 and #3). L y '
The findings are: This will be completed by alt staff.
Staff have had two additional
Review on 8/12/25 of FS #9's personnel record supervisions covering recognizing,
TW":?:& an reporting har ct/
. A: Abusesfazr:l Neglect training certificate et .also_
dated 4/24125 : conducted se_vgral groups wn!h clients
about recognizing and reporting
Review on 8/12/25 client #2 record revealed: harm, abuse, neglect/ exploitation.
- :dmiﬁlgd 4!28/2|5d I formed clients that
= 4le: 1o yoars o they must report the incidents for
- Diagnosges of Oppositional Defiant Disorder stafyf to be atﬁe to take actions
oDD
L |r (©eD) against staff or people who violate
Mslon of Health Sarvice Reguiation
STATE FORM un
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- Shared a bedroom with client #3 '

- He witnessed client #3 and FS #9 “joking

back and forth"

I = *[Client #3] would say things to [FS #6] and
[FS #9] would say things back”

- Couldn't recall what FS #9 sald to client #3,

but 't believe [FS #9] talked about [client #3]'s

weight"

- FS#9 told him “people Iin group homes get

raped and no one would rape him"

- Didn't recall when or why FS #9 made the

comment

Review on 8/12/25 of client #3's record revealed:
- Admitted 7/16/24

- Age: 15 years old

- Diagnoses of QDD,

Attention-Defici/Hyperactivity Diserder
(ADHD)-Combined Type by History, Other {
Spacific Traurmna and Stressor Related Disorder
and Disruptive Mood Dysregulation Disorder :
{DMDD) i

Interview an 8/12/25 client #3 reported:
- Was in 8th grade
- FS§ #9 "joked on big people”
- FS#9 told him to "wake your fat a°s up” once |
*Sometimes it (FS #9'a jokas about him) (
would go teo far” ‘
- Hatold FS #8 to stop "plcking” on him, but FSa
#9 wouldn't stop
"l feel like | was being bullied (by FS #8)" over.
;Ince £S #9 began working In the facility in April
025 i
- FS #9 didn't "bully” anyone else in the facility '
- DidnY report FS #8 “picking” on him to any

‘ = He "didn't fael safe” with FS #9 becauss F5

staff i
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PREFEC | (EACH DEFICENCY MUST BE PRECEDED BY FULL PREFDX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
. DEFICIENCY)
V 812{ Continued From page 33 ' V512 | these rules/ taws.
Interview on 8/12/25 client #2 reported: : QP r the designated staff

will report all incidents of harm,
abuse, neglect/ exploitation.
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anyone rape him"
- Didn't recall when or why FS #5 had that
conversation with him

' Interview on 8/25/25 FS #9 reported:

- He "never talked about his (client #3) weight”
- He didn't say derogatory names o client #3
- Recaliad having "a conversation” with client

#1 about his weight because "he was upset about |

his size"

- He and client #3 "tatked about losing
weight...if you want to lose weight only you can
make it happen?

- He didn't talk to clients #2 or #3 about clients
getting raped in group homes

- "[Qualified Professional
(QP)Director/Co-Owner #1] said a staff or &
client could get raped...[QP/Director/Co-Owner
#1) said [client #5A) wanted to rape him"

- Didn't recatl if the QP/Director/Co-Owner #1
said it in front of any cilents or when the
QP/Director/Co-Owner #1 made the comment

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

- Hadn' recaived any reports that FS #9
verbally abused client #3

- Client #3 "never" reported being picked on by
FSH9

interviews on 8/12/25 and 8/18/25 the
QP/Director/Co-Owner #1 reported:

- F& #9 was trespassed from the facility on
6/20/25 and terminated on 6/24/25

- Hadn't received any reports that clienis were

being picked on or bullied by FS #9
interview on 8/28/25 the QP/Director/Co-Owner
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V 612 Continued From page 34 V512
- Recalled ha had a conversation with FS #9
and FS #9 said "he (FS #8) would never let
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#1 reported: |
.- Wasn'taware FS #9 made comments about
| rape to clients #2 and #3
i = Hedidn't meke any commaents about rape 10
| staff or clients

| Review on 8/28/25 of a Plan of Protection dated
8/28/25 and written by the QGP/Director/Co-Owner
#1 ravaaled:

“What immediate action will the facility take to
ensure the safely of the consumers in your care? |
1. Previously conducted supervision on abuse
6/22/25

2. [FS #9} tarminated on 6/24/25

1 3. Conduct group with clients on reporting

neglect, abuse, exploitation. Ongoing.

4. Ongoing treining on verbal abuse at
supervisions {monthly).

Describe your plans to make sure the above
happans. !
1. Continue to monitor clients and teports from |
clients of abuse and neglect. -
2. Report incidents of abuse and neglect." [

The facliity served a client with ODD, ADHD, i
DMDD and Othar Specific Trauma and Stressor |
Related Disorder. Cliants #3 was 15-years-old, '
FS #9 verbally abused client #3 when he made |
degrading comments about cllent #3's weight. ] :
FS#8 would say to client #3 wake your fat a*s up. i
' Cliant #3 asked FS #9 to stop bullying and picking :
on him, but FS #9 continued to make degrading '
comments. Client #3 didn't feel safe with FS #5 | ]
because he felt FS#9 was sexually weird. FSr9 '
had inappropriate conversations with client#2 '
and #3 about cllents being raped In group homes.
This deficiency constitutes a Type A1 rule = l
violation for serious abuse and must be corrected |
within 23 days. '
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