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EXECUTIVE SUMMARY"

Community Residential Care Facilities (CRCFs) are the homes of last resort for as many
as 16,700 South Carolinians.?> These poorly overseen facilities, which range in size from two to
more than one hundred beds, provide housing, food, and care to individuals who are unable to
live independently but who do not need institutional or skilled nursing care.®> Residents of
CRCFs have physical, emotional, or intellectual disabilities. Many cannot manage their own
funds. These vulnerable individuals often do not have family members or friends who can
advocate for them. The SC Department of Health and Environmental Control (DHEC) currently
licenses over 480 separate community residential care facilities in South Carolina.*

Since 1986, Protection and Advocacy for People with Disabilities, Inc. (P&A) has
conducted unannounced visits to more than 1000 CRCFs through the Team Advocacy Program.’

! This report was prepared by attorneys and other staff members of Protection and Advocacy for People with
Disabilities, Inc. It was funded in part by the US Department of Health and Human Services (Substance Abuse and
Mental Health Services Administration and the Administration on Developmental Disabilities) and by the US
Department of Education (Rehabilitation Services Administration).

2 The Department of Health and Environmental Control licenses and regulates CRCFs, DHEC R. 61-84. As of May
20009, there were 16,741 licensed CRCF beds in South Carolina. A licensed CRCF may also refer to itself as an
assisted living facility. The facilities discussed in this report are those that serve residents with disabilities and low
incomes, usually with government funding, including Supplemental Security Income, Social Security Disability
Income or veterans’ benefits. For CRCFs willing to accept a monthly cap of $1100 for all fees, SC Health and
Human Services also has an Optional State Supplementation (OSS). It supplements a resident’s other earnings or
benefits so that a total of $1100 a month is available to pay CRCF charges. See:
http:/www.dhhs.state.sc.us/dhhsnew/insidedhhs/bureaus/EligibilityPolicyAnd Oversight/oss.asp. The CRCFs
included in this report are predominantly operated by individuals as sole proprietorships or small corporations.
Boarding homes, providing only food and shelter without personal care, do not have to be licensed as CRCFs and
were not included in this report.

% DHEC R. 61-84.101.L defines a CRCF as: A facility which offers room and board and which, unlike a boarding
house, provides/coordinates a degree of personal care for a period of time in excess of 24 consecutive hours for two
or more persons, 18 years old or older, not related to the licensee within the third degree of consanguinity. It is
designed to accommodate residents’ changing needs and preferences, maximize residents’ dignity, autonomy,
privacy, independence, and safety, and encourage family and community involvement. Included in this definition is
any facility (other than a hospital), which offers or represents to the public that it offers a beneficial or protected
environment specifically for individuals who have mental illness or disabilities. These facilities may be referred to
as “assisted living” provided they meet the above definition of community residential care facility.

* DHEC listing of Community Residential Care Facilities: http://www.scdhec.gov/health/licen/hrercf.pdf.

®S.C. Code § 43-33-350. The Team Advocate uses a number of factors to develop the list of CRCFs to inspect
throughout the year, including balancing the different regions of the state, the number of facilities in each
area/region, how many of those have a Memorandum of Agreement with DMH, the date of Team’s last inspection



P&A is the state and federally mandated protection and advocacy system for South
Carolina. P&A was established as a nonprofit corporation in 1977 by S.C. Code 8§ 43-33-310 et
seq. to protect the rights of people with disabilities. Each year P&A serves thousands of South
Carolinians who have been abused, neglected or denied their rights to equal treatment and access
to services. P&A has broad authority under state and federal law to advocate for the rights of
individuals with disabilities and to investigate allegations of abuse and neglect when such
incidents are reported or when probable cause exists to determine that abuse and neglect has
occurred.

P&A has found that many CRCFs are filthy, do not provide adequate food and
heat, do not safely administer medications or arrange for needed medical care, and do not
provide protection from abuse, neglect and exploitation. Inspectors have found infestations
of cockroaches in facilities, blood on the walls, and food which is out of date and rotting.
Some residents routinely lack prescribed medications or are given the wrong amounts of
medications, and some residents have been physically harmed by staff or other residents
due to lack of supervision. These CRCFs are no place to call home.

Oversight of CRCFs is fragmented, slow to respond, and ineffective in protecting
residents. In fact, as anyone who followed the story of Peachtree Manor in Winnsboro until its
closing knows, the current system protects the owners of the facilities more than the residents.

During 2007 and 2008 P&A received many reports about increasing frequency and
severity of abuse and neglect at some CRCFs.® The reports included deaths, sexual and physical
abuse and neglect, including the failure to appropriately administer medication and to provide
basic necessities such as food, heat and basic care. P&A has filed a complaint with DHEC about
conditions in CRCFs in about 40% of the facilities inspected under the Team Advocacy program.
While many CRCF owners are committed to operating facilities that provide a good quality of
care, the lack of effective oversight puts all residents of CRCFs at risk of harm.

This report presents six case studies’ that illustrate common problems found in CRCFs
throughout the state, as well as the inability of the current system to prevent or cure these

of that facility (if any), the availability of volunteers, the size of the facility, travel time, concerns or problems
reported with facilities, etc.

® See Appendix for a brief description of the methodology used to select the six facilities included in the report.

" In order to protect the privacy of residents, these facilities are referred to by pseudonyms, except Peachtree Manor,
which received widespread publicity throughout 2008.



problems in a timely fashion. Even though the shocking conditions at these six CRCFs have
been widely known among state agencies, five of the six remain open. The single closure
discussed here took an overwhelming amount of time and resources from several state agencies
and P&A, despite the facility’s repeated failure to comply with regulations and a lengthy series
of investigations that routinely confirmed the presence of deplorable, unsafe conditions.

As a result of P&A’s review of hundreds of facility and agency documents and
conversations and interviews with CRCF staff and residents and agency personnel, P&A

recommends:

1. The statutes and regulations governing CRCFs should be revised to give licensing agencies
more enforcement options against frequently cited facilities and administrators, such as:

e The power to suspend new admissions to CRCFs with repeated, uncorrected
violations that significantly jeopardize residents’ life or health while the appellate
process to suspend or revoke a license is pending;®

e The power to make suspension of operations automatic when a license has been
revoked, followed by an emergency hearing to determine whether the facility should
remain closed during the appeal or be allowed to resume operations;

e The ability to suspend the license of an administrator, prior to a hearing, based upon
frequent or egregious violations that significantly jeopardize residents’ life or health;

e The creation of an expedited appeal process to review license suspensions or bars to
new resident admissions;

e The consideration of information relating not only to the current licensing period, but of
all pertinent information regarding the facility and the applicant when considering
applications and renewals of licenses;

2. DHEC should inform the public and concerned parties about problem facilities. Facility
inspection reports, including corrective actions, should be made available to the public on the
agency’s website (without personal information identifying residents)® and posted at the facility.

& Nursing homes that accept Medicaid payments are barred from accepting new admissions pending appeal of
revocation of their operating license, 42 C.F.R. 488.414. Also, the statute could be expanded to include suspensions
for prolonged periods of substandard conditions and repeated, uncorrected violations that present an unhealthy living
environment. A third option would be to make suspensions automatic when a license has been revoked, followed by
an emergency hearing to determine whether the facility should remain closed during the appeal or be allowed to
resume operations. A fourth alternative would be to include an option for the licensing agency to request an
expedited appeal process as well as injunctive relief pending appeal, if conditions so warrant. This injunctive relief
could include a bar on the admission of new residents.

% In its 2005 Annual Report, the Adult Protection Coordinating Council (APCC), a group created by the Omnibus
Adult Protection Act, recommended that DHEC post inspection reports on its website.



3. The state should create an Adult Abuse Registry of individuals who have substantiated
allegations of abuse or neglect of vulnerable adults against them. Facilities should be required to
check the Registry before hiring a prospective employee.

4. The General Assembly should fully fund enough DHEC inspection staff to provide for
periodic unannounced visits and full, timely investigation of allegations of regulatory violations.

5. The General Assembly should adequately fund the SC Department of Labor, Licensing and
Regulation (LLR) to enable prompt investigation of complaints against CRCF
administrators.™

Current procedures provide only an illusion of oversight. The General Assembly, the
Department of Health and Environmental Control, the Long Term Care Ombudsman and the
other responsible agencies must act before more residents continue to live in squalor, suffer
abuse and neglect or even die, and before more state and federal funds are wasted on grossly

inadequate care. CRCF residents deserve to have a place to call home.

19 CRCF administrators are licensed by the Board of Long Term Health Care Administrators, located in LLR;
complaints are investigated by LLR’s Office of Investigation and Enforcement.
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Introduction

Community Residential Care Facilities (CRCFs) are the homes of last resort for as many
as 16,700 South Carolinians. These poorly overseen facilities, which range in size from two to
more than one hundred beds, provide housing, food, and care to individuals who are unable to
live independently but who do not need institutional or skilled nursing care.*! Residents of
CRCFs have physical, emotional, or intellectual disabilities. Many cannot manage their own
funds. These vulnerable individuals often do not have family members or friends who can
advocate for them. The SC Department of Health and Environmental Control (DHEC) currently
licenses over 480 separate community residential care facilities in South Carolina.*?

This report initially provides information regarding the fragmented regulation and
oversight of CRCFs in South Carolina. Information is provided about six CRCFs, including one
known as Peachtree Manor. After two years of operation, Peachtree Manor was finally closed by

Administrative Law Court decision in April 2008, due to its poor and unsafe conditions.

! DHECR. 61-84.101.L defines a CRCF as: A facility which offers room and board and which, unlike a boarding
house, provides/coordinates a degree of personal care for a period of time in excess of 24 consecutive hours for two
or more persons, 18 years old or older, not related to the licensee within the third degree of consanguinity. It is
designed to accommodate residents’ changing needs and preferences, maximize residents’ dignity, autonomy,
privacy, independence, and safety, and encourage family and community involvement. Included in this definition is
any facility (other than a hospital), which offers or represents to the public that it offers a beneficial or protected
environment specifically for individuals who have mental illness or disabilities. These facilities may be referred to
as “assisted living” provided they meet the above definition of community residential care facility.

2 DHEC listing of Community Residential Care Facilities: http://www.scdhec.gov/health/licen/hrercf.pdf



Fragmented Requlation and Oversight of CRCFs

Oversight of CRCFs is split among many agencies:
The South Carolina Department of Health and Environmental Control (DHEC),
Division of Health Licensing licenses and inspects CRCFs through regulation DHEC R.

61-84." The regulation covers most aspects of facility management, including reporting

of abuse, neglect, and injuries; physical safety;

nutrition; administration of medicine; residents’ Ms. A is a 65-year-old woman,
with diagnoses of traumatic brain
rights; and enforcement of regulations. DHEC has injury, dementia, and seizure
) ] . disorder. She uses leg braces, a
authority to make unannounced inspections, walker, and occasionally wears
. adult incontinency products. Ms.
although they are rare. DHEC has the authority to A can Communicgiepvery little

verbally. Ms. A has lived in the

levy fines up to $10,000 for repeated serious same CRCF for over twenty

violations, although in practice fines are usually years. Team Advocacy’s
inspection found an
substantially reduced.'* overwhelming odor of urine in
the bedroom; no shower curtain
The South Carolina Department of Health and dangerously loose handrails
and Human Services (HHS) provides financial :jnaagi:f):&g;oﬁ,%?;ﬂing in the

bedroom. Ms. A’s clothing was

supplementation to Social Security Disability dirty and had holes. The

Insurance/Supplemental Security Income residents had to ask for toilet
paper, which was difficult for
(SSDI/SSI) benefits through Optional State Ms. A to communicate. When
) asked where she stored her toilet
Supplementation (OSS), a state-funded program paper, she reached through a
. . small hole in her walker and
administered by HHS. OSS payments, which pulled out a few sheets which she

provide additional funds to pay for the cost of the was hoarding.

poorest residents in CRCFs, are made directly to
the facility.’> HHS also is responsible for the administration of Medicaid, which most
residents receive.

The Attorney General is responsible for prosecuting Medicaid fraud and other

issues.

13 http://ww.scdhec.net/administration/regs/docs/61-84.pdf

14 DHEC R. 61.84.302; http://www.scdhec.net/administration/regs/docs/61-84.pdf

15 CRCFs currently receive $1100 per month for individuals receiving OSS.
http://www.dhhs.state.sc.us/Internet/pdf/ossadvJanuary2009.doc
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http://www.scdhec.net/administration/regs/docs/61-84.pdf
http://www.dhhs.state.sc.us/Internet/pdf/ossadvJanuary2009.doc

The Department of Labor, Licensing, and Regulation (LLR) licenses and
disciplines CRCF administrators*® through the Board of Long Term Health Care
Administrators. The Board does not have the power to suspend a license before a
hearing, regardless of the seriousness of the misconduct.

The Long Term Care (LTC) Ombudsman in the Office of the Lieutenant
Governor is responsible for investigation of reports of abuse and neglect of residents of

CRCFs.'” Local law enforcement or SLED may also receive reports.

Mr. B is a 46-year-old man who
has diagnoses of schizophrenia
and hypertension. He had been
living at a CRCF in the
Charleston area for a month. His
family could not visit him because
they lived over 200 miles away.

He did not know why he had been
placed so far from his family.
Team Advocacy’s inspection
found: bedrooms were
overheated at 81°F and 82.6 °F;
several of the residents were
wearing dirty and worn clothing;
residents were not allowed to sit in
the front living room area because
a sign written by the
administrator stated that they
wanted to keep that area clean
and smelling good; Mr. B stated
that other residents were using
illegal drugs; the only snack
offered was one Mr. B was allergic
to; and the facility did not always
have clean bath towels or enough
toilet paper.

Some CRCEF residents receive services
from the Department of Mental Health (DMH),
including individuals discharged from DMH
facilities who move into CRCFs because they
have no family or cannot afford to live anywhere
else. Some CRCFs contract with DMH for an
enhanced rate to serve residents with mental
illness. A staff member of DMH has
responsibility for oversight of these contracts.
Some DMH community mental health centers
directly operate CRCFs in order to provide
supplemental mental health services to residents.
DMH also contracts with P&A to make 75
unannounced inspections of CRCFs per year
through P&A’s Team Advocacy program to
ensure that DMH clients have access to safe

facilities.

The Social Security Administration is responsible for oversight of SSDI1/SSI

disability or retirement benefits paid to a representative payee for a person who cannot
manage funds. Many residents of CRCFs appoint the CRCF as their representative payee.

18 http://www.scstatehouse.gov/coderegs/c093.htm

17 As part of the Omnibus Adult Protection Act, http://www.scstatehouse.gov/code/t43c035.htm.


http://www.scstatehouse.gov/coderegs/c093.htm
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Their entire income is assigned to the CRCF, leaving them a net income of only $57.00
(SSI) or $77.00 (SSDI) per month.*® From these funds, residents must pay for
prescription and over the counter drugs, physician copayments, and personal items such
as adult incontinency products, soap, shampoo, clothing, etc.

The Veterans Administration has fiscal oversight responsibility for recipients of
veterans’ benefits.

The State Fire Marshal is responsible for enforcing fire safety.

The Department of Social Services (DSS) has responsibility for any residents who

have been placed in its custody through the Family Court.*

The Department of

Disabilities and Special Ms. C is a 62-year-old woman with schizophrenia and
diabetes. The Department of Mental Health placed her in
Needs (DDSN) has the CRCF where she had lived for five years. While Team

Advocacy members were speaking with the facility
administrator, Ms. C approached Team Advocacy
members and said that she was afraid of another resident
who attacked her and other residents. Immediately, the

responsibility for any
residents who it may have

placed in the CRCF or for administrator responded by shouting and yelling at Ms.
C. The administrator called the resident a “liar” and

clients placed there by accused her of being “jealous” because the other resident
had more money. At one point in the argument, the

others. administrator was close to Ms. C’s face. Ms. C became

upset and tearful, screaming that she wanted to move.

The U.S. Department She packed all of her belongings in one garbage bag

of Homeland Security has within minutes. Team Advogacy conta_cted he_r case
y worker at DMH, and the resident was immediately moved
placed individuals in to another CRCF.

CRCFs, apparently with

little or no oversight.

This report documents the history of enforcement efforts at six CRCFs throughout
the state. As shown in the accounts of individual facilities, several agencies may conduct
investigations into the same incident without prompt improvement of the violations and
without any meaningful sanctions to the owner, the administrator or the perpetrators of

abuse or neglect.

18 http://www.dhhs.state.sc.us/Internet/pdf/ossadvJanuary2009.doc

9 As part of the Omnibus Adult Protection Act, http://www.scstatehouse.gov/code/t43c035.htm
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WHAT DID INPECTORS FIND AT THE

SIX CRCE FACILITIES?Z

FACILITY A

Facility A is located in a rural county. Serious problems have been noted at
Facility A since at least February, 2006. The facility’s deficiencies included errors or
carelessness in handling medication; failure to fill prescriptions and provide needed
health care for residents; interference with DMH services to residents; incomplete or
missing admission papers, medical assessments, TB tests, and level of care evaluations to
ensure residents’ needs can be met in a CRCF. Other serious and recurring problems
were inadequate staff documentation and training; poor sanitation, health care
deficiencies (medications out of stock, the need for higher level of care than a CRCF);
altercations between residents; safety issues such as food improperly stored/labeled
and/or lacking completely; financial mismanagement of residents’ funds; and inadequate

utility maintenance. Some of the most significant deficiencies were:

e Failure to obtain medical care for a resident who had an open lesion on his
arm, which was bleeding through his sweatshirt, and on his forehead;

e Administration of discontinued medications;

e Failure to assess residents within 72 hours of admission, which DHEC
cited as a violation; and

e Interference with residents’ access to services at the local community
mental health center.

Due to continuing problems with this CRCF, P&A made three visits to the facility
in January, September and October of 2007 and one visit in 2008. DHEC made at least
two inspections between February and December of 2007, and two more in May and June
of 2008. DMH made two visits in February and March of 2006, and two joint visits with
P&A in January and October of 2007. The local Community Mental Health Center also

2 More detailed information about each facility may be found in the Appendices.



made visits. The Long Term Care Ombudsman visited in February, September, and
October of 2007.

In 2006, the administrator had been fined $5,000 by DHEC for operating a
separate unlicensed facility, in addition to her operation of Facility A. This amount was
later reduced by mutual agreement between the parties upon the condition that the
administrator cease operating the unlicensed facility. Despite the terms of the agreement,
DMH discovered during a visit on October 30, 2007, that the administrator was operating
an unlicensed home. This home contained an unvented heater with no apparent carbon
monoxide detector in the house. The wall had become discolored above the heater due to
the heat. Bedrooms, bathroom, and kitchen were not heated. A resident stated that the
ceiling leaked when it rained. The floor in the bathroom was sinking in.

This case illustrates the need for DHEC and other agencies to be able to consider
the entire history of an owner or administrator. The operator of Facility A was allowed to
continue its operation in spite of her failure to comply with the previous agreement with

DHEC and in spite of the continuing lack of compliance in operation of Facility A.

FACILITY B

Facility B is a 10-bed facility located in an urban county. It has a history of
violations, and was briefly shut down in 2001 after the death of a resident. Recent
renovations have made significant improvements to the physical condition of the facility,
but as recently as July 24, 2008, the LTC Ombudsman’s office performed an
unannounced inspection and found numerous problems.

A review of the records from DHEC, DMH, the State LTC Ombudsman and P&A
reveals a history of physical abuse by staff; the facility’s requiring residents to perform
work in the facility; errors or carelessness in handling medication; failure to perform
medical tests as required upon admission; and a resident who continued to live at the
facility after being committed to a state mental hospital, by court order, as a danger to
himself or others.”* Some of the most significant deficiencies were:

21 The July 24, 2007, inspection also found that one resident was on probation for committing a crime and
had been court ordered into a state mental facility after being determined to be a danger to himself and
others. He had been placed at Facility B when the facility had a 24-hour Department of Mental Health
presence. This was no longer the case, but the resident had not been relocated to an appropriate facility.



e OnJuly 3, 2007, a resident was removed to a Crisis Stabilization Center
after alleging a staff member had severely beaten him, to the point of
vomiting blood, with a two-by-four board.?

e When the LTC Ombudsman staff inspected the facility later in July 2007,
they found that residents were being assigned many duties not consistent
with their care plans. Residents were being required to wash their own
laundry and cook and serve their own meals; one resident was required to
mow the facility’s lawn.

e The March 29, 2008, Team Advocacy inspection discovered numerous
inconsistencies in residents’ medical records and available medications.
Thirteen medications prescribed to different residents were not available,
including major prescription pain medications. Other residents’
medications had not been properly administered or were past their
expiration dates.

e Residents did not receive needed clothing, dentures, adult incontinency
supplies, and medical care. A complaint was filed with DHEC.

e DHEC inspected and cited Facility B for violations for unavailability of
staff, medications out of stock, food preparation violations and unlocked
chemicals. DHEC required Facility B to submit a plan of correction.

Team Advocacy inspected this facility in March 2008; the LTC Ombudsman
inspected it in July 2007 and April 2008; and DHEC inspected Facility B in April 2008.
The ongoing problems with this facility reveal the inability of existing state

agencies to remedy problem conditions in a timely manner.

FACILITY C
Facility C is a small (licensed for five beds) CRCF in an urban county.
Throughout the time period reviewed for this report, significant problems were noted

with resident documentation and care; staff documentation and supervision; sanitation,

22 Charleston/Dorchester Community Mental Health Center removed resident to a Crisis Stabilization
Center and reported the incident to the LTC Ombudsman, DHEC, DMH, the state attorney’s office, and
several other entities. The LTC Ombudsman performed an unannounced facility inspection on July 20, as
per next paragraph. DHEC also did a report, dated August 16, 2007.



health and safety; medication administration; and food. Some of the most significant

deficiencies were:

e Exceeding the number of residents for which the facility was licensed,;
e Staff sleeping on the job;
e Inadequate background checks of staff;

e Residents had no Medication Administration Records (MARs)? or MARS
were incorrect or unsigned,

e Medicines were not kept locked;
e Insulin was not refrigerated;

e Residents did not receive medication or appropriate medical treatment:
residents did not receive medication for over a week;

e At least one resident had been performing cleaning duties at the facility for
$5 per day.

P&A inspected this facility in July 2007; DMH inspected it in July and twice in
August of 2007 and then in January, February, and June 2008; and DHEC inspected it in
September, 2007; and January, February, and April 2008.

Again, the ongoing problems with this facility reveal the inability of existing state

agencies to remedy problem conditions in a timely manner.

FACILITY D

Facility D is located in a rural area of an urban county. The five-bed facility is a
converted house in a local neighborhood. It has had persistent compliance problems for
several years going back to 2005. As early as 2006, the administrator had entered into a

probation agreement with the Department of Labor, Licensing, and Regulation based on

“DHEC R. 61-84.1203. A. “Each medication dose administered or supervised shall be properly recorded
by initialing on the resident’s medication administration record (MAR) as the medication is administered.
Recording medication administration shall include medication name, dosage, mode of administration, date,
time, and the signature of the individual administering or supervising the taking of the medication.”



problems from prior inspections. Since that time there were multiple complaints and
multiple emergency inspections. P&A inspected Facility D in December 2007; DMH
inspected it in February 2007 and January, March, May and August of 2008; the LTC
Ombudsman inspected the facility twice in January 2007 and once in March 2007. The
LTC Ombudsman’s office responded to seven complaints there between March 21, 2007,
and January 11, 2008; DHEC has made four inspections; and P&A has inspected and
responded to numerous complaints from December, 2007 to February 2008. In May
2008, after the facility repeatedly failed to meet inspection requirements, DHEC held a
consultation with the CRCF staff. When problems were still not remedied in a final
inspection, DHEC recommended an enforcement action in August 2008.

Among the many deficiencies at this facility, some of the most serious were:

e Inadequate documentation and storage of prescription medications;
e An administrator was consistently absent;

e No way to contact the administrator in an emergency;

e Refusing to allow P&A and DHEC to inspect the facility;
e Blood found on the walls;

e Cockroaches crawling on the walls;

e Pushing a DMH inspector;

e Rotten food;

e Filthy walls, carpets and furnishings;

e Debris and beer cans in the yard;

e Inadequate documentation of staff and training.

The protracted difficulty that state organizations had reforming this facility--
despite almost total abandonment by the licensed administrator, consistently foul
conditions, and open defiance of state inspectors by staff-- demonstrates how difficult it

is to deal with problem facilities in a timely fashion under our current system.



FACILITY E

Facility E is a facility in a rural county. On June 4, 2007, the Department of

Labor, Licensing, and Regulation brought an action against the administrator before the

Board of Long Term Health Care Administrators (the Board) for substandard conditions

in his facility. A consent agreement was signed whereby the administrator’s license was

suspended for one year and a $1,000 fine was assessed. The suspension was stayed, and

the license was put on probationary status for a year. The administrator was also required

to report all complaints and inspections to the Board. All of the incidents listed below

occurred after this consent order took effect while the license was in probationary

status, yet the administrator’s license remained in place. Some of the significant

deficiencies in Facility E included:

Failure to dispose of medication properly;

Exploitation of some residents by others;

Residents leaving the facility without staff’s knowledge;

No privacy at tubs or toilets in bathrooms;

Urine-soaked sweatpants worn by a resident and urine on the floor of a
bedroom:;

A resident covered in dried blood lying on a bare mattress;

Roaches in the bedrooms and bathroom;

Mouse droppings in a dresser drawer;

A resident who had not had a bath from June until November;

Inadequate documentation of criminal background checks.

P&A inspected Facility E in October 2007; the LTC Ombudsman inspected it in
November 2007; DMH inspected it in November and December 2007 and January 2008;

DHEC inspected Facility E in June, September, October and November 2007 and then

requested and received a plan of correction for all violations. In January 2008, when

10



DHEC inspected again, over 30 violations were found (many of which were repeat
violations).
The ongoing problems with this facility again reveal the inability of existing state

agencies to remedy problem conditions in a timely manner.

PEACHTREE MANOR?

Peachtree Manor, although an extreme case, illustrates the deficiencies of the

current system for oversight of CRCFs. It is now closed. At times during its operation:

e A rresident was Killed in traffic while unsupervised;

e Residents did not receive their medications or medical care;
e Residents did not have heat;

e The facility had no gas for cooking;

e The facility had consistently filthy conditions, including roaches in the
kitchen.

Peachtree received its license to operate as a CRCF in Winnsboro, South
Carolina, in Fairfield County on January 18, 2006. DHEC inspectors first noted
problems at Peachtree before the facility even opened, and multiple inspections over the
next two years uncovered a pattern of ongoing and progressive deterioration. Peachtree
proved consistently unable to appropriately document the administration of residents’
required medications, ensure basic sanitation, or maintain finances stable enough to
consistently provide for basic necessities like food, heat, phone service, and garbage
removal.

Additionally, at least one resident died due to lack of supervision. On the evening
of Saturday, October 29, 2006, two residents were walking on the road in front of the
facility. A vehicle struck and killed one of the two residents, who used a wheelchair.

The other resident sustained minor injuries as he leapt to safety. A complaint was made

2 Because the facts surrounding Peachtree were the subject of widespread media coverage and the facility
is no longer operating, the report uses the facility name, rather than a pseudonym.
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concerning resident monitoring, staffing and training, resident’s records, and facility
safety. The individual care plan for the deceased resident had not been reviewed or
revised every six months; the initial care plan (ICP) had been performed on March 3,
2006. His admission assessment was incomplete, and did not contain all items required
by DHEC R. 61-84.101.1. There was no care plan available for review for the surviving
resident. He had been admitted on October 6, 2006; DHEC regulations require an ICP be
completed within seven days of admission.?® His assessment stated that he “wanders” but
the DHEC inspector determined the resident was not properly supervised. (According to
hearing testimony by the operator of Peachtree, the two residents were on a “buddy
system” with each other, and were also supervised by staff.)

DMH, the LTC Ombudsman’s Office, P&A and DHEC all conducted inspections
throughout Peachtree’s period of operations, although primary responsibility fell on
DHEC as the licensing agency. DHEC cited Peachtree for regulatory violations on
numerous occasions, beginning on January 5, 2006 (before the facility even opened),
again on May 31, 2006, and again on June 21 and 22, 2006. By letter dated July 21,
2006, DHEC imposed a total monetary penalty in the amount of $20,100.00 for the
assorted regulatory violations (reduced to a total fine of $6,325.00 by order of the
Administrative Law Court dated Sept. 14, 2007).%°

A DHEC complaint investigation in response to the death mentioned above was
made on October 30, 2006, and a DHEC general sanitation inspection and complaint
investigation was made on November 14, 2006. Pursuant to the results of those
inspections, DHEC revoked Peachtree’s license to operate by letter dated December 5,
2006. Peachtree appealed that revocation to the Administrative Law Court. While the
action was pending, the facility remained open and continued to admit new residents. In
the meantime, conditions continued to deteriorate and the residents’ lives and health were

daily placed at greater and greater risk.

> DHEC R. 61-84 703. Individual Care Plan (1) A. The facility shall develop an ICP with participation
by, as evidenced by their signatures, the resident, administrator (or designee), and/or the sponsor or
responsible party when appropriate, within seven days of admission.

% g5.C. Dep't of Health & Envtl. Control v. Peachtree Manor Residential Care, LLC, 06-ALJ-07-0765-CC
(S.C. Admin. Law Ct., Sept. 14, 2007) (Kittrell, C.J.). Online at
http://www.scalc.net/decisions.aspx?q=4&id=10347
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Finally, on March 28, 2008, after several warnings regarding non-payment,
Palmetto Long Term Care Pharmacy terminated its contract with Peachtree and ceased to
supply the facility with medications. The pharmacy then notified DHEC of this action
and stated that it therefore believed the residents were no longer receiving necessary
medications. As a result, DHEC performed an emergency inspection that same
afternoon, which confirmed that residents were not receiving required medications, cited
several other violations as well, and finally determined that an “imminent threat to the
health, safety, and welfare of the residents” existed, which allowed DHEC to
immediately suspend Peachtree’s license under S.C. Code § 44-7-320(A)(3). Five days
later, an emergency hearing was held, and on April 1, 2008, an Administrative Law Court
judge confirmed both the license suspension and the earlier revocation action. Finally,
after over two years, almost the entirety of which had been spent in noncompliance
with regulatory requirements, Peachtree was closed and the remaining residents
were moved.

Peachtree’s eventual closure was not a success, but the outcome of systemic
failure. Its residents suffered, and even died, over a period of years because of the lack of
an adequate and competent system to approve initial licenses, inspect facilities, and
revoke licenses. Efforts to make Peachtree comply with DHEC’s regulations cost
hundreds of hours of many agencies’ time and tens of thousands of state dollars. While
Peachtree represents the extreme of noncompliance, the other facilities discussed in this
report, as well as many others across the state, continue to pose health and safety hazards

to residents.

FINDINGS
1. Unsafe, unsanitary, and unacceptable conditions prevail at many residential care
facilities throughout the state.
2. Staff and administrators are often unaware, untrained, or apathetic about

compliance with the regulations that govern the facilities.
3. Since inspection results are not public and no central database of facility reports

exists, it is difficult for agencies and others that serve vulnerable adults to easily
access information regarding complaints and actions taken against facilities.
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4. Different agencies have varying degrees of oversight and reporting
responsibilities.

5. State regulatory agencies have only limited tools, typically monetary penalties
that are often reduced significantly, to address problems in CRCFs.”’ Fines
imposed on facilities, however, often result in worse resident care rather than
curing the problem.

6. There is no process to stop admissions to a deficient facility short of license
revocation.
7. The level of noncompliance required for revocation of a facility’s license is too

high to ensure protection to residents, and the legal process required for facility
closure can take years. Meanwhile, residents continue to live in substandard and
unsafe conditions.

Conclusion

The history of the efforts to obtain compliance with the law in these six
Community Residential Care Facilities shows the complete ineffectiveness of our state’s
efforts to protect these people with disabilities, who are usually poor and without family.
Facilities that continue to operate with numerous and repeated violations over a long
period of time show the callousness with which many administrators and operators treat
the people in their care. Such pervasive violations signify a blatant disregard for the law
and discredit the ability of agencies and advocacy organizations to compel compliance.

Residents in the facilities in this report lived in unsanitary environments where
they were provided no opportunity for activities and were often expected to perform
housekeeping duties that should be designated for staff only. These residents often did
not receive vital medications, medical treatment in a timely matter, food, heat, and care
by an adequate number of properly trained staff with no criminal history. Many of the
residents have been threatened, exploited, neglected, and even abused by the staff

entrusted with their care.

%" See, e.g. http://www.scalc.net/decisions.aspx?q=4&id=10347, S.C. ALC 06-ALJ-07-0765-CC, original
fine imposed by DHEC against Peachtree $20,100, final total fine imposed by court; $6,325. Often,
however, DHEC negotiates with the owner instead of taking it through the court: see, e.g.,
http://www.scalc.net/decisions.aspx?9=4&id=5515
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Violations of CRCF regulations must be enforced more consistently and more
stringently. Administrators and operators must understand that noncompliance will be
punished and that repeat offenses will not be tolerated without serious consequences.
Public awareness of substandard facilities and of negligent staff should also support
decreasing admissions to substandard facilities, a primary goal in any effort to ensure
facilities provide quality care and comply with regulatory requirements. Until South
Carolina reinforces its commitment to ensuring that Community Residential Care Facility
operators are accountable for their actions, administrators will have little incentive to
improve the standard of care, residents will not receive the care to which they are
entitled, and residents and the state will continue to financially reward operators who fail
to meet the most basic standards of care. CRCF residents deserve to have a place to

call home.

RECOMMENDATIONS

1. The statutes and regulations governing CRCFs should be revised to give licensing
agencies more enforcement options against frequently cited facilities and
administrators, such as:

e The power to suspend new admissions to CRCFs with repeated, uncorrected
violations that significantly jeopardize residents’ life or health while the appellate
process to suspend or revoke a license is pending;?®

e The power to make suspension of operations automatic when a license has
been revoked, followed by an emergency hearing to determine whether the
facility should remain closed during the appeal or be allowed to resume
operations;

%8 Nursing homes that accept Medicaid payments are barred from accepting new admissions pending appeal
of revocation of their operating license, 42 C.F.R. 488.414. Also, the statute could be expanded to include
suspensions for prolonged periods of substandard conditions and repeated, uncorrected violations that
present an unhealthy living environment. A third option would be to make suspensions automatic when a
license has been revoked, followed by an emergency hearing to determine whether the facility should
remain closed during the appeal or be allowed to resume operations. A fourth alternative would be to
include an option for the licensing agency to request an expedited appeal process as well as injunctive relief
pending appeal, if conditions so warrant. This injunctive relief could include a bar on the admission of new
residents.
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e The ability to suspend the license of an administrator, prior to a hearing, based
upon frequent or egregious violations that significantly jeopardize residents’ life
or health;

e The creation of an expedited appeal process to review license suspensions or
bars to new resident admissions; and

e The consideration of information relating not only to the current licensing period,
but of all pertinent information regarding the facility and the applicant when
considering applications and renewals of licenses.

2. DHEC should inform the public and concerned parties about problem facilities.
Facility inspection reports, including corrective actions, should be made available to the
public on the agency’s website (without any personal information identifying residents)®
and posted at the facility.

3. The state should create an Adult Abuse Registry of individuals who have
substantiated allegations of abuse or neglect of vulnerable adults against them. Facilities
should be required to check the Registry before hiring a prospective employee.

4. The General Assembly should fully fund enough DHEC inspection staff to provide
for periodic unannounced visits and full, timely investigation of allegations of regulatory
violations.

5. The General Assembly should adequately fund the SC Department of Labor, Licensing
and Regulation (LLR) to enable prompt investigation of complaints against CRCF
administrators.®

These measures would significantly improve protection for our state’s vulnerable
adults who have no choice but to live in these facilities. State law and regulations
provide for oversight of Community Residential Care Facilities, but many South
Carolinians are harmed every year because the oversight is ineffective and fragmented.
We cannot afford to continue the current practice of minimal accountability for serious
and continual transgressions. A few of the most serious incidents have been reported by

the press; this report illustrates that many others have not. The State and individual

%9 |n iits 2005 Annual Report, the Adult Protection Coordinating Council (APCC), a group created by the
Omnibus Adult Protection Act, recommended that DHEC post inspection reports on its website.

% CRCF administrators are licensed by the Board of Long Term Health Care Administrators, located in
LLR; complaints are investigated by LLR’s Office of Investigation and Enforcement.
http://www.lIr.state.sc.us/POL/L ongtermHealthCare/ http://www.scstatehouse.gov/coderegs/c093.htm
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residents are paying for services that do not meet the standard of care established by
regulation. It is past time to ensure safety and accountability in these facilities.
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METHODOLOGY OF THIS REPORT

This report originally began with a focus on one CRCF, Peachtree Manor.
However, shortly after Peachtree’s doors finally closed, the report was expanded to
examine conditions in other CRCFs since P&A’s Team Advocacy inspections and other
information indicated that problems existed in many CRCFs across the state.

P&A’s Team Advocate provided a list of every CRCF inspected from June 29,
2007, through April 3, 2008.3' From this list, 28 of 67 inspections were selected for
further review because the Team Advocacy findings had been sufficiently serious that
complaints had been filed with DHEC. Consideration was also given to other
information from previous encounters with these facilities while working with clients.

Each of the 28 facilities was then graded by applying a uniform performance scale

to the Team Advocacy reports. That scale was based upon three categories:

e Medication. Itincluded the accuracy of MARs, the availability of all
prescribed medication on site, the proper storage and labeling of
medications, and evidence of appropriate distribution of medication as
prescribed.

e Sanitation. This category included overall appearance and condition of
the facility, odors, proper food labeling and storage, sufficient cleaning
and paper supplies, and insect infestation, as well as the appearance of the
residents’ cleanliness.

e Other Issues. Some examples include lack of supervision of both staff and
residents, incomplete residents’ records, lack of staff training
documentation, violations of residents’ 