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 Intake #NC00144614  

W 149 STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(1)

The facility must develop and implement written 

policies and procedures that prohibit 

mistreatment, neglect or abuse of the client.

This STANDARD  is not met as evidenced by:

W 149

 The facility failed to ensure its procedures to 

manage the behaviors of 1 of 1 sampled clients 

(#16) did not result in the neglect of other clients 

in the home as evidenced by observation, 

interview and record verification.  The finding is:

Review of client #16's individual program plan 

(IPP) dated 5/18/18 revealed a behavior support 

plan (BSP) updated 9/28/18 to address the 

client's disruptive behavior.  Review of the BSP 

revealed client #16's disruptive behaviors are 

identified as non-compliance, intrusive seeking 

behavior, inappropriate aggressive contact, 

verbal aggression, PICA, physical aggression, 

property destruction, absent without leave 

(AWOL), verbally threatening self-injurious 

behavior, making untrue statements, invading the 

privacy of other clients' rooms and entering the 

bedroom of another client without permission or 

approval.  

Further review of the BSP, substantiated by 

interview with administrative staff, revealed the 

BSP was updated on 9/28/18 and included 

monitoring with the use of a silent alarm to be  

placed on client #16's door to alert staff when he 

leaves his room at night to keep client #16 from 
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W 149 Continued From page 1 W 149

going into others personal bedrooms.  Further 

interview with administrative staff revealed the 

BSP update and silent alarm were a response to 

client #16's recent behaviors of entering other 

clients' bedrooms.

Review of client #16's behavior log revealed the 

client was noted on 9/25/18 to be seen exiting 

client #29's bedroom by staff.  Further review of 

the behavior log revealed once again on 9/28/18 

client #16 was observed entering client #31's 

bedroom at 8:27 PM without permission and was 

caught at 10:50 PM going into client #29's 

bedroom after he was laying down to go to sleep.  

Continued review of the behavior log revealed 

after the BSP revision of 9/28/18, revealed other 

incidents continued to occur including 10/1/18 

when client #16 stole staff's drink located in client 

#31's bedroom, 10/2/18 when client #16 was 

caught going through client #7's dresser and 

10/11/18 when staff saw client #16 go into client 

#29's bedroom. Information included in the 

10/11/18 entry revealed when staff got to the 

doorway, client #16 was exiting and client #29 

stated client #16 had hit him.

Interview with staff in Hawksbill and 

administrative staff revealed other than the 

revision to the BSP to include the use of the silent 

alarm and the need to keep better track of client 

#16, no other changes have been made in the 

home.  Staffing patterns and numbers are still 

noted to be the same as well as the level of 

supervision provided for client #16.  Subsequent 

interviews with administrative staff revealed that 

as of the 11/1/18 survey the silent alarm has not 

been installed as the facility is waiting for the 

alarm company to schedule a time.
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The facility recognized the need for increased 

supervision to assure client #16 did not exit his 

bedroom to enter others rooms and developed a 

plan. However, the facility did not implement 

alternative methods to appropriately monitor 

client #16 such as increasing staff or supervision 

until the alarm system could be installed. As a 

result, the facility ended up neglecting the needs 

of the other clients in the home.
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