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W 153 STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(2)

The facility must ensure that all allegations of 

mistreatment, neglect or abuse, as well as 

injuries of unknown source, are reported 

immediately to the administrator or to other 

officials in accordance with State law through 

established procedures.

This STANDARD  is not met as evidenced by:

W 153

 Based on review of investigations and interviews, 

the facility failed to report all allegations of abuse 

or neglect to the health care personnel registry 

(HCPR) within 24-Hours as required by N.C. 

General Statute 131E-256, which is under 131E 

Article 15.

This potentially affected all residents of the 

facility.  The finding is:

Allegations of abuse and neglect was not 

reported to the HCPR.

Review on 8/2/19 of the internal complaint 

investigation dated 7/16/19 revealed the 

allegations were not reported to the HCPR.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 8/2/19 confirmed the 

allegations were not reported to HCPR.  She 

indicated she knew they would be false as a staff 

she terminated gave them to her in anger directly 

after the staff's termination. However, in due 

diligence she proceeded with what was a 

thorough investigation.
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