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W 000 INITIAL COMMENTS W 000

 A Complaint was completed 8/22/19 for intake 

number NC00154552 and intake number 

NC00154524.

 

W 154 STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(3)

The facility must have evidence that all alleged 

violations are thoroughly investigated.

This STANDARD  is not met as evidenced by:

W 154

 Based on review of an incident and interviews, 

the facility failed to assure all allegations of abuse 

were thoroughly investigated.  This affected 1 of 1 

audit clients (#1).  The finding is:

An allegation made by client #1's family was not 

thoroughly investigated.

An interview on 8/22/19 with the group home 

manager and the qualified intellectual disability 

professional (QIDP) revealed there was a 

question by client #1's father to  a direct care 

specialist about client #1 being abused.  The 

home manager stated the father had asked if 

staff were abusing client #1.  The staff told him 

no.  He asked because of her ducking and 

covering her head while with the family on 

visitation.

The group home manager presented a 

documentation note of the incident during the 

interview on 8/22/19.  The direct care staff note 

stated, "When picking up [client #1], from 

therapeutic leave, client #1's dad asked staff if 

any staff was hitting client #1 because she was 

flinching and saying 'Don't play me.'  I had told 
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him that I didn't know anyone that is/was hitting 

her and that I don't hit client #1.  He seem upset 

and change the topic."  This incident report was 

dated 7/30/19.

During further interview on 8/22/19, the QIDP 

indicated she was not sure if this had been 

investigated and called her corporate office to 

inquire. The corporate official was to call back by 

5pm if she had investigated and there was no call 

back.

During an interview on 8/22/19, the home 

manager stated the father's voice is often raised 

when talking and that the home staff do not raise 

their voice.  She further indicated client #1 had 

never flinched as described with the home staff .

Neither the home manager nor the QIDP could 

provide any evidence of investigation of the 

allegation.

FORM CMS-2567(02-99) Previous Versions Obsolete J0KN11Event ID: Facility ID: 952270 If continuation sheet Page  2 of 2


