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W 000 INITIAL COMMENTS W 000

 A revisit was conducted at the facility for 
deficiencies cited during the recertification survey 
on 4/19 - 4/20/21.  All of the deficiencies from the 
recertification survey have been corrected.  A 
complaint investigation was also completed 
during the revisit for intakes NC00177104, 
NC00177356, NC00178136, NC00178143 and 
NC00178218.  A deficiency was cited during the 
compliant survey.  The facility remains out of 
compliance.

 

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 record review and interviews, the 
facility failed to ensure all allegations of abuse, 
neglect or mistreatment are reported immediately 
to the administrator or other officials.  The finding 
is:

During staff interviews on 6/16/21, a staff 
indicated that they had witnessed what they felt 
could have been abuse of a client at the facility 
about two days ago.  The staff revealed they had 
not reported this to their supervisor or any other 
management or administrative staff.  Additional 
interview with the staff also indicated they could 
not recall having received any training regarding 
reporting abuse, neglect or mistreatment while 
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W 153 Continued From page 1 W 153

working at the facility.

Review of the facility's neglect/abuse policy 
(Revised April 2021) revealed, "All staff are 
required to immediately report acts of abuse, 
neglect, or exploitation to the case responsible 
person or Administrator/Director, if this person is 
not available, the immediate supervisor or 
Administrator-on-call should be contacted...In 
addition to a verbal report, an Incident Report 
(Form #8142) must be completed as soon as 
possible by the person who witnessed the 
incident..."  

Interview on 6/16/21 with a Qualified Intellectual 
Disabilities Professional (QIDP) and the 
Administrator at the facility confirmed all 
allegations of abuse/neglect must be reported 
immediately.
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