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W 000 INITIAL COMMENTS W 000

 A complaint survey was conducted on 9/13/2021 

for intakes NC0018138, NC00180242, 

NC00181061. A deficiency was cited.

 

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 interview and record reviews, the 

facility failed to conduct a thorough investigation 

of one allegation of abuse. This affected one 

client (#1). The finding is:

During an interview with the management team 

on 9/13/2021, it was revealed that the facility 

conducted an inquiry/contact form regarding the 

allegation.  They presented the contact form for 

review.

Review of the documentation on 9/13/2021 

revealed the facility conducted an advocacy 

"contact" which was not a thorough investigation.  

According to the documentation, the facility 

followed up on the allegation when the home 

manager notified Advocacy client #1's guardian 

called him and informed him that client #1 had 

reported he had been assaulted overnight.  The 

inquiry revealed that Staff A  questioned client #1 

and that his story changed several times.  

Nursing was noted to have conducted a body 

check on client #1 at 11:25am that day and the 

event report revealed a small swollen area 

without hardness on his left forearm.  However, it 

noted the event report was conducted after Staff 

B noticed a small bump on his forearm.  The 

nurse noted this to be the "round swollen area 
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without hardness to L forearm."  

Review on 9/13/2021 of the behavior support plan 

(BSP) dated 4/13/2021 revealed that client #1  

had a tendency to make false allegations.  It was 

addressed in the plan and identified criteria for 

not reporting to Advocacy.  The conditions were 

as followed: "1) The statement is about 

something that has happened in present 'real 

time.' 2) There are witnesses present or 

contradictory information that confirms that the 

statement is false and 3) [client #1] appears to be 

injury free from visual observations."   All three 

were not met but it was reported to Advocacy. 

Interview with the advocacy director on 9/13/2021 

revealed, the advocacy department did not 

interview all staff or any clients due to the history 

of allegations from client #1.  She stated that 

cameras were not located in the bedroom but 

could not answer why the cameras outside the 

bedroom were not reviewed to see if multiple staff 

entered his room that night. She further indicated 

that with contact forms, Health Care Personnel 

Registry and law enforcement are not contacted 

therefore no contacts to outside entities were 

made.
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