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 V 000 INITIAL COMMENTS  V 000

An Annual Survey was completed on April 1, 
2022.  A deficiency was cited. 

This facility is licensed for the following service 
category: 10A NCAC 27G .5600C Supervised 
Living for Adults with Developmental Disability.
 
This facility has a current census of 6. The survey 
sample consisted of audits of 3 current clients.

 

 V 132 G.S. 131E-256(G) HCPR-Notification, 
Allegations, & Protection

G.S. §131E-256 HEALTH CARE PERSONNEL 
REGISTRY
(g) Health care facilities shall ensure that the 
Department is notified of all allegations against 
health care personnel, including injuries of 
unknown source, which appear to be related to 
any act listed in subdivision (a)(1) of this section. 
(which includes: 
a.   Neglect or abuse of a resident in a healthcare 
facility or a person to whom home care services 
as defined by G.S. 131E-136 or hospice services 
as defined by G.S. 131E-201 are being provided.
b.   Misappropriation of the property of a resident 
in a health care facility, as defined in subsection 
(b) of this section including places where home 
care services as defined by G.S. 131E-136 or 
hospice services as defined by G.S. 131E-201 
are being provided.
c.   Misappropriation of the property of a 
healthcare facility.
d.   Diversion of drugs belonging to a health care 
facility or to a patient or client.
e.   Fraud against a health care facility or against 
a patient or client for whom the employee is 
providing services).
 Facilities must have evidence that all alleged 
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 V 132Continued From page 1 V 132

acts are investigated and must make every effort 
to protect residents from harm while the 
investigation is in progress. The results of all 
investigations must be reported to the 
Department within five working days of the initial 
notification to the Department.

This Rule  is not met as evidenced by:
Based on record review and interview, the facility 
failed to report all allegations of abuse to the 
North Carolina Health Care Personnel Registry. 
The findings are:

Review on 3/29/22 and 4/1/22 of client #6's 
record revealed:
- Admitted: 2013
- Diagnoses: Mild Intellectual Developmental 
Disability, Hypertension and Acid Reflux

Review on 3/29/22 of the facility's records 
revealed:
- No allegation of abuse, neglect or exploitation 
reported to the Health Care Personnel Registry.

Review on 3/29/22 of the IRIS report dated 3/1/22 
revealed:
-  [Client #6] called the police on herself. She 
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told law enforcement that she was a threat to 
herself and staff (Former Staff #4)."
- "[Client #6] was prompted to mop the kitchen 
floor by staff. She refused and get upset with 
staff, [client #6] became physically aggressive 
with staff and pushed staff. [client #6] went to her 
bedroom and closed the door and called the 
police. [Client #6] said that she pushed staff and 
that she was a threat to staff and others in the 
group home."

Interview on 4/1/22, the Qualified Professional's 
Supervisor reported: 
- She did an informal inquiry/investigation but 
did not submit the incident to Health Care 
Personnel Registry.
- During her investigation she found the 
following:

Client #6 indicated Former Staff (FS) #4 
poured water on her face.

FS #4 denied pouring water on the client.
When management went to look at the floor, 

no water was observed on the floor.  
-  At the time of the inquiry/investigation, she 
did not view the incident as an allegation.
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