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W 000 | INITIAL COMMENTS

A complaint survey was completed on 9/27/22
for intake #NC00192963. The allegation was
substantiated and deficiencies were cited as a
result of the investigation.

W 189 | STAFF TRAINING PROGRAM

CFR(s): 483.430(e)(1)

The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure staff were trained on
procedures for assuring client safety and
supervision during behaviors for 1 of 2 audited
clients (#6). The finding is:

Record review on 9/27/22 of an in-service
attendance sheet for client #6's supervision
protocol on 9/1/22 revealed that effective
immediately, he must be visually supervised at all
times during waking hours. He may have alone
time in his private bedroom if he chooses to.
During these times, staff must conduct fifteen
(15) minute checks to ensure safety. Staff Awho
was assigned to client #6 on 8/31/22, the day he
left the home unsupervised, was not in
attendance for the in-service. Staff B and Staff C
were not identified as receiving training on the
supervision protocol.

Interview on 9/27/22 with the Program Director
(PD) revealed that the Home Manager (HM) told
her that she verbally trained Staff A on 9/1/22
after the team met to revise client #6's
supervision plan, but she failed to document her
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure all data relative to hourly
supervision to prevent elopement was
documented. This affected 1 of 2 audited clients
(#6). The finding is:

Record review on 9/27/22 of the Hourly Interval
Behavior Charts (HIBC) for client #6 from 8/29/22
to 9/26/22 revealed consistent gaps in daily data
collection.

Record review on 9/27/22 of an in-service
attendance sheet for client #6's supervision
protocol on 9/1/22 revealed that effective
immediately, he must be visually supervised at all
times during waking hours. He may have alone
time in his private bedroom if he chooses to.
During these times, staff must conduct fifteen
(15) minute checks to ensure safety.

Interview on 9/27/22 with the Psychiatrist
revealed that staff were expected to record every
hour on the HIBC either no behavior occurred or
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actions. The PD also revealed that she did not
have any written evidence that new employees,
Staff B and Staff C were trained on these
guidelines.
W 252 | PROGRAM DOCUMENTATION W 252
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identified what behavior happened and give more
detail on the ABC data sheet.

Interview on 9/27/22 with the Program Director
(PD) acknowledged that client #6 eloped from the
facility on 8/31/22 after lunch and was found by a
neighbor on their street. The PD revealed that the
home manager and qualified intellectual disability
professional (QIDP) were responsible for
reviewing the data sheets. The PD was not aware
that the data was not being collected every hour.
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