
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/08/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

34G315 01/27/2023
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

483 CREEK ROAD
CORBEL RESIDENTIAL

ORRUM, NC  28369

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 1/27/23 for all 
previous deficiencies cited on 11/22/22. The 
following deficiencies were corrected: (W153) 
and (W156).The facility remained out of 
compliance in (W508). A complaint investigation 
was conducted on 1/27/23
for intakes #NC00197143 and #NC00197150. 
Additional deficiencies were cited.

 

W 149 STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(d)(1)

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect or abuse of the client.
This STANDARD  is not met as evidenced by:

W 149

 Based on record review and interview, the facility 
failed to ensure staff received annual abuse 
policy training. This had the potential to affect all 
clients (#1, #2 #3, #4, #5 and #6). The finding is: 

Review on 1/27/23 of an incident report dated 
1/12/23 accused Staff B of causing injuries to 
client #4. The report noted Staff B had received 
training on the following dates: 6/29/22, 7/28/22, 
8/27/22, 9/9/22 and 10/18/22. On 1/20/23, the 
facility concluded their investigation and noted 
Staff B abuse training for 2022 had expired and 
was overdue. The allegation of physical abuse 
was substantiated against Staff B. 

Interview on 1/27/23 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed that 
Staff B was hired on 12/21/21. The QIDP stated 
Staff B was supposed to attend in-services on 
abuse that were conducted on 11/21/22 and 
11/29/22 but he was on medical leave. The QIDP 
stated Staff B returned to work on 12/19/22 but 
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W 149 Continued From page 1 W 149
he was not required to complete his annual abuse 
training. The QIDP acknowledged Staff B was 
placed  back on the schedule, to work with 
clients. The QIDP stated Staff B was suspended 
for allegations of abuse on 1/12/23 and was 
terminated on 1/23/23 after they substantiated 
abuse against client #4. 

Interview on 1/27/23 with the Director of the 
Individuals with Intellectual Disabilities (IID) 
program revealed no explanation for staff lacking 
sufficient abuse training.

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 review, the facility 
failed to conduct a thorough investigation of one 
allegation of abuse. This affected of 1 of 1 audit 
clients (#4). The finding is: 

Review on 1/27/23 of an incident report, dated 
1/12/23 with the allegation of staff to client 
physical abuse, revealed one of two written 
statements from staff who were on duty at the 
time of the incident. Further review indicated 
there were no recorded statements from verbal 
clients or body audits to rule out abuse of 
non-verbal clients. The incident described Staff B 
whooping client #4 with a belt, causing red marks 
to his neck, ear, upper torso and left arm. After 
the incident was investigation, the facility 
substantiated the allegation for physical abuse 
and terminated the employment of Staff B on 
1/23/23. 
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W 154 Continued From page 2 W 154
Review on 1/27/23 of the Nurse's Exam of client 
#4 on 1/13/23 revealed the following injuries: 
1 1/4" x 1/8" red mark right shoulder
2 1/8" x 1/4" red area upper right shoulder
8" x 1 3/8" bruise behind left ear to base of neck
4" x 1" bruise left upper arm
1 1/8" thin red line on right back
2" x 1" bruise on left forearm

Interview on 1/27/23 with the Director of Quality 
Management (DQM), who conducted the 
investigation revealed she had noted that she 
wanted to interview Staff C who worked on 
1/12/23 but did not recall why she overlooked 
speaking to her. The DQM acknowledged she did 
not attempt to speak with other verbal clients who 
may have witnessed the incident. The DQM also 
did not try to determine if there were other 
possible clients who may have been subjected to 
physical abuse, by reviewing their skin conditions, 
to rule out injuries of unknown origin.
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