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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 4/5/23. A 
deficiency was cited as a result of the complaint 
survey for Intake #NC00199913. The allegation 
was unsubstantiated.

 

W 156 STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(d)(4)

The results of all investigations must be reported 
to the administrator or designated representative 
or to other officials in accordance with State law 
within five working days of the incident.
This STANDARD  is not met as evidenced by:

W 156

 Based on record review and staff interviews, the 
facility failed to complete their investigation within 
5 working days of the initial abuse allegation. This 
affected 1 of 1 audit clients (#3 ). The finding is: 

Review on 4/5/23 of the facility's Investigation 
Summary revealed on 3/7/23, the Director 
learned of an incident in the home on 3/6/23 
involving an unknown staff holding up a metal 
spoon in front of client #3 in an attempt to calm 
her down.  The Director gathered statements 
from staff on 3/7/23 and 3/8/23. Staff remained 
suspended during the investigation. 

Additional information revealed on 3/13/23, the 
facility requested an extension. The Long Term 
Services Supports (LTSS) System Coordinator 
conducted additional staff interviews on 3/16/23. 
On 3/23/23, the LTSS System Coordinator 
reached a conclusion and finalized his 
investigation. New monitoring procedures were 
immediately implemented, all staff received 
training on 3/30/23, and additional staff, who were 
implicated, but no evidence of abuse, were giving 
written warnings or a work plan. The Qualified 
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W 156 Continued From page 1 W 156
Intellectual Disabilities Professional (QIDP) along 
with the Home Manager will do daily monitoring of 
clients and staff for sixty days. 

Interview on 4/5/23 with the Director revealed that 
they had four investigations within their 
organization simultaneously. The Director 
revealed in January 2023, the facility laid off the 
other staff in the LTSS System Coordinator 
position; and then it was eliminated. The Director 
revealed explained that there was only staff to 
handle completing their investigations, after he 
initiates it. The Director acknowledged that they 
realized they needed additional time to complete 
the investigation, and requested the extension. 
The Director also acknowledged that taking 
nearly three weeks to complete an abuse 
investigation was too long.
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