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W 000 INITIAL COMMENTS W 000

 Intake #NC00200313 and #NC00200382.  
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 record reviews and interviews, the 
facility failed to thoroughly investigate allegations 
of abuse for 1 of 1 audit clients (#1).  The finding 
is:

Review on 4/10/23 of the facility's internal 
investigation revealed 3/25/23 revealed that on 
3/22/23, client #1 and client #2 became physically 
aggressive towards each other.  Staff A and Staff 
B separated the two clients.  Client #1 hit Staff A.  
Staff B's written statement revealed she told client 
#2 to hit client #1 back. 

Review on 4/10/23 of the video footage of the 
incident showed Staff A and Staff B separating 
client #1 and client #2.  Client #2 was taken to the 
van.  Client #1 was observed to hit Staff A.  Staff 
B was heard to say "Hit him."  Staff A stated, "Hit 
him?" Staff B stated "Hit him back."  Staff A was 
observed to begin physically assaulting client #1.  

Interview on 4/10/23 with the Program Manager 
(PM) and Executive Director (ED) revealed the 
facility's internal investigation did not thoroughly 
investigate Staff B's encouragement for Staff A to 
hit client #1.  Further interview with the ED 
confirmed the facility does not support this type of 
staff behavior.
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