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A complaint investigation survey was completed
on 10/21/24 for Intake # NC00222851 and Intake
# NC00222856. The complaint was
unsubstantiated and deficiencies were cited.

W 153 STAFF TREATMENT OF CLIENTS W 153
CFR(s): 483.420(d)(2)

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure that management was

notified immediately of allegations of
mistreatment, neglect or abuse. This affected 5 of
5 audited clients (#1, #2, #3, #4 and #5). The
finding is:

Review of records on 10/21/24 revealed one
North Carolina Incident Response Improvement
System (IRIS) report for each audit client
regarding an incident which was alleged to have
occurred on 10/3/24. The reports indicated they
were submitted on 10/4/24 and that management
was made aware of the allegations on 10/3/24.
Initial statements were gathered by the
Residential Manager (RM) on 10/3/24 and
10/4/24. These statements were written by staff
A, staff B, staff C, staff D and staff E. None of the
initial statements indicated a date on which the
acts complained of allegedly occurred.

Continued record review revealed that The LTSS
System Coordinator (hereinafter "investigator")
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interviewed each of the referenced staff regarding
the allegations. When asked when the allegations
occurred, staff D stated she did not recall
specifically but later stated if would have been
either 9/15/24 or 9/29/24. When asked when the
allegations occurred, staff E stated, "It was just
general like these are things that have been
ongoing for a bit of a time." When asked when
the allegations occurred, staff D stated she did
not recall specifically but later stated it would
have been either 9/15/24 or 9/29/24. When asked
when the allegations occurred, staff C stated she
did not recall specifically but stated, "It was like
early September." Staff A is the alleged
perpetrator and denied the allegations entirely.

Interview with the investigator on 10/21/24
revealed that she was unable to identify a
particular date on which the alleged acts
occurred. Continued interview with the
investigator confirmed staff are obligated to report
allegations of abuse, neglect or exploitation
immediately and that she will recommend training
in the area of client protections and the duty to
report. However, as of the 10/21/24 survey, no
staff training has occurred.

W 156 STAFF TREATMENT OF CLIENTS W 156
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:
Based on record review and interview the facility
failed to report the results of a 10/4/24
investigation of emotional abuse to the
administrator or to the Health Care Personnel
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Registry (HCPR) within 5 business days as
required by state law. The finding is:

Record review on 10/21/24 revealed an
investigation dated 10/4/24 of an allegation of
verbal abuse. No documentation was provided by
the facility to show the results of the investigation.
Further review revealed that the investigation was
started on 10/4/24 by the Qualified Intellectual
Disability Professional (QIDP) who secured
statements from staff in the home. Interview on
10/21/24 with the LTSS System Coordinator
(hereinafter "investigator") revealed that she was
not assigned to lead this investigation until 4 days
later and the investigator was not able to start her
part of the investigation until 4 days after that. As
the 5 day requirement for completion of
investigation had passed, additional time was
requested from the administrator to complete the
investigation.

Continued interview with the investigator
confirmed that the results of the investigation had
not yet been reported to administrator or HCPR
as required as of 10/21/24. Subsequent interview
with the investigator did not reveal any
extenuating circumstances occurring with this
investigation that resulted in the need to extend
the investigation longer than 5 days and no
reason the results of the investigation were
finalized and reported to the administer and
HCPR as of the 10/21/24 survey, 17 days after
the allegations were made and the investigation
was started.
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