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A complaint survey was completed on 4/28/25
Intake #NC00229175. The complaint was
substantiated and deficiencies were cited.
W 154 | STAFF TREATMENT OF CLIENTS W 154
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:
Based on documentation review and interviews,
the facility failed to show evidence that the
allegation was thoroughly investigated relative to
an incident involving 4 of 4 clients in the home.
The finding is:

Review of documents on 4/28/25 revealed an
Investigative Summary prepared by the Quality
Assurance Manager. The two-page document
included summaries of all staff interviews
conducted, factual findings, and conclusion that
the allegation of neglect was substantiated due to
responsible staff admitting that they left the home
and left the clients without supervision. Further
review of the Investigative Summary revealed the
following statement, "1st shift staff who arrived at
the home at 6:00 AM to no staff on the premises
declined to be interviewed for this investigation."

Interview with the program manager (PM) on
4/28/25 revealed that the provider had no
documentation of the alleged incident outside of
the Investigative Summary prepared by the
quality manager, described above. The PM
confirmed that no time clock records were
checked, no phone records were requested, and
no efforts outside of requesting an interview were
made to attempt to secure a statement from the
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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
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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staff who discovered the clients unsupervised at
6:00 AM.
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CFR(s): 483.420(d)(4)

If the alleged violation is verified, appropriate
corrective action must be taken.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to show evidence of the
determination or completion of timely corrective
action related to an internal investigation involving
and allegation of neglect. The finding is:

Review of documents on 4/28/25 revealed an
Investigative Summary prepared by the Quality
Assurance Manager. The two-page document
included summaries of all staff interviews
conducted, factual findings, and conclusion that
the allegation of neglect was substantiated due to
responsible staff admitting that they left the home
and left the clients without supervision. Further
review of the summary revealed no indication of
corrective actions to be taken by the facility in
light of the substantiated allegation.

Interview with the qualified intellectual disabilities
professional (QIDP) and the home manager (HM)
on 4/28/25 revealed they had never been directed
to take any action relative to retraining staff or
reviewing procedures in order to prevent similar
incidents in the future.

Interview with the program manager (PM) on
4/28/25 confirmed that there was no additional
documentation regarding the allegation other than
the Investigative Summary referred to above.
Further interview with the PM revealed that the
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staff who admitted to leaving the clients
unsupervised was terminated, but that no further
action was taken to address the issues raised,
including the fact that a witness to the neglect
declined to participate in the investigation.
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