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 V 000 INITIAL COMMENTS  V 000

A complaint survey was completed on 5/14/25. 

The complaints were substantiated (intake 

#NC00229529).  A deficiency was cited. 

This facility is licensed for the following service 

category: 10A NCAC 27G .2300 Adult 

Developmental and Vocational Programs for 

Individuals with Developmental Disabilities. 

This facility has a current census of 48. The 

survey sample consisted of audits of 1 current 

client

 

 V 318 13O .0102 HCPR - 24 Hour Reporting

10A NCAC 13O .0102       INVESTIGATING AND 

REPORTING HEALTH CARE PERSONNEL

The reporting by health care facilities to the 

Department of all allegations against health care 

personnel as defined in G.S. 131E-256 (a)(1), 

including injuries of unknown source, shall be 

done within 24 hours of the health care facility 

becoming  aware of the allegation.  The results of 

the health care facility's investigation shall be 

submitted to the Department in accordance with 

G.S. 131E-256(g).

This Rule  is not met as evidenced by:

 V 318

Based on record reviews and interviews, the 

facility failed to report an allegation of exploitation 

to the Health Care Personnel Registry (HCPR) 
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 V 318Continued From page 1 V 318

within 24 hours of becoming aware of the 

allegation. The findings are:

Review on 5/14/25 of the Former Staff 

#1personnel record revealed:

-Hired: 2/13/12.

-Terminated: 4/17/25.

Review on 5/13/25 of the Incident Response 

Improvement System (IRIS) report for Client #1 

submitted 4/21/25 revealed:

-Date of incident: 4/4/25.

-No Health Care Personnel allegation submitted 

2025. 

 Interview on 5/14/25 with the Program Director 

revealed:

-Was made aware of the incident on 4/8/25, and 

the incident occurred 4/4/25.

-Former Staff#1 was terminated on 4/17/25 after 

the internal investigation was completed. 

-Had issues determining where to complete the 

"Exploitation" allegations in the IRIS report.

-Provided training for current staff, coaching 

during monthly meetings on 5/13/25.
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