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W 000 | INITIAL COMMENTS W 000
A complaint survey was completed on October 1,
2025 for intake # NC00233620, NC00233621,
and NC00233730. The intake was substantiated.
Deficlencies were clted.
W 157 | STAFF TREATMENT OF CLIENTS W 157 W-157
CFR(s): 483.420(d)(4)
If the alleged violation Is verifled, appropriate The clinical team will provide in-services
corrective action must be taken. fraining for client #4 plan of protection
This STANDARD is not met as evidenced by: relative to the abuse and neglect. The
P';’“MWWN;M clinical team will also re-training on
faciity show evidence of appropriate Client's Rights and Prohibited Interventions
8 clients (#4). The finding is: g
Review of facility documentation during a " .
complaint investigation survey on 10/1/25 eProgrmCoordlnatorw:llobsemmff'
revealed a plan of protection relative to an abuse nteractions with clients # 4 twice per week
incident invoiving client #4, Further review of the document in the Therap system for 30
plan of protection dated 9/17/25 indicated that on s. The QIDP would management
9/6/25 around 11:00 PM, Stalf A barricaded client documentation weekly,
#4 in his room for approximately 7 hours.
review of the of and
Swrmmmepeetedond oopod vy To completed by November 1,2025
has an Insomnia diagnosis and can't sleep at
night. The client is non-verbai and was pacing in
the kitchen and dining room areas on the date of
the incident during third shift hours. The client
(#4) was sent to his room and staff A barricaded
the cllent’s bedroom door by pushing a dresser RECEIVED
across the door. Additional review of the plan of
protection and incident report verified client #4 UCT 20 2325
was in his room screaming and crying for 7 hours
and was released from his room at 6:00 AM.
Client #4 also defecated and urinated on himself DHSR-MH Licensure Sect
as he was barricaded in his room.
LABORATORY | ORPROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) OATE
&L__ Executive Director/CEQ 10-14-25
Any wih an asterisk (") denoles a deficiency which the Inslitulion may be excused from correciing providing i is delermined thal
other safeguards m»mm.mmwm.}emhmmummwonnmnm
following the dale of survey whether or not a plan of comection Is provided. For nursing homes, the above findings and plans of correction ars disclosable 14

mmmmmw-«mmuhm.uummu.mm.mmmammumnm
program parlicipation.
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W57 | Continued From page 1 w157
Subsequent review of the plan of protection dated
9/17/25 indicated the following sleps were

necessary to protect the client (#4): all direct
wppoda&sﬁwlllmeeivelnmedalere-hhhgon
Client's Rights and Prohibited Interventions to
include seclusion, physical barriers or room
restriction. The qualified inteliectual disabilities
profesmtolDP)orproyamuoordhator (PC)
will observe stalf interactions with clients twice
per week and document in the Therap system for
30 days. Review of the facility documentation did
not reveal documentation to verify that client
ligiﬂsﬂ\dprdibitedlﬂbnuﬂiﬂnstrahhgwas
provided to facility staff and no QIDP or
Managarmmdowmntaﬂoneoverilymatcﬁent
ﬂmeeiveddﬂealwasbmandmonwodng
twice a week since the Incident occurred on
9/6/25,

Interview with the Residential Co-Director on
10/1/25 verified that she has spoken to staff on all
shifts, however tralning in client rights and
prohibited interventions has not been

to date. Further interview with the Co-Director
revealed clinical oversight and monitoring has not
been consistent and documentation has not been
mnmleudasraqdradinllnplmofproeecﬁonbr
client #4 dated 9/17/25,

W 253 | PROGRAM DOCUMENTATION W 253
CFR(s): 483.440(e)(2)

The facility must document significant events that
alerelabdtomed#ent'shdlvidualpmgramplan
and assessments.
ThlsSTANDARDismlmetasevidmedbsc
Based on record review and interview, the facility
failed to document significant events, specifically
relaﬁveloapprc\priateassessmentscnmpleted
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The QIDP will conduct in service training

r staff on client # 4 & # 6 accurately

ing sleep data. The staff will be

ined on client # 4 & # 6 Behavioral

upport Plan and document all target
viors within a timely manner. The

IDP and Behavioral Specialist will ensure

all document or complete an

ent after an alleged incident. The

DT will address the incident, debriefing,

ollow-up and place prevention measures

fter all incidents.

To completed by November 1,2025
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W 253

Continued From page 2

aﬂumaﬂeged&acidentarﬂamauyum\g
sleep data, affecting 2 of & clients (#4 and #6).
The findings are:

A, The qualified intellectual disabilities
professional (QIDP) and The Behavioral
Specialist (BS) failed to document or complete an
assessment after an alleged incident for client #4.

Record review on 10/1/25 during a complaint
investigation survey for client #4 revealed a
General Event Report (GER) dated 9/11/25.
Continued review of the GER revealed "on 9/6/25
client #4 was roaming the home in the late hours
of the night unable to sleep and keep quiet”.
Between 10:58pm-6:58am a staff member
barricaded client #4 in his bedroom. The staff
member pushed his dressed in front of the
entrance of his bedroom, he was blocked in his
bedroom until the next morning. Client #4 "stood
there screaming and reaching his hands out
warﬁnglogetouthescreamedmeenﬁremght‘
Further record review revealed no QIDP
documentation of an inter disciplinary team (IDT)
meeling or note addressing the incident,
debriefing, follow-up, or prevention measures
completed to address the incident. Additional
record review revealed no assessment or note
documented by the Behavioral Specialist
addressing the incident and debriefing/counseling
with client #4.

Additional record review on 10/1/25 for client #4
revealed a behavior support plan (BSP) dated
10/30/24 revealed target behaviors to include:
Self-injurious behaviors (SIB): Stimming,

Non-compliance, Agitation/anxiety, Inappropriate
touching others and Pica.

W 253
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Continued From page 3

Interview with the Co-Resldential Director on
1011!25Mrmedmmmornotumre
WehdbyﬂnGDPmdasmgamhgme
incident that occurred on 9/8/25 for client #4.

B. The QIDP and BS falled to document or
conﬂe(eanumaﬂormahgodmdm
for client #6.

Recordreviswonmmzsdnxhgacomphhu

survey for client #6 revealed a
General Event Report (GER) dated 9/11/25.
cmmmame&ama'mm
staff member recalled prior incidents where client
#6 engaged in undressing behaviors and a staff
mmmmmm
private area as "stifi” and "at attention”. Staff as
stated "thing was swinging" when the client ran
through the kitchen, undressed. The staff
member caressed the clients' arm to calm him
down.” Further record review revealed no QIDP
doumetMonofmlDTmeeﬁngornoh
adﬁreulngﬂ\alnddem.debddhg,ﬂowm.or
prevention measures to address the incident.
Additional record review revealed no assessment
or note documented by the Behavioral Specialist
addmhgﬂammmmmmunumg
with client #6.

Additional record review on 10/4/25 for client #8
ravnledabehavlorsupponplan(BSP)dahd
6/25/25 revealed target behaviors to include:
FoodSeekhg.NmCarplim.Achﬂon,
self-kwiousbehaviors(swa).PrOpertmese.
and Inappropriate Sexual Behavior.

Interview with the Co-Residential Director on
10/1!25wnﬂnnadmasuasmormhaswem
completed by the QIDP and BS regarding the

W 253
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W 253 | Continued From page 4
incident that occurred on 9/5/25 for client #5.

C. The staff failed to document significant events
relative to hourly sieep checks for client # 4.

Rwordrwlewmiﬁhl’ﬁfarclientﬂrevealed
sleep data sheets from 07/1/25 - 9/30/25.
Continued review of the sleep data sheets for
dm#dmwﬂodalarewdeddudnglhe
huxaon:OOpm-?marnlor%mnofgzdaya.
Further review revealed missing data for hours
betwsen 9:00pm- 7:00am for 91 out of 92 days.

Interview with the Co-Residential Director on
10/1/25 confirmed missing data collected during
the months of July, August, and September of
2025. Continued interview with the Co-Residential
Director revealed sleep data is to be documented
daily for client #4.

W 331 | NURSING SERVICES

CFR(s): 483.460(c)

Thofnciﬁtymmlpmvidedientswm\nurshg
services in accordance with their needs.
ThlsSTANDARDisnotrne&asevidencedby:
Based on observation, documentation review
and interview, the facility failed to provide nursing
services In accordance with the needs of 1 of 6
clients (#4) by not ensuring appropriate
assessment and monitoring after a significant
event. The finding Is:

Review of the record for client #4 during a
complaint investigation survey on Oclober 1,
2025, revealed an incident reporting indicating
that on 9/6/25 at 11:00 PM, the client was
barricaded in his room for approximately 7 hours
with a dresser that was pushed in front of the
client's

W 253

wa3aa1
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W 331| Continued From page 5 W31
bedroom door. Further review of the record
revealed client #4 was not provided access to a

baﬂvournmthe?hmrpeﬂod.

Reviewdﬂnlncldmrepm(aﬂm.’))andplan
of protection (9/12/25) indicated client #4

documontaﬁonmlaﬂveloihewdunl
diuuﬁdidnotmadbodyd\oﬁm.lmﬂg
assessment, or nurses' notes to determine if the
client had any injuries or nesded medical
attention after the incident.

Subaoquemrawmomerowdfaclemﬂ
revealed a person centered plan (PCP) dated
6/30/26 which indicated the client has an

Interview with the facility nurse on 10/1/25
revealed she was made aware of the incident
hvolvlngdlmtﬂandmmummorbody
checks were not completed. Further interview
whhu'lem;rmmulodcﬁuﬁﬂm
displaying behaviors which did not indicate the
need for an assessment or involvement with
nursing services.

Interview with the Residential Co-Director on
10/1/25 verified client #4 was involved in an
emotional and mental abuse incident and the
mmmmmdmmmuw
lo the incident. Further interview with the
Cmnhmmmudemﬂmsmm
mmnmedghtwhmhebndmwdeep.

ent or additional assessments needed

umentation is completed daily.
IDP will monitor documentation

ompletion Date: November 1, 2025
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Continued interview with the Co-Director verified
clisnt #4 does not exhibit target behaviors when
he has a hard time sleeping. Additional interview
with the Co-Director agreed it is the responsibility
of nursing to complete an assessment to rule out
if medical treatment was needed and the
assessment should have been documented in the
client record,
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