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W 000 | INITIAL COMMENTS

A complaint survey was completed on 2/10/2026
for intake #NC00235299. The intake was
unsubstantiated. Deficiencies were cited.

W 156 | STAFF TREATMENT OF CLIENTS

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 complete the Health Care Personal
Registry (HCPR) within 5 days as required by
state statue for client #2. The finding is:

Review of facility documentation during the
complaint investigation survey on 2/10/26
revealed a facility investigation summary dated
12/15/25. Further review of the 12/2025 facility
investigation revealed an allegation of verbal
abuse indicating staff A was accused of being
verbally abusive to client #2 while attempting to
de-escalate the client's behaviors at the day
program.

Review of the record for client #2 on 2/10/26
revealed an incident response improvement
system (IRIS) report completed on 12/9/25
indicating allegations of verbal abuse. Further
review of the 12/9/25 IRIS report indicated
notifications were made to the following: Iredell
County DSS, legal guardian, facility administrator,
and LME/MCO. Review of the IRIS report for
client #2 revealed no evidence of HCPR being
notified within 5 business days of the findings.
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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
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Interview with the Program Manager on 2/10/26
verified that the facility internal investigation
involving client #2 started on 12/9/25 and was
completed on 12/15/25. Further interview with the
Program Manager could not verify if the HCPR
was submitted as required.

W 191 | STAFF TRAINING PROGRAM W 191
CFR(s): 483.430(e)(2)

For employees who work with clients, training
must focus on skills and competencies directed
toward clients' behavioral needs.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure staff were adequately trained
specific to client #2's behavioral needs. The
finding is:

Review of facility documentation during the
complaint investigation survey completed on
2/10/26 revealed an incident response
improvement system (IRIS) completed for clients
(#2) dated 12/9/25 which included allegations of
verbal abuse towards the client. Further review of
facility documentation revealed a facility
investigation summary dated 12/15/25 which
indicated that on 12/9/25, staff A was accused of
being verbally abusive to client #2 while
attempting to de-escalate the client's behaviors at
the day program.

Review of the facility investigation summary dated
12/15/25 indicated the following interventions
would be completed: staff A would receive
corrective action for not using client #2's behavior
support plan (BSP) appropriately. Management
will "complete routine and unannounced visits to
ensure all people supported are treated fairly,
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which will be documented". Additional training for
all staff will be provided relative to
person-centered training and BSP training.
Further review of facility documentation did not
reveal evidence that person-centered and BSP
training were completed to all staff as required to
ensure clients are treated fairly.

Interview with the Program Manager on 2/10/26
verified she was the investigator assigned to
complete the facility investigation. Further
interview with the Program Manager confirmed
the allegations for verbal and physical abuse
were unsubstantiated, however staff A received
disciplinary action for not using client #2's BSP
appropriately. Continued interview with the
Program Manager verified that staff A and facility
staff should have received person-centered
training and BSP training to ensure clients are
treated fairly.

Interview with the qualified intellectual disabilities
professional (QIDP) on 2/10/26 verified that staff
A did not receive additional training relative to
client #2's BSP or person-centered training prior
to returning to work on 12/19/25. Further
interview with the QIDP verified that facility staff
did not receive additional in-service training
relative to client #2's BSP and person-centered
training to date.
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