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W 000 INITIAL COMMENTS W 000 (WOO0O) Allegation was unsubstantiated.  4/18/26

A complaint survey was completed on 2/17/26 for
intake #NC00235679. The allegation was
unsubstantiated but a deficiency was cited
relative to the allegation.

W 153 STAFF TREATMENT OF CLIENTS W 153 (W4153) Clinical team members will be in 4/18/26
CFR(s): 483.420(d)(2) service trained on how to complete a
thorough investigation by way of
The facility must ensure that all allegations of documentation all statements,
mistreatment, neglect or abuse, as well as completing 24- hour reporting form and
injuries of unknown source, are reported concluding the investigation within a
immediately to the administrator or to other timely manner. Monitoring by way of
officials in accordance with State law through quality assurance and monthly QAPI
established procedures. meetings.

This STANDARD is not met as evidenced by:
Based on the facility documentation reviews and
interview, the facility failed to ensure an abuse
investigation was reported timely to external
officials in accordance with state laws for client
#1. The finding is:

Review of internal investigation summary on
2/17/26 revealed an allegation of client abuse
reported on 1/18/26. Further review of internal
investigation summary revealed the investigation
began on 1/18/26 and completed on 1/21/26.
Continued review of the investigation summary
revealed that on 1/18/26 "client #1 returned home
from a therapeutic leave on Sunday at 12:50pm.
Resident was noted to have blood on night gown
when she came to the med room to take her PM
medication. The resident was assisted to clean
up and change. Staff noted blood in resident's
underwear and blood on the wipes used to clean
the resident."

Subsequent review of the internal investigation
revealed no report of incident from the facility to

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterégk (*) denotes a deficiency which the institution may be excused from correcting providing it ‘!s 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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W 153 Continued From page 1 W 153 (W153) Clinical team members will be in
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the Division of Health Service Regulation
(DHSR).

locate it.

Interview on 2/17/26 with the facility administrator
revealed that the she sent an email but could not

service trained on how to complete a
thorough investigation by way of
documentation all statements, completing
24- hour reporting form and concluding
the investigation within a timely manner.
Monitoring by way of quality assurance
and monthly QAPI meetings.
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