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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:

W 156

 The team failed to ensue all investigation results 
were reported to the administrator within 5 
working days for 1 of 2 investigations reviewed as 
evidenced by interviews and review of facility 
records.  The finding is:

Interviews with the operations manger and the 
executive director, verified by review of the IRIS 
report, revealed on 5/14/18 the operation 
manager was informed by the home manager 
who had been told by the guardian client #1 
alleged staff A had pulled her hair.  At that time 
per interview with the operations manager, 
verified by review of the IRIS report, revealed an 
IRIS report was completed and a staff person 
assigned to conduct an investigation.  Continued 
interviews with the operations manager, verified 
by review of the letter from the department of 
social services revealed the department had been 
contacted and ruled out an investigation.  
Additional interviews with the operation manager, 
substantiated by review of facility time sheets, 
revealed staff A was placed on administrative 
leave as of 5/14/18.

Subsequent interviews with the operations 
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manager, verified by interview with the executive 
director,  revealed a miscommunication had 
occurred and an investigation had not been 
initiated after staff had been assigned to conduct 
the investigation.  Therefore, the facility failed to 
ensure results of all investigations were reported 
to the administrator within 5 working days.
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