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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

 Based on record reviews and interviews, the 

facility failed to assure the local officials 

specifically the local department of social services 

was notified according to their own policy.   The 

finding is:

The facility did not report to the local Department 

of Social Services upon initiation of the 

investigation.

Review on 12/31/18 of the facilities investigations 

revealed an investigation for an allegation of 

neglect that occurred on 12/8/18.  This 

investigation was initiated immediately and 

completed within the five working days required 

by federal regulation and the depart of social 

services was notified on 12/14/18.  However, 

review of the facility policies revealed the 

following "investigation procedures":  "The local 

Department of Social Services shall be notified 

upon initiation of the investigation."

Interview with management on 12/31/18 revealed 

they were aware of their own failure to notify the 

local department of social services upon initiation 

of the investigation.  The management indicated 

they were not sure how the failure occurred.
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