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W 153 STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(2)

The facility must ensure that all allegations of 

mistreatment, neglect or abuse, as well as 

injuries of unknown source, are reported 

immediately to the administrator or to other 

officials in accordance with State law through 

established procedures.

This STANDARD  is not met as evidenced by:

W 153

 Based on review of records and interviews, the 

facility failed to assure all allegations of neglect 

were reported immediately to the administrator 

and to other officials in accordance with State law 

for 1 of 5 clients residing in the group home (#3).  

The finding is:

Review of internal facility documents on 3/7/19 

revealed a facility investigative report started on 

7/26/18.  Review of the 7/26/18 investigation 

revealed at 8:03 AM on 7/26/18 the qualified 

intellectual disabilities professional (QIDP) 

received a phone call from the Director of Nursing 

(DON).  Further review revealed the DON 

informed the QIDP client #3 had fallen out of the 

Hoyer lift after her bath at 6:30 AM.  Subsequent 

review revealed neither the QIDP nor the DON 

had been notified of client #3's fall by the nurse 

on call (NOC).  Continued review revealed on the 

morning of 7/26/18 it was the reporting actions of 

a staff transporter who alerted the group home 

(GH) Director about client #3's fall.  The 

transporter had found an incident report on the 

morning of 7/26/18 left on a office desk about 

client #3's fall.  Subsequent review also revealed 

it was the transporter who informed supervisory 

staff client #3 had a posterior red mark at the top 

of her back in the area of her rod placement.  
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W 153 Continued From page 1 W 153

Client #3 was transported to the local emergency 

department (ED) by the transporter.  Additional 

review revealed a total of 2 hours had elapsed 

before supervisory staff were aware of client #3's 

fall.  Client #3 had no injuries from the 7/26/18 fall 

as documented in the facility investigation.

Continued review on 3/7/19 of the facility's 

investigative report of staff accounts pertaining to 

client #3's fall revealed she did not physically fall 

onto the floor because staff were able to slide the 

client onto the floor.  Further review revealed 

while client #3 remained on the floor, staff called 

the NOC to report client #3's fall.  Subsequent 

review revealed the NOC told staff to pick client 

#3 up off the floor (staff complied) and the NOC 

informed staff someone would be at the house to 

assess client #3.  After the phone call with the 

NOC, staff performed a body check and noticed a 

red mark on client #3's back; however, staff failed 

to call nursing back to alert them about this 

finding.

Ongoing review on 3/7/19 of the facility's 

investigative report revealed all involved 

employees have received disciplinary actions.  

Further review revealed the NOC should have 

immediately assessed client #3 upon receiving 

information from staff about client #3's fall on the 

morning of 7/26/18.  Subsequent review revealed 

facility supervisory staff should have been 

immediately notified of client #3's fall by the NOC 

because the Hoyer lift could have been 

immediately removed from service to ensure no 

other clients sustained injures or falls.  In 

addition, the facility's investigation noted had the 

NOC immediately notified supervisory staff about 

client #3's fall, the facility's investigation could 

have began sooner.  
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Continued review of the facility's investigative 

report revealed the following corrective staff 

training actions to ensure client safety: proper 

Hoyer lift usage, asking for assistance if needed 

when transferring clients, prompt reporting of all 

(initial and later) client incident findings to the 

NOC.  Further review revealed 2 staff, the 

attending NOC and a direct care staff (DCS) 

member, involved in client #3's fall on 7/26/18 

were terminated on 7/27/18.  Review on 3/7/19 of 

the involved DCS's disciplinary action noted 

personnel policy "145 #28" which pertains to 

"Mistreatment, failure to report, neglect and 

abuse of clients will result in immediate 

termination" and "Termination" identified.  In 

addition, review of the involved NOC's disciplinary 

action revealed "Suspension until investigation 

complete" and "Termination" identified with 

"personnel policy# Nurse Training" cited.

Review of the facility's investigative report 

revealed the facility did immediately act to provide 

client #3 with emergency medical attention once 

they were aware of the fall.  Further review 

revealed no North Carolina Incident Response 

Improvement System (IRIS) documentation 

pertaining to client #3's fall on 7/26/18.  Phone 

interview on 3/7/19 with the QIDP along with an 

in-person interview with the GH Director revealed 

they did not think an IRIS report needed to be 

completed because client #3 did not have any 

injuries or areas of broken skin.
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