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STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(d)(3)

The facility must have evidence that all alleged
violations are thoroughly investigated.

This STANDARD is not met as evidenced by:
Based on record reviews and interviews the
facility failed to conduct a thorough investigation
of allegations by failing to request nursing to
physically observe all clients in the home for
possible injuries, therefore not providing
safeguard to all clients, nor gaining all possible
physical evidence of the investigation. The
findings are:

Review of facility records during a complaint
investigation on 4/11/19 revealed there was an
internal investigation initiated by the facility on
3/29/19 and a second investigation on 4/1/19.
Review of the 3/29/19 investigation revealed the
investigation was initiated because of staff
complaints against another of "not doing her job".
Review of the 4/1/19 internal investigation
revealed the investigation was initiated as a result
of receiving allegations of maltreatment by staff of
clients #1, #2, and #3 from the 3/29/19
investigation.

Further record review revealed the 3/29/19
internal investigation was prompted and
conducted by the facility after a staff (A)
complained that other staff in the home were not
completing their duties as assigned. Further
document review revealed allegations of abuse
reported by two new staff (B and C) who
observed staff (A) pushing client #1's head
toward the floor 10-15 times on 3/24/19 during a
therapeutic intervention. Subsequent review
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revealed Staff (B and C) reported also on 3/29/19
both had observed Staff (D) smacking client #2 in
the mouth, over his mouth piece and directly on
his mouth 5-6 times on 3/24/19. Review of the
facility's investigative conclusions revealed Staff
D was terminated on 4/10/19 as a result of abuse
to clients #1,#2 and #3. Staff D was also
reported to law enforcement for the maltreatment
of clients #1,#2,and #3. Staff A was terminated
on 4/10/19 for implementing an emergency
intervention, not reporting the intervention to
administration and not following client #1's
behavior support plan (BSP) correctly. Staff F
was terminated on 4/10/19 for admission of
sleeping at work. Staff E was also terminated on
4/10/19 for not reporting client maltreatment
previously reported to her by Staff B and C.

Additional record review revealed the facility
administrator requested the facility nurse to do a
physical exam of client #1 on 04/1/19.
Subsequent record review revealed although
maltreatment of client #1, #2, and #3 was
substantiated by Staff D only client #1 was
requested by the administration to have a full
physical exam because of his high risk condition
from a previous (non-related injury.) The facility
nurse observed the other clients in the home and
no injuries were obvious. Based on the nurses
observations no physical examinations of other
clients in the home were requested by
administration.

Interview with facility administration and the
facility nurse on 4/11/19 confirmed that nursing
did observe but did not conduct an exam on
clients in the home except for client #1 during the
3/29/19 or 4/1/19 investigations. Continued
interview confirmed the amount of nursing
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involvement in a facility investigation is
determined by administration. Nursing staff
further revealed nursing conducts an exam only
with clients they are requested to examine by
administration during an investigation. Further
interview revealed nursing staff is not privy to any
aspects other than what is revealed by
administration and requested of nursing services
during a facility investigation.

Subsequent interviews with the nurse and
administrator on 4/11/19 confirmed facility
administration did not request that all clients be
examined during the investigation. Client #1
received a full physical exam for injuries during
the investigative period however, a thorough
investigation was not completed as all clients in
the home at the time of the substantiated
maltreatment/abuse, were not examined for
possible injuries and complete evidence was not
gathered by the facility.
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