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CFR(s): 483.420(d)(3) will inservice all clinical members, who
conduct facility investigations, on
The facility must have evidence that all alleged the proper procedures of completing a
violations are thoroughly investigated. thorough investigation which

includes requesting all people supported
be physically examed by a nurse when
there are muliiple allegations of

physcial abuse. Investigations that
involve an allegation of physical abuse
will be reviewed by the Quality

This STANDARD is not met as evidenced by:
Based on record reviews and interviews the
facility failed to conduct thorough investigations
of the allegations by failing to request nursing to
physically observe all clients in the home for

possible injuries, therefore not providing Assurhance dSt[?‘emallst fora .pené)d .Of six
safeguard to all clients, nor gaining all possible months an, en on a. T°“t'"e . a.S'S'
physical evidence of the investigation.. The ln. the furture, the Facmty_ Alenlstrator
findings are: will ensure all alleged voilations are

thoroughly investigated.

Facility record reviews on 4/11/19 revealed there
were 2 internal investigations conducted by the
facility on 3/31/19 Continued record review
revealed the first internal investigation was
prompted and conductied by the facility after a
staff member Mary Stephenson complained that
other staff in the home were not completing their
duties as assigned . Further record review
revealed as staff were interviewed additional RECEEVED
alllegtions of abuse were then reported by two
new staff members, who stated they observed
staff Mary Stephenson pushing client's William's -

head toward the floor 10-15 times on 3/24/19. MAY 1 zmg
Also reported by new staff members was current
staff Brianna Sherrill, was observed smacking DHSRNHL&C
client Valentino in the mouth, over his mouth Black Mountain / WRO
piece and directly on his mouth approximately 6
times on 3/24/19. Further record review revealed
the facility administrator requested the nurse to
physically exam only one client William, on
4/1/19. Subsequent record review revealed the
other 5 clients in the home were casually
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observed by the nurse, but were not examined to
determine if there was any possible injuries to
other clients in the home, although maltreatment
of William was substantiated.

Interview with facility administration and the
facility nurse on 4/11/19 confirmed that nursing
did not examine all clients for evidence of
possible injuries, abuse or neglect during these
investigations. Continued interview confirmed the
amount of nursing involvement in a facility
investigation is determined by administration i.e.
nursing only responds to what they are
specifically requested to do and exam only
clients they are specially requested to examine
during an investigation. Further interview
revealed nursing staff is not privy o aspects other
than what is revealed by administration 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 and only client, William, was
examined for injuries. Therefore a thorough
investigation was not completed as all clients who
had been in the home at the time of the
substantiated abuse, were not examined for
possible injuries.
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