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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 interview and record verification, the 

facility failed to assure the results of 1 reviewed 

facility abuse/neglect investigation was reported 

to the administrator or designated representative 

within five working days of the incident. The 

finding is:

Review of a facility investigation on 6/13/19 

revealed an investigation dated 4/6/19 concerning 

an allegation of neglect regarding clients #1 and 

#2.  Review of the investigation revealed staff 

interviews that confirmed clients #1 and #2 were 

neglected by a staff person, when he was not 

present to assist clients #1 and #2 to the toilet 

before leaving his shift. This resulted in clients #1 

and #2 to be found laying in feces in their 

bedrooms upon the change of shift, at 9:00 AM 

on 4/6/19.

Further review on 6/13/19 of the investigation and 

interview with the facility administrator revealed 

the facility completed their investigation on 5/1/19, 

substantiated the neglect allegation, and 

terminated the employee who was responsible for 

the neglect.  Additional review of investigation 

findings revealed recommendations were not 

determined by the administrator until 05/01/19, 25 

days after the investigation began. 

Interview with the operations manager and the 
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W 156 Continued From page 1 W 156

facility administrator on 6/13/19 verified a delay of 

having recommendations after the investigation 

determined by the administrator. Further interview 

on 6/13/19 with the facility administrator verified 

agency difficulty with writing investigations and 

having all documents reviewed by all interviewing 

parties and the administrator in a timely manner, 

for which the agency plans to address.
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