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W 000 INITIAL COMMENTS W 000

 A complaint survey was conducted at the facility 
on 9/26/19. A deficiency was cited as a result of 
the complaint survey for intake #NC00155994.

 

W 154 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:

W 154

 Based on record review and interviews, the 
facility failed to ensure all allegations were 
thoroughly investigated.  This affected 1 of 2 audit 
clients (#2).  The finding is:

An injury of unknown origin involving client #2 
was not thoroughly investigated.

Review of a facility investigation dated 9/3/19 
revealed on the morning of 8/28/19 while helping 
client #2 with his shower, "when [Client #2] 
undressed, she noticed two bruises, in the shape 
of a straight line, about one inch long."  Additional 
review of the report noted the staff reported the 
bruises immediately and the client was assessed 
by a nurse with no treatment needed.  The 
investigation indicated on 9/3/19, the guardian 
was notified about the bruises by the Division 
Director and was concerned and wanted the 
bruises to be investigated because he suspected 
"somebody hit [Client #2]". 

Further review of the investigation report revealed 
an investigation into the bruises to client #2 
began on 9/3/19 based on the concerns from his 
guardian.  Continued review of the report noted 
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the client requires one-on-one staff 
supervision/monitoring throughout his day and 15 
minute bed checks at night. The report included 
one written statement from the staff who originally 
discovered the bruises on 8/28/19.  Although 
client #2's 8/27/19 staff assignment sheet 
indicated at least four different staff had been 
assigned to him that day, no written statements or 
interviews from these staff members were 
included in the facility's investigation.

Interview on 9/26/19 with the Home Manager and 
Division Director revealed client #2's one-on-one 
staff person is rotated about every 2 hours 
between various staff on a shift and three or more 
different staff could be assigned to him on a given 
shift.  Additional interview confirmed the staff 
assigned to client #2 prior to the morning of 
8/28/19 had not been interviewed during the 
investigation.

Interview on 9/26/19 with the Director of 
Advocacy Services confirmed client #2's 
one-on-one staff should have been interviewed 
during the investigation.

FORM CMS-2567(02-99) Previous Versions Obsolete L8VM11Event ID: Facility ID: 955755 If continuation sheet Page  2 of 2


