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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:
Based on record review and interview, the facility
failed to ensure that all allegations of
mistreatment were reported immediately to the
administrator and to the healthcare personal
registry. The findings are:

The facility did not receive 1 report of
mistreatment or report to the healthcare personal
registry (HCPR) within 24 hours.

Based on a review of the investigation done
internally by the facility the facility received a
report by an individual on 1/22/2020 of an incident
that allegedly happened on 1/10/2020. The
facility did not provide evidence of training the
consumer to report immediately. The facility did
not have evidence of reporting to the HCPR
within 24 hours.

Interview with the qualified intellectual disability
professional (QIDP) on 2/18/2020 revealed she
called the HCPR on 1/24/2020 and spoke with
them on 1/27/2020. After that she stated she
provided written documentation to them but did
not have a copy of it.
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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:
Based on interview and record review, the facility
failed to assure all investigations were completed
within five working days. The finding is:

One investigation of mistreatment was not
completed within five working days.

The facility received a report of an incident on
1/22/20. This was investigated but not completed
within five working days.

Interview with the qualified intellectual disability
professional (QIDP) on 2/18/2020 revealed the
investigation was not finished yet. When asked
why it was not completed within five working days
she stated she did not know it needed to be
completed within five working days.. She further
indicated she was told she did not interview
enough people so had to do that.
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