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

This STANDARD is not met as evidenced by:
Based on record review and verified by
interviews, the facility failed to complete a
thorough investigation with the inability to show
evidence of appropriate corrective measures
related to the findings of an internal investigation
relative to abuse. The finding is:

Review of internal records on 10/28/20 revealed
an internal investigation dated 10/7-10/13/20.
Review of the internal investigation revealed on
10/7/20 revealed staff A made an allegation about
staff B relative to abuse, alleging staff B had
stuffed a sock in the mouth of client #1.
Continued review of the 10/7/20 internal
investigation revealed staff A provided an
unknown date and time regarding the alleged
incident.

Review of staff A's statement during the internal
investigation revealed staff A to put in writing "A
couple of weeks ago, staff B was putting client #1
in bed and he tried to spit so she grabbed a sock
and put it in his mouth." Further review of the
10/7/20 internal investigation revealed staff A to
verbally report in interview additional
inconsistencies with when the alleged incident
occurred referring to the incident occurring when
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she began employment at the group home.
Interview with the facility program manager on
10/28/20 verified staff A began employment on
2/17/20.

Additional review of written statements from
various staff during the internal investigation
revealed staff A had engaged in a verbal
altercation with staff B and profanity was used.
Review of a written statement by staff B during
the 10/7/20 internal investigation revealed "l was
trying to talk to the nurse, she (staff A) kept
targeting me screaming and cussing. | said there
are clients in here." Review of written statements
by the facility nurse and staff C revealed
additional statements of staff A using profanity
towards staff B.

A review of conclusions of the 10/7/20 internal
investigation revealed a unsubstantiated finding
of abuse. A review of recommendations from the
10/7/20 investigation revealed the behavior plan
for client #1 was to be revised to outline a clear
specific practice for spitting, staff would be
in-serviced on appropriate supports to address
spitting behavior of client #1 and the clinical team
would complete unannounced visits to the group
home to monitor therapeutic interactions between
staff/clients. Further review of recommendations
revealed no evidence of administration to address
late reporting of an abuse allegation by staff A.
Additional review of recommendations revealed
no evidence of further inquiry or efforts of
administration to address the alleged use of
profanity by staff A in front of clients.

Interview with the program manager verified staff
A had reported an abuse allegation, involved in
the 10/7/20 internal investigation, untimely and in
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violation with the agency internal policy of
immediate reporting of abuse. Continued
interview with the facility program manager
verified profanity was not to be used by staff in
front of clients. Further interview verified staff A's
untimely reporting of abuse and alleged
inappropriate language in front of clients had not
been inquired of further by the facility to
determine if verbal abuse of clients had occurred.
Subsequent interview with the facility program
manager verified untimely reporting nor the use of
profanity in front of clients had been addressed
with staff A relative to corrective action or further
training. Additional interview with the program
manager revealed staff A was still employed by
the agency and had been transferred to a
different group home as of 10/19/20.
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