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W 153 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:

W 153

 Based on record review and interview, the facility 

failed to ensure an incident involving client #1 

relative to physical abuse by staff was reported 

timely and accurately to the direct supervisor or 

administrator. The finding is:

Review of facility records on 12/12/25 revealed a 

general event report (GER) entered by the quality 

assurance director (QAD) on 11/17/25 at 4:32 PM 

which details an incident which allegedly took 

place on 11/15/25 at 4:09 PM. Continued review 

revealed an allegation of physical abuse of a 

client by a staff. The report states that the 

incident was first reported to the residential 

manager (RM) on 11/16/25 at 6:32 PM by 

telephone and that the RM notified the QAD 

directly on 11/17/25 at 8:45 AM. Further review 

revealed that an investigation was opened on 

11/17/25 and the named staff was placed on 

administrative leave at that time. Subsequent 

record review revealed that the facility's policy on 

Abuse, Neglect and Exploitation states, "Any 

person who observes or otherwise is made aware 

of any action toward a consumer that might 

constitute abuse, neglect or exploitation shall 

immediately report the incident to the Quality 

Assurance Director."

Interview with the QAD on 12/12/25 confirmed 

that the incident was not reported immediately as 
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W 153 Continued From page 1 W 153

required by the facility's reporting policy.

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 document/record review and 

interviews, the facility failed to ensure all 

allegations involving client #1 were thoroughly 

investigated. The finding is:

Review of records on 12/12/25 revealed a video 

clip dated 11/15/25 at 4:09 PM which depicts staff 

A striking client #1 with the back of her hand as 

staff B observed from a short distance away. 

From the video, it is unclear where on client #1's 

body the strike landed. 

Record review on 12/12/25 also revealed a 

general event report (GER) resolution on which 

are hand written the words "Investigation Details," 

dated 11/18/25. The report indicates steps taken 

in the investigative process, including camera 

review and interviews with the staff who were on 

duty at the time of the incident. The report does 

not describe any attempt to ascertain whether 

client #1 was engaging in any dangerous 

behavior at the time, nor any effort to assess 

client #1 for injuries. The report also does not 

address the issue of why staff B failed to report 

the incident for more than 24 hours after it 

occurred. The report does include an email from 

the home manager (HM) to the quality assurance 

director (QAD) indicating that she would review 

further camera footage for signs of similar 

behaviors, but there is no follow up to this 

statement in the record.
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Interview on 12/12/25 with the QAD confirmed 

that the interviews with the staff on duty in the 

home on 11/15/25 were specifically directed at 

the reported incident and that the staff were not 

asked to talk about other interactions between 

staff A and clients, particularly client #1. Further 

interview with the QAD confirmed that in light of 

the allegation of physical abuse, which was 

confirmed by video review, the incident should 

have been investigated more thoroughly.

W 157 STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(4)

If the alleged violation is verified, appropriate 

corrective action must be taken.

This STANDARD  is not met as evidenced by:

W 157

 Based on record review and interviews, the 

facility failed to show evidence of appropriate 

corrective action for an incident of physical 

abuse. This affected 1 client (#1). The finding is:

Review of records on 12/12/25 revealed an 

internal investigation conducted by the facility 

which concluded on 11/18/25 with a substantiated 

finding of abuse of client #1 by staff A. Further 

review of the internal investigation revealed 

recommendations based on the results of the 

investigation which read, "Based on interviews, 

camera review and documentation, the allegation 

of abuse was substantiated to policy. It is my 

recommendation that staff A receive a final written 

warning. Staff A will receive client specific 

in-service on properly following the individual's 

behavior plan and re-training on abuse, neglect, 

and exploitation policy and procedures." The 

recommendations do not include any re-training 

for staff in the area of timely reporting of abuse, 
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neglect or exploitation, even though the incident 

occurred on 11/15/25 and was not properly 

reported until 11/17/25. The recommendations 

also do not include any specific monitoring of staff 

A's interactions with clients in the home following 

her return from administrative leave.

Interview with the quality assurance director 

(QAD) on 12/12/25 confirmed that the facility has 

taken no steps to specifically monitor staff A's 

interaction with clients in the home since the 

substantiated allegation of abuse regarding client 

#1. The QAD further confirmed that no staff have 

been re-trained on the facility's policy regarding 

timely reporting of incidents of abuse, neglect or 

exploitation to management.
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