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The govarning bady must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on observations, interviews and record
revlew, the facility falled to consistently implement
policies and procedures and provide adequale
operating direction to address and ensure
provision of a safe environment. This failure
affected 1 of 1 client during the investigation of
incident #63147-1 (Client #1) and potentially
affected all clisnts residing in the facllity. Findings
follow:

1. Record review on 10/24/16 revealed 5 General
Event Record (GER) which documsnted Client
#1's elopement from the “plant’ (facility vocational
program} on 8/18/16 at 11:00 a.m. The report
documented by Work Skills Supervisor (WSS) A
described her transfer of supervision of Client #1
to WSS B. She noted she asked WSS B 1o
assume supervision of Client #1 and take hisfher
"band"so she could gather more work materials.
WSS B asked WSS Ato leave Clisnt #1's band
on the table and chose not to wear it because
WSS Awas sick. WSS A placed the band on the
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Cross reference W193. Based on abservation,
interviews and record review, the facllity failed to
enstire staff consistently implemented the level of
supervision identified in client individual Support
Plans and programs. This failure affected 1 of 4
client {Client #1} during the investigation of
incident #63147-,
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The Administrative Team has more specific
defined sUpervision heeds for people suppo
so that staff have a clearer understanding o
what is needed and can provide the needed
level of supervision consistently. In order to
ensure that all staff are knowledgeable of a
consistently provide the correct supervision
fevel as required, administrative team mem
will routinely ask random staff to answer
guestions related to supervisory needs, If
understanding is not shown, re-training will
ocour. Administrative team members will
monitor implementation of the correct super
levels by observing staff interactions when
they are in the program area (at least week
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MANAGEMENT

The facility must ensure that specific governing
body and management requirements are met.

This CONDITION is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to be in substantial
compliance with the Condition of Participation
{COP) Governing Body and Management. The
governing body failed to ensure implementation
of appropriate level of supenvision which direcily
impacted a dient's safely. This affected 1 of 1
client identificd during the investigation of incident
#631474 (Client #1) and potentially affected alf
chients living in the facility, These findings led to a
determination of Immediate Jeopardy. Findings
follow:

Cross reference Wi04. Based on observations,
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At the time of the investigation of self-reported
incident #83147-1, standard-leve! deficiencies and
& Condition of Participation (COP) were cited,
Condition of Parficipation was cited at W102. 1110116
e {staff retraining}
Standard-leve! defisiencies were cited at W104 All staif were refrained, either in person (all
and W193. vocational staff) or through record review (a
W 102 | 483.410 GOVERNING BODY AND W 102

residential staff), of all supervision needs of
people suppaorted. Supervision needs and
programs will continue to be reviewed at
monthiy staff meetings for at least six month
In addition, the administrative team has mor
specifically defined supervision needs for
naople supported so that staff have a clearg]
understanding of what is needed and can
nrovide the neaded level of supervision

correct supervision level as required in

members will routinely ask random staff to
If understanding is not shown, re-training will
occur. Administrative team members will

monitor impiementation of the correct

when they are in the program area {(al least
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consistently. in order to ensure that all staff are
knowledgeable of and consistently provide the

programs and ISP plans, administrative team

answer questions related to supervisory needs.

supervision levels by observing staff interactions

weekly) and will complate on-the-spot retraiging

12/18/16
(supervision

clarifisd)

L-&BDQAT (DIRFCTORS OR PROVIBER/SUPPL

’ - sVl whenever needed,
inlerviews and record review, the facility faited to
consistently implemant policies and procedures
and provide adequalte oparating direction to
address and ensure provision of a safe
gnvironment.
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Any ,d{ef'cxemy stalement anding with an astarisk ( } denotes & deficiency which the institulfon may be excused from correcling providing it is determined Thet

‘wifier safeguards provide sufliclent proteciion to the patients . (See ingiruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether o nota plan of correetion is provided. For mursing homes, the above findings and plans of cosreclion are disciosable 14
days following the date these decuments are made avaiiable o the facilty. IF dsliciencies ase clled, an approved plan of cerreclion s rerisite to continued
prograsn participation,
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table and left the ares, referred (o as "the green
room.’ She returmed to the area, with the
WSS/Speech Aide, walked through and entered
the “middle room,” work area adjacent to the
green room. She tatked with the WSS/Speech
Aide in the middle room about work materials and
two other staff entered to ask about a client's
madication. The Motor Skills Coordinator etitered
the middle room o address staff's request for a
client's medication and the WSS/Speech Aide
told WSS A she would bring some work materials
back to the green raom. WSS A returned fo the
green ropm and discovered Client #1 absent from
his/her designated work seat. She questioned
Client #1's whereabouts and WSS B replied, "Oh
gosh" and siarted o look for him/her, WSS B
locked outside and WSS A quickly looked in the
restroom in the green room. They failed to locate
Client #1, 50 WSS A went to the middie room and
asked staif if they had seen him/her, they had
not. WSS C left the middie room and went {o the
outer half of the plant to look for Client #1. WSS
A left the green room and went 1o the Vocational
Program Manager's office to Inform her of the
elopement. While still looking in the plant for
Client #1, WSS C approachsd WSS A and told
her tha Human Resourcas Associate found Client
#1 and hefshe retumned to the green room. The
GER noled staff reasoned Client ##1 exited the
grean roor via an exit door that hadn't
completely shut and tatched resulting in a chime
not sounding. WSS A noted a Program
Coordinator saw Client #1 watk on the sidewalk
outside her office. WSS A astimated Client #1
lacked stafl supervision for approximately 2
minutes.

The Center is located on a residertial street,

W 104
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Further record review revealed Client #1's
Individual Data sheet. Ducumented diagnoses -
included: Severe Intellectual Disabifity, Catatonic
type Schizophrenia, Major Depressive Disorder,
Generalized Epilepsy and Gastroesophageal
refiuy disease (GERD). According to the
Individual Data sheet, Client #1 was 63 years old,
“partially” verbat and walked on hisfher own. The
document noted hefshe could not safely cross a
street and paced up and down the hallway when
home. Supension comments included, "{Client
#1) needs assistance for st ADLs (Activities of
Daily Living) and neads 24 (hour) awake staff.
Staff shoutd know (his/her} whereabouds within
the housefvocational setting.”

Continusd record review revealed an Individual
Support Plan {1SP) effective date 2/25/16, with a
review date of 9/15/16. The ISP documented
Client #1's needs, supports and services, Page 4
noted, "My feam agrees that | am an elopement
risk. | may not walk fo/from fhe plant
independently”. In addition information regarding
the work site included a need to let staff know
whan hefshe wanted to leave the work areg and g
fack of tolerance for others coming through the
work area. An identified Goal or Service included
the statement, "{Client #1) will stay in the building
and {histher) work room unless supervised by
staff during the day or night 160% of the days per
month for six consecutive months". Record
review revealed an ISP Program which noted
staff should inform Client #1 if he/she wanted to
go outside, helshe needed 1o inform staff, The
ISP program noted Client #1 used a roam alert
system at home for histher safely due to not
looking when crossing the street and not dressing
appropriately for the weather. The program
stated at work if Client #1 attemipted to leave the

W 104
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work room and attempis by staff to redirect
him/her falled, staff should offer him/her to go for
a walk or ride or call for support staff agsistance.
The program explained hafshe wore a Roam
Alert band on his/her wrlst that activated the
Roam Alert system at his/her home, When
he/she got within close proximity of the entryway
door a "mag lock” activated and prevented
him/her from opening the door. The program
stafed at the plant Client #1's WSS would have
hirnher “in visual sight”, It explained if the WSS
needed to leave the area for any reason, staff
would verbally inform other staff and hand them
the wrist band (expanded as a band worn fo
indicate the staff responsible for supervision of
Client #1). Tha program stated staff responsible
for supervising Client #1 mwust have him‘her
"within their sight, andfor the exits to the farge
plant area and the outside of histher work area.”

Additional record review revealed a copy of Client
#1's 18P program fo slay In the building signed by
WSS B on 10/11/16, A copy of the facility People
Supportad (PS) Supervision Rasponsibility
Statement also noted WSS B's signature with a
date of 10/11/16. The statement acknowledged
WSS B received training and understanding of
the supervision responsibiities for each PS.

Record review on 11/2/16 revealad the
dMaladaptive Behavior portion of Client #1's
Comprehensivs Funclional Assesament (GFA)
completed by the Behavior Analyst on 2/23/18.
The assessment noted "notifies staff when
leaving” as a need. Further review of tha CFA on
11/3/16 revesaled the Travel, Dressing and Safety
portions of the CFA, Travel needs included use
of traffic lights, use of sidewalks, use of
crosswalks and looking both ways when crossing

W 104
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streets. The dressing assessment noted Client #1
nseded assistance o dress appropriately for the
weather, The safety assessment indicated
hefshe could not independently walk toffrom the
plant safely.

Further record review on 11/2/16 revealed an
e-mail from the Program Coordinator {(PC) sent to
the Vocational Program Manager an 9719/16 at
1207 p.m. The PC wrote she saw Client #t
walking uhaccompanied on the sidewatk ouiside
her office and watched him/her walk towards the
end of the building. She noted she then heard
Client #1's volce inside the bullding talking with
staff.

Additional record review revealed the facility
Missing Person procedure. The procedure gave
staff direction in the event a client elaped. The
final directive noted, "An 'Emergency DriltActual
Event Report' and other appropriate reports must
be completed.”

Observation on 10/24/18 at 4:15 p.un., in the
green room at the plant revealed a plece of paper
on the exit door. The paper includad tha
following typed message, "Make sure the door is
latched when closing”. The Regional Director
explained she posted the sign after Client #1's
incldent of elopement on 9/19/16, She said when
she looked at the door following the incident, i
wasn't laiched and she presumed Glient #1 was
able to exit without a chime sounding. She added
the chime was only used as g safety measure to
notify staff ifiwhen anyons entered the building.

Observation on 11/2/16 at 10:00 a.m., revealed a
congrete sidewalk outside the exit door of the
green room at the plant. The surveyor followed
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the path of the sidewatk around the buifiding and
noted several windows with office equtipment
inside, as weall as a double door and an enfrance
to the building at the end of the sidewalk. The
sidewalk Just outside the exit sloped stightly bui
remained level and in good condition the
remainder of the path. Maintenanca personnel at
the facility indicated the distance Clien{ #1
presumabiy traveled to walk from the exit door by
the green room to the door hefshe entered to get
back into the plant maasured 144 feat.

Observation in the green room on 11/2/16 at
10:10 a.m. revealed Client #1 sat at a table with
work materiats on the table. He/She sat on the
opposite side of the room from the exit door.
WSS D handed WSS A a purple elastic band that
she placed con her arm. WSS A left the green
room and entered the middie room {o gather work
materials. She failed fo keep Client #1 within
evesight or pass supervision of Client #1 to
anoiher staif.

3. When interviewed on 10/24/16 at 4:05 p.m.,
the Regional Director stated staff wore & wrist
band to denote supervision of Cllent#1. She
stated staff failed to keep "eyes on" (Client #1) on
919416 because the room was "busy®.

When interviewed on 11/2/1G at 8:35 a.m., the
Vocational Program Manager confirmed WSS A
jaid the wrist band on the table on 9/19/16
bacause WSS H didn't want "germs” from WSS
A, She confirmed the Human Resource
Associate called her and told her the PC saw
Client #1 outside the plant, unaccompanied by
staif,

When interviewad on 11721186 at 1020 a.m., WSS

STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIERICLIA {%X2) MULTIPLE COMSTRUTTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A BUILDING COMPLETED
166011 B, WING 11/03/2016
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP COoLE
1564 BROADWAY 8T
CHRISTIAN OPPORTUNITY CERTER
PELLA, IA 50219
a0 SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORREGTICHY o)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF {EACH CORRECTIVE ACTION SHGULD BE COMPLETION
TAG REGULATCRY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDN TO THE APPROPRIATE DATE
DEFICIENGY)
W 104 | Continued From page 6 W104

FORM CMS-2667(02-69) Previotss Versions Obsolete

Event ID: 1EFO11

facifity 10: JAGGOS3

If continuation shegt Page 7 0f 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/23/2018
_ FORMAPPROVED
OMB NO. 0938-0381

STATEMENY OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:

16Go 11

(X2) MULTIRLE CONSTRUSTION
A BUILDING

8. WING

(%3] DAYE SURVEY
GOMPLETED

G
14/03/2016

NAME OF PROVIDER OR SUPPLIER

CHRISTIAN OPPORTUNITY CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
15584 BROADWAY ST
PELLA, 1A 53219

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1 PROVIDER'S PLAN GF CORRECTION (%8}
PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMELETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

W 104

Continued From page 7

A confirmed she transferred supervision of Client
#1 to W3S B by placing the band on the table on
9/18/16. She confirmed WSS B didn't want to
teke the band because WSS A had a bad cold,
She noted WSS B accepted supervisory
responsibility for Client #1 bafore she left the
green room, She confirmed multiple staff enter
and exit the area because of appointrents,
activities, etc., and that she passed through the
green room with tha WS5/Speech Alde, She
didn't recall whether Clignt #1 sat at his/her work
table when she passad through, as she was
looking for bags fo complete a work task, She
noted Client #1 consisfently sat at the same table
observed by the surveyor. She acknowladged
she and WSS B realized Client #1's absence and
began to search for him/er. She noted the
Janitor found Client #1 walldng in the hallway and
WSS C brought himrher back to the green room.
WSS A stated Client #1's lavel of supervision at
work was 3 - & minute checks. She lacked at
Client #1's ISP program and confirmed the level
of supervision written in the program stated within
eyesight. She admitted she did not keep Client
#1 within eyesight in the green room when she
entered the middle room to get work materials on
11H#216.

When interviewed ont 11/2/16 at 11:00 am., WSS
B confirmed she accepted supervision for Client
#1 on 9/19f18. She noled she had supervisory
responsibility for several clients in the room that
day and confirmed Cliard #1 sat in histher normal
seal in the green room. She recalled both staif
and clients passed through the reom that
maming. She also recalled Client #1 stood up
several times and she promptad hirvher to sit
down. She estimated Glient #1 was out of the
room for approximately one minute before staff

W 104
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found himy/her because WSS A was not gona
long. She stated Client #'1's level of supervision
included checks evary 10 minutes, bul she tied
{0 keep on “top of things™. She said Client #1 was
“high level of supervision™ and acknowledged
staff should keep him/her in eyesight when shown
the ISP program.  She admilted she didn't see
Clent #1 leave the green room on 9H18/16. WSS
B stated she was re-trained on Client #1's leval of
supesvision following the incident on 919106 and
canfirmed her signaiure on the ISP program and
Supervision staternent dated 10/11/16.

When inferviewed on H/2/16 at 11:30 am., the
Vocational Program Manager confirmed staff
shouldn't leave the green room and go {o the
middle room when they have supearvisory
responsibitity for Client #1 per histher ISP
progranmt.

When interviewed on 14/2/16 at 11:38 a.m.,, WSS
C stated she didn't see Client #1 leave the green
foom on 9/19/16, but when sha heard helshe lsft
without supervision, she went to took for himfher.
She recalled she left through the main door of the
middie room and walked down the half out fo the
tnain haliway. She noted the Janitor and Glient
#1 were walking down the main haliway and she
assumed responsibility for Client #1. She
estimated Client #1 went unsupervised for
approximately 2 - 3 minuies. She didn't recall
what Client #1 wore or what the weather
conditions were on 9/19/16. She recalled Client
#1 had rno injusies and noted she "jooked
(him/her) over™ but didn't document any findings.
WSS C stated Client #1 required 3 -5 minute
checks when at home and at the plant required
eyes on himfher at all times. She confirned staff
can hear the door ¢hime from the middle reom

W 104
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and stated she didn't hear any chime on 9/19/16.
She explained the pupose of the wiist band was
1o ensure staff held responsibility for Client #1.
She said whoever has the band has responsibility
for hisfher safety.

When interviewad on 11/2/16 at 11:50 a.m., the
State Climatologist stated it was B2 degrees at
the airport in Pella on 9/19116 at 10:55 a.m. He
noted clear skies, a 7 mile per hour (mph) wind
from the southwest and a heat index of 84.

When interviewed on 11216 at 1:15 p.m., the
Vocational Program Manager stated no policy
regarding client supervision existed. She said the
15P defined the level of supervision and staff
shauld follow the supervision guidance in the ISP
and/or {SP program. She noted she asked all
staff in the plant if they saw Client #1 leave and
all responded no. She said from that information,
she reasoned Client #1 left via the exit door in the
green room. She confirmed the chime existed for
safely reasons and lypically staff only used the
door for fire drills,

When interviewed on 11/2/16 at 1:35 am., the
Human Resources Associate confirmed she
walked down the main hall of the plant with the
Janitor on the morning of 9/19/16 and saw Client
#1 waiking down the hall unaccompanied by staff.
She questioned the Janitor aboul Client #1 being
unsupervised and the Janitor stated he/she
shouldn't be alone. The Human Resources
Assoclate recalled the Janitar took Client #1 by
the crook of the anm and prompted him/her to go
back to work. She said a staff from Client #1's
program met them in the haliway, She stated
Client #1 didn't appesr to ba in any distress and
cooperatively walked with the Janitor. She stated
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she didn't see Cliant #1 anter the building.

When interviewad on 1172015 at 1:43 p.m,, the
Janitor confirmed she knew Client #1 from seeing
himfher in the Physical Therapy area of the
building. She recslled she and the Human
Resources Associate finished their break and
walked down the hall. She estimated the time to
be 10:20 a.m. She sald the Human Resources
Associate saw Client #1 first and asked her if
hefshe should be watking aicne. The Janitor said
she knew hefshe shouldi’f be zlone so she
approachad hitm/het and took hold of & gait beit
around his/her waist and walked down the hall
with him/her, She didn't recall the name of the
staff, but noted a staff from Client #1's program
mel them in the hall.  She described Client #1 as
*congenial" and said helshe walked cooperatively
with her. She said she didn't see him/her come
in the door st the end of the hall,

When intorviewed on 11/2/16 at 2:00 p.m., the
W3S/3peech Alde stated she didn’t remember
much about the day of the incident. She did

recall WSS A came and asked about work
materials and she dirgcted her back to the middle
room because often staff fail to find materials in
thelr areas. She recalled staff came and asked
for a medication for ancther client and she lefi the
area. She confirmed knowledge of Client #1's
alopement behavior but stated she was unaware
of the incident until later in the day. The
WSS5/Speech Alde stated she knew staff working
with Client #1 should wear a colored band and
pass it to another staff before they leave the area.
She said this process ensured staff knew Client
#1's whereabouts at alt times, She said Client #1
walks independently and only encounters difficully
walking if she lacks sleep. She confirmed she
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participated in firs drills at the plant and used the
exit door of the green room.  She sajd the chime
lets staff know if someone comes in the building.
She egdin noted staff are to know Client #1's
whereabouts at all fimes at the plant and check
on him/her every 5-7 minutes when hefshe is at
home.

When interviewed on 1172416 at 2:10 pm., the
Motor Skilis Coordinator, describad Client #1's
mobility as "good"”. She said though histher
mobility fuctuated due to fatigue hefshe didn't fall
when walking. She said the Human Resource
Associate told her about the elopement incident.
She recalled baing in the midde room and
receiving a medication cagssefle from staff on
9119716 but did not recall seeing Client #1. She
confirmed she goes in and out of the area
multiple imes to escort clients to har araa for
Physical Therapy. She noted she remains
focused on that individual and dogsn't pay
aftention to olhers in the area. She confirmed
she participated in fire drills in the building and
used the green robm exit door. She confirmed
the chime on the door alarts staff to persons
entering the building. She identified Client #1's
teval of supervision as “visual contact”. She
further noted staff use a purple wrist band 1o let
everyone know whe has supervision of him/er.
She confirmed she accepted the band whenever
she went to the green room to get Client #1 for
physical therapy. She added she gave the bat)
back fo staff when she retumed Glient #1 fo the
green room.

At 2:25 p.m,, the Vocational Program Manager
stated the distance from Client #1's seat/iable to
the exit door in the green room measured 37 feat.

W 104
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When interviewad on 14/2/16 at 3:30 p.m., the
Regional Director stated each staff signs the
Supsrvision statement upon hire to assure they
know the responsioliity involved in supervision of
each client.

When interviewad on 11/2/16 at 3:35 p.m.,, the
Behavior Analyst confirmed she wrote Client #1's
ISP program to stay in the building. She couldi't
remember the last time Clisnt #1 eloped but
neted siopements seemed to occur more at the
piant. She noted a fime earlier in the year when
Client #1 went out the exit door in the gresn room
but staff followed her. She confirmed it was the
same door as the facility assumed she Jeft from
on 9/19/16, She said staff need to know Client
#1's whereabouts when af work, but she didn't
want staff to stare at Client #1 so they could leave
the area as long as they couid see (he exit door.
She acknowledged the wording in the ISP
program “within sight,” irnplied staff should be
able lo see Client #1 at all times. She confirmed
3 -& minule of 10 minute checks at the plant
would not provide sufficlent supaivision, She
added she would heighten her awareness of
Client #1's whereabouis if he/she needed mulliple
prompting to sit down, She confirmed the
program lacked that directive to staff.

After raview of the CFA and a programmatic dala
report, the Behavior Analyst stated the data report
failed 10 indicate Client #1 actually left the building
on 9/19/16, She said hefshe "can't go anywhere
at the plant without stafl,”

When interviewed on 14/3/16 at 10:30 a.m,, the
Qualified intellectual Disability Professional
(CHDP) confirmed Client #1 couldn't safely cross
a street and didn't dress appropriately for the
weathar. She noled hefshe shouldn't be outside

V¥ 104
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When interviewed on 11/3/16 at approximately
1(:37 a.m., the QIDP, the Behavior Analyst and
the Residential Program Manager confirmed staff
shouid follow the leve! of supervision designaled
in the ISP program. The QIDP stated staff failed
to provide close supervision of Client #1 on
9/19/16 resulting in an elopement. The Behavior
Analyst noted staff failed to wear the band o
heighten awareness of the responsibility of
supervision for Client #1.

When re-interviewed on 11/3/16 at approximately
10:50 a.m., WSS A stated her understanding of
the level of supervision in Client #1's ISP program
meant staff needed fo keep eyes on him/her at all
{imes.

When re-inferviewed on 11/3/18 at 11:05 a.m.,
WSS B again stated Client #1 should be checked
onh every 10 minutes. She said she would not
constantly look at Client #1 but staff should be
able to see himvher in the room at wark.

in summary, the facility falled to provide clear
direction to staff regarding supervision needad to
ensure safety. In addition, staff failed to comrectly
identify the level of supervision indicated in the
18P program even after an incident of elopement
and re-fraining.  On 11/2/16 at 3:20 p.m., an
immediate Jeopardy {J) was identified based on
the facilily failures, The fadllity was notified at
3:21 p.m. The facllity developed and
implemented a plan of abatement to provide
re-training and monitoring of staff, The 1J was
abated on 11/3M1G at 915 am.

W 193 | 483.430{e){(3) STAFF TRAINING PROGRAM W 193
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Staff must be able to demonstrate the skills and
techniques necessary to administer interventions
to manage the inappropriate behavior of clients.

This STANDARD is not met as evidenced by:
Based on obsetvation, interviews and record
review, the facility falled to ensure staff
consistently implemented the level of supervision
identified in client Individual Support Plans and
programs (I5Ps}). This affected 1 of 1.client
{Client #1) during the investigation of incident
#63147-1. Findings follow:

Record review on 10/24/16 revealed Client #1's
‘General Event Report (GER} written by Work
Skills Supervisor (WSS} Aon 8M19/16 . The
report described the actions of WSS A and WSS
B prior to an elopement by Client#1. WSS A
documented she faid a wrist band which was
used to designate supervision of Clisnt#1 ona
table in the green room (Client #1's work area).
She noted WSS B accepted supervision of Client
#1 and she left the area fo find more work
materials. Within a few minutes, WSS B retumed
to the green room and discovered Client #1
missing. A search ensued and in approximately 2
-3 minutes WSS € relurned to the green room
with Client #1,

Continued record review on 10/24/18 revealed
Client #1's individual Support Plan {ISP) meeting
held on 2/5/16. The documeant noted the team
identified Client #1 as an elopement risk and at
work hefshe needed to let staff know when
hefshe wanted to leave the area. Furiher record
review revealed Client #1's ISP program {0 stay in
the building and work room unless supervised.

X4y 1D SUMMARY STATEMENT OF DEFIGIENCIES n PROVIDER'S £LAN OF CORREQTION fr o)
PREFIX (EACH GEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAL REGULATORY OR LSC IDENTIFYING IRFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE naTE
DEFIGIENGY)
W 193 | Continuad From page 14 W 193
11/10/16

Al staff were retrained, efther in person {(all
vocational staff) or through record review (gjl
residential staff), of all supervision needs of
people supported. Supervision needs and
programs will continue to be reviewed at
monthly staff meetings for at least six month
To ensure that sfaff know the information inj *
the programs and ISP plans, administrative] .
team members will routinely ask vartous staff
mernbers random questions about the
supervision needs oullined In programs and
ISP plans. All administrative team members
will monitor that programs are being implemented
colrectly whenever they are in the program
area (at least weekly) and will complete on-the-
spot retraining whenever naeded.

@
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The program stated at the plant {facility
vocational program) staff will have Client #1 in
"visual sight". The program explained the
transfer of responsibility of supervision of Client
#1 included use of a wiist band. The wrist band
would be worn by whoever supervised Cliont #1.

Additional record review revealed a copy of Client
#1's ISP program to stay In the building signed by
WSS B on 10/1116. A copy of the facility Peopie
Supperted (PS) Supervision Responsibility
Statement also noted WSS B's signature with a
date of 10/11/18. The statement acknowledged
WSS B recelved training and understood the
supervision responsibilities for each PS,

Observation on 11/2/16 at 10:10 a.m., revealed
Client#1 sat at a table in the green room with
work materials on the table, WSS D handed
WSS A a purple clothvelastic band which she
placed on her arm. WSS walked out the green
room and enfered the room adjacent, known as
the middie room. She failed to keep Cliant #1 in
eyesight or pass supervision of Client #1 prier to
leaving the area,

When interviewed on 11/2/186 at 11:20 am., WSS
A stated she laid Client #1's wrist band on the
table on 97/19/16 because WSS B didn't want o
wear it because WSS Awas ill. She noled WSS
B accepted supervision of Client #1 s0 she left
the area. When she returned a few minutes lafer,
staff reaiized Client #1 left the area without
supervision, WSS A defined Client #1's lavel of
supervision as 3 ~ 5 minute checks. YWhen shown
{he ISP program, WSS A said the program stated
Client #1 should be in staff eyesight. She
acknowledged she falled to keep Client #1 in
syesight on 11/2/16 at 10:10 a.m.
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When interviewed on 11/2716 at 11:00 a.m., WSS
B confirmed she accapted responsibility for
supervision of Client #1 on 9/15/18. She recalled
the room was busy with staff and clients going in
and out, She said W3S C brought Client #1 back
io the green roore within a minute of realization
that he/she eloped. She confitmed she received
training following the incident and further
confirmed her signature on a copy of Client #1's
ISP program to remain in the building. She
acknowledged she signed a copy of the facility
Supervision Responsibility statement on 10/ 11416,
She stated staff should check on Client #1 every
1G minutes,

When interviewad on 11/2/16 at 11:30 a.m., the
Vocational Program Manager confirmed staff
shouldn't leave the green room and go te the
middle room when they have supervisory
responsihility for Ciient #1 per hisfher ISP
progeam,

When inferviewed on 11/3/M186 at approximalely
10:37 a.m., the Qualified inlellectual Disability
Profassional {QIDP), the Behavior Analyst and
the Residential Program Manager confirmed staff
shaould follow the leve! of supervision indicated In
the ISP program.

In summary, the facility failed to ensure staff
consistently knew and followed the level of
supervision in client ISP program. In addition,
staff failed to correctly identify the neaeded level of
supervision even after an incident of elopement
and re-tralning.  On 11/2/16 at 320 p.m., an
Immediate Jeopardy (1)} was identified based on
the facility failures. The facility was noiified at
3:21 p.n. The facility devstoped and
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implemented a plan of abatement to provide
re-fraining and monitoring of staff. The IJ was
abated on 11/3/16 a1 8:15 a.m,
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