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INITIAL COMMENTS W 000!

At the time of the survey the facility was found to

be in substantial compliance with 42 CFR 483, ;

Subpart 1, Requirements for Intermediate Care g ‘& un@f
Facifities for Individuals with intellectual ; < '
Disabilities (ICF/ID regulations).

At the time of the annual survey investigation
66176-1 was investigated, A deficiency was cited
at W153.

W 153 | 483.420(ct)(2) STAFF TREATMENT OF GLIENTS W 153

The facility must ensure that all aliegations of
mistreatment, neglect or abuse, as well as

injuries of unknown source, are reporied :
immediately to the administrater or to other
officials in accordance with State iaw through ;
established procedures.

This STANDARD is not met as evidenced by:
Based on interviews, review of policy and i
procedures and record review, the facility failed to
ensure staff immediately reported allegations of
abuse t6 the administrator and to the Department
of Inspections and Appeals per state faw and
facility policy. This affected 1 of 1 client identified i
during the investigation of #66176-| {Client #1).

Finding follows:

Record review revealed a facifity self-report, ,
dated 2/10/17, which addressed staff's failure to
‘ report an allegation of verbal abuse. The facility
| investigation documented the incident possibly
occurred on 1/18/17, but was not reported until
2110/17. The investigation concluded two staff
witnessed ancther staff speak inapprogriately
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toward a client. The alleged incident resuited in
the staff's termination. Also, staff received
disciptinary action due to not following company
policy by not reporting immediately to a working
supervisor when abuse was suspected.

When interviewed on 3/1/17 at 4:50 p.m. Direct

! Support Staff (DSS) A stated on 2/10/17 sha

reported to the nurse an incident she had
witnessed a couple of weeks prior to her report,
which concerned her. D33 A could not recall the
exact date, but did recali DSS B, DSS C and DSS
D were working at the facility. DSS A stated she
was the assigned cook, while other staff assisted
the clients. Prior to supper, Client #1 had
increased anxiety and staff made several
unsuccessiul attempts to calm the client. DSS D
sat on the couch when he yelled and swore at the
client. She and DSS B responded by saying that
was not very nice. DSS D said he was just
Kidding. At the time D3S A knew the inferaction
was inappropriate, but felt uncomfartable about
saying something due fo being fairly new to the
facility. The incldent continued to bother her unfil
she decided to reportit on 2/10/17. DSS Aslated
when talking with facility management staff, they
were able to determine the date of the incident
was possibly 1/19/17. She further stated on
2917 the same staff told Client #1 1o go kill

him/herself and felt this was inapprepriate as well.

DSS A stated she understood her role as a
mandatory reparter and knew she should have
reported the incidents immediately,

. When interviewed on 3/6/17 at 3:65 p.m. DSS B

stated she heard DSS D make inappropriate
comments to Client #1, which included swearing

- and telling the client to kilf him/herself. She could

not recall the date but thought it might have been

W 153
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a couple of weeks prior to her interview with
Comprehensive Systerns management staff on
210117, She recalled saying to DSS D the
comment was net vary nice in which he
responded "just kidding." DSS B staled she also
heard the staff, on the same day, comment he
wished the client would die. DSS B stated DSS D
had been withdrawn recently and at different
times when talking to clients, sounded irritated.
She stated, in retrospect, she should have
reported his inappropriate commenis to

! management staff because he crossed the line.

""The policy and procedures titled Abuse Reporting,
last updated on 3/14/16, documented the
following: Individuals served have the right to be
free of abuse. If an employee of Comprehensive
Systems, Inc. suspects, witnesses, or has
knowledge of the abuse of an individual served by
Comprehensive Systers, Inc. by an agency
employee or another patty, it is that employes's

! responsthility to report this action immaediately...
The policy also noted within 24 hours of the
ajleged incident an electronic report o tha
Department of Inspections and Appeals should be
completed. The alleged perpetrator will not have
direct contact with individuals involved in the
situation untl the situation has been resolved.

When interviewed on 3/8/17 at 3:00 p.m. the
Program Director confirmed staff should have
raported the information immediately if they felt
i the comments were abusive.
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Highland Plan of correction from investigation completed on 3/9/17

Tag W 153 STAFF TREATMENT OF CLIENTS

The facility staff will 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.

Ali staff have/will be trained on abuse reporting. Staff will continue to review abuse policy and
scenarios quarterly and annually.

This will be monitored by QIDP, area managers and Program Director will monitor through staff training

calendar and event tracker.

Date of correction: March 21, 2017



