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At the time of the investigation of incident
#57131-1 deficiencies were cited at W153 and
Wa49,
VW 183 | 483.420(d)(2) STAFF TREATMENT OF CLIENTS /.AAH&RS\ W53 STAFF TREATMENT OF

CLIENTS

osaic will ensure that all allegations of

istreatment, neglect or abuse, as well

injuries of unknown source, are

eported immadiately to the administrator
or to other officials in accordance with
State law through established
procedures, Specifically, staff will be -
refrained on the Adult Abuse and

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
officlals In accordance with State law through
established procedures,

This STANDARD is nol met as evidenced by: Reporting Reasonable Suspicion Policy
Based on inferviews ahd record reviews the regarding intervening and reporting
facility failed to ensure staff intervened and allegations of abuse/neglact immediately
immediately reported allegations of abuse to the to the supervisor. Policy will be reviewsd
administrator per the facility policy. in addition, annually with employeas, Additionally,
the facility failed to report an alfegation of abuse supervisors will meet with direct reports
to the Department according to state law. This monthly during coaching to review any
affected 1 of 1 client during the investigation of concerns.

incident #67131-! (Client #1). Findings follow: .
Person(s) Responsible:

1. Record review on 4/24/17 revealed a facility Program Coordinator 05/09/17

internal investigation packet, completed 3/23/17,
The packet contained a copy of an e-mall sent by
Birect Support Associate (DSA} A to the
Habliitative Coordinator {HC), the Program
Coordinator (PC} and the Diract Support Manager
(DSM) on 3/12/17. The e-mail noted concerns
regarding DSA B's treatment of clients at the
home, and specifically noted DSA B failed to offer
Client #1 breakfast and sent him/Mher back to
his/her bedroom sa she didn't have to “deal with a
behavior.”

Additional record review revealed a written

(? A" J\ («:{/{ ,fk CC/P)

Any defleleney statement ending with an asterisk {*) derotes a deficiency which the inslitution may be excised from correcting providing [Eis determined that
ather safeguards provide sufflzlent protactlon to the palfents . (See instructions,} Except for nursing homes, the findings stated above are dlzelocable 90 days
following the date of survey whether or not a plan of correction Is provided. For hursing homes, the above findings and plans of correction are disclosable 14
days foflowing the date these documenis are made available to the facliily. If deficiancles are cited, an approved plan of carrection is requisite to continued
pragram patticlpation,
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statement sighed by DSAA oh 3/21117. The
slatement noted Clent #1 came out of his/her
bedroom on 3117 at approximately 8:00 am.
and DSA B divected himfher back to hisfher room
cantinuously. She wrote the redirection lasted for
2 and 1/2 hours. DSAA's documentation
ravealed DSA B failed to offer Client #1 breakfast
on 3/11/17. Continued record review revealed
another written siaterent by DSA A signed on
3/21/17. The statement noted on the moming of
412117, DSA B again consistently directed Client
#1 1o histher bedroom without offering him/her
breakfast.

Record review on 4/24/17 revealed the facility
Aduit Abuse and Reporting Reasanable Suspision
of & Crime policy. The document read, "Any
employee who observes or suspecls abuse,
observes or reasonably suspects a ciime,
neglect, exploltation or mistreatment of a person
served shall intervene immediately on the
persen’s behalf lo ensure safely and shall report
the incident Immediately following guidelines in
this policy and procadure.” The policy noted staff
should report to the DSM, PG, HC, Assaciate
Diractor or Executive Dlrector.

Wher interviewed on 4/24/47 at 3:20 p.m., DSAA
confirmed DSA B falted to offer Client #1
breakfast on 3/11/17 and 3/12/17. She stated
she sent an e-mail to the DSM on 312117
regarding the incidents.

When Interviewed on 4/2617 at 11:15 am,, the
PC confirmed staff should report incldents of
suspected abuse immediately.

2. When interviewed on 4/25/17 at 934 am,,
DSA C stated she withessed DSA B push Client
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Coniinuad From page 2

#1 inte & chair and when he/she got up and
walkad to the kitchen, DSA B shoved Client #1
into the living roem. She couldn't recall the exact
date of the incldent but stated she failed to report
the Incident untit a few days later.

3. Record review on 412517 reveated an e-mail
sent by the DSM to the PC ahd the HC on
2417, The e-mall hoted DSA C approached
het ot fhe moming of 2/44/17 to report DSA B
pushed and shoved Chent #1 on 2/11/17.

Further racord review revealed e-riails from the
HC and Associate Director (AD) requesting the
DSM make further inquiries into the allegation.
An e-mall to the HC from the DSM dated 2/14/17
at 9:09 a,m. hoted DSA C demonstrated what she
saw by pushing the DSM across the living reom
to a recliner, then pushed the DSM Into the chair.
A summary statemeant signed by the HC on
2/2517 noted the DSM followed up with staff and
conducted re-tralhing.

When interviewed on 4/25/17 at 11:68 a.m., the
DSM recalled the HC diracted her to speak with
DSA B regarding an sllegation she
pushed/shoved Client #1.

When interviewed on 4/25/17 at 11:25 a.m. the
HC confirmed DSA C alleged DSA B pushed
Client #1 into a chair on 2/11414 but failed to
teport the incident until 2/14/17. She stated she
reported the incident fo the AD who determinad
the incident only requlred re-training of staff, She
confirmed the facility failed to report the incident
to the Department.

Record review of the facility Adult Abuse and
Reporting Reasonaile Suspicion of a Grime

W 183
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policy uh 4/25/17 revealed the following: "The
. associate director or executlve director are the
: desighated employee to immadiately make all
repotis of alleged abuse to the appropriate state
agency." The dooument directed notification to
the state agency would ocour within 24 hours of
the allegation,
W 248 | 483.440(d)(#) PROGRAM IMPLEMENTATION waap| V249 PROGRAM IMPLEMENTATION

As soon as the interdisciplinary feam has
formulated a client’s individual program plar,
each cliert must recelve a cohtinucus active
treatment program consisting of needed
inerventions and services in sufficient number
and frequency to support the achievement of the
abjectives identified in the individual program
pkat.

This STANDARD is not met as evidenced by:
Basad on interviews and records review, the
facllity falled to ensure staff implemented needed
supports and services as ditected by the
tndividual Program Plan {IPP}. This affected 2
dlients identified during the investigation of
incident # 6713141 (Client #1, and Client #3).

Findings follow:

1. Record review on 4/24/17 revealed an internal
investigation of staff fallure to offer Client #1
breakfast on 3/41/7 and 3/12417. Further record
review revealed Client #1's Meal Schedule
Individual Support Plan (ISP). The ISP noted
Client#1 had a history of refusing meals and
needed structure to his/her schedule fo ensure
adequate nutrition, Teaching Method 2 directed

As soon as the interdisciplinary team has
formutated a client's individual program
plan, each client will receive a continuous
active tteatment program consisting of
needed Interventions and services in
sufficient number and frequency o
support the achievement of the objectives
identifled in the individual program plan.
Specifically, staff will be retrained on
plans and programs and ensure staff
implement neaded supports and services
as directed by the ISP. This will be
monitored through monthly meal, active
treatment, and program observations.

Person{s) Responsibie:
Program Coordinator

06/08H17
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staff to encourage Client #1 to follow a mea!
schatuls, offering breakiast from 8:00 a.m. -
10:00 a.m. implementation of the ISP included
staff prompts to Client #1 1o come to the table for
the meal and o let him/her know how much time
helshe had before the meal was over,

When interviewed on 4/2417 at 2:20 p.m., Direct
Support Associate (DSA) B confirmed she falled
to prompt Client #1 to eat breakfast on 3/11/17
and 3/12/17. She sald Cllent #1 liked to sleep in
until 10:00 a.m. She acknowledged If he/she got
up before 10:00 a.m., she direcied him/her back
to his/her room. She noted if Client #1 wanted to
eat, hefshe would just go to the kitchen, so she
didn't prompt hirm/her to come to the table for
breakfast between 8:00 a.m. and 10:00 a.m. on
3M1M7 and 3M2/17.

When interviewed on 4/24/17 at 3:20 p.m., DSAA
confirmed she worked with DSA B on 3/11/17 and
312117 and winessed her failura to prompt Client
#1 to come to the table for breakfast, She
confirmed she, too, falled to prompt him/her fo

eat braakfast.

When interviewed on 4/25M17 at 11:15 a.m., the
Direct Suppott Manager (DSM) stated staff
should encourage Client #1 to come to the table
to eat, encourage him/her 1o help with meal
preparation, let him/her know when a meal is
ready and let him/her know how much time is left
{o eal. She sald stafi directing him/her to hisfher
bedroom was not part of the Meal Schedule 1SP.

Wheh interviewed on 4/25/17 at 3:10 p.m., the
Qualified Intellactual Disability Professional
{QIDP) confirmed steff should encourage Client
#1 to eat and participate in meal preparation
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every day. She further confirmed redirecting
himther back ta bed was not conslstent with
his/her prograraming.

2. Record review on 4/24/17 reveaied an e-mall
sent by DSA A to the Habilitative Coordinator
(HC), PG and DSM on 3/12/17. DSAA wrote
“(Client #3) was slso man handled and wasn't
neaded to be." Further record review on 4/26/17
revealed an e-mall sent by DSA D to the DEM
and PC on 3/M3/17 at 12:42 a.m, DSAD
indicated DSA B tipped Client #3's wheelchair
back and shook it to scoot him/her back In the
chair on 3M2/17.

Racord review on 4/26/17 revealed Client #3's
ISP complated on 1/9/17. The plan noted Client
#3 used a wheelchair when hefehe falt weak,
The ISP noted Client #3 needed consistency in
staff to support him/her to be comfortable around
ther and trust them.

When Interviewed on 4/24/17 et 3:20 p.m., DBAA
confirmed she saw DSA B tilt Cllent #3's
wheelchalr back and shake it to reposition
himdher on 3/12/17.

When interviewed on 4/25/17 at 1:05 p.m., DSA D
confirmed she saw DSAB tilt Cllent #3 back [n
histher wheelchalr and shake the chair to move
himiher back In the seat, She recalled Client #3
held the arms of the chair and looked around

wide eyed. She confirmed helshe may have

heen frightenad or uncomfortable. She confirmed
he/she is unsteady and fenses up at any
mavement.

When interviewed on 4/25/17 at approximately
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3:48 p.m,, the QIDP confirmed tlifing and shaking
Client #3 in his/her wheelchair would startle
him/her. She acknowledged the such behavior
would not be consistent with Client #3's ISP to
support hien/her.
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