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At the time of investigation #67095-| a deficiency
was cited at W153.
W 153 | 483.420(d)(2) STAFF TREATMENT OF CLIENTS W 153

The facllity 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
officfals in accordance with State law through
established procedures,

This STANDARD is not met as evidenced by:
Based on interviews and record reviews, the
facility failled to consistently ensure staff
immediately reported allegations of abuse to the
administrator or designee and the Depariment of
Inspections and Appeals (DIA) per state law and
facility palicy. This affected 2 of 2 clients (Client
#1 and Client #2) identified during investigation
67085-1. Finding folows:

Record review on 4/24/17 revealed Client #1's
Incldent Repott (IR), dated 3/16/17. According fo
the report, during an internal investigation into an
anonymaous complaint, Direct Support
Professional (DSP) A alleged DSP B hit Client #1.
DSP A made the allegation as a result of
information she received from the Registered
Nurse (RN}. The nursing assessment showed a
small mark on the client's back which might have
been from rubbing hisfher back against
something or 2 pimple. Quarterly Nursing
Assessment identified Glient #1 had diagnosis of;
Severe Intellectual Disability, Seizure

Disorder, Vagus Nerve Stimulator, Spastic
Cerebral Palsy, Spastic Hemiparesis, Left Sided
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Hemiparesis and contracture,

Record review also reveaied Client #2's IR, dated
3/16/17. The report documented DSP A alleged
oh 3617, DSP B was verbally abusive and
grabbed Client #2's wrist/arm after finding feces
on the client's hands due to rectal digging. Staff
indicated a red mark from DSP B's thumb was on
Client #2's arm but did not leave any lasting
injury. Mursing assessment completed on
3116117 revealed the client did not have any injury
fo the wrist area. Quarterly Nursing Assessment
identified Client #2 had diagnosis of: Profound
Intellectual Disability, Autistic Disorder, Cerebral
Degeneration, Progressive Neurodegenerative
Risorder, Mood Disorder, No functional speech,
incontinence of Bladder/Bowel ahd Dysphasia.

The REM Incident Investigation conciuded there
was no information to support or negate alleged
incidents of abuse occurred.

When interviowed on 4/26/17 at 10:25 a.m. the
RN stated DSP A had reported to her on 3/14/17
several clients had been "flinching." She said
BSP A had ohserved the "flinching” that morning
and they were both concerned about client’s
wall-being. The RN decided she would talk to
Client #1 as she felt, the client had the ability to
answer questions. During the interview, the client
communicated through yesfno responses, he/she
had been hit by DSP B. The RN also asked DBP
Ato talk to the client and when they felt they had
consistent responses from the client, decided the
information should be reported. She stated they
made the decisfon to report the sifuation to the
800 Hotline number for their corporation (Mentor}.
RN stated the phone call was made by DSP A
becauss she also had additional information
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abaut another incident which occurred with Clisnt
#2, She stated she did not feel comfortable
reporting to the current Supearvisor due to past
conflicts and the relatfonship belween the
supervisor and DSP B. The RN stated, after
discussing the situation with the facility
management staff, she realized she had not
followed the facility policy and should have
contacted another supervisor.

When interviewed on 4/26/17 at 10:45 a.m. DSP
A stated she had reported concerns about
possible abuse to the RN on 3/14/17. Because of
these concerns, the RN decided to {alk fo Client
#1. DSP A stated she also talked to the client,
after the RN had told her Glient #1 had
communicated DSP B had hit him/her, DSP B
stated in her conversation with the client, she
heard the sams information as the RN. She had
also witnessed a situation on March 5, 2017 after
the lunch, in which DSP B was verbally
inappropriate with Glient #2 and grabbed the
client's wiist after the client had been rectal
digging. DSP A stated, at the time, she did not
feel the staff's behavior was abusive but more
reactive o the situation. She did think DEP B's
verbalizations were degrading to the client and
had an affect on him/her, DSP A stated, after
talking with Client #1, she falt she needed o
report the situations. She stated after a
discussion with the nurse, she decided to contact
the 800 Hotline number for the company versus
contact someone locally. DSP A stated she falt
she had reported propefly because she talked to
the nurse about her concerns, and was instructed
to call the Hotline number. DSP A stated she
should have reporied the situation with Client #2
sooner but everything happened around {he
same time.,

W 153
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Record review on 4/25/17 revealed the Policy and
Procedure for Abuse/Neglect Reporting last
revised on 2/16/15, According to the policy any
employee who observed or suspected abuse,
neglect, or patentially abusive acts directed
toward an aduit should make an immediate
verhal report to the person in charge or the
person's designated agent.

When interviewed on 4/25/17 at 10:40 a.m. the
Program Director confirmed the RN and DSP A
failed to follow the facility policy on reporting
allegations of abuse. She stated the Mentor
Hotline number Is listed for staff to report
Medicaid Fraud, Medicaid Waste and Medicaid
Abuse and allegations of client abuse should be
made to the local agency. She stated staff
should notify their immediate supervisor
immediately with any allegations and if they are
uncomfortable reporting to a certain person, staff
could notify any supervisor/management staff.

On 3/14/17 the facility staff was aware of the
allegationfs of abuse. The facility did not report
the allegations of abuse to DIA until 3/17/17 at
3:06 a.m.
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Accept this plan as the facility’s credible allegation of compliance.

Tag W 153: Facility Response:

The facility Program Coordinator (PC), QIDP, andfor Program Director/QIDP (PD) or designee will ensure
that staff are retrained on the agency Abuse Reporting, Investigation and Follow Through procedure, This
training will be documented accordingly via a training sheet/record. Staff will continue to recelve training
regarding abuse at least annually either through refresher training or a full abuse training course.
Addttionally, abuse reporting is discussed at least quarierly, if not more frequently at stalf meetings. Staff
who has failed to report alleged abuse or neglect according to procedurs will receive disciplinary action as
deemed appropriate. The staff members who failed to report what had allegedly occurred to Clients #1 &
#2 received formal disciplinary action in the form of a final warning written corrective action plan.

Completion Date: 05/10/2017







