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During investigations #78057 and #77871 a
1 deficiency was cited at W153. :

W 153 | STAFF TREATMENT OF CLIENTS W 153
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:
Based on interviews and record reviews, the
facility failed to ensure allegations of abuse and
mistreatment were reported immediately in
accordance with facility policy and State law.
This affected 1 of 1 client (Client #1) during
investigations #78057 and #77871. Finding
follows:

Record review on 9/10/18 revealed a summary of
a 7/29/18 incident, written by the ICF/D Director.

.| According to the summary, around 3,00 p.m. on
7/30/18 Developmental Staff (DS) A reported she
witnessed DS B hit Client #1 on the left side of his
head with a cookie sheet at approximately 2:15
p.m. on 7/28/18,

An Incident Report, written by DS A dated
7/30/18, noted she saw DS B hit Client #1 on his
head with a cookie sheet. The Report noted
7128/18 as the date of the incident.

When interviewed on 9/10/18 at 11:30 a.m. DS A
stated on Sunday (7/29/18) between 1:30 p.m.
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and 2:00 p.m. , she was in the dining room and
clients and staff watched TV in the living room.
She said she witnessed Client #1 chase DS B fo
the kitchen, where she grabbed a pan on top of
the stove, turned around and hit Client #1 on the
side of the head two times. DS A said DS B hit
the client on the side of his head one time, the
client stopped and then DS B hit Client #1 again
on the side of his head. She reported Client #1
had no bruises and he said he was OK. DS A
stated she reported the incident to her supervisor
the next day. '

Areview of the facility's Abuse, Neglect and
Exploitation Dependent Adult Abuse Policy
revealed the staff member who witnessed an
incident, or first to become aware of an incident,
must immediately notify their group home
Program Coordinator, and/or the Manager on call
andfor Director of ICF/\D services.

When interviewed on 9/12/18 at 9:30 a.m. the
ICF/ID Director stated DS A did not immediately
notify her, the group home Program Coordinator,
and/or the Manager on call. She confirmed the
facility's mandatory abuse policy indicated staff
should immediately report allegations of abuse.
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W 153

All Behavioral Technologies Developmental Specialists and Program Coordinators will
be retrained on the BT Adult Abuse Policy. This training will include the time frame of
reporting immediately after witnessing an incident of abuse, Developmental Specialists
are currently trained on the BT Adult Abuse Policy at their initial training and annually .
The policy will now also be reviewed with all BT Developmental Specialist once a

month,

Those that gave a late report of abuse for #78057 and #77871 will receive disciplinary
action for not following BT Adult Abuse Policy.

Completion Date: 10/26/18






