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i A Focused Infection Control Menitaring Visit was POU o !
campleted on 11/3/20. Al the time of tha Focused q ( (p (’yo !
Infection Control Monitaring Vislt no deficlencies i
were cifed., -
W83 | STAFF TREATMENT OF CLIENTS W 163 W153 STAFE TREATMENT OF ey
. . The iacliity wili ensure that alt allegations
The facliity must ehsure that all allegations of . of mistreatmant, negtect or abuse as well
mistreatment, neglect or abuse, as well as as Injuries of an UNKNOWN source, are
injuries of unknown source, aro reportat reporied immediately o the administrator
immed!ataly to the adminlsirator or ta olher or to other officials in accordance with
officials In accordance with State law through state law through established procedures,
established procadures, Staff will report potential abuse according
, to policles and procedures. Spaciically,
! ali staff will be trained on the Adult Abuse
: This STANDARD s not mat as evidehced by: and Reporting Reasonable Suspicion of &
I Based on interviews and record review, the Crime in Long Term Care Fachilles pollay,
. facility fallad to ensurs stuff reported potential This will be monifored through routine
ahuse aceording to established policles and supervisor observations in the home.
procadures. This affeclted 2 of 2 clients identified
- a1s A rasult of investigations #a7052-1 (Client's #1 Person(s) Respansible:!
and #2), Findings Follow; Program Manager 07/06/20
Record review on 11/2/20 revealed an - T B
Investigation Summary Report dated 8/26/20.
. The investigation was for an ncldent ocourring at
! ancthar ICF/AID home; however, while being : !
- interviewed on 8/29/19 at 1:20 p.m. Diract :
i Suppon Supervisar (DSY) A also repoited she ’ :
wilneaged ingppropriate |nteractions by Direct
Support Agsociate (DSA) A with Gliznts ##1 and ) :
Client #2 at Mosala - 217 Maple home. She )
atated on BM3/49 she witnessed DSAAusea
| table to block an entrance to keap Client #1 out of
| the kitchen. He also used fwo hands to physleally
| push Client #1 back into & chair when he i
| attempted to stand up. It was also reported he
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REFRESENTATIVE'S SIGNATURE TILE (X6} DATE
Brandi Bretthauer B R s e o Executive Director 1/22/21
Any deflclency statement ending with an asterlsk () denotes a déﬁclenwwhica the institution may ke excused from serecting providing It Is determined that
other safaguards provida sufficlent protaction to the pelienia. (See Insiructions.) Excent for nuraing homes, the findings stated above are disclozable 99 days
foilowing the date of survey whether or not a plan of correctlon s provided. For hursing homas, the abovs findings and pians of comection are disciosable 14 L
days foflowing the date these dooumenis are mada avaliable to the facillty, i deficlencles are oitad, an approvad plan of carrection Is requisite to continued
program particlpation.
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Iused physical prompts to push Cllent #2 back

* down In her wheeichalr when she aliempted o
stand. Furthar review of the investigation

+ gummary revealed these allagaiflons wera not

" reported to administration or the state agenoy i

" untll a separate Investigatior at a different house
on 8726418,

Record review on 11/2/20 revealed & written

statement provided to the facility by DSS A, The

statement noted on 8/13/19 she withessed DSPA
: physically block Glient #1 with two hands on his
shaoulders, She stated DSP A pushed him back
inta a chair in the living room, blocking him from
! geitihg up. She also wilnassed DSP A use a table
{o block Client #1 from entaring the kifchen. The
statoment further documented DSP A physically
used two hands to push Glient 42 back indo her
wheel chair when she attemptad to stand.

Record review an 11/2/20 ravealad the facliity's

! abuse policy, last approved 6/28/18, Instructed
staff to immediately separale the alleged abuser

t and the Individual sarved, The palicy further
diracted, "All employses are required to report
any apparent ahuse or neglect, the name of the
alleged perpatrator, the name of the dependent
adull to their direcl support or indepandant

- contraclor pragram supervisor, program

- manager, habilitativa manager, associata

- directar, or exesutive diractor, Repotts are fo

- made Immed!ately after they occurred or the staff

: mlembaer hacama aware of the Incident. Reponts

: of suspected abuse must be made Immediately.”

When interviewed ot 11/2/20 at 11:45 a.m, the i
. Assoclate Diractor {AD) confirmed DSS A should
! have reporled the alleged mistreatment of Client
: #1 and Clisnt #2 immediafaly. She stated DSS A
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had heeh traihed oh the abuse policy and alf staff
were relrained after the Incldent, The AD stated !
« this Incident was dlscovered during another '

“ invesligation Involving DSP A and another home
he worked in, She staled DSP A was terminated

- by the fasllity for verbal interactions and not

: following facllity policy of treating cliants with i

! dignlty and respecl,

1
H

FORM GMS-2687{02-89) Previous Verslons Obeolele Event ID; 200011 Faclilly 1D IAGOD4 i conlinuation sheat Paga 3 of 3







