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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 recaord review, the
facility falled to ensure staff immediately reported
abuse, neglect, and or mistreatment of clients to
the administrator or designee. This affected 2 of
2 clients identified as a result of investigation
#83120-M and #83302-1 (Clients #2 and #5).
Findings Follow:

1. Record review on 6/4/19 revealed Client #5's
Behavior Report and restraint log, dated 5/5/19,
completed by Direct Support Professional A (DSP
A). According to the log Client #5 went to the
timeout room from 12:45 p.m. to 12:48 p.m. and
from 12:48 p.m. -1:00 p.m.

Continued racord review revealed an alleged
abuse report, completed by Certified Medication
Aide A (CMAA) on 5/6/19. She documented she
found Client #5 locked in the time out room with a
vacuum blocking the door at approximately 1:00
p.m.. CMA A noted she arrived to the home to
drop something off to DSP B. Another staff told
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Abuse Quick Facts sheet was created
W 000 | INITIAL COMMENTS W 000 and trained on to staff in House Meetings
on 5/15/2019. Direct Support Supervisors
At the time of Investigation #83120-M and continue to train incoming staff on the
#83302-1 deficiencies were cited at W153 for The Abuse Quick Fact sheet as they are
failure by staff to report potential abuse/neglact. Eg:g.t;li—rrz:ilgtt:al:jsgQoalrcli():i;cé‘;gzﬁhasﬂ
or a
W 153 | STAFF TREATMENT OF CLIENTS W 153 T
‘ staff to db of b .
CFR(s): 483.420(d)(2) ] read and be aware eginning

Monday, May 6, 2019 - mid-June, 2019
The Abuse Quick Fact Sheet states the
following: STEP 1: SEPARATE - Any
person witnessing an incident of abuse of
any type will IMMEDIATELY try to
diffuse the situation by instructing the
other staff to "take five". The
witness will then ensure that the
client'sfmember's welfare is
preserved.

STEP 2: REPORT - Afier the client/
member and alleged abuser are
separated, the witness will then
make the necessary contacts,

(ICF} 1st Charlys Folk, 2nd Patty
Sharkey, 3rd Supervisor on-call.
STEP 3: CONFIDENTIAL - The
witness should NOT discuss the
incident with anyone other than
those involved in the investigation.
STEP 4: DOCUMENT -The witness
should complete the "Alleged Abuse
Report Form" and submit to the
investigator within twenty-four (24)
hours of the incident.

STEP 5: QUESTIONS - The witness
will then direct any questions
regarding the incident or
investigation ONLY to the person in
charge of the investigation.
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her he was in the back of the home with Client #5
in the time out room. CMA A walked back to the
lime out room and saw the vacuum holding the
time out room door shut and DSP B nowhere
around. CMA A returned to the front of the home
to inquire about DSP B's whereabouts. Staff told
her he was with Client #5 in the time out room
and she informed them he was not there and a
vacuum held the door shut. CMA A called DSP
B's name and he answerad from the restroom.
She tried to go in, but the door was lacked. DSP
B informed her he was washing his hait.

Record review on 6/4/19 revealed the facility
Abuse Policy. The Mandatory Reporter's
Instructions directed staff to immediately diffuse
any incident of abuse by instructing the staff to
"TAKE FIVE" and separate the client and the
staff. Once the Client and staff were separated,
staff were directed to "immediately" contact the
appropriate supervisor to repott the incident.

When interviewed on 6/5/19 at 1:45 p.m. DSP A
stated she saw the vacuum blocking the time out
door on 5/5/19 and removed it, She stated she
did not report the incident until the following day
when she asked about it as part of a facility
investigation. She said she is aware of the facility
policy and should have reported the incident. On
6/12119 at 12:10 p.m. DSP A confirmed the
restraint log on 5/5/19 was completed by her.
She said when she removed the vacuum at 12:48
p.m. she did not report the incident.

When interviewed on 6/6/19 at 10:30 a.m. CMAA
stated she saw the vacuum blocking the time out
door on 5/5/19 at about 1:00 p.m. and removed it.
She stated she wrote a note about the incident

and left it for her supervisor, but did not report the

OPPORTUNITY LIVING #1
LAKE CITY, 1A 51449
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Cont. From page 1; In addition to the Abuse
W 153 | Continued From page 1 W 153| Quick Fact Sheet being created and trained

on they Direct Support Supervisors also
created an Abuse Binder that has this fact
sheet in it also and has copies of the Alleged
Abuse Report Form and a copy of all needed
instructions.

Direct Support Supervisors will re-train and
document the Abuse Quick Fact training in the
Wednesday, July 24, 2019 House Mestings
and keap this on the House Meeting Agendas
throughout the remainder of 2019,

Plan of correction implementation date: July
31, 2019,

Perseon responsible: Direct Support Supervisor
Monitar: Director of Residential Services

In addition to these being implemented and
trainad we have also devised a plan that
clarifies for staff which clients they are
responsible for supervising. These
Accountability Bands for Supervision were
designed and implemented in all 9 Houses
during the House meetings on Wednesday,
June 26th, 2019.

The Accountability Bands for Supervision has
a wiist bandflanyard for each client with their
individual pictures on them. The staff that is
working with said client has on that clients
bandflanyard is responsible for the supervision
of that client. They assure that they are safe
and being assisted with whatever they need
assistance to accomplish. The Direct Support
Supervisors will spot check that these are
being used and followed through on correctly,
at least once, per shift per week. This will also
be a time when they will verify that the staff
understand the Accountability Bands purpose
and the importance of them fo follow through
in there use.
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incident to the on-call supervisor. The following
day when the note was discovered an
investigation was initiated. She said she is aware
of the facility policy and should have reported it to
the on-call supervisor.

When interviewed on 6/5/19 at 3:45 p.m. DSP B
stated he took Client #5 into the time out room for
approximately 15 minutes. He admitted to using
the vacuum to block the door and said he only did
it because DSP A toid him to do it. He stated ha
knew this was wrong and should not have done
this. He stated he only did this one time and CMA
Alet Client #5 out of the room, He stated he told
his old boss DSM A about this use of the vacuum
by DSP A.

When interviewed on 6/12/19 at 2:30 p.m. Direct
Support Manager A (DSM A) stated she did not
hear of any reports of staff using a vacuum to
block the door and this would be considered
abuse. She further stated she would repart
immediately if this accusation was ever made.,
She stated DSP B did not mention anything about
the vacuum being used by any staff in the home
ta block the door. She further stated DSP B is her
nephew and attempted to talk to her about the
incident after he was terminated from the facility.
She redirected him that it was an on going
investigation and he should not be talking about
it. -

2. Record review on 6/4/19 revealad Client #2's
Incident/Injury Repart dated 5/11/19. DSP C
completed the Incident Report on 5/12/19,
According to report Client #2 was taken to the
restroom by DSP D and put on the toilet with a
safety belt at 6:15 p.m. According to Client #2's
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Plan of correction implementation date: July
31, 2019

Person responsible: Direct Support Supervisor
Monitor: Director of Residential Services

We also created and trained on the15 and 30
minute check documentation sheets at this
House Meeting with all staff. These sheets are
centrally located in the Houses and require
that whoemever goes to the back and does the
15 check (during waking hours) and 30 minute
checks (during hours of sleep) must come
back up, after visually checking on the safety
and security of the clients that are not in the
front of tha House and comes back out to the
15 and/or 30 minute Check Sheet and enters
the date, the time at which they did the visua!
check of those not up front and sign off or
initial that they were the one that verified their
location and safety. At this time they would re-
start the timer so that it will go off again as a
reminder for the next 15/30 minute check to he
done. This is required 24/7 when not all clients
in the home are present in the front of the
home.

The 15/30 minute check forms will be collected
by the Direct Support Supervisar of that home,
at a minimum of weekly, and reviewed for
accuracy and filed once verified that they have
been done correctly. During the verification if
there are any issues the staff involved will be
retrained and they will assure that the next
time they work that it is completely correctly.

Pilan of correction implementation date: July
31, 2019,

Person responsible: Direct Support Supervisor
Monitor: Director of Residential Services
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plan, she was suppose to be on the toilet no
longer than 15 minutes. At 8:10 p.m. DSP C went
looking for Client #2 at snack time and found her
still on the toilet from the time DSP D assisted her
at 6:15 p.m.

When interviewed on 6/11/19 at 2:00 p.m. DSP D
stated she made a mistake and forgot about
putting Client #2 on the toilet. She stated she felt
horrible and did not mean to leave her on the
toilet.

When interviewed on 6/5/19 DSP C Stated he
found Client #2 sitting on the toilet when he went
to find her for snack. He further stated he did not
report the incident until the following day when he
completed the incident report.

Record review on 6/5/19 revealed a facility
procedure for Client #2. The Procedure dated
3/719 titled Safety Precautions included a section
for toileting. The precautions stated Client #2
liked privacy when she uses the toilet. She is
mare likely to void or have a bowel movement if
she is alone. With the appropriate safety
measures, she can sit for up to 15 minutes. She
has the ability to reposition herself while she sits.
The toilet in her room and work has side rails, a
padded back, and a seatbelt for her protection,

When interviewed an 6/5/19 both the Direct
Support Supervisor and Qualified Intellectual
Disability Professional confirmed the level of
supervision was not followed, the 15 min checks
ware not done according to policy and DSP D
failed to follow the toileting procedure according
to Safety Precautions Procedure. They also
confirmed the reporting staff in bath incidents
failed to report immediately as stated in the facility
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