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W 000 | INITIAL COMMENTS W 000

At the time of investigtion 73810-M a deficiency
was cited at W153.
W 1563 | STAFF TREATMENT OF CLIENTS W 153

CFR(s): 483.420(d)(2) Sex O(jb{zj choct

The facility must ensure that all allegations of e
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported }O OC.
immediately to the administrator or fo other

officials in accordance with State law through 3 /
established procedures. ,2//7 /V

This STANDARD is not met as evidenced by:
Based on interviews and record review the
facility failed to ensure staff immediately reported
allegations of potential abuse in accordance to
facility policy. This affected 1 of 1 client (Client
#1) involved in investigation 73810-M. Finding
follows:

Record review on 2/19/18 revealed a facility
self-report submitted on 1/15/18. According to
the self-report, Developmentat Assistant (DA) A
reported DA B encouraged Client #1 to engage in
self-injurious behavior of hitting himself. She
further reported when DA B told Client #1 to hit
himself the client followed the direction. DAB
responded by laughing and encouraged DAAto
watch. The incident occurred on 1/8/18. The
investigation file documented staff completed a
written statement on 1/12/18. The investigation
summary documented the Administrator was
notified on 1/15/18.

When interviewed on 2/21/18 at 9:30 a.m. DAA
stated she reported a concern to her supervisor
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on 1/12/18. She stated on 1/8/18 sometime
between the hours of 4:45 p.m. - 5:20 p.m. DAB
asked her if she wanted to see something. When
she responded affirmatively, DA B told Client #1
to hit himself and the client responded by hitting
himself in the head. DA B said "again, again and
again" and the client hit himself in the head again.
DA A stated she reassured the client he did not
need to hit his head and the staff made no further
comment to the client. DA A stated she did not
know DA B's intentions but had the impression
the staff thought it was funny. She was
concerned about the situation but did not
immediately report it because she was unsure of
who to contact and DA B had worked at the
facility longer than her. DA A stated because the
situation continued {o bother her, she reported it
on 1/12/18 to her supervisor.

Record review of Abuse Prevention, Training and
Investigations Policy last revised on 8/24/16
revealed the following protocol for reporting:

Any employee would be required to report
allegations or suspicions of mistreatment, abuse
or other crimes perpetraied by any person
immediately and without hesitation directly to the
person in charge of the facility at the time. If that
person was not the Administrator, the employee
would also be required to report the allegation fo
the Administrator within one hour of first
becoming aware.

The Mandatery Reporting of Dependent Adult
Abuse, Crimes and other Notifications policy last
revised on 8/24/16 also documented an
employee or staff member should immediately
notify the person in charge or the person's
designated agent.

When interviewed on 2/20/18 at 11:50 a.m. the
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Opportunity Advancement Center (OAC) Director
confirmed staff failed to immediately report an
allegation of abuse. She stated DA A informed
her on 1/12/18 about an interaction between
Client #1 and DA B on 1/8/18. DAAtold her she
was unsure if she should report it because the
staff did not physically interact with the client but
did tell Client #1 to hit himself. DA A told the OAC
Director the interaction bothered her throughout
the week and decided to inform the OAC Director
oh 1/12/18.

When interviewed on 2/28/18 at 3:00 p.m. the
Administrator confirmed staff failed to report the
incident immediately. She stated the issue was
addressed with the involved staff and staff were
currently being retrained to report any concerns
immediately to their supervisor.
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Plan of Correction related to investigation of self-report 63877 and the resulting investigation 73810-M

Preparation and implementation of the plan of correction should not be construed as an
admission of the deficiencies cited. This plan of correction is prepared solely because it is
required under federal or state law

W 153 STAFF TREATMENT OF CLIENTS

CFR{s): 483.420(d)(2}

The facility ensures that all allegations of mistreatment, neglect or abuse, as well as injuries of unknown source,
are reported immaediately to the administrator or to other officials in accordance with State law through

established procedures.

1. Staff was provided education on 1/12/2018 and 1/16/2018 and the remaining staff on 2/27/2018.

2. Employees are given reminder cards, with their name badges, indicating the expectations of abuse
reporting.

3. At the staff meetings, staff will be quizzed regarding the requirements involved in reporting abuse, on a
quarterly basis for a year. This will be documented in the meeting minutes and staff will sign the

attendance sheet.




