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On July 27,2010, the Siato Surveying Agency's
(S!:lA) Office of Compliance and Quality
Assurance and Investigation Division (OCQAID),
received notification via voioemail, followed by a
wri1ten report, of an incident that oc::curred on the
same day involving Client #1. According to the
inn:.rmatiofl provided. the client GUstained a
closed head injury as 1he result of a fall.

Bassd on the natu"., of 11"10 incident, the OCQAID
initiated an on-sita investigation on August 4,
20'10, to ensure federal and state regulations
we ~ adhered to in accordance with Client #1 's
needs. The results of thtt investigation revealed
the t the facility failed to maintain compliance with
th! Conditions of Participation of Goveming Body,
CIi(lnt ProtBotions, and Facility Staffing. The
faeility's failure to provide necessary supervision
an.:1support to Client #1 a nd its failure to
implement syslBms to prevent further potential
harm posed likely harm to the clients residing in
the facility. The Facility Coordinator (Fe) and the
Qualified Menial Retardation Professional
(QMRP) were notified 1hat an immediate jeopardy
existed on August 4,2010, at approximately 4:28
p.r i,

Prior to exIting the facility on August 4, 2010, the
me ility developed a plan of correction 10 lift the
jeopardy that consisted of the following:

5iaff #1 will immediately be removed ft\:)m all
CLislOtner contact as of August 4, 2010;

The QMRP and Facility Coortiinatorwill
conduct immediate staff in-service on safety and
prccadures for the shower area;

Additional in-service will be conducted on the
shower protocol;

~)~Tr!J
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WOOO Cortinued From page 1
In-service will be conducted on policies and

procedures in general safety of customers and
not leaving them unattended during shower time;

Immediate in-service on staff supervision and
remaining in any area where individuals are
pre-ern at all times.

Altt,ough the facility removed the serious and
imn lediate threat to clients' health and safety, the
COI;ditions of perticioatlon in Governing Body,
CIi40'ntProtections and Facility Staffing continued
to rernaio unabated. The findings of the
invE~stigation were based on observations at the
grollp home, interviews with the staff and the
review of records including the facility's unusual
incklent reports.

W 102 483.410 GOVERNING BODY AND
MANAGEMENT

Th4<'facility must ensure that specific governing
bod ( and management requirements are rnet.

Thi/· CONDITION is not met as evidenced by:
Bas-sd on observation, interview. and record
review, the facility's Governing Body failed to
maiotain general operating direction over the
faciity, [See W104] and failed to ensure effective
trail'ing programs were developed and
implemented to ensure ,Client safety. [See W189].

The effects of these systematic practices resulted
in the governing body's f<.lilure to manage the
facility in a manner that would ensure clients'
he<!lth and safety. [See W122 and W158)
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This CONDITION will be
met as evidenced by:

Reference responses to WI04
and W189, W122 and WlS8.
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W 104 COlltinued From page 2
The- governing body must exercise general policy,
bUCfget,and oPQrating direction over the facility,

This STANDARD is not met as evidenced by:
Based on interview and record review the
GO"/erning Body failed to maintain general
opNating direction over the facility as evidenced
by "he deficiencies cited throughout this report, for
eigilt of eight clients residing in the facility.
(Cli'3nts #1, #2, #3, #4. #5. #6, #7, and #8).

The findings include:

1. The Goveming body failed to ensure that staff
were effectively trained in providing transfer
assistance to clients requiring a two-person
transfer. [See W189)

2. The Governing Body failed to develop and
implement policies and procedures to ensure
client safety. [See W149J

W 122 4e~,.420 CLIENT PROTECTIONS

The facility must ensure that specific client
pro.ectlons requirements are met.

Thl!·:CONDITION is not mat as evidenced by:
Based on interview and record review, the facility
faikod to develop and/or implement their incident
management policy to make certain abuse.
ne~lect or mistreatment was prohibited and failed
to cevelop policies and procedures to prevent
abuse and neglect (see W149); failed to ensure
alie,]ations of abuse and neglect were thoroughly
inv[·stigated (See W154): failed to protect clients

FORM CMS-2567(Q2-f'I) Pmvioue Vet:;;DfU Obsolgtg !Ovent IO;2ll.Ull
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This Standard will be met as
evidenced by:

1. Referenceresponse to
W189.

2. Reference responses
to W149.
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W 104 Continued From page 2
Thl;· governing body must exercise general policy,
buoget, and operating direction over the facility.

Thi'l STANDARD is not met as evidenced by:
Based on interview and record review the
Go','eming Body failed to maintain general
operatinq direction over the facility as evidenced
by ~hedeficiencies cited throughout this report, for
eig~lt of eight clients residing in the facility,
(Clj'3nts #1. #2, #3, #4. #5. #6, #7, and #8).

The findings indude:

1, The Governing body failed to ensure that staff
were effectively trained in providing transfer
assistance to clients requiring a two-person
transfer. [See W189j

2, 1he Governing Body failed to develop and
implement policies and procedures to ensure
clie'1tsafety, [See W149]

W 122 48~A20 CLIENT PROTECTIONS

The facility must ensure that specific client
prciectlons requirements are met,

This. CONDITION is not met as svidanced by:
Basad on interview and record review, the facility
fail(o(jto develop and/or implement their incident
management policy to make certain abuse.
neglect or mistreatment was prohibited and failed
to osvelop policies and procedures to prevent
abvse and neglect (see W149); failed to ensure
aller3ations of abuse and neglect were thoroughly
Investigated (Sse W154); failed to protect clients

W1Q4

W122
---

W122-- ---r
This CONDITION will b1
met as evidenced by:

Reference responses to
'-W149,W154, W155, WI 6,
and W158. I
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W122 Continued From page 3

from further potential abuse while an allegation of
abuse was investigated (See W155); and failed to
rer: ert the results of all investigations to the
adminlstrator or designated representative or to
other officials in accordance with State Law within
five working days of the incident (See W156).

.. Tht'l effects of these systemic practices resulted
in tile failure of the facility to protect its clients and
ensure their health and safety. (Cross Refer
W158)

W 127 48:~.420(a)(5) PROTECTION OF CLIENTS
RIOHTS

.. The faoility must ensure tha righ1s of all clients.
Ths-refcre, the facility must ensure that clients are
not subjected to physical, verbal, sexual or
PS} chological abuse or punishment

Thi.i STANDARD is not met as evidenced by:
Based on interview and record review, the facility
fail~!d to ensure that systems were designed and
imr;·lemented to make certain clients were not
subjected to actual or potential neglect and/or
ph> sical injury, for eight of eight clients residirlg in
the facility. (Clients #1, #2, #3, #4, #5, #6. #7 and

, #8)

ThE' findings include:

On July 27,2010, Health Regulations and
LiCf'>Osing Administration was notified via
vokemail of an unusual incident report involving
Client #1. According to the incident report dated
Jull' 27,2010 and information received from the
provider agency, Client #1 sustained a closed
head Injury. contusion, to her right forehead.
Th~· incident report described the incident as

FORM CMS.2687(02,~·l) P"'VJOC.I$Verslona Onsolete Swot IO;2LlU11
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As documented in the
findings, client #1 sustained
"small bump" injury to her
forehead. She wasdiagnosed . :

W127 with a closed head injury- I ;q.~·19
contusion. The person did ;
not require further testing in: '0Npln1
the emergency room and did!
not show any evidence of
pain or discomfort at the time ..
of the incident. Other signs

;

and symptoms such as ;
!

Iconvulsions, nose bleeds, and I

change in mental status were
,

I

not noted. Additionally, ;

there was no evidence of ,
severe or permanent injury 0, ,
harm to the mental or
physical condition of the

,

person
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W127 Cortinued From page 4

documented below:
•• II Staff #1J, had put Client #1 in her shower chair
lee-tad the shower chair belts in place and pulled
the shower chair over the toilet to help her urinate
betore putting her in her wheelchair. I stepped
oul of the bathroom to get something. When I got
bar.k to Client #1 she was sitting on the floor. I
asl.sd the nurse to check Client #1 to see if she
was hurt."

LPN #1 assessed Client #1 and documented the
foll·:>wing:

"Head to toe assessment done. Observe an
elel/ated area on the left forehead in size of a
perny. No bleeding, no open area. VIS (vital
sig'l5) check - T[temperature] 97.2, R
[re::.pirationsj18, BfP [blood pressure] 117170 and
P {"ulse] 75. Supervisor, Nurse Practitioner,
QfvlRP (Qualified Mental Retardation
Prc,fessionalj, PCP, House Manager notified."

Re.riew of the facilities corresponding
investlqative report (dated July 29, 2010) on
Au! lust 4, 2010. at approximately 2:00 p.rn.
rev'~aled the facility documented findings
inc'uding;

Client #1 sustained the injury to her forehead
as ;·l result of falling to the floor while left
unattended sitting on a shower chair pesltlcned
ove-r the commode.

Progress note dated July 27,2010 (8 a.m.)
revI3aled nurse assessed Client #1 and noted a
srnaf bump on the right side of her forehead. Ice
compress was applied and the nurse practitioner
(NP) and primary care physician was notified. NP
gav8 instruction to transport Client #1 to the
emergency department

Emergency Department discharge

W 12.7 vuut,
Person # 1 received.:
immediate medical care and :1

assessment. She was
followed up with the RN. i
Primary Care Physician and I
Nurse Practitioner who also I
determined that no :further I
interventions were warrantedi'
Person # 1 has a diagnosis of j
Osteoporosis but did not I
sustain any injuries related t~
this diagnosis. i.
The Incident Management
Coordinator entered the
information into the DDS
MCIS system as a reportable
incident, as the person
sustained a minor physical
injury to her forehead.

I
I

c(·CO· fO
{lft~plfrt

1.\

I
i
I
i
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The incident report was i
accepted in the MCIS as a I
reportable incident. The NP i
ordered that person # 1 be !
further evaluated at ER as a I
precaution, Person #1 was I
evaluated and released. No !
further testing such as X-Rayj

.. or CT Scan was :
recommended or required. /1

The Incident Management ::
Coordinator initiated and ,I

conducted the investigation. .,
I
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W 127 Continued From page 5
instructions included Client #1 ' S intake
dia9noses as an abrasion to her forehead, closed
head injury, and contusion.
FUIther review of the investigative report revealed
that Client #1 was at risk for falls and is
diaqnosed with Osteoporosis. "Risk
mll'1agement procedures indicated that staff
she,uld adhere to sal~1YtechniqL\es at all times in
bed and chair and-adhere-fo recommended
transfer techniques as outlined in physical therapy
evaluation. The physical therapy evaluation
staces that [Client #1] transfers with maximum
aasrstance of two people and rClienti't'1rca--'~~sit in
a cnalr with arms or recliner with supervision .••
Ccutinued review of the investigation report
rellealed that the direct care st ••ff person 'that
assisted Client #1 to ttJe restroom indicated that
she left Client #1 in the restroom alone, secured

wib a seatbelt ona shower chair, above tne toilet
Th,·! staff person further indicated that when she
raturnad to the restroom she found Client #1 •.
sitt.ng on the floor" in an upright position with the
shower chair seatbelt still around the client, loose
anI I laying on the floor. The shower chair,
however, was observed to remain positioned over
the toilet Additionally, it was noted that Staff #1 ••
piCKed[Client #1J up off the floor and sat her on
the shower chair." Staff #1 then pushed [Client
#1) to her room and then transferred her from the
shower chair to the bed." The investigator,

. conversely, documented that after examination of
the shower chair seatbelt. it was noted that "the
bel, is not long enough to be able to extend to the
flour. In addition, if the belt was secured and still
arcund [Client #1 ' 5] waist as Staff #1 stated, the
shower chair would have moved out of position
from over the commode. Moreover, Staff #1
should not have picked [Client #1J from the floor
by ~elf and without the nurse first examining

W127

Also, as documented in
the investigation the staff
person conducted lifting
and transfer techniques
which were inconsistent

.. with the recommended
guidelines. She also left
the person unattended
violating company policy
and procedures.

FI

:j

i
·1:i
I

'I.,
The employee involved in :j;
the incident as well as other '1
assigned staff received .1

Itraining on the morning of!
July 27th by the Home ·1
Manager and was not
determined to present a
serious and immediate

. threat to the persons served.
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Continued From page 6 W 127 !
[Clent #1] due to her diagnosis of Osteoporosis incidents occurring at this i
and potential for fractures." The investigation group home location over
re~'ort further documented that the incident was the past three-six month
preventable. period show no systemic I',

Th·'~ investigation report highlighted the following
rec ommendations: patterns of abuse & neglect.

Corrective action for responsible staff person
for not following transfer protocol as stated in the
Phvsical Therapy Evaluation.
No::e: Interview with the House Manager and
Qualified Mental Retardation Professional on
Auqust 4, 2010, revealed that the corrective
act 'on was to immediately place Staff #1 on
adrninlstrative leave.

Corrective action for responsible staff person
for not following sitting protocol as stated in
Phvslcal Therapy Evaiuation.

In-service training for all staff on transfers,
In-service training for all staff on HMCP (Risk

Area: Mosculo-Skeletal).
Follow emergency department discharge

inseuetlons.
Follow-up with PCP.
Follow PCP recommendations,

The Incident Management
Coordinator has

CI,L{Oconsistently monitored and
tracked all incidents for ",

C'y\~{)II\~patterns and makes
recommendation to address
systemic findings.

..
The employee has received ;

disciplinary action for
failing to adhere to
company policy and

;

procedures as well as
potentially jeopardizing the
health and safety of the ,
person. ,,

The QMRP/Home Manager
coordinated additional staff
training 011 HMCP,
Incidents, Reporting
Incidents, Abuse &
Neglect, client i
rights/sensitivity, safe I I

transfer & lifting
I !

techniques, and 1 i
F~cility Osteoporosis. "lion Sheel Pa!;le 7 of 24
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1. The facility fail~ to ensure staff provided
supervision in accordance with Client #1's needs.

Accordinq to the aforementioned incident report.
St~ff #1 left Client #1 unsupervised while in the
ras.troorn. Interview with the QMRP on August 4,
2010. at approximately 4:41 p.rn. revealed that
Stvff#1 should not have left Client #1
unsupervised while on the toilet This information
was verified through review of Client #1's physical
th.·rapy assessment dated July 21, 2009 on
Auqust 4, 2010, at approximately 2:30 p.m. The
assessment documented that Client #1 "can sit
in ;:1 chair with arms or recliner with supervision."

FORM CMS.2587(02. Ill) P ••••Yi= Velgj01'l~Obsol~te Evant ID;~L'-U11
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W 127 Oo-ttinued From page 7
At I.hetime of the incident. the facility failed to
ensure the required supervision.

2. The facility failed to ensure staff provided
transrar assistance in accordance with Client #1'5
est ablished needs.

Review of the facility's investigation report dated
JUlf 29. 2010. on August 4.2010. at
aporoxtmately 2:00 p.m. revealed that during the
inCident involving Client #1 on July 27,2010, Staff
#1 provided Client #1 with transfer assistance on
three separate occasions. Staff #1 was noted to
provice Client #1 transfer assistance without the
beierlt of any additional parson. According to the
inv estigation report. Staff #1 provided transfer
asslstance as detailed below:

St;',ff #1 transferred Client #1 "fram bed to shower
chair ..."
StHff#1 picked Client #1 "up off the floor and sat
he" on the shower chair" after the fair.
St::lff#1 transferred Client #1 "from shower chair
to »ed."

Cc ntinued review of the investigation report
revealed that Staff #1 had knowledge of the fact
that Client #1 required the transfer assistance of
twl) people. This was further verified through the
review of Client #1's physical therapy
assessment dated July 21, 2009 on August 4.
2010. at approximately 2:30 p.m. According to
the assessment, "she transfers with maximum
assistance of two people. The transfer sling is in
place." The assessment further detailed. "Do not
transfer (Client #1] using her upper extremities.
Dc not move her by pulling on her upper
ex rernlties. "

Event 10, 2LLV11

W127

.. I' .

Home Managers will post !!
potential for fall risks to I:
ensure further alert staff of
potential fur fulls.
The staff schedules were
modified to ensure that at
least five people are on
duty between 6:00am-
6:30am during the critical
times when people are
being transferred from the
bed to the chairs. Staff
deployment continues to b
reviewed and modified to
ensure more even
distribution of tasks.

Facility 10, 09G121

!i
II
'I

I

It contin "'tlon sheet Page 8 of ~4
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REl'/iew of Client #1 's Health Management Care
PI ••n (HMCP) dated August 10, 2009, on August
4, ::~O1Oat approximately 4:18 p.m. revealed a
risl. area or specific concern related to Client #1
involved osteoporosis and a potential for
fr.wtures. The HCMP further document that risk
management procedures included adherence to
"recommended tranefer tecnniques only. II At the
tlm-s of the survey, the facility failed to ensure
Client #1 was provided with transfer supports in
ac( :ordance with Client #1'5 needs.

3. "he facility failed to ensure recommendations
mode as a result of the aforementioned
inv~stigation were implemented. Additionally, the
fac ility failed to implement systems to make·
certain staff were sufficiently trained to ensure
cli~'nt safety.

Re (iew of the facility's investigation report dated
Jul( 29.2010. on August 4, 2010, at
aporoximataty 2;00 p.m. revealed
recommendations to address the incident
inCluding a corrective action for responsible staff
peson for not following transfer protocol as
stated in the Physical Therapy Evaluation.
Ac(;ording to interview with the House Manager
an:j Qualified Mental Retardation Professional on
Auqust 4,2010, the corrective action was to
suspend Staff #1 immediately from duty. At the
titr-e of the investigation, Staff #1 continued to be
on duty without suspension. Additionally, the
facility failed to provide evidence that Staff #1 was
provided with any in-service training to ensure
clif"nts were supervised In accordance with their
ne-rds.

I
Th~ findings of the investigation revealed the
facility's failure to.provide necessary supervision
and support to Client #1 and its failure to

FORM CMS-2se7(02"I$) P1OI\lfoU$ V.rslon. 00601010 Eve(I( 10; 2LLU1 1
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PROVlDE:R·SPLAN OF CORRECTION
(EACH CO~RECTIVE ACTION SHOULD BE

CR066-REFERENC50 TO THE APPROPRIA
DEFICIENCY)

_'1:LtLrJ
The Home Manager
forwarded
recommendation for
disciplinary action on
behalf of the employee
for violating policies and
procedures which was
received by the DRS on
the day of the of the
survey. Further
additional training and
systems changes were
under review and
discussion at the time of
the survey. Initial training
was completed on the 00'
of the' incident by the
Home Manager following
the incident to include the
staff person involved in
the incident.
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I
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I
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iml,lement systems to prevent further potential
ha m posed likely harm to the clients residing in
thefacility, The Facility Coordinator (FC) and the
Qt.-aimed Mental Retardation Professional
(Qrv1RP) were notified that an immediate jeopardy
8xi stsd on August 4, 2010, at approximately 4:28
p.ri.

10
PREFIX

TAG

W127

W149

- J

I--- .. _------ -_.. .. . --'-; --
This Standard will be met 1
evidenced by:

The governing body found b
pervasive patterns of seriouJ
or repeated incidents of abu e
or neglect.

W149

The governing body bas
policies and procedures to
protect the health and safety
of the people served. The
policies and procedures
-related to abuse and neglect
are clearly defined. The
category of serious reportab p

being judged based on the
significance or severity oft! e
incident. The incident
Management policy has bee
reviewed and changes
recommended to provide
greater detail of the
investigation review by the
Administrator/designee. Th
policy prohibits
mistreatment, neglect and

. abuse of the people from

Iq .~,(O
cmgO\~

Prior to exiting the facility on August 4, 2010, the
facility developed a plan of correction to lift the
jeopardy that consisted of the following:

W149

Staff #1 will immediately be removed from all
customer contact as of August 4,2010;

The QMRP and Facility Coordinator will
coiduct immediate staff in-service on safety and
pn.cedures for the shower area;

Additional in-service will be conducted on the
shower protocol:

In-service will be conducted on policies and
procedures in general safety of customers and
nor leaving them unattended during shower time:

Immediate in-service on staff supervision and
rel'laining In any area where individuals are
prosent at all times.
483,420(d}(1} STAFF TREATMENT OF
CLIENTS

Tho;) facility must develop and implement written
policies and procedures that prohibit
rnistreatment, neglect or abuse of the client.

Ths STANDARD is not met as evidenced by:
Based on the interview and record review, the
facility failed to develop and/or implement policies
and procedures to make certain abuse, neglect or
mlstreannent was prohibited, failed to develop
pOlicies and procedures to prevent abuse and

Event ID:2LLU11 F~OI~y10; 0910121
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W149, continued ...

mistreatment, neglect and
abuse of the people from
mistreatment, neglect and
abuse. In the interim of
policy approval, an Incident
Protocol will be implemented
to ensure that all incidents ai e
reported immediately to the
administrator and suspicious
or alleged allegations of
abuse & neglect are further
evaluated by an objective
party.

IDI employs a full time
Incident Management
Coordinator continues to
monitor, track, evaluate and
investigate incidents. The
Incident Management
Coordinator also monitors
and tracks systemic patterns
and' provides
recommendation for
corrective actions .as
needed.
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neulect ~nd failed to ensure that systems were
de"igne~ and implemented to make certain
eli"nts ~ere not SUbjected to actual or potential
ner:llact and/or physical injuryfor eight of eight
clients r~siding in the facility. (Clients #1. #2, #3.
#4 #5. #6. #7. and #8)

Th,) fin1n9S include:

I
1. The facility failed to develop and implement ••
comprehensive incident management policy.

(Cross ~efer W127) On July 27. 2010, Health
Re';)ulations and Licensing Administration was
notified yia voicemail of an unusual incident report
in" ::JIvingClient #1. According to the incident
report dated July 27, 2010 and information
re<:eivect from the provider agency. Client #1

I
sustained a closed head injury. contusion. to her
rig'lt for~hesd. Continued review of the report
reveale<!t the incident was categorized as a
reportable physical injury.

i
Review of the corresponding investigation report
(d•.•ted Jluly 29. 2010) on August 4. 2010. at
ap{)roxirately 2:00 p.m. revealed the Client #1's
inj' flY wrs sustained as a result of "falling while
lef unattended." Additionally. the investigation
lndlcatad that the incident was preventable.
R€ view pf Client #1 's physical therapy
as~;essrtent dated July 21. 2009. on August 4.

• 20'10. at apprcximately 2:30 p.m. specified that
cuent #h required supervision when seated in a
ch-iir with arms. It should be noted that
observation of the shower chair used by Client #1
du{ing the time of the incident on August 4. 2010.
at ~pprdximately 5:45 p.m., revealed that it was a
twn arm shower chair.
On AugLst 4.2010. at 4:15 p.m .• the Facility

. I
FORM CMS-256i(02· 1$)F''''~ous VQrolon. Obsolete Event ID:2LLU1 1
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Coordlnator was interviewed and the facility's
incidentjrnanaqernent policy was requested. The
polcy that was provided documantao the
definition of neglect and indicated that the "lack of
att'~ntion to physical needs of an individual,
inCluding personal care, hygiene, meals or
appropriate nutrition, Shelter, and safety:'
constituted neglect. Continued review of the
policy, howava r, failed to provide speCific and
de~ailQdiinformation regarding the necessary
aCI ions to be taken should an allegation of
ne(llect be identified.
2. The facility failed to ensure policies and
procedures were implemented and developed to
ensure client safety and provide information en
ne(less~ry supervision supports required for each
cliunt.
(Cross ReferW127) According to an incident
report dated July 27, 2010 and information
received from the provider agency, Client #1
sustained a closed head injury - contusion, to her
rigl1t forehead. Review of the corresponding
im estigation report (dated July 29, 2010) on
AU9ust 4. 2010, at approximately 2:00 p.m,
revealed the Client #1'5 injury was sustained as a
result of "falling wl1ile left unattended."
Ao ji\iorially, the investigation indicated that the
incident was preventable.

Re:view lof the corrosponding investigation report
dSI:ed July 29, 2010. on August 4, 2010, at
aporoxiinately 2:00 p.rn. revealed Staff #1
provided Client #1 with transfer assistance on
thr ~e separate occasions. Staff #1 was noted to
pnwideiClient #1 transfer assistance without the
benefit bf any additional person. Continued
review of the investigation report revealed that
St:~ff #11 had knowledge of the fact that Client #1
required the transfer assistance of two people.

,

10
PI<EFIX

rAG

W149 Wl~~t .~__
The investigative findings
concluded that the person
sustained injury after
falling from a shower chair.
The injury sustained by the
person was abrasion, closed
head contusion. The injury
was described by nurse as a
bump. No other side effects
observed. Categorized as a
reportable due to severity
of the injury. The person
was assessed at the
emergency room treated
and released. This is also
consistent with reportable .

-categoiy mciGelif'no x-ray'
or ct scan was necessary.
The employee reported that
she lifted and transferred
the person without the
supports of another staff
This action however, did
not cause injury to the
person.

FORM CM6·2!ie;7(~ 99) ~vlOUS VerSions 0I>8olete EvenIIO:2LLU11 F"dfity ID: 09G121 If conuno tion sheet PMe 12 of 24
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W149 Continued From page 12
Thi,,;was further verified through the review of
Cliunt #1's physical therapy assessment dated
Jut .•21, 2009 on August 4, 2010, at
approximately 2:30 p.m. According to the
ass.assmont, "she transfers with maximum
assistance of two people,"

FUI thermore, intBrviewwith the Qualified Mental
Ratardation Professional (QMRP) on August 4,
20'10, at approximately 4:41 p.m. revealed that
Staff #1 should not have left Client #1
unsupervised while on the toilet. This information
wa '; verified through review of Client #1 's physical
therapy assessment dated July 21, 2009, on
Aunust 4, 2010, at approximately 2:30 p.m. The
assessment documented that Client #1 "c ••n sit
in " chair with arms or recliner with supervision. ,f

Additional interview with the QMRP was
conducted to ascertain Information regarding any
documentation that outlined the necessary
supervision supports required for each individual,
At ,he time of the investigation's conclusion, no
evidence was provided that outlined the required
supports. Moreover, there was no evloence that
trai"ing was conducted to ensure and remind
sta If of the required supervision for each client

3. The facility failed to ensure policies and
prc·cedures were developed and implemented to
orc-hlblt abuse/neglect while an investigation was
conducted.

(CI DSS refer W155 and above) According to an
incident report dated July 27, 2010 and
infurmation received from the provider agency,
CIHnt #1 sustained a closed head injury -
ccmuslon, to her right forehead. Review of the
corresponding investigation report (dated July 29,
20 '0) on August 4,2010, at approximately 2:00

FORM CMS-2587(02· ·19) PreYIOUB versions ODsolste Ellent ID:2LLU11
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W~I\~ t\mhill.L~ <.' !
~hailges have occurr~d-iri~t -
deployment of staff. I

Adaptive equipment
continues to be checked
on a weekly basis to
ensure that it is J

maintained.in good
condition and in good I
repair. Staff are required i
to report all concerns i
Immediately. The !
QMRP/Coorclin,ator will ~I',
conduct additional
training as warranted.

-- -- ---- --~:-
2. Cross reference response to

W127

3. Cross reference response 0

W155

4. Cross referenceresponse ~
W127, & W~22. i
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p.m. revealed the Client #11S injury was sustained
as .a result of "falling while left Unattended."
Ad1itionaliy, the investigation indicated that the
lncrdent was preventable. Interview with the
QI\1RP and additional review of the investigation
report indicated that staff was negligent in
prc'viding the necessary supervision to Client #1
dUIing the time of the incident.

Th"~ investigation report further documented
rec.cmmeneatlcns that included corrective actions
for responsible staff person that failed to follow
thE' transfer protocol and the sitting protocol as
stated in Physical Therapy Evaluation. Interview
will, the Facility Coordinator and Qualified Mental
Re tardatlon Professional on August 4,2010,
revealed that the corrective action was to
immediately place Staff #1 on administrative
les ve. Continued interview with the House
Manager revealed that at the time of the
investlgation, Staff#1 had not been removed
from direct care duty. Furthermore. there was no
evidence Staff #1 had been retrained on
ne,;assary supervision supports required for
CIiIJnt#1.

4. (Cross ReferW127, W322. and above) The
fadlity failed to ensure initial first aid procedures
ha,j been implemented/developed to protect
Client #1 after a falling incident and ensure Client
#1 was not subjected to potential further harm.

5. The facility failed to ensure policies and
procedures were implemented/developed to
ensure required investigations were thorough.
(Soe W154)
483.420(d)(3) STAFF TREATMENT OF
CLIENTS

I
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W154
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W154
This Standard will be met as
evidence d by:

The faci ity conducted immed ate
mvestig. tion into the injury
sustaine ~by client #1. Also,
referenc 000 verified that the
incident was reported in
accordai ce to state law throng Ih
establisl ed procedures.

There lu s been no evidence tc
support that reported incident
have pa tern of reduction ofai
allegatk n exist. In cases, whr re
abuse 0 neglectis suspected
actions consistently have beer
taken tc ensure that corrective
actions has been taken up to and
includir g termination of
employ tnent,

. FedUIy 10, 09G121
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W 154 Continued From page 14
The facility must have evidence that all alleged
vicl-rtions are thoroughly investigated.

Thi!; STANDARD is not met as evidenced by:
Based on interview and record ravlew, the facility
faile:d to conduct a thorough investigation into an
incident that involved Client #1 failing, as a result
of insufficient supervision.

The findings include:

[Cross refer to W149]. On July 27. 2010, Health
Resulations and Licensing Administration was
notiried via voicemail of an unusual incident report
invc iving Client #1. According to the incident
report dated July 27, 2010 and inforrn<1tion
received from the provider agency, Client #1
sustained a closed head injury - contusion, to her
righ" forehead. Review of the corresponding
lnvestlgatlon report (dated July 29, 2010) on
AuglJst 4, 2010, at approximately 2:00 p.m,
revealed Client #1's injury was sustained as a
result of "falling while left unattended."
Add,tionally, the investigation indicated that the
incklent was preventable. Continued review of
the hvestigation failed to provide information
reg~ rding the following:

1. The investigator failed to interview all staff
persons present at the time of the incident The
investlqator interviewed Staff #1 however there
was no evidence that LPN #1 and Staff #2 had
beerl interviewed to ascertain any pertinent
lnformafion regarding the incident.

2. The investigative report reflected "corrective
acnon for the responsible person not following
transfer protocol," however, the corrective action

W 154 \lJ1P'+ 'l""t.;w.ul~ _L 1_ I

-Tnvestigation findings confrr~ki I
that staffl# 1 failed to adhere d "
transfer Irotocols; tbis actior ;~~
not lead 0 the injury sustain d I
by. client #1. Investigative I
findings oncluded that clier . r 1
sustained injury from "fallin 'r
possibly liding out oftbe cl:ail, .
Staff# 1 j"iolated policy and I I I

procedures and corrective acho~
were'recJmmended in r.:espilio~e

, to .her actions. Staff #1 has ~I

employed with the company 'j
since Dee ember 2003 and di' lOt!
have any pattern of policy :
vio lation , been involved in tkJ
allegatior s/incidents involvii g
the people served, staff to st<it
incidents or any other situati )~ :
that might cause alarm. I I
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W 154 Continued From page 15

was not clarified In the report. When asked about
the .;pecifics of what the .•corrective action .•
was. the Facility Coordinator (FC) on August 4,
201:) at 4:40 p.m. revealed that It meant Staff #1
was to be placed on administrative leave. Further
mtervtew with the Fe revealed that Staff #1 had
bee', on duty since the incident and had worked
five shifts over a course of eight days after the
recommendation for corrective action was
docvrnented.

3. Client #1 has a diagno5is of seizures,
ostooporosla and has the potential for fractures
ano falls. The investigator determined St<lff#1
wa-, negligent in providing the appropriate
transter assistance and failed to recognize the
ne(,d for immediate assessment prior to moving
the client. The investigator documented" Staff #1
sh(,uld not have picked up Client #1 from the floor
by :,elf and without the nurse first examining the
[Client #1] due to her diagnosis of Osteoporosis
anrl potential for fractures." Further review of the
lnv: .•stigation fevealed Client #1 was left
unattended and there was the possibility that the
shower Chair belt was not secured around Client
#1 s waist. The Investigation further
documented that the incident was preventable.
Th ere was no evidence the investigator baaed on
his 'her conclusions determined if the staff's
fail'Jre substantiated or unsubstantiated neglect.

W 155 48:1.420(d)(3) STAFF TREATMENT OF
CLIENTS

The facUity must prevent further potential abuse
wrile the investigation is in progress.

This STANDARD is not met as evidenced by:
e"sed on interview and record review the facility

W154 ._-
WI 54, continued ...

I\ ,
" IIncident Management

Coordinator/QMRP has Iconducted additional training on
abuse & neglect. QMRPlHome I
Manger continue to monitor staff,
and provide feedback and

idirection as needed.
'.

DRS reviewed and discussed
Incident Management Protocol
addresses interviewing of staff: ;

corrective actions, conclusions of
investigation. DRS will continue
to monitor and review incident
investigation reports as outlined:
and provide feedback and
direction as needed.

I

W155
W155
'This Standard will be met as i

evidenced by:

fORM CMS-2567(02 Q~) Proviou. Veralon$ Ob>;oklta Event 10: 2LLU1l

Reference responses to
W154,W127 and W149

1
If continuettcn$he(3t Page 16 of 24

I
. I



09/08/~t7;33 FAX 202 891 9293

DEPARTME~' OF HEALTH ANlJ '.H.../· "' •...~

CENTERS =os MFOIr.ARE F. MEDICAIO SERVlcr;S

STATI:MeN1"OF DeF'CI~CIES
ANO PLAN OF CORRI:CTION

09G121

{X11 PROVIOERISUPPLI!:P.lCLIA
IOENnFICATlON NUMBER:

NAME.OF PRO\llOE'~ OR sVPPUER

INDIVIDUAl. DEVELOPMENT, INC.

~019

lN IED. "811~010
FJRM}iF'P~OVED

INDIVIDUAL DEVELOPMENT

(XZl MlJLTlPLE CONSTRUCT10~

A. BUILDING _--...;1;-----
B. VIIING ----+I---

I

STREI:T ADDRESS, crrlv. STATE, ZIP CODE
4~l>4ASTOR PLAC ,SI'!

WASHINGTON, DC 20019

SUMMARY STATEMENT OF DEFICltNCIES
(EACH DERC1ENCY MuST BE PRECEDED BY FULL
REGULATORY OR LSC IDENnFYING INFORMATION)

0<6)
. COMPLETION

OAT"(X4) 10
PREFIX

TAG

W 155 Continued From page 17
work on August 4, 2010 and had worked since
the -ncident occurred, although not specifically
assigned to Client #1. The FC revealed that at the
timH of the investigation, Staff#1 had not been
removed from direct care duty. It should be noted
that interview with FC on August 4, 2010 at
approximately 4:03 p.m. revealed all the clients in
the facility were at risk for falls and required
supervision.

W 156 48~:.420(d)(4) STAFF TREATMENT OF
CLIENTS

Tho results of alt investigations must be reported
to tne administrator or designated representative
or I·::> other officials in accordance with State law
wltuln five working days of the incident.

Thi·; STANDARD is not met as evidenced by:
Basad on interview and record review, the facility
tailed to report the results of all iiwestigations to
the administrator or designated representative in
accordance with State Law within five working
days of the incident for Client #1 the focus of the
inV(;!stigatlon and two of seven clients residing in
the facility (Clients #2 and #3). . .

The findings include:

1. (Cross ReferW149) On July 27,2010, Health
R£'gulations and licensing Administration was
notified via voicemail of an unusual incident report
involving Client #1. According to the incident
report dated July 21, 2010 and information
received from the provider agency 1 Client #1
sustained a closed head injury - contusion, to her
rig "It forehead.

Rt<view of the corresponding investigaiion report

~ORM CMS-2567(02·9Il)P",viau. Versiona oesorsts Even! 10: 2LLU11

-W156'" '-r
This Standard will be met as
evidencJd by: I

1. ] eference response tc
·V149. I 3'~?(!D

2. Incident Management I

( oordinator has beeh 1 I' .:JM. lih0
{esignated to reviej' 1 • J I
f nd evaluate aU I

Tcide~ts ~d cond t 1 I
lflvesngatlOllS as . I
warranted. Policy
<1'b.anges bave been I I
recommended to fur Jr.
include review by 'j
Director of Resident JI
I

Services. Signed
Investigations :
previously reviewed 1:
the DRS have been
filed in the home.
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W 156 cor.nnuec From page 18

(dated July 29,2010) on August 4,2010, at
approximately 2;00 p.m. revealed the Client #1'5
injury was sustained as a result of "falling while
left ')nattended." Additionally, the investigation
Indicated that the incident was preventable.
Cli~,nt #1 was transported to the emergency room
whHre she was evaluated, treated and released-

Thf' facility's internal Investigation dated July 29,
20' 0, was reviewed on August 4, 2010. Interview
with the Incident Management Coordinator (IMC)
on '~U9U5t 4,2010 at approximately 4:50 p.m.
revealed that the administrator reviewed the
inv~stigation, however he acknowledged that
there was no documented evidence to support his
statement. At the time of the investigation, there
was no evidence the administrator reviewed the
res Lilts of the investigation.

2. Review of an investi9ative report dated June
24 2010 on August 4,2010, revealed an incident
In\tolving Client #2. According to the investigative
report, the client was discovered with her right toe
na-I partially intact. The report failed to have
do:;umented evidence that the administrator or
de,;ignee reviewed the results of the report.
lnt-erview with the Incident Management
Cc,ordlnator (IMC) on August 4, 2019, at
approximately 4:50 p.m. revealed that the
adrninlstrator reviewed the investigation, but
there was no documented evidence to Support his
st(ltement.

3. Review of an investigative report on August 4,
2C 10, dated May 5,2010 involving Client #3
re-.'ealed that Client #3 was observed with a
(eddened area on her right knee about the size of
a 'warter. Further review if the investigative
report revealed thet the IMe reviewed the report

B. WING -------
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W 156 Continued From page 19
on May 5, 2010. Interview with the IMC on
Auqust 4, 2010 revealed that he reviews the
reports of other Investigator. When queried to
ascertain if he was considered the administrator
or d,~si9nee, he stated that he W0l5 not and
acknowledged that the Director of Residential
Ser.lices should have been the one to review the
repnrt.
483430 FACILITY STAFFINGW158

The facility must ensure that specific facility
statTing requirements are met.

Thi"; CONDITION is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the QUCllified Mental Retardation
Professional (QMRP) coordinated, integrated.
ano monitored services, (See W159), failed to
ensure continuing training that enabled the
employee to perform his or her duties effectively,
efficiently; and competently [See W189J; and
fall~d to ensure that all staff working with the
clients had been effectively trained on basic first
ate skills necessary to make certain clients are
not subjected to potential further harm. (See
W;;>.42)

The effects of these systemic practices resulted
in .he facility's failure to provide adequate staffing
and ensure each client's health and safety, [See.
also W102 and W122J.

W 159 48·'.430(a) QUALIFIED MENTAL
R£.TA~DATION PROFESSIONAL

E.,ch client's active treatment program must be
intl~grated, coordinated and monitored by a
qualified mental retardation professional.

~YentlD: 2~~U11 FaCility 10: O$G121 If eon in tio sl'1eet..ps e 20 of 24
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W155 ocnunued From page 16

faile·j to provide evidence that Client #1 was
protecteo from potential abuse and/or neglect
whil.!! the Investigation Is in progress and failed to
ens-ire the remaining seven clients were not
placed at risk. (Clients #2, #3, #4, #5, lIB, #7, and
#8)

8.WNG _

STREET ADDRESS. DIY. STATE. nP CODE

49&4 ASTOR PLACE, se
WASHINGTON, DC 20019

The findings include:

On July 27, 2010, Health RegUlations and
LiQ-,nsing Administration was notifiad via
voicernall of an unusual incident report involving
Clie-nt #1. According to the incident report dated
Jul',' 27,2010 and information received from the
provider agency, Client #1 sustained a closed
he~.d injury' contusion, to her right forehead.
Review of the ccrrespondlng investigation report
(daied July 29, 2010) on Augu&t 4,2010, at
apr-roxirnetely 2:00 p.m. revealed the Client #1's
injl'ry was sustained as a result of "falling while
left unattended." Additionally. the investigation
ind-cated that the incident was preventable.
IntI ,rview with the QMRP and additional review of
the investigation report Indicated that staff was
ne~Jl/gent in providing the necessary supervision
to . ;1ient #1 during the time of the incident. .

Continued review of the investigation report
documented recornmendations that included
corective actions for the responsible staff person
th"t failed to follow the transfer protocol and the
siting protocol as stated in Physical Therapy
EV;lluation. Interview with the F'acility
Coordinator (FC) and Qualified Mental
Retardation Professional on August 4,2010,
re·.'ealed that the corrective action was to
irnmedtately piece Staff #1 on administrative
le,we. The FC revealed at approximately 3:45
p.rn, that Staff #1 was SCheduled to report to

Evcnl ID:2LLU11

PROVlDER·S PLAN OF CORRECTION
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CROSS-REFERENCED TO THE APPROPRlf'TE
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10
PREFIX.

TAG

W155

FRQijly 10: 09G121 If conUnuatlo sh99'! Pape 17 or 24



_._O_f)/O_8_/2_01_D ~7 -_.3_7 fA_X_2_02_8_9_1 929.3 _~-,I::..:.ND~IYIDUAL DEVELOPMENT

I ~003

DEPARTMENI OF HEAL) H ANU ,.::,,:,~,- ,---
CENTERS FOf'! MEDICARE & MEDICAID SERVIr'ES

STATEMENT OF DEP ;;IENCIES (Xl) PROVlDERISUPPllERlCLIA
ANO PLAN OF CORRI-C1101'l IDENnFlCATION NUMBER;

09G121
NAME OF PROVlDE- t OR SUPPLIER

INDIVIDUAL DE'JELOPMENT, INC.

(Xl) MUlTIFlE CONSTRUCnON

A.BUILDING

e.WNG _

STl'OiEET ADDRESS, ern, STATE. ZIP COOE
4954 ASIOR PLACE, SE

WASHINGTON, DC 20019

PRIN EO:·08/16/2010
; FORM ;APPROVED

SUMMARY STATEMENr OF DEFICIE:NC1ES
(EACH DE:i'ICIENCY MUST BE PRECEDED BY rOLL
REGULATORY OR lSC 10ENlIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD EE

CROSS,REFERENCED. TO THE APPROPRII TE
OE;FICleNCy)r-------+----------------------------------------+--------+- -~ ~,------~

I
I

(X4) 10
PREFIX

TAG

W 159 Ccn anued From page 20

10
PREFIX

TAG

0<6)
COMPLETION

DATE

W 159 W189
This Standard will be met as I .
evidence<LQy~ _._ _ ..
The staff assigned to the
home will.receive ~g ~
the following areas to include
but not limited to; I
Additional training will be
coordinated and conducted ;
fur all staff to include all '. I
persons residing at this
location.
Osteoporosis
Client Rights/Sensitivity
Accidents/falls
Transfer/lifting
Reporting equipment
status/malfunctions

W189 HMCP
Mealtime Protocols
Adaptive I

Equipment/maintaining in
good condition, reporting
concerns
Nutrition/Speech food
textures diet
Securing proper hygiene
items prior to implementing
bathing/hygiene routines.
Individual Shower/bathing
protocols

~----I.-n_-'-e_fin-d-in-g-S-in-c-lu-d-e-: ---------_-...l .-1_ HeadlnjuriesJ What to Ws ch . I
~ORM CMS-ZS67(02 .99) PrevtousvQnOon.Obsolete EwnlID;2LLU1l FeCl~tyfor Signs/symptoms . _--lL- -!

. h sheet Page 21 of 24

Thif· STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failE"d to ensure the Qualified Mental Retardation
Proresslonal (QMRP) Coordinated,lntegrated,
and monitored services, for eight of eight clients
resi<;fing in the facility. (Clients #1, #2, #3, #4, #5,
#6, 1f.7and #8)

Ttw findings include:

1.. rhe QMRP failed to ensure that the staff were
pro,tided with initial and continuing training that
enabted the employee to perform his or her duties
eff€,ctlvely, efficiently, and competently. [See
W1S9j

2. The QMRP to ensure that all staff working
witt I the clients had been effectively trained on
bai,.ic first aid skills necessary to make certain
cliertts are not SUbjected to potential further harm.
[S€'eW342]

W 189 48:1,430(e)(1) STAFF TRAINING PROGRAM

Th,3 facility must provide each employee with
init,al and continuing training that enables the
eITlployee to perform his or her duties effectively,
eff'ciently, and competently.

Tn-s STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that each
employee was provided with initial and continuing
trslning that enabled the employee to perform his
or her duties effectively, efficiently, and
CO llpetently .

'1·g.l0
0'tY107
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(Cross Refer W149) According to an incident
report dated July 27, 2010 and information
received from the provider agency, Client #1
sustained a closed head injury - contusion, to her
righ [forehead. Review of the corresponding
investigation report dated July 29, 2010, on
Aupust 4.2010, at approximately 2:00 p.rn.
rev,'!aled Staff #1 provided Client #1 with transfer
ass.stance on three separate occasions. Staff#1
was. noted to provide Client #1 transfer assistance
without the benefit of any additional person.
coutlnusc review Of the investigation report
revealed that Staff #1 had knowledge of the fact
thai: Client #1 required the transfer assistanoe of
two people. This was further verified through the
review of Client #1's physical therapy
assessment dated July 21,2009 on August 4,
20" 0, at approximately 2:30 p.m. According to
the assessment, "she transfers with maximum
assistance of two people."

Review of the facility's training documentation on
Au'~ust 4, 2010, at approximately 3:30 p.m.
revealed that at all staff received training on
'T/'ansfer/Safety" on November 2, 2009, and June
23 2010. It should be noted however, that review
of Ihe participants in the training failed to provide
evidence that Staff #1 had been in attendance for
eitner training.

W 322 483.460(a)(3) PHYSICIAN SERVICES

Tt·e facility must provide or obtain preventive and
gE'neral medical care.

This STANDARD is not mat as evidenced by:
Based on interview and record review, the facility

W189

W322

QMRPlHome Manager will
receive training on staff
competency, monitoring alle
taking actions to address, '
staff deployment, tracking
training. monitoring staff
activities at critical period i hf
the day and night.

Cross reference response tp
W149.
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W322 Continued From page 22

failej to ensure general and preventive care for
one of one client (Clients #1) included in the
sample.

W322

- ----_. --

W322
This Standard will be met $
evidenced by:

Cross reference response tc
W127.
Client #1 did not sustain in ury
related to Osteoporosis.

t(~(G
CiY~OI~(r

The finding includes:

(Cross Refer W127) The facility failed to ensure
initi'!l first aid procedures had been implemented
to protectCuent #1 after a falling incident and
ensure Client #1 was not subjected to potential
furtner harm.
On July 27,2010, Health Regulations and
Licr~nslng Administration was notified via
voh :email of an unusual incident involving Client
#1. According to the incident report dated July
27,2010, and information received from the
provider agency, Client #1 sustained a closed
he~ld injury - contusion, to her right forehead.

W342

Review of the corresponding investigation report
(dated July 29, 2010) on August 4,2010, at
aPI iroxlmately 2:00 p.m. revealed the Client #1 's
Injl Iry was sustained as a result of "falling while
leff unattended." Additionally, the investigation
inoicated that the incident was preventable. The
investigation additionally documented that Staff
#1 picked Client #1 up from the floor by herself
prior to being assessed for any injuries. Further
review of the investigation revealed that Staff #1
"should not have picked up Client #1 from the
floor by self and without the nurse first examining
Cl-ent #1 due to her diagnosis of Osteoporosis
a[1:Jpotential for fractures. tt At the time of the
investigation, the facility failed to ensure Client
#1 's injury was assesseo by the nurse prior to
b~ing moved.
4€;3.460(c)(5)(iii) NURSING SERVICES

The staff's failure to lift using
two person transfers did nor i !

cause injury to the person. <:tlient
#1 was assessed following We
occurrence of the incident. lihe
home has 24 hour nursing
coverage. The nurse on du h
responded immediately an' I I
provided first aid to the pe son
and completed notification -! I
Re~rence'W189'all st~Ii1TJ~
scheduled to attend :first aic11Js !
on 9.15 and 9.23.10 to furtl, r -
ensure compliance with thi •
standard.

Nllrsing services must include implementing with

W342
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W342 Contirured From page 23
other -nernbers of the interdisciplinary team,
approoriate protective and preventive health
meaSIJresthat include, but are not limited to
training direct Care staff In detecting signs and
symptoms of inness or dysfunction, first aid for
accidents or illness, and basic skills required to
meet .he hea1th needs of the clients.

This STANDARO is not met as evidenced by;
Base« on interview and review of the records',

·the fal :ility's nursing services failed to ensure that
all sta'fworking with the clients had been·
effecti·rely trained on basic first aid skills
necessary to make certain clients are not
subjsc ted to potential further harm. for one of
one clent, (Client #1)

The fil,dings inClude:

(cross Refer W322). The facility failed to provide
eviderce that staff were effectively trained on
basic t.rst aid skills to address and ensure initial
assessment of a client after 8 fall. Interview with
the Re'~istered Nurse and Nurse Practitioner onl
Augusl 4, 2010, revealed that they were not sure
if staff rtad received trainIng to address the issue
of not I noving clients after falls prior to a nurse
assessmq the client. Review of the training
rnanua Is on August 4,2010 at approximately 4:00
p.m. additionally failed toprovide evidence that
the stalf had been trained in this area ..

W342 W342 ------------- - -

q'V.JD
crr\6f(~

L

FORM CMS.:l66r(OZ~) Pr- Ivtcus veretona Oesetere Event IO:2LLU11

-- This Standard will be met as
evidenced by:

Cross reference response to
W322.

t.

The nurse on duty was notified
following the incident. She
conducted an assessment and
notified the NP, PCPand RN of
her findings. The person
.continued to be monitored for

signs and symptoms such as
change in mental status,
swollen area and pain.

A Fall/Head Injury protocol has
been establlshed for all staff
including basic standards of
practice to be implemented if a
person sustains a head injury or
fall. Governing body shall

review and update policies and
procedures on Falls/head
injury .. In the intertm the
Protocol shall be utilized. At no

.[

FscUity 10: 09G121
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W342 Ccntlnued From page 23
other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
trainitlg direct care staff in detecting signs and
symploms of illness or dysfunction. first aid for'
accid,,mts or illness. and basic sk;ills required to
meet (he health needs of the clients.

This ~;TANDARD is not met as evidenced by:
Base, f on interview and review of the records,
the, fa';ility's nUI'S,lng services failed to ensure that
all sta ff working, with the clients had been
effect vely trained on basie first aid skills
necessary to make certain clients are not
subjel:ted to potential further harm, for .one of
one Ci 'ent. (Client #1)

The fj'ldings include:

(cross. Refer W322) , The facility failed to provide
eyidel'ce that staff were effec1ively trained on-
basic iirst aid skills to address and ensure initial
assessment of a client after a fall. Interview with
the RE'glstered Nurse and Nurse Practitioner on
Augus t 4, 2010, revealed thatthey Were,not sure
if staff had received training to address the. issue
of not 'TIoving clients afterfalls prior to a nurse
assessing the client. Review of the training
manuals on August 4,2010 at approximately 4:00
p.m. a'~ctjtjonally failed to provide evidence that
the st.lff had been trained in this area.
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time should the person be '
moved or picked up. The nurse \
must Immediately assess the ; \
person for injury and effectively
implement basic first aid
practices.

. ,

The NP will conduct additional
training to include but not

~mjted ~.?!.,~j~.nsand symptoms

of illness, basic first aid
practices for falls and accidents
to ensure that the people are
not subjected to potential

'further harm. If at any time is
has been determined that a
staff person failed to adhere to
the procedures set-forth
corrective actions will be taken.
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