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W 000 ' INITIAL COMMENTS " Wooo
On February 4, 2010, the State Agency (SA)
received written notification of incidents alieging Person #1 has a behavior plan
abuse and/or neglect. to address grabbing and
1. Anincident report dated February 1, 2010 s s oS oasion. Staff# 1
. ncident report da ruary 1, . was a ‘nodtopemn#1aﬂer?
reflected that “while in a behavior,” Client #1 ‘ an qn::‘:ency call off by person
“ grabbed his 1:1 gtafrs (Staff #1) shirt.  Staff #1 # 1 usual 1to 1 stafr Person 1
aliegedily used excessive foroe by slamming the grabbed staff # 1 the staff was
- client against a wall, dragging him on the fioor, overly aggressive in response to
and placing the client in a head lock. The report person #1 aggression. Shift -
further stated that the incident was withessad by Supervisor joined staff 1 and
. the Supervisor on duty, who informed Staff #1 assisted him in proper
that he could not use restraints on Client #1. . techniques o address person
. [Incident compiaint #1HF1 0-2447) #1 while in behavior.
2. An incident report dated February 3, 2010, g:n':mll""’ ";co,"’““"sm"#"f '#
: reflected that a shift Supervisor detected an odor ‘ was amﬂ g°m ‘the shift ,3
of alcohol on Staff #1's breath when he reportes , When alcohol odor was deticteq |
for duty. The report further indicated that Staft #1 | i f‘"ima was :
; gave Client #2 cigarettes outside of his : y tfisd |
' designated Smoking schedule. According to the ::'Vestvww Q“:RP was "‘;I
zreponShffmmsenthomeasaresultofhis j atpgmon# gmb:’d I8 staff. |
actions. {Incident complaint #1HF10-2446] : QMRP went to the home and
: ; saw quson # 1 sitting mm_m-ft ;
‘Due to the nature of the incidents and information , _' Sapervisor. Who was cleaning i
| obtained from an administrative review, an orei: ; f orson ¥1 hand. Person #1 then |
invesﬁgaﬁonwasiniﬁatedonFebmary&. 2010, i went o the table and sat with i
' to verify compliance with Federal ang local 4 ! S # 1. QMRP then asked the |
' regulatory requirements. The findings of the : ,: Shit supervisor was everything !
EnV%ﬁgaMnMMMOMWs inthe :‘ %’;‘WW }
' 9roup home, interviews with administrative ang ‘ over and thet st:had.“m" was
- direct care staff as well as review of clinical, ' , S\t’aﬂ #1 assisted |
- habiltation and administrative ‘ ioa] Jdress person # |
: ; ‘ Physical aggression. QMRP was
) . i .‘ tmade aware of the overly
- On February 25, 2010, at 9:30 a.m. the facility's | not mad .
Qualified Mental Retardation Professional was :f“boh"“'“’ '“‘”Sh. nse to Person |
informed that the failure to timely report client Ia O;::nd g:"m tsor e
abuse.andtoalbwaﬂeqodabuserstoconunue natuuofmﬂmao
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W 000 Continued From page 1 " wooo) the Home Maneger and wrote s |
'toprovidecamtocﬁenm;toalbw\vﬂnesseswho i : lemrtOQMRPﬂ_mtwasnot :
ffailedtoreportabusetoremainondutywhich ‘ ! giventooompamuQMRPbut ,
“placed all clients’ health and safety in jeopardy. [ the Quality Assurance personnel ;

, and sent anonymously to _‘
- Prior to exiting the facility on February 26, 2010, : ., Provider DDS Incident
the QMRP implemented the facility's pian to : # - management.
protect clients by removing all staff involved in the , Home Manager ang Shift
incident from the schedule until the intarna) " * Supervisor have been
- investigation was Completed. Aiso the QMRP _ - disciplined for failure to report
initiated in-service training of ail staff on Client { incident propeny and Home
#1's Behavior Support Pian. Although her facility manger also has been
removed the serious and immediate threat to disciplined for not removing
Clients' health and safety, the Condition of : safety risk from person's home,
+ Goveming and Client Protection continued to be : All staff has received training on
“in non-compliance. , Person 1 BSP and Incident
W 102 483410 GOVERNING BODY AND wW102: reporting.
MANAGEMENT : ‘
The facility must ensure that specific goveming \ 1
- body and management requirements are met. ‘ k Please sae fesponse to w1gg
F andw 122 s
i
- This CONDITION is not met a evidenced by | |
: Based on observation, interview, and record : I
?mview,mefadﬁvsGovemingBodyfaﬂedto : |
+ maintain general Operating direction over the k ! ]
; facility, [See W1 04]. I i
' The effects of these Systematic failures resuites | i ‘
i the facility’s inabilty to ensure ach clients's | : /
health and . [See W122 ; : |
W104 483.410(a)(1) GOVERNING BoDY i W104;

" The govemning body must exercise general policy, g
budget, and Operating direction over the facility.
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This STANDARD s Not met as evidenced ' : ;
Based on ion, interview and record ! )
review the Govermning Body failed to maintain '
general direction over the facility as
evidenced by the deficiencies citag throughout
this report and the foliowing.
The findings include
1. TheGovemingbodyfmledtoensurematstaff 1 Aﬂﬂlﬂmhimd
who are trans one facility to another individusie BSP
aretminodtomanageand 's“ i s ,
semoostomecﬁemsnwnou' . [See W1 o, .
'i 2. The Governing Body failed to provige free 2 T receive raining on
aviorai tech to employ when us; reloase protocols, |
manual restraints. [See W193 ang W149) 3. Al stey received 5
3. The govem body I 0 engure the onlnddnnmmm !
;-effechvemgofm 8 incident wmngwmbem ,
- Management system. [See W127] , quarterly
W22 '483.420 CLIENT PROTECTIONS W122: ,
The facilty must ensure that specific client : ,"
' protections réquirements are met. : :
, r !
' This CONDITION '8 not met as evidenced by / Staff have been rermineg o |
; Based on .imarviewsandreoord i BSPtoadm onto ;’
;miew.mfacinyfaﬂodtoensumm * ; behaviors ang i
impbnmmnofaneﬁbcﬁvostof | roaponmbdomm I
 oversight to prevent physical injury (See W127) ! behaviors., Sian ’
.mmwbmm snghbtobe) ’ mﬂnagmthaveboenre- ’
freefromunnaousayphmmtmm(&e i trainedonincid.mroporung, I
W128); the facikty failed to ensurs the :ncmmuamismm |
; and im of ! Support from pDpg coordin,
;mwmmﬂmm ]’ complete incid.m'm%tofl
" mi ,neghqorabusaforacﬁent(See { Withingovﬂ’nhgm J
wugxmhanyfaibdtommﬂoowonsof | guiddhu.lncidomwmmu !
abuse had been im and feporied to QMRP anq
investigated (See W153 ang W154); failed to Wbmtﬁnqy
protect clients from potentiaf harm while an reporiing and investigations,
Event ID: QNCE11 Facilty 1D: 00G 138 lfcomnmuonml’m Jof23
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W122 Continued From page 3 w2z
investigation was being conducteq (See W155);
and failed to ensure the timely reporting of the
corresponding investigation in accordance to the
law (See W156),

The efchts of these systemic practices resulted

from abuse, neglect, harm and to ensure their
general safety and wel| being.

w127 483.420(3){5) PROTECTION OF CLIENTS w127
RIGHTS

The facility must ensure the rights of ajf clients.
Therefore, the facility must ensyre that clients are
not subjected to physical, verbal, sexual or
psychologica! abyse or punishment.

physical abuse.
The findings inciude: All staff have been re-trained

1. On February 22, 2010, surveyors initiateq an incident reporting. Any st on;
onsite investigation of physical abuse and neglect involved in allegationg of abuse
aported by the facility on February 4, 2010, Fre Will be removed from clignt
report alleged that during an episode of contact untjl completion of
aggression {i._e. grabbing others, kiqking and . investigation by internal ang

interview with witnesses revealed that Staff #1
and the supervisor escorted the client into the
living room and Closed the door. After the client
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

W 127  Continued From page 4 w2z
was caimed, both Staff #1 and the client .
accompanied another staff on the van run.

- Although the inciden was witnessed by staff #2

the State Surveying Agency (SSA) untit 3 days
iater. Staff #1 remained on the scheduied and
was allowed to retum to the facility and instructed
to work directly with another client

informed by the Supervisor of the alleged abuse. - . i detacted

The House Manager contacted Staff #1 and _ on his breath. Staff # 1 gig not :

- instructed him to report to work as scheduied - foliow Person #2 smoking :

‘ (February 3, 2010) but not to work with Ciient #1, " schedule and was redirected by

- Upon reporting to work on February 3, 2010 at j the shift supervisor pertaining to
05 a.m. j person 2 protocol. All staff were

, On the Staff ' s breath. He was aliowed to stay on - ¥ fetfﬂlﬂOdonPerlon#Zsmomng,‘

' duty and provide direct care to Client #2. When Protocol any staff who is
y Inebriated will be sent

asked ifCIient#zcouldhaveacigarem, Staff #1 ; ! : ;
| was lold was no and instructed to follow the client . : immediately from client contact
' 8 smoking schedule. The Supervisor however 3 ; Westview aiso randomly test
;obsefvedmeclientsmokinglwocimmueswm ; staffforﬁlomldmgum._

- Staff #1 within one hour. When the staff was '
;oonfronbd.thestaﬂbecameloudand
;‘disagreoable;andmmoninstructedbyhis '
' Supervisor to leave the facility. ‘

; smoking schedule that limits his cigarette 4 i
smoking 1o 4 times a day, approximately 3 % f ;
" hours between smoking times. j r

 Interviews with direct care staff, the QMRP and | | |
the incident manager confirmed that Staff #1 was | ' ;
- allowed to continue to provide direct care to :' ; Ji

i
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W 127 Continued From page 5 W 127
clients after he was Observed to abuse Client #1
and after he reported to work smelling of alcohol,
interviews with direct care staff, the QMRP ang
the incident manager, witnesses continue to work
with Clients after failing to report client abuse
timely.

Based on these factors, the SSA determined on
February 25 2010, at 9:30 a.m. that there was a
Potential for further abuse and negiect; and
therefore, clients health and safety were at rigk_
The QMRP and the Administrator were informed
of the determination and at 11:00 AM the facility
implemented a plan to remove the immediate

jeopardy.

The facility placed all staff members, who either
witnessed or was aware of client abuse ang failed
to report it timely or according to facility ' s
policies, on administrative leave The facility also
initiated the retraining of staff on incident
management policies and procedures, and on aii
clients * behavioral management plans.
W 128 483.420(a)(6) PROTECTION OF CLIENTS W128
RIGHTS

This STANDARD is not met as evidenced by:
Based on interviews, and record review, the
facility failed to ensure that client's rights o be
free from unnecessary physicat restraint for one
of six clients residing in the facility. (Client #1)
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w128 Continued From page 6 ‘ W 128

The finding includes:

by his 1:1 staff. According to one witness (Staff
#2), Staff #1 used a forcefyl karate chop " on
the client ' s arm and hand. Another witness
(Staff #3) reported that he * clip"” him by using
his foot to trip the client, causing the client to faii,
Further interview with witnesses revealed that
Staff #1 and the Supervisor escorted the client

into the living room closed the door.
Staff have been trained on
Review of Client#1 ' s Behavior Support Plan on person # 1 BSP. Westview

February 25, 2010 reveaied that Client #1 exhibits expects all staff to foliow
malad_apﬁvg behaviors whk;h are managed by techniques taught in thig pian, -

festraints were to be empioyed after verbai S i e

g
g
?
g
5
8
g
2
2

. n .
W 148 483.420(c)(8) COMMUNICATION WiTH W 148
&

lirnited to, serious iliness, accident, death, abuse, .
Or unauthorized absence.

FORM CMS-2567(02-99) Pravious Versions Obsoiete
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R

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client

This STANDARD is not met as evidenced by:
Based on staff interviews, ang record review, the
facility's shift Supervisor and House Manager
failed to implemented the incident management
protocols developed to protect client heatth and
safety for two of two in the investigation. (Clients
#1 and #2)
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W 148 Continued From page 7 W 148
This STANDARD is not met as evidenced by:
Based on interview and record verificat; n, the
facility failed to notify the family/guardians timely !
of a incident of alleged abuse for one of the six .
clients residing in the facility. (Client #1)
The finding includes:
The facility failed to notify Client #1's family
/guardian of an incident timely as evidenced
below:
An incident report dated February 1, 2010,
revealed that Client #1 was slammed against a
wall, dragged him on the floor, and placed in a
head lock by his 1:1 staff.[Staff #1] Guarc_!ian and att oy h?ve
Further review of the incident report revealed that \t;veenwmform;d of this mcahader_\t. f
Client #1's family/guardian was notified on es f ow wi f:rlnaee smphasis
February 4, 2010 (four days after) the alleged CCardianay family and
incident of abuse that occurred on February 1, guardians of incidents as they
2010. There was no evidence that the facility oceur.
notified the family/guardian timely of this above f. 5) p l f
mentioned incident. :
W 149 483.420(d)(1) STAFF TREATMENT OF W 149 2 O’Qvﬂu-"u ‘
CLIENTS ’
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W 149 Continued From page 8

The findings include:

The facility failed to ensure that staff implemented
incident management policies and procedures as
evidenced by the following:

1. On February 1, 2010 at 12:30 p.m., Client #1
was allegedly physically abused by Staff #1.
Although the incident was witnessed by the
Supervisor and twoomgrstaﬁ, the incident was

reported rveying Age
(SSA) until 3 days iater. Also Staff #1 remained
- on the scheduled until 2:59 PM February 1, 2010,
and was allowed to retum to the facility on
February 3, 2010 to work directly with another
client.

- the investigation.

2. On February 1. 2010, the House Manager was
infonnedoftheallegodabtm. The House
Managerinstrumdsuﬁ#iaorepontoworkas
scheduledbutnottoworkm'mc:ﬁent#t Upon
reportingtomrkonFebruafya. 2010 at 8:05
a.m.Mefacimysuperviaorde&omdalcoholon
Staff #1 's breath, Hewasalbwodtoshyon
dutyandpmvidedirectcaretoc:lient#z When
asked if Client #2 could have a cigarette, Staff #1 ,

W 149

1.‘anedSeeresponnto :
W127 #1
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W 149 Continued From page 9
was told no by the Supervisor and he was
instructed to follow the client * s Smoking
schedule. The Supervisor however observed the
client smoking two cigarettes within ohe hour.
When the staff was confronted, the staff became
loud and disagreeable: and was then instructed
by the Associate Administrator to leave the
facility.

The facility * s incident management policy
reflected that an incident report was required to
be completed immediately upon identifying an
incident. The palicy also required any staff
member accused or alleged of a serious incident

§ heaith, safety, or well being shail be
immediately identified and separated from the
individual and " out of client contact " pending
the outcome of the investigation.

3. On February 1, 2010 Client #1 was reported to
exhibit aggressive behaviors, grabbing a staff' g
arm. Buring the behavior episode, Client #1 wag
slammed into a wall, dragged on the fivor, and
Put into a headiock by Staff #1. According to one
witness (Staff #2), Staff #1 used a forceful -
karate chop " on the client ' $ arm and hand,
Another witness (Staff #3) reported that he * clip
" him by using his foot to trip the client, causing
the client to fall. Further interview with witnesses

Review of Client #1 ' s Behavior Support Plan
dated January 25, 2010, on February 25, 2010,
reveaied that Ciient #1 exhibits maladaptive
behaviors which are managed by behaviora)
interventions to include manual restraints.
According to the Behavior Support Plan (BSP)

which harm or may potentially harm an individual '

revealed that Staff #1 and the supervisor escorted
the client into the living room and closed the door.

W 149

3. Please see response to
wi2s
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W 149 Continued From page 10 . W14g

Manual restraints were to be employed after
verbal redirection was not effective. The restraint
techniques, which were not described in the BSP,
were to be used by identified and authorized

more than one staff person.

4. Interview with the Qualified Mental Retardation 4. Please see response o
Professional (QMRP) on February 25, 2010 at W104 #1

8:30a.m., revealed that Staff #1 who was alleged

to abuse Clients #1 and #2 was a substitute staff

who was new to the facility and unfamiliar with

Client #1 ' s behaviors techniques and with Client

#2 ' s smoking risk and Schedule.

There was no evidence that the facility had
established and/or implemented policies and
procedure to ensure that specific manual restraint

W 153 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS

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 Mmet as evidenced by:
Based on interview and record review, the staff
failed to report incidents of abuse and negiect to
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the facility ' s administer and the State Survey
Agency (SSA) according to District of Columbig '
8 regulations (Titie 22 DCMR Chapter 35).
The findings include:
1. Please see response to W127
1. On February 4, 2010 the SSA received an
incident report of two incidents of client abuse by
Staff #1. The first abuse, involving Staff #1
occurred on February 1, 2010 and alleged that
during a behavioral episode, Client #1 was
slammed into a wall, dragged on the ficor, and
putinto a headlock. The second incident
involving Staff #1 occurred on February 3, 2010.
According to the report, on February 3, 2010 the
facility supervisor detected alcohol on Staff #1's
breath. He was allowed to stay on duty and
provide direct care to Client #2. He supplied
cigarettes to and permitted Client #2 to smoke
after he was instructed not to by his supervisor.
[See W127) 2. Staff and managemaent h
: ave
been re-trained on incident
re, . Inciden i
2. On February 22, 2010 at approximately 9:00 remgg s:;pport ftrmalgg N
AM. the facility ' s IMC and QMRP were coordinator to com A :
: . \ Plete incident -
interviewed about the alleged abuses. They investigation within govemi
confirmed that the facility failed to report the agencies guideiines. iney x
abuse to the facility ' s administrator and to the will also be reported to QMRP
SSA timely. Interview with the and Administrator to assure
administrator/owner of facility on February 23, timely re porting and
2010 at 2:30 p.m., confirmed that the incidents investigations
were not reported immediately and he was not ' :
made aware of the abuses until February 3, 2010. i
W 154 483.420(d)(3) STAFF TREATMENT OF W 154 §
CLIENTS
The facility must have evidence that aij alleged
violations are thoroughiy investigated.
Event 1D ONCE1 4 Facility 1D- 096138 It continuation sheet Paoe 120f23
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W 154 Continved From page 12

This STANDARD is not met as evidenced by:
Based on interview and record review the facility
failed to ensure that allegations of abuse are
thoroughly investigated for 2 of 2 incidents of
abused.

The findings include:

[Cross Reference W153] Interviews with
witnesses (Staff #2 and #3) revealed that the
facility * s internal investigative report of one
allegation of client abuse failed to be
comprehensive; and the report failed to determine
who witnessed the abuse as evidence by the
following examples:

1. During Client #1' s behavioral episode and

after the witnessed abuse, the house manager

and Staff #1 escorted the client to the living room

¢ and closed the door. There was no indication in

Jf the investigative report as to what occurred in the
living room.

2. The investigative report also failed to
examine why the supervisor continue to ailow
Staff #1 to stay on duty and to have contact with
Client #1 after physically abusing him.

3. The investigative report did not examine why
the supervisor aliowed Staff #1 to return to work
(three days later) under the influence of alcohol;
especially after the supervisor witnessed the staff
's abuse of Ciient #1 on February 1, 2010 .

4. The investigative report failed to examine if
Staft #1 abused any other clients prior to
February 1, 2010.

1. Waestview Administrator wili
review all incident investigations
before they are submitted.
Incident manager is also
receiving assistance from DDS
incident investigator to improve
her investigative skilis.

2. See Response to W154 #1

3. See Response to W154 #1

4. See Response to Wis4 g1
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5. The investigative report failed to explain why 5. See Response
| the Metropolitan Police was not notifie o Wisq 41
! immediately about the aliegation of abuse.
6. The investigative report failed to detail when a 8. See Responsa 1o W154 #1
Medical assessment of Client #1 wag completed
to determine if injuries had occurred as a result of
the abuse.
W 155 483.420(d)(3) STAFF TREATMENT OF W 155
CLIENTS

The facility must prevent further potentia abuse
while the investigation is in progress,

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to protect € of 6 clients from potential harm
while investigating allegations of abuse and
negiect.

The findings include:

1. [Cross Reference W127] On February 4, ;
2010meSSAmoeivedanincidmtreponofMo 3 127 '
incidents of client abuse by Staff #1. ' The fire: 708 fespanse to W127 #2 |
abuse, involving Staff #1 occurred on February 1,
2010 and alleged that during a behaviorai
episode, Ciient #1 was slammed into 3 wall,
- dragged on the floor, and put into a headiock.
Although the staff* s Supervisor witnessed the .
incident and informed the House Manager of the
abuse, they aliowed Staff #1 to stay on the work
schedule. He retumed to the facility two days
later on February 3, 2010, According to the
intemal investigative Teport and staff interviews,
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Permitted Client #2 to smoke after he was
instructed not to by his supervisor. [See W127]

. State Surveying Agency (SSA) inquired on
February 25, 2010 about their work status. At .

 that tima, the Hoyse Manager and the Supervisor - ‘
was placed on administrative leave,

ftshouldbenomaMSbaff#Qand#ainfDrmed : ;
the investigator that they were unaware of their ;
'resmnsibiﬁtybmmmmntmpon. , :
Hoyever.bomm&andnrepomdme :

W 156 483.420(d)(4) STAFF TREATMENT OF W 156
CLIENTS

“ORM CMS-2587(02-90) Provious Versions Obsolete Event ID-QNCE 11 Facity ID 09G 138 if continustion sheet Page



STATEMENT OF DEF’CIENC!ES (X1} PROWDER’SUPPUER/CLM (X2 MULTIPLE CONSTRUCT'ON
AND PLAN OF CORRECT’ON fDENTIFFCATION NUMBER
A BUILDING
—_—
09G136 8 WING ———

STREET ADORESS, CiTy, STATE. zIP copg
3200 12TH STREET, Ng
WASHINGTON, pc 20017

Y STATEMENT OF DEFICIENCIES
ENCY MUST BE PRECEDED BY Fu L
TAG REGULATORY ORisC I0OENTIEYING lNFORMATlON}

PREFIX

s] PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

TAG CROSS RE FERENCED To THE APPROPRIATE
DEFICIENCY,)

DATE

W 156 Continued From page 15

The results of g investigations Mmust be reporteqd
to the administrator or designated representative
O to other officialg in accordance with State law
within five Working days of the incident.

This STANDARD is not met as evidenced by:
Based on interview ang record review, the staff
failed to investigate ang feport the results of 2 of
2 investigations within 5 working days.

The findings include:

On February 4, 2010 the SSA received an
incident report of two incidents of client abuse by

occurred on February 1. 2010 and alleged that
during a b_ehaviom# op

W 159 483.430(a) QuALIFIED MENTAL

W 156

See response to W 153 g2 and
W154

W 159
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Each client's active treatment program must be
integrated, coordinated and monitored bya
qualified mental retardation professional.
This STANDARD is not met as evidenced by:
Based on Observation, staff interview, and record
review, the facility failed to ensure the qualified
mental retardation professional (QMR P)
coordinated, integrated and monitored services,
for two of the six clients residing in this group
home. (Clients #1 and #2)
The findings include:
1. [Cross-refer to W189} The faciii failed to
[Cross—re | The faciity failed ‘_ 1. See response to W 128

ensure that each employee had been provided
with adequate training that enables the employee
to perform his or her duties effectively. 2. QMRP ang Behavior
Therapist will mMonitor
staff for competency in

2. [Cross refer to W1 93] The facility staff fajleq to implementation of
demonstrate Competency in implementation of individuals BSp
the Behavior Support Plan,

W 189 483.430(e)( 1) STAFF TRAINING PROGRAM W 189

The facility must provide each employee with
initial ang continuing training that enables the

efﬁcientfy, and competenty.

o

This STANDARD is not met as evidenced by: ) ./
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W 188 Continyed From page 17
safety of 1 of 6 clients residing in the facility.
(Client #1)

The findings include:

[Cross refer to W127] Interview with the facility ' s
QMRP revealed that Staff #1 was hired in
September 2009 to provide direct care services to
client at another facility operator by the Provider.
According to the QMRP, Staff #1 was transferred
to the facility and was assigned as Client #1°' g
one to one direct case staff. The QMRP

trained effectively on the facility ' s incident
management procedures.

W 193 483.430(e)(3) STAFF TRAINING PROGRAM

Staff must be able to demonstrate the skiils and
techniques necessary o administer interventions
to manage the inappropriate behavior of clients.

This STANDARD iS Not met as evidenced by:
Based on staff ina_arview and record verification,

Pian (BSP) for one of two client being
investigated. (Client #1)
The finding includes:

On February 1, 2010 Client #1 was reported to
exhibit aggressive behaviors, grabbing a staff' g

W18

1320; response to W127 ang w

w193
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W 183 Continued From page 18 W 193
shint. During the behavior episode, Client #1 was
Slammed into a wall, dragged on the floor, and
Put into a headiock. According to one witness,
(Staff #2) Staff #1 used a forceful * karate chop *
on the client ' s grm and hand. Another witness
(staff #2) reporteg thathe “clip " him by using

Review of Client #1 s Behavior Support Pian
dated January 25, 2010, revealed that Client #1
exhibits Maladaptive behaviors which are
Mmanaged by behavioral interventions to include
manual restraints. According to the BSP manual
restraints were o be employed after verba)
redirection was not effective.

See fesponse to W12g

Mmanual restraints,
W2as2 483.440(e)(1) PROGRAM DOCUMENTATION W 252

Data relative to accomplishment of the Criteria
Specified in client individual program plan
objectives mus be documented in measuraple
terms.

This STANDARD iS not met as evidenced by:
FORM CMS-2587(02-99) Previoys Versions Obsolate Event ID-QNCE11 Faciity 1D 08G 128 If continuation sheet Puge 19 of 23
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Based on staff interviews and review of records,
the facility failed to ensure the implemenlap‘on of

yS ,
progress of hig Program objectives for one of the
Six clients residing in the facility. (Client #1)

The finding includes:

The facility failed to 8nsure that staff #1 collected
consistent data for Client #1's behavioral
objectives in accordance with the individual
program plan as evidenced below:

On February 1. 2010 Client #1 was reported to
exhibit aggressive behaviors, grabbing a staff ' s
arm. During the behavior episode, Client #1 was
slammed into a wall, dragged on the floor, and
Put into a headiock_ According .
Staff #2, Staff #1 useqd a forceful * karate chop "
on the client ' s arm and hand. Another witness,

\ thathe " clip* him by using his
foot to trip the client, causing the client to fay),
Further interview with witnesses revealed that
Staff #1 and the Supervisor escorted the client
into the living room and closed the door.

Review of Client #1 - $ Behavior Support Plan

- dated January 25 2010 revealed that Client #1

exhibits ma
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W252 Continued From page 20
The BSP requires that at the end of day the
assigned staff person should determine by asking
other staff the total frequencies of Client #1's
behaviors and frequencies of staff intervention
steps. On the client ' s data sheet the staff
person should enter the appropriate data. If no
behaviors occur, a zero should be inserted on the
data sheet. Review of Client #1' s data
collection reveaied inconsistent entries. For
example, for the month of February there was
only three days of data. In addition, there was no
documented evidence of the restraint used during
the alleged abuse on February 1, 2010.

W 322 483.480(a)(3) PHYSICIAN SERVICES

The faciiity must provide or obtain preventive and
general medical care.

This STANDARD is not met as evidenced by:

Based on interview and record review, the facility
- failed to ensure that 2 of 2 clients who were

abused/neglected were assessment to determine

injuries. (Client #1 and Client #2)

The findings include:

1. interviews with staff on February 22, 2010

. revealed that Client #1 was allegedly slammed
into a wall, dragged on the floor, and put into a
headiock. According to one witness (Staff #2),
Staff #1 used a forceful " karate chop " on the
client ' 8 arm and hand. Another witness (Staff
#3) reported that he " clip " him by using his foot
to trip the client, causing the client to fall.

Review of nursing records failed to provide
evidence that the client was assessed for injuries

W 2862

All staff have been trained on !
program documentation
inclusive of behavior data
collection |

W 322

1. Person #1 was seen by
his Nurse
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as a result of the above mentioned alleged apuse
n :ewwmthestaffoonﬁrmedmatthefacai !
§ nurse had not been notified of the incident
Interview with the staff revealed that the shift
Supervisor after the incident was observed
administening first aid (applying an aintment) to
Client#1's hand.
2. Upon Staff #1 reporting to work on February 2. Staff wiil foliow person #2
» 2010, th facility supervisor detected aicoho! on Smoking protocol. i he )
the Staff' s breath. eportedly he was ailowed to Teceive cigaratteg out of thig
stay on duty angd provided direct care to Client #2, protocol he will be examined
When asked if Client #2 could have a Cigarette, by medicaj Perscnnnel

on two separate 0ccasions within one hour. On

the first OcCcasion, staff #1 was observed smoking
a cigaretie in the front of the facility with Client #2.
On thesecondoocasion Client #2 was i
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W 322 Continued From page 22 W 322
3 % hours between smoking times.
Review of nursing records faileq to provide
evidence that the client was assessed by the
nursing staff for elevations in hig blood pressyre
and/or rena} failure as 3 result of staff ' g
fon-compliance with his smoking regimen.
It shouid be further noted that the staff confirmed
that nurse hag Not been notified pf the incident
Interview with the nurse confirmed that she had
not been notified of the incident ang had not
assessed the client
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On Fabruary 4, 2010, the State Agency received
written notification of an incident from this
agency. According to the notification two
Incidents alleged occurmed as follows:
ATTACHED PLEASE

i 1. On 2/410 DOH recieved an incident report

from the facliity’s Incident Coordinator allegeing FIND JOB DESCRIPTIONS
that Resident#1 grabbed Staff #1's shirt. Staff
#1 used excessive force and slammed the
resident against the wall, dragged him on the
fioor and placed him in a head lock. According to
the report the Supervisor witnessed this incident
and informed the staff that he could not use
restraint on Resident#t.

2. On 2/4/10 DOH racieved an incident report
from the facility's Incident Coordinator allegeing
that Staff #1 smelled of alcohol.  This report was
Mmade by the Supervisor. Additionally, the report
deecribed that Staff #1 gave Resident #2
Cigarrelts outside of his scheduled smoking time.
According to the report Satff #1 repeatad this
activity and was sent home for this inappropriate
behavior.

Due to the nature of the incident and the -
information obtained from the administrative
review, an onsite Investigations [#

] was initiated on Febraury 22, 2010 to verify
compilance with federal and local regulatory
requirements. Findings of the investigation were
based on observations in the group home,
intsrviews with the group home management,
direct care staff, and the review of Adminisirative
. @and Habifitation records to include the agency's
incident management system.

Based on the nature of the incidents and the
hbtmaﬁonobhimdfromttnadnmmm
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As a result of this investigation, the State agency
substantiated that Staff #1 was involved in the
unauthorized use of restraint /abuse in both
Resident #1 and #2's incidents. This allegation of
, @buse was substantiated.

l

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 126

i The criminal background check shail disciose the
i criminal history of the prospective employee Or
Eoonmmformpmbusmnmm,
i in afl jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute Is not met as evidenced by:
Based on the interview and review of records, the | -
GHMRP failed to ensure criminal background
checks disclosed the criminel history of any
prospective empioyee or contract worker for the
previous seven (7) years, in aff jurisdictions within
which the prospective empioyee or contract
worker has worked or resided within the seven
(7) years prior & the chack or one of the three
personnel files reviewed.

The finding includes:

On February 22, 2010 at approximately 10:50
am. hbrvlewﬁmltmnddentm;mm

' Coondinator and the Qualified Mental Retardation
Professional (QMRF) and the review of the
personne! records revealed that the GHMRP
falled 10 provide evidence that ensured criminal
background checks were on file for one (2) direct
Heakth Reguistion Admirietation
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care staff. (Staff #4 and Staff #5)
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