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2010, to ensure federal and state regulations
ware adhered to in accordance with Cllent #1's
neads. The results of the Investigation revealod
that the facility falled to maintain compliance with
the Conditions of Participation of Governing Body,
Cliant Protections, and Facliity Staffing. The
facility's faflure o provide necessary supervision
and support to Client#1 and its fallure to
implement systerns to prevent further potental
harm posed likely hammn to the clients reslding in
the facility. The Facility Coordinator (FC) and the
Qualified Mental Retardation Professional
{QMRP) were notified that an immediate Jeopardy
existed on August 4, 2040, at approximately 4:28
p.rh

Priar to exiting the facility on August 4, 2010, the
facifity deveioped a plan of comection to ft the
feopardy that consisted of the following:

St #1 will immediately be removed from all
cugtemner contact as of August 4, 2010,

The QMRP and Fscility Coordinator will
coriduct Immediate staff in-service on safety and
procadures for the showar area;

+  Additional In-sarvice will be conducted on the
showesr protocol;
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On July 27, 2010, the State Surveying Agenoy's
(S:3A) Officas of Compliance and Quality ma\p
Assurance and Investigation Division (OCQAID), QW
received notification via voicemail, followed by a (Gl of A "\
writen report, of an incident that occumed on the €0\51““@L1 “?“‘1\0 0?.
same day involving Client #1. According to the of T W oF w‘.\\‘ia 0‘;\,0
infarmation provided, tho client sustainod a perst F?\miﬂou hoﬁb A 9
closed head injury as the result of a fall. \1?..95& o\".:aeu\.?‘o\_g‘i-{) (';_f;:ﬂ“
) A on Y
Based on the natum of the incident, the OCQAID \-\(’.M' qﬁ%‘:g‘;‘\%@“o \D
initrated an on-site invesigation on August 4, %‘}5 \ﬁh % -
rd

Any deficiancy stat-ment ending with an asts-nﬁ {™} denctes a deficlency which tha inatitution may be excused from comecting praviding it Iz detarmined that

other safggueards pividg edffizlant protection o the patients. (See Instructions.) Except Tor mursing homes, the indings stated above are <iscioeatia 90 days
following the date ¢ aurvey whether of nol 8 pian of cotrection i provided, For mursing horress, the above findings and plans of commedtion are disclosabie 14
days following the «ate these documents ere mede svalloble tos the faclity, ¥ defislencles are cited, an approved plan of comestion is requisie to cortinuad

propram partciaticon.
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W09

W 102

W 104

Cos-tinued From paga 1
In-service will be condusted on policles and
prosedures in general safety of customars and
net leaving them unattended during showar tine;
lmmediate in-service ¢n staff supervision and
rermnalning in any area whore individuals are
pre=ent at all times.

Alth-ougn the facinty removed the sericus and
imn ediate threal to cllents’ haalth and saxfety, tho
Cor:ditions of participation in Govemning Body,
Client Protections and Facity Staffing continued
1& remain unabeted. The Mndings of the
investigation wera based on obsarvatione at the
groiip home, interviews wilh the staff and the
review of records Including the facility's unusual
incidert reports.,

482 410 GOVERNING BODY AND
MANAGEMENT

The racUity must ensure that speciflc governing
hody and management requiremenis are met.

Thit CONDITION ls notmel as evidanced by:
Bacad on observation, interview, and record
reviaw, the facility' € Geverning Body failed fo
maintain general operating direclion over the
factity, [See W104] and falled to angure effective
trail-fng programs were deveicped and
implamanted to ensure cllent safety, [See W189).

The affects of these systematic practices resulted
in e governing body's fallre to manage the
fadd ty In 2 manner that would ensure ¢lients’
negith and safety. [See W122 and W158)

483 410{3)[1) GOVERNING BODY

W02 .

and W189, W122 and W158.

W i04

wi02

This CONDITION willbe -
met as evidenced by: l|34%.10
B

Reference responses to W104

FORM CHE-256 HOZ4 ) Fravious Verone abeotels

Event ID:ZLLUTY

Fegilty 10 09G421

If centinushon ehett Pege 2 of 24



@oos

. 00/08/2010 17:31 FAX 202 881 $283 INDIVIDUAL DEVELOPMENT
PRINTED: 081512010
TSI ARTHENT OE FCACTRANO HUMAN-SERVICES: — EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBS NG 0936-0391
ATATEMENT OF Df FICENCIES X1} PROVIDER/SUFPUERICUA (A2} MUL TIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN GF GURIECTION DENTIFICATION NUMBER COMPLETED
A BUILDING c
09G124 8. WG 0BI0%72010
HAME OF PROVIDIR OR SUPPLIER STREET ADDRESS, CITY. STATE, 2P CODE
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W 104 | Cortinued From page 2 w104 'r
The governing body must exercise genaral po'icy, - - ;
buctget, and operating direction over the facility.
W104 P
This STANDARD is not met a5 evidenced by: . :
Baxed on interndew and record review tho This Standard will be met as
Governing Bedy failed to malntain genersl id by: .
op«:raling diraction over the facllity as evidenced evidenced by:
by :he deficiencias cited throughout this rapon, for e
eighit of eight clients residing in the facllity, 1. Reference responseto - C’{ ¥ ID
{Chhants #1, %2, #3, #4, #5, #8_#7, and #8).
W189. Soa O{
The findings include: 2. Reference responses Y‘%
to W149. - .
1. "The Governing body failed to easura that stotf
ware offectively trained in providing transfer
assatance to clienls requiring a two-person
ransafer. (Se= W1i89) o
2. Tha Governing Bedy failed to develos and
smplernant policies and procedures to ensure
client safety. [See W148)
W 122 | 48%.420 CLIENT PROTECTIONS w122
The Facility must snsure thet specifio client
protections requirgments ara met.

Thlx CONDITION is not med 25 evidenced by:
Based on ntenview and record review, the facility
failed to develop and/or Implement their incident
management policy to make <cartain abuse,
naglact or mistreatment was prohibited and faited
o cevelop palicies and procedurss to prevert
abuge and neglec! (see Vi48); failed to ensure
allagations of abuse and neglect were thoroughly
invi:stigated (Ses W154): failed to protect clients

FORN CH43-256T(02-1) PrévioLs Vorzions Qhzciete veat 13: 2L Fadlity (D; 09G121 If cominuation theel Pags 3 of 2
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Continued Fromipage 2
The governing bady must exescise goneral policy,
buageal, and oparafing direction over the facllity.

Thin STANDARD is not met as evidenced by:
Baued on intarview and racord review the
Goveming Body faled to maintain ganerat
operaling direction over the facllity as evidenced
by -he deficienclas clied throughout this repor, for
eignt of eight cllents regiding in tha facility.
(Chonls #1, #2, #3, #4, #5, #6. #7_ and #8).

THe findings include:
1. The Governing body faiked 1o ensure that steft

were effectively rained in providing transfer
assistance 10 clients requiring a two-parson

" | transfer, [See W189]

2. The Govarning Body failed to develop and
implemenl policles and procedures 1o ensure
client safety. [See W149)

483 420 CLIENT PROTECTIONS

The factity must ansara that spechic clleat
prowections requirernents are met

This CONDITION s not met as avidenced by:
Basad on intenview and recerd review, tha facility
fallg to develdp and/or mplement their incldent
management polcy to make cerlain abuse,
naglect or mistreatment was prohibitad and failed
1o cavelop policies and procedures to prevent
abuse and neglect (s=e W149); failed to ensure
allanatlons of sbuse and neglect were thoroughly
investigated (Sae W14} foiled to protect clients

wWIgd

met as evidenced by:

Reference respouses to

and W158.

This CONDITION will b

W149, W154, W155, W56,

4310

=iﬂgunq
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W 122 | Continued From page 3 w122 - w127 '
frorn fucther potential abuse while an allegation of
absse was lovestigatad (Sae W1E5), and failed to . i
rapart the resuits of all investigations to the This Standard will be met as
adrinistrator or designated represantative or o evidenced by:
othar officials in accordance with State Law within
five warking days of the incident (See W156). .
* ] As documented in the
Thes effects of these systemic practices rasuliad findings, client #1 susiained
in the faﬂi:urla :;LIE fac{i!l:y;; prot(e:ct Ite ;ﬂefnts and “small burnp” inju.ry to her .
£ 4 - . .
3&‘5’;" e " y. (Cross Refer forchead. She was diagnosed .
: ot vy
W 127 | 48 420(2)(5) PROTECTION OF CLIENTS wazz|  with a closed head injury- ;vf 210
RIGHTS contusion. The person did y
not require further testing ini ‘UN:P*”?
The facility must ansura the rights of alt dlients. th it mgdd: :
The refore, the facillty must snsure that glients are ¢ emergency room and did :
nol subjected to physical. verbal, sexual or not show any evidence of
pey chologicai abuse or punishmant. pain or discomfort at the time *
' of the mcident. Other signs :
1
This STANDARD is not met as evidanced by: and symptoms such as ; :
Basad on Interview and record review, the fagility _ convulsions, nose bleeds, a.mIi i
e o araur o sl o Barind change in wemtal tatus werq
* N Cliary .. H
subjected to actual or potential neglect and/or not noted. Add{ttona[ly, ‘
phy sical injury, for eight of elght clients residing ir there was no evidence of |
the faciiity. (Clients #1, #2, #3, #4, #5, #6, #7 and severe or permanent injury or
) barm to the mental or :
The findings indude: thSIC&l condition of the ’

PErsOmn ‘
On July 27, 2010, Health Regulaticns and dod
Liciznsing Administration was notified via .
volremall of an unusual incidant report involving '
Cliemt#1. According to the incldent report dated
Julv 27, 2010 and information received from the
prosider agency. Client #1 sustained 2 ¢losed
hezd Injury - contusion, to her right forehead.
The Ingident report described the inclident as

1 _ -
FORM CMS-2567{02-21) Previous Yersions Obsolale EventiD; 201U Faglity \D: 093124 I oor.tinuélion shestUPage 4 of 24
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W 127 [ Co inued From page 4 w27 W ]'7,,‘7!
docurmeted balow. e —_—— e e— e
loced the showar chair beits in place and pulled - - . :
the shower chalr ovar the toilat to help her urinate immediate medical care and
belore putting her i her wheelchalr. | stepped assessment. She was
oul of the bathroom to get semething. When | got followed up with the RN,
baek ta Client #1 she was sitting on the floor. | Pl']. - -ma[.:r Care ician and
askad the nurse to chack Client #1 {0 sce if sha . ‘Ph}’SI 11
was hurt* Nurse Practitioner who also !
determined that no further
LPN #1 assessed Client #1 and documented the interventions were warranted!
Twing: ; N
folkrwing Person #1 has a diagnosis of |
“Hrad to toe assessment done. Observe an Osteoporosis but did pot Gr (5 [D
alevated area on the lefi forehead in size of a sustain any injuries related to-
perny. No bleeding, no opan area. ViS {vital this diagnosis .
sig16) check - Tltemperature] 972, R gn ’ 07180\ ’ﬂd
[rexpirations) 18, B/P {blocd pressure] 117/70 and .
P [Fulsa)] 78, Supervisor, Murse Practitioner. The Incideot Management
QMRP [Qual'rﬁad Mental Retardalion . CODrdinator en{ered the
Professionall, PCP, House Manager notified. information into t.he DDS
Reiew of the facilitise corrasponding MCIS system as a veportable
inv-stigative report (dated July 29, 2010} on incident, as the pereon
August 4, 2010, at approximately 2:00 p.m. sustained a minor physical |
revaaled the fachity documented findings g 0 her fo hp' g |
incuding,; mury o orehead. 4
Cllem #1 gustaingd the injury to her forshead
a$ 2 result of falling o the ficor while left 1
unetiended sitting on a shower chalr pesitiened
over the commode.
Progroga nole dated July 27, 2010 {8 a.m.}
revaaled nursa assessed Chent #1 and nofed a
small burnp on the right side of her forehead. lce
compress was applied and the nurse practitioner
{NF) and pamary care physician was notified. NP
gava instrugtion (o transport Clierm #1 to the
emergency departmant.
Emargency Departmert discharge
FORM GMS-255T (12 9) Provious Verstons Obeelon Event 10:2LLUH Faiflty 1D, 096121 It continultion sneet Page 5 of 24
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W 127 | Continued From page 5 w127, The incident report was !
ingirugdons Includad Cliont #1 '  intaks accepted in the MCIS as a |

diagnoses a2 an abrasian fo her forehead, cosed
hend injury, and contusion.

Futher raview of the invgstigative report revealed
that CHant #1 was al rek for falle and s
diggnosed with Osteoporosis. " Risk
msnagement procedures indicated that sl=ff
sheeld adhere to safety techniques et all times in
ba«l and chalr and adhara o recommandad
transfar lachniquas as oullined in physical therapy
evilustion. The phyeical therapy evaluation
stawes that [Client #1] vransfers with maximum
assistanca of two paopls and [Clian Z5h #il in
a anair with amms or recliner with supervigion. "
Continued review of the Investigation repon
revsaled that the direct cara staff parson that
aselsied Client £1 to the rastroom indicated that
she left Clent #1 in tha reatroom alons, secured
wiln a seatbelt en a shower chair, 2bove e loilet
The stafl persen further indicated that when she
returmed to the rastroom she found Clignt 21 *
sithing on tha floor ™ In an upright pascition with the
shrwer chgir seaibelt sl around the dient, loose
anel laying on the floar. The showar ahair,
nowever, was observed (o remain positioned over
the toilet  Additionaily, It was noled that Staff #1
plescad [Chent #1] up off the floor and sat her on
ihe shower chair, "' Stalf #1 then pushed [Client
#1) to her roam and than transfarrad har from tha
shriwver chair to the bed. " The investigator,
colwarsely, documenied that after examination of
the showar chair saaibelt, it wot noted that " the
beis is not long enough o be able to extand 1o tha
florr. In addition, if the belt was sscured and still
arcund [Chent #1 ' s) waist as Siaff #1 stated, the
shiwear chair would have moved out of position
froin over the commoda. Moreover, Stat #1
shouid not have picked [Clisnt #1] from the floor
by 3elf and without the Aurse first examining

FORM CREZ5T (02- ) Pruviena Varslons Opectete

Event D LLUN

- or CT Scan was

reportable incident. The NP |
ordered that pecson #1 be |
further evaluated at ER as a
precaution. Person #1 was
cvaluated and released. No |
further testing such as X—Rny

recommeénded or required.
The¢ Incident Management
Coordinator initiated and

conducted the investigation. -

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 unaftended "
violating company policy

and procedures,

The employee involved in
the incident as well as other
nssigned staff received
training on the morning of
July 27" by the Home
Manager and was not
determined to present a

b me e — ————— e a

43.10
‘R

serious and immediate
threat to the persons served,

e Bl
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[Clenl #1] due to her diagnos!s of Osleoporosis
and polential for (raclures. ¥ The investigation
repon further documentad that the incident was
prevantabla.

Th investigation report highlighted the following
e smmandations:

Corrective action for responsible staff person
for net following lransfer protocol as staled in the
Phys'¢al Therapy Evalugtion.

Nows: Intendew with the Houso Managar and
Qualifiad Mental Retardation Professional on
Auqust 4, 2010, revealed that the corrective
acton was to immediately place Staff #1 on
adrminlstratve leave.

Corrective action for responsivle staff parson
for not following sitting protocol as statad in
Phsical Thecapy Evaluaion.
= In-secvice tralning for 31l staff on transfers.

In-garvica tralning for all staff on HMCP (Risk
Arca; Musculo-Skeletal).
+  Follow emergency department discharge
insgructions.
+ Followsup with PCP.

Follow PCP recommendations.

1. The faditty failed to ensure siaff provided
supervision in accordance with Cllent #1's naeds,

Acmarding to the afarementioned incident report,
Steff #1 left Cliont #1 unsupervised while in the
resfroem. Interview with the QMRP on August 4,
2010, at approximetely 4:41 p.m. reveated that
S1ff #1 should not have loft Clisnt #1
unsupervised while on the toilet This information
was verified through review of Client #1's physical
therapy assessment dated July 21, 2008 on
Auwjugt 4, 2010, at approximately 2:30 p.m. The
asseesament documented that Cliant #1 “ can sl
in « ghalr with arms or reciiner with supervision.”

incidents ocourring at this
group home location over
the past three-six month
period show no systemic
patterns of abuse & peglect.

The Incident Management
Coordinator has
consistently monitored and
tracked all incidents for
patterns and makes
recornmendation 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 ofthe
person.

The QMRP/Haome Manager
coordinated additional staff
traiming on HMCP,
Incidents, Reporting
Iocidents, Abuse &
Neglect, client
rights/sensitivity, safe
transfer & lifting
techniques, and

FORM CHS-I507(02- 9] Prandous Varsons Obaclate
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ensure the required supervision.

2. The facility failed to ansurs staff providad
trangfer assistance in accordance with Glient #14's
estgbizhed needs,

Ra&view of the (acllity's investigation raport dated
July 28, 2010, on August 4, 2010, at
ag:noximalaly 2:00 p.n. revealed that during the
incident involving Client #1 on July 27, 2010, Staff
#1 provided Cllent #1 with (ransfer assistance on
thie separate occasions, Staff #1 was nated to
provide Client #1 transfer assistance without the
peefit of any sdditional parson. According to the
Irvesfigetion report, Staff #1 provided transfer
assistance as detaited below:

Sinfl #1 transferred Cliert #1 "from bed to shower
chalr.,.”

Stidft #1 picked Clent #1 ° up off the flasr and sat
hor o the shower chaic” after the fall.

Stuft#1 transledred Cllznl #1 "fkom shower chair
o ned.”

Centinued raview of the Invesligaion report
revealed that Staff #1 had knowiedge of the fact
thet Client #1 required the transfer assistence of
tw poople, Thie was further verified threugh the
review of Client #1's physlcal therapy
ssaessmeant daled Juty 21, 2009 on August 4,
2010, at approzimately 2:30 p.m. According to
the sasessmeni, "she transfers with maximum
asslsiznce of two people. The transfer sling is in
plice.® Tha assessment further detailed, "Co not
gangler [Client #1] using her upper exlremities.
D¢ not move her by puliing on her uppsr
exramities,” .

Homme Maragers will post
potential for fall tisks to ll
ensure further alert staff of:
potential for falls.

The staff schedules were
modified 1o ensure that at
kast five peoplc arc on
duty between 6:00am-
6:30am during the critical
times when people are
being transferred from the
bed to the chairs. Stafl

deployment contirmes to bx{

reviewed and medified to
COSUTC BIOrC &ven
distribution of tasks.
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4, 2010 al approximaigly 4:18 p.m, revesiad a
rish. area or gpecific concern refated to Cliont #1
inwsheed ostaoporesls and = potantial far
fractures. The HCMP furinar docwment that risk
management procedures included adherence to
“recommended tranpfer techniquss only." At the
tima of the survey, the facility faiied to ensure
Cliant #1 was provided with trangfer suppons in
acrordanca with Client #1's neods.

3. "he facility felled 1o ensure recommendations
made a5 a result of the aforemenifened
invagtigation ware implemented, Additionally, the
fac ity Tatled 1o lImplament systams to make -
cerjain staff were sufficiently trained to ensure
client safely,

Review of the {acifity's investigation raport dated
July 28, 2010, on August 4, 2010, at
aporoximately 2:00 p.m, revealed
recommendalions to address tha incident
incwding a corrective action for responsibls staff
pa-san for net foliowing transfer protocoi as
stzled in the Physical Therapy Evaluation.
Acronding 1o interview with the House Manager
an-i Qualified Mental Retardation Professlonal on
Aurust 4, 2010, the corrective a¢lion was to
suspend Steff #1 immediately from duty, Atthe
tirre of the investigation, Staff #1 continued 1o be
on duty without suspension. Additionally. the
tachity fallad to provide evidence that Staff #1 was
provided with any in-sarvics training to ensure
clients were supervised In accordance with their
neds.

Th= findings of the nvestigation revealsd the
facality’s failure to provide necessary supervision
an’l support to Client #1 and is failure {o

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
additiona). training and
systems changes were
under review and
discussion at the time of
the survey. lnitial training
was conpleted on the day
of the: incident by the
Home Manager following
the incident to include tth
staff person involved in
the incident.
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B NQ, 0938 OI8T
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) |
W 127 | Continued From page B w427 M2 o
Relow of Cliant #1's Healih Management Care The Home Manager
Plzn (HMCP) dated August 10, 2009, on August forwarded
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W 127 | Cantinued From page 9 . w27 w149
impilement systems to pravent further potantial
ha:m posed likely harm to the clients residing in .
the- facility. The Faciiity Coordinator (FC) and the _'I:_hls Standa_l?l_wm be met as
Qu-alified Mental Retargation Professional N ed by
{Q:RP) were notifiad thal an immediate jeopardy evidenc ¥
existed on August 4, 2010, at approximately 4:28 do
pr. The governing body found :
Priar to axiting the facility on August 4, 2010, the pervasive patterns of serious I
facility developed a plan of correction o fift the | orrepeated incidents of abusp
jecpardy that consisted of the followlng:; | orneglect.
- Staff #1 witl immadiately be removed from all .
custorner cantact as of Augusl 4, 2018; The govemmg body has q %!D
The QMRP and! Facillty Coordinator will policies and procedures ta
coduct iImmediata staff inservice on safety and protect the health and safety| i Olf'éJ
preceduras for the showear area: : et
. Additional in-senvice will be conducted o0 the of the people sexved. The
ghawer protocol; policies and procedures
In-service will be conducted on policias and ‘related to abuse and neglect
procedures in genersl safety of customers and . are clearly defined. The
not leaving them unattended during shower time; £ . ftable
Immediste in-service on staff supervision and cat.ego'ry O Serous repo i
raaining in any ares where Individuals are bemg Judgcd based on the L
prosent at all mes. gignificance or severity of tit
wW 149 | 483.420{dX1} STAFF TREATMENT OF W 143 incident. The incident
CLIENTS ) .
Management policy bas beefln
Tha facifity must davelop and tmplament written reviewed and changes '
policies and procaduras that prohibit recommended to provide !
mistreatnent, negledt or abuse of the client. .
greater de.ta.l.l of Ifhe |
investigation review by the || ;
zs STANDARD iz nol met a3 evidenced by: Administrator/designee. The
zsed oh the Intecview and record review, the 3 b
- ' olicy prohibits
facility fafled to develop and/or implement paiicies p . yDp
ans procedures 1o make ceftain abuse, neglect or nustreatment, mg}w and :
mistreatment was prohlbited, failed to develop - abuse of the people from '
paiicies and procedures to prevent abuse and :

FORM CME-2667(02 79) Provicws Vortons Obwololo EventiD:2LLUN Faddity ID; 05G121 if munurr.lm sheat Bage 10 of 24
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neglect and failled te ensure that systems ware W149 contmued.., .
dexigned and implementad ta make certain {
clients v{lara not subjected to actual or potential ijUea[mem, n_egiect and .
nerjlect and/or physical injuryfor eight of eight
clicnts r’esiding in the facildy. (Clients #1, #2, #3, a‘b_use of the peop]e’ from
#a #5,#8, #7, and #8) mistreatment, neglect and
abuse. In the interim of
Tha fingings include: policy approval, an Incident |
1. The facility failed to develop and implement a Protocol will be 1§np}emented .
compreﬁmanswe incident managemeant paolicy. to ensure that all incidents aye
{C R fer WH27) On July 27, 2010, Health reported . ediatcly to
ross Refer n JSuly 27, . Healt . . .
Regulations and Licansing Administration was administrator and Susp1eious
novified via voicemail of an unusual incident report or alleged a.llcgatmus of
invalving Client #1. According te the incident abuse & neglect are further
report dated July 27, 2010 and information evaluated b}/ an objective
ra(eiva' from the provider agency, Clisnt #1
su:r:talne;d a closed head injury = contusion, fo her paIty
rignt forehead, Continyed review of the report .
revealed the incident was categorized as a IDI employs a full time
repurtal:ila physical injury. Incident M ement
Review of the corresponding invesligation report Coordinator continues to }
{duted Jluly 29, 2010) on August 4, 2010, at monitor, track, evaluate and ;
aporoxi;inataly 2:00 p.m. revaaled the Cliant#1's investigate incidents. The .
injury was sustained as a result of "falling while Incid M ent
lef unattended.” Additionally, the investigation - e’.lt anagement
indicatad that the incident was praventable, Coordinator also monitors
Review of Cliant #1's physical therapy and tracks systemic patterns
asaessment dated July 21, 2009, on August 4, anid .
2010, a‘t approximately 2:30 p.m. specified that pIOV]ch . f
Glisnt #4 required supervision when seated in a recommendation for !
ch4ir with arms. If should be noted that corrective actions. ﬁS
obsenraiﬁonA of the shgwe_r chair usad by Client &1 needed.
during the time of the incident on August 4, 2010,
al apprq‘ximately 5:45 p.m., revealed thatitwas a
twy 2 shower chair,
On Auglusm, 2010, at4:15 p.m,, the Faciity
FORM CME5-2587102- 19} Pw:w'ou: Versions Gbsolute Eventio: 20U Fecinty 10: 08G121 " if continuafion sheet'Paga 11 0f 24
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Coordinator was intarviewed and the faclitty's The investigative findin

incidentimanagement policy was requastad. The
policy thiat was provided documented the
definitton of neglact and indicated that the “fack of
aftanfon to physical needs of an individual,
inciuding personal care, hyglene, meals or
appiropriate autntion, shelter, and safety,”
constituted neglect.  Continued review of the
poricy, Hawaver, failed to provide specific and
deailadiinformation regarding the necessary
acions o be taken shouid an allegatian of
nelect be idantified.

2. The tacility failed to ensure policies and
procedures were implemented and developad to
ensure elient sataty and provids information on
nesassary suparvision suppons required for each
clinnt.

{C:0ss Refer W127) According to an incident
report dated July 27, 2010 and information
reraived from (he provider agency, Client #1
suatained a closed head injuty - contusion, to her
rght forehead, Review of the corresponding

im estigation raport (dated July 28, 2010) on
August 4, 2010, at approximately 2:00 p.m.
revealed the Client #1's injury was susfained as a
rexuit Of “falling while left unattanded.”
Acditionatly, the investigation indicated that the
intidant was preventable.

Reviewlof the corrosponding Invastigalion report
dared July 29, 2010, on August 4, 2010, ot
aporoximately 2:00 p.m. revealed Staff #1
pravided Client #1 with transfor asslstance on

| thi 2o separate occasions. Staff #1 was noted to
pravidaiCliant #1 transfer assistance without the
benefit of any additional persen. Continued
review of the investigation repoit revealed thal
Staff #1! had knowledge of the fact that Client #1
rex(uired the transier asslstance of two people.

. person was abrasion, closed

concluded that the person
sustained injury after
falling from. a shower cbaix.
The mjury sustained by the

head contusion. The injury
was described by murse as a
bump. No other side effects
observed. Categorized as a
reportable due to severity
of the injury. The person
was assessed at the
erpergency room treated
and released. This is also

consistent with reportable |

tateégory incident no X-ray
or ¢t scan wag necessary.

The employece reported that :

she lifted and trapsferred
the person without the
supports of another staff
This action however, did
not cause injury to the
person
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This was further verified through the reviaw of - Trmeate ]l
Cliunt #1's physical thatapy assessment dated Chzmges have occurred 1 in'
Juks 29, 2009 on August 4, 2010, at deployment of staff. |

aprroximately 2:30 p.m. According o the
ageasement, "sha transfars with maxirmum

assistance of two people.” Adﬂpti"e equipment
continues to be checked
Fui themmore, tntarview with the Qualifiad Mental on a weekly basis to

Renardation Professional (QMRP) on August 4,

2040, at approximately :41 p m. revealed that ensure that it 1s

Stelf #1 should not have feft Client #1 maintained in good
uasupervised while on the toilet. This information condition and in good !
was verified through review of Client #1's physical : ; :
thecapy assessma%‘nt dated July 21, 2009, an ' repar. Stafl ace requu-ed I
August 4, 2010, at appraximately 2:30 p.m. The to report all concerns '
assessment documentad that Client #1 * can sit immediately. The

in % chalr with arms or recliner with supervision.” QL{RP!COOfdiD@lOl’ will -|i |

Additlonal interview with the QMRP was - rpr
conducted to ascertain information regarding any conduct additional
documentaiion that outlined the necessary training as warranted.
supervision supports cequired for each individual.
Af-hs thme of the investigation's conclusion, no
evidance was pravided that outlined the required
supports. Moreover, there was no evidence that

training was conducted 16 ensure &nd remind = -

sta® of the raquirad supanvision for each client )
2. Cross reference response to|

3. The faciiity failed to ensure policies and w127
preceduras ware developed and implemanted to
prehibit abuse/negiect while an mvestigation was .
geea vosts 3. Cross reference zesponse |of

coinducted,

W155

{Cross rgfer W55 and abave) According to an
lncident repont dated Juiy 27, 2016 and -

infermation recelived from the provider agency, 4 Cross refcren_ce response FO .
Cli=nt #1 sustained a closed head injury - W127, & W322, i =
colitusion, 1o her right forahead. Review of the
corrasponding investigation reporl (dated July 29,
20:0) on August 4, 2010, at approximately 2:00

FORA O $-2597(02-19) Previous Vargins Obeclaw Event ID:2LLUTY Hacilty 10 090121 |t¢ontlr\uajon sheelPsge 13 of 24




09/08/2010 17:32 FAX 202 8§81 98293

INDIYIDUAL DEVELOPMENT

@017

1
PRINTECH 081612010
T OEPARTMENT OF REAETHANSHEMAN= E S —_—— i | FORMIAPPROVED
CENTERS FUR MEDICAID SERVICES %0 MB NQ, 083505471
STATEMENT OF Df FICIENCIES (X1} PROVIDER/SUPPUER/CLIA I%2) MULTIPLE COMSTRUCTION fre)] Cr:g;g EEUTR;EY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER, !
A BURDING c
09G421 . s 0BION2010
MAME OF PROWIOHR OR SUPPUIER STREET ADDRESS, al[rY. STATE. 7IP CODE
4954 ASTOR PLACE, 5E
INCIVIOUAL DEVELOPMERNT, INC, WASHINGTON, BC 20019
SUMMARY 5TATEMENT OF OEFICIENCIES e PROVIDER'S PLAN OF CORRECTION] e
3;2;& (EACH DEFICIENC Y MUST BE PRECERED BY FULL PREFI (EAGH|CORRECTIVE AGTION SHOULD BE | COM:ALE“ON
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATY
OEFICIENCY)
W 148 | Continued From page 13 W 149
B0 revealad the Client #1's injury was sustained
as a result of "falling while left unattended.”
Aditonally, the investigation indicated that the
inciden? was preventabla. Intarview with the
QMRF and additional review of the investigation
regort indicated that staff was negligent in
providing the nacessary supervision to Client #1
¢wing the lima of the incident.
Th-x investigation report further documented W154 -
recommendations that included corractive actions . .
el as
for responslibia staff person thet falled to follow Thls S daId will be met
the transfer prolocol and the sitting protocol as evidep by:
steted in Physical Therapy Evalvation.  interview
wilh the Facility Coordlnater and Qualifiad Mertal The facility conducted Immediate
Re:ardation Profassional on August 4, 2010, . . .
cevealed that the corrective action was to inves_u ion into the injury ,
immedietely place Staff#1 on administrative sustained by clienf #1. Also, : q . l]r O
fesve. Contlnuad Intanviow with the House refefenc Q00 verified that the
Manager revsalad that at the time of the
invastigation, Staff #1 had not besn removed incident \was repoxted m h (m r{/
from direct care duty.  Furthermore, there was no accordance to state law throug
evidence Staff #1 had bean rotrained on establis proccdu_res
neastary supanvision supporls reguired for
v 1.
Clant# There been no evidence :
4. (Gross Rafer W127, W322, and above) The support that reported incidents l
tar ity fallad to ensyre Initial first aid procedures have paftern of reduction of an
ha‘-i pean |mplernen_tedi_’de_veloped to protect allegatl n exist. Tn cases, whdre
Cliset #1 after a falling incident and ensure Client ) . cted
#1 was not subjected to potential further ham, abuse of peglect is suspe
actions gonsistently have beer
5. Th;;acifiry fall;ad Iio ensurz;;clici:es a;dt taken td ensure that correctvel
porgedures were implemented/developed to i
en;Ure requirad investigations were thorough. .a.ctlons been taken up to and
(Sae W154) includidg termination of
W 154 | 48 3.420(d)(3) STAFF TREATMENT OF W154| employment.
CLIENTS
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The facility must have evidence that all alleged
violations are thoroyahly investigated.

Thit. STANDARD is not mel 28 evidanced by:
Basad an intendew and record raview, the facllity
talled to conduct @ therough investigation into an
inciclant that involved Client #1 falllng, as a rasuit
of inguifficiant supervision.

The findings includa:

ICicss refer to WH49). On July 27, 2010, Health
Regulgllons and Ueensing Adminlsiration was
noliried via voicemail of an unusua! incident repont
Invciving Chient #1. According to the incident
report dated July 27, 2010 and information
received from the provider agency, Client #1
susiained a closed head injury - contusion, to her
righ: forehead, Review of the coresponding
investigstion report (deted July 29, 2010) on
Augat 4, 2010, at approximately 2:00 p.m,
tavesdled Client #1's injury was sustgined as a
rasylt of “falling while left unattended.”
Agglionally, the investigation indicated that the
Incluant was preventable. Continued review of
the ivestigation falfed t& provide information
regz nding the following :

1. The investigator fallad 1o inerview all staf
persons present at the tima of the incident. The
tnveattgator interviewed Stafl #1 however there
was no evidence that LPN #¥1 and Staff #2 had
beer Intefviewed 1o ascenizin any pertinent
informalion regarding the incident,

2. Theinvesligative report reflected " conmective
acticn for the responsible person not following
transfer protocol,”  however, the comective action

~Tivestgation findings confiriried !— '

that staffj#1 failed to adhere
transfer protocols; this actioxﬁ-
not Iead to the injury sustaing
by client 1. Investigative

possibly sliding out of the ¢
Staff# 1
procedur
were recommended in respo
to her actions. Staff #1 has
employe
since Dec¢ember 2003 and di
have any |pattern of policy
violations, been involved in
allegations/incidents mvolv
the people served, staff to s
mcidents|or any otber situat
that might cause alarm.

with the company |

violated policy a.naﬂJj
Ls and corrective ‘I

FORM CMS-2607(02.57 Previous veratons Obisalale
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W 184 | Congnued Frorm page 15 W 154 -
W34, continued, .. .
was not clanfied in the repot, YWhan asked about -
tha spaciics of what the " ¢orrective action” \\
was, the Faclity Cocrdinater (FC) on August 4, Incident Managernent .
2017 at 4:40 p.m. revealed that it meant Staff #1 Coordinator/QMRP has n

wat 10 be placed on administrative lcave, Further
Intewvlew with Lthe FC revezled thal Staff #1 had

conducted additional training on’

be on duly since the incident and had worked |' abuse & neglect. QMRP/Home
five shilts ovar o coursse of cight days after the Manger coptinie (o montor staff. .
mmendatlon for corréclve action A

ey @ e and provide feedback and .
_direction as needed. A

3. Clent#1 has 2 diagnosis of seizures,

osiroporosls and has the polential for lracturas e .

an¢ falls, The investigator determined Staff #1 DRS reviewed and discussed

Wik negligant i peaviding the Boproiiste Incident Management Protocal

ransfer assistanco and failed to rascgnize the ’ addresses mterviewing Ofﬂaﬁ,

ne¢d fos immediale assessmeni prisr to moving corrective actions, conclusions of

| the dignt The investigator documented * Stafi #1 ; Yot DliS will

should not heve picked up Client #1 from the flioor RVeS 153 on. - . cpntinue

by 6lf and without the nurse first sxamining the to monitor and review incident

[Chiart #1) Gus to her dlagnosis of Osteoporosis investigation reports as outlined:

antl potenilal for fractures. * Further review of the fead

v astigation reveated Clisel £ was left and P ,l:OVid.e back and

unitlendad and there was the possibility that the direction as needed. ‘

shrwer chalt belt was nol secured arcund Cliont
#1 s waist. The Investigation funher
de-rumented that the ingiden was praveniable,
Thare was o0 evidence Lhe wvestigator bas2d on
his her conclusfons determined if the staifs
falure substentlaled o5 unsubstanbated meglacl

W 155 | 48".420{0%(3) STAFF TREATMENT OF Wish f
CLIENTS wW1iss . qg (D
, . This Standerd will be met ag |
Thz facllity must prevent further potential abuse de i b - ; 0'.
whik the investgatlen Is in progiess. o ¥y rﬁ

This STANDARD i mot met as avidencad Reference responses to
i i not met 35 evidencad by
i Basod on Interdew and recard review the facility W154,W127 and W149 |

FORR, GME-250T07 P2 Froviows Vraleng Obralels Cuent IO 2LLUM Froily IDy 08127 : if continuatizn sheat Pags 16 of 24

i
_—



08/0872010 17:33 FAX 202 881 9283

INDIVIDUAL DEVELOPKENT

lho1o

—_— I
|
| ED: 061642010
DEPARTMEN" OF HEALTR AND HUMAN SERVICES— S — _Jf g FORM APPROVED
ORTESURVEY
STATEEAT OF DES“CIENCIES (K1) PROVIDER/SUPPUERICUA X2) NULTIPLE CONSTRUETION o e eren
AND PLAN OF CORTECTION IOENTIFICATION NUMBER: 2, BUILOING
. . e
05G421 B WING - 0B/04/2010
NAME OF PROVIDE 3 OR SUPPLIER STREET ADDRESS, CIyY, STATE, 5P COOE
1964 ASTOR PLACE, $&
INGIVIDUAL DEVELOPMENT, INC. WASHINGTON, Dt 20018
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION] 1 b
PR {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULDR?EW Rt
TaG REGULATORY OR LSG IDENTIFVING INFORMATION] Yag CROSS-REFERENGED TO THE APPAOPRIL
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A" 24
w155 | Cordinued From page 17 W 155 “ . .
werk on August 4, 2010 and had worked since 2 ! '
the ncldent cocurred, although not specifically .
assigned to Client #1. The FC revealed thal atthe
tirmi« of the investigation, Slaff #1 had not been
removed from dlract care duty. It shouid be noted
tha: interview with FC on August 4, 2010 at
approximalaly 4:03 p.m. revealed all the clionts In
the facility were at rlsk for falis and required
suparvision. .
W 156 | 482.420{d)(4) STAFF TREATMENT OF W1s8|
CLIENTS w156 o
Tho resuits of all investigstions must be reported . S T dard will be met a5 .
to the administator or deglgnatled representative cvidenced by: 1 ¢
ot 3 othar officials in accordance with State law !
L ) o i
within five working days of the incident. 1. eference response t i . .
. W149. A0
This STANDARD Is not met as evidenced by: 2. Tpcident Managementi |
?'ﬁ:dt on mmw;ew ancl‘ :ec::rc:l Eevie&:, tr:a fac::iw Goordinator has beeh ; ‘JT\\{j (Y}]?
2:ined to reporl the resulls of all investigations 4 . : i
the administrator or designated representative in designated 10 review. i
an ordance with State Law within five working and evaluate all i
days of Ihe incident for Client #1 the focus of the incidents and condugt r
investigation and two of seven clients resldsng in investicati
the facility (Clients #2 and #3). o grians aS
. warranted. Policy
Th:s findings inciude: . changes have been
ross Refar O recommended to further.
1R. (Cross Reler ,149), n.lulyl zf?, 2[?10r Health ihchide review b}f -
egulations and Licensing Administration was > ; R
nwotified via veicernail of Bn unugual incident report D]l'eCtOI' OfReSIdGIlHIél .
involving Cllert #1. According to the incident Services. Signed :
report dated July 27, 2010 and information Investigations ;
received from the previder agency, Client #1 irev. 1 iewed
sustained a closed head Injury - contusion, to her previously reviewed| by i
rig1t forehaad. the DRS have been -
filed in the home.
Review of the corresponding investigation repont
PORM CMS-2577(02-59) Provious Versana Otaciets Event(D: 2LAUTT it 1D 056121 f confinbqtion snhest Paga 18 gt 24
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W 158

Cortinued From page 18

{dal=d July 29, 2010} on August 4, 2010, &1
appraximately 2:00 p.m, revealed (he Cllient#7's
injury was sustained 25 a result of "falling while
lefl unatiended.” Additicnally, the invesiigation
indicated that the Incident was preventable.
Ciient #1 was transpoied to the emargency room
where she was evaluated, reatod and released.

The facllity's internal Investigation dated July 29,
200, was reviewed gn August 4, 2019, lnterview
wil the Incldent Management Cogrdinater (IMC)
on August 4, 2010 at approximalely 4:50 p.m.
revealed that the administrator reviewed the
inv=gtigation, howaver he zcknowledged that
there was no gocumented avidence to support hls
staremant. At the time of the nveatigation, thete
was no evidence the administrator reviewed the
ras ulis of the irvestigation.

2. Review of an investigative report dated June
24 2010 on August 4, 2010, revealed an incident
lavalving Cliemt #2. According 1o the investigative
report, the cfient was discoverad with har right toe
nal partially intact. The report falled to have
dosumentad evidance that the administrator or
designee rigviewed the results of the repon.
inlzrview with the Incident Management
Coordinatar (IMC) on August 4, 2010, at
approximately 4.50 p.m. revealed that the
adminisirator reviewed the invastigation, but
there was no documenmed evidence to support his
statament.

3. Review of an investigstive raport on August 4,
2090, dated May 5, 2010 involving Cllent 3
revealed that Client #3 was observed with a
reddened area on her right knee about the size of
a quarter, Further review if the invastigative
report revealed that the IMC reviewad the rgport

w156

Y
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Coninuad From page 19

on May S, 2010, Interview with the IMC on
August 4, 2010 revealsd that he reviews the
reperts of ather investigator. YWhen queried to
agcenain if he was considered the administrator
or dasignee, he stated that he was not and
ackrigwladged that the Director of Residenilal
Sersicas should have been the ane to review the
repor,

483 430 FACILITY STAFFING

The facility must ensure that specific facifity
stalfing requirements are met.

Thiz CONDITION Is not met as evidenced by:
Basred on intenview and record review, the facility
failzd to ensure the Qualified Mental Relardation
Prefessional (QMRP) coordinated, integrated,
and monitored sewvicés, (See W159), falled to
ansure continuing tralning that enabled the
ampioyee to perform his or her guties affectively,
efficiently, and competently [See W189]; and
fallad to ensure that all staff working with the
clients had been effectively trained on basic first
aig skills necessary to make cerlain clients are
no subjected to potential further harmm. (See
wW242)

The effects of these systemic practices resuited
in -he fadility’s failure to provide adequate ataffing
arvd ensure gach clisnt’s health and safety. [See -
alo W102 and wW122] . '
48%.430(a) QUALIFIED MENTAL

RETARDATION PROFESSIONAL

Each clients aciive treatrnant program must be
ini=grated, coordinated and monltered by a
quaslified menial retardation professional.

WSSl isg -
This CONDITION will be o]
as cv.fid@nced by:

Reference responses to W13
W189, land W342:
Also reference responses tp
Wi22.

w168

(¥

8 f‘S=[Q
onﬂbmﬁl
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W 155 | Coninued From page 18 w155 (

-

feiled to provide evigence that Cllent #7 was
protected from potantial abuse andfor neglect
whil the [nvestigation (s in progress and failed 10
@ng.re the remaining seven clients were not
piaced at risk. (Clients #2, #3, #4, #5. #6. #7, and
#8)

The findings includa:

On July 27, 2040, Healh Regulstions and
Liernsing Administiration was notified via
voicemall of an unusual incident report invelving
Clierdt #1. According to the Incident report dated
Jubr 27, 2010 and information received from the
prowider pgency, Client #1 sustained a closed
hend injury - contuston, to her right forehead.
Review ¢of the corresponding investigation report
(daed July 28, 2040) on August 4, 2010, at

ap) soximately 200 p.m. revealed the Clisnt #1's
injury wag sustained as a regsult of "falling while
laft vnattonded.” Additionally, the Investigation
indcated that the incident was preventable.
intorview with the QMRP and additionat review of
the investigation repert indicated that staff was
neyligent in providing the necessary supervision
to - Sfient #1 during the time of the incloent

Conlinued review of the investigation report
deosumenied recommandsations that incuded
coreclive actions for the regponeible staff person
thet falled to follow the transfer protocol and the
3iting protocel as siated in Physical Therapy
Evzluation. Inigeview with the Facility
Ceoeorginator (FC) and Quazlified Mantal
Retardation Profesalongt on August 4, 2010,
rerealed that the gorrective action was to
immediately placa Siaff #1 on administralive
teswe,  ‘The FG reveated at approximalely 3145
pan. that Staff #1 wac echeduled to raport to

FOR TM3-2567 (3 00) Provious Vergens O0eaks

Event 1 B UM

Facikty 10! 00G124

1E oonii

iatoh ahoat Page 17 o124
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W 158 | Condnued From page 20 w1se| WI8Q _ .
This Standard will be et as| I
Thic STANDARD is not met 3s evidenced by: evidenced by: )
Bas2d on Interview and record raview, the facility The staff assigned to the i
falled o ensure the Qualified Mental Retardation . - ‘s P
Proessional (QMRP) coondinsted, integrated, bome "_,"111 recorve trammgl 1:1'1 ‘
and monliored services, for eight of eight clients the following areas to Include
residing in the faciity. (Cllents #1, #2, #3, #4, #5, but not limited to; i
#6. ¥7 and #8) Additional training will be :
The findings include: coordinated and conducted |
for all staff to include alt - 2O
1. "Mha QMRP falled to easure that the §taﬁ ware persons residing at this 1.&
provided with initlal ang ¢ontinving iraining that 1 . o@[rd
snabled the employee to parform his or her duties ocation. _ \
effcctivaly, efficiently, and competently. [See Osteoporosis o ~
w19l Client Rights/Sensitivity |
ccidents/falls '
2. The QMRP to ensurs that all staff working A ld;’ Py
wit1 The clients had besn effeclively trained on Trans er Ii ng
basic frst aid skllls necessary to make cerain Reporting equipment
clients areznot subjected o polentkal further harm, status/malfunctions
e ey HMCP
i
VW 189 | 48:1.430(2)(1) STAFF TRAINING PROGRAM w109 . i
) Mealtime Protocols '
Tha fackity must provide each employee with Adaptive i
ini tals and comin:ing t::lnlnghlnat enab|E: th:, | Equipment/maintaining in
employes to perfarm his or her duties effactively, e 3
eff-clently, and compatently. gOOd condition, reporting [
CONCeTS i
. . Nutrition/Speech food
Ths STANDARD is no.t met.as evidencad by: texures diet
Besed on chsarvation, interview and record x hyoi
revlew, the facility failed to ensure thal sach Secm'mg proper aygiene.
enmploves was pravided with inltial and continuing items prior to implementing ‘
trzIning that enabled the employes to perform his bathing/hygienc routines. r
or her duties affectively, efficiantly, and Individual Shower . ,
campetently. pﬁotocols foathing . [
The findings include: Head Tnjuries/ What to Whatch -

b ¢heet Page 21 of 24
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x4y 10 SUMMARY STATEIENT OF CEFICIENCILS D PROVIDER'S PLAN OF CORRECTION .
REFOL © (EACH DEAICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULL BE |
" WG REGULATORY OR LSC IDENTIFYING INFORMATICH] 1A CROSS-REFERENCED TO THE AFFROPRIETE Rt
BEFICIENGY)
W 189 | Gorfinusd From page 21 W 188 :
Yot 9a Pt vfy48) Accordho domn inciient QMRP/Home Manager will '.l
reprwt dhated July 27, 2010 and information c 24
reciivad from the provider agency, Cllent #1 receive ranmg 011 m I
susiained 8 closed head injury - contusion, 1o her competency, monitoring agd 1
right forehead, Review of the comesponding taking actions to address.
bl et 1 SN staft deployment, wacking| | [18:10
revaaled St=ff #1 provided Cllent 21 wilh transfer tralp{n.g, mlﬁmg Sm_E OVGO e
gsEStance on three separats occasions. Stalf @1 activities at critical periods rcrf )
war noted 1o provide Clisnt #1 transfer assistance the day and night. l
without the benefit of any additional parson.
Continuved review of the investigation repon )
revasled that Stefl #1 had knowledge of the fact
thai Client #1 required the transfer assistance of Cross reference response tb
twe people. This was further verified (hrough the W149,

rayiaw of Client B1's physical therapy
asspgsment dated July 21, 2008 on Augus! 4,
2000, dtapproximately 2:30 p.m. According to
the assesameant, “she transfers with maximum
seriamnce of wo peogle.”

Re slow of the facility's training decumentation on
August 4, 2010, a\ approximatsly 5:20 p.m.
revealed that at all staff reveived lraining an

| "Transfer/Salety™ on November 2, 2009, and June
| 23 2010, It should be noled howevar, thal review
of the parlicipants in the fraining falled lo provida
evidence that Slaff #1 had been in attendance for

=itnher training. !
VY322 | 463.460(2)(3) FHYSICIAN SERVICES wWazz

The lacility must provide or obtalm preventive and
general medical care,

Tris STANDARD 15 not mel as evidenced by:
Lahad on interview and record review, the facllity

FORM EME-250TI00 09) Provioua varsions Oszolsts Exmart A0 HLLL Fatitty |t DEG1ZY " won ahew-Page 22 of 24
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[
w322 | Condnued From page 22 VY 322 |
faile 1 to ensure general and preventlve care for 1l
ane of ane clien: (Clients #1) included in the b
sample,
w322 !
The finding Includes: This Standard will be met : ‘
evidenced by: Ta C
{Cress Rafer W27} The facliity failed 10 ensure o by
Inklat first ald procedures had been implemented , ,
to protect Client #1 afer a faliing incident and Cross reference response tq -
ensute Client #1 was nol subjected to polenilal w127,
furtrer harm. - . .
On July 27, 2010, Health Regulafions and v Cliett #1 did not sus"f‘lm muary|
Liowasing Administiation was aotfied via related to Osteoporosis. -
volsamail of an unususl incident involving Client EX'{ O
¥#1. According to the incident report dated July . . L)‘ (
27, 2010, and information received from the The staff’s failure to lif usmg
provider agency, Client #1 sustained a cloced two person fransfers did IJ.CJf ) Iy d’ﬂdr
head injury - contusion, 1o her right forshead. cause injury to the person. (Client ™ 7
- I
Review of the comesponding Investigation report #1 was d followmg the
] co gation . .
(dated July 29, 2010) on August 4, 2050, at oecurrence of the incident. The
apjroximately 2:00 p.m. revealed the Client #1s home has 24 how nursing
Injiry was sustained as 3 result of "falling while coverage. The nurse on d
left unattended.” Addifonally, the invastigation ded imm
Invicated thet (he incident was prevenlable, The Pou :adlately an t |
investigation additionally documented thet Staff provided first aid to the pegson
#1 picked Client #1 up from the floor by herself and completed notifications., |
priur 10 being assassed for any injuriss. Further o
ieview of the investigation revealed that Staff #1 B
“slioukd not hrave picked up Client #1 from the Reference WI1R9 all staff k ;
figur by self and without the nurse first examining Grst ai ; I 5!5 :
Cient #1 due lo her diagnosis of Osteoporosis scheduled to attend & ? i
and potential for fraciures.” At the time of the on9.15 and 9.23.10 10 ar
investigation, the fadility failed to ensure Client ensure compliance with this
fA4's injucy wes assessed by the nurse prior to standard
being moved. :
W 342 | 4£3.460{)(S)iil) NURSING SERVICES W 342
Nrrsing sorvices must inciude implementing with
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other members of the interdizciptinary team,
approoriate proteclive and preventive health
measures that include, but are not limited to
training direct care staff in detecting signs and
sympioms of lliness or dysfunction, first aid for
accidnmts or iliness, and basic skills required to
meet he hezlth naeds of the clients.

This £ TANDARD s not met as evidenced by:
Basec on interview and review of the records,

‘the faiility's nursing services failed to ensure that

all staif working with the clients had been -
effectively trained on basic first aid skills
necessary to make certain clients are not
subjec ted to potential further harmn, for one of
one clent. (Cliant #1)

The tdings include:

{Cross Refer W322). The facility failed to provide
avider ce that steff were effectively irained on
basic lwst aid skills to addrass and ensure initial
assesxment of 2 client after a fall. Interview with
the Registensd Nurse and Nurse Praclifioner on
August 4, 2010, revealed that they were not sure
if staff nad received training to address the issue
of not inoving clients after falls pricrto a nurse
aszessing the client. Review of the fraining
manuals on August 4, 2010 at appreximately 4:00
p.m. aclditionally failed to provide evidence that
the staif had bean trained in this amsa. -

]

This Standard will be met as
evidenced by:

Cross reference response to
W322.

The nurse on duty was notified
foltowing the incident. She
conducted an assessment and
notifled the NP, PCP and 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 protocal has
i been established for all staff
i including hasie standards of
practice to be implemented if a
! ' person sustains a head injury or
" fall. Governlng body shall
review and update policies and
procedures on Falls/head
Injury. In the interim the
Protocol shall be utilized. Atneo

i

4310
e
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W 342 Continued From page 23 W 342 NZ)H—'Z., onhovad oo
other members of the interdisclplinary team,
appropriate protective and preveative health o
measures that include, but are not fimited to _m hould the ;ié'rson be .

trainitwg direct care staff in detecting signs and

sympioms of lliness or dysfunction, first aid for  moved or picked up. The nurse

accidants or liness, and basic skills required to " must Immediately assess the
meet tha health needs of the clients. )

. . person for injury and effectively

implerment basic first ald :

This ' TANDARD is not met as evidenced by: .
Baser! on interview and review of the records, practices.
the. faclity’s nursing services falled to ensure that
all sta ff working.with the clients had been The NP wilt conduct additional ’
affect vely trained on basic first aid skills training to include but nat |

necessary to make cartain clients are not i
subje«ted to potential further harm, for one of lImited tgﬁilg__ns and symptoms

one cient (Client #1) of iliness, basic first aid
practices for falls and accidents

(Cross. Refer W322). The facillty falled (o provide to ensure that the people are
avider-c¢ that stoff were effactively trained on not subjected te potential
basic irst ald skills to address and ensure initial *further harm. If at any time s

assessment of a client after a fall. Interview with
the Registered Nursa and Nurse Practitioner on has been determined that a

The findings include:

Augusl 4, 2010, revealed that they were. not sure staff person failed to adhere to
if staff had received training to address the issur

of not noving clients afler falls prior to a nurse the procedures set-forth
assessing the clienl, Review of the training corrective actions will be taken.

manuzls on August 4, 2010 at approximately 4:00
p.m. additionally failed to provide evidence that
the staff had been trained in this area.

L
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