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AVENT FERRY HOME

W 154 | STAFF TREATMENT OF CLIENTS W 184
CFR(s): 483.420(d)(3)

The facility must have evidence that all alleged
violations are thoroughly investigated,

This STANDARD s not met as evidencad by:
Based on document review and Interviews, the
facllity failed to enaurs an allegation was
thoroughly investigated, This aifected 2 of 3 audit
clients (#3, #4), The finding is;

An gllegation of abusa Involving client #3 and
client #4 was not thoroughly investigated.

Review an 5/15/18 of an (RIS report and facility
investigation raport revealed an anonymous call
ceme In on 4/30/18 indicating that 4 staff had
slapped and punched client #3 and cliant #4. The
report noted the accused staff had been
suspended and an Investigation was Initlated,
Additienal review of the investigation revealed the
Qualified Intellectual Disabilities Professlonal
(QIDP) had econducted tha investigation Including
“all interviews". The report's documents included
two writtan statements from staff and two
statements from interviews with client #3 and
cllent#4. No other staff staternents were
included. The investigation report also concluded
the allegation was not substantiated. QECE‘VED

Interviews on 5/15/18 with six staff Including the JuL 1¢ 2018
home manager, four direct care staff and the
accused staff, ravealed none of the staff had DHSR-MH Licensure Sect
been formally interviewed by anyone at the ‘
facliity. Additional interview with the accused staff
ravaaled she was only told to write a staterment

Indicating if she had ever withessed abusa in the
hame angno ng had quesu?‘ne her dlyﬂﬂy /
LABORATORY DIRECTOR'S OR :

f ) A

Any deficlency nle:aWdlng with an aMefizk (*) denotes a Ich the Institution may be excuned from correcting providing it Is determined that
uther safeguards pravide sufliclent protaction to the paflants . (88b Instructions.) Except for nuraing homes, the findings stated above are disclogable 90 days
fallowing the date of survey whether or not B plan of correction Is provided. For nuralng homes, the ebove findings and plana of eorraction are disclosable 14
days following the date theee documents are made avallabla to tha laciiity. |f deficlencles are cliad, an approved plan of correction s requlsits to continuad
pragram participation,
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W 154 | Continued From page 1 W 154
regarding the accusations.
Interviaw on 5/15/18 via telephane with the QIDP
Indlcated she had only intarviewed client #3 and
client #4 and had not condueted any staff
interviews. The QIDP further ravealed those
wera the instructions she had been glven and she
assumed staff interviews had been completed by
the facility's Director.
During an interview on 5/15/18, the Director
acknowledged more thorough interviews needed
to be conducted,
W 259 | PROGRAM MONITORING & CHANGE W 258

CFR(s): 483.440(H(2)

At least annually, the comprehensive functional
assessment of each client must be reviewed by
the Interdlaclplinary team for relevancy and
updaled a3 needed,

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
falled to ensure client #1's individual program
plan (IPP) was reviewed at least annually. This
affected 1 of 3 audit clients. The finding Is:

Client #1's record did not Include a current IPP,

Review on 5/15/18 of client #1's record ravealad
an IPP dated 11/22/16. No current IPP could be
located in the cllent'a record,

Interviaw on 5§/15/18 with the facility's Director
ravaaled a current IPP could not be located and a
team meeting would need to be held for client #1
to update his plan,
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W154 - The facility will ensure that all allegations of abuse,
exploitation have evidence that all alleged violations are
thoroughly investigated.

Treatment team will ensure that all future investigations are
thorough and all staff members working at facility are
interviewed for statements before rendering a decision.

QP will monitor monthly

W259 - The facility will ensure at least annually a

comprehensive functional assessment is completed on each
individual,

The QP will ensure that client #1’s IPP is located and placed in
his record.,

QP will monitor monthly
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