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CFR(s): 483.440(e)(2)

The facility must document significant events that
are related to the client's individual program plan
and assessments.

This STANDARD is not met as evidenced by:
Based on document review and interview, the
facility failed to document a behavior incident in
the community for 1 of 6 clients #1). The finding
is:

Review of facility records on 3/14/19 revealed
incident reports from 2/2019 through the current
survey date with no documented behavior
incidents of client #1.

Interview with day program staff A on 3/14/19
revealed she recently overheard staff from the
facility to report to another staff that on a recent
outing to the movies client #1 had a behavior and
dropped to the floor and staff carried the client out
of the theatre by his arms and legs. Staff A
reported she also overheard the staff to report
client #1 head butted staff during the behavior at
the theatre and the staff responded with "You are
dead to me."” Further interview with staff A
revealed she did not remember the specific day
she overheard the report and she had never

witnessed physical abuse of client #1 by any staff.

Further interview with staff A revealed she
reported what she had overheard to her house
assistant (staff B).

Interview with staff B on 3/14/19 revealed no
knowledge or receiving any report of client #1
being carried by staff. Interview with staff B
further revealed she was aware from

W 253 - All support staff will be trained/ | 5/14/19
in-serviced on client #1's Behavioral
Support Plan. Behavior Specialist will
train support staff on all interventions
and techniques in the Behavior Support
Plan for the person supported.

In addition, QP will train documentation
requirements for any behavioral
interventions that are utilized. Staff will
be trained on how to correctly document
the intervention, strategies utilized prior,
as well as precipitating factors.

Staff A and B will receive training in
Client Rights with an emphasis on
reporting Abuse, Neglect, and Exploitation,
specifying rumors or inappropriate
physical interventions.

Staff C and D will receive Disciplinary
Action for failure to complete required
documentation and required notifications
per RHA Policy. In addition, all support
staff wil receive training regarding
required documentation and required
notifications per RHA Policy.

QP and IDT will meet to discuss/provide
training for people supported, pertaining
to abuse, neglect, and/or exploitation.

Documentation on behavioral interventions
will be ensured by routine monitoring by
Behavioral Specialist and QP during data
review and QP Review.
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communication at the day program among staff
that client #1 had a behavior at the movies
although she did not know of any other details
since she did not work at the group home.
Interview with group home staff C and D revealed
both staff were present on the outing to the movie
theatre on 3/2/19. Interview with staff C and D on
3/14/19 verified client #1 went to the movies with
all other group home residents and the client
dropped to the floor after requesting popcorn that
he was told he could not have.

Interview with staff C revealed client #1 was given
time and then voluntarily walked with staff C
outside, dropped to the ground again and then
after a few minutes decided o accept staff help
with getting up and walked back into the theatre
with no further incident. Staff C further reported
no knowledge of any abuse to client #1. Interview
with staff D on 3/14/19 revealed after client #1
had dropped to the floor in the theatre he head
butted her. Staff D further reported staff C
walked up on the situation and took over while
staff D took all other clients into the movie
theatre. Staff D reported she did not know what
happened after she went into the theatre. Staff D
further reported no knowledge of any abuse
towards client #1 by any staff. Additional
interview with staff C verified staff did not
complete an incident report relative to the
behavioral incident of client #1 due to other
distractions and forgetting to complete the report.

Interview with the facility administrator on 3/14/19
revealed all behavior incidents should be
documented in an incident report. Further
interview with the facility administrator revealed
no knowledge of client #1's behavior incident in
the community during a movie outing on 3/2/18.
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W 253 cont. - In addition, IDT will condugt 5/14/19
unannounced visits, including community
outings, for a period of four weeks; these

. visits will occur twice weekly. Behaviora
Specialist will review and train Behavioral
Support Plans during house meetings, and
as the training need arises. QP will
review fraining for persons supported
monthly.

In the future, all staff will document
significant events that are related to the
clients individual program plan and
assessments.
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Interview with the facility qualified intellectual
disabilities professional further verified no
knowledge of client #1's behavior incident on
3/2119.
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