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CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on facility record/document review and
interview, the facility failed to ensure sufficient
interventions were implemented as prescribed
relative to behavior management for 1 of 3
sampled clients (#3). The finding is:

Observations on 9/14/20 at 11:15 AM revealed
client #3 to be hospitalized. Observation of client
#3 at the hospital revealed right side facial
bruising, the client to appear sedated and to
refuse her lunch meal. Interview with client #3's
nurse on 9/14/20 at 11:45 AM revealed the client
to currently be sedated and hospitalized for
antibiotics with leg wounds and safety concerns
due to recently pulling out stitches in her leg.

Review of internal facility documentation on
9/14/20 revealed an incident report dated 8/20/20.
Review of the 8/20/20 incident for client #3
revealed while on an outing, client #3 began
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yelling and screaming. Further review revealed,
while getting on the van to leave, client #3 fell off
the step rail of the van, hitting the right side of her
head causing a small dime size bruise on the
corner of her right eye. Continued review
revealed staff conducted a guided fall to assist
and a post head injury assessment was started.

Subsequent review of the 8/20/20 incident report
revealed during a behavior on the van client #3
began hitting her ankle and foot on the metal
frame of the seat in front of her causing a large
three inch cut on the ankle of her right foot.
Further review revealed staff used intervention
model, "Your safe, I'm safe" (YSIS) to redirect
behavior and client #3 continued behavior until
they arrived at the group home. Continued
review revealed client #3 got off the van and sat
down on the ground and began rubbing her foot
against the concrete driveway and picking
wounds on both feet while staff used YSIS to
redirect behavior. Ongoing review revealed client
#3 began kicking at staff while staff tried to
prevent client #3 from continuing self injurious
behavior (SIB) and the nurse was called who
directed staff to call 911. Additional review of
internal documentation revealed client #3 to be
transported to the local emergency room and was
documented to have received 16 stitches on the
ankle of the right foot and 6 stitches on the left

leg.

Review of an internal incident report dated
8/29/20 revealed client #3 was having a behavior
sitting at the kitchen table while staff was
preparing breakfast. Further review of the
8/29/20 incident report revealed client #3
informed staff she had pulled out her stitches and
staff attempted to stop the client's leg from
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bleeding while client #3 continued to fight staff.
Subsequent review revealed staff used
intervention model, YSIS and called the nurse.
Additional review revealed staff was instructed to
call 911 and client #3 was transported to the
emergency room to close the open wound.

Review of client #3's individual support plan (ISP)
dated 3/19/20 revealed a diagnosis of mood
disorder, obsessive compulsive disorder,
personality disorder and severe intellectual
developmental disability. Further review of client
#3's ISP revealed a behavior support plan(BSP)
updated 5/18/20 for target behaviors of
habilitation activity refusal, verbal disruption,
physical aggression towards staff and other
clients, property destruction, tantrum behavior,
untrue statements, nudity and excessive
bathroom use. Continued review of client #3's
BSP revealed prevention strategies to include:
Client #3 is a 1:1 when she has extreme attention
seeking behaviors or during extreme aggression.
If client #3 displays aggressive behaviors, staff
will follow the 1:1 process of staff must always be
within an arms length of client #3 until she is
calm.

Continued review of records for client #3 revealed
documentation of a team meeting on 8/21/20 and
8/31/20. Review of meeting minutes from the
8/21/20 team meeting revealed increased
prevention measures to support safety to include:
medication (Xanex 1mg) to assist with reducing
anxiety and SIB, increased supervision to 1:1
during awake hours to reduce SIB behavior (Staff
are to be within arms reach of client #3 and to
redirect SIB behavior and respond more quickly),
staff will be in-serviced on use of intervention
model, "Your Safe, | ' m Safe" and how to
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properly redirect behavior as it relates to client
#3's SIB behavior, client #3 would have a
audio/visual monitor in her room to better monitor
times she is in her room or during sleep hours, a
bed rail would be used to assist with reducing
behavior of throwing herself in the floor and the
use of a gait belt to assist with lifting, walking and
preventing falls when getting in/out of the facility
van or moving around the home. Subsequent
review of meeting minutes from the 8/21/20 team
meeting revealed attendance to include the
program manager, facility nurse, group home
supervisor and clinical supervisor. Continued
review of minutes revealed client #3's mother to
have given written permission for new prevention
measures to be put in place to support client
safety relative to SIB.

Review of meeting minutes from the 8/31/20
team meeting revealed increased prevention
measures to support safety to include: client #3
would be a arms-length 1:1 supervision, client
#3's wheelchair will be padded to assist with the
inability to kick or hit the chair while in it to
prevent SIB, the use of gloves and soft boots with
guardian consent to reduce incidents of SIB
behavior and further injury and client #3 would
have a follow-up appointment with psychiatrist on
9/2/20 to evaluate any need for medication
adjustments to further assist with behavior
management.

Interview with the clinical supervisor on 9/14/20
verified verbal guardian consent for interventions
developed during the 8/21/20 and 8/31/20 team
meetings. Further interview with the clinical
supervisor and program manager verified if
supervision of arms length 1:1 had been
implemented by staff on 8/29/20, client #3 would
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not have been able to pull out her stitches,
opening leg wounds.
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