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A recertification survey and complaint survey was |
completed on 11/24/20 for intake #NC00171771 |
and intake #00171836. Deficiencies were cited.
W 127 | PROTECTION OF CLIENTS RIGHTS | W27 w127 1/8/2021
CFR(s): 483.420(a)(5) The facility will ensure that consumers
are no subjected to physical, verbal,
sexual or psychological abuse or

|

The facility must ensure the rights of all clients. | i DLl Gt 1N
Therefore, the facility must ensure that clients are ng"og o eybeeh av?or e pnp% spriately
not subjected to physical, verbal, sexual or Staff will also be re-in-serviced on )
psychological abuse or punishment. promotion of consumer well-being, to

include reporting procedures with
emphasis on self-reporting. In-servicing

This STANDARD is not met as evidenced by: on promotion of consumer well-being
Based on record reviews and interviews, the ??gg?ggﬁénghgz?gg'f;?:rvwélglgggm on
fact;;iityhfalled to ensure 1 _of6 C|IE:!S ‘(#ZI) rest:)dmg Programs will also begin on 11/24/2020.
in the home was not subject to physical, verbal The accused staff will be issued

and psychological abuse or punishment. The immediate disciplinary action in the form
finding is: of termination. Staff who failed to report

incident, at the time of occurrence, will be
issued disciplinary action as well. When

Review on 11/23/20 of the facility's incident report I 1 QIS . VVI
investigations occur, proper monitoring

dated 11/16/20 revealed an altercation occurred will e tdoneto ensure that afl consumars

32 11!1%/20Ibe_MegnhSt§ﬁA ?nd client #2.' C:'Tnt are free from physical, verbal, sexual, or
was dispiaying behaviors from approximately psychological abuse or punishment.

4:30pm until 9:15pm. Prior to dinner time in the Concerns will be addressed immediately,

home, client #2 was displaying behaviors which and follow-up documentation will be

was agitating his peers. Staff in the home asked indicated on LIFE, Inc’s Formal Inquiry

form. Weekly QA/Ql inspections will be
conducted in addition to weekly camera
observations to observe staff/client

client #2 to leave his peers alone, but he became
more angry and upset with the staff, calling them

names, cursing, etc. During medication . ; ] ’
administration, Staff A and client #2 were in the énéiaﬁgﬁ?:a Sr? Tﬁ;rg cil;iergg;c;nr: il e
med room when client #2 began displaying more Observation form. Ar{y additional
behaviors and refusing to take his medications. follow-up documentation will be included
Staff A asked client #2 to leave the medication as well; investigative statement, |
room, but he refused. Staff A physically assisted | accident/injury reports, NC IRIS

client #2 out of the medication room and once documentation, and disciplinary action

they were in the hallway, client #2 punched Staff forms.
Ain the face. Staff A ran behind the client, hitting |
|
uaomro%omecmws OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Nade W+ Vo, Oin o T [-50208

Any deﬁcié’ﬁ'éy statement ending with an asterisk (") denotes'a deficiency which the institution may be excuys from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes,the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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A receriification survey and complaint survey was
completed on 11/24/20 for intake #NCQ0171771
and intake #00171836, Deficiencies were Cited,
W 127 PROTECTION OF CLIENTS RIGHTS WHI271 Wi27 1/8/2021
CFR(s): 483.420(a)(5) The facility will ensure that consumers
are nc:; subjec:tﬁd iw ?"33;3'%3?‘ verbal,
The facifity must ensure the rights of all clients. sexual or psychoicgical ablse or
Therefore, the facillly must ensure that cilents are gg;;ﬁgfggggivgggg;?gg O "
not subjectad to physical, verbal, sexual or Staff will also be re-in-serviced on
psychological abuse or punishment. prometion of consumer well-being, to
Include reporting procedures with
emphasis on self-reporting. In-servicing
This STANDARD is not met as evidenced by: on promotion of consumer well-being
Based on recard reviews and interviews, the i‘??zﬁggmaﬁghp“?w%"?ﬁ will Pegm on
facility failed to ensure 1 of 6 clients (¥2) residing . Benavioral imerveriion
in the h i subi hvsical verbal Programs will alse begin on 11/24/2020.
In the home was nol sunject to physical, veroa The accused staff will be issued
and psychological abuse or punishment, The immediate disciplinary action in the form
finding is: of termination. Staff who failed to report
incident, at the time of occurrence, will be
Review on 11/23/20 of the facilty's incident report issued disciplinary action as well, When
dated 11/16/20 revealed an altercation oceurred ’ﬂ};ﬁgﬁ%atloﬂs oeeur, pggpt@' [momtof'ng
on 11/16/20 between Staff A and client #2. Cient will be done to ensure that all consumers
h . . . are free from physical, verbal, sexual, or
#2 was displaying behaw.ors from approximately psychological abuse or punishment,
4:30pm until 2:15pm., Prior to dinner time in the Concerns will be addressed immediately,
home, client #2 was dispiaying behaviors which and follew.up documentation will be
was agitating his peers. Staff in the home asked indicated on LIFE, Inc's Formal Inquiry
client #2 to leave his peers alone, but he became form, Weekly QA/Q inspections will be
more angry and upset with the staff, calling them conducted in addg"““ 1o we?;fql){_ camera
vames, cusing ot Durg medicaion O e T e
administration, Staff A and client #2 were in the documented on LIFE, Inc. Camera
med room when client #2 began displaying more Observation form, Any additional
behaviors and refusing to take his medications, follow~up documentation will be included
Staff A asked client #2 to leave the medication as well; investigative statement,
room, but he refused. Staff A physically assisted accident/injury reports, NC RIS~
client #2 out of the medication room and once ?mum&ntation. and disciplinary action
they were in the hallway, client #2 punched Staff orms.
Ainthe face, Staff A ran behind the client, hitting
THLE {X85) DAYE
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Any deficiency statement anding with an asterlsk (") denotes a deficlency which the Institution may b excufed from correcting providing ILis datormined that

other safeguards provide sufficient proteation to the patients. (See nstrustions.) Except for nursing he

" the findings stated sbove are disclosable 80 days

following the date of survey whethar or mot a plan of correction is provided. For nrsing homas, the ahove findings and plans of carrection are disclosable 14
days following the date these documents are made available to the fagility, If deficlencles are citad, an approved plsn of correstion is requisie to continued
program partisipation,
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A recertification survey and complaint survey was
completed on 11/24/20 for intake #NCOS171771
and intake #00171836. Deficiencies were cited,
W 127 { PROTECTION OF CLIENTS RIGHTS W27 w127 1/8/2021
CFR({s): 483.420(a)(5) The faciity will ensure that consumers ~
are no sumec\:ﬁd ;Io ph;;sigal, varbal,
The faciiity must ensure the rights of all clients. sexual or psychological abuse or
Therefore, the facility must ensure that clients are Eggstgngg%%yggggﬁgg g;%pgrggrgta;fy?ﬂ
not Qubj%ted o] phyﬁlﬂat, Verbal, sexual or Staff will alse be re-in-serviced on
psycholegical abuse or punishment. romotion of consumer well-being, to
include reporting procedures with
emphasis on self-reparting. In-servicing
This STANDARD is not met as evidenced by: on dpt[gg?rttagg 31; gggg&g&‘g@?ﬂ"&%@;ﬂgn
* - " I E
Based on record reviews and interviews, the 11/24/20. Behavioral Intervention
facility failed to ensure 1 of 8 clients (#2} residing Programs will also begin on 11/24/2020.
in the home was hot subject to physical, verbal The accused staff will be fssued
and psychological abuse or punishment. The immediate disciplinary action in the form
finding is: of termination. Staff who failed to report
incident, at the time of occurrence, will be
Review on 11/23/20 of the facilty's incident report issued disciplinary action s well, When
dated 11/16/20 revealad an altercation occurred ‘”)&egt'%at"’“f oceur, P‘;gpte" H"C’”‘tc""“g
on 11/16/20 betwaen Staff A and client #2. Client will be dane 1o ensure that ai consumers
\ . are free fram physical, verbal, sexual, or
#2 was displaying behaviors fram approximately psychalogical abuse or punishment,
4:30pm i:sntll 9:15pm. Prior to dinner t'lme in the Concerns will be addressed immediately,
home, client #2 was displaying behaviors which ang follow-up documentation will be
was agilating his peers. Staff in the home asked indicated on LIFE, Inc's Formal Inquiry
client #2 to leave his peers alone, but he became form. Weekly QA/QI inspections will be
more angry and upset with the staff, calling them conducted in addgeon to Wg%ifl{. catmera
names, Crsing, et Duing mecication obserielons o oberve SAlEler i be
administration, Staff A and client #2 were in the documented on LIFE, Inc. Camera
med room when client #2 began displaying more Obsarvation form, Any additional
babaviors and refusing o take his medications. follow-up docurmentation will be included
Staff A asked client #2 to leave the medication as well, investigative statement,
raom, but he refused. Staff A physically assisted accident/injury reports, NC IRIS
client #2 out of the medication room and once ?mum«amanan. and disciplinary action
they were in the hallway, client #2 punched Staff Orms.
Ain the face, StaffA ran behind the client, hitting
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Any deficiency statement ending with an asterlsk (%) denctes a deficlency which the institution may be excused from corresting providing it is determined that
other safeguands provide sufficient protaction to the patients. (Ses instructions.) Except for nursing homes, the findings stated above are dlsciosable 94 days
following the date of survey whather of not a plan of eorrection is provided. For nursing homas, the above findings and plans of corretion are disclosable 14
days following the date these documents are made avallable to the facitity, if deficiencios are clited, an approved plan of correction |s raguislte to continued

program pariizipation,
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him in the back,

Review on 11/23/20 of the facility's investigation
initiated on 11/18/20 and completed on 11/20420
revealed that on 11/16/20, client #2 was
displaying continuous behaviors from
approximataly 4:30pm until approximately
8:15pm. Staff A and client #2 were in the
medication room when client #2 became more
agitated, and refused to take his medications.
Staff A physically assisted client #2 out of the
medication roorm.

Additional review of the facility'’s investigation
revealed once they were in the hailway, client #2
punched Staff A in the face, Staff A and other
staff in the home contacted the facility nurse to
request crisis medication for client #2, as wedl as
report Staff A being injured from client #2
punching her in the face, The faciily nurse
contacted the qualified intellectual disabilties
professional (QIDP). The QIDP contacted Staff A
regarding her injuries and Staff A requested to go
home, and the QIDP allowed this.

Further review of the facility's investigation
revealed that on 11718720, the QIDP reviewed
camera footage in the home. Af the time of the
review of the camera foolage, it was observed
that after client #2 was punched in the face, Staff
Aran behind client #2 down the hall, hitting him
four times in the back. Based on this
observation, the QIDP initiated the investigation,
Staff A was suspended until the conclusion of the
investigation.

Review on 11/23/20 of Staff A's written statement
ravealed that while in the medication room, client
#2 refused to take his medication, Staff A asked
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client #2 to leave the room so another client could
come in. Client #2 tried to slam the door, while
Staff Awas trying to apen the door. Staff A stated
“Go ghead, go ahead now." Oncte outside the
doorway, client #2 puniched her In the fagce,

When client #2 punshed Staff A in the face, Staff
A reported she ran bahind him but did not recall
hitting him. Staff A reported that client #2
grabbed a picture off the wall and was about to hit
her with i when Staff B intervened.

Review on 11/23/20 of Staff B's written statement
dated 11/17/20 revealed that at approximately
8:00pm, client #2 was in the medication room.
Staff A was trying to get client #2 out of the
medication room. Client #2 punched Staff Ain
the face, and ran down the hall, Staff Aran
benrind client #2 and pushed him into the wall,
causing a picture to fal! off the wall, Client #2
picked up the picture and tried to throw it at Staff
A, but Staff B reported he intervened, grabbed
the picture and redirected client #2 to his
bedraom,

Review on 11/23/20 of Staff C's written slatement
dated 11/17/20 revealed that client #2 became
upset with Staff A when she asked hirn to keep
his hands to himself due to practicing soclal
distancing. Client #2 want inta his bedroom,
turned his rmusic up loudly, and broke some
glass. He came into the kitchen and was staring
at Staff A, After dinner, client #2 was calling Staff
Anarmes and giving her the middle finger. Staff C
reported that when she came around the corner,
she observed Staff A and client #2 "tusshing.”
Staff A pushed client #2 away from her and Client
#2 punched Staff A in the face. At that time, Staff
A pushed client #2 into the wall and client #2

picked up the wall art to hit Steff A with,

W27
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Review on 11/24/20 at 2:30am with the QIDP,
Habilitation Coordinater and facility nurse of the
camera footage revedled Staff A and client #2 in
the medication room. Client #2 was refusing to
take his medication, and Staff Awas attempting fo
redirect Rim out of the medication room. Further
review of the camera footage revealed Staff A
trying to physically assist client #2 out of the
room, Onge thay were outside of the reom and In
the hallway, client #2 punched Staff A in the face,
turned around and started running toward his
bedroom. Staff Awas abserved to run behind
him, swinging her arms and appearing fo strike
client #2 four times on his back,

Interview on 11/24720 with the QIDP revealed that
the faciliies investigation was concluded on
11420720, The QIDP revealed that Staff A
received a written warning instead of being
terminated for her actions because the facility felt
that Staff A was a good employee. The QIDP
revealed that Staff A had been working at the
facility since 4/20, had a good rapport with the
clients, worked whenever she was needed, and
felt that it would be wrong to terminate her
employment due to this incident and prevent her
from being able to work doing what she enjoys,
The QIDP confirmed the potential for abuse was
still presant in the home,

Further interview on 11/24/20 with the QIDP
revealed the facilty planned to provide training to
Staff A and all other staff on clionts Behavior
Intervention Programs (BIP) and on the facility's
policy regarding mistreatment, negect and abuse,
The QIDP revealed that Staff A's suspension was
lifted on 11/20/20, and Staff A returned to work on
11720020 and continyed to work on 11/21/20 and

W 127
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11/22/20. At the time of the survey completed on
11/24/20, training had not been provided.

Heview on 11/24/20 of the facility's Consumer
Rights Policy dated 5/2014, revised 51418,
revealed a saction entitled Promotion of
Consumer Well Being and Abuse Pravention
describes physical abuse as “any physical action
that results in or could potentially result in
physical injury to & consumer. Examples include
but are not limited to hitting, beating, pinching,
kicking, harmfut restraing, and use of a weapon of
other instrument to inflict badily harm.” In
addition, all alleged incidents of rights violations
and crimes will be investigated and documented
with appropriate corrective actions taken based
on findings. Any employee wha intentionally
abuses 2 consumer or exploits a consumaer's
property is guilty of a class 1 misdemeanor,
Additional review of the Gonsumer Rights Poiicy
revealed "Based on findings during the alleged
rights viclation investigation, appropriate
disciplinary action will be taken, including possible
termination, as specified in other policies
approved and/or adapted by the facility.

The facility was notified by the surveyor on
11/24/20 that an immediate [eopardy existed in
the facility based on review of staff statements,
review of camera footage and the facility bringing
the staff back to work which is against their
policy.

The facility responded with the following plan of
pretection actions.

1. The facility will ensure that constmers are not
subjsct to physical, verbsl, sexual or
psychological abuse or punishment by

re-inservicing all staff on how to handle behaviors
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appropriately.

2. Staff will also be ingerviced on promotion of
consumer well-being, to include reporing
procedures with emphasis on self-reporting to
begin on 11/24/20,

3. in-service on BIP's will begin on 11/24/20,

4. Staff Awill be issued immediate digcipiinary
action in the form of termination.

5. Staff B and Staff C will be issued disciplinary
action for failing to report the ingldent at the time
of occurrence.,

After reviewing the plan of protection developed
by the facility on 11/24/20, it was delermined that
the immediate jeopardy was removed. .

STAFF TREATMENT OF CLIENTS

CFR({s): 483.420(d){1)

The faciiity must develop and implement written
policies and procedures that prohibl
mistreatment, naglect or abuse of the client,

This STANDARD is not met as evidenced by:
Based on record reviews and interview, the
facility neglected to assure its policies and
procedures that prohibit physical abuse were
implemented to protect 8 of 6 clients in the home
(#1, #2, #3, #4, #5, and #8). Thefinding is:

Review on 11/23/20 of the facilitiy’s investigation
initiated on 11/18/20 and completad on 11/20/20
revealed that Staff A and client #2 ware in the
medication room when client #2 became agitated,
and refused {o take his medications. Staff A
physically assisted client #2 out of the medication
room. Cnee thay ware in the hallway, client #2
punched Staff A in the face, Staff Aand other
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staff in the home contacted the facilty nurse 1o
request crisis medication for client #2, as well as
report Stalf A being injured from client #2
punching her in the face. The facility riurse
contacted the gualified intellectual disabilities
professional (QIDP). The QIDP contacted Staff A
regarding her injuries and Staff A requested 10 go
home, and the QIDP allowed this, On 11/18/20,
the QIDP reviewed camera footage in the home,
At the time of the camera footage review, it was
observed that after client #2 was punched in the
face, Staff A ran behind client #2 down the hall,
hitting him four times in the back. Based on this
observation, the QIDP initiated the investigation.
Staff A was suspended urtil the conclusion of the
investigation.

Raviaw on 11/24/20 of the facility's Consumer
Rights Policy dated 52014, revised 5/14/18,
revealed a section entitled Promotion of
Consurmer Well Being and Abuse Prevention
describes physical sbuse as "any physical action
that results in or could potentially result in
physical injury to a consumer, Examples include
but are not limited to hitting, beating, pinching,
kicking, harmful restraint, and use of a weapen or
other instrument to inflict bodily harm.” In
addition, all alleged incidents of rights violations
and crimes will be invesfigated and documented
with appropriate corrective actions taken based
on findings. Any employee who intentionally
abuses a consumer or exploits a consumer's
proparty is guilty of a class 1 misdemeanor,
Additional review of the Consumer Rights Policy
revealed "Based on findings during the alleged
rights violation investigation, appropriate
disciplinary action will be taken, including possible
termination, as specifiad in other policies
approved and/or adapted by the facility.
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The facility will ensure that policies and
procedures that were developed will be
implemented to prohibit misteatment, neglect,
ar abuse of the dient, Staff will be re-in-serviced
on policies and procedures as It relatas to
mistreatment, neglect, or abuse of the ¢liant,
Client's will recelve annual rights assessment
educating them on the right to be free from
abuse/neglectmistreatment. Investigations that
occur will be conducted as policy states and
reviewed. This will be monitored ona time
weekly by the facility managers as part of QAAQI
inspections and biannually as part of Corporate
GCompliance interviews. Any fallow up
documentation will be indicated on LIFE, Inc's
Formal Inquiry Form and altached to other
internal documentation used but not limited fo
investigative statement, injury reports, NG IRIS
documantation, and disciplinary action forms.
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Interview an 11/24/20 with the QIDP revealed that
the facility's investigation was concluded on
11/20/20. The QIDP revealad that Staff A
received a written warning instead of being
terminated for her actions hecause the facility felt
that Staff A was a good employee. The QIDP
revealed that Staff A had been working at the
facility since 4/20, had a good rapport with the
clients, worked whenever she wag needed, and
felt that it would be wrong to terminate her
employment due to this incident and prevent her
from being able to work doing what she enjoys,
The QIDP confirmed the potential for abuse was
atill present in the home,

Further interview on 11/24/20 with the QIDP
revealed the facility planned to provide training to
Btaff A and all other staff on clients Behavior
Intervention Programs (BIP) and on the facility's
policy regarding mistreatment, negect and abuse.
The QIDP revealed that Staff A's suspension was
lifted on 11/20/20, and Staff A returned to work on
1142020 and continued to work on 11/21/20 and
11/22/20, At the time of the survey completed on
11/24/20, training had not been provided,

The facility's Consumer Righis Policy defines
neglect as "serious disregard of consumer's
supervision, care, or treatment, It is any action by
an employee that results in hasmfinjury or could
potentially result in harmfinjury to a consumer.”
Based on review of the facilities investigation
dated 11/18/20, revisw of the facility's Consumer
Rights Policy dated 5/2014, revised 5/14/18, and
interview with the QIDP on 11/24/20, the faciity
was neglectiul by allowing Staff A, who exhibited
physical abuse against a client, to return to work

and continue to work in direet contact with all

W 148
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The facility will ensure that all aflegations of
mistreatmeant, neglect, or abuse as well as
injuries of unknown sources are reparied

CFR(s). 483.420(d){2})

The facility must ensure that all allsgations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immadiately to the administrator or to other
officials in accordance with State law through
established procedures,

This STANDARD is not met as evidenced by
Based on record reviews and interviews, the
facility failed to ensure that management was

immed ately to the administrator or to other
officials in accordance with state law through
established procadures by re-in-servicing staff
on promotion of consumer well-being, client
rights, and client’s incidents, The training will
review currant protogo! of reporting
responsibilities of witnesses, This will be
manitored dally by checking consumer's
Accldent/incldent reparts, one time weekly as
part of manager's QA inspections, and
through biannuat documented Corporate
Compliance interviews and annual training
\ghich wifl be placed in the employees training
les.

notified immediately of an incident of physical
abuse. This affected 1 of 4 audit clients (#2).
The finding is:

Review on 11/23/20 of the facility's incident report
dated 11/16/20 revealed an altercation ocourred
on Y1ME/20 between Staff A and client #2.

During medication administration, Staff A and
client #2 were in the med room when client #2
hegan displaying behaviors and refusing to take
his medications, Staff A asked client #2 to leave
the medication room, but he refused. Staff A
physically assisted clisnt #2 out of the medication
room and once they were in the haliway, client #2
punched Staff A in the face, Staff A ran behind
the client, hitting him in the back,

Review on 11/23/20 of the facility's investigation
initiated on 11#18/20 and completed on 11/20/20
revealed that an 11/116/20, client #2 was
displaying cortinuous behaviors from
approximately 4:30pm until asproximately
9:15pm. Staff A and client #2 were in the
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medication room when client #2 became more
agitated, and refused to take his medications,
Staff A physically assisted client #2 out of the
medication room. Once they were in the hallway,
client #2 punched Staff A in the face. On
11/18/20, the QIDP reviewed camsra foolage in
the home. At the time of the review of the
camera footage, it was cbserved that after client
#2 was punched In the face, Staff A ran behind
client #2 dowr the kall, hitting Rim four timas in
the back. Based on this observation, the QIDP
initiated the investigation. Staff A was suspended
until the conclusion of the investigation.

Review on 11/23/20 of Staff A's written statement
revealed that while in the medication room, client
#2 refused to take his medication, Staff A asked
client #2 to leave the room so another client could
come in, Client #2 tried to slam the door, while
Staff Awas trying 1o open the door, Staff A stated
"Go ahead, go ahead now." Onge outside the
doorway, client #2 punched her in the face,

Whaen client #2 punched Staff A in the face, Staff
Areported she ran behind him but did not recall
hitting him. Sisff A reported that client #2
grabhed a picture off the wall and was about to hit
her with it when Staff B intervenead.

Review on 11/23/20 of Staff B's written staternant
dated 11/17/20 revealad that at approximately
9:00pm, client #2 was in the medication room,
Staff Awas trving to get client #2 out of the
medication room. Client #2 punched Btaff A in
the face, and ran down the hall, Staff Aran
behind client #2 and pushed him into the wall,
eausing a picture to fall off the wall. Cliert #2
picked up the picture and tried to throw it at Staff
A, but Staff B reported he intervened, grabbed

the picture and radirected client %2 to his

W 153
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bedroom,

Review on 11/23/20 of Staff C's written statement
datad 11/17/20 revealed that client #2 became
upset with Staff A when she asked him to kesp
his hangs to himself due to practicing social
distancing, Client #2 went into his badroom,
turned his music up loudly, and broke some
glass. He came into the kitchen and was staring
at Btaff A, After dinner, client #2 was caliing Staff
Anames and giving her the middle finger. Staff C
reported that whet she came around the corner,
she observed Staff A and client #2 "ussling.”
Staff A pushed client #2 away from her and Client
#2 punched Staff A in the face. At that time, Staff
A pushed client #2 into the wall and client #2
picked up the wall art to hit Staff A with,

Raview on 11/24/20 at 8:30am with the QGIDP,
Habilitation Coordinator and facility nurse of the
camera footage revealed Staff A and client #2 in
the medication room. Client #2 was refusing to
take his medication, and Staff A was attempting to
redirect hirmn out of tha medication roots, Further
review of the camera footage revealed Staff A
trying to physically assist client #2 out of the
room. Once they were outside of the room and in
the hallway, client #2 punched Staff A in the fave,
turned around and started running toward his
badroom, Staff A was observed 1o run behind
him, swinging her arms and appesring 1o strike
client #2 four timas on his back.

Review on 11/24/20 of the facility's Consumer
Rights Policy dated 5/2014, revised 5/14/18,
revealed a section entitied Promotion of
Consumer Well Being and Abuse Pravention
which states "All employees of the facility will
receive initial training on promaotion of consumer
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well being and abuse prevention, Training will be
provided annually to all employees providing
direct services and care {o consumers 1o ensure
the pravision of quality care and prevention of
abuse, neglect and mistreatment.” Additional
review of the policy revealed a section entifled
Consumer Rights Violence which states “All
employees are axpacted to immediately report
any alleged or witnessed incidents of rights
violations and suspected abuse, neglect or
@xploitation of persons served. Failure to report
it 2 ¢lass 3 misdemeanor punishable by a fine.
Reports of the this nature should be directed to
someons in a supervisory capacity rale In order to
ensure that immediate action is taken."

Interview on 11/24/20 with the QIDP confirmed
that based on the written staterments of Staff B
ang Staff C, they should have immediately
reported their abservations based on the facilities
Consumer Rights Palicy.

STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(c33)

The facility must have evidence that all alleged
viclations are thoroughly investigated.

This STANDARD is not met as evidenced by
Based on record review and interviews, the
facility failed to ensure an incident of physical
abuse was thoroughly investigated, This affected
1 of 4 audit clients (#2). The finding is:

Review on 11/23/20 of the facility's incident report
dated 11716720 revealed an altercation occurred
on 11/16/20 between Staff A and client #2.

During medication administration, Staff A and

W 153

W54
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client #2 ware in the med roorm when client #2
began displaying behaviors and refusing to take
his medisations. Staff A asked client #2 to leave
thie medication room, but he refused, Staff A
physically assisted client #2 out of the medication
room and once they wera in the haliway, clisnt #2
punched Staff Ain the face. Staff Aran bahind
the cliernt, hitling him in the back.

Review on 11/23/20 of the facility's investigation
inttiated on 11/18/20 and completed on 11/20720
revealed that on 11/16/20, client #2 was
displaying continucus behaviors from
approximately 4:30pm until approximately
9:15pm. Staff A and client #2 weare in the
medication room when client #2 became more
agitated, and refused to take his medications,
Staff A physically assisted client #2 out of the
medication room, Once they were in the haliway,
client #2 punched Staff A in the face. Staff Aand
other staff in the home contacted the facility nurse
to request crisis medication for client #2, as well
as report Staff A being injured from client #2
puriching her in the face. The facility nurse
contacted the qualified intellectual disabilities
professional (QIDP), The QIDP contacted Staff A
regarding her injuries and Siaff A requested to go
home, and the QIDP allowed this. On 11/18/20,
the QIDP reviewed camera footage in the home.
At the time of the camera footage review, it wes
observed that after client #2 was punched in the
face, Staff A ran behind client #2 down the hall,
hitting him four times in the back, Based on this
ohservation, the QIDP initiated the investigation.
Staff Awas suspended until the conclusion of the
investigation,

Review on 11/23/20 of Staff A's written statement

revealed that while in the medication room, client
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The facifity must have evidence that all alleged
viclations are thoroughly investigated.
Managers will comprise an investigative team.
QP will make nocessary contacts o local DSS,
Sheriff Departmant, HRC members, and
guardians as well a3 thoroughily investigate
a!lef?atiaﬂs by colizeting and carefully reviewing
staff and consumer statemeants, reviewing
camera footage (if available), providing proper
monitering of consumers, and concluding
investigations based on the consumer heaith
and safety. Investigations will be
monitered/forwarded to the Director of
Advocacy as thay occur, The Quality .
Assurance and Itmprovement Team will review
all Documentation rejated to investigations.
This will allow for follow-up decisions to be
reviawed by a number of clinlcians. All
documentation will be inciuded on LIFE, Inc's
Farmal inquiry form as reviewed as needed
during and future investigations.
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#2 refused to take his medication, Staff A asked
client #2 to leave the room so another client could
come in. Client #2 tried to slam the door, while
Staff A was trying to open the door. Staff A stated
"o ahead, go ahead now." Once outside the
deoorway, client #2 punched her in the face.

When client #2 punched Staff A in the face, Staff
Areported she ran bahind him but did not recall
hitting him. Staff A reported that client #2
yrabbed a picture off the wall and was about to hit
her with it when Staff B intervened.

Review on 11/23/20 of Slaff B's written statement
dated 11/17/20 revealed that at approximately
2:00pm, client #2 wag in the medication room,
Staff A was trying to get client #2 out of the
medication room. Cliant #2 punched Staff Ain
the face, and ran down the hall, Staff A ran
behind client #2 and pushed him into the wall,
causing a picture fo fall off the wall, Client #2
picked up the picture and tried to throw ¢ at Staff
A, but Staff B reported he intervened, grabbed
the picture and rediracted client #2 to his
bedraom,

Review on 11/23/20 of Staff C's written statement
dated 11/17/20 revealed that client #2 became
upset with Staff A when she asked hirn to kesp
his hands to himse!f due to practicing social
distancing. Client #2 went into his bedroom,
turned his music up loudly, and broke some
glass. He came into the kitchen and was staring
at Staff A, After dinner, client #2 was calling Staff
A names and giving her the middle finger. Staff C
reported that when she came around the corner,
she observed Staff A and client #2 "ussling.”
Staff A pushed client #2 away from her and Client
#2 punched Staff Ain the face. At that time, Staff
A pushed client #2 into the wall and client #2

W54
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picked up the wall art to hit Staff A with,

Review on 11/24/20 at 5:30am with the QIDP,
Habilitation Coordinator and facilty nurse of the
camera footage revealed Staff A and client #2 in
the medication room. Client #2 was refusing to
take his medication, and Staff A was attempting to
redirect him out of the medication room. Further
review of the camera footage revealad Staff A
trying to physically assist client #2 out of the
room. QOnce they were outside of the room and in
the hallway, client #2 punched Staff A in the face,
turned around and started running toward his
bedroom. Staff Awas observed to run behind
b, swinging her arms and appearing to strike
client #2 four times on his back.

Review on 11/24/20 of the facifity's Consumet
Rights Pelicy dated 5/2014, revised 514418,
revealed a section entitled Promation of
Corsurner Well Being and Abuse Prevention
describes physical abuse as “any physical action
that results in or could pctentiaily result in
physical injury to a consumear. Examples include
but are not limited io hitting, beating, pinching,
kicking, harmful restraint, and use of a weapon or
other insteument to inflict bodily harm.” In
addition, all alleged Incidents of rights viglations
and crimes will be investigated and documented
with appropriate correstive actions taken based
an findings, Any employee who intentionally
ghuses a consumer or exploits a consumer's
property is guilty of a class 1 misdemeanor,
Additional review of the Consumer Rights Policy
revaalad "Based on findings during the alleged
rights violation investigation, appropriate
disciplinary action will be taken, including possible
termination, as specified in other policies
approved and/or adapted by the facility,

W 154
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Interview on 11/24/20 with the QIDP revealed that
the facility's investigation was concluded on
11/20/20. The QIDP revealed that Staff A
received a written warning instead of being
tarminated for her actions because the facility felt
that Staff A was a good employee, The QIDP
revealed that Staff A had bheen working at the
facility since 4/20, had a good rapport with the
clients, worked whenever she was needed, and
felt that it would be wrong to terminate her
employment due to this incident and prevent her
from baing abla to work doing what she enjoys.
The QIDP confirmed the potentlal for abuse was
still present in the home, In addition, the QIGP
confirmed that Staff B and Staff C should have
reperted the incident immediately after witnessing
it,

W 247 | INDIVIDUAL PROGRAM PLAN W 247
CFR(s); 483.440(c){B)(vi)

The individual program plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failled to ensure 2 of 4 audit
clients (#1 and #3) were afforded consistent
opportunities for choice and freedom of
movemenrt in their environment. The findings are:

A. Client #1 was not provided freedom of
movement in his home,

During observations in the home on 11/23/20

through 11/24/20, client #1 was observed sitting
in his bedroom, Each time client #1 would walk
from his bedroom to the living area, staff would
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tell him "No, you aren't bullying anyone today. Go The %gdl‘-(*gualfpwslafa? %laféﬂm;r?é provide
u jons i opporiunities for glient choi
?ha c§ to your mc;md i’i’.\ diiﬁ?nai;tphs_en{ﬁti?n;s n seﬁ-managemem. Statf will be re-in-serviced on
€ NOME reveaied cilent #1 Siing n e iving cansumer's PP emphasizing consumer's
room an the couch or at the table, When client interests and disiikes, in addition fo not
#1 would stand up, staff would say to him "Sit restricting individual's movement within their

Iving environment, Any restrictions in place will

back down or go to your reom. No bullying he raviewed with staff and documented on LIFE,

today." Inc training form, Any suggestion for restrictions
will nized 1o be submitted and approved by
Reviaw on 11/24/20 of client #1's individual g&ggé?a'ﬂ gggcégét L'?ﬁﬁﬁ?“ﬂé?é?ﬁﬁh \&%ﬁfs
g;%gg\?izi glba_n (:P ) dﬁted 41301 20 revealed a involved in quarterly house gritaatfng 1o raview
: jective which states "Across all likes and dislikes. Any new interests and disikes
settings, [client #1] will reduce the frequency of will be added to the consumers IPP as we are
defined tantrum behaviors to 6 or less pet month made aware, staff will also be in-serviced.
for 8 conseculive manths.” Consumers will be afforded choice of activities,
avents, ete., by praviding input when creating
. the activity calendar, This will be manitored by
Review on 11/24/20 of client #1's Behavior gaqgty rgagalg%rs gach dtgy theg wortlutél{ilfn i
intervention Program (BIP) dated 4/30/20 iy scnecuiat Cozervalions & weekry
ravealec{ id@ntéfied target behaviors consisting of mﬁﬁgﬁi&%ﬁﬁ &ﬂﬂfgﬂ,ﬁg&;ﬁ%ﬁ%tﬁzﬁ}m
vocal agitation, aggression, self-abusive behavior in-sorvices,

and defiance, "Bullying" was not identified 25 a
target behavior,

Interview on 11/24/20 with the qualified
inteliectual disabilities professionsd (QIDF)
revegled i client #1 was displaying any of hig
identified target behaviors, redirection to his
bedroom would be appropriate, The QIDP
confirmed that client #1 should have been able to
muove freely around his home.

B. Client #3 was not afforded the congistent
opportunity for choice.

During observations in the home on 11/23/20
through 11/24/20, ciient #3 was observed sitting
on the couch in the living room, rocking hack and
forth. Throughout the observations, staff were
observed o tell client #3 to "siop rocking, you are
top noisy" or "you are top loud, go to your
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bedroom and rock,”
Review on 11/23/20 of client #3's IPP dated
317120 revealed client #3 has a diagnesis of
Autism,
Interview on 11/24/2Q with the QIDP revealed that
rocking back and forth is considered a possible
self-stimulating behavior for client #3, The QIDP
revealed that client #3 has a rocking chair in his
bedroom that he enjoys rocking in. The QIDP
revealed that i client #3 is rocking hard and
making loud noises, he could potentially agitate
some of his peers in his home. If this coours,
staff should prompt ¢lient #3 to go to his bedroom
to sit in his rocking chair. The QIDP confirmed
that if none of client #3's peers are botherad by
hirn rosking in the fiving room and the noise from
the plastic on the couch, he should be allowed to
stay in the living room and rock.
W 249 | PROGRAM IMPLEMENTATION W 249 ‘;Q;%‘éﬁy will ansure that continuous active 14812021
CFR(s): 483.440(d)(1) treatmant programs consisting of needed
. o interventions and services in sufficient number
As soan as the interdisciplinary team has and frequency to support the achievement of
farmulated a client's individual program plan, fgeg;gﬁ g*r’fgggﬁ&s'géggﬁgg’mhﬁflggﬁgg i
each client must receive a continuous active relates to behaviaral programs. Staff will be
.treatmen} program Gopszstlj“lg of pgedad ra-in-serviced on consumer behavior programs,
interventions and services in sufficient number radirection, and proper documentation of
and frequency to support the achievement of the gggﬁ";ﬁg%}gﬁgg" péggg?gggggdﬁgfgﬁfghﬁ"
plan, using QAIQ inspections, Addendums to
hehavior pragrams will be 5ugdgestad o Program
Specialist for review, if needed.
This STANDARD is not met as evidencad by
Based on observations, record review and
interview, the facility failed to ensure 1 of 4 audit
clients (#4) received a continuous active
FORM CME-2567(02-99) Pravious Verslons {heoleta Event ILx G43Y 11 Facility I 956881 If continuation shaat Paga 18 of 20
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treatment program consisting of needed
intervantions and services as identified inthe
Individual Program Plan {IPP} in the areas of
pregram implementation, The finding is:

During observations in the home on 11/23/20
through 11/24/20, clieni #4 was observed to bang
his head on the wall, door and back of the couch,
as well as slam his hands onto the table,
Throughout the obsarvations, staff were obhserved
to ighare the behavior or call the olient's name.

Review on 11/23/20 of client #4's individual
program plan (PP} dated 8/6/20 revealed client
#4 has a training obiective that states "Across all
setlings, iclient #4] will reduce the frequency of
defined tantrum behavior episodes o & or less
par month for 10 consecutive months."

Review on 11724120 of client #4's BIP dated
1011519 revealed identified target behaviors
which includes falling to the floor, aggression,
self-injurious behavior and property destruction.
Self-injurious bahaviar is defined as hitling
himsalf, banging his head, hitting his body against
objects, putting hig finger in his nose, efe. Further
review of client #4's BIP revesled
intervertions/consequences for selfdinjurious
behaviars which includes:

- Immediately intervene and provide verbal
prorpt "[Client #4), stop. No...and describe the
behavior." If he stops following the verbal
prompts, staff should diract him back to the
activity at hand and reinforce active participation,
- If self-injurious behaviors continue, staff should
repeat verbal prompt ([client #4), please stop”
while st the same time physically intervening fo
redirect client #4's hands to his sides for 2-3
seconds,
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- Repeat above procedures as ofien as needed to
prevent the behavior,
Interview on 11/24/20 with Staff D revealed no
interventions ara needad as "That's just what
[client #4] does."
Interview an 11/24/20 with the qualified
intefiectual disabilities professional {QIDP)
revealed that it may be difficult to physically
intervene as the behavior may have stopped prior
to staff reaching ciient #4. The QIDP confirmed
the staff should be following the interventions as
outlined in client #4's BIP and not simply call his
name or ignore the behavior,
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