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on a preferred activity and reinforce the
participation.

Crisis Plan:

Staff should follow Crisis Plan for Name
(Individual #4), Holiday House of Portsmouth, Inc.
uses the TOVAtechniques for their individuals
with behavior support plans.

Below is a general crisis plan to be used as a
guide. If after all attempts to understand what
Name (Individual #4) is communicating has been
unsuccessful or you cannot change the
environment or address his needs, be prepared
for Name (Individual #4) to possibly escalate in
aggressive behavior. Understand that now,
Name {Individual #4's ) behavior is beyond his
control.

A. If he becomes aggressive or disruptive, clear
the area of other individuals.

B. If he becomes self injurious, clear the area of
objects that may cause him injury.

C. Ifyou can leave the area and still monitor
Name (Individual #4) safely then do so.

D. When communicating with Name (Individual
#4) , make sure that you are not using a tone of
voice that indicates fear, uncertainty or anger.
Name (Individual #4) needs to feel like you are in
control of the situation. Remember being in
control of the situation does not mean that you
must control Name (Individual #4) it means you
need to be in control of you and your emotions.
DO NOT GET DIRECTIVE-STAY CALM.

F. if you are unable to leave, then block any
attempts that Name {Individual #4) makes to be
aggressive or self injurious.

G. Call for back up and follow 911 protocols.

The facility’s Virginia Employment Commission
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Portsmouth that injuries of unknown origin be
investigated and reported in accordance with state
and federal procedures. Injuries of an unknown
origin is defined as follows: The injury wasn't
observed by anyone or can't be explained by the
individual or staff. The injury is suspicious requiring
additional medical evaluation due to ihe location
{and in an area not usually vuinerable to trauma),
extent of the injury, number of injuries that occur at
the same time, or the number of injuries over time.
(Hip, upper chest, back, head, neck (front and back),
these body parts are listed as a guide but does not
exclude other body parts)in the event of an unknown
injury the following must take place: RESIDENTIAL
DEPARTMENT PROTOCOL: INITIATE
INVESTIGATION IMMEDIATELY. The Residential
Supervisor must initiate an Accident/Incident Report
and IMMEDIATELY begin the investigation into the
injury of unknown origin. (Follow Accident/ncident
Repori Policy and Procedures). The initial
invesligation should explore the known cause or
probable cause on the Incident Report. The
Residential Department Supervisor must notify the
Chief Administrative Officer, Social Worker, Director
of Nursing IMMEDIATELY in the event there is NOT
a probable cause or known cause of the injury.
NURSING ASSESSMENT & PROTQCOL

The nurse should be notified immediately upon
observation of all injuries and complete the nursing
assessment for the individual. This information
should be documented on the Accident and Incident
Report Form, and in the nursing noles. As licensed
professionals the expectation from the Nurse on
Duty is to identify injuries that are suspicious in
areas thal are NOT vulnerable to trauma. If the injury
is unexplained, the nurse shall IMMEDIATELY notify
the Director of Nursing. Social Worker, Chief
Administrative Officer. The Residential Supervisor
and Nurse will continue 1o phone the family together.
The Residentiat Supervisor will continue to notify the
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Employer’s Report of Separation and Wage for
DSP #5 was reviewed and is documented in part,
as follows:

What date was the claimant first told of discharge
or suspension? 111317

What reason was given to the claimant?
Violation of Abuse to Individual Policy.

What was the final incident that led to
discharge/suspension? Abuse of an Individual.
How was claimant informed of rule/policy?
Training/received policy 3/6/17

DSP #5 signed the facility Abuse of Individuals
Policy revised 3/4/15 on 3/6/17.

DSP #5's TOVA Certification was current with an
expiration date of 3/3/18.

DSP #5's Job Description signed on 5/1/17 was
reviewed and is docurmmented in part, as follows:

Purpose: The position of Direct Support
Professional | is under the direct supervision if the
Residential Supervisor. The Direct Support
Professional | provides active freatment and
training to individuals with disabilities receiving
services in a residential setting. Active treatment,
training and support services are provided to
reflect the identified target goals on the Individual
Services Plans. Ay all times compliance with the
Virginia Department of Behavioral Health and
Developmental Services and the Office of
Licensure and Recertification required.

Major Duties and Responsibilities:

1. Provide services and supports as identified in
each individuals® Individualized Service Plan.

2. Interacts with all individuals and staff with

the family of the incident, and the nurse will then
pravide the parents with information regarding the
assessment and treatment given if any. The nurse
will also notify the Individual's primary care physician
of injuries and treatment given. The nurse will
document this information in the individual's medical
chart and on the nursing daily report sheet.

If the employee has knowledge or reason to believe
the injury involves abuse or neglect, the employee
shall immediately report the event to the CAQ in
accordance wilh the Holiday House Abuse
Prevention Policies and Procedures. The Directar of
Nursing/Nursing Department will ensure individuals
receive the appropriate medical attention for all
unexplained injuries. In cases of suspected criminal
activity the CAQ or designated staff involved must
calt local law enforcement. All staff will be trained on
this protocol in the all staff meeting on §/22/2019.
Staff will be trained by the facility Social Worker on
this protocol at initial orientation and annually
thereafter. Evidence of compliance will be on the
facility's training log. The Chief Administrative Officer
will have the CCTV Camera System placed on lap
top as well as the facility Social Worker lap fop so
facility monitoring can be conducted on weekends as
well. Live Video Monitoring is conducted by the CAO
and/for designee during the weekdays.

During an applicant's 3 day trial visit the
Interdisciplinary Team {IDT) members will monitor
the individual for behaviors of running away from
area of supervision and/or elopement and discuss
history with the individual and/or individual's family.
If the individual exhibits behavior of running away
during the frial visit. The IDT will recommend
pursuing project lifesaver. If the individual has a
history of running away the IDT will pursue the
project lifesaver if admitied to the facility. The QIDP
will ask the parent during the 3 day meeting if they
would like to pursue project lifesaver. Written
consent will be obtained if the family decides to
pursue project life saver. Parents are also provided
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appropriate voice tone, language, gestures and
physical movements in accordance with Human
Rights Policies and Procedures.

13. Ensure a healthy, clean and safe
environment, and report any safety concerns to
management immediately.

14. Provide behavior support services as
identified on the Positive Behavior Support Plan.

Physical Demands:

Some individuals may become physically
aggressive and require the employee to physically
redirect. This requires physical flexibility and
endurance, emotional calmness and the ability to
follow the individuals Crisis Plan, implementing
the approved intervention techniques and
adhering to policy.

On 3/7/17 DSP #5 signed that he had received,
read, and understood that he was to comply with
the following facility policies while carrying out his
responsibilities as an employee;

1. Mandated Reporting

2. Human Right Training

4. Child Abuse and Neglect

7. Abuse of Individuals's Harm, Abuse, or
Exploitation

8.. Abuse Reporting Policy

11. Examples of Child Abuse and Neglect

12. Causes of Child Abuse

DSP #5's Time Card indicated he provided 1:1
care to Individual #4 on 11/12/17 from 3:05 PM to
11:16 PM, indicating that Individual remained in
the care of his abuser for approximately 5 hours
and 46 minutes after he was initially physically
abused.

The facility’s Virginia Employment Commission

ihe option to dectine project lifesaver. Declination
forms will be obtained. Upon admission, an
authorization to Project Lifesaver will be signed by
the parent and the QIDP wilf complete the Project
Lifesaver application. The application is designed for
caregivers to provide in advance certain information
that will be useful to search teams if the need should
arise. In the event the IDT recommends project
lifesaver Holiday House of Portsmouth will cover all
fees associated with the maintenance of project life
saver. The Director of Nursing/Charge Nurse will
complete an elopement assessment if the individual
has elopement risk. The elopement assessment will
be completed upon admission, annually, or when a
significant change occur. Holiday House of
Portsmouth will make the necessary environmental
changes to prevent elopement. These changes may
include(laiches on gates, changing level of
supervision, alarms on doors, visual cues, as well as
their effectiveness will be assessed. Failure to
adhere to this palicy will result in disciplinary action
andfor termination of employment. An elopement
risks assessment was developed by the facility's
Nursing Department and all individuals residing at
Holiday House of Portsmouth will be evaluated for
elopement risks by May 31, 2019. A copy of the
elopement assessment will be filed in the Individual's
Nursing Chart,
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Employer's Report of Separation and Wage for
RS #4 was reviewed and is documented in part,
as follows:

What date was the clazimant first told of discharge
or suspension? 11/14/17

What reason was given to the claimant? Failed
to provide oversight over staff

What was the final incident that led to
discharge/suspension? Failed to intervene in an
abusive situation.

How was claimant informed of rule/policy? Job
Description 7/3/2017

RS #4's signed Job Description was reviewed
and is documented in part, as follows:

Purpose: The position of Residential Supervisor
is under the direct supervision of the Assistant
Residential Manager. The Residential Supervisor
is responsible for the provision of care and
training of the individuals we support in a manner
consistent with behavioral principles. The
incumbent has twenty-four hour supervisory
responsibilities for staff members and
administrative responsibilities for the
maintenance and upkeep of the physical plant.

Major Duties and Responsibilities:

Ensures the monitoring and documenting of
pregram delivery according to the Holiday House
of Portsmouth, inc Policy and Procedures,
Virginia Department of Behavioral Health and
Developmental Services, Licensure Guidelines,
Medicaid Guidelines, and Department of Public
Health Guidelines.

Responsible for the management of the cottage

Continued From page 133

W 149
Addresg what measures will be put into place or

systemic _changes made to ensure that the
deficient practice will not recur;

All Staff will be re-trained in the areas of Human
Rights in the All Staff Meeting on 5/22/12019. This
training will focus on rights of all individuals and
the facility’s obligation to ensure that individuals
are not subjected to neglect physical, verbal,
sexual, or psychological abuse or punishment.
Evidence of compliance will be by signatures of
a facility training log.

Door Chimes Policy was revised and states: Itis
the policy of Holiday House of Portsmouth that all
staff working in the residential wings acknowledge
the door chimes each time the alarm sounds. The
purpose of this policy is to bring staff awareness of
who is enlering and exiling the residential wings in
efforts to ensure individuals safety. Each time the
Door Chimes sound, Staff will look down the hall to
observe who is enfering and exiting into the
residential wings. Holiday House Portsmouth staff
should wear and be idenlified by their ID Badges.
Door chimes are located in the nursing office (Right
Wing} and in the Director or Residential Services
Office. {L.eft Wing). Individuals without badges
should be guided to a Residential Supervisor for
guidance and instructions {refer to visitor's policy).
Dooar Chimes are to alamm at all times to ensure
safety of the individuals. The Environmental Services
Supervisor will inform the Maintenance Department
of the scheduled floor cleaning so that the Door
Chimes can be tumed off. Door Chimes are tumed
off during that time ONLY because the doors remain
open for a long period of time. The Environmental
Services Supervisor will inform the Residential
Manager on duly that the floors are scheduled to be
cleaned. All individuals on grounds will be relocated
to the gym and recreation are until the floors are
clear and dry. The Maintenance Staff are designated
to turn the door chimes off and on. The only time
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in a manner which ensures individuals/staff
safety.

The Manage directly supervises the Direct
Support Professional Staff,

Implements and enforces facilities policies and
procedures.

Ability to supply behavior-modification techniques
to assigned training areas.

RS #4's TOVA Certification was current with an
expiration date of 5/31/18.

On 6/10/15 RS #4 signed that he had received,
read, and understood that he was to comply with
the following facility policies while carrying out his
responsibilities as an employee:

1. Mandatsd Reporting

2. Human Right Training

4. Child Abuse and Naglect

7. Abuse of Individuals's Harm, Abuse, or
Exploitation

8.. Abuse Reporting Policy

11. Examples of Child Abuse and Neglect

12. Causes of Child Abuse

RS #4's Time Card indicated he Supervisory care
to Individual #4 on 11/12/17 from 3:07 PM to
11:52 PM, indicating that Individual remained in
the care of his abuser for approximately 6 hours
and 22 minutes after he was initially physically
abused.

On 4/25/19 the Administrator was asked what
training was provided after the abuse incident
with Individual #4 on 11/12/17. The Administrator
stated, "We went over TOVA training with our

door chimes are off is when the floor contractors are
providing service. When Door Chimes are turned off,
the Maintenance Supervisor will make an overhead
speaker announcement informing all Holiday House
Staff that the door alarms have been tumed off. The
Maintenance Supervisor should also alert Staff via
overhead speaker when the Door Chimes are tumed
back on. In the event Holiday House Staff notices
that the Door Chimes are not sounding, Staff should
immediately notify Maintenance Supervisor/Safety
Officer and the Chief Administrative Officer.
Nolifications should be done via face to face or
telephone. In the event the Door Chimes are not
working staff should strategically be locate near the
doors to be aware of who is entering and exiting the
building. Failure to abide by this policy could result in
Disciplinary Action.

Elopement Policy was developed and reads as
follows:

Itis the policy of Holiday House of Porismouth that
individuals who have elopement risks have an
elopement plan to prevent leaving the supervised
safe area. Elopement can be defined as; an act or
instance of leaving a safe area or safe premises,
done by a person with a mental disorder or cognitive
impairment:

During an applicant's 3 day trial visit the
Interdisciplinary Team {IDT} members will monitor
the individual for behaviors of running away from
area of supervision and/or elopement.

If the individual exhibits behavior of running away
during the trial visit. The IDT will recommend
pursuing project lifesaver. If the individual has a
history of running away the IDT will pursue the
project lifesaver if admitted to the facility,

The QIDP will ask the parent during the 3 day
meeting if they would like to pursue project fifesaver,
Written consent will be ablained if the family decides
to pursue project life saver. Parents are also
provided the option to decline project lifesaver.
Declination forms will be obtained. Upon admission,
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staff and went over Individual #4's new Safety
Plan with the staff responsible for his care.” The
Administrator was asked if all staff were retrained
on the Abuse and Neglect Policy and Mandated
Reporting of Abuse and Neglect after the abuse
incident with Individual #4. The Administrator
stated, "No , we did not do training on abuse or
neglect or mandated reporting in hindsight we
should have.”

Individual #4's Notice of Individual Right and
Griavances signed 4/18/17 was reviewed and is
documented in part, as follows:

Every individual deserves to be treated with
consideration and respect.

Every individual of the Holiday House shall:

1. Retain legal rights as provided by State and
Federal laws;

3. Be treated with dignity as a human being; Be
free from abuse, neglect, and exploitation
included but not limited to verbal, physical, sexual
etc. You can tell a staff if you have been hurt so
they can help you.

4. Be free from seclusion and restraint;

7. Be treated under the least restrictive
conditions consistent with condition and not be
subjected to unnecessary physical restraint and
isolation.

The facility policy titled Abuse of Individuals
revised 3/26/19 was reviewed and is documented
in part, as follows:

Policy: Itis the policy of the Board to prohibit any
form of abuse to individuals.

an authorization to Project Lifesaver will be signed by
the parent and the QIDP will complete the Project
Lifesaver application. The application is designed for
caregivers to provide in advance certain information
that will be useful to search teams if the need should
anse. In the event the IDT recommends project
lifesaver Holiday House of Portsmouth will cover all
fees associated with the maintenance of project life
saver. The Director of Nursing/Charge Nurse will
complete an elopement assessment if the individual
has elopement risk. The elopement assessment will
be completed upon admission, annually, or when a
significant change occur. Holiday House of
Portsmouth will make the necessary environmental
changes fo prevent elopement. These changes may
include(latches on gates, changing level of
supervision, alarms on doors, visual cues, as welf as
their effectiveness will be assessed.

Failure to adhere to this policy will result in
disciplinary action and/or termination of employment.
All staff will be trained on the Door Chime Policy,
Gate Latching Procedures, Elopement Policy, and
Emergency Code Call Policy, and 1:1 Supervision
Policy at the all staff meeting on 5/22f2019. Al staff
will be frained in these policies at initial crientation
and annually.

Indicate how the facil lans to monitor its
performance fo _make sure that solutions are
sustained; and

The Risk Managemen! Commiliee will review the
training roster each month to ensure that all staff
receive the training in areas of mandatery reporting,
abuse, neglect, and mistreatment. Upon receipt of
each individual's elopement assessment the
Interdisciplinary Team will identify all individuals who
have the risk of elopement. The QIDP will then pursue
project lifesaver with the Parent/ Legal Guardian. if the
decision is made to add project lifesaver for the
individual the QIDP will add the project lifesaver to the
individual's Individualized Support Plan. The QIDP will
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Abuse, is defined as any negligent act by an
employee or other person responsible for the
care of an individual receiving services that was
performed knowingly, recklessly, or intentionally.
Abuse will cause or may have potential to cause
physical or psychological hamm, injury, or death to
a person receiving care or treatment for mental
retardation.

All Holiday House personnel shall strictly adhere
to the following directives, including part-time and
consulting staff:

1. Personnel shall, at all times, conduct
themselves toward individuals in such a manner
that such persons will be free from every form of
physical and mental abuse, harassment, or
unnecessary (and un-prescribed) restraint, and
from any other acts which are demeaning in
nature.

2. Examples of abuse for the purpose of this

policy include, but are not limited to, the following:

a. Physical Abuse: Any kind of physical
intimidation or intrusion such as pushing, pulling,
scratching, hitting, kicking, slapping, throwing
things, torturing, burning with cigarettes, pulling
hair, unauthorized holds, and cutting.

Procedure:

2. Any employee who believes or witnesses that
an individual has been harmed, abused or
exploited by any program shall intervene to
prevent further harm to the individual and report
such activity immediately to their imnmediate
supervisor (or to the Chief Administrative Officer,
if not comfortable reporting to immediate
supervisor); then the supervisor will report the
incident to the Chief Administrative Officer. The

Support Plan. The QIDP will monitor on a quarterly
basis. All training in the areas of abuse, neglect, and
mistreatment will be reviewed monthly evidenced by
signatures on the training roster in the monthly risk
management meetings. The Risk Management
Committee will review the training roster each month
to ensure that all staff receive the training in areas of
mandatory reporting, abuse, neglect, and
mistreatment.

Include dates when the corrective action will be
completed: 5/31/2019
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immediate supervisor will start an initial
investigation and submit statements and initial
information immediately to the Chief
Administrative Officer.

4. Upon receipt of an allegation of abuse or
neglect, the Chief Administrative Officer or his
designee shall:

a. Take steps to protect the safety and welfare of
the individuals.

c. The individual involved in the abuse will
immediately be transported to the emergency
room for medical evaluation and treatment as
needed.

f. Immediately contact the local law enforcement
in all cases of suspected criminal activity.

15. If at any time, the Chief Administrative Officer
has reason to suspect that the abusive actis a
crime, the CAQ or his designee shall immediately
contact the appropriate law enforcement
authorities and cooperate fully with any
investigations that result.

The facility policy titled "Behavioral Support/Crisis
Intervention Policy” prepared 1/1/13 was
reviewed and is documented in part, as follows:

It is the policy of Holiday House of Portsmouth to
employ Therapeutic Options as a behavioral
intervention technique.

Therapeutic Options is implemented as a crisis
intervention using physical inieraction as needed
to restrict or limit an individual's behavior/ The
specific skills must maintain the normal range of
motion for the individual {no hyperextension of
joints) and minimize bruising, injury, or pain by
specific design.
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The facility policy "Behavioral Intervention Policy”
revised 4/4/19 was reviewed and is documented
in part, as follows:

Policy: itis the policy of Holiday House of
Portsmouth, Inc. to develop a behavior
intervention plan that provides guidelines for all
employees when dealing with individuals who
may exhibit verbal and/or physical aggression.

* It ensures that all special interventions utilized
will be consistent with applicable human rights
regulations and emphasizes positive interventions
and approaches.

*It requires that all employees limit their
interventions to the least restrictive and least
intrusive intervention possible while ensuring that
individuals are treated with dignity and respect at
all times

Definitions:

"Abuse” (37.2-100 of the Code of Virginia) means
any act or failure to act by an employee or other
person responsible for the care of an individual in
a facility or program operated, licensed, or funded
by the department that was performed or was
failed to performed knowingly, recklessly,or
intentionally, and that caused or might have
caused physical or psychological harm, injury, or
death to a person receiving care or treatment for
mental illness, mental retardation {(intellectual
disability), or substance abuse. Examples of
abuse include acts such as:

2. Assault and battery.

5. Use of excessive force when placing a person

in a physical or mechanical restraint.
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6. Use of physical or mechanical restraints on a
person that is not in compliance with federal and
state laws, regulations, and policies, professional
standards of practice, or the person's
individualized services plan.

I. Use of Behavior Intervention;

Holiday House of Portsmouth, Inc. will
appropriately approach all verbal and physical
aggression according to behavioral plans and
according to the level of intensity. The following
are ABSOLUTELY Prohibited Behavioral
Intervention Techniques and Actions:

PROHIBITEDACTICNS:

*Corporal punishment will not be employed or
permitted.

*Degrading, treating harshly, abusing or
humiliating persons served will not be permitted.
*Excessive or inappropriate use of permitted
behaviorinterventions.

The facility policy titled "Electronic Monitoring and
Recording " revised 3/28/13 was reviewed and is
documented in part, as follows:

V. General Procedures:

A. Holiday House of Portsmouth is committed to
enhancing the quality of life for its individuals by
integrating available technology to increase
security and safety. The facility's use of CCTV
(closed circuit television) system in common
areas is a critical component pf its security and
safety. The principle objectives of Holiday House
of Portsmouth’s use of a CCTV system include:
1. Enhangcing individual's safety.

2. ldentifying and gathering of information.

3. Documenting actions to safeguard individuals.
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J. Any untoward or questionable incidences
regarding safety or quality of care discovered as a
result of viewing a recording should be reported
immediately to the Chief Administrative Officer
and to the Virginia Department of Behavioral
Health and Developmental Services and the
Office of Human Rights.

VI. Training, Operations, and Oversight
Procedures:

8. Operations Procedures:

1. CCTV cameras will be monitored at various
times by the Social Worker, Chief Administrative
Officer and Designated Staff.

2. The Designated Staff shall be responsible for
reviaewing the monitor located in the Nursing
Madical Office from 5:30 PM to 8:30 PM Monday
through Friday; and on Saturday and Sunday,
from 12 noon to 5 pm.

6. Personnel shall report any concems observed
during monitoring of the CCTV system to the
Chief Administrative Officer.

C. Oversight Procedures:

1. The Chief Administrative Officer is responsible
for oversight and coordination of the use of CCTV
system.

2. The Chief Administrative Officer has primary
responsibility for ensuring adherence to this
Policy and for disfributing the Policy to persons
requesting information on it.

On 4/26/19 at 10:30 A.M an interview was
conducted with the Chief Administrative Officer.
The Chief Administrative Officer was asked if who
monitored the CCTV system. The Chief
Administrative Officer stated, "l monitor the live
video feed during the week and my social worker
does as well. On the weekends the therapy staff
and nursing the system from their departments.”
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The Chief Administrative Officer was asked if this
monitoring was being done should the abuse
have been caught and reported at the time the
abuse occurred with Individual #4 or at least been
reviewed to see if any abuse occurred when the
large groin/hip bruise was discovered. The Chief
Administrative Officer stated, "Yes, | would have
expected the staff who have access to have
viewed the video and alerted me of their findings
immediately.”

On 4/29/19 at 4:10 P.M. a pre-exit conference
was held with the Chief Administrative Officer, the
Social Worker and Medical Records where the
above information was shared. The Chief
Administrative Officer stated, "We are currently
installing software so myself and the social
worker will be able to view live camera feeds from
our phones when we are not in the facility. This
has been a valuable leaming experience for us
and we plan on making changes to ensure the
safety of our individuals so this doesn't happen
again..”

2. The facility staff failed to ensure one Individual
(Individual #2} in the survey sample of 4 (four}
individuals was not subject to neglect.

Individual #2 was admitted to the facility on March
20, 2018 for behavior consultation services for
physical aggression, self-injury and property
destruction. Diagnoses included autism spectrum

disorder, attention deficit with hyperactivity
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disorder, conduct disorder, celiac disease, PICA
and profound intellectual disability. This
individuals behavior disorders include self-injury,
biting, hitting his head, running away, property
destruction. Individual #2 is non-verbal. He
communicates mostly through crying, body/facial
gestures and a few signs: more, eat, drink and
finish.

A facility Neglect of Individuals’ policy indicated:
‘This facility will not permit individuals to be
neglected by anyone, including staff members,
consultants, volunteers, staff of other agencies
serving the individuals, family members, legal
guardians, sponsors, or friends.

Examples of neglect for the purpose of this policy
include:

a. Abandonment

b. Nutritional neglect (under-nourished}); failure to
provide food/hydration

d. Inadequate supervision (sleeping on the job},
duration and frequency of unsupervised times

€. Exposure to hazardous materials

f. failure to protect by jeopardizing health and
safety

0. Any other form of reckless behavior with
disregard for the individual's health and safety

h. Failure to implement behavior support plan
procedures, as it relates to safety of the
individual.

Upon receipt of an allegation of neglect, the Chief
Administrative Officer or his designee shall:

a. Take steps to protect the safety and welfare of
the individual

b. Ensure an assessment is completed by the
nurse if allegations involve any type of injury or
claim that staff may have injured individual.
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¢. The individual involved in the neglect will
immediately be transported to the emergency
room for medical evaluation and treatment if
neaded.”

A Behavior Support Plan dated 4/20/18 Indicated
the following:

Quality of Life- A quality of life for Individual #2
would be for his medical and social needs to be
met in a safe environment and doing the activities
he likes.

What Works (Strength's) Individual #2 is friendly
fo people he knows.

What Does not work (Antecedents or Triggers).
New environment, changes and transitions
Being hit or scratched by others

Using to too many words talking with him

Early waming signs for Individual #2 -trying to
escape attention:

Crying

Running away.

An Abuse Allegation Report dated 1/17/19
indicated: " On Thursday January 17, 2019 at
approximately 5:00 P.M. an overhead all page
was made. The announcement stated that "all
residential supervisors are needed in the front
yard. The announcement was made twice by the
secretary. Once outside it was brought to the
aitention (sic) that the she observed one of the
individuals left out of the facility gate and ran. She
also stated that she saw him leaving out of the
gate and messing with a staff person's vehicle.
Also, outside the gate was Director of Nursing,
Chief Administrative Officer and the Human
Resource Clerk. At this time, Residential
Supervisors found out that Individual #2 had ran
off the facility grounds. Staff went in different
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directions on and off grounds to try and locate
Individual #2. Eventually (Direct Support
Professional #1 DB) found him across the street.
Individual #2 had crossed over a street and was
coming up hill behind some brick apartments.
(DSP #1) stated, that he was coming up out of
the pond behind the apartments. She stated, that
Individual #2 was covered with mud and his
clothes were soaked, She ran up to him and
carried him across the street back to facility. She
brought him back to the cottage. Undressed him
in the bathroom and started drying him off and
cleaning his face. A nurse staff along with a
residential staff supported him with checking his
body. Staff also stated that mud was in his mouth.
He was taken to the room toe warm up with a
cover.

Staff (SH), Licence Practical Nurse, reported as
documented on her witness statement that the
received Individual #2 from (DSP #2-VB) so she
can complete an accident and incident report that
was due for another area that she saw on the
individual after school. She reported that
Individual #2 went into nursing. LPN (SH)
reported that while Individual #2 was in nursing
he was very busy touching everything. | opened
to the door (sic) adjacent to the living room and
tet him out of the nursing office. Several DSP's
were present waiting for dinner to amrive. She
proceeded to continue te work inside of the
nursing office. She reported moments later she
was asked to assess another individual. She
wrote she asked her to take him to his room so
he can lay down. She then heard the
announcement that all supervisors need to come
to the front yard. She then heard the individual
was found after the elopement was over she
noticed someone went out the door but the door
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alarm didn't scund off. So | opened and shut it
again. No alarm sound, Assistant Residential
Manager (KL) reached out to Maintenance officer
and was instructed how to tumn the door alamms
back on. She reported she then continued her
med pass and Assistant Residential Manager
continued to proceed to ancther area of the
building.

DSP #2 stated that staff was called to complete
the incident report by nursing. Nursing staff took
Individual in the office with her. She stated the
nurse said "its ok | got him" so staff were to be in
Cottage | kitchen to complete the necessary
accident and incident report from earlier that day.
She reported she then heard the overhead page
for all managers to report to the front of the
building. She stated she then was told that
Individual #2 was observed across the street
behind the apartments in front of the church. he
was recovered soaking wet from head to toe with
mud in his mouth.

Assistant Residential Manager spoke to LPN #1
during an investigative interview on 1/17/19 she
stated that she did tell (DSP #2) that she would
watch Individual #2. The nurse stated that while
Individual #2 was in the nurse's office he was
rather busy and she took him back to the cottage
one living room. The nurse stated she retumed
him to the living room but did not support him
back to DSP #1 nor any staff in particufar. The
nurse did not stated (sic) that there was a living
room full of staff but she did not support himto a
particular staff person. A written statement was
provided and she had given it to the Director of
Nursing. DSP #3 (SW) reported that individual #2
was in the living room then went into the nursing
office with nursing staff and she didn't see him
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after that.

DSP #1 (DB) reported that Individual #1 was
coming out of the pond across the street up the
hill. Individual #1 was observed covered with mud
on clothes soaked. she ran up to him and carried
him off and cleaning his face and body removing
the dirt out of his mouth. He was then taken to the
3 day room to warm up with a cover.

Director of Nursing documented a written
statement reporting that "she was in her car ready
to depart from the staff parking lot when she
noticed Individual #2 laughing and running in the
parking lot. Before | could get out of my car he
took off running towards the back of the parking
lot. | drove my care around to the side of the
church that faces (sic) in the direction he was
running and parked her car. She stated that she
did not see him. She stated that the receptionist
and CAQ was in the parking lot. CAO was coming
towards her and asked has she seen Individual
#2. She stated she called the facility to see if the
had returned back to the building. DSP #2 (VB)
said "yes" she said both are in the building. She
told CAQ what the staff said and CAQ then
instructed her to check the building. As she
approached the building, it was reported that he
was not in the building. DSP #2 (VB) and another
DSP reported that information to her. She then
was informed that Individual #2 was not in the
building. DSP #2 and another DSP reported that
information to her. She then was informed that
Individual #2 was found.

On January 18, 2019 facility Social Worker
reviewed the facility’s video camera while
conducting the investigation it was observed on
the camera that nurse (LPN #1) had Individual #2
in the nursing office with her. She was observed
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to walk him out of the nursing office and leave
him in the hallway as she walked back into the
nursing office. There were DSP's in the living
room area working with other individuals and did
not know that Individual #2 was back in the area.
The DSP's in the area statements are
documented above. As soon as the nurse LPN #1
turned her back Individual #2 closed the door to
the nursing office and sprinted out the door
leading to the porch. There is a door chime on the
door he exited; however it was later discovered
during the investigation that the door chime didn't
sound off. The investigation revealed that the
doeors chimes were tumed off earlier in the day
when the floors were being cleaned and waxed.

Individual #2 then ran towards the latched gate
and was small enough to exit the gate without
taking the latch off. He was seen by the front
desk receptionist exiting the premises.

The following safeguards and recommendations
will be put into place after conclusion of this
investigation. Project Lifesaver is being pursued
due to his elopement and running away behavior.
The Maintenance Supervisor will tighten the gate
to prevent individual's small in stature (sic) being
able to fit through the gate while latched.

Chief Administrative Cfficer had a meeting with
staff about monitoring of individuals. Meeting was
held on 1/22/19. Door chime policy was revised to
include procedure of tuming on chimes when they
are tumed on {sic). "

*Injuries: Individual injured? No

Description of Medical Treatment provided &
findings: Individual #2 was assessed by nursing;
no new areas noted to upper am and left lower
leg small scratch to nose. No treatment was
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Investigation:
Reason for Corrective Action:
Environmental/physical plant issue
Corrective Action taken:

Supervisory/Administrative staff change/action”

*A Physician's Encounter Summary dated 1/18/19
at 9:42 A.M. indicated: * Patient Demographics
Individual #2

Visit Information: 01/18/2019 @ 09:42 AM

Chief Complaint: Vomiting

History of Present lliness: Fever: None; Onset:
Yesterday, Duration: Acute; Severity: Mild;
Quality; Unchanged

Exposure to ill contacts: suite mates at facility got
into mud yesterday and ate a little then vomited
once, no other symptoms and seems improved
today.

ROS Findings: Constitutional: Reports fatigue,
malaise, loss of appetite,

Respiratory: Reports daytime cough
Gastrointestinal: Reports vomiting, decreased
appetite,

Vital Signs: Temp-97.9 F @09:43

Woeight:69 Ib /31.30 kg {51%ile)

Height 54.0 in /137.2 cm (48%ile)

BMI 16.6 (52%sile)

Exam Findings:

Assessment:

Vomiting due to viral illness without dehydration
Plan: Treat symptoms as needed

Clear fluids, no food until vomiting has stopped
for 6 hours, then advance slowly.

Review signs of dehydration

Discussed abdominal cramping and that diarrhea
may develop later.”

A Missing Resident Policy was reviewed: The
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Missing Resident Policy indicated: " A Code
"Black” = MISSING

2. All available staff must thoroughly search the
ENTIRE Campus; ensure to look in small
enclosed spaces and places that interest the
individual. (Such as, vehicles, small and large
appliances, etc.)

3. Tome is a vital factor in a safe recovery; if
attempts of locating the individual continue to be
unsuccessful, immediately call your local law
enforcement agency (911). Provide law
enforcement with the individual's name, photo,
DOB (date of birth), height, weight, and
description of clothing last seen wearing; last time
seen, diagnosis of the individual, and any other
unique identifying information. Request law
enforcement authorities to immediately enter the
individual's name and identifying information into
the FBI National Crime Information Center
Missing Person File.

4. If search is unsuccessful; ALL available staff
must search surrounding areas and
neighborhoods; pay close attention to roadways,
nearby highways, parks, lakes, pools, vehicles,
inside large appliances stc.

5. The Residential Supervisor shall coordinate
"SEARCH TEAM" with available facility staff to
continue the search to include knocking on
neighborhoaod doors (deor to door). If the child is
found; have them assessed by facility Nursing
Department as soon as possible.

6. The Residential Supervisor shall notify the
Chief Administrative Officer immediately of the
situation whether the individual was found or
continues to remain "Missing”.

During an interview on 4/24/19 at 3:30 P.M. with
the Chief Administrative Officer (CFO) he was
asked, if the facility staff announced a "CODE
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BLACK" according to the facility's policy for
organizing a Missing person search. The CFO
stated, "No" a Code Black was not announced.

During the survey, observations were made of the
area in which Individual #2 eloped. The street in
which Individual #2 crossed was observed to be a
heavily traveled thru fare and during the hours of
4:00 P.M. until 6:00 P.M. the street was observed
to have increased traffic as the public returned to
various neighborhoods from their daily commute
to work. The Pond as listed in the written reports
was observed to be a creek which flowed into a
maijor river approximately a half mile from the
location of the where individual #2 was found.
The water level in the creek was noted to reach a
depth of four to five feet during high tide.

A review of a Behavior Support Pian dated
4/20/18 indicated: "Target Behaviors - escape
supervision-

Recommendations and guidelines for Individual
#2-

Visuals-Individua! #2 does best with a concrete
schedule, knowing what actives are planned for
the day and his expectations. The
schedule/calendar should be clear with simple
words indicating the activities for the day.
Individual #2 should have a set posted daily
schedule that includes times for activities,
bathing, grooming and general hygiene. By
having a set schedule staff should be able to
point to the schedule and Individual #2 it is time
for , instead of asking or prompting him
several times a day to do . Once the
request has been made staff should only state it
once. Individual #2 can help make his schedule
with Velcro pictures. By lettering Individual #2 be
an active participant in the process he is more

W 149
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likely to follow the routine.”

An Individualized Service Ptan dated 4/20/18
indicated: Behavior support: Individual #2 is being
monitored for the following behavicrs: SIB (self
injuries behaviors), PICA, physical aggression,
disruptive behavior, property destruction and
leaving the area of supervision. Staff will continue
to monitor under one to one supervision level 1
due to escaping behavior and PICA."

B. The facility staff failed to ensure Individual #2
not elope.

A Corrective Action Plan/Investigation dated
January 22, 2019 of the January 17, 2019
elopement of Individual #2 indicated the following:
"Investigative Findings/Conclusion: This
investigation revealed evidence of neglect as
evidenced by the following information gathered
during the investigation.

The following safeguards and recommendations
will be put into place after conclusion of this
investigation.

Project Lifesaver is being pursued due to his
elopement and running away behavior.

The Maintenance Supervisor will tighten the gate
to prevent individual's small in stature (sic) being
able to fit through the gate while latched. Gate
requires more time to unlock and Individual #2
cannot fit through the gate to elope.

Chief Administrative Officer had a meeting with
staff about monitoring of individuals. Meeting was
held on 1/22/19.

Door chime policy was revised to include
procedure to tuming on chimes when they are
tumed on {sic).

Individual was placed on 1:1 supervision Level 1
staff should not be farther than an arm's length
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from him.

Child Protective Services was called.

The nurse who left him in an open area without
letting staff know has been taken off schedule
and will not be sent to facility to work as the nurse
was an agency nurse.”

A One to One Supervision with Individuals Policy
indicated: " Policy- The facility will ensure the
safety of individuals requiring One to One (1:1)
supervision at all times. One to One supervision
will be implemented for behavioral or medical
reasons per recommendations by the
Interdisciplinary Team or individual's physician.
One to one supervision can also be implemented
for any individual determined to have disruptive
behaviors such as running away from the
immediate area of supervision, or escaping
supervision.

One to one supervision is defined as the facility's
staff whose daily responsibility is to manage,
supervise and provide direct support to one
individual. The assigned staff is responsible for
implementing the individual's behavioral support
plan or plan of care from the individual's
physician. The 1:1 staff is also responsible for
implementation of scheduled activities.

The staff providing the 1:1 supervision must be
visually focused (individual must be within
eyesight of staff at all times) and be within arm's
length of the individual. If the individual cannot
tolerate being within arm's length of the
supervising staff, the staff will remain in the
proximity of social space as defined by the Mandt
system. Social space is defined as four (4) to
twelve (12) feet away from the individual.
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Procedures for behavioral 1:1 supervision:

2. The facility staff will provide 1:1 supervision
daily (24 hours) in all areas of programs and
services to individuals requiring this method of
supervision.

3. The facility staff providing 1:1 supsrvision may
not leave the individual with ancther staff at any
time, unless authorized by Cottage Manager

4. The facility staff providing 1:1 supervision may
not ask or appoint another staff person to take
their place when working with an individual; the
Cottage Manager on duty will ensure that the
individual is assigned to the appropriate staff
person.

6. The Cottage Manager on duty will ensure
through hourly round checks that the staff
providing 1:1 is visually focused, and within arm's
length of the individual.

7. Facility staff providing 1:1 supervision will only
work with the individual for a maximum of two (2)
hours. The Cottage manager on duty will
designate the appropriate staff to work with
individual every two (2) hours.”

An Accident and incident Report dated 1/30/19
indicated: "Date Occurred: 1/30/19. Time
Occurred: approximately 6:00 PM.

Describe any injuries: No injury

Account of what Happened: It was reported by
staff that Individual #2 ran out of Cottage one
living area and he was found on grounds on the
swing set.

Condition of person involved: Head to toe body
assessment was done. No new areas noted. Skin
intact, no tendemness, no swelling. Activity with in
limits, no sign of pain/discomfort. mood. Vital
signs taken- none.

Was Individualized Support Plan Modified: NO
Name of Parent/Guardian/Authorized
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Representative notified: Mother - Time Notified:
Approximate 6:50 PM.

Summary of rasponse from Parent/Guardian /
Authorized Reprasentative: 'Mother made aware.
And she also, stated that she was not surprised
to hear this because he did a lot of eloping at
home.'

Summary of corrective action taken: No Tx
needed monitoring continued.”

An Initial Investigative Report indicated:
"Individual Name- Individual #2, Date of Incident
1/30/19. Time of Incident approximately 6:00 PM;
No injures. Location: Cottage One (right wing).
Type of Incident: Elopement.

Description of Incident: Individual #2 was in
cottage one living area walking inside the living
room.

Cause of Incident: Individual #2 eloped form
coftage one living area to the swing set on
grounds near cottage two.

On Wednesday, January 30, 2019 at
approximately 6:00 PM staff asked Residential
Supervisor if Individual #2 was with him.
Residential Supervisor informed staff no, and
staff then stated that Individual #2 has ran out of
the building through kitchen door, staff
immediately ran outside to if they could find
Individual #2. Shortly after individual #2 was
found on the swing set outside hear Cottage Two
side of the building. Nursing staff assessed him
and no new areas were observed. Witness
statement attached to report to provide support
for this report.

Also, prior to realizing that Individual #2 was not
inside the building, the staff person assigned to
Individual #2 asked Residential Supervisor if he
could watch {ndividual #2 while she uses the
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restroom. Supervisor watched Individual #2,
when staff retumed she asked why the door was
open in the kitchen?

Corrective Actions Taken: Recommend that
ensure that communication occurs when a
supporting an individual to another staff person "
A Nursing Department Nofification to the
physician indicated: " Date 1/30/19; Attention:
physician; From: facility nursing department;
Reason: Individua! #2.

Comments: Individual #2 ran out of the building
w/o (with out } shoes on feet and coat/jacket.
head to toe focal assessment completed. no
findings noted. Activity (wnl), no s/s
{signs/symptoms) of pain/discomfort. laughing
and running around. Monitoring continue.”

A Witness Statement Form dated 1/30/19
indicated: " Location of the Accident Cottage #2:
Individual's Name Individual #2: Statement of
Facts: | kept hearing the door chime going off and
looked around to noticed Individual #2 was no
longer in the room and the staff that | last seen
him with walked out around the same time of the
the door chimers continuously going off. | jumped
up and yelled where is Individual #2 because the
doors been going off for a while (5-7 minutes). In
the mix of jumping up yelling ‘where was he and
which door is that' . Ancther staff started yelling
‘why is this back door open' times 3, and from
there | just took off running outside cottage #1
front door towards the swing on the cottage #2
side where | found Individual #2 on the swing
playing with his string swinging.”
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A Behavior Support Plan Addendum dated
January 24, 2019 Indicated: Target Behavior:
Elopement

Rational: Individual #2 has a history of running
away from staff and leaving grounds of facility.
This behavior support plan addendum will
address appropriate prevention and responses in
the event he elopes from the supervised area.
The following strategies will be implemented
when supporting Individual #2 while on grounds
and out in the community with designated staff:
1. Residential Supervisors and/or Managers will
designate the appropriate staff to work with
Individual #2 during waking hours. The assigned
staff will follow the guidelines of One to One
Supervision (LEVEL ONE), which means the
assigned staff will be visually focused on him
{individual must be with in eyesight of staff at ali
times), the staff person will be within one arms's
tength of Individual #2, this person will implement
his schedule of aclivities for the day, the assigned
staff will rotate every 2 hours with another
designated staff person, the one to one staff will
be rasponsible for implementing his behavior
support plan and document evary 2 hours
regarding engagement activities with Individual
#2.

2. The designated staff person cannot leave the
area where he/she is working with Individual
without notifying the Supervisor on duty, i.e.
restroom break. lunch break, etc.

3. The assigned staff person will encourage
Individual #2 to hold their hand while out in the
community. If he is resistant staff must be within
am'’s length of Individual #2 at all times.

4. If Individual #2 runs out the exit door {on
grounds) the assigned staff person will
immediately follow him and at the same time
verbally say to another staff in the vicinity to call
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anAlLL Page CODE: GREEN (code for:
elopement), the person making the All page will
announce Individual #2's initials, the location he is
leaving and possibie direction Individual #2 is
going towards. All available staff person will come
to the area stated for support.

5. Onca located the assigned staff person will
escort him back to the safe area.

6. If any injuries should occur during elopement
an accident and incident report will be completed
and Individual #2 will be assessed by nursing
staff. Parents will be notified.

7. When Individual #2 is out in the community the
assigned staff person must have access to a cell
phone,

8. If Individual runs away from the assigned staff
perscn out in the community and not within
eyesight then staff must call 911.

9. The designed staff person will instruct another
staff person to call supervisor at facility to inform
of the situation and get further instructions.

10. The Supervisor will contact the Residential
Manager, Chief Administrative Officer, Social
Worker, Nursing department to inform of the
situation and get further instructions.

11. Once Individual #2 is found and returmed to
facility a designed staff person will take him to
nursing department to be assessed. An
accident/incident report will be written if an injury
occurred. If an injury occurred he will be provided
treatment and monitored closely by staff. Parents
will be notified.

12. Failure to implemant these procedures could
resuit in disciplinary actions. Signed and dated
1/24/19 by the Support Coordinator /QIDP
(Qualified Intellectual Disability Professional) and
Chief Administrative Officer.”

During an interview on 4/25/19 at 10:30 AM with
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the designated QIDP for Individual #2 if his
behavior Support Plan had been implemented to
prevent elopements. The QIDP stated, "No". The
QIDP was asked if Individual #2 had been
assessed by the facility for elopement during his
initial admissions and the QIDP stated, "No".

During an interview on 4/26/19 at 12:40 P.M. with
the Chief Administrative Officer, he was asked
had all staff been trained on Individual #2's
Individualized Program Plan and he stated, "No".

During an interview on 4/23/19 at 3:15 P.M. with
the Maintenance Director he was asked how did
Individual #2 manage to get out of the locked
gate. The Maintenance Director stated, the gate
had a chain on it and when you pulled the chain it
allowed the gate to partially open. When the gate
partially opened, Individual #2 was able to quests
through the opening and get out. The
Maintenance Director was asked, why the door
chimes did not alarm, he stated, The floors were
being waxed and the doors were opened to help
the floor dry and clear the air of the wax fumes. If
the door was allowed to stay open with the
chimes activated, the door would continue to
chime.

An Initial investigative Report indicated:
"Individual Name- Individual #2, Date of Incident
1130/19. Time of Incident approximately 6:00 PM;
No injures. Location: Cottage One (right wing).
Type of Incident: Elopement.

Description of Incident: Individual #2 was in
cottage one living area walking inside the living
room.

Cause of Incident: Individual #2 eloped form
cottage one living area to the swing set on
grounds near cottage two.
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On Wednesday, January 30, 2019 at
approximately 6:00 PM staff asked Residential
Supervisor if Individual #2 was with him.
Residential Supervisor informed staff no, and
staff then stated that individual #2 has ran out of
the building through kitchen door, staff
immediately ran outside to if they could find
Individual #2. Shortly after Individual #2 was
found on the swing set outside hear Cottage Two
side of the building. Nursing staff assessed him
and no new areas were observed. Witness
statement attached to report to provide support
for this report.
Also, prior to realizing that Individual #2 was not
inside the building, the staff person assigned to
Individual #2 asked Residential Supervisor if he
could watch Individual #2 while she uses the
restroom. Supervisor watched Individual #2,
when staff returmed she asked why the door was
open in the kitchen?
W 150 | STAFF TREATMENT OF CLIENTS W 150
CFR(s): 483.420(d)(1)(i)
W150-Staff Treatment of Clients
. . 6.7.19
Staff of the facility m.ust not use phystcal. verbal, 1. Address how comective action will be
sexual or psychological abuse or punishment. —mj_accom lished for tho idents found
to_have bheen affected by the deficient
This STANDARD is not met as evidenced by: Beactice
Based on medical record review, facility
document review and staff interviews the facility Individual #4 was discharged from Holiday House
staff failed to ensure 1 individual in the survey of Portsmouth, Inc. on 11/27/2017.
sample was free from physical staff abuse of 4
i : . 2. Address how the facility will identify
Individuals in the survey sample, Individual #4. other residents havin ntial fo be
1. The facility staff failed to ensure that Individual éffected by the same deficlent practice;
#4 was free from physical staff abuse on
1112/17.
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The findings included:

Individual #4 was a 15 year old admitted to the
facility on 8/18/16 with diagnoses to include but
not limited to *Profound Intellectual Disability,
*Autism and Unspecified Behavior and Emotional
Disorders and *Optic Nerve Hypoplasia ({right eye
legally blind). Based on Individual #4's Annual
Nursing Summary dated 9/11/17 he weighed 111
pounds and was 63 3/4 inches tall. individual
#4's Annual Nursing Summary dated 9/11/17 also
stated that he was 1:1 supervision and is
monitored very closely by Holiday House staff to
ensure that he is in a safe environment.
Individual #4's Annual Evaluation dated 8/14/17
was reviewed and the a Slosson Intelligence Test
completed 4/15/16 revealed a mental age of 23
months and an intelligence quotient of 14.

Individual #4's Monthly Programming Progress
Notes for October 2017 were reviewed and are
documented in part, as follows:

Progress Note: Namae (Individual #4) made
stable progress with the support of the direct
support professional staff. He continues to
require one to one supervision procedures with 2
staff for safety and behavioral issues.

On 4/23/19 during the initial entrance conference
with the Administrator the question was asked if
there were any active abuse investigations with
any individuals. The Administrator stated, "No"
and left the room. Approximately 15 minutes later
the Administrator re-entered the conference room
and stated. "After discussing with my staff | want
to let you know that we are in an active law suit
regarding a case of abuse with an individual

The Chief Administrative Officer and/or designee will
train all staff on Mandatory Reporting, Abuse,
Neglect, and Mistrealment policies at the time of
initial orientation, monthly at all staff meefing,
annually in the month of February, and upon
significant incidents that require additional training in
the areas abuse and neglect. This training will
emphasize that staff must not use physical, verbal,
sexual, or psychological abuse or punishment. Upon
admission to Holiday House of Portsmouth the facility
Social Worker will notify ALL individual of their
human right to be free from abuse, neglect
misireatment while residing the facility. Evidence of
notification will be located in the Individual's medical
records chart. Holiday House of Portsmouth Chief
Administrative Officer has designated the facility
Social Worker to train all staff on Mandatory
Reporting, Abuse, Neglect, and Mistreatment policies
at the time of initial orientation, at the monthly all staff
meelings, annually, and upon significant incidents
that require additional fraining in the areas of abuse
and neglect. Upon admission to Holiday House of
Portsmouth the facility Social Worker will notify the
individual of their human right to be free from abuse,
neglect mistreatment while residing at the facility.
Evidence of notification will be located in the
Individual's medical records chart. The facility will
revige the Initial Investigative Report sectlon of
the Accident and Incident Report to be completed
by the residential supervisor and nurse on duty.
The initial investigative report will include, but
not limited to the location of injury, type of injury,
description of shape and size, how the injury
occurred and medical treatment provided. if
injuries are inconsistent with the description of
how the injury occurred the CAO, SW and DON
will be notified immediately, The residential
supervisor and nurse on duty will conduct a full
body check for signs of abuse on the current
individuals by completing a body check form
from the revised Accident and Incident Report. All
current staff will be re-trained on 5/22/2019. Staff
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(Individual #4). On 11/12/17 the individual was
physically abused/assaulted by one of our direct
support staff and it also involved our residential
supervisor. After reviewing the video footage of
the incident we have terminated both employees.”
The Administrator was asked to allow the survey
team to view the incident footage and to bring all
facility documents regarding the investigation of
the abuse incident for Individual #4.

The video footage dated 11/12/17 involving
Individual #4 was reviewed by the survey team.
The video footage lasted over 2 minutes. In the
video Individual #4 was observed crawling/being
pushed out of the bathroom on his hands and
knees from the gymnasium bathroom followed by
2 adult majles. One male was observed kicking
forcefully (more than 4 times), dragging and
twisting the individuals body by one leg and lying
with his whole body on top of individual #4 during
the footage of the video. At one point in the video
you can only see Individual's arm waving for help.
The second male staff member was observed
sitting on Individual #4's head and shoulder area
while the other staff member was lying on top of
him. The second staff member was also
observed walking around the gym with his back
turned to Individual #4 while he was being
physically abused by the other staff member.

The only time in the 2 minutas of the video that
Individual #4 was on his feet was when he broke
free from the support staff and ran towards the
exit door with the first staff member following him.
The second staff member went back into the
bathroom and collected a trash bag then exited
the gym. The Administrator was asked who were
the 2 staff members. The Administrator stated,
"The staff member that was having the physical
contact with the individual was his 1:1 Direct

current staff will be re-trained on 5/22/2018, Staff
acknowledgment of training will be evidenced by
signalures on a training log maintained by the
facility's Human Resource Office.

Completion Date: June 7, 2019

1. Address what meagures will be put into
place or systemic changes made to

ensure that the deficient practice will
not recur;

Holiday House of Porismouth has implemented a
Mandated Reporter Policy created on 5/6/2019.

The policy indicates that all Holiday House of
Portsmouth staff report any suspected cases of child
abuse/neglect in accordance with the Code of
Virginia and Holiday House of Portsmouth
established child abuse reporting procedures. This
policy emphasizes ALL staff in their professional or
official capacity while employed at Holiday House
Mandated reporters includes but is not limited to the
following:

Any person licensed to practice medicine or any of
the healing arts; any professional staff person
employed by a private or state operated facility,
institution or facility where personals have been
placed for care and freatment. Any perscn employed
as a social worker

Any probation officer, Any {eacher or other person
employed in a public or private school, kindergarten
or nursery school ,Any mental health professional
Any person employed to take care of children, Law
Enforcement Officers, Any person employed by or
contracted with the facility and working with the
individuals in an administrative, supportive or direct
care capacity. Any guardian or conservatory of an
adult Any person providing full, intermittent or
occasional care to a child/adult for compensation
including, but not limited to homemaker, personal
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Support Staff member and the second person care workers, companion etc. Holiday House of
was the Residential Supervisor. Portsmouth, Inc. expects and enforces thal all staff
that has reasonable cause to suspect that a child
. . . has been or may be subjected to abuse or neglect,
gﬂer wart::hln_g thl_el vudeo;n ?‘tr: rlef;wng ttlh ° or observes a child being subjected to conditions or
omprenensive Human Rights information circumstances which would reasonably result in
System (CHRIS} Abuse Allegation Report for abuse or neglect, that person shall IMMEDIATELY
Individual #4, Abuse #20170016 an interview was report or cause a reporl to be made. Anyone
conducted with the Administrator. The employed at Holiday House of Portsmouth,
Administrator was asked if there was any criminal Inc. Who is mandated to report suspected child
activity in the video. The Administrator stated, abuse or malireatment-and fails to do s0, could be
"No, Name "Individual #4 was abused but we charged with a Class A misdemeanor and subject to
didn't feel there was criminal activity. However, criminal penallies. Mandated reporied can be sued
the family did file charges against Name (DSP in & civil court for monetary damages for any ham
#5) after they viewed the video.” The caused by the mandated reporter’s failure to make
o Y . ' areporl. This new palicy will be reviewed at the all
Administrator was asked if someone was staff meeting on 5/22/2019.
repeatedly kicking him in his groin, dragging him Holiday House of Portsmouth CAO also revised the
by one of his limps and applying his entire body Abuse, Neglect and Mistreatment Policies. This
waeight on top of his body what would that be policy emphasize that staff must not use physical,
considered. The Administrator stated, "It's verbal, sexual, or psychological abuse or
assault.” The Administrator was asked if assault punishment. This policy indicates that: Holiday
assaulted by the staff in the video. The °f . gbuse. neglegt, and mistreatmept of the
Administrator stated, "Yes, assault is a a criminal individuals. Abuse is defined as any I]egllgent act by
A, an employee or other person responsible for the care
charge and Individual #4 was assaulted by the Pyt o .
L of an individual receiving sewvices that was
staff In hlndSIght we should Pave called the perfonned knowingly, recklessly, o intenlionaliy.
police and pressed charges. Abuse will cause or may have potential to cause
physical or psychological harm, injury, or death to a
The Administrator and the Social Worker person receiving care or treatment. Holiday House
provided Court Records for DSP #5 which were of Portsmouth will not permit individuals to be abused
reviewed and are documented in part, as follows: by anyone, including staff members, consultants,
volunteers, and staff of other agencies providing
Arrest Date: 12/14/17 service to the individual. o
Charge: Abuse of Child, Sericus Injury !Examples of abuse f‘or‘lhe purpose of th.'s Pollcy
Ch Tvpe: Class 4 Fel include, but are not limited to, the fallowing:
arge Type: L1ass 4 Felony Physical Abuse: Any kind of physical intimidation or
intrusion such as pushing, pulling, scratching,
Arvest Date: 3/2/18 hitiing, kicking, slapping, throwing things, torturing,
Offense Date: 11/12117 buming with cigarettes, pulling hair, unauthorized
Charge: Assault and Battery holds, and cutting.
Charge Type: Misdemeanor
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Arrest Date: 3/2/18

Offense Date: 11/12/17

Charge: Contributing to the Delinquency of a
minor

Charge Type: Misdemeanor

Arrest Date: 3/2/18
Offense Date: 11/12/17
Charge: Child Abuse
Charge Type: Felony

The facility social worked provided a written
description of the video dated 11/12/17 involving
an altercation HHP (Holiday House Personnel)
staff and Name (Individual #4) which was
reviewed and documented in part, as follows:

Name (Individual #4) was in a dark gymnasium.
He was observed crawling on his hands and
knees coming out of the bathroom with two male
staff Names (Resident Supervisor (RS) #4 and
Direct Support Personal (DSP)#5). He appeared
to be in distress attempting to get away from the
staff that were in the bathrcom with him.
Immediately exiting bathroom DSP #5 kicked
him fwo times on his side. Name (Individual #4)
was still lying on the gymnasium floor with the two
male staff standing over him. Name (Individual
#4) began sliding on the floor attempting to get
away from the two male staff. DSP #5 then grabs
Name (Individual #4) shirt while Name (Individual
#4) was still lying on the gymnasium floor. Name
(Individual #4) was resisting; DSP #5 pulled
Name (Individual #4) by his left leg and dragged
him across the gymnasium floor towards the
door. DSP #5 grabbed Name {Individual #4's)
legs causing him to flip over several times. DSP
#5 is now sitting on Name (Individual #4's) side

Verbal Abuse: Abuse that is achieved primarily with
words. Criticizing an individual, belittling, or making
fun of someone.

Sexual Abuse: Forced sex or sex that takes unfair
advantage of an individual, fondling, or inappropriate
touching. Emotional Abuse: Abusive behavior that
uses emotions to intimidate the victim.
Mistreatment can be defined for the purpose of this
policy to include but not limited to:

Failure to act/neglect that leads to or is in imminent
danger of causing physical injury through negligent
omission, treatment, or maltreatment of an individual,
including but not limited to failure by staff to provide
an individual with adequate food, clothing, shelter,
medical care, supervision, or through condoning or
permitting abuse of an individual by any other
person.

Verbal misireatment: by subjecting the individual to
the use of derogatory names, phrases, profanity,
ridicule, harassment, coercion, or intimidation and
threatening injury or withhelding of services or
supports, including implied or direct threat of
termination of services.

Restrictions on an individual's freedom of movement
by seclusion in a locked room under any condition,
Restriction to an area of the residence or restricting
access to ordinarily accessible areas of the
residence is not allowed, unless arranged for and
agreed to on the Individual's’ Support Plan. Use of
Physical restraint: without a written physician’s order,
or as part of an Individual Support Plan, unless an
individual's actions present an imminent danger lo
himselffherself or others, and only until appropriate
action is taken by medical, emergency, or police
personnel. Financiat exploitation which may include,
but is not limited to: unauthorized rate increases,
staff borrowing from or loaning money to individuals,
witnessing wills in which the caregiver is beneficiary,
adding caregiver's name to individual's bank
accounts, inappropriately expending individual's
personal funds, and theft of an individual's personal
funds. Neglect: To assist this facility in defining
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and RS #4 comes and sits on Name (Individual
#4's) head. Both Staff are in this position
approximately 13 seconds. Name (Individual #4)
continues to remain on the fioor. DSP #5
continues to pull at Name (individual #4's ) leg in
efforts to get him out of the gymnasium. RS #4 is
standing over Name (Individual #4) observing the
physical grabbing done by DSP #5. DSP #5
continues to attempt to drag Name (Individual #4)
by his leg. Name (Individual #4) is crawling on
his legs and hands to get away from DSP #5.
DSP #5 and RS #4 follow him while he is crawling
away. DSP #5 grabs Name (Individual #4)
around his midsection with both arms and tackles
him to the gymnasium floor. RS #4 is walking
around the gymnasium failing to intervene pacing
the room. DSP #5 then lays on top of Name
(Individual #4) while RS #4 paces around the
gymnasium and looks away in another room.
Name (Individual #4) continues to be on the floor
in distress. DSP #5 is applying prassure to Name
(Individual #4's) neck and shoulder area. DSP #5
stands up removing body weight from Name
(Individual #4) but still stands over him with Name
(Individual #4) in the middle of his legs. RS #4
continues to pace around the gymnasium. DSP
#5 then swings his legs around Name (Individual
#4) to let him loose. Name (Individual #4) begins
crawling away on his hands and knees and DSP
#5 starts to walk toward Name (Individual #4)
again. RS #4 then enters the bathroom. DSP #5
grabs Name (Individual #4) by the neck area one
more time. DSP #5 takes his jacket off and walks
away from Name (Individual #4). Name
(Individual #4) continues to roll around on the
floor. After DSP #5 removes his jacket he kicked
Name{Individual #4) twice again on his side.
Name {Individual #4) rolls to his feet to stand up
and begins running out of the gymnasium daoor.
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incidents of neglect; neglect is defined as any recent
act or failure to act that results in death, serious
physical or emotional harm.

Examples of neglect for the purpose of this policy
include: Abandonment

Nutritional negfect {under-nourished); failure lo
provide food/ydration, inadequate hygiene (wearing
soiled clothing) inadequate supervision (sleeping on
the job}, duration and frequency of unsupervised
times. Exposure to hazardous materials Failure to
protect by jecpardizing health and safety, any other
form of reckless behavior with disregard for the
individual's health and safety Failure fo implement
behavicral support plan procedures, as it relates to
safety of the individual. All Holiday House employees
are Mandated Reporters and all personnel shal
strictly adhere to the following procedures: Any Staff,
Individual, Authorized representative, consultant,
legal guardian, local or regional advocate, or other
interested person who believes that an individual has
been harmed, abused, or exploited by any person
shall immediately report such to the Chief
Administrative Officer andfor their IMMEDIATE
SUPERVISOR. It is the supervisor's responsibility to
ensure that the alleged abuser is removed from
providing any care to the individual immediately after
the allegation is made. In the event the supervisor
does not respond approprtately ANY staff may call
911 to ensure the individuals of the facility are safe.
The Chief Administrative Officer, in no case, shall
punish or retaliate against a volunteer, consultant, or
student for reporting an allegation of abuse, neglect,
or exploitation to an outside entity. Any employee
who believes or witnesses that an individual has
been harmed, abused or exploited, neglected or
mistreated by any person shall INTERVENE to
prevent further harm to the individual and report such
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DSP #5 follows him directly out of the door. RS
#4 then leaves the bathroom carrying a bag of
trash.

Total Time of Incident: 2 minutes and 37
seconds.

On 4/24/19 at approximately 1:40 PM the Social
Worker was asked what she thought about the
video involving Individual #4 and the facility staff
members. The Social Worker stated, "Honestly it
made me sick. | wanted o cry. | have a three
year old and if anyone every did that to my child |
would go crazy. He (Individual #4) should have
never been abused like that, we have behavior
support plans for all of our Individuals and they
should be followed.”

Individual #4's Nurses Notes were reviewed and
are documented in part, as follows:

11/12/17 5:30 PM: Focal Assessment to left
upper thigh near hip/groin area. Noted large
bruised area. Nontender to touch. Activity WNL
(within normal limits) without sign/symptoms pf
pain/discomfort. Skin intact without swelling. No
Tx. (treatment) needed, monitoring continues.
PCP (patient care provider) notified. Residential
Supervisor will notify parent.

111317 7:30 AM: After being showered
observed a large bruise to left hip and groin area
that was dark blue and green in color, nontender
to touch, no signs or symptoms of pain/discomfort
noted, no treatment needed

On 4/24/19 at 3:30 PM an interview was
conducted with LPN (Licensed Practical Nurse)
#2 who performed the above focal assessment

activity immediately to their immediate supetvisor.
The Immediate Supervisor must IMMEDIATELY
suspend the employee who has been alleged to
abuse, neglect, or mistreat the individual. The
Immediate Supervisor will conduct an initial
investigation and submit written statements, conduct
interviews, and get as much initial information as
possible, This information should be forwarded
immediately to the Chief Administrative Officer/Social
Worker. The investigator shall include dates, times of
interviews and written statements ete. The Immediate
Supervisor must ensure that the Individual is
assessed immediately by the Nurse on duty and the
individual MUST be transported to the emergency
room for further medical evaluation and treatment.
The Immediate supervisor and the Nurse on duty
must NOTIFY the Chief Administrative Officer,
Director of Nursing, Social Worker as soon as
possible. The Chief Administrative Officer will ensure
the facility's Social Worker {Investigator) immediately
investigate and report the alleged abuse, neglect,
mistreatment in accordance with established state
policies and procedures. The Social Worker is
responsible for entering all allegations of abuse,
neglect, mistreatment, complaints, and suspicious
injuries of unknown origin in accordance with state
laws and established procedures. The Social Worker
will ensure that incidents are thoroughly investigated.
Investigations will consists of monitering the CCTV
camera system, interviewing staff, interviewing the
individual, etc.

The Social Worker upon receipt of any allegation
allegations of abuse, neglect, mistreatment,
complaints, and suspicious injuries of unknown origin
will conduct an investigation and will be entered into
the CHRIS {Comprehensive Human Rights
Information System program within 24 hours of the
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on Individual #4 on 1111217 at 5:30 PM. LPN #2 L ) . )
was asked to describe what she saw when she initial reporl_. The Social Worker wlllldocument umgs.
assessed Individual #4 on 11112/17. LPN #2 dates,meines, phane calls egarding e allegation
stated, "l was in the nursing office and | was ? g_ use, neglect, mistreatment investigative
called and asked if | could come over to assess C'" |:gs. Jetion of the investiaati indicated i
Name (Individual #4's} bruise on his leg. |1 went pon completion ol fe Investigation as indicated in
M. the Holiday House of Portsmouth, Inc. Abuse,
over and walked up to the bathroom and said "Oh N ; . .
e e leglect, and Mistreatment Policies, the Social
my God what happened to him?" They (RS #4 ; S
4 DSP #5) said " We don't know". | said. "N Worker will complete a final investigation into CHRIS
an K ) sal e (:;" |" - | said, ‘: {Comprehensive Human Rights Information System)
one knows what happaned?” | was so emotional, within 5 working days (these days also include
we (me and RS #4) did an incident report and weekends and holidays). An employee's failure to
called the mom. I told the mom what the area report or cooperate with an abuse and/or neglect
looked like.” LPN #2 was asked to describe the investigation may resultin disciplinary action. Any
area OnulﬂleldUF!' #4's hip/groin area. LPN #2 action by an employee that compromises the infegrity
stated, "It was a dark purple with a red spot. It or outcome of a faclual investigation may be cause
was about the size of a pineapple. It didn't need for disciplinary action andfor immediate termination.
any treatment but | did notify the doctor by fax. Volunteers, contractors, contract employees, student
LPN #2 was asked if she was a mandated intens andfor consultants who fail to comply with this
reported and if it ever occurred to her that departmental instruction may be terminated from
Individual #4 may have been abused. LPN #2 employment/service.
stated, "Yes | am a mandated reporter but no it . )
never occumred to me he was abused.” LPN #2 Up:’)“n receipt of an all:galmn of abuse, neglect,
was then asked if she reviewed the video footage andfor fmslreatmentt & protocol is identified as
fro o . . follows: Take steps to protect the safely and welfare
m the monitor in the Nursing Office on of the individuals. Sus
. s . Suspend the alleged abuser
11/12/17 when the bruise of unknown injury was immediately. Ensure an assessment is completed by
reported to her to see if there was any indications the nurse if allegations invoive any type of Injury or
that Individual #4 was abused. LPN #2 stated, claim that staff may have injured individual,
"No, | never checked the camera system that The individual involved in the abuse will immediately
day.” be transported to the emergency room for medical
evaluation and treatment as needed.
Individual #4's Interdisciplinary Progress Note Ensure that employees are reminded that they are to
date 11/12/17, timed 3 PM-7 PM written by DSP Cogpetalo wilh the veeligeion, Exeure 1
#5 were reviewed and is documented in part, as gwes 9 eﬁe wnhfn Slalements, be sure to
follows: ocument thoroughly _
) Immediately contact the local law enforcement in all
. . o cases of suspected criminal activity.
Staff received Name (Individual #4}) in living area. Notify the Chief Administrative Officer, Director of
He was watching TV(television). Staff supported Nursing, Social Worker,
with toileting. Name (Individual #4) spent time The Social Worker will initiate an impartial
with his parents. He played in the gym. Staff
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. investigation within 24 hours of receiving a report of
;:zgz:::l ::;‘ 2&23::;";:;’2::;9&"::?9”6 ate potential abuse or neglect. In the absence of the
h . H h o Social Worker the Chief Administrative Officer will
independently. He watched tv and played with appoint an employee who is not involved in the
toys until bedtime. issues of the investigation to complete the
investigation. The facility will use closed circuit
The documentation regarding the bruise found on cameras to assist with the investigation,
Individual #4's upper thigh and groin were faxed In all cases, the Chief Administrative Officer will
to the Attending Physician's Office on Sunday provide his written decision, including
11/12/17 at 18:52 (6:52) P.M. was reviewed and Actions taken as a result of the investigation within
is documented in part, as follows: completion of the investigation to the individual,
P individual's parent/guardian. If the individual affected
. . , \ by the alleged abuse or his authorized reprasentative
Large bruise to laft upper thigh near.hlplgrou.n. is not satisfied with ihe Chief Administrative Officer's
area. Nontender to touch. No swelling, activity actions, he or his authorized representative or
WNL (within normal limits). No treatment anyone acting on his behalf, may file a complaint and
needed. Monitering continues. request for a Local Human Rights Commitiee
{LHRC) hearing under 12VAC 35-115-180.
individual #4's facility Accident Incident Report In the event that the investigation is unfounded the
dated 11/12/17 at 5:33 P.M. completed by DSP facility will complete the following: )
#5 was reviewed and is documented in part, as The employee will be monitored by the supervisor or
follows: designee during a 3-month period. He or she shall
) be supervised closely while assigned to individuals.
. . . Daily documentation will occur.
Where dld' the accident/incident take place? Staff The Social Worker will review Holiday House of
observed in bathroom. Portsmouth's Abuse, Neglect, and Mistreatment
Describe any injuries incurred: Staff observed policies with the staff person.
bruise on left hip while supporting with nightly A certified TOVA Trainer will discuss with the staff
hygiene. person the TOVA philosophy and the TOVA
Name of any witnesses: Name (RS #4). technique as it relates to the incident. (If applicable)
Staff person’s account of what happened: Staff At the end of the 3-month period, the Director of
observed bruise while supporting with PM care. Residential Services will review the documentation
Condition of person involved: (Completed by ::mer:ﬂpﬁﬁﬁ;&ﬂﬁéﬁﬁiﬁ%ﬂﬂiﬁ?@a
mur:e. Ll:': fZ); Fgca.l assess:? ent t? left :p per to the Chief Administrative Officer within ten days.
thigh, noted large bruise near ip/groin. skin All staff will be informed and review the Abuse of
intact, no swefiing, no signs or symptoms of Individuals/Mistreatment/Neglect Policies at the time
pain/discomfort, no tendemess, activity WNL. of orientation, monthly at all staff meetings, and
Physician notified: Name (Attending Physician) annually in the month of February, Documentation of
via fax, Time: 5:45 PM, By Whom: Name (LPN this review shall be on the orientation sheet and staff
#2), Physician's instructions: none given at this training log.
time. This policy and procedure will be reviewed with each
Name of Parent/Guardian notified: Name
FORM CMS-2567(02-99) Previous Versions Obsolele Event ID: OMEE11 Facility 1D; VAICFMRO9 if continuation sheet Page 168 of 262

RECEIVED

MAY 2 4 2019
VDH/OLC



DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/10/2019
FORM APPROVED
OMB NO. 0938-0391

(Individual #4's mother), Time Notified: 5:47
P.M., By Whom: Name (RS #4).

Summary of respanse from the Parent/Guardian:
Parents were notified of how big the bruise was
and said thanks. signed by RS #4.

The facility Comprehensive Human Rights
Information System (CHRIS} Abuse Allegation
Report for Individual #4, Abuse #20170016 was
reviewed and is documented in part, as follows:

Alleged Abuse Date: 11/12/17

individual Name: Name (Individual #4)

Abuse Alleged: Physical, Seclusion/Restraint
Abuse Occurred: Physical, Seclusion/Restraint
Type of Restraint: Unnecessary use of seclusion
and restraint.

Description: Unknown large bruise noted to
Name (Individual #4's) upper thigh near his hip
groin area. Bruise was observed on November
12,2017 Video surveillance was reviewed from
4pm-5.30pm it was observed that staff Name
(DSP #5) used unnecessary use of restraint and
inappropriate TOVA (Therapeutic Options of
Virginia) techniques. They were observed
coming out of the bathroom and Name (Individu:al
#4) refused to leave the gymnasium area and
staff attempted to get him to go to the cottage
area. The more Name (Individual #4) refused the
more physical staff was observed to get. The
unnecessary use of physical techniques were
pulling individual by the leg to get him into another
room, kicked on the hip area one time, and
pressing his body weight on the individual. Name
(RS #4) was present and failed to intervene to
prevent the unnecessary physical actions that
staff were exhibiting. Information was recorded to
provide to Child protective services.

employee during the initial employment, monthly at
all staff meetings, and annually in the month of
February. This policy will be reviewed with all staff on
52212019,

The injuries of unknown arigin protocol was created
and states: It is the policy of Heliday House of
Portsmouth that injuries of unknown origin be
investigated and reported in accordance with state
and federal procedures. Injuries of an unknown origin
is defined as follows: The injury wasn't cbserved
by anyone or can't be explained by the individual
or staff. The injury is suspicious requiring additional
medical evaluation due to the location {and in an
area not usually vulnerable to trauma), extent of the
injury, number of injuries that occur at the same time,
or the number of injuries over time. (Hip, upper chest,
back, head, neck (front and back), these body parts
are listed as a guide but does not exclude other body
parts)in the event of an unknown injury the following
must take place: RESIDENTIAL DEPARTMENT
PROTOCOL: INITIATE INVESTIGATION
IMMEDIATELY. The Residential Supervisor must
initiate an Accident/Incident Report and
IMMEDIATELY begin the investigation into the injury
of unknown origin. {Follow Accident/Incident Report
Policy and Procedures). The initial investigation
should explore the known cause or probable cause
on the Incident Report. The Residential Department
Supervisor must notify the Chief Administrative
Officer, Social Worker, Director of Nursing
IMMEDIATELY in the event there is NOT a probable
cause or known cause of the injury. NURSING
ASSESSMENT & PROTOCOL

The nurse should be nolified immediately upon
observation of all injuries and complete the nursing
assessment for the individual. This information
should be documented on the Accident and Incident
Report Form, and in the nursing notes. As licensed
professionals the expectation from the Nurse on Duty
is fo identify injuries that are suspicious in areas that
are NOT vulnerable to trauma. If the injury is
unexplained, the nurse shall IMMEDIATELY notify

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
49G013 B. WING 04/29/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HOLIDAY HOUSE OF PORTSMOUTH INC 4211 COUNTY STREET
PORTSMOUTH, VA 23707
{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOTHE APPROPRIATE BATE
DEFICIENCY)
Continued From page 168 6.7.19
W 150 | Continued From page 168 W 150

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: DMEE11

Facilily ID. VAICFMRO9

If continuation sheet Page 169 of 262




DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/10/2019
FORM APPROVED
QOMB NO. 0938-0391

Injuries:
Individual Injured?: Yes
Type of Injury: Bruises

Reporting:

Date Allegation Made: 11/12/2017

Who Made Allegation: Name (RS #4)

Who Reported To Director: Name (Individual #4's
Father) Date Reported: 11/12/17 8:45 PM.

Investigation:

Investigation Begin Date: 11/14/17

Date Investigation Final Report: 1114/17
Rationale: Failure to Follow
Behavior/Management Plan, Failure to Follow
Policy, Other.

Other Rationale: Video surveillance camera
confirmed physical and unnecessary use of force.
Reason for Corrective Action: Unauthorized use
of restraint technigues, Performance
Issue-Substantiated.

Corrective Action Taken: Reinforce policy and
procedure, Increase supervision (change pattems
of supervision), Appropriate staff action taken,
Appropriate notification to Office of Licensing
made.

Polices:

Suspected Criminal Activity: No
Local Police Notification: blank
State Police Notification: blank

Abused Accused:

Name: DSP #5

Aclions Taken: Terminated

Action Remark: Terminated due to using
excessive physical force and using inappropriate
TOVAtechniques.
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the Cirector of Nursing. Social Worker, Chief
Administrative Officer. The Residential Supervisor
and Nurse wifl continue to phane the family together.
The Residential Supervisor will continue to nofify the
family of the incident, and the nurse will then provide
the parents with information regarding the
assessment and treatment given if any. The nurse
will also notify the Individual's primary care physician
of injuries and treatment given. The nurse will
document this informaticn in the individual's medical
chart and on the nursing daily report sheet.

If the employee has knowledge or reason to believe
the injury involves abuse or neglect, the employee
shall immediately report the event to the CAD in
accordance with the Holiday House Abuse
Prevention Policies and Procedures. The Director of
Nursing/Nursing Department will ensure individuals
receive the appropriate medical attention for all
unexplained injuries. In cases of suspected criminal
activity the CAO or designated staff involved must
call local law enforcement. All staff will be trained on
this pratocal in the all staff meeting on 5/22/2019.
Staff will be trained by the facility Social Worker on
this protocol at initial orientation and annually
thereafter. Evidence of compliance will be on the
facility's training log. The Chief Administrative Officer
will have the CCTV Camera Systern placed on lap
top as well as the facility Social Worker lap top so
facility monitcring can be conducted on weekends as
well. Live Video Monitoring is conducted by the CAQ
and/or designee during the weekdays. The facility will
continue fo train ali staff in Therapeutic Options of
Virginia at initial orientation and annually thereafter to
ensure all staff are trained in appropriate behavior
management praclices.

4, Indicate how the facility plans to monitor its
performance to make sure that solutions
are suslained;

The Risk Management committee will review the
training roster each month to ensure thal all staff
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Name: RS #4

Actions Taken: Terminated

Action Remark: Terminated due to failing to
intervene while staff was using inappropriate
excessive force to transition from one building to
another.

The facility letter sent to Individual #4's parents
regarding Investigation into unknown bruise dated
1115/17 was reviewed and is documented in
part, as follows:

This letter is to inform you that we have
concluded the investigation regarding the large
unknown bruise discoverad on November 12,
2017. The surveillance camera was also
reviewed.

Investigative Findings/Conclusion: Founded; this
video had evidence of abuse and neglect and
violated Holiday House Abuse of Individuals
Policy. The reviewing of the video surveillance
disclossd the following:

*During transition from the gym area to the
residential area after leaving the restroom Name
(Individual #4) was observed coming out of the
bathroom with a male staff.

*The Staff provided unnecessary physical support
and did not use ANY appropriate TOVA
interventions as trained by Holiday House of
Portsmouth.

*Evidence revealed male staff placing body
weight on Name (Individual #4).

*Evidence of a kick to Name (individual #4's)
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abuse, neglect, and mistreatment.

The Nursing Depariment has implemenied a policy
and procedure for a Health Status Focal
Assessment. This procedure consists of a nurse to
do walking rounds on individuals every two hours. fn
these rounds, the nurse will cbserve the individual in
their direct line of sight to ensure that the individuals
are not having any signs or symptoms of illness or
injury. If thereis any signs or sympltoms of iliness
the Residential Supervisor will be notified, a set of
vital signs wili be completed and the nurse will
determine whether or not the individual will need to
be seen by a physician. If there are any signs or
symptoms of injury the nurse will notify the
Residential Supervisor immediately and they will
conduct a full body check using the revised Accident
and Incident Report/initial tnvestigative Report
will include but not limited to the location of
injury, type of injury description of shape and
size, how the injury occurred and medical
treatment provided. If injuries are inconsistent
with the description of how the injury occurred,
there is a cause for concern and the CAO, SW
and DON will be notify immediately. The
residential supervisor and nurse on duty will
conduct a full body check on the cument
individuals using the revised initial investigative
report.

Completion Date: June 7, 2019
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hip/groin area.

*Residential Supervisor was present and failed to
intervene which was a violation of Holiday House
Palicy.

*Termination of employee #1 for violation of
Holiday House Policy.

*Termination of employee #2 for failing to
intervene and providing oversight to prevent
abuse/neglect.

*Behavior episodes from this point on must be
reported to the CAQ (Chief Administration Officer)
and SW (Social Worker), All hands on interaction
investigated and viewed on surveillance camera.

*All staff meeting will be held on November 15,
2017 additional TOVA training will be discussed
and trained with all staff.

The facility Visitors Sign INJOUT sheet for the
week of November 9th through the 14th was
reviewed and revealed that Individual #4's
parents and siblings were in the facility on
11112117 from 3:20 P.M.-4:20 P.M..

Email comespondence between Individual #4's
Father and the Chief Administration Officer{CAQ)
was reviewed and is documented in part, as
follows:

Sunday, November 12, 2017 8:45 PM:

Hi Name (CAQO),

We received a call after we left Holiday House
this evening. We missed the call and it went to
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voicemail. A message was left, but apparently
Name (RS #4)} didn't hang up the phone all of the
way and our voicemail continued to record a
canversation between Name (RS #4), and what
sounded like the nurse about our son that raised
a few concems:

*A bruise wasn't noticed all day it seems because
it also seems he hadn't been changed all day.
We never saw a bruise ourselves, so | am saying
he wasn't changed all day solely based on what
was said in the recorded voicemail. Based on the
reactions within the conservation that was
recorded, the nurse seemed concemad like itis
something that should have been noticed sooner.

Woe called back, (we didn't mention the recording)
and we were told that the bruise didn't appear too
bad, had colored some, but wasn't tender, and
that he didn't seem in pain. No one mentioned
any of the other information in the recorded
voicemail. When you listen to the voicemail, the
nurse describes the bruise as sounding worse
than the way she described it to us when we
returned the call.

*Name (RS #4). We didn't hear Name (RS #4)
say anything bed and we genuinely like Name
(RS #4) and he does good with Name (Individual
#4). Wae still wish he or the nurse would have told
us everything when we called back.

*Nurse (LPN #2): She should have told us about
all of her concems. She didn't.

Their first duty shouid be to the child, and by
extension the parents, not to making sure noon e
gets in trouble by withholding information. Nor
should they be operating in an Us (employee)
versus Them (parent) mentality. We just have
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concams about our child's care and wanted to
discuss the situation with you.

Response Email from CAO Sunday, November
12,2017 8:59 PM:

Any concerns from my parents, staff or Name
(Individual #4's) care is a concern for me as the
Administrator. | will call you tomomrow when | get
in to work. | will have my social worker follow up
with an investigation.

The facility document titled "Interview and
Discussion with Name (RS #4) in regards to
altercation with Name {Individual #4) dated
4/24/19 was reviewed and is documented in part,
as follows:

Present: CAQ, SW, Human Resource Manager.
Location: Conference Room

The meeting was opened By Name (CAQ), he
explained to Name (RS #4) that the team is here
to investigate a large unknown bruise on Name
(Individual #4}.

Name (RS #4) replied "Yes sir” and explained that
an accident and incident report was completed for
the bruise.

CAOQ asked Name (RS #4) did he have anything
to shara with the team in reference to Name
(Individual #4's) Care and/or bruise on the
evening on 11/12/17.

Name (RS #4) responded that Name (Individual
#4) had behaviors because he didn't want to
leave the gym He expressed the Name
(Individual #4) has a hard time transitioning in the
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evening.

CAO then asked Name (RS #4) to review the
video footage from the gymnasium on the
evening of 11/12/17.

The team watched the video of incident which
occurred on 11/12/17 in the conference room of
the administration building.

Name (RS #4) was asked by CAQ after reviewing
the video to explain how he let Name ({DSP #5}
conduct inappropriate physical interventions to
Name (Individual #4). CAO explained to Name
{RS #4) that he as a supervisor was there to
intervene and ensure Name (Individual #4) was
not abused and CAO expressed to Name (RS #4)
that he failed as supervisor.

CAO also asked Name (RS #4) was Name (DSP
#5) techniques considered :TOVA". Name (RS
#4) said "No, it wasn't".

Name (RS#4) became very upset and expressed
to the team that he was uncomfortable that's why
he walked around the room so much when Name
{DSP #5) was dealing with Name (Individual #4).
Name (RS #4) expressed that he has a good
rapport with Name (Individual #4) and that he
made a really huge mistake.

The facility document titled "Interview and
Discussion with Name (DSP #5) in regards to
altercation with Name (Individual #4) dated
4/24/19 was reviewed and is documented in part,
as follows:

Present: CAO, SW, Human Resource Manager.
Location: Conference Room
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The meeting was opened By Name (CAO), he
explained to Name (DSP #5) that the team is
here to investigate a large unknown bnuise on
Name (Individual #4).

CAO asked Name (DSP #5) did he have anything
to share with the team in reference to Name
{Individual #4's) Care and/or bruise on the
evening on 11/12/17.

Name (DSP #5) responded that Name {Individual
#4) had behaviors but nothing out of the ordinary
happened. He was able to say this statement
with a blank face without indication of telling the
team false information,

CAO then asked Name (DSP #5) to review the
video footage from the gymnasium on the
evening of 1112/17.

Name (DSP #5) and the team watched the video
of incident which aoccurred on 11/12/17 in the
conference room of the administration building.
Name (DSP #5's) head went down when he
noticed that the altercation was on video
surveillance. After watching the video CAQ
asked him to explain his behavior.

CAO also asked him was his techniques
considerad "TOVA". Name (DSP #5) responded
"No" by shaking his head side to side. He had no
words.

Name (DSP #5) in a remorseful manner stated
that "he messed up”. He stated that Name
(Individual #4) was difficult to work with and it's
hard to work with someone so difficult over and
over.

W 150
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He did realize that his actions were wrong. He
apologized for his actions.

CAQ informed Name (DSP #5) that he violated
Holiday House of Portsmouth Abuse Policy and
that he will be terminated, and the care is
reported to Child Protective Services.

Name (DSP #5) accepted the termination and he
was escorted off of Holiday House Portsmouth
Premises.

The Critical Incident Report from Individual #4's
Day School program dated 11/13/17 at 9:30 Am
was reviewed and is documented in part, as
follows:

Type of incident:
Other: arrived to school with large bruise on front
of left hip and upper thigh.

Incident reported to:

Parents: 11/13/17 at 9:45 AM, picture of bruise
sentat 10:09 AM
Holiday House: 11/13/17 at 10:00 AM

Description of incident: Name (Individual #4)
arrived at school and transitioned to class. When
taken to the bathroom at 9:30, staff noticed
bruising on his hip and thigh. Staff called mom
and was asked to send pictures. Mom and dad
arrived, looked at the bruise, called doctor.
Holiday House was called and came to get Name
{Individual #4) to transport o the doctor. Parents
shared that they had received a call last night
from Holiday House that Name {Individual #4)
had a behavior and had a bruise on his back. We
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looked and did not find a bruise on Name
(individual #4's) back. Heliday House said they
did not see a bruise on Name (Individual #4's) hip
when he left for school.

Individual #4 was seen at Name (Children's
Hospital) on 11/13/17 at 1:25 PM with chief
complaint of Bruising and Swelling of Jaw/Lump.

Individual #4's Positive Behavioral Support Plan
dated 9/18/17-9/18/18 was reviewed and is
documented in part, as follows:

Rational::

Plan written in accordance to VAC12-200-105
Behavioral treatment Plans with restrictive
recommendations.

Target Behaviors: Physical Aggression,
Self-Injury, Property Destruction, and PICA. Itis
important to note that Name (Individual #4) seeks
out the parson who blocked his access to the
item he is wanting.

Quality Of Life- A quality life for Name (Individual
#4)is to be in a safe environment and deing
activities that he prefers without displaying
behaviors of concem.

What is not working-
-Gently touching him or trying to sooth him when
he is displaying behaviors of concern.

Recommendations and Procedures for Name
{Individual #4):

-When walking and transitioning to another
location offer Name (Individual #4) an object to
hold from his clear tote bag to help keep him
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engaged in an activity.

Physical Aggression:

-When staff is not able to stop Name (individual
#4) from physical aggressive behaviors they
should follow the agency crisis plan.

-Do not hug or pat his back to help calm him
down. Do not stare or frown when he is engaging
in target behavior. These actions tend to provoke
hostile reaction from Name (Individual #4).

remember redirection means ignore the use of
disruptive behavior, refocus the person's attention
on a preferred activity and reinforce the
pariicipation.

Crisis Plan:

Staff should follow Crisis Plan for Name
{Individual #4), Holiday House of Portsmouth, Inc.
uses the TOVA techniques for their individuals
with behavior support plans.

Below is a general crisis plan to be used as a
guide. If after all attempts to understand what
Name (Individual #4) is communicating has been
unsuccessful or you cannot change the
environment or address his needs, be prepared
for Name (Individual #4) to possibly escalate in
aggressive behavior. Understand that now,
Name (Individual #4's ) behavior is beyond his
control.

A. If he becomes aggressive or disruptive, clear
the area of other individuals.

B. If he becomes self injurious, clear the area of
objects that may cause him injury.

C. Ifyou can leave the area and still monitor
Name (Individual #4) safely then do so.

D. When communicating with Name (individual
#4) , make sure that you are not using a tone of
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voice that indicates fear, uncertainty or anger.
Name (Individual #4) needs to feel like you are in
control of the situation. Remember being in
contro! of the situation does not mean that you
must control Name (Individual #4) it means you
need to be in control of you and your emotions.
DO NOT GET DIRECTIVE-STAY CALM.

F. If you are unable to leave, then block any
attempts that Name (Individual #4) makes to be
aggressive or self injurious.

G. Call for back up and follow 911 protocols.

The facility's Virginia Employment Commission
Employer's Report of Separation and Wage for
DSP #5 was reviewed and is documented in part,
as follows:

What date was the claimant first told of discharge
or suspension? 11/13/17

What reason was given to the claimant?
Violation of Abuse to Individual Policy.

What was the final incident that led to
discharge/suspension? Abuse of an Individual.
How was claimant informed of rule/policy?
Training/received policy 3/6/17

DSP #5 signed the facility Abuse of Individuals
Policy revised 3/4/15 on 3/6/17.

DSP #5's TOVA Cerification was current with an
expiration date of 3/3/18.

DSP #5's Job Description signed on 5/1/17 was
raeviewed and is documented in part, as follows:

Purpose: The position of Direct Support
Professional | is under the direct supervision if the
Residential Supervisor. The Direct Support
Professional | provides active treatment and
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training to individuals with disabilities receiving
services in a residential setting. Active treatment,
training and support services are provided to
reflect the identified target goals on the Individual
Services Plans. Ay all times compliance with the
Virginia Department of Behavioral Health and
Davelopmental Services and the Office of
Licensure and Recertification required.

Major Duties and Responsibilities:

1. Provide services and supports as identified in
each individuals' Individualized Service Plan.

2. Interacts with all individuals and staff with
appropriate voice tone, language, gestures and
physical movements in accordance with Human
Rights Policies and Procedures.

13. Ensure a healthy, clean and safe
environment, and report any safety concerns to
managementimmediately.

14. Provide behavior support services as
identified on the Positive Behavior Support Plan.

Physical Demands:

Some individuals may become physically
aggressive and require the employee to physically
redirect. This requires physical flexibility and
endurance, emotional calmness and the ability to
follow the individuals Crisis Plan, implementing
the approved intervention techniques and
adhering to policy.

On 3/7/17 DSP #5 signed that he had received,
read, and understood that he was to comply with
the foliowing facility policies while carrying out his
responsibilities as an employee:

1. Mandated Reporting

2. Human Right Training

4. Child Abuse and Neglect

7. Abuse of Individuals's Harm, Abuse, or
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8.. Abuse Reporting Policy

11. Examples of Child Abuse and Neglect
12. Causes of Child Abuse

DSP #5's Tima Card indicated he provided 1:1
care to individual #4 on 11/12/17 from 3:05 PM to
11:16 PM, indicating that Individual remained in
the care of his abuser for approximately 5 hours -
and 46 minutes after he was initially physically
abused.

The facility's Virginia Employment Commission
Employer's Report of Separation and Wage for
RS #4 was reviewed and is documented in part,
as follows:

What date was the claimant first told of discharge
or suspension? 11/14/17

What reason was given to the claimant? Failed
to provide oversight over staff

What was the final incident that led to
discharge/suspension? Failed to intervene in an
abusive situation.

How was claimant informed of rule/policy? Job
Description 7/3/2017

RS #4's signed Job Description was reviewed
and is documented in part, as follows:

Purpose: The position of Residential Supervisor
is under the direct supervision of the Assistant
Residential Manager. The Residential Supervisor
is responsible for the provision of care and
training of the individuals we support in a manner
consistent with behavioral principles. The
incumbent has twenty-four hour supervisory
responsibilities for staff members and
administrative responsibilities for the
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maintenance and upkeep of the physical plant.
Major Duties and Responsibilities:

Ensures the monitoring and documenting of
program delivery according to the Holiday House
of Portsmouth, Inc Policy and Procedures,
Virginia Department of Behavioral Health and
Developmental Services, Licensure Guidelines,
Medicaid Guidelines, and Department of Public
Health Guidelines.

Responsible for the management of the cottage
in a manner which ensures individuals/staff
safety.

The Manage directly supervises the Direct
Support Professional Staff,

Implements and enforces facilities policies and
procedures.

Ability to supply behavior-maodification techniques
to assigned training areas.

RS #4's TOVA Certification was current with an
expiration date of 5/31/18.

On 6/10/15 RS #4 signed that he had received,
read, and understood that he was to comply with
the following facility policies while carrying out his
rasponsibilities as an employee:

1. Mandated Reporting

2. Human Right Training

4. Child Abuse and Neglect

7. Abuse of Individuals's Harm, Abuse, or
Exploitation

8.. Abuse Reporting Policy

11. Examples of Child Abuse and Neglect
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12. Causes of Child Abuse

RS #4's Time Card indicated he Supervisory care
to Individual #4 on 11/12/17 from 3:07 PM to
11:52 PM, indicating that Individual remained in
the care of his abuser for approximately 6 hours
and 22 minutes after he was initially physically
abused.

On 4/25/19 the Administrator was asked what
training was provided after the abuse incident
with Individual #4 on 11/12/17. The Administrator
stated, "We went over TOVA training with our
staff and went over Individual #4's new Safety
Plan with the staff responsible for his care.” The
Administrator was asked if all staff were retrained
on the Abuse and Neglect Policy and Mandated
Reporting of Abuse and Neglect after the abuse
incident with Individual #4. The Administrator
stated, "No , we did not do training on abuse or
neglect or mandated reporting in hindsight we
should have."

Individual #4's Notice of Individual Right and
Grievances signed 4/18/17 was reviewed and is
documented in part, as follows:

Every individual deserves to be treated with
consideration and respect.

Every individual of the Holiday House shall:

1. Retain legal rights as provided by State and
Faderal laws;

3. Be treated with dignity as a human being; Be
free from abuse, neglect, and exploitation
included but not limited to verbal, physical, sexual
etc. You can tell a staff if you have been hurt so
they can help you.
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4. Be free from seclusion and restraint;

7. Be treated under the least restrictive
conditions consistent with condition and not be
subjected to unnecessary physical restraint and
isolation.

The facility policy titled Abuse of Individuals
revised 3/26/19 was reviewed and is documented
in part, as follows:

Policy: It is the policy of the Board to prohibit any
form of abuse to individuals.

Abuse, is defined as any negligent act by an
employee or other person responsible for the
care of an individual receiving services that was
performed knowingly, recklessly, or intentionally.
Abuse will cause or may have potential to cause
physical or psychotogical harm, injury, or death to
a person receiving care or treatment for mental
retardation.

All Holiday House personne! shall strictly adhere
to the following directives, including part-time and
consulting staff:

1. Personnel shall, at all times, conduct
themselves toward individuals in such a manner
that such persons will be free from avery form of
physical and mental abuse, harassment, or
unnecessary (and un-prescribed) restraint, and
from any other acts which are demeaning in
nature.

2. Examples of abuse for the purpose of this
policy include, but are not limited to, the following:
a. Physical Abuse: Any kind of physical
intimidation or intrusion such as pushing, pulling,

scratching, hitting, kicking, slapping, throwing
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things, torturing, buming with cigarettes, pulling
hair, unauthorized holds, and cutting.

Procedure:

2. Any employee who believes or witnesses that
an individual has been harmed, abused or
exploited by any program shall intervene to
prevent further harm to the individual and report
such activity immediately to their immediate
supervisor (or to the Chief Administrative Officer,
if not comfortable reporting to immediate
supervisor); then the supervisor will report the
incident to the Chief Administrative Officer. The
immediate supervisor will start an initial
investigation and submit statements and initial
information immediately to the Chief
Administrative Officer.

4. Upon receipt of an allegation of abuse or
neglect, the Chief Administrative Officer or his
designee shall:

a. Take steps to protect the safety and welfare of
the individuals.

¢. The individual involved in the abuse will
immediately be transported to the emergency
room for medical evaluation and treatment as
neaded.

f. Immediately contact the local law enforcement
in all cases of suspected criminal activity.

15. If at any time, the Chief Administrative Officer
has reason to suspect that the abusive actis a
crime, the CAO or his designee shall immediately
contact the appropriate law enforcement
authorities and cooperate fully with any
investigations that result.

The facility policy titled "Behavioral Support/Crisis
Intervention Policy” prepared 1/1/13 was
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reviewed and is documented in part, as follows:

It is the policy of Holiday House of Portsmouth to
employ Therapeutic Options as a behavioral
intervention technique.

Therapeutic Options is implemented as a crisis
intervention using physical interaction as needed
to restrict or limit an individual's behavior/ The
specific skills must maintain the normal range of
motion for the individual (no hyperextension of
joints) and minimize bruising, injury, or pain by
specific design.

The facility policy "Behavioral Intervention Policy™
revised 4/4/19 was reviewed and is documented
in part, as follows:

Policy: Itis the policy of Holiday House of
Portsmouth, Inc. to develop a behavior
intervention plan that provides guidelines for all
employees when dealing with individuals who
may exhibit verbal and/or physical aggression.

* It ensures that all special interventions utilized
will be consistent with applicable human rights
regulations and emphasizes positive interventions
and approaches.

"It requires that all employees limit their
interventions to the least restrictive and least
intrusive intervention possible while ensuring that
individuals are treated with dignity and respect at
all times

Definitions:

"Abuse” (37.2-100 of the Code of Virginia) means
any act or failure to act by an employee or other
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person responsible for the care of an individual in
a facility or program operated, licensed, or funded
by the department that was performed or was
failed to performed knowingly, recklessly,or
intentionally, and that caused or might have
caused physical or psychological harm, injury, or
death to a person receiving care or treatment for
mental illness, mental retardation (intellectual
disability), or substance abuse. Examples of
abuse include acts such as:

2. Assault and battery.

5. Usae of excessive force when placing a person
in 2 physical or mechanical restraint.

6. Use of physical or mechanical restraints on a
person that is not in compliance with federal and
state laws, regulations, and policies, professional
standards of practice, or the person's
individualized services plan.

|. Use of Behavior Intervention:

Holiday House of Portsmouth, Inc. will
appropriately approach all verbal and physical
aggression according to behavioral plans and
according to the level of intensity. The following
are ABSOLUTELY Prohibited Behavioral
Intervention Techniques and Actions:

PROHIBITEDACTIONS:

*Corporal punishment will not be employed or
permitted.

*Degrading, treating harshly, abusing or
humiliating persons served will not be permitted.
*Excessive or inappropriate use of permitted
behaviorinterventions.

The facility policy titled "Electronic Monitoring and
Recording " revised 3/29/13 was reviewed and is
documented in part, as follows:
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V. General Procedures:

A. Holiday House of Portsmouth is committed to
enhancing the quality of life for its individuals by
intagrating available technology to increase
security and safety. The facility's use of CCTV
(closed circuit television) system in common
areas is a critical component pf its security and
safety. The principle objectives of Holiday House
of Portsmouth's use of a CCTV systeminclude:
1. Enhancing individual’s safety.

2. Identifying and gathering of information.

3. Documenting actions to safeguard individuals.

J. Any untoward or questionable incidences
regarding safety or quality of care discovered as a
result of viewing a racording should be reported
immediately to the Chief Administrative Officer
and to the Virginia Department of Behavioral
Health and Developmental Services and the
Office of Human Rights.

Vi. Training, Operations, and Oversight
Procedures:

B. Operations Procedures:

1. CCTV cameras will be monitored at various
times by the Social Worker, Chief Administrative
Officer and Designated Staff.

2. The Designated Staff shall be responsible for
reviewing the monitor located in the Nursing
Medical Office from 5:30 PM to 8:30 PM Monday
through Friday; and on Saturday and Sunday,
from 12 noon to 5 pm.

6. Personnel shall raport any concems gbserved
during monitoring of the CCTV system to the
Chief Administrative Officer.

C. Oversight Procedures:

1. The Chief Administrative Officer is responsible
for oversight and coordination of the use of CCTV
system.
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2. The Chief Administrative Officer has primary
responsibility for ensuring adherence to this
Policy and for distributing the Policy to persons
requesting information on it.

On 4/26/19 at 10:30 A.M. an interview was
conducted with the Chief Administrative Officer.
The Chief Administrative Officer was asked if who
monitored the CCTV system. The Chief
Administrative Officer stated, "I monitor the live
video feed during the week and my social worker
does as well. On the weekends the therapy staff
and nursing the system from their departments.”
The Chief Administrative Officer was asked if this
monitoring was being done should the abuse
have been caught and reported at the time the
abuse occurred with Individual #4 or at least been
reviewed to see if any abuse occurred when the
large groin/hip bruise was discovered. The Chief
Administrative Officer stated, "Yes, | would have
expected the staff who have access to have
viewed the video and alerted me of their findings
immediately.”

On 4/29/19 at 4:10 P.M. a pre-exit conference
was held with the Chief Administrative Officer, the
Social Worker and Medical Records where the
above information was shared. The Chief
Administrative Officer stated, "We are currently
installing software so myself and the sacial
worker will be able to view live camera feeds from
our phones when we are not in the facility. This
has been a valuable leaming experience for us
and we plan on making changes to ensure the
safety of our individuals so this doesn't happen
again..”

STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(2)

ID PROVIDER'S PLAN OF CORRECTION
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The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately 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 a complaint investigation, medical

record review, facility document review and staff

interviews the facility staff failed to ensure
allegations of neglect and abuse were

immediately reported to the Administrator for 1 of
4 individuals in the survey sample, Individual #4.

1. The facility staff failed to ensure that

allegations of abuse were immediately reported to

the Administrator for Individual on 11/12/17.
The findings included:
Individual #4 was a 15 year old admitted to the

facility on 8/18/16 with diagnoses to include but
not limited to "Profound Intellectual Disability,

*Autism and Unspecified Behavior and Emotional
Disorders and *Optic Nerve Hypoplasia (right eye

legally blind). Based on Individual #4's Annual

Nursing Summary dated 9/11/17 he weighed 111

pounds and was 63 3/4 inches tall. Individual

#4's Annual Nursing Summary dated 9/11/17 also

stated that he was 1:1 supervision and is

monitored very closely by Holiday House staff to

ensure that he is in a safe environment.
Individual #4's Annual Evaluation dated 8/14/17

was reviewed and the a Slosson Intelligence Test

completed 4/15/16 revealed a mental age of 23
months and an intelligence quotient of 14.
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W153-Facility Staff failed to ensure that

gllegations of abuse were immediately reported
to the Administrator for Individual #4 on
111212017

1. Address how corrective action will be

accomplished for__those residents
found to have been affected by the
deficient practice

Individual #4 was discharged from Holiday
House of Portsmouth, Inc. on 11/27/2017.

2. Address how the facility will identify
other residents having the potential to
be affected by the same deficient
practice:

Holiday House of Portsmouth Chief Administrative
has designated the facility Social Worker to frain all
staff on Mandatory Reporting, Abuse, Neglect, and
Mistreatment policies at the time of initial orientation,
monthly at all staff meeting, annually in the month of
February, Holiday House of Porismouth staff will be
trained on All Holiday House of Portsmouth
Prevention Policies at the all staff meeting on
5/22/2019. Emphasis will be informing all staff with
nolifying the administrator immediately upon
occurrences of abuse and neglect. All supervisors
will be retrained on informing the Adminislrator of alt
incidents of abuse. Evidence of compliance will be
staff signatures on staff training logs. Upon
completing the Accident/lncident Report Form, the
Residential Supervisor will immediately notify The
Chief Administrative Officer, Social Worker and
Directer of Nursing in order for the Administrators (o
immediately review the incident.

Completion Date: May 22, 2019

3. Address what measures will be into
lace or systemic changes ma n

that the deficient practice will not recur;
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Individual #4's Monthly Programming Progress
Notes for Octobar 2017 were reviewed and are
documented in part, as follows:

Progress Note: Name (Individual #4) made
stable progress with the support of the direct
support professional staff. He continues to
require one to one supervision procedures with 2
staff for safety and behavioral issues.

On 4/23/19 during the initial entrance conference
with the Administrator the question was asked if
there were any active abuse investigations with
any individuals. The Administrator stated, "No”
and left the room. Approximately 15 minutes later
the Administrator re-entered the conference room
and stated. "After discussing with my staff | want
to let you know that we are in an active law suit
regarding a case of abuse with an individual
(Individual #4). On 11/12/17 the individual was
physically abused/assaulted by one of our direct
support staff and it also involved our residential
supervisor. After reviewing the video footage of
the incident we have terminated both employees.”
The Administrator was asked to allow the survey
team to view the incident footage and to bring all
facility documents regarding the investigation of
the abuse incident for Individual #4.

The video footage dated 11/12/17 involving
individual #4 was reviewed by the survey team.
The video footage lasted over 2 minutes. in the
video Individual #4 was observed crawling/being
pushed out of the bathroom on his hands and
knees from the gymnasium bathroom followed by
2 adult males. One male was observed kicking
forcefully (more than 4 times), dragging and
twisting the individuals body by one leg and lying
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employed by a private or state operaled facility,
institution or facility where personals have been
placad for care and treatment. Any person employed
as a social worker

Any probation officer, Any teacher or other person
employed in a public or private school, kindergarten
or nursery school Any mental health professional
Any person employed 10 take care of children, Law
Enforcement Officers, Any person employed by or
contracted with the facility and waorking with the
individuals in an administrative, supportive or direct
care capacity. Any guardian or conservatory of an
adult Any person providing full, intermittent or
occasional care to a child/adult for compensation
including, but not limited fo homemaker, personal
care workers, companion et¢, Holiday House of
Portsmouth, Inc. expects and enforces that all staff
that has reasonable cause fo suspect that a child
has been or may be subjected to abuse or neglect,
or observes a child being subjected to conditions or
circumstances which would reasonably resutt in
abuse or neglect, that person shall IMMEDIATELY
report or cause a report to be made. Mandated
reporters employed at Holiday House of Portsmouth,
Inc. play a crucial role in keeping the children safe
and helping family's access important

resources. Mandated reporters at Holiday House
often come inlo frequent contact with children at
risks, and families in crisis, and have an early
opportunity to help them get the intervention, support
or services they need to stay safe. Anyone
employed at Holiday House of Portsmouth, Inc. who
is mandated to reported suspected child abuse or
malireatment-and fails to do so, could be charged
with a Class A misdemeanor and subject to criminal
penalties. Mandated reported can be sued in a civil
court for monetary damages for any harm caused by
the mandated reporter’s failure to make a

report. This new policy will be reviewed at the all
staff meeting on 5/22/2019.

Holiday House of Portsmouth CAQ also revised the
Abuse, Neglect and Mistreatment Policies. This policy
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with his whole body on top of individual #4 during
the footage of the video. At one point in the video
you can only see Individual's arm waving for help.
The second male staff member was observed
sitting on Individual #4's head and shoulder area
while the other staff member was lying on top of
him. The second staff member was also
observed walking around the gym with his back
turned to Individual #4 while he was being
physically abused by the other staff member.

The cnly time in the 2 minutes of the video that
Individual #4 was con his feet was when he broke
free from the support staff and ran towards the
exit door with the first staff membaer following him.
The second staff member went back into the
bathroom and collected a trash bag then exited
the gym. The Administrator was asked who were
the 2 staff members. The Administrator stated,
"The staff member that was having the physical
contact with the individual was his 1:1 Direct
Support Staff member and the second person
was the Residential Supervisor.

After watching the video and reviewing the
Comprehensive Human Rights Information
System (CHRIS) Abuse Allegation Report for
Individual #4, Abuse #20170016 an interview was
conducted with the Administrator. The
Administrator was asked if there was any criminal
activity in the video. The Administrator stated,
"No, Name "Individual #4 was abused but we
didn't feel there was criminal activity. However,
the family did file charges against Name {DSP
#5) after they viewed the video." The
Administrator was asked if someone was
repeatedly kicking him in his groin, dragging him
by one of his limps and applying his entire body
waeight on top of his body what would that be
considered. The Administrator stated, "lt's
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indicates that: Holiday House of Portsmouth, Inc.
ICFAID prohibits any form of abuse, neglect, and
mistreatment of the individuals. Abuse is defined as
any negligent act by an employee or other person
responsible for the care of an individual receiving
services that was performed knowingly, recklessly, or
intentionally. Abuse will cause or may have potential
to cause physical or psychological hamn, injury, or
death to a person receiving care o treatment,
Holiday House of Porismouth will not permit
individuals to be abused by anyone, including staff
members, consultants, volunteers, and staff of other
agencies providing service lo the individual.
Examples of abuse for the purpose of this policy
include, but are not limited to, the following:

Physical Abuse: Any kind of physical intimidation or
intrusion such as pushing, pulling, scratching, hitting,
kicking, slapping, throwing things, torturing, buming
with cigarettes, pulling hair, unauthorized holds, and
cutting.

Verbal Abuse: Abuse that is achieved primarily with
wards. Criticizing an individual, belitting, or making
fun of someone,

Sexual Abuse: Forced sex or sex that takes unfair
advantage of an individual, fondling, or inappropriate
touching. Emotional Abuse: Abusive behavior that
uses emotions to intimidate the victim.

Mistreatment can be defined for the purpose of this
policy to include but not limited to:

Failure to act/neglect that leads to or is in imminent
danger of causing physical injury through negligent
omission, {reatment, or maltreatment of an
individual, including but not limited to failure by staff
lo provide an individual with adequate food, clothing,
shelter, medical care, supervision, or through
condoning or permitling abuse of an individual by
any other person.

Verbal mistreatment: by subjecting the individual fo
the use of derogatory names, phrases, profanity,
ridicule, harassment, coercion, or intimidation and
threatening injury or withhclding of services or
supports, including implied or direct threat of
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assauit." The Administrator was asked if assault termination of services.
was a criminal charge and if Individual #4 was Restrictions on an individual's freedom of movement
assaulted by the staff in the video. The by seclusion in a locked room under any condition.
Administrator stated, "Yes, assault is a a criminal Restriction to an area of the residence or restricting
charge and Individual #4 was assaulted by the acoess to ordinarily accessible areas of the
staff. In hindsight we should have called the residence Is not alfowed, unless arranged for and
) - . agreed to on the Individual's' Support Plan, Use of
police and pressed charges.” The Administrator Physical restraint; without a written physician's order,
was also asked when ho would have expacted or as part of an Individual Support Plan, urless an
his staff to notify him Individual #4's abuse that individual’s actions present an imminent danger to
occured. The Administrator stated, "l expected to himselterself or olthers, and only until appropriate
be notified immediately, however in this case the action is taken by medical, emergency, or police
abuser was who should have notified me.” personnel. Financial exploitation which may include,
but is not limited to: unauthorized rate increases,
The Administrator and the Social Worker staff borrowing from or loaning money to individuals,
prododGour Rocords o DSP 5 whichwer e b
reviewed and are documented in part, as follows: accounts, inappropriately expending individual's
rsonal funds, and theft of an individual's personal
Arrest Date: 12/14/17 ?L‘;ds. Neglect: To assist this facilily in deﬁlr:ﬁtg
Charge: Abuse of Child, Serious Injury incidents of neglect; neglect is defined as any recent
Charge Type: Class 4 Felony act or failure fo act that results in death, serious
physical or emotional ham.
Arrest Date: 3/2/18 Examples of neglect for the purpose of this policy
Offense Date: 11/12/117 include: Abandonment
Charge: Assault and Battery Nutritional neglect {under-nourished); failure to
Charge Type: Misdemeanor provide foodhydration, inadequate hygiene {(wearing
soiled clothing) inadequate supervision {sleeping on
Arrest Date: 3/2/18 the job}, duration and frequency of unsupervised
Offense Date: 11/12/17 times. Exposure to hazardous materials Failure to
Charge: Contributing to the Delinquency of a protect by jeopardizing health and safety, any other
minor form of reckless behavior with disregard for the
Charge Type: Misdemeanar individual's health and safety Failure to implement
behavioral support plan procedures, as it relates to
Arrest Date: 3/2/18 safety of the individual. All Holiday House employees
Offense Date: 11/12/17 are Mandated Reporters and all personne! shall
Charge: Child Abuse strictly adhere to the following procedures: Any Staff,
Charge Type: Felony individual, Authorized representative, consultant,
. . . . legal guardian, local or regional advocate, or other
The facility social worked provided a written interested person who believes that an individual has
description of the video dated 11/12/17 involving
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an altercation HHP (Holiday House Personnel)
staff and Name (Individual #4) which was
reviewed and documented in part, as follows:

Name (Individual #4) was in a dark gymnasium.
He was observed crawling on his hands and
kneas coming out of the bathroom with two male
staff Names (Resident Supervisor (RS) #4 and
Diract Support Personal (DSP) #5). He appeared
to be in distress attempting to get away from the
staff that were in the bathroom with him.
Immediately exiting bathroom DSP #5 kicked
him two times on his side. Name (Individual #4)
was still lying on the gymnasium floor with the two
male staff standing over him. Name (Individual
#4) began sliding on the floor attempting to get
away from the two male staff. DSP #5 then grabs
Name (Individual #4) shirt while Name {Individual
#4) was still lying on the gymnasium floor. Name
(Individual #4) was resisting; DSP #5 pulled
Name (Individual #4) by his left leg and dragged
him across the gymnasium floor towards the
door. DSP #5 grabbed Name (Individual #4's)
legs causing him to flip over several times. DSP
#5 is now sitting on Name (Individual #4's) side
and RS #4 comes and sits on Name (Individual
#4's) head. Both Staff are in this position
approximately 13 seconds. Name (Individual #4)
continues to remain on the floor. DSP #5
continues to pull at Name (Individual #4's ) leg in
efforts to get him out of the gymnasium. RS #4 is
standing over Name (Individual #4) observing the
physical grabbing done by DSP #5. DSP #5
continues to attempt to drag Name (Individual #4)
by his leg. Name (Individual #4) is crawling on
his legs and hands to get away from DSP #5.
DSP #5 and RS #4 follow him while he is crawling
away. DSP #5 grabs Name (Individual #4)
around his midsection with both arms and tackles
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been harmed, abused, or exploited by any person
shall immediately report such to the Chief
Administrative Officer and/or their IMMEDIATE
SUPERVISOR. Itis the supervisor's responsibility to
ensure that he alleged abuser is removed from
providing any care to the individual immediately after
the allegation is made. In the event the supervisor
does not respond appropriately ANY staff may call
911 to ensure the individuals of the facility is safe.
The Chief Administrative Officer, in no case, shall
punish or retaliate against a volunteer, consultant, or
student for reporting an allegation of abuse, neglect,
or exploitalion to an outside entity. Any employee
who believes or witnesses that an individual has
been harmed, abused or exploited, neglected or
mistreated by any person shall INTERVENE to
prevent further harm to the individual and report
such activity immediately to their immediate
supervisor, The Immediate Supervisor must
IMMEDIATELY suspend the employee who has
been alleged to abuse, neglect, or mistreat the
individual. The Immediate Supervisor will conduct an
initial investigation and submit written statements,
conduct interviews, and get as much initial
information as possible. This information should be
forwarded immediately to the Chief Administrative
Officer/Social Worker, The investigator shall include

The Immediate Supervisor must ensure that the
Individual is assessed immediately by the Nurse on
duty and the individual MUST be transported to the
emergency room for further medical evaluation and
treatment. The Immediate supervisor and the Nurse
on duty must NOTIFY the Chief Administrative
Officer, Direclor of Nursing, Social Worker as soon
as possible. The Chief Administrative Officer will
ensure the facility's Social Worker (Investigator)

dates, times of interviews and written statements etc.
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him to the gymnasium fioor. RS #4 is walking
around the gymnasium failing to intervene pacing
the room. DSP #5 then lays on top of Name
(Individual #4) while RS #4 paces around the
gymnasium and looks away in ancther room.
Name (Individual #4) continues to be on the floor
in distress. DSP #5 is applying pressure to Name
(Individual #4’s) neck and shoulder area. DSP #5
stands up removing body weight from Name
{Individual #4) but still stands over him with Name
{Individual #4} in the middle of his legs. RS #4
continues to pace around the gymnasium. DSP
#5 then swings his legs around Name (Individual
#4) to let him loose. Name (Individual #4) begins
crawling away on his hands and knees and DSP
#5 starts to walk toward Name (Individual #4)
again. RS #4 then enters the bathroom. DSP #5
grabs Name (Individual #4) by the neck area one
more time. DSP #5 takes his jacket off and walks
away from Name (Individual #4). Name
(Individual #4) continues to roll around on the
floor. After DSP #5 removes his jacket he kicked
Name(Individual #4) twice again on his side.
Name (Individual #4) rolls to his feet to stand up
and begins running out of the gymnasium door.
DSP #5 follows him directly out of the door. RS
#4 then leaves the bathroom carrying a bag of
trash.

Total Time of Incident: 2 minutes and 37
seconds.

On 4/24/19 at approximately 1:40 PM the Social
Worker was asked what she thought about the
video involving Individual #4 and the facility staff
members. The Social Worker stated, "Honestly it
made me sick. | wanted to cry. | have a three
year old and if anyone every did that to my child |
would go crazy. He (Individual #4) should have
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immediately investigate and report the alleged
abuse, neglect, mistreatment in accordance with
eslablished state policies and procedures. The
Social Worker is responsible for entering all
allegations of abuse, neglect, mistreatment,
complaints, and suspicious injuries of unknown
origin in accordance with state laws and established
procedures, The Social Worker will ensure that
incidents are thoroughly investigated. Investigations
will consists of monitoring the CCTV camera system,
interviewing staff, inlerviewing the individual, etc.
The Social Worker upon receipt of any allegation
allegations of abuse, neglect, mistreatment,
complaints, and suspicious injuries of unknown
origin will conduct an investigation and will be
entered inio the CHRIS (Comprehensive Human
Rights Information System program within 24 hours
of the initial report. The Social Worker will document
times, dates, timelines, phone calls regarding the
allegation of abuse, neglect, mistreatment
investigalive findings.

Upon completion of the investigation as indicated in
the Holiday House of Portsmouth, Inc. Abuse,
Neglect, and Mistreatment Palicies, the Social
Worker will complete a final investigation into CHRIS
{Comprehensive Human Rights Information System)
within 5 working days (these days also include
weekends and holidays). An employee's failure to
report or cooperate with an abuse and/or neglect
investigation may result in disciplinary action. Any
action by an employee that compromises the
integrity or outcome of a factual investigalion may be
cause for disciplinary action and/or immediate
termination.

Volunteers, contractors, contract employees, student
intems and/or consultants who faif to comply with
this departmental instruction may be terminated from
employment/service.
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never been abused like that, we have behavior
support plans for all of our Individuals and they
should be followed.”

Individual #4's Nurses Notes were reviewed and
are documented in part, as follows:

1112117 5:30 PM: Focal Assessment to left
upper thigh near hip/groin area. Noted large
bruised area. Nontender to touch. Activity WNL
{within normmal limits) without sign/symptoms pf
pain/discomfort. Skin intact without swelling. No
Tx. (treatment) needed, monitoring continues.
PCP (patient care provider) notified. Residential
Supervisor will notify parent.

111317 7:30 AM: After being showered
observed a large bruise to left hip and groin area
that was dark blue and green in color, nontender
to touch, no signs or symptoms of pain/discomfort
noted, no treatment needed

On 4/24/19 at 3:30 PM an interview was
conducted with LPN {Licensed Practical Nurse)
#2 who performed the above focal assessment
on Individual #4 on 11/12/17 at 5:30 PM. LPN #2
was asked to describe what she saw when she
assessed Individual #4 on 11/12/17. LPN #2
stated, "l was in the nursing office and | was
called and asked if | could come over to assess
Name {Individual #4's) bruise on his leg. | went
over and walked up to the bathroom and said "Oh
my God what happened to him?" They (RS #4
and DSP #5) said " We don't know”. | said, "No
one knows what happened?” | was so emotional,
we (me and RS #4) did an incident report and
called the mom. | told the mom what the area
looked like." LPN #2 was asked to describe the

area on Individual #4's hip/groin area. LPN #2
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Upon receipt of an allegation of abuse, neglect,
and/or mistreatment the protocol is identified as
follows: Take steps fo prolect the safety and welfare
of the individuals. Suspend the alleged abuser
immediately. Ensure an assessment is completed by
the nurse if allegations involve any type of Injury or
claim that staff may have injured individual,

The individual invoived in the abuse will immediately
be transported 1o the emergency room for medical
evaluation and treatment as needed.

Ensure that employees are reminded that they are to
cooperate with the investigation, Ensure to
investigale get writlen statements, be sure fo
document fthoroughtly

Immediatety contact the local law enforcement in all
cases of suspected criminal activity.

Notify the Chief Administrative Officer, Director of
Nursing, Social Worker.

The Social Worker will inifiate an impartial
investigation within 24 hours of receiving a report of
polential abuse or neglect. In the absence of the
Social Worker the Chief Administrative Officer will
appoint an employee who is not involved in the
issues of the investigation to complete the
investigalion. The facility will use closed circuit
cameras to assist with the investigation.

In all cases, the Chief Administrative Officer will
provide his written decision, including

Actions taken as a result of the investigation within
completion of the investigation to the individual,
individual's parent/guardian. If the individual affected
by the alleged abuse or his authorized
representative is not satisfied with the Chief
Administrative Officer’s actions, he or his authorized
representative or anyone acting on his behalf, may
file a complaint and request for a Local Human
Rights Committee {LHRC) hearing under 12VAC 35-
115-180.

In the event that the investigation is unfounded the
facility will complele the following:

The employee will be monitored by the supervisor or
designee during a 3-month period. He or she shall
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stated, "It was a dark purple with a red spot. It
was about the size of a pineapple. It didn't need
any treatment but | did notify the doctor by fax.
LPN #2 was asked if she was a mandated
reported and if it ever occurred to her that
Individual #4 may have been abused. LPN #2
stated, "Yes | am a mandated reporter but no it
never occurred to me he was abused.” LPN #2
was then asked if she reviewed the video footage
from the monitor in the Nursing Office on
11/12/17 when the bruise of unknown injury was
reported to her to see if there was any indications
that Individual #4 was abused. LPN #2 stated,
"No, | never checked the camera system that
day.”

Individual #4's Interdisciplinary Progress Note
date 1112/17, timed 3 PM-7 PM written by DSP
#5 were reviewed and is documented in part, as
follows:

Staff received Name (Individual #4) in living area.
He was watching TV(television). Staff supported
with toileting. Name (Individual #4) spent time
with his parents. He played in the gym. Staff
supported with PM {(afternoon) care. Name
(Individual #4) received snack and dinner. He ate
independently. He watched tv and played with
toys until bedtime.

The documentation regarding the bruise found on
Individual #4's upper thigh and groin were faxed
to the Attending Physician's Office on Sunday
111217 at 18:52 (6:52) P.M. was reviewed and
is documented in part, as follows:

Large bruise to left upper thigh near hip/groin
area. Nontender to touch. No swelling, activity
WNL (within normal limits). No treatment
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be supervised closely while assigned to individuals.
Daily documentation will occur.

The Social Worker will review Holiday House of
Portsmouth's Abuse, Neglect, and Mistreatment
poticies with the staff person.

A cerfified TOVA Trainer will discuss with the staff
person the TOVA philosaphy and the TOVA
technique as il relates to the incident. (If applicable)
At the end of the 3-month period, the Director of
Residential Services will review the documentation
with the staff person. The supervisor will prepare a
written report with recommendations to be submitted
1o the Chief Administrative Officer within ten days.
All staff will be informed and review the Abuse of
IndividualsiMistreatment/Neglect Policies at the time
of orientation, monthly at all staff meetings, and
annually in the month of February. Documentation
of this review shall be on the orientation sheet and
staff training log.

This policy and procedure will be reviewed with each
employee during the initial employment, monthly at
all staff meetings, and annually in the month of
February. This policy will be reviewed with all staff
on 5/22/2019.

The injuries of unknown origin protocol was created
and states: It is the policy of Holiday House of
Portsmouth that injuries of unknown origin be
investigated and reported in accordance with state
and federal procedures. Injuries of an unknown
origin is defined as follows: The injury wasn't
ohserved by anyone or can't be explained by the
individual or staff. The injury is suspicious requiring
additional medical evaluation due to the location
{and in an area not usually vulnerable to frauma),
extent of the injury, number of injuries that occur at
the same time, or the number of injuries over lime.
{Hip, upper chest, back, head, neck (front and back),
these body parts are listed as a guide but does not
exclude other body paris)in the event of an unknown
injury the following must {ake place: RESIDENTIAL
DEPARTMENT PROTOCOL: INITIATE
INVESTIGATION iIMMEDIATELY, The Residential
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needed. Monitoring continues.

Individual #4's facility Accident Incident Report
dated 11/12/17 at 5:33 P.M. completed by DSP
#5 was reviewed and is documented in part, as
follows:

Where did the accident/incident take place? Staff
observed in bathroom.

Describe any injuries incurmed: Staff observed
bruise on left hip while supporting with nightly
hygiene.

Name of any witnesses: Name (RS #4).

Staff person’s account of what happened: Staff
observed bruise while supporting with PM care.
Condition of person involved: {Completed by
Nurse, LPN #2); Focal assessment to left upper
thigh, noted large bruise near hip/groin. skin
intact, no swelling, no signs or symptoms of
pain/discomfort, no tendemess, activity WNL.
Physician notified: Name (Attending Physician)
via fax, Time: 5:45 PM, By Whom: Name (LPN
#2), Physician's instructions: none given at this
time.

Name of Parent/Guardian notified: Name
(Individual #4's mother), Time Notified: 5:47
P.M., By Whom: Name (RS #4).

Summary of response from the Parent/Guardian;
Parents were notified of how big the bruise was
and said thanks. signed by RS #4.

The facility Comprehensive Human Rights
Information System {(CHRIS) Abuse Allegation
Report for Individual #4, Abuse #20170016 was
reviewed and is documented in part, as follows:

Alleged Abuse Date: 11/12/17
Iindividual Name: Name (Individual #4)
Abuse Alleged: Physical, Seclusion/Restraint

Supervisor and Nurse will continue to phone the
family together. The Residential Supervisor wili
continue to nofify the family of the incident, and the
nurse will then provide the parents with information
regarding the assessment and treatment given if any.
The nurse will also nofify the Individual's primary care
physician of injuries and treatment given. The nurse
will document this information in the individual's
medical chart and on the nursing daily report sheet,
If the employes has knowledge or reason to believe
the injury involves abuse or neglect, the employee
shall immediately report the event to the CAC in
accordance with the Holiday House Abuse
Prevention Policies and Procedures. The Director of
Nursing/Nursing Department will ensure individuals
receive the appropriate medical atiention for all
unexplained injuries. In cases of suspected criminal
aclivity the CAO or designated staff involved must
call local law enforcement. All staff wilt be trained on
this protocol in the all staff meeting on 5/22/2019.
Staff will be trained by the facility Social Worker on
this protoco! at initial orientation. Evidence of
compliance will be on the facility’s training log. The
Chief Administrative Officer will have the CCTV
Camera System placed on lap top as well as the
facility Social Worker lap top so facility monitoring can
be conducted on weekends as well. Live Video
Monitoring is conducted by the CAO and/or designee
during the weekdays. All Holiday House of
Portsmouth, Inc will receive training in Therapeutic
Options al the time of initial orientation and annually.
Evidence of compliance wilt be located in the Staff
Human Resource Record as well as fadility fraining

logs.

4. Indicate how the facility plans to monitor its
performance to make sure that solutions
are sustained,

The Risk Management committee will review the
training roster each month to ensure that all staff
receive the training in areas of mandatory reporting,
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Abuse Occurred: Physical, Seclusion/Restraint
Type of Restraint: Unnecessary use of seclusion
and restraint.

Description: Unknown large bruise noted to
Name (Individual #4's) upper thigh near his hip
groin area. Bruise was ocbserved on November
12,2017 Video surveillance was reviewed from
4pm-5:30pm it was cbserved that staff Name
(DSP #5) used unnecessary use of restraint and
inappropriate TOVA (Therapeutic Options of
Virginia) techniques. They were observed
coming out of the bathroom and Name {Individua!
#4) refused to leave the gymnasium area and
staff attempted to get him to go to the cottage
area. The more Name (Individual #4) refused the
more physical staff was observed to get. The
unnecessary use of physical technigues were
pulling individual by the leg to get him into another
room, kicked on the hip area one time, and
pressing his body weight on the individual. Name
(RS #4) was present and failed to intervene to
prevent the unnecessary physical actions that
staff were exhibiting. Information was recorded to
provide to Child protective services.

Injuries:
Individual Injured?: Yes
Type of Injury: Bruises

Reporting:

Date Allegation Made: 11/12/2017

Who Made Allegation: Name (RS #4)

Who Reported To Director: Name (Individual #4°s
Father) Date Reported: 11/12/17 8:45 PM.

Investigation:
Investigation Begin Date: 11/14/17
Date Investigation Final Report: 11/14/17
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abuse, neglect, and mistreatment.

The Accident/incident Committee {(composed of the
Fagility QIDP's, Director of Nursing, Director of
Residential Services and Social Worker) will review
monthly all Accident/incident Forms to ensure and
monitor that all accidentfincident reporting follows
Holiday House of Portsmouth's Accident/Incident
Palicy.

Completion Date: May 22, 2019
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Rationale: Failure to Follow
Behavior/Management Plan, Failure to Follow
Policy, Cther.

Other Rationale: Video surveillance camera
confirmed physical and unnecessary use of force.
Reason for Comective Action: Unauthorized use
of restraint techniques, Performance
Issue-Substantiated.

Corrective Action Taken: Reinforce palicy and
procedure, Increase supervision (change pattems
of supervision), Appropriate staff action taken,
Appropriate notification to Office of Licensing
made.

Polices:

Suspected Criminal Activity: No
Local Police Notification: blank
State Police Notification: blank

Abused Accused:

Name: DSP#5

Actions Taken: Terminated

Action Remark: Terminated due to using
excessive physical force and using inappropriate
TOVAtechniques.

Name: RS #4

Actions Taken: Terminated

Action Remark: Terminated due to failing to
intervene while staff was using inappropriate
excessive force to transition from one building to
another.

The facility letter sent to Individual #4's parents
regarding Investigation into unknown bruise dated
11/15/17 was raviewad and is documented in
part, as follows:

This letter is to inform you that we have
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concluded the investigation regarding the large
unknown bruise discovered on November 12,
2017. The surveillance camera was also
reviewed.

Investigative Findings/Conclusion: Founded; this
video had evidence of abuse and neglect and
violated Holiday House Abuse of Individuals
Policy. The reviewing of the video surveillance
disclosed the following:

*During transition from the gym area to the
residential area after leaving the restroom Name
(Individual #4) was observad coming out of the
bathroom with a male staff.

*The Staff provided unnecessary physical support
and did not use ANY appropriate TOVA
interventions as trained by Holiday House of
Portsmouth.

*Evidence revealed male staff placing body
waeight on Name {Individual #4).

*Evidence of a kick to Name (Individual #4's)
hip/groin area.

*Residential Supervisor was prasent and failed to
intervene which was a viclation of Holiday House
Policy.

*Termination of employee #1 for violation of
Holiday House Policy.

*Termination of employee #2 for failing to
intervene and providing oversight to prevent
abuse/neglect.

*Behavior episodes from this point on must be
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reported to the CAQ (Chief Administration Officer)
and SW (Social Worker), All hands on interaction
investigated and viewed on surveillance camera.

*All staff meeting will be held on November 15,
2017 additional TOVA training will be discussed
and trained with all staff.

The facility Visitors Sign IN/JOUT sheet for the
week of November 9th through the 14th was
reviewed and revealed that Individual #4's
parents and siblings were in the facility on
11/12/17 from 3:20 P.M.-4:20 P.M..

Email correspondence between Individual #4's
Father and the Chief Administration Officen(CAQ)
was reviewed and is documented in part, as
follows:

Sunday, November 12, 2017 8:45 PM:
Hi Name {CAD),

We received a call after we left Holiday House
this evening. We missed the call and it went to
voicemail. Amessage was left, but apparently
Name (RS #4) didn't hang up the phone all of the
way and our voicemail continued to record a
conversation between Name (RS #4), and what
sounded like the nurse about our son that raised
a few concemns:

*A bruise wasn't noticed all day it seems because
it also seems he hadn't been changed all day.
Woe never saw a bruise ourselves, so | am saying
he wasn't changed all day solely based on what
was said in the recorded voicemail. Based on the
reactions within the conservation that was
recorded, the nurse seemed concemed like it is
something that should have been noticed sooner.
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Wae called back, (we didn't mention the recording}
and we were told that the bruise didn't appear too
bad, had colored some, but wasn't tender, and
that he didn't seem in pain. No one mentioned
any of the other information in the recorded
voicemail. When you listen to the voicemail, the
nurse describes the bruise as sounding worse
than the way she described it to us when we
returned the call.

*Name (RS #4). We didnt hear Name (RS #4)
say anything bed and we genuinely like Name
(RS #4) and he does good with Name (Individual
#4). We still wish he or the nurse would have told
us averything when we called back.

*Nurse (LPN #2). She should have told us about
all of her concems. She didn't.

Their first duty should be to the child, and by
extension the parents, not to making sure ncon e
gets in trouble by withholding information. Nor
should they be operating in an Us (employee)
versus Them (parent) mentality. We just have
concems about our child’s care and wanted to
discuss the situation with you.

Response Email from CAQ Sunday, November
12,2017 8:59 PM:

Any concems from my parents, staff or Name
(Individual #4's) care is a concem for me as the
Administrator. 1 will call you tomorrow when | get
in to work. | will have my social worker follow up
with an investigation.

The facility document titled "Interview and
Discussion with Name (RS #4) in regards to
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altercation with Name (Individual #4) dated
4/24/19 was reviewed and is documented in part,
as follows:

Present: CAQ, SW, Human Resource Manager.
Location: Conference Room

The meeting was opened By Name {CAD), he
explained to Name (RS #4) that the team is here
to investigate a large unknown bruise on Name
(Individual #4).

Name (RS #4) replied "Yes sir" and explained that
an accident and incident report was completed for
the bruise.

CAO asked Name (RS #4) did he have anything
to share with the team in reference toc Name
(Individual #4's) Care and/or bruise on the
evening on 11/12/17.

Name (RS #4) responded that Name (individual
#4) had behaviors because he didn't want to
leave the gym He expressed the Name
(Individual #4} has a hard time transitioning in the
evening.

CAO then asked Name (RS #4) to review the
video footage from the gymnasium on the
evening of 11/12/17.

The team watched the video of incident which
occurred on 11/12/17 in the conferance room of
the administration building.

Name (RS #4) was asked by CAQ after reviewing
the video to explain how he let Name {DSP #5)
conduct inappropriate physical interventions to
Name (Individual #4). CAQ explained to Name
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(RS #4) that he as a supervisor was there to
intervene and ensure Name (Individual #4) was
not abused and CAQ expressed to Name (RS #4)
that he failed as supervisor.

CAOQ also asked Name (RS #4) was Name (DSP
#5) techniques considered :TOVA". Name (RS
#4) said "No, it wasn't”.

Name (RS#4) became very upset and expressed
to the team that he was uncomfortable that's why
he walked around the room so much when Name
{DSP #5) was dealing with Name (Individual #4).
Name (RS #4) expressed that he has a good
rapport with Name (Individual #4) and that he
made a really huge mistake.

The facility document titled "Interview and
Discussion with Name (DSP #5) in regards to
altercation with Name (Individual #4) dated
4/24/19 was reviewed and is documented in part,
as follows:

Present: CAQ, SW, Human Resource Manager.
Location: Conference Room

The mesting was opened By Name {(CAQ), he
explained to Name (DSP #5) that the team is
here to investigate a large unknown bruise on
Name (Individual #4).

CAO asked Name (DSP #5) did he have anything
to share with the team in reference to Name
(Individual #4's) Care and/or bruise on the
evening on 11/1217.

Name (DSP #5) responded that Name (Individual
#4) had behaviors but nothing out of the ordinary
happened. He was able to say this statement
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with a blank face without indication of telling the
team false information.

CAO then asked Name (DSP #5) to review the
video footage from the gymnasium on the
evening of 11/12/17.

Name (DSP #5) and the team watched the video
of incident which cccumred on 11/12/17 in the
conference rcom of the administration building.
Name (DSP #5's) head went down when he
noticed that the altercation was on video
surveillance. After watching the video CAQ
asked him to explain his behavior.

CAO also asked him was his techniques
considered "TOVA". Name (DSP #5) responded
"No" by shaking his head side to side. He had no
words.

Name {DSP #5) in a remorseful manner stated
that "he messed up”. He stated that Name
(Individual #4) was difficult to work with and it's
hard to work with someone so difficult over and
over.

He did realize that his actions were wrong. He
apologized for his actions.

CAOQ informed Name (DSP #5) that he violated
Holiday House of Portsmouth Abuse Policy and
that he will be terminated, and the care is
reported to Child Protective Services.

Name (DSP #5) accepted the termination and he
was escorted off of Holiday House Portsmouth
Premises.

The Critical incident Report from Individual #4's
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Day School program dated 11/13/17 at 9:30 Am
was reviewed and is documented in part, as
follows:

Type of incident:
Other: arrived to school with large bruise on front
of left hip and upper thigh.

Incident reported to:

Parents: 11/13/17 at 9:45 AM, picture of bruise
sent at 10:09 AM
Holiday House: 11/13/17 at 10:00 AM

Description of incident: Name (Individual #4)
armrived at school and transitioned to class. When
taken to the bathroom at 9:30, staff noticed
bruising on his hip and thigh. Staff called mom
and was asked to send pictures. Mom and dad
arrived, looked at the bruise, called doctor.
Holiday House was called and came to get Name
(Individual #4) to transport to the doctor. Parents
shared that they had received a call last night
from Holiday House that Name (Individual #4)
had a behavior and had a bruise on his back. We
looked and did not find a bruise on Name
{individual #4's) back. Holiday House said they
did not see a bruise on Name (Individual #4's} hip
when he left for school.

Individual #4 was seen at Name (Children's
Hospital) on 11/13/17 at 1:25 PM with chief
complaint of Bruising and Swelling of Jaw/Lump.

Individual #4's Positive Behavioral Support Plan
dated 9/18/17-9/18/18 was reviewed and is
documented in part, as follows:

Rational::

W 153
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Plan written in accordance to VAC12-200-105
Behavioral treatment Plans with restrictive
recommendations.

Target Behaviors: Physical Aggression,
Self-Injury, Property Destruction, and PICA. Itis
important to note that Name (Individual #4) seeks
out the person who blocked his access to the
item he is wanting.

Quality Of Life- A quality life for Name (Individual
#4)is to be in a safe environment and doing
activities that he prefers without displaying
behaviors of concemn.

What is not working-
-Gently touching him or trying to sooth him when
he is displaying behaviors of concem.

Recommendations and Procedures for Name
(Individual #4):

-When walking and transitioning to another
location offer Name (Individual #4) an object to
hold from his clear tote bag to help keep him
engaged in an activity.

Physical Aggression:

-When staff is not able to stop Name (individual
#4) from physical aggressive behaviors they
should follow the agency crisis plan.

-Do not hug or pat his back to help calm him
down. Do not stare or frown when he is engaging
in target behavior. These actions tend to provoke
hostile reaction from Name {Individual #4).

remember redirection means ignore the use of
disruptive behavior, refocus the person's attention
on a prefarred activity and reinforce the
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Crisis Plan:

Staff should follow Crisis Plan for Name
{Individual #4), Holiday House of Portsmouth, Inc.
uses the TOVAtechniques for their individuals
with behavior support plans.

Below is a general crisis plan to be used as a
guide. If after all attempts to understand what
Name (Individual #4)} is communicating has been
unsuccessful or you cannot change the
environment or address his needs, be prepared
for Name (Individual #4) to possibly escalate in
aggressive behavior. Understand that now,
Name (Individual #4's ) behavior is beyond his
control.

A. If he becomes aggressive or disruptive, clear
the area of other individuals.

B. If he becomes self injurious, clear the area of
objects that may cause him injury.

C. If you can leave the area and still monitor
Name (Individual #4) safely then do so.

D. When communicating with Name {Individual
#4) , make sure that you are not using a tone of
voice that indicates fear, uncertainty or anger.
Name (Individual #4) needs to feel like you are in
control of the situation. Remember being in
control of the situation does not mean that you
must control Name (Individual #4) it means you
need to be in control of you and your emotions.
DO NOT GET DIRECTIVE-STAY CALM.

F. |fyou are unable to leave, then block any
attempts that Name (Individual #4) makes to be
aggressive or self injurious.

G. Call for back up and follow 911 protocols.

The facility's Virginia Employment Commissicn
Employer's Report of Separation and Wage for
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DSP #5 was reviewed and is documented in part,
as follows:

What date was the claimant first told of discharge
or suspension? 11/13/17

What reason was given to the claimant?
Violation of Abuse to Individual Policy.

What was the final incident that led to
discharge/suspension? Abuse of an Individual.
How was claimant informed of rule/policy?
Training/received policy 3/6/17

DSP #5 signed the facility Abuse of Individuals
Policy revised 3/4/15 on 3/6/17.

DSP #5's TOVA Certification was current with an
expiration date of 3/3/18.

DSP #5's Job Description signed on 5/1/17 was
reviewed and is documented in part, as follows:

Purpose: The position of Direct Support
Professional | is under the direct supervision if the
Residential Supervisor. The Direct Support
Professional | provides active treatment and
training to individuals with disabilities receiving
services in a residential setting. Active treatment,
training and support services are provided to
reflect the identified target goals on the Individual
Services Plans. Ay ali times compliance with the
Virginia Department of Behavioral Health and
Developmental Services and the Office of
Licensure and Recertification required.

Major Duties and Responsibilities:

1. Provide services and supports as identified in
each individuals’ Individualized Service Plan.

2. Interacts with all individuals and staff with

appropriate voice tone, language, gestures and

W 153
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physical movements in accordance with Human
Rights Policies and Procedures.

13. Ensure a healthy, clean and safe
environment, and report any safety concerns to
management immediately.

14, Provide behavior support services as
identified on the Positive Behavior Support Plan.

Physical Demands:

Some individuals may become physically
aggressive and require the employee to physically
redirect. This requires physical flexibility and
endurance, emotional calmness and the ability to
follow the individuals Crisis Plan, implementing
the approved intervention techniques and
adhering to policy.

On 377117 DSP #5 signed that he had received,
read, and understoed that he was to comply with
the following facility policies while carrying out his
responsibilities as an employee:

1. Mandated Reporting

2. Human Right Training

4. Child Abuse and Neglect

7. Abuse of Individuals's Harm, Abuss, or
Exploitation

8.. Abuse Reporting Policy

11. Examples of Child Abuse and Neglect

12 Causes of Child Abuse

DSP #5's Time Card indicated he provided 1:1
care to Individual #4 on 11/12/17 from 3:05 PM to
11:16 PM, indicating that Individual remained in
the care of his abuser for approximately 5 hours
and 46 minutes after he was initially physically
abused.

The facility's Virginia Employment Commission
Employer's Report of Separation and Wage for
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RS #4 was reviewed and is documented in part,
as follows:

What date was the claimant first told of discharge
or suspension? 11/14/17

What reason was given to the claimant? Failed
to provide oversight over staff

What was the final incident that led to
discharge/suspension? Failed to intervene in an
abusive situation.

How was claimant informed of rule/policy? Job
Description 7/3/2017

RS #4's signed Job Description was reviewed
and is documented in part, as follows:

Purpose: The position of Residential Supervisor
is under the direct supervision of the Assistant
Residential Manager. The Residential Supervisor
is rasponsible for the provision of care and
training of the individuals we support in a manner
consistent with behavioral principles. The
incumbent has twenty-four hour supervisory
responsibilities for staff members and
administrative responsibilities for the
maintenance and upkeep of the physical plant.

Major Duties and Responsibililies:

Ensures the monitoring and documenting of
program delivery according to the Holiday House
of Portsmouth, Inc Policy and Procedures,
Virginia Department of Behavioral Health and
Developmental Services, Licensure Guidelines,
Medicaid Guidelines, and Department of Public
Health Guidelines.

Responsible for the management of the cottage
in a manner which ensures individuals/staff
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safety.

The Manage directly supervises the Direct
Support Professional Staff,

Implements and enforces facilities policies and
procedures.

Ability to supply behavior-modification techniques
to assigned training areas.

RS #4's TOVA Certification was current with an
expiration date of 5/31/18.

On 6/10/15 RS #4 signed that he had received,
read, and understood that he was to comply with
the following facility policies while carrying out his
responsibilities as an employee:

1. Mandated Reporting

2. Human Right Training

4. Child Abuse and Neglect

7. Abuse of Individuals's Harm, Abuse, or
Exploitation

8.. Abuse Reporting Policy

11. Examples of Child Abuse and Neglect

12. Causes of Child Abuse

RS #4's Time Card indicated he Supervisory care
to individual #4 on 11/12/17 from 3:07 PM to
11:52 PM, indicating that Individual remained in
the care of his abuser for approximately 6 hours
and 22 minutes after he was initially physically
abused.

On 4/25/19 the Administrator was asked what
training was provided after the abuse incident
with Individual #4 on 11/12/17. The Administrator
stated, "We went over TOVA training with our
staff and went over Individual #4's new Safety
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Plan with the staff responsible for his care.” The
Administrator was asked if all staff were retrained
on the Abuse and Neglect Policy and Mandated
Reporting of Abuse and Neglect after the abuse
incident with Individual #4. The Administrator
stated, "No , we did not do training on abuse or
negiect or mandated reporting in hindsight we
should have."

The facility policy titled "Holiday House of
Portsmouth Event Reporting” revised 6/68/15 was
reviewed and is documented in part, as follows:

2. Policy:

The Facility's policy is to determine to the fullest
extent the cause of all accidents, injuries and
events, and to take corrective action to prevent
further occurrences. Immediate reporting of
events is essential in the provision of health care,
cormrective actions and the management of risk or
liability to the Facility.

5. Responsibility:

Any employee who is invoived in, witnesses,
discovers, or receives a report of an event that
causes or has the potential to cause harm or
injury to individuals who live at Holiday House,
visitors, or poses risks and/or liabilities to the
organization. Ifthe employee has knowledge or
reason to believe the event involves abuse or
neglect, the employee shall complete an
incident/accident report; and shall immediately
report the event to the Chief Administrative
Officer according to our Abuse/Neglect Policy.

8. Assessment:

A. The reporting staff will begin the assessment
of the event and document the known cause or
probable cause on the Incident Report. Ifthe
injury is unexplained, the nurse shall immediately
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notify the DON (Director of Nursing). Ifthe
employee has knowledge or reason to believe the
event involves abuse or neglect, the employee
shall immediately report the event to the CAQ., in
accordance with the Abuse/Neglect Policy.

Individual #4's Notice of Individual Right and
Grievances signed 4/18/17 was reviewed and is
documented in part, as follows:

Every individual deserves to be treated with
consideration and respect.

Every individual of the Holiday House shall:

1. Retain legal rights as provided by State and
Federal laws;

3. Be treated with dignity as a human being; Be
free from abuse, neglect, and exploitation
included but not limited to verbal, physical, sexual
etc. You can tell a staff if you have been hurt so
they can help you.

4. Be free from seclusion and restraint;

7. Be treated under the least restrictive
conditions consistent with condition and not be
subjected to unnecessary physical restraint and
isolation.

The facility policy titted Abuse of Individuals
revised 3/26/19 was reviewed and is documented
in part, as follows:

Policy: Itis the policy of the Board to prohibit any
form of abuse to individuals.

Abuss, is defined as any negligent act by an
employee or other person responsible for the
care of an individual receiving services that was

performed knowingly, recklessly, or intentionally.
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Abuse will cause or may have potential to cause
physical or psychological harm, injury, or death to
a person receiving care or treatment for mental
retardation.

All Holiday House personnel shall strictly adhere
to the following directives, including part-time and
consulting staff:

1. Personnel shali, at all times, conduct
themselves toward individuals in such a manner
that such persons will be free from every form of
physical and mental abuse, harassment, or
unnecessary {and un-prescribed) restraint, and
from any other acts which are demeaning in
nature.

2. Examples of abuse for the purpose of this
policy include, but are not limited to, the following:
a. Physical Abuse: Any kind of physical
intimidation or intrusion such as pushing, pulling,
scratching, hitting, kicking, slapping, throwing
things, torturing, burning with cigarettes, pulling
hair, unauthorized holds, and cutting.

Procedure:

2. Any employee who believes or witnesses that
an individual has been harmed, abused or
exploited by any program shall intervene to
prevent further harm to the individual and report
such activity immediately to theirimmediate
supervisor (or to the Chief Administrative Officer,
if not comfortable reporting to immediate
supervisor); then the supervisor will report the
incident to the Chief Administrative Officer. The
immediate supervisor will start an initiat
investigation and submit statements and initial
information immediately to the Chief
Administrative Officer.
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4. Upon receipt of an allegation of abuse or
neglect, the Chief Administrative Officer or his
designee shall;

a. Take steps to protect the safety and welfare of
the individuals.

¢. The individual involved in the abuse will
immediately be transported to the emergency
room for medical evaluation and treatment as
needed.

f. Immediately contact the local law enforcement
in all cases of suspected criminal activity.

15. If at any time, the Chief Administrative Officer
has reason to suspact that the abusive actis a
crime, the CAOQ or his designee shall immediately
contact the appropriate law enforcement
authorities and cooperate fully with any
investigations that result.

The facility policy titled "Behavioral Support/Crisis
Intervention Policy" prepared 1/1/13 was
reviewed and is documented in part, as follows:

Itis the policy of Holiday House of Portsmouth to
employ Therapeutic Options as a behavioral
intervention technique.

Therapeutic Options is implemented as a crisis
intervention using physical interaction as needed
to restrict or limit an individual's behavior/ The
specific skills must maintain the normal range of
motion for the individual (no hyperextension of
joints) and minimize bruising, injury, or pain by
specific design.

The facility policy "Behavioral Intervention Policy”
revised 4/4/19 was reviewed and is documented
in part, as follows:

w153
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Policy: Itis the policy of Holiday House of
Portsmouth, Inc, to develop a behavior
intervention plan that provides guidelines for all
employees when dealing with individuals who
may exhibit verbal and/or physical aggression.

* It ensures that all special interventions utilized
will be consistent with applicable human rights
regulations and emphasizes positive interventions
and approaches.

*It requires that all employees limit their
interventions to the least restrictive and least
intrusive intervention possible while ensuring that
individuals are treated with dignity and respect at
all times

Definitions:

"Abuse” (37.2-100 of the Code of Virginia) means
any act or failure to act by an employee or other
person responsible for the care of an individual in
a facility or program operated, licensed, or funded
by the department that was performed or was
failed to performed knowingly, recklessly,or
intentionally, and that caused or might have
caused physical or psychological harm, injury, or
death to a person receiving care or treatment for
mental iliness, mental retardation {intellectual
disability), or substance abuse. Examples of
abuse include acts such as:

2. Assault and battery.

5. Use of excessive force when placing a person
in a physical or mechanical restraint.

6. Use of physical or mechanical restraints on a
person that is not in compliance with federal and
state laws, regulations, and policies, professional
standards of practice, or the person's
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individualized services plan.

I. Use of Behavior Intervention:

Holiday House of Portsmouth, Inc. will
appropriately approach all verbal and physical
aggression according to behavioral plans and
according to the level of intensity. The following
are ABSOLUTELY Prohibited Behavioral
Intervention Techniques and Actions:

PROHIBITEDACTIONS:

*Corporal punishment will not ba employed or
permitted.

*Degrading, treating harshly, abusing or
humiliating persons served will not be permitted.
*Excessive or inappropriate use of permitted
behaviorinterventions.

The facility policy titled "Electronic Monitoring and
Recording " revised 3/29/13 was reviewed and is
documented in part, as follows:

V. General Procedures:

A. Holiday House of Portsmouth is committed to
enhancing the quality of life for its individuals by
integrating available technology to increase
security and safety. The facility’s use of CCTV
(closed circuit television) system in common
areas is a critical component pf its security and
safety. The principle objectives of Holiday House
of Portsmouth's use of a CCTV system include:
1. Enhancing individual's safety.

2. |dentifying and gathering of information.

3. Documenting actions to safeguard individuals.

J. Any untoward or questionable incidences
regarding safety or quality of care discovered as a
result of viewing a recording should be reported
immediately to the Chief Administrative Officer
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and to the Virginia Department of Behavioral
Health and Developmental Services and the
Office of Human Rights.

VI. Training, Operations, and Oversight
Procedures:

B. Operations Procedures:

1. CCTV cameras will be monitored at various
times by the Social Worker, Chief Administrative
Officer and Designated Staff.

2. The Designated Staff shall be responsible for
reviewing the monitor located in the Nursing
Medical Office from 5:30 PM to 8:30 PM Monday
through Friday; and on Saturday and Sunday,
from 12 noon to 5 pm.

6. Personnel shall report any concems observed
during monitoring of the CCTV system to the
Chief Administrative Officer.

C. Oversight Procedures:

1. The Chief Administrative Officer is responsible
for oversight and coordination of the use of CCTV
system.

2. The Chief Administrative Officer has primary
rasponsibility for ensuring adherence to this
Policy and for distributing the Policy to persons
requesting information on it.

On 4/26/19 at 10:30 A.M an interview was
conducted with the Chief Administrative Officer.
The Chief Administrative Officer was asked if who
monitored the CCTV system. The Chief
Administrative Officer stated, "l monitor the live
video feed during the week and my social worker
does as well. On the weekends the therapy staff
and nursing the system from their departments.”
The Chief Administrative Officer was asked if this
monitoring was being done should the abuse
have been caught and reported at the time the
abuse occurred with Individual #4 or at least been
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reviewed to see if any abuse occurred when the
large groin/hip bruise was discovered. The Chief
Administrative Officer stated, "Yes, | would have
expected the staff who have access to have
viewed the video and alerted me of their findings
immediately.”
On 4/29/19 at 4:10 P.M. a pre-exit conference
was held with the Chief Administrative Officer, the
Social Worker and Medical Records where the
above information was shared. The Chief
Administrative Officer stated, "We are currently
installing software so myself and the social
worker will be able to view live camera feeds from
our phones when we are not in the facility. This
has been a valuable leaming experience for us
and we plan on making changes to ensure the
safety of our individuals so this doesn't happen
again..”
w159 | QIDP W 159 || W 159 QIDP- Facili ff tail monitor the
CFR(s): 483.430(a) implementation of h program for 5.16.19
Individual
Each client's active treatment program must be
integrated, coordinated and monitored by a Point 1: Address how corrective action will be
qualified intellectual disability professional. accomplished to address the issue(s), for those
This STANDARD is not met as evidenced by: individuals found to have been affected by the
Based on observations, record review and staff deficient practice.
interviews the facility staff failed to monitor the
implementation of the speech program for one The Facility QIDP will give HHP Speech Therapist
Individual (Individual #2) in the survey sample of Individual #2's current (EP and progress report to
four {4) individuals. review IEP Speech goal. The Facility QIDP has
o scheduled an IEP meeling on May 16, 2019 with the
The Findings included: school principal and classroom teacher, and HHP
Individual #2 was admitied to the facility on March fm J:;';pl';r‘s’cﬂzzfzi ;hr:sm';‘::i ::h;h;
Egﬁi:] ?;;;E;:k‘)’:'°’s:‘l’f’j;‘j‘3$':: ds:r’;g‘:r:;“ The Facility QIDP will amend his Individualized
destruction. Diagnoses included autism spectrum §uppon 'Pran SD.eecp goal to ensure thal.the.
information that is discussed at the meeting is put
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Individual #2 was observed in his day school
program on April 24, 2019 at 11:00 A.M.
participating in his speech program. Individual
#2's teacher was observed using American Sign
Language as part of his speech program.

A Residential Speech Therapy Annual Evaluation
dated 4/7/19 indicated: "Individual #2 is an early
communicator who uses vocalizations, pointing
and gestures to communicate his wants and
needs. Individual #2 continues to struggle
completing traditional diagnostic assessments,
therefore various screening assessments and
scales were attempted to gauge his current level
of functioning.

ISP (Individualized Service Plan) Goal: Speech
Therapy to evaluate and treat as needed and
annually.

Short Temm Goals: Individual #2 will identify core
vocahulary needed for communication in the

home during ADL's {Activities of Daily Living) by
matching objects with pictures in 4 out of 4 trails
across 2 consecutive sessions (data collected 3

determine if that individual has a speech goal. If the
individuat has a speech goal on their IEP, the Facility
QIDP will review the individual's ISP to ensure that
the speech goal is the same. If the individual's
speech goals are not the same, the Facility QIDP will
schedule an Interdisciplinary Team meeting to
discuss the continuity of the speech goal in the
school and residential sefting. The Facility QIDP wilt
amend the individual's Individualized Support Plan
speech goal to ensure that the information that is
discussed at the meeling is put into place. The
Assistant Director of Therapy Services will provide
carryover and training to the Direct Support
Professionals to implement the amended speech
program.

Completion Date: June 7, 2019
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disorder, attention deficit with hyperactivity z - -
disorder, conduct disorder, celiac disease, PICA pul "_‘to plape. Th_e Assistant Director gf.Therapy
and profound intellectual disability. This ngoes will provide carryover and training to the
individuals behavior disorders include self-injury, Direct Support Professionals to implement the
biting, hitting his head, running away, property amended speech program.
destruction. individual #2 is non-verbal. He
communicates mostly through crying, body/facial Completion Date: May 16, 2019
estures and a few signs: more, eat, drink and
b 9 Point #2: Address how the facility will identify
The facility's Qualified Intellectual Disability other individuals having the potential to be
Professional (QIDP) staff failed to ensure affected by the same deficlent practice.
Individual #2's Speech Program was
implemented cor?sisten'dy. gramw The Facility QIDP will review all individuals IEP'sto 15 7 19
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times a quarter. (Concept list:
clothing/mealtime/hygiene}. Point #3: Address what measures will be put into

place or systemic changes made to ensure that  |g.7.19

A Speech Therapy Support Plan dated 4/20/19 the deficient practice will not recur.

Indicated: "Individual #2 will identify core
vocabulary needed for communication in the The Facility QIDP will ensure that the speech goal is

home during ADL's by matching objects with the same in the school and residential setting when
pictures in trials across 2 consecutive sessions, attending the individual's JEP meeting. In the event

data collected monthly (see speech therapy that the individual's Individualized Support Plan and

data). Individualized Education Plan speech goals are not
consistent, the Facility QIDP will schedule an
Interdisciplinary Team meefing to discuss the
continuity of the speech goal in the school and
residential setting. The Facility QIDP will amend the
individual's Individualized Support Plan speech goal

Speech Therapy 30 day Evaluation;

Short Term Goals: 1. Individual #2 will use
identified core vocabulary needed for
communication in the home and school settings.

A Speech Daily Note dated Apl'l| 20, 2019 {o ensure that the information thal is discussed at the

indicated: "Target Goal: Speech Therapy (ST) meeting is put into place. The Assistant Director of

evaluate and treat annually). Therapy Services will provide carryover and training

Obj: #1 Use core vocabulary needed for to the Direct Support Professionals to implement the

communication in the home and school setting amended speech program. The Facility QIDP will

with 80% accuracy. amend the Educalion Collaboration form fo include
the review of the individual's speech goal (if

An Individualized Educational Program {(IEP) applicable) to ensure the continuity of the speech

dated 4/18/18 indicated: Individual #2 pre-speech goal in the schoo! and residential setting. The Facility

and general language is at the 15 to 18 month QIDP will also address the continuity of the speech

range as he can follow directions, respond to his goal in the school and residential selting on the

name, point to familiar objects when requested, QIDP's monthly summary and Individual's quarterly

food or drink when hungry or thirsty. Individual #2 report.

does not make any pre- speech sounds but will

gesture, point, and take an adults hand to make Completion Date: June 7, 2019

request.

A Strengths and Needs of Student area indicated:
"Area Considered - Communication (Speech and
Language Skills} Strengths-Individual #2 uses
gestures and modified sign to indicate his wants
and needs when offered an item, he responds by
pushing the item away or accepting the item.
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Individual #2 physically taps staff in order to gain
their attention. Needs- His communication skills
are impacted by his disabilities. He currently
grabs the hand of staff and attempts to move it
toward a preferred item in order to request a need
or want. Individual #2 needs to learn to use sign
and /or modified language to request preferred
items.

A Short Term Objective indicated:
"Communication- description-By the end of this
IEP, when taught ASL {American Sign Language)
or modified, Individual #2 will use language to
request 5 (five) different items at a rate of 10
demands per day, per items for 10 consecutive
data days per signfitem.”

A Data collection procedure indicated: "Manding
procedure- Continue to collect data on manding
rates for independent and prompted signs
throughout the school day, across all settings
(classroom. cafeteria, community, etc).
Iindividual #2 was observed during the School
Day Program on 4/24/19 at 11:00 A.M. being
taught by teacher using sign language for the
words eat, hug, string and go. The teacher was
observed to sign the word and ask Individual #2
to model the word with a sign or gesiure. After
each attempt the teacher would reward Individual
#2 with a piece of skittle candy.

During an interview on 4/25/19 at 10:00 A.M. with
the Qualified Intellectually Disability Professional
{QIDP}, she was asked, why Individual #2 speech
program was not being implemented consistently
in the residential and school setting. The QIDP
stated, She wondering the same thing after
observing Individual #2 perform his speech
program.”

Point #4: indicate how the facility plans to
monitor its performance to make sure that
solutions are sustained.

The Facitity QIDP will amend the Education
Collaboration form to include the review of the
individual's speech goal (if applicable) to ensure the
conlinuity of the speech goal in the school and
residential setting. The Facility QIDP will bring the
individuals’ Education Collaboration Forms to the
Risk Management Meeting monthly for review of
continuity of the speech goal in the school and
residential setling.

Completion Date: June 7, 2019
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A Program Implementation Active Treatment
Policy indicated: "Each individual will have an
individual plan of care which is a written plan
setting forth measurable short and long term
goals, and prescribing an integrated program of
individually designed therapies, activities, and
experience necessary to achieve such goals and
objectives.
Active treatment is consistently implemented in all
relevant settings both formally and informally as
the need arises or opportunities present
themselves.
The Support Coordinators are responsible for
implementing and assuring that active treatment
is provided in accordance with this policy."
The facility designed QIDP staff failed to ensure
Individual #2 speech program was implemented
consistently. W186-Direct Care Staff: falled to provide sufficient
W 186 | DIRECT CARE STAFF W 186 staff to prevent elopement for one Individual #2
CFR(s): 483.430(d}(1-2) 5 719
Address how ¢ action will be
The facility must provide sufficient direct care accomplished for tho: i n have
staff to manage and supervise clients in been affected by the deficient ce;
accordance with their individual program plans. o
Individual #2 is assigned level one to one supervision
Dioct caro salfar dofnod s o prsont eyl A e Wt
on-fiuty staff calculated over all ‘shlifts. ina 2.4-hour level 2(within eyesight of staff) during sleeping hous.
period for each defined residential living unit. The QIDP wil document on Individual #2
Individualized Support Plan regarding his supervision
levels to prevent elopement,
This STANDARD is not met as evidenced by:
Based on record review and staff interviews, the
facility staff failed to provide sufficient staff to
prevent an elopement for one individual
{Individual #2) in the survey sample of four (4)
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The findings included:

Individual #2 was admitted to the facility on March
20, 2018 for behavior consultation services for
physical aggression, self-injury and property
destruction. Diagnoses included autism spectrum
disorder, aftention deficit with hyperactivity
disorder, conduct disorder, celiac disease, PICA
and profound intellectual disability. This
individuals behavior disorders include self-injury,
biting, hitting his head, running away, property
destruction. Individual #2 is non-verbal. He
communicates mostly through crying, bodyffacial
gesturas and a few signs: more, eat, drink and
finish.

A Behavior Support Plan dated 4/20/18 Indicated
the following:

Quality of Life- A quality of life for Individual #2
would be for his medical and social needs to be
met in a safe environment and doing the activities
he likes.

What Works (Strength's) Individual #2 is friendly
to people he knows.

What Does not work (Antecadents or Triggers).
New environment, changes and transitions
Being hit or scratched by others

Using to too many words falking with him

Early warning signs for Individual #2-trying to
ascape attention:

Crying

Running away.

An Abuse Allegation Report dated 1/17/19
indicated: On Thursday January 17, 2019 at
approximately 5:00 P.M. an overhead all page

Address how the facility will identify other
residents having the potential to be affected by
the same deficient practice;

An elopement risks assessment will be completed by
the Director of Nursing/Charge Nurse for every
individual residing at Holiday House of Portsmouth. If
there is a risk for elopement based on the elopement
risks assessment tool the QIDP will facilitate an
Interdisciplinary Team Meeting to discuss the
individual's risk of elopement. During the
Interdisciplinary Team (IDT) members will review the
completed elopement risks assessment. The IDT will
review the level of supervision that the individual is
currently on and determine if the level of supervision
is appropriate to prevent elopement. [ the IDT
determines that the individual's level of supervision
needs changing the QIDP will make the necessary
changes on the Individualized Support Plan.

Ad what measures will be put into pl T

gystemic changes made to ensure that the
deficient pra will n r;

The Residential Supervisor is responsible for
assigning sufficient staff to individuals' on a daily
basis. The individuals will be sufficiently staffed based
on the needs identified in their Individualized Support
Plan,

There are 4 leve!s of one to one supervision: They
are listed as follows:

Level 1: The staff providing the 1:1 supervision must
be visually focused (individual must be within
eyesight of staff at all times) and be within arm'’s
length of the individual. Holiday House of
Porismouth staff providing Level 1 one to one
supervision will only work with the individual for a
maximum of two (2) hours. The Residential
Supervisor on duty will designate the appropriate
staff to work with individual every two (2) hours. If an
individual requires 24 hour one to one supervision,
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was made. The announcement stated that "all
residential supervisors are needed in the front
yard. The announcement was made twice by the
secretary. Once outside it was brought to the
attention (sic) that the she observed one of the
individuals left out of the facility gate and ran. She
also stated that she saw him leaving out of the
gate and messing with a staff person’s vehicle.
Also, outside the gate was Director of Nursing,
Chief Administrative Officer and the Human
Resource Clerk. At this time, Residential
Supervisors found out that Individual #2 had ran
off the facility grounds. Staff went in different
directions on and off grounds to try and locate
Individual #2. Eventually (Direct Support
Profassional #1 DB) found him across the street.
Individual #2 had crossed over a street and was
coming up hill behind some brick apartments.
(DSP #1) stated, that he was coming up out of
the pond behind the apartments. She stated, that
Individual #2 was covered with mud and his
clothes were soaked, She ran up to him and
carried him across the street back to facility. She
brought him back to the cottage. Undressed him
in the bathroom and started drying him off and
cleaning his face. A nurse staff along with a
residential staff supported him with checking his

body. Staff also stated that mud was in his mouth.

He was taken to the room to warm up with a
cover.

An Individualized Service Plan dated 4/20/18
indicated: "Behavior support: Individual #2 is
being monitored for the following behaviors: SIB
(self injuries behaviors), PICA, physical
aggression, disruptive behavior, property
destruction and leaving the area of supervision.
Staff will continue to monitor under one to one
supervision level 1 due to escaping behavior and

Holiday of House staff will sit inside of the individual
bedroom and be visually focused and within amm's
length of the individual during sleeping hours to
monitor the individual.

Level 2: The staff providing Level 2 one to one
supervision must be visually focused (individual must
be within eyesight of staff at all times) to that one
individual. Level 2 one to one supervision does not
require staff to be within arm's length of the
individual or require staff to work for a maximum of 2
hours. Staff can work with an Individual requiring
Level 2 one to one supervision for an entire 8 hour
shift.

Level 3: Level 3 one lo one supenvision is based on
individuals requiring one to one supervision, post
medical procedure, requiring more nursing care than
prehospital admission.

Level 4; Level 4 one to one supervision is based on
individuals requiring one to one supervision for
medical reasons {i.e. injuries, post medical
procedures} but does not require direct supervision
from nursing staff. DSP staff will perform Level 4
supervision for the individual,

Procedu r Level 1 and 2 One to one
supervision:

The Support Coordinator will inform Holiday House
of Portsmoulh staff of the following procedures:

The Interdisciplinary Team will identify the level of
one 10 one supervision for all individuals requiring
one fo one supervision and the Support Coordinator
will ensure that the identified level of one to one
supervision is listed on their plan of supports.
Holiday House of Portsmouth staff will provide 1:1
supervision daily {during waking hours or otherwise
specified) in all areas of programs and suppors to
individuals requiring this level of supervision.
Holiday House of Portsmouth staff providing any
level of 1:1 supervision may not leave the individual
with another staff at any time, unless authorized by
Residential Supervisor.
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An individualized Service Plan {ISP) dated
4/20/19 indicated: "Individual #2 will participate in
being monitored by the direct support
professional staff under one to one supervision
(level 1).

The facility's designated staff will monitor
Individual #2 with one to one supervision lavel 1.
The designated staff person will be visually
focused on him, be within one arms's length, the
staff person will implement his schedule of
activities for the day, the assign person will rotate
with another assign siaff person every 2 hours
during waking hours, implement his behavior
support plan and addendum and document at the
end of every two (2} hour shift. The designated
staff parson will notify supervisor if additional
supportis needed.”

An Initial Investigative Report indicated:
“Individual Name- Individual #2, Date of Incident
1/30/19. Time of Incident approximately 6:00 PM;
Noinjuries. Location: Cottage One {right wing).
Type of Incident: Elopement.

Description of Incident: Individual #2 was in
cottage one living area walking inside the living
room.

Cause of Incident: Individual #2 eloped form
cottage one living area to the swing set on
grounds near cottage two.

On Wednesday, January 30, 2019 at
approximately 6:00 PM staff asked Residential
Supervisor if Individual #2 was with him.
Residential Supervisor informed staff no, and
staff than stated that Individual #2 has ran out of
the building through kitchen door, staff
immediately ran outside to if they could find

level of 1:1 supervision may not ask ar appoint
another staff person to take their place when working
with an individual; the Residential Supervisor on duty
will ensure that the individual is assigned to the
appropriate staff person,

The Residential Supervisor on duty will ensure
through hourly round checks that the Holiday House
of Portsmouth staff that are providing any level of 1:1
is visually focused.

Holiday House of Portsmouth staff will sit inside of
the individual bedroom and be visually focused and
within amm's length of the individual during sleeping
hours to monitor the individual. If the individual
cannot tolerate being within amn's length of the
supervising staff, the staff will be stationed at the
bedroom door.

Indicate how the facility plans to monitor its

performance to make sure that solutions are
sustained: and

The Director of Residential Services/Residential
Managers will provide oversight of the daily staffing
schedule to ensure there is sufficient Staff.

The Director of Residential Services will report to the
Chief Administrative Officer daily regarding staffing
patterns.

The Director of Residentia! Services will bring a copy
of the daily schedules to the Risk Management
Commiltee meeling on a monthly basis to ensure
staffing paitemns remain sufficient.

Include dates when the comective action will be
completed: June 7, 2019
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Individual #2. Shortly after Individual #2 was
found on the swing set outside hear Cottage Two
side of the building. Nursing staff assessed him
and no new areas were cbserved. Withess
statement attached to report to provide support
for this report.

Also, prior to realizing that Individual #2 was not
inside the building, the staff person assigned to
Individual #2 asked Residential Supervisor if he
could watch Individual #2 while she uses the
restroom. Supervisor watched Individual #2,
when staff retumed she asked why the door was
open in the kitchen?

A Behavior Support Plan Addendum dated
January 24, 2019 Indicated: Target Behavior:
Elopement

Rational: Individual #2 has a history of running
away from staff and leaving grounds of facility.
This behavior support plan addendum will
address appropriate prevention and responses in
the event he elopes from the supervised area.
The following strategies will be implemented
when supporting Individual #2 while on grounds
and out in the community with designated staff:
1. Residential Supervisors and/or Managers will
designate the appropriate staff to work with
Individual #2 during waking hours. The assigned
staff will follow the guidelines of One to One
Supervision (LEVEL ONE), which means the
assigned staff will be visually focused on him
(individual must be with in eyesight of staff at all
times), the staff person will be within one arms's
length of Individual #2, this person will implement
his schedule of activities for the day, the assigned
staff will rotate every 2 hours with another
designated staff person, the one to one staff will
be responsible for implementing his behavior
support plan and document every 2 hours
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regarding engagement activities with Individual
#2.
2. The designated staff person cannot leave the
area where hefshe is working with Individual
without notifying the Supervisor on duty, i.e.
restroom break. lunch break, etc.
During an interview on 4/25/19 at 10:30 AM with
the designated QIDP for Individual #2 if his
behavior Support Plan had been implemented to
prevent elopements. The QIDP stated, "No”. The
QIDP was asked if Individual #2 had been
assessed by the facility for elopement during his
initial admissions and the QIDP stated, "No."
During an interview on 4/26/19 at 12:40 P.M. with
the Chief Administrative Officer, he was asked
had all staff been trained on Individual #2's
Individualized Service Plan for one to one
supervision and he stated, "No."
W 189 | STAFF TRAINING PROGRAM W189| W18 Training Program-
CFR(s): 483.430(e)(1)
1. Address how corrective action will be
The facility must provide each employee with accomplished for those residents found to have
initial and continuing training that enables the been affected by the deficient practice;
employee to perform his or her duties effectively, - N
. Individual #2 is assigned level one to one
efficiently, and competently. supervision (within amm's length) during waking
hours and will be assigned one to one supervision
. ) . level 2{within eyesight of staff} during sleeping
This STANDARD is not met as evidenced by: hours. The QIDP will document on Individual #2
Based on record review and staff interviews, the Individualized Support Plan regarding his
facility staff failed to effectively and competently supervision levels. All staff will be trained on the one
train staff to prevent an elopement for one fo one supervision policy in reference to I_ndividuai
individual (Individual #2) and to prevent abuse for #2 on May 22, 2019 all staff meeting. This policy
one individual (Individual #4) in the survey sample reads: ,
s Holiday House of Portsmouth will ensure the safety
of four (4) Individuals. o L o
of individuals requiring One to One (1:1} supervision
duri ki i ified.
1. The facility staff failed to provide all staff with uing waking hours of otherwise specified
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one to one supervision training, following an
elopement of Individual #2.

2. The facility staff failed to ensure that staff
training was provided to include abuse and
neglect after an incident of abuse that occurred to
Individual #4 on 11/12/17.

The findings included:

1. Individual #2 was admitted to the facility on
March 20, 2018 for behavior consultation services
for physical aggression, self-injury and property
destruction. Diagnoses included autism spectrum
disorder, attention deficit with hyperactivity
disorder, conduct disorder, celiac disease, PICA
and profound intellectual disability. This
individuals behavior disorders include self-injury,
biting, hitting his head, running away, property
destruction. Individual #2 is non-verbal. He
communicates mostly through crying, bedy/facial
gestures and a few signs: more, eat, drink and
finish.

A Behavior Support Plan dated 4/20/18 Indicated
the following:

Quality of Life-A quality of life for Individual #2
would be for his medical and social needs to be
met in a safe environment and doing the activities
he likes.

What Works (Strength's) Individual #2 is friendly
to people he knows.

What Does not work (Antecedents or Triggers).
New environment, changes and transitions
Being hit or scratched by others

Using to too many words talking with him

Early waming signs for Individual #2 -trying to
escape attention:
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One lo One supervision will be implemented for
behavioral or medical reasons per recommendations
by the Interdisciplinary Team or individual's
physician.

One {0 one supervision is defined as Holiday House
of Porlsmouth staff whose daily responsibility is o
manage, supervise and provide direct support to one
individual. The assigned staff is responsible for
implementing the individual's behavioral support plan
or plan of care from the individual's physician. The
1:1 staff is also responsible for implementation of
scheduled activilies.

There are 4 levels of one to one supervision. They
are listed as follows:

Level 1: The staff providing the 1:1 supervision must
be: visually focused {individual must be within
eyesight of staff at all times) and be within am’s
length of the individual. Holiday House of
Portsmouth staff providing Level 1 one to one
supervision will only work with the individual for a
maximum of two (2) hours. The Residential
Supervisor on duty will designate the appropriate
staff to work with individual every two (2) hours. If an
individual requires 24 hour one to one supervision,
Holiday of House stiaff will sit inside of the individual
bedroom and be visually focused and within arm's
length of the individual during sleeping hours to
menitor the individual.

Level 2. The staff providing Level 2 one to one
supervision must be visually focused (individual must
be within eyesight of staff at all times) fo that one
individual. Level 2 one to one supervision does not
require staff to be within arm's length of the
individual or require staff to work for a maximum of 2
hours. Staff can work with an Individual requiring
Level 2 one to one supervision for an entire 8 hour
shift.

Level 3: Level 3 one to one supervision is based on
individuals requiring one to one supervision, post
medical procedure, requiring more nursing care than
prehospital admission.

Level 4: Level 4 one to one supervision is based on
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Crying — ” —
Running away. individuals requiring ore to one supervision for

An Abuse Allegation Report dated 1/17/19
indicated: "On Thursday January 17, 2019 at
approximately 5:00 P.M. an overhead all page
was made. The announcement stated that "all
residential supervisors are needed in the front
yard. The announcement was made twice by the
sacretary. Once outside it was brought to the
attention (sic) that the she observed one of the
individuals left out of the facility gate and ran. She
also stated that she saw him leaving out of the
gate and messing with a staff person’s vehicle,
Also, outside the gate was Director of Nursing,
Chief Administrative Officer and the Human
Resource Clerk. At this time, Residential
Supervisors found out that individual #2 had ran
off the facility grounds. Staff went in different
directions on and off grounds to try and locate
Individual

#2. Eventually (Direct Support Professional #1
DB} found him across the street. Individual #2
had crossed over a street and was coming up hill
behind some brick apartments. (DSP #1) stated,
that he was coming up out of the pond behind the
apartments. She stated, that Individual #2 was
covered with mud and his clothes were soaked,
Sha ran up to him and carried him across the
strest back to facility. She brought him back to
the cottage. Undressed him in the bathroom and
started drying him off and cleaning his face. A
nurse staff along with a residential staff supported
him with checking his body. Staff also stated that
mud was in his mouth. He was taken to the room
to warm up with a cover.

An Individualized Service Plan dated 4/20/18
indicated: "Behavior support: Individual #2 is

medical reasons (i.e. injuries, post medical
procedures) but does not require direct supervision
from nursing staff. DSP staff will perform Level 4
supervision for the individual.

Procedures for Level 1 and 2 One to one
supesvision:

The Support Coordinator will inform Holiday House
of Portsmouth staff of the following procedures:

The Interdisciplinary Team will identify the level of
one to one supervision for all individuals requiring
one to one supervision and the Support Coordinator
will ensure that the identified level of one to one
supervision is listed on their plan of supports.
Holiday House of Portsmouth staff will provide 1:1
supervision daily (during waking hours or ctherwise
specified) in all areas of programs and supports to
individuals requiring this levet of supervision.
Holiday House of Portsmouth staff providing any
level of 1:1 supervision may not leave the individual
with another staff at any fime, unless authorized by
Residential Supervisor,

Holiday House of Portsmouth staff providing any
tevel of 1:1 supervision may not ask or appoint
another staff person to take their place when working
with an individual; the Residential Supervisor on duty
will ensure that the individual is assigned to the
appropriate staff person.

The Residential Supervisor on duty will ensure
through hourly round checks that the Holiday House
of Portsmouth staff that are providing any level of 1:1
is visually focused.

Holiday House of Portsmouth staff will sit inside of
the individual bedroom and be visually focused and
within arm's length of the individual during sleeping
hours to monitor the individual. If the individual
cannot tolerate being within arm'’s length of the
supervising staff, the staff will be stationed at the
bedroom door. Evidence of Compliance will be staff
signalures on a training roster.
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being monitored for the following behaviors: SIB
(self injuries behaviors), PICA, physical
agaression, disrupfive behavior, property
destruction and leaving the area of supervision.
Staff will continue to monitor under one to one
supervision level 1 due to escaping behavior and
PICA."

An individualized Service Plan (ISP) dated
4/20/19 indicated: "Individual #2 will participate in
being monitored by the direct support
professional staff under one to one supervision
(level 1).

The facility's designated staff will monitor
Individual #2 with one to one supervision level 1.
The designated staff person will be visually
focused on him, be within one arms's length, the
staff person will implement his schedule of
activities for the day, the assign person will rotate
with another assign staff person every 2 hours
during waking hours, implement his behavior
support plan and addendum and document at the
end of every two (2) hour shift. The designated
staff person will notify supervisor if additional
support is needed.”

An Initial Investigative Report indicated:
“Individual Name- Individual #2, Date of Incident
1/30/19. Time of Incident approximately 6:00 PM;
No injuries. Location: Cottage One (right wing).
Type of Incident: Elopement.

Description of Incident: Individual #2 was in
cottage one living area walking inside the living
room.

Cause of Incident: Individual #2 eloped form
cottage one living area to the swing set on
grounds near cottage two.

On Wednesday, January 30, 2019 at

Individual #4 was discharged from Holiday House of

Porismouth on 11/27/2017.

2. Address how the facility will identify other
residents having the potential to be affected by
the same deficient practice;

Al staff will be frained on the one to one supervision
policy in reference to all individuals on May 22, 2019
all staff meeting. This policy reads:

Holiday House of Portsmouth will ensure the safety
of individuals requiring One to One (1:1) supervision
during waking hours or otherwise specified. One o
One supervision will be implemented for behavioral
or medical reasons per recommendations by the
Interdisciplinary Team or individual's physician.

One to one supervision is defined as Holiday House
of Portsmouth staff whose daily responsibility is to
manage, supervise and provide diract support to one
individual. The assigned staff is responsible for
implementing the individual's behavioral support plan
or plan of care from the individual's physician. The
1:1 staff is also responsible for implementation of
scheduled aclivities.

There are 4 levels of one to one supervision. They
are listed as follows:

Level 1: The staff providing the 1:1 supervision must
be visually focused {individual must be within
eyesight of staff at all times) and 'be within arm's
length of the individual. Holiday House of
Portsmouth staff providing Level 1 one to one
supervision will only work with the individual for a
maximum of two (2) hours. The Residential
Supervisor on duty will designale the appropriate
staff to work with individual every two {2) hours. if an
individual requires 24 hour one to one supervision,
Holiday of House staff will sit inside of the individual
bedroom and be visually focused and within arm's
length of the individual during sleeping hours to
monitor the individual.
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approximately 6:00 PM staff asked Residential
Supervisor if Individual #2 was with him.
Residential Supervisor informed staff no, and
staff then stated that Individual #2 has ran out of
the building through kitchen door, staff
immediately ran outside to if they could find
Individual #2. Shortly after Individual #2 was
found on the swing set outside hear Cottage Two
side of the building. Nursing staff assessed him
and no new areas were observed. Witness
statement attached to report to provide support
for this report.

Also, prior to realizing that Individual #2 was not
inside the building, the staff person assigned to
Individual #2 asked Residential Supervisor if he
could watch Individual #2 while she uses the
restroom. Supervisor watched Individual #2,
when staff retumed she asked why the door was
open in the kitchen?

A Behavior Support Plan Addendum dated
January 24, 2019 Indicated: Target Behavior:
Elopement

Rational: Individual #2 has a history of running
away from staff and leaving grounds of facility.
This behavior suppert plan addendum will
address appropriate prevention and responses in
the event he elopes from the supervised area.
The following strategies will be implemented
when supporting Individual #2 while on grounds
and out in the community with designated staff:
1. Residential Supervisors and/or Managers will
designate the appropriate staff to work with
Individual #2 during waking hours. The assigned
staff will follow the guidelines of One to One
Supervision (LEVEL ONE), which means the
assigned staff will be visually fecused on him
(individual must be with in eyesight of staff at all
times), the staff person will be within one arms’s

Level 2: The staff providing Level 2 cne to one
supervision must be visually focused (individual must
be within eyesight of staff at all times) to that one
individual. Level 2 one to one supervision does not
require staff to be within arm's length of the
individual or require staff to work for a maximum of 2
hours. Staff can work with an Individual requiring
Level 2 one to one supervision for an entire 8 hour
shift.

Level 3: Level 3 one to one supervision is based on
individuals requiring one to one supervision, post
medical procedure, requiring more nursing ¢are than
prehospital admission.

Level 4: Level 4 one to one supervision is based on
individuals requiring one to one supervision for
medical reasons (i.e. injuries, post medical
procedures) but does not require direct supervision
from nursing staff. DSP staff will perform Level 4
supervision for the individual,

Procedures for Level 1 and 2 One to one
supervision:

The Support Coordinator will inform Holiday House
of Portsmouth staff of the following procedures:

The Interdisciplinary Team will identify the level of
one 1o one supervision for all individuals requiring
one to ane supervision and the Support Coordinator
will ensure that the identified level of one to one
supervision is listed on their plan of supports.
Holiday House of Portsmouth staff will provide 1:1
supervision daily (during waking hours or otherwise
specified) in all areas of programs and supports to
individuals requiring this level of supervision.
Holiday House of Portsmouth staff providing any
leved of 1:1 supervision may not leave the individuat
with another staff at any time, unless authorized by
Residential Supervisor.

Holiday House of Porismouth staff providing any
level of 1:1 supervision may not ask or appoint
anather staff person to take their place when working
with an individual; the Residential Supervisor on duty
will ensure that the individual is assigned to the
appropriate staff person,
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length of Individual #2, this person will implement
his schedule of activities for the day, the assigned
staff will rotate every 2 hours with another
designated staff person, the one to one staff will
be responsible for implementing his behavior
support plan and document every 2 hours
regarding engagement activities with Individual
#2.

2. The designatad staff person cannot leave the
area where he/she is working with Individual
without notifying the Supervisor on duty, i.e.
rastroom break. lunch break, etc.

During an interview on 4/25/19 at 10:30 AM with
the designated QIDP for Individual #2 if his
behavior Support Plan had been implemented to
provide one to one supervision to prevent
elopements. The QIDP stated, "No". The QIDP
was asked if Individual #2 had been assessed by
the facility for elopement following an elopement
incident on 1/17/19 and the QIDP stated, "Yes".

During an interview on 4/26/19 at 12:40 P.M. with
the Chief Administrative Officer (CAQ), he was
asked had all staff been trained on Individual #2's
Individualized Service Plan for cne to one
supervision and he stated, "No".

The CAO stated only the supervisors were
trained on the one to one program for Individual
#2.

The facility staff failed to provide effactive training
to prevent neglect and abuse.

2. Individual #4 was a 15 year old admitied to the
facility on 8/18/16 with diagnoses to include but
not limited to Profound Intellectual Disability,
Autism and Unspecified Behavior and Emotional
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The Residential Supervisor on duty will ensure
through hourly round checks that the Holiday House
of Portsmouth staff thal are providing any level of 1:1
is visually focused,

Holiday House of Portsmouth staff will sit inside of
the individual bedroom and be visually focused and
within arm'’s length of the individual during sleeping
hours to menitor the individual. If the individual
cannot tolerate being within arm's length of the
supervising staff, the staff will be stationed at the
bedroom door. Evidence of Compliance will be staff
signalures on a training roster.

Holiday House of Porismouth Chief Administrative has
designated the facility Social Worker to train all staff
on Mandatory Reporting, Abuse, Neglect, and
Mistrealment policies at the time of initial orientation,
monthly at all staff meeting, annually in the month of
February, and upon significant incidents that require
additionat training in the areas abuse and neglect.
Upon admission o Holiday House of Portsmouth the
facility Social Worker will notify the individual of their
human right to be free from abuse, neglect
mistreatment while residing the facility. Evidence of
notification will be located in the Individual's medical
records chart. All cument slaff will be re-trained on
522/2019.

3. Address what measures will be put into place or
systemic changes made to ensure that the
deficient practice will not recur;

The facility QIDPs trains all staff in one to one
supervision procedures at the time of initial orientation,
twice a year in the month of September and January
al the all staff meetings.

Holiday House of Portsmouth has implemented a
Mandated Reporter Policy created on 5/6/2019.

The policy indicates that all Holiday House of
Portsmouth staff report any suspected cases of child
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Disorders and Optic Nerve Hypoplasia {right eye
legally blind). Based on Individual #4's Annual
Nursing Summary dated 9/11/17 he weighed 111
pounds and was 63 3/4 inches tall. Individual
#4's Annual Nursing Summary dated 9/11/17 also
stated that he was 1:1 supervision and is
monitored very closely by Holiday House staff to
ensure that he is in a safe environment.
Individual #4's Annual Evaluation dated 8/14/17
was reviewed and the a Slosson Intelligence Test
completed 4/15/16 revealed a mental age of 23
months and an intelligence quotient of 14,

Individual #4's Monthly Programming Progress
Notes for October 2017 were reviewed and are
documented in part, as follows:

Progress Note: Name (Individual #4) made
stable progress with the support of the direct
support professional staff. He continues to
require one to one supervision procedures with 2
staff for safety and behavioral issues.

On 4/23/19 during the initial entrance conference
with the Administrator the question was asked if
there were any active abuse investigations with
any individuals. The Administrator stated, "No"
and left the room. Approximately 15 minutes later
the Administrator re-entered the conference room
and stated. "After discussing with my staff | want
to let you know that we are in an active law suit
regarding a case of abuse with an individual
{Individual #4). On 11/12/17 the individual was
physically abused/assaulted by one of our direct
support staff and it also involved our residential
supervisor. After reviewing the video footage of
the incident we have terminated both employees.”
The Administrator was asked {o allow the survey
team to view the incident footage and to bring all

abuse/negtect in accordance with the Code of
Virginia and Holiday House of Porismouth
established child abuse reporting procedures. This
policy emphasizes ALL staff in their professional or
official capacily while employed at Holiday House
Mandated reporters includes but is not limited to the
following:

Any person licensed to practice medicine or any of
the healing arts; any professional staff person
employed by a private or state operated facility,
institution or facility where personals have been
placed for care and Ireatment. Any person employed
as a social worker

Any probation officer, Any teacher or other person
employed in a public or private school, kindergarten
or nursery school ,Any mental health professional
Any person employed to lake care of children, Law
Enforcement Officers, Any person employed by or
contracled with the facility and working with the
individuals in an administrative, supportive or direct
care capacity. Any guardian or conservatory of an
adult Any person providing full, intermitient or
occasional care to a child/adult for compensation
including, but not limited to homemaker, personal
care workers, companion etc. Heliday House of
Portsmouth, Inc. expects and enforces that all staff
that has reasonable cause to suspect that a child has
been or may be subjected lo abuse or neglect, or
observes a child being subjected to conditions or
circumstances which would reasonably result in
abuse or neglect, that person shall IMMEDIATELY
report or cause a report {o be made. Anyone
employed at Holiday House of Portsmouth, Inc. Who
is mandated 1o report suspected child abuse or
maltreatment-and fails to do so, could be charged
with a Class A misdemeanor and subject to criminat
penalties. Mandated reported can be sued in a civil
court for monetary damages for any harm caused by
the mandated reporter's failure to make a

report. This new palicy will be reviewed at the all
staff meeting on 5/22/2019.
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facility documents regarding the investigation of
the abuse incident for Individual #4.

The video footage dated 11/12/17 involving
Individual #4 was reviewed by the survey team.
The video footage lasted over 2 minutes. Inthe
video Individual #4 was observed crawling/being
pushed out of the bathroom on his hands and
knees from the gymnasium bathroom followed by
2 adult males. One male was observed kicking
forcefully (more than 4 times), dragging and
twisting the individuals body by one leg and lying
with his whole body on top of individual #4 during
the footage of the video. At one pointin the video
you can only see Individual's arm waving for help.
The second male staff member was observed
sitting on Individual #4's head and shoulder area
while the other staff member was lying on top of
him. The second staff member was also
observed walking around the gym with his back
turned to Individual #4 while he was being
physically abused by the other staff member.
The only time in the 2 minutes of the video that
Individual #4 was on his feet was when he broke
free from the support staff and ran towards the
exit door with the first staff member following him.
The second staff member went back into the
bathroom and collected a trash bag then exited
the gym. The Administrator was asked who were
the 2 staff members. The Administrator stated,
"The staff member that was having the physical
contact with the individual was his 1:1 Direct
Support Staff member and the second person
was the Residential Supervisor.

After watching the video and reviewing the
Comprehensive Human Rights Information
System (CHRIS) Abuse Allegation Report for
Individual #4, Abuse #20170016 an interview was

Holiday House of Portsmouth CAQ also revised the
Abuse, Neglect and Mistreatment Policies. This poticy
indicates that: Holiday House of Portsmouth, Inc.
ICFAID prohibits any form of abuse, neglect, and
mistreatment of the individuals. Abuse is defined as
any negligent act by an employee or other person
responsible for the care of an individual receiving
services that was performed knowingly, recklessly, or
intentionally. Abuse will cause or may have polential
to cause physical or psychological hamn, injury, or
death to a person receiving care or treatment. Holiday
House of Portsmouth will not permit individuals to be
abused by anyone, including staff members,
consultants, volunteers, and staff of other agencies
providing service to the individual.

Examples of abuse for the purpose of this policy
include, but are not limited to, the following:

Physical Abuse: Any kind of physical intimidation or
intrusion such as pushing, pulling, scratching, hitling,
kicking, slapping, throwing things, torfuring, burning
with cigarettes, pulling hair, unauthorized holds, and
cutting.

Verbal Abuse: Abuse that is achieved primarily with
words. Criticizing an individual, belittling, or making
fun of someone.

Sexual Abuse: Forced sex or sex that takes unfair
advantage of an individual, fondling, or inappropriate
touching. Emotional Abuse: Abusive behavior that
uses emotions fo intimidate the victim,

Mistreatment can be defined for the purpose of this
policy to include but not limited to:

Failure to actineglect that leads to or is in imminent
danger of causing physical injury through negligent
omission, freatment, or maltreatment of an individual,
including but not limited to failure by staff to provide
an individual with adequate food, clothing, shelter,
medical care, supervision, or through condoning or
permitting abuse of an individual by any other person.
Verbal mistrealment: by subjecting the individual to
the use of derogatory names, phrases, profanity,
ridicule, harassment, coercion, or intimidation and
threatening injury or withhelding of services or
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conducted with the Administrator. The
Administrator was asked if there was any criminal
activity in the video. The Administrator stated,
"No, Name "Individual #4 was abused but we
didn't feel there was criminal activity. However,
the family did file charges against Name (DSP
#5) after they viewed the video." The
Administrator was asked if someone was
repeatedly kicking him in his groin, dragging him
by one of his limps and applying his entire body
weight on top of his body what would that be
considered. The Administrator stated, "It's
assault.” The Administrator was asked if assauit
was a criminal charge and if Individual #4 was
assaulted by the staff in the video. The
Administrator stated, "Yes, assault is a a criminal
charge and Individual #4 was assaulted by the
staff. In hindsight we should have called the
police and pressed charges.” The Administrator
was also asked when he would have expected
his staff to notify him Individual #4's abuse that
occurred. The Administrator stated, "l expected
to be notified immediately, however in this case
the abuser was who should have notified me.”

On 4/24/19 at approximately 1:40 PM the Social
Worker was asked what she thought about the
video involving Individual #4 and the facility staff
members. The Social Worker stated, "Honestly it
made me sick. | wanted to cry. | have a three
year old and if anyone every did that to my child |
would go crazy. He (Individual #4) should have
never been abused like that, we have behavior
support plans for all of our Individuals and they
should be followed."

Individual #4's Nurses Notes were reviewed and
are documented in part, as follows:
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and threatening injury or withhalding of services or
supports, including impfied or direct threat of
termination of services.

Restrictions on an individual's freedom of movement
by seclusion in a locked room under any condition.
Restriction to an area of the residence or restricting
access to ordinarily accessible areas of the residence
is not allowed, unless arranged for and agreed to on
the Individual's' Support Plan, Use of Physical
restraint: without a written physician's order, or as
part of an Individual Support Plan, unless an
individual's acticns present an imminent danger to
himselfMerself or others, and only until appropriate
action is taken by medical, emergency, or palice
personnel. Financial exploitation which may include,
but is not limited to: unauthonized rate increases, staff
borrowing from or loaning money o individuals,
witnessing wills in which the caregiver is beneficiary,
adding caregiver's name to individual's bank
accounts, inappropriately expending individual's
personal funds, and theft of an individual's personal
funds. Neglect: To assist this facility in defining
incidents of neglect; neglect is defined as any recent
act or failure to act that resulls in death, serious
physical or emational harm.

Examples of neglect for the purpose of this policy
include: Abandonment

Nutritional neglect (under-nourished); failure to
provide food/hydration, inadequate hygiene {wearing
soiled clothing) inadequate supervision {sleeping on
the job}, duration and frequency of unsupervised
times. Exposure to hazardous materials Failure to
protect by jeopardizing health and safety, any other
form of reckless behavior with disregard for the
individual's health and safety Failure to implement
behavioral support plan procedures, as it relates to
safety of the individual. All Heliday House employees
are Mandated Reporters and all personnel shalt
strictly adhere to the following procedures: Any Staff,
Individual, Authorized representative, consultant,
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1z g 5;‘30 PM: Focal Assessment to left legal guardian, local or regional advocate, or other
:pgerd 9 nezr hltplg;omtartea. :‘ﬁecct’i '?'Q‘ZNL interested person who believes that an individual has
gnsymp P shall immediately repaort such to the Chief 6.7.19

pain/discomfort. Skin intact without swelling. No
Tx. (treatment) needed, monitoring continues.
PCP (patient care provider) notified. Residential
Supervisor will notify parent.

11M13/17 7:30 AM: Afer being showered
observed a large bruise to left hip and groin area
that was dark blue and green in color, nontender
to touch, no signs or symptoms of pain/discomfort
noted, no treatment needed

On 4/24/19 at 3:30 PM an interview was
conducted with LPN (Licensed Practical Nurse)
#2 who performed the above focal assessment
on Individual #4 on 11/12/17 at 5:30 PM. LPN #2
was asked to describe what she saw when she
assessed Individual #4 on 11/12/17. LPN #2
stated, "l was in the nursing office and | was
called and asked if | could come over to assess
Name (individual #4's) bruise on his leg. | went
over and walked up to the bathroom and said "Oh
my God what happened to him?" They (RS #4
and DSP #5) said " We don't know”. | said, "No
one knows what happened?” | was so emotional,
we (me and RS #4) did an incident report and
called the mom. | told the mom what the area
looked like." LPN #2 was asked to describe the
area on Individual #4's hip/groin area. LPN #2
stated, "It was a dark purple with a red spot. It
was about the size of a pineapple. It didn't need
any treatment but | did notify the doctor by fax.
LPN #2 was asked if she was a mandated
reported and if it ever occurred to her that
Individual #4 may have been abused. LPN #2
stated, "Yes | am a mandated reporter but no it

Administrative Officer andfar their IMMEDIATE
SUPERVISOR. It is the supervisor's responsibility to
ensure that the alleged abuser is removed from
providing any care to the individual immediately after
the allegation is made. In the event the supervisor
does not respond appropriately ANY staff may call
911 to ensure the individuals of the facility are safe.
The Chief Administrative Officer, in no case, shall
punish or retaliate against a volunteer, consultant, or
student for reporting an allegation of abuse, neglect,
or exploitalion to an outside enlity. Any employee
who believes or withesses that an individual has
been hammed, abused or exploited, neglected or
misireated by any person shall INTERVENE to
prevent further ham to the individual and report such
aclivity immediately to their immediate supervisor.
The fmmediate Supervisor must IMMEDIATELY
suspend the employee who has been alleged fo
abuse, neglect, or misireat the individual. The
Immediate Supervisor will conduct an initial
investigation and submit written statements, conduct
interviews, and get as much initial information as
possible. This information should be forwarded
immediately to the Chief Administrative Officer/Social
Worker. The investigator shall include dates, times of
interviews and written statements etc. The
Immediate Supervisor must ensure that the
Individual is assessed immediately by the Nurse on
duty and the individual MUST be transported to the
emergency room for further medical evaluation and
treatment. The Immediate supervisor and the Nurse
on duty must NOTIFY the Chief Administrative
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never occurred to me he was abused.” LPN#2
was then asked if she reviewed the video footage
from the monitor in the Nursing Office on
1111217 when the bruise of unknown injury was
reported to her to see if there was any indications
that Individual #4 was abused. LPN #2 stated,
"No, | never checked the camera system that
day."

Individual #4's Interdisciplinary Progress Note
date 11/12/17, timed 3 PM-7 PM written by DSP
#5 were reviewed and is documented in part, as
follows:

Individual #4's facility Accident Incident Report
dated 11/12/17 at 5:33 P.M. completed by DSP
#5 was reviewed and is documented in part, as
follows:

Where did the accident/incident take place? Staff
observed in bathroom.

Describe any injuries incurred: Staff observed
bruise on left hip while supporting with nightly
hygiene.

Name of any witnesses: Name (RS #4).

Staff person's account of what happened: Staff
observed bruise while supporting with PM care.
Condition of person involved: (Completed by
Nurse, LPN #2}; Focal assessment to left upper
thigh, noted large bruise near hip/groin. skin
intact, no swelling, no signs or symptoms of
pain/discomfort, no tenderness, activity WNL.
Physician notified: Name (Attending Physician})
via fax, Time: 5:45 PM, By Whom: Name (LPN
#2), Physician's instructions: none given at this
time.

Name of Parent/Guardian notified: Name
{Individual #4's mother), Time Notified: 5:47
P.M., By Whom: Name (RS #4).

Officer, Director of Nursing, Secial Worker as soon
as possible. The Chief Administrative Officer will
ensure the facility's Social Worker (Investigator)
immediately investigate and report the alleged
abuse, neglect, mistrealment in accordance with
established state policies and procedures. The
Social Worker is responsible for entering all
allegations of abuse, neglect, mistreatment,
complaints, and suspicious injuries of unknown origin
in accordance with state laws and established
procedures. The Social Worker will ensure that
incidents are thoroughly investigated. Investigations
will consists of monitoring the CCTV camera system,
interviewing staff, interviewing the individual, etc.
The Social Worker upon receipt of any allegation
allegations of abuse, neglect, mistreatment,
complaints, and suspicious injuries of unknown origin
will conduct an investigation and will be entered into
the CHRIS {Comprehensive Human Rights
Information System program within 24 hours of the
initial report. The Social Worker will document times,
dates, imelines, phone calls regarding the allegation
of abuse, neglect, mistreatment investigative
findings.

Upon completion of the investigation as indicated in
the Hofiday House of Portsmouth, Inc. Abuse,
Neglect, and Mistreatment Policies, the Social
Worker will complete a final investigation into CHRIS
{Comprehensive Human Rights Information System)
within 5 working days (these days also include
weekends and holidays). An employee's failure to
report or cooperate with an abuse and/for neglect
investigation may result in disciplinary action. Any
action by an employee that compromises the
integrity or outcome of a factual investigation may be
cause for disciplinary action andfor immediate
termination.

Volunteers, contractors, contract employees, student
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ian: intems and/or consultants who fail to comply with
Summary of respp nse from the.’ Parentlguardlan. this departmental instruction may be terminated from
Parents were notified of how big the bruise was employmentservice
and said thanks. signed by RS #4. '
N . Upon receipt of an allegation of abuse, neglect,
The facility letter sent to Individual #4's parents and/or mistreatment the protocol is identified as
regarding investigation into unknown bruise dated follows: Take sleps to protect the safety and welfare
111517 was reviewed and is documented in of the individuals. Suspend the alleged abuser
part, as follows: immediately. Ensure an assessment is completed by
the nurse if allegations involve any type of Injury or
This letter is to inform you that we have olaim that staff may have injured individual.
concluded the investigation regarding the large The individual involved in the abuse will |mmed_|ately
nknown bruise discovered on N ber 12 be transported to the emergency room for medical
unknown bruise discovered oh November 12, evaluation and treatment as needed.
2017. The surveillance camera was also Ensure that employees are reminded that they are to
reviewed. cooperate with the investigation, Ensure to
investigate get written statements, be sure to
Investigative Findings/Conclusion: Founded; this document thoroughly
video had evidence of abuse and neglect and Immediaely contact the local |aw enforcement in al
violated Holiday House Abuse of Individuals cases of suspected criminal activity.
Policy. The reviewing of the video surveillance :‘"‘f}’ lheSCh_leIi a‘m“'s"a‘“‘e Officer, Director of
. he following: ursing, —ocial er.
disclosed the following The Social Worker will initiate an impartial
s - investigation within 24 hours of receiving a report of
During transition from the gym area to the potential abuse or neglect. In the absence of the
residential area after leaving the restroom Name Social Worker the Chief Administrative Officer will
(Individual #4) was observed coming out of the appoint an employee who is not involved in the
bathroom with a male staff. issues of the investigation to complete the
investigation. The faciity will use closed circuit
*The Staff provided unnecessary physical support cameras to assist with the investigation.
and did not use ANY appropriate TOVA In all cases, the Chief Administrative Officer will
interventions as trained by Holiday House of provide his writien decision, including
Actions taken as a result of the investigation within
Porismouth. h . L g
completion of the investigation to the individual,
. . individual's parent/guardian. If the individual affected
'E\fldance revealed rpgle staff placing body by the alleged abuse or his aulhorized representative
weight on Name (Individual #4). is not satisfied with the Chief Administrative Officer's
actions, he or his authorized representative or
*Evidence of a kick to Name (Individual #4's) anyone acting on his behalf, may file a complaint and
hip/groin area. request for a Local Human Rights Committee
(LHRC) hearing under 12VAC 35-115-180.
intervene which was a violation of Holiday House
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*Termination of employee #1 for viclation of
Holiday House Policy.

*Termination of employee #2 for failing to
intervene and providing oversight to prevent
abuse/neglect.

*Behavior episodes from this point on must be
reported to the CAQ (Chief Administraticn Officer)
and SW (Social Worker), All hands on interaction
investigated and viewed on surveillance camera.

*All staff meeting will be held on November 15,
2017 additional TOVA training will be discussed
and trained with all staff.

The Critical Incident Report from Individual #4's
Day School program dated 11/13/17 at 9:30 Am
was reviewed and is documented in part, as
follows:

Type of incident:
Other: arrived fo school with large bruise on front
of left hip and upper thigh.

Incident reported to:

Parents: 11/13/17 at 9:45 AM, picture of bruise
sent at 10:09 AM
Holiday House: 11/13/17 at 10:00 AM

Description of incident; Name (Individual #4)
arrived at school and transitioned to class. When
taken to the bathroom at 9:30, staff noticed
bruising on his hip and thigh. Staff called mom
and was asked to send pictures. Mom and dad
arrived, looked at the bruise, called doctor.

facility will complete ihe following:

The employee will be monitored by the supervisor or
designee during a 3-month period. He or she shall
be supervised closely while assigned {o individuals,
Daily documentation will occur.

The Social Worker will review Holiday House of
Portsmouth's Abuse, Neglect, and Mistreatment
policies with the staff person.

A certified TOVA Trainer will discuss with the staff
person the TOVA philosophy and the TOVA
technique as it relates to the incident. {If applicable}
At the end of the 3-month period, the Director of
Residential Services will review the documentation
with the staff person. The supervisor will prepare a
written report with recommendations to be submitted
to the Chief Administrative Officer within ten days.
All staff will be informed and review the Abuse of
IndividualsiMistreatment/Neglect Palicies at the time
of arientation, monthly at all staff meetings, and
annually in the month of February. Documentation
of this review shall be on the orientation sheet and
staff training log.

This policy and procedure will be reviewed with each
employee during the initial employment, monthly at
all staff meetings, and annually in the month of
February. This policy will be reviewed with all staff on
52212019.

The injuries of unknown origin protocol was created
and states: It is the policy of Holiday House of
Portsmouth that injuries of unknown origin be
investigated and reported in accordance with state
and federal procedures. Injuries of an unknown
origin is defined as follows: The injury wasn't
observed by anyone or can't be explained by the
individual or staff. The injury is suspicious requiring
additional medical evalualion due 1o the location
{and in an area not usually vulnerable to trauma),
extent of the injury, number of injuries that ocour at
the same time, or the number of injuries over time.
{Hip, upper chest, back, head, neck (front and back},
these body parts are listed as a quide but does not
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Holiday House was called and came to get Name sxclude ofher body parts)in the event of an unknown
(Individual #4) to transport to the doctor. Parents ey et o sty
shared that they had received a call last night INVESTIGATION IMMEDIATELY. The Residential
from Holiday House that Name (Individual #4) Supervisor must initiate an Accident/Incident Report
had a behavior and had a bruise on his back. We and IMMEDIATELY begin the investigalion into the
looked and did not find a bruise on Name injury of unknawn origin. (Follow Accident/Incident
{(individual #4's) back. Holiday House said they Report Palicy and Procedures). The initial
did not see a bruise on Name (Individual #4's) hip investigation should explore the known cause or
when he left for school. probable cause on the Incident Report. The
Re_sidential Depa_rtmenl Supervisor must notify the
Individua! #4 was seen at Name (Childl‘en's Chief A.dminislfallve Ofﬁmf, Social Worker, C_lil'ec'tor
Hospital) on 11/13/17 at 1:25 PM with chief of Nursing IMMEDIATELY in the event there is NOT
. o . a probable cause or known cause of the injury.
complaint of Bruising and Swelling of Jaw/Lump. NURSING ASSESSMENT & PROTOCOL
» , . . The nurse should be notified immediately upon
Individual #4's Positive Behavioral Support Plan observation of all injuries and complete the nursing
dated 9/18/17-9/18/18 was reviewed and is assessment for the individual. This information
documented in part, as follows: should be documented on the Accident and Incident
Report Form, and in the nursing notes. As licensed
Rational:: professionals the expeclation from the Nurse on
Plan written in accordance to VAC12-200-105 t?}”?’ is ""qg_?"mf iniulrjileslthtal are m:fsg:cigqs in areas
Behavioral Pl . .t at are vulnerable to trauma. If the injury is
o o?‘::::‘;;ﬁt:‘:e"t ans with restrictive unexplained, the nurse shall IMMEDIATELY notify
’ the Director of Nursing. Social Worker, Chief
. ) . Administrative Officer. The Residential Supervisor
Target Behaviors: Physical Aggression, _ and Nurse will continue to phone the family together.
Self-Injury, Property Destruction, and PICA. Itis The Residential Supervisor wil continue to notify the
important to note that Name (Individual #4) seeks family of the incident, and the nurse will then provide
out the person who blocked his access to the the parents with information regarding the
item he is wanting. assessment and treatment given if any. The nurse
wil] a]so notify the Individual's primary care physician
Quality Of Life- A quality life for Name (Individual of injuries and trealment given. The nurse will
#4} is to be in a safe environment and doing gg:;";ﬁgt;:'fh':fﬁ&?ﬁ;’:’g;l;h;;ﬂvs'z:i5 medical
Zc:l‘vm‘es thz:t he prefers without displaying If the employee has knowledge or reason to believe
ehaviors of concem. the injury invoives abuse or neglect, the employee
. ' shall immediately report the event to the CAQ in
What is not working- accordance with the Holiday House Abuse
-Gently touching him or trying to sooth him when Prevention Policies and Procedures. The Director of
he is displaying behaviors of concem. Nursing/Nursing Department will ensure individuals
receive the appropriate medicat attention for all
Recommendations and Procedures for Name
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-When walking and transitioning to another
location offer Name (Individual #4} an object to
hold from his clear tote bag to help keep him
engaged in an activity.

Physical Aggression:

“When staff is not able to stop Name (individual
#4) from physical aggressive behaviors they
should follow the agency crisis plan.

-Bo not hug or pat his back to help calm him
down. Do not stare or frown when he is engaging
in target behavior. These actions tend to provoke
hostile reaction from Name (Individual #4).
remember redirection means ignore the use of
disruptive behavior, refocus the person's attention
on a preferred activity and reinforce the
participation.

Crisis Plan:
Staff should follow Crisis Plan for Name

(Individual #4}, Holiday House of Portsmouth, Inc.

uses the TOVA techniques for their individuals
with behavior support plans.

Below is a general crisis plan to be used as a
guide. If after all attempts to understand what
Name (Individual #4) is communicating has been
unsuccessful or you cannot change the
environment or address his needs, be prepared
for Name (Individual #4) to possibly escalate in
aggressive behavior. Understand that now,
Name (Individual #4's ) behavior is beyond his
control.

A. If he becomes aggressive or disruptive, clear
the area of other individuals.

B. Ifhe becomes self injurious, clear the area of
objects that may cause him injury.

C. If you can leave the area and still monitor

activity the CAO or designated staff involved must
call local law enforcement. All staff will be trained on
this protocol in the all staff meeting on 5/22/2019.
Staff will be trained by the facility Social Worker on
this protocol at initial crientation. Evidence of
compliance will be on the facility's training log. The
Chief Administrative Officer will have the CCTV
Camera System placed on lap fop as well as the
facility Social Worker lap top so facility monitoring
can be conducted on weekends as well. Live Video
Monitoring is conducted by the CAO and/or designee
during the weekdays.

4.Indicale how the facility plans to monitor its
pefformance to make sure that solutions are
sustained; and

The QIDP provides a quiz to all staff in reference to
their knowledge of the one fo one supervision policy.
The quiz is kept in the personnel records in Human
Resources.

The Risk Management committee will review the
training roster each month to ensure that all staff
receive the training in areas of mandatory reperting,
abuse, neglect, and mistreaiment.

S.Include dates when the comective action will be
completed-June 7,201%
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Name (Individual #4) safely then do so.

D. When communicating with Name (Individual
#4) , make sure that you are not using a tone of
voice that indicates fear, uncertainty or anger.
Name (individual #4) neads to feel like you are in
control of the situation. Remember being in
control of the situation does not mean that you
must control Name (Individual #4) it means you
need to be in control of you and your emotions.
DO NOT GET DIRECTIVE-STAY CALM.

F. If you are unable to leave, then block any
attempts that Name (Individual #4) makes to be
aggressive or self injurious.

G. Call for back up and follow 911 protocols.

On 4/25/19 the Administrator was asked what
training was provided after the abuse incident
with Individual #4 on 11/12/17. The Administrator
stated, "We went over TOVA training with our
staff and went over Individual #4's new Safety
Plan with the staff responsible for his care.” The
Administrator was asked if all staff were retrained
on the Abuse and Neglect Policy and Mandated
Reporting of Abuse and Neglect after the abuse
incident with Individual #4. The Administrator
stated, "No, we did not do training on abuse or
neglect or mandated reporting in hindsight we
should have.”

On 4/29/19 at 4:10 P.M. a pre-exit conference
was held with the Chief Administrative Officer, the
Social Worker and Medical Records where the
above information was shared. The Chief
Administrative Officer stated, "We are currently
instaliing software so myself and the social
worker will be able to view live camera feeds from
our phones when we are not in the facility. This
has been a valuable learming experience for us
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again.."
W 249 | PROGRAMIMPLEMENTATION W 249
CFR(s): 483.440(d)(1) W 249 Program Implementation- The tacility
. L staff failed to implement speech and behavior
As soon as the interdisciplinary team has supervision program for tndividual #2.
formulated a client's individual program plan, 5.22.19

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 observations, record review and staff
interviews the facility staff failed to implement
speech and behavior supervision program for one
Individual {Individual #2} in the survey sample of
four (4) individuals.

The findings included:

Individual #2 was admitted to the facility on March
20, 2018 for behavior consultation services for
physical aggression, self-injury and property
destruction. Diagnoses included autism spectrum
disorder, attention deficit with hyperactivity
disorder, conduct disorder, celiac disease, PICA
and profound intellectual disability. This
individuals behavior disorders include self-injury,
biting, hitting his head, running away, property
destruction. Individual #2 is non-verbal. He
communicates mostly through crying, body/facial
gestures and a few signs: more, eat, drink and

Point 1: Address how corrective action will be
accomplished to address the issue(s), for
those individuals found to have been affected
by the deficient practice.

The Facility QIDP will give HHP Speech Therapist
Individual #2's current IEP and progress report fo
review |[EP Speech goal. The Facility QIDP has
scheduled an IEP meeting on May 16, 2019 with
the scheol principal and classroom teacher, and
HHP Speech Therapist to discuss the continuity of
the speech goal in the school and residential
setting. The Facility QIDP will amend his
Individualized Support Plan speech goal o ensute
that the information that is discussed at the
meeling is put into place. The Assistant Director
of Therapy Services will provide carryover and
training to the Direct Support Professionals to
implement the amended speech program. The
Facility QIDP will re-Irain all staff working directly
with Individual #2 on his Behavior Support Plan
Addendum regarding elopement, Crisis Code Call
Policy, and One to One Supervision Policy at the
All Staff Meeting scheduted for May 22, 2019.
Evidence of compliance will be on documented on
the facility's training log.

Completion Date: May 22, 2019
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finish.

The facility staff failed to ensure Individual #2's
Speech Program was implemented consistently.
As well as implement his behavior support
program consistently.

Individual #2 was observed in his day school
program on April 24, 2019 at 11:00 A.M.
participating in his speech program. Individual
#2's teacher was observed using American Sign
Language as part of his speech program.

A Residential Speech Therapy Annual Evaluation
dated 4/7/19 indicated: "Individual #2 is an early
communicator who uses vocalizations, pointing
and gestures to communicate his wants and
needs. Individual #2 continues to struggle
completing traditional diagnostic assessments,
therefore various screening assessments and
scales were attempted to gauge his current level
of functioning.

ISP {Individualized Service Plan) Goal: Speech
Therapy to evaluate and treat as needed and
annually.

Short Term Goals: Individual #2 will identify core
vocabulary needed for communication in the
home during ADL's (Activities of Daily Living} by
matching objects with pictures in 4 out of 4 trails
across 2 consecutive sessions (data collected 3
times a quarter. (Concept list:
clothing/mealtime/hygiene).

A Speech Therapy Support Plan dated 4/20/19
Indicated: "Individual #2 will identify core
vocabulary needed for communication in the
home during ADL's by matching objects with

Point #2: Address how the facility will identify
other individuals having the potential to be
affected by the same deficient practice.

The Facility QIDP will review all individuals IEP’s
to determine if that individual has a speech goal.
if the individual has a speech goal on their IEP,
the Facility QIDP will review the individual's ISP to
ensure that the speech goal is the same. If the
individual's speech goals are not the same, the
Facility QIDP will schedule an Interdisciplinary
Team meeting to discuss the centinuity of the
speech goal in the schoot and residential setting.
The Facility QIDP will amend the individual's
Individuatized Support Plan speech goal to ensure
that the information that is discussed at the
meeting is put into place. The Assistant Director
of Therapy Services will provide carryover and
training to the Direct Support Professionals to
implement the amended speech program. The
Facility QIOP will review all individuals Behavior
Support Plans to determine if that individual has a
targeted behavior of elopement. If the individual
does have elopament on their Behavior Support
Plan, the Facility QIDP will re-train all staff on
those Individual's Behavior Support Plans
regarding elopement. Evidence of compliance wilt
be on documenied on the facility’s training log.

Completion Date: June 7, 2019

Point #3: Address what measures will be put
into place or systemic changes made to
ensure that the deficient practice will not
recur.
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pictures in trials across 2 consecutive sessions,
data collected monthly (see speech therapy
data).”

Speech Therapy 30 day Evaluation;

Short Term Goals: 1. Individual #2 will use
identified core vocabulary needed for
communication in the home and school settings.
A Speech Daily Note dated April 20, 2019
indicated: "Target Goal: Speech Therapy (ST)
evaluate and treat annually).

Obj: #1 Use core vocabulary needed for
communication in the home and school setting
with 80% accuracy.

A Individualized Educational Program (|EP) dated
4/18/18 indicated: " Individual #2 pre-speech and
general language is at the 15 to 18 month range
as he can follow directions, respond to his name,
point to familiar objects when requested, food or
drink when hungry or thirsty. Individual #2 does
not make any pre- speech sounds but will
gesture, point. and take an adults hand to make
request.

A Strengths and Needs of Student area indicated:
*Area Considered-Communication (Speech and
Language Skills) Strengths-Individual #2 uses
gestures and modified sign to indicate his wants
and needs when offered an item, he responds by
pushing the item away or accepting the item.
Individual #2 physically taps staff in order to gain
their attention. Needs- His communication skills
are impacted by his disabilities. He currently
grabs the hand of staff and attempts to move it
toward a preferred item in order to request a need
or want. Individual #2 needs to leamn to use sign
and for modified language to request preferred

The Facility QIDP will ensure that the speech goal
is the same in the school and residential setling
when attending the individual’s IEP meeting. In
the event that the individual's Individuatized
Support Plan and Individualized Education Plan
speech goals are not consistent, the Facility QIDP
wilt schedule an Interdisciplinary Team meeting to
discuss the continuity of the speech goal in the
school and residential setting. The Facility QIDP
will amend his Individualized Support Flan speech
goal to ensure that the information that is
discussed at the meeting is put into place. The
Assistant Director of Therapy Services will provide
carryover and training to the Direct Support
Professionals to implement the amended speech
program, The Facility QIDP will amend the
Education Collaboration form to include the review
of the individual's speech goal {if applicable) to
ensure the continuity of the speech goal in the
school and residential setting. The Fadility QIDP
will also address the cantinuity of the speech goal
in the school and residential seiting on the QIDP's
monthly summary and Individual's quarterly report.
During the individual's quarterly review, the
Facility QIDP will ensure that the individual's
Behavior Support Plan regarding elopement
strategies are effective. If the elopement
strategies are not effective, the Facility QIDP will
seek feedback from the Interdisciplinary Team to
amend the Behavior Support Plan. The Facility
QIDP wilt re-train 2l Direct Support Staff on the
amended Behavior Support Plan regarding
elopement. Evidence of compliance will be on
documented on the facility's training log.

Completion Date: June 7, 2019
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A Short Term Objective indicated: "
Communication-description-By the end of this
|IEP, when taught ASL {American Sign Language)
or modified, Individual #2 wili use language to
request 5 (five) different items at a rate of 10
demands per day, per items for 10 consecutive
data days per sign/item.”

A Data collection procedure indicated: "Manding
procedure-Continue to collect data on manding
rates for independent and prompted signs
throughout the school day, across all settings
(classroom. cafeteria, community, etc).

Individual #2 was observed during the School
Day Program on 4/24/19 at 11:00 A.M. being
taught by teacher using sign language for the
words eat, hug, string and go. The teacher was
observed to sign the word and ask Individual #2
to model the word with a sign or gesture. After
each attempt the teacher would reward Individual
#2 with a piece of skittle candy.

During an interview on 4/25/19 at 10:00 A.M. with
the Qualified Intellectually Disability Professional
(QIDP), she was asked, why Individual #2 speech
program was not being implemented consistently
in the residential and school setting. The QIDP
stated, She wondering the same thing after
observing Individual #2 perform his speech
program.”

A Program Implementation Active Treatment
Policy indicated: "Each individual will have an
individual plan of care which is a written plan
sefting forth measurable short and long term
goals, and prescribing an integrated program of

monitor its performance to make sure that
solutions are sustained.

The Facility QIDP will meet with the
Interdisciplinary Team quarterly to discuss the
progress of the individual's speech goals and if the
Behavior Support Plan strategies are effective in
the residential setling. If the elopement strategies
are nol effective, the Facility QIDP will seek
feedback from the Interdisciplinary Team to
amend the Behavior Supperi Plan. The Facility
QIDP will re-trzin all Direct Support Staff on the
amended Behavior Support Plan regarding
elopement. Evidence of compliance will be on
documented on the facility's training log. The
Facility QIDP initially trains the Behavior Support
Plan strategies to all new employees at arientation
and lo all staff twice a year at the All Staff
Meetings. Evidence of compliance will be on the
facility's training log.

Completion Date: June 7, 2019
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individually designed therapies, activities, and
experience necessary to achieve such goals and
objectives.

Active treatment is consistently implemented in all
relevant settings both formally and informally as
the need arises or opportunities present
themselves.

The Support Coordinators are responsible for
implementing and assuring that active treatment
is provided in accordance with this policy.”

The facility staff failed to implement Individual #2
speech program consistently.

B. The facility staff failed to implement Individual
#2's behavior support program consistently to
prevent elopement.

An Accident and Incident Report dated 1/30/19
indicated: "Date Occurred: 1/30/19. Time
Qccurred: approximately 6:00 PM.

Describe any injuries: No injury

Account of what Happened: It was reported by
staff that Individual #2 ran out of Coltage one
living area and he was found on grounds on the
swing set.

Condition of person involved: Head to toe body
assessment was done. No new areas noted. Skin
intact, no tendermess, no swelling. Activity with in
limits, no sign of pain/discomfort. mood. Vital
signs taken- none.

Was Individualized Support Plan Modified: NO
Name of Parent/Guardian/Authorized
Representative notified: Mother - Time Notified:
Approximate 6:50 PM.

Summary of response from Parent/Guardian /
Authorized Representative: ‘Mother made aware.
And she also, stated that she was not surprised
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to hear this because he did a lot of eloping at
home.’

Summary of comective action taken: No Tx
needed monitoring continued.”

An Initial Investigative Report indicated:
"Individual Name-Individual #2, Date of incident
1/30/19. Time of Incident approximately 6:00 PM;
No injures. Location: Cottage One (right wing).
Type of Incident: Elopement.

Description of Incident; Individual #2 was in
cottage one living area walking inside the living
room.

Cause of Incident: Individual #2 eloped form
cottage one living area to the swing set on
grounds near coftage two.

On Wednesday, January 30, 2019 at
approximately 6:00 PM staff asked Residential
Supervisor if Individual #2 was with him.
Residential Supervisor informed staff no, and
staff then stated that Individual #2 has ran out of
the building through kitchen door, staff
immediately ran outside to if they could find
Individual #2. Shortly after Individual #2 was
found on the swing set cutside hear Cottage Two
side of the building. Nursing staff assessed him
and no new areas were observed. Witness
statement attached to report to pravide support
for this report.

Also, prior to realizing that Individual #2 was not
inside the building, the staff person assigned to
Individual #2 asked Residential Supervisor if he
could watch Individual #2 while she uses the
restroom. Supervisor watched Individual #2,
when staff retumed she asked why the door was
open in the kitchen?

Corrective Actions Taken: Recommend - ensure
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that communication occurs when a supporting an
individual to another staff person.”

A Nursing Department Notification to the
physician indicated: "Date 1/30/19; Attention:
physician; From: facility nursing department;
Reason: Individual #2.

Comments: Individual #2 ran out of the building
wi/o (with out ) shoes on feet and coatfjacket.
head to toe focal assessment completed. no
findings noted. Activity (wnl}, no s/s
(signs/symptoms) of pain/discomfort. {aughing...

A Behavior Support Plan Addendum dated
January 24, 2019 Indicated: Target Behavior:
Elopement

Rational: Individual #2 has a history of running
away from staff and leaving grounds of facility.
This behavior support plan addendum will
address appropriate prevention and responses in
the event he elopes from the supervised area.
The following strategies will be implemented
when supporting Individual #2 while on grounds
and out in the community with designated staff:
1. Residential Superviscrs and/or Managers will
designate the appropriate staff to work with
Individual #2 during waking hours. The assigned
staff will follow the guidelines of One to One
Supervision (LEVEL ONE), which means the
assigned staff will be visually focused on him
(individual must be with in eyesight of staff at all
times), the staff person will be within one arms's
length of Individual #2, this person will implement
his schedule of activities for the day, the assigned
staff will rotate every 2 hours with another
designated staff person, the one to one staff will
be responsible for implementing his behavior
support plan and document every 2 hours
regarding engagement activities with Individual
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#2.

2. The designated staff parson cannot leave the
area where he/she is working with Individual
without notifying the Supervisor on duty, i.e.
restroom break. lunch break, etc.

3. The assigned staff person will encourage
Individual #2 to hold their hand while out in the
community. If he is resistant staff must be within
arm's length of Individual #2 at all times.

4. If Individual #2 runs out the exit door {on
grounds) the assigned staff person will
immediately follow him and at the same time
verbally say to another staff in the vicinity to call
an ALL Page CODE: GREEN {code for:
elopement), the person making the All page will
announce Individual #2's initials, the location he is
leaving and possible direction Individual #2 is
going towards. All available staff person will come
to the area stated for support.

5. Once located the assigned staff person will
escort him back to the safe area.

6. If any injuries should occur during elopement
an accident and incident report will be completed
and Individual #2 will be assessed by nursing
staff. Parents will be notified.

7. When Individual #2 is out in the community the
assigned staff person must have access to a cell
phone.

8. If Individual runs away from the assigned staff
person out in the community and not within
eyesight then staff must call 911.

9. The designed staff person will instruct another
staff person to call supervisor at facility to inform
of the situation and get further instructions.

10. The Supervisor will contact the Residential
Manager, Chief Administrative Officer, Social
Worker, Nursing department to inform ofthe
situation and get further instructions.

11. Once Individual #2 is found and retumed to
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facility a designed staff person will take him to
nursing department to be assessed. An
accident/incident report will be written if an injury
occurred. If an injury occurred he will be provided
treatment and monitored closely by staff. Parents
will be notified.
12. Failure to implement these procedures could
result in disciplinary actions. Signed and dated
1/24/19 by the Support Coordinator /QIDP
(Qualified Intellectual Disability Professional) and
Chief Administrative Officer.”
During an interview on 4/25/19 at 10:30 AM with
the designated QIDP for Individual #2 when
asked if his behavior Support Plan had been
implemented to prevent elopements. The QIDP
stated, "No.” The QIDP was asked if Individual #2
had been assessed by the facility for elopement
during his inifial admissions and the QIDP stated,
"No."
During an interview on 4/26/19 at 12:40 P.M. with
the Chief Administrative Officer, he was asked
had all staff been trained on Individual #2's
Individualized Program Plan and he stated, "No."
The facility staff failed to consistently implement
Resident #2's behavior support program.
W 331 | NURSING SERVICES W 334 W331 Point #1: How corrective action will be
CFR(S): 483.460(0) accomplished for those individuals found to
have been affected by the deficient practice. 5.30.19
The .facili‘ty must provide 9Iients_with nursing :tr;?[ 2:;?;?; ; fa';:rr‘s;; %ﬂr:fftnﬂmﬁ : g[lsr'r';%t
services in accordance with their needs. survey. Post incident 1/17/2019 Individual#2 was
wrapped in a blanket, assessed, oral hygiene and
vitals completed post incident. The nurse
This STANDARD is not met as evidenced by: documented that the individual temperature was
Based on record review and staff interviews, the 97.7, no nausea or vomiting noted. The nurse
facility staff failed to provide nursing services for assessed individual #2 and checked temperature
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one individual (Individual #2) in the survey sample
of four (4) individuals.

The findings included:

Individual #2 was admitted to the facility on March
20, 2018 for behavior consultation services for
physical aggression, self-injury and property
destruction. Diagnoses included autism spectrum
disorder, attention deficit with hyperactivity
disorder, conduct disorder, celiac disease, PICA
and profound intellectual disability. This
individuals behavior disorders include self-injury,
biting, hitting his head, running away, property
destruction. Individual #2 is non-verbal. He
communicates mostly through crying, body/facial
gestures and a few signs: more, eat, drink and
finish.

The facility staff failed to provide medical
attention to Individual #2 after he eloped from the
facility and was found coming out of a body of
water.

An Abuse Allegation Report dated 1/17/19
indicated: "On Thursday January 17, 2019 at
approximately 5:00 P.M. an overhead all page
was made. The announcement stated that "all
residential supervisors are needed in the front
yard. The announcement was made twice by the
sacretary. Once outside it was brought to the
attention (sic) that the she observed one of the
individuals left out of the facility gate and ran. She
also stated that she saw him leaving out of the
gate and messing with a staff person's vehicle.
Also, outside the gate was Director of Nursing,
Chief Administrative Officer and the Human
Resource Clerk. At this time, Residential
Supervisors found out that Individual #2 had ran

every 2 hours until individual was calm and
resting. The nurse continue to make rounds on
individual#2 every 2 hours while resting until the
next shift, The oncoming nurse, documented that
individual #2 was vomiting and refused breakfast.

Individual #2 was seen by PCP for sick visit on
118/2019 at 9:30am.

Point#2: How the facility will Identify other
individuals having the potential to be affected
by the same deficient practice: The Director of
Nursing will meet with the nursing staff including
agency nurses to review the current survey, The
Director of Nursing will train the nurses on the
Health Status Focal Assessment and Elopement
Policy and procedure. The health status focal
assessment will consist of a nurse making rounds
every two hours to ensure that their assigned
individuals are free of sign and symptoms of
ilness or injuries.

In addition, any changes in an individual health
status or in the event of an Elopement sustaining
minor injuries such as but not fimited to scratches
vitals will be completed every two hours. Post an
Elopement Encounter Requiring Medical
attention, if the individual sustain any injuriss that
cannot be treated by a nurse, found in a life
threating environment such as but not limited 1o a
body of water or have digested an inedible
substances or if there is a change in health
condition from initial elopement assessment, the
individual will be seen by a physician. The nurses
will acknowledge understanding by signing off on
the Iraining roster.

Completion Date: May 30, 2019

Point #3: What measures will be put into place
or systemic changes made to ensure that the
deficlent practice will not reoccur: The Director
of Nursing will amend the Health Status Focal
Assessment to include post an elopement
encounter, Post an elopement encounter, if the
individual sustain any injuries that cannot be
treated by a nurse, found in a life threating
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off the facility grounds. Staff went in different
directions on and off grounds to try and locate
Individual

#2. Eventually (Direct Support Professional #1
DB) found him across the sireet. Individual #2
had crossed over a street and was coming up hill
behind some brick apartments. (DSP #1) stated,
that he was coming up cut of the pond behind the
apariments. She stated, that Individual #2 was
covered with mud and his clothes were soaked,
She ran up to him and carried him across the
street back to facility. She brought him back to
the cottage. Undressed him in the bathroom and
started drying him off and cleaning his face. A
nurse staff along with a residential staff supported
him with chaecking his body. Staff also stated that
mud was in his mouth. He was taken to the room
to warm up with a cover.

A incident report indicated:

“Injuries: Individual injured? No

Description of Medical Treatment provided &
findings: Individual #2 was assessed by nursing;
no new areas noted to upper arm and left lower
leg small scratch to nose. No treatment was
required at this time.

Investigation:

A Nursing note dated 1/18/19 indicated: Individual
#2 was sent to school following his elocpement
encounter. While at school, the school called the
facility and reported that Individual #2 had been
vomiting.

“A Physician's Encounter Summary dated 1/18/19
at 9:42 A M. indicated: "Patient Demographics
Individual #2

Visit Information: 01/18/2019 @ 09:42 AM

environment such as but net limited to a body of
water or evidence of digested inedible substances
or if there is a change in health condition from
inifial assessment, the individual will be seen by a
physician. The nurses will acknowledge

understanding by signing off on the training roster.

Completion Date May 30, 2019

Point #4: How the facility plans to monitor it
performance to make sure that solutions are
sustained; Dates when the comective action
will be completed. Significant elopement
occurrences requiring medical attention will be
reviewed during the risk management meetings.
Completion Date: May 30, 2019
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Chief Complaint: Vomiting

History of Present lliness: Fever. None; Onset:
Yesterday; Duration: Acute; Severity: Mild;
Quality; Unchanged

Exposure toill contacts: suite mates at facility got
into mud yesterday and ate a little then vomited
once, no other symptoms and seems improved
today.

ROS Findings: Constitutional: Reports fatigue,
malaise, loss of appetite,

Respiratory: Reports daytime cough
Gastrointestinal: Reports vomiting, decreased
appetite,

Vital Signs: Temp-97.9 F @09:43

Weight:69 Ib /31.30 kg (51%ile)

Height 54.0 in /137.2 cm (48%ile)

BMI 16.6 (52%ile)

Exam Findings:

Assessment:

Vomiting due to viral iliness without dehydration
Plan: Treat symptoms as needed

Clear fiuids, no food until vomiting has stopped
for 6 hours, then advance slowly.

Review signs of dehydration

Discussed abdominal cramping and that diarrhea
may develop later.”

An Event Reporting Policy indicated: "Purpose to
establish reporting policies and procedures to be
followed when an "Event” occurs at the facility
involving individuals who live here, visitors,
parents/authorized representatives, practicum
students or volunteers. These policies and
reporting procedures do not apply to staff injuries.
2. Policy: The facility's policy is to determine to
the fullest extent the cause of all accidents,
injuries and events, and to take corrective action
to prevent future occurrences. Immediate
reporting of events is essential in the provision of
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health care, corrective actions and the
management of risk or liability to the facility. The
primary emphasis in this system is on the prompt
reporting of events which involve injuries to
persons other than facility staff members,
however, a wide range of avents not involving
injury are also covered.

4. Definition: Event-Any occurrence, incident or
experience that alters or changes the status or
condition of an individual receiving services, a
visitor, or the routine operation of the
organization.

During an interview on 4/29/19 at 10:00 A.M. with
the Director of Nursing {DON), she was asked if
Individual #2 could have possibly suffered
hypothermia from the cold air and water. The
DON stated, given that he did not have on any
protective clothing and he was wet it was
possible. When asked why no one took Individual
#2 to the hospital for an assessment, she stated,
there were no injuries noted. The DON was
asked if Individual #2 was assessed for pain, she
stated, No. There were no vital signs documented
after the incident occurred.

The facility staff failed to provide Individual #2
with medical treatment after being found
emerging from a body of water after an
elopement.

W 455 | INFECTION CONTROL W455( | W 455 nfection Control
CFR(s): 483.470(1%1)

Point 1: Address how corrective action willbe | 16.7.19
There must be an active program for the accomplished to address the issue(s), for
prevention, control, and investigation of infection those Individuals found to have been affected
and communicable diseases. by the deficient practice.
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This STANDARD is not met as evidenced by:
Based on observations, record review and staff
interviews the facility staff failed to implement
speech programs free of infection and
communicable disease potential for one
Individual (Individual #2) in the survey sampie of
four {4) individuals.

The Findings included:

Individual #2 was admitted to the facility on March
20, 2018 for behavior consultation services for
physical aggression, self-injury and property
destruction. Diagnoses included autism spectrum
disorder, attention deficit with hyperactivity
disorder, conduct disorder, celiac disease, PICA
and profound intellectual disability. This
individuals behavior disorders include self-injury,
biting, hitting his head, running away, property
destruction. Individual #2 is non-verbal. He
communicates mostly through crying, body/facial
gestures and a few signs: more, eat, drink and
finish.

Individual #2 was observed in his day school
program on April 24, 2019 at 11:00 A M,
participating in his speech program. Individual
#2's teacher was observed using American Sign
Language as part of his speech program.

Individual #2 was observed during the School
Day Program on 4/24/19 at 11:00 A.M. being
taught by teacher using sign language for the
words eat, hug, string and go. The teacher was
observed to sign the word and ask Individual #2
to model the word with a sign or gesture. After
each attempt the teacher would reward Individual
#2 with a piece of skittle candy.

The Facility QIDP will request a meeting with the
school principal and classroom feacher fo discuss
maintaining an effective infection control
environment to prevent infections and
communicable diseases while participating in
Individual #2's sign language task. The Facility
QIDP will discuss the use of a barrier and wearing
pretective gloves while using candy as a
reinforcement during the sign language task to
decrease the risk of infection to Individual #2. The
facility will provide protective gloves, napkins, wipes
and hand sanilizer to Individual #2's classroom.

Completion Date: May 16, 2019

Paint #2: Address how the facility will Identify
other individuals having the potential to be
affected by the same deficient practice.

The facility will provide proteclive gloves, napkins,
wipes and hand sanitizer to all individuals'
classrooms to maintain an effective infection control
environment to prevent infections and
communicable diseases.

Completion Date: June 7, 2019

Polnt #3: Address what measures will be put
into place or systemic changes made to ensure
that the deficient practice will not recur.

The Facility QIDP will collaborate with the teachers
every nine weeks regarding if supplies {protective
gloves, napkins, wipes and hand sanitizer} are
needed. Evidence of compliance will be
decumented on the Education Collaboration Form.
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The teacher was observed to use her hands to
reach inside a bag of skittles and place the candy
on the bare desk table. Individual #2 then would
grab the candy with his bare hands and eat it Point #4; Indicate how the facility plans to
Individual #2 was observed in between the sign monitor its performance to make sure that
language task also engaged in playing with a solutions are sustalned

string, bouncing on a large rubber ball and )
crawling on the floor. There was no barrier The Facility QIDP wil bring the individual's
between the desk and the candy. Individual #2 Education Collaboration Forms to the Risk

did not wash or wipe his hands between task and Management Meeting monthly for review of

the tea_cher did not wash her hands nor wear maintaining effective infection control practices in
protective gloves. the classroom.

Completion Date: June 7, 2019

During an interview on 4/24/19 at 11:10 A.M. with
the Qualified Intellectual Disability Professional
{QIDP) she as asked if it was ok for staff to place
the skittle candy on the desk and have individual
#2 eat without a bamrier or washing of hands. The
QIDP stated, no the teacher as well as Individual
#2 should have been washing their hands.

Completion Date: June 7, 2019

An Infection Control Policy indicated: "The facility
as part of quality improvement, has established
within its program an Infection Control
Committee. The Committee will address activities
related to the health, safety and welfare of
individuals receiving services, employees,
contractors and visitors.

Goals: A. Decrease the risk of infection to
individual and personnel.

C. ldentify and correct problems relating to
infection control practices.

Scope of the Infection Controi Program:

A. Prevention of spread of infections is
accomplishad by use of hand hygiene, standard
precautions and other barriers, appropriate
treatment and follow-up.

Staff and individual education focuses on risk of
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infection and practices to decrease risk."

The facility staff failed to maintain an effective
infaction control environment to prevent infections
and communicable diseases.
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