HORIZON

Nicole Keeney, LTC Supervisor
Division of Long Term Care Services
9960 Mayland Drive, Suite 401
Henrico, VA 23233-1485

October 4, 2019

Dear Nicole Keeney,

Enclosed is the Plan of Corrections for Warren Home. Thank you for the survey and we appreciate
the input to improve the quality of care for the individuals at Warren Home. Thank you for your and
your team’s time. If you have any questions, please feel free to contact me.

~

Thank you again,

Jywig Lleregnen— 24 2. QT 0P

Amy Ferguson
Residential Manager, ICF Housing
Horizon Behavioral Health

HORIZON BEHAVIORAL HEALTH 3018 Forest Hills Circle, Lynchburg, VA 24501
PHONE: (434) 485-7810 | FAX: (434) 485-7813 | www.HorizonBH.org
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Findings included:

Resident #2 was admitted to the facility on
08/25/2014 with diagnoses including, but not
limited to: Profound Intellectual Disability, Bipolar
Disorder, Autism, and Blindness.

1 On 09/17/2019 at approximately 12:00 p.m. the
Administrator stated there had been an allegation
of abuse that was investigated by the facility, (City
Name) DSS (department of social services), and
the (City Name) Police Department. She further
stated they had not received an official statement
from DSS or the police, but had been verbally told
everything was okay.

The facility's internal investigation was reviewed
on 09/17/2019 at approximately 2:00 p.m. The
report included: Date Reported: 08/06/2019.
Date of Alleged Incident: 08/01/2019. Individual
making complaint: (Name - Other #1) - DSS.
Staff involved: (Name) Residential Technician
(RT #3) and (Name) (RT#4). Clientinvolved:
(Name) Individual #2. Brief Statement: "[Name -
Other #1], DSS, called and reported that [City
Name] received a complaint that on 8/1/2019 two
of our staff were observed taking [Name -
Individual #2] roughly out of the agency vehicle
and threw him into his wheelchair. It also
appeared that they were yelling at him. It was
also reported that his feet were dragging the
ground as they pushed him in the building..."
Conclusions/Findings: "Both employees reported
that a lady sitting in the waiting room told them
that [Name - Individual #2] feet were dragging the
ground when they entered the building. They
reported that they went back to the vehicle to see
if the footrests to his wheelchair were there and

i they were not. They reported that they moved
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‘ him to a wheelchair that was in the lobby at
Radiology. [Name -RT #3] reported that they had
no issue with [Name - Individual #2] on August 1,
2019. She stated that they were there for a
walk-in appointment and weren't rushed. [Name -
' RT #3] reported that [Name - RT #4] moved
[Name - Individual #2] from the seat to his
wheelchair with no issues. [Name - RT#3] stated
that they didn't have his foot rests and had to use
another wheelchair. [Name - RT #4] reported that
[Name - RT #3] went with her to take [Name -
Individual #2] to his appointment. [Name - RT #4]
reported that [Name - Individual #2] rode in the
backseat. She stated that he put his arms
around her waist and she transferred him from
the seat to his wheelchair. She stated that [Name
- RT #3] was standing behind the wheelchair.
[Name - RT #4] reported that there was a lady
sitting in the lobby and said his foot was dragging.
' [Name - RT #4] said [Name - RT #3] said 'thank
you." Neither employee reported yelling at the
client. The allegations of abuse have been
- unfounded."

' The Administrator and Program Manager were
interviewed on 09/17/2019 at 2:20 p.m. The
Program Manager stated, "[Name - RT #3] was
moved to [Name - another house]. [Name - RT

' #4] has not been allowed back over here pending

| investigation. DSS hasn't given us a final written

report and neither has the police. | believe they
both are waiting on the other so they don't
contradict one another. We have been told
verbally by both that the incident is unfounded."

| The Program Manager was asked if RT #3 and
RT #4 have been giving care to other individuals
in the other home. The Program Manager stated,
"Yes, they have been caring for clients."
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Other #1 was interviewed via phone on
1 09/17/2019 at 3:20 p.m. Other #1 stated,
"Complaint was from someone at the doctor's
office. An individual went to the receptionist
' window and complained. The caller did not see
or hear anything herself. What was reported was
 hearsay. The individual was with a patient in the
waiting room. It was visible that the wheelchair
didn't have leg rests and his feet were dragging.
The Individual confronted the two workers and
words were exchanged. | spoke with the two
caregivers...Both admitted his feet were dragging
and of a verbal altercation in the waiting room.
Their stories were consistent. No finding for
physical abuse. Facility assured me they would
retrain staff. | normally don't send a report. |
would send a paper stating, 'Client is not in need
of Adult Protective Services."

Other #2 was interviewed via phone on
09/18/2019 at 11:14 a.m. Other #2 stated, "|
have closed the investigation out as unfounded. |
spoke with staff at the home and nothing was
noted on skin checks that night. Seems the
complaint was they were dragging his feet in the
wheelchair. | have no complaining witness to
interview, so this is complete. | have written a
final report. | will email it to you."

The facility policy for abuse was reviewed on
09/18/2019 and included, "...Procedures: A.

. When the Client Privacy and Rights Officer is
notified, the appropriate leadership in consultation
with the Talent Management Department will
immediately take necessary steps to protect the
individual receiving services until an investigation
is complete. According to the circumstances, this
may include the following: 1. Direct the
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employee(s) involved to have no further contact

~ with the individual...2. Temporarily reassign /

' transfer the employee(s) involved to a position
that has no direct contact with individuals

‘ receiving services. 3. Temporarily suspend the
involved employee(s) pending completion of an
investigation..."

The Program Manager was informed of the

'~ above finding on 09/18/2019 at approximately
11:30 a.m. The Administrator, Administrative

| Staff and facility staff were informed of the above
finding during a meeting on 09/18/2019. No

| further information was received prior to the exit

| conference.
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