COMMONWEALTH of VIRGINIA

_ _ DEPARTMENT OF .
MENTAL HEALTH, MENTAL RETARDATION AND SUBSTANCE ABUSE SERVICES
oSS, MD. Richmond, Virginia 23218-1797 : IR o Yt

. : . www.dmhmrsas. state.va.us -

: - February 27, 2006
.Mr. Taylor Davis, LCSW o .

Chief Operating Officer
Whisper Ridge of Charlottesville - _ ﬁ :
2101 Arlington Avenue A , _ Lo
Char’lottwyille, Virginia 22903 '
RE: License # 630-14-001
Dear Mr. Davis:

: The Department of Mental Health, Mental Retardation and Substance Abuse Services -
(“the Department”) has determined that Psychiatric Solutions of Virginia, d/b/a Whisper Ridge
of Charlottesville (““Whisper Ridge”), whose main offices are located at 2101 Arlington Avenue,
Charlottesville, Virginia 22903 is in violation of the Standards for Interdepartmental 'Regulatipn
of Children’s Residential Facilities, 22 VAC 42-10-10 et seq, the Regulations Providers of
Mental Health, Mental Retardation and ‘Substance Abuse Residential Service Jor Children, 12
VAC 35-45-10 et seq, and the Rules and Regulations to Assure the Rights of Individuals
Receiving Services from Providers of Mental Health, Mental Retardation and Substance Abuse
Services, 12 VAC 35-115-10 et seq. Pursuant to the authority vested in the Commissioner under
Virginia Code § 37.2-418, you are hereby notified of the intention of the Department to revoke
the license of Whisper Ridge of Charlottesville. , : -

The Office of Licensing (OL) conducted unannounced investigations into numerous

‘incidents at Whisper Ridge on January 19, 20, 23, 27, and 30, 2006 and February 2, 3, 8, 14, 15

and 21, 2006. OL staff participating in these investigations included Senior Licensing

.Specialists Yvonne Luster, RN, MHS; Rhonda Angel, M.Ed; Tammy Trestrail, LCSW; Veronica

Davis, LCSW; Joslynn Perry, MSW, ACSW; and Regional Manager, Ralph Sroufe, LPC,
LSATP. Office of Human Rights (OHR) Advocates Mark Seymour, M.Div. and Chuck Collins, . -

~ D, also participated in the investigations. oo , ' : '

The factors contributing to this decision include multiple violations constituting neglect
 In resident care, beginning with the assault of resident B by several other residents on January
14, 2006. This assault led to a need for the provision of immediate medical treatment to P due
to head trauma (concussion), possible strangulation, and bruising/contusions over several areas
of his body. This incident was the direct result of inadequate staffing and supervision on the unit -
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where @fPwas located. At the time of the assault, only two staff members were present for

twelve boys. Sight and sound supervision was not provided for residents. This was in violation

- of Whisper Ridge’s policy. In addition, in spite of the concerns nursing staff voiced about the

~ severity of 4§ injuries, administrative staff directed nurses not to call emergency services
(911). According to nursing staff, in a meeting held the day after the assault, administrative staff

. stated that they did not want 911 called because of concerns that the State might find out. '

: Since the assault on resident 4 on January 14, 2006, at least three serious assaults have

. occurred, including resident to resident assaults and a resident assault on staff. The most recent
assault occurred on Tuesday, February 21, 2006, and resulted in injury to staff members and
police intervention. In almost every case where OL or OHR staff has interviewed residents, the
residents have reported feeling unsafe due to peer assaults and lack of staff intervention.
Resident told human rights advocates that he was being targeted by other residents and felt
terrorized. ~ Shortly after this conversation, he was attacked by other residents. Whisper Ridge
staff was injured intervening to stop the attack. Resident ‘has aggression now listed as one of
her problems in her service plan. She stated that she had tolearn to “fight back” to defend
herself against the aggression of others at Whisper Ridge. In interviews, her psychiatrist
confirmed this. This indicates that the milieu at Whisper Ridge is an unsafe place, creating new

- problems for residents rather than solving them. : . o

Residents have also not been protected from self-harm. Recently, resident ¢ and resident

@P overdosed with medications that had reportedly been “cheeked,” which resulted from
nursing staff’s failure to properly follow Whisper Ridge medication administration protocols. In
at least one of -these incidents, involving §@P, there was- a significant delay in’ accessing
emergency medical care due to staff not immediately implementing emergency procedures. In
both of these overdose incidents, residents Tequired emergency room treatment, but were

- transported in facility or staff vehicles, which were not properly equipped to address a medical
emergency should either of the residents have developed further complications. '

There have been several recent resident suicide attempts involving i 48 and ‘In
those three cases, neither nursing nor medical staff medically assessed the residents in atimely -
~manner. In fact, OL staff has requested psychiatric re-evaluation of several residents to
determine if they are still appropriately served at Whisper Ridge. ,

_ During the course of investigations, OL staff has discovered mumerous allegations ‘of
Whisper Ridge staff sexual abuse of residents. These allegations remain under investigation and

if such allegations are substantiated, citations will be made and forwarded to you and may also
be included as a basis for the Department’s decision to revoke your license. -

~ In addition to Whisper Ridge’s failure to protect its residents, medical care is not being
provided properly. Since the investigation began, OL staff members have discovered over
twenty medication errors, incliding some residents not receiving ordered medications for days or
longer. Documentation discovered by OL staff found that there is a system in place to hide
medication errors, by having nursing staff “correct” such errors, without indicating that such
“corrections” are late entries. Interviews with your physicians indicate that administrative
nursing staff has countérmanded physician orders on at least two occasions. ' :
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: “#fhe number of mental health direct care staff and nursing staff are inadequate to address -
current needs and number of residents. ' There have been reports from Whisper Ridge staff that
medical appointments are not kept because not enough staff are on hand. Staffing has not been
adequate to,protect or supervise residents properly. Residents interviewed report not feeling safe.’
Licensing staff found that on February 3, 2006, two staff members were supervising eight
Tesidents, four of whom were on special precautions. Three residents, q@igh, @B an ent
Absent Without Leave (AWOL) recently due to inadequate staffing and supervision.

: The required regulatory reporting of incidents and serious injuries has often not been
followed, and when reports are made, they are often very vague and misleading, minimizing the
- seriousness of incidents that have occurred so that neither the OL nor the residents’ guardians -
really know what'is happening in the facility and cannot provide adequate oversight of residents.
' The reports on the # assault omitted some of the actual events and minimized his injuries. In
-~ addition, there have been multiple reports of resident “escorts” or physical holds that on review
are actually restraints, in violation of the Human Rights Regulations. C

w o o
Whisper Ridge has not assessed individuals appropriately prior to admission and has

admitted individuals whom it cannot manage with existing staffing or does not have the expertisé
o treat. . o ‘ _ '

On February 4, 2006, in an c-inail sent at miidnight, the OL asked Whisper Ridge to

s .~ develop a crisis stabilization plan by February 6, 2006 as a result of the multiple incidents that

-had occurred and the disturbing conditions the OL found in the - facility. Whisper Ridge
 submitted a plan on February 6, 2006. See Attachment A-Crisis Stabilization Plan and Response. -
Incidents have continued to occur at an alarming rate. In the period between February 14, 2006
and February 22, 2006, a resident (@) under 1:1 observation managed to attempt suicide, two
* residents went AWOL, another resident (i} was assaulted and injured by other residents and
climbed up on the roof allegedly to get away from his attackers or 80 AWOL, and at least two
other residents (#8 and@i@) attacked staff resulting in police intervention. o

It should also be noted that the Department previously entered into a Consent Agreement
for continued operations with Whisper Ridge on November 29, 2004, through September 30,
2005, based upon similar violations and findings. : :

, - There'is no evidence that’ Whisper Ridge is daily providing a structured program of
. therapeutic, educational or recreational care. Below is a summary of the most serious violations
that have affected residents’ health and safety. These violations and additional violations are
attached in a corrective action plan that was sent to Whisper Ridge via fax on February 23, 2006.
- See Attachment B. The Department is basing the revocation of your license on the violations
detailed in this letter and in the attachments. ~ . o

 REGULATIONS 12 VAC '35-45-30, 22 VAC 42-10-690.A.2 and 12 VAC 35-1 15-50.B.2:

Each Provider shall guarantee resident rights as outlined in § 37.1-84.1 (§37.2400as. -
recodified) of the Code of Virginia and in the Rules and Regulations to Assure the Rights of
Individuals Receiving Services Jrom Providers of Mental Health, Mental Retardation and
Substance Abuse Services (12 VAC 35-11 5). ' .



Mr. Taylor Davis, LCSW -

Page 40f4

There shall be ev:dence ofa stmctured program of care designed to provzde protectzon
guidance and supervision.

. Inreceiving all services, each individual has the right to: (2) Be protected ﬁom harm mcludmg
abuse, neglect, and exploitation. .

1.

Whlsper Rldge staff failed to provide a structured program of caré to protect and

. supervise residents on 500 Hall on J anuary 14, 2006 when a male resident @ was

assaulted by other residents, sustaining serious injuries before staff intervened.

‘Child Protective Services has made findings of neglect against the two staff

members involved, due to their lack of supervision of residents on the 500.Hall on
January 14, 2006, which allowed resident Il to be seriously assaulted by other
residents and suffer senous injuries, mcludmg a concussxon, pnor to staff -
intervention. :

 Staff neglect contributed to the hospltahzatlon of. resident @ on January 27, 2006

for a Seroquel overdose, as well as a failure to provide a structufed program of
care to protect and supervise residents. Specifically, nursing staff members
neglected to 1mplement medication administration procedures in a manner to
prevent-and/or minimize resident JRs ability to cheek prescribed medications and

- stockpile these medlcatlons for a period of at least seven days

Nursing staff neglected to lmplement medication administration procedures in a
manner to prevent and/or minimize resident "s ability to-cheek prescribed
medications and stockpile these medications for a number of days. This résident
was able to hide the hoarded medications in her room and avoid detection by
moving them when the “planned” twice-weekly room searches were to be
conducted. She took an overdose of this medication in late January, 2006.

Whlsper Ridge staff failed to provide a structured program of care to protect and -
supervise residents as shown in a January 4, 2006 incident report (7:05 pm) which
states that a peer "walked up to resident MR and began hitting resident in the head
with a stick causing injury. Resident guarded herself with her hands while .
screaming out.” Nurse assessment by @, LPN, at 8:40 pm notes "assessed
resident hematoma Rt. occipital area, Rt. shoulder whelp mark, ring finger
swollen, appears crooked. Applied ice to hand and head. Notxﬁed physwlan -
Neuro checks q shift." 4 :

Whisper Ridge neglected to maintain the safety of resident §. ’stated inan
interview with OL staff on February 3, 2006, that he was “told to follow staff
around” as his safety plan. According to the incident report form dated January
15, 2006 at 7:30 pm;. was at his room door when another resident approached
him, pushed him, and hit him with a closed fist. Adlﬂ‘erentpeeralso Inthxmm
the face at least twice which resulted in the following based on nursing
documentation: small abrasion noted on right eye at outer eyebrow area and .
swelling at orbital area. . Based on this assanlt,.was placed on close .
observation, which according to Whisper Ridge’s policy on Special Precautions
Guidelines does not exist. Whisper Ridge does have a pohcy regarding
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Continuous Observation which requires a resident to be in visual range of staffat -
all times. @@ was attacked for the second time in his bedroom while asleep.
Another peer entered his bedroom, punched@B, and pushed him to the floor.
Whisper Ridge failed to provide protection for this resident and to follow its own
policy and procedures. A resident was able to enter@B’s bedroom and assault
him prior to staff intervention, while placed on special precautions. Whisper
Ridge also failed to provide a structured program of care for the protection and
safety of this resident. According to the therapist note written on J anuary 17, .
2006 by Megan Ice, she encouraged @ “io use other methods of keeping himself
safe, such as remaining close to staff and alerting staff to any threats”. This
method of intervention does not clearly define the staff’s role in ensuring the
protection and safety of residents, In fact, this mettiod suggests that @ is
responsible for his own safety. In addition, there was no supporting , :
documentation in his record to suggest that the treatment team had reviewed the
issue of his safety or developed a safety plan. The provider’s initial response to

the first assault resulted in the “close observation” procedure, which failed to -
ensure his safety because he was again assaulted while sleeping in his bedroom.

Staff member FP reported to OL staff that she suspected a staff member Wilbhad
sexually abused @@ on February 2, 2006. The resident stated in interviews with
OL and OHR staff that he had a close relationship with 8 and believed that s
“liked him in that way.” On February 3, 2006 tumed in a “sick call” slip to his
therapist, TF, stating that he had rectal bleeding. In subsequent interviews, QL
denied any sexual abuse by the staff member. There was no nursing assessment

- of his complaint, and no documentation that Dr. C, the attending medical

physician was made aware of the complaint. o

Resident A who had experienced a very difficult week (aggression, . positive
drug screen, refusal of therapy, serious assault of peer), and was noted on January

11, 2006 by his therapist to be an AWOL risk; was nof maintained in eyesight of

staff at all times when in an outside courtyard between the cafeteria and the gym.
Approximately two hours prior to the AWOL, the resident seriously assaulted a
peer, who was taken to the hospital via ambulance. - After that incident, the
resident was visited by his pregnant girlfriend and her mother and was given

‘money by the girlfriend's mother. He had also’ gone to the unit to change his

shoes'and coat just prior to going AWOL. Staff did not see him get onto the roof
of the building to AWOL. He was allegedly (according to resident reports in the
internal investigation submitted tosthe OL January 24, 2006) boosted onto the roof
in the courtyard by another resident. Staff neglected to maintain adequate
supervision of the resident who went absent without leave. :

8. B did not receive treatment for a yeast infection. There was an order for

Diflucan 150 mg for yeast infection on November 11, 2005 but there was no
documentation showing that the medication had been administered. There was an -
order written for her to have a urine culture sent on January 2, 2006 for blistering

- on her labia, burning and discharge but there was no documentation showing that

the culture had been done. There were orders written for visits to Teen.Health -
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Clinic dated January 4, 2006 and January 31, 2006, but no documentation of
clinic visits found in the record. - )

9. On February 03, 2006, four boys on 400 Hall were identified (documented) as
- needing “close observation” by staff. There were eight residents on the unit and
two MHS staff assigned for second. shift on that unit. Thig staffing renders -
constant observation of four residents extremely difficult, if not impossible.

. 10. K reported in interviews that residents who were on lower phase levels or on
AWOL precautions were not taken for physician appointments because Whisper
Ridge could not assign an adequate number of staff to accompany the resident to

11. Whisper Ridge nursing staff informed Licensing staff in interviews that

- administrators take residents off of close observation and 1:1 precautions because

there are not enough staff members to provide the required level of ‘monitoring
while residents are on these precautions. : -

* 12. Several residents, including N, 48 and - @, who are known to self-mutilate, have
access to many sharp objects (including razors and screws) with which they have

- used to harm themselves on several occasions, as documented in resident records

and on Incident Reports, and confirmed in interviews with these residents by OL

REGULATION 23-VAC 42-1 O-700.A0), (3), and (4) and 12 VAC 3545-150.1;

The facility shail have and im'p-lement‘ written procedures for prompily:- (1) Pfoviding or

arranging for the provision of medical and dental services Jor health problems identified at
admission; (3) Providing emergency services for each resident as provided by statute or by the

1. On January 14, 2006, nursing staff were instructed to not call 911 By two ,
Administrators on Call, although nurses on duty had assessed a male residentgto.
need emergency medical attention due to noting that he stopped breathing on two
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-occasions, had cyanosis of liis lips and nail beds, experienced what appeared to be
two seizures, and had highly elevated vital signs. ' )

Documentation and staff reports substantiate a delay of at least 25 minutes in

transporting ' to the hospital emergency room. The delay in getting emergency
medical care for resident JJ# is significant because documentation and reports reveal a
change in the resident’s physical and mental functioning between the time he reported
ingesting the medications and the time in which he is' actually transported to. the
hospital emergency room. After the resident reported taking an overdose of Seroquel,”
nursing documentation at 1800 stated resident was alert and- vitals were obtained. At

1815, nursing documentation stated a change in vital signs, ¢hange in affect from

alert (at 1800) to “flat” and ‘a change in his physical stamina (i.e. movement of
extremities slow motion). Reports obtained from the nursing supervisor (VH) and th

nurse on duty (LB) reveal that théy determined the resident to be in a life-threatening
situation. - These reports and documentation of changes in the resident’s level of
functioning substantiated that this was a potentially life threatening situation which,
according to the provider’s emergency policy entitled, “Written Plan for Emergency
Services”, required staff members to call 911 for assistance. Staff reports and

- documentation did not demonstrate that staff members called 911 for immediate

assistance. Dr. J was contacted and directed staff to call 911 immediately. However,

- the operations coordinator assigned two MHS (Mental Health Specialists) to transport

3.

JH to the University of Virginia Hospital (UVA) Emergency Room (ER) in a
Whisper Ridge vehicle, which did not have emergency medical equipment in it to
deal with more complicated medical problems in the event the resident’s condition -
worsened. The RN was so concerned about P that she insisted on also riding with
them. He was kept overnight at UVA and retumed to Whisper Ridge the following
day. o : ' :

Resident @il was able to cheek prescribed medications and stockpile‘these

- medications for a number of days. This resident was able to hide the hoarded -

medications in her room, and avoid detection by moving them when the “planned”
twice-weekly room searches were to be conducted. Staff then neglected to facilitate

. and/or arrange for immediate access to appropriate external resources ds required by -

4.

12 VAC 35-45-150.1 when S took the medications. Specifically, emergency .
medical attention was not appropriately accessed because the RN ‘was advised not to
call 911 for female resident Q. “The resident’s transport to UVA for emergency
medical attention was done without accessing appropriate emergency medical
personnel/ ambulance, and endangered the resident by transporting her in a Whisper
Ridge vehicle without emergency medical equipment and medical personnel.

Resident 9, who attempted suicide, did not receive any medical attention in-
response to the suicide attempt. 'An Incident Report written by MHS Tomika Young
at 12:56 pm on January 2, 2006 stated that female resident 4 was found on “...the
floor of her room with a belt tied around her neck and attached to the handle of her -
drawer. Resident was also turning purple in the face. Staff immediately began to
remove the belt from the resident’s neck.” According to the Incident Report,
assistance from alternate staff arrived (noted to be IS and LC, MHS staff) and staff -
removed the belt, stripped her room, and escorted her to the unit hallway. Staff was
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-~ her behaviors”. Although the Incident Report documented that the RN was notified at
12:56 pm, there was no nurse’s note in the record. A Progress note, also written by
TY, MHS, stated basically the same events, There was no indication the resident was

noted to have.put the resident on a “self-harm” protocol and “will co.ntim'le.to' monitor

5.. Female resident "Who expenenced a 13-minute seizure dn December 21,2005
(from 6:05 am to 6:18 am), as reported by nursing notes and interviews, was not
taken for immediate medical treatment, although the Whisper Ridge physician

send Y to the ER immediately. When he and Dr. M came to the facility a few hours

- later, g still had not been sent. -MF, RNCS, COO, had come to the facility after Y
had the seizure and determined that she did not need to go to the ER immediately,
According to an interview with VH, Director of Nursing, MF had told her to “sit on it
and re-evaluate later.” MF overruled the physician’s order. Upon discovering g
¢ - had not been sent as of 12:30 Pm, Dr. M ordered her to be sent immediately.

interviews, and record documentation, Dr, J gave the order via phone to the nurse to-
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written by TF, clearly states that he day after the suicide attempt “He displayed
- several cognitive distortions during the session and had a irritable mood. , »

8. Whisper Ridge neglected to maintain the safety of male resident . & was placed
on special precaution “1:1” which means, according to Whisper Ridge policy, that
“staff accompaniment is uired at all times (at arm’s length)” and “access to sharps,
belts, cords, hair accessories, or other contraband jtems which may be a potential risk,
is denied.” According to the incident report form dated February 14, 2006 at 5:09

at 1800 stated that the resident was found in the bathroom by staff with a shoe string
around neck-short of breath-responded to stimulation. The shoestring had to be

removed from resident’s neck. Prior to this s1iicid§ attempt, at 5:10 pm, (Internal . .

REGULATION 22 VAC 42-10-7120(F),(G), VAC 35-45-30, 12 VAC 35-115.50B2 and 12
VAC115-60.B8 L - -

' Medication prescribed by a licensed physigiaﬁ shall be administered as pré.s:cﬁbed ,
A daily log shall be maintained of all medicines received by each resident and shall identify the -
individual who administered the medication., S : T

Each Provider shall guarantee resident rights as outlined in §$37.1-84.1 (§37.2-400 a5
recodified) of the Code of Virginia and in the Rules and Regulations to Assure the Rights of
Individuals Receiving Services Jrom Providers of Mental Health, Mental Retardation and

Substance Abuse Services (12VAC 35-11 J). .

1. On November 23, 2005, resident g@wwas given a urine drug screen that was positive
* for benzodiazepines. The resident had been -admitted . on November 8, 2005. .No
benzodiazepines were prescribed for the resident and there were no physician orders

. for passes outside: the facility. VH reported to licensing staff that- controlled
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2.

Female resident 38 did not receive Seroquel as prescribed from February 1-3, 2006
due to having no medication. : , S

- Female resident @ did not receive Risperdal as proscribed from February 1— 3, 2006
- due to having no medication, : 4 )

Female resident ‘ did not receive Risperdal 1 mg BID for mood February 1-3,
2006 (it was noted that consent was not returned). She recejved Seroquel and Tripital

for February 1, 2006 only. Clindamycin Phosphate Pledgetts 2x’s daily 0800 dose

. On January 16, 2006, staff noted that an envelope was left in the nursing station -

window containing medication for a resident.

10.On J. anuary 22, 2006, 3R Singulair, ordered to be given but never lranscﬁbed to the

MAR on admission, was omitted December 14, 15,.and 16, 2005.
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11. On January 22, 2006, ##s Ortho Evra patch was omitted. The physician was awafe,
and continued the order, ~

12. On January 24, 2006, 4% 0800 medications were omitted.

13. On February 5, 2006, ‘ (last name not documented) medication was fonnd on the
front desk. The medication was removed and given to the nurse, (Incident report
completed by staff member TC). : § ' :

14. On February 5, 2006, ## did not get his 1300 dose of Meédrol. The Nurse Manager
was notified. ' '

15. On February 6, 2006, W 1200 dose of Amphetariine Salt was nof initialed in the

16. On February 7, 2006, % 0800 and 1200 dose of Lexapro, Timessa, Clindamycin,
Valtrex and Amphetamine Salts were not signed off as administered in the MAR.

17. On February. 7, 2006, 's 0800 birth control medication was not signed ‘off as.‘
administered on the . : ) . S
18.0n February 7, 2006 s 0800 dose of Vitamin and Wellbutrin was not signed off
. as administered on the MAR. A R .

19. On February 7, 2006, s 0800 doses of Zeliorm, Colace, Topamax, Effexor and
Birth Control were not signed off as administered in the MAR, : C

20, On February 8, 2006, 9P¥s 1200 dose of Augmentin was not signed off as
administered on the MAR. e S :

21.0n February .8, 2006, Y 1400 dose of A gmentin was-not signed off as’
administered on the MAR. " ‘ : S

22. On February 13, 2006, W% 0800 and 1200 doses of Amphetamine Salts were not
signed off as administered on the MAR. ‘ .

23. A review of the December 2005 MAR of B found a taped note marked “Leslic”,
" indicating the need to initial an empty space for December 3 1,2005. -

These medication errors were discovered by reviewing recent MARS, and found in a

binder in the nurse’s station by Joslynn Perry entitled “Nurses Medication Notes” containing

notes from third shift nurses to other facility nurses, listing residents and dates when specific
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~ A person who assimes or is designated to assume the re.épon;ibilitie.r of a position or any
combination of positions described in these standards shall (3) demonstrate a working

knowledge of the policies and Procedures that are applicable to his specific position or positions.

1. Whisper Ridge nufsing staff failed to follow or implement Whisper Ridge’s

medications for a number of days. This resident was able to hide the hoarded
medications in her room, and ayoid detection by moving them when the “planned”
twice-weekly room searches were to be conducted. The resident subsequently
ingested the hoarded medication, : o S

ﬁ‘”i}'-': ' - a .
3. A review of incident reports found instances where medications were found sitting
alop medication carts in cups, making it possible for residents to obtain medications,

REGULATION 22 VAC 42-10-740.E.1 and 12 VAC 35-45-80.B.3;

The facility shall 'dei:elop and implement written policies and prqcedures which address staff
Supervision of children. . . : _ _

The provider shall have and iniplement written policies and procedures _that address the
provision of staffing appropriate to the needs and behaviors of the residents served. , : ‘

- 2:55 pm.
" REGULATION 22 VAC 42-10-800.5; |
The Jollowing actions are prbhibitgd: (3) Any action which is htt_miliating, dégrading,' or abusive. |
1. The actions of staff in- removing female residents B and ¥y staff IS in November,
2005, out of their beds by lifting up the edges of their mattresses and "flipping or rolling"
the residents out of bed are determined to be abusive. -Office of Human. Rights staff,

of these investigations. Male residents reported this practice continues,




Mr. Taylor Davis, LCSW
' Page.13 of 16 .

2. On January 23, 2006, resident ’ was “...iminediately placed...in a.physical hold”
because he “postured” at staff. There was no description of the posture given and no
aggression to staff described unti] after the resident was put in a physical hold. '

REGULATION 12 VAC 3545-200.A: '

Any serious incident,- as defined by these regulations, unexplained absence or death of a resident
shall be reported to the Office of Licensing within 24 hours. Such reports shall include:

1. The date and time the incident occurred;
2. A brief description of the incident:
3. The action taken as a result of the incident;
4. The name of the person who complete_d the report;

5. The name of the person who made the report to the placing agency, 8uardian; or other
applicable authorities; and . - S T

6. The name of the pér;on to whom the report was made.

There were several incidents, which should have been reported to OF and/or OHR, but’
were not reported. These include: .o : R

1. Suicide atfempts: January 2, 2006- 4B attemptod hanging; January 30, 2006 — 48
attempted hanging; January 31, 2006 -“9®. attempted hanging, -

2. Report of peer-to-peer altercation January 8, 2006 — B was reported to have no injuries
by Melissa Sergeant via email to OHR and OL, but’@8 record includes a nurse’s note
{Fewell, LPN) written on January 8, 2006 stating that “Resident hit in face by another _
resident...Both cheeks s] swollen — sm. laceration It. ear without bleeding — cleaned —
pressure applied - Ice to face.” : o

REGULATIONS 22 VAC 42-10-580.B.6 and 2 VAC4210580.8.7:




Mr. Taylor Davis, LCSW
" Page 14 of 16 i

pattern of self-injurious or assaultive behaviors.” However, findings demonstrate that
~ prior to admitting i, Whisper Ridge failed to sufficiently assess the current status of
this resident’s high-rigk behaviors, and to determine risks associated with admiiting such
a high risk resident. Whisper Ridge also failed to adequately'assess if the current

which reads ‘@ is actively suicidal, and we do not have the intention or resources to
keep him on 1:1 for 3 101_13 period of time.” : , : :

insufficient documentation demonstrating that the resident’s current léve] of functioning
was adequately assessed prior to.acceptance for admission to Whisper Ridge on January
6, 2006. There Was 1o psychiatric input on the admission of this resident with a complex
- history of failed psychiatric ang residential placements. Yits Psychiatric evaluation was
not completed until January 11, 2006. - - o '
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readmission. - Since this readmission, dfhas persistently displayed behaviors indicating
that her treatment needs cannot be met at Whisper Ridge, including continued assaultive
and self-injurious behaviors, and refusal of prescribed medications,
REGULATIONS 22 VAC 42-10-335.A;5 22 VAC 42-10470.B and REGULATION 22 VAC
42-10-380.F: _ , : :

- Heat shall be evenly distributed in all rooms occupied by the residents such that o temperatire
no less than 65° F is maintained, unless otherwise mandated by state or federal authorities,

- The interior and exterior of all buildings shall pe safe, properly maintained, élean and in good
- working order. : . ‘ ,

Each child shall have q separate, clean, comfortable bed equ{z:péd with niatt_res.si pillow,
‘blankets, bed linens, and, if needed, g waterproof mattress cover.
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become effective- thirty (30) days after your réceipth.of this letter. If you have any questiohs

regarding this letter, please call Ms. Leslie Anderson, Director, Office of Licensing at (804) 371-
6885. , : e - '
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