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W 0000

Bldg. 00
This visit was for the investigation of
complaint #IN00178083.

Complaint #IN00178083 - Substantiated,
Federal/state deficiencies related to the
allegation are cited at W104, W149,
W153, W154 and W157.

Survey dates: August 5 and 6, 2015

Facility Number: 000852
Provider Number: 15G334
AIM Number: 100243920

These deficiencies also reflect state
findings in accordance with 460 IAC 9.

W 0104 483.410(a)(1)

GOVERNING BODY

Bldg. 00 | The governing body must exercise general
policy, budget, and operating direction over
the facility.

Based on record review and interview for
4 of 4 clients in the sample (C, D, F and
Q), the facility's governing body failed to
exercise operating direction over the
facility by failing to recognize an
allegation of financial
exploitation/neglect involving client D, F
and G's finances. The governing body

W 0000

W 0104

ADDENDUM
W104: Governing Body

The governing body must
exercise general policy,
budget, and operating
direction over the facility.

09/05/2015

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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failed to ensure the facility's staff
immediately reported to the administrator
client C, D, F and G's finances were Corrective action:
missing money. The governing body ) ) )
failed to ensure Bureau of Developmental Staff W%H be in-serviced
Disabilitics Services (BDDS) incident on late reporting of
reports included the correct incident date incidents/failure to report.
in the report and failed to ensure BDDS (Attachment A)
reports.were subm.itted timely. The Staff will be in-serviced
governing body falléd to r.eco'gm%e the on ResCare’s financial
ne.ed for a separate investigation into policies. (Attachment G)
client D, F and G's finances. The
governing body failed to ensure Clinical Supervisor has
appropriate corrective action was taken to been in-serviced on late
reimburse clients D, F and G. reporting of BDDS reports.
(Attachment B)
Findings include:
Residential Manager has
1. Please refer to W149. For 5 of 24 received corrective action for
incident/investigative reports reviewed not completing weekly checks
affecting 4 of 4 clients in the sample (C, correctly. (Attachment C)
D, F and G), the facility neglected to
implement its policies and procedures to Investigations were
prevent financial exploitation of the completed for client D, F and
clients' finances, ensure staff immediately G. (Attachment D)
reported the clients' missing money to the
administrator, ensure Bureau of Staff Nadine Tascott was
Developmental Disabilities Services reimbursed by ResCare funds
(BDDS) incident reports were submitted that she reimbursed to client
within 24 hours, in accordance with state D, Fand G. (Attachment E)
law, conduct a thorough investigation of
client D, F and G's missing money and
take appropriate corrective actions to How we will identify others:
ensure there was documentation client D,
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F and G's money was replaced by the All allegations of
facility. abuse/neglect/mistreatment
will be reported to the clinical
2. Please refer to W153. For 4 of 24 supervisor per policy.
incident/investigative reports reviewed
affecting 4 of 4 clients in the sample (C, Clinical Supervisor has
D, F and G), the facility to ensure staff been in-serviced on
immediately reported the clients' missing Investigation
money to the administrator and ensure Training.(Attachment B)
Bureau of Developmental Disabilities ) )
Services (BDDS) incident reports were Residential Manag'er to
submitted within 24 hours, in accordance complete weekly check list to
with state law. ensure finances are correct.
(Attachment F)
3. Please refer to W154. For 3 of 24
incident/investigative reports reviewed
affecting 3 of 4 clients in the sample (D, Measures to be put in place:
F and G3), the facility to conduct a
thorough investigation of client D, F and Staff will receive
G's missing money. training on abuse, neglect and
exploitation monthly at staff
4. Please refer to W157. For 4 of 24 meeting.
incident/investigative reports reviewed
affecting 3 of 4 clients in the sample (D, Clinical Supervisor will
F and G), the facility failed to take complete required
appropriate corrective actions to ensure documentation for all
there was documentation client D, F and investigations of abuse,
G's money was replaced by the facility. neglect, exploitation, or
mistreatment.
This federal tag relates to complaint
4IN00178083. All reportable incidents
will be reported to BDDS
9-3-1(a) within 24 hours.
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All individuals identified
in any incident requiring an
investigation, will receive a
separate investigation,
documentation and peer
review.

Program Manager will
schedule Peer Review with
committee upon report of
any/all incidents requiring an
investigation within 5 business
days.

Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer
review.

Monitoring of Corrective
Action:

Clinical Supervisor will
review staff training to ensure
that all staff has received
training on the
abuse/neglect/mistreatment.

Clinical Supervisor,
Program Manager will review
monthly staff meetings for
Abuse and Neglect training,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

282311 Facility ID: Q00852 If continuation sheet

Page 4 of 37




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

PRINTED: 09/08/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G334

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

08/06/2015

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA

STREET ADDRESS, CITY, STATE, ZIP CODE
MAIN AND JEFFERSON
DUPONT, IN 47231

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

Reporting Procedures and
ensure that annual training is
current.

Investigation Committee,
including Executive Director
will review all completed
investigations to ensure that
circumstances of incidents
have been thoroughly
investigated, including
deployment of staff,
interventions, and witness
interviews completed.

Clinical Supervisor,
Program Manager, Executive
Director, Business Manager,
HR Manager, Nursing
Manager will perform Best In
Class reviews at all locations
annually.

Completion Date: 9-3-15

W 104: GOVERNING BODY
The governing body must
exercise general policy,
budget, and operating direction
over the facility. Corrective
action:

-All appropriate parties will be
in-serviced on, or received
corrective action for failure to
follow, ResCare policy and
procedures to prevent abuse,
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neglect, exploitation, and or
mistreatment of clients by any
staff or other clients.
(Attachment A)

-All appropriate parties have be
in-serviced on, or received
corrective action for failure to
identify, definition of and
identifying all issues of abuse,
neglect, exploitation, and
mistreatment by any staff or other
clients. (Attachment A)

-All appropriate parties will be
in-serviced on, or received
corrective action for failure to
follow ResCare policy on
completing a thorough
investigation. (Attachment A)

-All appropriate parties will be
in-serviced on or received
corrective action for failing to
report an incident of financial
exploitation, including
immediately reporting allegation
to administrator. (Attachment A)

-All appropriate parties will be
in-serviced on abuse, neglect,
exploitation, and or mistreatment
standards. (Attachment A)

-All appropriate parties will be
in-serviced on, or received
corrective action for failure to
ensure BDDS reports were
submitted within 24 hours.
(Attachment A)

-All appropriate parties will be
in-serviced on, or received
corrective action for failure to
ensure BDDS reports were
submitted including the correct
incident date. (Attachment A)

-All appropriate parties will be

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

EventID: 282311

Facility ID: 000852

If continuation sheet

Page 6 of 37




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

PRINTED: 09/08/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G334

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

08/06/2015

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA

STREET ADDRESS, CITY, STATE, ZIP CODE
MAIN AND JEFFERSON
DUPONT, IN 47231

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

in-serviced on, or received
corrective action for failure to
recognize the need for a separate
investigation for each individual
involved. (Attachment A)

-All appropriate parties will be
in-serviced on, or received
corrective action for failure to
ensure reimbursement requests
were submitted and monies were
returned to individuals by
ResCare in a timely manner.
(Attachment A)

-All appropriate parties will be
in-serviced on, or received
corrective action for failure to
ensure documentation for
reimbursement requests were
completed. (Attachment A)

-A request for Staff # 3 to be
reimbursed was submitted on
8-6-15. (Attachment B)

-Investigation completed on
client D, F and G’s missing
money. (Attachment C)

How we will identify others:

-All allegations of
abuse/neglect/exploitation/mistre
atment will be immediately
reported to Program Manager &
Executive Director.

-All investigations must be
thoroughly complete with-in five
business days and reviewed by a
peer committee.

-All recommended corrective
actions determined by peer
review will be completed and
documented in a timely manner.

-All BDDS reportable incidents
will be submitted within 24 hours.

-Residential Manager will
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facilitate Monthly Staff
training/meeting to include review
of :

-Definition of abuse, neglect,
mistreatment; ResCare policy on
preventing abuse, neglect, and
mistreatment.

-Reporting policies and
procedures; ResCare policies and
procedures for documentation.

-Residential Manager will
submit Monthly Staff
training/meeting to Clinical
Supervisor

Measures to be put in place:

-Clinical Supervisor or
appropriate designee will
complete the required
documentation for all
investigation of abuse, neglect,
exploitation, or mistreatment.

-All reportable incidents will be
reported to BDDS within 24
hours.

-All individuals identified in any
incident requiring an investigation,
will receive a separate
investigation, documentation, and
peer review.

-Program Manager will
schedule Peer Review with
committee upon report of any/all
incidents requiring an
investigation.

-Investigation results for all
investigations will be forwarded to
Program Manager & Executive
Director and reviewed by peer
committee within 5 business
days.
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W 0149

Bldg. 00

483.420(d)(1)

STAFF TREATMENT OF CLIENTS

The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on record review and interview for

5 of 24 incident/investigative reports

W 0149

‘Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
Executive Director will offer
immediate feedback or direction
with any investigation concerns
upon review of documentation.

Monitoring of Corrective
Action:

-Clinical Supervisor will review
monthly staff training/meeting
documentation.

-Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
Executive Director will review
BDDS for thoroughness,

regulations are being adhered to
in accordance with state law.

-Clinical Supervisor, Program
Manager, Executive Director,
Business Manager, HR Manager,
Nursing Manager will perform
Best In Class reviews at all
locations within the year. The
results will be shared with all
team members.

Completion Date:
09/05/15

ADDENDUM
W 149: Staff treatment of
clients

09/05/2015
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reviewed affecting 4 of 4 clients in the
sample (C, D, F and G), the facility The facility must develop
neglected to implement its policies and and implement written
procedures to prevent financial policies and procedures that
exploitation of the clients' finances, prohibit mistreatment,
ensure staff immediately reported the neglect or abuse of the client.
clients' missing money to the
administrator, ensure Bureau of
Develop@egtal Disabilities Services. Corrective Action:
(BDDS) incident reports were submitted
within 24 hours, in accordance with state Staff will be in-serviced
law, conduct a thorough investigation of on late reporting of
client D, F and G's missing money and incidents/failure to report.
take appropriate corrective actions to (Attachment A)
ensure there was documentation client D,
F and G's money was replaced by the Clinical Supervisor has
facility. been in-serviced on late
reporting of BDDS reports.
Findings include: (Attachment B)
On 8/6/15 at 12:13 PM, a review of the Investigations were
facility's incident/investigative reports completed for client D, F and
was conducted and indicated the G. (Attachment D)
following:
Staff Nadine Tascott was
Client C's 7/3/15 BDDS incident report reimbursec'i by ResCare f.unds
indicated, in part, "On 7-3-2015 staff that she reimbursed to client
reported to Residential Manager [name] D, F and G. (Attachment E)
that $10.00 is missing from [client C's]
cash on hand when they counted the
money at the end of their shift. An How we will identify others:
investigation will be conducted to
determine the reason for the missing All allegations of
funds." The BDDS incident report abuse/neglect/mistreatment
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 282311 Facility ID: 000852 If continuation sheet Page 10 of 37
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should have been dated 6/27/15. will be reported to the clinical
supervisor per policy.

Client D, F and G's 7/9/15 BDDS

incident reports were submitted to BDDS Clinical Supervisor has

on 7/15/15. Client D, F and G's BDDS been in-serviced on

incident reports should have been dated Investigation Training.

6/17/15. Client D, F and G's BDDS (Attachment B)

reports were not submitted within 24 ) ]

hours. The BDDS reports indicated, Residential Manag.er to

"After an investigation was conducted complete weekly check list to

and finances were audited in the home it ensure finances are correct.

was found that these gentlemen had been (Attachment F)

missing $10.00 from each of their cash

on hand accounts. The money was

replaced by a staff member in the home Measures to be put in place:

but was not reported missing. At this

time funds in the home are correct and Staff will receive

follow-up measures have been taken. training on abuse, neglect and

Staff will be in-serviced on failure to exploitation monthly at staff

report/late reporting...." meeting.

The investigation, dated 7/8/15, indicated All reportable incidents

in staff #3's interview, "...[Staff #3] stated will be reported to BDDS

that there had never been an issue with within 24 hours.

money until June of this year. [Staff #3] o ) )

stated that the money was good on the Clinical 'SuperV1sor will

weekend of June 13th and that on the complete re_qu“ed

17th of June [staff #2] reported to her flocun.lent.anon for all

that $10 was missing from [clients D, F mvestigations .Of ?buse,

and G's] cash on hand. [Staff #3] stated ne.glect, exploitation, or

that she did not report this to anyone and mistreatment.

that she replaced the n?oney.from her All individuals identified

personal funds." The interview with the in any incident requiring an

Residential Manager (RM) indicated, in
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part, "[RM] stated that she had called the investigation, will receive a
home on the morning of 7-3-15 and was separate investigation,
speaking to [staff #5]. [Staff #5] told documentation and peer
[RM] that she had been told by [staff #3] review.
that there had been some money coming
up short. [RM] then stated that she spoke Program Manager will
with [staff #3] and she told her that she schedule Peer Review with
didn't report it to her because she didn't committee upon report of
want to upset her. [Staff #3] told her that any/all incidents requiring an
money was missing from [clients D, F, investigation within 5 business
and G] on the 17th and [client C] on the days.
27th. [Staff #3] reported to her that she
had been replacing the money. [RM] P.rogra'm Mana%’er an<'i/or
stated that she went to the home and Execu.tlve. Director will review
inserviced staff on counting the money 1nve§t1gat10n for tboroughness
and returned that same day and spoke p reylous to or during peer
with staff about reporting when money is review.
missing." The Factual Findings of the
investigation indicated, "Staff are not
following policy regarding counting Monitoring of Corrective
money at shift changes. Money was Action:
missing from 3 other individuals, that
money was replaced by [staff #3]." The Clinical Supervisor will
Conclusion of the investigation indicated, review staff training to ensure
"After the investigation none of the staff that all staff has received
in the home know what happened to the training on the
missing funds. Staff were not following abuse/neglect/mistreatment.
ResCare policy by counting the funds at
each shift change." Clinical Supervisor,
Program Manager will review
The Investigation Peer Review, dated monthly staff meetings for
7/9/15, indicated, "[Client C] will be Abuse and Neglect training,
reimbursed by ResCare the missing Reporting Procedures and
amount of $10.00. Inservice staff on ensure that annual training is
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failure to report/late reporting. current.
Residential Manager will receive
corrective action for documenting weekly Investigation Committee,
checks that she counted money when she including Executive Director
didn't." will review all completed
investigations to ensure that
On 8/6/15 at 1:12 PM, the RM's circumstances of incidents
Corrective Action Form, dated 7/17/15, have been thoroughly
indicated, in part, "[RM] signed off on investigated, including
the weekly checklist that she did check deployment of staff,
finances, but actually did not check them. interventions, and witness
This violated ResCare policy 7.1A.21, interviews completed.
'Inefficiency, incompetence, or o )
negligence in the performance of duties, Clinical Supervisor, )
including failure to perform assigned Pr.ogram Man.ager, Executive
tasks or training, or failure to discharge Director, Business Manager,
duties in a prompt, competent and HR Managgr, Nursing
reasonable manner, failure to provide the Manager Wlu perform BefSt In
required supervision of the individuals Class reviews at all locations.
we serve, or if appropriate, failure to
remain awake and alert during work."
There was no documentation the facility
conducted an investigation into client D, Completion Date: 9-3-15
F and G's missing money. There was no
documentation the facility reimbursed
clients D, F and G's missing money. W 149: STAFF TREATMENT
OF CLIENTS The facility must
develop and implement written
On 8/5/15 at 5:40 PM, staff #3 indicated policies and procedures that
there had been no issues with the clients' prohibit mistreatment, neglect
finances since June 2015. Staff #3 or abuse of the client.
indicated there have been two incidents - .ge”r\?izzzjog:ager ?:c:tei(iavse\gi" o
in which clients were missing money. corrective actiéan for failure to
Staff #3 indicated the first incident (she follow, ResCare policy and
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could not recall the date) was when procedures to prevent abuse,
clients D, F and G were all missing nggleot, explmtatpn, and or
. mistreatment of clients by any
$10.00 from their accounts. Staff #3 staff or other clients.
indicated she replaced the missing money (Attachment A)
herself out of her own money. Staff #3 -All appropriate parties will be
indicated she did not take the clients' |n-ser\1|.ced o?, orfrec;e.llved .
. corrective action for failure to
money. Staff #3 indicated she was told identify, definition of and
when she first started at the group home identifying all issues of abuse,
she was responsible for the clients' neglect, exploitation, and
money so she replaced their missing T_'Strfatrz‘:t”t iy a”yt iaff or other
. . clients.
money. Staff #3 indicated she did not ! (Attachment A)
T -All appropriate parties will be
report the first incident to anyone. Staff in-serviced on, or received
#3 indicated she was written up and corrective action for failure to
received retraining for failing to report f°”°WI ResCarﬁ pollcyhon
. . . completing a thoroug
'Fhe .chents missing m.onfsy. Staff #3 . investigation. (Attachment A)
indicated the second incident occurred in -All appropriate parties will be
June 2015 when client C was found to in-serviced on or received
have $10.00 missing from his account. corrective action for failing to
Staff #3 indicated she reported the report' an |nC|.dent o.f financial
L L exploitation, including
incident. Staff #3 indicated to her immediately reporting allegation
knowledge client C's money had not been to administrator. (Attachment A)
replaced. Staff #3 indicated at the time *All appropriate parties will be
of the two incidents, the clients' finances |n-sewlc§d on abuse,.neglect,
K . binder i locked exploitation, and or mistreatment
wer.e ept in a binder in an unlocke standards. (Attachment A)
cabinet at the group home. Staff #3 -All appropriate parties will be
indicated the clients' finances were now in-serviced on, or received
in a combination safe in a locked cabinet. corrective action for failure to
ensure BDDS reports were
submitted within 24 hours.
On 8/6/15 at 12:44 PM, the Program (Attachment A)
Manager (PM) indicated there were two -All appropriate parties will be
incidents of clients missing money at the in-serviced on, or received
.. . corrective action for failure to
group home. The PM indicated it was
. ) ) o ensure BDDS reports were
discovered during the investigation of submitted including the correct
client C's missing money there was a incident date. (Attachment A)
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previous incident of clients D, F and G ~ Al appropriate parties will be
missing money. The PM indicated the m-servn.ced on, or rece.lved
. . led th f corrective action for failure to
rnvestlgatl(.m revea ec.l t e sta was not recognize the need for a separate
implementing the facility's policy to investigation for each individual
count the clients' finances. The PM involved. (Attachment A)
indicated the staff failed to immediately Al a.ppLopnate parties \(/jwll be
L in-serviced on, or receive
repo.rt POth the 1n01dents- to .the corrective action for failure to
administrator. The PM indicated the ensure reimbursement requests
BDDS reports should have the correct were submitted and monies were
dates of the incidents and not when the :turged o '”C:fv'd:’als by
. e esCare in a timely manner.
facility was made aware of the incidents. (Attachment A) y
The PM indicated the BDDS reports -All appropriate parties will be
should have been submitted within 24 in-serviced on, or received
hours. The PM indicated the facility did corrective action for fallfure to
not have documentation clients D, F and ensure documentation for
] o reimbursement requests were
G were reimbursed. The PM indicated completed. (Attachment A)
clients D, F and G were reimbursed by -A request for Staff # 3 to be
staff #3. The PM indicated staff #3 was reimbursed was submitted on
not reimbursed. The PM indicated staff S-ﬁi/zsigtat:;:?gr:tpi)ted on
#3 chose to reimburse the clients on her dlient D, F and G’s missing
own so the facility did not reimburse the money. (Attachment C)
clients' money. The PM indicated staff How we will identify others:
#3 replaced the clients' money instead of All allegations of
rtine the incident to th abuse/neglect/exploitation/mistre
repo. 1.ng ¢ meiden O. ? atment will be immediately
admlnlstrator. The PM ll’ldlcated the reported to Program Manager &
facility's peer review of client C's missing Executive Director.
money did not identify a separate All investigations must be
. L . thoroughly complete with-in five
investigation needed to be completed into . .
) o business days and reviewed by a
clients D, F and G's missing money. peer committee.
-All recommended corrective
On 8/6/15 at 2:19 PM, a review of the actions d.ﬁtgrmined Iby p;eerd
facility's 5/28/12 Abuse, Neglect and review will be completed an
S T documented in a timely manner.
Exploitation policy indicated, "ResCare -All BDDS reportable incidents
will: Ensure all persons served are treated will be submitted within 24 hours.
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with dignity and respect. Ensure that all ‘Residential Manager will
persons served are free from abuse, facllhltate Mon.thly St,aﬁ )
L training/meeting to include review
neglect, or exploitation... ResCare does of :
not tolerate abuse, neglect, or
exploitation of any persons served. All ‘Definition of abuse, neglect,
employees are required to report mlstreat.ment; ResCare policy on
1 . dincid £ preventing abuse, neglect, and
allegations or suspected incidents o mistreatment.
abuse, neglect, and exploitation. All ‘Reporting policies and
alleged or suspected abuse, neglect, procedures; ResCare policies and
and/or exploitation will be immediately procedures for documentation.
investigated. Appropriate corrective ‘Residential Manager wil
action will be taken to ensure prevention submit Monthly Staff
of any further occurrence. Abuse means training/meeting to Clinical
the infliction of physical or psychological Supervisor )
h bl f ¢ Measures to be put in place:
) ar.m,. unr.easona ] ¢ con 1ne.men > -Clinical Supervisor or
intimidation, punishment with resulting appropriate designee will
physical harm, pain or mental anguish or complete the required
deprivation of goods or services that are documentation for all
. investigation of abuse, neglect,
necessary to meet essential needs or to o )

) ) ) ., exploitation, or mistreatment.
avoid physical or psychological harm. -All reportable incidents will be
The 2/18/10 Investigations policy was reported to BDDS within 24
reviewed on 8/6/15 at 2:19 PM. The hoirlfl' dividuals identified i
policy indicated, in part, "In order to _Allindividuals identified in any

incident requiring an investigation,
ensure the health, safety and welfare of will receive a separate
the people we support, events or investigation, documentation, and
collections of circumstances that are peleD' review.M "

. . -Program Manager wi
outside of what .1s normally expected, schedule Peer Review with
cannot be explained and understood by committee upon report of any/all
the existence of the event, and result in or incidents requiring an
have the potential to result in injury or investigation.

o -Investigation results for all
abuse, neglect or exploitation to the . oo .
o ) ] investigations will be forwarded to
individual must be investigated. Program Manager & Executive
Investigations will be conducted per the Director and reviewed by peer
protocols listed in the incident committee within 5 business
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management best practices manual... A days.
thorough investigation final report will be -Program I.\/Ianager. and/ or
. . Executive Director will review
written at the completion of the investigation for thoroughness
investigation. The report shall include, previous to or during peer review.
but is not limited to, the following: ‘Program Manager and/or
description of the allegation or incident, .Execut.lve Director will offer )
fthe i . . immediate feedback or direction
purpf)s.e N .t © 1nve.st1gat10n, parties with any investigation concerns
providing information, summary of upon review of documentation.
information and findings, description and Monitoring of Corrective
chronology of what happened, analysis of Action: . o
. . -Clinical Supervisor will review
the evidence, finding of fact and - .
o monthly staff training/meeting
determination as to whether or not the documentation.
allegations are substantiated, -Program Manager and/or
unsubstantiated or inconclusive, concerns Executive Director will review
. . investigation for thoroughness
and recommendations, witness . . .

) previous to or during peer review.
statements and supporting -Program Manager and/or
documentation, and methods to prevent Executive Director will review
future incidents." The policy indicated, BDDS for thoroughness,

" .. regulations are being adhered to
Ensure alleged incidents of abuse, . ,

) o in accordance with state law.
neglect, mistreatment, exploitation or -Clinical Supervisor, Program
injuries of unknown origin are fully Manager, Executive Director,
investigated within 5 days from the date Business Manager, HR Manager,

. . L Nursing Manager will perform
the allegation was made and investigation .

o C " Best In Class reviews at all

was initiated. locations within the year. The
results will be shared with all

This federal tag relates to complaint team members.

HIN00178083. Completion Date:
09/05/15

9-3-2(a)
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W 0153 | 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
Bldg. 00 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.
Based on record review and interview for W 0153 ADDENDUM 09/05/2015
4 of 24 incident/investigative reports W153: Staff treatment of
reviewed affecting 4 of 4 clients in the clients
sample (C, D, F and G), the facility to The facility must ensure that
ensure staff immediately reported the all allegations of
clients' missing money to the mistreatment, neglect, or
administrator and ensure Bureau of abuse, as well as injuries of
Developmental Disabilities Services unknown source are
(BDDS) incident reports were submitted reported immediately to the
within 24 hours, in accordance with state administrator or to other
law. officials in accordance with
state law through established
Findings include: procedures.
On 8/6/15 at 12:13 PM, a review of the
facility's incident/inlves.tigative reports Corrective Action:
was conducted and indicated the
following: Staff will be in-serviced
on late reporting of
. ] : M . . .
Client C's 7/3/15 BDDS incident report incidents/failure to report.
indicated, in part, "On 7-3-2015 staff (Attachment A)
reported to Residential Manager [name]
that $10.00 is missing from [client C's] Staff will be in-serviced
cash on hand when they counted the on ResCare’s financial
money at the end of their shift. An policies. (Attachment G)
investigation will be conducted to
determine the reason for the missing Clinical Supervisor has
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funds." The BDDS incident report been in-serviced on late
should have been dated 6/27/15. reporting of BDDS reports.
(Attachment B)
Client D, F and G's 7/9/15 BDDS
incident reports were submitted to BDDS
on 7/15/15. Client D, F and G's BDDS H 1l identify oth
incident reports should have been dated ow we will identity others:
6/17/15. Client D, F a.nd G's BI?DS All allegations of
reports were not submitted within 24 .
h The BDDS i dicated abuse/neglect/mistreatment
ours. .e ; r.eports indicated, will be reported to the clinical
"After an investigation was conducted . .
o . supervisor per policy.
and finances were audited in the home it
was found that these gentlemen had been Residential Manager to
missing $10.00 from each of their cash complete weekly check list to
on hand accounts. The money was ensure finances are correct.
replaced by a staff member in the home (Attachment F)
but was not reported missing. At this
time funds in the home are correct and
follow-up measures have been taken.
Staff will be in-serviced on failure to
report/late reporting...." )
Measures to be put in place:
The investigation, dated 7/8/15, indicated . )
) ) ) Staff will receive
in staff #3's interview, "...[Staff #3] stated ..
) ) training on abuse, neglect and
that there had never been an issue with o
. ) exploitation monthly at staff
money until June of this year. [Staff #3] meeting
stated that the money was good on the '
weekend of June 13th and that on the All reportable incidents
17th of June [staff #2] reported to her will be reported to BDDS
that $10 was missing from [clients D, F within 24 hours.
and G's] cash on hand. [Staff #3] stated
that she did not report this to anyone and
that she replaced the money from her
personal funds." The interview with the
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Residential Manager (RM) indicated, in
part, "[RM] stated that she had called the Monitoring of Corrective
home on the morning of 7-3-15 and was Action:
speaking to [staff #5]. [Staff #5] told Clinical S ) "
[RM] that she had been told by [staff #3] ) mga .uPerwsor wi
that there had been some money coming rﬁvw‘ﬁ staff ‘Lralmng 'to Znsure
up short. [RM] then stated that she spoke ¢ a.t 2,1 sta N as receive
with [staff #3] and she told her that she trl':uml;g Orll ¢ 7 )
didn't report it to her because she didn't abuse/neglect/mistreatment.
want to upset .her.. [Staff #3].t01d her that Clinical Supervisor,
money was missing from [clients D, F, P . .
- rogram Manager will review
and G] on the 17th and [client C] on the .
monthly staff meetings for
27th. [Staff #3] reported to her that she b d | .
had been replacing the money. [RM] Abuse and Neglect training,
a p g Y Reporting Procedures and
stated that she went to the home and S
) } . ensure that annual training is
inserviced staff on counting the money
current.
and returned that same day and spoke
with staff about reporting when money is Clinical Supervisor,
missing." The Factual Findings of the Program Manager, Executive
investigation indicated, "Staff are not Director, Business Manager,
following policy regarding counting HR Manager, Nursing
money at shift changes. Money was Manager will perform Best In
missing from 3 other individuals, that Class reviews at all locations
money was replaced by [staff #3]." The annually.
Conclusion of the investigation indicated,
"After the investigation none of the staff
in the home know what happened to the
missing funds. Staff were not following
ResCare policy by counting the funds at .
. " Completion Date: 9-3-15
each shift change.
The Investigation Peer Review, dated
7/9/15, indicated, "[Client C] will be
reimbursed by ResCare the missing W 153: STAFF TREATMENT OF
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amount of $10.00. Inservice staff on CLIENTS The facility must
failure to report/late reporting. en.srre :hat at" allelgattlons of
Residential Manager will receive ristreatment, negiect, or
. . . abuse, as well as injuries of
corrective action for documenting weekly unknown source, are reported
checks that she counted money when she immediately to the
didn't." administrator or to other
officials in accordance with
On 8/6/15 at 1:12 PM. the RM's state law through established
. . ’ procedures.
Corrective Action Form, dated 7/17/15, -All appropriate parties will be
indicated, in part, "[RM] signed off on in-serviced on, or received
the weekly checklist that she did check corrective action for failure to
finances, but actually did not check them. Li!ocvgaizsscigrsrz\?gg :Sjse
This violated ResCare policy 7.1A.21, neglect, exploitation, and or
'Inefficiency, incompetence, or mistreatment of clients by any
negligence in the performance of duties, staff or other clients.
including failure to perform assigned (At;?:hme"t A)t ies will b
. . . -All appropriate parties will be
tasl?s o.r training, or failure to discharge in-serviced on. or received
duties in a prompt, competent and corrective action for failure to
reasonable manner, failure to provide the identify, definition of and
required supervision of the individuals |den|t|f¥[|ng alll '.Tstlfes of :Zbuse,
. . . neglect, exploitation, an
we se?,rve, or if appropriate, .fallure to mistreatment by any staff or other
remain awake and alert during work." clients. (Attachment A)
-All appropriate parties will be
On 8/5/15 at 5:40 PM, staff #3 indicated in-servti_ced o?’ Orfrezge_ilved t
. . . rr n for failur
there had been no issues with the clients' correciive action for failure fo
) follow ResCare policy on
finances since June 2015. Staff #3 completing a thorough
indicated there have been two incidents investigation. (Attachment A)
in which clients were missing money. ~ Al appropriate parties will be
Staff #3 indicated the first incident (she |n-serV|.ced on or receve d
corrective action for failing to
could not recall the date) was when report an incident of financial
clients D, F and G were all missing exploitation, including
$10.00 from their accounts. Staff #3 immediately reporting allegation
indicated she replaced the missing money to-ifljlrzlp?;g;:ic;rfe(’:::gair;:)
herself out of her own money. Staff #3 in-serviced on abuse, neglect,
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indicated she did not take the clients' exploitation, and or mistreatment
money. Staff #3 indicated she was told standards. (A.ttachmelnt A),
h he fi dat th h -All appropriate parties will be
when she first st?rte at the gr'oup ome in-serviced on, or received
she was responsible for the clients' corrective action for failure to
money so she replaced their missing ensure BDDS reports were
money. Staff #3 indicated she did not s:tt;mlttt]ed Wltt:in 24 hours.
. achmen
report the first incident to anyone. Staff ( . ) . .
T } -All appropriate parties will be
#3 indicated she was written up and in-serviced on, or received
received retraining for failing to report corrective action for failure to
the clients' missing money. Staff #3 ensure BDDS reports were
indicated the second incident occurred in submitted including the correct
) incident date. (Attachment A)
June 2015 when client C was found to -All appropriate parties will be
have $10.00 missing from his account. in-serviced on, or received
Staff #3 indicated she reported the corrective action for failure to
incident. Staff#3 indicated to her recognize the need f°f a separate
. ' investigation for each individual
knowledge client C's money had not been involved. (Attachment A)
replaced. Staff #3 indicated at the time -All appropriate parties will be
of the two incidents, the clients' finances in-serviced on, or received
were kept in a binder in an unlocked correctlve. action for failure to
. ensure reimbursement requests
cabinet at the group home. Staff #3 were submitted and monies were
indicated the clients' finances were now returned to individuals by
in a combination safe in a locked cabinet. ResCare in a timely manner.
(Attachment A)
On 8/6/15 at 12:44 PM. the P -All appropriate parties will be
n a o » the Frogram in-serviced on, or received
Manager (PM) indicated there were two corrective action for failure to
incidents of clients missing money at the ensure documentation for
group home. The PM indicated it was reimbursement requests were
. . . .. completed. (Attachment A)
discovered during the investigation of N
) o How we will identify others:
client C's missing money there was a -All allegations of
previous incident of clients D, F and G abuse/neglect/exploitation/mistre
missing money. The PM indicated the atment will be immediately
. . reported to Program Manager &
investigation revealed the staff was not : .
. . o . Executive Director.
implementing the facility's policy to -All investigations must be
count the clients' finances. The PM thoroughly complete with-in five
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indicated the staff failed to immediately business days and reviewed by a
report both the incidents to the peer committee. .
L. Lo -All recommended corrective
administrator. The PM indicated the actions determined by peer
BDDS reports should have the correct review will be completed and
dates of the incidents and not when the documented in a timely manner.
facility was made aware of the incidents. If\tlJl BDBS ,rtfpé)rt?til,e gzlﬁents
The PM indicated the BDDS reports WI, Reesi?jt:anrtrilél T\/Ia\::lag:]r will ours:
should have been submitted within 24 facilitate Monthly Staff
hours. training/meeting to include review
of :
This federal tag relates to complaint Definition of abuse, neglect,
#IN00178083. mistreatment; ResCare policy on
preventing abuse, neglect, and
9-3-2(a) mistreatment.
-Reporting policies and
procedures; ResCare policies and
procedures for documentation.
-‘Residential Manager will
submit Monthly Staff
training/meeting to Clinical
Supervisor
Measures to be put in place:
-Clinical Supervisor or
appropriate designee will
complete the required
documentation for all
investigation of abuse, neglect,
exploitation, or mistreatment.
-All reportable incidents will be
reported to BDDS within 24
hours.
-All individuals identified in any
incident requiring an investigation,
will receive a separate
investigation, documentation, and
peer review.
-Program Manager will
schedule Peer Review with
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committee upon report of any/all
incidents requiring an
investigation.

-Investigation results for all
investigations will be forwarded to
Program Manager & Executive
Director and reviewed by peer
committee within 5 business
days.

-Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
Executive Director will offer
immediate feedback or direction
with any investigation concerns
upon review of documentation.

Monitoring of Corrective
Action:

-Clinical Supervisor will review
monthly staff training/meeting
documentation.

-Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
Executive Director will review
BDDS for thoroughness,

regulations are being adhered to
in accordance with state law.

-Clinical Supervisor, Program
Manager, Executive Director,
Business Manager, HR Manager,
Nursing Manager will perform
Best In Class reviews at all
locations within the year. The
results will be shared with all
team members.

Completion Date: 09/05/15 _
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W 0154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview for W 0154 ADDENDUM 09/05/2015
3 of 24 incident/investigative reports W154 Staff treatment of
reviewed affecting 3 of 4 clients in the clients
sample (D, F and G), the facility to The facility must have
conduct a thorough investigation of client evidence that all alleged
D, F and G's missing money. violations are thoroughly
investigated.
Findings include:
On 8/6/15 at 12:13 PM, a review of the . .
e e . o Corrective Action:
facility's incident/investigative reports
was conducted and indicated the Investigations were
following: completed for client D, F and
G. (Attachment D)
Client C's 7/3/15 BDDS incident report
indicated, in part, "On 7-3-2015 staff
reported to Residential Manager [name]
that $10.00 is missing from [client C's] How we will identify others:
cash on hand when they counted the o _
money at the end of their shift. An .Cllnl()Z.ll Supervisor has
investigation will be conducted to been 1r.1-se'erced on
determine the reason for the missing Investigation Tramning,
funds." The BDDS incident report (Attachment B)
should have been dated 6/27/15.
Client D, F and G's 7/9/15 BDDS Measures to be put in place:
incident reports were submitted to BDDS
on 7/15/15. Client D, F and G's BDDS Clinical Supervisor will
incident reports should have been dated complete required
6/17/15. The BDDS reports indicated, documentation for all
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"After an investigation was conducted investigations of abuse,
and finances were audited in the home it neglect, exploitation, or
was found that these gentlemen had been mistreatment.
missing $10.00 from each of their cash
on hand accounts. The money was All individuals identified
replaced by a staff member in the home in any incident requiring an
but was not reported missing. At this investigation, will receive a
time funds in the home are correct and separate investigation,
follow-up measures have been taken. documentation and peer
Staff will be in-serviced on failure to review.
report/late reporting...." )
Program Manager will
The investigation, dated 7/8/15, indicated schedu.le Peer Review Wllfh
in staff #3's interview, "...[Staff #3] stated corr;rrllit.tee.zpon repor.t .0
that there had never been an issue with ény a . 1n(.:1 ent§ ;.eqlglrblng. an
money until June of this year. [Staff #3] ;nvestlgatlon within 5 business
stated that the money was good on the ays.
weekend of June 13th and that on the
Program Manager and/or
17th of June [staff #2] reported to her . . . .
o ) Executive Director will review
that $10 was missing from [clients D, F . .
investigation for thoroughness
and G's] cash on hand. [Staff #3] stated . .
. . previous to or during peer
that she did not report this to anyone and review
that she replaced the money from her '
personal funds." The interview with the
Residential Manager (RM) indicated, in
part, "[RM] stated that she had called the Monitoring of Corrective
home on the morning of 7-3-15 and was Action:
speaking to [staff #5]. [Staff #5] told
[RM] that she had been told by [staff #3] Investigation Committee,
that there had been some money coming including Executive Director
up short. [RM] then stated that she spoke will review all completed
with [staff #3] and she told her that she investigations to ensure that
didn't report it to her because she didn't circumstances of incidents
want to upset her. [Staff #3] told her that have been thoroughly
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money was missing from [clients D, F, investigated, including
and G] on the 17th and [client C] on the deployment of staff,
. a reported to her that she interventions, and witness
27th. [Staff #3] reported to her that sh t t d wit
had been replacing the money. [RM] interviews completed.
stated that she went to the home and
inserviced staff on counting the money
and returned that same day and spoke .
. . . Completion Date: 9-3-15
with staff about reporting when money is
missing." The Factual Findings of the
investigation indicated, "Staff are not W 154: STAFF TREATMENT OF
following policy regarding counting CLIENTS The facility must
money at shift changes. Money was h.ave ?Vidence that all alleged
missing from 3 other individuals, that YIOIat'?ns are thoroughly
" investigated.
money was replaced by [staff #3]." The Al appropriate parties will be
Conclusion of the investigation indicated, in-serviced on, or received
"After the investigation none of the staff corrective action for failure to
in the home know what happened to the follow, ResCare policy and
sine fi o followi procedures to prevent abuse,
missing un@s. Sta wer.e not following neglect, exploitation, and or
ResCare policy by counting the funds at mistreatment of clients by any
each shift change." staff or other clients.
(Attachment A)
.. . -All appropriate parties will be
The Inv'estl.gatlon Peer. Review, .dated in-serviced on. or received
7/9/15, indicated, "[Client C] will be corrective action for failure to
reimbursed by ResCare the missing identify, definition of and
amount of $10.00. Inservice staff on |den|t|f¥[|ng aIII '_TStL_’eS of e;buse,
. . neglect, exploitation, an
falh.lre to. report/late reportlng.. mistreatment by any staff or other
Residential Manager will receive clients. (Attachment A)
corrective action for documenting weekly -All appropriate parties will be
checks that she counted money when she in-serviced on, or received
didn't." corrective action for failure to
: follow ResCare policy on
completing a thorough
On 8/6/15 at 1:12 PM, the RM's investigation. (Attachment A)
Corrective Action Form, dated 7/17/15, ~ Al appropriate parties will be
indicated, in part, "[RM] signed off on in-serviced on or received
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the weekly checklist that she did check corrective action for failing to
finances, but actually did not check them. ;i%?gtzﬂc;:c:iilr:d?rzgnanCIal
This violated ResCare policy 7.1A.21, immediately reporting allegation
'Inefficiency, incompetence, or to administrator. (Attachment A)
negligence in the performance of duties, -All appropriate parties will be
including failure to perform assigned '”'Sf'f‘t’"i?d on e;buse,.ntegletct, .
. . . exploitation, and or mistreatmen
taslfs o.r training, or failure to discharge standards. (Attachment A)
duties in a prompt, competent and -All appropriate parties will be
reasonable manner, failure to provide the in-serviced on, or received
required supervision of the individuals CorreCtl\éeDchélon fo:tfallure to
. . . ensure reports were
we sejrve, or if appropriate, .fallure to submitted within 24 hours.
remain awake and alert during work." (Attachment A)
-All appropriate parties will be
There was no documentation the facility in-serviced on, or received
. T . corrective action for failure to
conducted an investigation into client D,
. ensure BDDS reports were
F and G's missing money. submitted including the correct
incident date. (Attachment A)
On 8/5/15 at 5:40 PM, staff #3 indicated ~ Al appropriate parties will be
there had been no issues with the clients' m-servn.ced on, or rece'lved
. corrective action for failure to
finances since June 2015. Staff #3 recognize the need for a separate
indicated there have been two incidents investigation for each individual
in which clients were missing money. involved. (Attachment A)
Staff #3 indicated the first incident (she Al a_pp:;’p”ate parties \éwll be
in-serviced on, or receive
co.uld not recall the date) was .wl.len corrective action for failure to
clients D, F and G were all missing ensure reimbursement requests
$10.00 from their accounts. Staff #3 were submitted and monies were
indicated she replaced the missing money rRetuEr;ed to mcillwdrals by
esCare in a timely manner.
herself out of her own money. Staff #3 y
o ) ) (Attachment A)
indicated she did not take the clients' -All appropriate parties will be
money. Staff#3 indicated she was told in-serviced on, or received
when she first started at the group home correctl\ée action tfotr' fallfure to
she was responsible for the clients' ensure documentation for
S reimbursement requests were
money so she replaced their missing completed. (Attachment A)
money. Staff #3 indicated she did not ‘A request for Staff # 3 to be
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report the first incident to anyone. Staff reimbursed was submitted on
#3 indicated she was written up and 8-6-15. (Attgchment B)
ived nine for faili ‘Investigation completed on
recen{e retra'lm.ng or failing to report dlient D, F and G’s missing
the clients' missing money. Staff #3 money. (Attachment C)
indicated the second incident occurred in :
June 2015 when client C was found to How we will idenftify others:
have $10.00 missing from his account. ‘Al allegations o I .
T abuse/neglect/exploitation/mistre
Staff #3 indicated she reported the atment will be immediately
incident. Staff #3 indicated to her reported to Program Manager &
knowledge client C's money had not been Executive Director.
replaced. Staff #3 indicated at the time “Allinvestigations must pe ,
o . thoroughly complete with-in five
of the two incidents, the clients' finances business days and reviewed by a
were kept in a binder in an unlocked peer committee.
cabinet at the group home. Staff #3 "_A\” recommgnded corrective
indicated the clients' finances were now aCt'.onS d.etermlned by peer
. o . . review will be completed and
in a combination safe in a locked cabinet. documented in a timely manner.
-All BDDS reportable incidents
On 8/6/15 at 12:44 PM, the Program will be submitted within 24 hours.
s -Residential Manager will
Manager (PM) indicated there were two
o ger ( ) . facilitate Monthly Staff
incidents of clients missing money at the training/meeting to include review
group home. The PM indicated it was of :
discovered during the investigation of o
client C's missing money there was a . “Definition of abuse, ne glect,
. o . mistreatment; ResCare policy on
previous incident of clients D, F and G preventing abuse, neglect, and
missing money. The PM indicated the mistreatment.
investigation revealed the staff was not ‘Reporting policies and
implementing the facility's policy to procedures; ResCare p0|ICI.eS and
. procedures for documentation.
count the clients' finances. The PM
indicated the facility's peer review of -Residential Manager will
client C's missing money did not identify submit Monthly Staff
a separate investigation needed to be tSralrr)wér;s/sr?J?etlng to Clinical
. . , upervi
cqmpleted into clients D, F ar.ld G's Measures to be put in place:
missing money. The PM indicated there -Clinical Supervisor or
was not a separate investigation appropriate designee will
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conducted into client D, F and G's
missing money.

This federal tag relates to complaint
#IN00178083.

9-3-2(a)

complete the required
documentation for all
investigation of abuse, neglect,
exploitation, or mistreatment.

-All reportable incidents will be
reported to BDDS within 24
hours.

-All individuals identified in any
incident requiring an investigation,
will receive a separate
investigation, documentation, and
peer review.

-Program Manager will
schedule Peer Review with
committee upon report of any/all
incidents requiring an
investigation.

-Investigation results for all
investigations will be forwarded to
Program Manager & Executive
Director and reviewed by peer
committee within 5 business
days.

-Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
Executive Director will offer
immediate feedback or direction
with any investigation concerns
upon review of documentation.

Monitoring of Corrective
Action:

-Clinical Supervisor will review
monthly staff training/meeting
documentation.

-Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
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Executive Director will review
BDDS for thoroughness,
regulations are being adhered to
in accordance with state law.
-Clinical Supervisor, Program
Manager, Executive Director,
Business Manager, HR Manager,
Nursing Manager will perform
Best In Class reviews at all
locations within the year. The
results will be shared with all
team members.
Completion Date:
09/05/15
W 0157 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview for W 0157 ADDENDUM 09/05/2015
4 of 24 incident/investigative reports WI157 Staff treatment of
reviewed affecting 3 of 4 clients in the clients
sample (D, F and G), the facility failed to If the alleged violation is
take appropriate corrective actions to verified, appropriate corrective
ensure there was documentation client D, action must be taken.
F and G's money was replaced by the
facility.
Lo . Corrective Action:
Findings include:
Staff Nadine Tascott was
On 8/6/15 at 12:13 PM, a review of the reimbursed by ResCare funds
facility's incident/investigative reports that she reimbursed to client
was conducted and indicated the D, F and G. (Attachment E)
following:
Client C's 7/3/15 BDDS incident report
indicated, in part, "On 7-3-2015 staff How do we identify others:
reported to Residential Manager [name]
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that $10.00 is missing from [client C's] All allegations of
cash on hand when they counted the abuse/neglect/mistreatment
money at the end of their shift. An will be reported to the clinical
investigation will be conducted to supervisor per policy.
determine the reason for the missing
funds." The BDDS incident report Residential Manager to
should have been dated 6/27/15. complete weekly check list to
ensure finances are correct.
Client D, F and G's 7/9/15 BDDS (Attachment F)
incident reports were submitted to BDDS
on 7/15/15. Client D, F and G's BDDS
incident repf)rts should have been dated Measures to be put in place:
6/17/15. Client D, F and G's BDDS
reports were not submitted within 24 Staff will receive
hours. The BDDS reports indicated, training on abuse, neglect and
"After an investigation was conducted exploitation monthly at staff
and finances were audited in the home it meeting.
was found that these gentlemen had been
missing $10.00 from each of their cash Clinical Supervisor will
on hand accounts. The money was complete required
replaced by a staff member in the home documentation for all
but was not reported missing. At this investigations of abuse,
time funds in the home are correct and neglect, exploitation, or
follow-up measures have been taken. mistreatment.
Staff will be in-serviced on failure to
report/late reporting...." All individuals identified
in any incident requiring an
The investigation, dated 7/8/15, indicated investigation, will receive a
in staff #3's interview, "...[Staff #3] stated separate investigation,
that there had never been an issue with documentation and peer
money until June of this year. [Staff #3] review.
stated that the money was good on the
weekend of June 13th and that on the
17th of June [staff #2] reported to her
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that $10 was missing from [clients D, F Monitoring of Corrective
and G's] cash on hand. [Staff #3] stated Action:
that she did not report this to anyone and
that she replaced the money from her Investigation Committee,
personal funds." The interview with the including Executive Director
Residential Manager (RM) indicated, in will review all completed
part, "[RM] stated that she had called the investigations to ensure that
home on the morning of 7-3-15 and was circumstances of incidents
speaking to [staff #5]. [Staff #5] told have been thoroughly
[RM] that she had been told by [staff #3] investigated, including
that there had been some money coming deployment of staff,
up short. [RM] then stated that she spoke interventions, and witness
with [staff #3] and she told her that she interviews completed.
didn't report it to her because she didn't o ]
want to upset her. [Staff #3] told her that Clinical Supervisor, .
money was missing from [clients D, F, Pr.ogram Man.ager, Executive
and G] on the 17th and [client C] on the Director, Business Manager,
27th, [Staff #3] reported to her that she HR Manager, Nursing
had been replacing the money. [RM] Manager WIH perform BefSt In
stated that she went to the home and Class reviews at all locations
inserviced staff on counting the money annually.
and returned that same day and spoke
with staff about reporting when money is
missing." The Factual Findings of the
investigation indicated, "Staff are not
following policy regarding counting Completion Date: 9-3-15
money at shift changes. Money was
missing from 3 other individuals, that
money was replaced by [staff #3]." The
Conclusion of the investigation indicated, W 157: STAFF TREATMENT OF
"After the investigation none of the staff CLIENTS If the alleged
in the home know what happened to the violation is verified,
missing funds. Staff were not following appropriate corrective action
ResCare policy by counting the funds at must be taken.
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each shift change." -All appropriate parties will be
in-serviced on, or received
. . corrective action for failure to
The Investigation Peer Review, dated follow, ResCare policy and
7/9/15, indicated, "[Client C] will be procedures to prevent abuse,
reimbursed by ResCare the missing neglect, exploitation, and or
amount of $10.00. Inservice staff on gésftfrifgr?s::;fe‘z'tznts by any
. . | .
failure to report/late reporting. (Attachment A)
Residential Manager will receive -All appropriate parties will be
corrective action for documenting weekly in-serviced on, or received
checks that she counted money when she corrective action for failure to
didn't." identify, definition of and
ldnt. identifying all issues of abuse,
neglect, exploitation, and
On 8/6/15 at 1:12 PM, the RM's mistreatment by any staff or other
Corrective Action Form, dated 7/17/15, clleAn”ts. (Attachment A) "
indicated, in part, "[RM] signed off on in-serji?:grc-iog:ager f:ii/z\c,iw be
the weekly checklist that she did check corrective action for failure to
finances, but actually did not check them. follow ResCare policy on
y
This violated ResCare policy 7.1A.21, completing a thorough
T . . investigation. (Attachment A)
nefficiency, incompetence, or : . .
. . . -All appropriate parties will be
negligence in the performance of duties, in-serviced on or received
including failure to perform assigned corrective action for failing to
tasks or training, or failure to discharge report an incident of financial
duics in prompt. competcnt nd
reasonable manner, failure to provide the to administrator. (Attachment A)
required supervision of the individuals -All appropriate parties will be
we serve, or if appropriate, failure to in-serviced on abuse, neglect,
remain awake and alert during work."™ exploitation, and or mistreatment
standards. (Attachment A)
) o -All appropriate parties will be
There was no documentation the facility in-serviced on, or received
conducted an investigation into client D, corrective action for failure to
F and G's missing money. There was no en;ur.(:t BdDD'tSh'reF;Tﬁ were
. . . submitted within ours.
documentation the facility reimbursed (Attachment A)
clients D, F and G's missing money. -All appropriate parties will be
in-serviced on, or received
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On 8/5/15 at 5:40 PM, staff #3 indicated corrective action for failure to
there had been no issues with the clients' ensure BD_DS reports were
f ) o submitted including the correct
.1n2.1nces since June 2015. Sta ) #? incident date. (Attachment A)
indicated there have been two incidents -All appropriate parties will be
in which clients were missing money. in-serviced on, or received
Staff #3 indicated the first incident (she corrective fhct'on fszfa"Ufe 0 t
recognize the need for a separate
cquld not recall the date) was _Wl.len investigation for each individual
clients D, F and G were all missing involved. (Attachment A)
$10.00 from their accounts. Staff #3 -All appropriate parties will be
indicated she replaced the missing money in-serviced on, or received
corrective action for failure to
herself out of her own money. Staff #3 ensure reimbursement requests
indicated she did not take the clients' were submitted and monies were
money. Staff #3 indicated she was told returned to individuals by
when she first started at the group home ResCare in a timely manner.
she was responsible for the clients' (Attachment A) . .
S -All appropriate parties will be
money so she replaced their missing in-serviced on, or received
money. Staff #3 indicated she did not corrective action for failure to
report the first incident to anyone. Staff ensure documentation for
#3 indicated she was written up and reimbursement requests were
i o . completed. (Attachment A)
received retraining for failing to report ‘A request for Staff # 3 to be
the clients' missing money. Staff #3 reimbursed was submitted on
indicated the second incident occurred in 8-6-15. (Attachment B)
June 2015 when client C was found to I.-In\t/%stllgatlzngfnmpletgd on
. . client D, F and G’s missin
have $10.00 missing from his account. money. (Attachment C) J
Staff #3 indicated she reported the .
incident. Staff #3 indicated to her How we will identify others:
knowledge client C's money had not been ‘All allegations of
replaced. Staff #3 indicated at the time abuse/neglecexploitation/mistre
L . atment will be immediately
of the two incidents, the clients' finances reported to Program Manager &
were kept in a binder in an unlocked Executive Director.
cabinet at the group home. Staff #3 All investigations must be
indicated the clients' finances were now thor.oughly complete W.'th_m five
. . . . business days and reviewed by a
in a combination safe in a locked cabinet. peer committee.
-All recommended corrective
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On 8/6/15 at 12:44 PM, the Program
Manager (PM) indicated there were two
incidents of clients missing money at the
group home. The PM indicated it was
discovered during the investigation of
client C's missing money there was a
previous incident of clients D, F and G
missing money. The PM indicated the
investigation revealed the staff was not
implementing the facility's policy to
count the clients' finances. The PM
indicated the facility did not have
documentation clients D, F and G were
reimbursed. The PM indicated clients D,
F and G were reimbursed by staff #3.
The PM indicated staff #3 was not
reimbursed. The PM indicated staff #3
chose to reimburse the clients on her own
so the facility did not reimburse the
clients' money. The PM indicated staff
#3 replaced the clients' money instead of
reporting the incident to the
administrator.

This federal tag relates to complaint
#IN00178083.

9-3-2(a)

actions determined by peer
review will be completed and
documented in a timely manner.

-All BDDS reportable incidents
will be submitted within 24 hours.

-Residential Manager will
facilitate Monthly Staff
training/meeting to include review
of :

-Definition of abuse, neglect,
mistreatment; ResCare policy on
preventing abuse, neglect, and
mistreatment.

-Reporting policies and
procedures; ResCare policies and
procedures for documentation.

-Residential Manager will
submit Monthly Staff
training/meeting to Clinical
Supervisor

Measures to be put in place:

-Clinical Supervisor or
appropriate designee will
complete the required
documentation for all
investigation of abuse, neglect,
exploitation, or mistreatment.

-All reportable incidents will be
reported to BDDS within 24
hours.

-All individuals identified in any
incident requiring an investigation,
will receive a separate
investigation, documentation, and
peer review.

-Program Manager will
schedule Peer Review with
committee upon report of any/all
incidents requiring an
investigation.
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-Investigation results for all
investigations will be forwarded to
Program Manager & Executive
Director and reviewed by peer
committee within 5 business
days.

‘Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
Executive Director will offer
immediate feedback or direction
with any investigation concerns
upon review of documentation.

Monitoring of Corrective
Action:

-Clinical Supervisor will review
monthly staff training/meeting
documentation.

-Program Manager and/or
Executive Director will review
investigation for thoroughness
previous to or during peer review.

-Program Manager and/or
Executive Director will review
BDDS for thoroughness,

regulations are being adhered to
in accordance with state law.

-Clinical Supervisor, Program
Manager, Executive Director,
Business Manager, HR Manager,
Nursing Manager will perform
Best In Class reviews at all
locations within the year. The
results will be shared with all
team members.

Completion Date: 09/05/15
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