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W000000
This visit was for an extended annual W000000
recertification and state licensure survey.
Dates of Survey: 1/12/15, 1/13/15,
1/14/15, 1/15/15, 1/16/15 and 1/20/15.
Facility Number: 001023
Provider Number: 15G509
AIMS Number: 100245150
Surveyor:
Keith Briner, QIDP
These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 1/26/15 by
Ruth Shackelford, QIDP.
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review and interview for W000104 | W104: The governing body will 02/19/2015
2 of 4 sampled clients (#1 and #3) plus 1 exercise general policy, budget,
dditional cli 46). the G . and operating direction over
a 1t10n? client ( ).’ the overmn’g facility.  Corrective action:
Body failed to exercise general policy, Staff has been in-serviced on the
budget and operating direction over the Elder Justice Act and notice has
facility by failing to implement policies been posted in home
. (Attachment A) - All staff have
and procedures which addressed the . )
been in-serviced on abuse/
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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Elder Justice Act: which requires specific neglect/mistreatment policy, how
individuals in applicable long term care & when.to rePO” any forms of
faciliti ) abuse, including missing
aci %tlés to rep.ort any reas.onab e . medications and money.
suspicion of crimes committed against a (Attachment A& BB) - Per EJA,
resident of that facility: (pursuant to 01/30/15 the Decatur County
6703(B)(3) of The Patient Protection and E?"Cf;v‘:rz;‘;tg':dftg";‘_t $t72§6 of
. en , . (0] en
Aff(.)rdable Care Act of 2910 accolrdmg to and $59.00 of Client # 3's money
section 1150B of the Social Security is missing from their home
Act.) accounts. They have also been
notified of Client # 1's
Findings include: Hydr.oco.done_Pgm Manag_er_nent
Medication missing. - Clinical
Supervisor has received training
1. The facility's BDDS (Bureau of on completing thorough
Developmental Disabilities Services) investigations; to include client,
reports and investigations were reviewed potential witnesses and guardian/
p g ] advocates. (Attachment A) -
on 1/13/15 at 11:30 AM. The review Clinical Supervisor to receive
indicated the following: investigation and plan of
correction training from ISDH
-BDDS report dated 11/20/14 indicated Surveyor Supervisor on 2-26-15.
. ] - For no less than two months,
on 11/19/14 the facility determined, the Residential Manager wil
through a financial audit of client #1's complete three Active treatment
personal financial record, client #1 was observations (Attachment B) per
missing $75.66. week to ensure that clients are
free from abuse and neglect.
o How we will identify others: -
-BDDS report dated 11/20/14 indicated Residential Manager will
on 11/19/14 the facility determined, implement EJA training to all
through a financial audit of client #3's staff. - All allegations of .
16 a1 d. client #3 abuse/neglect/mistreatment will
pe'rso.na inancial record, client #3 was be reported to the clinical
missing $59.00. supervisor per policy.
(Attachment BB) - Program
-BDDS report dated 11/20/14 indicated hSAanaggr has irll-ser\cce? Clinical
on 11/19/14 the facility determined, upervisor on investigation
. . . . Training. Measures to be put in
through a financial audit of client #6's place: - EJA training will be
personal financial record, client #6 was implemented for all staff. New
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missing $72.36. hires will receive EJA training in
their initial training and annually.
L Lo - EJA posted in the home.
-InVeStlgathn dated 12/9/14 lndlcated, "It Staff will receive training in Abuse
is confirmed that $75.66 (was) missing and Neglect, Reporting abuse
from [client #1's] home account, $72.36 and neglect, and Incident
from [client #6's] home account and EZZ?:g]sgaar:dmaonnnchIStaﬁ
. [ n | u y
$59.00 from [client #3's] home account. (Attachment C) - Clinical
Supervisor to ensure the EJA act
The review did not indicate is followed after receiving
documentation the alleged notification. Monitoring of
theft/exploitation of clients #1, #3 or #6's Correc.tlve A.Ctlon.: + Clinical
Supervisor will review staff
personal funds had been reported to law training to ensure that all staff has
enforcement. received training on the Elder
Justice Act. - Clinical
2. The facility's BDDS reports and Supervisor, Program Manager will
o . . review monthly staff meetings for
investigations were reviewed on 1/13/15 Abuse and Neglect training,
at 11:30 AM. The review indicated the Reporting Procedures and ensure
following: that annual training is current. -
Clinical Supervisor to send an
Lo email to the Program Manager
-BDDS report dated 12/2/14 indicated, verifying the Police have been
"Staff went to count [client #1's] contacted for any EJA crimes or
Hydrocodone (pain management) tablets injuries. - Investigation
and discovered some of the pills to be C_omm'ttee_‘ including Executive
. Director will review all completed
different. Staff transported the bottle to investigations to ensure that
the [pharmacy] and the pharmacist circumstances of incidents have
confirmed there to be 14 pills in the been thoroughly investigated,
bottle that were not the prescribed !ndUd'ng, deploymen.t of staff,
" interventions, and witness
Hydrocodone tablets. interviews completed. - Clinical
Supervisor, Program Manager,
-Investigation Report dated 12/9/14 Executive Director, Business
indicated, "It is confirmed that 14 mz:zgg;’ HITpl\gffg?rgeé‘e l;ltulrr?mg
. . Wi
Hydrocodone .pllls were mlss.lng. It can Class reviews at all locations
not be determined how the pills were within the year. The results will be
replaced with pills that were not the shared with all team members.
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prescribed medication." The Investigation
Report dated 12/9/14 did not indicate
documentation of client #1 or client #1's
advocate being interviewed.

The review did not indicate the alleged
theft of client #1's Hydrocodone pain
management medication was reported to
law enforcement.

Client #1's advocate was interviewed on
1/15/15 at 10:18 AM. Client #1's
advocate stated, "[Client #1] can talk.
She's able to have a conversation just like
we are now. [Client #1] told us that she
wasn't getting her 11:00 PM and 7:00
AM doses of her pain medication. [Client
#1] lived at home with us before going to
the house. We had her practically doing
her own medications. So, she knows
what pills she gets. I called and reported
that [client #1's] pain pills were not being
given and we suspect [staff #1] was
taking them. The administrator that used
to be there told us they would investigate
it to find out. We never heard anything
except that when they confronted [staff
#1] about the pills and requested a drug
test, [staff #1] quit and refused to have
the drug test."

Client #1's record was reviewed on
1/13/15 at 9:50 AM. Client #1's
Physician's Order form dated 12/1/14

Completion Date: 2-19-15
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indicated client #1's prescribed
medication included but was not limited
to Hydrocodone tablet 7.5 milligrams
PRN (As Needed) for pain management.
CS (Clinical Supervisor) #1 was
interviewed on 1/15/15 at 3:08 PM. CS
#1 indicated any reasonable suspicion of
a crime committed against a resident
should be reported to the police.
9-3-1(a)
WO000122 | 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on record review and interview, W000122 | WA122: The facility must ensure 02/19/2015
the facility failed to meet the Condition that gpemﬂc client protections
f Participation: Client Protecti for 3 requirements are met.
ol Farticipa 1on: tent Frotections for Corrective Action: - Staff have
of 4 sampled clients (#1, #2 and #3) plus been in-serviced on financial
2 additional clients (#6 and #7). The policy (Attachment A& CC) - All
facility failed to implement its policy and staff have been in-serviced on
. abuse/ neglect/mistreatment
procedures to prevent neglect of client .
o o policy, how & when to report any
#1, to report an injury of unknown origin forms of abuse, including missing
regarding clients #2 and #7 to BDDS medications and money.
(Bureau of Developmental Disabilities (At.tachment A) - Staff hgs been
Services) within 24 hours, to complete trained on Incident Reporting
. .. . Protocol (Attachment D) to
‘Fh.orough 1nvest1gatlofls. regardl'ng an address client to client
injury of unknown origin for client #1 aggression, reporting abuse and
and an incident of injury of unknown neglect, injuries of unknown origin
origin for clients #2 and #7 and an Enld theft of Cl'ent; pet'rsonal
. . . elongings or medications.
allegation of the theft of client #1's pain Clinical Supervisor has been
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medication, to complete and report the in-serviced on thorough
findings of an investigation regarding the Lg\;i?::ggtg;csj;?nisBDDs
alleged theft of clients #1, #3 and #6's (Attachment A & BB) - Clinical
money and to develop and 1mplement Super\/isor to receive
safeguards to prevent further injury to investigation and plan of
client #1's pressure ulcers on her feet correction training from ISDH
d/or buttock Surveryor Supervisor on 2-26-15.
and/or buttocks. - Staff has been in-serviced on
documentation, including daily
Findings include: documentation of wounds on
updated skin assessment
. . . . Attach A &E) - Nursin
1. The facility failed to implement its (Attachment A & E) ursing
. Coordinators have been
policy and procedures to prevent neglect in-serviced on policy and
of client #1, to report an injury of procedures, including
unknown origin regarding clients #2 and documentation, skin
#7 to BDDS within 24 hours, to complete ?nsjssj&(egn\t:{)xzur;i(:n(:;er;ursing
thorough investigations regarding an assessments, Physician orders,
injury of unknown origin for client #1 timely physician appointments
and an incident of injury of unknown and interventions, documentation
origin for clients #2 and #7 and an of new orders, m.Clu.d Ing t.oplc‘:al
) . ' . o treatments, monitoring client’s
allegation of client #1's pain medication medical condition (Attachment F)
being stolen, to complete and report the - For no less than two months,
findings of an investigation regarding the the Residential Manager will
alleged theft of clients #1, #3 and #6's g‘;?eprlve;:;:;efA?t(:;\;e":;enatt:fgLr
money and to develop and implement week to ensure that clients are
safeguards to prevent further injury to free from abuse and neglect.
client #1's feet and/or pressure ulcers on How we will identify others:
her feet and buttocks. Please see W149. Residential Manager will -~
complete RM Weekly Checklist
o ) o (Attachment J) to ensure
2. The facility failed to ensure an incident finances are accurate. - Clinical
of injury of unknown origin was reported Supervisor will review all incidents
to BDDS with 24 hours in accordance aITd |n¥estlgaft|o;s, to ensurle tthat
with state law regarding clients #2 and aflegations of abuse or neglec
have been reported in a timely
#1. Please see W153. manner and appropriate action
has been taken. - Nurse
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3. The facility failed to complete a Manager will review Nursing
thorough investigation regarding an Coord.mator's documentation on
o o . any client with a pressure wound
injury of unknown origin for client #1, an to ensure that adequate and
incident of injury of unknown origin for appropriate measures are in
clients #2 and #7 and an allegation of the place, including proper
theft of client #1's pain management qocum.entatnon,. assessments and
. timely interventions.
medication. Please see W154. Residential Manager will review
daily documentation of any client
4. The facility failed to ensure the with a pressure wound to ensure
investigations of an allegation of the theft that documentation IS done daily.
. , Measures to be put in place: -
of clients #1, #3 and #6's money were Staff will receive training in Abuse
completed within 5 working days. Please and Neglect, Reporting abuse
see W156. and neglect, and Incident
Reporting at monthly staff
o . meetings and annually.
?. The facility .falled to develop anc} (Attachment C) - Incidents wil
implement actions to prevent ongoing be reviewed at Safety Committee
injury to client #1's feet and buttocks. for timeliness and that needed
Please see W157. interventions have been
implemented. - For no less
than two months, the Residential
9-3-2(a) Manager will perform three active
treatment observations
(Attachment B) weekly to ensure
that staff are performing active
treatment as written in ISP’s and
are free from abuse and neglect.
- Incidents will be reviewed by
Clinical Supervisor and Program
Manager to ensure timeliness and
that revisions or responses, if
warranted, have been
implemented. - Nursing
Coordinator will complete weekly
checklist to ensure Skin
Assessment form is completed in
a daily basis as applicable per
client. (Attachment G) - Clinical
Supervisor, Program Manager,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 7 of 87
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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.
Monitoring of Corrective
Action: - Clinical Supervisor and
Program Manager will review
monthly staff meetings for Abuse
and Neglect training, Reporting
Procedures and ensure that
annual training is current.
Incident reports, Day Program
observations, and Active
Treatment observations will be
reviewed by supervisory staff for
implementation of Behavior
Support Plans, as written, and
revisions or investigations, as
warranted, to prevent abuse/
neglect/mistreatment, how &
when to report any forms of
abuse, including missing
medications and money.
Investigation Committee,
including Executive Director will
review all completed
investigations to ensure that
circumstances of incidents have
been thoroughly investigated and
all potential witness have been
interviewed. - A weekly Nursing
Coordinator checklist has been
revised (Attachment G) and
Nurse Manager will be informed
of any client with a pressure
wound to ensure that care is
adequate and timely, including
measurement of wound,
treatment, physician
recommendations, and
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treatments. Completion Date:
2-19-15
W000149 | 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 W000149 W149: The facility must develop 02/19/2015
3 of 4 sampled clients (#1, #2 and #3) a”g 'mp'eg‘e”t "::ttte” p‘;!';_'tes
.. . and procedures that prohibi
plu§ 2 ad(%ltlonallchents (#6 .and #7)’ the mistreatment, neglect or abuse of
facility failed to implement its policy and the client. Corrective action:
procedures to prevent neglect of client - Clinical Supervisor has been in
#1, to report an injury of unknown origin ts:wlcedhqn corppl::'.tlng a udi
regarding clients #2 and #7 to BDDS orougn Investgation, Including
T documenting all pertinent
(Bureau of Developmental Disabilities information regarding incident,
Services) within 24 hours, to complete including interviewing all clients,
thorough investigations regarding an witnesses, guardians/ advocates
injury of unknown origin for client #1 and BDDS reporting guidelines.
Jury ot w ong (Attachment A& H) - Clinical
and an incident of injury of unknown Supervisor to receive
origin for clients #2 and #7 and an investigation and plan of
allegation of client #1's pain medication correction training from ISDH
being stolen, to complete and report the Surveryor Supervisor on 2-26-15.
: ] o ) - Clinical Supervisor in serviced
findings of an investigation regarding the on all investigation forms,
alleged theft of clients #1, #3 and #6's including form to determine if
money and to develop and implement client’s rights were violated.
safeguards to prevent further injury to (Atta,‘:hme"_t ) - All staff have
. , | her f been in serviced on abuse/
client #1's pressure ulcers on her feet neglect/mistreatment policy, how
and/or buttocks. & when to report any forms of
abuse, including missing
Findings include: medications and money.
’ (Attachment A) - Staff has been
] in serviced on the Incident
1. RM (Resident Manager) #1 was Reporting Protocol (Attachment
interviewed on 1/12/15 at 3:30 PM. RM D) to address client to client
#1 indicated client #1 was on bed rest due aggression, reporting abuse,
neglect, injuries of unknown origin
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 9 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:  BUILDING 00 COMPLETED
15G509 B‘WING 01/20/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2030 MOSCOW RD
RES CARE COMMUNITY ALTERNATIVES SE IN GREENSBURG, IN 47240
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
to a pressure ulcer on her buttocks. RM and theft of client's personal
#1 indicated client #1 was not attending belongings or n?edlcatllons.
. . . Staff has been in serviced on
day services in order to remain on bed documentation, policy and
rest until the pressure ulcer on her procedures, skin assessments
buttocks healed. RM #1 indicated client and reporting. (Attachment A) -
#1 had recurring pressure ulcers on her Nursing Cgordmalt.or hasc,’ been
L . , in-serviced on policy an
buttocks. RM #1 indicated client #1's procedures, including
pressure ulcers had healed and then documentation, skin
reopened. assessments, wound care,
measuring wound, timely nursing
. . . assessments, Physician orders,
QIDPD. (Quahﬁe'd Intellectual Disability fimely physician appointments
Professional Designee) #1 was and interventions, documentation
interviewed on 1/12/15 at 5:30 PM. of new orders, including topical
QIDPD #1 indicated client #1 was on bed treatments, monitoring client's
. . medical condition (Attachment F)
rest to facilitate the healing of a pressure
- For no less than two months,
ulcer on her buttocks. the Residential Manager will
complete three Active treatment
Client #1's record was reviewed on observations (Attachment B) per
1/13/15 at 9:50 AM. Client #1's NNN week to ensure that clients are
. free from abuse and neglect.
(NHI'SC Narrative Notes) dated 1/20/14 Client # 1 wheelchair bill for new
through 1/7/15 indicated the following: wheelchair. (Attachment DD)
IDT completed to assess
-2/6/14, "Nurse visit. [Client #1] saw Enwronm(;antal:ILerat;onzlf.or 1
. .. ome and workshop for Client #1.
PCP (Prlmary Care Physw'la.n) on 2/3/14 (Attachment GG) How we will
for pain management and injury to first identify others: - Nurse
digit of right foot." Manager will review Nursing
Coordinators documentation on
-2/8/14, "Nurse visit. [Client #1] saw any client with a pressure wound
to ensure that adequate and
PCP on 2/7/14 for follow up on toe appropriate measures are in
laceration. New order (1.) Stop Bactroban place, including proper
(topical antibiotic) for now; (2.) Keep documentation, assessments and
wound covered and dry; (3.) Do not band tlmelly mtgrventnons. . .
. . . ; Residential Manager will review
aid may reinforce (sic). [Client #1] also daily documentation of any client
saw PCP on 2/10/14 for toe. Wound with a pressure wound to ensure
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cleansed and... dressing applied. New that documentation is done daily.
order: (1.) Keep occlusal dressing on; (2.) ' 9"”.‘03' Superv'lsor W,'” review
. all incidents and investigations, to
Keep clean and dry: (3.) Do not band aid, ensure that allegations of abuse
follow up in 2 days." or neglect have been reported in
a timely manner and appropriate
-3/21/14, "[Client #1] saw PCP on ;‘;g;’:‘aﬁﬂzizgéf'mmmw "
2/12/14, 2/14/14 and 2/21/14 to check investigations to ensure that all
sore on toe. Area improving. Continue required information is
treatment as ordered." documented and any follow-up
required has been completed.
. . Measures to be put in place:
-3/27/14, "Area to toe improving. - Staff will receive training in
Appointment on 3/31/14 for recheck." Abuse and Neglect, Reporting
abuse and neglect, and Incident
-8/7/14, "Seen by [doctor] at wound Reporting at monthly staff
center. New orders recommended and meetings and annually
) ) ) (Attachment C) - Incidents will
noted... out of chair when [client #1] gets be reviewed at Safety Committee
back to home for 2 hours, hoyer lift/sling for timeliness and that needed
for position changes." interventions have been
implemented. - For no less
. than two months, the Residential
-8/15/14, "Seen at wound center this AM. Manager will complete three
Wound healed. Continue with ace Active treatment observations
bandage on both feet and to lay down (Attachment B) per week to
after work." ensure that staff are performing
active treatment as written in
ISP’s and are free from abuse
-9/4/14, " Area to buttocks has re-opened and neglect. - Incidents will be
and has follow up appointment with reviewed by Clinical Supervisor
wound center." and Program Manager to ensure
timeliness and that revisions or
responses, if warranted, have
-9/11/14, "Seen at wound center by been implemented. - Nursing
[doctor]. New orders and treatment. Coordinator will complete weekly
Limit time in chair daily to 2 hours up checklist to ensure Skin
. Assessment form is completed
and 2 hours off. Return in one week. Has on a daily basis as applicable per
been home from WOI'kShOp." client. (Attachment G) -
Incidents will be reviewed at
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-9/26/14, "Seen at wound center on Safety Committee for timeliness
9/22/14. Continue order and treatment. and that negded interventions
o 1 furth C have been implemented.
Stay off coccyx until further notice. Residential Manager wil
complete weekly checklist
-10/2/14, "Seen at wound center 9/29/14. (Attachment J) to ensure
Continue order and treatment. Continue 2 documentation is present daily on
h d2h d " a client’s medical condition, if
ours up an ours down. needed. - Investigation
Committee, including Executive
-10/8/14, "Seen at wound center 10/6/14. Director will review all
Areas with improvement noted area investigations to ensure that
1l SN documentation is present as to
smaller (sic). the circumstances of incident,
including staff deployment and
-10/26/14, "D/C (Discontinued)'d from witnesses interviewed.
wound center on 10/23/14. Area Monitoring of Corrective
resolved. Began going to worksho Action: - Nursing Manager wil
. £an gomg p review Weekly Nursing Checklist
today. to ensure that High Risk Plans
have been reviewed. - Executive
-11/11/14, "Seen at urgent care on Director will review all completed
11/10/14.... Urgent care was due to 1 |r.1vest|gat|ons to ensure that
. . . circumstances of incidents have
centimeter by 1 centimeter superficial been thoroughly investigated,
abrasion on left great toe. Staff notified interventions, and witness
[nurse #1] today that buttocks has opened interviews completed. - Clinical
back up. Area is reddened and no Supervisor and Program Manager
. . will review monthly staff meetings
drainage noted 2.3 centimeters by 1.1 for Abuse and Neglect training,
centimeter. Cleansed." Reporting Procedures and ensure
that annual training is current.
-11/14/14, "New order recommended and Clinical Supervisor will review
. annual ISP documentation for
noted from wound center. No work until staff training, including Day
further notice. [Client #1] to off-load Program staff, Incident reports
until wounds are healed." and Day Program observations.
- Active Treatment observations
119/14. " . ff-load and will be reviewed by Clinical
-11/19 1.4’ Continue to off-load an Supervisor for implementation of
remain in bed only up for meals and Behavior Support Plans, as
showers. Toe well (sic). Improvement written, and revisions or
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noted to buttocks." investigations, as warranted, to
prevent Abuse or Neglect have
" L. been implemented. - Clinical
-12/1/14, "Remains in bed except for Supervisor, Program Manager,
meals and appointments. Buttocks with Executive Director, Business
improvement and noted foot (sic) also." Manager, HR Manager, Nursing
Manager will perform Best In
" . Class reviews at all locations
-12/12/14, "Started full time at within the year. The results will be
[workshop] today. Buttocks looks good. shared with all team members.
Continues to bump toes and bleeding Completion Date: 2-19-15
noted."
-12/19/14, "Seen at [hospital] 12/15/14
for wheelchair evaluation."
-12/30/14, "Returns to wound care on
1/9/14 due to buttocks. Concerns voiced
by parents and area opening back up.
Redness noted on crease of buttocks.
Also encourage [client #1] to off-load
after work."
-1/2/15, "New order to stay home from
workshop and oft-load. Skin breakdown
noted on buttocks. Appointment set with
wound center and is to stay home until
further notice."
-1/7/15, "[Client #1] to return to wound
center on Friday (1/9/15) for skin
breakdown to buttocks. Off-load
frequently."
Client #1's Skin Integrity Risk Plan
(SIRP) dated 7/24/14 did not indicate
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documentation of interventions to
address client #1 bumping and injuring
her feet or client #1's off loading/bed rest
recommendations. The 7/24/14 SIRP did
not indicate documentation of nursing or
IST (Individual Support Team) review to
prevent reoccurrence of client #1's
pressure sores to her feet or buttocks.

The review did not indicate
documentation of a PT (Physical
Therapy)/OT (Occupational Therapy)
evaluation to determine if client #1's
wheelchair could be modified to prevent
injury to her feet or buttocks prior to
12/15/14.

The facility's BDDS reports and
investigations were reviewed on 1/13/15
at 11:30 AM. The review indicated the
following:

-BDDS report dated 11/10/14 indicated
client #1 was seen at urgent care to be
assessed for a wound to her toe.

-Investigative Summary form dated
11/17/14 indicated the following:

-"[Client #1] arrived home from
workshop when staff noticed her big toe
was bleeding. [Client #1] was taken to
urgent care for evaluation. First aid was
applied. Urgent care wrote on their
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paperwork that this injury is from
maneuvering her wheelchair. Referral
was made for the wound clinic."

-"[Staff #1], 11/14/14, [staff #1] was
asked if she knew how the injury
occurred. [Staff #1] said from past
experience it came from her not paying
attention when turning corners in the
wheelchair and her foot gets caught on
corners/wall. [Staff #1] said [client #1]
will hit her foot on her bed too and her
foot gets caught in between her chair and
bed. [Staff #1] said she has witnessed her
foot getting caught between the
wheelchair and her bed. [Staff #1] said
the injury is ongoing and has been there
for about two weeks."

-"[Staff #2], 11/14/14, [staff #2] was
asked how the injury occurred. [Staff #2]
states she guess (sic) it happened at
workshop. [Staff #2] said her sock was
bloody when she was loading her into the
van to return home from workshop. [Staff
#2] was asked how often this injury
occurred. [Staff #2] said once a month
and that it is a recurring injury. [Staff #2]
said if [client #1] is not paying attention
to where she is going, she hits doors and
walls. [Staff #2] was asked if she has
ever documented on this injury. [Staff
#2] said she had on the skin assessment."
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The Investigative Summary form dated
11/17/14 did not indicate documentation
of additional group home staff or
workshop staff that may have been
potential witnesses. The Investigative
Summary form dated 11/17/14 did not
indicate documentation of client #1 being
interviewed. The Investigative Summary
form dated 11/17/14 did not indicate
documentation of review of client #1's
skin assessment forms to determine if
staff #2 or others had documented or
reported client #1's ongoing injuries. The
Investigative Summary form dated
11/17/14 did not indicate documentation
of finding of fact or determination if
client #1's rights were violated by staff #1
and #2's failure to report, document or
prevent client #1's ongoing injuries to her
feet.

-Investigation Peer Review form dated
11/17/14 indicated, "Recommendations:
(1.) [Client #1] has appointment with
[wheelchair clinic] on 12/15/14 to try to
order a new wheelchair; (2.) Staff will be
trained to encourage [client #1] to slow
down when maneuvering her
wheelchair." The Investigation Peer
Review form dated 11/17/14 did not
indicate documentation of
recommendations to assess the physical
environment of the group home/client
#1's bedroom, PT/OT evaluation to

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

3ML611 Facility ID: 001023 If continuation sheet

Page 16 of 87




PRINTED: 02/23/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G509 L WING 01/20/2015

STREET ADDRESS, CITY, STATE, ZIP CODE
2030 MOSCOW RD

NAME OF PROVIDER OR SUPPLIER

RES CARE COMMUNITY ALTERNATIVES SE IN GREENSBURG, IN 47240
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

determine if client #1's wheelchair could
be modified to prevent injury to her feet
while maneuvering and did not include
recommendations to address staff's
documentation of client #1's skin
integrity.

Client #1's advocate was interviewed on
1/15/15 at 10:18 AM. Client #1's
advocate stated, "[Client #1] was having
trouble with her wheelchair. I told them
in May 2014 that they needed to look at
her wheel chair and start the process of
getting a new one. [Client #1's] had
ongoing sores to her feet and her
buttocks. As far as I know, they never
looked at her wheelchair until the new
management, the new lady finally called
[wheelchair agency] (12/15/14) to get her
a new chair that will give her the support
that she needs."

CS (Clinical Supervisor) #1 and nurse #2
were interviewed on 1/15/15 at 3:08 PM.
CS #1 and nurse #2 indicated client #1's
SIRP should have been updated and
reviewed by the nurse to address client
#1's ongoing pressure ulcers.

CS #1 was interviewed on 1/15/15 at
3:15 PM. CS #1 indicated she had
completed the Investigative Summary
regarding client #1's 11/10/14 injury of
unknown origin. CS #1 indicated the
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Investigative Summary form dated
11/17/14 listed all staff and documents
that were reviewed during the course of
the investigation. CS #1 indicated all
potential witnesses to allegations of
abuse, neglect, mistreatment and injuries
of unknown injury should be interviewed.
CS #1 indicated client #1 should have
been interviewed during the 11/17/14
investigation regarding her toe injury.

QIDPD #1 was interviewed on 1/15/15 at
3:08 PM. QIDPD #1 indicated client #1's
2/6/14 injury to the first digit of her right
foot was a pressure ulcer. When asked if
the physical environment of the group
home had been assessed to address client
#1 hitting her foot on walls or getting
caught between her bed and her
wheelchair, QIDPD #1 stated, "No."

2. The facility's BDDS reports, Incident
Reports and investigations were reviewed
on 1/13/15 at 11:30 AM. The review
indicated the following:

-BDDS report dated 11/26/14 indicated
on 11/20/14, "[Staff #1] assisted [client
#2] to the [workshop], had to leave and
returned a few minutes later. At that time,
[staff #1] received (a) report from the
workshop that [client #2] had a 2 inch
bruise under her right eye and a 1 inch
cut under (her) right eye."
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-Incident Report dated 11/25/14 indicated
on 11/20/14, "[Staff #1] dropped [client
#2] and [client #7] off at day program
and left to go get other clients and
returned to day program with remaining
clients and was informed that [client #7]
had a bloody nose and [client #2] had a
bruise and a small cut under her right eye.
[Staff #1] did not witness any incident
between clients or any injuries on either
client when they were dropped of (sic) at
the day program. Day program staff told
[staff #1] that they arrived that way.
[Staff #1] went over to both clients and
observed said wounds. [Client #7's] nose
had no visible (sic) injuries and had
stopped bleeding. [Client #2] had an
approximately 2 inch bruise and 1 inch
cut below her right eye. [Staff #1] came
back to the group home and reported
incident and [staff #1] was told by [RM
(Residential Manager) #1] that because
they did not witness anything and did not
know what happened that they didn't
need to do anything and to clock out and
g0 home."

The review indicated clients #2 and #7's
11/20/14 injuries of unknown origin were
not reported to the BDDS until 11/26/14.

3. The facility's BDDS reports, Incident
Reports and investigations were reviewed
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on 1/13/15 at 11:30 AM. The review
indicated the following:

-BDDS report dated 11/26/14 indicated
on 11/20/14, "[Staff #1] assisted [client
#2] to the [workshop], had to leave and
returned a few minutes later. At that time,
[staff #1] received (a) report from the
workshop that [client #2] had a 2 inch
bruise under her right eye and a 1 inch
cut under (her) right eye."

-Incident Report dated 11/25/14 indicated
on 11/20/14, "[Staff #1] dropped [client
#2] and [client #7] off at day program
and left to go get other clients and
returned to day program with remaining
clients and was informed that [client #7]
had a bloody nose and [client #2] had a
bruise and a small cut under her right eye.
[Staff #1] did not witness any incident
between clients or any injuries on either
client when they were dropped of (sic) at
the day program. Day program staff told
[staff #1] that they arrived that way.
[Staff #1] went over to both clients and
observed said wounds. [Client #7's] nose
had no visible (sic) injuries and had
stopped bleeding. [Client #2] had an
approximately 2 inch bruise and 1 inch
cut below her right eye. [Staff #1] came
back to the group home and reported
incident and [staff #1] was told by [RM
(Residential Manager) #1] that because

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 20 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G509

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RES CARE COMMUNITY ALTERNATIVES SE IN

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2030 MOSCOW RD
GREENSBURG, IN 47240

00

X3) DATE SURVEY

COMPLETED
01/20/2015

(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

they did not witness anything and did not
know what happened that they didn't
need to do anything and to clock out and
g0 home."

-Investigation Report dated 12/4/14
indicated the facility had conducted an
investigation regarding clients #2 and
#7's 11/20/14 injuries of unknown origin.
The Investigation Report did not indicate
documentation of statements or
interviews being conducted with clients
#2 or #7, or with other potential
witnesses including staff working at the
group home within 24 hours of working
with clients #2 and #7.

4. The facility's BDDS reports and
investigations were reviewed on 1/13/15
at 11:30 AM. The review indicated the
following:

-BDDS report dated 12/2/14 indicated,
"Staff went to count [client #1's]
Hydrocodone (pain management) tablets
and discovered some of the pills to be
different. Staff transported the bottle to
the [pharmacy] and the pharmacist
confirmed there to be 14 pills in the
bottle that were not the prescribed
Hydrocodone tablets."

-Investigation Report dated 12/9/14
indicated, "It is confirmed that 14
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Hydrocodone pills were missing. It can
not be determined how the pills were
replaced with pills that were not the
prescribed medication." The Investigation
Report dated 12/9/14 did not indicate
documentation of client #1 or client #1's
advocate being interviewed.

CS #1 was interviewed on 1/13/15 at
2:30 PM. CS #1 indicated the facility's
abuse and neglect policy should be
implemented. CS #1 indicated all
allegations of abuse, neglect,
mistreatment, exploitation and injuries of
unknown origin should be reported to
BDDS within 24 hours. CS #1 indicated
allegations of abuse, neglect,
mistreatment, exploitation and injuries of
unknown origin should be thoroughly
investigated and completed within 5
working days of the alleged incident. CS
#1 indicated corrective actions to prevent
reoccurrence of abuse, neglect,
mistreatment, exploitation and injuries of
unknown origin should be developed and
implemented.

The facility's policy and procedures were
reviewed on 1/16/15 at 6:30 PM. The
facility's Abuse, Neglect and Exploitation
policy dated 7/18/11 indicated the
following:

-"CASC (Community Alternatives South
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W000153

Central) staff actively advocate for the
rights and safety of all individuals. All
allegations or occurrences of abuse,
neglect, exploitation and mistreatment
shall be reported to the appropriate
authorities through the appropriate
supervisory channels and will be
thoroughly investigated under the
policies of CASC, local, state and federal
guidelines."

-"The director of the program... or
designee will report the suspected abuse,
neglect or exploitation within 24 hours of
the initial report the the appropriate
contacts which may include:... (f.) BDDS
coordinator as applicable."

-"All investigations will be completed
within 5 business days of the reported
incident."

9-3-2(a)

483.420(d)(2)

STAFF TREATMENT OF CLIENTS

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

2 of 9 allegations of abuse, neglect,

WO000153

W153: The provider will ensure
that all allegations of

02/19/2015
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mistreatment, exploitation and injuries of mistreatment, neglect or abuse,
unknown origin reviewed, the facility as well as unkngwn injuries, are
. . .. reported immediately per
failed to ensure an incident of injury of ResCare Policy and Procedures
unknown origin was reported to BDDS and to other officials in
(Bureau of Developmental Disabilities accordance with State Law
Services) with 24 hours in accordance through e§tabl|sr!ed procedures.
ith | di i 4 and Corrective action: - Staff
with state law regarding clients #2 an has been in serviced on the
#7. Incident Reporting Protocol
(Attachment D) to address client
Findings include: to client aggression, reporting
abuse, neglect, injuries of
. unknown origin and theft of
The facility's BDDS (Bureau of client’s personal belongings or
Developmental Disabilities Services) medications. - Active treatment
reports, Incident Reports and observations (Attachment B) will
. N . be performed no less than three
investigations were reviewed on 1/13/15 :
. times weekly for two months by
at 11:30 AM. The review indicated the the Residential Manager to
following: ensure that clients are free from
abuse and neglect.
-BDDS report dated 11/26/14 indicated -C!lnlcal Supervisor has been in
N ) ] serviced on thorough
on 11/20/14, "[Staff #1] assisted [client investigations and BDDS
#2] to the [workshop], had to leave and reporting guidelines.
returned a few minutes later. At that time, (Attachment A & H)
[staff #1] received (a) report from the n gg:ﬁﬁi‘:&r\gz}; Lof receive
. . Inv | |
workshop that [client #2] had a 2 inch correction training from ISDH
bruise under her right eye and a 1 inch Surveryor Supervisor on 2-26-15.
cut under (her) right eye." How we will identify others:
The Residential Manager, Clinical
. . Supervisor and Nurse
-Incident Report dated 11/25/14 1nd1.cated Coordinator retrained in
on 11/20/14, "[Staff#l] dl‘opped [Chent identifying, documenting, and
#2] and [client #7] off at day program reporting unknown injuries.
and left to go get other clients and (Attachment A) - Program
. .. Manager will review all incidents
returned to day program with remaining . -
. ) . and investigations, to ensure that
clients and was informed that [client #7] allegations of abuse or neglect
had a bloody nose and [client #2] had a have been reported in a timely
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 24 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
. BUILDING
15G509 L WING 01/20/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2030 MOSCOW RD
RES CARE COMMUNITY ALTERNATIVES SE IN GREENSBURG, IN 47240
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
bruise and a small cut under her right eye. manner and appropriate action
[Staff #1] did not witness any incident has been taken.  Measures to
bet lient L. ith be put into place:
e. ween clients or any injuries on e1. er Residential Manager will be
client when they were dropped of (sic) at informed of all incidents to ensure
the day program. Day program staff told that an unknown injury is
[staff #1] that they arrived that way. ?Cilcume“t_ed Cotrfej_t'y ?“?j _
[Staff #1] went over to both clients and olow-up investigation Is done in
) ) a timely manner. - Staff will
observed said wounds. [Client #7's] nose receive training in Abuse and
had no visible (sic) injuries and had Neglect, Reporting abuse and
stopped bleeding. [Client #2] had an neglect, and Incident Reporting at
approximately 2 inch bruise and 1 inch monthly staff meetings and
pp y ) annually. (Attachment C) -
cut below her right eye. [Staff #1] came Incidents will be reviewed at
back to the group home and reported Safety Committee for timeliness
incident and [staff #1] was told by [RM and that needed interventions
(Residential Manager) #1] that because have been implemented. - For
. . . . no less than two months, the
they did not witness anything and did not Residential Manager will
know what happened that they didn't complete three Active treatment
need to do anything and to clock out and observations (Attachment B)
g0 home." per week to ensure that staff are
performing active treatment as
written in ISP’s and are free from
The review indicated clients #2 and #7's abuse and neglect.
11/20/14 injuries of unknown origin were Investigation Committee,
not reported to the BDDS until 11/26/14. |ncl-ud|ng Executive Director will
review and make
o ] recommendations on all
CS (Clinical Supervisor) #1 was allegations of abuse and neglect,
interviewed on 1/13/15 at 2:30 PM. CS including corrective action, if
#1 indicated all allegations of abuse, warranted, per established
| . d iniuri £ policies and procedures.
neglect, mlst[rf':atment and 1njuries o Monitoring of corrective
unknown origin should be reported to action: - Clinical Supervisor
BDDS within 24 hours. will review all incident reports and
report all unknown injuries to
9-3-2(a) Program Manager to begin
investigation. - Clinical
Supervisor will also review all
incident reports to address any
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 25 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G509

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RES CARE COMMUNITY ALTERNATIVES SE IN

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE

2030 MOSCOW RD
GREENSBURG, IN 47240

X3) DATE SURVEY

00 COMPLETED

01/20/2015

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
compliance issues. - Clinical
Supervisor and Program Manager
will review monthly staff meetings
for Abuse and Neglect training,
Reporting Procedures and ensure
that annual training is current.
Investigation Committee,
including Executive Director will
review all investigations to ensure
that all allegations of abuse or
neglect have been thoroughly
investigated and that corrective
action, if warranted, has been
given per established policies and
procedures. Completion Date:
2-19-15
WO000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview for W000154 W154: The facility will have 02/19/2015
3 of 9 allegations of abuse, neglect, evidence that all alleged
. .. C e violations are thoroughly
mistreatment, exploitation and injuries of investigated. ~ Corrective
unknown origin reviewed, the facility action: - Clinical Supervisor has
failed to complete a thorough been in serviced on completing a
investigation regarding an injury of thorough investigation, including
.. . .. documenting all pertinent
unknown origin for client #1, an incident . . L
o o ) information regarding incident,
of injury of unknown origin for clients #2 including interviewing all clients,
and #7 and an allegation of the theft of witnesses, guardians/ advocates
client #1's pain management medication. and BDDS reporting guidelines.
(Attachment A & H) - Clinical
Lo . Supervisor to receive
Findings include: investigation and plan of
correction training from ISDH
1. The facility's BDDS (Bureau of Surveryor Supervisor on 2-26-15.
Developmental Disabilities Services) ' Cl|n|.cal Sgpemsor in serviced
. . . on all investigation forms,
reports and investigations were reviewed including form to determine if
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on 1/13/15 at 11:30 AM. The review client’s rights were violated.
indicated the following: (Attachment ) - Staff has been
in serviced on the Incident
o Reporting Protocol (Attachment
'BDDS l‘epOI‘t dated 11/10/14 lndlcated D) to address C“ent to C|ient
client #1 was seen at urgent care to be aggression, reporting abuse,
assessed for a wound to her toe. neglect, injuries of unknown origin
and theft of client’s personal
L. belongings or medications. How
-Investigative Summary form dated we will identify others:
11/17/14 indicated the following: Investigation Committee,
including Executive Director will
_"[Client #1] arrived home from review all investigations to ensure
1sh h fFnoticed her bi that all required information is
workshop when statf noticed her big toe documented and any follow-up
was bleeding. [Client #1] was taken to required has been completed.
urgent care for evaluation. First aid was All staff will be retrained in
applied. Urgent care wrote on their |dent|fy|ng, d°°“me,”t,'“9’ and
K that this ini S f reporting unknown injuries.
paperwor. that this mjury 1'5 rom Measures to be put in place: -
maneuvering her wheelchair. Referral Investigation Committee,
was made for the wound clinic." including Executive Director will
review all investigations to ensure
" that documentation is present as
) [Stattf#l], 11714714, [staff#l] was to the circumstances of incident,
asked if she knew how the injury including interventions, staff
occurred. [Staff #1] said from past deployment and witnesses
experience it came from her not paying interviewed. - Residential
. . . Managers will be informed of all
attention when turning corners in the -
) incidents to ensure that an
wheelchair and her foot gets caught on unknown injury is documented
corners/wall. [Staff #1] said [client #1] correctly and follow-up
will hit her foot on her bed too and her gvest'qat'oh zy the 9:::1'0?_'
foot gets caught in between her chair and HPSIVISOR IS SINS WIRIN AVe
) ) days. Monitoring of
bed. [Staff #1] said she has witnessed her Corrective Action: -
foot getting caught between the Investigation Committee,
wheelchair and her bed. [Staff #1] said including Executive Director will
the injury is ongoing and has been there review alllcompleted
" investigations to ensure that
for about two weeks. circumstances of incidents have
been thoroughly investigated,
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-"[Staff #2], 11/14/14, [staff #2] was including deployment of staff,
asked how the injury occurred. [Staff #2] !ntewgntlons, and witness o
e interviews completed. - Clinical
states she guess (sic) it happened at Supervisor will review all incident
workshop. [Staff #2] said her sock was reports and report all unknown
bloody when she was loading her into the injuries and begin investigation.
van to return home from workshop. [Staff - Clinical Superv!sor, Erogram
... Manager, Executive Director,
#2] was asked how often this injury Business Manager, HR Manager,
occurred. [Staff #2] said once a month Nursing Manager will perform
and that it is a recurring injury. [Staff #2] Best In Class reviews at all
said if [client #1] is not paying attention Iocatlons.wnhln the year. The
h he i . he hits d d results will be shared with all
to where she 1s going, she ?ts 00rSs an team members. Completion
walls. [Staff #2] was asked if she has Date: 2-19-15
ever documented on this injury. [Staff
#2] said she had on the skin assessment."
The Investigative Summary form dated
11/17/14 did not indicate documentation
of additional group home staff or
workshop staff that may have been
potential witnesses. The Investigative
Summary form dated 11/17/14 did not
indicate documentation of client #1 being
interviewed. The Investigative Summary
form dated 11/17/14 did not indicate
documentation of review of client #1's
skin assessment forms to determine if
staff #2 or others had documented or
reported client #1's ongoing injuries. The
Investigative Summary form dated
11/17/14 did not indicate documentation
of finding of fact or determination if
client #1's rights were violated by staff #1
and #2's failure to report, document or
prevent client #1's ongoing injuries to her
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feet.

CS (Clinical Supervisor) #1 was
interviewed on 1/15/15 at 3:15 PM. CS
#1 indicated she had completed the
Investigative Summary regarding client
#1's 11/10/14 injury of unknown origin.
CS #1 indicated the Investigative
Summary form dated 11/17/14 listed all
staff and documents that were reviewed
during the course of the investigation. CS
#1 indicated all potential witnesses to
allegations of abuse, neglect,
mistreatment and injuries of unknown
injury should be interviewed. CS #1
indicated client #1 should have been
interviewed during the 11/17/14
investigation regarding her toe injury.

QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
was interviewed on 1/15/15 at 3:08 PM.
When asked if the physical environment
of the group home had been assessed to
address client #1 hitting her foot on walls
or getting caught between her bed and her
wheelchair, QIDPD #1 stated, "No."

2. The facility's BDDS reports, Incident
Reports and investigations were reviewed
on 1/13/15 at 11:30 AM. The review
indicated the following:

-BDDS report dated 11/26/14 indicated
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on 11/20/14, "[Staff #1] assisted [client
#2] to the [workshop], had to leave and
returned a few minutes later. At that time,
[staff #1] received (a) report from the
workshop that [client #2] had a 2 inch
bruise under her right eye and a 1 inch
cut under (her) right eye."

-Incident Report dated 11/25/14 indicated
on 11/20/14, "[Staff #1] dropped [client
#2] and [client #7] off at day program
and left to go get other clients and
returned to day program with remaining
clients and was informed that [client #7]
had a bloody nose and [client #2] had a
bruise and a small cut under her right eye.
[Staff #1] did not witness any incident
between clients or any injuries on either
client when they were dropped of (sic) at
the day program. Day program staff told
[staff #1] that they arrived that way.
[Staff #1] went over to both clients and
observed said wounds. [Client #7's] nose
had no visible (sic) injuries and had
stopped bleeding. [Client #2] had an
approximately 2 inch bruise and 1 inch
cut below her right eye. [Staff #1] came
back to the group home and reported
incident and [staff #1] was told by [RM
(Residential Manager) #1] that because
they did not witness anything and did not
know what happened that they didn't
need to do anything and to clock out and
go home."
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-Investigation Report dated 12/4/14
indicated the facility had conducted an
investigation regarding clients #2 and
#7's 11/20/14 injuries of unknown origin.
The Investigation Report did not indicate
documentation of statements or
interviews being conducted with clients
#2 or #7, or with other potential
witnesses including staff working at the
group home within 24 hours of working
with clients #2 and #7.

3. The facility's BDDS reports and
investigations were reviewed on 1/13/15
at 11:30 AM. The review indicated the
following:

-BDDS report dated 12/2/14 indicated,
"Staff went to count [client #1's]
Hydrocodone (pain management) tablets
and discovered some of the pills to be
different. Staff transported the bottle to
the [pharmacy] and the pharmacist
confirmed there to be 14 pills in the
bottle that were not the prescribed
Hydrocodone tablets."

-Investigation Report dated 12/9/14
indicated, "It is confirmed that 14
Hydrocodone pills were missing. It can
not be determined how the pills were
replaced with pills that were not the
prescribed medication." The Investigation
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Report dated 12/9/14 did not indicate
documentation of client #1 or client #1's
advocate being interviewed.

Client #1's advocate was interviewed on
1/15/15 at 10:18 AM. Client #1's
advocate stated, "[Client #1] can talk.
She's able to have a conversation just like
we are now. [Client #1] told us that she
wasn't getting her 11:00 PM and 7:00
AM doses of her pain medication. [Client
#1] lived at home with us before going to
the house. We had her practically doing
her own medications. So, she knows
what pills she gets. I called and reported
that [client #1's] pain pills were not being
given and we suspect [staff #1] was
taking them. The administrator that used
to be there told us they would investigate
it to find out. We never heard anything
except that when they confronted [staff
#1] about the pills and requested a drug
test, [staff #1] quit and refused to have
the drug test."

Client #1's record was reviewed on
1/13/15 at 9:50 AM. Client #1's
Physician's Order form dated 12/1/14
indicated client #1's prescribed
medication included but was not limited
to Hydrocodone tablet 7.5 milligrams
PRN (As Needed) for pain management.

CS #1 was interviewed on 1/13/15 at
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2:30 PM. CS #1 indicated all allegations
of abuse, neglect, mistreatment and
injuries of unknown origin should be
thoroughly investigated.
9-3-2(a)
WO000156 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five
working days of the incident.
Based on record review and interview for WO000156 W156: The results of all 02/19/2015
3 of 9 allegations of abuse, neglect, investigations must be reported to
. loitati d iniuri £ the administrator or designated
mlstreatmen.t, 'exp o'1tat10n an mj??les 0 representative or to other officials
unknown origin reviewed, the facility in accordance with State law
failed to ensure the investigations of an within five working days of the
allegation of the theft of clients #1, #3 Z‘Ifldent- . (tlorrert;tlvehactlcz)n: :
and #6's money were completed within 5 All appropriale pariies have been
; in-serviced on ResCare policy
the administrator. neglect and or mistreatment of
clients by any staff or other
Findings include: clients. - AII apprgprlate parties
have been in-serviced on the
definition of and identifying all
The facility's BDDS (Bureau of issues of abuse, neglect, and
Developmental Disabilities Services) mistreatment by any staff or other
. .. . clients. - All appropriate parties
reports and investigations were reviewed . .
] have been in-serviced on
on 1/13/15 at 11:30 AM. The review ResCare policy on completing a
indicated the following: thorough investigation within 5
days, and on review of all
-BDDS report dated 11/20/14 indicated investigations completed by
workshops and day programs. -
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on 11/19/14 the facility determined, All appropriate parties have been
through a financial audit of client #1's in-serviced on client to chept )
. . abuse standards. - Investigation
personal financial record, client #1 was Committee, including Executive
missing $75.66. Director will review all completed
investigations to ensure that
-BDDS report dated 11/20/14 indicated g'm”’?rftanceiff '“C'df“tj *;ave
.. . een thoroughly investigated,
on 11/19/14 the facility determined, including deployment of staff,
through a financial audit of client #3's interventions, and witness
personal financial record, client #3 was interviews completed.
missing $59.00 (Attachment A for all bullet
points above) How we will
o identify others: - All
-BDDS report dated 11/20/14 indicated allegations of
on 11/19/14 the facility determined, abuse/neglect/mistreatment will
through a financial audit of client #6's be immediately reported to
. . Program Manager & Executive
personal financial record, client #6 was . . i
o Director. - All investigations
missing $72.36. must be complete with-in five
business days. This is to include
-Investigation dated 12/9/14 indicated, "It Investigation Committee Review
. - and any approvals needed from
is conﬁr@ed th'at $75.66 (was) missing Executive Director. - All BDDS
from [client #1's] home account, $72.36 reportable incidents will be
from [client #6's] home account and submitted within 24 hours.
$59.00 from [client #3's] home account."” Measures to be put in place: -
The 12/9/14 Investigation indicated the Cl|n.|cal Superwsor or appropriate
facility's administrator had siened th designee will complete the
acility's administrator had signed the assigned forms for all allegations
Investigation Peer Review form dated of client to client aggression.
12/9/14. The review indicated the Investigation results for all client
investigation result regarding the to client aggression will be
11/19/14 all . £ theft/exploitati forwarded to Program Manager &
i allegation of theft/exploitation Executive Director within 5
of clients #1, #3 and #6's personal funds business days. - All allegations
was not completed or reported to the & or reports of client to client
facility administrator within 5 working aggression will be reported to
d £ the alleced incid BDDS within 24 hours - All
ays ot the alleged incident. investigations will be presented to
Investigation Committee and
CS (Clinical Supervisor) #1 was reviewed within five days.
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interviewed on 1/13/15 at 2:30 PM. CS Monitoring of Corrective
#1 indicated results of all investigations Action: - All incident report data
£ allecati fab lect will be reviewed by safety
0 .a cgations ot abuse, .neg ect, committee. - Program Manager
mistreatment and eXplOltatlon should be & Executive Director will review
reported to the administrator within five investigation of all client to client
working days of the alleged incident. reports or allegations. - Program
Manager & Executive Director will
review client to client BDDS for
9-3-2(a) thoroughness. - 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: 2-19-15
W000157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview for WO000157 02/19/2015
1 of 9 allegations of abuse, neglect, W157: Facility will ensure
mistreatment, exploitation and injuries of that appropriate corrective
unknown origin reviewed, the facility action is taken, if alleged
failed to develop and implement actions violation is verified.
to prevent ongoing injury to client #1's
feet and buttocks.
C Corrective action:
Findings include:
-All staff have been in
Client #1's record was reviewed on serviced on abuse/
1/13/15 at 9:50 AM. Client #1's NNN neglect/mistreatment policy,
(Nurse Narrative Notes) dated 1/20/14 how & when to report any
through 1/7/15 indicated the following: forms of abuse, including
missing medications and
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-2/6/14, "Nurse visit. [Client #1] saw money. (Attachment A)
PCP (Primary Care Physician) on 2/3/14
for pain management and injury to first Incident Reporting
digit of right foot." Protocol has been in serviced
(Attachment C) to address
-2/8/14, "Nurse visit. [Client #1] saw client to client aggression,
PCP on 2/7/14 for follow up on toe reporting abuse and neglect,
laceration. New order (1.) Stop Bactroban injuries of unknown origin and
(topical antibiotic) for now; (2.) Keep theft of client’s personal
wound covered and dry; (3.) Do not band belongings or medications.
aid may reinforce (sic). [Client #1] also
saw PCP on 2/10/14 for toe. Wound For no less th'an tv&fo
cleansed and... dressing applied. New months, the. Residential
order: (1.) Keep occlusal dressing on; (2.) Mar.lager will complete three
Keep clean and dry: (3.) Do not band aid, Active treafment observations
follow up in 2 days." (Attachment B) per week to
ensure that clients are free
-3/21/14, "[Client #1] saw PCP on from abuse and neglect.
2/12/14, 2/14/14 and 2/21/14 to check Staff have been in
sore on toe. Area improving. Continue . .
treatment as ordered." serviced on POhCy 'and
procedures, including
. . documentation, skin
-3/277/14, "Area to toe improving. assessments and reporting.
. "
Appointment on 3/31/14 for recheck. (Attachment A)
-8/7/14, "Seen by [doctor] at wound Nursing Coordinators
center. New orders recommended and have been in-serviced on
noted... out of chair when [client #1] gets policy and procedures,
back to home for 2 hours, hoyer lift/sling including documentation, skin
for position changes." assessments, wound care,
. measuring wound, timely
-8/15/14, "Seen at wound center this AM. nursing assessments, Physician
Wound healed. Continue with ace orders, timely physician
bandage on both feet and to lay down appointments and
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after work." interventions, documentation
of new orders, including
-9/4/14, "Area to buttocks has re-opened topical treatments, monitoring
and has follow up appointment with client’s medical condition
wound center." (Attachment F)
-9/11/14, "Seen at wound center by Client # 1 wheelchair
[doctor]. New orders and treatment. bill for new wheelchair.
Limit time in chair daily to 2 hours up (Attachment DD)
and 2 hours off. Return in one week. Has
been home from workshop." ) IDT completed .to assess
environmental alterations for
-9/26/14, "Seen at wound center on Client#1. (Attachment GG)
9/22/14. Continue order and treatment.
Stay off coccyx until further notice."
How we will identify others:
-10/2/14, "Seen at wound center 9/29/14.
Continue order and treatment. Continue 2 The QIDP will assess all
hours up and 2 hours down." clients’ plans to ensure they
have preventative measures in
-10/8/14, "Seen at wound center 10/6/14. place.
Areas with improvement noted area
smaller (sic)." Clinical Supervisor and
Program Manager will review
-10/26/14, "D/C (Discontinued)'d from all incidents, to ensure that
wound center on 10/23/14. Area allegations of abuse or neglect
resolved. Began going to workshop have been reported in a timely
today." manner and appropriate action
has been taken.
-11/11/14, "Seen at urgent care on .
11/10/14.... Urgent care was due to 1 Measures to be put in place:
centimeter by 1 centimeter superficial . .
. y P ] Staff will receive
abrasion on left great toe. Staff notified S
training in Abuse and Neglect,
[nurse #1] today that buttocks has opened
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back up. Area is reddened and no Reporting abuse and neglect,
drainage noted 2.3 centimeters by 1.1 and Incident Reporting at
centimeter. Cleansed." monthly staff meetings and
annually. (Attachment C)
-11/14/14, "New order recommended and
noted from wound center. No work until For no less than two
further notice. [Client #1] to off-load months, the Residential
until wounds are healed." Manager will complete three
Active treatment observations
-11/19/14, "Continue to off-load and (Attachment B) per week to
remain in bed only up for meals and ensure that clients are free
showers. Toe well (sic). Improvement from abuse and neglect, client
noted to buttocks." to client aggression, injuries of
unknown origin and theft of
-12/1/14, "Remains in bed except for client’s personal belongings or
meals and appointments. Buttocks with medications.
improvement and noted foot (sic) also."
Investigation Committee
-12/12/14, "Started full time at will review and make
[workshop] today. Buttocks looks good. recomrpendatlons on all
Continues to bump toes and bleeding allegations of abuse and
noted." neglect, including corrective
action, if warranted, per
112/19/14, "Seen at [hospital] 12/15/14 established policies and
for wheelchair evaluation." procedures.
Monitoring of Corrective
-12/30/14, "Returns to wound care on Action:
1/9/14 due to buttocks. Concerns voiced
by parents and area opening back up. The provider will ensure
Redness noted on crease of buttocks. compliance through oversight
Also encourage [client #1] to off-load by the RM weekly check list
after work." (Attachment J)
-1/2/15, "New order to stay home from Clinical Supervisor,
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workshop and off-load. Skin breakdown Program Manager, Executive
noted on buttocks. Appointment set with Director, Business Manager,
wound center and is to stay home until HR Manager, Nursing
further notice." Manager will perform Best In
Class reviews at all locations
-1/7/15, "[Client #1] to return to wound within the year. The results
center on Friday (1/9/15) for skin will be shared with all team
breakdown to buttocks. Off-load members.
frequently.”
Clinical Supervisor and
Client #1's Skin Integrity Risk Plan Program Manager will review
(SIRP) dated 7/24/14 did not indicate monthly staff meetings for
documentation of interventions to Abuse and Neglect training,
address client #1 bumping and injuring Reporting Procedures and
her feet or client #1's off loading/bed rest ensure that annual training is
recommendations. The 7/24/14 SIRP did current, will periodically
not indicate documentation of nursing or review annual ISP
IST (Individual Support Team) review to documentation for staff
prevent reoccurrence of client #1's training, including Day
pressure sores to her feet and buttocks. Program staff.
The review did not indicate ) I.nvestigatio.n Cqmmittee,
documentation of a PT (Physical 1n.clud1n.g Execgtlve I.)lre.ctor
Therapy)/OT (Occupational Therapy) will review all lnvestlga.'uons
evaluation prior to 12/15/14 to determine to ensure that all all'egatlons of
if client #1's wheelchair could be ab.use or “egl_eCt’ client to
modified to prevent injury to her feet or ch.er-lt, and injury of unknown
buttocks. origin have been thoroughly
investigated and that proper
The facility's BDDS reports and follow up recommendation/
investigations were reviewed on 1/13/15 corrective ?Ctlon’ if Wanénted,
at 11:30 AM. The review indicated the has.b.een given per established
following: policies and procedures.
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-BDDS report dated 11/10/14 indicated
client #1 was seen at urgent care to be
assessed for a wound to her toe.

-Investigative Summary form dated
11/17/14 indicated the following:

-"[Client #1] arrived home from
workshop when staff noticed her big toe
was bleeding. [Client #1] was taken to
urgent care for evaluation. First aid was
applied. Urgent care wrote on their
paperwork that this injury is from
maneuvering her wheelchair. Referral
was made for the wound clinic."

-"[Staff #1], 11/14/14, [staff #1] was
asked if she knew how the injury
occurred. [Staff #1] said from past
experience it came from her not paying
attention when turning corners in the
wheelchair and her foot gets caught on
corners/wall. [Staff #1] said [client #1]
will hit her foot on her bed too and her
foot gets caught in between her chair and
bed. [Staff #1] said she has witnessed her
foot getting caught between the
wheelchair and her bed. [Staff #1] said
the injury is ongoing and has been there
for about two weeks."

-"[Staff #2], 11/14/14, [staff #2] was
asked how the injury occurred. [Staff #2]
states she guess (sic) it happened at

Completion Date: 2-19-15
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workshop. [Staff #2] said her sock was
bloody when she was loading her into the
van to return home from workshop. [Staff
#2] was asked how often this injury
occurred. [Staff #2] said once a month
and that it is a recurring injury. [Staff #2]
said if [client #1] is not paying attention
to where she is going, she hits doors and
walls. [Staff #2] was asked if she has
ever documented on this injury. [Staff
#2] said she had on the skin assessment."

-Investigation Peer Review form dated
11/17/14 indicated, "Recommendations:
(1.) [Client #1] has appointment with
[wheelchair clinic] on 12/15/14 to try to
order a new wheelchair; (2.) Staff will be
trained to encourage [client #1] to slow
down when maneuvering her
wheelchair." The Investigation Peer
Review form dated 11/17/14 did not
indicate documentation of
recommendations to assess the physical
environment of the group home/client
#1's bedroom, PT/OT evaluation to
determine if client #1's wheelchair could
be modified to prevent injury to her feet
while maneuvering and did not include
recommendations to address staff's
documentation of client #1's skin
integrity.

Client #1's advocate was interviewed on
1/15/15 at 10:18 AM. Client #1's
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advocate stated, "[Client #1] was having
trouble with her wheelchair. I told them
in May 2014 that they needed to look at
her wheel chair and start the process of
getting a new one. [Client #1's] had
ongoing sores to her feet and her
buttocks. As far as I know, they never
looked at her wheelchair until the new
management, the new lady finally called
[wheelchair agency] (12/15/14) to get her
a new chair that will give her the support
that she needs."

CS (Clinical Supervisor) #1 and nurse #2
were interviewed on 1/15/15 at 3:08 PM.
CS #1 and nurse #2 indicated client #1's
SIRP should have been updated and
reviewed by the nurse to address client
#1's ongoing pressure ulcers.

CS #1 was interviewed on 1/15/15 at
3:15 PM. CS #1 indicated she had
completed the Investigative Summary
regarding client #1's 11/10/14 injury of
unknown origin. CS #1 indicated the
Investigative Summary form dated
11/17/14 listed all staff and documents
that were reviewed during the course of
the investigation. CS #1 indicated all
potential witnesses to allegations of
abuse, neglect, mistreatment and injuries
of unknown injury should be interviewed.
CS #1 indicated client #1 should have
been interviewed during the 11/17/14
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IINO n

9-3-2(a)

WO000159 | 483.430(a)

PROFESSIONAL

investigation regarding her toe injury.

QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
was interviewed on 1/15/15 at 3:08 PM.
When asked if the physical environment
of the group home had been assessed to
address client #1'
walls or getting caught between her bed
and her wheelchair, QIDPD #1 stated,

s hitting her foot on

CS #1 was interviewed on 1/13/15 at
2:30 PM. CS #1 indicated corrective
actions to prevent reoccurrence of abuse,
neglect, mistreatment, exploitation and
injuries of unknown origin should be
developed and implemented.

QUALIFIED MENTAL RETARDATION

Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.

Based on observation, record review and
interview for 4 of 4 sampled clients (#1,
#2, #3 and #4), the QIDP (Qualified
Intellectual Disabilities Professional)
failed to integrate, coordinate and
monitor client #2's active treatment
program by failing to ensure client #2's

WO000159

W159: Each client’s active
treatment program must be
integrated, coordinated and
monitored by a qualified
mental retardation
professional.

02/19/2015
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dietary assessment included a
determination of her current eating skills,
to assess the extent to which corrective, . .
orthotic, or support devices would impact Corrective action:
. , .
cl%ent #2's functional status., t.0 ensure QIDP has been in
clients #2, #3, and #4's Individual . . .
S rt Plans (ISPs) and/or Behavior serviced on updating active
Supp ° - BSPS) obiecti treatment schedules based on
; up f ort ags (h ;) 00 TCU\(/;S were clients current active treatment
¥mp emente' w en forma ,aTl or . programs. (Attachment A)
informal training opportunities existed, to
ensure client #1's ATS (Active Treatment Client # 1 active
Schedule) outlined client #1's current treatment schedule updated
active treatment program, to ensure (Attachment K)
clients #3 and #4's CFA's
(Comprehensive Functional Residential Manager has
Assessments) were reviewed annually, to been in serviced on
ensure the facility's HRC ensured clients completing/ updating clients
#2 and #3's programs for behavior Comprehensive Functional
management were conducted with the Assessments annually.
written informed consent of clients #2 (Attachment A)
and #3's guardians, to ensure client #2's
ISP/BSP included the use of a lap belt Client #3 and Client #4
restraint for client #2's wheelchair and to completed Comprehensive
ensure client #2 had an active treatment Functional Assessment
program with a plan of reduction for a (Attachment L)
psychotropic medication used for )
behavior management. QIDP has been in
serviced on including all
Findings include: restraints in ISP/ BSP.
(Attachment A)
1. The QIDP failed to integrate, . .
. Q . -g , . Client # 2 revised BSP to
coordinate and monitor client #2's active . .
.. include lap belt as a restraint.
treatment program by failing to ensure
. g . (Attachment M )
client #2's dietary assessment included a
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determination of her current eating skills.
Please see W217. QIDP has been in
serviced to include all
2. The QIDP failed to integrate, psychotropic medications used
coordinate and monitor client #2's active for behavior management in
treatment program by failing to assess the BSP with a plan of reduction.
extent to which corrective, orthotic, or (Attachment A) Client #2
support devices would impact client #2's revised BSP to include all
functional status. Please see W218. psychotropic medication with
a plan of reduction.
3. The QIDP failed to integrate, (Attachment M)
coordinate and monitor clients #2, #3 and ]
#4's active treatment program by failing ) QIDP has b'een mn
to ensure clients #2, #3, and #4's ISPs se.rwced on ensuring ea.ch
and/or BSPs objectives were client’s Program Plans include
implemented when formal and/or written informed consent from
informal training opportunities existed. clients and guardians.
Please see W249. (Attachment A)
) . Client # 2 and Client # 3
4. The QIDP failed to integrate, .
. ) ; . ) updated signature page.
coordinate and monitor client #1's active
.- (Attachment N)
treatment program by failing to ensure
client #1's 'ATS outlined client #1's All staff has been in
current active treatment program. Please serviced to ensure all clients
see W250. adaptive equipment is being
_ ) utilized per client’s plans.
5. The QIDP failed to integrate, (Attachment A)
coordinate and monitor clients #3 and
#4's active treatment program by failing Nurse Coordinator has
to ensure clients #3 and #4's CFA's were been in serviced to ensure
reviewed annually. Please see W259. client dietary assessments are
current and all Health care
6. The QIDP failed to integrate, plans match. (Attachment F)
coordinate and monitor clients #2 and
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#3's active treatment program by failing Client # 2 Dining plan
to ensure the facility's HRC ensured has been updated.
clients #2 and #3's programs for behavior (Attachment NN)
management were conducted with the
written informed consent of clients #2 All staff has been trained
and #3's guardians. Please sec W263. on active treatment to be
implemented when formal/
7. The QIDP failed to integrate, informal training opportunities
coordinate and monitor client #2's active exist. (Attachment A & O)
treatment program by failing to ensure
client #2's ISP/BSP included the use of a For no les§ thar.l two
lap belt restraint for client #2's months, the Residential
wheelchair. Please see W289. Manager will complete three
Active treatment observations
8. The QIDP failed to integrate, (Attachment.B) per week to
coordinate and monitor client #2's active ensure that clients are free
treatment program by failing to ensure from abuse and neglect.
clTent #2 had an actlYe treatment program How we will identify others:
with a plan of reduction for a
psychotropic medication used for Residential Manager and
behavior management. Please see W312. QIDP will review all clients
ISP/BSP/ Assessments to
9-3-3(a) ensure that any restrictions/
reductions/ revisions needed
have been completed.
Measures to be put in place:
For no less than two
months, the Residential
Manager will complete three
Active treatment observations
(Attachment B) per week to
ensure that staffs are
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Ww000217

483.440(c)(3)(v)

INDIVIDUAL PROGRAM PLAN

The comprehensive functional assessment
must include nutritional status.

performing active treatment as
written in ISP’s formal and
informally.

Monitoring of Corrective
Action:

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.

The facility will ensure
compliance with policies and
procedures through oversight
by the RM/QIDP, CS.

Annual ISP/ BSP’s will
be reviewed by CS and Human
Rights Committee to ensure
due process.

Completion Date: 2-19-15
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Based on observation, record review and W000217 02/19/2015
interview for 1 of 4 sampled clients (#2), W217: The Comprehensive
the facility failed to ensure client #2's Functional Assessment must
dietary assessment included a include nutritional status.
determination of her current eating skills.
Findings include: Corrective action:
Observations were conducted at the Residential Manager has
group home on 1/12/15 from 3:30 PM been in serviced on
through 6:15 PM. At 5:45 PM, client #2 completing/reviewing/
participated in the home's family style updating dietary assessments
evening meal. Staff #3 utilized a food yearly and as needed.
processor/blender to puree client #2's (Attachment A)
baked chicken breast, peas and carrots
and broccoli. Client #2's meal was pureed Nurse Manager has been
consistency. in serviced that dining plans
must match dietary
Observations were conducted at the assessments. (Attachment F)
group home on 1/13/15 from 6:20 AM
through 7:45 AM. At 7:00 AM, client #2 Client # 2 Dining plan.
participated in the home's family style (Attachment NN)
morning meal. Staff #4 utilized a food
processor/blender to puree client #2's dry How we will identify others:
: '
ﬁiiztgazgizsgﬁcc;}em #2's meal was Residential Manager and
QIDP will review all clients
Client #2's record was reviewed on iiz]:’esi/af:z?iz;?;:;;S y
1/13/15 at 8:05 AM. Client #2's Dining reductions/ revisions needed
Plan form dated 7/29/14 indicated client have been completed.
#2's diet was "Mechanical soft with
chopped meat." Client #2's Physician's Measures to be put in place:
Orders dated 12/1/14 indicated,
"Mechanical soft with chopped meats." Clinical Supervisor will
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review RM weekly check list
QIDPD (Qualified Intellectual (Attachment J) to ensure all
Disabilities Professional Designee) #1 assessments are updated/
was interviewed on 1/13/15 at 2:08 PM. reviewed.
QIDPD #1 indicated client #2's morning
and evening meals had been pureed. Nursing Manager will
QIDPD #1 indicated client #2's dining review Weekly Nursing
plan and food consistency needs should Checklist (Attachment G) to
be reassessed to determine her current ensure that High Risk Plans/
meal time needs. dining plans have been
reviewed
9-3-4(a)
All staff to be in serviced
on consistently implementing
dining plans. (Attachment A)
Monitoring of Corrective
Action:
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.
The facility will ensure
compliance with policies and
procedures through oversight
by the RM/QIDP, CS.
Completion Date: 2-19-15
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W000218 | 483.440(c)(3)(v)
INDIVIDUAL PROGRAM PLAN
The comprehensive functional assessment
must include sensorimotor development.
Based on observation, record review and WO000218 02/19/2015
interview for 1 of 4 sampled clients (#2), W218: The comprehensive
the facility failed to assess the extent to functional assessment must
which corrective, orthotic, or support include sensorimotor
devices would impact client #2's development.
functional status.
Findings include: Corrective action:
Observations were conducted at the Residential Manager has
group home on 1/12/15 from 3:30 PM been in serviced on
through 6:15 PM. Client #2 was observed completing/ updating clients
throughout the observation period. Client Comprehensive Functional
#2 utilized a manual wheelchair with a Assessments annually.
lap belt for ambulation. Client #2 had (Attachment A)
body tremors and was unable to maintain
her body position in the wheelchair. -All staff has been in
Client #2's buttocks/trunk slid or moved serviced to ensure all clients
in a forward position toward the front of adaptive equipment is being
the wheelchair. Client #2's wheelchair utilized per client’s plans.
had a fastened seat belt which prevented (Attachment A )
client #2 from falling out of the chair.
Client #2 wheelchair
Observations were conducted at the assessment OT/PT appintment
group home on 1/13/15 from 6:20 AM scheduled 2-25-15.
through 7:45 AM. Client #2 was
observed throughout the observation Client # 1 wheelchair
bill for new wheelchair.
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period. Client #2 utilized a manual (Attachment DD)
wheelchair with a lap belt for ambulation.
Client #2 had body tremors and was
unable to maintain her body position in
the wheelchair. Client #2's buttocks/trunk
slid or moved in a forward position
toward the front of the wheelchair. Client
#2's wheelchair had a fastened seat belt How we will identify others:
which prevented client #2 from falling
out of the chair. Residential Manager and
QIDP will review all client
Client #2's record was reviewed on Assessments to ensure that any
1/13/15 at 8:05 AM. Client #2's OT restrictions/ reductions/
(Occupational Therapy) form dated revisions needed have been
5/6/12 indicated, "[Client #2] presented completed.
seated in a standard sling back and seat
wheelchair. [Client #2] had slid forward Measures to be put in place:
in her chair and was restrained linical ) "
successfully by a lap seatbelt. [Client #2] ' Clinica SEper\l/llsor \1&.’1
presented with right neck and trunk review RM weekly check list
. . . . to ensure all assessments are
lateral flexion while up in the chair. }
[Client #2] required maximum assistance updated/ reviewed.
to r.eposmon hers.elf upright 1n. a chair. Nursing Manager will
[Client #2] has difficulty holding her . -
head st o review Weekly Nursing
C? ltli ;gamsd.gralt\g Y It Doctor Checklist (Attachment G) to
fent#os medical Lonsutt LJoctors ensure that High Risk Plans/
Orders and Progress Notes form dated .
o . dining plans have been
8/1/12 indicated, "[Client #2] may benefit .
) reviewed.
from a wheelchair assessment
particularly as her posture, head and Adaptive
trunk control changes." Equipment/Maintenance
Client #2's record did not indicate checklist has been
documentation of a wheelchair implemented (Attachment Q)
assessment. to ensure that adaptive
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equipment is maintained and
QIDPD (Qualified Intellectual in good working order..
Disabilities Professional Designee) #1
was interviewed on 1/13/15 at 2:08 PM. A weekly Residential
QIDPD #1 indicated client #2 utilized a Manager checklist has been
wheelchair for ambulation. QIDPD #1 implemented (Attachment J)
indicated there was not additional to ensure that adaptive
documentation available for review equipment is available and in
regarding an assessment of client #2's good repair.
wheelchair. QIDPD #1 indicated client
#2's wheelchair should be assessed. Monitoring of Corrective
Action:
9-3-4() Clinical Supervisor and
Program Manager will perform
periodic service reviews,
including Best in Class,
Director’s checklist, to ensure
that Assessments are current.
The facility will ensure
compliance with policies and
procedures through oversight
by the RM/QIDP, CS.
Residential Managers
will review adaptive
equipment checklist
(Attachment Q) to ensure
documentation is present and
will review, inspect all
adaptive equipment to ensure
that they are available for
client use and in good repair.
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Clinical Supervisor will
review Adaptive Equipment
checklist monthly to ensure
that all equipment is
maintained and in good
working order.
Program Manager will
perform periodic service
reviews to ensure that all
adaptive equipment is
available for use and in good
repair.
Completion Date: 2-19-15
W000249 | 483.440(d)(1)
PROGRAM IMPLEMENTATION
As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency to support the
achievement of the objectives identified in
the individual program plan.
Based on observation, record review and W000249 02/19/2015
interview for 3 of 4 sampled clients (#2, W249: As soon as the
#3 and #4), the facility failed to interdisciplinary team has
implement clients #2, #3, and #4's formulated a client’s
Individual Support Plans (ISPs) and/or individual program plan, each
Behavior Support Plans (BSPs) client must receive a
objectives when formal and/or informal continuous active treatment
training opportunities existed. program consisting of needed
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interventions and services in
Findings include: sufficient number and
frequency to support the
Observations were conducted at the achievement of the objectives
group home on 1/12/15 from 3:30 PM identified in the individual
through 6:15 PM. At 4:30 PM, RM program plan.
(Resident Manager) #1 began the evening
medication administration. At 4:51 PM,
client #2 was prompted to come to the . .
— - . Corrective action:
medication administration area for her
4:00 PM.Il‘.ledlcatIOI"lS. RM #1 pre'par'ed Staff have been in
and administered client #2's medications . . .
o o serviced on implementing
which included but was not limited to L
) ; medication goals.(Attachment
Phenytoin (seizures) Chewable Tablet 50 A)
milligrams and Phenytoin Extended
Release Capsule 100 milligrams. RM #1 Staff has been in
did not offer client #2 verbal prompts to serviced to implement formal
point to her Phenytoin medication. and informal training at every
At 5:20 PM., staff #4 brought a laundry opportunity. (Attachment
basket of clients #2, #3 and #4's clean A&O)
laundry from the group home's laundry
area. Staff #4 separated each client's How we will identify others:
clothing, folded each client's clothing
articles and took each client's clothing to ‘For no less than two
the clients' bedrooms and put the clothing months, the Residential
away. Client #2 was seated in the group Manager will complete three
home's family room with no activity and Active treatment observations
was not encouraged to participate in (Attachment B) per week to
foldlng or puttlng her clothing away. ensure that active treatment is
Clients #3 and #4 were seated in the being provided and medication
group home's living room area and were goals are implemented.
not encouraged to participate in folding
or putting their clothing away. RM’ CS’. QIDPf Nurse
Coordinator will routinely
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 54 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: .\ BULLDING 00 COMPLETED
15G509 L WING 01/20/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2030 MOSCOW RD
RES CARE COMMUNITY ALTERNATIVES SE IN GREENSBURG, IN 47240
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D S ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
1. Client #2's record was reviewed on observes staff during
1/13/15 at 8:05 AM. Client #2's ISP medication administration to
dated 1/31/14 indicated, "[Client #2] will ensure that medications are
point to her Phenytoin with 2 verbal being administered properly
prompts 65% of the opportunities per and goals are being
month for 6 consecutive months by implemented.
1/31/15."
Measures to be put in place:
Client #2's ISP dated 1/31/14 indicated
client #2 was not independent with her 'For no less th.an t“fo
laundry skills. Client #2's ISP dated months, the Residential
1/31/14 indicated client #2 should receive Mar.1ager will complete three
informal training to increase her laundry Active treatment observations
skills. (Attachment B) per week to
ensure that active treatment is
2. Client #3's record was reviewed on being proyided and medication
1/13/15 at 1:30 PM. Client #3's ISP dated goals are implemented.
.10/24/ 14 1ndlcai1ted client #3 was. not Staffis observed at least
1n(.16pendent with her laundry sl.qll-s. annually by Nurse Coordinator
Client #3's ISP dated 10/24/14 indicated .
. ] o to ensure compliance.
client #3 should receive informal training
to increase her laundry skills. CS will perform quarterly
EDOM checklist (Attachment R),
3. Client #4's record was reviewed on including observation of Active
1/13/15 at 12:56 PM. Client #4's ISP Treatment.
dated 8/27/14 indicated client #4 was not Monitoring of Corrective
independent with her laundry skills. Action:
Client #4's ISP dated 8/27/14 indicated
client #4 should receive informal training RM will perform 3
to increase her laundry skills. Weekly Active Treatment
observations (Attachment B)
QIDPD (Qualified Intellectual to ensure medication goals are
Disabilities Professional Designee) #1 implemented as written and all
was interviewed on 1/13/15 at 2:08 PM. formal and informal training is
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QIDPD #1 indicated formal and informal
training should occur at each opportunity.

9-3-4(a)

occurring at every opportunity.

Clinical Supervisor and
Program Manager will perform
periodic service reviews,
including Best in Class, to
ensure that Active Treatment
is present and medication
goals are implemented as
written.

Completion Date: 2-19-15

W250: The facility must
develop an active treatment
schedule that outlines the
current active treatment
program and that is readily
available for review by
relevant staff.

Corrective action:

QIDP has been in
serviced on updating active
treatment schedules based on
clients current active treatment
programs. (Attachment A)

Client # 1 active treatment

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

3ML611 Facility ID: 001023 If continuation sheet

Page 56 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G509

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RES CARE COMMUNITY ALTERNATIVES SE IN

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2030 MOSCOW RD
GREENSBURG, IN 47240

X3) DATE SURVEY

00 COMPLETED

01/20/2015

(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

schedule updated
(Attachment K)

All staff has been trained
on active treatment to be
implemented when formal/
informal training opportunities
exist. (Attachment A&Q)

How we will identify others:

Residential Manager and
QIDP will review all clients
ISP/BSP/ Assessments to
ensure that all active treatment
schedules are current.

Measures to be put in place:

For no less than two
months, the Residential
Manager will complete three
Active treatment observations
(Attachment B) per week to
ensure staff is performing
active treatment as written in
ISP’s formal and informally.

Monitoring of Corrective
Action:

Clinical Supervisor,
Program Manager, Executive
Director, Business Manager,
HR Manager, Nursing

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

3ML611 Facility ID: 001023 If continuation sheet

Page 57 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
\. BUILDING
15G509 L WING 01/20/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2030 MOSCOW RD
RES CARE COMMUNITY ALTERNATIVES SE IN GREENSBURG, IN 47240
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Manager will perform Best In
Class reviews at all locations
within the year. The results
will be shared with all team
members.
The facility will ensure
compliance with policies and
procedures through oversight
by the RM/QIDP, CS.
Completion Date: 2-19-15
W000250 | 483.440(d)(2)
PROGRAM IMPLEMENTATION
The facility must develop an active treatment
schedule that outlines the current active
treatment program and that is readily
available for review by relevant staff.
Based on observation, record review and W000250 02/19/2015
interview for 1 of 4 sampled client (#1), W249: As soon as the
the facility failed to ensure client #1's interdisciplinary team has
ATS (Active Treatment Schedule) formulated a client’s
outlined client #1's current active individual program plan, each
continuous active treatment
Findings include: program consisting of needed
interventions and services in
Observations were conducted at the sufficient number and
group home on 1/12/15 from 3:30 PM frequency to support the
through 6:15 PM. Client #1 was on bed achievement of the objectives
rest throughout the observation period. identified in the individual
Client #1 joined her peers at the dining program plan.
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room table for the evening meal and then
returned to her bed.
Observations were conducted at the Corrective action:
group home on 1/13/ .15 from 6:20 AM Staff have been in
through 7:45 AM. Client #1 was on bed ced on impl .
h hout the observation period servicec on fmplementing
res.t throug o p ) medication goals.(Attachment
Client #1 came to the dining room table A)
to eat her breakfast after her housemates
left for the workshop. Client #1 then Staff has been in
returned to her bed. serviced to implement formal
and informal training at every
RM (Resident Manager) #1 was opportunity. (Attachment
interviewed on 1/12/15 at 3:30 PM. RM A&O)
#1 indicated client #1 was on bed rest due
to a pressure ulcer on her buttocks. RM How we will identify others:
#1 indicated client #1 was not attending
day services in order to remain on bed ‘For no less than two
rest until the pressure ulcer on her months, the Residential
buttocks healed. Manager will complete three
Active treatment observations
Client #1's record was reviewed on (Attachment B) per week to
1/13/15 at 9:50 AM. Client #1's NNN ensure that active treatment is
(Nurse Narrative Notes) dated 1/20/14 being provided and medication
through 1/7/15 indicated, "1/2/15, "New goals are implemented.
order to stay home from workshop and
off-load. Skin breakdown noted on RM’ CS’. QIDPf Nurse
buttocks. Appointment set with wound Coordinator will r.outlnely
center and is to stay home until further obse.rve§ staff dl.lrl.ng ]
notice." medication administration to
ensure that medications are
Client #1's ATS undated did not indicate being admmlster.ed properly
documentation of review/revision ?md goals are being
regarding client #1's limited participation implemented.
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in activities.
Measures to be put in place:
QIDPD (Qualified Intellectual . less th
Disabilities Professional Designee) #1 O}rl “"heslit j‘gl tw_ol
was interviewed on 1/13/15 at 2:08 PM. ﬁont S, t e'll est er;tla n
QIDPD #1 indicated client #1's ATS N anager wi comi ete three
should be revised to include activities ctive treatment observations
that client #1 can do while on bed rest. (Attachment ]?') per week t(?
ensure that active treatment is
9-3-4(a) being proylded and medication
goals are implemented.
Staff is observed at least
annually by Nurse Coordinator
to ensure compliance.
CS will perform quarterly
EDOM checklist (Attachment R),
including observation of Active
Treatment.
Monitoring of Corrective
Action:
RM will perform 3
Weekly Active Treatment
observations (Attachment B)
to ensure medication goals are
implemented as written and all
formal and informal training is
occurring at every opportunity.
Clinical Supervisor and
Program Manager will perform
periodic service reviews,
including Best in Class, to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 60 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G509

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RES CARE COMMUNITY ALTERNATIVES SE IN

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE

2030 MOSCOW RD
GREENSBURG, IN 47240

00

X3) DATE SURVEY
COMPLETED

01/20/2015

(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

ensure that Active Treatment
is present and medication
goals are implemented as
written.

Completion Date: 2-19-15

W250: The facility must
develop an active treatment
schedule that outlines the
current active treatment
program and that is readily
available for review by
relevant staff.

Corrective action:

QIDP has been in
serviced on updating active
treatment schedules based on
clients current active treatment
programs. (Attachment A)

Client # 1 active treatment
schedule updated
(Attachment K)

All staff has been trained
on active treatment to be
implemented when formal/
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informal training opportunities
exist. (Attachment A& Q)

How we will identify others:

Residential Manager and
QIDP will review all clients
ISP/BSP/ Assessments to
ensure that all active treatment
schedules are current.

Measures to be put in place:

For no less than two
months, the Residential
Manager will complete three
Active treatment observations
(Attachment B) per week to
ensure staff is performing
active treatment as written in
ISP’s formal and informally.

Monitoring of Corrective
Action:

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.
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The facility will ensure
compliance with policies and
procedures through oversight
by the RM/QIDP, CS.
Completion Date: 2-19-15
W000259 | 483.440(f)(2)
PROGRAM MONITORING & CHANGE
At least annually, the comprehensive
functional assessment of each client must
be reviewed by the interdisciplinary team for
relevancy and updated as needed.
Based on record review and interview for W000259 02/19/2015
2 of 4 sampled clients (#3 and #4), the W259: At least annually, the
facility failed to ensure clients #3 and comprehensive functional
#4's CFA's (Comprehensive Functional assessment of each client must
Assessments) were reviewed annually. be reviewed by the
interdisciplinary team for
Findings include: relevancy and updated as
needed.
1. Client #3's record was reviewed on
1/13/15 at 1:30 PM. Client #3's CFA was
dated 10/24/13. The review did not . .
. . ) Corrective action:
indicate documentation of annual review
of client #3's CFA. Residential Manager has
been in serviced on
2. Client #4's record was reviewed on completing/ updating clients
1/13/15 at 12:56 PM. Client #4's CFA Comprehensive Functional
was dated 8/23/13. The review did not Assessments annually.
indicate documentation of annual review (Attachment A)
of client #4's CFA.
Client #3 and Client #4
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9-3-4(a)

QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1
was interviewed on 1/13/15 at 2:08 PM.
QIDPD #1 indicated clients #3 and #4's
CFAs should be reviewed annually.

completed Comprehensive
Functional Assessment
(Attachment L)

How we will identify others:

Residential Manager and
QIDP will review all clients
ISP/BSP/ Assessments to
ensure that any restrictions/
reductions/ revisions needed
have been completed.

Measures to be put in place:

For no less than two
months, the Residential
Manager will complete three
Active treatment observations
(Attachment B) per week to
ensure that staff is performing
active treatment as written in
ISP’s formal and informally.

Clinical Supervisor will
review RM weekly check list
(Attachment J) to ensure all
assessments are updated/
reviewed.

Monitoring of Corrective
Action:

Clinical Supervisor and
Program Manager will perform
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periodic service reviews,
including Best in Class,
Director’s checklist, to ensure
that assessments are completed
as needed.
The facility will ensure
compliance with policies and
procedures through oversight
by the RM/QIDP, CS.
Completion Date: 2-19-15
W000263 | 483.440(f)(3)(ii)
PROGRAM MONITORING & CHANGE
The committee should insure that these
programs are conducted only with the
written informed consent of the client,
parents (if the client is a minor) or legal
guardian.
Based on record review and interview for W000263 02/19/2015
2 of 4 sampled clients (#2 and #3), the W263: The committee should
facility's HRC (Human Rights ensure that these programs are
Committee) failed to ensure clients #2 conducted only with the
and #3's programs for behavior written informed consent of
management were conducted with the the client, parents (if the client
written informed consent of client #2 or is a minor) or legal guardian.
client #3's guardian.
Findi include: . .
IEMgs metude Corrective action:
1. Client #2's record was reviewed on QIDP has been in
1/13/15 at 8:05 AM. Client #2's POF serviced on ensuring each
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(Physician's Orders Form) dated 12/1/14 client’s Program Plans include
indicated client #2 received Clonazepam written informed consent from
tablet 0.5 milligrams (seizures/anxiety) clients and guardians.
twice daily. Client #2's ISP (Individual (Attachment A)
Support Plan) dated 1/31/14 indicated
client #2 was emancipated. Client #2's Client # 2 and Client # 3
BSP (Behavior Support Plan) dated updated signature page.
1/31/14 did not indicate documentation (Attachment N)
of the written informed consent of client . .
#2 regarding the use of Clonazepam How we will identify others:
let 0.5 milli i ily. Cli .
tablet 0.5 ml' 1grarn.s thce daily. Client The RM/QIDP will
#2's record did not indicate . , . .
) ) ) review all ISP’s, including
documentation of the written informed . .
i . behavior plans and rights
consent of client #2 regarding the use of .
L . restrictions to ensure that all
Clonazepam tablet 0.5 milligrams twice . .
. appropriate and required
daily.
approvals are documented.
2. Client #3's record was reviewed on Human Rights
1/13/15 at 1:30 PM Client .#3'5 BSP Committee will also review all
dated 10/24/14 indicated client #3 ISP’s, Behavior Plans and
received Paxil 30 milligrams Rights restrictions to ensure
(depression), Risperdal .25 milligrams appropriate approvals are
(bipolar) and Trileptal 200 milligrams documented.
(anxiety) for the management of her
behavior. Client #3's ISP (Individual Measures to be put in place:
Support Plan) dated 10/24/14 indicated
client #3 had a legal guardian. Client #3's Informed Consent forms
record did not indicate documentation of will be reviewed and updated
the written informed consent of client annually at ISP or as changes
#3's guardian regarding client #3's use of warrant.
Paxil, Risperdal or Trileptal for behavior o .
management. Monitoring of Corrective
Action:
QIDPD (Qualified Intellectual
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Disabilities Professional Designee) #1 Human Rights
was interviewed on 1/13/15 at 2:08 PM. Committee will review all ISP,
QIDPD #1 indicated the written informed Behavior Plans, Rights
consent of the client or the client's restrictions to ensure that due
guardian was needed for the use of process is being followed and
psychotropic medications for behavior all required signatures are
management. documented.
9-3-4(a) 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: 2-19-15
W000289 | 483.450(b)(4)
MGMT OF INAPPROPRIATE CLIENT
BEHAVIOR
The use of systematic interventions to
manage inappropriate client behavior must
be incorporated into the client's individual
program plan, in accordance with
§483.440(c)(4) and (5) of this subpart.
Based on observation, record review and W000289 02/19/2015
interview for 1 of 4 sampled clients (#2), W289: The use of systematic
the facility failed to ensure client #2's ISP Interventions to manage
(Individual Support Plan)/BSP (Behavior inappropriate client behaviors
Support Plan) included the use of a lap must be incorporated into the
belt restraint for client #2's wheelchair. clients individual program
plan, in accordance with
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Findings include: 483.440 (c) (4) and (5) of this
subpart.
Observations were conducted at the
group home on 1/12/15 from 3:30 PM
through 6:15 PM. Client #2 was observed . .
throughout the observation period. Client Corrective Action:
#2 utilized a manua? wheellchalr with a QIDP has been in
lap belt for ambulation. Client #2's . . .
neelchair had & f 4 belt which serviced on including all
wheelc er l'a a#zas;ene fslelflt elt Wflc restraints in ISP/ BSP.
prevent.e client rom falling out o (Attachment A)
the chair.
Client # 2 revised BSP to
Observations were conducted at the include lap belt as a restraint.
group home on 1/13/15 from 6:20 AM (Attachment M)
through 7:45 AM. Client #2 was
observed throughout the observation How we will identify others:
period. Client #2 utilized a manual
wheelchair with a lap belt for ambulation. Residential Manager and
Client #2's wheelchair had a fastened seat QIDP will review all clients
belt which prevented client #2 from ISP/BSP’s to ensure that any
falling out of the chair. restrictions/ reductions/
revisions needed have been
Client #2's record was reviewed on completed.
1/13/15 at 8:05 AM. Client #2's OT .
(Occupational Therapy) form dated Measures to be put in place:
5/6/12 indicated, "[Client #2] presented . . .
. - . Ip Clinical Supervisor will
seated in a standard sling back and seat . .
. . . review Behavior Support
wheelchair. [Client #2] had slid forward
. . . addendums monthly
in her chair and was restrained
Y (Attachment S) to ensure all
successfully by a lap seatbelt. . . .
restraints are included in plan.
Client #2's BSP. (Beha.vm'r Support Plan) Monitoring of Corrective
dated 1/31/14 did not indicate Action:
documentation of the use of a lap
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seatbelt. Clinical Supervisor,
Program Manager, Executive
QIDPD (Qualified Intellectual Director, Business Manager,
Disabilities Professional Designee) #1 HR Manager, Nursing
was interviewed on 1/13/15 at 2:08 PM. Manager will perform Best In
QIDPD #1 indicated client #2's Class reviews at all locations
wheelchair had a lap seatbelt. QIDPD #1 within the year. The results
indicated client #2 could not will be shared with all team
independently remove the lap seatbelt. members.
9-3-5(a) The facility will ensure
compliance with policies and
procedures through oversight
by the RM/QIDP, CS.
Completion Date: 2-19-15
W000312 | 483.450(e)(2)
DRUG USAGE
Drugs used for control of inappropriate
behavior must be used only as an integral
part of the client's individual program plan
that is directed specifically towards the
reduction of and eventual elimination of the
behaviors for which the drugs are employed.
Based on record review and interview for W000312 02/19/2015
1 of 4 sampled clients on behavior W312: Drugs used for control
controlling medications (#2), the facility of inappropriate behavior must
failed to ensure client #2 had an active be used only as an integral part
treatment program with a plan of of the client’s individual
reduction. program plan that is directed
specifically towards the
Findings include: reduction of and eventual
elimination of the behaviors
Client #2's record was reviewed on for which the drugs are
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1/13/15 at 8:05 AM. Client #2's POF employed.
(Physician's Orders Form) dated 12/1/14
indicated client #2 received Clonazepam
tablet 0.5 milligrams (seizures/anxiety)
. . Corrective Action:
twice daily.
. , .
Client #2's BSP. (Beha.v10.r Support Plan) QIDP has been in
dated 1/31/14 did not indicate . . .
) serviced on including
documentation of the use of Clonazepam L .
0.5 milli ice dailv for behavi medication reduction plan to
.5 milligrams t\iwce aily for be .aV1or the Behavior Support Plan
management. Client #2's record did not
o ) ] addendum when a new
indicate documentation of an active C .
th 2 plan of medication is prescribed
treatm.ent program with a plan o (Attachment A)
reduction for the use of Clonazepam 0.5
milligrams twice daily. Medication Reduction
plan has been included on
QIDPD (Qualified Intellectual Client #2°s Behavior Support
Disabilities Professional Designee) #1 Plan addendum (Attachment
was interviewed on 1/13/15 at 2:08 PM. M)
QIDPD #1 indicated the use of
psychotropic medications used for How we will identify others:
behavior management should have an
active treatment program with a plan of QIDP will review
reduction. medication reduction plans to
ensure that reductions are
9-3-5(a) included for each medication.
Measures to be put in place:
Clinical Supervisor will
review Behavior Support Plan
addendums to ensure that
medication reduction plans are
included.
Monitoring of Corrective
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Action:
Clinical Supervisor will
review Behavior Support
addendums monthly to ensure
medication reductions are
included in plan.
Completion Date: 2-19-15
WO000318 | 483.460
HEALTH CARE SERVICES
The facility must ensure that specific health
care services requirements are met.
Based on observation, record review and WO000318 02/19/2015
interview for 1 of 4 sampled clients (#1), W318: The facility must
the facility failed to meet the Condition ensure that specific health care
of Participation: Health Care Services. services requirements are met.
The facility's health care services failed
to address client #1's recurrent pressure
ulcers. . .
Corrective action:
Findings include: Staff has been in
serviced on documentation,
The facility's health care services failed including daily documentation
to address client #1's recurrent pressure of wounds. (Attachment A)
ulcers. Please see W331.
Nursing Coordinators
9-3-6(a) has been in serviced on
completing nursing
responsibilities per policy and
procedures, including
documentation, skin
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assessments, wound care,
measuring wound, timely
nursing assessments, Physician
orders, timely physician
appointments and
interventions, documentation
of new orders, including
topical treatments, monitoring
client’s medical condition
(Attachment F)

How we will identify others:

Nurse Manager will
review Nursing Coordinators
documentation on any client
with a pressure wound to
ensure that adequate and
appropriate measures are in
place, including proper
documentation, assessments
and timely interventions.

Residential Manager will
review daily documentation of
any client with a pressure
wound to ensure that
documentation is done daily.

Measures to be put in place:

A weekly Nursing
Coordinator checklist has been
implemented (Attachment G)
and Nurse Manager will be
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W000331

483.460(c)

NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

Based on observation, record review and

W000331

informed of any client with a
pressure wound to ensure that
care is adequate and timely,
including measurement of
wound, treatment, physician
recommendations, and
treatments.

Residential Manager will
complete weekly checklist
(Attachment J) to ensure
documentation is present daily
on a client’s medical
condition, if needed.

Monitoring of Corrective
Action:

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: 2-19-15

02/19/2015
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interview for 1 of 4 sampled clients (#1), W331: The facility must
the facility's health care services failed to provide clients with nursing
address client #1's recurrent pressure services in accordance with
ulcers. their needs.
Findings include:
1. Observations were conducted at the Corrective action:
group home on 1/12/15 from 3:30 PM Staff has been in
through 6:15 PM. Client #1 was on bed . .
. . serviced on documentation,
res.t through.out the observation pe'rlf)d. including daily documentation
Client #1 joined her pee.rs at the dining of wounds (Attachment A)
room table for the evening meal and then
returned to her bed. Nursing Coordinators
has been in serviced on
Observations were conducted at the completing nursing
group home on 1/13/15 from 6:20 AM responsibilities per policy and
through 7:45 AM. Client #1 was on bed procedures, including
rest throughout the observation period. documentation, skin
Client #1 came to the dining room table assessments. wound care
to eat her breakfast after her housemates measuring v;ound, timel}:
left for the workshop. Client #1 then nursing assessments, Physician
returned to her bed. orders, timely physician
appointments and
RM (Resident Manager) #1 was interventions, documentation
interviewed on 1/12/15 at 3:30 PM. RM of new orders, including
#1 indicated client #1 was on bed rest due topical treatments, monitoring
to a pressure ulcer on her buttocks. RM client’s medical condition
#1 indicated client #1 was not attending (Attachment F)
day services in order to remain on bed
rest until the pressure ulcer on her Staff has been in
buttocks healed. RM #1 indicated client serviced on policy and
#1 had recurring pressure ulcers on her procedures, including
buttocks. RM #1 indicated client #1's documentation, skin
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pressure ulcers had healed and then assessments and reporting
reopened. (Attachment A)
QIDPD (Qualified Intellectual Disability For no less than two
Professional Designee) #1 was months, the Residential
interviewed on 1/12/15 at 5:30 PM. Manager will complete three
QIDPD #1 indicated client #1 was on bed Active treatment observations
rest to facilitate the healing of a pressure (Attachment B) per week to
ulcer on her buttocks. ensure that clients are free
from abuse and neglect.
Client #1's record was reviewed on )
1/13/15 at 9:50 AM. Client #1's NNN OT/PT appointment
(Nurse Narrative Notes) dated 1/20/14 schedul.ed for Chel.lt #1 'for
through 1/7/15 indicated the following: evaluation on modification of
wheelchair. (Attachment L)
-2/6/14, ."Nurse visit. [CITCTI'[ #1] saw IDT completed to assess
PCP (Primary Care Physician) on 2/3/14 . .
] o environmental alterations for
f(?r Pam r.nanagement and injury to first Client #1. (Attachment GG)
digit of right foot."
How we will identify others:
-2/8/14, "Nurse visit. [Client #1] saw
PCP on 2/7/14 for follow up on toe Nurse Manager will
laceration. New order (1.) Stop Bactroban review Nursing Coordinators
(topical antibiotic) for now; (2.) Keep documentation on any client
wound covered and dry; (3.) Do not band with a pressure wound to
aid may reinforce (sic). [Client #1] also ensure that adequate and
saw PCP on 2/10/14 for toe. Wound appropriate measures are in
cleansed and... dressing applied. New place, including proper
order: (1.) Keep occlusal dressing on; (2.) documentation, assessments
Keep clean and dry: (3.) Do not band aid, and timely interventions.
follow up in 2 days."
Residential Manager will
-3/21/14, "[Client #1] saw PCP on review daily documentation of
2/12/14, 2/14/14 and 2/21/14 to check any client with a pressure
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sore on toe. Area improving. Continue wound to ensure that
treatment as ordered." documentation is done
daily.
-3/277/14, "Area to toe improving.
Appointment on 3/31/14 for recheck." Measures to be put in place:
-8/7/14, "Seen by [doctor] at wound A weekly Nu'rsmg
Coordinator checklist has been
center. New orders recommended and - q
noted... out of chair when [client #1] gets 1m([1) emente (Attachl.l;legt H)
back to home for 2 hours, hoyer lift/sling tm Nurse Manage.r wi . ¢
£ - " informed of any client with a
or position changes.
pressure wound to ensure that
-8/15/14, "Seen at wound center this AM. f:are 1S_ adequate and timely,
Wound healed. Continue with ace 1nclu(iimg measurem;:nt.o.f
bandage on both feet and to lay down wound, treat@ent, physician
" recommendations, and
after work.
treatments.
-9/4/14, " A ks h - . . .
9/(1/h ’f Hrea to buttoc. i as tre ?é)lened Residential Manager will
an ZS ° to“iv Up appomntment wi complete weekly checklist
ound center.
wou (Attachment J) to ensure
documentation is present daily
-9/11/14, "Seen at wound center by o .
on a client’s medical
[doctor]. New orders and treatment. o
e o condition, if needed.
Limit time in chair daily to 2 hours up
and 2 hours off. Return in one week. Has Monitoring of Corrective
been home from workshop." Action:
-9/26/14, "Seen at wound center on Nurse Manager and
9/22/14. Continue order and treatment. Clinical Supervisor will
Stay off coccyx until further notice." perform periodic service
reviews to ensure that all
-10/2/14, "Seen at wound center 9/29/14. nursing standards, including
Continue order and treatment. Continue 2 documentation, medical
hours up and 2 hours down." interventions, and treatments
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-10/8/14, "Seen at wound center 10/6/14.
Areas with improvement noted area
smaller (sic)."

-10/26/14, "D/C (Discontinued)'d from
wound center on 10/23/14. Area
resolved. Began going to workshop
today."

-11/11/14, "Seen at urgent care on
11/10/14.... Urgent care was due to 1
centimeter by 1 centimeter superficial
abrasion on left great toe. Staff notified
[nurse #1] today that buttocks has opened
back up. Area is reddened and no
drainage noted 2.3 centimeters by 1.1
centimeter. Cleansed."

-11/14/14, "New order recommended and
noted from wound center. No work until
further notice. [Client #1] to off-load
until wounds are healed."

-11/19/14, "Continue to off-load and
remain in bed only up for meals and
showers. Toe well (sic). Improvement
noted to buttocks."

-12/1/14, "Remains in bed except for
meals and appointments. Buttocks with

improvement and noted foot (sic) also."

-12/12/14, "Started full time at

are being performed per policy
and procedure and per
physician orders.
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[workshop] today. Buttocks looks good.
Continues to bump toes and bleeding
noted."

-12/19/14, "Seen at [hospital] 12/15/14
for wheelchair evaluation."

-12/30/14, "Returns to wound care on
1/9/14 due to buttocks. Concerns voiced
by parents and area opening back up.
Redness noted on crease of buttocks.
Also encourage [client #1] to off-load
after work."

-1/2/15, "New order to stay home from
workshop and off-load. Skin breakdown
noted on buttocks. Appointment set with
wound center and is to stay home until
further notice."

-1/7/15, "[Client #1] to return to wound
center on Friday (1/9/15) for skin
breakdown to buttocks. Off-load
frequently."

Client #1's Skin Integrity Risk Plan
(SIRP) dated 7/24/14 did not indicate
documentation of interventions to
address client #1 bumping and injuring
her feet or client #1's off loading/bed rest
recommendations. The 7/24/14 SIRP did
not indicate documentation of nursing
review to prevent reoccurrence of client
#1's pressure sores to her feet or buttocks.
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The review did not indicate
documentation of PT (Physical
Therapy)/OT (Occupational Therapy)
evaluation to determine if client #1's
wheelchair could be modified to prevent
injury to her feet or buttocks.

The facility's BDDS reports and
investigations were reviewed on 1/13/15
at 11:30 AM. The review indicated the
following:

-BDDS report dated 11/10/14 indicated
client #1 was seen at urgent care to be
assessed for a wound to her toe.

-Investigative Summary form dated
11/17/14 indicated the following:

-"[Client #1] arrived home from
workshop when staff noticed her big toe
was bleeding. [Client #1] was taken to
urgent care for evaluation. First aid was
applied. Urgent care wrote on their
paperwork that this injury is from
maneuvering her wheelchair. Referral
was made for the wound clinic."

-"[Staff #1], 11/14/14, [staff #1] was
asked if she knew how the injury
occurred. [Staff #1] said from past
experience it came from her not paying
attention when turning corners in the
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wheelchair and her foot gets caught on
corners/wall. [Staff #1] said [client #1]
will hit her foot on her bed too and her
foot gets caught in between her chair and
bed. [Staff #1] said she has witnessed her
foot getting caught between the
wheelchair and her bed. [Staff #1] said
the injury is ongoing and has been there
for about two weeks."

-"[Staff #2], 11/14/14, [staff #2] was
asked how the injury occurred. [Staff #2]
states she guess (sic) it happened at
workshop. [Staff #2] said her sock was
bloody when she was loading her into the
van to return home from workshop. [Staff
#2] was asked how often this injury
occurred. [Staff #2] said once a month
and that it is a recurring injury. [Staff #2]
said if [client #1] is not paying attention
to where she is going, she hits doors and
walls. [Staff #2] was asked if she has
ever documented on this injury. [Staff
#2] said she had on the skin assessment."

Client #1's advocate was interviewed on
1/15/15 at 10:18 AM. Client #1's
advocate stated, "[Client #1] was having
trouble with her wheelchair. I told them
in May 2014 that they needed to look at
her wheel chair and start the process of
getting a new one. [Client #1's] had
ongoing sores to her feet and her
buttocks. As far as I know, they never
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looked at her wheelchair until the new
management, the new lady finally called
[wheelchair agency] (12/15/14) to get her
a new chair that will give her the support
that she needs."
CS #1 and nurse #2 were interviewed on
1/15/15 at 3:08 PM. CS #1 and nurse #2
indicated client #1's SIRP should have
been updated and reviewed by the nurse
to address client #1's ongoing pressure
ulcers.
9-3-6(a)
W000436 | 483.470(g)(2)
SPACE AND EQUIPMENT
The facility must furnish, maintain in good
repair, and teach clients to use and to make
informed choices about the use of dentures,
eyeglasses, hearing and other
communications aids, braces, and other
devices identified by the interdisciplinary
team as needed by the client.
Based on observation, record review and W000436 02/19/2015
interview for 2 of 8 clients with adaptive W436: The facility must
equipment, the facility failed to ensure furnish, maintain in good
client #2 utilized arm weights during repair, and teach clients to use
mealtime and to ensure client #5 had and make informed choices
hearing aids. about the use of dentures,
eyeglasses, hearing and other
Findings include: communication aids, braces,
and other devices identified by
Observations were conducted at the the interdisciplinary team as
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group home on 1/12/15 from 3:30 PM needed by client.
through 6:15 PM. At 5:45 PM, client #2
participated in the home's family style
evening meal. Client #2 did not wear and
: Corrective action:
was not encouraged to use weighted arm
supports. Client #5 was observed -All staff has been in
throughout the observation period. Client . .
] ) ] serviced to ensure all clients
#5 did not wear hearing aids. . . D
adaptive equipment is being
. utilized per client’s plans.
Observations were conducted at the
(Attachment A)
group home on 1/13/15 from 6:20 AM
through 7:45 AM. At 7:00 AM, client #2 Residential Manager has
participated in the home's family style been in serviced on the correct
morning meal. Client #2 did not wear procedure for replacement of
and was not encouraged to use weighted adaptive equipment
arm supports. Client #5 was observed (Attachment A)
throughout the observation period. Client
#5 did not wear hearing aids. Client # 5 Replacement
hearing aids appointment
1. Client #2's record was reviewed on scheduled for 2-20-15 at
1/13/15 at 8:05 AM. Client #2's ISP 8:30am (Attachment T)
(Individual Support Plan) dated 1/31/14
indicated client #2 should be encouraged Client # 5 hearing aid
to wear weighted arm supports during goal (Attachment TT)
meal times.
How we will identify others:
2. The facility's BDDS (Bureau of . .
v oo .(. . Residential Managers
Developmental Disabilities Services) . . .
. L . will review adaptive
reports and investigations were reviewed equipment checklist to ensure
on 1/13/15 at 11:30 AM. The review AipmER Shee
.y . documentation is present and
indicated the following: . . .
will review, inspect all
... adaptive equipment to ensure
“BDDS report dated 1/10/14 indicated ot o g
. . at they are available for
client #5's hearing aids had been placed Y
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in a cup on the medication administration client use and in good repair.
room countertop. The 1/10/14 BDDS
report indicated client #5 mistakenly Measures to be put in place:
picked up the cup containing her hearing )
. . . . Adaptive
aids while she was attempting to pick up ) i
. - Equipment/Maintenance
a cup with water for her medication hocklist has been { iced
administration. The 1/10/14 BDDS report checklist has been n-service
indicated client #5 swallowed her hearing (Attachment M) to rflll staff
aids before staff could redirect her. for proper documenting.
. . A weekly Residential
Client #5's record was reviewed on .
1/13/15 at 2:03 PM. Client #5's Medical Manager checklist has been
) ) revised (Attachment J) to
Consult Doctor's Orders and Progress . .
L include a weekly adaptive
Notes form dated 8/27/14 indicated, check
"Heavy wax each ear. Lost aids. Need '
replaced.” Monitoring of Corrective
Action:
QIDPD (Qualified Intellectual
Disabilities Professional Designee) #1 Clinical Supervisor will
was interviewed on 1/13/15 at 2:08 PM. review Adaptive Equipment
QIDPD #1 indicated client #2 should be checklist monthly to ensure
encouraged to use her weighted arm that all equipment is
supports during meal time. QIDPD #1 maintained and in good
indicated client #5's hearing aids had not working order.
been replaced since she consumed them
on 1/10/14. Clinical Supervisor,
Program Manager, Executive
9-3-7(a) 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.
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Completion Date: 2-19-15
W009999
State Findings W009999 02/19/2015
The following Community Residential W 9999
Facilities for Persons with '
Developmental Disabilities rule was not Governing Body: The residential
met. provider shall report the following
circumstances to the division by
. teleph later than the first
460 IAC 9-3-1 Governing Body cleptione no arer tatl The firs
. . . business day followed by written
(b) The residential provider shall report summaries as requested by the
the following circumstances to the division: (14)(f) any occurrence of
division by telephone no later than the skin breakdown related to decubitus
first business day followed by written ulcer, regardless of severity.
summaries as requested by division: (14)
(f) any occurrence of skin breakdown
related to a decubitus ulcer, regardless of Corrective action:
severity."
All appropriate parties have
Thi 1 d q been in serviced on ResCare policy
is state rule was not met as evidence and procedure to prevent abuse
by: neglect and or mistreatment of clients
by any staff or other clients.
Based on record review and interview for (Attachment A)
3 of 4 incidents of skin breakdown . .
. . . All appropriate parties have
reviewed, the facility failed to been in-serviced on the time frame to
immediately notify the BDDS (Bureau of report any incident. (Attachment A)
Developmental Disabilities Services)
regarding e All al?pr((i)priate parFies have
. . . - rt
incidents of skin breakdown for client #1. Deen Meservieec ofl TEpOTting
incidents to clinical supervisor in the
appropriate time frame. (Attachment
Findings include: A)
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Client #1's record was reviewed on been All aPprgprial;erSrSties have
. . ' cen 1mn-serviced on
1/13/15 at 9:50 AM. Client #1's Nurse reportable standards. (Attachment
Notes from 1/20/14 through 1/7/15 A&
indicated the following:
Staff has been in
-2/6/14, "Nurse visit. [Client #1] saw serviced on documentation,
PCP (Primary Care Physician) on 2/3/14 including daily documentation
for pain management and injury to first of wounds (Attachment A)
digit of right foot." The 2/6/14 Nurse
Note indicated client #1 was seen by her Staff has been in
PCP on 2/3/14 for a pressure ulcer serviced on policy and
opening on her right foot. procedures, including
documentation, skin
-9/4/14, " Area to buttocks has assessments and reporting.
reopened...." (Attachment E)
-12/30/14, indicated client #1 returned to n s\lurs.lng COf)rdcllnators
the wound center for reopened pressure aV.e een meserviced on
ulcer on her buttocks. policy and procedures,
including documentation, skin
The facility's BDDS reports, Incident assessn?ents, wm;nd. carle,
Reports and investigations were reviewed meaéurmg wound, timely o
on 1/13/15 at 11:30 AM. The review nursing assessments, Physician
indicated the following: orders, timely physician
appointments and
-BDDS report dated 10/2/14 indicated, 1nftervent12)1ns, d.OCIIJ.l‘l;dl?ntathIl
"On 9/8/14, [client #1] revisited the ol new orders, ncluding -
.. topical treatments, monitoring
wound care clinic due to her pressure lient’ tical conditi
ulcers reopening." The review indicated cAlent shme IC: condition
the facility reported client #1's 9/8/14 (Attachment F)
pressure ulcer on 10/2/14. For no less than two
months, the Residential
The review did not indicate
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documentation of client #1's 2/6/214, Manager will complete three
9/4/14 or 12/30/14 skin Active treatment observations
breakdown/decubitus ulcer. (Attachment B) per week to
ensure that clients are free
CS (Clinical Supervisor) #1 was from abuse and neglect.
interviewed on 1/15/15 at 3:08 PM. CS
#1 indicated incidents of skin breakdown OT/PT appointment
related to decubitus ulcers should be scheduled for Client #1 for
reported to BDDS within 24 hours. evaluation on modification of
wheelchair. (Attachment L)
9-3-1(b)
IDT completed to assess
environmental alterations for
Client #1. (Attachment GG)
How we will identify others:
-All BDDS reportable
incidents will be reported to
the Clinical Supervisor and
BDDS reports submitted
within 24 hours.
-All investigations must be
complete with-in five business
days. This is to include
Investigation Committee and
any approvals needed from any
additional parties.
Measures to be put in place:
-All BDDS reportable
incidents will be reported to
BDDS within 24 hours.
-All staff will follow policy
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3ML611 Facility ID: 001023 If continuation sheet Page 86 of 87




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

PRINTED: 02/23/2015
FORM APPROVED
OMB NO. 0938-0391

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

15G509

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

RES CARE COMMUNITY ALTERNATIVES SE IN

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2030 MOSCOW RD
GREENSBURG, IN 47240

00

X3) DATE SURVEY

COMPLETED
01/20/2015

(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

and procedure for all reporting.

Monitoring of Corrective Action:

-All incident report data will
be reviewed by safety
committee.

‘Program Manager &
Executive Director will
periodically review BDDS
reports for thoroughness,
timeliness, and complete
adherence to state
requirements.

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: 2-19-15
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