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This visit was for the investigation of
complaint #IN00136684.

This visit was in conjunction with a post
certification revisit (PCR) to the
recertification and state licensure survey
completed on 8/22/13.

Complaint #IN00136684- Substantiated,
Federal/state deficiency related to the
allegation is cited at W210.

Survey Dates: October 1, 2, 3,4, 7,2013

Facility Number: 000945
Aim Number: 100235210
Facility Number: 15G431

Survey Team: Mark Ficklin, QIDP

This deficiency also reflects state findings
in accordance with 460 IAC 9.

Quality Review completed 10/18/13 by
Ruth Shackelford, QIDP.
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INDIVIDUAL PROGRAM PLAN
Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed
to supplement the preliminary evaluation
conducted prior to admission.
Based on record review and interview, the WO000210 | W210 Within 30 days after 11/06/2013
facility failed for 1 of 4 sampled clients admission, the interdisciplinary
(D) to ensure client D had been reassessed team must perform accurate
) . . assessments or reassessments
in regards to behavioral calming as needed to supplement the
technique needs. preliminary evaluation conducted
prior to admission. Corrective
s . . Action: (Specific): The Behavior
Findings include: Clinician and the Program
Manager will assess client D’s
The facility incident reports were behaviors, review the current
reviewed on 10/2/13 at 9:32a.m. Client D behavior support plan to assess
had a behavior incident report on 8/26/13. the effect!vgness of the plan and
o ) ) make revisions as necessary to
The report indicated client D displayed reflect client D’s needs. Client D
physical aggression, verbal aggression has been assessed for another
and property destruction. Client D had a location with another provider and
behavioral incident report on 9/17/13. The YV'” be moving. All staff will be
L L. . in-serviced on any changes to the
incident report indicated client D was behavior support plan How others
agitated about having to go to day will be identified: (Systemic) The
services. Client D displayed physical Program Manager will make
aggression to staff, verbal aggression and random V'S,'ts t,o the home at least
i . weekly until Client D moves to
property destruction. The report indicated ensure that the behavior support
staff had followed her behavior support plan is being implemented as
plan (BSP) but client D had refused to written and it is effective. The
calm down. behav!or clinician will rewewlthe
behavior data and consult with
the program manager to ensure
The record of client D was reviewed on the behavior support plan
10/2/13 at 9:47a.m. Client D had a BSP remains effective and if
dated 8/19/13. The BSP included necessary will implement
. . p bal . changes based on data and
interventions for verbal aggression, assessment. Measures to be put
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physical aggression, property destruction, in place: The Behavior Clinician
non-compliance, self injurious behavior, and the Program Manager will
. . . assess client D’s behaviors,
leaving her area and isolating herself. review the current behavior
support plan to assess the
Professional staff #1 was interviewed on effectiveness of the plan and
10/2/13 at 10:14a.m. Staff #1 indicated m{fﬂlketrel\'nsfg? as nzceéls'aryttg
. i . ) reflect client D’s needs.Clien
client D had displayed ongoing behaviors has been assessed for another
on 8/26/13 and 9/17/13. Staff #1 location with another provider and
indicated, on both behavior dates, client D will be moving. All staff will be
had refused and/or was unable to calm gl-f]er\(lced on arrsy{\ﬂchg?ggs tofthe
) ehavior support Monitoring o
down an.d the behav1or.s h.ad lasted for Corrective Action: The Program
long periods. Staff #1 indicated they felt Manager will make random visits
that direct care staff had properly to the home at least weekly until
implemented client D's BSP. Staff #1 El'snt .D movesrtto (IenSL.Jrebtr'\at the
. . ehavior support plan is being
1nd1cate§ client D.had no.t been reassessed implemented as written and it is
for calming techniques since the 8/19/13 effective. The behavior clinician
BSP. will review the behavior data and
consult with the program
. . manager to ensure the behavior
This federal tag relates to complaint support plan remains effective
#IN00136684. and if necessary will implement
changes based on data and
9-3-4(a) assessment. Completion date:
11/06/13
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