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This visit was for a post certification
revisit (per) to complaint #IN00098051
conducted on 10-25-11. This visit was
done in conjunction with the fundamental
recertification and state licensure survey.

Complaint #IN00098051: Not Corrected

Dates of Survey: February 20, 21, 22,
23, and 24, 2012

Facility number: 011817
Provider number: 15G757
AIM number: 200940180

Surveyor: Tracy Brumbaugh, Medical
Surveyor III

The following federal deficiency also
reflects state findings in accordance with
460 IAC 9.

Quality review completed on 3/04/2012
by Dotty Walton, Medical Surveyor III.
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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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W0149 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 the w0149 All direct care professionals are 02/24/2012
facility failed for 3 of 4 clients (clients B, trained on Abuse, Neglect, and
. . Exploitati hi
C, and D) who lived in the home, to xploitation up on hire and
h f fab y 1 annually. The direct care staff
ensure they were free of abuse/neglect per involved in the listed incidents were
e .
the faCIhty S pOhCy for 2 of 2 Bureau of terminated as a result of sleeping,
Developmental Disabilities Services agency policy was followed.
(BDDS) reports regarding abuse/neglect.
Monthly overnight drop in visits
Findings include: have occurred to ensure that all staff
’ on overnight shifts are active and
. productive.
On 2-20-12 at 11:30 a.m. a record review
of the facility's BDDS reports indicated Spectrum Community Services will
the following; continue to discipline any staff that
are found sleeping on shift, this
. discipli ti Id lead t
-A BDDS report dated 9-26-11 for client tlsc'? m?ry action couldlead to
L. . ermination.
B indicated direct care staff (dcs) #25 was
sleeping between 11:00 p.m. and 3:00 The incident report filed on 1/16/12
a.m. and staff violated the abuse/neglect for the staff sleeping was completed
policy. even though that staff was not
responsible for client care, the staff
. hadowing to begi ki
-A BDDS report dated 1-16-12 for clients W.as shadowing to eg_m working
Lo . direct care the following week.
C and D indicated dcs #26 was sleeping
on the job. Dcs #26 was terminated for
neglect.
On 2-21-12 at 9:20 a.m. a review of the
facility's Abuse/Neglect policy (no date
available) was conducted. The policy
indicated any person receiving services
and supports would be assured protection
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from abuse, neglect, and exploitation.

On 2-21-12 at 12:00 p.m. an interview
with the Qualified Mental Retardation
Professional (QMRP) indicated dcs #25
and #26 did not follow the facility's
abuse/neglect policy by sleeping at work.

This federal tag relates to complaint
#IN00098051.

This deficiency was cited on 10-25-11.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-2(a)
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