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This visit was for a post-certification
revisit survey (PCR) to the fundamental
recertification and state licensure survey
completed on 3/8/12.

Survey dates: 6/7 and 6/11/12

Facility Number: 000951
Provider Number: 15G437
AIM Number: 100244590

Surveyor:
Jenny Ridao, Medical Surveyor III

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

Quality Review completed 6/27/12 by
Ruth Shackelford, Medical Surveyor III.
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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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W0198 483.440(b)(1)
ADMISSIONS, TRANSFERS, DISCHARGE
Clients who are admitted by the facility must
be in need of and receiving active treatment
services.
Based on observation, record review and WO0198 WO0198: 1. Client #1 has been 12/12/2012
interview for 1 of 4 sampled clients (#1), :Zlcj:gi(j/i?g ;?:titi/eeI;:aet?ndezz
the facility failed to ensure the client was services. Client #1 was at one
in need of active treatment services. time eligible for group home
services and was on the State
Findings include: referral list for ICF/MR
) placement. Client #1 has been
decertified and she is currently
During the 6/7/12 observation period hoping to get a Waiver slot.
between 4:00 PM and 6:00 PM, at the Therefore, Client #1's Residential
group home, client #1 was not available team at GCARC is requesting a 7
for ob " month extension time for Client
or observation. #1 to have time to establish LOC
for Waiver and for time to prepare
Client #1's record was reviewed on 6/7/12 for a Waiver home. Client #1 has
at 3:00 PM. Client #1's 2/6/12 Individual gg':\aégd Shﬁ W'\j'\??s to maintain
L . , as her Waiver
P.rogram P.lan (IPP) indicated chegt #1 s provider. 2. Assessments are
dlagnoses ll'lChlded, but were not limited conducted on all residents to
to, Mild Mental Retardation, Turners ensure they are suitable
Syndrome, Seizures, Schizoaffective for ICF/MR placement. 3. To
Disorder. D . 4s ensure the deficient practice does
isorder, Liepression and severe not recur, in the future any
Borderline Personality Disorder. potential Admissions will be
reviewed by the GCARC
Client #1's 1/6/12 Developmental tAd(;nltssmr.ls Qfotr;:m_'ttg?.d .
C L . . o determine if the individual is
{%ssessment indicated client #1 is . appropriate for group home
independently able to: set the table prior placement.4. The Residential
to eating, prepare adequate cold breakfast, Director, GCARC Quality
wash dishes by hand, wash fresh produce, Assurance Director, and
. Admissions Committee will
prepare a sandwich for lunch, operate a o )
o ] screen individuals prior to
manual can opener, distinguish perishable placement to ensure the
from non-perishable foods, measure items individual is suitable for group
for cooking, use stove/microwave oven home level of care and is in need
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for cooking, prepare items that require of active treatment
mixing and cooking, develop shoppin services.5. GCARC is requesting
1 8 g' pl PPINg a 7 month ICF/MR Residential
ist, purchase grocerles,. sort al%ndry by extension for Client #1 from the
colors, operate automatic washing decertification date of March 8,
machine and dryer, put clothes away, use 2012, so that Client #1 has
key to open door, put away personal adequate t|m§ to prepare for
. h Jmake bed her LOC that is currently being
1tems, change/make e. » SWEEp, mop, processed by IDEC. Admission
vacuum, dust, clean toilet and shower screening or changes shall take
stall. Client #1's 1/6/12 Developmental effect no later than May 12,
Assessment indicated no inappropriate 2012. ,
behavi Client #1's 1/6/12 WO0198: 1. Client #1 has been
enaviors. Client #1's - found not to be in need of
Developmental Assessment indicated she receiving active treatment
was independent in all areas of leisure services. Client #1 was at one
skills including: grasp an object for time eligible for group home
L mi ul bi services and was on the State
severa mmutes,.manlpu ate o J.ects, stay referral list for ICF/MR
on task for 15 minutes, engage in placement. Client #1 has been
spontaneous activity, engage in parallel decertified and she is currently
activity for 15-20 minutes, manipulate or hoping to get a Waiver slot.
biect in the intended Therefore, Client #1's Residential
]jlse an object 1n ? 1n en e. ‘wa}'/, engage team at GCARC is requesting a 7
in gross motor activities, utilize item month extension time for Client
(sand, mud, clay, etc) creatively, share #1 to have time to establish LOC
items with a peer, wait turn during for Waiver and for time to prepare
tivit . foll for a Waiver home. Client #1 has
ac IVI_y’ engage n gro“? gamef otlow indicated she wishes to maintain
rules in table game, participate in team GCARC as her Waiver
activity, play competitively with peers, provider. 2. Assessments are
use community recreation facilities, finish conducted on all residents to
n tivity befor ine to the next ensure they are suitable
0 e. ac ] V_y .e. ore go' glothe ? ’ for ICF/MR placement. 3. To
maintain individual leisure materials, ensure the deficient practice does
complete project, engage in 5 or more not recur, in the future any
play activities-simple materials, engage in potential Admissions will be
5 or more plav activities-complex reviewed by the GCARC
© .O cpay c vities-comple L Admissions Committee
materials, organize large group activities to determine if the individual is
community skills. Client #1's 1/6/12 appropriate for group home
Developmental Assessment indicated she placement.4. The Residential
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was independent in all areas of self-care Director, GCARC Quality
dressing including: manipulate clothing Assurance Director, and
. Admissions Committee will
(shoes, string, buttons), remove socks, screen individuals prior to
direct arm into sleeve of shirt, extend leg placement to ensure the
to put pants on, direct toes into shoes, individual is suitable for group
unbutton shirt and pants, tie shoes, buckle home. level of care and is in need
d unbuckle belt. ch lothes f of active treatment
and un }10 © 'e t, change ¢ f)t cs Tor services.5. GCARC is requesting
appropriate active, select suitable a 7 month ICF/MR Residential
clothing for weather. Client #1's 1/6/12 extension for Client #1 from the
Developmental Assessment indicated she decertification dgte of March 8,
ind dent in all £ self 2012, so that Client #1 has
wa.s 1n.epen .ent in all areas of se —.care adequate time to prepare for
eating including: feed self, use napkin to her LOC that is currently being
wipe mouth, chew food before processed by IDEC. Admission
swallowing, hold cup with one hand and screening or changes shall take
. . . . effect no later than May 12,
drink without spillage, spear food with 2012
fork, pour drink from pitcher into glass, 1. To Address W198: Client #1
spread butter/jelly on bread/cracker, test has been assessed not to be in
hot food prior to putting into mouth, cut need of active treatment and has
t with fork and knif tabl been de-certified from ICF/MR
meat with fork anh ! e., uses accep.a ¢ LOC. Client #1 hopes to get a
table manners, use condiments to adjust Waiver, therefore Client #1 is
seasoning of food. Client #1's 1/6/12 requesting a seven (7) month
Developmental Assessment indicated she extension allowing time for
ind dent in all £ self placement elsewhere.2.
wgs 1T1 ePen er.1 in all areas o s.e -care Assessment packets are
toileting including: have no accidents reviewed on all residents prior to
between trip to toilet, go to bathroom placement to ensure the
independently, use toilet paper to clean individual meets LOC for group
oL o home placement.3. To ensure
self, flush toilet in unfamiliar - X
’ T the deficient practice does
environment, distinguish male/female not recur, in the future all
bathroom, close door when using toilet, potential Admissions will be
known on door prior to entering 'ro\ec;/le.vvgd by(t:he Gc';t'tAR(i
bathroom. Client #1's 1/6/12 missions L.ommitiee o
o determine if placement is
Developmental Assessment indicated she appropriate for group home
was independent in all areas of health and LOC.4. To prevent reocurrence,
safety including: ride exercise bicycle, the GCARC Quality Assurance
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complete weekly exercise routine,
recognize health hazards or safety
hazards, indicate point of discomfort,
initiate treatment for minor illness and
injuries, and recognize symptoms of
illness and report to staff. Client #1's
1/6/12 Developmental Assessment
indicated she was independent in all areas
of self direction including: follow daily
routine, establish weekend routine, seek
assistance with problems, resolve
problems in familiar situations, advocate
for personal needs. Client #1's 1/6/12
Developmental Assessment indicated she
was independent in all areas of social
skills including: establish eye contact with
person talking to him/her, show affection
toward familiar people, watch actions of
others, initiate interactions with peers,
behave to satisfy staff/family, follow rules
of living area, establish friendship with
peers, apologize for unintentional
mistakes, respond appropriately when
introduced to strangers, remember
birthdays of family/friends, attend
community events with family/friends, go
on a single date with a peer with staff
supervision. Client #1's 1/6/12
Developmental Assessment indicated she
was independent in all areas of
communication skills including: say at
least 10 recognizable words, ask
questions to seek answers, give simple
account for experience, spontaneously

Director and Admissions
Committee will assess individuals
prior to placement to ensure the
individual is in need of active
treatment and meets

ICF/MR LOC criteria.5. GCARC
is requesting a 7 month extension
period from the May 12 POC
compliance date (date POC was
submitted) so that Client # 1 has
adequate time to prepare for exit
from Stout St. Client #1 wishes to
move to Waiver and Client #1 is
currently appealing a Waiver
denial decision.

WO0198: 1. Client #1 has been
found not to be in need of
receiving active treatment
services. Client #1 was at one
time eligible for group home
services and was on the State
referral list for ICF/MR
placement. Client #1 has been
decertified and she is currently
hoping to get a Waiver slot.
Therefore, Client #1's Residential
team at GCARC is requestinga 7
month extension time for Client
#1 to have time to establish LOC
for Waiver and for time to prepare
for a Waiver home. Client #1 has
indicated she wishes to maintain
GCARC as her Waiver

provider. 2. Assessments are
conducted on all residents to
ensure they are suitable

for ICF/MR placement. 3. To
ensure the deficient practice does
not recur, in the future any
potential Admissions will be
reviewed by the GCARC
Admissions Committee
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relate experiences in simple terms, to determinef if the individual is
. : e appropriate for group home
1dent1'fy by pqlntlng toall body'parts, placement.4. The Residential
describe movie, story, or experiences, Director, GCARC Quality
communicate wants/needs, name or Assurance Director, and
identify common objects. Admissions Committee will
screen individuals prior to
placement to ensure the
individual is suitable for group
Client #1's 2/6/12 Individual Program home level of care and is in need
Plan (IPP) indicated she had the following of active treatment
training objectives: services.5. GCARC is requesting
a 7 month ICF/MR Residential
extension for Client #1 from the
-independently read 5 new sight words a decertification date of March 8,
month 2012, so that Client #1 has
adequate time to prepare for
-Independently shave 3 times a week l;fg C:cs)geghzyls;;g erzg,n:zggn
screening or changes shall take
-Independently pop out own 8 PM effect no later than May 12,
medications 2012. .
WO0198: 1. Client #1 has been
found not to be in need of
-Independently complete PT (Physical receiving active treatment
Therapy) exercises 5 times a week services. Client #1 was at one
time eligible for group home
-Independently make change for a dollar f:frg::lsii:tnfi:\/l?:s;/)l\r;l éhe State
placement. Client #1 has been
-Independently state phone number decertified and she is currently
hoping to get a Waiver slot.
-Independently cook a dinner vegetable ;Zie;?rgb?é\l:gti;:1resq|3:;idnegnga7l
from the menu 2 times a week month extension time for Client
#1 to have time to establish LOC
-Independently identify what to do in case for Waiver and for time to prepare
of a sprain or cut for a Waiver home. Client #1 has
indicated she wishes to maintain
GCARC as her Waiver
-Independently state her zip code. provider. 2. Assessments are
conducted on all residents to
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 9QFG6912 Facility ID: 000951 If continuation sheet Page 6 of 7




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

PRINTED: 07/25/2012
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
i\, BUILDING
15G437 L WING 06/11/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1015 S STOUT ST
GIBSON COUNTY ARC STOUT ST PRINCETON, IN 47670
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Interview with the staff #1 on 6/7/12 at ensure they are suitable
5:00 PM indicated client #1 is still above for ICF/IMR p'a,c?me”t- 3'_ To
onine level 1 h ensure the deficient practice does
the functioning level of all of the other not recur, in the future any
clients that live in the group home. Staff potential Admissions will be
#1 stated "All [client #1] needs is a little reviewed by the GCARC
nurturing, and she will thrive." Adm|35|ops C?omm'ltte.e. )
to determine if the individual is
) ) appropriate for group home
Interview with the Home Manager (HM) placement.4. The Residential
on 6/7/12 at 2:00 PM indicated client #1 Director, GCARC Quality
was her own guardian and could live in a Assqraqce Dlrector-, and ]
| _ . The HM Admissions Committee will
.ess. I‘CStI’lCtI.VC env1ronm§nt. e. . screen individuals prior to
indicated client #1 was still functioning at placement to ensure the
a higher level than the other clients at the individual is suitable for group
group home. homellevel of care and is in need
of active treatment
) ) ) services.5. GCARC is requesting
Interview with the QMRP (Qualified a 7 month ICF/MR Residential
Mental Retardation Professional) on extension for Client #1 from the
6/7/12 at 2 PM indicated client #1 is still decertification date of March 8,
ind dent in th dth 2012, so that Client #1 has
mn f:;.)en. en %n © samF: arcas an c adequate time to prepare for
facility is actively looking for her new her LOC that is currently being
placement. processed by IDEC. Admission
screening or changes shall take
. . . effect no later than May 12,
This deficiency was cited on 3/8/12. The 2012 y
facility failed to implement a systemic
plan of correction to prevent recurrence.
9-3-4(a)
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 9QFG6912 Facility ID: 000951 If continuation sheet Page 7 of 7




