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WO000000

WO000102

This visit was for the Post Certification
Revisit (PCR) to the investigation of
complaint #IN00144956 completed on
3/11/14.

This visit was done in conjunction with
the annual recertification and state
licensure survey.

Complaint #IN00144956: Not Corrected.
Dates of Survey: 4/22/14 and 4/23/14.

Facility Number: 000932
Provider Number: 15G418
AIMS Number: 100244560

Surveyor:
Keith Briner, QIDP

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 5/1/14 by
Ruth Shackelford, QIDP.

483.410

GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.

Based on record review and interview,

the facility failed to meet the Condition

W000000

w000102

1.Please refer to W104
2.Please refer to W122

05/23/2014

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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of Participation: Governing Body for 1 of
4 sampled clients (A). The governing
body failed to exercise general policy,
budgeting and operating direction over
the facility to ensure the facility
implemented its policy, and procedures to
prevent neglect of client A regarding
elopement behavior and the facility failed
to develop and implement measures to
prevent reoccurrence of neglect of client
A regarding elopement behavior, to
ensure the QIDP (Qualified Intellectual
Disabilities Professional)/PD (Program
Director) monitored, coordinated and
integrated each client's active treatment
program and to ensure staff were trained
to work with client A.

Findings include:

1. The governing body failed to exercise
general policy, budgeting and operating
direction over the facility to ensure the
facility implemented its policy and
procedures to prevent neglect of client A
regarding elopement behavior, and the
facility failed to develop and implement
measures to prevent reoccurrence of
neglect of client A regarding elopement
behavior, to ensure the QIDP/PD
monitored, coordinated and integrated
each client's active treatment program
and to ensure staff were trained to work
with client A. Please see W104.
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W000104

2. The governing body failed to exercise
general policy, budgeting and operating
direction over the facility to ensure the
facility met the Condition of
Participation: Client Protections for client
A. The governing body failed to ensure
the facility implemented its policy and
procedures to prevent neglect of client A
regarding elopement behavior, and the
facility failed to develop and implement
measures to prevent reoccurrence of
neglect of client A regarding elopement
behavior, to ensure the QIDP/PD
monitored, coordinated and integrated
each client's active treatment program
and to ensure staff were trained to work
with client A. Please see W122.

This federal tag relates to complaint
#IN00144956.

This deficiency was cited on 3/11/14. The
facility failed to implement a systemic
plan of correction to prevent
reoccurrence.

9-3-1(a)

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

05/23/2014
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1 of 4 sampled clients (A), the governing 1.Client A Day service provider
body failed to exercise general policy, g?ai:/?c?\ga:p?):r:glaor: %Il‘iaenr:t/:\ﬁ\
budgetgg and operating dlréc.tlon over Day Service Provider has
the facility to ensure the facility received retraining on Client A
implemented its policy and procedures to Behavior Support Plan especially
prevent neglect of client A regarding |n0|u§|ng the proged.ures for
. .. keeping Client A in line of sight
elopement behavior, and the facility supervision and ensuring that
failed to develop and implement staff are monitoring Client A
measures to prevent reoccurrence of moods and behaviors to monitor
neglect of client A regarding elopement E)r signs tggt hte mlggt:lzlope.
. . rogram Director and Home
behavior, to ensure the QIDP (Qualified Manager will receive retraining to
Intellectual Disabilities Professional)/PD include ensuring that all Day
(Program Director) monitored, Service Providers receive
coordinated and integrated each client's rBetLaln!ngSon an{tnlflw orfupdﬁted
. ehavior Support Plans for a
active treatment program and to ensure clients PP
staff were trained to work with client A. Ongoing, the Home Manager
and/or Program Director will
Findings include: ensu.re that all .Day Sgwice
Providers receive copies of all
) ) ) consumers Behavior Support
1. The governing body failed to exercise Plans and receive retraining on
general policy, budgeting and operating any new plans or updates to
direction over the facility to ensure the current plagsgo ensureba!l
S . . recommendations are being
facility implemented its policy and. implemented. Ongoing the Home
procedures to prevent neglect of client A Manager and/or Program Director
regarding elopement behavior, and the will complete Day Service
facility failed to develop and implement opsgwatlor}s for eazch C"?:t "t"
minimum of every 2 months to
measures to prevent reocc.urrence of ensure that Day Service
neglect of client A regarding elopement Providers are implementing
behavior. Please see W149. Behavior Support Plans as
written.
. . . Responsible Party: Home
2. The governing body failed to exercise pons| v
- ) ) Manager, Program Director
general policy, budgeting and operating
direction over the facility to ensure to 1.Client A and Client B’s
ensure the facility developed and supervision levels have been
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implemented corrective actions to increased at home during waking
prevent neglect of client A regarding hours to monitor their interactions
. to more closely to prevent further
elopement behaviors. Please see W157. incidents of elopement. Staff
completes 15 minute checks on
3. The governing body failed to exercise Client A and Client B during
: : : sleeping hours to monitor to
gfenerafll policy, budge.tl.ng and operating ake sﬁre they are not
direction over the facility to ensure the attempting to elope. The Program
QIDP/PD monitored, coordinated and Director will receive retraining to
integrated each client's active treatment include ensuring that protective
program by failing to ensure facility staff measures are |rT.1me.d|a.ter put
. . . into place following incidents that
were trained to work with client A. involve adverse behaviors that
Please see W159. effect or have the potential to
affect other consumers in the
4. The governing body failed to exercise group home. Program Director
. . . will also be responsible for
general policy, budgeting and operating holding IDTs as needed to
direction over the facility to ensure staff discuss protective measures and
were trained to work with client A. if any updates or changes to the
Please see W189. BSPs need. to be made. The
Program Director and Regional
Quality Assurance Specialist will
This federal tag relates to Complaint receive retraining on completing
#IN00144956. thorough investigations including
ensuring that all parties related to
This deficiency was cited on 3/11/14. The Lhyetlhnec:(ri]iir;teonrt c;?g'?n?eewig\?vztgfj
facﬂlty failed to implement a Systemic designating who staff reported
plan of correction to prevent injuries and/or allegations to and
reoccurrence. ensuring all relevant documents,
including risk plan, behavior
support plans, medical reports,
9-3-1(a) daily support records, etc. are
reviewed so that a thorough
investigation can be completed.
All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
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completed. All future
investigations will be reviewed for
thoroughness by the Area
Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made. The
Program Director and Regional
Quality Assurance Specialist will
receive retraining on
investigations including reporting
to the administrator or designee
the results within 5 work days and
also ensuring that all parties
related to the incident are
interviewed so that a thorough
investigation can be completed.
All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
completed. All future
investigations will be reviewed for
thoroughness by the Area
Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made.

Client A and Client B Behavior
Support Plans have been
updated to include addressing
elopement behaviors, line of sight
supervision, staff interventions for
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preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

All Direct Care staff will receive
retraining to include a review of
Client A and B’s ISP, RMAP and
also updated Behavior Support
Plans which include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

Program Director will receive
retraining to include ensuring that
all Direct Care staff are trained on
all consumers initial and updated
Behavior Support Plans once
complete so they are aware of
which steps to use to monitor and
prevent targeted consumer
behaviors and which interventions
to use if targeted behaviors occur.
Ongoing the Program Director will
ensure that all staff are trained on
any initial and updated Behavior
Support Plans once complete so
they are aware of which steps to
use to monitor and prevent
targeted consumer behaviors and
which interventions to use if
targeted behaviors occur. The
Program Director will provide the
Area Director will copies of the
staff training once complete to
ensure all staff are trained on
BSP updates.

Client A Day service provider has
received a copy of Client A
Behavior Support Plan. Client A
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Day Service Provider has
received retraining on Client A

including the procedures for

supervision and ensuring that
staff are monitoring Client A

for signs that he might elope.
Program Director and Home

include ensuring that all Day
Service Providers receive

Behavior Support Plans for all
clients.

Ongoing, the Home Manager
and/or Program Director will
ensure that all Day Service
Providers receive copies of all
consumers Behavior Support

any new plans or updates to
current plans to ensure all
recommendations are being

will complete Day Service
observations for each client a
minimum of every 2 months to
ensure that Day Service
Providers are implementing
Behavior Support Plans as
written.

elopement occurs an
investigation is completed to
assess if staff followed
consumers Behavior Support
Plan interventions as directed.

Behavior Support Plan especially

keeping Client A in line of sight

moods and behaviors to monitor

Manager will receive retraining to

retraining on any new or updated

Plans and receive retraining on

implemented. Ongoing the Home
Manager and/or Program Director

The Program Director will receive
retraining to include ensuring that
when targeted behavior such as
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Based on the results of the
investigation the Program
Director will develop
recommendation as needed
regarding prevention of future
targeted behaviors.

The Program Director will receive
retraining on the need to ensure
Interdisciplinary Team meetings
are held as needed for
consumers once incidents of
targeted behaviors, such as
elopements, occur to determine if
staff followed consumers
Behavior Support Plans as
directed and determine if other
protective measures need to be
put into place or if any changes
need to be made to consumers
Behavior Support Plans.

Ongoing, the Program Director
will ensure that Interdisciplinary
Team meetings are held as
needed for consumers once
incidents of targeted behaviors,
such as elopements, occur to
determine if staff followed
consumers Behavior Support
Plans as directed and determine
if other protective measures need
to be put into place or if any
changes need to be made to
consumers Behavior Support
Plans.

Responsible Party: Home
Manager, Program Director,
Behavior Specialist, Day Service
staff, Area Director

1.The Program Director and
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Quality Assurance Specialist will
receive retraining on ensuring
that investigations are completed
for any incidents that may indicate
potential abuse, neglect or
mistreatment of clients has
occurred.

The Program Director and Quality
Assurance Specialist will receive
retraining on investigations
including reporting to the
administrator or designee the
results within 5 work days and
also ensuring that all parties
related to the incident are
interviewed so that a thorough
investigation can be completed.
The Area Director will track all
incidents for which ones require
an investigation. If an incident
requires an investigation, the
Area Director will track that
investigations are being
completed and being completed
within the 5 business day
guidelines. As it is getting close to
the 5 day mark, if the Area
Director has not received a
required investigation, the Area
Director will provide feedback to
the Program Director and/or the
Quality Assurance Specialist to
inquire as to the status of the
investigation.

All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
completed. All future
investigations will be reviewed for
thoroughness by the Area
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Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made.
Responsible Party: Program
Director, Regional Quality
Assurance Specialist, Area
Director.

1.The Program Director and
Quality Assurance Specialist will
receive retraining on
investigations including reporting
to the administrator or designee
the results within 5 work days and
also ensuring that all parties
related to the incident are
interviewed so that a thorough
investigation can be completed.

All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
completed. All future
investigations will be reviewed for
thoroughness by the Area
Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made.

Responsible Party: Home
Manager, Program Director,
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Regional Quality Assurance
Specialist, Area Director.

5,6,7 Client A and Client B
Behavior Support Plans have
been updated to include
addressing elopement behaviors,
line of sight supervision, staff
interventions for preventing
elopement from the home and
procedures for what to do if Client
A or B elopes from the home.

All Direct Care staff will receive
retraining to include a review of
Client A and B’s ISP, RMAP and
also updated Behavior Support
Plans which include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

Program Director will receive
retraining to include ensuring that
all Direct Care staff are trained on
all consumers initial and updated
Behavior Support Plans once
complete so they are aware of
which steps to use to monitor and
prevent targeted consumer
behaviors and which interventions
to use if targeted behaviors occur.
Ongoing the Program Director will
ensure that all staff are trained on
any initial and updated Behavior
Support Plans once complete so
they are aware of which steps to
use to monitor and prevent
targeted consumer behaviors and
which interventions to use if
targeted behaviors occur. The
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Program Director will provide the
Area Director will copies of the
staff training once complete to
ensure all staff are trained on
BSP updates.

Client A Day service provider has
received a copy of Client A
Behavior Support Plan. Client A
Day Service Provider has
received retraining on Client A
Behavior Support Plan especially
including the procedures for
keeping Client A in line of sight
supervision and ensuring that
staff are monitoring Client A
moods and behaviors to monitor
for signs that he might elope.
Program Director and Home
Manager will receive retraining to
include ensuring that all Day
Service Providers receive
retraining on any new or updated
Behavior Support Plans for all
clients.

Ongoing, the Home Manager
and/or Program Director will
ensure that all Day Service
Providers receive copies of all
consumers Behavior Support
Plans and receive retraining on
any new plans or updates to
current plans to ensure all
recommendations are being
implemented. Ongoing the Home
Manager and/or Program Director
will complete Day Service
observations for each client a
minimum of every 2 months to
ensure that Day Service
Providers are implementing
Behavior Support Plans as
written.
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The Program Director will receive
retraining to include ensuring that
when targeted behavior such as
elopement occurs an
investigation is completed to
assess if staff followed
consumers Behavior Support
Plan interventions as directed.
Based on the results of the
investigation the Program
Director will develop
recommendation as needed
regarding prevention of future
targeted behaviors.

The Program Director will receive
retraining on the need to ensure
Interdisciplinary Team meetings
are held as needed for
consumers once incidents of
targeted behaviors, such as
elopements, occur to determine if
staff followed consumers
Behavior Support Plans as
directed and determine if other
protective measures need to be
put into place or if any changes
need to be made to consumers
Behavior Support Plans.

Ongoing, the Program Director
will ensure that Interdisciplinary
Team meetings are held as
needed for consumers once
incidents of targeted behaviors,
such as elopements, occur to
determine if staff followed
consumers Behavior Support
Plans as directed and determine
if other protective measures need
to be put into place or if any
changes need to be made to
consumers Behavior Support
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Plans.

Addendum: All direct care staff
received additional retraining on
5/12/14 to include reviewing Client A
Behavior Support plan in detail
including ensuring that the police
are contacted within 10 minutes of
noticing or observing Client A
eloping from the group home;
implementing Client A BSP as written
including using agency approve PIA
techniques as needed to attempt to
prevent Client a from eloping;
implementing line of sight
supervision during waking hours and
15 minute checks at nighttime and
immediately implementing 1:1
staffing after Client A elopes until an
IDT can be held to discuss the
situation and determine if
additional protective measures need
to be put into place.

Client A is currently has increased
supervision of 1:1 staffing during
waking hours, including at day
placement, and 15 minute checks at
nighttime.

IDTs are being held regularly to
discuss Client A progress and
whether or not increased staffing
levels should continue to be
implemented.

The Behavior Specialist has been
visiting Client A more frequently to
attempt to get to know him better
so the Behavior plan can be updated
as needed to provide staff with
additional tools to assist Client A in
making progress toward his goals
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W000122 | 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on record review and interview, W000122 05/23/2014
the facility failed to meet the Condition 1-C”?”_t A and Client B’s
of Participation: Client Protections for 1 supervision [evels have been
. . increased at home during waking
of 4 sampled clients (A). The facility hours to monitor their interactions
failed to implement its policy and to more closely to prevent further
procedures to prevent neglect of client A incidents of elopement. Staff
regarding elopement behavior, and the completes 15 minute checks on
garding clop " Client A and Client B during
facility failed to develop and implement sleeping hours to monitor to
measures to prevent reoccurrence neglect make sure they are not
of client A regarding elopement behavior. attempting to elope. The Program
Director will receive retraining to
L . include ensuring that protective
Findings include: measures are immediately put
into place following incidents that
1. The facility failed to implement its involve adverse behaviors that
. ffect or have the potential to
olicy and procedures to prevent neglect e
p .y p . p g . affect other consumers in the
of client A regarding elopement behavior, group home. Program Director
and the facility failed to develop and will also be responsible for
implement measures to prevent holding IDTs as needed to
reoccurrence neglect of client A glscuss protective measures and
. . if any updates or changes to the
regarding elopement behavior. Please see BSPs need to be made. The
W149. Program Director and Regional
Quality Assurance Specialist will
2. The facility failed to develop and receive rqtrampg on cor.npletlr)g
ol thorough investigations including
implement measures to prf:vent ensuring that all parties related to
reoccurrence neglect of client A the incident or could be effected
regarding elopement behavior. Please see by the incident are interviewed,
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W157.

This federal tag relates to complaint
#IN00144956.

This deficiency was cited on 3/11/14. The
facility failed to implement a systemic
plan of correction to prevent
reoccurrence.

9-3-2(a)

designating who staff reported
injuries and/or allegations to and
ensuring all relevant documents,
including risk plan, behavior
support plans, medical reports,
daily support records, etc. are
reviewed so that a thorough
investigation can be completed.
All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
completed. All future
investigations will be reviewed for
thoroughness by the Area
Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made. The
Program Director and Regional
Quality Assurance Specialist will
receive retraining on
investigations including reporting
to the administrator or designee
the results within 5 work days and
also ensuring that all parties
related to the incident are
interviewed so that a thorough
investigation can be completed.
All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
completed. All future
investigations will be reviewed for
thoroughness by the Area
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Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made.

Client A and Client B Behavior
Support Plans have been
updated to include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

All Direct Care staff will receive
retraining to include a review of
Client A and B’s ISP, RMAP and
also updated Behavior Support
Plans which include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

Program Director will receive
retraining to include ensuring that
all Direct Care staff are trained on
all consumers initial and updated
Behavior Support Plans once
complete so they are aware of
which steps to use to monitor and
prevent targeted consumer
behaviors and which interventions
to use if targeted behaviors occur.
Ongoing the Program Director will
ensure that all staff are trained on
any initial and updated Behavior
Support Plans once complete so
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they are aware of which steps to
use to monitor and prevent
targeted consumer behaviors and
which interventions to use if
targeted behaviors occur. The
Program Director will provide the
Area Director will copies of the
staff training once complete to
ensure all staff are trained on
BSP updates.

Client A Day service provider has
received a copy of Client A
Behavior Support Plan. Client A
Day Service Provider has
received retraining on Client A
Behavior Support Plan especially
including the procedures for
keeping Client A in line of sight
supervision and ensuring that
staff are monitoring Client A
moods and behaviors to monitor
for signs that he might elope.
Program Director and Home
Manager will receive retraining to
include ensuring that all Day
Service Providers receive
retraining on any new or updated
Behavior Support Plans for all
clients.

Ongoing, the Home Manager
and/or Program Director will
ensure that all Day Service
Providers receive copies of all
consumers Behavior Support
Plans and receive retraining on
any new plans or updates to
current plans to ensure all
recommendations are being
implemented. Ongoing the Home
Manager and/or Program Director
will complete Day Service
observations for each client a
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minimum of every 2 months to
ensure that Day Service
Providers are implementing
Behavior Support Plans as
written.

The Program Director will receive
retraining to include ensuring that
when targeted behavior such as
elopement occurs an
investigation is completed to
assess if staff followed
consumers Behavior Support
Plan interventions as directed.
Based on the results of the
investigation the Program
Director will develop
recommendation as needed
regarding prevention of future
targeted behaviors.

The Program Director will receive
retraining on the need to ensure
Interdisciplinary Team meetings
are held as needed for
consumers once incidents of
targeted behaviors, such as
elopements, occur to determine if
staff followed consumers
Behavior Support Plans as
directed and determine if other
protective measures need to be
put into place or if any changes
need to be made to consumers
Behavior Support Plans.
Ongoing, the Program Director
will ensure that Interdisciplinary
Team meetings are held as
needed for consumers once
incidents of targeted behaviors,
such as elopements, occur to
determine if staff followed
consumers Behavior Support
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Plans as directed and determine
if other protective measures need
to be put into place or if any
changes need to be made to
consumers Behavior Support
Plans.

Responsible Party: Home
Manager, Program Director,
Behavior Specialist, Day Service
staff, Area Director

1.The Program Director and
Quality Assurance Specialist will
receive retraining on ensuring
that investigations are completed
for any incidents that may indicate
potential abuse, neglect or
mistreatment of clients has
occurred.
The Program Director and Quality
Assurance Specialist will receive
retraining on investigations
including reporting to the
administrator or designee the
results within 5 work days and
also ensuring that all parties
related to the incident are
interviewed so that a thorough
investigation can be completed.
The Area Director will track all
incidents for which ones require
an investigation. If an incident
requires an investigation, the
Area Director will track that
investigations are being
completed and being completed
within the 5 business day
guidelines. As it is getting close to
the 5 day mark, if the Area
Director has not received a
required investigation, the Area
Director will provide feedback to
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the Program Director and/or the
Quality Assurance Specialist to
inquire as to the status of the
investigation.

All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
completed. All future
investigations will be reviewed for
thoroughness by the Area
Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made.
Responsible Party: Program
Director, Regional Quality
Assurance Specialist, Area
Director.

1.The Program Director and
Quality Assurance Specialist will
receive retraining on
investigations including reporting
to the administrator or designee
the results within 5 work days and
also ensuring that all parties
related to the incident are
interviewed so that a thorough
investigation can be completed.

All future incident reports will be
reviewed by the Area Director and
Regional Quality Assurance
Specialist to determine if an
investigation needs to be
completed. All future
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investigations will be reviewed for
thoroughness by the Area
Director and Regional Quality
Assurance Specialist. If the
investigations are not thorough
enough the Regional Quality
Assurance Specialist will provide
immediate feedback to the
Program Director and necessary
changes will be made.

Responsible Party: Home
Manager, Program Director,
Regional Quality Assurance
Specialist, Area Director.

1.Client A and Client B Behavior
Support Plans have been
updated to include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.
All Direct Care staff will receive
retraining to include a review of
Client A and B’s ISP, RMAP and
also updated Behavior Support
Plans which include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.
Program Director will receive
retraining to include ensuring that
all Direct Care staff are trained on
all consumers initial and updated
Behavior Support Plans once
complete so they are aware of
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which steps to use to monitor and
prevent targeted consumer
behaviors and which interventions
to use if targeted behaviors occur.
Ongoing the Program Director will
ensure that all staff are trained on
any initial and updated Behavior
Support Plans once complete so
they are aware of which steps to
use to monitor and prevent
targeted consumer behaviors and
which interventions to use if
targeted behaviors occur. The
Program Director will provide the
Area Director will copies of the
staff training once complete to
ensure all staff are trained on
BSP updates.

Client A Day service provider has
received a copy of Client A
Behavior Support Plan. Client A
Day Service Provider has
received retraining on Client A
Behavior Support Plan especially
including the procedures for
keeping Client A in line of sight
supervision and ensuring that
staff are monitoring Client A
moods and behaviors to monitor
for signs that he might elope.
Program Director and Home
Manager will receive retraining to
include ensuring that all Day
Service Providers receive
retraining on any new or updated
Behavior Support Plans for all
clients.

Ongoing, the Home Manager
and/or Program Director will
ensure that all Day Service
Providers receive copies of all
consumers Behavior Support
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Plans and receive retraining on
any new plans or updates to
current plans to ensure all
recommendations are being
implemented. Ongoing the Home
Manager and/or Program Director
will complete Day Service
observations for each client a
minimum of every 2 months to
ensure that Day Service
Providers are implementing
Behavior Support Plans as
written.

The Program Director will receive
retraining to include ensuring that
when targeted behavior such as
elopement occurs an
investigation is completed to
assess if staff followed
consumers Behavior Support
Plan interventions as directed.
Based on the results of the
investigation the Program
Director will develop
recommendation as needed
regarding prevention of future
targeted behaviors.

The Program Director will receive
retraining on the need to ensure
Interdisciplinary Team meetings
are held as needed for
consumers once incidents of
targeted behaviors, such as
elopements, occur to determine if
staff followed consumers
Behavior Support Plans as
directed and determine if other
protective measures need to be
put into place or if any changes
need to be made to consumers
Behavior Support Plans.
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Ongoing, the Program Director
will ensure that Interdisciplinary
Team meetings are held as
needed for consumers once
incidents of targeted behaviors,
such as elopements, occur to
determine if staff followed
consumers Behavior Support
Plans as directed and determine

if other protective measures need

to be put into place or if any
changes need to be made to
consumers Behavior Support
Plans.

Addendum: All direct care staff
received additional retraining on
5/12/14 to include reviewing Client A
Behavior Support plan in detail
including ensuring that the police
are contacted within 10 minutes of
noticing or observing Client A
eloping from the group home;
implementing Client A BSP as written
including using agency approve PIA
techniques as needed to attempt to
prevent Client a from eloping;
implementing line of sight
supervision during waking hours and
15 minute checks at nighttime and
immediately implementing 1:1
staffing after Client A elopes until an
IDT can be held to discuss the
situation and determine if
additional protective measures need
to be put into place.

Client A is currently has increased
supervision of 1:1 staffing during
waking hours, including at day
placement, and 15 minute checks at
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nighttime.
IDTs are being held regularly to
discuss Client A progress and
whether or not increased staffing
levels should continue to be
implemented.
The Behavior Specialist has been
visiting Client A more frequently to
attempt to get to know him better
so the Behavior plan can be updated
as needed to provide staff with
additional tools to assist Client A in
making progress toward his goals
and objectives.
Responsible Party: Home
Manager, Program Director,
Behavior Specialist, Day Service
staff, Area Director
WO000149 | 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 05/23/2014
1 of 1 allegations of abuse, neglect, Client A and Client B's
. . .. supervision levels have been
mistreatment, exploitation and injuries of ; ; :
. . . increased at home during waking
unknown origin reviewed, the facility hours to monitor their interactions
failed to implement its policy and to more closely to prevent further
procedures to prevent neglect of client A incidents of elopement. Staff
regarding elopement behavior, and the co.mpletes 15 minute chepks on
. . . Client A and Client B during
facility failed to develop and implement sleeping hours to monitor to
measures to prevent reoccurrence neglect make sure they are not
of client A regarding elopement behavior. attempting to elope. The Program
Director will receive retraining to
o . include ensuring that protective
Findings include: measures are immediately put
into place following incidents that
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The facility's BDDS (Bureau of involve adverse behaviors that
Developmental Disabilities Services) effect or have the poten.t|al to
. L. K affect other consumers in the
reports and investigations were reviewed group home. Program Director
on 4/22/14 at 2:30 PM. The review will also be responsible for
indicated the following: holding IDTs as needed to
discuss protective measures and
Lo if any updates or changes to the
—BDPS report dated.4/20/14 indicated, BSPs need to be made. The
"[Client A] was getting ready to have a Program Director and Regional
snack with the rest of his housemates at Quality Assurance Specialist will
about 2:30 PM. All of the sudden the :Ece"’e rr]e,“a'“'?g ‘:_” Comp'let(;f‘g
. orough investigations including
staf.‘f heard'the door alarms going off and ensuring that all parties related to
noticed [client A] was gone. Staff the incident or could be effected
immediately went outside and attempted by the incident are interviewed,
to follow him. [Client A] continued to designating who staff reported
dth 1 oht of hi injuries and/or allegations to and
run away and the staff lost sight of him. ensuring all relevant documents,
Staff and [HM #1 (Home Manager)] including risk plan, behavior
continued to attempt to look for him. support plans, medical reports,
When he could not be located the police daily support records, etc. are
lled. When th li 1d not reviewed so that a thorough
were ca. ed. en ) e- PO lce could no investigation can be completed.
locate him after the initial search, they Al future incident reports will be
felt it was necessary to issue an AMBER reviewed by the Area Director and
(America's Missing Broadcast geg'c_’nl‘f‘“tcguzl'? As§ur§:ce
pecialist to determine if an
Emergency R.espons'e) Ale'rt.'Staff. investigation needs to be
cooperated with police assisting with the completed. Al future
search. [Client A] was located investigations will be reviewed for
approximately 7:30 PM. When EMTs thoroughness by the Area
(E Medical Technicians) Director and Regional Quality
mergency e.: 1ca ?C B Assurance Specialist. If the
evaluated him, it was discovered that investigations are not thorough
[client A] had large blisters on both of his enough the Regional Quality
feet due to him wearing slippers when he Assurance Specialist will provide
. immediate feedback to the
eloped. [Client A] was taken to the :
) Program Director and necessary
emergency room for evaluation. At the changes will be made. The
hospital his feet were looked at, his feet Program Director and Regional
were cleaned and first aid and bandages Quality Assurance Specialist will
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applied. [Client A] was released back to receive retraining on .
the group home. Plan to Resolve: [Client |nvest|gat|9n§ including reportmg
K X to the administrator or designee
A] will be assigned one to one staffing the results within 5 work days and
(specialized supervision) during waking also ensuring that all parties
hours until further notice and an IDT related to the incident are
(Interdisciplinary Team) meeting can be mterwgwgd so that a thorough
held | hi sion levels. A investigation can be completed.
eld to evaluate lus supervision levels. At All future incident reports will be
night time, staff will complete 15 minute reviewed by the Area Director and
checks. Staff and program nurse will Regional Quality Assurance
continue to monitor the blisters on [client .Spe0|:.:1llst. to determine if an
A's] feet and conti " Iy first aid investigation needs to be
s] feet an cgn inue to app y. irst aid as completed. All future
needed. Behavior consultant will be investigations will be reviewed for
notified and an IDT will be held to thoroughness by the Area
determine if changes to his BSP Director and Regional Quality
Behavior S Pl dtob Assurance Specialist. If the
(Behavior Support Plan) need to be investigations are not thorough
made." enough the Regional Quality
Assurance Specialist will provide
Client A's record was reviewed on Il;nmedlateD feec:back c:o the
i . , rogram Director and necessary
4/22/14- at.5.20 PM. Client A s BSP dated changes will be made.
3/6/14 indicated the following: Client A and Client B Behavior
Support Plans have been
-"Staff should be aware of [client A's] ulpdated tct> anr:udg adc:lressTg. "
. . elopement behaviors, line of sig
whereabouts at all times. [Client A] does supervision, staff interventions for
not currently have one to one staffing, preventing elopement from the
however, in the event that he should home and procedures for what to
elope and two or more staff are available, :o if Client A or B elopes from the
. ome.
staff sl%o'uld then 1mp1e@ent one to one All Direct Care staff will receive
SquI‘VISlOIl to ensure hlS Safe I‘etul‘n." retraining to include a review of
Client A and B’s ISP, RMAP and
-"This program permits the use of the also updated Behavior Support
minimum level of physical guidance Plans which include addressing
phy g ) elopement behaviors, line of sight
necessary to stop or prevent vacating. supervision, staff interventions for
Considering [client A's] history of preventing elopement from the
self-endangering vacating, physical home and procedures for what to
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intervention may be used to prevent do if Client A or B elopes from the
vacating." home. . . .
Program Director will receive
retraining to include ensuring that
-"The physical intervention must start at a all Direct Care staff are trained on
level of minimal restrictiveness but may all consumers initial and updated
increase if [client A] struggles to avoid it. Behavior Support Plans once
Usi d techni - staff complete so they are aware of
SIng agency appr.O\{e techniques; sta which steps to use to monitor and
would apply the minimum amount of prevent targeted consumer
physical guidance needed to control the behaviors and which interventions
attempt to vacate." to useT if targeted behaw'ors occu.r.
Ongoing the Program Director will
ensure that all staff are trained on
-"Responding to Elopement: Staff should any initial and updated Behavior
implement the following steps regarding Support Plans once complete so
vacating: they are aV\{are of which steps to
use to monitor and prevent
) ) ) targeted consumer behaviors and
1. If staff suspects [client A] is getting which interventions to use if
agitated and his behavior may escalate, targeted behaviors occur. The
attempt to redirect [client A] to an Program Director will provide the
HVity | th fthe h that Area Director will copies of the
activity in ano .er arca ot the ous.e a staff training once complete to
does not have direct access to outside the ensure all staff are trained on
home. BSP updates.
Client A Day service provider has
. . received a copy of Client A
2. If staff observes. [client A] attemptlr'lg Behavior Support Plan, Client A
to leave, prompt him to stop and remain Day Service Provider has
within the program area. If [client A] received retraining on Client A
does as requested, resume the ongoing .Behavllor Support Plan especially
tivity with no furth ¢ including the procedures for
activity with no turther comment. keeping Client A in line of sight
supervision and ensuring that
3. If staff observes [client A] attempting staff are monitoring Client A
to leave and he ignores the prompt to moods and behaviors to monitor
stop, the staff should use agenc for signs that he might elope.
P, o g. y Program Director and Home
approved physical intervention Manager will receive retraining to
techniques to prevent [client A] from include ensuring that all Day
leaving home. Service Providers receive
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retraining on any new or updated
4. If staff is unable to stop [client A] and S?ehnat:'or Support Plans for all
he leaves anyway, the one-on-one staff Ongoing, the Home Manager
member responsible for his program must and/or Program Director will
exit with him and stay with him to ensure that all Day Service
protect him from danger. Due to [client Providers receive copies of all
A's] £ he 1 . fhis h consumers Behavior Support
s] ?St Pature, the location of his home, Plans and receive retraining on
and his history of property damage when any new plans or updates to
he vacates, the one-on-one staff member current plans to ensure all
should use agency approved physical !'ecommendatlons are being
. . hni lient A implemented. Ongoing the Home
intervention techniques to stop [client A]. Manager and/or Program Director
Staff should attempt to keep [client A] will complete Day Service
away from the road, other homes, observations for each client a
property, and/or vehicles minimum of every 2 months to
’ ensure that Day Service
) o Providers are implementing
Sa. If necessary, and if additional staff are Behavior Support Plans as
available, a second staff member should written.
exit the home and assist the one-on-one The Program Director will receive
taff retraining to include ensuring that
stall. when targeted behavior such as
elopement occurs an
5b. If [client A] and the one-on-one staff investigation is completed to
are in eyesight, the additional staff assess if staff followed
ber should assist on foot consumers Behavior Support
member should assist on 100t. Plan interventions as directed.
Based on the results of the
5c. If [client A] and the one-on-one staff investigation the Program
are out of eyesight, the additional staff Director Wllclj dtgvelop dod
. recommendation as neede
sbould use the van to find .[cllent Al and regarding prevention of future
his one-on-one staff to assist. targeted behaviors.
5d. If at any time [client A] has vacated The ProgramtEirecto; will receive
. . retraining on the need to ensure
and two or more staff are available and in ning © Su
) Interdisciplinary Team meetings
[client A's] reach they should use agency are held as needed for
approved physical intervention consumers once incidents of
techniques to stop [client A]. targeted behaviors, such as
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elopements, occur to determine if
6. When [client A] is contained, escort tha;f fqllov;ed co:[s;lmers
. ) i ehavior Support Plans as
him to a safe location and keep him under directed and determine if other
observation until you are sure he will not protective measures need to be
vacate again. Limit conversation with put into place or if any changes
[client A] for ten minutes need to be made to consumers
Behavior Support Plans.
7. If you are unable to catch up with Ongoing, the Program Director
[client A] after ten minutes, contact the will ensure that Interdisciplinary
on-call supervisor for further instructions. Team meetings are held as
needed for consumers once
' incidents of targeted behaviors,
8. If you do not see [cllent A] leave the such as e|opements’ occur to
area, contact the on-call supervisor as determine if staff followed
soon as you notice he is gone and initiate consumers Behavior Support
h dures: (If at it Telient Plans as directed and determine
seal"c proce ur.es, ( 2.1 an}{ pom [C 1en if other protective measures need
A] is no longer in eyesight, immediately to be put into place or if any
contact 911 and the on-call supervisor.)" changes need to be made to
consumers Behavior Support
. . . Plans.
AD (Area Director) #1 was interviewed
on 4/22/14 at 2:15 PM. AD #1 indicated Addendum: All direct care staff
client A had vacated the group home on received additional retraining on
4/19/14. AD #1 indicated client A's 5/12/14 to include reviewing Client A
physical location was unknown from Behavior Support plan in detail
2:30 PM through 7:30 PM on 4/19/14 including ensuring that the police
) L ’ ’ are contacted within 10 minutes of
AD #1 indicated local law enforcement . N
o noticing or observing Client A
had initiated an AMBER alert and eloping from the group home;
mobilized a multi agency response implementing Client A BSP as written
command center at a school located near including using agency approve PIA
the group home. AD #1 stated "They techniques as needed to attempt to
. 9
: t Client loping;
found him around 16th and Senate ’? reven '?n af rom e opIng
4 " implementing line of sight
owntown. supervision during waking hours and
15 minute checks at nighttime and
The facility's Plan of Correction (POC) immediately implementing 1:1
dated 4/10/14 was reviewed on 4/22/14 at staffing after Client A elopes until an
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2:00 PM. The 4/10/14 POC indicated, IDT can be held to discuss the
"[Client A]... Behavior Support Plan... situation and determine if
. . additional protective measures need
updated to include addressing elopement p
behavi i £ sicht L. taff to be put into place.
) © av10r§, 1ne of Sig Sl'lperVISIOH, sta Client A is currently has increased
interventions for preventing elopement supervision of 1:1 staffing during
from the home and procedures for what waking hours, including at day
to do if [Client A]... elopes from the placement, and 15 minute checks at
home. All direct care staff will receive nighttime.
. . . . IDTs are being held regularly t
retraining to include a review of [client ] sare _emg elaregulariy to
A ISP (Individual S Pl discuss Client A progress and
S] ( ndividual Suppo an)’ whether or not increased staffing
RMAP (Risk Management Assessment levels should continue to be
Plan) and also updated BSP which implemented.
included addressing elopement behaviors, The Behavior Specialist has been
line of sight supervision, staff visiting Client A more frequently to
. . . attempt to get to know him better
interventions for preventing elopement
f he h d d f h so the Behavior plan can be updated
rom t © 9me and procedures for what as needed to provide staff with
to do if [Chent A] elopes from the additional tools to assist Client A in
home. Program director will receive making progress toward his goals
retraining to include ensuring that all and objectives.
Direct care staff are trained on all R ble Partv: H
. esponsible Party: Home
consumers initial and updated BSPs once Manager, Program Director,
complete so they are aware of which Behavior Specialist, Day Service
steps to use to monitor and prevent staff, Area Director
targeted consumer behaviors and which
interventions to use if targeted behaviors
occur. Ongoing the Program Director will
ensure that all staff are trained on an
initial and updated BSPs once complete
so they are aware of which steps to use to
monitor and prevent targeted consumers
behaviors and which interventions to use
if targeted behaviors occur."
The facility conducted a phone
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conference call with BDDS on 4/22/14 at
3:00 PM. AD #1, QAC (Quality
Assurance Coordinator) #1 and RD
(Regional Director ) #1 were present at
the time of the conference call with
BDDS regarding client A's 4/19/14
elopement. When asked if facility staff
had implemented client A's elopement
protocol as written in his BSP, QAC #1
stated, "The only thing they didn't do was
call the police. [HM #1] waited about an
hour after she had searched and then
notified the police." When asked if
waiting an hour after client A had evaded
supervision/staff's sight was protocol, AD
#1 stated, "No, they should search for 10
minutes then call the police." AD #1
indicated client A had been out of staff's
sight for one hour prior to HM #1
notifying law enforcement for assistance.
AD #1 indicated client A's BSP dated
3/6/14 was not implemented regarding
client A's 4/19/14 elopement.

HM #1 was interviewed on 4/22/14 at
4:40 PM. HM #1 indicated she had been
notified of client A's elopement on
4/19/14 and assisted facility staff in
searching areas near the group home.
When asked if police were notified of
client A's elopement, HM #1 stated,
"Yes, I called them about an hour after
searching."
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DSP (Direct Support Professional) #1
was interviewed on 4/22/14 at 5:15 PM.
When asked if he had received training
regarding client A's 3/6/14 BSP, DSP #1
stated, "Yes." When asked to describe
how he would react/respond to client A
in an attempt to elope from the group
home front door, DSP #1 stated, "I would
try to redirect him. I would probably just
try to walk beside him." When asked if
he would use agency approved physical
management techniques to prevent client
A from physically leaving the group
home, DSP #1 stated, "No, I don't think
so. I would just redirect, try to talk to him
and then follow him."

PD (Program Director) #1 was
interviewed on 4/22/14 at 5:20 PM. PD
#1 stated, "I think [DSP #1] was
confused, if we ask him specifically
about when to use the PIA (Physical
Intervention Alternatives) he may know
then." PD #1 then asked DSP #1 "When
would you use the PIA if [client A] was
eloping?" DSP #1 replied, "I think I
would redirect him. I would try to talk to
him. Then maybe go outside with him."
DSP #1 indicated he would not utilize
PIA techniques to prevent client A from
eloping from the group home. DSP #1
was not able to describe client A's BSP
protocol regarding the targeted behavior
of elopement. PD #1 stated, "They were
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all just retrained on [client A's] BSP.
Some of them were saying that maybe we
shouldn't use the PIA. I think I will need
to clarify with the staff that they can use
PIA to prevent him, [client A], from
leaving."

RD #1 was interviewed on 4/23/14 at
11:05 AM. RD #1 indicated the facility's
abuse and neglect policy should be
implemented. RD #1 indicated failure to
provide appropriate supervision, care or
training was neglect. RD #1 indicated
facility staff should implement client A's
BSP as written. RD #1 indicated the
facility should develop and implement
measures to prevent reoccurrence neglect
of client A regarding elopement behavior.

The facility's policy and procedures were
reviewed on 4/23/14 at 9:00 AM. The
facility's April 2011 policy and procedure
entitled Quality Risk Management
indicated, "C. Indiana Mentor is
committed to ensuring the individuals we
serve are provided with a safe and quality
living environment. In order to ensure the
highest standard of service delivery
specific staff will be assigned to the
monitoring and review of Quality
Assurance. These staff will assist in
providing IST (Individual Support
Teams) with corporate supports,
recommendations and recourses for
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incident management and will review the
effectiveness of the recommendations."
The facility's April 2011 policy and
procedure entitled Quality Risk
Management indicated, "4. A service
delivery site that compromises the health
and safety of an individual while the
individual is receiving services from the
following causes:..(c.) Elopement of an
individual that results in evasion of
required supervision as described in the
ISP for health and welfare; (d.) Missing
person when an individual wanders away
and no one knows where they are... (f.)
Event with the potential for causing
significant harm or injury and requiring
medical or psychiatric treatments or
services to or for an individual receiving
services;...; (p.) Inadequate staff support
for an individual, including inadequate
supervision, with the potential (1)
Significant harm or injury to an
individual; or (2) death of individual."

This federal tag relates to complaint
#IN00144956.

This deficiency was cited on 3/11/14. The
facility failed to implement a systemic
plan of correction to prevent
reoccurrence.

9-3-2(a)
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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 W000157 Client A and Client B Behavior 05/23/2014
1 of 1 allegations of abuse, neglect, Support Plans have been
. . . updated to include addressing
mistreatment and exploitation reviewed, ) . .
. . elopement behaviors, line of sight
the facility failed to develop and supervision, staff interventions for
implement measures to prevent preventing elopement from the
reoccurrence of neglect of client A home and procedures for what to
. . do if Client A or B elopes from the
regarding elopement behavior. home
All Direct Care staff will receive
Findings include: retraining to include a review of
Client A and B’s ISP, RMAP and
The facility's BDDS (Bureau of also updated Behavior Support
. . Plans which include addressing
Developmental Disabilities Services) elopement behaviors, line of sight
reports and investigations were reviewed supervision, staff interventions for
on 4/22/14 at 2:30 PM. The review preventing elopement from the
T . home and procedures for what to
indicated the following:
& do if Client A or B elopes from the
home.
-BDDS report dated 4/20/14 indicated, Program Director will receive
"[Client A] was getting ready to have a retraining to include ensuring that
snack with the rest of his housemates at all Direct Care ,St,a!ﬁ are trained on
) all consumers initial and updated
about 2:30 PM. All of the sudden the Behavior Support Plans once
staff heard the door alarms going off and complete so they are aware of
noticed [client A] was gone. Staff which steps to use to monitor and
immediately went outside and attempted preveqt targeted consumer
follow hi T . behaviors and which interventions
to follow him. [Client A] coTltmued t.o to use if targeted behaviors occur.
run away and the staff lost sight of him. Ongoing the Program Director will
Staff and [HM #1 (Home Manager)] ensure that all staff are trained on
continued to attempt to look for him. gny |n|’;|tallj;and updated Belh?wor
) upport Plans once complete so
When he could not be loc§ted the police they are aware of which steps to
were called. When the police could not use to monitor and prevent
locate him after the initial search, they targeted consumer behaviors and
felt it was necessary to issue an AMBER which interventions to use if
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(America's Missing Broadcast targeted behaviors occur. The
Emergency Response) Alert. Staff Program Dlrectgr will .prowde the
. . L. . Area Director will copies of the
cooperated.wrfh police assisting with the staff training once complete to
search. [Client A] was located ensure all staff are trained on
approximately 7:30 PM. When EMTs BSP updates.
(Emergency Medical Technicians) Cl|er.1t A Day service prowder has
| d him. i di dth received a copy of Client A
evaluated him, 1t was discovered that Behavior Support Plan. Client A
[client A] had large blisters on both of his Day Service Provider has
feet due to him wearing slippers when he received retraining on Client A
eloped. [Client A] was taken to the Behavior Support Plan especially
& luati At th including the procedures for
emergency room for evaluation. At the keeping Client A in line of sight
hospital his feet were looked at, his feet supervision and ensuring that
were cleaned and first aid and bandages staff are monitoring Client A
applied. [Client A] was released back to moods and behaviors to monitor
h h Pl Resolve: [Cli for signs that he might elope.
the gljoup ome. an to Resolve: [Client Program Director and Home
A] will be assigned one to one staffing Manager will receive retraining to
(specialized supervision) during waking include ensuring that all Day
hours until further notice and an IDT Service Providers receive
Interdiscioli T ti b retraining on any new or updated
(Interdiscip 1nary. eam) rn.e? 1ng can be Behavior Support Plans for all
held to evaluate his supervision levels. At clients.
night time, staff will complete 15 minute Ongoing, the Home Manager
checks. Staff and program nurse will and/or Program Director will
ti " itor the blist lient ensure that all Day Service
continue o mont 9r e blisters on [c '1en Providers receive copies of all
A's] feet and continue to apply first aid as consumers Behavior Support
needed. Behavior consultant will be Plans and receive retraining on
notified and an IDT will be held to any new lp'ani or Updatefl to
. . current plans to ensure a
determl.ne if changes to his BSP recommendations are being
(Behavior Support Plan) need to be implemented. Ongoing the Home
made." Manager and/or Program Director
will complete Day Service
. . ti f h client
Client A's record was reviewed on opsgrva fons for each client a
) minimum of every 2 months to
3/6/14 indicated the following: Providers are implementing
Behavior Support Plans as
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-"Staff should be aware of [client A's] written. _ _ .
whereabouts at all times. [Client A] does The I.Dr.ograrr? Director will receive
v h - retraining to include ensuring that
not currently have one to one stailing, when targeted behavior such as
however, in the event that he should elopement occurs an
elope and two or more staff are available, investigation is completed to
staff should then implement one to one assess if staff follqwed
. . " consumers Behavior Support
supervision to ensure his safe return. Plan interventions as directed.
Based on the results of the
-"This program permits the use of the investigation the Program
minimum level of physical guidance Director will develop
. recommendation as needed
neces.sar}f to stop or prevept vacating. regarding prevention of future
Considering [client A's] history of targeted behaviors.
self-endangering vacating, physical
intervention may be used to prevent The Program Director will receive
ting." retraining on the need to ensure
vacating. Interdisciplinary Team meetings
are held as needed for
-"The physical intervention must start at a consumers once incidents of
level of minimal restrictiveness but may targeted behaviors, suchas
. Flelient AT st les t dit elopements, occur to determine if
1nc.rease if [client A] strugg e§ 0 avoid it. staff followed consumers
Using agency approved techniques; staff Behavior Support Plans as
would apply the minimum amount of directed and determine if other
physical guidance needed to control the protective measures need to be
" . to." put into place or if any changes
attempt fo vacate. need to be made to consumers
Behavior Support Plans.
-"Responding to Elopement: Staff should
implement the following steps regarding Ongoing, the Program Director
acating: will ensure that Interdisciplinary
vacating. Team meetings are held as
needed for consumers once
1. If staff suspects [client A] is getting incidents of targeted behaviors,
agitated and his behavior may escalate, such as elopements, occur to
. . determine if staff followed
attempt to redirect [client A] to an .
S consumers Behavior Support
activity in another area of the house that Plans as directed and determine
does not have direct access to outside the if other protective measures need
home. to be put into place or if any
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: EJ7712 Facility ID: 000932 If continuation sheet Page 40 of 58




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

PRINTED: 05/27/2014
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
15G418 . WING 04/25/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5105 N GUION RD
REM-INDIANA INC INDIANAPOLIS, IN 46254
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID . X . (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
changes need to be made to
2. If staff observes [client A] attempting (;clmsumers Behavior Support
. . ans.
to.le?we, prompt him to stop ar.ld remain Addendum: All direct care staff
within the program area. If [Chent A] received additional retraining on
does as requested, resume the ongoing 5/12/14 to include reviewing Client A
activity with no further comment. Behavior Support plan in detail
including ensuring that the police
. . are contacted within 10 minutes o,
3. If staff observes [client A] attempting . o f
1 dhei h noticing or observing Client A
to leave and he i1gnores the prompt to eloping from the group home;
stop, the staff should use agency implementing Client A BSP as written
approved physical intervention including using agency approve PIA
techniques to prevent [client A] from techniques as needed to attempt to
leaving home prevent Client a from eloping;
implementing line of sight
4 If staffi bl T A d supervision during waking hours and
- I statl 1s unable to stop [C lent ] an 15 minute checks at nighttime and
he leaves anyway, the one-on-one staff immediately implementing 1:1
member responsible for his program must staffing after Client A elopes until an
exit with him and stay with him to IDT can be held to discuss the
protect him from danger. Due to [client situation and determine if
. . additional protective measures need
A's] fast nature, the location of his home, ,p
his hi £ h to be put into place.
and his istory of property damage when Client A is currently has increased
he vacates, the one-on-one staff member supervision of 1:1 staffing during
should use agency approved physical waking hours, including at day
intervention techniques to stop [client A]. placement, and 15 minute checks at
Staff should attempt to keep [client A] nighttime.
IDTs are being held regularly to
away from the road, other homes, i ; 9 guiarly
. discuss Client A progress and
property, and/or vehicles. whether or not increased staffing
levels should continue to be
Sa. If necessary, and if additional staff are implemented.
available, a second staff member should The Behavior Specialist has been
exit the home and assist the one-on-one visiting Client A more frequently to
attempt to get to know him better
staff. i
so the Behavior plan can be updated
as needed to provide staff with
5b. If [client A] and the one-on-one staff additional tools to assist Client A in
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are in eyesight, the additional staff
member should assist on foot.

Sc. If [client A] and the one-on-one staff
are out of eyesight, the additional staff
should use the van to find [client A] and
his one-on-one staff to assist.

5d. If at any time [client A] has vacated
and two or more staff are available and in
[client A's] reach they should use agency
approved physical intervention
techniques to stop [client A].

6. When [client A] is contained, escort
him to a safe location and keep him under
observation until you are sure he will not
vacate again. Limit conversation with
[client A] for ten minutes.

7. If you are unable to catch up with
[client A] after ten minutes, contact the
on-call supervisor for further instructions.

8. If you do not see [client A] leave the
area, contact the on-call supervisor as
soon as you notice he is gone and initiate
search procedures; (If at any point [client
A] is no longer in eyesight, immediately
contact 911 and the on-call supervisor.)"

The facility's Plan of Correction (POC)
dated 4/10/14 was reviewed on 4/22/14 at
2:00 PM. The 4/10/14 POC indicated,

making progress toward his goals

and objectives.

Responsible Party: Home
Manager, Program Director,
Behavior Specialist, Day Service
staff, Area Director
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"[Client A]... Behavior Support Plan...
updated to include addressing elopement
behaviors, line of sight supervision, staff
interventions for preventing elopement
from the home and procedures for what
to do if [Client A]... elopes from the
home. All direct care staff will receive
retraining to include a review of [client
A's]... ISP (Individual Support Plan),
RMAP (Risk Management Assessment
Plan) and also updated BSP which
included addressing elopement behaviors,
line of sight supervision, staff
interventions for preventing elopement
from the home and procedures for what
to do if [client A]... elopes from the
home. Program director will receive
retraining to include ensuring that all
Direct care staff are trained on all
consumers initial and updated BSPs once
complete so they are aware of which
steps to use to monitor and prevent
targeted consumer behaviors and which
interventions to use if targeted behaviors
occur. Ongoing the Program Director will
ensure that all staff are trained on an
initial and updated BSPs once complete
so they are aware of which steps to use to
monitor and prevent targeted consumers
behaviors and which interventions to use
if targeted behaviors occur."

The facility conducted a phone
conference call with BDDS on 4/22/14 at
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3:00 PM. AD #1, QAC (Quality
Assurance Coordinator) #1 and RD
(Regional Director ) #1 were present at
the time of the conference call with
BDDS regarding client A's 4/19/14
elopement. When asked if facility staff
had implemented client A's elopement
protocol as written in his BSP, QAC #1
stated, "The only thing they didn't do was
call the police. [HM #1] waited about an
hour after she had searched and then
notified the police." When asked if
waiting an hour after client A had evaded
supervision/staff's sight was protocol, AD
#1 stated, "No, they should search for 10
minutes then call the police." AD #1
indicated client A had been out of staff's
sight for one hour prior to HM #1
notifying law enforcement for assistance.
AD #1 indicated client A's BSP dated
3/6/14 was not implemented regarding
client A's 4/19/14 elopement.

HM #1 was interviewed on 4/22/14 at
4:40 PM. HM #1 indicated she had been
notified of client A's elopement on
4/19/14 and assisted facility staff in
searching areas near the group home.
When asked if police were notified of
client A's elopement, HM #1 stated,
"Yes, I called them about an hour after
searching."

DSP (Direct Support Professional) #1
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was interviewed on 4/22/14 at 5:15 PM.
When asked if he had received training
regarding client A's 3/6/14 BSP, DSP #1
stated, "Yes." When asked to describe
how he would react/respond to client A
in an attempt to elope from the group
home front door, DSP #1 stated, "I would
try to redirect him. I would probably just
try to walk beside him." When asked if
he would use agency approved physical
management techniques to prevent client
A from physically leaving the group
home, DSP #1 stated, "No, I don't think
so. I would just redirect, try to talk to him
and then follow him."

PD (Program Director) #1 was
interviewed on 4/22/14 at 5:20 PM. PD
#1 stated, "I think [DSP #1] was
confused, if we ask him specifically
about when to use the PIA (Physical
Intervention Alternatives) he may know
then." PD #1 then asked DSP #1 "When
would you use the PIA if [client A] was
eloping?" DSP #1 replied, "I think I
would redirect him. I would try to talk to
him. Then maybe go outside with him."
DSP #1 indicated he would not utilize
PIA techniques to prevent client A from
eloping from the group home. DSP #1
was not able to describe client A's BSP
protocol regarding the targeted behavior
of elopement. PD #1 stated, "They were
all just retrained on [client A's] BSP.
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Some of them were saying that maybe we
shouldn't use the PIA. I think I will need
to clarify with the staff that they can use
PIA to prevent him, [client A], from
leaving."
This federal tag relates to complaint
#IN00144956.
This deficiency was cited on 3/11/14. The
facility failed to implement a systemic
plan of correction to prevent
reoccurrence.
9-3-2(a)
WO000159 | 483.430(a)
QUALIFIED MENTAL RETARDATION
PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based on record review and interview for WO000159 Client A and Client B Behavior 05/23/2014
1 of 4 sampled clients (A), the QIDP Support P'?”S have been _
(Qualified Intellectual Disabilities updated o include addressing
) . elopement behaviors, line of sight
Professional)/PD (Program Director) supervision, staff interventions for
failed to monitor, coordinate and preventing elopement from the
integrate each client's active treatment home and procedures for what to
.1 P do if Client A or B elopes from the
program by failing to ensure facility staff home
were trained to work with client A. All Dir.ect Care staff will receive
retraining to include a review of
Findings include: Client A and B’s ISP, RMAP and
also updated Behavior Support
. . Plans which include addressing
The QIDP/PD failed to monitor, elopement behaviors, line of sight
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coordinate and integrate each client's
active treatment program by failing to
ensure facility staff were trained to work
with client A. Please see W189.

This federal tag relates to complaint
#IN00144956.

This deficiency was cited on 3/11/14. The
facility failed to implement a systemic
plan of correction to prevent
reoccurrence.

9-3-3(a)

supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

Program Director will receive
retraining to include ensuring that
all Direct Care staff are trained on
all consumers initial and updated
Behavior Support Plans once
complete so they are aware of
which steps to use to monitor and
prevent targeted consumer
behaviors and which interventions
to use if targeted behaviors occur.
Ongoing the Program Director will
ensure that all staff are trained on
any initial and updated Behavior
Support Plans once complete so
they are aware of which steps to
use to monitor and prevent
targeted consumer behaviors and
which interventions to use if
targeted behaviors occur. The
Program Director will provide the
Area Director will copies of the
staff training once complete to
ensure all staff are trained on
BSP updates.

Client A Day service provider has
received a copy of Client A
Behavior Support Plan. Client A
Day Service Provider has
received retraining on Client A
Behavior Support Plan especially
including the procedures for
keeping Client A in line of sight
supervision and ensuring that
staff are monitoring Client A
moods and behaviors to monitor
for signs that he might elope.
Program Director and Home
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Manager will receive retraining to
include ensuring that all Day
Service Providers receive
retraining on any new or updated
Behavior Support Plans for all
clients.

Ongoing, the Home Manager
and/or Program Director will
ensure that all Day Service
Providers receive copies of all
consumers Behavior Support
Plans and receive retraining on
any new plans or updates to
current plans to ensure all
recommendations are being
implemented. Ongoing the Home
Manager and/or Program Director
will complete Day Service
observations for each client a
minimum of every 2 months to
ensure that Day Service
Providers are implementing
Behavior Support Plans as
written.

The Program Director will receive
retraining to include ensuring that
when targeted behavior such as
elopement occurs an
investigation is completed to
assess if staff followed
consumers Behavior Support
Plan interventions as directed.
Based on the results of the
investigation the Program
Director will develop
recommendation as needed
regarding prevention of future
targeted behaviors.

Addendum: All direct care staff
received additional retraining on
5/12/14 to include reviewing Client A
Behavior Support plan in detail
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including ensuring that the police
are contacted within 10 minutes of
noticing or observing Client A
eloping from the group home;
implementing Client A BSP as written
including using agency approve PIA
techniques as needed to attempt to
prevent Client a from eloping;
implementing line of sight
supervision during waking hours and
15 minute checks at nighttime and
immediately implementing 1:1
staffing after Client A elopes until an
IDT can be held to discuss the
situation and determine if
additional protective measures need
to be put into place.

Client A is currently has increased
supervision of 1:1 staffing during
waking hours, including at day
placement, and 15 minute checks at
nighttime.

IDTs are being held regularly to
discuss Client A progress and
whether or not increased staffing
levels should continue to be
implemented.

The Behavior Specialist has been
visiting Client A more frequently to
attempt to get to know him better
so the Behavior plan can be updated
as needed to provide staff with
additional tools to assist Client A in
making progress toward his goals
and objectives.

Responsible Party: Home
Manager, Program Director,
Behavior Specialist, Day Service
staff, Area Director
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1 of 4 sampled clients (A), the facility
failed to ensure staff were trained to work
with client A.

Findings include:

The facility's BDDS (Bureau of
Developmental Disabilities Services)
reports and investigations were reviewed
on 4/22/14 at 2:30 PM. The review
indicated the following:

-BDDS report dated 4/20/14 indicated,
"[Client A] was getting ready to have a
snack with the rest of his housemates at
about 2:30 PM. All of the sudden the
staff heard the door alarms going off and
noticed [client A] was gone. Staff
immediately went outside and attempted
to follow him. [Client A] continued to
run away and the staff lost sight of him.
Staff and [HM #1 (Home Manager)]
continued to attempt to look for him.
When he could not be located the police
were called. When the police could not
locate him after the initial search, they
felt it was necessary to issue an AMBER

Support Plans have been
updated to include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

All Direct Care staff will receive
retraining to include a review of
Client A and B’s ISP, RMAP and
also updated Behavior Support
Plans which include addressing
elopement behaviors, line of sight
supervision, staff interventions for
preventing elopement from the
home and procedures for what to
do if Client A or B elopes from the
home.

Program Director will receive
retraining to include ensuring that
all Direct Care staff are trained on
all consumers initial and updated
Behavior Support Plans once
complete so they are aware of
which steps to use to monitor and
prevent targeted consumer
behaviors and which interventions
to use if targeted behaviors occur.
Ongoing the Program Director will
ensure that all staff are trained on
any initial and updated Behavior
Support Plans once complete so
they are aware of which steps to
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WO000189 | 483.430(e)(1)

STAFF TRAINING PROGRAM

The facility must provide each employee

with initial and continuing training that

enables the employee to perform his or her

duties effectively, efficiently, and

competently.

Based on record review and interview for WO000189 | Client A and Client B Behavior 05/23/2014
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(America's Missing Broadcast use to monitor and prevent
Emergency Response) Alert. Staff targete.zd consumer behavprs and
. . L. . which interventions to use if
cooperated with police assisting with the targeted behaviors occur. The
search. [Client A] was located Program Director will provide the
approximately 7:30 PM. When EMTs Area Director will copies of the
(Emergency Medical Technicians) staff training once complete to
| dhim. i di dth ensure all staff are trained on
evaluated him, 1t was discovered that BSP updates.
[client A] had large blisters on both of his Client A Day service provider has
feet due to him wearing slippers when he received a copy of Client A
eloped. [Client A] was taken to the Behavior Support Plan. Client A
. Day Service Provider has
emergency room for evaluation. At the received retraining on Client A
hospital his feet were looked at, his feet Behavior Support Plan especially
were cleaned and first aid and bandages including the procedures for
applied. [Client A] was released back to keeping Client A in line of sight
th h Plan to Resolve: [Client supervision and ensuring that
€ gljoup ome. an to Resolve: [Clien staff are monitoring Client A
A] will be assigned one to one staffing moods and behaviors to monitor
(specialized supervision) during waking for signs that he might elope.
hours until further notice and an IDT Program Director and Home
Interdiscioli T ti b Manager will receive retraining to
(Interdiscip 1nary. eam) m.ejc 1ng can be include ensuring that all Day
held to evaluate his supervision levels. At Service Providers receive
night time, staff will complete 15 minute retraining on any new or updated
checks. Staff and program nurse will Blghe;v10r Support Plans for all
. . . . clients.
continue to mon1t9r the blisters on [cl'lent Ongoing, the Home Manager
A's] feet and continue to apply first aid as and/or Program Director will
needed. Behavior consultant will be ensure that all Day Service
notified and an IDT will be held to Providers regelr:/e popées of ?tll
. . consumers Behavior Suppo
determ1.ne if changes to his BSP Plans and receive retraining on
(BehaVlOl‘ SuppOI't Plan) need to be any new p|ans or updates to
made." current plans to ensure all
recommendations are being
. . impl ted. ing the H
Client A's record was reviewed on implemented. Ongoing the ome
) Manager and/or Program Director
3/6/14 indicated the following: observations for each client a
minimum of every 2 months to
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-"Staff should be aware of [client A's] ensure that Day Service
whereabouts at all times. [Client A] does Prowdgrs are implementing
v h - Behavior Support Plans as
not currently have one to one statfing, written.
however, in the event that he should The Program Director will receive
elope and two or more staff are available, retraining to include ensuring that
staff should then implement one to one when targeted behavior such as
. his saf " elopement occurs an
supervision to ensure his safe return. investigation is completed to
assess if staff followed
-"This program permits the use of the consumers Behavior Support
minimum level of physical guidance Plan interventions as directed.
. Based on the results of the
necessary to stop or prevent vacating. investigation the Program
Considering [client A's] history of Director will develop
self-endangering vacating, physical recommendation as needed
intervention may be used to prevent regarding prevention of future
acating." targeted behaviors.
ing. .
vac g Addendum: All direct care staff
received additional retraining on
-"The physical intervention must start at a 5/12/14 to include reviewing Client A
level of minimal restrictiveness but may Behavior Support plan in detail
increase if [client A] struggles to avoid it. including ensuring that the police
. . ithin 10 mi
Using agency approved techniques; staff are contacted within 10 minutes of
L. noticing or observing Client A
would apply the minimum amount of .
. 4 eloping from the group home;
phys1ca1 guldance needed to control the implementing Client A BSP as written
attempt to vacate." including using agency approve PIA
techniques as needed to attempt to
-"Responding to Elopement: Staff should prevent Client a from eloping;
. . . impl ting li ight
implement the following steps regarding implementing line of sig
tine: supervision during waking hours and
vacating: 15 minute checks at nighttime and
immediately implementing 1:1
1. If staff suspects [client A] is getting staffing after Client A elopes until an
agitated and his behavior may escalate, IDT can be held to discuss the
attempt to redirect [client A] to an situation and determine if
C . dditional protecti d
activity in another area of the house that adaltional protective measures nee
. . to be put into place.
does not have direct access to outside the . . .
Client A is currently has increased
home. supervision of 1:1 staffing during
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waking hours, including at day
2. If staff observes [client A] attempting placement, and 15 minute checks at
. . ighttime.
to leave, prompt him to stop and remain nighttime
thin th If lelient A IDTs are being held regularly to
within the program arca. [C len ) ] discuss Client A progress and
does as requested, resume the ongoing whether or not increased staffing
activity with no further comment. levels should continue to be
implemented.
3. If staff observes [client A] attempting The Behavior Specialist has been
. isiting Client A thy t
to leave and he ignores the prompt to visiting Client A more frequently to
h ff should attempt to get to know him better
stop, the sta S Ou' use ag.ency so the Behavior plan can be updated
approved physical intervention as needed to provide staff with
techniques to prevent [client A] from additional tools to assist Client A in
leaving home. making progress toward his goals
and objectives.
. . Home Manager and/or Program
4. If staff is unable to stop [client A] and g / g
he | h ff Director will complete observations
¢ leaves anywa?,’ the one'-on-one sta in the home a minimum of twice
member responsible for his program must weekly for the first four weeks to
exit with him and stay with him to ensure staff are implementing the
protect him from danger. Due to [client 1:1 staffing protocol and Behavior
A's] fast nature, the location of his home, Support Plan as written. Ongoing the
. . Home Manager and/or Program
and his history of property damage when _ 99 /or Prog _
Director will complete observations
he vacates, the one-on-one staff member ) o
in the home a minimum of once
should use agency approved physical weekly to ensure staff are
intervention techniques to stop [client A]. implementing the 1:1 staffing
Staff should attempt to keep [client A] protocol and the Behavior Support
away from the road, other homes, Plan as written.
property, and/or vehicles.
Responsible Party: Home
Sa. If necessary, and if additional staff are Manager, Program Director,
available, a second staff member should Bterfmfa\:\or SB?C'at"St* Day Service
. . staff, Area Director
exit the home and assist the one-on-one
staff.
5b. If [client A] and the one-on-one staff
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are in eyesight, the additional staff
member should assist on foot.

Sc. If [client A] and the one-on-one staff
are out of eyesight, the additional staff
should use the van to find [client A] and
his one-on-one staff to assist.

5d. If at any time [client A] has vacated
and two or more staff are available and in
[client A's] reach they should use agency
approved physical intervention
techniques to stop [client A].

6. When [client A] is contained, escort
him to a safe location and keep him under
observation until you are sure he will not
vacate again. Limit conversation with
[client A] for ten minutes.

7. If you are unable to catch up with
[client A] after ten minutes, contact the
on-call supervisor for further instructions.

8. If you do not see [client A] leave the
area, contact the on-call supervisor as
soon as you notice he is gone and initiate
search procedures; (If at any point [client
A] is no longer in eyesight, immediately
contact 911 and the on-call supervisor.)"

The facility's Plan of Correction (POC)
dated 4/10/14 was reviewed on 4/22/14 at
2:00 PM. The 4/10/14 POC indicated,
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"[Client A]... Behavior Support Plan...
updated to include addressing elopement
behaviors, line of sight supervision, staff
interventions for preventing elopement
from the home and procedures for what
to do if [Client A]... elopes from the
home. All direct care staff will receive
retraining to include a review of [client
A's]... ISP (Individual Support Plan),
RMAP (Risk Management Assessment
Plan) and also updated BSP which
included addressing elopement behaviors,
line of sight supervision, staff
interventions for preventing elopement
from the home and procedures for what
to do if [client A]... elopes from the
home. Program director will receive
retraining to include ensuring that all
Direct care staff are trained on all
consumers initial and updated BSPs once
complete so they are aware of which
steps to use to monitor and prevent
targeted consumer behaviors and which
interventions to use if targeted behaviors
occur. Ongoing the Program Director will
ensure that all staff are trained on an
initial and updated BSPs once complete
so they are aware of which steps to use to
monitor and prevent targeted consumers
behaviors and which interventions to use
if targeted behaviors occur."

The facility conducted a phone
conference call with BDDS on 4/22/14 at
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3:00 PM. AD #1, QAC (Quality
Assurance Coordinator) #1 and RD
(Regional Director ) #1 were present at
the time of the conference call with
BDDS regarding client A's 4/19/14
elopement. When asked if facility staff
had implemented client A's elopement
protocol as written in his BSP, QAC #1
stated, "The only thing they didn't do was
call the police. [HM #1] waited about an
hour after she had searched and then
notified the police." When asked if
waiting an hour after client A had evaded
supervision/staff's sight was protocol, AD
#1 stated, "No, they should search for 10
minutes then call the police." AD #1
indicated client A had been out of staff's
sight for one hour prior to HM #1
notifying law enforcement for assistance.
AD #1 indicated client A's BSP dated
3/6/14 was not implemented regarding
client A's 4/19/14 elopement.

HM #1 was interviewed on 4/22/14 at
4:40 PM. HM #1 indicated she had been
notified of client A's elopement on
4/19/14 and assisted facility staff in
searching areas near the group home.
When asked if police were notified of
client A's elopement, HM #1 stated,
"Yes, I called them about an hour after
searching."

DSP (Direct Support Professional) #1
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was interviewed on 4/22/14 at 5:15 PM.
When asked if he had received training
regarding client A's 3/6/14 BSP, DSP #1
stated, "Yes." When asked to describe
how he would react/respond to client A
in an attempt to elope from the group
home front door, DSP #1 stated, "I would
try to redirect him. I would probably just
try to walk beside him." When asked if
he would use agency approved physical
management techniques to prevent client
A from physically leaving the group
home, DSP #1 stated, "No, I don't think
so. I would just redirect, try to talk to him
and then follow him."

PD (Program Director) #1 was
interviewed on 4/22/14 at 5:20 PM. PD
#1 stated, "I think [DSP #1] was
confused, if we ask him specifically
about when to use the PIA (Physical
Intervention Alternatives) he may know
then." PD #1 then asked DSP #1 "When
would you use the PIA if [client A] was
eloping?" DSP #1 replied, "I think I
would redirect him. I would try to talk to
him. Then maybe go outside with him."
DSP #1 indicated he would not utilize
PIA techniques to prevent client A from
eloping from the group home. DSP #1
was not able to describe client A's BSP
protocol regarding the targeted behavior
of elopement. PD #1 stated, "They were
all just retrained on [client A's] BSP.
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Some of them were saying that maybe we
shouldn't use the PIA. I think I will need
to clarify with the staff that they can use
PIA to prevent him, [client A], from
leaving."
This federal tag relates to complaint
#IN00144956.
This deficiency was cited on 3/11/14. The
facility failed to implement a systemic
plan of correction to prevent
reoccurrence.
9-3-3(a)
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