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W 0104

Bldg. 00

This visit was for a pre-determined full
recertification and state licensure survey.
This visit included the investigation of
complaint #IN00193099.

Complaint #IN00193099-Substantiated,
Federal/State deficiencies related to the
allegation are cited at W104, W140,
W148, W149 and W153.

Survey Dates: 3/8, 3/9, 3/10, 3/14 and
3/21/16.

Facility Number: 001113
Provider Number: 15G599
AIM Number: 100245610

These deficiencies also reflect state
findings in accordance with 460 IAC 9.

Quality review of this report completed
on 3/29/16 by #09182.

483.410(a)(1)

GOVERNING BODY

The governing body must exercise general
policy, budget, and operating direction over
the facility.

Based on observation, interview and
record review for 4 of 4 sampled clients
(A, B, C and D) and for 4 additional
clients (E, F, G and H), the governing

W 0000

W 0104

Indiana Mentor has policies and
procedures in place for the
health, well-being, finances, and
safety of individuals in the homes.
All staff are trained upon these
policies upon hire and annually

04/20/2016

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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body failed to exercise general policy, thereafter. Staff is trained on
budget and operating direction over the client finances and proper receipt
et . and data collect upon hire and
facility to ensure the facility purchased a annually as well. Indiana Mentor
needed lunch container for a client's also has maintenance personnel
lunch, ensured a floor was replaced in for the group homes and day
clients' bedrooms, to ensure the day programs to ensure proper
, . upkeep of the homes is kept.
program's floor was maintained/cleaned Mentor contacted the
on a regular basis, and to ensure the maintenance in regards to the
facility developed a written policy and flooring in the group home and
procedure in regard to clients' scheduled it pe fixed. Mentor is
& al/ Linf ion bei also conducting an environmental
Inancia Persona Information bemg review at its remaining programs
compromised. to ensure issues have been
addressed. Day program staff will
Findings include: be retrained by management on
proper cleaning methods and
. o professional floor cleaner is being
1. The facility's reportable incident brought in by 4/20/2016. New
reports and/or investigations were lunch boxes have been
reviewed on 3/8/16 at 12:20 PM. The Purcha:ed forl\;'lﬂll clients '“tthe
. . group home. Managemen
facility's 2/4/ .16 reportable incident checked on other belongings to
reports for clients A, B, C, D, E, F, G and ensure no replacements were
H indicated "On 2/4/16 management was needed and checked the other
notified that the financial book for the group home as well to ensure
65th h . Thi items were in good condition.
. group ome' was missing. 18 Quality Improvement has
included a combined total amount of deve|oped a new client protection
$66.56 of all consumers' petty cash. APS procedure that staff will be trained
(Adult Protective Services) and local on ZV 4 203 2_t016- Atge.ncy also
. . . used a credit monitoring service
P(?hce were notified and Indiana Mentor to check accounts of individuals
Wlll replace all petty CaSh. Management who had data Compromised’ and
immediately started an investigation checked with the bank found no
including a complete search of the suspicious activity pefore closing
, . . .o accounts and opening new ones.
consumers' home. Individual's (sic) bank o . L
- Mentor is using credit monitoring
accounts were checked and no activity for 6 months on the affected
was noted. The bank has frozen accounts clients to ensure client’s
per agency's request...." information is not compromised.
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Agency is implementing new
The facility's 2/5/16 Summary of Internal cIeamng proceQures at .the day
L L. . services that will be reviewed by a
Investigation Report indicated clients A, member of management weekly.
B, C, D, E, F, G and H's funds and the For repairs a maintenance log will
clients' personal be kept by management and
identification/information were taken f':\r’]';?:lirlt:’; gllzcll’(“nitovrﬂlrilbeb
. o urned i y by
along with the clients' checkbooks. The the program managers to ensure
facility's 2/5/16 investigative report maintenance related items have
indicated clients A, B, C, D, E, F, G and been completed. Responsible
H's finances (cash on hand), checkbooks Party: QIDP, Program Manager
. . Complete Date: 4/20/16
and personal information came up
missing on 1/28/16 but was not reported
to the facility's administrator until 2/4/16.
Client C's record was reviewed on
3/10/16 at 11:40 AM and indicated client
C's state identification card and her social
security card were not accounted for.
Client D's record was reviewed on
3/10/16 at 9:50 AM. Client D's record
indicated the client's personal state
identification card was not accounted for.
Client B's record was reviewed on
3/10/16 at 10:25 AM. Client B's record
indicated the client's personal state
identification card was not accounted for.
Client A's record was reviewed on
3/10/16 at 12:29 PM. Client A's record
indicated the client's personal state
identification card was not accounted for.
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The facility's policy and procedures were
reviewed on 3/8/16 at 12:15 PM and on
3/9/16 at 11:35 AM. The facility's policy
and procedures indicated the facility did
not have a policy and procedure in regard
to how the facility would handle the
compromising of clients' personal
identification/financial information to
ensure the clients' identities would be
protected.

Interview with the Program Director (PD)
on 3/8/16 at 3:20 PM indicated the
clients' money came up missing on
1/28/16 as facility staff had counted the
funds on 1/27/16. The PD indicated the
facility staff documented the clients'
financial book was missing in the staff's
communication book on 1/28/16. The
PD indicated the group home manager
did not report the client's money/financial
records and/or clients' identification cards
missing until 2/4/16.

Interview with the PD and the Area
Director (AD) on 3/9/16 at 12:02 PM and
on 3/10/16 at 1:19 PM indicated clients
A,B,C,D,E, F, G and H's personal
identification cards and checkbooks were
missing along with the clients' finances.
The PD indicated she was not aware any
social security cards were missing. The
PD did not know what happened to client
C's social security card. When asked
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how the facility was protecting the
clients' identities/personal information,
the AD indicated the facility obtained a
company to monitor the clients' social
security numbers/identities. The AD
indicated the company ran a report on
3/9/16 (first report) and the clients'
personal information had not been used.
When asked if the facility had a policy
and procedure in regard to compromising
clients' personal information/identities,
the AD indicated he did not think so and
he would check to see. At12:10 PM on
3/9/16, the AD indicated the facility did
not have a policy and procedure in regard
to compromising clients' personal
information/identifications.

2. During the 3/8/16 observation period
between 3:38 PM and 7:00 PM at the
group home, client B's lunch container's
lid was torn away from the client's
lunchbox. The lunchbox materiel
covering the container was also stained.

During the 3/9/16 observation period
between 5:45 AM and 8:20 AM at the
group home, clients D and E's bedroom
linoleum tile was buckled near the door
and the dresser of client D. The linoleum
was torn into large pieces around the base
of client D's dresser and the baseboard of
the wall.
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Interview with staff #11 on 3/9/16 at 7:55
AM indicated clients D and E's bedroom
floor had been fixed in the past. Staff
#11 stated client D and E's floor was due
to client D "moving or dragging" his
furniture/dresser. Staff #11 indicated the
flooring around and under client D's bed
was also torn and buckled.

Interview with the PD on 3/9/16 at 11:15
AM indicated she had planned to walk
through the group home with the
maintenance man to identify repairs and
items that needed to be replaced. The PD
indicated she was hoping to replace the
clients' bedroom floor this year. The PD
indicated client B would get a new lunch
box/container.

3. During the 3/9/16 observation period
between 9:18 AM and 10:15 AM at the
facility's owned day program, the floors
were soiled, stained and covered with
black marks.

Interview with the PD on 3/9/16 at 11:15
AM indicated the day program staff
should be mopping the floors and
keeping the floors clean.

Interview with the AD and the PD on
3/10/16 at 1:19 PM indicated the facility
was in the process of replacing some of
the floors at the day program. The AD
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indicated he hoped to have the new floors
completed within a month.
This federal tag relates to complaint
#IN00193099.
9-3-1(a)
W 0140 483.420(b)(1)(i)
CLIENT FINANCES
Bldg. 00 The facility must establish and maintain a
system that assures a full and complete
accounting of clients' personal funds
entrusted to the facility on behalf of clients.
Based on observation, interview and W 0140 Indiana mentor has policies and 04/20/2016
record review for 4 of 4 sampled clients procedures in place in regards to
f ional client finances. The agency staff
(A, B, C and D) and for 4 additiona and management are trained on
clients (E, F, G and H), the facility failed these policies upon hire and
to maintain a complete accounting of the annually thereafter. Mentor staff
clients' funds. The facility failed to is belqg retrained on agencies
. P, L. financial procedures with an
ensu're 1ts syster.n or monitoring emphasis on the receipts, and
receipts/expenditures was accurate and/or accurate entries by
ensured facility staff obtained receipts 4/20/2016.The QIDP is auditing
versus handwriting receipts when the client finances for all homes
bl and day program by 4/20/2016.
possible. The Program Manager is
reviewing the consumer finances
Findings include: at least 2x month to ensure
accuracy including receipts
ey .. present for purchases. The QIDP
1. The facﬂlty.s rep(?rtak')le incident will reconcile all accounts monthly
reports and/or investigations were to bank statements and check for
reviewed on 3/8/16 at 12:20 PM. The receipt accuracy as well. The
facility's reportable incident reports QIDP audit of accounts will be
dlori tigati indicated th turned into a client financial
an OI"IIIVGS 1ga 19ns 1n .1ca cd the specialist monthly to verify
fOHOWll’lg (I’IOt all lnChlSlVe): Comp|etion and accuracy.
Responsible Party: Finance,
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QIDP Complete Date: 4/20/2016

-2/15/16 "When staff went to day
program on 2/15/2016 it was discovered
that day program has been broken into
over the weekend and that the entire safe
containing the petty cash had been stolen
from the locked cabinet it resided in.
Staff called police to report the break in
as safe was locked in place on end of
business on Friday 2/12/2016. Agency is
putting in reimbursement of consumer
funds. Police have taken a report into
incident (sic) and stated will follow up
with agency and agency has started its
own investigation as well. Agency is
meeting to discuss possible additional
security measures." The facility's 2/15/16
reportable incident report indicated
clients A, B, D, C, F, G and H's monies
were affected.

The facility's 2/17/16 Summary of
Internal Investigation Report indicated
"...All clients attend Indiana MENTOR
(parent company of REM) Day Services
and keep a small amount of cash funds
for outings during the week...." The
facility's investigation indicated 2/15/16
"...the second set of doors was unlocked,
it was frozen and they couldn't lock it...."
The facility's investigation indicated day
program staff did not notice the safe was
missing prior to the door being found
unlocked. The facility's investigation
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indicated the day program staff had found
the door unlocked in the past. The
investigation indicated "...[Day program
staff #4] that the second set of doors
wouldn't lock all the time. [day program
staff #4] stated at one point, they had
moved a refrigerator in front of the doors
but they had to move it because it was a
fire hazard...." The facility's
investigation indicated the staff at the day
program had not reported problems with
locking/securing the day program door.

The facility's investigation indicated
"Additional Information: This writer
(Quality Improvement Specialist #1)
observed the 2nd (second) set of doors
which is reportedly not used on a regular
basis and discovered that the lock on the
internal set of doors had been removed
and turned around so the lock was only
able to be locked from between the doors.
In addition, this writer observed that one
side of the outer set of doors had a lock
that made the door stationary from the
bottom and the top and if this was not
secured, the doors could be opened from
the outside. The outer side of the exterior
door could not be opened from the
outside unless the secured side was
unlocked. The strike plate also looked as
if it could have been tampered with
however, the latch bolt on the door also
drags against the strike plate when
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opening from outside. Maintenance
personnel did change the locks on all
doors and also turned around the lock on
interior set of doors at the 2nd exit.
Maintenance personnel also
acknowledged that one of the tiles in the
ceiling is raised and the other room could
be accessed from the ceiling...Evidence
could not be found to determine where
the client petty cash funds contained
inside the money safe disappeared to.
The following is the amount of funds for
each client that is missing and will be
reimbursed.

-[Client B] 7.33
-[Client F] 6.03
-[Client D] 8.72
-[Client G] 11.55
-[Client C] 3.59
-[Client A] 7.31
-[Client H] 10.56...."

-2/4/16 Reportable incident reports for
clients A,B,C, D, E, F, Gand H
indicated "On 2/4/16 management was
notified that the financial book for the
65th group home was missing. This
included a combined total amount of
$66.56 of all consumers' petty cash. APS
(Adult Protective Services) and local
Police were notified and Indiana Mentor
will replace all petty cash. Management
immediately started an investigation
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including a complete search of the
consumers' home. Individual's (sic) bank
accounts were checked and no activity
was noted. The bank has frozen accounts
per agency's request...."

The facility's 2/5/16 Summary of Internal
Investigation Report indicated clients A,
B, C,D, E, F, G and H's funds and the
clients' personal
identification/information were taken
along with the clients' checkbooks. The
facility's 2/5/16 investigative report
indicated clients B and D's finances (cash
on hand), checkbooks and personal
information came up missing on 1/28/16
but was not reported to the facility's
administrator until 2/4/16. The facility's
investigation indicated staff #1 went to
the group home on 1/27/16 and found the
clients' financial book in an unlocked
cabinet in the dining room. The facility's
investigation indicated staff #1 put the
clients' finance book/money in a
"...locked cabinet and write (sic) a note
for staff to keep it out away there." The
facility's investigation indicated "...[Staff
#1[ stated the financial books are usually
kept in the second drawer of the file
cabinet in the back laundry room. He
stated there is one book for the males and
one for the females and another with all
the client IDs (identifications) and
checkbooks...." The facility's
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investigation indicated facility staff were
to count the money on each shift and to
initial the money and documentation
sheets matched.

-11/12/15 "While reviewing finances for
[client G's] return to day services $25 for
[client G] was not able to be located.
Agency immediately started an
investigation into the missing funds."
The reportable incident report indicated
the time/date the missing funds went
missing was not known.

The facility's 11/16/15 Summary of
Internal Investigation Report indicated
"On 11/12/2015 Program Director [PD
#2] was notified of a discrepancy in
regards to [client G's] finances at the day
program. One Program Coordinator
believed $25 for [client G] had already
been at the day program and another
thought it was not there. The $25 is
unaccounted for and an investigation was
started on 11/12/2015."

The facility's 11/19/15 follow-up report
indicated "Agency investigated the
missing funds and determined the funds
were not in any of [client G's] books or in
her residential setting. The agency
submitted a reimbursement form for the
funds for [client G]. The investigator
could not pinpoint the date the funds
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went missing. The Director of the
program (PD #2) is no longer employed
by the agency. The day program is
implementing enhanced financial checks
and documentation to help prevent future
issues."

Clients A, B, C, D, E, F, G and H's
financial records were reviewed on
3/9/16 at 11:40 AM. The clients'
financial records did not indicate the
facility reimbursed client G's $25.00 in
regard to the 11/12/15 incident,
reimbursed the clients in regard to the
2/4/16 missing funds, and/or in regard to
the 2/15/16 missing funds from the day
program.

Interview with the Program Director (PD)
on 3/8/16 at 3:20 PM indicated the
clients' money came up missing on
1/28/16 as facility staff had counted the
funds on 1/27/16. The PD indicated the
facility staff documented the clients'
financial book was missing in the staff's
communication book on 1/28/16. The
PD indicated the group home manager
did not report the clients' money/financial
records and/or clients' identification cards
missing until 2/4/16. The PD indicated
she had received the funds/checks to
reimburse clients A, B, C, D, E, F, G and
H in regard to the 2/4/16 missing funds.
The PD indicated she had not deposited
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the reimbursed funds into the client's
accounts. The PD did not provide any
additional documentation/evidence of the
reimbursement. The PD also indicated
the clients' money kept at the group home
was kept in a file cabinet but not always
locked. The PD indicated the money was
now being kept locked at the group
home. The PD indicated the day
program's doors were fixed the same day
the clients' day program funds came up
missing. When asked who had the code
to the day program door to get to the key
to unlock the day program, the PD stated
"Just management now." The PD
indicated management staff would have
to unlock the doors to allow day program
staff to enter the building. When asked if
the clients' money had been replaced at
the day program, the PD stated "Still in
process of being replaced.” The PD
indicated in regard to client G's missing
money at the day program, client G had
been off on medical leave. The PD
indicated when client G returned the
client's money could not be accounted for
as the day program thought they had
returned the money to the group home
and the group home had indicated the
money had not been returned. The PD
indicated she did not know if client G's
$25.00 had been reimbursed.

2. Client F's financial records were
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reviewed on 3/9/16 at 11:40 AM. Client
F's financial records (Cash on Hand-COH
Record) indicated the following (not all
inclusive):

-2/1/16 Client F was to have $10.28
COH, but the client did not have any
COH.

-11/1/15 Client F went to a local pizza
restaurant and spent $7.64. The facility
had a hand written Indiana Mentor Group
Home Client Receipt for the pizza
purchase.

-10/17/15 Client F made a purchase at a
local shopping store for $10.68. The
facility did not have a receipt for this
purchase.

-7/2/15 Client F spent $6.00 at a water
park. The facility did not have a receipt
for this expenditure/purchase.

-5/21/15 Client F withdrew $11.08. The
COH record did not indicate any
documentation on what the $11.08 was
withdrawn for, and did not indicate the
facility had a receipt for the $11.08
withdrawal/expense.

Client D's financial records were
reviewed on 3/9/16 at 11:40 AM. Client
D's COH Records and receipts indicated
the following (not all inclusive):

-2/1/16 Client D was to have $9.82 COH,
but the client did not have any cash on
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hand.

-11/1/15 Client D spent $7.64 at a local
pizza restaurant. The facility had a hand
written Indiana Mentor Group Home
Client Receipt for the pizza purchase.

Client A's financial records were
reviewed on 3/9/16 at 11:40 AM. Client
A's COH Records and/or receipts
indicated the following (not all
inclusive):

-2/1/16 Client A was to have $10.91
COH, but the client did not have any
COH.

-11/1/15 Client A spent $7.64 at a local
pizza restaurant. The facility had a hand
written Indiana Mentor Group Home
Client Receipt for the pizza purchase.
-7/21/15 Client A went to a water park
and spent $6.00. The facility did not
have a receipt for the $6.00
expenditure/purchase. Client A's
checking account ledger indicated client
A went to a local shopping center and
spent $100.97 on 7/17/15. The facility
did not have a receipt for 7/17/15
expenditure/purchase. On 6/23/15, client
A's checking account ledger indicated
client A spent $106.97 at a local shoe
store. The facility did not obtain a receipt
for the 6/23/15 purchase/expenditure.

Client B's financial records were
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reviewed on 3/9/16 at 11:40 AM. Client
B's COH records and/or receipts
indicated the following (not all
inclusive):

-2/1/16 Client B was to have $10.00
COH, but the client did not have any
COH.

-11/1/15 Client B spent $7.64 at a local
pizza restaurant. The facility had a hand
written Indiana Mentor Group Home
Client Receipt for the pizza purchase.
-7/21/15 Client B went to a water park
