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W 0000
Bldg. 00
This visit was for a fundamental W 0000
recertification and state licensure survey.
Dates of Survey: October 5, 6, 7, 8, 9,
2015
Provider Number: 15G489
Aims Number: 100235260
Facility Number: 001003
These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review of this report completed
by #15068 on 10/13/15.
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 record review and interview, W 0140 The facility has established and 11/06/2015
the facility failed for 7 of 8 clients maintains a system that assures
. a complete accounting of each
residing in the group home (#1, #2, #4, client personal funds entrusted to
#5, #6, #7, #8), to maintain a complete the facility on the client’s behalf.
and accurate accounting system of clients' The agency has current policies
funds entrusted to the facility. and procedures regarding client’s
personal funds. All staff at the
home along with the Residential
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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Findings include: Manager and the Clinical
Supervisor/QIDP will receive
. . training on this policy and the
Record review of the facility reportable procedures on proper
incident reports was done on 10/6/15 at documentation of transactions
11:10a.m. An incident report on 8/25/15 and securing client personal
indicated clients #1, #2, #4, #5, #6, #7 L“”ds- The ,Ft’)[Ograft':] 'V'ta”,ager wil
. e responsible for the training.
?md. #8 had tam .alleged mlstre.atment The Residential Manager and
incident (missing funds totaling $46.86) Clinical Supervisor/QIDP will
and the investigation was initiated on monitor and audit client personal
8/26/15. The allegation alleged the Iunds on e:thletasllt a ;A;eelély basis
. . . o assure that client funds are
clients' had the following missing funds, secured and accounted for. The
that had been entrusted to the facility: Program Manager or designee
client #1- $28.14; client #2- .06; client will also complete an audit on at
#4- $8.17; client #5- $4.49; client #6- .12 'tf]aft c q;ﬁarﬁf'ysas's tg ensure
. . at all client funds are bein
cents; client #7- .64 cents; client #8- handled and secured accorc?ing to
$4.24. The documentation indicated the facility policy and procedures. Any
investigation findings/summary had discrepancies noted will be
recommended all staff be retrained "st‘)héeﬁ":‘;n?g'afllﬁ" ]f\tﬂdendum
. . . e added 11-12-15: All of the
"inserviced") on their responsibilities in missing funds have been
maintaining accurate financial records. reimbursed by ResCare to the
The recommendations also indicated all individuals involved.All of the staff
client missing funds would be reimbursed atthe home has
to the client completed re-training on the
0 the clients. accounting and safe guarding
of client funds. Trainig included
Staff #1 was interviewed on 10/8/15 at the acknowlwdgement that staff
12:02p.m. Staff #1 indicated client funds tare awatre (;fthew refi’ont?:b'“tl'.est
- o count and account for the clien
entrusted to the fac111ty should be kept funds at the beginning of each
locked and monitored by the home shift and the process to follow if
manager and program coordinator there should ever be a
weekly. Staff #1 indicated the clients had dlscrepa'?gydnfted- EZ'S tfi"n'ng
missing funds (funds that did not equal ;Vjspgr:\gt;f b;/) tiiCReslircejgntial
the receipts for money deposited/spent) Manager. Training was
that had been entrusted to the facility. documented and placed in
the employee file. New
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9-3-2(a) employees receive this training as
part of their orientation training.
Any staff that does not follow the
procedures for the safe-keeping
of client funds will be subject to
corrective action up to and
including termination.
W 0156 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five
working days of the incident.
Based on record review and interview, W 0156 11/06/2015
the facility failed for 1 of 1 reportable The facility has developed and will
. . . . . istently impl t writt
incident investigations reviewed (clients Con_S'_s enty 'mp_emen writen
policies concerning the procedures
#1, #2, #4, #5, #6, #1, #8) to ensure for reporting suspected abuse
reportable incident investigation results immediately to the administrator or
were reported to the administrator within other officials in accordance with
five working days. State law through established
procedures.
Fmdmgs include: The facility has policies and
procedures in place that outline the
Record review of the facility reportable definition of abuse, neglect and
incident reports was done on 10/6/15 at mistreatment, reporting
11:10a.m. An incident report on 8/25/15 requirements for all allegations; the
indicated clients #1, #2, #4, #5, #6, #7 obligation ab”d res"‘(’j”i:b"'ty of f
. reporting abuse; and the process for
'fmd. #8 had .an .allegéd mlStreatment‘ reporting and appropriate follow up
incident (missing client funds totaling to any such allegations reported. Al
$46.86) and the investigation was incidents are to be reported
initiated on 8/26/15. The allegation immediately according to facility
alleged the clients' had the following procedures and that follow up and
missing funds, that had been entrusted to SZOUId be reporte: t(;the e d
. . . administrator within 5 working days.
the facility: client #1- $28.14; client #2- .
] . The Program Manager is
.06; client #4- $8.17; client #5- $4.49; responsible to see that
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client #6- .12 cents; client #7- .64 cents; investigations are timely and
client #8- $4.24. The documentation reported appropriately.
indicated the investigation . )
. The Clinical Supervisor, QIDP and
ﬁndlng.s(summa'ry' had been reported to Program Manager will complete re-
the facility administrator on 9/14/15. training on the facility policies and
procedures regarding their
Staff #1 was interviewed on 10/8/15 at responsibilities to ensure that all
12:02p.m. Staff #1 indicated the alleged incidents as defined by policy are
. . . . . investigated immediately and
mistreatment investigation for client . i
L. thoroughly and immediately
missing funds had begun on 8/26/15 and reported to the administrator, and
had been completed and submitted to the completed within five working
administrator on 9/14/15. Staff #1 days. This training was completed
indicated the facility failed to complete by the ResCare Corporate QA
the investigation within 5 working days. Director on Oct 29, 2015 with all
Leadership Team members.
9-3-2(a)
W 0157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview, W 0157 The facility has a 11/06/2015
the facility failed for 1 of 1 investigations zero-tolerance” policy for abuse,
fall . . . neglect or mistreatment of
of alleged mistreatment reviewed (clients individuals served. The facility
#1, #2, #4, #5, #7, #8), to ensure will actively and aggressively
appropriate identified corrective action investigate all allegations of
was taken abuse, neglect, and/ or
’ mistreatment. All incidents are to
o . be reported immediately
Findings include: according to the facility
procedures and will be followed
Record review of the facility reportable up .accor.dmgly.- Follow-up is to be
initiated immediately. The
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incident reports was done on 10/6/15 at Program Manager is responsible
11:10a.m. An incident report on 8/25/15 :Z::rir;h:rtlcl;zltli?):;ugf t:nthe
indicated clients #1, #2, #4, #5, #6, #7 investigation is completed in a
and #8 had an alleged mistreatment timely fashion which could include
incident (missing funds totaling $46.86) staff training and, such as this
and the investigation was initiated on |Fr’10|dent, r'\tzlmburse.ment. Thef hi
: . rogram Manager is aware of this
8/26/15. The allegation alleged the clients responsibility. Al investigations
had the following missing funds, that had will be reviewed with the
been entrusted to the facility: client #1- Executive Director within 5 days
$28.14; client #2- .06; client #4- $8.17; Z”d : p'ag f°rdf°"°‘{V'Ude"t' tt;]et
. o ] eveloped and assigned at tha
client #5- $4.49; client #6- .12 cents; time. All staff including the Home
client #7- .64 cents; client #8- $4.24. The Manager will complete training on
documentation indicated the investigation the agency’s policy for handling
findings/summary had recommended all (l\:/lllent funds..l | l’he Prera_’EI .
. . . . anager will be responsible for
staff be .re.tr'a.lnesl ( ln.serv.lc'ed ) on their implementing this training with all
responsibilities in maintaining accurate staff members. The Home
financial records. The recommendations Manager and/ or Clinical
also indicated all client missing funds Supervisor is responsible for
1db imb d he cl; conducting an at least weekly
wou e reimpursed to the clients. check of the clients funds that are
maintained at the home to insure
Staff #1 was interviewed on 10/8/15 at accuracy and balanced
12:02p.m. Staff #1 indicated the facility's azcc:'ountlng.. AnyC;§s,tutlas a_lff] to be
. .. . addressed immediately. The
correctl\{e a.ctlon 1den‘f1ﬁed for the N amount of cash will be accounted
8/25/1 5 mCldent, had lncluded retl‘amlng for at all times.Addendum added
facility staff on clients funds kept in the 11-12-15: All of the missing funds
group home and the reimbursement of rl;avecbeert\ rter"m?“c;_s?g b3|’
. .o esCare to the individuals
client funds. Staff #1 indicated as .of involved. All of the staff at the
facility staff had been retrained on this on the accounting and safe
identified corrective action and client guarding of client funds. Trainig
funds had not been reimbursed included the acknowlwdgement
’ that staff are aware of their
responsibilities to count and
9-3-2(a) account for the client funds at the
beginning of each shift and the
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process to follow if there should
ever be a discrepancy noted. This
training was provided to each
direct support staff by the
Residential Manager. Training
was documented and placed in
the employee file. New
employees receive this training as
part of their orientation training.
Any staff that does not follow the
procedures for the safe-keeping
of client funds will be subject to
corrective action up to and
including termination.
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