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W 0000

Bldg. 00
This visit was for an investigation of
Complaint #IN00194240.

Complaint #IN00194240: Substantiated,
federal/state deficiencies related to the
allegations are cited at W149, W153 and
W157.

Unrelated deficiencies cited.
Dates of Survey: March 3 and 4, 2016.

Provider Number: 15G746
Facility Number: 011664
AIM Number: 200902010

The following federal deficiencies reflect
state findings in accordance with 460
IACO.

Quality Review of this report completed
by #15068 on 3/11/16.

W 0125 483.420(a)(3)

PROTECTION OF CLIENTS RIGHTS

Bldg. 00 | The facility must ensure the rights of all
clients. Therefore, the facility must allow
and encourage individual clients to exercise

W 0000

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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their rights as clients of the facility, and as
citizens of the United States, including the
right to file complaints, and the right to due
process.
Based on observation, interview and W 0125 04/03/2016
record review for 2 of 2 sampled clients W12.5‘ The famht}’ must ensure
(A and B), and for 2 additional clients (C th}? rlgfhts oilallfch.el:.nts. I
and D), the facility failed to allow clients T ;re ore, the .acz. 1‘5.}(111111115‘(1? (;W
and encourage mmdividual clients
to have access to snacks used for the JUTage e .
. ' tunch to exercise their rights as clients
clients’ lunches. of the facility, and as citizens of
o . the United States, including the
Findings include: right to file complaints, and the
right to due process.
During the 3/03/16 observation period
between 8:50 AM and 12:00 PM, at the Corrective Action: (Specific):
group home, clients C and B were given All client plans and assessments
cereal/fruit bars as morning snacks by ;VIH be rev1fweddto de(;ermlrll(e 1.f
staff #1 at 10:15 AM. Staff #1 retrieved Cf;:;ﬁ;i’ezo zﬁr‘smff‘?ﬁ ;;S
the snack bars from a locked cabinet in . o
o ) home will be in serviced on the
the facility's office. The cabinet was operation standard for reporting
observed to hold assorted items (cereal and investigating abuse, neglect,
bars, cookies, crackers) to be used for exploitation, mistreatment or
lunches and morning /afternoon snacks violation of the individual rights
for clients A, B, C and D. and client rights. The QIDP will
be in-serviced on the operation
Client A's record was reviewed on .standa.rd ff’r reporting and
3/04/16 at 10:40 AM. Client A's 9/25/15 investigating abuse, neglect,
Individual Support Plan (ISP) and/or exploitation, mistreatment or
Behavior Support Plan (BSP) dated violation of the individual rights,
. o ) . client rights and ensuring that
7/31/15 did not indicate the client or his .
. guardians approve of all
surrogate had given consent for food restrictions and that approval
and/or snacks to be locked. Client A's from the Human Rights
ISP/BSP contained no documentation the Committee is obtained.
facility's Human Rights Committee
(HRC) had reviewed the facility's How others will be identified:
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restrictive practice of locking (Systemic): The Program
snacks/food. Manager will visit the home at
least monthly to ensure that all
Client B's record was reviewed on clients have free access to soda
3/04/16 at 1:13 PM. Client B's 11/15/15 Zﬁj Z‘S‘:::Sr:;fsszgzz‘f;‘? rfvl;‘;s
Indlvu'iual Support Plan (ISP) and/or and that all restrictions have been
Behavior Support Plan (BSP) dated approved by the guardian, team
10/20/15 did not indicate the client or his and human rights committee.
surrogate had given consent for food The QIDP will review all client
and/or snacks to be locked. Client B's program p]ans and assessments at
ISP/BSP contained no documentation the least quarterly and make
facility's Human Rights Committee revisions as indicated.
(HRC) had reviewed the facility's
restrictive practice of locking
snacks/food. Measures to be put in place:
All client plans and assessments
Client C's record was reviewed on will be reviewed to determine if
3/04/16 at 12:10 PM. Client C's 6/13/15 anyone requires locking of soda
ISP and/or 2/29/16 BSP did not indicate and snack. All staff in the home
the client had given consent for food will be in serviced on the
and/or snacks to be locked. Client C's operation standard for reporting
ISP/BSP contained no documentation the and investigating abuse, neglect,
facility's Human Rights Committee exploitation, mistreatment or
(HRC) had reviewed the facility's Vlolatlhon of the individual rights
L . . and client rights.
restrictive practice of locking
snacks/food.
Client D's record was reviewed on Monitoring of Corrective
3/04/16 at 2:00 PM. Client D's 11/13/15 Action: The Program Manager
ISP and/or 2/29/16 BSP did not indicate will visit the home at least
the client had given consent for food monthly to ensure that all clients
and/or snacks to be locked. Client D's have free access to soda and
ISP/BSP contained no documentation the snacks unless program plians and
o . . assessments state otherwise and
facility's Human Rights Committee
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(HRC) had reviewed the facility's that all restrictions have been
restrictive practice of locking approved by the guardian, team
snacks/food. and human rights committee.
The QIDP will review all client
Interview with the House Manager (HM) f rogtram i la?s anj asslissments at
o east quarterly and make
on 3/4/16 at 2:40 PM indicated the - quarery
revisions as indicated.
snacks were locked at the group home.
The HM indicated clients A, B, C and D
did not have access to the snacks unless
they asked staff. The HM indicated the
snacks were locked as means of keeping
client A on his diet plan Completion date: 04/03/2016
9-3-2(a)
W 0149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
Bldg. 00 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 W 0149 04/03/2016
1 of 2 sampled clients (A) for 1 of 3 W1§9: The fac111t.y must (.1e?/elop
investigations of abuse/neglect reviewed, and implement “gltten };;)1{0165
the facility failed to ensure the facility's an,d procedures that prohibit
neelect policy was implemented mistreatment, neglect or abuse of
glect policy P ’ the client.
Findings include:
Review of the facility's investigations on Corrective Action: (Specific):
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3/4/16 at 2:30 PM indicated on 2/22/16 All staff in the home will be in
an investigation was initiated regarding serviced on the operation
client A's theft of two bottles of cough §tand§rd ff)r reporting and
syrup on 2/20/16 at/or around 11:30 PM. 1anst.1ga.t1ng al?use, neglect,
Staff #4 was supervising client A at the e),(p o1.tat10n, mlstre.at.ment 9r
. . . violation of the individual rights
time of the incident, but did not report the . )
. and the BDDS reporting policy
alleged theft to the manager according to
] ) and procedure.
agency policy. Staff #4 was working
alone with clients A, B, C and D alone as
staff #5 had left the premises to get food.
The investigation indicated client A had How others will be identified:
asked for his asthma inhaler and had been (Systemic): The residential
able to take two bottles of cough syrup manager WIH be in the home at
. . least five times weekly to ensure
while staff #4 was distracted by .
. . ] that all allegations are
administering the asthma inhaler. . .
o immediately reported to the
Staff #4 reported the incident to staff #3 administrator. The QIDP will be
(the next shift of personnel) who in turn at the home at least twice weekly
reported it to supervisory staff/house to ensure that all allegations are
manager/HM #1. immediately reported to the
administrator.
Interview with QIDP-d (Qualified
Intellectual Disabilities Measurfes to be put m place;:
Professional-designee) on 3/4/16 at 4:00 All S,taff in the horge will be in
. . . serviced on operation standard
PM indicated it was the policy of the . . L
. . . for reporting and investigation
agency (which was taught to staff in basic o
o o neglect, abuse, exploitation,
training classes) that all incidents were to mistreatment or violation of
be reported to supervisory staff for their individuals right’s and the
action in regards to further investigation. BDDS reporting policy and
The interview and subsequent review of procedure.
the 2/22/16 investigation indicated staff
#4 had not reported the incident
immediately so action could be taken in a
. Y Monitoring of Corrective: The
timely manner. L . .
. . . residential manager will be in the
Interview with QIDP-d (Qualified home at least five times weekly
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Intellectual Disabilities
Professional-designee) on 3/4/16 at 4:00
PM indicated it was the policy of the
agency (which was taught to staff in basic
training classes) that all incidents were to
be reported to supervisory staff for their
action in regards to further investigation.
The policy was also to implement
recommended corrective actions in
regards to allegations of abuse/neglect.
The interview and subsequent review of
the 2/22/16 investigation indicated staff
#5 had not received the recommended
retraining at the time of the survey.

The "Abuse/Neglect/Exploitation Policy
and Procedure" component of the
agency's 08/01/07 Operational Policy and
Procedure Manual (revised 01/09/2015)
was reviewed on 3/04/2016 at 3:45 PM.
The review indicated the agency
prohibited staff neglect of clients. The
policy indicated all allegations would be
investigated and addressed. The
definition of neglect was as follows:

"F. Neglect--Program
Implementation/Intervention

Definition:

1. Failure to provide goods and/or
services necessary for the individual to
avoid physical harm.

2. Intentional failure to implement a
support plan, inappropriate application of

to ensure that all allegations are
immediately reported to the
administrator. The QIDP will be
at the home at least twice weekly
to ensure that all allegations are
immediately reported to the
administrator.

Completion date: 04/03/2016
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intervention, etc. which may result in
jeopardy without qualified person
notification/review."
This federal tag relates to Complaint
#IN00194240.
9-3-2(a)
W 0153 | 483.420(d)2)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on record review and interview for W 0153 04/03/2016
1 of 2 sampled clients (A) for 1 of 3 W153: The fa('nhty must ensure
investigations of abuse/neglect reviewed, th?t all alleganonsl of b
the facility failed to ensure the staff mlstreat.m.en‘F, neglect, abuse as
. . . well as injuries of unknown
reported incidents via the chain of . .
) facili ; source, are reported immediately
command according to facility policy. to the administrator or to other
officials in accordance with state
Findings include: law through established
procedures.
Review of the facility's investigations on
3/4/16 at 2:30 PM indicated on 2/22/16
an investigation was initiated regarding
Corrective Action: (Specific):
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client A's theft of two bottles of cough All staff in the home will be in
syrup on 2/20/16 at/or around 11:30 PM. serviced on the operation
Staff #4 was supervising client A at the §tand§rd ff)r reporting and
time of the incident, but did not report the 1nvc;st.1ga.t1ng al?use, neglect,
alleged theft to the manager according to e>.<p o1.tat10n, mlstre.at.ment 9r
. . . violation of the individual rights
agency policy. Staff #4 was working with and the BDDS reporting policy
clients A, B, C and D alone as staff #5 and procedure
had left the premises to get food. The
investigation indicated client A had asked
for his asthma inhaler and had been able
to take two bottles of cough syrup while How others will be identified:
staff #4 was distracted administering the (Systemic): The residential
o manager will be in the home at
medication. least five (i o t
Staff #4 reported the incident to staff #3 Sast Ve fmes week'y o ensure
. ) that all allegations are
(the next shift of personnel) who in turn immediately reported the
reported it to supervisory staff/house administrator. The QIDP will be
manager/HM #1. at the home at least twice weekly
to ensure that all allegations are
Interview with QIDP-d (Qualified immediately reported to the
Intellectual Disabilities administrator.
Professional-designee) on 3/4/16 at 4:00
PM indicated it was the policy of the Measurfes to be put m placef)
. . . All staff in the home will be in
agency (which was taught to staff in basic i ;
.. . serviced on the operation
training classes) that all incidents were to .
. . standard for reporting and
be reported to supervisory staff for their investigating abuse, neglect
action in regards to further investigation. exploitation mistre’atment (;r
The interview and subsequent review of violation of individual rights and
the 2/22/16 investigation indicated staff the BDDS reporting policy and
#4 had not reported the incident procedure
immediately so action could be taken in a
timely manner.
. . Monitoring of Corrective
This federal tag relates to Complaint . § o7 orre
Action: The residential manager
#IN00194240. will be in the home at least five
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: G8FP11 Facility ID: 011664 If continuation sheet Page 8 of 14
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times weekly to ensure that all
9-3-2(a) allegations are immediately
reported the administrator. The
QIDP will be at the home at least
twice weekly to ensure that all
allegations are immediately
reported to the administrator.
Completion date: 04/03/2016
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 for W 0157 04/03/2016
1 of 2 sampled clients (A) for 1 of 3 W157: If the alleged violation is
investigations of abuse/neglect reviewed, ver’iﬁed, appropriate corrective
the facility failed to ensure corrective action must be taken
actions were completed by the facility in Corrective Action: (Specific):
regards to an incident of staff neglect. All staff in the home will be in
serviced on the operation
Findings include: standard for reporting and
investigating abuse, neglect,
Review of the facility's investigations on exploitation, mistreatment or
3/4/16 at 2:30 PM indicated on 2/22/16 violation of the individual rights
an investigation was initiated regarding and the BDDS reporting policy
client A's theft of two bottles of cough and procedure.
syrup on 2/20/16 at/or around 11:30 PM.
Staff #4 was supervising client A at the
time of the incident, but did not report the How others will be identified:
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alleged theft to the manager according to (Systemic): The residential
agency policy. Staff #4 was working manager will be in the home at
with clients A, B, C and D alone as staff least five times weekly to ensure
#5 had left the premises to get food. The Fhat alllallegations are
investigation indicated client A had asked 1mm.e(?1ately reported the )
for his asthma inhaler and had been able administrator. The QH.)P will be
. at the home at least twice weekly
to take two bottles of cough syrup while o ensure that all allegations are
staff #4 was distracted administering the immediately reported to the
medication. administrator.
Staff #4 reported the incident to staff #3
(the next shift of personnel) who in turn
reported it to supervisory staff/house
manager/HM #1. Further review of the Meas.ures to be pu.t in p!ace) All
facility's investigative records at 4:14 PM Staff, in the home will Pe n
L serviced on the operation
on 3/4/16 indicated staff #5 had not standard for reporting and
received retraining as recommended by investigating abuse, neglect,
peer review. exploitation, mistreatment or
violation of individual rights and
Interview with QIDP-d (Qualified the BDDS reporting policy and
Intellectual Disabilities procedure
Professional-designee) on 3/4/16 at 4:00
PM indicated it was the policy of the
agency (which was taught to staff in basic Monitoring of Corrective
training classes) that all incidents were to Action: The residential manager
be reported to supervisory staff for their will be in the home at least five
action in regards to further investigation. times weekly to ensure that all
The policy was also to implement allegations are immediately
recommended corrective actions in reported the administrator. The
regards to allegations of abuse/neglect. QIDP will be at the home at least
The interview and subsequent review of twice weekly to ensure that all
the 2/22/16 investigation indicated staff allegations are imm.ed.iately
#5 had not received the recommended reported to the administrator.
retraining at the time of the survey.
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This federal tag relates to Complaint Completion date: 04/03/2016
#IN00194240.
9-3-2(a)
W 0264 | 483.440(F)(3)(iii)
PROGRAM MONITORING & CHANGE
Bldg. 00 The committee should review, monitor and
make suggestions to the facility about its
practices and programs as they relate to
drug usage, physical restraints, time-out
rooms, application of painful or noxious
stimuli, control of inappropriate behavior,
protection of client rights and funds, and any
other areas that the committee believes
need to be addressed.
Based on observation, interview and W 0264 04/03/2016
record review for 2 of 2 sampled clients W2_64‘ The _Commlttee should
(A and B), and for 2 additional clients (C feVleWamon“tha“fd “}l?‘ke
and D), the facility failed to ensure the .suggestlf)ns to the facility about
. . . its practices and programs as they
specially constituted committee (Human .
] . ) relate to drug usage, physical
ngh.ts .Commltt.ee/HRC.) reviewed the restraints, time-out rooms,
restrictive practice of client access to application of painful or noxious
foods used for the clients' lunches/snacks. stimuli, control of inappropriate
behavior, protections of client
Findings include: rights and funds, and any others
areas that the committee believes
During the 3/03/16 observation period need to be addressed.
between 8:50 AM and 12:00 PM, at the
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group home, clients C and B were given Corrective Action: (Specific):
cereal/fruit bars as morning snacks by All client plans and assessments
staff #1 at 10:15 AM. Staff #1 retrieved will be reviewed to determine if
the snack bars from a locked cabinet in free access to soda and sna}cks is
the facility's office. The cabinet was contram.dlcate.d. AH,Staff in the
. home will be in serviced on the
observed to hold assorted items (cereal operation standard for reporting
bars, cookies, crackers) to be used for and investigating abuse, neglect,
lunches and morning /afternoon snacks exploitation, mistreatment or
for clients A, B, C and D. violation of the individual rights
and client rights. The QIDP will
Client A's record was reviewed on be in-serviced on the operation
3/04/16 at 10:40 AM. Client A's 9/25/15 standard for reporting and
Individual Support Plan (ISP) and/or investigating abuse, neglect,
Behavior Support Plan (BSP) dated exploitation, mistreatment or
7/31/15 did not indicate the client or his Vi.olati(?n of the indiviQual rights,
surrogate had given consent for food client .r1ghts and ensuring that
and/or snacks to be locked. Client A's guarfllgns approve of all
) ) restrictions and that approval
ISP/BSP contained no documentation the from the Human Rights
facility's Human Rights Committee Committee is obtained.
(HRC) had reviewed the facility's
restrictive practice of locking How others will be identified:
snacks/food. (Systemic): The Program
Manager will visit the home at
Client B's record was reviewed on least monthly to ensure that all
3/04/16 at 1:13 PM. Client B's 11/15/15 clients have free access to soda
Individual Support Plan (ISP) and/or and snacks unless program pl.ans
. and assessments state otherwise
Behavior S.uppor‘F Pl.an (BSP) d.ated ) and that all restrictions have been
10/20/15 did not indicate the client or his approved by the guardian, team
surrogate had given consent for food and human rights committee.
and/or snacks to be locked. Client B's The QIDP will review all client
ISP/BSP contained no documentation the program plans and assessments at
facility's Human Rights Committee least quarterly and make
(HRC) had reviewed the facility's revisions as indicated.
restrictive practice of locking
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: G8FP11 Facility ID: 011664 If continuation sheet Page 12 of 14
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snacks/food.
Client C's record was reviewed on 1\/[1;’3?_“”5 tlo be p'('it in place:
3/04/16 at 12:10 PM. Client C's 6/13/15 A.H f) fentp ansdat“ d"‘stsess?“er?tfs
. . . W1 € reviewed to determine 1
ISP and/or 2/29/16 BSP did not indicate . .
) i anyone requires locking of soda
the client had given consent for.food and snack. All staff in the home
and/or snacks to be locked. Client C's will be in serviced on the
facility's Human Rights Committee and investigating abuse, neglect,
(HRC) had reviewed the facility's exploitation, mistreatment or
restrictive practice of locking violation of the individual rights
snacks/food. and client rights.
. . Monitori fC ti
Client D's record was reviewed on 0{“ oring of Lorrective
. Action: The Program Manager
3/04/16 at 2:00 PM. Client D's 11/13/15 I
. o will visit the home at least
ISP ar.ld/or 2/29./16 BSP did not indicate monthly to ensure that all clients
the client had given consent for food have free access to soda and
and/or snacks to be locked. Client D's snacks unless program plans and
ISP/BSP contained no documentation the assessments state otherwise and
facility's Human Rights Committee that all restrictions have been
(HRC) had reviewed the facility's approved by the guardian, team
restrictive practice of locking and human rights committee.
snacks/food. The QIDP will review all client
program plans and assessments at
. . least quarterly and mak:
Interview with the House Manager (HM) cast quarter’y ane maje
o revisions as indicated.
on 3/4/16 at 2:40 PM indicated the
snacks were locked at the group home.
The HM indicated clients A, B, C and D
did not have access to the snacks unless Completion date: 04/03/2016
they asked staff. The HM indicated the
snacks were locked as means of keeping
client A on his diet plan.
9-3-4(a)
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