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This visit was for the investigation of
complaint #IN00141083.

Complaint #IN00141083:
Unsubstantiated, due to lack of
sufficient evidence.

Unrelated deficiencies cited.

Dates of Survey: 1/16/14, 1/17/14 and
1/21/14

Facility Number: 000622
Provider Number: 15G079
AIMS Number: 100272170

Surveyor:
Keith Briner, QIDP

These deficiencies also reflect state
findings in accordance with 410 IAC
16.2.

Quality Review completed 1/23/14 by
Ruth Shackelford, QIDP.

483.420(a)(12)

PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
that clients have the right to retain and use
appropriate personal possessions and
clothing.

Based on observation, record review and

W000000

WO000137

W1371 Client C has a plan

02/20/2014
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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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interview for 1 of 13 sampled clients approved by HRC that approves
(C), the facility failed to ensure client C locking his clothing that includes
h hi 1 clothi a goal to open the lock. The room
ad access to his personal clothing. change form has been updated to
include addressing client specific
Findings include: needs and restrictions with
Human Rights Committee
. approval when required. Client
Observations were conducted at the C's QMRP, Social Worker and
facility on 1/17/14 from 10:00 AM staff trained on the form and
through 11:45 AM. Client C's bedroom process. Competency training
closet was observed at 11:33 AM. Client c]cc)mp!ztecit V‘,"t:tsﬁzf on resl’tnctlon
, of resident rights like use o
C's bedroom closet had a locked padlock appropriate personal possessions
on the door. and clothing. Il Any resident who
resides at North Willow might be
Client C's record was reviewed on aﬁectedlﬁy;he issue sited in this
) . , survey. rogram
1/17./1'4 at 12:33 PM. Client C's ISP Directors/QMRPs have audited all
(Individual Support Plan) dated 4/29/13 residents to assure Human
did not indicate client C's bedroom Rights Committee approval is in
closet should be locked. place for any restriction including
clothing and personal
) o possessions. Any restriction
QIDP (Quahﬁed Intellectual Disabilities includes programming that
Professional) #1 was interviewed on addresses the restriction. The
1/17/14 at 11:35 AM. QIDP #1 room change form has been
.. . , updated to include addressing
indicated client C's be.dro-om clos§t door client specific needs and
was locked. QIDP #1 indicated client C's restrictions with Human Rights
bedroom closet contained his personal Committee approval when
clothing. QIDP #1 stated, "[Client C] required. QMRPs and Social
. . . . , Workers and staff trained on the
just moved to this unit. [Client C]'s new f
) o orm and process. Competency
roommate likes to steal his things." training completed with staff on
QIDP #1 indicated client C did not have restriction of resident rights like
a key to his bedroom closet. QIDP #1 use of approprla;e personal
indicated the locking of client C's possessions and - :
. Lo clothing. Program Director is
bedroom closet was not included in his responsible to assure that a goal
BSP (Behavior Support Plan). is in place and Human Rights
Committee approval is obtained
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3.1-9(a) when needed. IV Room changes
now include review of the
Executive Director. An audit is
completed at least monthly by
Program Director/Designee to
assure restrictions of residents
including personl items is current
and has been approved by
Human Rights
Committee. Quality Assurance
team reviews the Program
Director auditing process for
completion monthly. Corrections
to be completed by 2-20-2014.
W000262 | 483.440(f)(3)(i)
PROGRAM MONITORING & CHANGE
The committee should review, approve, and
monitor individual programs designed to
manage inappropriate behavior and other
programs that, in the opinion of the
committee, involve risks to client protection
and rights.
Based on observation, record review and W000262 | W262 1 Client C has a plan 02/20/2014
interview for 1 of 13 sampled clients (C) approved. by HR,C that approves
. oo e locking his clothing that includes
with restrictive programs, the facility's a goal to open the lock. The room
HRC (Human Rights Committee) failed change form has been updated to
to review, monitor and approve the include addressing client specific
locking of client C's bedroom closet. needs a”?‘ restr|ct|on§ with
Human Rights Committee
approval when required. Client
Findings include: C's QMRP, Social Worker and
staff trained on the form and
Observations were conducted at the E;%felzstégsvri?ﬁest;?fcgr:rzzlt?igtion
facility on 1/17/14 from 10:00 AM of rosidont rights e 15 of
through 11:45 AM. Client C's bedroom appropriate persona possessions
closet was observed at 11:33 AM. Client and clothing. Il Any resident who
C's bedroom closet had a locked padlock resides at North Willow might be
affected by the issue sited in this
on the door. survey. lll Program
Directors/QMRPs have audited all
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Client C's record was reviewed on residents to assure Human
1/17/14 at 12:33 PM. Client C's ISP ;E:;Sffroamnmlr:‘:ﬁifgmiz 'Z,‘:g
.. y iction includi
(Individual Support Plan) dated 4/29/13 clothing and personal
did not indicate client C's bedroom possessions. Any restriction
closet should be locked. Client C's includes programming that
record did not indicate documentation of addresses the restriction. The
he facility's HRC revi o room change form has been
the Tacility's ) reV1.ew, monitoring or updated to include addressing
approval of locking client C's bedroom client specific needs and
closet. restrictions with Human Rights
Committee approval when
. e e required. QMRPs and Social
QIDP (Quahﬁed Intelllectugl Disabilities Workers and staff trained on the
Professional) #1 was interviewed on form and process. Competency
1/17/14 at 11:35 AM. QIDP #1 training completed with staff on
indicated client C's bedroom closet door restn(;tlon of r§5|tdent rlghtsl like
L . \ use of appropriate persona
was locked. QIDP #1 'mdlca.ted client C's possessions and
bedroom closet contained his personal clothing. Program Director is
clothing. QIDP #1 stated, "[Client C] responsible to assure that a goal
just moved to this unit. [Client C]'s new is in place and Human Rights
te likes to steal his thi " Committee approval is obtained
roomma e. ! .es 0s efl 1 .1ngs. when needed. IV Room changes
QIDP #1 indicated client C did not have now include review of the
a key to his bedroom closet. QIDP #1 Executive Director. An audit is
indicated the locking of client C's completed .at least mo.nthly by
bed loset t included in hi Program Director/Designee to
cdroom ¢ O_Se was not included in his assure restrictions of residents
BSP (Behavior Support Plan) and was including person items is current
not HRC (Human Rights Committee) and has been approved by
approved. Human Rights
Committee. Quality Assurance
team reviews the Program
Director auditing process for
completion monthly. Corrections
to be completed by 2-20-2014.
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