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This visit was for a fundamental
recertification and state licensure survey.

Dates of Survey: November 28, 29, 30
and December 4, 5, 2012

Provider Number: 15G544
Aims Number: 100245350
Facility Number: 001058

Surveyor: Mark Ficklin, Medical
Surveyor III

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 12/12/12 by
Ruth Shackelford, Medical Surveyor III.
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W0149 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 interview and record review, the W0149 The facility has developed and 01/04/2013
facility failed for 1 of 1 allegation of will consistently implement written
client abuse reviewed (client #3), to pC.)|ICIeS that prohibit
) . mistreatment, neglect or abuse of
implement policy and procedures to the client.
ensure allegations of abuse were
immediately reported to the administrator The facility has policies and
and to ensure any employee alleged to procedures that outline the
Y p. Y . g ] definition of abuse, neglect, and
have abused a client will be immediately mistreatment; reporting
suspended from duty pending the results requirements for allegations of
of the investigation. such incidents; the obligation and
responsibility of reporting abuse;
L . and the process for reporting and
Findings include: appropriate follow-up to any such
allegations reported.
Review of the facility's .
incidents/investigations was done on The agency is very adamant. ,tha,t
) . no person served by the facility is
11/28/12 at 9:38a.m. The following subject to abuse and neglect at
investigation indicated: On 10/12/12, any time. All staff are trained and
direct support staff (DSP) #4 reported to show competency in the Abuse,
the facility an allegation of abuse Ne?"?‘“ and Mistreatment
X Policies and Procedures upon
(grabbed client #3 by the coat and pulled hire and at least annually
her backwards, to redirect her in a thereafter. All allegations of
disrespectful manner) by DSP staff #5 to abuse are to be reported and
client #3 while on a community outing. |nv.est|gate'd' according to. Fhe
he inci oo 12/12 written policies of the facility.
The incident report indicated on 10 Normal Life of Indiana has a
facility's home manager was notified of “zero-tolerance” policy for abuse,
the allegation. The investigation/incident neglect or mistreatment of
report indicated the facility administrator |nd|IV|duaI.s Ser\,’ed' Normal Life of
dor her desi d Indiana will actively and
and/or her designee wa.s not made aware aggressively investigate all
of the 10/12/12 allegation of abuse until allegations of abuse, neglect,
10/15/12. The investigation indicated the and/ or mistreatment. All
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alleged abusive staff (#5) was suspended incidents are to be reported
from work duties on 10/15/12, when the |mr-n.ed|ately according to the
. facility procedures. The policy
administrator was made aware of the states that failure to report can be
allegation. Record review of the facility's cause for corrective action, up to
DSP time cards was done on 11/28/12 at and including termination.
10:02a.m. The facility DSP time cards All staff will , raini
o . staff will receive retraining on
indicated staff #5 had worked shifts at the the agency policies and
group home on 10/13/12 and on 10/14/12. procedures that outline their
responsibilities in the immediate
The facility's policy and procedures were reporting of suspected abuse or
. d 12/4/12 at 1:02 Th neglect. The Home Manager is
rev¥ewe on at o p-m. 1he responsible to insure that staff
policy dated 7/1/11 "Individual Abuse, receives training on the agency
Neglect, Exploitation or Mistreatment" policy and procedure concerning
indicated "any form of abuse, including the prohibition of abuse, neglect,
b limited to humiliati h and mistreatment; reporting
ut not limited to . umiliation, ar.aSSI?lent requirements for allegations of
and threats of punishment or deprivation such incidents; the obligation and
as defined within this policy will not be responsibility of reporting abuse;
tolerated by any employee." The policy and the.process for reporting and
indicated "when individual abuse/neelect appropriate follow-up to any such
%n 1cated “when individual abuse/negiec allegations reported. Training will
is observed or suspected, the employee be documented in each staff
must immediately report this to his/her person’s training file.
supervisor." The policy indicated "any
employee alleged to have mistreated,
abused, neglected or exploited an
individual served will immediately be
suspended from duty pending the results
of an investigation into the allegation."
Professional staff #1 was interviewed on
12/4/12 at 1:18p.m. Professional staff #1
indicated a facility staff (home manager)
had not followed facility policy and
procedures by failing to immediately
report an allegation of staff to client
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abuse. Professional staff #1 indicated the
alleged abuse which occurred on 10/12/12
should have been immediately reported to
the facility's Executive Director and/or
his/her designee. The alleged abusive staff
should have been immediately suspended
on 10/12/12.
9-3-2(a)
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W0153 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
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, the WO0153 The facility has developed and 01/04/2013
facility failed for 1 of 1 alleged abuse will consistently implement written
incident (client #3) reviewed, to pqllmes that prohibit
. . ) mistreatment, neglect or abuse of
immediately report allegations to the the client and that outline the
administrator in accordance with state procedures for reporting
law. suspected abuse immediately to
the administrator or other officials
o . in accordance with State law
Findings include: through established procedures.
Review of the facility's The facility has policies and
.. . .. procedures that outline the
incident/investigations was done on o
. definition of abuse, neglect, and
11/28/12 at 9:38a.m. The following mistreatment; reporting
investigation indicated: On 10/12/12, requirements for allegations of
direct support staff (DSP) #4 reported to such incidents; the obligation and
the facility an allegation of abuse by DSP responsibility of reporting abuse;
. . and the process for reporting and
staff #5 to client #3 (disrespectful tone of appropriate follow-up to any such
voice and grabbed client #3 by the coat allegations reported.
and pulled her backward) while on a .
community outing on 10/12/12. The The agency is very adamant. .tha.t
L. L no person served by the facility is
incident report indicated on 10/12/12 the subject to abuse and neglect at
facility home manager was notified of the any time. All staff are trained and
allegation. The investigation/incident show competency in the Abuse,
report indicated the facility administrator Ne?"?‘“ and Mistreatment
Policies and Procedures upon
was not made aware of the 10/12/12 hire and at least annually
allegation of abuse until 10/15/12. thereafter. All allegations of
abuse are to be reported and
Professional staff #2 was interviewed on |nv.est|gate'd' according to. Fhe
written policies of the facility.
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11/28/12 at 10:18a.m. Professional staff Normal Life of Indiana has a
#2 indicated facility staff had not ‘zero-tolerance” policy for abuse,
. . neglect or mistreatment of
followed facility policy and procedures by individuals served. Normal Life of
failing to immediately report an allegation Indiana will actively and
of staff to client abuse on 10/12/12. aggressively investigate all
Professional staff #2 indicated the DSP aIIegatnon; of abuse, neglect,
. and/ or mistreatment. All
staff were aware of the allegation on incidents are to be reported
10/12/12 and reported it to the facility immediately according to the
administrator on 10/15/12. facility procedures. The policy
9-3-2(a) states that failure to report can be
cause for corrective action, up to
and including termination.
All staff will receive retraining on
the agency policies and
procedures that outline their
responsibilities in the immediate
reporting of suspected abuse or
neglect. The Home Manager is
responsible to insure that staff
receives training on the agency
policy and procedure concerning
the prohibition of abuse, neglect,
and mistreatment; reporting
requirements for allegations of
such incidents; the obligation and
responsibility of reporting abuse;
and the process for reporting and
appropriate follow-up to any such
allegations reported. Training will
be documented in each staff
person’s training file.
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