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W 0000
Bldg. 00
This visit was for a fundamental W 0000
recertification and state licensure survey.
Dates of Survey: June 8,9, 10, 11 and
12, 2015.
Facility number: 000809
Provider number: 15G290
AIM number: 100243730
The following federal deficiencies also
reflect state findings in accordance with
460 IAC 9.
W 0137 | 483.420(a)(12)
PROTECTION OF CLIENTS RIGHTS
Bldg. 00 | 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 upon observation and interview, W 0137 W 137 Protection of Clients Rights 07/12/2015
the facility failed for 1 additional client The facility must ensure the rights of
lient #5) t te dienity by faili all clients. Therefore, the facility
(C len ) 0 promote lgnl y by Tatling must ensure that clients have the
to ensure she wore clothing that fit her right to retain and use appropriate
appropriately. personal possessions and clothing.
Findings include: 1.  What corrective action will
be accomplished?
. . Client #5 has purchased new
During observation at the group home on P
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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6/9/15 from 6:35 AM until 7:45 AM, clothing that better fits her.
client #5 had 3 and 1/2 inches of skin Client #5 will be placed on
around her waist exposed between her programming o choose appropriate
clothing that fits.
t-shirt and pants.
2.  How will we identify other
During observation at day services on residents having the potential to be
6/9/15 from 9:35 AM until 10:00 AM, affected by the same deficient
client #5 had 3 and 1/2 inches of skin gzzzzc;;:l :;::zz;;rrecuve
around her waist exposed between her All residents have the
t-shirt and pants. potential to be affected by the same
deficient practice.
The QIDP/PD (Qualified Intellectual Disabilities Clients who demonstrate the
Professional/Program Director) was interviewed need for assistance in choosing
on 6/9/15 at 4:15 PM and indicated it was appropriate clothing that fits will be
difficult to find clothing to fit client #5. The PD placed on programming.
indicated client #5 refused to wear a belt and staff The Program Coordinator will
were supposed to prompt her to pull up her pants assist the clients who are in need of
to avoid exposing her skin. new clothing to purchase clothing
that is appropriate in size.
9-3-2(a)
3.  What measures will be put
into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur:
Clients who demonstrate the
need for assistance in choosing
appropriate clothing that fits will be
placed on programming.
The Program Coordinator will
assist the clients who are in need of
new clothing to purchase clothing
that is appropriate in size.
4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The Program Coordinator will
monitor to ensure the client’s
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clothing fits appropriately daily
while they are in the home.
The Program Director will
monitor during their observations
within the home.
5. What is the date by which the
systemic changes will be
completed?
July 12th, 2015
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 upon record review and interview, W 0149 W 149 Staff Treatment of Clients 07/12/2015
for 1 of 4 sampled clients (client #1), and Thelfamhty must deVTFOP andd
.. . . 1mplement written policies an
2 additional clients (clients #6 and #8), P PO
o i ) » procedures that prohibit
the facility failed to implement facility mistreatment, neglect or abuse of the
policy and procedures which prohibited client.
abuse, neglect and exploitation. The
facility failed to complete a thorough 11)' Whatl'c‘l’l"(;’:twe action will
. . . . . ¢ accomplished:
%nvesn'gatlor.l into an allega'ttlon of abuse The Program Director (QIDP)
involving client #1, and failed to and Quality Assurance Specialist
investigate an incident of alleged self completed training regarding how to
injurious behavior after being denied thoroughly investigate incidents of
food involving client #8. The facility ;B‘;SSG and neglect on June 18th,
falled'to develop and 1@plement timely Al investigations involving
effective corrective action to protect allegations of abuse and neglect will
client #6 from falls. be reviewed by the Quality
Assurance department or designee to
Findings include: ensure they are investigated
’ thoroughly.
. o The Program Director and
The facility's reportable incidents to the Program Coordinator completed a
Bureau of Developmental Disabilities competency test regarding abuse,
Services (BDDS) and General Events neglect and exploitation reporting
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Reports (GER) were reviewed on 6/9/15 and investigations.
at 11:52 AM and indicated the following: ~ The IDT will meet to review
Client #6’s recent PT evaluation and
follow up on recommendations to
1. A BDDS report dated 3/1/15 for client help prevent additional falls.
#1 indicated "Upon wakening, [client #1] Client #1’s BSP will be
complained to staff that another client revised to include information on
had come into her room during the night how staff can better communicate
and had taken her pants down. [Client with .Chent A1 (ie. Pndersmndmg of
terminology that client #1 uses as
#1] complained of her vaginal area being descriptors).
in pain...." The on-call supervisor was Programming will be
notified, reviewed all documentation and implemented for Client #2 on
spoke with overnight staff. Client #1 had consequences of teasing and picking
a history of urinary tract infections on ot CII{S(’)W to follow up on the GER
(UTIs) and was taken to an urgent care incidents will be reviewed with the
clinic to rule out a UTI as the source of Program Coordinator and Program
her discomfort. At the clinic, client #1 Director by July 12th, 2015.
told the nurse "she felt she had been neurolOT?:ailnclﬁ Zif;‘;i;:ggggmg
touched inappropriately by another an indiv%dual to be evaluated aftergan
client...." Client #1 was then taken to a injury to the head will be reviewed
hospital emergency room (ER) and after with the Program Coordinator and
evaluation the physician stated that there Program Director by July 12th, 2015.
was "no evidence of sexual activity." ) Che,m #6°s risk pl,an f(,)r falls
will be reviewed and revised if
necessary based on her PT evaluation
Recommendations resulting from the and the IDT recommendations.
investigation into the incident dated A staff meeting will be held
3/1/15 indicated the team would discuss a by July 12th to review Client #6°s
revision to the "BSP (Behavior Support uPd,atZdélSSI}i plans and Client #1°s
Plan) regarding this incident, training revee '
with staff on how best to communicate 2. How will we identify other
with [client #1], and formal programming residents having the potential to be
for housemate [client #2]." The affected by the same deficient
recommendations did not indicate whose gzzzzc:v::l s:::::grremve
BSP should be revised, what type of All residents have the
training for staff to communicate with potential to be affected by the same
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: IUOW11 Facility ID: 000809 If continuation sheet Page 4 of 44
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client #1 or what type of programming deficient practice.
was recommended for client #2 or why it The Program Director (QIDP)
and Quality Assurance Specialist
was recommended. o .
completed training regarding how to
thoroughly investigate incidents of
An investigation completed 3/5/15 into abuse and neglect on June 18th,
the incident was reviewed on 6/9/15 at 2015.
3:25 PM. The findings indicated evidence All investigations involving
. . . allegations of abuse and neglect will
did not support client #2 entered client . .
} ) ] be reviewed by the Quality
#1's bedroom, evidence did not support Assurance department or designee to
physical assault or sexual misconduct and ensure they are investigated
evidence did support client #1 was thoroughly.
diagnosed with a UTI. The investigation The Program Director and
. .- . Program Coordinator completed a
failed to indicate clients #1 and #2 were )
) ] ) T competency test regarding abuse,
interviewed as part of the investigation. neglect and exploitation reporting
The investigation indicated "Due to and investigations.
[client #2] not being a reliable reporter he How to follow up on the GER
was not interviewed for the investigation. incidents will bfa‘ reviewed with the
He d 1 | Program Coordinator and Program
€ oe§ not .reca events accurz?te Y, Director by July 12th, 2015.
cannot identify dates and sometimes The importance of completing
confuses names." neurological checks and/or sending
an individual to be evaluated after an
The QIDP/PD (Qualified Intellectual injury to the head will be reviewed
sabiliti fossi T with the Program Coordinator and
Disabilities Professional/Program Program Director by July 12th, 2015.
Director) was interviewed on 6/9/15 at The IDT will meet when there
4:18 PM. The PD indicated both clients are identified trends in reportable
#1 and #2 should have been interviewed incidents involving the individuals
as part of the investigation. The PD ,(l‘ej fnereases m f,alls’ mcr?ased .
Lo i le of bei incidents of SIB, increase in medical
%ndlca'ted client #2 was capable of being or behavioral needs).
interviewed. The Behavior Clinician and
the Program Director/QIDP will
2. A GER dated 3/3/15 indicated client MONIOENE Behavioraldata
#8 "was talking to his counselor from Subml,tted by staff and revise
. . . behavior plans as necessary.
[counseling services] he (sic) told her that Risk plans will be reviewed
this morning he cut himself on his right and updated by the nurse quarterly
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: IUOW11 Facility ID: 000809 If continuation sheet Page 5 of 44
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thumb with a knife in the kitchen because and as the individuals needs change.
he could not get more milk." The GER 3 What T be out
.. . . . at measures will be pu
indicated client #8 also indicated the cut . P
o into place or what systemic
on his right finger had happened at changes will be made to ensure
workshop yesterday...." The that the deficient practice does not
Review/Followup Comments section of recur? ‘
the GER was blank. The report indicated T},le Program Dlrecm,r (QIDP)
h ‘dential fied of and Quality Assurance Specialist
the _reSI_ ential manager was notitied o completed training regarding how to
the incident on 3/3/15 at 6:45 PM. thoroughly investigate incidents of
abuse and neglect on June 18th,
The QIDP/PD was interviewed on 6/9/15 005 .
12:45 PM and indicated there was no All investigations involving
. N .. allegations of abuse and neglect will
investigation into the incident and the be reviewed by the Quality
inCident Should haVe been inVeStigated. Assurance department or designee to
She was uncertain if she had been aware ensure they are investigated
of the incident when it occurred. thoroughly.
The Program Director and
Program Coordinator completed a
3. BDDS/GER reports dated 3/4/15 for competency test regarding abuse,
Client #6 inCluded the fOllOWing inCidentS neg]ect and exp]oitation reporting
of falls: and investigations.
How to follow up on the GER
a) Client #6 lost her balance and fell in incidents will be reviewed with the
. . Program Coordinator and Program
the bedroom. Client #6 was not injured. Director by July 12th, 2015.
Corrective action indicated client #6 The importance of completing
would be assisted as needed to prevent neurological checks and/or sending
falls. an individual to be evaluated after an
injury to the head will be reviewed
Lo . with the Program Coordinator and
b) A GER dated 3/8/15 indicated client Program Director by July 12th, 2015.
#6 "almost fell but caught herself and cut The IDT will meet when there
her finger in the process." The corrective are identified trends in reportable
action for the report was blank. There incidents involving the individuals
. . . (i.e. increases in falls, increased
was no evidence of nursing evaluation of o . . .
. . incidents of SIB, increase in medical
client #6's injuries. or behavioral needs).
The Behavior Clinician and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: IUOW11 Facility ID: 000809 If continuation sheet Page 6 of 44
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was indicated.

client #6 for head injury.

c) A GER dated 4/18/15 indicated client
#6 backed into her walker and fell down
and hit her head. The report indicated
client #6 was not injured. Corrective
action indicated client #6 was assisted up
and assessed for injury. No other action

There was no evidence the nurse assessed

d) A GER dated 5/26/15 indicated client
#6 walked back to her bed without her
walker and fell. The report failed to
indicate if client #6 was injured.

e) A GER dated 5/27/15 indicated client
#6 tripped over a rug in the bathroom and
hit her head and nose on the toilet paper
dispenser. The report indicated client #6
sustained a scrape on her nose with "a
little bruising and a small quarter sized
knot on top center of head." The section
for corrective action taken was blank and
there was no evidence of nursing
evaluation of client #6's injuries.

Investigations for the GERs involving

the Program Director/QIDP will
monitor the behavioral data
submitted by staff and revise
behavior plans as necessary.

Risk plans will be reviewed
and updated by the nurse quarterly
and as the individuals needs change.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?

The Quality Assurance
department or designee will review
all investigations with allegations of
abuse and neglect.

The Program Director (QIDP)
and/or the Behavioral Clinician will
review clients BSP’s on a bi-monthly
basis or sooner if the need arises to
ensure the plans remain appropriate.

The Behavior Clinician and/or
the Program Director will review the
residents behavioral data on a
monthly basis or sooner if the need
arises.

The nurse will review the
client’s risk plans on a quarterly
basis or sooner if the need arises.

The Quality Assurance
department or the Area Director will
review all investigations completed
by the Program Director to ensure
they are thorough.

falls for client #6 were reviewed on
6/9/15 at 3:26 PM and indicated
recommendations for staff to follow
client #6's risk plan to address falls.
There was no evidence of a revision to
client #6's plan or other corrective action
to protect her from falls.

or behavioral needs).

The IDT will meet when there
are identified trends in reportable
incidents involving the individuals
(i.e. increases in falls, increased
incidents of SIB, increase in medical

5.  What is the date by which the
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Client #6's Risk Plan last updated on
1/23/15 was reviewed on 6/9/15 at 4:00
PM and indicated client #6 was at high
risk for falls. Interventions indicated
monitoring the environment for a wet
floor or "anything on the floor that should
be picked up" and client #6 was to use a
walker to ambulate at all times.

The QIDP/PD was interviewed on 6/9/15
at 4:18 PM and indicated client #6 had
been taken to Physical Therapy (PT) for
an evaluation in regards to her falls on
6/8/15, but there had not been
interdisciplinary meetings to address her
falls for corrective action prior to her PT
evaluation. The QIDP/PD indicated client
#6 would be receiving PT to address her
unsteady gait.

Client #6's initial therapy evaluation
dated 6/8/15 was reviewed on 6/9/15 at
4:15 PM and indicated she was at high
risk for falls and would be receiving PT
to address her unsteady gait.

The facility's Quality and Risk
Management operating practices revised
4/11 was reviewed on 6/9/15 at 4:40 PM
and indicated it was agency policy to
report to BDDS "alleged, suspected, or
actual abuse, neglect or exploitation of an
individual.... The Program Director, who

systemic changes will be
completed?
July 12th, 2015
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serves as the QMRP (Qualified Mental
Retardation Professional), shall submit a
follow-up report concerning the incident
on the BDDS's follow-up incident report
form at the following times: (a) Within
seven (7) days of the date of the initial
report; (b) Every seven (7) days thereafter
until the incident is resolved; ...Indiana
Mentor is committed to ensuring the
individuals we serve are provided with a
safe and quality living environment. In
order to ensure the highest standard of
service delivery specific staff will be
assigned to the monitoring and review of
Quality Assurance. These staff will assist
in providing Individual Support Teams
with corporate supports,
recommendations and resources for
incident management and will review the
effectiveness of the
recommendations...The Area Director
will review each incident and Quality
Assurance recommendations monthly.
This review will be completed with the
Program Director and other appropriate
staff to assess the effectiveness of each
recommendation made per
incident....Indiana Mentor is committed
to completing a thorough investigation
for any event out of the ordinary which
jeopardizes the health and safety of any
individual served...Investigation findings
will be submitted to the Area Director for
review and development of further
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recommendations as needed within 5
days of the incident...."
9-3-2(a)
W 0154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based upon record review and interview, W 0154 W 154 Staff Treatment of Clients 07/12/2015
for 1 of 4 sampled clients (client #1), and Tl};e ;aml'c;y milSt have evfeme tl}:lat
.. . . N all alleged violations are thorou
1 additional client (client #8), the facility . 8 gy
) investigated.
failed to complete a thorough
investigation into an allegation of abuse 1. What corrective action will
involving client #1, and failed to be accomplished?
investigate an incident of alleged self The Program Director (QIDF)
C .. . . . and Quality Assurance Specialist
injurious behavior after being denied o .
) ) ] completed training regarding how to
food involving client #3. thoroughly investigate incidents of
abuse and neglect on June 18th,
Findings include: 2015.
All investigations involving
ey . allegations of abuse and neglect will
The facility's reportable 1nc1flent§ 't(') the be reviewed by the Quality
Bureau of Developmental Disabilities Assurance department or designee to
Services (BDDS) and General Events ensure they are investigated
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Reports (GER) were reviewed on 6/9/15 thoroughly.
at 11:52 AM and indicated the following: The Program Director and
Program Coordinator completed a
) competency test regarding abuse,
1. A BDDS report dated 3/1/15 for client neglect and exploitation reporting
#1 indicated "Upon wakening, [client #1] and investigations.
complained to staff that another client
had come into her room during the night 2. dH(t)whwm Weﬂ')de“t'fy Otl;er )
. residents having the potential to be
and had tak.en her pants do.wn. [Chent. affected by the same deficient
#1] complained of her vaginal area being practice and what corrective
in pain...." The on-call supervisor was action will be taken?
notified, reviewed all documentation and .A” residents have the
spoke with overnight staff. Client #1 had potential to be affected by the same
. . . . deficient practice.
a history of urinary tract infections The Program Director (QIDP)
(UTIs) and was taken to an urgent care and Quality Assurance Specialist
clinic to rule out a UTI as the source of completed training regarding how to
her discomfort. At the clinic, client #1 thoroughly investigate incidents of
told the nurse "she felt she had been ;t(;lllsse and neglect on June 18th,
touched inappropriately by another All investigations involving
client...." Client #1 was then taken to a allegations of abuse and neglect will
hospital emergency room (ER) and after be reviewed by the Quality
evaluation the physician stated that there Assurance department or designee to
was "no evidence of sexual activity." ensure they are investigated
Y- thoroughly.
The Program Director and
Recommendations resulting from the Program Coordinator completed a
investigation into the incident dated competency test regarding abuse,
3/1/15 indicated the team would discuss a neglect and exploitation reporting
.. . di tigations.
revision to "BSP (Behavior Support Plan) and investigations
regarding this incident, training with staff 3. What measures will be put
on how best to communicate with [client into place or what systemic
#1], and formal programming for changes will be made to ensure
housemate [client #2]." The that the deficient practice does not
. . PN recur?
recommendations c.hd not indicate whose The Program Director (QIDP)
BSP should be revised, what type of and Quality Assurance Specialist
training for staff to communicate with completed training regarding how to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: IUOW11 Facility ID: -~ 000809 If continuation sheet Page 11 of 44




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/10/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G290 B. WING 06/12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
23 SKYVIEW DR
REM OCCAZIO LLC CHESTERFIELD, IN 46017
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
client #1 or what type of programming thoroughly investigate incidents of
was recommended for client #2 or why it ;l(’;llsse and neglect on June 18th,
was recommended. All investigations involving
allegations of abuse and neglect will
An investigation completed 3/5/15 into be reviewed by the Quality
the incident was reviewed on 6/9/15 at Assurance department or designee to
3:25 PM. Findings indicated evidence did ensure they are investigated
. . thoroughly.
not support client #2 entered client #1's The Program Director and
bedroom, evidence did not support Program Coordinator completed a
physical assault or sexual misconduct and competency test regarding abuse,
evidence did support client #1 was neglect and exploitation reporting
diagnosed with a UTI. The investigation and investigations.
failed to indicate clients #1 and #2 were 4. How will the corrective
interviewed as part of the investigation. action be monitored to ensure the
The investigation indicated "Due to deficient practice will not recur?
[client #2] not being a reliable reporter he '
was not interviewed for the investigation. departiift S:Zlel:i]g::?g?iicreeview
He does not recall events accurately, all investigations with allegations of
cannot identify dates and sometimes abuse and neglect.
confuses names." The Quality Assurance
department or the Area Director will
The QIDP/PD (Qualified Intellectual review all investigations completed
. . . by the Program Director to ensure
Disabilities Professional/Program they are thorough.
Director) was interviewed on 6/9/15 at
4:18 The PD indicated both clients #1 5. What is the date by which the
and #2 should have been interviewed as systemic changes will be
part of the investigation. The PD ;(H;l I;lzett;’d; 015
indicated client #2 was capable of being
interviewed.
2. A GER dated 3/3/15 indicated client
#8 "was talking to his counselor from
[counseling services] he (sic) told her that
this morning he cut himself on his right
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: IUOW11 Facility ID: 000809 If continuation sheet Page 12 of 44
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W 0157

Bldg. 00

thumb with a knife in the kitchen because
he could not get more milk." The GER
indicated client #8 also indicated the cut
on his right finger had happened at
workshop yesterday...." The
Review/Followup Comments section of
the GER was blank. The report indicated
the residential manager was notified of
the incident on 3/3/15 at 6:45 PM.

The QIDP/PD was interviewed on 6/9/15
at 12:45 PM and indicated there was no
investigation into the incident and the
incident should have been investigated.
She was uncertain if she had been aware
of the incident when it occurred.

9-3-2(a)

483.420(d)(4)

STAFF TREATMENT OF CLIENTS

If the alleged violation is verified, appropriate
corrective action must be taken.

Based upon record review and interview,
for 1 additional client (client #6), the
facility failed to develop and implement
timely effective corrective action to
protect client #6 from falls.

W 0157

W 157 Staff Treatment of Clients
If the alleged violation is verified,
appropriate corrective action must be
taken.

1.  What corrective action will

07/12/2015
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be accomplished?

Findings include: . The IDT will meet to r.ev1ew
Client #6’s recent PT evaluation and
follow up on recommendations to

The facility's reportable incidents to the help prevent additional falls.

Bureau of Developmental Disabilities The importance of completing

Services (BDDS) and General Events neurological checks and/or sending

Reports (GER) were reviewed on 6/9/15 an mdlt“‘ti}‘]lalhto Ze e.Tfll)uated.afterdan

. . . mjus 0 the head wi € reviewe

at 11:52 AM and indicated the following Jury .

: ) . with the Program Coordinator and

falls involving client #6: Program Director by July 12th, 2015.

Client #6’s risk plan for falls

a) A GER dated 3/4/15 indicated client will be reviewed and revised if

#6 lost her balance and fell in the nezetisa%l}ased on her(l;Tt, evaluation

. - an € recommenaations.
bedroom. Client #6 was not injured. A staff meeting will be held

Corrective action indicated client #6 by July 12th to review Client #6’s

would be assisted as needed to prevent updated risk plan.

falls.

2.  How will we identify other
L. . residents having the potential to be

b) A GER dated 3/8/15 indicated client atfected by the D

#6 "all’nOSt fell but Caught heI’Sle and cut practice and what corrective

her finger in the process." The corrective action will be taken?

action for the report was blank. All residents have the
potential to be affected by the same

L . deficient practice.

¢) A GER dated 4/18/15 indicated client The importance of completing

#6 backed into her walker and fell down neurological checks and/or sending

and hit her head. The report indicated an individual to be evaluated after an

client #6 was not injured. Corrective ‘“JLI‘:yhto the head (ij“ l()ie re‘”ewe:
. . . ith the P inat

action indicated client #6 was assisted up ;Vrlogra; I;;iig b;(;fﬂlyn?;;a; 015

and assessed for injury. No other action The IDT will meet when there

was indicated. are identified trends in reportable
incidents involving the individuals

d) A GER dated 5/26/15 indicated client (i-e;di“mane;i; falls, imf?asedd_ |

. t >

#6 walked back to her bed without her ;I;Cl;e:;vsi;al neeggrease 1 medica

walker and fell. The report failed to Risk plans will be reviewed

indicate if client #6 was injured. and updated by the nurse quarterly
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and as the individuals needs change.
e) A GER dated 5/27/15 indicated client
. . 3.  What measures will be put
#6 tripped over a rug in the bathroom and . .
) ] into place or what systemic
hit her head and nose on the toilet paper changes will be made to ensure
dispenser. The report indicated client #6 that the deficient practice does not
sustained a scrape on her nose with "a recur? ‘ '
little bruising and a small quarter sized Tl,le importance of comp l,etmg
" . neurological checks and/or sending
knot on top center of head." The section o
" ) an individual to be evaluated after an
for corrective action taken was blank. injury to the head will be reviewed
with the Program Coordinator and
Investigations for the GERS involving Program Director by July 12th, 2015.
. . The IDT will meet when there
falls for client #6 were reviewed on o :
) Lo are identified trends in reportable
6/9/15 at 3:26 PM and indicated incidents involving the individuals
recommendations for staff to follow (i.e. increases in falls, increased
client #6's risk plan to address falls. incidents of SIB, increase in medical
or behavioral needs).
Client #6's Risk Plan last updated on Risk plans will be reviewed
. and updated by the nurse quarterly
1/23/15 was reviewed on 6/9/15 at 4:00 and as the individuals nceds change.
PM and indicated client #6 was at high
risk for falls. Interventions indicated 4.  How will the corrective
monitoring the environment for a wet action be monitored to ensure the
) . S >
floor or "anything on the floor that should deficient practice Will not recur
. " and cli 46 The nurse will review the
be picked up" and client #6 was to use a client’s risk plans on a quarterly
walker to ambulate at all times. There basis or sooner if the need arises.
was no evidence of a revision to client The Quality Assurance
#6's plan or other corrective action to department or the Area Director will
review all investigations completed
protect her from falls. .
by the Program Director to ensure
they are thorough.
The QIDP/PD (Qualified Intellectual The IDT will meet when there
Disabilities Professional) was are identified trends in reportable
interviewed on 6/9/15 at 4:18 PM and incidents involving the individuals
Ny . ie. 1 in falls, i d
indicated client #6 had been taken to .(1 ¢ [nereases 1 fa, inereased
) . incidents of SIB, increase in medical
Physical Therapy (PT) for an evaluation or behavioral needs).
in regards to her falls on 6/8/15, but there
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had not been interdisciplinary meetings to 5. What is the date by which the
address her falls for corrective action systemic changes will be
ior to her PT evaluation. The QIDP/PD completed?
pngr 0 er’ evaluation. The Q. ) July 12th, 2015
indicated client #6 would be receiving PT
to address her unsteady gait.
Client #6's initial therapy evaluation
dated 6/8/15 was reviewed on 6/9/15 at
4:15 PM and indicated she was at high
risk for falls and would be receiving PT
to address her unsteady gait.
9-3-2(a)
W 0159 | 483.430(a)
QUALIFIED MENTAL RETARDATION
Bldg. 00 | PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based upon record review and interview, W 0159 W 159 Qualified Mental 07/12/2015
the facility failed for 4 of 4 sampled ERet;“?t“:’“ Prgfesi“’“:"l )
. . ach client's active treatmen
clients (clients #1, #2, #3 and #4) and for .
. . ; program must be integrates,
1 additional client (client #6) to ensure coordinated and monitored by a
the QIDP (Qualified Intellectual qualified mental retardation
Disabilities Professional) coordinated and professional.
monitored their program plans. The
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QIDP failed to complete periodic reviews 1. What corrective action will
of clients #1, #2 and #4's ISP (Individual L acc“}:nphs}‘ed? S ;
. . rogrammatlc TEVIEWS O
Sgpport Plans) ObJ ect1v§s. The QIDP Client #’s 1-4 will be completed by
failed for 1 additional client (client #6), the Program Director/QIDP by July
to develop and implement timely 12th, 2015.
effective corrective action to protect The Program Directors/QIDP
client #6 from falls. The QIDP failed to will be retrained on the importance
for 1 of 4 led clients (client of completing programmatic reviews
ensure for 1 of 4 sampled clients (clien by July 12th, 2015,
#3) assessments or reassessments were The IDT will meet to review
completed within 30 days of admission. Client #6’s recent PT evaluation and
The QIDP failed for 1 of 4 sampled clients follow up on recommendations to
(client #3), and 2 additional clients help prevent addftmal faf“S' N
. . € 1Importance o1 compietin
(clients #5 and #6) to assess their o tmp petng
) ) . neurological checks and/or sending
vocational skills and interests. The QIDP an individual to be evaluated after an
failed to ensure an Individual Support injury to the head will be reviewed
Plan (ISP) was developed within 30 days with the Program Coordinator and
of admission for 1 of 4 sampled clients ngranélplrf;tgf b}' IJ(UIT lzfth’ ??115
. . 1en S 118K plan Tor Talls
(client #3)..The QIPP failed for 3 of 4 will be reviewed and revised if
sampled clients (clients #2, #3 and #4) to necessary based on her PT evaluation
ensure guardian/health care and the IDT recommendations.
representative consent was obtained for A staff meeting will be held
their behavior plans (BPs). The QIDP by July I?th to review Client #6's
fuiled for 2 of 4 led cli T updated risk plan.
aile or 0 Samp ed chients (C lents The IDT will meet to discuss
#1 and #3) to ensure the facility's Human Client #3°s PT evaluation and will
Rights Committee reviewed their plans follow up on the recommendation for
with restrictive interventions. stretching exercises and a wheelchair
evaluation by July 12th.
.1 . i Clarification will be obtained
Findings include: . . .
regarding Client #3’s stretching
exercises recommended as PT did
1. Client #1's record was reviewed on not provide examples of exercises
6/9/15 at 2:50 PM. An ISP dated 2/24/15 that should be completed with Client
indicated objectives to clean her #3. o
bedroom, complete oral hygiene, state i ngrammm,g will be )
. . . implemented for Client #3 regarding
importance of knowing side effects of stretching exercises that are
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: IUOW11 Facility ID: 000809 If continuation sheet Page 17 of 44
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medication, lessen use of jargon, identify recommended by PT.
coins, and adjust water temperature.  Client #3’s dent?l .
. . appointment was completed on
There was no evidence of a Qualified 61? i) 8-15 P
Intellectual Disabilities Professional Client #3°s audiology
(QIDP) review of the progress of client appointment was completed on
#1's objectives. 6-29-15.
Client #3’s speech evaluation
. , . was completed on 6-26-15.
Client #2's record was reviewed on Client #3°s OT evaluation will
6/9/15 at 2:10 PM. An ISP dated 1/22/15 be completed by July 12th, 2015.
indicated objectives to demonstrate Client #3’s vision
proper boundary with peer, prepare appointment will be completed by
medications, state the value of coins, Tuly 12% 2015. N . e
. . € 1mportance o1 completin,
mop the kitchen and brush his teeth. L Tmporian preting
) . new admission appointments was
There was no evidence of a QIDP review reviewed with the Program Director
of the progress of client #2's objectives. and Program Coordinators on June
18th, 2015.
Client #4's record was reviewed on Fmicno,rll?lévocanoﬁl i1
. . ' assessments wi € completed 1or
6/9/15 a‘f 2..30 PM. C.ller¥t #4's ISP dated Clients #3, 5 and 6 for their day
7/22/14 indicated objectives to relate an service activities.
incident from the day, vacuum the rug, Training will be provided to
count money’ take a Shower daily and the Program Director/QIDP over the
purchase a snack. There was no evidence day SCrvice program reg,ardmg the
£ IDP . fth £ expectations of completing a
0 .a Q reYleW ot the progress o functional/vocational assessments
client #4's objectives. upon admission and yearly.
Client #3’s ISP has been
The QIDP was interviewed on 6/9/15 at updated and completed to include
4:32 PM and indicated the reviews of the Objecnves,' )
. VoL Client #3’s ISP will be
clients' objectives by the QIDP were late. reviewed with the IDT and his
guardian by July 12th.
2. The QIDP failed for 1 additional client Formal programing will be
(client #6), to develop and implement implemented for Client #3 based on
. . - . his ISP objectives.
timely effective corrective action to . , ,
) Training will be provided to
protect client #6 from falls. Please see the Program Directors/QIDP to
WI157. regarding the importance of
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completing an ISP within 30 days of
3. The QIDP failed to ensure for 1 of 4 admission and yearly with all clients.
sampled clients (client #3) assessments or ~ HRC approval will be
¢ leted within 30 obtained for Client #1’s BSP and
reassessmen.s \.VCre compieted within Client #3’s BSP and use of use of
days of admission. Please see W210. Baclofen and Hydroxyzine.
The Program Directors/QIDP
4. The QIDP failed for 1 of 4 sampled will be retrained on the HRC process
clients (client #3), and 2 additional and expectations by July 12th.
clients (clients #5 and #6) to assess their Client #2, 3 ar}d 4’s BSP’s
. . . have been sent to their
vocational skills and interests. Please see . .
guardians/health care representatives
W225. for their consent.
The importance of obtaining
5. The QIDP failed to ensure an guardian/health care representative
Individual Support Plan (ISP) was approval will be reviewed with the
developed within 30 days of admission l;;‘t’fr;rgl?’remm/ QIDP by July
for 1 of 4 sampled clients (client #3). ’ '
Please see W226. 2. How will we identify other
residents having the potential to be
6. The QIDP failed for 3 of 4 sampled affected by the same deficient
clients (clients #1, #2 and #4) to ensure practice and what corrective
: : tion will be taken?
ardian/health care representative ac
gu . p K . All residents have the
consent was obtained for their behavior potential to be affected by the same
plal‘ls (BPS) Please Se€c W263 deﬁcient practice.
The Program Director/QIDP
7. The QIDP failed for 2 of 4 sampled will complete monthly programmatic
clients (clients #1 and #3) to ensure the reviews of the client’s ,Ob]ecnves'
. i ohts C . The Program Directors/QIDP
facility's Human Rights Committee will be retrained on the importance
reVieWed theil‘ plans Wlth restrictive of Completing programmatic reviews
interventions. Please see W262. by July 12th, 2015.
The importance of completing
9-3-3(a) neurological checks and/or sending
an individual to be evaluated after an
injury to the head will be reviewed
with the Program Coordinator and
Program Director by July 12th, 2015.
The IDT will meet when there
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are identified trends in reportable
incidents involving the individuals
(i.e. increases in falls, increased
incidents of SIB, increase in medical
or behavioral needs).

Risk plans will be reviewed
and updated by the nurse quarterly
and as the individuals needs change.

The importance of completing
new admission appointments was
reviewed with the Program Director
and Program Coordinators on June
18th, 2015.

Functional/vocational
assessments will be completed for all
clients who attend day service
activities.

Training will be provided to
the Program Director/QIDP over the
day service program regarding the
expectations of completing a
functional/vocational assessments
upon admission and yearly.

Training will be provided to
the Program Directors/QIDP to
regarding the importance of
completing an ISP within 30 days of
admission and yearly with all clients.

The Program Director/QIDP
will ensure that there is formal
programming in place for all
residents that address identified
needs.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis.

The Program Directors/QIDP
will be retrained on the HRC process
and expectations by July 12th.

The Program Director/QIDP
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and or the Behavior Clinician will
ensure that HRC approvals are
obtained for all restrictions that are
implemented.

The importance of obtaining
guardian/health care representative
approval will be reviewed with the
Program Directors/QIDP by July
12th, 2015.

The Program Director/QIDP
will review all clients ISP’s and
BSP’s to ensure the appropriate
guardian/health care representative
signatures are obtained.

3. What measures will be put
into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur?

The Program Director/QIDP
will complete monthly programmatic
reviews of the client’s objectives.

The Program Directors/QIDP
will be retrained on the importance
of completing programmatic reviews
by July 12th, 2015.

The importance of completing
neurological checks and/or sending
an individual to be evaluated after an
injury to the head will be reviewed
with the Program Coordinator and
Program Director by July 12th, 2015.

The IDT will meet when there
are identified trends in reportable
incidents involving the individuals
(i.e. increases in falls, increased
incidents of SIB, increase in medical
or behavioral needs).

Risk plans will be reviewed
and updated by the nurse quarterly
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and as the individuals needs change.

The importance of completing
new admission appointments was
reviewed with the Program Director
and Program Coordinators on June
18th, 2015.

Functional/vocational
assessments will be completed for all
clients who attend day service
activities.

Training will be provided to
the Program Director/QIDP over the
day service program regarding the
expectations of completing a
functional/vocational assessments
upon admission and yearly.

Training will be provided to
the Program Directors/QIDP to
regarding the importance of
completing an ISP within 30 days of
admission and yearly with all clients.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis.

The Program Directors/QIDP
will be retrained on the HRC process
and expectations by July 12th.

The Program Director/QIDP
and or the Behavior Clinician will
ensure that HRC approvals are
obtained for all restrictions that are
implemented.

The importance of obtaining
guardian/health care representative
approval will be reviewed with the
Program Directors/QIDP by July
12th, 2015.

The Program Director/QIDP
will review all clients ISP’s and
BSP’s to ensure the appropriate
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guardian/health care representative
signatures are obtained.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?

The Program Director/QIDP
will monitor during their monthly
supervisory checks (these include a
review of programmatic data, ISP’s
and BSP’s).

The Area Director will
monitor the completion of the
programmatic data by the Program
Director/QIDP for three months and
then randomly to ensure that the
Program Director is completing the
data monthly.

The Quality Assurance
department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).

The nurse will review the
client’s risk plans on a quarterly
basis or sooner if the need arises.

The Quality Assurance
department or the Area Director will
review all investigations completed
by the Program Director to ensure
they are thorough.

The IDT will meet when there
are identified trends in reportable
incidents involving the individuals
(i.e. increases in falls, increased
incidents of SIB, increase in medical
or behavioral needs).

The nurse will monitor new
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admission appointments to ensure
they are completed.
The nurse will review
residents appointments monthly via
the health care reports that are being
ran for the clients.
The Area Director will review
the HRC approvals that are obtained
on a quarterly basis.
Risk plans will be reviewed
and updated by the nurse quarterly
and as the individuals needs change.
5.  What is the date by which the
systemic changes will be
completed?
July 12th, 2015
W 0210 483.440(c)(3)
INDIVIDUAL PROGRAM PLAN
Bldg. 00 Within 30 days after admission, the

Based upon record review and interview, W 0210 W 210 Individual Program Plan 07/12/2015
the facility failed to ensure for 1 of 4 Within 30 days after admission, the
. . interdisciplinary team must perform
sampled clients (client #3) assessments or
L accurate assessments or
reassessments were completed within 30 reassessments as needed to
days of admission. supplement the preliminary
evaluation conducted prior to
Findings include: admission.
) ) 1.  What corrective action will
Client #3's records were reviewed on be accomplished?
6/9/15 at 2:16 PM. The record indicated The IDT will meet to discuss
client #3 was admitted on 4/15/15. There Client #3’s PT evaluation and will
was no evidence of evaluations of client follow up on the recommendation for
43'S heari .. dental status. Th stretching exercises and a wheelchair
S hearing, vision or aeéntal status. (§ evaluation by July 12th.
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record included referrals by client #3's Clarification will be obtained
primary care physician dated 4/27/15 for regarding Client #3 Zs(tireml;;li "
. . €XCrcCi1ses recommended as 1
client #3 to be evaluated by Physical not provide examples of exercises
Therapy (PT) and Occupational Therapy that should be completed with Client
(OT). There was no evidence of #3.
evaluations by PT and OT and of client Programming will be
#3's communication skills. implen.lented f0¥ Client #3 regarding
stretching exercises that are
. recommended by PT.
The QIDP (Qualified Intellectual Client #3’s dental
Disabilities Professional)/Program appointment was completed on
Director (PD) was interviewed on 6/9/15 6-18-15.
at 3:06 PM and indicated she would look . tCher;t #3's audl;)l?gdy
. . appointment was completed on
for evidence of client #3's assessments 61?;9-1 5 P
and evaluations of hearing and vision. Client #3’s speech evaluation
She indicated client #3 had an was completed on 6-26-15.
appointment to see the dentist on 6/19/15, Client #3’s OT evaluation will
but had not yet been seen by the dentist. be Complffted by Jul,y ,1 2th, 2015.
Client #3’s vision
) ) appointment will be completed by
A PT evaluation for client #3 dated July 12th, 2015.
5/12/15 was reviewed on 6/11/15 at 4:30 The importance of completing
PM and indicated "patient is very tight new admission appointments was
and would benefit from ongoing, daily re\;i)wed Wlthcthe glrogtram Dl;ecmr
. i . and Program Coordinators on June
stretching. A wheelchair evaluation 18th, 2015.
would be beneficial to assess positioning
and make recommendations...." There 2. How will we identify other
was no evidence of a wheelchair residents having the potential to be
evaluation provided in the affected by the same deficient
X practice and what corrective
documentation. action will be taken?
All residents have the
The Area Director (AD) indicated via potential to be affected by the same
e-mail on 6/12/15 at 9:26 AM, "I have deﬁmenthpracﬂce- -
. . The import ti
checked and there is no programming © Tmportanee of Compreting
i . . new admission appointments was
implemented for [client #3] based on his reviewed with the Program Director
PT eval (evaluation). We also do not and Program Coordinators on June
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have a wheelchair evaluation scheduled 18th, 2015.
yet. [House Manager] has attempted to
. 3.  What measures will be put
schedule it and she was told that the . .
into place or what systemic
current wheelchair was only a year old. changes will be made to ensure
The team is going to have to follow up on that the deficient practice does not
the recommendations." recur?
The importance of completing
. . . new admission appointments was
No assessments of his hearing, vision, reviewed with the Program Director
dental status were provided during the and Program Coordinators on June
survey. There was no evidence of an 18th, 2015.
evaluation by OT and no evidence of an
. . \ .. 4.  How will the corrective
evaluation of client #3's communication . .
. . action be monitored to ensure the
skills was provided. deficient practice will not recur?
The Quality Assurance
9-3-4(a) department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).
The nurse will monitor new
admission appointments to ensure
they are completed.
The nurse will review
residents appointments monthly via
the health care reports that are being
ran for the clients.
5.  What is the date by which the
systemic changes will be
completed?
July 12th, 2015
W 0225 483.440(c)(3)(v)
INDIVIDUAL PROGRAM PLAN
Bldg. 00 | The comprehensive functional assessment
must include, as applicable, vocational skills.
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Based upon observation, record review W 0225 W 225 Individual Program Plan 07/12/2015
and interview, the facility failed for 1 of 4 The comprehensive functional
. . assessment must include, as
sampled clients (client #3), and 2 . . .
- . i applicable, vocational skills.
additional clients (clients #5 and #6) to
assess their vocational skills and 1. What corrective action will
interests. be accomplished?
Functional/vocational
Findi nclude: assessments will be completed for
Indings include: Clients #3, 5 and 6 for their day
service activities.
Observations were completed at the Training will be provided to
facility operated day services on 6/9/15 the Program Director/QIDP over the
from 9:35 AM until 10:00 AM. Client #3 day service prograr flef?fd‘“g the
. . . cXpectations oI completing a
watched a children's movie. Client #6 bee ompretng
‘ ) i ] functional/vocational assessments
engaged in coloring a picture and client upon admission and yearly.
#5 put together a puzzle.
2.  How will we identify other
Workshop DSP (direct support residents having the poten.tlal to be
. . . affected by the same deficient
professional) was interviewed on 6/9/15 practice and what corrective
at 9:55 AM and indicated there were no action will be taken?
opportunities for paid work at the day All residents have the
services. She stated, "It's been discussed, g"tfen.“al to be affected by the same
. t practice.
but not yet." She indicated she was ehicte practice .
. . . . Functional/vocational
unaware if the clients' vocational skills assessments will be completed for all
had been assessed. clients who attend day service
activities.
The QIDP/PD (Qualified Intellectual Training will be provided to
e el . the Program Director/QIDP over the
Disabilities Professional/Program . .
. . . day service program regarding the
Director) was interviewed on 6/9/15 at expectations of completing a
4:18 PM and when asked if the clients' functional/vocational assessments
vocational skills had been assessed, upon admission and yearly.
stated, "Maybe. I'm not sure," and 3
.. . . What measures will be put
indicated she would check into the . P
into place or what systemic
assessments. changes will be made to ensure
that the deficient practice does not
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W 0226

Bldg. 00

No assessments were provided.

9-3-4(a)

483.440(c)(4)

INDIVIDUAL PROGRAM PLAN

Within 30 days after admission, the
interdisciplinary team must prepare, for each
client, an individual program plan.

Based upon record review and interview,

the facility failed to ensure an Individual

W 0226

recur?

Functional/vocational
assessments will be completed for all
clients who attend day service
activities.

Training will be provided to
the Program Director/QIDP over the
day service program regarding the
expectations of completing a
functional/vocational assessments
upon admission and yearly.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?

The Program Director/QIDP
will monitor during their monthly
supervisory checks (these include a
review of programmatic data,
assessments, ISP’s and BSP’s).

The Quality Assurance
department will complete audits to
ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).

5. What is the date by which the
systemic changes will be
completed?

July 12th, 2015

W 226 Individual Program Plan

07/12/2015
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Support Plan (ISP) was developed within Within 30 days after admission, the
30 days of admission for 1 of 4 sampled interdisciplinary team must prepare,
. . for each client, an individual
clients (client #3).
program plan.
Findings include: 1.  What corrective action will
be accomplished?
Client #3's records were reviewed on ot fhe:;t 3 SIISthhtaS.beTnd
.. updated and completed to include
6/9/15 at 2:16 PM. The record indicated OEjec fives P
client #3 was admitted on 4/15/15. Client Client #3’s ISP will be
#3's ISP dated 4/10/15 indicated it had reviewed with the IDT and his
been updated on 6/9/15, but there was no guardian by July 12th. .
evidence of objectives in the record. Training will be provided to
the Program Directors/QIDP to
) regarding the importance of
The QIDP (Qualified Intellectual completing an ISP within 30 days of
Disabilities Professional)/Program admission and yearly with all clients.
Director (PD) was interviewed on 6/9/15 _ Formal programing will be
at 3:06 PM and indicated client #3's ISP L@pllglsel:,ed:or Client #3 based on
. .. is objectives.
with objectives had not been developed !
yet and his ISP was late. 2. How will we identify other
residents having the potential to be
9-3-4(a) affected by the same deficient
practice and what corrective
action will be taken?
All residents have the
potential to be affected by the same
deficient practice.
Training will be provided to
the Program Directors/QIDP to
regarding the importance of
completing an ISP within 30 days of
admission and yearly with all clients.
The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis.
The Program Director/QIDP
will ensure that there is formal
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programming in place for all
residents that address identified
needs.

3. What measures will be put
into place or what systemic
changes will be made to ensure
that the deficient practice does not
recur?

Training will be provided to
the Program Directors/QIDP to
regarding the importance of
completing an ISP within 30 days of

admission and yearly with all clients.

The Program Director/QIDP
will review all ISP’s to ensure that
they are updated and completed on a
yearly basis.

The Program Director/QIDP
will ensure that there is formal
programming in place for all
residents that address identified
needs.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?

The Program Director/QIDP
will monitor during their monthly
supervisory checks (these include a
review of programmatic data, ISP’s
and BSP’s).

The Area Director will
monitor the completion of the
programmatic data by the Program
Director/QIDP for three months and
then randomly to ensure that the
Program Director is completing the
data monthly.

The Quality Assurance
department will complete audits to
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restrictive interventions.

Findings include:

and approved the plan.

the facility failed for 2 of 4 sampled
clients (clients #1 and #3) to ensure the
facility's Human Rights Committee
(HRC) reviewed their plans with

Client #1's record was reviewed on 6/9/15 at 2:50
PM. The record indicated client #1 had a guardian
to assist her in making decisions. A BP (Behavior
Plan) dated 5/12/15 indicated targeted behaviors
of agitation, verbal aggression, perseverating, and
included sedation for teeth cleaning. There was

no evidence the facility's HRC reviewed

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.

1. What corrective action will
be accomplished?

HRC approval will be
obtained for Client #1’s BSP and
Client #3’s BSP and use of use of
Baclofen and Hydroxyzine.

The Program Directors/QIDP
will be retrained on the HRC process
and expectations by July 12th.
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ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).
5.  What is the date by which the
systemic changes will be
completed?
July 12th, 2015
W 0262 483.440(f)(3)(i)
PROGRAM MONITORING & CHANGE
Bldg. 00 | 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 upon record review and interview, W 0262 W 262 Program Monitoring and 07/12/2015
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Client #3's record was reviewed on 2. How will we identify other
6/9/15 at 2:16 PM. The record indicated residents having the potential to be
client #3 had a guardian to assist him in affea.e d by the same deﬁcfent
practice and what corrective
making decisions. A BP dated 5/26/15 action will be taken?
indicated the use of Baclofen 5 mg All residents have the
(milligrams) to address teeth grinding potential to be affected by the same
and Hydroxyzine 50 mg to treat anxiety. deﬁmer;hr;r;iz;;m Directors/QIDP
There was no evidence the facility's HRC will be retrained on the HRC process
reviewed and approved the plan. and expectations by July 12th.
The Program Director/QIDP
The QIDP (Qualified Intellectual and or the Behavior Clinician will
Disabilities Professional) was ensure that HRC ap P m,vals are
i . obtained for all restrictions that are
interviewed on 6/9/15 at 4:32 PM and implemented.
indicated she would look for the HRC
review and approval for the clients' plans. 3. What measures will be put
into place or what systemic
No further evidence of review and changes will l_)e made t(_) ensure
. that the deficient practice does not
approval by the HRC for the clients' recur?
plans was provided. The Program Directors/QIDP
will be retrained on the HRC process
9-3-4(a) and expectations by July 12th.
The Program Director/QIDP
and or the Behavior Clinician will
ensure that HRC approvals are
obtained for all restrictions that are
implemented.
4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The Program Director/QIDP
will monitor during their monthly
supervisory checks (these include a
review of programmatic data, ISP’s
and BSP’s).
The Quality Assurance
department will complete audits to
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ensure completion of the QIDP
responsibilities (i.e. programmatic
data reviews, yearly assessments
completed, obtaining necessary
ISP/BSP signatures, completion of
ISP’s, etc.).
The Area Director will review
the HRC approvals that are obtained
on a quarterly basis.
5. What is the date by which the
systemic changes will be
completed?
July 12th, 2015
W 0263 483.440(f)(3)(ii)
PROGRAM MONITORING & CHANGE
Bldg. 00 The committee should insure that these
programs are conducted only with the
written informed consent of the client,
parents (if the client is a minor) or legal
guardian.
Based upon record review and interview, W 0263 W 263 Program Monitoring and 07/12/2015
the facility failed for 3 of 4 sampled Change .
. . The committee should insure that
clients (clients #2, #3 and #4) to ensure these ducted onl
programs ar€ condaucted only
guardian/health care representative with the written informed consent of
consent was obtained for their behavior the client, parents (if the client is a
plans (BPs). minor) or legal guardian.
.. . 1. What corrective action will
Findings include: be accomplished?
Client #2, 3 and 4’s BSP’s
Client #2's record was reviewed on have been sent to their
6/9/15 at 2:10 PM. The record indicated guardians/health care representatives
client #2 had a guardian to assist him in for thel;gzr;:;:)'mnce of obtaining
making decisions. A BP dated 2/24/15 suardian/health care representative
indicated target behaviors of resistance approval will be reviewed with the
(refusals to comply with a request), Program Directors/QIDP by July
coping skills, non-compliance, obsessive 12th, 2015.
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behavior, property destruction, physical
aggression and stealing. The plan 2. dHowhwﬂl Wel'lde“t’fy °ﬂ:er )
. . residents having the potential to be
included the use of Venlazfaxine HCL § The poren
] affected by the same deficient
(hydrochloride) ER (extended release) 75 practice and what corrective
mg (milligrams) to address obsessive action will be taken?
behavior. There was no evidence client All residents have the
#2's guardian consented to the plan. potential to be affected by the same
deficient practice.
) ) The importance of obtaining
Client #3's record was reviewed on guardian/health care representative
6/9/15 at 2:16 PM. The record indicated approval will be reviewed with the
client #3 had a guardian to assist him in Program Directors/QIDP by July
making decisions. A BP dated 5/26/15 12th, 2015. ,
.. The Program Director/QIDP
md_lc_ated the use of Baclofen 5 .rng. will review all clients ISP’s and
(milligrams) to address teeth grinding BSP’s to ensure the appropriate
and Hydroxyzine 50 mg to treat anxiety. guardian/health care representative
There was no evidence client #3's signatures are obtained.
guardian consented to the plan. .
3. What measures will be put
into place or what systemic
Client #4's record was reviewed on changes will be made to ensure
6/9/15 at 2:30 PM. The record indicated that the deficient practice does not
client #4 had a health care representative recur? . fob
. .. . .. The importance of obtainin
to assist him in making decisions. A BP . P ne
o . guardian/health care representative
dated 5/12/15 indicated target behaviors approval will be reviewed with the
of physical aggression, verbal aggression, Program Directors/QIDP by July
hallucination, inappropriate sexual 12th, 2015.
behavior and sleeping. The plan included _ The Program Director/QIDP
. . will review all clients ISP’s and
the restriction of access to personal items , .
) ] BSP’s to ensure the appropriate
(belt, compression stocking and guardian/health care representative
handkerchief) due to their use in sexual signatures are obtained.
gratification which put him at risk. The
plan included the use of Zyprexa 40 mg 4. How will the corrective
dailv. Geodon 100 bid (twice dail action be monitored to ensure the
aily, eodon mg bid (twice daily), deficient practice will not recur?
and Depakote 1500 mg. There was no The Program Director/QIDP
evidence client #4's health care will monitor during their monthly
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representative provided consented to the supervisory checks (these include a
plan review of programmatic data, ISP’s
and BSP’s).
. . o The Quality Assurance
The Qualified Intellectual Disabilities department will complete audits to
Professional (QIDP/Program Director ensure completion of the QIDP
(PD) was interviewed on 6/9/15 at 4:25 responsibilities (i.e. programmatic
PM and indicated there was no written data erIZWS’bye_"‘r_ly assessments
. .. completed, obtaining necessa
consent for client #2's plan. She indicated pees & Y
i ) i ISP/BSP signatures, completion of
client #2's guardian had provided verbal ISP’s, etc.).
consent, but had not returned written The Area Director will review
consent. the HRC approvals that are obtained
on a quarterly basis.
The Q-IDP/PD indicated on 6/9/15 at 4.1:30 5. Whatis the date by which the
PM client #4's health care representative systemic changes will be
did not readily respond to correspondence completed?
and there was no evidence of his consent July 12th, 2015
for client #4's plan.
The QIDP/PD indicated on 6/9/15 at 3:06
PM she would look for initial approval of
client #3's plan. No evidence of consent
was provided.
9-3-4(a)
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W 0331 | 483.460(c)
NURSING SERVICES
Bldg. 00 The facility must provide clients with nursing
services in accordance with their needs.
Based upon observation, record review W 0331 W 331 Nursing Services 07/12/2015
and interview, the facility's nursing The facﬂlty fnust' provide clients Wlth
. . . nursing S€rvices m accordance with
services failed for 1 of 4 sampled clients their needs
(client #3) and 1 additional client (client
#6) to provide assessments for head 1. What corrective action will
injuries involving client #6 and failed to be accomplished?
ensure skin lesions were documented and ~ The IDT will meet to review
d for client #3 Client #6’s recent PT evaluation and
assessed for clien ) follow up on recommendations to
help prevent additional falls.
pp
Findings include: The importance of completing
neurological checks and/or sending
! i an individual to be evaluated after an
1. The facility's reportable incidents to injury to the head will b iewed
. eqe. mjus 0 the head wi C Irecvicwe
the Bureau of Developmental Disabilities w;thr}t]he Program Coordinator and
Services (BDDS) and General Events Program Director by July 12th, 2015.
Reports (GER) were reviewed on 6/9/15 Client #6’s risk plan for falls
at 11:52 AM and indicated the following: will be reviewed and revised if
necessary based on her PT evaluation
R . and the IDT recommendations.
A GER dated 4/18/15 indicated client #6 A staff meeting will be held
backed into her walker and fell down and by July 12th to review Client #6’s
hit her head. The report indicated client updated risk plan.
#6 was not injured. Corrective action How to complete skin/wound
indicated client #6 was assisted up and assessments and SIB, ““km‘% for
. . Client #3 will be reviewed with staff
assessed for injury. No other action was by July 12th, 2015.
indicated.
There was no evidence the nurse assessed 2. How will we identify other
client #6 for head injury. residents having the potential to be
affected by the same deficient
Lo . practice and what corrective
A GER dated 5/27/15 indicated client #6 action will be taken?
tripped over a rug in the bathroom and hit All residents have the
her head and nose on the toilet paper potential to be affected by the same
dispenser. The report indicated client #6 deficient practice.
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sustained a scrape on her nose with "a The IDT will meet to review
little bruising and a small quarter sized Client #6°s recent PT evalnation and
" . follow up on recommendations to
knot on top center of head." The section .
" ) help prevent additional falls.
for corrective action taken was blank and The importance of completing
there was no evidence of nursing neurological checks and/or sending
evaluation of client #6's injuries. an individual to be evaluated after an
injury to the head will be reviewed
Th h intervi d with the Program Coordinator and
€ group nome nurse was H% er.Vlewe Program Director by July 12th, 2015.
on 6/11/15 at 11:43 AM and indicated Client #6°s risk plan for falls
she was not aware of client #6's head will be reviewed and revised if
injuries and indicated staff should have necessary based on her PT evaluation
called her to ensure appropriate medical and the IDT recommendations.
¢ leted A staff meeting will be held
treatment was completed. by July 12th to review Client #6’s
updated risk plan.
2. During observation at the group home The nurse will review
on 6/8/15 from 6:00 PM until 7:30 PM, skin/wound assessments completed
client #3 had a scab on the top of his right on the r,eSldentS at le,aSt monthly or
hand 1/2 inch in di sooner if the need arises.
an Inch in diameter. The Behavioral Clinician will
review all behavioral data recorded
During observation at day services on by staff. Revisions to BSP’s will be
6/9/15 from 9:35 AM until 10:00 AM, implemented as the data reflects the
client #3 had a scab on the top of his right necessity to do so. )
hand and 2 el h his lef How to complete skin/wound
and an .para el scrate e's to ls. elt assessments and SIB tracking be
elbow one inch apart and 2 inches in reviewed with staff by July 12th,
length. 2015.
Client #3's record was reviewed on .
19/1 21 A 5261 havi 3.  What measures will be put
6/9 5 a‘F 116 PM. A 5/26 5 Be avior into place or what systemic
Plan indicated, but was not limited to self changes will be made to ensure
injurious behavior of scratching and/or that the deficient practice does not
biting himself or picking at open sores. recur?
. , . . The IDT will meet to review
Client #3's record included a risk plan to . , .
o o . . Client #6’s recent PT evaluation and
address his risk for skin integrity which follow up on recommendations to
indicated client #3 "requires total help prevent additional falls.
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assistance with bathing and staff have the The importance of completing
opportunity to visually examine his skin neurological checks and/or sending
f head to toe dail lient #31 h an individual to be evaluated after an
r.om ca O. Oe. a? y...[clien ] ?S a injury to the head will be reviewed
history of skin picking...Staff are trained with the Program Coordinator and
to report anything unusual (including Program Director by July 12th, 2015.
injuries to the skin) to the HM/PD Client #6’s risk plan for falls
(House Manager/Program Director) along will be rev;ew‘? anfl re;’)‘;ed 1f1 .
. . . necessary based on her PT evaluation
with how to document in [computerized and the IDT recommendations.
1 "
documentation system].... A staff meeting will be held
by July 12th to review Client #6’s
The QIDP-PD (Qualified Intellectual updated risk plan.
Disabilities Professional/(Program Ciny Thednurse will rtewew eted
. . . skin/wound assessments complete
Director) was interviewed on 6/9/15 at . P
o on the residents at least monthly or
4:32 PM and indicated there was no sooner if the need arises.
evidence of documentation of client #3's The Behavioral Clinician will
injuries. She indicated client #3 had self review all behavioral data recorded
injurious behavior addressed in a plan, ?y staff. Revisions to BSP’s will be
but staff should be documenting his implemented as the data reflects the
o g necessity to do so.
Injuries. How to complete skin/wound
assessments and SIB tracking be
The group home nurse was interviewed reviewed with staff by July 12th,
on 6/11/15 at 1:26 PM and indicated staff 2015.
shc.)uld t?e documenting injuries as part of 4. How will the corrective
daily skin checks. action be monitored to ensure the
deficient practice will not recur?
9-3-6(a) The nurse will review the
client’s risk plans on a quarterly
basis or sooner if the need arises.
The IDT will meet when there
are identified trends in reportable
incidents involving the individuals
(i.e. increases in falls, increased
incidents of SIB, increase in medical
or behavioral needs).
The nurse will review
skin/wound assessments completed
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on the residents at least monthly or
sooner if the need arises.
The Behavioral Clinician will
review all behavioral data recorded
by staff. Revisions to BSP’s will be
implemented as the data reflects the
necessity to do so.
The Program Coordinator and
Program Director will review the
skin/wound documentation and
GER’s as they are documented by
the staff.
5.  What is the date by which the
systemic changes will be
completed?
July 12th, 2015
W 0436 483.470(g)(2)
SPACE AND EQUIPMENT
Bldg. 00 | The facility must furnish, maintain in good
repair, and teach clients to use and to make
informed choices about the use of dentures,
eyeglasses, hearing and other
communications aids, braces, and other
devices identified by the interdisciplinary
team as needed by the client.
Based upon observation, record review W 0436 W 436 07/12/2015
and interview for 1 of 4 sampled clients Thedfacﬂlt.y m‘:: furlllnsll?, ntlaltntam mn
. o . good repair and teach clients to use
(client #4), the facility failed to ensure and to make informed choices about
hearing aids were provided as the use of dentures, eyeglasses,
recommended. hearing and other communication
aids, braces and other devices
Findings include: identified by the IDT as needed by
the client.
Observations were completed at the group home
on 6/8/15 from 6:00 PM until 7:30 PM and again 1.  What corrective action will
on 6/9/15 from 6:35 AM until 7:45 AM. be accomplished?
Observations were completed at the workshop on A new hearing evaluation will
6/9/15 from 9:35 AM until 10:00 AM. Client #4 be completed for Client #4.
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did not wear hearing aids during the observations. The importance of ensuring
all adaptive equipment is available
Client #4's digitized record was reviewed on and in good repair will be reviewed
6/9/15 at 4:00 PM. A 6/14/15 hearing evaluation with the Program Coordinator and
indicated client #4 "reports trouble w/ (with) Program Director by July 12th.
hearing + (and) asking for repetition + states he
works in noise without hearing protection...mild 2.  How will we identify other
hearing loss left ear, mild to moderate-severe residents having the potential to be
hearing loss right ear...Rx (prescription) further affected by the same deficient
hearing aid evaluation + eval (evaluation) with practice and what corrective
amplification...." Appointment documentation action will be taken?
scanned in client #4's record on 11/14/14 All residents have the
indicated an undated note "Audiogram + hearing potential to be affected by the same
aid evaluation completed. Will start paperwork deficient practice.
for prior authorization from his The importance of ensuring
insurance...earmold impression taken w/out all adaptive equipment is available
incident. Will call for follow up...." There was no and in good repair will be reviewed
evidence in the record of further follow up in with the Program Coordinator and
regards to obtaining hearing aids for client #4. Program Director by July 12th.
The nurse, Program
The Qualified Intellectual Disabilities Coordinator and Program Director
Professional/Program Director (QIDP/PD) was will follow up on all
interviewed on 6/9/15 at 3:55 PM and indicated recommendations by physicians. The
she was uncertain of the status of client #4's IDT will address recommendations
hearing aids. as necessary.
The group home nurse was interviewed .
on 6/11/15 at 11:43 AM and indicated the % What measures will be put
into place or what systemic
hearing aid recommendation for client #4 changes will be made to ensure
had evidently not been acted upon by the that the deficient practice does not
facility. recur?
The importance of ensuring
all adaptive equipment is available
9-3-7(a) . . .
and in good repair will be reviewed
with the Program Coordinator and
Program Director by July 12th.
The nurse, Program
Coordinator and Program Director
will follow up on all
recommendations by physicians. The
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IDT will address recommendations
as necessary.
4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?
The IDT will meet when there
are recommendations for adaptive
equipment for the residents.
The nurse will review
residents appointments monthly via
the health care reports that are being
ran for the clients.
The Program Coordinator will
monitor to ensure that the adaptive
equipment is available for the clients
daily when they are in the home.
5. What is the date by which the
systemic changes will be
completed?
July 12th, 2015
W 0440 483.470(i)(1)
EVACUATION DRILLS
Bldg. 00 The facility must hold evacuation drills at
least quarterly for each shift of personnel.
Based upon record review and interview, W 0440 W 440 Evacuation Drills 07/12/2015
the facility failed for 4 of 4 sampled The faclﬂ‘fiy e hold;‘t Le,‘ft ]
. . uarterly drills for each shift o
clients (clients #1, #2, #3 and #4), and for gersonnZl
4 additional clients (clients #5, #6, #7 and
#8) to conduct quarterly evacuation drills 1.  What corrective action will
for the day shift and overnight shift. be accomplished?
A schedule identifying when
.- . each emergency drill should be ran
Findings include: .
has been implemented.
The Program Coordinator will
The facility's evacuation drills from receive training on the emergency
6/14-6/15 were reviewed on 6/9/15 at drill tracking.
1:05 PM. The review indicated the The importance of ensuring
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facility had failed to conduct evacuation emergency drills are ran each month
drills for clients #1, #2, #3, #4, #5, #6, #7 E"f the afl)r’t“ilprita:; ﬁftnifl’efi‘)? will
. . e completed at the staff meeting.
and #8 for the day shift on the overnight 2 day shift and ovemighfshi i
shift from 9/8/14 until 1/21/15 and drill will be completed by July 12th.
completed only one drill on the day shift The Program Director will
on 4/4/15. monitor the emergency drills
monthly.
The QIDP/PD (Qualified Intellectual 2. How will we identify other
Disabilities Professional)/Program residents having the potential to be
Director was interviewed on 6/9/15 at affected by the same deficient
1:25 PM and indicated there was no other practice and what corrective
evidence drills were conducted during action will be,taken?
. K . All residents have the
the time period where drills were potential to be affected by the same
missing. deficient practice.
A schedule identifying when
9-3-7(a) each emergency drill should be ran
has been implemented.
The Program Coordinator will
receive training on the emergency
drill tracking.
The importance of ensuring
emergency drills are ran each month
for the appropriate time period will
be completed at the staff meeting.
A day shift and overnight shift
drill will be completed by July 12th.
The Program Director will
monitor the emergency drills
monthly.
Quarterly Health and Safety
assessments will be completed. The
assessment includes ensuring
evacuation drills are completed as
scheduled.
3. What measures will be put
into place or what systemic
changes will be made to ensure
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that the deficient practice does not
recur:

A schedule identifying when
each emergency drill should be ran
has been implemented.

The Program Coordinator will
receive training on the emergency
drill tracking.

The importance of ensuring
emergency drills are ran each month
for the appropriate time period will
be completed at the staff meeting.

A day shift and overnight shift
drill will be completed by July 12th.

The Program Director will
monitor the emergency drills
monthly.

Quarterly Health and Safety
assessments will be completed. The
assessment includes ensuring
evacuation drills are completed as
scheduled.

4.  How will the corrective
action be monitored to ensure the
deficient practice will not recur?

The Program Coordinator will
monitor monthly after each drill is to
be ran to ensure completion.

The Program Director will
monitor on a monthly basis and
during monthly supervisory visits.

The Quality Assurance
Specialist will monitor as the
quarterly health and safety
assessments are completed.

5. What is the date by which the
systemic changes will be
completed?

July 12th, 2015
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