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This visit was for the post certification
revisit to the investigation of complaint
#IN00170119 conducted on April 20,
2015.

Complaint #IN00170119: Corrected.
Unrelated deficiencies cited.
Dates of survey: June 11 and 12, 2015

Facility number: 001034
Provider number: 15G520
AIM number: 100245230

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

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.

W 0000

W 0153

07/10/2015

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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Based on record review and interview,
the facility failed for 1 of 4 sampled
clients (client A), to report a client
elopement/allegation of neglect
immediately to the administrator.

Findings include:

A review of the facility's records was
conducted on 6/11/15 at 10:30 A.M..
Review of the facility's Bureau of
Developmental Disabilities Services
(BDDS) reports indicated:

-BDDS report dated 5/16/15...Date of
Knowledge: 5/18/15...Submitted Date:
5/19/15 involving client A indicated:
"[Client A] and her housemates had gone
to the movies on Saturday afternoon.
Following the movie, while exiting the
theatre, [client A] stated that she had to
go to the bathroom. [Client A] then
exited the group and went to what she
thought was the bathroom. The staff was
loading up the other ladies when they
realized that [client A] was no longer
with the group. Upon re-entering the
theater [client A] was found at the locked
door, thinking it was the bathroom.
[Client A] was assisted with finding the
bathroom and returning with to her
group. [Client A]'s time of being
unsupervised was less than ten minutes.
The staff involved was suspended for

All staff that work in the facility
are trained upon hire and on an
annual basis on Dungarvin's
policy and procedure concerning
Abuse, Neglect and Exploitation.
In addition, the training includes
the expectation that all allegations
of mistreatment, neglect or abuse
and other major incidents are
reported immediately to a
supervisor. DSP #13 and DSP
#14 received written warnings for
failing to notify a supervisor in a
timely manner. DSP #13 and
DSP #14 did recognize Client A
was alone and provided oversight
to her while trying to locate her
staff. DSP #15 was not present at
the time of the incident, however,
she was aware that it occurred
during the same shift she worked
at the facility. DSP #15 was
previously put on probation for
failing to report an incident in a
timely manner to a supervisor.
She has been terminated. DSP
#16 failed to cooperate/participate
in the investigation. She has
been terminated. DSP #17 was
placed on probation for not
reporting the incident in a timely
manner to a supervisor. DSP #17
thought that DSP #16 was going
to report it. She was retrained on
the expectation that it is
everyone's responsibility to
ensure that allegations of abuse,
neglect, exploitation and other
major incidents are reported to a
supervisor in a timely manner. All
staff that work at the facility will
receive training from the QIDP by
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negligence. The other staff received July 10, 2015 on the policy on
disciplinary action for failure to report an Abuse, Neglect, Explolltat|on.and
incid ih the desi 4t 6 " the protocol for reporting major
incident in the designated time frame. incidents to a supervisor. The
training will also stress the
Review of the attached investigation importance to the staff that
record indicated: "Investigation Report: reportlngbg:rt] 'nc'ge;t IS a stharetd
. L responsibility and does not res
Natu?e of event unde.r investigation: solely in the hands of the person
Negligence...Date/Time of alleged assigned to work with a particular
incident: May 16, 2015...Dates of client during a particular shift. All
Investigation: 5/16/15 (sic) staff.thaI W_O','k 'nbthj flac;lgy;gq 5
. ) . receive training by July 10,
—5/29/15...Hlst.ory/Bac.kground. [Client from the QIDP on responding to
A] has been with [Facility name] for 2 the needs (Rights, Dignity, and
1/2 years. She is diagnosed with Advocacy) of the all
moderate mental retardation, epilepsy, trtlef;ndq:jwdutals In th?é?C'l'Iﬁ'The
. staff did not respect Client A's
and has. apace m:aker.. [Client A] .has stated need to use the restroom.
drop seizures which give no warnings. If Client A had been provided
[Client A] wears a helmet because of her proper supervision, she would not
seizure condition and is to be supervised h::ve beetn foundATlmf[g?fhtrr]\g tto gel:
. . . into a restroom. Al staff that wor
during all hyglene tasks. [Client A] has a in the facility will receive training
current fall risk plan that calls for by July 10, 2015 from the QIDP
supervision/assistance when accessing on the duties outlined in the
the community. Claims and Responses: gupga;vm Diptfbgﬁ:’j‘;ﬂp‘tlllon.
. oing forward, the wi
On Ma}_] 18, 2015 [Direct Support continue to train the staff (as
Pl‘OfeSSlonal (DSP) #13] and [DSP #14] needed) on the importance of
reported to the Program Director (PD) reporting major incidents in a
that they had concerns regarding the ZTSQ, ml‘la””er' Int?,d?[[t[:on’ the
. - will ensure that the
Saturday outing. Accordl.ng to bf)th staff appropriate disciplinary action is
[client A] was unattended. According to staff member fails to report an
[DSP #13] and [DSP #14], they were a"e?étt'ci_n of abuse, ?heg'ect or
exiting the theater with their clients and Ie:gl) dc:elnat ion of any ofher major
noticed [client A] attempting to enter a
locked door with no staff present.
Witness/Evidence: [Client A] was
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interviewed and she stated that she had to
go to the bathroom and staff wouldn't
take her. [Client A] stated that she went
to the bathroom on her own. [Client A]
could not relate how long she was alone;
she does not function on that level.
[Client A] is also unable to read or sign
witness statement. According to [client
B], she told the staff that [client A] was
not present. According to [client B],
when they entered the bus, [client B]
said, "Where is [client A]?' and that's
when the staff realized they had left her
in the cinema. [Client F] stated that
[client A] had been left in the cinema.
[DSP #15] stated that she had taken
another individual back to the group
home because that individual was
hollering and screaming. However, upon
arrival back at the cinema she said that
staff returned to the van without [client
A]. [DSP #15] stated that she spoke with
the staff who was supposed to be
watching [client A] was on the phone
(sic). [DSP #15] also stated that she
spoke with the staff and informed her that
she needed to contact the PD on call and
[DSP #15] was under the impression that
the staff, [DSP #16], was going to contact
the PD on call. When asked why she did
not contact the PD on call [DSP #15]
stated that the other staff had said she
was going to do so (DSP #16). When
staff questioned [DSP #17] she stated
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that she had all of the other ladies and
that [DSP #16] was walking far behind
the group. [DSP #17] stated that she
completed a head count and realized that
[client A] was gone. [DSP #17] stated
that she asked [DSP #16] where [client
A] was and [DSP #16] said she did not
know. [DSP #16] went back to look for
[client A] and realized that [client A] had
wandered off in search of the bathroom.
According to both [DSP #13] and [DSP
#14] they were exiting the cinema with
their individuals when they noticed
[client A] pulling on a locked door. They
spoke with [client A] and realized [client
A] was trying to go to the bathroom.
They convinced [client A] to come with
them and they returned her to the staff
from [Group Home name]. According to
them both [DSP #16] was on the phone
as she was looking for [client A]. [DSP
#16] never removed the phone from her
ear. Findings of Fact: [Client A] was left
unattended for several minutes. Staff
from other sites found her and returned
her to her staff. None of the staff
involved reported this incident to a live
supervisor. Conclusion Based on Facts:
[DSP #14] and [DSP #13] should receive
warnings because they were not on duty
with [Group Home name] but they did
witness a reportable incident and did not
report it. [DSP #16] should be placed on
probation for negligence and failure to
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report an incident. [DSP #17] should be
terminated because she is already on
probation for failure to report a reportable
incident."

An interview with the Program
Director/Qualified Intellectual
Disabilities Professional (PD/QIDP) was
conducted on 6/12/15 at 10:45 A.M..
The QIDP indicated the staff should have
immediately reported the incident. The
QIDP further indicated the staff did not
immediately report the allegation of
neglect.

9-3-2(a)

483.430(e)(1)

STAFF TRAINING PROGRAM

The facility must provide each employee
with initial and continuing training that
enables the employee to perform his or her
duties effectively, efficiently, and
competently.

Based on record review and interview,
the facility failed for 1 of 4 sampled
clients (client A), to ensure staff were
sufficiently trained to assure competence
in providing proper supervision and to
immediately report an incident of neglect.

W 0189

All staff that work in the facility
are trained upon hire and on an
annual basis on Dungarvin's
policy and procedure concerning
Abuse, Neglect and Exploitation.
In addition, the training includes
the expectation that all allegations

07/10/2015
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of mistreatment, neglect or abuse
Findings include: and other major incidents are
) reported immediately to a
supervisor. DSP #13 and DSP
A review of the facility's records was #14 received written warnings for
conducted on 6/11/15 at 10:30 A.M.. failing to notify a supervisor in a
Review of the facility's Bureau of timely manner. DSP_#13 ‘?nd
e e . DSP #14 did recognize Client A
Developmental ]-)153.1b111t1es Services was alone and provided oversight
(BDDS) reports indicated: to her while trying to locate her
staff. DSP #15 was not present at
-BDDS report dated 5/16/15...Date of the time of the incident, however,
B she was aware that it occurred
Knowledge: 5/18/15...Submitted Date: during the same shift she worked
5/19/15 involving client A indicated: at the facility. DSP #15 was
"[Client A] and her housemates had gone previously put on probation for
to the movies on Saturday afternoon. failing to report an incident in a
Followi h . hil .- h timely manner to a supervisor.
0 megj[ ¢ movie, while exiting the She has been terminated. DSP
theatre, [chent A] stated that she had to #16 failed to cooperate/participate
go to the bathroom. [Client A] then in the investigation. She has
exited the group and went to what she bleen ctjermmatte)dt.' DSfP #17twas
placed on probation for no
thought was the bathroolm. The staff was reporting the incident in a timely
loading up the other ladies when they manner to a supervisor. DSP #17
realized that [client A] was no longer thought that DSP #16 was going
with the group. Upon re-entering the :ﬁ report Itt. ?he twhaf .:e.tralned on
. e expectation that it is
theater [.cllc.ant 1.\] was found at the locked everyone's responsibility o
door, thinking it was the bathroom. ensure that allegations of abuse,
[Client A] was assisted with finding the neglect, exploitation and other
bathroom and returning with to her major incidents are reported to a
Client AT's ti fbei supervisor in a timely manner. All
group. [Client AJ's time of being. staff that work at the facility will
unsupervised was less than ten minutes. receive training from the QIDP by
The staff involved was suspended for July 10, 2015 on the policy on
negligence. The other staff received Abuse, Neglect, Exploitation and
.. . . the protocol for reporting major
disciplinary action for failure to report an o .
o ) ) ] incidents to a supervisor. The
incident in the designated time frame." training will also stress the
importance to the staff that
Review of the attached investigation reporting an incident is a shared
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record indicated: "Investigation Report: responsibility and does not rest
Nature of event under investigation: solgly in the hands ,Of the person
. . assigned to work with a particular
Negllgence...Date/Tlme of alleged client during a particular shift. All
incident: May 16, 2015...Dates of staff that work in the facility will
Investigation: 5/16/15 (sic) receive training by July 10, 2015
-5/29/15... History/Background: [Client from the QIDP on responding to
. i the needs (Rights, Dignity, and
A] has been w1t-h [Famhty name] for 2 Advocacy) of the all
1/2 years. She is diagnosed with the individuals in the facility. The
moderate mental retardation, epilepsy, staff did not respect Client A's
and has a pace maker. [Client A] has statgd need to use the restroom.
4 . hich o . If Client A had been provided
rop seizures which give no warnings. proper supervision, she would not
[Client A] wears a helmet because of her have been found struggling to get
seizure condition and is to be supervised into a restroom. All staff that work
during all hygiene tasks. [Client A] has a in the facility will receive training
fall risk olan th s f by July 10, 2015 from the QIDP
current. ? 1s .p an that calls for ) on the duties outlined in the
supervision/assistance when accessing Dungarvin DSP job description.
the community. Claims and Responses: Going forward, the QIDP will
On May 18, 2015 [Direct Support continue to train the staff (as
. needed) on the importance of
Professional (DSP) #13] a¥1d [DSP #14] reporting major incidents in a
reported to the Program Director (PD) timely manner. In addition, the
that they had concerns regarding the QIDP will ensure that the
Saturday outing. According to both staff appropriate disciplinary action is
bers. th iod of time that given in any instance where a
me.m crs, there was a period o 1rn.e a staff member fails to report an
[client A] was unattended. According to allegation of abuse, neglect or
[DSP #13] and [DSP #14], they were exploitation or any other major
exiting the theater with their clients and incident.
noticed [client A] attempting to enter a
locked door with no staff present.
Witness/Evidence: [Client A] was
interviewed and she stated that she had to
go to the bathroom and staff wouldn't
take her. [Client A] stated that she went
to the bathroom on her own. [Client A]
could not relate how long she was alone;
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: JN8B12 Facility ID: 001034 If continuation sheet Page 8 of 14
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she does not function on that level.
[Client A] is also unable to read or sign
witness statement. According to [client
B], she told the staff that [client A] was
not present. According to [client B],
when they entered the bus, [client B]
said, "Where is [client A]?' and that's
when the staff realized they had left her
in the cinema. [Client F] stated that
[client A] had been left in the cinema.
[DSP #15] stated that she had taken
another individual back to the group
home because that individual was
hollering and screaming. However, upon
arrival back at the cinema she said that
staff returned to the van without [client
A]. [DSP #15] stated that she spoke with
the staff who was supposed to be
watching [client A] was on the phone
(sic). [DSP #15] also stated that she
spoke with the staff and informed her that
she needed to contact the PD on call and
[DSP #15] was under the impression that
the staff, [DSP #16], was going to contact
the PD on call. When asked why she did
not contact the PD on call [DSP #15]
stated that the other staff had said she
was going to do so (DSP #16). When
staff questioned [DSP #17] she stated
that she had all of the other ladies and
that [DSP #16] was walking far behind
the group. [DSP #17] stated that she
completed a head count and realized that
[client A] was gone. [DSP #17] stated
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that she asked [DSP #16] where [client
A] was and [DSP #16] said she did not
know. [DSP #16] went back to look for
[client A] and realized that [client A] had
wandered off in search of the bathroom.
According to both [DSP #13] and [DSP
#14] they were exiting the cinema with
their individuals when they noticed
[client A] pulling on a locked door. They
spoke with [client A] and realized [client
A] was trying to go to the bathroom.
They convinced [client A] to come with
them and they returned her to the staff
from [Group Home name]. According to
them both [DSP #16] was on the phone
as she was looking for [client A]. [DSP
#16] never removed the phone from her
ear. Findings of Fact: [Client A] was left
unattended for several minutes. Staff
from other sites found her and returned
her to her staff. None of the staff
involved reported this incident to a live
supervisor. Conclusion Based on Facts:
[DSP #14] and [DSP #13] should receive
warnings because they were not on duty
with [Group Home name] but they did
witness a reportable incident and did not
report it. [DSP #16] should be placed on
probation for negligence and failure to
report an incident. [DSP #17] should be
terminated because she is already on
probation for failure to report a reportable
incident."
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An interview with the Program
Director/Qualified Intellectual
Disabilities Professional Designee
(PD/QIDP) was conducted on 6/12/15 at
10:45 A.M.. The PD/QIDP indicated
staff should have immediately reported
the incident to the on-call PD. The
PD/QIDP further indicated staff should
have provided supervision of client A at
all times during the outing. The
PD/QIDP indicated staff neglected to
provide proper supervision and failed to
immediately report this incident. The PD
indicated all staff were trained on client
specific needs before working at the
group home.
9-3-3(a)
W 9999
Bldg. 00
W 9999 The incident 07/10/2015
State Findings: reporting management system is
’ a tool used to ensure the health
. and safety of the individuals
460 IAC 9-3-1(b) The following served and the quality of care is
Community Residential Facilities for compromis.ed. if an incic.ient is not
Persons with Developmental Disabilities rgported within the desgnated
_ timeframe. The QIDP will be
rule was not met: retrained by 7/10/15 on the
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reporting policy standard.The
The residential provider shall report the QIDP will be ret.ramed by 7/ ?0/15
K . L on the expectation that she is
following circumstances to the division required to complete a reportable
by telephone no later than the first incident within 24 hours of
business day followed by written knowledge of the incident. The
summaries as requested by the division. _QlDP bt rem'nded_th?t if she
is unable to report the incident
(due to time constraints) that
This state rule is not met as evidenced by: there are additional QIDPs that
are a part of the management
Based on record review and interview, .tea.r; thtat Wo:tld bi abLe :10 lf]:Ie an
. . . . incident report on her behalf.
the. facility failed for 1 add.ltlo'nal .chent Going forward, the Area Director
(client H), to report a hospitalization to will monitor the timeliness of the
the Bureau of Developmental Disabilities reportable incidents that are filed
Services (BDDS) in a timely manner. by the QIDP. If there are any
further reporting errors noted, the
indi include: QIDP will receive disciplinary
Findings include: action according to Dungarvin
policy.
A review of the facility's records was
conducted on 6/11/15 at 10:30 A.M..
Review of the facility's Bureau of
Developmental Disabilities Services
(BDDS) reports indicated:
-BDDS report dated 4/22/15...Date of
Knowledge: 4/22/15...Submitted Date:
4/29/15 involving client H indicated:
"[Client H] had a catheter that had been
pulled out. Her doctor stated that he
wanted to see her before making a
decision regarding the re-insertion of the
catheter. [Client H] was seen in the
Urologist's office and he ordered lab
work. [Client H]'s lab work came back
revealing that she needed to be admitted
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to the hospital. The doctor phoned on
4/22/14 (sic) and did a direct admit to the
hospital. [Client H] remained in the
hospital and was treated for kidney
failure (a diagnosis she has had for years)
and C Diff (bacterial infection of the
intestine). [Client H] remained in the
hospital until 4/28/15. She was
discharged to [Hospital name]. [Client
H] will remain there until a negative C
Diff test result. This incident was
submitted late due to an oversight of the
Program Director. [Client H] is currently
in a nursing home. She will remain there
until her doctor feels it is safe for her to
return to the group home." Further
review of the record failed to indicate this
incident was reported to BDDS in a
timely manner.

A review of the Bureau of
Developmental Disabilities Services
(BDDS) reporting policy effective March
1, 2011 was conducted on 6/11/15 at 4:15
P.M.. The policy indicated: "It is the
policy of the Bureau of Quality
Improvement Services (BQIS) to utilize
an incident reporting and management
system as an integral tool in ensuring the
health and welfare of the individuals
receiving services administered by
BDDS....Incidents to be reported to
BDDS...11. An emergency intervention
for the individual resulting from a. a
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physical symptom b. a medical or
psychiatric condition c. any other event."
An interview with the Program
Director/Qualified Intellectual
Disabilities Professional (PD/QIDP) was
conducted on 6/12/15 at 10:45 A.M..
The QIDP indicated the incident should
have been reported within 24 hours to
BDDS. The QIDP further indicated the
incident was not reported to BDDS in a
timely manner.
9-3-1(b)
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