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This visit was for the investigation of
complaint #IN00139727.

Complaint #IN00139727:
SUBSTANTIATED, Federal and State
deficiencies related to the allegation are
cited at W149, W153, W154, W157,
and W289.

Dates of Survey: 11/26, 11/27, 12/2,
12/6, 12/9, 12/13, and 12/16/2013.

Provider Number: 15G337
AIM Number: 100244120
Facility Number: 000855

Surveyor:
Susan Eakright, QIDP

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

Quality Review completed 12/19/13 by Ruth
Shackelford, QIDP.

483.420(d)(1)

STAFF TREATMENT OF CLIENTS

The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on observation, record review,
and interview, for 3 of 6 BDDS (Bureau

of Developmental Disabilities Services)

W000000

W000149

W 149 Staff Treatment

01/15/2014

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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reports reviewed (clients A and D), the
facility neglected to implement their of Clients
policy and procedure to immediately
report an allegation of mistreatment for
client D to BDDS and to the The facility must develop and
administrator in accordance with state implement written policies and
law, and the facility neglected to procedures that prohibit
accurately report, investigate, and mistreatment, neglect
implement sufficient corrective action
regarding client A's incidents of physical or abuse of the client.
aggression and neglected to supervise
client A according to his identified
behavioral needs.
Findings include:
What corrective action will be
1. (a) On 11/26/13 at 10:55am, the
facility's BDDS Reports and accomplished?
investigations were reviewed from
08/1/13 through 11/26/13.
-A 11/4/13 BDDS report for an incident Staff will receive additional
on 11/3/13 at 6:30pm, indicated Group training regarding
Home Staff (GHS) #2 "redirected [client abuse, neglect and exploitation;
A] and [client A] got upset and was peer to peer incidents; and
physically aggressive towards staff. The injuries of
Police were called and [client A] was - )
taken to the ER (Emergency Room) for ::;L(gr?,r\wlg s:fclg,szli?\rt]c? tvr\:grswethe
his health and safety." The report allegations during
indicated GHS #2 was suspended
pending the outcome of the Fheir tgam meeting.PD will ensure
investigation. The report did not investigations are completed and
indicate if GHS #2 filed criminal reported to the administration
charges against client A. The report did within 5 business days.Staff will
not document corrective action. be retrained on Handle with
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Care.All client BSPs will be
~The 11/11/13 Follow up BDDS report reviewed. They will be
to the incident on 11/3/13 indicated revised if needed. Police
GHS #2 "was suspended because [client involvement will be added if
A] accused [GHS #2] of placing him in necessary.Staff will be retrained
a headlock." The follow up report on all clients BSPs.All BSP’s that
L i i include the use of the HWC
indicated client A was admitted on
11/3/13 to the hospital behavioral center. restraint will have pictures and
The follow up report indicated "No one instructions added to effectively
seen (sic) [GHS #2] put [client A in a explain the
headlock or even attempt to restrain restraint utilized. The PD will
[client A] himself, restraint is in [client ensure that all incidents of abuse
A's] plan and fellow staff members
reported (they were) attempting to ?nd lnegl;jlect are re.porteﬁ tt)o BDDS
. . . imely. Programming will be
restrain [client A] while [GHS #2] implemented for Client D
escaped his attack but the clients and
staff report [client A] was too strong for regarding reporting abuse and
the staff to restrain so [client A] got out neglect, using the resident
. complaint process and
(of the restraint) and attempted to go to
his room before turning around and resident rights.Client A has been
going after [GHS #2] again. [GHS #2] discharged from Occazio
was injured during the attack, [client A] . o
tained tch to his t 1 d services.Training was completed
sustaine .ascra ch to his temple an on 12-27-13 with the
cheek during the attack...." The report
did not document corrective action. The QIDP/PD’s regarding incident
report did not include GHS #2's injuries reportgpg atnd leveling of incidents
. o according to
and did not indicate GHS #2 filed 9
criminal charges against client A. Mentor practices.In the event that
there is a behavioral incident
-The 11/25/13 Follow up BDDS report - which boll volved th
to the incident on 11/3/13 indicated in which police are involved the
) ) incident will be investigated.In the
client A was discharged from the event that there is a behavioral
agency's services on 11/18/13 and incident
remained at the hospital behavioral
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | MQ811 Facility ID: 000855 If continuation sheet Page 3 of 62




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

PRINTED: 01/23/2014
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: . BUILDING 00 COMPLETED
15G337 L WING 12/16/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
201 N MANNGROVE DR
REM OCCAZIO LLC MUNCIE, IN 47303
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X3)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
center. in which police are involved the
IDT will meet to discuss the
. incident and determine
On 11/26/13 at 10:55am, a review of the
facility's 11/3/13 at 6:30pm "GER if any changes need to be made
(General Event Report)" was conducted. to the individuals BSP.Retrain
The 11/3/13 GER report indicated client QIDP regarding BDDS reporting
A "stated that staff was calling him a requirements and survey
name. All three (3) staff tried to tell regulations as they relate to
[client A] that he had misunderstood and incident reporting (W149,
that staff was not calling him a name...
lient A dh . Kick W153, W154, W155, W156 and
[client A stated he] was going to kic W157).QIDP/PD’s will be trained
[GHS #2's] butt." The report indicated on the components of
client A "kept getting closer to [GHS
#2] stating he wasn't going to call him a an investigation to ensure that all
" Th tt indicated client A components are completed and
name. e report indicated clien processes are
began to "attack" GHS #2 and the "staff
was putting dishes away...(putting the) followed. Materials for a portion of
drinks in the frig (refrigerator)." The trC1;|s tralnmgtcor?e from the
o . omponents o
report indicated GHS #2 tried to walk P
away "when [client A] kept attacking a Thorough Investigation”
him. Another staff began to pull [client presented by Steve Corya,
A] off of [GHS #2]...[GHS #2] got 'SDH-IHtM' PD’s a”td AD ‘tN'”t
attacked (then) walked into the office compiete a competency fes
Wlth [Chent A] fOHOW]ng him." The regarding abuse, neg|ect and
report indicated two other staff tried to exploitation investigations and
restrain client A and "[Client A] kept g‘e'r fo:.e“:"Tht‘; ADd Quality
scuffling with the two staff...[Client A] pecialist or their designee
went into his bedroom and stated he was will review and sign off on all
leaving. [Client A] stated he was going abuse, neglect and exploitation
to turn himself in and staff followed investigations
[c}lent A.] d(')'wn the road Whl.le speaking that are completed to ensure that
with police." The report indicated the investigation is thorough prior
police took client A to the hospital. The to the
report did not document corrective
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | MQ811 Facility ID: 000855 If continuation sheet Page 4 of 62




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

PRINTED: 01/23/2014
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: 00 COMPLETED
A\, BUILDING
15G337 L WING 12/16/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
201 N MANNGROVE DR
REM OCCAZIO LLC MUNCIE, IN 47303
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
action. The report did not indicate GHS recommendations being carried
#2 filed criminal charges against client :Egs/fgpqﬂt Staff, HM, QIDP/PD’s
. . . . . Wi
A. The report did not indicate if client
A's BSP was reviewed and/or revised. complete a competency test
regarding the investigation
1.(b) On 11/26/13 at 10:55am, the process for unknown
S
facility's BDDS Reports and injuries, falls and peer to peer
investigations were reviewed from investigations.Retrain Support
08/1/13 through 11/26/13. Staff and QIDP/PD’s on
-A 10/11/13 BDDS report for an Occazio’s
%n(:l.dent on .10/10/13 at 9:05pm, policy #2105 abuse, neglect,
indicated client A "was at the group exploitation.In the event that the
home having a behavior." The report QIDP/PD, HM or AD find out
indicated client A "became agitated with there | dina ch g
ere is pending charges presse
[GHS #1] when [GHS #1] began against a client that staff is
logging the long distance phone calls involved in,
from the house phone into the call log.
[Client A] stated he did not want her to the StZTf ;N'IH ?e tratrrl]sfirred A
" o immediately from the home.
log the cglls. The report indicated GHS resident meeting will be
#1 explained she had to put them on the completed with the
call log according the the company
policy. The report indicated client A residents in the home to review
. " their rights, the resident complaint
went to his room "and came out a few process
minutes later and grabbed the phone and
threw it across the room, then started and process for reporting abuse,
cursing staff and putting his finger in neglect and exploitation.
[GHS #1's] face." The report indicated
staff "attempted to calm [client A], but
[client A] struck the staff in the gut and
again in the face with his open hand.
Other staff intervened and [client A] still
continued to go after the staff member.
A third staff started getting the other
clients to safety and [client A] came
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after [GHS #1] again swinging at [GHS
#1] but not contacting [GHS #1]. The
third staff called the police when other
clients were safe...The officer took a
statement from the staff and one from
[client A]. [Client A] told the officer he
did hit the staff because he hates this
companies stupid policies (sic)." The
report indicated client A told the officer
"he did not care" that he (client A)
should not hit people. The report
indicated GHS #1 stated to the police
"yes" she wanted to press charges
against client A. The report indicated
client A was handcuffed, read his rights,
and taken to the hospital behavioral
health center. The report did not
document corrective action. The report
did not indicate GHS #1 was suspended
and/or if an investigation was initiated.
The report did not indicate if client A's
BSP was reviewed and/or revised.

-The 10/15/13 Follow up BDDS report
indicated client A was discharged back
to the group home on 10/11/13. The
report did not indicate if client A's BSP
was reviewed and/or revised. The report
did not indicate GHS #1 continued to
work in the group home to supervise
client A after the 10/10/13 incident
where she pressed criminal charges
against client A.
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-The 10/27/13 Follow up BDDS report
indicated the agency "still has not heard
at this time if charges will be pursued
against [client A]."

-The 11/5/13 Follow up BDDS report
indicated "The Prosecutor's office
called...today and reported the case
against [client A] will be dropped. The
prosecutor did not offer a reason as to
why this was being dropped."

On 11/26/13 at 10:55am, a review of the
facility's 10/10/13 at 8:40pm, "GER
(General Event Report)" was conducted.
The 10/10/13 GER report indicated
"after taking his medications took the
company cell phone to make a phone
call to a friend. [Client A] came out of
his bedroom into the living room where
staff was at. [Client A] started yelling
about one of his roommates erased
phone numbers out of the cell phone.
Staff redirected [client A] by telling him
that staff not his roommates removed the
numbers. [Client A] returned to his
bedroom and moments later returned to
the living room and got into [GHS #1's]
face yelling and cursing about the cell
phone again. [GHS #1] stood up to
remove herself from the situation but got
distracted by another client that was
walking into the living room and yelling
at [client A]. While staff was looking at

How will we identify other
residents having

the potential to be affected by the
same deficient practice and what

corrective

action will be taken?
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the other client [client A] slapped [GHS All residents have the potential to
#1] across the stomach. As soon as be affected
[client A] slapped [GHS #1] [client A] by the same deficient
took off for his bedroom." The report practice.The PD/QIDP will
indicated GHS #1 called the QIDP monitor the residents
(Qualified Intellectual Disabilities . )
fessional). th programming and behavior needs
Professional), the GHM (Group Home on a regular basis. As their needs
Manager), and the police and "Once the change or new
police arrived [client A] was read his
rights, cuffed, and taken to the hospital." concerns are |dgnt|f|eq, changes
will be reflected in their
programming, ISP
On 11/26/13 from 3:45pm until 5:15pm,
observation and interviews were and behavior plan.All clients will
conducted at the group home. Client A be placed on programming for
was not present and GHS #1 was reporting abuse and neglect,
present. At4:35pm, GHS #1 was resident rights and the resident
observed to be six feet tall. GHS #1 complaint
stated "I did file charges" against client Staff wil .
. process.Staff will receive
A. GHS #1 stated c'hent A had been additional training regarding
"asleep, then took his meds
(medications), and wanted to use the abuse, neglect and exploitation;
phone." GHS #1 indicated client A got peer to p?er incidents; and
angry after GHS #1 told client A she had injuries o
deleted the phOne numbers in the Cell unknown origin; a|ong with the
phone. GHS #1 stated client A "slapped reporting process into these
(her) with an open hand across the allegations during
n 1
stomach area of the body the.n cillent A their team meeting.PD will ensure
ran to hlS bedl‘oom. GHS #1 ll’ldlcated investigations are Comp|eted and
client A then opened the door to his
room, came out into the hallway, and r?fr?rt%dbto the ad:'”'StSr?t'f‘f’” "
within 5 business days.Staff wi
bégan to yell at GHS #1. GHS #1 stated be retrained on Handle with
client A walked down the hallway Care.All client BSPs will be
yelling and she got up and began to reviewed. They will be
"chase" client A back down the hallway
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into his bedroom. GHS #1 indicated she revised if needed. Police
had a small bruise on her hip from the involvement will b? added 'f,
.. . hi necessary.Staff will be retrained
incident. GHS #1 stated she hit her hip on all clients BSPs.All BSP's that
area on the chest of drawers kept in the include the use of the HWC
hallway when she was "chasing" client o .
A. GHS #1 indicated she was unsure if .restram.t will have pictures gnd
h her ini i hitti instructions added to effectively
that caused her injury or client A hitting explain the
her earlier. GHS #1 indicated she called
the QIDP and the police regarding the restraint utilized.The PD will
incident from the group home ensure that all incidents of abuse
) ) and neglect are reported to BDDS
On 11/26/13 at 3:45pm, an interview timely. Training was completed
with the QIDP was conducted. The on 12-27-13 with the
QIDP indicated client A had a known o
hi £ ohvsical ion bef: QIDP/PD’s regarding incident
istory of physical aggression before reporting and leveling of incidents
admitted to the group home in 2012. according to
The QIDP indicated the staff was not
retrained on client A's BSP (Behavior me”tc?r prictéces..ln lthe g(;/entt that
. ere is a behavioral inciden
Support Plan) until after the 10/10/13
incident. The QIDP indicated the in which police are involved the
agency and/or the group home have not incident will be investigated.In the
implemented training with the police in gvegt trt1at there is a behavioral
. . . inciden
regards to client A's identified
behaViOI‘al needs. The QIDP indicated in which po“ce are involved the
he (the QIDP) told the staff to call the IDT will meet to discuss the
police. The QIDP indicated client A's incident and
BSP did not include police involvement Lo
) determine if any changes need to
and/or when to call the police. The be made to the individuals
QIDP stated "both" GHS #1 and GHS BSP.Retrain QIDP regarding
#2 "were filing (criminal) charges BDDS reporting
against [client A]." When asked if it .
o requirements and survey
was acceptable to file criminal charges regulations as they relate to
against a client with a "known incident reporting (W149,
behavior," the QIDP stated "they (the
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staff) did." The QIDP indicated GHS #2 W153, W154, W155, W156 and
was suspended pending an investigation Z\r/:tfre)glnepc/) I;eDnStch;Ifl be trained
after the 11/3/13 incident. The QIDP P
stated GHS #1 "continued" to work at an investigation to ensure that all
the group home with client A in the components are completed and
group home on 10/10, 10/11, 10/14, processes are
10/15, 10716, 10/17, 10/18, 10/21, followed. Materials for a portion of
10/22, 10/23, 10/24, and 10/25/13. The this training come from the
QIDP stated GHS #1 "filed" criminal “Components of
charges on 10/10/13 and was transferred ™ hi faation”
a Thorough Investigation
to another group home on 10/25/13 per presented by Steve Corya,
her request. The QIDP indicated client ISDH.HM, PD’s and AD will
A's BSP was not reviewed and/or complete a competency test
revised after his behavioral incidents. ding ab et and
" regarding abuse, neglect an
The QIDP stated there was "no exploitation investigations and
corrective action taken for the 10/10/13 their roles.The AD, Quality
or the 11/3/13 incidents. Specialist or their designee
2 On 11/26/13 at 10:55 the facility’ will review and sign off on all
- on a o ar.n, ) e factlity's abuse, neglect and exploitation
BDDS Reports and investigations were investigations
reviewed from 08/1/13 through
11/26/13. :Eat.are ctc.)mf'lete'd ttg ensuLe that
-A 11/9/13 BDDS report for an incident ¢ Oe”:r;ves gation 1s thorough prior
on 11/3/13 at 11:00am, indicated client
D was "afraid of his peer in the group recommendations being carried
home" because client A had flipped him out.Support Staff, HM, QIDP/PD’s
. " . and AD will
in the "private area with a towel and
thought it was funny." The report complete a competency test
indicated client D did not report the regarding the investigation
incident earlier "because he was scared."” process for unknown
o injuries, falls and peer to peer
-The 11/7/13 "GER" report indicated on investigations.
11/7/13 at 1:00pm, client D reported he
was "hit on (the) buttocks and in (the)
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | MQ811 Facility ID: 000855 If continuation sheet Page 10 of 62
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private area (by) a peer flipping a
towel." The report indicated no injury
was identified.

Client A's record was reviewed on
11/26/13 at 11:30 AM. Client A's
10/31/13 ISP (Individual Support Plan)
and 9/15/2013 Behavior Support Plan
(BSP) both indicated client A was
verbal, had behaviors of physical
aggression, OCD (Obsessive
Compulsive Disorder), AWOL (Absent
without Leave), Suicidal Ideation, non
compliance, and constant talking when
admitted to the group home. Client A's
record indicated he had a court ordered
guardian who was his mother. Client
A's BSP indicated the following for
physical aggression: "Description:
Physical Aggression/verbal aggression.
1. Offer prompt to stop and go to a
separate area...2. If [client A] refuses to
calm down and his physical aggression
escalates. [Client A] may be placed in a
physical restraint as taught in Handle
with Care may be applied to protect
[client A] and others. The restraint
should be released as soon as [client A]
is calm...3. Once calm, provide praise
for any attempts at reconciliation...."
Client A's BSP did not have a written
name and/or the description of which
approved restraint was to have been
applied. Client A's BSP did not include
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police interventions and/or when to call
the police.
On 11/26/13 at 3:45pm, an interview
with the QIDP was conducted. The
QIDP indicated client A had a known
history of physical aggression before
being admitted to the group home in
2012. The QIDP indicated client D's
11/3/13 allegation was not reported to
the administrator until client D's
counseling appointment on 11/7/13.
The QIDP indicated client D's 11/3/13
allegation was not reported to BDDS
until 11/9/13. The QIDP indicated
client D's 11/3/13 allegation was not
reported timely according to State Law.
The QIDP indicated client A's BSP did
not include a written description of the
restraint taught to staff in the agency's
Handle with Care. The QIDP indicated
the restraint to have been used was a Retrain S  Staff and
. . . etrain Support Staff an
PRT (Prlm?n'y-Restramt Technique). QIDP/PD's on Occazio's
The QIDP indicated staff were to stand
behind client A, lock staff's arms around policy #2105 abuse, neglect,
each of client A's arms from behind, and exploitation. In the event that the
. IDP/PD, HM or AD find out
place the palms of staff's hands in the Q or nd ou
center of client A's back. there is pending charges pressed
against a client that staff is
On 11/26/13 at 11:30 AM, a review was involved in,
completed of the ?0/2.095 Bur.eau of the staff will be transferred
Developmental Disability Services immediately from the home.A
Policy and Guidelines." The BDDS resident meeting will be
policy and procedure indicated completed with the residents
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | MQ811 Facility ID: 000855 If continuation sheet Page 12 of 62
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"...Abuse, Neglect, and Mistreatment of
Individuals...it is the policy of the in the home to review their rights,
L. the resident complaint process
company to ensure that individuals are and process
not subjected to physical, verbal, sexual,
or psychological abuse by anyone for reporting abuse, neglect and
including but not limited to: facility exploitation.
staff...other individuals, or themselves."
The policy indicated "Neglect, the
failure to supply an individual's
nutritional, emotional, physical, or
health needs although sources of such
support are available and offered and
such failure results in physical or
psychological harm to the individual."
On 11/26/13 at 11:30am, the facility's
1/1/2011 "Suspected Abuse, Neglect &
Exploitation Reporting" Policy was . .
. 4 Th licv indicated What measures will be put into
reV1ew§ . The p.o icy indicate place or
"Occazio, Inc. will not tolerate
mistreatment, abuse, neglect, or what systemic changes will be
exploitation or have a reason to believe made to ensure that the deficient
.. practice does not
that abuse, neglect, or exploitation has
occurred, must report the incidents to recur:
their immediate supervisor." The policy
indicated "Physical Abuse - any violent
or physical act which may injure a The PD/QIDP will monitor the
person. Some examples include but are residents
not limited to: striking, dragging,
shoving, kicking, punching, and programming and behavior needs
.. . on a regular basis. As their needs
deprivation. Physical abuse also
) ] change or new
includes the use of corporal punishment
and any unauthorized restrictive concerns are identified, changes
intrusive procedure to control behavior, will be reflected in their
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | MQ811 Facility ID: 000855 If continuation sheet Page 13 of 62
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cause behavior, or punish...Neglect - programming, ISP
failure to provide the proper care for a
. P . P 'p 1 and behavior plan.All clients will
resident/consumer, in a timely manner, be placed on programming for
causing the resident/consumer undue
physical or emotional stress or injury." reporting abuse and neglect,
resident rights and the resident
. . complaint
This federal tag relates to complaint P
#IN00139727. process.Staff will receive
additional training regarding
9-3-2(a)
abuse, neglect and exploitation;
peer to peer incidents; and
injuries of
unknown origin; along with the
reporting process into these
allegations during
their team meeting.PD will ensure
investigations are completed and
reported to the administration
within 5 business days.Staff will
be retrained on Handle with
Care.All client BSPs will be
reviewed. They will be revised
if needed. Police involvement will
be added if necessary.Staff will
be retrained on all clients
BSPs.All BSP’s that include the
use of the HWC
restraint will have pictures and
instructions added to effectively
explain the
restraint utilized.The PD will
ensure that all incidents of abuse
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and neglect are reported to BDDS
timely. Training was completed
on 12-27-13 with the

QIDP/PD’s regarding incident
reporting and leveling of incidents
according to

Mentor practices.In the event that
there is a behavioral incident

in which police are involved the
incident will be investigated.In the
event that there is a behavioral
incident

in which police are involved the
IDT will meet to discuss the
incident and

determine if any changes need to
be made to the individuals
BSP.Retrain QIDP regarding
BDDS reporting

requirements and survey
regulations as they relate to
incident reporting (W149,

W153, W154, W155, W156 and
W157).QIDP/PD’s will be trained
on the components of

an investigation to ensure that all
components are completed and
processes are

followed. Materials for a portion of
this training come from the

“Components of

a Thorough Investigation”
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presented by Steve Corya,
ISDH.HM, PD’s and AD will
complete a competency test

regarding abuse, neglect and
exploitation investigations and
their roles.The AD, Quality
Specialist or their designee

will review and sign off on all
abuse, neglect and exploitation
investigations

that are completed to ensure that
the investigation is thorough prior
to the

recommendations being carried
out.Support Staff, HM, QIDP/PD’s
and AD will

complete a competency test
regarding the investigation
process for unknown

injuries, falls and peer to peer
investigations.
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Retrain Support Staff and
QIDP/PD’s on Occazio’s

policy #2105 abuse, neglect,
exploitation. In the event that the
QIDP/PD, HM or AD find out

there is pending charges pressed
against a client that staff is
involved in,

the staff will be transferred
immediately from the home.A
resident meeting will be
completed with the residents

in the home to review their rights,
the resident complaint process
and process

for reporting abuse, neglect and
exploitation.
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How will the corrective action be
monitored

to ensure the deficient practice
will not recur?

The HM will monitor on a daily
basis when they

are in the home.The PD will
monitor on a regular basis when
they

are in the home.The AD will
monitor as they complete their

audits.HM will monitor via monthly
home observation to

ensure behavior plans are being
implemented.QIDP/PD will
monitor via monthly home

observation to ensure behavior
plans are being implemented.The
AD will monitor via home
observations to

ensure that behavior plans are
being implemented.Abuse,
neglect, mistreatment and
exploitation

investigations will be reviewed by
the AD, Quality Specialist or their
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designee
as they occur.
What is the date by which the
systemic
changes will be completed?
January 15, 2014
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W000153 | 483.420(d)(2)
STAFF TREATMENT OF CLIENTS
The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based on record review and interview W000153 01/15/2014
for 1 of 6 BDDS (Bureau of
Developmental Disabilities Services) W 153 Staff Treatment
reports reviewed (client D), the facility
failed to immediately report an of Clients
allegation of mistreatment for client D to
BDDS and to the administrator in
accordance with state law. The facility must ensure that all
Findings include: allegations of mistreatment,
neglect or abuse, as well as
injuries of unknown
On 11/26/13 at 10:55am, the facility's
BDDS Reports and investigations were source, are reported immediately
reviewed from 08/1/13 through to the administrator or to other
officials in
11/26/13.
-A 11/9/13 BDDS report for an incident accordance with State law
on 11/3/13 at 11:00am, indicated client through established procedures.
D was "afraid of his peer in the group
home" because client A had flipped him
in the "private area with a towel and
thought it was funny." The report
indicated client D did not report the
: T M " "
incident earlier "because he was scared. What corrective action will be
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i ?
-The 11/7/13 "GER (General Events accomplished?
Report)" report indicated on 11/7/13 at
1:00pm, client D reported he was "hit on
(the) buttocks and in (the) private area Staff will receive additional
(by) a peer flipping a towel." The report training regarding
indicated no injury was identified. abuse, neglect and exploitation;
peer to peer incidents; and
On 11/26/13 at 3:45pm, an interview injuries of
with the QIDP was conducted. The ‘ in al th th
.. . , . unknown origin; along wi e
QIDP 1nd1(fated client D's allegation was reporting process into these
not immediately reported to the allegations during
administrator and to BDDS in
accordance with state law. their team meeting.
This federal tag relates to complaint
#IN00139727. PD will ensure investigations are
completed and
9-3-2(a) . .
reported to the administration
within 5 business days. The PD
will ensure that all incidents of
abuse
and neglect are reported to BDDS
timely. Programming will be
implemented for Client D
regarding reporting abuse and
neglect, using the resident
complaint process and
resident rights. Training was
completed on 12-27-13 with the
QIDP/PD'’s regarding incident
reporting and leveling of incidents
according to
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Mentor practices.Retrain QIDP
regarding BDDS reporting

requirements and survey
regulations as they relate to
incident reporting (W149,

W153, W154, W155, W156 and
W157).QIDP/PD’s will be trained
on the components of

an investigation to ensure that all
components are completed and
processes are

followed. Materials for a portion of
this training come from the
“Components of

a Thorough Investigation”
presented by Steve Corya,
ISDH.HM, PD’s and AD will
complete a competency test

regarding abuse, neglect and
exploitation investigations and
their roles.The AD, Quality
Specialist or their designee

will review and sign off on all
abuse, neglect and exploitation
investigations

that are completed to ensure that
the investigation is thorough prior
to the

recommendations being carried
out.Support Staff, HM, QIDP/PD’s
and AD will
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complete a competency test
regarding the investigation
process for unknown

injuries, falls and peer to peer
investigations.Retrain Support
Staff and QIDP/PD’s on
Occazio’s

policy #2105 abuse, neglect,
exploitation.A resident meeting
will be completed with the

residents in the home to review
their rights, the resident complaint
process

and process for reporting abuse,
neglect and exploitation. Training
with QIDP/PD and HM regarding
timely

reporting. Timely as defined as:
reported to administrator

immediately, report

filed to BDDS within 24 hours.
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residents having
the potential to be affected by the
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action will be taken?

All residents have the potential to
be affected

by the same deficient practice.

All clients will be placed on
programming for

reporting abuse and neglect,
resident rights and the resident
complaint process.

Staff will receive additional
training regarding

abuse, neglect and exploitation;
peer to peer incidents; and
injuries of

unknown origin; along with the
reporting process into these

allegations during

their team meeting.

PD will ensure investigations are
completed and

reported to the administration
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within 5 business days. The PD
will ensure that all incidents of
abuse

and neglect are reported to BDDS
timely. Training was completed
on 12-27-13 with the

QIDP/PD’s regarding incident
reporting and leveling of incidents
according to

Mentor practices.Retrain QIDP
regarding BDDS reporting

requirements and survey
regulations as they relate to
incident reporting (W149,

W153, W154, W155, W156 and
W157).QIDP/PD’s will be trained
on the components of

an investigation to ensure that all
components are completed and
processes are

followed. Materials for a portion of
this training come from the
“Components of

a Thorough Investigation”
presented by Steve Corya,
ISDH.HM, PD’s and AD will
complete a competency test

regarding abuse, neglect and
exploitation investigations and
their roles.The AD, Quality
Specialist or their designee

will review and sign off on all
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abuse, neglect and exploitation
investigations

that are completed to ensure that
the investigation is thorough prior
to the

recommendations being carried
out.Support Staff, HM, QIDP/PD’s
and AD will

complete a competency test
regarding the investigation
process for unknown injuries,

falls and peer to peer
investigations.Retrain Support
Staff and QIDP/PD’s on
Occazio’s

policy #2105 abuse, neglect,
exploitation.A resident meeting
will be completed with the

residents in the home to review
their rights, the resident complaint
process

and process for reporting abuse,
neglect and exploitation. Training
with QIDP/PD and HM regarding
timely

reporting. Timely as defined as:
reported to administrator

immediately, report

filed to BDDS within 24 hours.
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place or
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what systemic changes will be
made to ensure that the deficient
practice does

not recur:

All clients will be placed on
programming for

reporting abuse and neglect,
resident rights and the resident
complaint

process. Staff will receive
additional training regarding

abuse, neglect and exploitation;
peer to peer incidents; and
injuries of

unknown origin; along with the
reporting process into these
allegations during

their team meeting.

PD will ensure investigations are
completed and

reported to the administration
within 5 business days. The PD
will ensure that all incidents of
abuse
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and neglect are reported to BDDS
timely. Training was completed
on 12-27-13 with the

QIDP/PD’s regarding incident
reporting and leveling of incidents
according to

Mentor practices.Retrain QIDP
regarding BDDS reporting

requirements and survey
regulations as they relate to
incident reporting (W149,

W153, W154, W155, W156 and
W157).QIDP/PD’s will be trained
on the components of

an investigation to ensure that all
components are completed and
processes are

followed. Materials for a portion of
this training come from the
“Components of

a Thorough Investigation”
presented by Steve Corya,
ISDH.HM, PD’s and AD will
complete a competency test

regarding abuse, neglect and
exploitation investigations and
their roles.The AD, Quality
Specialist or their designee

will review and sign off on all
abuse, neglect and exploitation

investigations

that are completed to ensure that
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the investigation is thorough prior
to the

recommendations being carried
out.Support Staff, HM, QIDP/PD’s
and AD will

complete a competency test
regarding the investigation
process for unknown

injuries, falls and peer to peer
investigations.Retrain Support
Staff and QIDP/PD’s on
Occazio’s

policy #2105 abuse, neglect,
exploitation.A resident meeting
will be completed with the

residents in the home to review
their rights, the resident complaint
process

and process for reporting abuse,
neglect and exploitation. Training
with QIDP/PD and HM regarding
timely

reporting. Timely as defined as:
reported to administrator

immediately, report

filed to BDDS within 24 hours.
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How will the corrective action be
monitored

to ensure the deficient practice
will not recur?
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The HM will monitor on a daily
basis when they

are in the home.The PD will
monitor on a regular basis when
they

are in the home.The AD will
monitor as they complete their

audits.QIDP/PD will review
documentation daily to

ensure that all incidents have
been reported.AD will review
documentation to ensure that all

incidents have been reported.In
the event it is determined that
incidents are

not reported timely, disciplinary
action will occur.
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What is the date by which the
systemic
changes will be completed?
January 15, 2014
WO000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on observation, record review, WO000154 01/15/2014
and interview, for 3 of 6 BDDS (Bureau
of Developmental Disabilities Services) W 154 Staff Treatment
reports reviewed (clients A and D), the
facility failed to thoroughly investigate of Clients
client A's incidents of physical
aggression (two of which resulted in
police involvement). The facility must have evidence
Findings include: that all alleged viglations are
thoroughly investigated.
1. (a) On 11/26/13 at 10:55am, the
facility's BDDS Reports and
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investigations were reviewed from
08/1/13 through 11/26/13.
-A 11/4/13 BDDS report for an incident
on 11/3/13 at 6:30pm, indicated Group What corrective action will be
Home Staff (GHS) #2 "redirected [client _
A] and [client A] got upset and was accomplished?
physically aggressive towards staff. The
Police were called and [client A] was
taken to the ER (Emergency Room) for PD will ensure investigations are
his health and safety." The report completed and
1ndlc.ated GHS #2 was suspended reported to the administration
pending the outcome of the within 5 business days.Training
investigation. The report did not was completed on 12-27-13 with
indicate if GHS #2 filed criminal the
charges against client A. QIDP/PD'’s regarding incident
reporting and leveling of incidents
-The 11/11/13 Follow up BDDS report according to
to the incident on 11/3/13 indicated Ment ices.In th t that
" . entor practices.In the event tha
GHS #2 "was suspended bece.luse [.chént there is a behavioral incident
A] accused [GHS #2] of placing him in
a headlock." The follow up report in which police are involved the
indicated client A was admitted on !nmdeipt "t‘”'clj?: rain QIDP
. . investigated.Retrain
11/3/13 to the hosplta.l be-:hav1ora1 center. regarding BDDS reporting
The follow up report indicated "No one
seen (sic) [GHS #2] put [client A] in a requirements and survey
headlock or even attempt to restrain rqu'at'fns ait'they\/:/‘ilzge to
[client A] himself, restraint is in [client incident reporting ( '
A's] plan and fellow staff members W153, W154, W155, W156 and
reported (they were) attempting to W157).QIDP/PD’s will be trained
restrain [client A] while [GHS #2] on the components of
escaped his attack but the clients and . -
) an investigation to ensure that all
staff report [client A] was too strong for components are completed and
the staff to restrain so [client A] got out processes are
(of the restraint) and attempted to go to
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his room before mmlng around and fO!'OWe'd.' Materials for a portion of
going after [GHS #2] again. [GHS #2] this training come from the
T . . “Components of
was injured during the attack, [client A]
sustained a scratch to his temple and a Thorough Investigation”
cheek during the attack...." The report presented by Steve Corya,
did not include GHS #2's injuries and ISDH‘lHtM' PD’s antd AD \tNI”t
. o - complete a competency tes
did not indicate GHS #2 filed criminal P P y
charges against client A. The report did regarding abuse, neglect and
not include an investigation which exploitation investigations and
documented the investigation outcome. their rolles.The AD' anllty
Specialist or their designee
On 11/26/13 at 10:55am, a review of the will review and sign off on all
facility's 11/3/13 at 6:30pm "GER abuse, neglect and exploitation
(General Event Report)" was conducted. investigations
The 11/3/13 GER report 1nqlcate.d client that are completed to ensure that
A "stated that staff was calling him a the investigation is thorough prior
name. All three (3) staff tried to tell to the
[client A] that he had misunderstood and dations bei ed
. . recommendations being carrie
tha.t staff was not calling hl.m a na@e... out.Support Staff, HM, QIDP/PD’s
[client A stated he] was going to kick and AD will
[GHS #2's] butt." The report indicated
client A "kept getting closer to [GHS comp(lfte ?hco.mpetinci/. test
. . . regarding the investigation
#2] stating he wasn.t g91ng to c.all him a process for unknown
name." The report indicated client A
began to "attack" GHS #2 and the "staff injuries, falls and peer to peer
was putting dishes away...(putting the) g‘t‘"?;fst'gztgr;g:g?m Support
drinks in the frig (refrigerator)." The 0 att anc son
o ) ccazio's
report indicated GHS #2 tried to walk
away "when [client A] kept attacking policy #2105 abuse, neglect,
him. Another staff began to pull [client eQ):pDIIgI/tlggorlTlll\r/]l theAeE\)/?.ntdthat the
A] off of [GHS #2]...[GHS #2] got » FiM or AD find out
attacked (then) walked into the office there is pending charges pressed
with [client A] following him." The against a client that staff is
report indicated two other staff tried to involved in,
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restrain client A and "[Client A] kept
scuffling with the two staff...[Client A]
went into his bedroom and stated he was
leaving. [Client A] stated he was going
to turn himself in and staff followed
[client A] down the road while speaking
with police." The report indicated
police took client A to the hospital. The
report did not indicate GHS #2 filed
criminal charges against client A.

1.(b) On 11/26/13 at 10:55am, the
facility's BDDS Reports and
investigations were reviewed from
08/1/13 through 11/26/13.

-A 10/11/13 BDDS report for an
incident on 10/10/13 at 9:05pm,
indicated client A "was at the group
home having a behavior." The report
indicated client A "became agitated with
[GHS #1] when [GHS #1] began
logging the long distance phone calls
from the house phone into the call log.
[Client A] stated he did not want her to
log the calls." The report indicated GHS
#1 explained she had to put them on the
call log according the the company
policy. The report indicated client A
went to his room "and came out a few
minutes later and grabbed the phone and
threw it across the room, then started
cursing staff and putting his finger in
[GHS #1's] face." The report indicated
staff "attempted to calm [client A], but

the staff will be transferred
immediately from the home.
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[client A] struck the staff in the gut and
again in the face with his open hand.
Other staff intervened and [client A] still
continued to go after the staff member. How will we identify other
A third staff started getting the other residents having
clients to safety and [client A] came )

. .. the potential to be affected by the
after [GHS #1] again swinging at [GHS same deficient practice and what
#1] but not contacting [GHS #1]. The corrective
third staff called the police when other
clients were safe...The officer took a action will be taken?
statement from the staff and one from
[client A]. [Client A] told the officer he
did hit the staff because he hates this All residents have the potential to
companies stupid policies (sic)." The be affected
report indicated client A told the officer by the same deficient practice.PD
"he did not care" that he (client A) will ensure investigations are
should not hit people. The report completed and
indicated GHS #1 stated to the police o
I reported to the administration

yes" she wanted to press charges within 5 business days.Training
against client A. The report indicated was completed on 12-27-13 with
client A was handcuffed, read his rights, the
and taken to the hospital behavioral ‘ o
health center. The report did not rQelp?(::t/i';gD asnrggIJ:\:::ir;gglgfliiiirgents
indicate GHS #1 was suspended and/or according to
if an investigation was initiated.
Mentor practices.In the event that
“The 10/15/13 Follow up BDDS report there is a behavioral incident
indicated client A was discharged back in which police are involved the
to the group home on 10/11/13. The incident will be
report did not indicate if an investigation investigated.Retrain QIDP
was completed. The report did not regarding BDDS reporting
indicate GHS #1 continued to work in requirements and survey
the group home to supervise client A regulations as they relate to
after the 10/10/13 incident where she incident reporting (W149,
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pressed criminal charges against client
A W153, W154, W155, W156 and
’ W157).QIDP/PD’s will be trained
on the components of
On 11/26/13 at 10:55am, a review of the
facility's 10/10/13 at 8:40pm, "GER an investigation to ensure that all
(General Event Report)" was conducted. components are completed and
. rocesses are
The 10/10/13 GER report indicated P
"after taking his medications took the followed. Materials for a portion of
company cell phone to make a phone this training come from the
call to a friend. [Client A] came out of Components of
his bedroom into the living room where a Thorough Investigation”
staff was at. [Client A] started yelling presented by Steve Corya,
about one of his roommates erased ISDH.HM, PD’s and AD will
phone numbers out of the cell phone. complete a competency test
Staff redlrectec.1 [client A] by telling him regarding abuse, neglect and
that staff not his roommates removed the exploitation investigations and
numbers. [Client A] returned to his their roles.The AD, Quality
bedroom and moments later returned to Specialist or their designee
. . .
the 11V1ng room and got into [GHS #1's] will review and sign off on all
face yelling and cursing about the cell abuse, neglect and exploitation
phone again. [GHS #1] stood up to investigations
remove herself from the situation but got
distracted b ther client that that are completed to ensure that
18 réc e. Yy ano i e-r chient that was ] the investigation is thorough prior
walking into the living room and yelling to the
at [client A]. While staff was looking at
the other client [client A] slapped [GHS reciosmmenrctiastlto?fs 5:/:”%?;2}:%
#1] across the stomach. As soon as out.oupport Stafl, HV, S
) ] and AD will
[client A] slapped [GHS #1] [client A]
took off for his bedroom." The report complete a competency test
indicated GHS #1 called the QIDP regafd'n? the ';Vestlgatlon
(Qualified Intellectual Disabilities process for unknown
Professional), the GHM (Group Home injuries, falls and peer to peer
Manager), and the police and "Once the investigations.
police arrived [client A] was read his
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rights, cuffed, and taken to the hospital."

On 11/26/13 from 3:45pm until 5:15pm,
observation and interviews were
conducted at the group home. Client A
was not present and GHS #1 was
present. At 4:35pm, GHS #1 was
observed to be over six feet tall. GHS
#1 stated "I did file charges" against
client A. GHS #1 stated client A had
been "asleep, then took his meds
(medications), and wanted to use the
phone." GHS #1 indicated client A got
angry after GHS #1 told client A she had
deleted the phone numbers in the cell
phone. GHS #1 stated client A "slapped
(her) with an open hand across the
stomach" area of the body then client A
ran to his bedroom. GHS #1 indicated
client A then opened the door to his
room, came out into the hallway, and
began to yell at GHS #1. GHS #1 stated
client A walked down the hallway
yelling and she got up and began to
"chase" client A back down the hallway
into his bedroom. GHS #1 indicated she
had a small bruise on her hip from the
incident. GHS #1 stated she hit her hip
area on the chest of drawers kept in the
hallway when she was "chasing" client
A. GHS #1 indicated she was unsure if
that caused her injury or client A hitting
her earlier. GHS #1 indicated she called
the QIDP and the police regarding the

Retrain Support Staff and
QIDP/PD’s on

Occazio’s policy #2105 abuse,
neglect, exploitation.
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incident from the group home‘ In the event that the QlDP/PD,
HM or AD find out
On 11/26/13 at 3:45pm, an interview there is pending charges pressed
with the QIDP was conducted. The against a client that staff is
QIDP indicated client A had a known involved in,
history of physical aggression before
. vy p 4 hgg h ) the staff will be transferred
being admitted to the group home in immediately from the home.
2012. The QIDP stated "both" GHS #1
and GHS #2 "were filing (criminal)
charges against [client A]." When asked
if it was acceptable to file criminal
charges against a client with a "known
behavior," the QIDP stated "they (the
staff) did." The QIDP stated there was V\llhat measures will be put into
o . . . ace or
"no" additional information to review. P
what systemic changes will be
2. On 11/26/13 at 10:55am, the facility's made to ensure that the deficient
BDDS Reports and investigations were practice does
reviewed from 08/1/13 through not recur:
11/26/13.
-A 11/9/13 BDDS report for an incident
on 11/3/13 at 11:00am, indicated client
D was "afraid of his peer in the group
home" because client A had flipped him
in the "private area with a towel and
thought it was funny." The report PD will ensure investigations are
.- . . let
indicated client D did not report the completed and
incident earlier "because he was scared." reported to the administration
The report did not indicate if an within 5 business days.Training
investigation was completed and/or was completed on 12-27-13 with
. the
initiated.
QIDP/PD’s regarding incident
-The 11/7/13 "GER" report indicated on reporting and leveling of incidents
11/7/13 at 1:00pm, client D reported he according to
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was "hit on (the) buttocks and in (the)
. . Mentor practices.In the event that
rivate area (by) a peer flipping a
p " (by) p . pping . there is a behavioral incident
towel." The report indicated no injury
was identified. in which police are involved the
incident will be
On 11/26/13 at 3:45pm, an interview mvesggateBdbRDeStraln Qri,DP
. regardin reportin
with the QIDP was conducted. The 9 9 poring
QIDP indicated clients A and D requirements and survey
incidents were reported and indicated he regulations as they relate to
had no additional investigative incident reporting (W149,
information to provide for review. W153, W154, W155, W156 and
W157).QIDP/PD’s will be trained
This federal tag relates to complaint on the components of
#IN00139727. . -
an investigation to ensure that all
components are completed and
9-3-2(a) processes are
followed. Materials for a portion of
this training come from the
“Components of
a Thorough Investigation”
presented by Steve Corya,
ISDH.HM, PD’s and AD will
complete a competency test
regarding abuse, neglect and
exploitation investigations and
their roles.The AD, Quality
Specialist or their designee
will review and sign off on all
abuse, neglect and exploitation
investigations
that are completed to ensure that
the investigation is thorough prior
to the
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recommendations being carried
out.Support Staff, HM, QIDP/PD’s
and AD will

complete a competency test
regarding the investigation
process for unknown

injuries, falls and peer to peer
investigations.Retrain Support
Staff and QIDP/PD’s on
Occazio’s

policy #2105 abuse, neglect,
exploitation.In the event that the
QIDP/PD, HM or AD find out

there is pending charges pressed
against a client that staff is
involved in,

the staff will be transferred
immediately from the home.
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How will the corrective action be
monitored
to ensure the deficient practice
will not recur?
The HM will monitor on a daily
basis when they
are in the home.The PD will
monitor on a regular basis when
they
are in the home.The AD will
monitor as they complete their
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audits.QIDP/PD will review
documentation daily to
ensure that all incidents have
been reported.AD will review
documentation to ensure that all
incidents have been reported.
What is the date by which the
systemic
changes will be completed?
January 15, 2014
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WO000157 | 483.420(d)(4)

reports reviewed

involvement.

A] and [client A]

Findings include:

STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.

Based on observation, record review,
and interview, for 2 of 6 BDDS (Bureau
of Developmental Disabilities Services)

(client A), the facility

failed to implement sufficient corrective
action regarding client A's incidents of
physical aggression which led to police

1.(a) On 11/26/13 at 10:55am, the
facility's BDDS Reports and
investigations were reviewed from
08/1/13 through 11/26/13.

-A 11/4/13 BDDS report for an incident
on 11/3/13 at 6:30pm, indicated Group
Home Staff (GHS) #2 "redirected [client

got upset and was

physically aggressive towards staff. The
Police were called and [client A] was
taken to the ER (Emergency Room) for
his health and safety." The report
indicated GHS #2 was suspended
pending the outcome of the
investigation. The report did not
indicate if GHS #2 filed criminal
charges against client A. The report did

WO000157

W157 Staff treatment

of clients.

If the
alleged violation is verified,

appropriate corrective action
must be taken.

What corrective action will be

accomplished?

Staff will be retrained on Handle
with Care.All client BSPs will be
reviewed. They will be

01/15/2014
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not document corrective action. revised if needed. Police
involvement will be added if
necessary.Staff will be retrained
-The 11/11/13 Follow up BDDS report on all clients BSPs.All BSP's that
to the incident on 11/3/13 indicated include the use of the HWC
GHS #2 "was suspended because [client o .
A] accused [GHS #2] of placing him in .restram.t will have pictures gnd
headlock." The foll instructions added to effectively
a headlock." The follow up report explain the
indicated client A was admitted on
11/3/13 to the hospital behavioral center. restraint utilized.Client A has
The follow up report indicated "No one been discharged from Occazio
seen (sic) [GHS #2] put [client A] in a services.In the event that there is
headlock or even attempt to restrain a behavioral incident
[client A] himself, restraint is in [client
A's] plan and fellow staff members in which police are involved the
d (th . incident will be investigated.In the
reported (they were) attempting to event that there is a behavioral
restrain [client A] while [GHS #2] incident
escaped his attack but the clients and
staff report [client A] was too strong for in which police are involved the
the staff t trai lient Al got out IDT will meet to discuss the
¢ staltto re.s rain so [client A] got ou incident and determine
(of the restraint) and attempted to go to
his room before turning around and if any changes need to be made
going after [GHS #2] again. [GHS #2] glg‘s '”d'V'gPa'SB%%F;Retfar'tf?
- . . regardin reportin
was injured during the attack, [client A] g ° porting
sustained a scratch to his temple and requirements and survey
cheek during the attack...." The report regulations as they relate to
did not document corrective action. The incident reporting (W149,
. . e
report. did n9t 1r'101ude GHS #2's injuries WA153, W154, W155, W156 and
and did not indicate GHS #2 filed WA157). In the event that the
criminal charges against client A. QIDP/PD, HM or AD find out
there is pending charges pressed
-The 11/25/13 Follow up BDDS report . . :
o o against a client that staff is
to the incident on 11/3/13 indicated involved in,
client A was discharged from the
agency's services on 11/18/13 and the staff will be transferred
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remained at the hospital behavioral
center.

On 11/26/13 at 10:55am, a review of the
facility's 11/3/13 at 6:30pm "GER
(General Event Report)" was conducted.
The 11/3/13 GER report indicated client
A "stated that staff was calling him a
name. All three (3) staff tried to tell
[client A] that he had misunderstood and
that staff was not calling him a name...
[client A stated he] was going to kick
[GHS #2's] butt." The report indicated
client A "kept getting closer to [GHS
#2] stating he wasn't going to call him a
name." The report indicated client A
began to "attack" GHS #2 and the "staff
was putting dishes away...(putting the)
drinks in the frig (refrigerator)." The
report indicated GHS #2 tried to walk
away "when [client A] kept attacking
him. Another staff began to pull [client
A] off of [GHS #2]...[GHS #2] got
attacked (then) walked into the office
with [client A] following him." The
report indicated two other staff tried to
restrain client A and "[Client A] kept
scuffling with the two staff...[Client A]
went into his bedroom and stated he was
leaving. [Client A] stated he was going
to turn himself in and staff followed
[client A] down the road while speaking
with police." The report indicated
police took client A to the hospital. the

immediately from the home.
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report did not document corrective
action. The report did not indicate GHS
.. P . . How will we identify other
#2 filed criminal charges against client residents having
A. The report did not indicate if client
A's BSP was reviewed and/or revised. the potential to be affected by the
same deficient practice and what
corrective
1.(b) On 11/26/13 at 10:55am, the
facility's BDDS Reports and action will be taken?
investigations were reviewed from
08/1/13 through 11/26/13.
-A 10/11/13 BDDS report for an
incident on 10/10/13 at 9:05pm,
indicated client A "was at the group
home having a behavior." The report ) )
indicated client A "b itated with All residents have the potential to
indicated clien ecame agitated wi be affected
[GHS #1] when [GHS #1] began
logging the long distance phone calls by the same deficient
from the house phone into the call log. practice.Staff will be retrained on
Client AT stated he did not t her © Handle with Care.All client BSPs
[Client A] stated he di no' w.an certo will be reviewed. They will be
log the calls." The report indicated GHS
#1 explained she had to put them on the revised if needed. Police
call log according the the company involvement will be added if
i Th ¢ indicated client A necessary.Staff will be retrained
policy. the report indicated clien on all clients BSPs.All BSP’s that
went to his room "and came out a few include the use of the HWC
minutes later and grabbed the phone and
threw it across the room, then started restraint will have pictures and
. . . . instructions added to effectively
cursing staff and putting his finger in explain the
[GHS #1's] face." The report indicated
staff "attempted to calm [client A], but restraint utilized.In the event that
[client A] struck the staff in the gut and there is a behavioral incident
again in the. face with his oper.l hand. . in which police are involved the
Other staff intervened and [client A] still incident will be investigated.In the
continued to go after the staff member. event that there is a behavioral
A third staff started getting the other incident
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clients to safety and [client A] came _ _ ' .
after [GHS #1] again swinging at [GHS :gyrvuﬁrrggleltc‘taoac:?sgvsc:\{ﬁg the
#1] but not contacting [GHS #1]. The incident and
third staff called the police when other
clients were safe...The officer took a determine if any Ch_a_nges need to
statement from the staff and one from g’;gaRdet tq trgl g\SlVlduaLs'
. . .Retrain regarding
[client A]. [Client A] told the officer he BDDS reporting
did hit the staff because he hates this
companies stupid policies (sic)." The requirements and survey
report indicated client A told the officer regglatltcnns ait,theilvﬁzge to
. . incident reportin ,
"he did not care" that he (client A) porting
should not hit people. The report W153, W154, W155, W156 and
indicated GHS #1 stated to the police W157). In the event that the
"yes" she wanted to press charges QIDP/PD, HM or AD find out
agamst client A. The report 1nd?ca‘Fed there is pending charges pressed
client A was handcuffed, read his rights, against a client that staff is
and taken to the hospital behavioral involved in,
health center. The report did not )
d t t t Th ot the staff will be transferred
f)cume.n ?orrec 1ve action. e repo immediately from the home.
did not indicate GHS #1 was suspended
and/or if an investigation was initiated.
The report did not indicate if client A's
BSP was reviewed and/or revised.
-The 10/15/13 Follow up BDDS report
indicated client A was discharged back
to the group home on 10/11/13. The
report did not indicate if client A's BSP
was reviewed and/or revised. The report
did not indicate GHS #1 continued to
work in the group home to supervise
client A after the 10/10/13 incident
where she pressed criminal charges
against client A.
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-The 10/27/13 Follow up BDDS report
indicated the agency "still has not heard
at this time if charges will be pursued
against [client A]."

-The 11/5/13 Follow up BDDS report
indicated "The Prosecutor's office
called...today and reported the case
against [client A] will be dropped. The
prosecutor did not offer a reason as to
why this was being dropped."

On 11/26/13 at 10:55am, a review of the
facility's 10/10/13 at 8:40pm, "GER
(General Event Report)" was conducted.
The 10/10/13 GER report indicated
"after taking his medications took the
company cell phone to make a phone
call to a friend. [Client A] came out of
his bedroom into the living room where
staff was at. [Client A] started yelling
about one of his roommates erased
phone numbers out of the cell phone.
Staff redirected [client A] by telling him
that staff not his roommates removed the
numbers. [Client A] returned to his
bedroom and moments later returned to
the living room and got into [GHS #1's]
face yelling and cursing about the cell
phone again. [GHS #1] stood up to
remove herself from the situation but got
distracted by another client that was
walking into the living room and yelling

What measures will be put into
place or

what systemic changes will be
made to ensure that the deficient

practice does

not recur?

Staff will be retrained on Handle
with Care.All client BSPs will be
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at [client A]. While staff was looking at reviewed. They will be
the other client [client A] slapped [GHS
[ N ] slapped | revised if needed. Police
#11 across the stomach. As sooTl as involvement will be added if
[client A] slapped [GHS #1] [client A] necessary.Staff will be retrained
took off for his bedroom." The report on all clients BSPs.All BSP’s that
indicated GHS #1 called the QIDP include the use of the HWC
(Quahﬂed Intellectual Disabilities restraint will have pictures and
Professional), the GHM (Group Home instructions added to effectively
Manager), and the police and "Once the explain the
police arrived [client A] was read his o
ol ffed. and tak he hospital." restraint utilized.In the event that
rights, cutted, and taken to the hospital. there is a behavioral incident
On 11/26/13 from 3:45pm until 5:15pm, in which police are involved the
observation and interviews were incident will be |r.1vest|gatec.j.ln the
. event that there is a behavioral
conducted at the group home. Client A incident
was not present and GHS #1 was
present. At 4:35pm, GHS #1 was in which police are involved the
observed to be six feet tall. GHS #1 !DTdW'"tmegt to discuss the
. . . incident an
stated "I did file charges" against client
A. GHS #1 stated client A had been determine if any changes need to
"asleep, then took his meds be made to the individuals
(medications), and wanted to use the Sgggetralr;t-QlDP regarding
. . reportin
phone." GHS #1 indicated client A got poriing
angry after GHS #1 tOld Client A She had requirements and survey
deleted the phone numbers in the cell regulations as they relate to
phone. GHS #1 stated client A "slapped incident reporting (W149,
(her) with an open hand across tht? W153, W154, W155, W156 and
stomach" area of the body then client A W157).In the event that the
ran to his bedroom. GHS #1 indicated QIDP/PD, HM or AD find out
client A then opened the door to his here i ding ch g
room, came out into the hallway, and t ere IS pending charges presse
against a client that staff is
began to yell at GHS #1. GHS #1 stated involved in,
client A walked down the hallway
yelling and she got up and began to the staff will be transferred
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"chase" client A back down the hallway
into his bedroom. GHS #1 indicated she
had a small bruise on her hip from the
incident. GHS #1 stated she hit her hip
area on the chest of drawers kept in the
hallway when she was "chasing" client
A. GHS #1 indicated she was unsure if
that caused her injury or client A hitting
her earlier. GHS #1 indicated she called
the QIDP and the police regarding the
incident from the group home.

On 11/26/13 at 3:45pm, an interview
with the QIDP was conducted. The
QIDP indicated client A had a known
history of physical aggression before
being admitted to the group home in
2012. The QIDP indicated the staff was
not retrained on client A's BSP
(Behavior Support Plan) until after the
10/10/13 incident. The QIDP indicated
the agency and/or the group home have
not implemented training with the police
in regards to client A's identified
behavioral needs. The QIDP indicated
he (the QIDP) told the staff to call the
police. The QIDP indicated client A's
BSP did not include police involvement
and/or when to call the police. The
QIDP stated "both" GHS #1 and GHS
#2 "were filing (criminal) charges
against [client A]." When asked if it
was acceptable to file criminal charges
against a client with a "known

immediately from the home.

How will the
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behavior," the QIDP stated "they (the corrective action be monitored to
staff) did." The QIDP indicated GHS #2 ensure the deficient practice will
' . . L not occur?
was suspended pending an investigation
after the 11/3/13 incident. The QIDP
stated GHS #1 "continued" to work at
the group home with client A in the
group home on 10/10, 10/11, 10/14, The HM will monitor on a daily
10/15, 10/16, 10/17, 10/18, 10/21, basis when they
10/22, 10/23, 10/24, and 10/25/13. The
QIDP stated GHS #1 "filed" criminal are the home-Tlhe ED wil A
monitor on a regular basis when
charges on 10/10/13 and was transferred they I
to another group home on 10/25/13 per
her request. The QIDP indicated client are in the home.The AD will
A's BSP was not reviewed and/or monitor as they complete their
revised after his behavioral incidents. audits. The AD and/or Quality
The QIDP stated there was "no" Specialist will review the
corrective action taken for the 10/10/13
or the 11/3/13 incidents. investigations and incident
reports to ensure that when
) ) appropriate, corrective
Client A's record was reviewed on
11/26/13 at 11:30 AM. Client A's action will be taken.
10/31/13 ISP (Individual Support Plan)
and 9/15/2013 Behavior Support Plan
(BSP) both indicated client A was
verbal, had behaviors of physical
aggression, OCD (Obsessive
Compulsive Disorder), AWOL (Absent
without Leave), Suicidal Ideation, non
compliance, and constant talking when
admitted to the group home. Client A's
BSP indicated the following for
physical aggression "Description:
Physical Aggression/verbal aggression.
1. Offer prompt to stop and go to a
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W000289

separate area...2. If [client A] refuses to
calm down and his physical aggression
escalates. [Client A] may be placed in a
physical restraint as taught in Handle
with Care may be applied to protect
[client A] and others. The restraint
should be released as soon as [client A]
is calm...3. Once calm, provide praise
for any attempts at reconciliation...."
Client A's BSP did not have a written
name and/or the description of which
approved restraint was to have been
applied. Client A's BSP did not include
police interventions and/or when to call
the police. Client A's BSP did not
include a revision and/or review after
the 10/10/13 incident.

This federal tag relates to complaint
#IN00139727.

9-3-2(a)

483.450(b)(4)

MGMT OF INAPPROPRIATE CLIENT
BEHAVIOR

The use of systematic interventions to
manage inappropriate client behavior must
be incorporated into the client's individual
program plan, in accordance with
§483.440(c)(4) and (5) of this subpart.
Based on record review and interview,
for 1 of 3 sampled clients (client A) who
had restrictive techniques employed, the

facility failed to have a written

What is the date by which the
systemic

changes will be completed?

January 15, 2014

W000289

W289 Mgmt of

01/15/2014
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description to define the use of client A's Inappropriate Client Behavior
physical restraints.
Findings include: The use of systematic
On 11/26/13 at 10:55am, the facility's interventions to manage
¢ : ) inappropriate client behavior must
BDDS (Bureau of Developmenta be incorporated into
Disabilities Services) Reports and
investigations were reviewed from the client’s individual program
08/1/13 through 11/26/13. plan.
-The 11/11/13 Follow up BDDS report
to the incident on 11/3/13 indicated
client A was admitted on 11/3/13 to the
hospital behavioral center. The follow
up report indicated "No one seen (sic)
[GHS #2] put [client A] in a headlock or What corrective action will be
even attempt to restrain [client A]
himself, restraint is in [client A's] plan accomplished?
and fellow staff members reported (they
were) attempting to restrain [client A]
while [GHS #2] escaped his attack but
the clients and staff report [client A] was
too strong for the staff to restrain so
[client A] got out (of the restraint) and All client BSPs will be reviewed.
attempted to go to his room before They will be
turning around and going after [GHS #2] o .
in. [GHS #2] iniured durine th revised if needed. Police
again. ) was ] Jured during the involvement will be added if
attack, [client A] sustained a scratch to necessary.Staff will be retrained
his temple and cheek during the on all clients BSPs.All BSP’s that
attack..." include the use of the HWC
) restraint will have pictures and
On 11/26/13 at 10:55am, a review of the instructions added to effectively
facility's 11/3/13 at 6:30pm "GER explain the
(General Event Report)" was conducted.
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The 11/3/13 GER report indicated client restraint utilized.
A "stated that staff was calling him a
name. All three (3) staff tried to tell
[client A] that he had misunderstood and
that staff was not calling him a name...
[client A stated he] was going to kick
[GHS #2's] butt." The report indicated
client A "kept getting closer to [GHS
#2] stating he wasn't going to call him a
name." The report indicated client A Client A has been discharged
began to "attack" GHS #2 and the "staff from Occazio
was putting dishes away...(putting the)
drinks in the frig (refrigerator)." The services.
report indicated GHS #2 tried to walk
away "when [client A] kept attacking
him. Another staff began to pull [client
A] off of [GHS #2]...[GHS #2] got
attacked (then) walked into the office
with [client A] following him." The How will we identify other
report indicated two other staff tried to residents having
restrain client A and "[Client A] kept
scuffling with the two staff...[Client A] the potential to be affected by the
. . same deficient practice and what
went into his bedroom and stated he was corrective
leaving. [Client A] stated he was going
to turn himself in and staff followed action will be taken?
[client A] down the road while speaking
with police." The report indicated the
police took client A to the hospital. All residents have the potential to
be affected
-A 10/11/13 BDDS report for an o .
incident on 10/10/13 at 9:05pm, oY ihe same deficient practioe Al
indicated client A "was at the group They will be
home having a behavior." The report
indicated client A "became agitated with revised if needed. Police
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[GHS #1] when [GHS #1] began involvement will be added if
logging the long dlstar%ce phone calls gicjllscszﬁg{titgf;VPvél.I/-EI(IaBthIrDintiit
from the house phone into the call log. include the use of the HWC
[Client A] stated he did not want her to
log the calls." The report indicated GHS restraint will have pictures and
#1 explained she had to put them on the instruptions added to effectively
. explain the
call log according the the company
policy. The report indicated client A restraint utilized.
went to his room "and came out a few
minutes later and grabbed the phone and
threw it across the room, then started
cursing staff and putting his finger in
[GHS #1's] face." The report indicated
staff "attempted to calm [client A], but
[client A] struck the staff in the gut and
again in the face with his open hand.
Other staff intervened and [client A] still
continued to go after the staff member.
A third staff started getting the other
clients to safety and [client A] came
after [GHS #1] again swinging at [GHS
#1] but not contacting [GHS #1]. The
third staff called the police when other
clients were safe...The officer took a What measures will be put into
statement from the staff and one from place or
[client A]. [Client A] told the officer he . .
did hit the staff because he hates this xgztesé s:aeanLc;rgT:;]tg’ter;véﬂf::?en ¢
companies stupid policies." The report practice does
indicated client A told the officer "he
did not care" that he (client A) should not recur?
not hit people. The report indicated
GHS #1 stated to the police "yes" she
wanted to press charges against client A.
The report indicated client A was
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handcuffed, read his rights, and taken to
the hospital. All client BSPs will be reviewed.
They will be
On 11/26/13 at 10:55am, a review of the
facility's 10/10/13 at 8:40pm, "GER revised if needed. Police
(General Event Report)" was conducted. involvement will b? added if_
.. necessary.Staff will be retrained
The 10/10/13 GER report indicated on all clients BSPs.All BSP's that
"after taking his medications took the include the use of the HWC
company cell phone to make a phone
call to a friend. [Client A] came out of .restrain.t will have pictures gnd
his bedroom into the living room where mstrup tions added to effectively
explain the
staff was at. [Client A] started yelling
about one of his roommates erased restraint utilized.
phone numbers out of the cell phone.
Staff redirected [client A] by telling him
that staff not his roommates removed the
numbers. [Client A] returned to his
bedroom and moments later returned to
the living room and got into [GHS #1's]
face yelling and cursing about the cell
phone again. [GHS #1] stood up to
remove herself from the situation but got
distracted by another client that was
walking into the living room and yelling
at [client A]. While staff was looking at
the other client [client A] slapped [GHS How will the corrective action be
#1] across the stomach. As soon as monitored
[client A] slapped [GHS #1] [client A] to ensure that the deficient
took off for his bedroom." The report practice will not occur?
indicated GHS #1 called the QIDP
(Qualified Intellectual Disabilities
Professional), the GHM (Group Home The HM will monitor on a daily
Manager), and the police and "Once the basis when they
police arrived [client A] was read his
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rights, cuffed, and taken to the hospital." are in the home.The PD will
monitor on a regular basis when
. . the
On 11/26/13 at 3:45pm, an interview Y
with the QIDP was conducted. The are in the home.The AD will
QIDP indicated client A had a known monitor as they complete their
history of physical aggression before
. vy p 4 hgg h . audits.HM will monitor via monthly
being admitted to the group home in home observation to
2012. The QIDP indicated client A's
BSP did not include a written ensure behavior plans are being
description of the restraint taught staff in |mp|9meqted.QIDP/ PD wil
, . monitor via monthly home
the agency's Handle with Care. The
QIDP indicated the restraint to have observation to ensure behavior
been used was a PRT (Primary Restraint plans are being implemented.The
Technique). The QIDP indicated staff AtE) will Tonltct)r via home
. . observations to
were to stand behind client A, lock
staff's arms around each of client A's ensure that behavior plans are
arms from behind, and place the palms being implemented.The AD will
of staff's hands in the center of client A's review the BSP's written to
ensure
back.
that they include a detailed
Client A's record was reviewed on description of the HWC restraint
11/26/13 at 11:30 AM. Client A's utilized when it
10/31/13 ISP (Ind1V1d.ual Support Plan) is incorporated into a resident’s
and 9/15/2013 Behavior Support Plan behavior plan.
(BSP) both indicated client A was
verbal, had behaviors of physical
aggression, OCD (Obsessive
Compulsive Disorder), AWOL (Absent
without Leave), Suicidal Ideation, non
compliance, and constant talking when
admitted to the group home. Client A's
BSP indicated the following for physical
aggression "Description: Physical
Aggression/verbal aggression. 1. Offer
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prompt to stop and go to a separate

area...2. If [client A] refuses to calm

down and his physical aggression

escalates. [Client A] may be placed in a

physical restraint as taught in Handle

with Care may be applied to protect

[client A] and others. The restraint

should be released as soon as [client A]

is calm...3. Once calm, provide praise

for any attempts at reconciliation...."

Client A's BSP did not have a written

name and/or the description of which

approved restraint was to have been

applied.

This federal tag relates to complaint What is the date by which the

#IN00139727. systemic

changes will be completed?
9-3-5(a) Janugry P
15, 2014
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