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W 0000

Bldg. 00

W 0102

Bldg. 00

This visit was for the investigation of
complaint #IN00172930.

Dates of Survey: May 15, 18, 19, 20 and
21, 2015.

COMPLAINT #IN00172930:
Substantiated. Federal and state
deficiencies related to the allegation(s)
are cited at W102, W104, W122, W149,
W153, W154, W155, W156, W157,
W186, W268 and W331.

Facility number: 000771
Provider number: 15G251
AIM number: 100243430

The following federal deficiencies also
reflect state findings in accordance with
460 IAC 9.

483.410

GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.

W 0000

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, observation and W 0102 W 102 Governing Body 06/20/2015
interview, the facility failed to meet the The facility must ensure that specific
.- C . . governing body and management
Condition of Participation: Governing .
. . requlrements are met.
Body. The Governing Body failed to
provide oversight and direction to 1. What corrective action will
implement its policy and procedures be accomplished?
which prohibited abuse and neglect to o The Staf?ﬁ“g pattemn for the
. . site will be reviewed.
protect 4 of 4 sampled clients (clients A, . .
) ) The importance of ensuring
B, C and D). The Governing Body failed the scheduled shifts are covered will
to provide staff supervision to prevent be reviewed with the Program
physical assault and inappropriate Coordinator by June 20th, 2015.
physical interaction for clients A and D. ,The Program Coordmator.
The G 1o Body failed who failed to report the 1 allegation
© Oveml.ng ody 1atled to ensure. of abuse involving Client A at day
there was a timely report of 1 allegation service was terminated.
of abuse for client A. The Governing The DSP staff who was
Body failed to thoroughly investigate 3 of involved in the incident at day
5 allegations of abuse and neglect for 3 of service with Client A was terminated.
4 I i i The Program Director (QIDP)
sampled Cilents (c lel‘lt.S A, B and C). and Quality Assurance Specialist will
The GOVCI’Illl’lg Body falled tO Complete 3 complete training regarding hOW to
of 5 investigations of abuse/neglect thoroughly investigate incidents of
within 5 business days for 3 of 4 sampled abuse and neglect by June 20th, 2015
clients (clients A, B and C). The _ _Th_e importance Ofc.ompletmg
. . investigations within 5 business days
Govern'mg Body failed to .ensure will be reviewed Program Director
protective measures were implemented and Quality Assurance Specialist by
(removal of facility operated day June 20th, 2015.
program staff from duty) after an All investigations involving
. . . . allegations of abuse and neglect will
allegation of abuse involving client A to _ .
. be reviewed by the Quality
prevent potential for further abuse. The Assurance department or designee to
Governing Body failed to develop and ensure they are investigated
implement effective corrective action to thoroughly.
prevent physical assault and Training with direct support
inappropriate physical interaction staff in regard to clients” needs,
. pp . p . phy behavior plans, risk plans, and
involving clients A, B and D. The reporting abuse and neglect will be
Governing Body neglected to provide completed by June 20th, 2015.
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nursing assessment and treatment to The Program Coordinator will
address a pressure ulcer involving client forward the two week schedule to the
C Program Director one week prior to
: the start of the new pay period to
ensure that proper staffing coverage
Findings include: is in place.
The Program Coordinator will
1. The Governing Body failed to meet the be expected to ensure staff coverage
Conditi £ Participation: Client for all scheduled shifts. In the event
ondi 1'0n ot Farticipa 101.1' ren ) that the coverage cannot be found,
Protections. The Governing Body failed the Program Coordinator will cover
to provide oversight and direction to the shift.
implement its policy and procedures The Program Coordinator will
which prohibited abuse and neglect to do homet Of:iservj‘mo?s We‘?dy g’l
. . ensure staff are implementing the
protect 4 of 4 sampled Ch.ents (Chents_ A, plans of clients and the client’s needs
B, C and D). The Governing Body failed are being met.
to provide staff supervision to prevent The Program Director will do
physical assault and inappropriate home observations bi-weekly to
physical interaction (clients A and D). ensure Staf,f are lmplemen_tmg the
The Governing Body failed to timely plans of clients and the client’s needs
are being met.
report 1 allegation of abuse involving A competency test will be
client A. The Governing Body failed to developed for DSP staff, Program
thoroughly investigate 3 of 5 allegations Coordinator and Program Director
of abuse and neglect for 3 of 4 sampled coglp letle ,rfgt?‘rdmg alrjtl,lse’ neflea
. . and exploitation reporting an
clients (clients A, B and C). The investigations.
Governing Body failed to complete 3 of 5 A review of the 3
investigations of abuse/neglect within 5 investigations that were considered
business days for 3 of 4 sampled clients not to be investigated thoroughly will
(clients A, B and C). The Governing be comglfte(:’c . v bei
. . 1ent 1S currently being
Body.falled to ensure p'r?tectlve measures monitored by a wound care nurse
were implemented (facility operated day weekly.
program staff removed from duty) after Wound care has involved
an allegation of abuse involving client A Client C’s PC? regarding
to prevent potential for further abuse. The recommendations to help treat the
. . pressure sore found on Client C.
Governing Body failed to develop and Staff were trained by
implement effective corrective action to Mentor’s nurse on Client C’s wound
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prevent physical assault and care needs on 6-5-15.
inappropriate physical interaction How to document Client C’s
. . . wound care needs and treatment was
involving clients A, B and D. The reviewed with the staff
Governing Body neglected to provide Client B has moved to another
nursing assessment and treatment to home.
address a pressure ulcer involving client A consumer meeting will be
C held by June 20th with the residents
) to address appropriate interactions
Please see W122. . bprop
with each other.
Repositioning Client C every
2. The Governing Body failed to provide 2 hours has been added to her MAR.
oversight and direction to implement its Daily skin checks are being
policy and procedures which prohibited completed for Client C.
b d | 4 of 4 A toileting schedule has been
abuse an I.leg ect tlo protect 4 0 added for Client C to assist in the
sampled clients (clients A, B, C and D). prevention of skin breakdown.
the Governing Body failed to provide Client C now has daily wound
Staff Supervision to prevent physical care that staff is aSSiSting her with to
assault and inappropriate physical promote healing of the pressure sore.
. . . Client C’s risk plan for skin
interaction (clients A and D). The integrity has been revised
Governing Body failed to timely report 1 Mentor’s nurse is involved
allegation of abuse involving client A. with Client C and/or connecting with
The Governing Body failed to thoroughly the Program Director/Program
. . . Coordinator about her needs on a
investigate 3 of 5 allegations of abuse .
. weekly basis.
and neglect for 3 of 4 sampled clients The need for supervision
(clients A, B and C). The Governing checks will be reviewed by the IDT
Body failed to complete 3 of 5 for Client A, B and D.
investigations of abuse/neglect within 5 In the event that it is
business days for 3 of 4 sampled clients determined t,hat supetvision checks
. . need to continue for Client A, B and
(clients A, B and C). The Governing D they will be included in their BSP.
Body failed to ensure protective measures Staff will be retrained on how
were implemented (facility operated day to document supervision checks.
program staff removed from duty) after . The BSP for Client B will be
an allegation of abuse involving client A reVleV‘,/ed to ensure appropriate target
. behaviors and steps to address the
to prevent potential for further abuse. The behaviors are included based on
Governing Body failed to develop and Client B’s behavior incidents that are
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implement effective corrective action to being reported by staff.
prevent physical assault and ' The importance of
. . . . . documenting incidents and where to
inappropriate physical interaction document (i.c. GER, Bx data and
involving clients A, B and D. The daily logs) will be reviewed with
Governing Body neglected to provide staff by June 20th, 2015.
nursing assessment and treatment to Group Home Staff will be
address a pressure ulcer involving client g:;r;’med on Client A, B, C and D’s
.
C. Please see W104. Day Service Staff will be
retrained on Client A’s BSP.
This federal tag relates to complaint Mentor’s nurse will be
#IN00172930. retrained on the expectations and
how to complete an admission
assessment of a new client.
9-3-1(2) Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
wound.
Client C’s BSP will be
revised to include a target behavior
for not reporting events accurately.
The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 6-10-15.
2.  How will we identify other
residents having the potential to be
affected by the same deficient
practice and what corrective
action will be taken?
All residents have the
potential to be affected by the same
deficient practice.
The staffing pattern for the
site will be reviewed.
The importance of ensuring
the scheduled shifts are covered will
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be reviewed with the Program
Coordinator by June 20th, 2015.

The Program Coordinator
who failed to report the 1 allegation
of abuse involving Client A at day
service was terminated.

The DSP staff who was
involved in the incident at day
service with Client A was terminated.

The Program Director (QIDP)
and Quality Assurance Specialist will
complete training regarding how to
thoroughly investigate incidents of
abuse and neglect by June 20th, 2015

The importance of completing
investigations within 5 business days
will be reviewed Program Director
and Quality Assurance Specialist by
June 20th, 2015.

All investigations involving
allegations of abuse and neglect will
be reviewed by the Quality
Assurance department or designee to
ensure they are investigated
thoroughly.

Training with direct support
staff in regard to clients’ needs,
behavior plans, risk plans, and
reporting abuse and neglect will be
completed by June 20th, 2015.

The Program Coordinator will
forward the two week schedule to the
Program Director one week prior to
the start of the new pay period to
ensure that proper staffing coverage
is in place.

The Program Coordinator will
be expected to ensure staff coverage
for all scheduled shifts. In the event
that the coverage cannot be found,
the Program Coordinator will cover
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the shift.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

A competency test will be
developed for DSP staff, Program
Coordinator and Program Director
complete regarding abuse, neglect
and exploitation reporting and
investigations.

Client C is currently being
monitored by a wound care nurse
weekly.

Wound care has involved
Client C’s PCP regarding
recommendations to help treat the
pressure sore found on Client C.

Staff were trained by
Mentor’s nurse on Client C’s wound
care needs on 6-5-15.

How to document Client C’s
wound care needs and treatment was
reviewed with the staff.

Client B has moved to another
home.

A consumer meeting will be
held by June 20th with the residents
to address appropriate interactions
with each other.

Repositioning Client C every
2 hours has been added to her MAR.

Daily skin checks are being
completed for Client C.

A toileting schedule has been
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added for Client C to assist in the
prevention of skin breakdown.

Client C now has daily wound
care that staff is assisting her with to
promote healing of the pressure sore.

Client C’s risk plan for skin
integrity has been revised.

Mentor’s nurse is involved
with Client C and/or connecting with
the Program Director/Program
Coordinator about her needs on a
weekly basis.

The need for supervision
checks will be reviewed by the IDT
for Client A, B and D.

In the event that it is
determined that supervision checks
need to continue for Client A, B and
D they will be included in their BSP.

Staff will be retrained on how
to document supervision checks.

The BSP for Client B will be
reviewed to ensure appropriate target
behaviors and steps to address the
behaviors are included based on
Client B’s behavior incidents that are
being reported by staff.

The importance of
documenting incidents and where to
document (i.e. GER, Bx data and
daily logs) will be reviewed with
staff by June 20th, 2015.

Group Home Staff will be
retrained on Client A, B, C and D’s
BSP’s.

Day Service Staff will be
retrained on Client A’s BSP.

Mentor’s nurse will be
retrained on the expectations and
how to complete an admission
assessment of a new client.
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Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
wound.

Client C’s BSP will be
revised to include a target behavior
for not reporting events accurately.

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 6-10-15.

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

The staffing pattern for the
site will be reviewed.

The importance of ensuring
the scheduled shifts are covered will
be reviewed with the Program
Coordinator by June 20th, 2015.

The Program Coordinator
who failed to report the 1 allegation
of abuse involving Client A at day
service was terminated.

The DSP staff who was
involved in the incident at day
service with Client A was terminated.

The Program Director (QIDP)
and Quality Assurance Specialist will
complete training regarding how to
thoroughly investigate incidents of
abuse and neglect by June 20th, 2015

The importance of completing
investigations within 5 business days
will be reviewed Program Director
and Quality Assurance Specialist by
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June 20th, 2015.

All investigations involving
allegations of abuse and neglect will
be reviewed by the Quality
Assurance department or designee to
ensure they are investigated
thoroughly.

Training with direct support
staff in regard to clients’ needs,
behavior plans, risk plans, and
reporting abuse and neglect will be
completed by June 20th, 2015.

The Program Coordinator will
forward the two week schedule to the
Program Director one week prior to
the start of the new pay period to
ensure that proper staffing coverage
is in place.

The Program Coordinator will
be expected to ensure staff coverage
for all scheduled shifts. In the event
that the coverage cannot be found,
the Program Coordinator will cover
the shift.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

A competency test will be
developed for DSP staff, Program
Coordinator and Program Director
complete regarding abuse, neglect
and exploitation reporting and
investigations.

Client C is currently being
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monitored by a wound care nurse
weekly.

Wound care has involved
Client C’s PCP regarding
recommendations to help treat the
pressure sore found on Client C.

Staff were trained by
Mentor’s nurse on Client C’s wound
care needs on 6-5-15.

How to document Client C’s
wound care needs and treatment was
reviewed with the staff.

Client B has moved to another
home.

A consumer meeting will be
held by June 20th with the residents
to address appropriate interactions
with each other.

Repositioning Client C every
2 hours has been added to her MAR.

Daily skin checks are being
completed for Client C.

A toileting schedule has been
added for Client C to assist in the
prevention of skin breakdown.

Client C now has daily wound
care that staff is assisting her with to
promote healing of the pressure sore.

Client C’s risk plan for skin
integrity has been revised.

Mentor’s nurse is involved
with Client C and/or connecting with
the Program Director/Program
Coordinator about her needs on a
weekly basis.

The need for supervision
checks will be reviewed by the IDT
for Client A, B and D.

In the event that it is
determined that supervision checks
need to continue for Client A, B and
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W 0104 | 483.410(a)(1)

GOVERNING BODY

D they will be included in their BSP.

Staff will be retrained on how
to document supervision checks.

The BSP for Client B will be
reviewed to ensure appropriate target
behaviors and steps to address the
behaviors are included based on
Client B’s behavior incidents that are
being reported by staff.

The importance of
documenting incidents and where to
document (i.e. GER, Bx data and
daily logs) will be reviewed with
staff by June 20th, 2015.

Group Home Staff will be
retrained on Client A, B, C and D’s
BSP’s.

Day Service Staff will be
retrained on Client A’s BSP.

Mentor’s nurse will be
retrained on the expectations and
how to complete an admission
assessment of a new client.

Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
wound.

Client C’s BSP will be
revised to include a target behavior
for not reporting events accurately.

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 6-10-15.
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Bldg. 00 | The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based upon, observation, record review W 0104 W 104 Governing Body 06/20/2015
and interview, the Governing Body failed The governing body must exercise
. . . . general policy, budget, and operating
to provide oversight and direction to o .
) ] ” direction over the facility.
implement its policy and procedures
which prohibited abuse and neglect to 1. What corrective action will
protect 4 of 4 sampled clients (clients A, be accomplished?
B, C and D). The Governing Body failed o The Statjﬁng pattern for the
d f .. site will be reviewed.
to pr9v1 e sta supel.'V1s1on to Prevent The importance of ensuring
physical assault and inappropriate the scheduled shifts are covered will
physical interaction (clients A and D). be reviewed with the Program
The Governing Body failed to timely Coordinator by June 20th, 2015.
report 1 allegation of abuse involving _The Program Coordmator.
I A The G ine Bodv failed who failed to report the 1 allegation
chient A. .e OYemlng ody latle ] to of abuse involving Client A at day
thoroughly investigate 3 of 5 allegations service was terminated.
of abuse and neglect for 3 of 4 sampled The DSP staff who was
clients (clients A, B and C). The involved in the incident at day
Governing Body failed to complete 3 of 5 service with Client A was terminated.
. .. £ abuse/ 1 thin 5 The Program Director (QIDP)
1nve.st1gat10ns ot abuse/neglect wit .m and Quality Assurance Specialist will
business days for 3 of 4 sampled clients complete training regarding how to
(clients A, B and C). The Governing thoroughly investigate incidents of
Body failed to ensure protective measures abuse and neglect by June 20th, 2015
were implemented (removal of facility _ _ Th_e importance of C.Olnpletmg
investigations within 5 business days
operated ay p r(?gram staff fr.om du.tY) will be reviewed Program Director
after an allegation of abuse involving and Quality Assurance Specialist by
client A to prevent potential for further June 20th, 2015.
abuse. The Governing Body failed to All investigations involving
develop and implement effective allegations of abuse and neglect will
I,) . P . be reviewed by the Quality
corrective a.Ctlon to pr.event ph.yswal Assurance department or designee to
assault and inappropriate physical ensure they are investigated
interaction involving clients A, B and D. thoroughly.
The Governing Body neglected to Training with direct support
staff in regard to clients’ needs,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: LPXO11 Facility ID: Q00771 If continuation sheet Page 13 of 138




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

PRINTED: 06/22/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G251

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

05/21/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
511 COUNTRY CLUB LN
ANDERSON, IN 46015

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
provide nursing assessment and treatment behavior plans, risk plans, and
to address a pressure ulcer involving reporting abuse and neglect will be

lient C completed by June 20th, 2015.

chient L. The Program Coordinator will
forward the two week schedule to the

Findings include: Program Director one week prior to
the start of the new pay period to

1. The facility's Governing Body ensure that proper staffing coverage

. . is in place.

nf:glec.ted to.pr0V1de overs1.ght and The Program Coordinator will

direction to implement policy and be expected to ensure staff coverage

procedures which prohibited abuse and for all scheduled shifts. In the event

neglect to protect 4 of 4 sampled clients that the coverage cannot be found,

(clients A, B, C and D). The Governing the Program Coordinator will cover

Bodv f 'l,d ’ . free of the shift.

0 y ailed to ensur§ clients V&TGI‘C ree o The Program Coordinator will
physical assault and inappropriate do home observations weekly to
physical interaction by failing to provide ensure staff are implementing the
adequate staff supervision for clients A plans of clients and the client’s needs
and D. The Governing Body failed to are belrfhmgt‘ Director will d

. . € rrogram Director wi (0]
Flmely.repor.t I allegation of abl.lse home observations bi-weekly to
involving client A. The Governing Body ensure staff are implementing the
failed to thoroughly investigate 3 of 5 plans of clients and the client’s needs
allegations of abuse and neglect for 3 of 4 are being met. '
sampled clients (clients A, B and C). The A competency test will be

. failed 1 £ developed for DSP staff, Program
Governing Body failed to complete 3 of 5 Coordinator and Program Director
investigations of abuse/neglect within 5 complete regarding abuse, neglect
business days for 3 of 4 sampled clients and exploitation reporting and
(clients A, B and C). The Governing investigations.
Body failed to remove staff from duty at et Atr,e“e:}vl (f the 3 dered
. investigations that were considere
the facility operated day program after an not to be investigated thoroughly will
allegation of abuse involving client A to be completed.
prevent potential for further abuse. The Client C is currently being
Governing Body failed to develop and monitored by a wound care nurse
implement effective corrective action to weekly. )

. Wound care has involved
prevent physical assault and Client C’s PCP regarding
inappropriate physical interaction recommendations to help treat the
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involving clients A, B and D. The pressure sore found on Client C.
Governing Body neglected to provide Staff were trained by
. Mentor’s nurse on Client C’s wound
nursing assessment and treatment to
i - ) care needs on 6-5-15.
address a pressure ulcer involving client How to document Client C’s
C. Please see W149. wound care needs and treatment was
reviewed with the staff.
2. The Governing Body failed for 1 of 4 Client B has moved to another
. . home.
sampled clients (clients A) to ensure staff L
) ] A consumer meeting will be
timely reported 1 of 5 allegations of held by June 20th with the residents
abuse in accordance with state law. to address appropriate interactions
Please see W153. with each other.
Repositioning Client C every
. .. . 2 hours has been added to her MAR.
3. The Governing B9dy facility failed to Daily skin checks are being
ensure 3 of 5 allegations of abuse and completed for Client C.
neglect for 3 of 4 sampled clients (clients A toileting schedule has been
A, B and C) were thoroughly added for Client C to assist in the
investigated. Please see W154. prevention of skin breakdov,vn'
Client C now has daily wound
) ) care that staff is assisting her with to
4. The Governing Body failed to ensure promote healing of the pressure sore.
protective measures were implemented Client C’s risk plan for skin
after an allegation of staff abuse (removal integrity has been revised.
of facility operated day program staff , Memor S urse1s an(?lved )
6 i X Ivi i with Client C and/or connecting with
rom client contact) involving client A to the Program Director/Program
prevent the potential for further abuse. Coordinator about her needs on a
Please see W155. weekly basis.
The need for supervision
5. The Governing Body failed to provide CheCk,S will be reviewed by the IDT
. . . for Client A, B and D.
overs1ght and dlreCtIOI.’l to er.lsurfa In the event that it is
completion for 3 of 5 investigations of determined that supervision checks
abuse/neglect within 5 business days for need to continue for Client A, B and
3 of 4 sampled clients (clients A, B and D they will be included in their BSP.
C). Please see W156. Staff will be .rejtralned on how
to document supervision checks.
The BSP for Client B will be
6. The Governing Body failed to provide reviewed to ensure appropriate target
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oversight and direction to develop and behaviors and steps to address the
implement effective corrective action to behaviors are included based on
. Client B’s behavior incidents that are
prevent physical assault and being reported by staff.
inappropriate physical interaction The importance of
involving clients A, B and D, and to documenting incidents and where to
provide medical treatment to address a document (i.e. GER, Bx data and
pressure ulcer for client C. Please see daily logs) will be reviewed with
staff by June 20th, 2015.
W17, Group Home Staff will be
retrained on Client A, B, C and D’s
7. The Governing Body failed to provide BSP’s.
oversight and direction for 2 of 4 Day Service Staff will be
sampled clients (clients A and D), to retrained on Client A’s BSP.
Mentor’s nurse will be
ensure there were adequate staff to meet . .
retrained on the expectations and
the clients' safety needs. Please see how to complete an admission
WI186. assessment of a new client.
Wound measurement tools
This federal tag relates to complaint Eare beer} pro;’llde,d to tfhéls,taff(t:o,
#IN00172930. Weoitfg'omtor the size o 1ent C’s
Client C’s BSP will be
9-3-1(a) revised to include a target behavior
for not reporting events accurately.
The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 6-10-15.
Training with the Program
Coordinator and Program Director
regarding reporting incidents
immediately and thoroughly will be
completed by June 20th, 2015.
2.  How will we identify other
residents having the potential to be
affected by the same deficient
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practice and what corrective
action will be taken?

All residents have the
potential to be affected by the same
deficient practice.

The staffing pattern for the
site will be reviewed.

The importance of ensuring
the scheduled shifts are covered will
be reviewed with the Program
Coordinator by June 20th, 2015.

The Program Coordinator
who failed to report the 1 allegation
of abuse involving Client A at day
service was terminated.

The DSP staff who was
involved in the incident at day
service with Client A was terminated.

The Program Director (QIDP)
and Quality Assurance Specialist will
complete training regarding how to
thoroughly investigate incidents of
abuse and neglect by June 20th, 2015

The importance of completing
investigations within 5 business days
will be reviewed Program Director
and Quality Assurance Specialist by
June 20th, 2015.

All investigations involving
allegations of abuse and neglect will
be reviewed by the Quality
Assurance department or designee to
ensure they are investigated
thoroughly.

Training with direct support
staff in regard to clients’ needs,
behavior plans, risk plans, and
reporting abuse and neglect will be
completed by June 20th, 2015.

The Program Coordinator will
forward the two week schedule to the
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Program Director one week prior to
the start of the new pay period to
ensure that proper staffing coverage
is in place.

The Program Coordinator will
be expected to ensure staff coverage
for all scheduled shifts. In the event
that the coverage cannot be found,
the Program Coordinator will cover
the shift.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

A competency test will be
developed for DSP staff, Program
Coordinator and Program Director
complete regarding abuse, neglect
and exploitation reporting and
investigations.

Client C is currently being
monitored by a wound care nurse
weekly.

Wound care has involved
Client C’s PCP regarding
recommendations to help treat the
pressure sore found on Client C.

Staff were trained by
Mentor’s nurse on Client C’s wound
care needs on 6-5-15.

How to document Client C’s
wound care needs and treatment was
reviewed with the staff.

Client B has moved to another
home.
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A consumer meeting will be
held by June 20th with the residents
to address appropriate interactions
with each other.

Repositioning Client C every
2 hours has been added to her MAR.

Daily skin checks are being
completed for Client C.

A toileting schedule has been
added for Client C to assist in the
prevention of skin breakdown.

Client C now has daily wound
care that staff is assisting her with to
promote healing of the pressure sore.

Client C’s risk plan for skin
integrity has been revised.

Mentor’s nurse is involved
with Client C and/or connecting with
the Program Director/Program
Coordinator about her needs on a
weekly basis.

The need for supervision
checks will be reviewed by the IDT
for Client A, B and D.

In the event that it is
determined that supervision checks
need to continue for Client A, B and
D they will be included in their BSP.

Staff will be retrained on how
to document supervision checks.

The BSP for Client B will be
reviewed to ensure appropriate target
behaviors and steps to address the
behaviors are included based on
Client B’s behavior incidents that are
being reported by staff.

The importance of
documenting incidents and where to
document (i.e. GER, Bx data and
daily logs) will be reviewed with
staff by June 20th, 2015.
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Group Home Staff will be
retrained on Client A, B, C and D’s
BSP’s.

Day Service Staff will be
retrained on Client A’s BSP.

Mentor’s nurse will be
retrained on the expectations and
how to complete an admission
assessment of a new client.

Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
wound.

Client C’s BSP will be
revised to include a target behavior
for not reporting events accurately.

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 6-10-15.

Training with the Program
Coordinator and Program Director
regarding reporting incidents
immediately and thoroughly will be
completed by June 20th, 2015.

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

The staffing pattern for the
site will be reviewed.

The importance of ensuring
the scheduled shifts are covered will
be reviewed with the Program
Coordinator by June 20th, 2015.

The Program Coordinator
who failed to report the 1 allegation
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of abuse involving Client A at day
service was terminated.

The DSP staff who was
involved in the incident at day

complete training regarding how to
thoroughly investigate incidents of

will be reviewed Program Director

June 20th, 2015.
All investigations involving

be reviewed by the Quality
ensure they are investigated
thoroughly.

Training with direct support
staff in regard to clients’ needs,
behavior plans, risk plans, and

reporting abuse and neglect will be
completed by June 20th, 2015.

the start of the new pay period to

is in place.

that the coverage cannot be found,
the shift.

do home observations weekly to
ensure staff are implementing the

service with Client A was terminated.
The Program Director (QIDP)
and Quality Assurance Specialist will

abuse and neglect by June 20th, 2015
The importance of completing
investigations within 5 business days

and Quality Assurance Specialist by

allegations of abuse and neglect will

Assurance department or designee to

The Program Coordinator will
forward the two week schedule to the
Program Director one week prior to
ensure that proper staffing coverage

The Program Coordinator will
be expected to ensure staff coverage
for all scheduled shifts. In the event

the Program Coordinator will cover

The Program Coordinator will
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plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

A competency test will be
developed for DSP staff, Program
Coordinator and Program Director
complete regarding abuse, neglect
and exploitation reporting and
investigations.

Client C is currently being
monitored by a wound care nurse
weekly.

Wound care has involved
Client C’s PCP regarding
recommendations to help treat the
pressure sore found on Client C.

Staff were trained by
Mentor’s nurse on Client C’s wound
care needs on 6-5-15.

How to document Client C’s
wound care needs and treatment was
reviewed with the staff.

Client B has moved to another
home.

A consumer meeting will be
held by June 20th with the residents
to address appropriate interactions
with each other.

Repositioning Client C every
2 hours has been added to her MAR.

Daily skin checks are being
completed for Client C.

A toileting schedule has been
added for Client C to assist in the
prevention of skin breakdown.

Client C now has daily wound
care that staff is assisting her with to
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promote healing of the pressure sore.

Client C’s risk plan for skin
integrity has been revised.

Mentor’s nurse is involved
with Client C and/or connecting with
the Program Director/Program
Coordinator about her needs on a
weekly basis.

The need for supervision
checks will be reviewed by the IDT
for Client A, B and D.

In the event that it is
determined that supervision checks
need to continue for Client A, B and
D they will be included in their BSP.

Staff will be retrained on how
to document supervision checks.

The BSP for Client B will be
reviewed to ensure appropriate target
behaviors and steps to address the
behaviors are included based on
Client B’s behavior incidents that are
being reported by staff.

The importance of
documenting incidents and where to
document (i.e. GER, Bx data and
daily logs) will be reviewed with
staff by June 20th, 2015.

Group Home Staff will be
retrained on Client A, B, C and D’s
BSP’s.

Day Service Staff will be
retrained on Client A’s BSP.

Mentor’s nurse will be
retrained on the expectations and
how to complete an admission
assessment of a new client.

Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
wound.
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W 0122 483.420
CLIENT PROTECTIONS
Bldg. 00 The facility must ensure that specific client
protections requirements are met.
Based on observation, record review and W 0122 W 122 Client Protections 06/20/2015
interview, the facility failed to meet the The facility must ensure that specific
”, .. . . client protections requirements are
Condition of Participation: Client met
Protections. The facility failed to
implement its policy and procedures 1. What corrective action will
which prohibited abuse and neglect to be accomplished?
protect 4 of 4 sampled clients (clients A, " .HT};e stat?ﬁng(}i)attern for the
. . Site wi € reviewed.
B, C and D). The facility failed to The i .
) o e importance of ensuring
provide staff supervision to prevent the scheduled shifts are covered will
physical assault and inappropriate be reviewed with the Program
physical interaction for clients A and D. Coordinator by June 20th, 2015.
The facility failed to timely report 1 _The Program Coordmator.
1 . fab . Ivi T A who failed to report the 1 allegation
a egatl(.)r.l 0 a. use mvolving client A. of abuse involving Client A at day
The facility failed to thoroughly service was terminated.
investigate 3 of 5 allegations of abuse The DSP staff who was
and neglect for 3 of 4 sampled clients involved in the incident at day
(clients A, B and C). The facility failed to service with Client A was terminated.
) 5 L. ¢ The Program Director (QIDP)
complete 3 of 5 .lnYeStlgatlf)ns 0 and Quality Assurance Specialist will
abuse/neglect within 5 business days for complete training regarding how to
3 of 4 sampled clients (clients A, B and thoroughly investigate incidents of
C). The facility failed to ensure protective abuse and neglect by June 20th, 2015
. The importance of completing
measures were implemented after an _ L i i
. . X . investigations within 5 business days
allegation of staff abuse involving client will be reviewed Program Director
A to preVent pOtentlal fOI‘ ﬁlrther abllse. and Quality Assurance Specialist by
The facility failed to develop and June 20th, 2015.
implement effective corrective action to All investigations involving
. allegations of abuse and neglect will
prevent physical assault and _ .
X . . . . be reviewed by the Quality
inappropriate physical interaction Assurance department or designee to
inVOIVil’lg ClientS A, B al’ld D The faCIhty ensure they are investigated
neglected to provide nursing assessment thoroughly.
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and treatment to address a pressure ulcer Training with direct support
involving client C staff in regard to clients’ needs,
behavior plans, risk plans, and
o ) reporting abuse and neglect will be
Findings include: completed by June 20th, 2015.
The Program Coordinator will
1. The facility neglected to provide forward the two week schedule to the
oversight and direction to implement f;(’grarr? I;ltrhecwr one week pg‘fr to
. . s ¢ start of the new pay period to
policy and procedures which prohibited pay p
ensure that proper staffing coverage
abuse/neglect to protect 4 of 4 sampled is in place.
clients (clients A, B, C and D). The The Program Coordinator will
facility failed to provide staff supervision be expected to ensure staff coverage
to prevent physical assault and physical for all scheduled shifts. In the event
. . . that the coverage cannot be found,
interaction for clients A and D.. The . .
e ) ) ) the Program Coordinator will cover
facility failed to timely report 1 allegation the shift.
of abuse involving client A. The facility The Program Coordinator will
failed to thoroughly investigate 3 of 5 do home observations weekly to
allegations of abuse and neglect for 3 of 4 erllsure ;talf,f aie 1m(;1>ltime?t1ntg’ the d
. . ans of clients an: € client's needs
sampled clients (clients A, B and C). The pram
o i are being met.
facility failed to complete 3 of 5 The Program Director will do
investigations of abuse/neglect within 5 home observations bi-weekly to
business days for 3 of 4 sampled clients ensure staff are implementing the
(clients A, B and C). The facility failed plans of clients and the client’s needs
’ . are being met.
fansure protective measures \yere A competency test will be
implemented after an allegation of staff developed for DSP staff, Program
abuse involving client A to prevent Coordinator and Program Director
potential for further abuse. The facility complete regarding abuse, neglect
failed to develop and implement effective 'fmd xp lo}tatlon reporting and
. . . mvestigations.
corrective af:tlon to pr'event ph'ys1ca1 A review of the 3
assault and inappropriate physical investigations that were considered
interaction involving clients A, B and D. not to be investigated thoroughly will
The facility and neglected to provide be completed.
. Client C is currently being
nursing assessment and treatment to )
. . . monitored by a wound care nurse
address a pressure ulcer involving client weekly.
C. Please see W149. Wound care has involved
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Client C’s PCP regarding
2. The facility failed for 1 of 4 sampled recommendations to help treat the
. . . pressure sore found on Client C.
clients (clients A) to ensure staff timely .
] ) Staff were trained by
reported 1 of 5 allegations of abuse in Mentor’s nurse on Client C’s wound
accordance with state law. Please see care needs on 6-5-15.
W153. How to document Client C’s
wound care needs and treatment was
3 The facilitv failed to th hl reviewed with the staff.
. e. actlity failed to .oroug Y Client B has moved to another
investigate 3 of 5 allegations of abuse home.
and neglect for 3 of 4 sampled clients A consumer meeting will be
(clients A, B and C). Please see W154. held by June 20th with the residents
to address appropriate interactions
4 The facility body failed with each other.
- 1he .aCI ity body faile .to ensure Repositioning Client C every
protective measures were implemented 2 hours has been added to her MAR.
after an allegation of staff abuse Daily skin checks are being
involving client A to prevent potential for completed for Client C.
further abuse. Please see W155. A toileting schedule has been
added for Client C to assist in the
. ) ) ) prevention of skin breakdown.
5. The facility failed to provide oversight Client C now has daily wound
and direction to complete 3 of 5 care that staff is assisting her with to
investigations of abuse/neglect within 5 promote healing of the pressure sore.
business days for 3 of 4 sampled clients , , Client Cs nSk,p fan for skin
i A d | 1 integrity has been revised.
(clients A, B and C). Please see W156. Mentor’s nurse is involved
with Client C and/or connecting with
6. The facility failed to provide oversight the Program Director/Program
and direction to develop and implement Coordinator about her needs on a
. . . weekly basis.
effective corrective action to prevent o
hvsical | . . The need for supervision
p ys%ca 'fissau t e'md .1nappr.0prla'fe checks will be reviewed by the IDT
physical interaction involving clients A, for Client A, B and D.
B and D, and to provide medical In the event that it is
treatment to address a pressure ulcer for determined that supervision checks
client C. Please see W157. need to Cf)ntlnu.e for Chc?nt A,.B and
D they will be included in their BSP.
Staff will be retrained on how
7. The faClhty failed to prOVide OVCrSight to document supervision checks.
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and direction for 2 of 4 sampled clients
(clients A and D), to ensure there were
adequate staff to meet the clients' safety
needs. Please see W186.

This federal tag relates to complaint
#IN00172930.

9-3-2(a)

The BSP for Client B will be
reviewed to ensure appropriate target
behaviors and steps to address the
behaviors are included based on
Client B’s behavior incidents that are
being reported by staff.

The importance of
documenting incidents and where to
document (i.e. GER, Bx data and
daily logs) will be reviewed with
staff by June 20th, 2015.

Group Home Staff will be
retrained on Client A, B, C and D’s
BSP’s.

Day Service Staff will be
retrained on Client A’s BSP.

Mentor’s nurse will be
retrained on the expectations and
how to complete an admission
assessment of a new client.

Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
wound.

Client C’s BSP will be
revised to include a target behavior
for not reporting events accurately.

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 6-10-15.

Training with the Program
Coordinator and Program Director
regarding reporting incidents
immediately and thoroughly will be
completed by June 20th, 2015.

2.  How will we identify other
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residents having the potential to be
affected by the same deficient
practice and what corrective
action will be taken?

All residents have the
potential to be affected by the same
deficient practice.

The staffing pattern for the
site will be reviewed.

The importance of ensuring
the scheduled shifts are covered will
be reviewed with the Program
Coordinator by June 20th, 2015.

The Program Coordinator
who failed to report the 1 allegation
of abuse involving Client A at day
service was terminated.

The DSP staff who was
involved in the incident at day
service with Client A was terminated.

The Program Director (QIDP)
and Quality Assurance Specialist will
complete training regarding how to
thoroughly investigate incidents of
abuse and neglect by June 20th, 2015

The importance of completing
investigations within 5 business days
will be reviewed Program Director
and Quality Assurance Specialist by
June 20th, 2015.

All investigations involving
allegations of abuse and neglect will
be reviewed by the Quality
Assurance department or designee to
ensure they are investigated
thoroughly.

Training with direct support
staff in regard to clients’ needs,
behavior plans, risk plans, and
reporting abuse and neglect will be
completed by June 20th, 2015.
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The Program Coordinator will
forward the two week schedule to the
Program Director one week prior to
the start of the new pay period to
ensure that proper staffing coverage
is in place.

The Program Coordinator will
be expected to ensure staff coverage
for all scheduled shifts. In the event
that the coverage cannot be found,
the Program Coordinator will cover
the shift.

The Program Coordinator will
do home observations weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

A competency test will be
developed for DSP staff, Program
Coordinator and Program Director
complete regarding abuse, neglect
and exploitation reporting and
investigations.

Client C is currently being
monitored by a wound care nurse
weekly.

Wound care has involved
Client C’s PCP regarding
recommendations to help treat the
pressure sore found on Client C.

Staff were trained by
Mentor’s nurse on Client C’s wound
care needs on 6-5-15.

How to document Client C’s
wound care needs and treatment was
reviewed with the staff.
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Client B has moved to another
home.

A consumer meeting will be
held by June 20th with the residents
to address appropriate interactions
with each other.

Repositioning Client C every
2 hours has been added to her MAR.

Daily skin checks are being
completed for Client C.

A toileting schedule has been
added for Client C to assist in the
prevention of skin breakdown.

Client C now has daily wound
care that staff is assisting her with to
promote healing of the pressure sore.

Client C’s risk plan for skin
integrity has been revised.

Mentor’s nurse is involved
with Client C and/or connecting with
the Program Director/Program
Coordinator about her needs on a
weekly basis.

The need for supervision
checks will be reviewed by the IDT
for Client A, B and D.

In the event that it is
determined that supervision checks
need to continue for Client A, B and
D they will be included in their BSP.

Staff will be retrained on how
to document supervision checks.

The BSP for Client B will be
reviewed to ensure appropriate target
behaviors and steps to address the
behaviors are included based on
Client B’s behavior incidents that are
being reported by staff.

The importance of
documenting incidents and where to
document (i.e. GER, Bx data and
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daily logs) will be reviewed with
staff by June 20th, 2015.

Group Home Staff will be
retrained on Client A, B, C and D’s
BSP’s.

Day Service Staff will be
retrained on Client A’s BSP.

Mentor’s nurse will be
retrained on the expectations and
how to complete an admission
assessment of a new client.

Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
wound.

Client C’s BSP will be
revised to include a target behavior
for not reporting events accurately.

The Program Coordinator and
Program Director will be retrained
on following physician
recommendations and
communication expectations with the
nurse on 6-10-15.

Training with the Program
Coordinator and Program Director
regarding reporting incidents
immediately and thoroughly will be
completed by June 20th, 2015.

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

The staffing pattern for the
site will be reviewed.

The importance of ensuring
the scheduled shifts are covered will
be reviewed with the Program
Coordinator by June 20th, 2015.

The Program Coordinator
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who failed to report the 1 allegation
of abuse involving Client A at day
service was terminated.

The DSP staff who was
involved in the incident at day
service with Client A was terminated.

The Program Director (QIDP)
and Quality Assurance Specialist will
complete training regarding how to
thoroughly investigate incidents of
abuse and neglect by June 20th, 2015

The importance of completing
investigations within 5 business days
will be reviewed Program Director
and Quality Assurance Specialist by
June 20th, 2015.

All investigations involving
allegations of abuse and neglect will
be reviewed by the Quality
Assurance department or designee to
ensure they are investigated
thoroughly.

Training with direct support
staff in regard to clients’ needs,
behavior plans, risk plans, and
reporting abuse and neglect will be
completed by June 20th, 2015.

The Program Coordinator will
forward the two week schedule to the
Program Director one week prior to
the start of the new pay period to
ensure that proper staffing coverage
is in place.

The Program Coordinator will
be expected to ensure staff coverage
for all scheduled shifts. In the event
that the coverage cannot be found,
the Program Coordinator will cover
the shift.

The Program Coordinator will
do home observations weekly to
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ensure staff are implementing the
plans of clients and the client’s needs
are being met.

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

A competency test will be
developed for DSP staff, Program
Coordinator and Program Director
complete regarding abuse, neglect
and exploitation reporting and
investigations.

Client C is currently being
monitored by a wound care nurse
weekly.

Wound care has involved
Client C’s PCP regarding
recommendations to help treat the
pressure sore found on Client C.

Staff were trained by
Mentor’s nurse on Client C’s wound
care needs on 6-5-15.

How to document Client C’s
wound care needs and treatment was
reviewed with the staff.

Client B has moved to another
home.

A consumer meeting will be
held by June 20th with the residents
to address appropriate interactions
with each other.

Repositioning Client C every
2 hours has been added to her MAR.

Daily skin checks are being
completed for Client C.

A toileting schedule has been
added for Client C to assist in the
prevention of skin breakdown.

Client C now has daily wound
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care that staff is assisting her with to
promote healing of the pressure sore.

Client C’s risk plan for skin
integrity has been revised.

Mentor’s nurse is involved
with Client C and/or connecting with
the Program Director/Program
Coordinator about her needs on a
weekly basis.

The need for supervision
checks will be reviewed by the IDT
for Client A, B and D.

In the event that it is
determined that supervision checks
need to continue for Client A, B and
D they will be included in their BSP.

Staff will be retrained on how
to document supervision checks.

The BSP for Client B will be
reviewed to ensure appropriate target
behaviors and steps to address the
behaviors are included based on
Client B’s behavior incidents that are
being reported by staff.

The importance of
documenting incidents and where to
document (i.e. GER, Bx data and
daily logs) will be reviewed with
staff by June 20th, 2015.

Group Home Staff will be
retrained on Client A, B, C and D’s
BSP’s.

Day Service Staff will be
retrained on Client A’s BSP.

Mentor’s nurse will be
retrained on the expectations and
how to complete an admission
assessment of a new client.

Wound measurement tools
have been provided to the staff to
help monitor the size of Client C’s
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wound.
W 0149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based upon observation, record review W 0149 W 149 Staff Treatment of Clients 06/20/2015
and interview, the facility failed to Thelfamhtty m}:t dev‘;lo.p andd
. . . mplement writtén policies an
1mp1§n.1€nt policy and procedures which procedures that prohibit
prohibited abuse and neglect to protect 4 mistreatment, neglect or abuse of the
of 4 sampled clients (clients A, B,C and client.
D). The facility failed to provide staff
supervision to prevent physical assault 1. What corrective action will
di iate int tion for client be accomplished?
and inappropria e. 1.n era?: ion o.r clients The staffing pattern for the
A and D. The facility failed to timely site will be reviewed.
report 1 allegation of abuse involving The importance of ensuring
client A. The facility failed to thoroughly the scheduled shifts are covered will
investigate 3 of 5 allegations of abuse be rev%ewed with the Program
d ) for 3 of 4 led cli Coordinator by June 20th, 2015.
an ) neglect for 3 of 4 samp e_ 'C 1en_ts The Program Coordinator
(clients A, B and C). The facility failed to who failed to report the 1 allegation
complete 3 of 5 investigations of of abuse involving Client A at day
abuse/neglect within 5 business days for service was terminated.
3 of 4 sampled clients (clients A, B and ol Eh,e ]chSP, St"jf “;h(; Zvas
. . . involved in the incident at day
C). The facﬂlty'faﬂed to ensure protective service with Client A was terminated.
measures were implemented after an The Program Director (QIDP)
allegation of staff abuse involving client and Quality Assurance Specialist will
A to prevent potential for further abuse. complete training regarding how to
The facility failed to develop and thoroughly investigate incidents of
X K . . abuse and neglect by June 20th, 2015
implement effect1ve corrective action to The importance of completing
prevent physical assault and investigations within 5 business days
inappropriate physical interaction will be reviewed Program Director
involving clients A, B and D. The facility and Quality Assurance Specialist by
. . June 20th, 2015.
neglected to provide nursing assessment , o ,
All investigations involving
and treatment to address a pressure ulcer allegations of abuse and neglect will
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involving client C. be reviewed by the Quality
Assurance department or designee to
.. . . ensure they are investigated
Findings include: thoroughly.
Training with direct support
1. Client D was interviewed on 5/15/15 at staff in regard to clients’ needs,
6:10 PM, during facility observations, behavior plans, risk plans, and
and stated client B had previously reporting abuse and neglect will be
"iciouslv attacked Bruised completed by June 20th, 2015.
viciously attacked me. ] ruised me U:p The Program Coordinator will
pretty bad. He had me pinned up against forward the two week schedule to the
the wall." She indicated staff #2 and Program Director one week prior to
client H had helped her during the the start of the new pay period to
incident. Client D indicated she had ensure that proper staffing coverage
bruisi h It of th is in place.
) ru.lsmg to CF e}fe as a result or't e. The Program Coordinator will
incident. She indicated she was afraid of be expected to ensure staff coverage
client B after the incident occurred. for all scheduled shifts. In the event
that the coverage cannot be found,
Staff #2 was interviewed on 5/15/15 at Iﬁe Pﬁf’ffram Coordinator will cover
. . € sniit.
6.02. PM and. mdlce.lted 51.1e was aware of The Program Coordinator will
the incident involving clients D and B. do home observations weekly to
Staff #2 stated client B "was already ensure staff are implementing the
having issues" on 2/11/15 as he wanted plans of clients and the client’s needs
more money than was allotted for his are being met.
bud Sh dcli B's eirlfriend The Program Director will do
udget. She state i chent B's girlinen home observations bi-weekly to
"called every 5 minutes," and as a result ensure staff are implementing the
of needing to keep the group home phone plans of clients and the client’s needs
lines open for other group home staff to are being met. '
conduct business of the group home, and A competency test will be
. , | ori T developed for DSP staff, Program
for cher.lts personal privacy, clients now Coordinator and Program Director
had thell‘ own Cell phones. She Stated Comp]ete regarding abuse7 neg]ect
client B had become "upset" as client D and exploitation reporting and
had allegedly told his girlfriend to stop investigations.
calling the house. Staff #2 stated, "He . . A review of the 3 .

. . " investigations that were considered
(client B) was waiting for her" as she not to be investigated thoroughly will
arrived home from workshop. Staff #2 be completed.
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indicated she was talking to the staff who Client C is currently being
had transported client D home at the monitored by a wound care nurse
t rting staff t and stated, "I weekly.
ransporting stalls Feques ands at ed, Wound care has involved
heard a scuffle. [Client B] had [client D] Client C’s PCP regarding
pinned up against the wall and whaling recommendations to help treat the
on her." She indicated client B was pressure sore found on Client C.
punching client D using an overhanded Staff were trained by
. Ny Mentor’s nurse on Client C’s wound
closed fist motion. Staff #2 indicated
) care needs on 6-5-15.
client D was taken to the emergency How to document Client C’s
room to examine her for injury. Staff #2 wound care needs and treatment was
indicated client D was asked if she reviewed with the staff.
wanted to press charges by hospital staff, N Client B has moved to another
. . . ome.
but she declined. She indicated she was L
A consumer meeting will be
the only staff on duty and was unable to held by June 20th with the residents
prevent client B from physically to address appropriate interactions
aggressing upon client D. Staff #2 with each other.
indicated she pulled client B away from Repositioning Client C every
. I . 2 hours has been added to her MAR.
client D and stated "I immediately told o .
o ) ] ) Daily skin checks are being
him it was inappropriate behavior." completed for Client C.
A toileting schedule has been
A report to the Bureau of Developmental added for Client C to assist in the
Disabilities Services (BDDS) dated Preve“‘g? Otfzkm briakd(;”?l“ ;
. 1ent now nas daily woun
21115 was re\.llev.ved on 5./20/ 15 at care that staff is assisting her with to
10:15 AM and indicated clients B and D promote healing of the pressure sore.
"engaged in a physical altercation with Client C’s risk plan for skin
one another. [Client B's] girlfriend call integrity has been revised.
(sic) to discuss [client D's] conversation . Mentor’s nurse is involved
X . . with Client C and/or connecting with
with his girlfriend while at workshop. A the Program Director/Program
verbal argument began and [client B] Coordinator about her needs on a
closed fist punched [client D] in her left weekly basis.
eye. [Client D] returned punches with The need f?r supervision
him. [Client D] was taken to [urgent care CheCk,S will be reviewed by the IDT
. . e for Client A, B and D.
medical facility] to address her injuries. In the event that it is
No eye issues related to the incident were determined that supervision checks
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identified, but client D's vision was found need to continue for Client A, B and
to be 20/50 and it was recommended D they will be included in their BSP.
. . . Staff will be retrained on how
client D follow up with an optometrist to .
o to document supervision checks.
address her vision. the BDDS report's The BSP for Client B will be
plan to address the incident indicated reviewed to ensure appropriate target
client D would be monitored for visual behaviors and steps to address the
changes, pain in the eye and severe behaviors are included based on
" . Client B’s behavior incidents that are
headaches. "Staff will also conduct 5 .
’ ) ) being reported by staff.
minute checks on [client B] whenever in The importance of
common areas of the home. Staff will not documenting incidents and where to
permit clients B and D to be left document (i.e. GER, Bx data and
unsupervised together." daily logs) will be reviewed with
staff by June 20th, 2015.
) o o Group Home Staff will be
An investigation summary of the incident retrained on Client A, B, C and D’s
dated 2/16/15 indicated client B had a BSP’s.
history of physical aggression including Day Service Staff will be
pushing, hitting and shoving. Staff were retrained on Client A’s B,SP'
. . Mentor’s nurse will be
directed to complete 5 minute checks at . .
_ ) ) retrained on the expectations and
any time client B was in the common how to complete an admission
areas of the home. IDT (interdisciplinary assessment of a new client.
team) minutes dated 2/16/15, included in Wound measurement tools
the investigation, indicated client B's plan have beer} prOVIde,d to the S,taff o
. . help monitor the size of Client C’s
would be revised to include more wound
reinforcement and additional community Client C’s BSP will be
opportunities to "help tension between" revised to include a target behavior
clients B and D. for not reporting events accurately.
The Program Coordinator and
. Program Director will be retrained
The PC/HM (program coordinator/house on following physician
manager) was interviewed on 5/18/15 at recommendations and
4:05 PM and indicated after client B's communication expectations with the
altercation with client D on 2/11/15, he nurse on 6-10-15.
was placed on 5 minute checks for a . .
. i . 2.  How will we identify other
period of time, .but he had since been residents having the potential to be
placed on 15 minute checks. affected by the same deficient
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practice and what corrective
The Area Director (AD) indicated in an action Xillll be,:iakinl': "
. residents have the
e-mail on 5/19/15 at 4:16 PM she had .
) i potential to be affected by the same
attached the documentation provided of deficient practice.
client B and D's checks. The staffing pattern for the
site will be reviewed.
Client B's February, 2015 15 minute The lmpo_rtance of ensuring
heck . d 520/15 the scheduled shifts are covered will
checks were rev1e.:we Or'l ) E_lt be reviewed with the Program
10:29 AM and failed to indicate client B Coordinator by June 20th, 2015.
was checked every 15 minutes from The Program Coordinator
2/12/15-2/13/15. Entries on 2/12/15 from who failed to report the 1 allegation
12:00 AM-4:00 AM indicated client B of abuse involving Client A at day
. L. service was terminated.
was sleeping, and indicated he went back The DSP staff who was
to bed at 4:30 AM until 6:45 AM-8:00 involved in the incident at day
AM, then checks were completed from service with Client A was terminated.
4:30 PM until 8:30 PM every 5 minutes. The Program Director (QIDF)
No other documentation was in the and Quality Assurance Specialist will
d client B hecked 5 complete training regarding how to
re?or clhient b was checked every thoroughly investigate incidents of
minutes on 2/12/15 and on 2/13/15. abuse and neglect by June 20th, 2015
Records for 2/13/15 indicated client B The importance of completing
was checked every 5 minutes from 12:00 investigations within 5 business days
AM until 9:00 AM and not again until will be reviewed Program Director
4:00 PM T.h d client B and Quality Assurance Specialist by
. . €rc¢ was no record clien June 20th, 2015.
was checked every 5 minutes from 8:00 All investigations involving
AM until 11:45 AM on 2/13/15. No other allegations of abuse and neglect will
documentation was provided of client B's be reviewed by the Quality
checks every 5 minutes Assurance department or designee to
y ' ensure they are investigated
thoroughly.
2. Staff #2 indicated upon arrival for Training with direct support
observations at the group home on staff in regard to clients’ needs,
5/15/15 at 3:10 PM, client B had been behavior plans, risk plans, and
transferred to another group home. She ZZ?;leiiizl;sfuidzl(l;ﬁlzcg IV;IH be
indicated she was not aware of the The Program Coordinator will
specific details of the incident prior to forward the two week schedule to the
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client B's move to another group home, Program Director one week prior to
but it involved client A the start of the new pay period to
ensure that proper staffing coverage
is in place.
A report to the Bureau of Developmental The Program Coordinator will
Disabilities Services (BDDS) dated be expected to ensure staff coverage
4/24/15 was reviewed on 5/15/15 at 5:05 for all scheduled shifts. In the event
PM. The report indicated staff had that the coverage cannot be found,
. the Program Coordinator will cover
reported to the PC (Program Coordinator) the shi f‘f
the staff "had walked into the living room The Program Coordinator will
after waking clients to see [client A] do home observations weekly to
sitting on the lap of [client B]. Staff ensure staff are implementing the
advised that [client A] still had her night plans of clients and the client’s needs
d thout und are being met.
gown on and was without underwear. The Program Director will do
Staff also reported that they observed home observations bi-weekly to
[client B] with his hands between [client ensure staff are implementing the
A's] legs. Staff immediately separated the plans of clients and the client’s needs
individuals and contacted the PC." The are be“f met. eney test will b
, .. competency test will be
BDDS report's plan to resolve indicated developed for DSP staff, Program
1 "
client B "had been removed from the Coordinator and Program Director
home and placed into an all male group complete regarding abuse, neglect
home. [Client A] was taken to [hospital] and exploitation reporting and
for an examination. Staff are conducting Investigations.
1 . heck li B1. [Cli A review of the 3
5 minute checks on [c ient B]. [Client investigations that were considered
B's] workshop was notified that they are not to be investigated thoroughly will
to add extra supervision to his care. be completed.
Police were contacted and an  Client Cis currently being
investigation is pending with [city] monﬁored by a wound care nurse
: n weekly.
police. Wound care has involved
Client C’s PCP regarding
An investigation into the incident on recommendations to help treat the
4/24/15 dated 5/12/15 was reviewed on pressure sore found on Client C.
5/15/15 at 6:00 PM. The investigation Staff were trained by
o . . Lo Mentor’s nurse on Client C’s wound
indicated client B's diagnosis included, care needs on 6-5-15.
but was not limited to, mild intellectual How to document Client C’s
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disability. He was able to communicate wound care needs and treatment was
verbally. Client A's diagnoses included, reviewed with the staff.
.. , Client B has moved to another
but were not limited to, Down's home
Syndrome, profound intellectual A consumer meeting will be
disability, scoliosis, microcephaly (small held by June 20th with the residents
head) and osteoporosis. The to address appropriate interactions
investigation indicated staff #4 and #9 with ea;h Othir_‘ e Client
. . . . epositioning Client C every
founq client B with his hands un-der client 2 hours has been added to her MAR.
A's nightgown after the staff assisted Daily skin checks are being
client C with toileting. The following completed for Client C.
interviews were included in the A toileting schedule has been
investigation‘ added for Client C to assist in the
' prevention of skin breakdown.
) Client C now has daily wound
The PC/HM (Program Coordinator, care that staff is assisting her with to
House Manager) stated in an interview romote healing of the pressure sore.
g p g p
dated 4/29/15 she had received a text Client C’s risk plan for skin
from staff #9 at 6:50 AM on 4/24/15 lmegn?’/lhai b?en reVlS,edj ved
"o , entor’s nurse is involve
sa.ymg [stal.cf #9] .and [staff #4] .caugh.t with Client C and/or connecting with
[client B] with [client A]."" The interview the Program Director/Program
indicated staff #9 stated client A "was Coordinator about her needs on a
sitting on [client B's] forearm and his weekly basis. N
hand was in her vagina...states she The need f‘,)r supervision
isted Tclient Alin th d checks will be reviewed by the IDT
assisted [client A] in the restroom an for Client A, B and D.
observed blood on her panties...." The In the event that it is
interview indicated the PC/HM had been determined that supervision checks
instructed by the Program Director (PD) need to continue for Client A, B and
to take client A to the emergency room D they will be ,mduded o their BSP.
f luati h Staff will be retrained on how
or 'an cva ua‘%lon and. to.contact the to document supervision checks.
police regarding the incident. The The BSP for Client B will be
interview indicated hospital staff had reviewed to ensure appropriate target
examined client A and there was behaviors and steps to address the
. ne . " behaviors are included based on
evidence of "insertion" and "a small , ) U
. ina." Th Client B’s behavior incidents that are
scratch in the wall of her vagina. e being reported by staff.
interview indicated the HM/PC had taken The importance of
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client B's belongings to another group documenting incidents and where to
home and the PD had spent document (i.e. GER, Bx data and
" ‘mately 30 minutes t lai daily logs) will be reviewed with
approximately . minutes to exp aln. staff by June 20th, 2015,
what was happening" and met with client Group Home Staff will be
B and his temporary roommate at another retrained on Client A, B, C and D’s
group home. BSP’s.
Day Service Staff will be
.- . . . retrained on Client A’s BSP.
Staff #9 indicated in an interview dated \ .
) ) . Mentor’s nurse will be
5/1/15, client B "had [client A] pinned up retrained on the expectations and
against him and his whole hand was up how to complete an admission
her nightgown," and client A's "body was assessment of a new client.
between [client B's] legs as he was seated have b Wound fzezsllriglentt tf(;(:ls
. . . . . ave been provided to the sta (0]
in his wheelchair." Staff #9 indicated P . . ,
] - help monitor the size of Client C’s
client B rolled over client A's foot as he wound.
"jumped back" upon discovery of clients Client C’s BSP will be
A and B by staff #4 and #9. Staff #9 revised to include a target behavior
"states he thinks [client A] was scared for not reporting events accurately.
b he picked h h The Program Coordinator and
ecaus§ as ) e pic e Cr up She was Program Director will be retrained
squeezing tight as if to say don't let her on following physician
go," and client A "made a high pitched recommendations and
sound-not a scream, but not typical communication expectations with the
vocalization for [client A]." Staff #9 nurse on 6-10-15. .
" . , 3.  What measures will be put
states that he could not see [client B's] . .
) ] ) into place or what systemic
hand touching [client A]...states [client changes will be made to ensure
A's] peers treat her like a baby (pat her on that the deficient practice does not
the back and say things like 'good job recur?
. — . Vo The staffing pattern for the
[client A]' or 'come on [client A]'...." and T .
- . . . \ site will be reviewed.
[client B] is playful with [client A]. The importance of ensuring
Staff #9 "states he has seen [client B] the scheduled shifts are covered
tease her (client A) and hug her which he will be reviewed with the Program
reports he tells [client B] he can't do that Coordinator by June 20th, .2015'
o . The Program Coordinator
as it's too much touching. who failed to report the 1
allegation of abuse involving
Staff #4 indicated in an interview dated Client A at day service was
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5/4/15 client C "uses a lift and mobile terminated.
wheelchair adding it takes two people to ) Thg DSP, stgﬁ who was
involved in the incident at day
dress her, clean her, change her service with Client A was
clothing...states if [client A] wakes up terminated.
(she and [client C] share a bedroom) she The Program Director
sometimes stays in bed, sometimes walks (QlDP) .and Quallty Assura.nr.:e
. Specialist will complete training
a-ro.und the- h.ouse and sometimes goes to regarding how to thoroughly
sit in the living room." Staff #4 stated investigate incidents of abuse and
after she and staff #9 assisted client C, neglect by June 20th, 2015
staff #4 "saw that [client B] had [client thhe |mportt§n(:t§ of thin 5
" . completing investigations within
A]." Staff #4 stated client A was business days will be reviewed
"standing in between [client B's] legs Program Director and Quality
(client B was seated in wheelchair)...one Assurance Specialist by June
of [client B's] hands was pushing [client 20th, 2'2'?_5' iaations involvi
, . . . investigations involving
A's] head to his fac.e...[chent B s] other allegations of abuse and neglect
hand was under [client A's] nightgown, will be reviewed by the Quality
maybe on her bottom holding her to him Assurance department or
but she did not know for sure as all she .deSIgr)ee to ensure they are
1d 1 th h Kissi investigated thoroughly.
could recall was the way he was kissing Training with direct support
her...." staff in regard to clients’ needs,
behavior plans, risk plans, and
Staff #1 indicated in an interview dated Leportlngl atbl:jsg aJnd nezg(l)fr::t ;‘6”:5
. e completed by June , .
5/5/15 she had arrived at the group home The Program Coordinator
on 4/24/15 at 7:00 AM and stated "she will forward the two week
usually comes in to work at 6:00 AM..." schedule to the Program Director
She indicated she did not observe the one week prior to the start of the
. new pay period to ensure that
incident. . L
proper staffing coverage is in
place.
Client B indicated in an interview dated The Program Coordinator
4/30/15 he had kissed client A, and stated will be eXF;ectel? tohe';SlffZ St:g
"he is not interested in [client A] coverage for afl scneduled Shilts.
In the event that the coverage
people that kiss her and stuff. Some of Coordinator will cover the shift.
the staff have kissed [client A]. They The Program Coordinator
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don't say anything to them." Client B will do home observations weekly
indicated the PC/HM had kissed client A to ensure staff are implementing
X . L the plans of clients and the
in the past. Client B indicated he had client’s needs are being met.
taken client A "for rides on his The Program Director will
wheelchair from the dining room to the do home observations bi-weekly
kitchen and that is it...states he has never to ensure Staﬁ_ are implementing
. the plans of clients and the
done anything sexual (touched or client's needs are being met.
fondled) to [client A]...." Client B stated A competency test will be
he had kissed client A before "2-3 times developed for DSP staff, Program
in the living room (no reports to support Cpordmator and Program
hi " Client B indicated h Director complete regarding
¢ '1s stater.nent)..... 1en' 1 1<':a cdhe abuse, neglect and exploitation
did not g1ve client A a ride on his reporting and investigations_
wheelchair and client A did not sit on his A review of the 3
lap on 4/24/15 investigations that were
considered not to be investigated
) o ) thoroughly will be completed.
The investigation indicated review of Client C is currently being
documentation of client A's visit to the monitored by a wound care nurse
hospital on 4/24/15 which indicated a weekly. ,
" Il red "in client A' . Wound care has involved
very small red area" in client A's vagina. Client C’s PCP regarding
recommendations to help treat
The conclusion of the investigation dated the pressure sore found on Client
5/12/15 indicated "evidence supports C. Staff rained b
. . . . aff were trained by
[client B] kissed [client A]. EVldence Mentor's nurse on Client C's
supports two staff report [client B's] hand wound care needs on 6-5-15.
was under [client A's] night gown. How to document Client
Evidence supports immediate measures C’s wound care needs and
. . treatment was reviewed with the
were implemented for both [client B] and staff
[client A's] safety. Evidence supports Client B has moved to
[client A] had a very small red area at the another home.
Fossa Navicularis (part of the vaginal A consumer meeting will be
. . held by June 20th with the
area). Evidence does not support penile : .
) ] residents to address appropriate
penetration. Evidence supports law interactions with each other.
enforcement was notified." The Repositioning Client C
investigation failed to indicate evidence every 2 hours has been added to
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staff supervision levels were considered her MAR. .
as a factor in the investigation or Daily skin .checks are being
. . . completed for Client C.
considered for corrective action. The A toileting schedule has
investigation failed to address the been added for Client C to assist
discrepancies regarding the observation in the prevention of skin
of the location of client B's hands on breakdovyn. )
i based flicti Client C now has daily
client A based upon conflicting wound care that staff is assisting
statements of the PC/HM and staff #9's her with to promote healing of the
interviews. The investigation failed to pressure sore.
investigate client B's statement that the it .tCI':nt t(): s risk plarljfor skin
. . . integrity has been revised.
PC/HM had previously kissed client A. Mentor's nurse is involved
Undated Recommendations Resulting with Client C and/or connecting
from an Investigation as part of the with the Program
investigation indicated "Continue current Director/Program Coordinator
.. about her needs on a weekly
living arrangements to support both basis
[client B] and [client A'S] safety, continue The need for supervision
to provide emotional support as needed, checks will be reviewed by the
update records to indicate incident IDT for Client A, B and D.
i i for fut f In the event that it is
mn O@a 1on, for future r.e erence, determined that supervision
continue to cooperate with law checks need to continue for
enforcement as needed, formal Client A, B and D they will be
programming for [client B] regarding included in their BSP.
ndividual's ability t ¢ " Staff will be retrained on
individuats a 1 1y (?cons.en orno how to document supervision
consent, and discussion with PC/HM checks.
regarding modeling appropriate behavior The BSP for Client B will
for staff and clients." The be reV|eyvtedtto erlstl:rﬁ . g
. . . appropriate target behaviors an
recommendatlon falleq to 1nd1cat§ steps to address the behaviors
PC modeling appropriate behavior. behavior incidents that are being
reported by staff.
L . . g Thei rt f
Confidential interview #1 indicated © Importance o
; documenting incidents and where
he/she had attempted to ensure clients A to document (i.e. GER, Bx data
and B were supervised at all times due to and daily logs) will be reviewed
observations of client A's interactions with staff by June 20th, 2015.
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with each other that involved touching ~ Group Home Staff will be
and playing to ensure client A's safety. ggaérée'gson Client A, B, C and
Confidential interviewee #1 indicated it Day Service Staff will be
was difficult at times to ensure staff was retrained on Client A’s BSP.
available at all times to keep them within Mentor’s nurse will be
eyesight during medication retrained on the expectatllor?s and
dmini . bathi d | how to complete an admission
administration, bathing and mea assessment of a new client.
preparation when there were only two Wound measurement tools
staff in the home. have been provided to the staff to
help monitor the size of Client C’s
c . N wound.
Confidential interview #2 indicated Client C's BSP will be
he/she was not present when the incident revised to include a target
between clients A and B occurred. When behavior for not reporting events
asked if there had been previous incidents accura_f_t;ly.P Coordinat
. . e e Program Coordinator
with clients A and B, he/she stated, .I ve and Program Director will be
heard he was in her room. Confidential retrained on following physician
Interviewee #2 stated client B, "Was recommendations and
touching her too much, and wanted to communication expectations with
. the nurse on 6-10-15.
play patty cake with her and may have
wanted to build up trust with her... 4. How will the corrective
[inappropriate language] would come out action be monitored to ensure
of his mouth-he would make the deficient practice will not
(inappropriate) remarks about college recur? ,
1s when h 1d th " The Quality Assurance
giris when hie would see them.... department or designee will
review all investigations with
Client A's record was reviewed on allegations of abuse and neglect.
5/18/15 at 9:53 AM. An ISP (Individual , the F’tFOfgfaf: ?T’C:or will
. review the staff schedule to
Support Plan) updated 12/13/14 indicated ensure all scheduled shifts are
she "had no purposeful speech," and "her covered.
actions, and the noises she makes, lets The Program Director will
you know if she does not want to do rr:onltor tg ens;re thebcl!ents .
. . ans and needs are being me
something requested...[Client A] does par _— 9
T during their bi-weekly
make vocalization when upset or observations.
exited..." The ISP indicated client A was The Program Coordinator
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fifty inches tall, weighed 78 pounds and
was unable to understand her rights.
Client A required staff on premises at all
times, and was unable to communicate to
staff when she was in pain. The ISP
indicated client A had a behavior support
plan to address physical aggression,
self-injurious behavior and sensory
integration. She has health care deficits
for inducing vomiting and placing her
head in the toilet, and will undress in
public areas. The ISP indicated client A
was "on 15 minute checks."

Client B's record was reviewed on
5/18/15 at 9:41 AM. An ISP dated
7/25/14 indicated client B used a
wheelchair due to an amputated toe and
had "some problems with anger
management," and in the past "would ask
if it was okay to beat up or kill people for
intruding upon his property, but did not
act on these thoughts after he was told it
would be illegal." A behavior support
plan/BSP dated 4/29/15 indicated he had
a plan to address physical aggression
(pushing, hitting, shoving), verbal
aggression, inappropriate social behavior
(going into female rooms, touching,
inappropriate comments that may include
vulgar gestures, name calling,
teasing/taunting housemates),
noncompliance, verbal aggression,
inappropriate comments, and cell phone

will monitor to ensure the clients
plans and needs are being met
during their weekly observations.

Client C has a wound care
nurse that meets with her weekly
currently.

Mentor’s nurse is involved
with Client C and/or connecting
with the Program
Director/Program Coordinator
about her needs on a weekly
basis.
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misuse (taking pictures of peers without
guardian/peer permission at the workshop
and the group home). The BSP did not
include specific supervision needs for
client B. The record indicated client B
required staff on the premises at all times.

Behavior rates for client B for
5/18/14-5/18/15 were reviewed on
5/20/15 at 5:00 PM and failed to indicate
the incident involving client B on
4/24/15. An entry dated 4/3/15 at 6:20
PM indicated "[client B] had another
housemate bouncing on his lap. He
stopped and left the area when staff asked
him to." An entry dated 10/24/14
indicated "[client B] came into the dining
area with [client A] on his lap, hugging
him. PD redirected [client B] and
discussed that it is inappropriate for him
to have [client A] on his lap, as well as to
hug her."

Daily support records for client B were
reviewed on 5/18/15 at 10:13 AM and
failed to indicate the incident on 4/24/15
involving client A. A single comment for
the time period from 1:00 AM until 9:00
AM indicated "staff observe client taking
meds (medications)."

Client B's daily support records were
reviewed on 5/18/15 at 10:29 AM and
failed to indicate documentation of the
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incident for the time involving client B
on 4/24/15 for the time period of 1:00
AM until 9:00 AM. Comments indicated
"client had no behaviors."

The PD/Program Director was
interviewed on 5/18/15 at 3:15 PM. She
indicated there was no history of client B
sexually abusing client A in the past. The
PD indicated she had been notified of an
incident involving client A and B in the
past of client B going into client A's
room, but stated she was not sure if it
was accurate or "hearsay." The PD
indicated the removal of client B from
the home was necessary due to the
severity of the incident. The PD indicated
client B had placed client A on his lap
before in the past and it had been
discussed in past staff meetings that this
was inappropriate. The PD was uncertain
if the discussion was documented. The
PD indicated client B was placed on 15
minute checks after the previous PD had
found client A sitting on client B's lap
and clients A and B were not to be left
alone. She indicated the 15 minute
checks were implemented and discussed
at a meeting on 11/10/14.

The PC/HM (Program
Coordinator/House Manager) was
interviewed on 5/18/15 at 4:05 PM and
indicated there was an instance where
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client B had been found in client A's
room, but it was brought to her attention
while she was still in orientation on
10/25/14 and she was uncertain as to
whether the incident was documented.
She stated client A and client B had "a
friend relationship" and client B liked to
play "patty cake" with client A. The
PC/HM indicated after client B's
altercation with client D on 2/11/15, he
was placed on 5 minute checks for a
period of time, but he had been placed
back to 15 minute checks at the time of
the incident with client A on 4/24/15. She
indicated client B was very playful with
client A and would take client A for rides
on his lap in his wheelchair.

The PD was interviewed again on
5/18/15 at 4:25 PM and when asked if
client A and B's supervision level was
followed at the time of the incident on
4/24/15, she stated, "I can't say. The staff
were still within a 15 minute time frame."
She stated, "We couldn't foresee it. Is it a
learning situation for us? Yes." She
indicated staff were working with clients
to ensure they treated client A as an adult
woman, rather than as a child. When
asked about the discrepancies in the
investigation for clients A and B, she
indicated she had passed the investigation
to another PD who didn't work in the
home, and the process for completing
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investigations involved gathering
information and statements and the
quality assurance department completed
the investigation for conclusions and
recommendations. She indicated the
investigation involving the incident on
clients A and B on 4/24/15 was not
completed within 5 business days and the
police investigation had not been
completed and provided to the facility at
the time of the survey due to failure of
the police department. She indicated
when she called the police department
(date unspecified), the detective in charge
indicated the case had not been assigned
to an officer, but was now in progress.
She indicated she had not completed the
corrective action indicated in the
recommendations of the investigation as
she had just received the
recommendations on 5/14/15 and she
would need to verify what specific
correction was needed with the PC/HM.

Staff time sheets were reviewed on
5/20/15 at 10:26 AM and indicated staff
#4 and #9 were the only staff on duty at
6:50 AM when the incident occurred
between clients A and B.

A log of client B's 15 minute checks on
4/24/15 was reviewed on 5/20/15 at
10:29 AM and failed to indicate client B
was monitored after receiving his
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medications at 6:00 AM.

Interdisciplinary Team/IDT Minutes
dated 4/29/15 were reviewed on 5/20/15
at 10:37 AM and indicated client B
would not be returning to the group
home.

The Area Director (AD) was interviewed
on 5/19/15 at 11:50 AM and indicated
staff should have documented the
incident with clients A and B in the daily
logs and on a general events report
(incident report). She indicated staff #1
had come to work at 7:00 AM instead of
6:00 AM because she was needed to
work later in the day. The AD indicated
there were usually 3 staff who worked in
the home at the time of the incident. She
stated "Prior to [client C] moving in they
would have been fine with two staff
working, but [client C] needs more
assistance. Their needs (clients) were
being met, but we couldn't foresee this
incident." She indicated she was unaware
of previous instances of client B's
inappropriate behavior with client A and
if his plan was not effective to address his
behavior, the behavior clinician should
have been contacted to revise the plan
and she should have been notified. She
indicated the staff supervision level of the
clients was not addressed in the
investigations involving clients A, B and
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D. The AD indicated she was aware of
the incident involving client B going into
client A's room in October, 2014, but no
inappropriate behavior had occurred and
it was not reported or investigated. She
indicated the investigation did not
address how clients A and B arrived in
the living room without staff knowledge
on 4/24/15.

The AD indicated in an e-mail dated
5/19/15 at 3:36 PM that the
recommendation to discuss with the
PC/HM regarding modeling appropriate
behavior was intended to ensure the PC is
modeling appropriate interactions with
the clients for the staff and other clients.
She indicated client B had "made a few
comments in his interview statement that
the PD should be addressing to ensure the
PC was not communicating mixed
messages to the staff and other clients."

Staff meeting notes dated 12/5/14 were
reviewed on 5/21/15 at 11:09 AM and
indicated all clients were to be monitored
every 15 minutes, monitored in the
restroom and "that you know where they
are at all times; that staff are not in the
med room and bathroom while clients are
left unsupervised in the house...."

3. A BDDS report dated 3/30/15 and
reported 4/3/15 indicated "During an
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investigation regarding another client, it
was revealed that there has been a
possible incident involving [client A]. It
was reported that the incident may have
included [client A] being smacked on the
wrist and arms restrained at her wrist
while in the process of [client A]
attempting to hit staff." The report
indicated staff had been suspended
pending an investigation.

A Summary of Internal Investigation
Report Neglect of Supervision Report
dated 4/8/15 indicated day services staff
(DS) #10 saw DS staff #11 slap clients A
on 3/30/15 and day service client I on
4/2/15. DS #10 indicated she reported the
incident to the DS PC (date reported not
indicated) and DS #11's "grabbing and
slapping of [client A] were done with
force and purpose." DS #10 and DS #13
reported to the DS PC that DS #11
"yelled at [client A], slapped [client A],
and pinned [client A] against the wall."
DS #10 stated DS #11 had also "yelled"
at client A and indicated DS #11 had
raised her arm as if she were going to hit
client A prior to slapping client A. DS
#10 stated the DS PC stated, "she had
talked to someone at the office and they
had told her (DS PC) it was OK to slap
clients on the wrist." DS #11 stated "that
she did smack [client A's] wrists 'like a
child™ after client A knocked off her
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glasses. Conclusion of the investigation
dated 4/14/15 indicated, "Evidence
supports that both [client A] and [client I]
had been inappropriately redirected while
at day services by [DS #11]. Evidence
supports that [DS #11] failed to follow
the BSPs for [client A] and [client I].
Evidence supports that [DS #11]
admitted to smacking the wrists of both
clients and knew this was not
appropriate. Evidence supports that [DS
PC] was made aware of the incidents
through eye witness accounts and failed
to accurately report the concerns
regarding [client A] to the PD."
Recommendations included disciplinary
action which was not specified and staff
retraining on client plans, physical
redirection, and reporting requirements.

The PD was interviewed again on
5/18/15 at 4:25 PM and indicated the
allegation of abuse involving client A on
3/30/15 was not completed within 5
business days.

The PD was interviewed on 5/18/15 at
5:00 PM and indicated DS #11 and DS
PC were terminated as a result of the
incidents involving clients A and L.

4. A report to the Bureau of
Developmental Disabilities Services
(BDDS) dated 4/1/15 indicated client C
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was admitted to the group home on
3/31/15. "HM (house manager) found a
pressure sore on the left thugh (sic) near
the buttocks of the client. The sore
appears to be old and open. [Client C]
had a consult with her new PCP (primary
care physician) on 4/1/15 and will return
on 4/6/15. [Client C] advised that this
sore occurred in her previous placement
[name]. [Client C] advised that she did
notify staff at the facility of the sore."
Plan of correction indicated the sore
would be monitored and any changes in
the condition would be reported
immediately. Staff will continue to
complete skin/wound checks. [Client C]
will attend her PCP appointment on
4/6/15 and check on the progress of this
sore."

An Investigation Summary dated
4/1/15-4/3/15 indicated a pressure ulcer
was located on client C's left buttocks,
"red in color, blistered and broken." PCP
appointment notes dated 4/6/15 indicated
client C's PCP indicated client C should
receive toileting every 2 hours during
waking hours and awaken at 2:00 AM to
toilet, client C should have daily skin
checks and staff are to follow skin
integrity protocol. Interview of staff at
client C's previous placement on 4/3/15
indicated client C's pressure sore was not
open (date not indicated)" and "the last
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time the area was observed by the nurse it
was red in color (date and time not
indicated)." The HM was interviewed on
4/1/15 and indicated staff had found the
pressure ulcer on her left buttocks while
toileting client C that morning (time not
indicated). The HM indicated a "fill in"
nurse consultant had "been to the home
the previous day. Stated that it was
unknown if the nurse had observed this
sore... Stated the PCP was unable to
observe this area on 4/1/15 due to not
having a lift at the office. Stated that
[unidentified name/title] was returning to
the home to conduct a physical on 4/2/15.
Stated that a follow up physical is
scheduled for 4/6/15 with PCP." The
nurse consultant was interviewed on
4/1/15 and "stated that she had not
completed a full body skin check upon
arrival to the home. Stated that there had
been a doctor's appointment scheduled
for [client C] on 4/2/15...." Client C
stated in an interview on 4/3/15 the
pressure ulcer had developed
"approximately one month prior to her
move." The investigation failed to
indicate recommendations or a
conclusion.

Client C's April, 2015 MAR/Medication
Administration Record was reviewed on
5/20/15 at 11:17 AM and failed to

indicate documentation client C received
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treatment for her pressure ulcer until an
entry dated 4/25/15 indicated wound care
treatment "cleanse the gluteal area
(buttocks) with Aloe wipes, apply
anti-fungal powder and dust off excess.
Apply Vaseline for skin protection.
Wound care is to be done BID (twice
daily) and PRN (as needed). Document
appearance in skin/wound module."

A physical form dated 4/3/15, completed
by the group home nurse, was provided
via e-mail and reviewed on 5/20/15 at
10:38 AM. The form indicated client C
was admitted to the group home on
3/31/15. "Unable to do complete skin
assessment that day." The form indicated
on 4/3/15 client was assessed with an
"open area appears to be a old (sic) scar
tissue. Cleansed with soap and water.
Instructed staff to help [client C] change
positions every 2 hours...."

A physical form dated 4/7/15 indicated
client C was assessed by the nurse "Open
wound on gluteal area. Unable to
measure due to not having wound
measurement tool. Home health to
assess: under wound care
management...MD (medical doctor) rec
(recommended) wound care to assess and
treat...Will continue to monitor...."

A physical form completed by client C's
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physician dated 4/8/15 was provided by
e-mail and reviewed on 5/20/15 at 10:12
AM. It indicated a prescription dated
4/8/15 for "HHC (home health care) to
eval (evaluate) & (and) tx (treat) dx
(diagnosis) pressure wound buttocks."

A Health Care Report dated
3/31/14-4/5/15 provided by e-mail was
reviewed on 5/20/15 at 12:11 PM and
indicated an appointment scheduled with
a physician for 4/1/15. No results were
documented of the visit. A Skin/Wound
Assessment dated 4/1/15 at 10:08 AM
indicated a "pressure sore, blister with
skin break 2.54 cm (centimeters) in
length, 2.54 cm in width and 2.0 in
length." On 4/1/15 at 9:40 PM, the
pressure sore blister with skin break
measured 2.0 in width and 0.5 in depth,
with protective cream used. An entry on
4/1/15 at 9:44 PM indicated "healing"
length 3.0 cm, width 2.0 cm. An entry
dated 4/3/15 at 10:08 PM indicated a
pressure sore "blister with skin break"
2.54 cm in length, 2.54 cm in width, and
0.2 cm in depth. An entry dated 4/4/15 at
10:00 PM indicated a pressure sore
"shiny or darkened area" which was not
measured, and first aid ointment
provided. An entry dated 4/5/15 at 10:59
PM indicated "multiple see notes" for
wound type and "multiple- see notes" in
the column for measurements. No
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treatment was indicated in the notes
provided.

An e-mail dated 5/19/15 at 4:20 PM from
the AD (Area Director) was reviewed on
5/20/15 at 10:31 AM. The AD indicated
the PC/HM (program coordinator/house
manager) had contacted the physician's
office "when it was first found. He was
on vacation which is why there was the
delay. The nurse assigned to our home
was also on PTO (paid time off) when
she (client C) moved in." The AD
indicated she would provide the nursing
notes.

Health notes dated 4/15/15 were
reviewed on 5/20/15 at 10:13 AM and
indicated a community health provider
was contacted on 4/15/15 to "discuss
order from PCP to be seen for wound
care...."

Skin/Wound documentation from 4/1/15
to 5/19/15 was reviewed on 5/21/15 at
8:58 AM and indicated documentation of
a pressure "sore" measuring length 2.54
(unit of measurement not indicated),
width 2.54 and depth 0. The
documentation measured the pressure
wound size through 5/19/15. The entry
for 5

/19/15 indicated "pressure sore, blister
with skin break, measuring length 1.5,
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width, .7 and depth, 0.

Nursing notes from a community health
care agency form with encounter dates
4/24/15 until 5/12/15 were reviewed on
5/21/15 at 9:15 AM and indicated a
primary diagnosis of "pressure ulcer,
buttock...start of care 4/24/15." No
further evidence of nursing assessment or
treatment for client C's pressure ulcer
identified on 4/1/15 prior to 4/24/15 was
provided.

Client C's Risk Plan created on 3/24/15
and updated 5/4/15 indicated on 3/24/15
client C had a risk of impaired skin
integrity including open wounds and
pressure sores, infection and pain.
Preventive measures to keeping skin
intact included "keeping it dry and
pressure free...pressure can be relieved by
repositioning the client or prompting to
reposition....[client C] is continent,
however uses adult incontinent products
in case of accidents. Staff will assist her
with changing, as needed. [Client C] is
able to tell staff when she needs to use
the restroom. Staff will ensure they
respond promptly to [client C] when she
needs to use the restroom and will assist
in cleaning her thoroughly after using the
restroom....[Client C] utilizes a standing
lift (device) for transfers...."
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5. A BDDS report dated 4/24/15 at 6:00
AM was reviewed on 5/18/15 at 10:18
AM and indicated an allegation made by
client C she had requested to go to the
restroom on the morning of 4/24/15, and
staff #4 "was reported to have advised
[client C] that she had a depends on and
that she could go in the bed. Additional
staff [staff #9], later entered the room to
find [client C] wet and in need of
changing. Staff immediately began
procedure to toilet and change [client C]."
Corrective action indicated staff #4 had
been suspended pending outcome of the
investigation.

A Summary of Internal Investigation
Report dated 5/7/15 was reviewed on
5/18/15 at 11:40 AM. Interview
statements by client C indicated client C
"can communicate verbally but has
difficulty with memory recall. She
requires full staff assistance with all daily
living skills." The summary indicated
client C had a BSP (Behavior Support
Plan) (date unspecified) with target
behaviors of verbal aggression, physical
aggression, property destruction, tantrum,
defined as crying, making false
accusations, making inappropriate
remarks to staff, leaving assigned area,
and making suicidal threats or comments.
The investigation included the following
interview statements:
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Interview with staff #4 on 5/4/15 and
5/7/15 indicated client C "rang her bell"
to inform staff of her need to use the
restroom twice. She indicated she was on
her way to assist client C after she rang
the bell the first time, when she rang the
bell the second time. "States when she
got to [client C's] bedroom she was
soaked from top to bottom." Staff #4
indicated she worked with staff #5 on the
overnight shift on 4/24/15 and the
evening shift had indicated at the start of
her shift at 12:00 AM, client C had been
toileted and would not need to be

toileted. Staff #4 indicated client C
"began ringing her bell and stated she had
to go to the restroom really bad" and
when staff #4 and #5 entered client C's
bedroom, client C "was soaked from head
to toe," and the incident occurred "around
1 am." Client C's interview statement
dated 5/5/15 indicated she had identified
staff #5 "had told [client C] that she could
go in the bed," and "I get tired of lifting
you up and taking you to the bathroom,...I
get tired of getting you dressed." Client C
stated she "went in the bed as she was
told that she could," and stated she "didn't
want to but had no other choice." During
her statement, client C indicated staff #9
was not at home that day and then stated
"[staff #9] came in to clean her up." Staff
#9 indicated in an interview statement
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dated 5/7/15, client C had rung her bell to
ask to be assisted to the toilet at 5:00 AM
on 4/24/14, and client C was dry at that
time. Staff #5 indicated in a statement on
5/7/15 she had not worked on 4/24/15,
but had worked on 4/25/15 from 12:00
AM until 8:00 AM with staff #4. Staff #5
indicated client C rang her bell
"approximately 1:30-2:00 am," and staff
had "noticed the bed wet." Client C
indicated she had not been previously
toileted (time and date not specified).
Conclusion dated 5/8/15 indicated
evidence did not support staff #4 and #5
were neglectful of client C's care.
Undated Recommendations indicated the
HR (human resource) and RD (residential
director) were to review investigation
findings to make recommendations for
staff disciplinary actions and a toileting
and repositioning schedule every 2 hours
would be added to client C's MAR, and
staff would be retrained regarding
"expectations for customer service with
regards to these concerns.”" There was no
evidence the discrepancies in the dates
and times of witness statements were
addressed in the investigation, conclusion
or recommendations.

The PD was interviewed again on 5/18/15
at 4:25 PM and indicated the conclusion
and recommendations of the investigation
did not address the inconsistencies
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identified during the investigation.

Client C's April, 2015 and May, 2015
MARs were reviewed on 5/20/15 at 11:17
AM. The April, 2015 MAR failed to
indicate documentation of "Re-position
every 2 hours, begin date 4/22/15." Client
C's May, 2015 MAR indicated
documentation for client C's
repositioning and toileting schedules was
documented 5/1/15-5/7/15, but failed to
indicate documentation after that date for
the nursing measure, "Assist with
toileting every 2 hours while awake and
at 2:00 am to prevent incontinence and
skin breakdown."

The group home nurse was interviewed
on 5/21/15 at 12:35 PM. She indicated
she was on vacation when client C was
admitted and was uncertain of nursing
assessments or the status of an initial
physical assessment as client C's
physician was also on vacation at the time
of client C's admission. She indicated she
had not been made aware that the
physician's orders for home health care
had not been specific enough to provide
treatment when they were signed on
4/8/15 and she was not aware the order
had not been acted upon as a result.
When asked whose responsibility it was
to ensure the order was completed, she
stated, "It was mine."
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The Area Director was interviewed on
5/21/15 at 2:47 PM and indicated the
initial report made on 3/30/15 of the
incident involving DS #11 and client A
did not indicate an abusive situation. She
indicated it was discovered on an
investigation on 4/3/15. The incident had
not been reported correctly and resulted
in DS #11 being available to have contact
with client A after the alleged abuse on
3/30/15. She indicated the investigation
regarding the incident involving clients A
and B on 4/24/15 could substantiate
inappropriate physical interaction, but not
sexual assault. She indicated failure to
timely report, complete thorough
investigations of incidents, implement
identified supervision levels to provide
safety for clients A and D and provide
timely nursing assessment and treatment
for client C was failure of the facility's
policy and procedures to prevent abuse
and neglect. She indicated it was the
responsibility of the management team
including the PC/HM, PD, AD, RD
(Residential Director) to ensure staff had
the tools necessary to implement the
policy and procedures to protect clients.

The facility's Quality and Risk
Management policy dated April, 2011
was reviewed on 5/20/15 at 10:00 AM
and indicated, "Indiana MENTOR
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promotes a high quality of service and
seeks to protect individuals receiving
Indiana MENTOR services through
oversight of management procedures and
company operations, close monitoring of
service delivery and through a process
identifying, evaluating and reducing risk
to which individuals are exposed."
Incidents reported to BDDS included,
"Alleged, suspected, or actual abuse,
neglect, or exploitation of an
individual...Failure to provide appropriate
supervision, care or training..."

This federal tag relates to complaint
#IN00172930.

9-3-2(a)
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W 0153 483.420(d)(2)

STAFF TREATMENT OF CLIENTS

Bldg. 00 | The facility must ensure that all allegations
of mistreatment, neglect or abuse, as well as
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injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law
through established procedures.
Based upon record review and interview, W 0153 W 153 Staff Treatment of Clients 06/20/2015
the facility failed for 1 of 4 sampled The facility must ensure that all
. . . allegations of mistreatment, neglect
clients (clients A) to ensure staff timely i
] ) or abuse, as well as injuries of
reported 1 of 5 allegations of abuse in unknown source, are reported
accordance with state law. immediately to the administrator or
to other officials in accordance with
Findings include: State law through established
' procedures.
A BDDS (Bureau of Developmental 1.  What corrective action will
Disabilities Services) report dated be accomplished?
3/30/15 indicated "During an The Program Coordinator
investigation regarding another client, it who failed to report the 1 allegation
of abuse involving Client A at day
was revealed that there has been a . .
i . K . i . service was terminated.
possible incident involving [client A]. It Training with direct support
was reported that the incident may have staff in regard reporting abuse and
included [client A] being smacked on the neglect will be completed by June
wrist and arms and restrained at her wrist 20th, 2(/):5' . rest will b
o . competency test will be
while 1n. the prqcess of [client A] developed for DSP staff, Program
attempting to hit staff." The report Coordinator and Program Director to
indicated staff had been suspended complete regarding abuse, neglect
pending an investigation. and exploitation reporting.
Training with the Program
¢ L. Coordinator and Program Director
A Summary of Internal In.vc'astlgatlon regarding reporting incidents
Report Neglect of Supervision Report immediately and thoroughly will be
dated 4/8/15 indicated facility operated completed by June 20th, 2015.
day services staff (DS) #10 saw DS staff ) )
#11 slap clients A on 3/30/15 and day 2. . How w'l_l we identify O_ther
. . residents having the potential to be
service client I on 4/2/15. DS #10 affected by the same deficient
indicated she reported the incident to the practice and what corrective
DS PC (date reported not indicated) and action will be taken?
DS #11's "grabbing and slapping of All residents have the
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[client A] were done with force and potential to be affected by the same
purpose." DS #10 and DS #13 reported to deﬁc‘er;hpr;"“ce' Coordi
" . e Program Coordinator
the DS PC that.DS #ll yell.ed at [Ch.ent who failed to report the 1 allegation
A], slapped [client A], and pinned [client of abuse involving Client A at day
A] against the wall." DS #10 stated DS service was terminated.
#11 had also "yelled" at client A and Training with direct support
indicated DS #11 had raised her arm as if Staflf mt regﬁ‘f reportlln% th‘:sej and
. . . . neglect wi C complcte une
she were going to hit client A prior to 20§h 2015 i Y
slapping client A. DS #10 stated the DS A competency test will be
PC stated, "she had talked to someone at developed for DSP staff, Program
the office and they had told her (DS PC it Coordinator and Program Director to
was OK to slap clients on the wrist." DS complete regarding abuse, neglect
. . and exploitation reporting.
#11 stated "that she did smack [client porat POTIng
) i ) ) Training with the Program
A's] wrists 'like a child" after client A Coordinator and Program Director
knocked off her glasses. Conclusion of regarding reporting incidents
the investigation dated 4/14/15 indicated, immediately and thoroughly will be
"Evidence supports that both [client A] completed by June 20th, 2015.
anq [client I] had been mappropnately 3. What measures will be put
redirected while at day services by [DS into place or what systemic
#11]. Evidence supports that [DS #11] changes will be made to ensure
failed to follow the BSPs (Behavior that the deficient practice does not
. . 2
Support Plans) for [client A] and [client reeur: The Program Coordinator
I]. Evidence supports that [DS #11] who failed to report the 1 allegation
admitted to smacking the wrists of both of abuse involving Client A at day
clients and knew this was not service was terminated.
appropriate. Evidence supports that [DS  Training with direct support
PC] was made aware of the incidents staff in regard reporting abuse and
. . neglect will be completed by June
through eye witness accounts and failed 20th, 2015.
to accurately report the concerns A competency test will be
regarding [client A] to the PD." developed for DSP staff, Program
Recommendations included disciplinary Coor‘imamr ang.Prog;am DlrelCtor to
. . . t t
action which was not specified and staff comprete Tegarding abuse, iegiee
o . . and exploitation reporting.
retraining on client plans, physical Training with the Program
redirection, and reporting requirements. Coordinator and Program Director
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regarding reporting incidents
The Area Director was interviewed on immediately and thoroughly will be
5/21/15 at 2:47 PM and indicated the completed by June 20th, 2015.
allegation of abuse involving client A on 4. How will the corrective
3/30/15 was not reported timely (4/3/15) action be monitored to ensure the
to the administrator or to BDDS. deficient practice will not recur?
The Quality Assurance
. . department or designee will review
This federal tag relates to complaint . L . .
all investigations with allegations of
#IN00172930. abuse and neglect.
The Area Director will
9-3-2(a) monitor via Mentor’s incident report
summary as incidents are reported.
The Program Director will
monitor as they submit incident
reports to BDDS.
5.  What is the date by which the
systemic changes will be
completed?
June 20th, 2015
W 0154 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based upon record review and interview, W 0154 W 154 Staff Treatment of Clients 06/20/2015
the faClllty falled to thoroughly The facility must have evidence that
. . . all alleged violations are thoroughly
investigate 3 of 5 allegations of abuse . .
investigated.
and neglect for 3 of 4 sampled clients
(clients A, B and C). 1. What corrective action will
be accomplished?
Findings include: The Program Director (QIDP)
and Quality Assurance Specialist will
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complete training regarding how to
1. A report to the Bureau of thoroughly investigate incidents of
. . . abuse and neglect by June 20th,
Developmental Disabilities Services 2015 g Y
(BDDS) dated 4/24/15 was reviewed on All investigations involving
5/15/15 at 5:05 PM and indicated staff allegations of abuse and neglect will
had reported to the PC (Program be reviewed by the Quality
Coordinator) the staff "had walked into Assurance department or designee to
.. . . ensure they are investigated
the living room after waking clients to thoroughly
see [client A] sitting on the lap of [client A competency test will be
B]. Staff advised that [client A] still had developed for the Program Director
her night gown on and was without complete regarding abuse, neglect
underwear. Staff also reported that they and e:p l?tanon reporting and
. . . mvestigations.
observed [cpent B] with his hands A review of the 3
between [client A's] legs. Staff investigations that were considered
immediately separated the individuals not to be investigated thoroughly will
and contacted the PC." The BDDS be completed.
report's Plan to resolve indicated client B - i we identifv ofh
. OW wWill we 1aentily other
"had been removed from the home and . . ye
’ residents having the potential to be
placed into an all male group home. affected by the same deficient
[Client A] was taken to [hospital] for an practice and what corrective
examination...Police were contacted and action will be taken?
an investigation is pending with [city] All residents have the
. g p g y potential to be affected by the same
police. deficient practice.
The Program Director (QIDP)
An investigation into the 4/24/15 incident and Quality Assurance Specialist will
dated 5/12/15 was reviewed on 5/15/15 at c}‘l’mplet}eﬂm_‘mmg.regar.dm.g how tt‘f
. o t tigat t
6:00 PM. The investigation indicated oroughly investigate incidents o
. o R abuse and neglect by June 20th,
client B had mild intellectual disability 2015,
and was able to communicate verbally. All investigations involving
Client A diagnoses included, but were allegations of abuse and neglect will
not limited to, Down's Syndrome, Ze revmwec{ii by the Quaht(}iz .
. T . rtment t
profound intellectual disability, scoliosis, ssurafice deparimen’ or designee 1o
) ensure they are investigated
microcephaly (small head) and thoroughly.
osteoporosis. The investigation indicated A competency test will be
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staff #4 and #9 found client B with his developed for the Program Director
hands under client A's nightgown after complete regarding abuse, neglect
. . . o and exploitation reporting and
the staff assisted client C with toileting. investigations
The following interviews were included A review of the 3
in the investigation: investigations that were considered
not to be investigated thoroughly will
The PC/HM (Program Coordinator, be completed.
House Manager) stated in an interview
dated 4/29/15 she had received a text 3. What measures will be put
from staff #9 at 6:50 AM on 4/24/15 into place or what systemic
"saying [staff #9] and [staff #4] 'caught changes will be made to ensure
[client B] with [client A]." The that tile deficient practice does not
. . . . . recur?’
interview indicated staff #9 stated client The Program Director (QIDP)
A "was sitting on [client B's] forearm and and Quality Assurance Specialist will
his hand was in her vagina...states she complete training regarding how to
assisted [client A] in the restroom and thoroughly investigate incidents of
observed blood on her panties...." The ;glllsse and neglect by June 20th,
interview indicated the PC/HM had been All investigations involving
instructed by the Program Director (PD) allegations of abuse and neglect will
to take client A to the emergency room be reviewed by the Quality
for an evaluation and to contact the Assurance department or designee to
police regarding the incident. The f}?j;l(fz;le; are investigated
interview indicated hospital staff had A C(')mpetency test will be
examined client A and there was developed for the Program Director
evidence of "insertion" and "a small complete regarding abuse, neglect
scratch in the wall of her vagina." and exploitation reporting and
mvestlganons.
A review of the 3
Staff #9 stated in an interview dated investigations that were considered
5/1/15, client B "had [client A] pinned up not to be investigated thoroughly will
against him and his whole hand was up be completed.
her nightgown," and client A's "body was
. , 4.  How will the corrective
between [client B's] legs as he was seated action be monitored fo ensure the
in his wheelchair." Staff #9 indicated deficient practice will not recur?
client B rolled over client A's foot as he
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"jumped back" upon discovery of clients : The Quality Assurance
A and B by staff #4 and #9. Staff #9 department or designee will review

all investigations with allegations of

"states he thinks [client A] was scared
abuse and neglect.

because as he picked her up she was
squeezing tight as if to say don't let her 5. What is the date by which the

go," and client A "made a high pitched systemic changes will be
completed?

sound-not a scream, but not typical
June 20th, 2015

vocalization for [client A]." Staff #9
"states that he could not see [client B's]
hand touching [client A]...."

Staff #4 stated in an interview dated
5/4/15 client C "uses a lift and mobile
wheelchair adding it takes two people to
dress her, clean her, change her
clothing...states if [client A] wakes up
(she and [client C] share a bedroom) she
sometimes stays in bed, sometimes walks
around the house and sometimes goes to
sit in the living room." Staff #4 stated
after she and staff #9 assisted client C,
staff #4 "saw that [client B] had [client
A]." Staff #4 stated client A was
"standing in between [client B's] legs
[client B] was seated in wheelchair)...one
of [client B's] hands was pushing [client
A's] head to his face and the other hand
was on her bottom...[client B's] face was
pushed on [client A's] face and the other
hand was on her bottom...[client B's] face
was pushed on [client A's] face like he
was kissing her...[client A's] other hand
was under [client A's] nightgown, maybe
on her bottom holding her to him but she
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did not know for sure as all she could
recall was the way he was kissing her...."

Client B indicated in an interview dated
4/30/15 he had kissed client A, and "he is
not interested in [client A] sexually." He
stated "there are a few people that kiss
her and stuff. Some of the staff have
kissed [client A]. They don't say anything
to them." Client B indicated the PC/HM
had kissed client A in the past. Client B
indicated he had taken client A "for rides
on his wheelchair from the dining room
to the kitchen and that is it...states he has
never done anything sexual (touched or
fondled) to [client A]...." Client B stated
he had kissed client A before "2-3 times
in the living room (no reports to support
this statement)...." Client B indicated he
did not give client A a ride on his
wheelchair and client A did not sit on his
lap on 4/24/15.

The investigation indicated review of
documentation of client A's visit to the
hospital on 4/24/15 which indicated a
"very small red area" in client A's vagina.

The conclusion of the investigation dated
5/12/15 indicated "evidence supports
[client B] kissed [client A]. Evidence
supports two staff report [client B's] hand
was under [client A's] night gown.
Evidence supports immediate measures
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were implemented for both [client B] and
[client A's] safety. Evidence supports
[client A] had a very small red area at the
Fossa Navicularis (part of the vaginal
area). Evidence does not support penile
penetration. Evidence supports law
enforcement was notified." The
investigation failed to indicate evidence
staff supervision levels were considered
as a factor in the investigation or
considered for corrective action. The
investigation failed to address the
discrepancies regarding the observation
of the location of client B's hands on
client A based upon conflicting
statements of the PC/HM and staff #9's
interviews. The investigation failed to
indicate if client B's statement that the
PC/HM had previously kissed client A
was investigated.

The PD was interviewed again on
5/18/15 at 4:25 PM. When asked about
the discrepancies in the investigation for
clients A and B, she indicated she had
passed the investigation to another PD
who didn't work in the home, and that the
process for completing investigations
involved gathering information and
statements and the quality assurance
department completed the investigation
for conclusions and recommendations.

The Area Director (AD) was interviewed
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on 5/19/15 at 11:50 AM and indicated the
staff supervision level of the clients was
not addressed in the investigation
involving clients A, B and D. The AD
indicated she was aware of the incident
involving client B going into client A's
room in October, 2014, but no
inappropriate behavior had occurred and
it was not reported or investigated. She
indicated the investigation did not
address how clients A and B arrived in
the living room without staff knowledge
on 4/24/15.

Staff meeting notes dated 12/5/14 were
reviewed on 5/21/15 at 11:09 AM and
indicated all clients were to be monitored
every 15 minutes, monitored in the
restroom and "that you know where they
are at all times; that staff are not in the
med room and bathroom while clients are
left unsupervised in the house...."

2. A report to the Bureau of
Developmental Disabilities Services
(BDDS) dated 4/1/15 indicated client C
was admitted to the group home on
3/31/15. "HM (house manager) found a
pressure sore on the left thugh (sic) near
the buttocks of the client. The sore
appears to be old and open. [Client C]
had a consult with her new PCP (primary
care physician) on 4/1/15 and will return
on 4/6/15. [Client C] advised that this
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sore occurred in her previous placement
[name]. [Client C] advised that she did
notify staff at the facility of the sore."
Plan of correction indicated the sore
would be monitored and any changes in
the condition would be reported
immediately. "Staff will continue to
complete skin/wound checks. [Client C]
will attend her PCP appointment on
4/6/15 and check on the progress of this
sore."

An Investigation Summary dated
4/1/15-4/3/15 indicated a pressure ulcer
was located on client C's left buttocks,
"red in color, blistered and broken." PCP
appointment notes dated 4/6/15 indicated
client C's PCP indicated client C should
receive toileting every 2 hours during
waking hours and awaken at 2:00 AM to
toilet, client C should have daily skin
checks and staff are to follow skin
integrity protocol. Interview of staff at
client C's previous placement on 4/3/15
indicated client C's pressure sore was not
open (date not indicated)" and "the last
time the area was observed by the nurse it
was red in color (date and time not
indicated)." The HM was interviewed on
4/1/15 and indicated staff had found the
pressure ulcer on her left buttocks while
toileting client C that morning (time not
indicated). The HM indicated a "fill in"
nurse consultant had "been to the home
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the previous day. Stated that is was
unknown if the nurse had observed this
sore... Stated the PCP was unable to
observe this area on 4/1/15 due to not
having a lift at the office. Stated that
[unidentified name/title] was returning to
the home to conduct a physical on 4/2/15.
Stated that a follow up physical is
scheduled for 4/6/15 with PCP." The
nurse consultant was interviewed on
4/1/15 and "stated that she had not
completed a full body skin check upon
arrival to the home. Stated that there had
been a doctor's appointment scheduled
for [client C] on 4/2/15...." Client C
stated in an interview on 4/3/15 the
pressure ulcer had developed
"approximately one month prior to her
move." The investigation failed to
indicate recommendations or a
conclusion.

3. A BDDS report dated 4/24/15 at 6:00
AM was reviewed on 5/18/15 at 10:18
AM and indicated an allegation made by
client C she had requested to go to the
restroom on the morning of 4/24/15, and
staff #4 "was reported to have advised
[client C] that she had a depends on and
that she could go in the bed. Additional
staff [staff #9], later entered the room to
find [client C] wet and in need of
changing. Staff immediately began
procedure to toilet and change [client
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C]." Corrective action indicated staff #4
had been suspended pending outcome of
the investigation.

A Summary of Internal Investigation
Report dated 5/7/15 was reviewed on
5/18/15 at 11:40 AM. Interview
statements by client C indicated client C
"can communicate verbally but has
difficulty with memory recall. She
requires full staff assistance with all daily
living skills." The summary indicated
client C had a BSP/Behavior Support
Plan (date unspecified) with target
behaviors of verbal aggression, physical
aggression, property destruction, tantrum
defined as crying, making false
accusations, making inappropriate
remarks to staff, leaving assigned area,
and making suicidal threats or comments.
The investigation included the following
interview statements:

Interview with staff #4 on 5/4/15 and
5/7/15 indicated client C "rang her bell"
to inform staff of her need to use the
restroom twice. She indicated she was on
her way to assist client C after she rang
the bell the first time, when she rang the
bell the second time. "States when she
got to [client C's] bedroom she was
soaked from top to bottom." Staff #4
indicated she worked with staff #5 on the
overnight shift on 4/24/15 and the
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evening shift had indicated at the start of
her shift at 12:00 AM, client C had been
toileted and would not need to be
toileted. Staff #4 indicated client C
"began ringing her bell and stated she had
to go to the restroom really bad" and
when staff #4 and #5 entered client C's
bedroom, client C "was soaked from head
to toe," and the incident occurred "around
1 am." Client C's interview statement
dated 5/5/15 indicated she had identified
staff #5 "had told [client C] that she
could go in the bed," and "I get tired of
lifting you up and taking you to the
bathroom,...I get tired of getting you
dressed." Client C stated she "went in the
bed as she was told that she could," and
stated she "didn't want to but had no
other choice." During her statement,
client C indicated staff #9 was not at
home that day and then stated "[staff #9]
came in to clean her up." Staff #9
indicated in an interview statement dated
5/7/15, client C had rung her bell to ask
to be assisted to the toilet at 5:00 AM on
4/24/14, and client C was dry at that time.
Staff #5 indicated in a statement on
5/7/15 she had not worked on 4/24/15,
but had worked on 4/25/15 from 12:00
AM until 8:00 AM with staff #4. Staff #5
indicated client C rang her bell
"approximately 1:30-2:00 am," and staff
"noticed the bed wet." Client C indicated
she had not been previously toileted (time
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and date not specified). Conclusion dated
5/8/15 indicated evidence did not support
staff #4 and #5 were neglectful of client
C's care. Undated Recommendations
indicated the HR (human resource) and
RD (residential director) were to review
investigation findings to make
recommendations for staff disciplinary
actions and a toileting and repositioning
schedule every 2 hours would be added to
client C's MAR/Medication
Administration Record, and staff would
be retrained regarding "expectations for
customer service with regards to these
concerns." There was no evidence the
discrepancies in the dates and times of
witness statements were addressed in the
investigation, conclusion or
recommendations.

The PD was interviewed again on
5/18/15 at 4:25 PM and indicated the
conclusion and recommendations of the
investigation did not address the
inconsistencies identified during the
investigation.

The Area Director was interviewed on
5/21/15 at 2:47 PM and indicated the
investigations involving clients A, B and
C had inconsistencies that were not
addressed.

This federal tag relates to complaint
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#IN00172930.
9-3-2(a)
W 0155 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
Bldg. 00 The facility must prevent further potential
abuse while the investigation is in progress.
Based upon record review and interview, W 0155 W 155 Staff Treatment of Clients 06/20/2015
the facility failed for 1 of 4 sampled The facility must prevent further
. . . . potential abuse while the
clients (client A) to implement protective , R
) nvestigation 1S 1n progress.
measures after an allegation of staff
abuse involving client A to prevent 1.  What corrective action will
potential for further abuse. be accomplished?
The Program Coordinator
Findi clude: who failed to report the 1 allegation
1ndings mnctude. of abuse involving Client A at day
service was terminated.
A report to the Bureau of Developmental The DSP staff who was
Disabilities Services (BDDS) was involved in the incident at day
reviewed on 5/18/15 at 10:28 AM and Semcel‘f'lt,h ,ChenFtﬁ;'aS :enmna:ted'
L L. raining wi irect suppo
indicated an incident dated 3/30/15. . & . PP
) ] o i staff in regard to reporting abuse and
"During an investigation regarding neglect will be completed by June
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another client, it was revealed that there 20th, 2015.
has been a possible incident involving The Program Coordinator will
. do home observations weekly to
[client A]. It was reported that the . .
T ) . ensure staff are implementing the
incident may have included [client A] plans of clients and the client’s needs
being smacked on the wrist and arms are being met.
(and) restrained at her wrist while in the The Program Director will do
process of [client A] attempting to hit home Oljts‘;ttvatl(fns tl’l'weetl.dy tt(t)l
. . énsure stalr arc implieémentin c
staff." The report indicated staff had been . b e
] ) o plans of clients and the client’s needs
suspended pending an investigation. are being met.
A competency test will be
A Summary of Internal Investigation developed for DSP staff, Program
Report Neglect of Supervision Report Coor‘ilrtlator ang,PrOg;am Dlreftotr
. . s complete régaraing avuse, neglec
dated 4/8/15 indicated facility operated picte Tegarding v &
- and exploitation reporting.
day services staff (DS) #10 saw DS staff Training with the Program
#11 slap clients A on 3/30/15 and day Coordinator and Program Director
service client [ on 4/2/15. DS #10 regarding reporting incidents
indicated she reported the incident to the 1mme;htat§1g/ a?d thggiﬁgg:)yl ;Vﬂl be
. complicte une y .
DS PC (Day service program P Y
Coordinator) (date reported not indicated) 2. How will we identify other
and DS #11's "grabbing and slapping of residents having the potential to be
[client A] were done with force and affected by the same deficient
purpose." DS #10 and DS #13 reported to pra,cuce ,and Wwhat corrective
nelled i action will be taken?
the DS PC that DS #11 "yelled at [client Al residents have the
A], slapped [client A], and pinned [client potential to be affected by the same
A] against the wall." DS #10 stated DS deficient practice.
#11 had also "yelled" at client A and ot The Program Eoordﬁlator
o . . iled t rt the 1 ti
indicated DS #11 had raised her arm as if who fal e.d © repors e ¢ afiegation
) o . of abuse involving Client A at day
she were going to hit client A prior to service was terminated.
slapping client A. DS #10 stated the DS The DSP staff who was
PC stated, "she had talked to someone at involved in the incident at day
the office and they had told her (DS PC it SeWICeTWlt_h Client ﬁ;vas terminated.
. . t t rt
was OK to slap clients on the wrist." DS | raining With direct suppo
"that she did K Teli staff in regard to reporting abuse and
#11 stated "that she did smack [client neglect will be completed by June
A's] wrists 'like a child"™ after client A 20th, 2015.
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knocked off her glasses. Conclusion of The Program Coordinator will
the investigation dated 4/14/15 indicated, do home Of:iservj‘moils weekly tﬁ
[ . ensure staft are implementing the
EV1de?ce supports thaF both [Ch.ent Al plans of clients and the client’s needs
and [client I] had been inappropriately are being met.
redirected while at day services by [DS The Program Director will do
#11]. Evidence supports that [DS #11] home observations bi-weekly to
failed to follow the (Behavior Support erllsure ;talf.f aie lmé’ltimelll_tmtg, the .
. . ans of clients an: € client's needs
Plans) BSPs for [client A] and [client I]. prans ¢
] are being met.
Evidence supports that [DS #11] A competency test will be
admitted to smacking the wrists of both developed for DSP staff, Program
clients and knew this was not Coordinator and Program Director
appropriate. Evidence supports that [DS coglpletle ,regt?‘rdmg alrjtl.lse’ neglect
. . and exploitation reporting.
PC] was made aware of the incidents porat PoTng
) ) Training with the Program
through eye witness accounts and failed Coordinator and Program Director
to accurately report the concerns regarding reporting incidents
regarding [client A] to the PD/Program immediately and thoroughly will be
Director." Recommendations included completed by June 20th, 2015.
.. . . 3.  What measures will be put
disciplinary action which was not . .
. o . into place or what systemic
specified and staff retraining on client changes will be made to ensure
plans, physical redirection, and reporting that the deficient practice does not
requirements. recur?
The Program Coordinator
. . . who failed to report the 1 allegation
The Area Director was interviewed of abuse involving Client A at day
5/21/15 at 2:47 PM and indicated DS service was terminated.
staff #11 continued to work at the same The DSP staff who was
location with client A after she allegedly involved in the incident at day
slapped client A's wrist on 3/30/15 service with Client A was terminated.
) Training with direct support
staff in regard to reporting abuse and
This federal tag relates to complaint neglect will be completed by June
#IN00172930. 20th, 2015.
The Program Coordinator will
do home observations weekly to
9-3-2(a) ensure staff are implementing the
plans of clients and the client’s needs
are being met.
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W 0156

Bldg. 00

483.420(d)(4)

STAFF TREATMENT OF CLIENTS

The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five
working days of the incident.

Based upon record review and interview,

W 0156

The Program Director will do
home observations bi-weekly to
ensure staff are implementing the
plans of clients and the client’s needs
are being met.

A competency test will be
developed for DSP staff, Program
Coordinator and Program Director
complete regarding abuse, neglect
and exploitation reporting.

Training with the Program
Coordinator and Program Director
regarding reporting incidents
immediately and thoroughly will be
completed by June 20th, 2015.

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

The Program Director will
monitor to ensure the clients plans
and needs are being met during their
bi-weekly observations.

The Program Coordinator will
monitor to ensure the clients plans
and needs are being met during their
weekly observations.

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

June 20th, 2015

W 156 Staff Treatment of Clients

06/20/2015

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

LPXO11

Facility ID:

If continuation sheet

000771

Page 86 of 138




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

PRINTED: 06/22/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G251 B. WING 05/21/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
511 COUNTRY CLUB LN
REM OCCAZIO LLC ANDERSON, IN 46015
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D N . (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
the facility failed to complete 3 of 5 The results of all investigations must
investigations of abuse/neglect and report be reported to the administrator or
- . designated representative or to other
the results within 5 business days for 3 of L .
. . officials in accordance with State law
4 sampled clients (clients A, B and C). within five working days of the
incident.
Findings include:
1. What corrective action will
be accomplished?
1. A report dated 4/24/15 to the Bureau . .
T ) The importance of completing
of Developmental Disabilities Services investigations within 5 business days
(BDDS) was reviewed on 5/15/15 at 5:05 will be reviewed Program Director
PM. The report indicated staff had and Quality Assurance Specialist by
reported to the PC (Program Coordinator) June 20th, 2015. ,
he staff "had walked into the livi A competency test will be
the sta ) a “.]a cd 1nto e_ 1ving room developed for DSP staff, Program
after waking clients to see [client A] Coordinator and Program Director
sitting on the lap of [client B]. Staff complete regarding abuse, neglect
advised that [client A] still had her night and exploitation reporting and
gown on and was without underwear. investigations.
Sta.ff also re.porte.:d that they obseweq 2. How will we identify other
[client B] with his hands between [client residents having the potential to be
A's] legs. Staff immediately separated the affected by the same deficient
individuals and contacted the PC." The practice and what corrective
o . ion wi ?
BDDS plan to resolve indicated client B action will be taken
"had b 46 he h d All residents have the
ad been removed from the home an potential to be affected by the same
placed into an all male group home. deficient practice.
[Client A] was taken to [hospital] for an The importance of completing
examination. Staff are conducting 15 investigations within 5 business days
. . . ill b iewed P Direct
minute checks on [client B]. [Client B's] WIT b Teviewed Frogram arector
- and Quality Assurance Specialist by
workshop was notified that they are to June 20th. 2015.
add extra supervision to his care. Police A competency test will be
were contacted and an investigation is developed for DSP staff, Program
pending with [city] police." Coordinator and Program Director
complete regarding abuse, neglect
. L Lo and exploitation reporting and
An investigation into the 4/24/15 incident investigations.
dated 5/12/15 was reviewed on 5/15/15 at
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6:00 PM. The conclusion was dated 3. What measures will be put
5/12/15 into place or what systemic
changes will be made to ensure
) . . that the deficient practice does not
The PD was interviewed again on recur?
5/18/15 at 4:25 PM. She indicated the The importance of completing
investigation involving clients A and B investigations within 5 business days
on 4/24/15 was not completed within 5 will be re,wewed Program D?re,cwr
busi d dth lice i . . and Quality Assurance Specialist by
usiness days and the police investigation June 20th, 2015.
had not been completed and results A competency test will be
provided to the facility at the time of the developed for DSP staff, Program
survey due to failure of the police Coordinator and Program Director
department. She indicated when she complete regarding abuse, neglect
. and exploitation reporting and
called t-he police depar@nen.t (date investigations.
unspecified), the detective in charge
indicated the case had not been assigned 4.  How will the corrective
to an officer, but was now in progress. action be monitored to ensure the
deficient practice will not recur?
o L The Area Director will
2. A BDDS report indicated an incident monitor via Mentor’s incident report
dated 3/30/15. "During an investigation summary as incidents are reported
regarding another client, it was revealed and investigations are completed.
that there has been a possible incident The Quality Assurance
. . . Department will monitor th
involving [client A]. It was reported that  Cpariment Wit montor e
o . . investigation timeliness on a monthly
the incident may have included [client A] basis.
being smacked on the wrist and arms
(and) restrained at her wrist while in the
process of [client A] attempting to hit 5. Whatis the date by which the
.. temic ch ill b
staff." The report indicated staff had been SYSTEIIIE chanses wit be
. . . completed?
suspended pending an investigation and June 20th, 2015
the incident had occurred at the facility
operated day services.
A Summary of Internal Investigation
Report Neglect of Supervision Report
dated 4/8/15 indicated day services staff
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(DS) #10 saw DS staff #11 slap client A
on 3/30/15 and day service client I on
4/2/15. Conclusion of the investigation
dated 4/14/15 indicated, "Evidence
supports that both [client A] and [client I]
had been inappropriately redirected while
at day services by [DS #11]. Evidence
supports that [DS #11] failed to follow
the BSPs for [client A] and [client I].
Evidence supports that [DS #11]
admitted to smacking the wrists of both
clients and knew this was not
appropriate. Evidence supports that [DS
PC] was made aware of the incidents
through eye witness accounts and failed
to accurately report the concerns
regarding [client A] to the PD."
Recommendations included disciplinary
action which was not specified and staff
retraining on client plans, physical
redirection, and reporting requirements.

The PD was interviewed again on
5/18/15 at 4:25 PM and indicated the
allegation of abuse involving client A on
3/30/15 was not completed within 5
business days.

3. A BDDS report dated 4/24/15 at 6:00
AM was reviewed on 5/18/15 at 10:18
AM and indicated an allegation made by
client C she had requested to go to the
restroom on the morning of 4/24/15, and
staff #4 "was reported to have advised
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[client C] that she had a depends on and
that she could go in the bed. Additional
staff [staff #9], later entered the room to
find [client C] wet and in need of
changing. Staff immediately began
procedure to toilet and change [client
C]." Corrective action indicated staff #4
had been suspended pending outcome of
the investigation.

A Summary of Internal Investigation
Report dated 5/7/15 was reviewed on
5/18/15 at 11:40 AM. The conclusion
dated 5/8/15 indicated evidence which
did not support staff

#4 and #5 were neglectful of client C's
care.

The PD was interviewed again on
5/18/15 at 4:25 PM and indicated the
investigation was not completed within 5
business days.

This federal tag relates to complaint
#IN00172930.

9-3-2(a)
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W 0157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
Bldg. 00 | If the alleged violation is verified, appropriate
corrective action must be taken.
Based upon observation, record review W 0157 W 157 Staff Treatment of Clients 06/20/2015
and interview, the facility failed to If the alleged violation is verified,
. . appropriate corrective action must be
develop and implement effective taken
corrective action to prevent physical
assault and inappropriate physical 1. What corrective action will
interaction involving clients A, B and D, be accomplished?
and to provide medical treatment to ~ The staffing pattern for the
. site will be reviewed.
address a pressure ulcer for client C. . .
The importance of ensuring
the scheduled shifts are covered will
Findings include: be reviewed with the Program
Coordinator by June 20th, 2015.
1. Observations and interviews were ,The Program Coordmator.
leted at th h 5/15/15 who failed to report the 1 allegation
completed at the group ome on. of abuse involving Client A at day
from 3:35 PM until 6:30 PM. Client D service was terminated.
was interviewed on 5/15/15 at 6:10 PM The DSP staff who was
and stated client B had previously involved in the incident at day
"viciously attacked me. Bruised me up service Wlt_h _ChenF A was terminated.
bad. He had . q . Training with direct support
pretty bad. He ] a ] me pinned up against staff in regard to clients’ needs,
the wall." She indicated staff #2 and behavior plans, risk plans, and
client H had helped her during the reporting abuse and neglect will be
incident. Client D indicated she had completed by June 20th, 2015.
bruising to her eye as a result of the The Program Coordinator will
L L. forward the two week schedule to the
incident. Staff #2 indicated she was Program Director one week prior to
occurred. ensure that proper staffing coverage
is in place.
Staff #2 was interviewed on 5/15/15 at The Program Coordinator will
Lo be expected to ensure staff coverage
6:02 PM and indicated she was aware of for all scheduled shifts. In the event
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the incident involving clients A and B. that the coverage cannot be found,
Staff #2 stated client B "was already the Program Coordinator will cover
L. " the shift.
having issues" on 2/11/15 as he wagted The Program Coordinator will
more money than was allotted for his do home observations weekly to
budget. She stated client B's girlfriend ensure staff are implementing the
"called every 5 minutes," and as a result plans of clients and the client’s needs
of needing to keep the group home phone are be“fhmgt‘ Disector will d
. € Frogram D1rector wi (]
lines open for other group home staff to gram
) home observations bi-weekly to
conduct business of the group home, and ensure staff are implementing the
for clients' personal privacy, clients now plans of clients and the client’s needs
had their own cell phones. She stated are being met.
client B had become "upset" as client D dovel A;(;mlgt;c}t’ ES}WIII be
. . . eveloped 1or starl, Frogram
had.allegedly told his girlfriend to stop Coordinator and Program Director
calling the house. Staff #2 stated, "He complete regarding abuse, neglect
(client B) was waiting for her" as she and exploitation reporting and
arrived home from workshop. Staff #2 investigations.
indicated she was talking to the staff who " Clcllest Cis curéently being
. monitore a wound carc nurse
had transported client D home at the weekly Y
transporting staff's request and stated, "I Wound care has involved
heard a scuffle. [Client B] had [client D] Client C’s PCP regarding
pinned up against the wall and whaling recommendations to help treat the
on her." She indicated client B was pressure sore found on Client C.
hi T . handed Staff were trained by
punching ¢ lent[ D using an (.)Ve.r ande Mentor’s nurse on Client C’s wound
closed fist motion. Staff #2 indicated care needs on 6-5-15.
client D was taken to the emergency How to document Client C’s
room to examine her for injury. Staff #2 wound care needs and treatment was
indicated client D was asked if she reviewed ,Wlth the staff.
. Client B has moved to another
wanted to press charges by hospital staff, home.
but she declined. She indicated she was A consumer meeting will be
the only staff on duty and was unable to held by June 20th with the residents
prevent client B from physically to address appropriate interactions
. . with each other.
aggressing upon client D. o ,
Repositioning Client C every
2 hours has been added to her MAR.
A report to the Bureau of Developmental Daily skin checks are being
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Disabilities Services (BDDS) dated completed for Client C.
2/11/15 was reviewed on 5/20/15 at tded fA tgll?““% schedule ?ashbeen
c g . added tfor Client C to assist in the
10:15 AM and indicated clients B and D . .
] ) ) ) prevention of skin breakdown.
"engaged in a physical altercation with Client C now has daily wound
one another. [Client B's] girlfriend call care that staff is assisting her with to
(sic) to discuss [client D's] conversation promote healing of the pressure sore.
with his girlfriend while at workshop. A + Client C’s risk plan for skin
. integrity has been revised.
verbal argument began and [client B] \ .
] ) Mentor’s nurse is involved
closed fist punched [client D] in her left with Client C and/or connecting with
eye. [Client D] returned punches with the Program Director/Program
him. [Client D] was taken to [urgent care Coordinator about her needs on a
medical facility] to address her injuries." weekly basis. .
Noi lated to the incident The need for supervision
] 0 ls.sues relate i 0 the m_Cl. ent were checks will be reviewed by the IDT
identified, but client D's vision was found for Client A, B and D.
to be 20/50 and it was recommended In the event that it is
client D follow up with an optometrist to determined that supervision checks
address her vision. Corrective action ge:j o cf’lrlltnu,e f{)rdcge,nttﬁ’,B};gs
. . . . cy w1 ¢ Included 1n their .
indicated client D would be monitored Y . .
) o Staff will be retrained on how
for visual changes, pain in the eye and to document supervision checks.
severe headaches. "Staff will also The BSP for Client B will be
conduct 5 minute checks on [client B] reviewed to ensure appropriate target
. behaviors and steps to address the
whenever in common areas of the home. : _
Staff will ol B and D behaviors are included based on
tatt will not permit clhients B an to Client B’s behavior incidents that are
be left unsupervised together." being reported by staff.
The importance of
An investigation summary of the incident documenting incidents and where to
dated 2/16/15 indicated client B had a document (i.c. GER, Bx data and
. . L. . daily logs) will be reviewed with
hlsto.ry of Physwal aggre§s10n including staff by June 20th, 2015,
pushing, hitting and shoving, and staff Group Home Staff will be
were directed to complete 5 minute retrained on Client A, B, C and D’s
checks at any time that client B was in BSP’s. ' .
the common areas of the home. IDT ) Day Ser,Vlce Staff will be
K L. . retrained on Client A’s BSP.
(interdisciplinary team) minutes dated Mentor’s nurse will be
2/16/15, included in the investigation, retrained on the expectations and
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indicated client B's plan would be revised how to complete an admission
to include more reinforcement and assessmvznt Oza new client. |
.. . .. ound measurement tools
ﬁddltlonal.commumtyHopportumtles to have been provided to the staff to
help tension between" clients B and D. help monitor the size of Client Cs
wound.
The PC/HM (Program Client C’s BSP will be
Coordinator/House Manager) was revised to include a target behavior
. . . for not reporting events accurately.
%nte'rwewed on 5{ 18/15 at 4:05 PM anfl The Program Coordinator and
indicated after client B's altercation with Program Director will be retrained
client D on 2/11/15, he was placed on 5 on following physician
minute checks for a period of time, but he recommendations and
had since been placed on 15 minute communication expectations with the
heck nurse on 6-10-15.
Checks. Training with the Program
Coordinator and Program Director
The Area Director (AD) indicated in an regarding reporting incidents
e-mail on 5/19/15 at 4:16 PM she had immediately and thoroughly will be
attached the documentation provided of completed by June 20th, 2015.
1 \l
client B and D's checks. 2.  How will we identify other
residents having the potential to be
Client B's February, 2015 15 minute affected by the same deficient
checks were reviewed on 5/20/15 at practice and what corrective
. . . ion wi ?
10:29 AM and failed to indicate client B action Xllilr::ifizl;fgﬁa o the
. Vi
was checked every 15 minutes from potential to be affected by the same
2/12/15-2/13/15. Entries on 2/12/15 from deficient practice.
12:00 AM-4:00 AM indicated client B The staffing pattern for the
was sleeping, and indicated he went back site will Ee reviewed. .
. The i rt i
to bed at 4:30 AM until 6:45 AM-8:00 © PO} aice 0F SSrng
the scheduled shifts are covered will
AM, then checks were completed from be reviewed with the Program
4:30 PM until 8:30 PM every 5 minutes. Coordinator by June 20th, 2015.
No other documentation was in the The Program Coordinator
record client B was checked every 5 who falle.d to re.port ﬂ.le 1 allegation
minutes on 2/12/13 and on 2/13/15 of abuse involving Client A at day
’ service was terminated.
Records for 2/13/15 indicated client B The DSP staff who was
was checked every 5 minutes from 12:00 involved in the incident at day
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AM until 9:00 AM and not again until service with Client A was terminated.
4:00 PM. There was no record client B " Tralm;‘g Wllt.h direct Szpport
. staff in regard to clients’ needs,
was checked every 5 minutes from 8:00 e .
. behavior plans, risk plans, and
AM until 11:45 AM on 2/13/15. No other reporting abuse and neglect will be
documentation was provided of client B's completed by June 20th, 2015.
checks every 5 minutes. The Program Coordinator will
forward the two week schedule to the
Program Director one week prior to
2. A report to the Bureau of g P
i o the start of the new pay period to
Developmental Disabilities ensure that proper staffing coverage
Services/BDDS dated 4/24/15 was is in place.
reviewed on 5/15/15 at 5:05 PM. The The Program Coordinator will
report indicated staff had reported to the tf’e e’g’ecltleit(l’ Znsﬁ,r; St?fftzoveragf
. " or all scneauled sniits. In the cven!
PC (Program C0f>r.dmator) the staff h_ad that the coverage cannot be found,
walked into the living room after waking the Program Coordinator will cover
clients to see [client A] sitting on the lap the shift.
of [client B]. Staff advised that [client A] The Program Coordinator will
still had her night gown on and was do home Observfltlons Weemy o
. ensure staff are implementing the
without underwear. Staff also reported . 5
] ) ) plans of clients and the client’s needs
that they observed [client B] with his are being met.
hands between [client A's] legs. Staff The Program Director will do
immediately separated the individuals home observations bi-weekly to
and contacted the PC." Corrective action ensure Staf,f are lmplemen_tmg, the
indi d client B "had b d plans of clients and the client’s needs
indicated clien a ee'n remove are being met.
from the home and placed into an all A competency test will be
male group home. [Client A] was taken developed for DSP staff, Program
to [hospital] for an examination. Staff are Coordinator and Program Director
conducting 15 minute checks on [client complete ,reg?rdmg abl,lse’ neglect
. , . and exploitation reporting and
B]. [Client B's] workshop was notified investigations.
that they are to add extra supervision to Client C is currently being
his care. Police were contacted and an monitored by a wound care nurse
investigation is pending with [city] weekly.
o Wound care has involved
police. . .
Client C’s PCP regarding
recommendations to help treat the
An investigation into the 4/24/15 incident pressure sore found on Client C.
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dated 5/12/15 was reviewed on 5/15/15 at Staff were trained by
6:00 PM. The following interviews were Mentor’s nurse on Client C’s wound
included in the i tioation: care needs on 6-5-15.
ncluded in the mvestigation: How to document Client C’s
wound care needs and treatment was
The PC/HM (Program Coordinator, reviewed with the staff.
House Manager) stated in an interview Client B has moved to another
dated 4/29/15 she had received a text home. N i will b
. consumer meeting wi c
from' staff #9 at 6:50 AM on 4/2'4/1 5 held by June 20th with the residents
saying [staff #9] and [staff #4] 'caught to address appropriate interactions
[client B]with [client A]."" The interview with each other.
indicated staff #9 stated client A "was Repositioning Client C every
sitting on [client B's] forearm and his 2 hours has been added to her MAR.
hand i h . h Daily skin checks are being
an. was 1r.1 er vagma...states she completed for Client C.
assisted [client A] in the restroom and A toileting schedule has been
observed blood on her panties...." The added for Client C to assist in the
interview indicated the PC/HM had been prevention of skin breakdown.
instructed by the Program Director (PD) Client C now has daily wound
. care that staff is assisting her with to
to take client A to the emergency room .
] promote healing of the pressure sore.
for an evaluation and to contact the Client C’s risk plan for skin
police regarding the incident. The integrity has been revised.
interview indicated hospital staff had Mentor’s nurse is involved
examined client A and there was with Client C and/or connecting with
id £ ion" and " 1 the Program Director/Program
evi enc.e of “insertion” an 2} sma Coordinator about her needs on a
scratch in the wall of her vagina." The weekly basis.
interview indicated the HM/PC had taken The need for supervision
client B's belongings to another group checks will be reviewed by the IDT
home and the PD had spent for Client A, B and D. o
" . Iv 30 minutes t lai In the event that it is
approximately ) minutes to eXP aln. determined that supervision checks
what was happening" and met with client need to continue for Client A, B and
B and his temporary roommate at another D they will be included in their BSP.
group home. Staff will be retrained on how
to document supervision checks.
Lo . . . The BSP for Client B will be
Staff #9 1r.1d1cated in an %nterwew. dated reviewed to ensure appropriate target
5/1/15, client B "had [client A] pinned up behaviors and steps to address the
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against him and his whole hand was up behaviors are included based on
her nightgown," and client A's "body was Cl}ent B’s behavior incidents that are
. , being reported by staff.
between [client B's] legs as he was seated .
o ) o The importance of
in his wheelchair." Staff #9 indicated documenting incidents and where to
client B rolled over client A's foot as he document (i.e. GER, Bx data and
"jumped back" upon discovery of clients daily logs) will be reviewed with
A and B by staff #4 and #9. Staff #9 staff by GJ“ne Zlgth’ 2051t5-ff -
" . . roup Home Staff will be
states he th1nk§ [client A] was scared retrained on Client A, B, C and D’s
because as he picked her up she was BSP’s.
squeezing tight as if to say don't let her Day Service Staff will be
go," and client A "made a high pitched retrained on Client A’s BSP.
sound-not a scream, but not typical i I\é[em(t’}rl s nurset“t’,ﬂl be .
. . . retramed on the expectations an
vocalization for [client A]." Staff #9 peeration
] how to complete an admission
"states that he could not see [client B's] assessment of a new client.
hand touching [client A]...states [client Wound measurement tools
A's] peers treat her like a baby (pat her on have been provided to the staff to
the back and say things like 'good job help rgomtor the size of Client C’s
H ' ' . ] wound.
[clTent Al .or come on. [cller.lt Al and Client Cs BSP will be
[client B] is playful with [client A]." revised to include a target behavior
Staff #9 "states he has seen [client B] for not reporting events accurately.
tease her and hug her (client A) which he The Program Coordinator and
reports he tells [client B] he can't do that Program I,)lrecwr W%H be retrained
” h hine." on following physician
as 1t's too much touching. recommendations and
communication expectations with the
Staff #4 indicated in an interview dated nurse on 6-10-15.
5/4/15 client C "uses a lift and mobile Training with the Program
wheelchair adding it takes two people to Coorjl,nator anr(‘t:.Pro.gra%I;l Dtlrecmr
regarding reporting incidents
dress her, clean her, change her immediately and thoroughly will be
clothing...states if [client A] wakes up completed by June 20th, 2015.
(she and [client C] share a bedroom) she 3. What measures will be put
sometimes stays in bed, sometimes walks into place or what systemic
. changes will be made to ensure
around the house and sometimes goes to . .
. L that the deficient practice does not
sit in the living room." Staff #4 stated recur?
after she and staff #9 assisted client C, The staffing pattern for the
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staff #4 "saw that [client B] had [client site will be reviewed.
A]." Staff #4 stated client A was The importance of ensuring
"standine in bet lient B's] 1 the scheduled shifts are covered will
s a.n Ing in between [C lent B's] .egs be reviewed with the Program
([client B was seated in wheelchair)...one Coordinator by June 20th, 2015.
of [client B's] hands was pushing [client The Program Coordinator
A's] head to his face and the other hand who failed to report the 1 allegation
was on her bottom...[client B's] face was of abuse mVi’lvm.g Ctlfm A at day
. ' SCrvice was terminated.
pushed on [client A's] face ar.ld the other The DSP staff who was
hand was on her bottom...[client B's] face involved in the incident at day
was pushed on [client A's] face like he service with Client A was terminated.
was kissing her...[client A's] other hand Training with direct support
was under [client A's] nightgown, maybe staff in regard to clients” needs,
. . behavior plans, risk plans, and
on her bottom holding her to him but she . .
) reporting abuse and neglect will be
did not know for sure as all she could completed by June 20th, 2015.
recall was the way he was kissing her...." The Program Coordinator will
forward the two week schedule to the
Staff #1 indicated in an interview dated f;()g:arr? I;ltrhecwr one Week, pélfr to
. € start o € ncw pa criod to
5/5/15 she had arrived at the group home payp
ensure that proper staffing coverage
on 4/24/15 at 7:00 AM and stated "she is in place.
usually comes in to work at 6:00 AM..." The Program Coordinator will
She indicated she did not observe the be expected to ensure staff coverage
incident for all scheduled shifts. In the event
’ that the coverage cannot be found,
the Program Coordinator will cover
Client B indicated in an interview dated the shift.
4/30/15 he had kissed client A, and "he is The Program Coordinator will
not interested in [client A] sexually." He do home observations weekly 1o
stated "there are a few people that kiss ensure Staf,f are lmplemen_tmg the
h o fth fh plans of clients and the client’s needs
fer and St}l . Some of the staff have ' are being met.
kissed [client A]. They don't say anything The Program Director will do
to them." Client B indicated the PC/HM home observations bi-weekly to
had kissed client A in the past. Client B ensure staff are implementing the
indicated he had taken client A "for rides plans (,)f clients and the client’s needs
. . .. are being met.
on his wheelchair from the dining room A competency test will be
to the kitchen and that is it...states he has developed for DSP staff, Program
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never done anything sexual (touched or Coordinator and Program Director
fondled) to [client A]...." Client B stated cog‘pletle regarding abuse, nefle"t
. . . and exploitation reporting an
he had kissed client A before "2-3 times . Prol porting
. o Investigations.
in the living room (no reports to support Client C is currently being
this statement)...." Client B indicated he monitored by a wound care nurse
did not give client A a ride on his weekly.
wheelchair and client A did not sit on his Client gogrédpcare h? involved
tent C’s regarding
lap on 4/24/15. recommendations to help treat the
pressure sore found on Client C.
The investigation indicated review of Staff were trained by
documentation of client A's visit to the Mentor’s nurse on Client C’s wound
hospital on 4/24/15 which indicated a care needs on 6-3-15.
" 1l red "in client A" . How to document Client C’s
very smallred area” in client A's vagina. wound care needs and treatment was
reviewed with the staff.
The conclusion of the investigation dated Client B has moved to another
5/12/15 indicated "evidence supports home. o
[client B] kissed [client A]. Evidence A consumer meeting W,IH be
. , held by June 20th with the residents
supports two staff report [client B's] hand o .
) ; to address appropriate interactions
was under [client A's] night gown. with each other.
Evidence supports immediate measures Repositioning Client C every
were implemented for both [client B] and 2 hours has been added to her MAR.
[client A's] safety. Evidence supports Daily Skm, checks are being
i Al had 1 red h completed for Client C.
[client A] .a a .Very Small re are.a at the A toileting schedule has been
Fossa Navicularis (part of the vaginal added for Client C to assist in the
area). Evidence does not support penile prevention of skin breakdown.
penetration. Evidence supports law Client C now hj“ daily Wound
enforcement was notified." The care that staff. is assisting her with to
. ation fail L . promote healing of the pressure sore.
investigation failed to indicate evidence Client Cs risk plan for skin
staff supervision levels were considered integrity has been revised.
as a factor in the investigation or Mentor’s nurse is involved
considered for corrective action. The with Client C and/or connecting with
investigation failed to address the the Pr(_)gram Director/Program
. . . . Coordinator about her needs on a
discrepancies regarding the observation weekly basis.
of the location of client B's hands on The need for supervision
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client A based upon conﬂicting checks will be reviewed by the IDT
statements of the PC/HM and staff #9's for CheIm ‘:1" B and ]I)l. o
. . . . . . n the event that 1t 1s
interviews. The investigation failed to . .
. ) . determined that supervision checks
investigate client B's statement that the need to continue for Client A, B and
PC/HM had previously kissed client A. D they will be included in their BSP.
Undated Recommendations Resulting Staff will be retrained on how
from an Investigation as part of the to document supervision checks.
. T " . The BSP for Client B will be
investigation indicated "Continue current . .
o reviewed to ensure appropriate target
living arrangements to support both behaviors and steps to address the
[client B] and [client A's] safety, continue behaviors are included based on
to provide emotional Support as needed, Client B’s behavior incidents that are
update records to indicate incident being reported by staff.
. . The importance of
information, for future reference, L
) ) documenting incidents and where to
continue to cooperate with law document (i.e. GER, Bx data and
enforcement as needed, formal daily logs) will be reviewed with
programming for [client B] regarding staff by June 20th, 2015.
individual's ability to consent or not i Gdroul’cf,lor?;sgffcwmdb;,
. . . retrained on Client A, B, C an S
consent, and discussion with PC/HM BSP’s
regarding modeling appropriate behavior Day Service Staff will be
for staff and clients." The retrained on Client A’s BSP.
recommendation failed to indicate Mentor’s nurse will be
. . . retrained on the expectations and
specific recommendations regarding the .
del; K behavi how to complete an admission
PC modeling appropriate behavior. assessment of a new client.
Wound measurement tools
Client A's record was reviewed on have been provided to the staff to
5/18/15 at 9:53 AM. An ISP (Individual help monitor the size of Client C’s
Support Plan) updated 12/13/14 indicated wound. ) , )
he "had ful h and "h Client C’s BSP will be
§ e' ad no purpos.e ul speeeh, - an er revised to include a target behavior
actions, and the noises she makes, lets for not reporting events accurately.
you know if she does not want to do The Program Coordinator and
something requested...[Client A] does Program Director will be retrained
make vocalization when upset or on following P hysician
. " The ISP indi dcli A recommendations and
exited... c Indicated client A was communication expectations with the
fifty inches tall, weighed 78 pounds and nurse on 6-10-15.
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was unable to understand her rights. Training with the Program
Client A required staff on premises at all Coor‘;llnator and.PrO‘gr?z‘ Director
. . regarding reporting incidents
times, and was unable to communicate to FeBArCIng feporting .
] ) immediately and thoroughly will be
staff when she was in pain. The ISP completed by June 20th, 2015.
indicated client A had a behavior support 4. How will the corrective
p]an to address physica] aggression’ action be monitored to ensure the
.o . . i i i ?
self-injurious behavior and sensory deﬁc‘e';thpr;mce Wlll)l,""ttrec“.rli
. . . € Frogram D1rector wi
integration. She has health care deficits . N
¢ i o ] review the staff schedule to ensure
for inducing vomiting and placing her all scheduled shifts are covered.
head in the toilet, and will undress in The Program Director will
public areas. The ISP indicated client A monitor to ensure the clients plans
was "on 15 minute checks." and needs are being met during their
’ bi-weekly observations.
The Program Coordinator will
Client B's record was reviewed on monitor to ensure the clients plans
5/18/15 at 9:41 AM. An ISP dated and needs are being met during their
7/25/14 indicated client B used a weekly O?Servations~
wheelchair due to an amputated toe and Client C ha§ a wound care
had " bl h nurse that meets with her weekly
ad "some pro em§ with anger currently.
management," and in the past "would ask Mentor’s nurse is involved
if it was okay to beat up or kill people for with Client C and/or connecting with
intruding upon his property, but did not the Program Director/Program
act on these thoughts after he was told it Coolr((limgto,r about her needs on a
. . weekly basis.
would be illegal." A behavior plan dated
4/29/15 indicated he had a plan to 5. What is the date by which the
address physical aggression (pushing, systemic changes will be
hitting, shoving), verbal aggression, completed?
. . . . .. June 20th, 2015
inappropriate social behavior (going into
female rooms, touching, inappropriate
comments that may include vulgar
gestures, name calling, teasing/taunting
housemates), noncompliance, verbal
aggression, inappropriate comments,
and cell phone misuse (taking pictures of
peers without guardian/peer permission at
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the workshop and the group home). The
BSP did not include specific supervision
needs for client B. The record indicated

client B required staff on the premises at
all times.

Behavior rates for client B for
5/18/14-5/18/15 were reviewed on
5/20/15 at 5:00 PM and failed to indicate
the incident involving client A on
4/24/15. An entry dated 4/3/15 at 6:20
PM indicated "[client B] had another
housemate bouncing on his lap. He
stopped and left the area when staff asked
him to." An entry dated 10/24/14
indicated "[Client B] came into the
dining area with [client A] on his lap,
hugging him. PD redirected [client B]
and discussed that it is inappropriate for
him to have [client A] on his lap, as well
as to hug her."

The PD was interviewed on 5/18/15 at
3:15 PM. She indicated there was no
history of client B sexually abusing client
A in the past. The PD indicated she had
been notified of an incident involving
clients A and B in the past of client B
going into client A's room, but stated she
was not sure if it was accurate or
"hearsay." The PD indicated the removal
of client B from the home was necessary
due to the severity of the incident. The
PD indicated client B had placed client A
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on his lap before in the past and it had
been discussed in past staff meetings that
this was inappropriate. The PD was
uncertain if the discussion was
documented. The PD indicated client B
was placed on 15 minute checks after the
previous PD had found client A sitting on
client B's lap and clients A and B were
not to be left alone. She indicated the 15
minute checks were implemented and
discussed at a meeting on 11/10/14.

The PC/HM was interviewed on 5/18/15
at 4:05 PM and indicated there was an
instance where client B had been found
in client B's room, but it was brought to
her attention while she was still in
orientation on 10/25/14 and she was
uncertain as to whether the incident was
documented. She stated clients A and B
had "a friend relationship" and client B
liked to play patty cake with client A.
The PC/HM indicated after client B's
altercation with client D on 2/11/15, he
was placed on 5 minute checks for a
period of time, but client B had been
placed back to 15 minute checks at the
time of the incident with client A on
4/24/15. She indicated client B was very
playful with client A and would take
client A for rides on his lap in his
wheelchair.

The PD was interviewed again on
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5/18/15 at 4:25 PM and when asked if
client A and B's supervision level was
followed at the time of the incident on
4/24/15, she stated, "I can't say. The staff
were still within a 15 minute time frame."
She stated, "We couldn't foresee it. Is it a
learning situation for us? Yes." She
indicated staff were working with clients
to ensure they treated client A as an adult
woman, rather than as a child. When
asked about the discrepancies in the
investigation for clients A and B, she
indicated she had passed the investigation
to another PD who didn't work in the
home, and that the process for
completing investigations involved
gathering information and statements and
the quality assurance department
completed the investigation for
conclusions and recommendations. She
indicated the investigation involving
clients A and B on 4/24/15 was not
completed within 5 business days. The
PD indicated the police investigation had
not been completed/provided to the
facility at the time of the survey due to
failure of the police department. She
indicated when she called the police
department (date unspecified), the
detective in charge indicated the case had
not been assigned to an officer, but was
now in progress. She indicated she had
not completed the corrective action
indicated in the recommendations of the
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investigation as she had just received the
recommendations on 5/14/15 and she
would need to verify what specific
correction was need with the PC/HM.

Staff time sheets were reviewed on
5/20/15 at 10:26 AM and indicated staff
#4 and #9 were the only staff on duty at
6:50 AM when the incident occurred
between clients A and B.

A log of client B's 15 minute checks on
4/24/15 was reviewed on 5/20/15 at
10:29 AM and failed to indicate client B
was monitored after receiving his
medications at 6:00 AM.

Interdisciplinary Team Minutes dated
4/29/15 were reviewed on 5/20/15 at
10:37 AM and indicated client B would
not be returning to the group home.

The Area Director (AD) was interviewed
on 5/19/15 at 11:50 AM. She indicated
staff #1 had come to work at 7:00 AM
instead of 6:00 AM because she was
needed to work later in the day. The AD
indicated there were usually 3 staff who
worked in the home at the time of the
incident. She stated "Prior to [client C]
moving in they would have been fine
with two staff working, but [client C]
needs more assistance. Their needs
(clients) were being met, but we couldn't
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foresee this incident." She indicated she
was unaware of previous instances of
client B's inappropriate behavior with
client A. If his plan was not effective to
address his behavior, the behavior
clinician should have been contacted to
revise the plan and she should have been
notified. She indicated the staff
supervision level of the clients was not
addressed in the investigation involving
clients A, B and D. The AD indicated she
was aware of the incident involving client
B going into client A's room in October,
2014, but no inappropriate behavior had
occurred and it was not reported or
investigated. She indicated the
investigation did not address how clients
A and B arrived in the living room
without staff knowledge on 4/24/15.

The AD indicated in an e-mail dated
5/19/15 at 3:36 PM that the
recommendation to discuss with the
PC/HM regarding modeling appropriate
behavior was intended to ensure the PC is
modeling appropriate interactions with
the clients for the staff and other clients.
She indicated client B had "made a few
comments in his interview statement that
the PD should be addressing to ensure the
PC is not communicating mixed
messages to the staff and other clients."

Staff meeting notes dated 12/5/14 were
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reviewed on 5/21/15 at 11:09 AM and
indicated all clients were to be monitored
every 15 minutes, monitored in the
restroom and "that you know where they
are at all times; that staff are not in the
med room and bathroom while clients are
left unsupervised in the house...."

3. A BDDS report dated 4/24/15 at 6:00
AM was reviewed on 5/18/15 at 10:18
AM and indicated an allegation made by
client C that she had requested to go to
the restroom on the morning of 4/24/15,
and staff #4 "was reported to have
advised [client C] that she had a depends
on and that she could go in the bed.
Additional staff [staff #9], later entered
the room to find [client C] wet and in
need of changing. Staff immediately
began procedure to toilet and change
[client C]." Corrective action indicated
staff #4 had been suspended pending
outcome of the investigation.

A Summary of Internal Investigation
Report dated 5/7/15 was reviewed on
5/18/15 at 11:40 AM. Interview
statements by client C indicated client C
"can communicate verbally but has
difficulty with memory recall. She
requires full staff assistance with all daily
living skills." The summary indicated
client C had a BSP (date unspecified)
with target behaviors of verbal
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statements:

her way to assist

toileted. Staff #4

taking you to the

aggression, physical aggression, property
destruction and tantrum defined as
crying, making false accusations, making
inappropriate remarks to staff, leaving
assigned area, and making suicidal
threats or comments. The investigation
included the following interview

Interviews with staff #4 on 5/4/15 and
5/7/15 indicated client C "rang her bell"
to inform staff of her need to use the
restroom twice. She indicated she was on

client C after she rang

the bell the first time, when she rang the
bell the second time. "States when she
got to [client C's] bedroom she was
soaked from top to bottom." Staff #4
indicated she worked with staff #5 on the
overnight shift on 4/24/15 and the
evening shift had indicated at the start of
her shift at 12:00 AM, client C had been
toileted and would not need to be

indicated client C

"began ringing her bell and stated she had
to go to the restroom really bad" and
when staff #4 and #5 entered client C's
bedroom, client C "was soaked from head
to toe," and the incident occurred "around
I am." Client C's interview statement
dated 5/5/15 indicated she staff #5 "had
told [client C] that she could go in the
bed," and "I get tired of lifting you up and

bathroom,...I get tired of
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getting you dressed." Client C stated she
"went in the bed as she was told that she
could," and stated she "didn't want to but
had no other choice." During her
statement, client C indicated staff #9 was
not at home that day and then stated
"[staff #9] came in to clean her up." Staff
#9 indicated in an interview statement
dated 5/7/15, client C had rung her bell to
ask to be assisted to the toilet at 5:00 AM
on 4/24/15, and client C was dry at that
time. Staff #5 indicated in a statement on
5/7/15 she had not worked on 4/24/15,
but had worked on 4/25/15 from 12:00
AM until 8:00 AM with staff #4. Staff #5
indicated client C rang her bell
"approximately 1:30-2:00 am," and staff
had "noticed the bed wet." Client C
indicated she had not been previously
toileted (time and date not specified).
Conclusion dated 5/8/15 indicated
evidence did not support staff #4 and #5
were neglectful of client C's care.

Client C's April, 2015 and May, 2015
MAR were reviewed on 5/20/15 at 11:17
AM. The April, 2015 MAR failed to
indicate documentation of "Re-position
every 2 hours, begin date 4/22/15." Client
C's May, 2015 MAR indicated
documentation for client C's
repositioning and toileting scheduled was
documented 5/1/15-5/7/15, but failed to
indicate documentation after that date for
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the nursing measure "Assist with toileting
every 2 hours while awake and at 2:00
am to prevent incontinence and skin
breakdown."

The group home nurse was interviewed
on 5/21/15 at 12:35 PM. She indicated
she was on vacation when client C was
admitted and was uncertain of nursing
assessments or the status of an initial
physical assessment as client C's
physician was also on vacation at the
time of client C's admission. She
indicated she had not been made aware
that the physician's orders for home
health care had not been specific enough
to provide treatment when they were
signed on 4/8/15 and she was not aware
the order had not been acted upon as a
result. When asked whose responsibility
it was to ensure the order was completed,
she stated, "It was mine."

The Area Director was interviewed on
5/21/15 at 2:47 PM and indicated the
initial report made on 3/30/15 of the
incident involving workshop staff DS
#11 and client A did not indicate an
abusive situation. She indicated it was
discovered in an investigation on 4/3/15
and the incident had not been reported
correctly, resulting in DS #11 being
available to have contact with client A
after the alleged abuse on 3/30/15. She
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indicated the investigation regarding the
incident involving clients A and B on
4/24/15 could substantiate physical
interaction, but not sexual assault. She
indicated the failure of ensuring clients
were supervised and the delay in
treatment for client C's wound was a
failure to implement corrective action.
This federal tag relates to complaint
#IN00172930.
9-3-2(a)
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W 0186 | 483.430(d)(1-2)
DIRECT CARE STAFF
Bldg. 00 The facility must provide sufficient direct
care staff to manage and supervise clients in
accordance with their individual program
plans.
Direct care staff are defined as the present
on-duty staff calculated over all shifts in a
24-hour period for each defined residential
living unit.
Based on observation, record review and W 0186 W 186 Direct Care Staff 06/20/2015
interview for 3 of 4 sampled clients The facility must provide sufficient
. .- . direct care staff to manage and
(clients A, B and D), the facility failed to o £ .
supervise clients in accordance with
ensure there were adequate staff to meet their individual program plans.
the clients' safety and supervision needs.
Direct care staff are defined as the
Findings include: present on-duty staff calculated over
) all shifts in a 24-hour period for each
. ) . defined residential living unit.
1. Observations and interviews were
completed at the group home on 5/15/15 1. What corrective action will
from 3:35 PM until 6:30 PM. Client D be accomplished?
was interviewed on 5/15/15 at 6:10 PM o The Stafﬁng pattern for the
d dcli B had . 1 site will be reviewed.
an' §tate client a prev%ous y The importance of ensuring
"viciously attacked me. Bruised me up the scheduled shifts are covered will
pretty bad. He had me pinned up against be reviewed with the Program
the wall." She indicated staff #2 and Coordinator by June 20th, 2015.
client H had helped her during the ) Training Wlt,h direct support
ncid i indi d she had staff in regard to clients’ needs,
mCI' .ent‘ Client D indicated she ha behavior plans, risk plans, and
bruising to her eye as a result of the reporting abuse and neglect will be
incident. She indicated she was afraid of completed by June 20th, 2015.
client B after the incident occurred. The Program Coordinator will
forward the two week schedule to the
. . Program Director one week prior to
Staff #2 was interviewed on 5/15/15 at the start of the new pay period to
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6:02 PM and indicated she was aware of ensure that proper staffing coverage
the incident involving clients D and B. 151n pla}c;' » Coordi .
. ¢ Program Coordinator wi
Staff #2 stated client B "was already £
o \ be expected to ensure staff coverage
having issues" on 2/11/15 as he wanted for all scheduled shifts. In the event
more money than was allotted for his that the coverage cannot be found,
budget. She stated client B's girlfriend the Program Coordinator will cover
"called every 5 minutes," and as a result the shift. . .
£ dine to k th h h The Program Coordinator will
0_ needing to keep the group home phone do home observations weekly to
lines open for other group home staff to ensure staff are implementing the
conduct business of the group home, and plans of clients and the client’s needs
for clients' personal privacy, clients now are being met.
had their own cell phones. She stated The Program Director will do
. " " . home observations bi-weekly to
client B had become "upset" as client D . .
R ensure staff are implementing the
had allegedly told his girlfriend to stop plans of clients and the client’s needs
calling the house. Staff #2 stated, "He are being met.
(client B) was waiting for her" as she The need for supervision
arrived home from workshop. Staff #2 CheCk,S will be reviewed by the IDT
.. . for Client A, B and D.
indicated she was talking to the staff who o
) In the event that it is
had transported client D home at the determined that supervision checks
transporting staff's request and stated, "I need to continue for Client A, B and
heard a scuffle. [Client B] had [client D] D they will be included in their BSP.
. . . Staff will be retrained on how
pinned up against the wall and whaling -
" .- . to document supervision checks.
on her." She indicated client B was
punching client D using an overhanded 2. How will we identify other
closed fist motion. Staff #2 indicated residents having the potential to be
client D was taken to the emergency affected by the same deficient
room to examine her for injury. Staff #2 pra,cuce 2 nd what corrective
L. . ; action will be taken?
indicated client D was asked if she Al residents have the
wanted to press charges by hospital staff, potential to be affected by the same
but she declined. She indicated she was deficient practice.
the only staff on duty and was unable to The staffing pattern for the
. . site will be reviewed.
prevent client B from physically . .
. . The importance of ensuring
aggressing upon client D. the scheduled shifts are covered will
be reviewed with the Program
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A report to the Bureau of Developmental Coordinator by June 20th, 2015.
Disabilities Services (BDDS) dated " Tralm;‘g Wllt.h direct Szpport
. staff in regard to clients’ needs,
2/11/15 was reviewed on 5/20/15 at | reg .
o ) behavior plans, risk plans, and
10:15 AM and indicated clients B and D reporting abuse and neglect will be
"engaged in a physical altercation with completed by June 20th, 2015.
one another. [Client B's] girlfriend call The Program Coordinator will
(sic) to discuss [client D's] conversation f)orward t}gj tw? week SChelful‘? totthe
. . . . . rogram DirecCtor on¢ wee 1101 1O
with his girlfriend while at workshop. A the fta it of the new pay peri f dto
verbal argument began and [client B] ensure that proper staffing coverage
closed fist punched [client D] in her left is in place.
eye. [Client D] returned punches with The Program Coordinator will
him. [Client D] was taken to [urgent care be expected to ensure staff coverage
dical facilitv] to add her iniuries." for all scheduled shifts. In the event
me _lca acility] to a Ijess Cr Ijuries. that the coverage cannot be found,
No issues related to the incident were the Program Coordinator will cover
identified, but client D's vision was found the shift.
to be 20/50 and it was recommended The Program Coordinator will
client D follow up with an optometrist to do home Observfltlons Weemy o
. . ensure staff are implementing the
?dd.ress her .VlS10n. Plan to addre§8 plans of clients and the client’s needs
indicated client D would be monitored are being met.
for visual changes, pain in the eye and The Program Director will do
severe headaches. "Staff will also home observations bi-weekly to
conduct 5 minute checks on [client B] ensure Staf,f are lmplemen_tmg the
. plans of clients and the client’s needs
whenever in common areas of the home. are being met
Staff will not permit clients B and D to The need for supervision
be left unsupervised together." checks will be reviewed by the IDT
for Client A, B and D.
An investigation summary of the incident det ,In t(lllfhe\t’em that, IF 15 heck
L . etermined that supervision checks
d?ted 2/16/15 1¥1d1cated chjcnt B had fi need to continue for Client A, B and
hlStory of phy51cal aggression mCludmg D they will be included in their BSP.
pushing, hitting and shoving, and staff Staff will be retrained on how
were directed to complete 5 minute to document supervision checks.
checks at any time that client B was in .
3.  What measures will be put
the common areas of the home. IDT into place or what systemic
(interdisciplinary team) minutes dated changes will be made to ensure
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: LPXO11 Facility ID: Q00771 If continuation sheet Page 114 of 138




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

PRINTED: 06/22/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15G251 B. WING 05/21/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER 511 COUNTRY CLUB LN
REM OCCAZIO LLC ANDERSON, IN 46015
(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
2/16/15, included in the investigation that the deficient practice does not
indicated client B's plan would be revised recur?
. . The staffing pattern for the
to include more reinforcement and L .
o ) - site will be reviewed.
additional community opportunities to The importance of ensuring
"help tension between" clients B and D. the scheduled shifts are covered will
be reviewed with the Program
The PC/HM was interviewed on 5/18/15 Coordn;at(?r by Juiiich,tZOIS. ;
. . . raming wi 1rect suppo:
at 4:05 PM and indicated after client A's . 8w , bp
] ) ) staff in regard to clients’ needs,
altercation with client D on 2/11/15, he behavior plans, risk plans, and
was placed on 5 minute checks for a reporting abuse and neglect will be
period of time, but had since been placed completed by June 20th, 2015.
on 15 minute checks The Program Coordinator will
’ forward the two week schedule to the
] o ) Program Director one week prior to
The Area Director (AD) indicated in an the start of the new pay period to
e-mail on 5/19/15 at 4:16 PM she had ensure that proper staffing coverage
attached the documentation provided of is in place. _ .
client B and D's checks. The Program Coordinator will
be expected to ensure staff coverage
) ) for all scheduled shifts. In the event
Client B's February, 2015 15 minute that the coverage cannot be found,
checks were reviewed on 5/20/15 at the Program Coordinator will cover
10:29 AM and failed to indicate client B the shift.
. The Program Coordinator will
was checked every 15 minutes from ,
. do home observations weekly to
2/12/15-2/13/15. Entries on 2/12/15 from ensure staff are implementing the
12:00 AM-4:00 AM indicated client B plans of clients and the client’s needs
was sleeping, and indicated he went back are being met.
to bed at 4:30 AM until 6:45 AM-8:00 The Program Director will do
AM Checks were completed from 4:30 home Observatl(?ns bl_weel.dy 0
. . ensure staff are implementing the
PM until 8:30 PM every 5 minutes. No plans of clients and the client’s needs
other documentation was in the record are being met.
client B was checked every 5 minutes on The need for supervision
2/12/15 and on 2/13/15. Records for checks will be reviewed by the IDT
2/13/15 indicated client B was checked for Client A, B and D. .
) ] In the event that it is
every 5 minutes from 12:00 AM until determined that supervision checks
9:00 AM and not again until 4:00 PM. need to continue for Client A, B and
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There was no record client B was D they will be included in their BSP.
checked every 5 minutes from 8:00 AM Staff will be retrained on how
until 11:45 AM on 2/13/15. No other to document supervision checcs
documentation was provided of client B's 4. How will the corrective
checks every 5 minutes. action be monitored to ensure the
deficient practice will not recur?
2. A report to the Bureau of _ The Program Director will
Developmental Disabilities Services zlv ;ec:egfl:;a;flisfct:lefot)e:?re
(BDDS) dated 4/24/15 was reviewed on The Program Director will
5/15/15 at 5:05 PM and indicated staff monitor to ensure the clients plans
had reported to the PC (Program and needs are being met during their
Coordinator) the staff "had walked into bi'weeklz Observatiogs' " "
the living room after waking clients to monit Oth Oe el;r:lgriai . C(I?er ml:;tlz;:vl
see [client A] sitting on the lap of [client and needs are being met during their
B]. Staff advised that [client A] still had weekly observations.
her night gown on and was without The Program Director will
underwear. Staff also reported that they review the Supew.iSion Chec}(s for
i . . completeness during their bi-weekly
observed [client B] with his hands observations.
between [client A's] legs. Staff The Program Coordinator will
immediately separated the individuals monitor the supervision checks for
and contacted the PC." Corrective action Completéness during their weekly
indicated client B "had been removed observations.
from the home and placed into an all 5. What is the date by which the
male group home. [Client A] was taken systemic changes will be
to [hospital] for an examination. Staff are completed?
conducting 15 minute checks on [client June 20th, 2015
B]. [Client B's] workshop was notified
that they are to add extra supervision to
his care. Police were contacted and an
investigation is pending with [city]
police."
An investigation into the incident dated
5/12/15 was reviewed on 5/15/15 at 6:00
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PM. The following interviews were
included in the investigation:

The PC/HM (Program Coordinator,
House Manager) stated in an interview
dated 4/29/15 she had received a text
from staff #9 at 6:50 AM on 4/24/15
"saying [staff #9] and [staff #4] 'caught
[client B] with [client A]."" The
interview indicated staff #9 stated client
A "was sitting on [client B's] forearm and
his hand was in her vagina...states she
assisted [client A] in the restroom and
observed blood on her panties...." The
interview indicated the PC/HM had been
instructed by the Program Director (PD)
to take client A to the emergency room
for an evaluation and to contact the
police regarding the incident. The
interview indicated hospital staff had
examined client B and there was
evidence of "insertion" and "a small
scratch in the wall of her vagina." The
interview indicated the HM/PC had taken
client B's belongings to another group
home and the PD had spent
"approximately 30 minutes to explain
what was happening" and met with client
B and his temporary roommate at another
group home.

Staff #9 indicated in an interview dated
5/1/15, client B "had [client A] pinned up
against him and his whole hand was up
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her nightgown," and client A's "body was
between [client B's] legs as he was seated
in his wheelchair." Staff #9 indicated
client B rolled over client A's foot as he
"jumped back" upon discovery of clients
A and B by staff #4 and #9. Staff #9
"states he thinks [client A] was scared
because as he picked her up she was
squeezing tight as if to say don't let her
go," and client A "made a high pitched
sound-not a scream, but not typical
vocalization for [client A]."

Staff #4 indicated in an interview dated
5/4/15 client C "uses a lift and mobile
wheelchair adding it takes two people to
dress her, clean her, change her
clothing...states if [client A] wakes up
(she and [client C] share a bedroom) she
sometimes stays in bed, sometimes walks
around the house and sometimes goes to
sit in the living room." Staff #4 stated
after she and staff #9 assisted client C,
staff #4 "saw that [client B] had [client
Al

Staff #1 indicated in an interview dated
5/5/15 she had arrived at the group home
on 4/24/15 at 7:00 AM and stated "she
usually comes in to work at 6:00 AM..."
She indicated she did not observe the
incident.

The investigation indicated review of
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documentation of client A's visit to the
hospital on 4/24/15 which indicated a
"very small red area" in client A's vagina.

The conclusion of the investigation dated
5/12/15 failed to indicate evidence staff
supervision levels were considered as a
factor in the investigation or considered
for corrective action.

Confidential interview #1 indicated
he/she had attempted to ensure client A
and B were supervised at all times due to
observations of client A's interactions
with each other that involved touching
and playing to ensure client B's safety.
Confidential interviewee #1 indicated it
was difficult at times to ensure staff was
available at all times to keep them within
eyesight during medication
administration, bathing and meal
preparation when there were only two
staff in the home.

Client A's record was reviewed on
5/18/15 at 9:53 AM. An ISP (Individual
Support Plan) updated 12/13/14 indicated
she "had no purposeful speech," and "her
actions, and the noises she makes, lets
you know if she does not want to do
something requested...[Client A] does
make vocalization when upset or
exited..." The ISP indicated client A was
fifty inches tall, weighed 78 pounds and
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was unable to understand her rights.
Client A required staff on premises at all
times, and was unable to communicate to
staff when she was in pain. The ISP
indicated client A had a behavior support
plan to address physical aggression,
self-injurious behavior and sensory
integration. She has health care deficits
for inducing vomiting and placing her
head in the toilet, and will undress in
public areas. The ISP indicated client A
was "on 15 minute checks."

Client B's record was reviewed on
5/18/15 at 9:41 AM. An ISP dated
7/25/14 indicated client B used a
wheelchair due to an amputated toe and
had "some problems with anger
management." In the past "would ask if it
was okay to beat up or kill people for
intruding upon his property, but did not
act on these thoughts after he was told it
would be illegal." A behavior plan dated
4/29/15 indicated he had a plan to
address physical aggression (pushing,
hitting, shoving), verbal aggression,
inappropriate social behavior (going into
female rooms, touching, inappropriate
comments that may include vulgar
gestures, name calling, teasing/taunting
housemates), noncompliance, verbal
aggression, inappropriate comments, and
cell phone misuse (taking pictures of
peers without guardian/peer permission at
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the workshop and the group home). The
BSP did not include specific supervision
needs for client B. The record indicated

client B required staff on the premises at
all times.

Behavior rates for client B for
5/18/14-5/18/15 were reviewed on
5/20/15 at 5:00 PM and failed to indicate
the incident involving client B on
4/24/15. An entry dated 4/3/15 at 6:20
PM indicated "[client B] had another
housemate bouncing on his lap. He
stopped and left the area when staff asked
him to." An entry dated 10/24/14
indicated "[Client B] came into the
dining area with [client A] on his lap,
hugging him. PD redirected [client B]
and discussed that it is inappropriate for
him to have [client A] on his lap, as well
as to hug her."

The PD/Program Director was
interviewed on 5/18/15 at 3:15 PM. She
indicated there was no history of client B
sexually abusing client A in the past. The
PD indicated she had been notified of an
incident involving clients A and B in the
past of client B going into client A's
room, but stated she was not sure if it
was accurate or "hearsay." The PD
indicated the removal of client B from
the home was necessary due to the
severity of the incident. The PD indicated
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client B had placed client A on his lap
before in the past and it had been
discussed in past staff meetings that this
was inappropriate. The PD was uncertain
if the discussion was documented. The
PD indicated client B was placed on 15
minute checks after the previous PD had
found client A sitting on client B's lap
and clients A and B were not to be left
alone. She indicated the 15 minute
checks were implemented and discussed
at a meeting on 11/10/14.

The PC/HM (Program
Coordinator/House Manager) was
interviewed on 5/18/15 at 4:05 PM and
indicated there was an instance where
client B had been found in client A's
room. It was brought to her attention
while she was still in orientation on
10/25/14 and she was uncertain as to
whether the incident was documented.
She stated clients A and client B had "a
friend relationship" and that client B
liked to play patty cake with client A.
The PC/HM indicated after client B's
altercation with client D on 2/11/15, he
was placed on 5 minute checks for a
period of time. Client B had been placed
back to 15 minute checks at the time of
the incident with client A on 4/24/15. She
indicated client B was very playful with
client A and would take client A for rides
on his lap in his wheelchair.
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The PD was interviewed again on
5/18/15 at 4:25 PM and when asked if
clients A and B's supervision level was
followed at the time of the incident on
4/24/15, she stated, "I can't say. The staff
were still within a 15 minute time frame."
She stated, "We couldn't foresee it. Is it a
learning situation for us? Yes."

Staff time sheets were reviewed on
5/20/15 at 10:26 AM and indicated staff
#4 and #9 were the only staff on duty at
6:50 AM when the incident occurred
between clients A and B.

A log of client B's 15 minute checks on
4/24/15 was reviewed on 5/20/15 at
10:29 AM and failed to indicate client B
was monitored after receiving his
medications at 6:00 AM.

The Area Director (AD) was interviewed
on 5/19/15 at 11:50 AM. She indicated
staff #1 had come to work at 7:00 AM
instead of 6:00 AM because she was
needed to work later in the day. The AD
indicated there were usually 3 staff who
worked in the home at the time of the
incident. She stated "Prior to [client C]
moving in they would have been fine
with two staff working, but [client C]
needs more assistance. Their needs
(clients) were being met, but we couldn't
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foresee this incident." She indicated she
was unaware of previous instances of
client B's inappropriate behavior with
client A and if his plan was not effective
to address his behavior, the behavior
clinician should have been contacted to
revise the plan and she should have been
notified. She indicated the staff
supervision level of the clients was not
addressed in the investigation involving
clients A, B and D. The AD indicated she
was aware of the incident involving client
B going into client A's room in October,
2014, but no inappropriate behavior had
occurred and it was not reported or
investigated. She indicated the
investigation did not address how clients
A and B arrived in the living room
without staff knowledge on 4/24/15.

Staff meeting notes dated 12/5/14 were
reviewed on 5/21/15 at 11:09 AM and
indicated all clients were to be monitored
every 15 minutes, monitored in the
restroom and "that you know where they
are at all times; that staff are not in the
med room and bathroom while clients are
left unsupervised in the house...."

The Area Director was interviewed on
5/21/15 at 2:47 PM and indicated the
supervision needs of clients B and D
were not met after reviewing
documentation of 15 minute checks after
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the incident involving clients B and D on
2/11/15. The supervision level to provide
safety for client A was not met on
4/24/15 when staff were not available to
supervise clients A and B.
This federal tag relates to complaint
#IN00172930.
9-3-3(a)
W 0268 | 483.450(a)(1)(i)
CONDUCT TOWARD CLIENT
Bldg. 00 | These policies and procedures must
promote the growth, development and
independence of the client.
Based upon observation, record review W 0268 W 268 Conduct Toward Client 06/20/2015
and interview, the facility failed for 1 of 4 These policies and procedures must
led clients (client A). & te h promote the growth, development
s.'«:lm]? ede ler_l .s (client A), to p romote her and independence of the client.
dignity by failing to ensure clients and
staff treated her in an age appropriate 1.  What corrective action will
be accomplished?
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manner with respect' A record of discussion will be
completed with the Program
.. . Coordinator regarding professional
Findings include: . garcimep
boundaries.
The Program Coordinator will
A report to the Bureau of Developmental receive training regarding modeling
Disabilities Services (BDDS) dated appropriate interactions with the
4/24/15 was reviewed on 5/15/15 at 5:05 clients ts’f ;‘fm‘?i‘:h’ 2:” 3. ;
. . art wi € retraine
PM. The report indicated staff had . .
) regarding age appropriate
reported to the PC (Program Coordinator) interactions with the clients by June
the staff "had walked into the living room 20th, 2015.
after waking clients to see [client A] The Program Coordinator will
sitting on the lap of [client B]. Staff do homet Of:iservj‘mo?s We‘?dy g’l
. . . . ensure stalr arc impliémentin, (§]
advised that [client A] still had her night . p &
] plans of clients and to ensure
gown on and was without underwear. appropriate age interactions are
Staff also reported that they observed occurring.
[client B] with his hands between [client The Program Director will do
A's] legs. Staff immediately separated the home Observatl(?ns bl'weel,dy to
C g " ensure staff are implementing the
individuals and contacted the PC." Plan .
i i plans of clients and to ensure
to resolve indicated client B "had been appropriate age interactions are
removed from the home and placed into occurring.
an all male group home. [Client A] was /Age appropriate activities will
taken to [hospital] for an examination. be a,\]a}llabl? for Client A to
ff ducti 15 minute check participate 1n.
Sta. are con gctmg minute checks on A consumer meeting will be
[client B]. [Client B's] workshop was held with the residents to discuss
notified that they are to add extra treating all clients according to their
supervision to his care. Police were age by June 20th, 2015.
contacted and an investigation is pending . L
ith lci lice." 2.  How will we identify other
with [city] police. residents having the potential to be
affected by the same deficient
An investigation into the 4/24/15 incident practice and what corrective
dated 5/12/15 was reviewed on 5/15/15 at action Willll be Zake“; )
. C All resident t
6:00 PM. The investigation indicated 7 Tesiqents have The
. . R potential to be affected by the same
client B had mild intellectual disability deficient practice.
and was able to communicate verbally. A record of discussion will be
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Client A's diagnoses included, but were completed with the Program
not limited to, Down's Syndrome Coordinator regarding professional
found int ’11 tual disabilit ’ liosi boundaries.
pI‘.O ound inteticctual disabrity, SCOLOSIS, The Program Coordinator will
microcephaly (small head) and receive training regarding modeling
osteoporosis. The investigation indicated appropriate interactions with the
staff #4 and #9 found client B with his clients by June 20th, 2015.
hands under client A's nightgown after d.Staff will be reFrat‘med
. . . . . regarding age appropriate
the staff assisted client C with toileting. [eBATCINg age appropra
S ) ) interactions with the clients by June
The following interviews were included 20th, 2015.
in the investigation: The Program Coordinator will
do home observations weekly to
The PC/HM (Program ensure staff are implementing the
. . lans of clients and to ensure
Coordinator/House Manager) stated in an P . . .
) ] ) appropriate age interactions are
interview dated 4/29/15 she had received occurring.
a text from staff #9 at 6:50 AM on The Program Director will do
4/24/15 "saying [staff #9] and [staff #4] home observations bi-weekly to
'found [client B] with [client A]."" The ensure staff are implementing the
. . .. . plans of clients and to ensure
interview indicated staff #9 stated client . . .
o ) appropriate age interactions are
A "was sitting on [client B's] forearm and occurring.
his hand was in her vagina...states she Age appropriate activities will
assisted [client A] in the restroom and be available for Client A to
observed blood on her panties...." participate in. ) )
A consumer meeting will be
o . ' . held with the residents to discuss
Staff #9 indicated in an interview dated treating all clients according to their
5/1/15, client B "had [client A] pinned up age by June 20th, 2015.
against him and his whole hand was up
her nightgown," and client A's "body was 3 What measures will ,be put
. . into place or what systemic
between [client B's] legs as he was seated changes will be made to ensure
in his wheelchair." Staff #9 states client that the deficient practice does not
A's peers "treat her like a baby, pat her on recur?
the back and say things like 'good job A record of discussion will be
. . . , completed with the Program
[client A]' or 'come on [client A]' and . . .
. . . . | Coordinator regarding professional
[client B] is playful with [client A]. boundaries.
Staff #9 "states he has seen [client B] The Program Coordinator will
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tease her and hug her which he reports he receive training regarding modeling
tells [client B] he can't do that as it's too appropriate interactions with the
much touching." clients by June 20th, 2015.
’ Staff will be retrained
regarding age appropriate
Client B indicated in an interview dated interactions with the clients by June
4/30/15 he had kissed client A, and stated 20th, 2015.
"he is not interested in [client A] The Program Coordinator will
" " do home observations weekly to
sexually." He stated "there are a few . .
] ensure staff are implementing the
people that kiss her and stuff. Some of plans of clients and to ensure
the staff have kissed [client A]. They appropriate age interactions are
don't say anything to them." Client B occurring.
indicated the PC/HM (Program N Tbhe Pr?granéplrecgr :‘”H do
. . ome observations bD1-wee (6]
Coordinator/House Manager) had kissed . Y
) ) ) o ensure staff are implementing the
client A in the past. Client B indicated he plans of clients and to ensure
had taken client A "for rides on his appropriate age interactions are
wheelchair from the dining room to the occurring.
kitchen and that is it...states he has never .Age ap pmp,nate activities will
. be available for Client A to
done anything sexual (touched or participate in
fondled) to [client A]...." Client B stated A consumer meeting will be
he had kissed client A before "2-3 times held with the residents to discuss
in the living room (no reports to support treating all clients aCCOrding to their
this statement)...." Client B indicated he age by June 20th, 2015.
did not give client A a ride on his 4. How will the corrective
wheelchair and client A did not sit on his action be monitored to ensure the
lap on 4/24/15. deficient practice will not recur?
The Program Coordinator will
The investigation indicated review of do home Obsewfmons Wee].dy 0
- . . ensure staff are implementing the
documentation of client A's visit to the plans of clients and to ensure
hospital on 4/24/15 which indicated a appropriate age interactions are
"very small red area" in client A's vagina. occurring.
The Program Director will do
. . N h i i-weekl
The conclusion of the investigation dated ome Observatlo.ns bi weekly to
L nevid ensure staff are implementing the
5/12/15 indicated "evidence supports plans of clients and to ensure
[client B] kissed [client A]. Evidence appropriate age interactions are
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: LPXO11 Facility ID: Q00771 If continuation sheet Page 128 of 138




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

PRINTED: 06/22/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G251

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
05/21/2015

NAME OF PROVIDER OR SUPPLIER

REM OCCAZIO LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

511 COUNTRY CLUB LN
ANDERSON, IN 46015

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

supports two staff report [client B's] hand
was under [client A's] night gown.
Undated Recommendations Resulting
from an Investigation as part of the
investigation indicated in part,
"discussion with PC/HM regarding
modeling appropriate behavior for staff
and clients." The recommendation failed
to indicate specific recommendations
regarding the PC modeling appropriate
behavior.

Confidential interview #2 indicated
he/she was not present when the incident
between client A and B occurred. When
asked if there had been previous incidents
with clients A and B, he/she stated, "I've
heard he was in her room. Confidential
Interviewee #2 stated client B, "Was
touching her too much, and wanted to
play patty cake with her and may have
wanted to build up trust with her...
[inappropriate language] stuff would
come out of his mouth-he would make
(inappropriate) remarks about college
girls when he would see them...."

Behavior rates for client B for
5/18/14-5/18/15 were reviewed on
5/20/15 at 5:00 PM and failed to indicate
the incident involving client B on
4/24/15. An entry dated 4/3/15 at 6:20
PM indicated "[client B] had another
housemate bouncing on his lap. He

occurring.

The Behavioral Clinician will
monitor to ensure appropriate age
interactions are occurring when
doing observations within the home.

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

June 20th, 2015
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stopped and left the area when staff asked
him to." An entry dated 10/24/14
indicated "[Client B] came into the
dining area with [client A] on his lap,
hugging him. PD redirected [client B]
and discussed that it is inappropriate for
him to have [client A] on his lap, as well
as to hug her."

The PD was interviewed on 5/18/15 at
3:15 PM. The PD indicated client B had
placed client A on his lap before in the
past and it had been discussed in past
staff meetings that this was inappropriate.
The PD was uncertain if the discussion
was documented.

The PC/HM was interviewed on 5/18/15
at 4:05 PM and indicated there was an
instance where client B had been found
in client A's room, but it was brought to
her attention while she was still in
orientation on 10/25/14 and she was
uncertain as to whether the incident was
documented. She stated client A and
client B had "a friend relationship" and
that client B liked to "play patty cake"
with client A. She indicated client B was
very playful with client A and would take
client A for rides on his lap in his
wheelchair.

The PD was interviewed again on
5/18/15 at 4:25 PM and indicated staff
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were working with clients to ensure they
treated client A as an adult woman, rather
than as a child.

The Area Director (AD) was interviewed
on 5/19/15 at 11:50 AM and indicated
she was unaware of previous instances of
client B's inappropriate behavior with
client A and if his plan was not effective
to address his behavior, the behavior
clinician should have been contacted to
revise the plan and she should have been
notified.

The AD indicated in an e-mail dated
5/19/15 at 3:36 PM the recommendation
to discuss with the PC/HM regarding
modeling appropriate behavior was
intended to ensure the PC is modeling
appropriate interactions with the clients
for the staff and other clients. She
indicated client B had "made a few
comments in his interview statement that
the PD (Program Director) should be
addressing to ensure the PC is not
communicating mixed messages to the
staff and other clients."

This federal tag relates to complaint
#IN00172930.

9-3-5(a)
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the facility's nursing services failed for 1
of 4 sampled clients (client C), to provide
timely nursing evaluation and treatment
to address a pressure ulcer.

Findings include:

A report to the Bureau of Developmental
Disabilities Services (BDDS) dated
4/1/15 indicated client C was admitted to
the group home on 3/31/15. "HM (house
manager) found a pressure sore on the
left thugh (sic) near the buttocks of the
client. The sore appears to be old and
open. [Client C] had a consult with her
new PCP (primary care physician) on
4/1/15 and will return on 4/6/15. [Client
C] advised that this sore occurred in her
previous placement [name]. [Client C]
advised that she did notify staff at the
facility of the sore." Corrective action
indicated the sore would be monitored
and any changes in the condition would

The facility must provide clients with
nursing services in accordance with
their needs.

1. What corrective action will
be accomplished?

Client C is currently being
monitored by a wound care nurse
weekly.

Wound care has involved
Client C’s PCP regarding
recommendations to help treat the
pressure sore found on Client C.

Staff were trained by
Mentor’s nurse on Client C’s wound
care needs on 6-5-15.

How to document Client C’s
wound care needs and treatment was
reviewed with the staff.

Repositioning Client C every
2 hours has been added to her MAR.

Daily skin checks are being
completed for Client C.

A toileting schedule has been
added for Client C to assist in the
prevention of skin breakdown.

Client C now has daily wound
care that staff is assisting her with to
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W 0331 483.460(c)
NURSING SERVICES
Bldg. 00 The facility must provide clients with nursing
services in accordance with their needs.
Based on record review and interview, W 0331 W 331 Nursing Services 06/20/2015
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be reported immediately. "Staff will promote healing of the pressure sore.
continue to complete skin/wound checks. + Client C’s risk plan for skin
[Client C] will attend her PCP gy s beenevised.
appointment on 4/6/15 and check on the with Client C and/or connecting with
progress of this sore." the Program Director/Program
Coordinator about her needs on a
An Investigation Summary dated weekly basis. , .
4/1/15-4/3/15 indicated a pressure ulcer retrainel\gzr:?}rleseilg::tz::ilgnzeand
was located on client C's left buttock, how to complete an admission
"red in color, blistered and broken." PCP assessment of a new client.
appointment notes dated 4/6/15 indicated Wound measurement tools
client C's PCP indicated client C should have been provided to the staff to
receive toileting every 2 hours during t;eoli;gf)mtor the size of Client C's
waking hours and awaken at 2:00 AM to The Program Coordinator and
toilet, client C should have daily skin Program Director will be retrained
checks and staff are to follow skin on following physician
integrity protocol. Interview of staff at recomme,nda,tions and i ]
client C's previous placement on 4/3/15 communication expectations with the
nurse on 6-10-15.
indicated client C's pressure sore was not
open (date not indicated)" and "the last 2. How will we identify other
time the area was observed by the nurse it residents having the potential to be
was red in color (date and time not affeCt,ed by;he;ame deﬁc?e"t
indicated)." The HM was interviewed on ::Zf)t;cvev::l b eV\t/a::Z:;)rrectlve
4/1/15 and indicated staff had found the All residents have the
pressure ulcer on her left buttock while potential to be affected by the same
toileting client C that morning (time not deficient practice. A
indicated). The HM indicated a "fill in" monitorcege;‘; S::Oi‘;lr;e:iz Ezfs‘f
nurse consultant had "been to the home weekly.
the previous day. Stated that it was Wound care has involved
unknown if the nurse had observed this Client C’s PCP regarding
sore... Stated the PCP was unable to recommendations to help treat the
observe this area on 4/1/15 due to not presSur;;(;e\f;tnga?ﬁe?:nt <
having a lift (device to position client) at Mentor’s nurse on Client st wound
the office. Stated that [unidentified care needs on 6-5-15.
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name/title] was returning to the home to How to document Client C’s
conduct a physical on 4/2/15. Stated that wound care needs and treatment was
. . reviewed with the staff.
a follow up physical is scheduled for e .
) . Repositioning Client C every
4/6/15 with PCP." The nurse consultant 2 hours has been added to her MAR.
was interviewed on 4/1/15 and "stated Daily skin checks are being
that she had not completed a full body completed for Client C.
skin check upon arrival to the home. A toileting schedule has been
, added for Client C to assist in the
Stated that there had been a doctor's . .

) i prevention of skin breakdown.
appointment scheduled for [client C] on Client C now has daily wound
4/2/15...." Client C stated in an interview care that staff is assisting her with to
on 4/3/15 the pressure ulcer had promote healing of the pressure sore.
developed "approximately one month + Client Cs risk plan for skin

or to h " integrity has been revised.
prior to her move. Mentor’s nurse is involved
with Client C and/or connecting with
Client C's April, 2015 MAR (medication the Program Director/Program
administration record) was reviewed on Coordinator about her needs on a
5/20/15 at 11:17 AM. It failed to indicate weekly basis. )
. . . Mentor’s nurse will be
documentation client C received . .
) retrained on the expectations and
treatment for her pressure ulcer until an how to complete an admission
entry dated 4/23/15 indicated wound care assessment of a new client.
treatment "cleanse the gluteal area Wound measurement tools
(buttocks) with Aloe wipes, apply have beer} pl‘OVldC.d to the s.taff to
. help monitor the size of Client C’s
anti-fungal powder and dust off excess. wound
Apply Vaseline for skin protection. The Program Coordinator and
Wound care is to be done BID (twice Program Director will be retrained
daily) and PRN (as needed). Document on following physician
. . " recommendations and
appearance in skin/wound module. e . .
communication expectations with the
nurse on 6-10-15.
A physical form dated 4/3/15 completed
by the group home nurse was reviewed 3. What measures will be put
on 5/20/15 at 10:38 AM. The form into place or What systemic
indicated client C was admitted to the changes will l,)e made t(,) ensure
that the deficient practice does not
group home on 3/31/15. "Unable to do recur?
complete skin assessment that day." The Client C is currently being
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form indicated on 4/3/15 client was monitored by a wound care nurse
assessed with an "open area appears to be weekly. .
1d (si i cl d with Wound care has involved
a old (sic) scar tissue. Cleansed wi §0ap Client C’s PCP regarding
and water. Instructed staff to help [client recommendations to help treat the
C] change positions every 2 hours...." pressure sore found on Client C.
Staff were trained by
A physical form dated 4/7/15 indicated Mentor’s nurse on Client C’s wound
lient C dbv th "o care needs on 6-5-15.
client C was assessed by the nurse "Open How to document Client C’s
wound on gluteal area. Unable to wound care needs and treatment was
measure due to not having wound reviewed with the staff.
measurement tool. Home health to Repositioning Client C every
assess: under wound care 2 hours has been added to her MAR.
] . Daily skin checks are being
management...MD (medical doctor) rec completed for Client C.
(recommended) wound care to assess and A toileting schedule has been
treat...Will continue to monitor...." added for Client C to assist in the
prevention of skin breakdown.
A physical form completed by client C's Client C now h.as daily V_Vound
. . care that staff is assisting her with to
physician dated 4/8/15 was reviewed on .
o promote healing of the pressure sore.
5/20/15 at 10:12 AM and indicated a Client C’s risk plan for skin
prescription dated 4/8/15: "HHC (home integrity has been revised.
health care) to eval (evaluate) & (and) tx | Meniors nurseis invelved:
(treat) dx (diagnosis) pressure wound with Client C a,nd/or connecting with
b K. the Program Director/Program
uttocks. Coordinator about her needs on a
weekly basis.
A Health Care Report completed by the Mentor’s nurse will be
group home nurse dated 3/31/15-4/5/15 retrained on the expectations and
was reviewed on 5/20/15 at 12:11 PM how to complete an adr,mssmn
. . hedul assessment of a new client.
an.d 1nd1catejd'an appointment scheduled Wound measurement tools
Wlth a phySlClaIl fOl‘ 4/1/1 5 NO results have been provided to the staff to
were documented of the visit. A help monitor the size of Client C’s
Skin/Wound Assessment dated 4/1/15 at wound. .
10:08 AM indicated a "pressure sore, The,PrOgram, Coordmat,or and
. . . Program Director will be retrained
blister with skin break 2.54 cm on following physician
(centimeters) in length, 2.54 cm in width recommendations and
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and 2.0 in length. on 4/1/15 at 9:40 PM, communication expectations with the
the pressure sore blister with skin break nurse on 6-10-15.
m.easured 2.9 in width and 0.5 in depth, 4. How will the corrective
with protective cream used. An entry on action be monitored to ensure the
4/1/15 at 9:44 PM indicated "healing" deficient practice will not recur?
length 3.0 cm, width 2.0 cm. An entry The Program Director will
dated 4/3/15 at 10:08 PM indicated a monitor to ensure the clients plans
. . ) and needs are being met during their
pressure sore "blister with skin break" . g g
: ) ) bi-weekly observations.
2.54 cm in length, 2.54 cm in width, and The Program Coordinator will
0.2 cm in depth. An entry dated 4/4/15 at monitor to ensure the clients plans
10:00 PM indicated a pressure sore and needs are being met during their
"shiny or darkened area" which was not weekly Observatlons'
4 and fi d o Client C has a wound care
meas_ure » and first aid omntment nurse that meets with her weekly
provided. An entry dated 4/5/15 at 10:59 currently.
PM indicated "multiple see notes" for Mentor’s nurse is involved
wound type and "multiple- see notes" in with Client C and/or connecting with
the column for measurements. No the Program Director/Program
Lo ) th Coordinator about her needs on a
treatment was indicated in the notes weekly basis.
provided.
5.  What is the date by which the
An e-mail dated 5/19/15 at 4:20 PM from systemic changes will be
. . leted?
the AD (Area Director revi n comp
e (Area Direc 0') was rev ewec'l 0 June 20th, 2015
5/20/15 at 10:31 AM in regards to client
C's wound, and indicated the PC
(program coordinator)/house manager
had contacted the physician's office
"when it was first found. He was on
vacation which is why there was the
delay. The nurse assigned to our home
was also on PTO (paid time off) when
she (client C) moved in." She indicated
she would provide the nursing notes.
Nursing notes from a community health
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care agency from encounter dates 4/24/15
until 5/12/15 were reviewed on 5/21/15
at 9:15 AM and indicated a primary
diagnosis of "pressure ulcer,
buttock...start of care 4/24/15." No
further evidence of nursing assessment or
treatment for client C's pressure ulcer
identified on 4/1/15 was provided.

The group home nurse was interviewed
on 5/21/15 at 12:35 PM. She indicated
she was on vacation when client C was
admitted and was uncertain of nursing
assessments or the status of an initial
physical assessment as client C's
physician was also on vacation at the
time of client C's admission. She
indicated she had not been made aware
that the physician's orders for home
health care had not been specific enough
to provide treatment when they were
signed on 4/8/15 and she was not aware
the order had not been acted upon as a
result. When asked whose responsibility
it was to ensure the order was completed,
she stated, "It was mine." She indicated
she had assumed the PC/HM had
followed up with contacting and
arranging for the home health care
services and as a nurse she was unable to
recommend or prescribe treatment
without a physician's order. She indicated
client C was admitted to the hospital after
becoming ill and home health care
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services to treat her pressure had begun
while she was in the hospital and
continued after her discharge.
This federal tag relates to complaint
#IN00172930.
9-3-6(a)
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