
(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

04/19/2012PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PERCEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

PERU, IN 46970

15G319

00

03/22/2012

REM-INDIANA INC

211 W 3RD ST

W0000

 

 W0000This visit was for the post certification 

revisit (PCR) to the investigation of 

complaint #IN00098512 completed 

October 21, 2011.

Complaint #IN00098512:  Not Corrected.

This survey was completed in conjunction 

with the investigation of complaint 

#IN00105070.

Dates of Survey:  March 14, 15, 16, 21, 

and 22, 2012.  

Surveyor: Susan Eakright, Medical 

Surveyor III/QMRP 

Provider Number:  15G319

Facility Number:  000837

AIM Number:  100243970

The following deficiency also reflects 

state findings in accordance with 460 IAC 

9.

Quality review completed on March 29, 

2012 by Dotty Walton, Medical Surveyor 

III.
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483.450(b)(4) 

MGMT OF INAPPROPRIATE CLIENT 

BEHAVIOR 

The use of systematic interventions to 

manage inappropriate client behavior must 

be incorporated into the client's individual 

program plan, in accordance with 

§483.440(c)(4) and (5) of this subpart.

W 289   The facility currently 

ensures by means of an annual 

teaming and monthly review of 

client programming that the use 

of systematic interventions to 

manage inappropriate client 

behavior is incorporated into the 

clients Individual Program Plan.  

The behavior plan for client’s A 

and B will be revised to include a 

specific hierarchy of technique 

and restraint as allowed in the 

Physical Intervention Alternatives 

and determined by the IDT for 

each client. The behavior plans 

will include the hierarchy of 

interventions allowed and the 

specific technique that is used for 

specific behavioral episodes. The 

Program Director will contact the 

behavioral specialist to add 

interventions for staff to 

implement when client B refuses 

to attend workshop.  The Home 

Manager will re-train the direct 

support professionals on the 

changes made to the behavioral 

support plans of client A and B. In 

the future, the facility will ensure 

that all changes and additions to 

the client active treatment and 

programming are updated in the 

client Individual Program Plan as 

stated in the client regulatory 

04/21/2012  12:00:00AMW0289

Based on record review, and interview, 

for 2 of 2 sample clients (clients A and B) 

who had physical interventions employed 

for behavior, the facility failed to have a 

written description in client A and B's 

plans for physical behavioral 

interventions/Physical Intervention 

Alternative (PIA) which were used for 

clients A and B.

Findings include:

1.  On 3/15/12 at 9:30am, client A's 

7/25/11 addendum BSP (Behavior 

Support Plan), client A's 12/21/10 ISP 

(Individual Support Plan), and a 5/2011 

"Quick Reference Guide" for client A's 

"revised 3/2011 behavior development 

plan" (BDP) indicated her behaviors 

included but were not limited to physical 

assault.  Client A's "Physical Assault" was 

defined as "attempts or actual attacks 

directed at one or more individuals with 

the apparent intent to produce pain or 

injury, and taking the form of one or more 

of the following: hitting, scratching, 
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guidelines. This will be 

accomplished by monthly review 

by the Program Director of the 

client programming and 

implementation of addendums as 

needed. Person responsible: 

Area Director Completion Date:  

4/21/12  

pinching, kicking, biting, pulling hair, 

head butting, pushing, and/or striking 

with a held or propelled object."  Client 

A's plan indicated she "required" one on 

one staff supervision during "all" awake 

hours because of client A's physical 

aggression toward staff and other clients.  

Client A's 7/25/11 addendum BSP 

indicated client A "continued aggression 

toward other consumers and staff."  Client 

A's 7/25/11 addendum BSP indicated "if 

[client A] exhibits a physical assault or 

property destruction during (her 

behavioral episodes) implement an 

appropriate PIA containment procedure."  

Client A's record did not define PIA.  

Client A's programs contained no 

behavior technique hierarchy for staff to 

employ for behavior management.

On 3/15/12 at 9:30am, an interview with 

the QMRP/PD (Qualified Mental 

Retardation Professional/Program 

Director) and the House Manager was 

conducted.  The QMRP/PD and the 

House Manager both indicated no 

documented evidence was available 

which described written interventions 

from least restrictive to most intrusive 

techniques staff were to employ for client 

A's behaviors.  The QMRP/PD indicated 

client A's plan was updated.  The 

QMRP/PD indicated client A's plans in 

the group home had not been updated to 
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reflect changes made in her plan.

On 3/14/12 at 5pm, the facility's 

"Hierarchy of Physical Interventions" 

(PIA) was reviewed with the QMRP/PD.  

The policy indicated "6. Physical restraint 

(PR) refers to the application of physical 

force to prevent the person from harming 

him/herself or others.  PR is not a 

therapeutic technique and is only utilized 

in emergency situations when everything 

else has failed.  It may only be used for 

extreme behaviors."  The QMRP/PD 

stated "yes, PIA" was used for client A's 

behaviors and was not defined as a part of 

her written plan.

2.  On 3/14/2012 from 4:15pm until 

6:55pm, the facility BDDS (Bureau of 

Developmental Disability Services) 

reports from 1/1/2012 through 3/14/2012 

were requested for review.

On 3/16/2012 at 9:15am, the facility's 

BDDS reports were made available for 

review and indicated the following for 

client B:

-A 3/7/12 BDDS report, for an incident 

on 3/7/12 at 7:15am, indicated client B 

had "behaviors" of yelling, hitting staff, 

and hit his head on the wall.  The report 

indicated "staff did an approved PIA and 

took [client B] down to the floor" when a 

physical restraint hold was applied to 
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client B.  The report did not indicate 

directions for the use, the PIA hold used, 

the duration the hold was applied, or if 

client B was checked for possible injuries.

-A 2/1/12 BDDS report, for an incident 

on 1/31/12 at 5:45pm, indicated client B 

was "agitated" with the group home staff, 

ran down the street to a neighbors home, 

banged on the windows, and tried to gain 

entry into the neighbors home.  The report 

indicated police were notified and 

removed client B to the local hospital.  

-A 1/26/12 BDDS report, for an incident 

on 1/25/12 at 8am, indicated client B 

became "extremely agitated and attempted 

to elope from the building" at the 

workshop.  The report indicated client B 

"became physically aggressive and began 

to hit, kick, spit, and scratch staff. Staff 

blocked the exits."  The report indicated 

client B "removed his leg braces and 

threw 

[the braces] down the hallway."  The 

report indicated client B "removed the 

rest of his clothes and laid in the middle 

of the floor.  Staff implemented strategies 

in [client B's] BSP by clearing the area of 

other consumers, and blocking the exits.  

Staff covered [client B] with a blanket 

then pulled his pants up. [Client B] 

continued to be physically combative and 

staff utilized two man transport technique 

by immobilization of [client B's] arms, 

immobilization of lower body, and 
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restriction of mobility."  The report 

indicated client B's staff took him home 

from the workshop.

Client B's record was reviewed on 

3/15/12 at 8:30am.  Client B's 12/21/11 

BDP (Behavior Development Plan) 

included but was not limited to targeted 

behaviors of refusal to perform task, 

property destruction, physical assault, and 

Self Injurious behavior (SIB) of inflicting 

blows or bite to self.  Client B's 12/21/11 

BDP indicated "the procedures that 

follow are to be used for self-injurious 

behavior, physical assault, and/or property 

destruction that could lead to harm to self 

or others...4. If [client B] exhibits SIB, 

physical assault or property destruction 

during the area restriction, implement an 

appropriate PIA containment technique. 

Contain [client B] until five minutes of 

calm has been achieved.  5. Using the 

compliance Testing Procedure see 

description that follows, release [client B] 

from the hold then set the timer for an 

additional five minutes. [Client B] must 

be calm for five minutes while physically 

restrained then five minutes in area 

restriction...."  Client B's BDP contained 

no description or definition for PIA or for 

the "compliance Testing Procedure."  

Client B's record contained no behavioral 

technique hierarchy from least restrictive 

to most intrusive technique for staff to 
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employ for behavior management. Client 

B's record did not indicate interventions 

for staff to implement when client B 

refused to attend workshop.  

On 3/15/12 at 9:30am, an interview with 

the QMRP/PD (Qualified Mental 

Retardation Professional/Program 

Director) and the House Manager was 

conducted.  The QMRP/PD and the 

House Manager failed to present written 

interventions which described technique 

hierarchy from least restrictive to most 

intrusive techniques staff were to employ 

for client B's behaviors.  The QMRP/PD 

stated client B began to refuse to "attend 

workshop over a year ago."  The 

QMRP/PD indicated client B's plan was 

not updated to include interventions for 

staff to follow when client B refused to 

attend workshop or when client B 

demonstrated aggressive behaviors.  The 

QMRP/PD indicated client B's plan in the 

group home did not define PIA 

techniques.  

This federal tag relates to complaint 

#IN00098512.

This deficiency was cited on 10/21/2011.  

The facility failed to implement a 

systemic plan of correction to prevent 

recurrence.  
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